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Statement showing average aren and population of administrative units in the Provinces,

APPENDIX 1,

Per district t Range of Varistion,
. . \
Name of Provinoe. No. of | Areain Average | Average - o ]
) distriots. | wq. miles, |Population| area gn popula,tﬁm. Area in s, mailen, . Population.
' i ‘ 8q. miles) {
Madras . o | 24 #126,136 [*48,504,329| *5,256-7 | *2,023514 9801 to 9,107 [ 200,709 to 8,920,426
Bombay - o .- 19 76,443 | 20,849,840| 4,023-3 | 1,097,360 153) to 6,646 | 261,147 to 1,373,466
Bengal 7 . . ve t26 $77,408 [$60,308,624) 12,8670 | 42,155,468 561 to 6,156 | 247,063 to 6,023,768
Umted Provinces “ e 48 106,247 155,020,617 | 2,213-3 1 1,146,263 | . . 976 to 15,628 | 266,244 to 3,008,674
Punjab . . . 50 90,080 (28,418,819 | 3,303-0 047,204 80 to 9,979 38,676 t 1,695,375 ()
Bihar ve v 18 69,745 | 36,340,161 4,350-1 2,271,259 | 2,064 to 7,160 | 912,734 two 3,457,070 ot
©. P. and Berar .. . w| 10 98,575 |16,813,584 | 5,177-8 884,095 | 2,435 to 9,205 | 438,342 to 1,549,508
Assam Yae ’e I 14 64,951 (10,204,733 | 3,925-1 728,910 671 to 8,142 6,612 to 3,116,602
N.W.F. P, . v 6 14,263 | 8,038,067 | 2,877-2 606,344 | 1,008 to . 4,216 280,404 o 51,833 *
Orissa . . w] 0 8 32,108 |.8,728,644 | 5366-3 | 1,454,767 | 2,94 to 9,875 | 1,020430 to , 2,431,427
Smd " . .o 8 48,136, 4,635,008 |+ 6,017-0 666,876 | 1,969 to 13,640 | 304,034- to 768,748
Baluchistan .. . ) 54,458 | 501,631 _9,076'0 . 83,605 I© 407y to ~19,420 6,000 to 164,800

. %Exclading Madras city.
" $Exdluding Ctlomo city.

BT, 0,
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APPENDIX i—contd.— -

- Name of Nunsber Ares Popula- Average Average

. admipis- .of {in.sq. tion ares . Ppo
Name of Provinece trative unit. such miles) * {insq.” tion.
. * waats. - mules.}
1 2 : 3 4 B [} 7

1. Madras e «. Taluk 233 125,790 48,764,320 538-9 209,280
~2. Bombay .. «« Taluk 186 76,443 20,849,840 .411-0 112,096
.3. C. P. and Berar .. 'Tehail 99 08,408 16,813,684 994-0 169,834
4, United Provinces .. Tehsl 206 106,149 55,020,617 -515-3 267,080
5. Punjab . .. Tehsil 115 91,571 28,418,819 796-3 247,120
6. N.W.F.D. .. v»» Tehsil " 38 13,518 3,038,067 751-0 168,781
4. Sind . ~+ Taluk - 67 48,136 4,535,008 .718-4 67,687
8. Orisea “s v [ Talak®*- "~ 21 17,632 2,983,126 834-8 142,054
Thana 51 - 13,815 5,745,418 . 270-9 112,653

9. Bengal .. Thans-- 608 77,442 60,306,525 127-2 99,025
10. Assam .s .. Thana 131 55,043 10,204,733 - 420-2 97,899
11. Bihar .n - .. Thans 201 69,355 36,340,151 345-0 180,797

*Taluk in reepect of the portion taken from Madras Presidency & Thansa in respecti
of that which was taken from ** Bihar & Orissa."’
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. APPENDIX 2..

Long-term Programme,
Staff ami hospital accommodation tn primary unit, secondary wnit and dis-
T %t headguaﬂers orgamtsatwn n tke long-term programme.

~ »

. PRIMARY UNIT. - - SECONDARY UNIT.

Name - No.| « Name . No.
ContriIhng Officers . .. " 1 | Administrative Officers ", - o J
Medical Officers .y .e 5 | 650-bed bosprtal: | .

- - o i Heads of the sections of medi- -
cine, surgery, mastermty, _
Other siaff = -, = - pathology & T‘ B.» "as . e 4
Public health nurses - 1 3
Midwives .. . w » 8 { Medical Oﬁicers ] "

. Sanitary inspectors .. .- 2 Senior Viatang officers {Part-time} 20
Health assistants .. . 2 Junior o- . e 12
Fitter mustry - on~ 1 Regident M, O, e as 15
Inferior servafita  ..% .- 10 Anaesthetasts ~ .- .. 18

; Pathologisty . e v B4

' ‘T - Howse staff .. .- 45

1B-Bed hosprial : T . . .

Nursest -+ . - L T -

Matron:  =x. . .e 1| Nurses: toe

Assistant Matren .. ae 1 Matron .~ .. 4. T )

. Night Sister . L 1. Asmg Mah-on - e i

‘Theatre Sister .. P | Sister .. .. ]

- °  'Ward Sisters P . 4 Night Smter e 7 :’, . b3

*  Staff Nurses . -«,. 12| 'Theatre Sigters - FE ¢
L - . {4 WardO.P. & Specml depart- .

- - o & ML B | ment sisters e 40,
Hospital social workers .. Y. 3 Asmstant might sxste: P
Ward attendants e o3 8 Staff nurses_ A T § -
Compounders .! . g . 3 Home siater. . e ]
OCooks * | . v L: .o 3 Home keeper ¢ . 3
EKitchen servants .- - 3 Hospital social workem > .. T 18
Sweepers . .. .- e 8 Night stalf narses .. - 2
Mistry . ,e TR | L= . "

Malis Pt el w2 -, ) X
fa 2. N Kitchen staff : |~ -
R Lo cooks e A T | |
. Servants .. . ~ .0 - . - 18
- . - . | 8weepers A T 50 -
’ . Mistry . Toas .s 2
. - Maly L e o e 3
- I - Other ataﬁ"' '
. - Assistant Public Health Engmeer 1
- - - Senior- publhic health wnurses.. 2
Sanitary mspectors .. . 2
Ward attendants . e [ )
' . Compounders - ~ . . 26
Clerical : * N -
Head clegk .. ra hadiN 1
.- - Clerks s - e L
- Statastical elerk .a .a :
R Typists  2er - ., . 2

- [N
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APPENDIX? 2—contd.
Long.term Programme—contd,
District Headquarters Organisation.
Name ?No.
Administrative staff :
Officer in charge of district health services .. e .o .. 1
Deputies .e e e .s .. . .+4orb
2,500-bed Hospital :
Heads of seotions of medicine, matermty, surgery and patholozy.. . 4
Research workers .. . -e . .. . 8
Research workers T. B. . .e .e ae - .s 3
Madwal officere : N
Senior medmal officers . . . .e .. 28
Junior medical officers .e .. - . e - 28
Resident M. O, e - e - N e .e .. 30
Registrar & Anwathetmt .. .. .. N .. . 23
Pathologiet .- .s . . . - 24
House staff . e .e .e .. . - 118
Nurges: ’ .
Matron Superintendent . . .. .. .. 1
Matron . .w . . aw s . - 3
Assistant Matron ‘e . .- .. . T4
Sister Tutor .. . ~aw .e .s .. T4
. Night Sister . .e .o . ‘e .. : 4
Theatre Sister .. .. .. ... 12
Sister nurses (for ward O. P. & Special Deptt.) .e e e 150
Assistant night sister .e .. .. . . = 4
Night staff nurse .. . . . o .. 8-
Staff nurse .e . .. . . .. - 427
House sisters .. .o . . .e .e . 4
Houge keeper .e A .e - ee . o 4
Hospital social worker . . . .s - - 50
Jamadar .s . .. .e . e - 10 <
‘Ward attendants .. .e ee  x es e . ae . 200
Pharmaecist . . . .e .e .e i, 4
Compounderl . wa .s . s (33 :: 100
Kilchen siaff : . - ; oot
Head ocok s .e . . .e s o
Cook .. . .s .o e *e -» 60
Kitchensetvanbn .e .e . . . .e e 80
. SuaTors .e .- .o . .a . .s . 8
Public Healih Engineering :
Sanitary engineers . . . .o .e 2
Assistant sanitary engmeel‘t . . as .s . . 18
Draftsmen ae . . .. . . ae 3
Inspeotor engineering ve s .. e .e . 2
. Fitter mechanicly =t .. .. .. .. .. . 1
«. Supervisory health visitor .. . . .e . 1
. Supervisory sanitary inspector.. . . .- . -1
Clencai ataff :
Head clerk s .. . . . . 1
Accountant . .e o< ee s .. . 1
. Asst. acocountant .. . . .t .o va . e -]
Clerks . . .. e “w e .e 16
Statagtical olerk .e s . ae .e . .e 4
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"APPENDIX 3.

-Short-term Programme.
8aff of a 209-bed hospital and the administrative organisation in & secondary untt_
- . - Name No. -Scale of pay.
- ) . - Ra. .
Superintendent . 1 8500—30—800
M. O.’s in-Charge of Dapartments of Medxome, Surgery,mld-

wifery & Gynaecology & .. . . - 2 400~—-30—700
M. O. xn-Gb&rge of L&bomeory . .e . e 1 400—30—700
House staff 5, .. .. . 6 250—25—500
Assistant M. O. in eharga of Laboratory . . ve 2  280—25—500
Part-time Doctors .. . . . = 3 100pm.
Matron . . .. .- .. 1  200—10—300
Assistant Matron .o .. .. ... N 1 150—5—200
Bister Tutor .- . .o T . 1 140—5—190
Night Sister . . o . . 1 135—5—186
Theater Sisters . . .n P . 2 125—8—175
‘Ward Sisters .e . .. . . 4 115—5—1486
Staff Nurses .. . T es .e . s 19 100—5—176
Staff Nurses e - . . .11 - 78—8-128
Night Staff Nurses . Ces PN . . 2 . 75-8—128
House Sister .. . e e e . 1 100—56-—150
House keeper .. < e . . e . 1 * 100—5—150 .
Senior pharmacist . e ‘e - .e 1 60—3—90
Laboratory technicians .. A . .e .s 3 60—6—100
Carotaker . T . 1 40—2—60
Laboratory attendants .. Ve . - . 3 30—2—50
Pharmacist - . . e . . . 6 40—2—60
‘Ward attendants . . . .. 16~ 30—2—50
Sweepers .. . e . .. .. 16 25—1—35
Cooks .. - . . s . . & - 30250
Mali ., . .. . . .o I 25—-1—35
Mistry.. . - . . . s .. 1 40—2—60
Clerk .. . e .. .s as . 1 160—10~—250
Stenographer .. .e - . . ae 1 100—5-<-200
Clerk .. . . . e e - 1 75—5—150
Peons .. . - .e .. e .. 2 28---2—506
X-Ray Staff : B .

Seniof M. O (X-Ray) .. . . e N7 L1 40030700
Assistant M. O. (X—Ray). . .- . FES .. 1 250-—256—50.
Technician .. . .e cas . . 1 150—10—250
Nurse .. S . e, .. . 1 100—5—150

- 1- 75—85—~150
Attendants - ... . . . . . 2 25—2—56
Dental Service = o -

Orthodental Surgeon . . . .. .. .- 1 375—26—750

Dentists .. .. . .. . .o .2 250—-25—500

Dental hygienists .. . e e - .4 ™ 80—5—130

Administrative organisation in a secondary unit.
Name o -No. Scale of pay-
= s Ra. A
Admanistrative Medical Officer . .n L e 1,000—50—1,200
Deputy Administrative Medical Oﬂ‘ioer . ae T 1 500—30—800
Assistant Administrative Medical Officer - . -

(Materruty and Chuld Welfare) .- .. ‘e -1 400—30—700
Assistant Public Health Engineer .. . 98 1 400—30—700
8enior Sanitary Inspectors .. .- .- .. 2 150—10—250
Semior Public Health Nurses .. ;s .. 2 150—10—2506
Head Clork . .. . <. .- - 200—10—300
Statistical Clerk .. .. . .s e 1 200—10—300
Stenographers .. . - .e . 3 100—58—200
Clerk {1st Division) - .. ve .a . 1 150—10—25¢
Clerks (2nd Divimon) . a3 as . 2 5—5—150
Inferior servants .. “ .n . - 5 25-—2—85
Dentist - . . e 1 25025508
Dental Hygwmm. . .. . - - 2 80-—-5—130

Attendamd a. .o e e “n ) 30—3—80




APPENDIX 4.
Tke Population of individual provinces covered by the scheme at the end

. . of first five and ten years. . ... .
13
End of five -~ End of ten
' yeard. = years.
1. Madraa .. » .. :. i o 9,600,000 25,920,000 -
2. Bombay, .. . . . e " 17,600,000 11,400,000
3. Bengal e . .. . . 10,400,000 . 31,200,000
4. U.P. Y. e e .. .- 19,200,000 28,800,000
5. Bihar . . .. .. .. 6,400,000 18,560,000
8.. Orisssa e .- . .. .- T 2,400,000 4,560,000
7. Punjab e . - .. .- 10,800,000 16,800,000
g. C. P. & Berac .. .. .. . 6,080,000 9,120,000
. Assam e .e L e Tl 2,800,000 5,600,000
10. Sind - .- -t . .. 1,600,000  — 2,560,
1. N.W.P.P. .- .. e v 1,200,000 1,680,000

o B © Tetal .. 78,080,000 156,200,000
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APfENDIX 5.

A suggested scheme of implementation of ths programme in individual ~

prmnoes dunﬂg the first ten years.

Mavnas (24 Dm) — L 19&1 Popnlation 48 56 mdhom
- PRIMABY UNITS. SECONDARY UNITS.
— - A —~r -
- :+ No.of : Populs- No.of No. of No, of No. of No. of
2 Primary  sion dis- 30-bed  Seson- 200-bed  500-bed
uniis served. pensaries hospifals  dary hospitals hospital
(40,000 i pri- n ante, mm 1]
Year. . popula-~ mary units primary &econdary
; $ion) each anabs, anyts. .
: m s * baving :
dastrick. two emer-
. geancy and
two ‘
-  maternm RN
- beda. v
* 2 Z ey _ .
Ist Year - 5 200,000 5 i i 1 v
2nd o, . 5 200,000 & 1 . 1’ L 1 P
Srd ., - * &5 200,000 5 i 1 1 -
N . T T 2s0000 T e 1 1 -
[ - .- - 10 496,000 10 2 1 1 .
o . 13 520,000 13 4 ! i I | .
Th . . 18 840,000 i8 [ 4 2 1 - K
Bth o, .. 19 760,000 18 8 2 1. L
oth e 23 920,000 23 11 2 i L
i08h - 27 1080,000 27 14 3 L IR ¥
e - ILJ
Bomeay (B l)wn:uors) M - 1941 Popilation 20-85 mllions.:
T -
PRIMARY UNITS. . SECONDARY UNITS. *
e A~ = - -~ L e S
- . No.of  Populs- No.of No.of "~ Noidf No.of No.of;
-~ Pe fison dis- -30-bed  Sedon- 200-bed  500-beg
anita served. penasueu  hospitals  dary hospitals hospitals.
{40,000 1n pri- 1 anifs. m
Wear. *popula~ mary unita primary secondary -
tion} each unite, T . BRItA.
in baving i
dintrioch. two emer- ‘
gency and
s twn -
; maternily .
Bob Year- »s &8 200,060 & 1 1 - 1 .
2nd .o 5 200, 5 1 i 1 .
ard ,. P . & 200,000 5 | S 4 1 .-
Ath . 7 289,000 7 2 1 1 .
5tk L, - .o 10 400,000 10 2 1 i .o
ath o .. . Il 440,000 -1t 8 i | SR
7t s 12 481,000 12 £ i i .
8th ,, . 18 520,000 13 & 1 1 .e
oth . « 34 560,000 14 4 1 1 .
ioth - 15 600,000 18 ¢ 8 . | 1 ..
.




v -
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- APPENDIX 53— contd.
> 1941 Population 80-31 millions.

Baxear (26 DsTRIOTS).

PRIMARY UNITS. - SECONDARY UNITS.
. > - - .
- L] o 2
No. of Popula- No. of . No, of No. of No. of No. of
i tion dis- 30-bed Secon- 200-bed  500-bed
units served.  pensaries hospitals dary _ hospitals hospitals.
Year, ggpﬂ??oo in pri- - in umts, indary
a- mary units primary 86001
tion) :z:h unita, .~ unita.
ina - having ~
- distriot, two emer-
gency snd
R two
N maternity ‘
beds,
1s%¢ Year._ e 5 200,000 5 1 1 1 s
“2nd - 5 200,000 &5 -1 1 1 .-,
8rd » .. & 200,600 8 1 1 - 1 TS
4th , .e 7 280,000 7 2 1 1 .s
&th L es 10 400,000 10 * 2 1 1 -
6th . os 14 560,000 14 4 1 1 .o
%th »” we i8 520,000 18 6 . 2 1 . 1
8th , ,, . 22 $80,000 29 . 8 2 1 1
oth ,, .- 26 1,040,000 26 11 2 1 1,
10th o, .. T 80 1,200,000 30 15 2 1 1

AN

Orrtep “Provixais (48 Disrricrs). 1841 Populstion 55-02 mullions

PRIMARY UNITS. SECONDARY UNITS.
P,

No. of Popula- - No. of No. of No. of No. of No. of.
Primary tion die- | 30-bed Secon-  200-bed *  500-bed
_ umts served.  pensaries hospitals dary hospitals hoepitals.
{40,000 in pri- in unite. m
‘Year, Ppopuls- mary units primary secondary
. tian) h:ach units, b unita.
in o ving
. distriot. two emer-
- gency and .
two
maternity - “e o me e
beds. . c
1st Year . 5 200,000 5 1 1 1 [N
&nrd . ] 200,000 B 2 -1 1 . .
3d ,, .. : ' 200,000 5 - 1 i -
4th . T 280,000 7 2 1 1 o~
sth . - 10 400,000 s 10 2 1 1 e
et . o1 440,000 H 8 1 1 -
Tth |, . 12 480,000 12 - 4 1 1 .
4, . 13 520,000 13 & 1 1 s
o, - 14 ,000 14 e 1 i )
wh e i 600,000 5 8 T2 1 1
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APPENDIX 5—conid. _

Bimar (16 ﬁmmo-gs).‘

>

1941 Population 36-34 millione.

PRIMARY UNITS. SECONDARY UNITS.
” A~ . ¥ A
No. of Popula- No. of No. of No. of No. of No. of
Primary tion dis. 30.-bed Secon-’ 2)0-bed 500.bed
unita pensares hospitals  dsry  hospitals hospmals.
Yeoar {40,000 in pri- in dnits. in
mary anits "
taon) each unita. _ umits.
in & having .
district. two emer-
gency and,
two
ma -
e
1et Year . & 200,000 & 1 1 1 s
2nd ., - .. 5 200,000 5 1 1 1 P
3d . 5 200,000 5 =1 1 -1 .
4th . N | 280,000 7 2 .1 _ - "1 . .
8th .. 10 400,600 10 2 1 1 .
6th ,, .. : 13 520,000 13 4 1 1 e
Tth . 17 680,000 17 8 2 1 1
8th ,, .- . 21 840,000 21 . .8 2 1 1
9h ,, . .. . 25 1,000,000 . 25 i S 2 1 1;
W0k ,, - .. , 29 1,160,000 _ ' 29 14 .2 1 1
7 T == > - = =
- i
©Onmssa (6 Distriors). ) 1841 Population 8-73 wullions.
i <
PR!MARY PUNITS. f - SECONDARY DNITS
” —e N L - o A 3
. No. of ., Popula- No. of ~“No. of No. of, No. of * No. of
. " tzon dis- 30-bed Secon~- 200-bed  500-bed
- amts served. pensaries hoepxbds dary hospitais hospitals, -
Year. (40,0600 . m prI- - wate. n
populay marynmts pnma.ry asecondary
)} units. anits.
m a lmvmg .ok
. district. twoemer-
PN gencyand *
1Y 1
- mstermt’ - -
beds. h
- . . B
Ist Year - ... 5 200,600 : & B 1 1 red-
2nd  ,, - ‘B 200000 _ 5 " T 1 1 -
aa e~ Y B 200,000 . b 1 .1 1 * o
4, . 7 280,000 7 2 1 1 <
&, .. ., 10 400,600 10 2 M 1 e,
8 ,, - .. E+ § 440,000 - 11 B 1 1 e
T, - 13 620,000 13 4 Jo1 P ..
Sth ., . 18 600,000 . 15 s 2 1 1
%, ¢ .. T 17 eso000 ‘! 17 s ©2 1 1
o ,, ¢ .. LT ] 760,000 19 19 <2 1 R
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‘AP\PEN"_DIX B5— conid.
Penrss (39 DistrICTS). . 1941 Population 28-42 mithons.
- PRIMARY UNITS. SECONDARY UNITS.
= A 2 A
- A 2B d
- No.of Popula-.- No, of No. of No. of No. of No. of
Prymary  tion dis- 3%-bed Sechon- 200-bed 500-bed
anite served. pensaries hospitals dary hospitals bospitala_
(40,000 10 pri- m units. m R
- popula- mary umiis primary secondary
Year tion) each units. anits.
" n a having
dastrict. two emer-
- gency and
two
materniby
13t Year . 5 200,000 5 1 1 - b1 .
2nd .. & 200,000 5 1 . | 1 - ..
3rd . 5 200,000 5 1 1 1. .-
4th . - 7 280,000 7 2 1 1 ..
5th ., B 9 350,000 9 2 1 .o
6th . 10 ,000 10 3 1 1 .
Tth .. 11 440,000 11 4 1 -1 .
8th .. ‘e 12 480,000 12 § 1 1 : .
Sth 7, . 13 520,000 13 6 1 T ..
10th , - 14 580,000 14 k) 1 1 -
Canreasr. Provixoes & Besar (19 Distarors). 1941 Population 16-81 millions,
-
- PRIMARY UNITS. ' SECONDARY UNITS,
Iy A v P —
No.of Popula- No.of No. of No. of No. of No. of
. Primary tion dis- 30.bed Secon- 200.bed 500-bed
z units served. ponsries hospitals hospitals hospitals,
i (40,000 i pri- i unate. in
popula- mary units pnimary &
Year. $10m) each unite. unjte.
in a *  hawing
district. two emer- -
- geney and
$wo
\ maternity ™ 4
st Yoar . § - 200,000 & 1 1 U
2l , . & 300000 = 5 1 1 IR
ad e & 200,000 _ 5 1 N 1 3
ath ,, . .- 7 242,0000 7 2 1 -1 .
Sth . .- 8 320,000 8 2 1 1 e
8hr .. 8 ) 8 2 1 [
Th o, . R 360,000 9 3 1 1 ..
Sth o -, 10 400,000 10 - 4 1 1 -
ot ,, - 1 440,000 11 5 1 1
20tk - 12 480,000 12 6 1 i e




Assau (14 DisTeicrs),

. APPENDIX 5_ conid.
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1941 Population 10-20 millzons,

PRIMARY UNITS. N SECONDARY UNITS.
i A 2 A
r - < v >
4 No.of Popula- No of *Ne.of No of . No of No.of .
Primary  tiom drs- 3)-bed  Schom- 200-bed  500-bed
anyts served. psnssnes hospitals  dary hospitals hospitals.’
. {40,000 < n pri- n anits. in .
Year. popula- ma.ryumss primary ~secondary
. fon) anits. units, -,
& h&nng
diatrict. $wo emier -
h ~gemey snd .
twe
msaterni
- = - beds, -
< >
1st Yenr . 5 260,000 5 1 1’ 1o ..
2rd .. 5 200000 - 5 ¥ 1 i ..
ard N & 206,000 5 3 1 -- 1 ces
th .- . & 200,000 (45 0~ 1 1, 1. .. -
5th - .. 8 200,000 5 1 1 ree
6th - . G 220,000 [ 1 1
Tth . 7 A ‘ 7 1 1
sth o - 8 320,000 -8 FY .1 1
o, N 8 340, 9 . | 1
0t * . 10 €00,000 - : 10 J% ! . 1 .
- - = s mivee e e v o e s e o g =
- . * -
#vsp (8 Diswicrs). ) N . 1841 Popalation §-54 milljon.
PRIHABY UNITS: - SECONDARY UNITS. — -
L " - —_ A
No, of - Po;mh- No. of No. of No. of No. of No.of ~
Primary  tion dis- 30-bed Recon- 200-bed  500-bed
: units served. pensaries hospiﬁsh dary bospatals  hospitals.
{40,000 in pri- wnita, i
Year. Popula- marynmta pnmary secondary
. §10m) anits. _emte.
in a ~ lmvxng
dastrict. two emor-
" gencyand < o -
swo -
matera)
g ty .
. - [
19 Year . 5 200,000 - 5 1 1 | S
20d , - - 5 200,000 s o1 1 1
ad - 5 200,000 5 1 1 -
o, -- 5 200,000 5 >~ 1 1 S
o, . 5 200,000 5 i 1 -1 .
s, - - 5 200,000 5 1 1
%, 6 240,000 8 2 1 1 -
g, .- 6. 240,000 8 2 1 1 ..
uh - v = 7 280,000 7 3 3 1 .-
woth . 8 320,000 8 4 1 S
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APPENDIX 5—conid.,

N. W, ¥. P, (¢ DsTrIOTS), 1941 Population 3-04 millions,
PRIMARY UNITS. , SECONDARY UNITS.
A, P
— R o,
No. of Popula- No. of No. of No. of No. of No. of
taon dis- 30-bed Secon- 200-bed 500-bed
untte served. pensaries hospitals' dary haspitals hospitala.
(40,‘(,)100 in pri- in units. mda.ry
popula- mary units prima; Becon
Year. taon) each nmt:.’ unifa.
ina having
district. two emez-
: « gency and _
two ty
mastermt;
! beds.
Ist  Year . ] 200,000 , 8 i 1 1 ..
2ad _— & 200,000 [N 1 1 1 .
sd . 5 ,000 5 1 1 1 .o
4th »r - ] 200,000 b 1 1 1 .e
5th  ,, . 5 200,000 ] 1 1 1 .e
6th . 5 200,000 & 1 1 1 .
Tth~ , . ] 240,000 [ 2 1 1 .
8th .. 6 ,000 [ 2 1 1 .o
oth » . [ 240,000 6 2 1 1 .
10th ,, . 7 280,000 -7 3 1 1 .
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. aPPENDIX 6.
Total provision of hospital beds of all types atthe end of the first five and
- T ° ten years.
- - " Endoffirst = End of firsh
. . five years. ten years.
oy wait di _ 7,808 D 15620 ‘
1, Pri uanit dispensaries .. . - 0 - 'y

2. Thirty-bed hospitals . . . 12,120 59,700
3. 200-bed hoapitals . . .- 43,200 43,200
“4. 500-bed hospitals - - .- - .. - 69,500
5. Medical colleges .. . .- et o 17,000 32,600
- . N 80,128 220,620
Tuberealosir beds .. ae - - 6,600 13,200
: P 86,728 233,820
Leprosy . . e e -~ 14,000 - 28,000
: ) 100,728 261,820
Mental beds .. . - . .. 9,000, 18,000
T —~ ' 108,726  _ 279,820
Existing .. B e T - ~ 178,000 73,000
Total . ws . .. e 182,782 . 352,820
Aproximately - .- »s .. .. 183,000 353,000
Population S ve . -« 330 millions 345 millions.

Rate per 1,000 population .. ce e e 0-55 1-03




i4

Scale.

. . Name.

Staff— ey

Chief Nutrition Officer
Field—

Field workera .

Inferior servants S
Laboraiory— .

Chief Assistant ’

(Chemrsiry & Bwehemastry)
Chemist ..
Laboratory assxstants
Animal attendants b

- Inferior servants .-

Office—

Stenographer .
Typist clerks .
Statistician .
Artist .. .
Inferior soryants .

APPENDIX 7.
A provincial nutrition organisation.
No.
.. .. e i
. . e 3
. .. e L 3
. - ve 1
. -- .. 1
e e . 3
. . .. - 3
. D .. 3
.. o i
. .- . 2
. .- .o 1
. .o .. 2

Rs. 600—40—1,000.

Rs. 300—20—500.
Rs. 25—2—56.

Rs. 300—20—500.

Rs. 150—10—250
Rs. 50—5—100.
Rs. 25—2—55.
Rs. 25—2—55.

Rs. 75—5—150.
Rs. 60—5—100.
Rs. 150—10—250.
Rs. 160—5—150.
Rs. 25—2—55.

=
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APPENDIX 8.
A. Provincial venereal diseases @ rganisation and its expenditure.
Details of Expenditure. - _ T ’
1. Provincsal organeation— - , - et five years Ten years.
1st year. . .- .. .. 1,80,696 : © Re. .
2nd ,, . P .. 1,83.898 o .
3rd ,, oy T s .. 1,87,081 ~ .
4th ,, .- . .. 1,90,273 -
5th . .- RETEENG .. 1,093,446 9,335,394 x11=1,02,589,334
6th ,, .. e .~ 1,97,108 :
9th ,, e e em .- 200,317
8th . .. - . 7 203048 . s~ -
y 9th . ee " .o .+ 2,086,738 .
10th . e -- 209,949 19,63454x11= - . 2,14,87,17
2. Dwz‘nd orgentsation— - ! -
st year .. .- . 13,497 -

2nd ,, .- . ., 14,039

3d ,, -- . .- T 14,582 o

4th . .s -s 15,125 et e

Sth o . o . IT 15,668 72,011 216= 1,57,48,776 ;

6th 5 ... v .. 16,382 ’

2th . .. .t L. 16,9324 - B

Bth ., .- e © 7 .. 17,485 .

9th ., .. - s - ¥ 18,037 - C - =Tt C
10th ’ .. 18,689 1,60,338 x 216 = ' 3,48,33,008

3. Purd!m of Dwga— _ - . ) ‘

1st year - s BN 4,000 . : -
2nd ., .. g - 4,000 R '
3rd o = . te 4,000
dth .. <= ve .e 6,000 - .
Sth . .- . . 8,000 26,000x216=  §6,16,000 -
6th ,, e . .. 10,400 '
Tth . - “ .. 12,800 . .. .
Sth ., .- - .. 15200 . .. - .
< Oth . .- . .. 18,400 -
W0th . .. .. 21.600 1.04,400 x 216 2,25,50,400
. Tot?l - - L R16,54,110 7,86,71,408
~ r STATFF. . - T
- Name. No. Sesale.
1. Provincial Organisati . - i
. Officer 1n charge .. - N | Rs. 600—310—1,000,
Assistant officers in charge L .. 2 Rs. 500—30—800.

° Propaganda officer .. . . 3 Re. 360—25—500.
Social worker supervieor . . .. .n 1 Ris. 2560—25—500,
Propaganda workers . et oM.+ 8 -Re, 100—-5—150,
Clerks . » . 3 Ra. 100—5—200.

- Accountant .. .- . 1 Rs. 150—5—250.
Stenographers- e .. . 2 ~ Rs. 100—5—200.
t . Inferior servants EE . .n 2 Rs. 25—2—55,
<2, District clinec orgenisation— - .
Medical officer .. T . 1 Rs. 250-25—500
*  8ocial worker ws .o - aen 1. Re. 1255150 :
Clerk . . . 1" Re. 100—5—200.
Poon .- .. - 1  _Rs. 25—2-55.
, Sweeper . . .. 1 Rs. 26—1—35,

3. Pravision for - T T
purchase of drugs—
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APPENDIX 9, .
EstmmareS oF EXPENDITURE ON MENTAL INSTITUTIONS.
Fisrt five years.
(i) Improvements in mental hospitals. Non-:ecumng Recarring
' - Ras.
(g) Madras .. T -« "10,00,000 ’
{b) Poona e . - - . 10,00,000
{c) Agra . e e - - 25,00,000
{d) Nagpur .. e . c e .. 25,00,600
{¢} Lahore
(new hospital 1,600 beds) .. . . 50,00,000
{f) Ranchj ‘
(European Mental Hospital) . . 10,00,000
{g) Ranchi N
(Indian Mental Hospital) .. . T e 10,00,000
(A} Thana
{Converted into Mental Deficiency or Benile
Home) .. - .. .s §,00,000
1,45,00,000

(2) Opemng of two new mental hospitals in Bombay &
Caloutta . .. . . . 22,00,000

. 1,67,00,000_

(3) Beds—9,000 -
(Total number in all the above eight mental hospi-
tals meludm 2 new ones) -

@ Es. 1,000/- per bed X 6 years - .. .e 4,50,00,000

4) Training of nurges in mental hospitals—2 yea.ru
“ ooutae——loo nurses to beadrmtted for training each

![’otal number of nurses that require stipends eto.
in first five years=9000, @ 75/- per month

900x 756 X 12 months . . . 810,000

(8} Training of dootors in the United Kingdom 20 X 8,000 X & 8,00,000
Dootors. i

{6) Sdmea of Central and Provincial Mental Officers: 1.66.560

Pronneeg : : .. - :: :: . 8:80:550

(7) Maintenance charges o tcap:m workn . . 10,02,000

Total (recurring) - ' 4,86,59,110
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APPENDIX 9—contd.
Esrmagxs OoF Exrnxm:n;m: ON MENTAL INSTETUTIONS..

- " Second five years.

{1) Improvements to the remaining mental hospitals z Non—mnmngj Beeun-mg
{Rs.) (Ra) -

{a) Ahmedabad (500 beds) . .. .e .-

{?) Ratnagiri »

{c¢) Dharwar ” _
-~ {d) Calicat » @ Rs. 10,00,000 per’hospital

{e) Waltair ' - -

() Bareilly— {100 beds) - . 1 10,00,000 % 9 =

{g) Benares ' .

{s) Hyderabad (Sind) 3 . N -

(3) Assam—{1,000 beds) . -

- - . T 90,00,000

T4

{2) Opening of five new mental hog; ﬁalsmnadru Pan-
jab, U.P., Bihar and Central plirovmoes, each with Ty

500 beds, @ Rs. 22 lakhs per hosp;ta.l fox- bm!dmg
and eguipnent . RO 1,10,00,

¢3) Inoreasing the bed strength of the two new menta.l .
- hospitals in Calentta and Bombay, started in the
first five years, frora 200 o 500 beds . Tew 22,00,000

Total (npn—leeumng) “¢. Rm». 2,22,00,000

Reourving :— . .
{4) Totel beds {1st five years. 2nd five years)
. 9000 -+ 9,000 ' ! -
=18,000 . . T -

@ Bs. 1,000 per bed per year for five years -— £,00,00,000
(S)Tra.m.mgofxyrses—-m:mrsea to be admitted each - - -

year for two years course. [Each nurse gets Rs. 75‘ . -

pm. as stipend dm-m.g training F50X TEX 12=" .. 4,95,000

(6) Training of dogtors: . - l
208,000 xX5— »e .x e 77 aa 8,00,008
. - - - - 1
{7) Salaries of Central and Provingial Mental J Centre . . 1,73,760
Officers attached to the respective health - . b
organisations ) T . Provinoces 10,32,350

(8) Maintenanse oharges on capital works .. . - 38,37,000 -

Total (recurring) . 9,83,37,810

Grand Total {recurring) of the Ist ton years .. " 14,49,96,920

~ -




APPENDIX 9-—ooncld.

Mental Health Organisation,
Cenire (Further details.) .
lstyear. 2ndyear. 3rd year. 4thyear. 5thyesr 6thyear. 7thyear. 8thyear. Othyear. 10th year.
. Ra.
Mental Officer at the Centre @ Re.
1,900—50—2,100 - 22,800 23,400 24,000 24,600 25,200 25,200 25,200 25,200 25,200 25,200
Pension @ Rs. 176 p.m. 2,112 2,112 2,112 2,112 2,112 2,112 2,112 2,112 2,112 . 2,112
Leave salary @ 16 p.c. 3420 3,510 3,600 3,690 3,780 3,780 3,780 3780 3,780 3,780
Allowances . 3,600 3,600 _ 3,600 3,600 3,600 3600 3,800 3,600 3,600 3,600
Total 31,032 32,622 33,312 34,002 34,602 34962 34,602 34,692 34,602 34,692
letfive years.  Rs. 1,66,560.
Second five years. Rs.1,73,460.
1st ten years, Rs. 3,40,020.
Provinces : Ist year. 2ndyesr. 3rd year. 4thyear. Gthyear. 6thyear. 7thyesr, 8thyear. 9thyear. 10%h year.
' Provincial Mental Officer @ . . . '
Rs. 600—~40~~1,000 plus 7,200 7,680 8,160 8,640 9,120 9,600 10,080 10,560 11,040 11,620
250 p.m. as special pay 3,000 3,000 3000 3,000 3000 3000 3000 3000 3000 3,000
Pension @ Rs. 98 p.m. 1,176 1,176 1,176 1,176 1,176 1,176 1,176 1,176 1,176 1,176
Leave salary @ 16 p.c. 1,530 1,602 1,674 1,748 1,818 1,890 1,962 2,034 2,106 2,178
Allowances . 2,000 2,000 2,000 2,000 2,000 2,000 2,000 2,000 2,000 2,000
Total 14,908 15,458 16,010 16,662 17,114 17,666 18,218 18,770 19,322 19,874
"lst ive years,  Ra. 80.050.
Second five years. Rs, 93,860.
1st ten years.  Ra.1,73,900.
R,
Ist five years: 80,060X 11 == 8,80,550

For eleven Provinces :

¥econd five years : 93,850 ll==10 32,350

} 1st ten years=Rs. 19,12,900.

i
®



Central Leprosy Institute

0

Non-reourring expenditure .
Recutving

-
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. APPENDIX 10.
Esnn.n:ns o¥ EXPENDITURE ON LEPROSY ORGANISATIONS.

Leprosy (Centre).

LY

-

)Eamtemmoe @ 3 p.e. peryeuonthe above

capital works

»

= .u

‘A.nmml reourring oost moludmg salanes of staif,

st five yeara, lst ton yoars.
Rs, Ra

B,

5,00,000 5,00,000
30,000 1,05,000
4,30,386 9,39,462

Total (recarring) Cee

4,680,388 19.44.m

*Annual recarring cost from year t0 year:-,

jﬂtw . -n
2nd year e
. 8rd year 2
&th year .
&th year -
6th year .
7th year .
Bth year ..
9th year e
10th year s

-

.=

-

.w

.-

Rs.
79,782
82,930
86,077
89,228
92,372
95,520 -
98,6838
1,01,8156
<1,04,963
1,08,110

18t B years. 1s ten years,

4,30,386



APPENDIX 10—oond.
Staff of the Central Leprosy Instiule (Further detasls),
No. lst year, 2nd year. 3rd year, 4thyear. Bthyear. 6thyeer. 7thyesr. B8thyear. 9thyear. 10th year,

Ghlef @ 1200-80~1750 .. 1 15000 15000 16200 16800 17400 13000 18,600 19,200 19800 90,400
Senior Asaut.onh—-@m. 800 ~ :

. : - ]
401,200 2 19,200 20,060 21,1204 22,080 23,040 24,000 24,960 25,020 26,880  27,84¢

Janior Assistante— @ Ra. 60— )
© 80=-900 14,400 15,120 15,840 16,560 17,280 18,000 18,720 19,440 20,160 20,880
4,600 4,800 5,100 5"(00 5,70C 6,000. 62300 6,600 . 6,900 7,200 |

8afal worker— @ Ra. 375—25-—7.)0
Other staff including ministerial ‘" L ]
staff inoluding oontmgenolel @ v . S
Rs. 15,000 peryear .. .o oo 15,000 15000 18,000 15000 15000 15000 15000 15000 15000 . 15,000

Ponsion & leave salary charges, ... 11,682 12,250 12,817 © 13,385 13,953 14,820 15088 15656 16223 16,790
Total Rs, . 70,783 82,030 86,077 80,225 92,373 - 05520 98,608 1,01,815 1,04,963 1,08,110

Lot
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APPENDIX 10—conid,
Leprosy (Provinces).

Non-reocurring. 1st five years. lst ten B;y.ears.

A

I, Iporeasing the exxstmg beds provnxon by !4,000 beds
for institutional treatment, in the first five years @

Rs. 1,000 per bed per year . . . L1.40,00,000 — ;". .

Adding a similar provision during the second five . -
years .. e . . . 7 £,80,00,000

- . " . -
Total (non-recurring) - e . 1?40’00’000 2,80,00,000
{N.B.—Working details are given below item by item.) -
XL Recurving. . > .

(a)Ma.:nbenmae@:ipo.pet;earontheabow N }
non-regurring expenditure, assuming the same .
annual increase in the number of beds «. .e 8,40,000 27,80,008

€6y Annnal recurring cost for majntaining, from . )
Fear to year, the above.-metioned beds @ Ra. 400 ) o
per bed per year . .. - R 1,68,00,000 - 6,16,00,600

- {¢) Cost of Provincial Leprosy organisations, afber . .
- reduction of the total by omne-third, t0 conform o
more correctly to varying provmeml reeds .- 24,94,646 55,79,926
{2) Propaganda and publicity @ Ra. 5,000 per ’ ) .
z provinee per year .. e .. 2,75 000 5,506,008

* (e} Financial help #o volnnte.ry organisations @ ¢
-~ Rmw. 126 per bed per year, for 10,000 beds durirg

~the first five years .- 62,560,000 .  ru.
Adding a similar pmvxsmn dnrmg 4ne zecond ﬁva v - y
» U yoars .- - 1,8%,50,008
{f) Development of Group Iso!atmn CAomes @ . AN
-BRs. 8 lakhe per year -, . . 15,00,000  36,00,000
. . :
- Total (recurring) .. - .. © oo 2,81,50,648° - 9,32,50,926
Details: y

{@) 1t is assumed that the increase of 14, 000 beds“is affected evenly
~over the first five years. or 2,800 beds are added every year. -A similar
s.nmml provision, will be made during the second five year period also.
Maintenance {@ 3 p.e. p.e.
Ist five years. 1st ten years

+

jfainiewnce charges on : . ‘
1at year capital expenditure Re. 28,600,000 .. e 3,36,000 7,566,000 -
2nd ”» » » .. . 7 2,52,000 6,72,000
3ra »» ”» a .. ea !,68,000 ._ 5,88,000
4th ”» ” » . .- 84,000 5,04,000
&Sth - 7] E13 > . - - 4,20,00’
. 8,40,000
Gth » ” » 3,36,000
%th ”» 22 » . "o - 4’2,52,00'
&th » " '’ T e . + 1,68,000
ah - .7, ” P .. .. - .« 84,009
iMmh - + 3 »e 5 . T e
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APPENDIX 10-—corcld.
1) . ,
New beds. Total beda. Total maintenance charges.
Ra.

1st year 2,800 .. .. 2,800 11,20,000
2nd year 2,800 , .. .. 5,600 22,40,000
3rd year 2,800 . 8,400 33,860,000
4th year 2,800 .- .. 11,200 44,80,000 Rs.
§th year 2,800 .. .. 14,000 56,00,000  1,68,00,000
6th year ~ 2,800 .. .. 16,800 67,20 000
7th year 2,800 .. .. 19,600 78,40,600
8th year 2,800 e .. 22400 89,60,000
9th year 2,800 .. .. 25,200 1,00,80,000 Rs.
1k yesr 2,800 .. .. 28,000  1,12,00,000  6,18,00,000

s

(¢} Details of annual expenditure on Provincisl I.épmsy Osganisations.
&

1sb year . . .. 62,333
2nd year . . ... 66,5653
3rd year . .. .. 87,554
4th year . .e .e ';g,'gﬁé 340.1
.. . .e B 0, 1x2
&6th year .97 793)(1 X —24,04,646
@ik year . .. .. 77,644
73h year .. .. .. 80,871
8th year .. . -« 84,320
lsth year . . . 8{';,328
oth e . «» 90,667 7,60899x11x2
yoar B Rl = 55,79,926
{d) G000 11X5 - = 2,75,000
1st ten years 2,76,000-2,75,000 .e e = 5,650,000
{e) 1st five years=10,000X125x5 =62,60,000
2nd five years=20,000x 125X 5 =1,25,00,000
Total ten yoaza .. 1,25,00,000-}-62,50,000 =1,87,60,000
{f) 1st five years .. 3,00,000%x 5 ==15,00,000

. Ten years .. -t 15,00,0004-16,00,000 80,00,000
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APPENDIX 11.

-

ESTIMATE OF DOCTORS REQUIRED AT TH® mm OF FIRST FIVE YEARS
AND FIRST TEN YEARS.

Medical Colleges : . First -
First five years. ten years.
The estimate for s medjcal college has
been based on the suggestions put -
forward by the Goodenough Com-
mijttee, namely, for preclinical sub- .
jects 69 and for chmesl subjects £19
in sach eoliege. ‘ -
Totva.! required .. .5 .. I88X24 =4,612 43x188 =8,
. nit s .
2 Doctors for each primgyy unit - 2x1952 =3,904 2x39085 =7,819
. 30 Bedvhospmal lDoctoresch .. 1x40¢ =404 1x1990 =1,
Rk 2 - .-
8 M.O.’s for each secom! . 3x216 =648 3x366 =1,066
200 Bed hospitals : 16 Doctora fOt each 16X 216 =3,240 15x218 =3,240
800 Bed hospital .. - . .e - 15139 =2085
Mobile, dentel organisations .o .. .. 1X365 =366
District headguarters organisation : two .
doctors for each .n . 2X216 =432 .n =432
Geniral Directorgie » . -e 21 . 21
Pravincial Direclorale = «  20x11 =220 o 226
Pubcreuiosis : -
5 Docﬁors for each 200-bed hospitel
- .. 5% 33 =165 b5x 68 =
mmohmusfo:eaeh .. .. 3x33 =99  3x66 ~=198
District clinies: 2 for each .. .. 2x183 T =366 / 2x%366 =732
‘.'l‘rsvelhng tuberculosis olinics ©en . .. Ix7I0 =718
Mental diseases = ,
lnmeiforliobeds 9,000 new beds 180
in ea - »e e s 368
g « o
quarters P .s - - - ., 44
Deput * .. - - - [ X) o 22
Control Umt 10 for sach pmvmee .. 10x11 =11¢ 25 %11 =276
M,OOObeds.ldoet«orﬁoréo .. . 350 . 708
aneveal diseases : .
Provinces e .- . 5x11 =856 10x11 =130
Districts e . .- "1x216 =216 2x216 =432
Bshool Aealth « -
2 for each provines . - 2Zx 11 =22 ~ sx1} =44
n ¢ .
& for each Provinee . .s Bx 11 =B85 58
Toatals 15,048 29,314
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APPENDIX 12,
Emte of nurses for hospitats and dispensaries reguired al the end of

JSirst five and first ten years.

- Firat five years. Firstten years.
ana.ry units dispensanes T e 1052% 1= _ 1,952 3905 1=3, 905
80-bed hospitals : 8 nurses per hospital - 404X 8= 3,232 1990 815,820

;. Secondry Unit.

200 bed hospitals 50 nurses per hospital 216X 50=— 10,800 216 X 50=10,800
500 bed hospitals 125 nurses per hospital i 139%125=17,375
Hosprtals attached to Medical Colleges. .
1,000 beds in each and 250 nurses .. 260X24= " 8,000 250 43=10,750
Tuberculosts. ’ - P U
200 bed hospiial for every centre, Lo .
each hospital will have 20 nurses . 33x20= 660 66X 20__1,320
Travelling tuberculosis clinics : One nurse
fneach .. . . . .. Nil 710x1_710
Mental.
9,000 new beds in each perxod, N
¥ nurse for 20 beds .a .. . 450 900
Leprosy. ’
g.‘o provide for 14,000 beds in each penod : C
nurse for 20 beds .. . e 700 1,400
Totals 23,794 63,080
Public health nurses for outdoor duty.
Primary Unat.
Public health nurses per unit .. 1952 4= 7,808, . 3006 4=15,620
Secondary Unit. ’ ) h -
2 Senior public health nurses per unit .- 216X 2=432 356 x2=T10
Tuberculosis. ' S
Three public health nurses for every ma.m.chmc 33x3= 99 66x 3=198
Two for every dxstnct chnic . 183X 2=366 366X 2=732
‘= School Health. : : . C
1 Senior public health nurses for every Province A1x1=11 - 22x1=22
o . 8,716 17,282

Total number of nurses required ( public health
nurses and hospital nurses) .. . 32,610 _80,362



APPENDIX 13
NuURsERIES IN THE SoviET UNIox.

(Extract from Professor Henry E. Sigerist’s book <“Socialised Medicinein the
BSoviet Unior™.) . o

The Soviet nursery serves a three-fold purpose. It Lberates the working
woman, it cares for the child, and it educates the child as well as the mother,
The directorof the nursery is generally a woman physician and the staff

. comsists of doctors, psychologists, and nurses. Most nurseries have a_capacity
of from about 50 to 125 children. They are organised in three divisions : one

- for the infants under one year, one for children in the second year, and one
for those in the third year. Some nurseries are operated in shifts according
%o the working hours of the mothers. '

Today the equipment and routine of Soviet nurseries are more or less
standardised and similar institutions are found in Mescow and in the Cau-
. casus, as well as in Central Asia and Siberia. On her way to work the mother
brings ber child to the niirsery, undresses hini, puts the clothes in a locker,
and delivers the nude child to a nurse who weighs him and givés him to the
pediatrician for a roufine examination. The temperature is taken and if
any symptoms are discovered, the child is brought to the infirmaryor, in
case of more serious illness, to the hospital. If a child is found to be dirty
and neglected, the mother and child are sent homs and a visiting nurse goes
.to inspect it. Once in the nursery, the child is dressed in nursery clothing
and joins the children of his age. Small infants are kept in cribs; they bave
toys to play with, and at regular intervals the mothers coms to nurse them.
The mother removes her working dress, and puts on & sterilised gown es-
pecially made for the purpose with elits at the breasts. After having fed
the child, the mother recoives her own Tunch i the nursery free of charge.
In such a way a very close co-operation develops between the nursery work-
ers and the mothers, who are in daily contact with pediatricians. In the
hurseries, mothers learn how & child should properly be dressed and fed.
They learn that fresh air is not harmful to children, as was believed for ¢en-
turies and is still belioeved in many parts of Europe.- Home wisitors inspect
the living places regularly in order to find out under what conditions the
children live. . - R .

v .~ "1 -
. Once a child begins to crawl, he enters the second group. He then plays
in the pen and has a different set of foys. Gradually he is taught to develop
certain habits, such as bathing and eating. “He learns to " urinate and go
to the stool at definite times. Special tables accommodating three children
have been devised for meals, on the assumption that one nurse can feed
three children. Eatingin groups also develops a certain spirit of co-operation
for regardless of how greedy a child may be, he soon learns that he has to
await his turn. At the age of one year and nine months a child is expected
to be able to undress alone and at the age of two and a half years he is ex-
pocted to make his own bed and t¢ dress himself. Part of the standard
equipment of every nursery is a staircase’ and slide. At the age of two the
ohild is expected to be able to walk. upstairs, and at two years' -and -niné'
months, to walk downstairs without holding '6n to the banistet.: ’Older
children play in groups ; their tovs are antomobiles, locomotives, aeroplanes,”
tractors, besides, of course, dolls and teddy bears. They sing and dance- *
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Whenever possible, they play out-of-doors shovelling snow, and chopping
wood. In the summer many nurseries are moved to the country. The
children are brought in contact with nature and labour, and there is no more
touching sight than to see a brigade of youngsters watching a herd of cattle
or observing the work of a tractor and listening to an explanation of its use,

A%t the age of three the child leaves the nursery as an independent little
citizen, who is healthy in mind and body and does not have to rely on adults
in his daily living habits. During these thres years the mother has had a
thorcugh education that will prove valuable to herin rearing later children.

————

APPENDIX 14,
Provincial Malaria Organisation.
" (@) Provincial Headguarters staff:

- First five years. Secend five years.
Assistant Director of Health Services {Malariology)
Entomologist .
Sanitery Engineer ..
Qverseers .. ..
Draftsman ..
Antimalara Officer
Laboratory Asmstants ..
Antimalaria Assistants
Clerks .. v
Insgect collectors . ..
Toferior servants . . .e
Sweepers .

The same staff.

s -

.
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(3) Regional Organisation.—While five Deputy Assistant Directors
are eventuslly to be provided in all the major provinces none will be appoint-

ad during the first five years and only two such posts will be ereated during
ke sscond five years. - .

. Firat five years, Second five years,
Deputy Assistant Directorsof -
Health . ~ 2
NG Clerks .. .. «“ 2

{0) Malaria Conirol Units 2 )
Number of malaria control units o be

established during the
Staif of one unit :-— First ive years. Efecond five years.
Antimalaria essistant . . 1
Laboratory assistanta e -~ 2 10 15
Malaria Supervisers .. . . &8
Mistry .. .. . .- 1
Field workers- .e o +. 38
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List of equipment required for the Prowncml Headguarters Unit.

1. Microscopes, high power . . .. .. Ten. .
2. Microscopes, dissecting, small . v se - »e Ten, .
3. Microscopes, dissecting, binocular .. e ~. Two.
4. Otber laboratory equipment of the type of hand lenses, breed- 4.
lcl}lxge ;ngiss g!as.Sjv&re, b::.l‘s.nee, pl:xfmm stoyfs, ftc., ::mludmg‘ . As required (A yearly
alltoment of Rs. 800).

. N

5. Surveyor s equipment for the samtary Engmeer and lus stafl

6. Bicycles . .- . .. ge ! .o Ten.

7. Typewriters, standard «*  * . .. ws Two. -
8. Typewriters, portable .. - <. ° .. .. .. One.
9. Epidiascope for instructional purposes  «. .. .. One.
10. Cinema Projector ixmtmcﬁonal purposes . “. Ome. ’

-

List of equipment required for ﬂw P'ramncml control Umt

®

{a) Transport— P :
{1) Trucks, 3/4 ton 4X 4, weapons carrier - .- . ' Two.
(2) Trucks, 3/4 ton, 4 x 4 (Jeep) e~ ee - Ome.
(¥} Tentage— ’ . - .
Tents, 160 pound ‘e T .. . +« Three.
{c) Sprayers, spraying equipment, eto2— -
(1) Petrol driven sprayers, 1 to 2 H, P. * o .- . Four.
(2) MISH type band sprayers ', :. . ¢~ One hundred.

{3) Knapsack sprayers,0il , .. - .5 v «s  Twelve. -

{4) Stirrup pumps, double barzel complete with speeial nozzlee, .

lanees,eto. »a - as H e LN s e Taen ty'
{6) Empty drums, 40 gallons .. ER .n ‘. Five.
{6) Empty droms, & gallons . . e - .+ Twenty.
{7) Empty drums, 1 gallon . o .a « =+ Twenty.
{8) Buckets, 3.4 gallons .a .o P . -» Forty.
{2) Field Worker'’s Implements— ’ '
(1) Hoes . e s e . =+ Two dozen.
{2) Pick azos as . .- .- .. Onedozen,
€3) Machetes ., P s . T e ‘<. Twodozen. -
{4). Axes, wood cutting o an ba . Sixs

{¢) Laboratory eqmpment such a8 band lenses, breeding cagen
catching apparatus, glassware, ba.lance, pml;lus stoves, ete, i As required (A&
' ly allotment of Rs.

-~ ~ -
'»

f)!’ortabletypewntar . . . . .- Ome.-" -

. ey
. P .
- < - 1 v - s .
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APPENDIX 165. -
MopEL MosQurro ORDINANCE.
« United. States Public Health Service.

Section J.—Tt shall be unlawful for any person to have, keep, maintain,
cause, or permit within the corporate imits of............ any collection of
standing or flowing water in.which mosquitoes breed or are likely to breed,

uniess such collection of water is treated so as effectnally to prevent such
breeding. N

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

. olosets, 0t other water containers, )

-

v Section 3.—The natural presence of mosquito larvae in standing or run-
.0ing water shall be evidence that mosquitoes are b]:‘eeaing there.

- Section 4.—Collections of water in which mosquitoes breed or are Likely
1o breed shall be treated by such one or more of the following methods as—
shall be approved by the health officer :—

(Here follows description of methods).

rd

-

« Seciton 5~—1In case the person responsible for the condition of premises
on which mosquitoes breed or are likely to breed, fails or refuses to take
necessary measures to prevent their breediflg within three days after notice in
writing has been given him by the health officers, or within such longer time
after such notice as may be specified in the notice, the said person responsible
shall be deemed guilty of a violation of this ordinance ; and for each day after

‘the expiration of three days from the day on which such notice is given him, °

or for each day after the expiration of the time specified in the notice, as the

©ase may be, that the person responsible fails or refuses to take such measures,
.the said person responsible shallbe deemed guilty of a separate violation of
this ordinance, and in case of such failure or refusal of the person responsible,
the health officer is authorised to take necessary measures to prevent the breed
-ing of mosquitoes, and all necessary costs incurred by the health officer fo
that purpose shall be a charge against the person responsible.

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

Section 7. ~For thelpurpose of enforcing the provisions of this ordiance
the health officer, or his lawful subordinate, may at all ‘reasonable times
enter in and upon any premises within bis jurisdiction. - -

Sectron 8.—Any person found guilty of a viclation of this ordinance, as-
described in Section 5 hereof, shall be punished by a fine of not less than
one dollar {($ 1) and pot more than twenty-five dollars (§ 25). ~y" .

Section 9—This ordinance shall be in full force and effect on and after

the {..... c+a+.) day from the day on which it is approved.” ™~ *
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"APPENDIX 16.
DzesTrRUCTION OF MOSQUITOES,
Straits Seitlements.
Ordinance No. 174.
To provide for the destruction of mosquitoes :— .
1. Short title, Application.—This Ordinance shall apply to all property

of every description including that belonging to or vested in or maintained
‘by the, Crown,

2. IMerprett;.tion.-——In this Ordinance, unless there is something repug-
nant in the subject or context, -

“ House .. includes dwelling house, warehouss, office, shop, school

. and any other building in which persons are em-
ployed ;. :

* Mosquito’*.. means the insect and includes its eggs, larvae and
pupae;

“ Owner ¥ .. includesthe person for the time being receiving the rent
of any premises, whether on his own account or as
agent or trustee or as receiver, or who would receive
the samae if such land or house were let tc a tenant,
snd includes the Crown ;

¢ Qgaupier’” .. means the person in occupation-of any premises or
having the charge, management or control thereof
oither on his own account or ag agent of anothsr
person but doee not include a lodger ;

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

“ Sanitary . : L
Authority ” .. means within any Municipallimits, the Municipal
Health Officer and in any Rural District, the Rural
Board Health Officer.

3. Batry and inspeciion by sanilary authority or authorised person.—(1)
The sanitary authority or any person authorised by him either generally or
specially in that behslf in writing may, between the hours of sixin the morny-
ing and six in the evening, with ox without assistants, enter and examine an a
promises in order to ascertain whether they or any thing thercon are in a
condition favourable to the propagation or harbouring of mosquitoes ; pre-
vided that no person shall, unless with the consent of the occupier, thereof.
entor any house under this section without twelve hours’ previons Dotice
being given to the occupier, if any, thereof.

* (2) Subject tosuch notice as aforesaid, the owner and the occupier of any
premises shall permit the sanitary authority or any person so authorised by
him as aforesaid with or without assistants to have access thereto and to
any part thereof for the purpose of subsection (1) and shall supply all such
information as the sanitary authority requires and as is reasonably nece ssary

for that purpose.
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4. GQeneral power of sanitary authorily to order actyon.—{1) The ganitary
authority, if as a result of any such examination it appears to_him that any
premises or anything thereon is favourable to the propagation or barbouring
of mosquitoes, may, by order in‘writing addressed to the owner or occupier
of such ‘premises direct him within a specified time to take such specified
measures with xegard to the premises or for the treatment, destruction or
removal of anything thereon as may bring them into a condition not
favourable to the propagation or harbouring of mosquitoes. ' .

{2) In particular and without prejudice to the generality of the powers
aforesaid the sanitary authority may in such order direct the owner
or occupier to drain any land or fill up inequalities in the surface thereof
80 as to keep the land permanently free from standing water to the extent
required by the order. - . . . PR
. B. Power of sanstary authority to order covering of tanks, ete.—(1) The
sanitary anthority may, by order in writing, direct the occupier of any pre-
mises so to cover within a specified time and keep continuously eovered any
specified vessel or receptacle, including any tank or cistern, on or appertaining
to the premises that mosquitous shall be unable to enter such vessel or
receptacle. - . . .

{2) Where any premises are unécoupied such order may be addressed
to the owner thercof as if he was the ocoupier. ‘ ’ '

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

{a) to destroy mosquitoes wherever found ; o .
- {b) to collect and remova empty tins, cans, bottles or other receptacles
in which mosquitoes may breed ; -
{¢) to cut down and remove any grass, bamboo stumps, forn or under-
growth in which mosquitoes are likely to breed or be harboured ;
“(d) to bring any water or swamp into a condition not favourable to the
propagation or harbouring of mosquitoes ; -
{e) to fill with concrete or otherwise treat holes or hollows in trees
which hold or sre likely to hold water.

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

(2) If the amount of suchcosts is not paid by the party liable to pay the
same within seven days after demand, such amount may be reported toa.
Police Court and recovered in the same way asif it was a fine imposed by such,
Gourt. - .

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

- tion for a term which may extend to six months. >

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

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

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

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

to three months.

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

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

(2) Penalty.—Where any such premises are used in such a manner asto
lessen the full efficiency of such works the owner and the occupier of such
premises shall subject to sub-section (4) be liable on conviction before a
Police Court to a fine not exceeding five hundred dollars and the sanitary
authority may enter upon the premises and execute any necessary repairs or
work thereon and recover from such person in the same manner as if it was.
fine imposed by & Police Court such costs and expenses as it thezoby incurs
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APPENDIX 17. ,
ANTIMO0SQUITO PROVISION IN TAE BomBay MUNICIPAL AcT,
Section 3—Definition of terms \— v
—~ (&) * Water work > includes a lake, stream, spring, pump, reservoir,
oisterny, tink, duct, whether covered or open, sluice, mainpipe culvert,
engine and any machimery, land, bnildingor thing for supply orused for
eupplying water., B - . . Lo
(z) ** Nuisance” includes any act, omission, place er thing which
ocauses or is likely to cause injury, danger, annoysnce or nfience to'the
sonse of sight, smelling or hearing, or which is or may be dangerous to life
- pr injurious to health or property. . : - .
’ {aa) “* Dangerous Disease” means cholera and any endemie, epidemis”
or infectious disease by which the life of man is endangered. * =
Section 81.—Matters to be provided for by the Corporation—1t sball bs
{ncumbent on the corporation $o make adequate provision, by any meansof *

mesasures which is lawfully competent to them to use or take, for each of
the following matters, namely ¢ : '

.- (d) The reclamation of unhealthy localitieg, the removal of noxious

t .

vegetation and generally the ebatement of all nnis_ances‘ ' T
(9) Moasures for proventing and checking the spread of dangercus
direases. . ¢ BN

Section 64.—Special functions of the Commissioner—{3) subjeet, whens
ever it is in this Act expressly so directed, to the approval or sanction of the
corporation or the standing committee and subject also to all other restrictions,
Hmitations and conditions imposed by this Act, the entire exccutive power
for the purpose of carrying out the provisions of this Act vests in the Com-
wmissioner. . ~ - . .

~  Section 68.—Municipal officers may be empowered to exercise eortain of ike
powers of the Commissioner.—(1) Any of the powers, dutjes or functions eon«
ferred or imposed upon or vested in the Commissioner by any of the sections,
sub-sections, or clauses mentioned in sub-section (2) may be exercised, per-
formed or discharged, under the Commissioner’s control and subject %o bis
revision and to such conditions and limitations, if any, as he shall think fit te
prescribe, by any mmunicipal officer whom the-Commissioner, generally er
specially empowers in writing in this behalf; and in each of the said sections,
sub-sections and clanses the word “ Commissioner ** shall, to the extent

to which any municipal officer is 80 empowered, be deemed to include, suck
officer.

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

279, 374, 377, 381, 3814, 488, 489, .

Section 274.—Provisions as o cisterns.—{1) The CUommissioner may
whenever it shall appear to him to be necessary, by writfen notice require,
that any premises furnished with a private water-supply from any municipa}
water-work shall, within a reasonable period, which shall be prescribed ia
the said notice, be proyided with a storage cistern of such size, material, quality
and description, and with such fittings and placed insuch a position and -with -
such means of accesa as he thinks fit. 3
H1342HSDC 2
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Section 219.—Power to cut off private water-supply or lo turn off water —(1)
The Commissioner may cut off the connection between any municipal water~
work and any premises to which a private water-supply is furnished by the
corporation or turn off the water from such premises in any of the following
cases, namely :(—

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

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

Section 3177.—Neglected premises.—1f it shall appear to the Commissioner
that any premises are overgrown with rank and noisome vegetation or are
otherwise in ap unwholesome or filthy condition, or, by reason of their not
being properly enclosed are resorted to by the public for purposes of nature,
or are otherwise a nuisance to the neighbouring inhabitants, the Comimis-
sioner may, by written notice, require the owner or occupier of such
premises to cleanse, clear or enclose the same, or, with the approval of the
standing committee, may require him to take such other order with the same
as the Commissioner thinks necessary.

~ Section 381.—Filling sn of pools, elc., which are a nuizance.— (i) 1{ in the
opinion of the Commissioner—
7" (a) any pool, ditch, tank, well, pond, quarry-hole, drain, watercourse
or any collection of water, or

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

{c) any land on which water accumulates orislikely to accumulate,
or

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

(it) The Commissioner may by notice in writing require the person by
whose act, default or sufferance, a nuisance arises, exists or continues, oris
likely to arise, and the owner, lessee or occupier of the land, building or pre-
mises on which the nunisance arises, exists or continues or is likely to arise,
or any one or more of such person, owner, lessee and occupier, to remove,
discontinue or abate the nuisance by taking such measures and by executing
such work in such manner with such materials as the Commissioner shalk
prescribe in such notice.

(f14) The Commissioner may also by any notics under clause (is), or by
another notice, served on such person, owner, lessce and occupier, or on any
one or more of them require them or any one or more of them to take all steps
requisite or necessary to prevent a recurrence of the nuisance, and may, if he
shiuks it desirable, specify any work to be executed or measures to be carried



A5

out for that purpose, and may serve any further such notice notwithstanding
that the nuisance may have been abated or removed, if he considers thatit 1a

likely to recur.

Provided thatifat any time within six months from the date of theservice

of any such nofice, thinubance recurs through the failure of the person or-

- persons apon-whom suth notice has been served to comply with the require..
ments contained in such notice, such person or persons shall be liable witho

any further notice to the penalties provided in this Act for offences under

this section. o

(?v) Where the nuisance arises or exists or is likely to arise or recur in
connection with the construction, reconstruttion or demolition of any pre-
mises, or part of any premises, the Commissioner may in addition to serving
any notice on any one or more of the persons mentioned in clause {if) serve
any such notice on any architect, contractor or other person employed teo
carry out such work of construction, reconstruction or demolition, and also om

any sub-contractor employed by such contractor or other person,”or sny'

sne or more of such contractor, person and sub-contractor:

* Section 381 A.—Permsssion for new well, etc.—(1) No new well, tank,
pond, cistern or fountain shall be dug or constructed without the previous
permission in writing of the Commissioner. ‘

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

{a) by written notice require the owner or other person who has done
such work to fillup or demolish such work in such manner 25 the Com-
missioner shall prescribe, or - ? ’ - o

{b) grant written permission to retain such wor{:, but such permission
shall not exempt such owner from proceedings for contravening the pre-
vigions of sub-section {1). - - - - - -

Section 461.—By-laws, for what purposes to be made.—The corporation
may from time to time make by-laws, not inconsistent with this Act, with
respect to the following matters, namely :— | 3 o

{(a) regulating, in any particular not specifically provided for in this
Act, the construction, maintenance and control of drains, ventilation-shatts
or pipes, cess-pools, water-closets, privies, latrines, urinals, drainage-worke
of every deseription, whether belonging to the corporation or to other persons
municipal water-works, private communication-pipes and public streets 3

{b) regulating all matters and tﬁinge connected with the supply and
use of water.

- -

Section 471.—Certain offences punishable with fine.~—whosver
{a) contravenes any provision of any of the sections, sub-sections or
elauses mentioned in the first column of the following table, or of any
regulation made thereunder ; or i

3A
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{b) faila to comply with any requisition lawfully made upon bim under
any'of the said sections, sub-sections or clauses ;
shall be punished, for each such offence, with fine which may extend to the
amount mentioned in that behslf in the third column of the said table.

Bection, seb-section Subject. Fme which may
or clause. be imposed.
/
z Boea > &’
Bection 274 +» Requisition to provide storage cisternsand 50

other fittings to be used for connections
with water works.

Section 377 .. Requmsition to cleanse, etc., neglected preémises 650
Bection 381 +. Requsition to fill in pools, etc., which are a 50 -
Rnujisance,
Bection 381A, sub- Digging or constructing well, etec., without per- 50D
section (1}. ImMISBI0n.,
Section 381 A sub- Requisition to fill in or demohseh well, etc. . 500
section (2). R

Section 47Z2.—Continuing offences.— Whoever, after having been con~
yicted of-— .
{a) econtravening any provision of any of the sections, sub-sections
or clauses mentioned in the first coluymn of the following table, or of any
regulation made, thereunder, or
(b) failing to comply with any requisition lawfully made upon him
under any of the said sections, sub-sections or clauses,
continues to contravene the said provision or to reglect to comply with the
said requisition, or fails to remove or rectify any work or thing doane in
contravention of the said provision, as the case may be, shall be punished for
each day that he continues so to offend, with fine which may extend to the
smonunt mentioned in that behsif in the third column of the said table.

Section, sub-section Daily
or olause. Subject. Fine which
- . may be
imposed.
Ras.
Bection 377 .. .. Regulation to cleanse, ste., neglected premises B
Seetion 381 .. .. Requisition to fill mn pools, ete., which ave & | 50

nusance.
Section 881A, sub-section Requeition to £l in or demolish well, ete. .a ’50

3)

Section 488.— Power of entry—The Commissioner may enter intc or
wpon any building or fand, with or without assistance or workmen, in order to
_mske any inapection or survey or to execute any work which is authorised by
shis Act or by any regulation or by-law framed under this Act to be made or
executed, or which it is necessary for any of the purposes, or in pursuance of
any of the provisions, of this Act or of any such regulation or by-law, to make
or execute.

" Provided that— -

{a)} except when it is in this Act otherwise expressly provided, no such

eatry skall be made between sunset and sunrise |
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{b)-except when it is in this Act otherwise expressly provided, no build-
ing which is used as a human dwelling shall be so enberetg, m}le?s v\_'lch the
consent of the occupier thereof, without giving the said ‘occupier not 1ass
than twenty-four hours’ previous written notice of the intention to make
such entry, and unless for any sufficient reason it shall be deemed in-
expedient to furnish such information, of the purpose thereof ;

{¢) suflicient notice shall in évery instahcaé be given, even wl‘wn any
premises may otherwise be entered without notice, te enable the inmates
of any apartment appropriated to females toremove to some part of the
premises where their privacy meed not be disturbed § o .

{4) due regard shall always b had, so fai a8 may be compatiblé with
the exigencies of the purpose for which the entry is made, to ths gecial
and religious usages of the occupants of the premises entered. ‘

Section 189.— Enforcement of orders to exvecute works, etc.—(1) When any
requisition or order is made, by written notice, by the Commissioner or by any
municipal officer empowered under section 68 in this behalf, under any sectien,
sub-section or clause of this Act mentioned in sub-section (2), a reasonable
period shall be prescribed in such notice for carrying such requisition ox order’
into effect and if, within the period so prescribed, such requisition or order or
any portion of such requisition or order is not complied with, the Commissioner
may take such measures or cause such work fo be executed or such thing to be
done as shall, in his opinion, be necessary for giving due effect to the requisi-
tion or order s0 made, and, unless it is otherwise in this Act expressly provided,
the expenses thereof shall be paid by the person or by any one of the persons -
to whom such requisition or order was addressed. - -

{2) The sections, sub-sections and clauses of this Act referred to in sub-
section (1) are the following, namely :— _ . ’
274, 377, 381, 381A. - ' S
{3) The Commissioner may. take any measure, execute any work or cause
anything to be done under this section, whether or not the person who has

failed to comply with the requisition or order is liable to punishment or has
beon prosecuted or sentenced to any punishment for such failure.

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

(a) take, or withdraw from, proceedings against any person whe is
charged with— . -
{4} any offence against this Act ;

. (%) any offence which affects or is likely to affect a;y property or
interest of the corporation or the due administration of this Act 3

(#59). committing any nuisance whatsoever.-

. Section 518.—Power to Government to provide for performance of duties
m default of any municipal authority. (1) If, upon complaint being made to
him and after such inquiry as he thinka fit o make, it shall at any time appear,
te the Governor in Council that any of the provisions of sections 61, 381 and
S81A,......have not been or are not being duly carried out or enforeed,
the Governor in Council may make an order prescribing a period within whick
such provision shall be carried out or enforced.
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(2) Provided, that, except in any case which appears to the Governor
in Council to be onse of emergency, no such order shall be mads until after the
‘expiry of one month from the date of service of a written notice on the corpo-
‘ration, and, if the Governor in Council shall think fit, on the Commissioner,
requiring eause to be shown why such order should not be made, nor until the
cause, if any, so,shown has been considered by the Governor in Council.

{8) If, within the period prescribed in an order made under sub-section
(1) the provision is not carried out or enforced, the Governor in Council may
appoint somae person to carry out or enforce the same and may direct that the
expense of carrying out or enforcing such provision together with such reason-
able remuneration to the person carrying out or enforcing the same as the
Governor in Council shall determine, and the cost of the proceedings under
this section shall be paid cut of the municipal fund.
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APPENDIX 18.
‘EXTRACTS FROM THE ANNUAL RErorT OF THE PuBLic HEaLTH
CoumissioNER WITH THE GOVERNMENT OF INDIA FOoR 1936.
(1) T%e Leprosy Colony at Uzuakoli tn Africa. .

During 1936-37 the colony had a total population of 1,061 inhabitants,

-of whom 901 were resident patients on 31st March, 1937. A few years pre-
. wiously the site of the colony was a dense jungle, but Dr. Brown, the first
Aledical Sx_lperintendent,‘who built up the institution, - worked with enthu-
siasm, patience and tact and since August, 1932, when the first patients were
admitted, the colony has grown into a community of lepers, who carry, out
-among themselves all the functions of civilized life including agriculture,
industry, housing, education of the children, social activities and even mainte~
mance of law. All patients are expected to work. Every able-bodied
patient receives on admission a farm and a certain quantity of seed ; at
harvest time he has to return a portion to the commuiity store. Various
local agricnltural produets are produced. The palm eil industry is a flourish-
4ng concern, whilst other industries include weaving, ecarving, tailoring, net
making, manufacture of musical instruments, basket making and soap manu-~
facture. The cultivation of Hydnocarpus wightiana is also being attempted.
‘Road making and house-building are important occupations and blacksmiths
and carpenters thrive.. All of the 170 children in the colony attend the school
which is stafied by eight teachers, some of whom had teaching .experience
" pefore they joined the colony. N . - -

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

Exercise for the patients is by no means neglected. For many, their
.occupations afford sufficient exercise in the open air ; for those who work
$ndoors, like teachers and nurses, football, volley ball and tennis provide
recreation and exercise. o ~ - . :

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

medical officer, its jurisdiction is seldom neceSsary. L B

Seventeen bables have been born in the colony to leper mothers: Thesg
dnfants were all separated from their Inothers at birth and were ‘admitted to g
‘Babies houss, where they were brought up on artificial foods, exception being
made in the case of small and feeble infants,’ which were permitted to be
breast-fed by the mothers, care being taken to prevent contact with the
mother except at tha nipple. . -

All patients reccived treatment on modern lines and during the year 17
persons were discharged as cured becanse of * absence of symptoms, return of
pigmentation and sensation in the patches, and repeated negative bacterio-
dogical examinations.

The whole institution is managed on an economical basis and running
oosts amount to the incredibly small sum of about Rs. 3-8-0 per patient per
month, this including the staff comprised of a Medical Superintendent, a Tos
H worker who looks after the industrial and agricultural side of the work,

>



40

1ady honorary worker, who attends to the unaffected children and the pur-
sing staff. This is a surprisingly fine achievement and it has been rendered
possible only becauss of the epirit of self-sacrifice that the founder broughe
to task he had assumed, his genius for organisation and a8n understanding-
sympathy which enabled bim to win the confidence of the African and enlist
his co-operation for his own betterment.

(2) Forest Farm Colony at Mangaltaras in the Central Provinces.

This is & co-operative undertaking, Government, the Americas-
Mennonite Mission and the Mission to Lepurs all being represented on the
Board of Control .>— . -

. “ Its primary purpose is to re-establish in life arrested cases of the
diseass who have cleared up in Mission Homes in the Central Provinces
and Berar, but who need to live under healthy conditions and with somse-
assurance of 3 livelihood if the risk of relapse is to be reduced to s minimam,
1t is also for healthy children of lepers, that they too may have opportunity”
of winning from the forest their own farmstead. » h

4n ares of 6,238 acres was set aside by the Government for the purpose of
providing holdings of 15 acres each and the terms of the settlement provide
that, for the first two years, 20 per cent. of the persons admitted might be-
non-leprous people with agricultural experience in order to help the regular
colonists to settle down to an agricultural life. The Government provided
funds for water supply and for clearing the land, whilst the Mission to Lepers
sanctioned a grant to help the colonists to tide over the first few months until
the harvesting of the first crops. The American Mennonite Mission sanctioned
the appointment of one of its members as the manager of the colony and he
busied himself with organising the work, establishing a rural school, intredue-
ing a medical service, supervising a co-operative society and dealing with the
many other problems of a pioneer venture. The development of this under-
taking will be watched with interest ; its success will no doubt encourage-
others to make similar attempts to relieve the leprosy situsation of the country.

The great importance of protecting children from infection has already
been emphasised and, under existing conditions, it is almcst impossible to-
prevent spread of infection to this susceptible group of the community. The
development of leper colonies should be able to play a prominent part in this-
direction. In the first place; provision can be made for the segregation-of
infants born to kprous mothers ; secondly, life in the colony is itself an edu-
sation to the resident patient in that he learns to avoid infecting others ;
and, lastly, when he is discharged, he can help to spread the knowledge he has.
gained amongst his friends and acquaintances.
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- APPENDIX 19.

ExTeAor ¥ROM THE REPORT ON LEPROSY AND ITS CONTROL IN Im)m.(l%l)
BY A SPECIAL COMMITTEE APPOINTED BY THE,CENRAL ADVISORY Boarp of
Heavrs. -

Certain principles recommended by this Committee for regulating future

leprosy legislation.

1) The disease should be notifiable but notl.ﬁcat;on should be eonfi-
dontial and confined to cases who are infective. The present legislation
for thé notification of leprosyis te a large extént a dead letter.

g ¢4 Ineglslatxon should provide power to xsolate‘mfectlve cases which
are a danger to the community. For paupers who are suffering from lepro-
sy, however, aa defined in Section 2 of the present Lepers Act, legal power
should apply to all cases.

. {3) A patient compulsorily molated ouf.slde&hm own home should be
" maintained at public expense.

{4) When a pauper suffering from leprosy is removed to ati &sylm
under legal pewers the complete cost of his muintenance in’ the a.sylm
should be met by the administrative authority applying thelAct.

(5) Legislation should include powers for the} Health Oﬂicera to

i

examine cases who are suspected to be in an infectivé condition. . _

{6) Legal powers regarding the occupation o patients with leprosy-
detailed i in the present Lepers Act shall be !etamed ’but fot infective eases
only. - -

(7) The powers of amst»and removal of a person who appears to be %
pauper suffering from leprosy should be entrusted to the health authori-
tiea and the services of the Police called in only when difficulty ariges:

- {8) Legal power should be provided whereby a person who, after com-_
mittal to an asylum, absconds, can be committed to a Leper Jail by order
of & magistrate. Section 12 of the Lepers Act provides for arrest without
warrant and return to the asylum of persons compulsori.y isolated, This
is inadequate.



APPENDIX 20,
Uentres whers faoilities for radium and deep X-ray treatments are provided.

Whether faciltiee for radium . Whether deep X.ray therapy
Province, treatment exist. If so, in Remarks, 18 provided. If so, in which Remarks.
which hospital. hospitel.

1 Deli .. Yes. lAt Lady Hardinge Hos. . No. “

ital,

2 0.P .. Nl:) . o «« Itis proposed as apartoffive. Yes. Atthe MedioalCollogs, Two more deep X.ray therapy
year plan of postwar recon. ~Agra, and King George's units aré proposed to be 1n-
struotion and development of® Medioal College, Lucknow,  stalled in the Provinee under
the Medioal Department in this . postwar reconstruction soheme
provinos to establish a radium ' {Gorakhpur & Benares),
institute at the Medical Col-
lege, Agra.

3 Bihar +« Yos, At Patna Medical Col. . Yes. At Patna Medioal Col- .

\lege Hospital, ) lege, Hospital.
¢ C.P & Berar No . «« v Itisproposed to provide radium  No. It is proposed to provide deep
) treatment, when the New Mayo X-roy therapy whenthe New
Hospital, Nagpur, is built in Mayo Hospital, Nagpur, is
the five.year postwar plan, . builbin the five.year postwar
plan,

s Ajmer X No (X} (X} X X No. O ay

8 cool‘g «» No X ve Lo X No. "

7 Madres .. Yes. At Barnard Institute . Yes. At Barnard Institute

of Radiology, Government of Radiology, Government
Geperal Hospital, Madras, S GeneralHospital, Madras and
& King George Hospital, Erskine Hospital, Madura.
Vizagapatam., ,

8 N.W.I.P. No . . ++ Arrangements are being made No, . Arrangements are being made
to provide fucilities for radium to provide deep-X.ray theraoy
treatment in Lady Reading . in the Lady Reading Hospital,

Hoapital, Peshawsr, v Peshawar, ,

a¥



0 Bongsl

10 Assam

11 Baluchistan

12 Orisea

13 Bombsy

14 Bind
" 15 Punjab . .

e

Yes, 1. Medical  College
Hospital, Caloutts (Govern.
ment). 2. Prosidency Ge.

- neral Hospital, Caloutta

.* (Qovernment), 3. Carmi-
chael Hospital, Belgechia,

+ Caloutta (Private), 4. Chit.
taranjan Seva Sadan, Cal-
outta (Private).

Yon., At Welsh Mission Hos.
pital, Shillong (380 mgms,
of radium).

No . N e

Yos. \At Cutiatk General
Hospital.

“Yes. At ‘Ts,ta. Memorial

Hospital, Parel, Bombay.

No . e e

Yos. At 1. Mayo pnd -
2. Lady Willingdon Hospi.

tals, Lahore.

" You. 1 Modioal Collsge

Hospital, Caloutta (Govern.
ment). 2. Presidency Ge.
neral Hospital, Caloutta,
3. Campbell Hospital,
Caloutta (Apparatus out of
order), -

No.

Noi
No,

Yes. At 1. J. J. Group of
Hospitals (Bombay Govern.
ment). 2. G, T. Hospital,
Bombay (Government}, 3.

Tata Memorial Hospital,

Parel, Bombay (Private),
4. K. E. M; Hospital,Parel,
' B(l))mbay (Municipel Hospi.
tal), . . .

No .. .

- Yes, At L Meyo Hos. -

pital, Lahore, 2.. Vietoria
Jubilee Hospital, Amritear,

£y
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APPENDIX 21. .

Rerorr BY CoroNer M. Tavrior, O.B.E, M.D, D.P.H.; IMS, o~ mi®»
ToUR oF MENTAL HOSPITALS AT THE REQUEST OF THE HeauTH SoRvew
AND DevELoPMENT COMMITTER. -

CALCUTTA.

I"commenced my tour on 30th December, 1944, in order to meet Dr~
G. Bose, in Calcutta, as he intended leaving the city on 1lst January, 1915~
for some weeks. . -

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

Cslcutta. ) -

{4) The Observation Ward, Bhawanipore.

{5) The Out-door Neuro-Psychiatric Clinic, Medical College Hos—
pital, Calcutta.

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

College, Calcutta. ~

Lumbini Park Mental Hospital.

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

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

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

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

It is stated in the report from 5th February 1940 to 1st December 194X
that  for want of funds trained nurses cannot be employed to look aftew

the patients . .

The rates for indoor patients are as follows:— Rs.
{s) First Class Bed . . . <« 300 p.m. :
{33) Second Class Bed .. .e - «. 200 p.m.
{3%s) Third Class Bed .. . .e v 150 p.m.

and “ a special charge shall be made if special nursing has to be arranged
for ; this shall only be done with the written sanction of the guardians ; the
eharge for the special nurse shall be paid. in advance. Special medicines wild
aleo be charged for at cost price ".’ o
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The rates at the European Mental Hospital, Ranchi are as follows .—

. 3 -~ - Rs.
“=(7) First Class (inclusive of three private attendants) 300 p.m.
#*(#7) Second Class (mclusxve of two private attend- )

ants) . .o . . 200 p.m.
{zn) Third Class .- T e . . 46 p.m.

wnth European diet, all drugs, and no charge for extras. -
. *In (5) and () the guardians are called upon to meet the cost of
* Dearness Allowance ” to the pnvate attendants at the scale ag sane-
tioned by Government.

It is obvious that {apart from the one free bed) .Lumbini Park Mentsl
Hoapital cannot, at ?tesent be widely patronised by the general commu-
mity.

Owing to the small numbers the per ca}nta rate is exttemely hxgl}—-mz s
Rs. 2,091 per annum.

It has been pointed out that the visiting physicians who are all hlghly
«<ualified, spend. a total of 14 hours per .week in the bospital. This can
wocarcely be considered adequate for specialized ireatment. One of the
thonorary physicians is a M.R.C.L.E., D.P.M., but he visits one day per
week for two hours, "Honorary Physicians are, as a rule, very jealous of

- #heir prerogative but take their responsibilities lightly.

The equipment is neither extensive, mnor modern, and the environ-
anent of the hospital leaves much to Be desired. There is little provision
for diversion, occupational therapy, or rehabilitation. " -

The institution to all intents and purposes is a ;Prnra.te Home, and
thampered as it is by its extensive outdoor clinic for Zeneral patients, and
Rack of funds, it cannot be considered a satisfactory institution for the treat-
snent of mentsl patients. As at present conducted, I do not rate the faci-
- dities for training very lnghly This institution, given adequate foeds
%0 meet the cost of expansion on modern lines, would, in time, become both
-a useful hospital, and a good teaching school.

Mankundu Mental Hospital, Calentta. _

The Male Section of this hospital is situated at_ Ma.nkundn, a.bout 22
smiles from Calcutta City, and the Female Section a.t 78, Lower Circular
430ad, Calcutta.

The daily avera.ge number o£ pa-fnenta in both’ sections, iz 56 (males 43,
females 13)

The aims of this institution according to the prospectus are -— «

(?) To provide for up-to-date institutional tr ., -t of mental
~<ases, and to place the same within the reach of the ic

(i2) To provide facilities for training in, and research in Psychmtry
and Psvchological Therapy.

{st1) lo trar~"©p -nurses for astending to ‘mental eases,

The lack of tunds hua, so far, prevented these aims, and all that can be
«aid for tbe iustcution, at present, is that even the standard ol custodial
<are cannot yet be ccasidered satisfactory.

In the male section at Mankundu, the buildings are good, but in a very
Had stata of repair, and the compound (there is no Mali) is ap absolute
3ungle. I found the patients under poor control, and the wbole stmosphers

- ¢4 the hospital was most depresaing.

A
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The Mental Hospital for Females.

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

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

Here again, there is an imposing list of Visiting Physicians. Their
hours of attendance are not specified, but the state of the institution, as a
whole, reflects no credit on any one. It stands as an indictment$ to Bengal.

The Chief Medical Officer and the Secretary to the Court of Governors
of this hospital, who accompanied me on my visit, are well aware of the limi-
tations of this Institution, as is the Court of Governors. The Court has
appealed to Government for financial aid, and they have offered to hand
the institution over to the control of Government. If financial aid is not
forthcoming the Court envisages the early .closure” of this hospital. The
buildings and land were a gift, but, as is usual with such gifts, carry no
endowment.

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

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

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

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

i Fifty po e . vhe patientsin this hospital are non-paying, and the
maintenance charges for paying patients are mush less than at Lumbini
Park. .

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

* The statement in this report, that the accommodation in the Indian
Mental Hospital, Ranchi, is scarcely sufficient for criminal lunatics, is

t ocorrect. The total authorised accommodation is for 1,300 patients,
and the number of criminal patients at present under treatment is 421
(males 392, females 29). -
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Until adequate funds are available for vast improvements in the build«
fngs, adequite whole-time gualified personnel, and modern equipment
this institution is neither in a position to render modern treatment in the
psychoses, nor to afford any facilities for teaching in Psychiatry. '

Mental Observation Ward, Bhawanipore,
. .o Calcutta. ~ - )
© This institution receives Magistrates’ cases, and patients for obser-.

vation sent by the police authorites. . .

The Superintendent is the professor of Medical Jurisprudence in the
University, and, as & side-line, he is Lecturer in' Mental Diseases. The
Buildings are first class, in very good order {rather over-done with masgive
fron bars), and located in a central area of the city. There are 30 beds,
snd the daily average number of patients is 10. - . -

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

Group I Idiocy (1), Fmbecility (1); Obsessional Neurosia (1), G.P.I. (1)
Group II. ~ Mania (2), Melancholia (1), ‘Demgnﬁa Paranocides (1).

Group III. Dementia Praeccox (Schizophrenia) (1), Paranoia (1)
Confusienal Insanity (1), Drug Psychosis(l). <
*-. The training of the Calcutta Undergraduates in thi§ most importans
., branch of medicine is totally inadequate. The students are merely m
exploited. The first essential step would be to divorce Psychiatry from Medi
jurisprudence and appoint a Psychiatrist as Lecturer, and the Second,
. and more important, the provision of suitable clinical material.

I am of the opinion that this institution could be modernised at a small
cost and could more efficiently coniribute to psychiatric education. T
suggested to the Surgeon-General that it would make an admirable Psychiatrie
Unit, with out-patient departmentand beds. The Observation Ward would
also be possible in the same Urit. The Surgeon-General agreed.

The Psycholqgicgl Clinic, Cérmichwl Medical Colleze, Calcutta.

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

Dr. G. Bose is in charge of the Clinic and is assisted by Dr. Nagendra- *
prath De, M.B., D.T.M. (Cal), MR.CP.E,, D.P.M. (Lond.), and Dr: 8.
Banerjee, B.Sc., M.B. (Cal), D.P.H. (Lond.). -~ :

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

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

Clinical lectures and demonstrations were held regularly for senior
students of the Carmichael Medical College, and Post-Graduate students of
. the Department of Psychistry, University of Calcutta.
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" ¢linic for Neurology snd Psychiatry, Mental College Hospital, Calcutta.

PHYSICIAN IN CHARGE—Dr. Chandra Saha, M.Se., M.B., D.T.M.
(Cal), F.R.F.P.S. (Glas.), M.R.CP. (Lond.).

"This clinic opened in July 1937, closed in December 1941, re-opened
in July 1943, closed again 1943, and again re-opened in March 1944,

As will be seen, this Neuro-Psychiatric clinic has had a chequered
career, and in his report of 1942, the Pyhsician-in-charge states * for want
of beds and rooms, special methods of treatment and investigation cannot
be undertaken ., . -

When this clinic did function, the daily average number of patients
was, new cases 1'8, old cases 4, in the proportion of two Psychiatric to one
Neurological case. g

The Physician-in-charge rightly states that the clinic is still in its embry-
oric stage, and he has & scheme for further development. ) -

The Principal of the College is against Neuro-Psychiatric Clinics, and
considers there should be separate- Neurological am{ Psychiatric Clinica.
‘The consensus of present day opinion is in favour of the Principal’s viswa.
- " Both clinics are paorly equipped, and conducted gntirely by Honorary
Physicians, a subject which I shall deal with later. =

While in Cgleutta I took the opportunity of calling on the Surgeon-
General with the Government of Bengal, the Secretary, Public Health and
Loecal Self-Government, Government of Bengal, and the Registrar, Cals
cutta University. I also made contact with many other gentlemen, includ-
ing the Professor of Physiology, Medical College, but space is too short to
givekdet-a.ils of aﬂydiscussions. They will be embodied in my General Re-
marks.

I left Calcutta, having formed the opinion that the mental hospitals
and clinics which I visited there cannot be considered satisfactory, and are
{ar below the standard which one would expect to find in a University City.’

There is a8 crying need for 3 modern Mental Hospital for Indians in Cal-
outta of at least 250 beds—both in the interests of the community and the
aniversity. The bulk of the clinical material passes to the Indian Men-
tal Hospital, Ranchi, and it is not feasible either to send large mumber of
patients from Ranchi to Calcutta, or to send Medical Students to Ranchi.

The question of expanding and modernizing the existing Mental Hos-
pitals in Caleutta would be a matter for the Bengal Government; it is ad-
visable that institutions where a teaching programme is carried out should
come entirely under Government control and supervision.

It would be moré economical, and would lead to greater efficiency, to
baild in Caleiatta a modern Mental Hospital of 250 beds on a suitable site,
with a view to possible later expansion to 1,000 beds.

A need which is equally urgent is a Home for Mental Defectives of at
teagt 200 beds.

If the climate in Lahore, Bombay, Agra, Nagpur, Madras, is not con-
sidered a bar to the erection of Mental Hospitals, then the project is feasible
in Calcutts, and should be seriously considered before further expansion
programmes are undertaken at Ranchi.
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In Madras, my programme included visits to the following:

(1) The Government Mental Hospital. x .
*(2) General Hospital, Madras. i
{3) The Madras University. |, .
{4) The Madras Medical College. -,
(5) The Stanley Medical College. '
{6) Nursery Schools and Montessori Schools.
(7) The Children’s Aid Society.

: The Government Mental Hospital

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

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

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

In spite of this, the custodial care is of a reasonably good. standard (by
the term “ Custodial Care ” I mean the orderly and systematic methods by
which physical, recreational, and hygienic activities are regularly carried
on), ‘ , . - .

The Medical Superintendent holds the degree'of M.B.B.S. "(Madras),
and has been on the staff of the hospital for 14 years; the members of the
medical staff are temporary, and belong to_the General Service cadre, and
are not highly qualified.

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

Of the 7 Medical Officers one holds the M.R.C.S., L.R.C.P., and L.M.S.8.A.
{Lond.}, and six are LM.Ps. There are two women apothecaries. The
Medical Superintendent says he is handicapped by continual changes in the
Medical Staff. The Deputy Supetintendent with 2-8/12 years service holds
the longest record of service of the present stafl.

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

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

HI1342HSDC
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T am of the opinion that this responsibility is too heavy for the present
8uperintendent, who has had no clinical or Post-Graduate experience out-
side the Madras Mental Hospital. I understand the Madras Government
proposes to press for the release of the permanent Superintendent who is
at present serving as a Psychiatrist in the Army, and I consider that this
is an urgent necessity.

There are no Outdoor Psychiatric Clinics 2t any of the Madras Hospitals,
and this is well, for there are no officers with the qualifications and experience
to conduct such clinics. .

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

* For diseases of Mind we have not in the whole Madras Presidency,
with its teeming millions, and vast amount of mental disorder and Psy-
chopeureses, a single Mental Expert, technically qualfied to teach even
up to the pass M.B. standard, far less to instruct Specialists.”

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

and Psychologists is available. .

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

BANGALORE

My programme here included visits to the
{1) Government Mental Hospital,
{2) Government Medical Schools,

(3} Government General Hospitals,
and I had interviews with the Senior Surgeon {the Administrative Medi-
eal Officer, Mysore Government), the Residency Surgeon, and some of the

“Teaching Staff at the General Hosptals.
Mysore Goverument Maatal Hospital

After the depressing experience ab the Mental Hospitals in Calcutta
and Madzas, it was a real pleasure to visit the Bangalore Mental Hospital.
Yhe Hospital is comparatively new (1937}, snd_has been'plann.ed on the
Villa eystem, the latest design for Mental Hospitals. The spacious lawns

and gerdens are well kept.
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Accommodation is available for 300 patients (males 200, females 100),
The pavilions for male and female patients are self-contained, and arranged
in & square guadrangle, with units of 4 to 20 patients. There are single
rooms (rather small) in each pavilion, which are intended for boisterous
patienta. i , .
Special rooms are provided for paying patients, and some Cottages

are available for well-to-do patienta. .

All the essentials for modern treatment are presemt in this hospital—
modern Hydrotherapeutic Units, 'a well-equipped Operation Theatre, a
Psychological Laboratory, conducted by a full-time qualified Psychologist;
a useful Occupational Therapy Department, a Club and Diversional - The-
zapy Units, excellent Surgical and Laboratory Equipment$, and extensive
Fruit and Vegetable Garden, where patients so ineclined can occupy thems-
selves. " -

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

The Hospital is supervised by two Boards of Visitors, one, composed of

" State Officials, deals with the interests of Mysore State patients, the second,
composed of Magistrates, Medical Officers of important hospitals, and a
few non-officials, looks after the interests of Civil, Patients (non-Mysore)
and patients from the Military Area. . v T

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

Patients are to a large extent selected, and, in the circumstances, tha
recovery rate to direct admissions exceeds 40 per cent. -This high recovery
rate is the best indication of the standard of treatment. . - '

The types of patients undergoing treatment in this hospital include
the Schizophrenic—Paranoid Group, the Affective Group, the Organic Re+
sction Group, the Psycho-Neurotic Group, Epilepsy, Pre-senile, Senile and
Arterio-Sclerotic Dementias,” and” Mental Deficiency. .

. The clinical niateria.l\ is ample, ,b’oth for under-graduate and post-
graduate teaching. . .

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

- In\ addition to the above clasy of patients, many cases are referred to
this clinic for opinion where a Psychological basis for physical symptoms
is suspected. Problem Children, Delinquents, Dull and Backward Chiid.
ren of various grades and types, and children suffering from sgeech
defects, ete., are also treated. The number of out-patients (new and old)
attending the Out-Door Clinic during 1943, was 5,242, and during the samé
period 705 adults and 162 children were examined in the Psychological
Laboratory. The Psychologist hopes for additional equipment in the neaf
futare, and plans for the extension of buildings are already in hand. The
extension will include a Research Laboratory and a }Neurological Laboras
tory. .

1 The Czse Records are admirably maintained, and Jclinical assistants
and students have an excellent opportunity of a detailed Jstudy of cases
placed at their disposal - ‘

aA]
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The Hospital is recognized as a teaching ipstitution for the M.B.B.S,,
and BA. (Hons.) in Psychology of the Mysore University, and the L.M.P.
course of the Medical School. The hospital is also recognized as a School
{oi post-graduate work and some research ‘work is already being under~
aken.

The staff as & whole gives the impression of high standard of efficiency.

This hospital, as at present conducted, is well adapted for both under-
‘gradate and post-graduate teaching, but a caution is necessary. The
Medical Superintendent is a highly A trained and experienced teacher
and clinician, but there is no Deputy Superintendent and under-study.
The Supenntendent is on a ten years coptract which 18 completed in March
1945. ltisdoubtful if he will remain in the service of the Mysore Govern-
ment, and the scale of pay is so inradequate that it will never command the
services of a man of comparable ability to the present Superintendernt. In
short, the Bangalore Mental Hosgpital is a *‘ one man show ”” ran by Dr.
Govindaswamy. If Dr. Govindaswamy leaves Bangalore, the Mental Hos-
pital will deteriorate, and the teaching facilities will disappear.

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

I would offer the following criticism on the layout of the Banpgalore
Mental Hospital. The residential guairters are much too near the hospital
wards. The residence of the Medical Superintendent is less than a stone's
throw from the residence of some of his subordinates. Banrgalcre Mental
Hospital might well be accepted as a model, but these defccts shculd be
avoided in the erection of new Hospitals. )

POONA.! .

At Poona, 1 visited the Central Mental Hoepital, and the Medical Sckool
Hospital, and bad icterviews with Lt.-Col. B. Z. Shak, 1L.M.S. {Retd.), Medi-
cal Supenintendent of the Mental Hospital, and Lt.-Col. 8. Prall, 1.M.S,,
Civil Surgeon and Buperintendent of the Medical Scheol Hospitel.

Central Mental Hospital, Poona. .
This institution is mtunated at Yeravda, about 7 miles from Poona City,
and is convemently within reach of the students of the Medical School.
1 understand the Poona Medical School will be up-graded to the status of
8 College in the near future.
The authorized accommodation is &8s follows:—
Male Female Total

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

Total ,e 784 443 1,227

The daily average number of patients during 1943 was 1,326—almost 100
more than the authorised scale, and since the authorized scale, according to
floor space is none too generous, this hospital can, at present, be described as
ov er-crowded.

During 1943 there were only 21 Voluntary patients.
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Oooupatxonal Therapy has been restrxcbed ®owing 't the difficuity m
procuring raw materials, and Diversion Therapy for all patxents has not been
possible owing to lack of funds.

The total annual expenditure (1943) was Rs. 4,890,927; theamount
received from paying patients was Rs. 1,47,627, so that the total cost falling
on Government amounted to REs. 3,43,300.

The annual total per cagnta cost in 1943 was Rs. 368" 28, and it can
therefore be assumed that in normal times the per capzta cost was . much
less than one Rupee per day.

Staff—The Superintendent, due to the present emetgency, is a retxred
1. M. 8. officer who does not profess to be a Psychiatrist, and the remaining

members of the professional staff lack experience in Psychiatry.

' In 1942 the ratio per cent. of patients discharged recovered to direct
admissions was 15°89. This is a very satisfactory figure considering that
the hospital has insufficient medical staff to give more than euzso:y atfsentlon
4o patlents.

This institution could be convérted inte & firs class Mental Hospxtal
-with very little expenditure. The buildings are good, well kept, and suxtable.
Some of the massive iron bars might well be removed.

The equipment in all departments is poor, but this ean gquite easily bs
gemedied as funds become available. ' The outstanding deficiencies in this
hospital are the lack of trained Psychiatrists, and trained nurses, and the
Bombay Government will have to work on the theory that mdre and better
traiped professional pérsonnel is the urgent need of the Central Mental
Hospital at Poona. - C ot :

‘Eight lectures, with demonstrahons, are given to the students ol the
B. J. Medlcal School, Poona, by the Medical Superintendent, and, with the
present staff, this hospltal is quite wunable to extend its teachmg burden td
include either M. B. students or Post-Graduate.

There is no Psychiatric Clinic at the B, J. Medical School Hoapital, and
at present there is no schieme to include one m the near future
BOMBAY, T

My programme in Bombay included interviews with the Surgeon-General,

the Registrar of the University, the Dean of the Medical Faculty of the Uni-

wersity, the Dean of Seth G. S. Medical College , the' Principal of the Grant

Medical College, the Hon. Psychiatrists, Grant Medical College, and the Bon.

Lecturer in Peychiatry, G. S. Medical College, and others.

I visited the Psychiatric Clinic, J. J. Group of Hospitals, the N. M. Mental

Hosapital, Thana, the Indian Institute of Psychiatry and Mental Hygiens,
and the Child Guidance Clinie, Sir D. J. Tata School of Soelal Work.

. Thana Mental Hospital; :
* " This institution is sitnated about 20—25 miles from Bombay. Although
not very old (1901) it cannot be described as a. Modern Mental Hospital. ..Its
present function is obviously one of segregation rather than of active thetapy.
The daily average number of patients during 1944 was 500°2—a number
conslderably in excess of the authorised scale.: .
The ratio per cent. of patients discharged tecovered to dneot a.dmtssmnn
d&rﬁxfungM was 20, & figure which reflects credit on the Superintendent and. lnl
&

-
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The number of Voluntary patients in 1944 was 40, and the daily average
pumber of criminal patients far the same period was 32°5.

There is, I understand, a scheme for improving the present hospital,
or alternatively to erect a new Mental Hospital. The latter alternative scems
the beiter, but with a programme for a Post-Graduate course in Psychiatry
snd s large number of Undergraduates in Medicine, it would be worth while
eonsidering the erection of a modern Mental Hospital on the same lines as the
Mental Hospital, Bangalore, of about 250—300 beds, and on a site accessible
to both teachers and students. Almost a whole forencon or afterncon is
:xptiianded in travelling to and from this institution by those attending demons-

rations.

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

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

Seth G. S. Medical College.

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

Diploma in Psychological Medicine. I have studied very ca.refully
the Syllabus for the Diploma of Psychological Medicine of the Bombay Uni-
versity, and I have had lengthy discussions on it with the Surgeon-Genersl,
Bombay, the Ubpiversity authorities, and the two Physicians on whom wi
fall the burden of teaching in Psychology and Psychiatry.

I did rot discuss the teaching of Anatomy and Physiology of the Central
Nervous System. There is no Psychological Department in the University,
and the two Hon. Physician-Lecturers will have no Psychological Laboratory
at their disposal. The out-door Psychiatric Clinics are poorly-equipped for
teaching purposes, while the Mental Hospital at Thana cannot be described
8a of a very high standard. ‘

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

Pgychiatry cannot be learned from books and didactic lectures. It muss
come as the result of actusl contact with patients. Theories may be dise
sussed in the Class Room, but when we attempt to fit them to conditions as
they are, something is missing, and that something is skill and understanding
which can only be acquired through the medium of clinical experiences
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1 am definitely of the opinion that teachers in Psycunologica: Medicine must
bave long experience of full time clinical work in Mentul Hospitals. This ie
particularly important in Post-Graduate instruction.

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

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

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

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

The Travelling Allowances granted to the Honorary Physicians permit
them to visit the Thana Mental Hospital once per week—occasionally twice.
It takes approximately 2} to 3 hours in travelling, and therefore the time at
their disposal for Psychotherapy and Clinical Study can be but limited.
Teaching at Thana Mental Hospital should obviously be the entire respon-
gibility of the Superintendent of the Mental Hospital. ’

Social Services in Bombay,

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

In the latest published report {1939) it was claimed that  the results of .
the work were gratifying, taking into account the extreme infancy of the

This has been the usual experience

. £
Clinic, and the shortage of trained Staff ».
of most Clinics. Further development of this Child Guidance Clinic wilk

bring forth well-trained Psychiatric Social Workers, who will be sapable
of treating the family members, while the Psychiairist works with the patient.
’ NAGPUR. ) )

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

The Nagpur {Central Provinces and Berar) Mental Hospital.

The Medical Superintendent (Dr. J. Roy, M.B., D.P.M.) handed me &
note with “ Certain suggestions reiarding the Post-War Reorganization
Scheme about medical relief and health development®. These are of
interest and I shall enumerate some of them briefly. He says :—

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

I agree entirely.

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

{a) Compulsory Primary Education of the right type.

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

{c) Systematic psychometric investigation of a1l school-going children
and necessary gradation as regards their capability to pursue different
vocations. This imples specially frained voeational and industrial Psy-
chologists.

(d) Creation of separate and independent chairs in Psychistry and
Psychology in all the Universities. There must be under-gradnate and
rost-graduste courses.

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

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

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

8aTY. -

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

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

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

{¢) Inadequacy of the Medical Staff.

{¢7) Inadequacy of the Nursing Stafi.

{ti2) Very poor quality of the Attendant Staff.

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

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

(v¢) There are no QOccupational Therapists nor Physical Culturigts.

{ves) Inadquacy of memial establishmens. . . ‘

{vis3) Very low scale of pay for all Staff (Medical, Nursing, Attendants).

{#z) Mental Defectives have to be admitted along with the Psychotic
in the same hospital, as a result of the definition “ Lunatic  [Section 3 (4)
of the Indian Lunacy Act, 1912]. ' x
I do not think the Superintendent has been ungenerous. I might add that,

in my opinion, it is the poorest type of Mental Hospital, I have visited in
India, which has Government support. In his ‘observations the Medical
Superintendent states ! “ From time to time the unsatisfactory state of affairs
had been brought to notice of the Government, and a six-year planned scheme
was submitted in 1938, to which effectis being given, as far a8 war conditions
will permit.”” He concludes with the following r ‘I made it clear at that,
time that my recommendations were only the firststage towards making
this hospital a hospital for Mental Diseases in fact as well as in name™. ‘

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

There is a' proposal under consideration to include a short course in
Psychology in the curriculum of the Medical Schoo] Students, Nagpur. This
is a step in the Tight direction. v Co . R

There are no facilities for Post-Graduate study in Nagpur, and there are,
80 far, no Psychiatric'units in the General Hospitals.

My General Remarks apply to Nagpur. .. .

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

.t . AGRA. . .
. At Agra I had lengthy discussions with Major-General Buckley, Prin-
gipa! of the Agra Medical College, some of the Professorial Staff of the
edical College, and Dr. Lal; Superintendent of the Mental Hospital.
: _Mental Hospital. ) " o

The accommodation in this hospital is for 600 patientd, and the daily
-Aaverage number under treatment during 1914 was 517°32. .. . .. ~ >33

There are no Voluntary patients and no Criminal patients.

i

T
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This hospital stands in need of many improvements. The Superinten-
dent 1is enthusiastic, and is doing his utmost to make progress. He is M.B.
B.S., and had a short course of training at the European Mental Hoapital, ,
Ranchi, before he took over charge of the hospital about two years ago, and
be hopes that the United Provinces Government will grant him facilities to
proceed to the Uuited Kingdom to obtain the Diploma in Psychological
Medicine at an early date.

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

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

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

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

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

The Superintendent has constructive proposals for Occupational Therapy,
Recreational Therapy, etc., and he has hopes that they will receive
syropathetic consideration in the npear future.

The Superintendent goes on to state :—

* Increase in the number of attendants is absolutely necessary in order
to reduce restraint to a minimum. The other Mental Hospitals spend double
the sum that is spent in this hospital per patient on supervision. Unless the
number of attendants is doubled, the restraint abolished, outbursts ofs
violence and destructive tendencies of the patients cannot be stopped, and
unless the patients bave a feeling of freedom, the progress of mentaldeteriora-
tion in the mentally sick cannot be effectively checked.”

** Staff—There are only two Medical Officers in the Male Section with a
population of about 400 patients—at least two more Medical Officers are
required to carry out special treatment, and look after the patients effectively
—one should be Psychologist. One additional Medical Officer for the Female
Section is an absolute necessity.”
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“ Dict—The diet of Class III patients is very poor as compared with
other hospitals. They have hardly any changes. ~ The sanme menu of dal rotd
in the morning, and roti sag in the evening goes on, day in and day out, and
one can imagine the monotony of the meals and the patient’s feelings and
reactions. Other Mental Hospitals spend about double the sum per patiens
that is spent here on diet. Better diet, with occasional changes, will improve
the physical henlth, and the mental health, too, will eertal{ﬂy improve.”

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

He has also suggested that an apparatus for electrical convulsant therapy

< I need hardly say that I endorse the condemnations enumerated by the
Medical Superintendent, and 1 am of the ‘opinion that they are worthy
consideration from the Medico-Legal as well as the humane point of view.

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

A course of 18 lectures is given to the M. B. students of the Agra Medical
College, the Lucknow Medieal College, and-the Lady Hardinge Medical Col-
lege, Delhi, and three lectures in normal Psychology are given to 2nd year
students of the Agra Medical College. - ° . :
¢~ . Post-Graduate teaching is not contemplated at this school, and in my
opinion, the burden of teaching M. B. students is too heavy, and cannotbe
carried out efficiently by the present Superintendent until he has taken the
D.P.M. course himself. ‘ S

The Buperintendent, however, has very progressive views, and has the
makings of a first class Superintendent and Clinical teacher. He deserves
every encouragement. and he should be given every facility to carry out his
study programme. - - \ o

!

.| LAHORE; °~ . L ,
At Lahore I visited the Punjab Mental Hospital,. and had lengthy inter~
views with the Inspector-General of Civil Hospitals, and a Conference was also
arranged by the Inspector-General of Civil Hospitals, which was attended
by the Principal, K. E. Medical College, Lahore, the Principal, Balak Ram
Medical College, Lahore, the Principal, Glancy Medical College, Amritsar, the
Principal, Arya Medical School, Lndhiana, the Registrar, Punjab University,
and the Secretary, Punjab State Medical Faculiy. . . . |
‘ o C Punjab Menfal Hospital. = o

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

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

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

The Superintendent goes on to say—

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

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

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

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

The Medical Superintendent admits his limitations. He has no know-
ledge of Mental Diseases, snd his own statements reveal how such a situation
reacts on a subordinate staff. He is most unhappy in the appointment, and
is merely there from & sense of duty in the present emergency, I am of the.
opinion that the most urgent requirement in this hospital is the appointment
of & qualified Medical Superintendent.
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The Medical Superintendent is redponsible for_the training of 90 M.B.
B.B., and 60 L.S.M.¥, stadents, per annum.  He sums up the situation him-
self when he states that the {* tramning received is very scanty . . )

There are at present no facihities 1n Lahore for Postgraduate teaching in.
_Psychological Medicine, and none is contemplated in the near future.

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

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

These jails will have organized Occupational ‘Therapy Schemes, and
expansion of the present Jail libraties and education sfaff. . Co

The Punjab Mental Hoepital is worse than many of the Central Jals
I have visited in India. Jhe Government of the Punjab will no doubt exer-
¢ise, in some measure, the same solicitude for unfortunate patients whc_:se
only crime is that they soffer from Mental Diseases, which, in the majority
of cases, can be cured or relieved. - < ‘

: RANCHI. . - . '
Indian- Mental Hospital, Ranchi. :
- 1 visited this hospital on 6th February, 1945. o '

The daily average number of patients during 1943-44 "was 1297°82,
{males 1,034"41, females 263°41) of whom 424°04 (males 389°72, females
34-32) were Criminal patients. - .

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

The Medical Superintendent is a very able member of the Provincial _
Medical Service, Bihar, and holds the degree of M. B. (Cal.) " and the D.T.M.
& H_ (Lond.). He was on the Staff of the European Mental Hospital for
some time a8 Medical Officer, and later as Deputy Superintendent. He is
snxicus to obtain and prepare to study for a Diploma in Psychological
Medicine in the United Kingdom, and I consider he is the right type for
employment in a Mental Hospital Service.

The first Deputy Buperintendent holds the M. D. in Psychological .
Medicine of Patna University, but has little clinical experience. I have
stressed the need for a high standard and uniformity in M.D. degrees in India,

. and until such uniformity 1s attained, I think such Degrees cannot be serious~
" ly consdered when making appoigtments. . ‘

The second Deputy Supenntendent is M. B, (Cal), with no special

training in Psychistry, while the remaining five Medical Officers hold the
» L.M.P. Diploma.

In the Female Section there is a Matron and, four nurses—all general
traned—and the management of the patients and the Warda is superioz
to any other hospital 1 bave visited on this tour, - -
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There are no Occupational Therapists, but a well organized Work De-
ent exists and its beneficial effects are evident. The department givea
an impression of industry aud contentment.

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

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

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

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

Eunropean Mental Hospital, Ranchi.

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

The Superintendent is & Specialist in Psychiatry. The Deputy Superin-
tendent is on Military Service andgis a Graded Psychiatrist, and the two House
Physicians have 21 years and 16 years service in the Hospital respectively.
The present Deputy Superintendent is employed as a temporary measure,
but 1s not a Psychiatrist.

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

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

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

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

The Hospital is well staffed.
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Nursing.—One Matron and twelve General Trained Nurses. , The Matron
%olds triple qualifications—General Training, C.M.B., and the Certificate
of Proficiency in Mental Nursing of the Royal Medical-Psychological Associa-
tion. Of the twelve Nurses seven hold the Certificate of Proficienoy
in Mental Nursing, and had it not been for the present emergency with
constent changes among the junior Sisters, all would have been in posses-
sion of the Royal Medico-Psychological Association Cerfificates.

Attendants.—There are 94 attendants {males 46, -females 48) mest
-of whom bave gained the First Aid Certificate, and the Home Nursing Certi-
ficate (St. John’s Ambulance), but, in addition, there are 148 private atteni-
-ants (males 57, females 81). - ; ’

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

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

Drwersion—This department is highly developed and includes a modern
Gymnasium under the control of a qualified physical cultorist. There are
entertainment halls, library, and other amenities conducted by qualified
personnel. The Cinema at the Indian Mental Hospital is frequently placed

at the disposal of this hospital. - -
Outdoor Amusement.—There are tennis courts, football, hockey, and

' ericket grounds situated outside the hospital.

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

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

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

Teaching.—Post-Graduate courses are held, and during 1943-44 seven
students attended the Course of Instruction. The Course inclades Psychiatry
{Clinical and Theoretical), Forensic Psychiatry, and Mental Hospital
Administration. The instruction covers the ground in Psychiatry oaly, for
the D.P.M, or the M. D. in Psychological Medicine. There are no facilities
for the study of advanced Anatomy, Physiology and Histology of the Central
Nervous System, or Experimental Psychology.

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

Six Post-graduste students could be trained per annum, and the Course
wonld cover the requirements for the Medico-Psychological Certificate, or
the six months hospital residence required by the regulations for most Dip-
fomate in Psychological Medicine. Students preparing to take the Diploma
in Psychological Medicine would reguire to proceed to the United Kingdom
to complete the requisite course. .
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Ft A sum of Rs. 100 per month per student is payable to the Board of

‘Trugtees of the Hospital.
. . GENERAL REMARKS.
The Mental Hospitals.

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

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

The main interest, in the past appears to have been economie, but, in the

. future, the professional group must be the dominant one.

' Every Mental Hospital which I have visited in India is disgracefully
under-staffed. They have scarcely enough professional workers to give more
than cursory attention to the patients, to say nothing of carrying a teaching
burden. With an average ratioof 1 Medical Officer to 200 patients or more,
there can be little time for the instruction of students. Government will
have to work on the theory that more and better trained professional personnel
is the urgent need of Mental Hospitals. The policy of increasing bed capacity,
which incidentally has led to gross overcrowding in most of the Mental Hos-
pitals rather than perscunnel, has been stressed in the past, bat the cure of
mental patients and the prevention of Mental Diseases will not be accom-
plished by the use of bricks and mortar.

Two Responsibilities confront us—

(?} Instruction of Personnel.
(¢2) Instruction of Students who come for practical experience in
Psychiatry.

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

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

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

Medical Superintendent.—It is desirable to have a Superintendent who
is well qualified. Every Psychiatrist has seen cases in which eye specialista
have tried to correct failing vision by refraction in a patient suffering from
G. P. 1. Surgeoms bave frequently been guilty of operating on Wysterics
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and psychiatrists have called the complaints of patients, somatic delusion
antil the putient finally died of cancer.” . -

1n addifion to holding the Diploma in Psychological Medicine, it would be
desirable for the Medical Superintendent to hold a higher degree in Medicine
or Surgery. ' -

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

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

The ultimate aim should be that all Medical Officers must obtain the Dip-
doma in Psychological Medicine, and it is to be hoped that the Universities of
Bombay and Calcutta will, in the course of a few years, be able to grant the
diplomas, and, “perhaps later, the Madras and Punjab Universities. 1 think
this rush by all Provincial Universities to institute Post-Graduate diploma -
is premature. The trained personnel will not be available for years.” . -

There are four very old “Medical Schools in” Scotland with much greater’
$acilities for teaching Psychiatry than any School in India, but, so far, only’
Hdinburgh University has instituted a Diplora in Psychiatry. .-

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

There is no uniformity in the teaching of Fsychiatry in any of the Schools.
in India. {arefully thought out courses of instruction are requisite for such.
a programme both for M. B! and Post-Graduate students. It is no use pre-
tending that Psychological Medicine is being- taught anywhere in India.
Stndents cannot be exploited much longer, but must be given something that
will repay them for their hard work and sacrfices. ’ T
- My tour has brought home to me thatin a teaching programme the Men-
tal Hospital will form the one stable factor. Chnics may eome ‘and go,
organizations for the correction of this and that difficulty may come inta.
existence, flourish and fade, but the Mental Hospital goes on hence the need:
for a modern Mental Hospital within easy reach of the Medical School.
The Mental Hospital can become a tower of strength in the Psychiatric world
if it will turn its attention to a more active Psychiatric leadership. - -

_ _ 1 have not been convinced that the utilization of Honorary Physiciana
in India is a success in a teaching progamme. As already pointed out,ocna
finds that Honorary Physicians are, as a rule, very jealous of their pre-
rogatives, but take their responsibilities lightly. There are, of courss, exs
ceptions. .
« 1 have had talks with several * Honorary Physicians ”, and there is a
feeling of discontent among them. Most of them are overburdened with
personal problems and preoccupied with earning a livelibood. They cannot
give of their best to a teaching programme, if barassed by financial worries,
and no Government has the right to ask it ) -

To obtain real service in Mental Huspitals, Teaching Programmes, Pay-
chiatric Clinics, Social Services, etc., it is essential to have a Mental Health
H1342HSDOQ ~
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Bervice, and that Medical Officers should be specially recruited forit. Officers
entering this Service must be made to realize that they are entering a very
fine service for which they will have to train rigorously.

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

The Medical Superintendent of the Mental Hospital must become the
Chief Medical Officer, Mental Health Service in his area or Province, and be-
come the adviser in Mental Health matters to the Chief Administrative Medi-
cal Officer. In addition he should be ex-officio the Senior Physician and
supérvise the work of all Psychiatric Clinics. He should be the individual
to coordinate and lead any Mental Hygiene movement, and to supervise the
work of Social Services. As the Mental Health Service expands, he may have
to take over the Mental Healtk Department in the cffice of the Chief
Admmistrative Medical Officer.

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

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

The teaching hospital, from a therapeutic point of view, is superior to
bhe one which does not have an educational outlook. The mere presence of
a group of young situdents, interested, enthusiastic, and intellectually alive,

revents hospital inertia. Teaching and being taught stimulates every mem-
of the professional staff, and keeps the entire organisation on the gus
tive. The sum total to an educational programme is to place the patient
#and his needs on a higher plan. :

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

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

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

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

The pgeneral standard of the Mental Hospitals I have seen is poor.
‘Economic factors will always aflect scientific copsiderations. It may not be
possible to do as much Psychiatric research as one desires because sufficient

“money is not available, but certainly the quality of professional work is sub-
ject to no such limitations. There may be too few physicians, but this is
o legitimate reason why administrative medical officers should not get the
best ones available, and hold them to a high level of professional performance.
Financial security is not the first fequisite to hospital progress — the desire
and enthusiasm for progressive change must always come first. -

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

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

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

. EA
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train and encourage their nurses to Cobtain the Certificate. This will mean a
sacrifice in time, but admimstrative Medical Officers should bring home to
supérintendents of Mental Hospitals that they have a responsibility in this
field, and must prepare to carry out that responsibility. The Board of Trus-
tees of the Europsan Mental Hospital at Ranchi stipulate that all Nursing
Sisters must, during an early stage of their Service, obtain the Certaficate of
Proficiency 1n Mental Nursing, and the majority of them did. Before the
war there were numerous indications that good nurses were turning to Psy-
chiatric nursing, and there was a large waiting list of good candidates for
employment at the European Mental Hospital. This may be due, in some
respect, to the reputation this institution has acquired, and to the gene-
rous terms of their employment. The aim should be that all wards, male
and femalo, should have a carefully selected, will-trained Psychiatric Nurse
in charge. This may take years to achieve in India, Lut I maintain that it is
" practicable. . .

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

It is surprising that many of the individuals placed in a wardof filthy,
+Jdestructive, violent, profane, noisy patients, can maintain their emotional

~eqmblibrium and remain human. Iteis only because of their fundamental
~decency, and not because they have any spark of real understanding of the
~basic situation. I have been connected with Mental Hospitals too long not
- to appreciate the difficulties inherent in this situation, but, in spite of these
~Qifficulties, I cannot feel that attempts to change the situation are impossible.
RBomething can and must be done to increase the number and improve the
quality of Ward Personnel. At the European Mental Hospital, Ranchi, all
attendants, male and female, are required to attend courses of instruction in
First Aid, and Home Nursing, and a very large number have already obtained
the 8t. Jolin’s Ambulance Certificate in both subjects, and it is amazing what
this small beginning has achieved. The nursing care and treatment of the
patients improved to an enormous extent. The utilization of young and
.immature people—and there is much of it—for ward work, is, in my opinion,
_a very questionable procedure. Adolescents should not be in charge
..of Psychiatric patients. They are not sufficiently stabilized emotionally tobe
i pleeed in such & situation,

The Indian Division of the Royal Medico-Psychological Association have
ander consideration a scheme for the granting of a Certificate to Ward
Attendants, and at Ranchi it is proposed thatan attendant would in his first
vear of service obtain the First Aid Certificate, in the -second the H(_)me
Nursing Certificate, and in the third the Certificate in Mental Nursing.
¥land Books in the Vernacular have already been published. ,

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

1. History of Mental Disorder.

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

4. The Toxic Psychoses.

6. Geaeral Paresis.

6. The Symptomatic Psychoses.
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7. Aiterioscemotic and Senile Psychoses.
8. Borderland States.

9. Manic-depressive Psychoses.

10. Schizophrenia.

11. What i1s Mental Hygiene ? -

12. Mental Hygiene of Childhood.

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

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

. The custom of generalizing about ratios of Ward Personnel whlch
takes no account of admission and discharge rates, the kind of service given
1o the patient, or the number of essential subsidiary departments carried on,
is a mistake. All of these.must be considered when Ward Personnel ratios
are being worked out. (See notes under European Mental Hospital, Ranchi).

Psychotics adjust themselves at different levels. . s .

A. Social Recovery — (the ideal aim). - -

+ B. Social Institutional Adjustment. . .
C. Institutional Adjustment. o
D. Detericration. <7 - )

1t was depressing to find the, enormous number of patients who hava
* deteriorated ”, and what was worse, the general attitude of pess1m1sm and
indifference which characterised the situstion.

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

In all the hospitals I visited there is a need for a more systematw and
better conceived plan of work therapy. None of them except the European
Mental Hospital, Ranchi, employ Occupational Therapists. In advanced,
countries, Occupational Therapy has developed to the point where its
representatives have become indispensable to many General Hospitals, Tuber-
cular, Orthopaedic, and Mental - Hospitals. In Occupational Therapy we
bave a powerful therapeutic weapon for the Psychla(mc patient.- Organized
sysbematlc work is better treatment than the careless haphazard occupation
in some of the hospitals. The important thing is to create throughout the
hospital an atmosphere of industry, and to make occupation an activity that
is approved by the patients.
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More can be done in the way of Diversional Therapy. A Mentat Hospital
with all modern types of therapy equipment, and installation is st:ll a house
of sorrow and discontent. Everything that can serve to alleviate any of this
discontent should be utilized. Entertainment is therapeutic, it specialises the
patients’ mind and interest, and it is bringing him back to reality. Money
spent en entertainment is a good investment, and the budget allotments under
this head should be generous. Suitable programmes can readily be made
available if the necessary funds are forthcoming,. .

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

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

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

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

The actual contact with patients in the early stages of maladjustment
will be through the General Practitioner, Teacher, Juvenile Courts, Proba-
tion Officer, Police, Social Worker, Y. M. C. A,, Y. W. C. A, Boy Scouts,
Girl Guides and Parents, but the Mental Hospital has a proprietory interest
in the pre-Psychotic and delinquent child. The Child Guidance patient be-
comes the mental case of tomorrow. The patients who will be received by the
Mental Hospital 10, 15, 20 years hence are in the schools, and many of them
showing behaviour abnormalities that stamp them as potential Psychotics.
It seems that the Mental Hospital has a grave responsibility in this field of
prevention and must prepare to assume that duty as quickly as personnel ean
be secured and trained to do the work.
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The stress laid upon work with children is entirely justifiable when oner
<considers that prevention is most hopeful in childhood. It is the golden age
for Mental Hygiene. The Child Guidance Clinic will be the impcrtant phase
of preventive psychiatry. It will take many years to plough the ground and
prepare it for the seed. Even administrative Medical Officers will probably -
look on this extension of clinical facilities with a jaundiced eye. The prepara-
tion must be a period of organization and education. The average man has™
Little understanding of this kind of work with children. He is apt to think
that a Child Guidance Clinic is interested only in feeble-minded or psychotie
-individuals. These Clinics should in due course form a part of the Pediatrie
Department of every General Hospital. ' -

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

{1) Letting the community know that the Menta Hospital has a meal

service to be given.
{2) Convincing people that they need what it has to offer.
(3) Making it easily obtainsable. - - )

ﬁ {4) Making people glad that they can have what the institution has te
offer. ; - . -
The goal of such edneational effort should be more than to add ta the prestige
-of the hospital. The ultimate purpose should be Mental Health, This is the

day of Preventive Medicine. Psychiatry shou]d be thinking in terms of pre-
“wvention as well as care.- .

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

- *{1) The Interim Report on the Recommendations regarding the-

Mental Health Service by the Royal Medico-Psychological Association,

- *({2) Recommendations regarding the Future of Psychiastry by the
British Medical - Association. o hd .
*(3) The Royal Medico-Psychological Association Revised Recommen-

dations.
SUMMARY,

The majority of the Mental Hospitals in India are quite out of date,
and are designed for detention and safe custody without regard to curative
treatment. The worst of them—the Punjab Mental .Hospital, the
Thana Mental Hospital, the Agra Mental Hospital, and the Nagpur Mental
“Hospital savour of the Workhouse and the Prison, and should be rebuilt.
“The remainder should be improved and modernized in accordanee with the
«suggestions of the Medical Superintendents. Bombay and Caleutta urgently

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

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

To remedy these defects foreign assistance will be required for at least
ten years. Generous terms should be offered to highly gualified Specialists
to take charge of Mental Hospitals, the teaching programmes, and to organize
the Social Services during the trapsition pericd. Selected graduates (as
many as possible) after a period of residence in a Mental Hospital in India
shoulid be gent to the U. K. or the U. 8. A. for Post-Graduate tramning in Psy-
chological Medicine. For some time, subordinate Medieal Officers might be
encouraged to obtain the Medico-Psychological Certificate, granted by the
Royal Medico-Psychological Association.

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

Psychiatry developed as the method of treatment of those individuals.
whose mental illness necessitated segregation from the rest of society. This
distinction, although important socially, is medically irrelevant, for there
is only a difference of degree between the majority of patients in Mental
Hospitals and the far more numerous sufferers from less severe mental dis-
orders. . For one case of major mental illness there are, undoubtedly, many
cases of minor mental illness, Preventive Psychiatry, therefore, outside the
Mental Hospital is of paramount importance. To open Psychiatric clinics
in General Hospitals before there is trained personnel to conduct them
would be bad propaganda. In the U. K. modern developments in Mental
Health Services are doing much to lessen fears and prejudices among the
public, but they are still a factor to be reckoned with, and in India tl}e
greatest caution will be necessary. The movement to open Psychiatric
Departments in General Hospitals in the U.K. and U.S.A. has coincided
with‘ the development of methods of treatment, which have made 1t
possible to treat success{ully as out-patients many who would formerly
have required inpatient treatment. Events have thus lent their support
to the movement to emphasize the links between Psychiatry and General
Medicine to the advantage of both. It is vital that n any future organi-
zation of Medicine, Psychiatry shall not remain segregated, and it should
take its place in the general scheme, subject to the provision of adequate
and well trained personnel.
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The few Psychiatric Clinics which have been oPeqed in connection with
General Hospitals in India are of the make-shift variety, and the facilities
for diagnosis and tieatment are not satisfactory. Where tne Mental Hospitals
are accessible it may be desirable +o set up consulting centres under their ow
roofs. This experiment has proved successful in the Bangalore Mental
Hospital and for Seinice Patients at the European Mgntal Hospatal, R?"m'hl-
Whatever steps are taken with regard to Psychiatric Clinics they will ba
adequate only if the arrangements allow Psychiatrists in Mental Hospitals r‘:ﬂo
engage actively in out-patient work in the Psychiatric Departments of Gener
Hospitals. The Senior Clinician in the Mental Hospital should hold the senior
post in the Paychiatric Department of the General Hospital. Junior mental
hospital doctors should be appointed as assistants in General ‘Hospitals where
they would take part in the work of the psychiatric out-patient department.
If all hospital medical stafis were adequately remunerated, and if domiciliary
work became a recognized part of the hospital service, 1t would become
possible for an interchange between Psychiatric Staff of Mental and General
Hospitals. Unless arrangements are made on these lines there is a danger
that Psychiatrists on the Staffs of General Hospitals will ignore or be unaware
of the opportunities offered by Mental Hospitals and the progress in therapy or
research being made in them.

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

The Director-General or the Principal Medical Officer of a National
Health Service, who will be advising the Minister, will himself be advised by
various senior officers concerned with elinical services, preventive medicine,
etc., and itis at this level that a Directorate of Mental Health fits in. I bhave
suggested that for the present the Superintendent of the Mental Hospital
should advise the Provincial Administration on Mental Health problem, as
the Mental Health Service develops there should be at the periphery

inistrative officers of Mental Health, who must have direct access to the
Director of Mental Health at the Centre, as well as relations with, Provincial
suthorities. In this way the Social and Preventive aspects of Psychiatry
will be given full opportunities for development. Grants or subsidies should
only be made to Provincial Authorities subject to adequate control and super-
vision from the Centre. i -

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

Many patients of this category are being treated in Mental Bospitals and
the arrangement is most unsatisfactory.
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tion to deal with this very wide problem is urgent. This question
is also outside the scope of this report, but any scheme will require the pro-
vision of suitable institutions and Colonies and it is suggested that in the
Post-War period many suitable institutions will be available ; for instance the

Military Camp at Ramgarh in Bihar would require liftle or no alteration to -

form a suitable Colony for 40,000 to 50,000 Mental Deficients. Doctors to
be employed in such Colonies will, in addition to training in Psychiatry,
require special training in Mental Deficiency.

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

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

Finally, I would stress that the conditions in some of the Mental Hospitals
in India today are disgraceful, and bhave the makings of a major publie

scandal. It is suggested that a copy of this report be sent to every
Administrative Medical Officer in India.

-

MOORE TAYLOR, O.B.E., M.D,, D.P.H.,
Colonel, 1.M 5.

Medical Superintendent, Ranchi Europcan Mental Hospital
and
Homy. Consultant Psychiatnst, Eastern Command, India.

’
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APPENDIX 22,
MenTAL Hogprrars 1N INDIA WITH THEIR BED STRENGTH AND FLACE OF
LOCATION.

Provinces. Location, * No, of beds.
1. Assam .t Terpur Mental Hospital, Assam . 718
2. Bengal .+ XNo mental hospital. Arrangements are

- made with the Bihar Government for
the admission of mental cases in the”
- European and Indian Mental Hospitals .
N - - at Ranchi, There are number of private - -
institutions for Lunatics. ' .
8. Bihar .. ». European Mental Hospital, Ranchi .. 271
Indian Mental Hospital, Ranchi Pos 1,380
] - - 1,851
4. Bombay .» Central Mental Hospital, Yeravda 2. 1,227 ! -
- N. M. Mental Hospital, Thana . 380
Mental Hospital, Ahmedabad . e 267 .
- Mental Hospital, Ratnagiri .. - .. - 176 » .
Mental Hospital, Dharwar .. . 189
i . . . 2,259
5. O.P. & Berar .. Mental Hospital, Nagpur . »e : 800
8. Delhi ., .. Wil : . -
Y. Madras »« Mental Hospital, Madras .- .a 888
- Mental Hospital, Calicut .a . 364
- - Mental Hogpital, Waltair .- - 104 1.416
¢4

[N

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

8. NNW.F.P.

9. Orissa .. Cases are sent to Bihar, Indian Mental
_ Hospital, Kanke (Ranchi) where 60
beds are reserved for cases coming

- from Orissa. - .
10. Punjad «» Punjab Mental Hospital, Lahore .
1. U.P. .. +« Mental Hospital, Agra .e .e
Mental Hospital, Bareilly . .
Mental Hospital, Benares . .
12, Bind .. - .. Bir0.J.Mental Hospital, Hyderabad ..
Indian Siate. .- -
18. Mysore «s Mysore Mental Hospital, Bangalore ..
Total bed accommodation

«» Mentfal Barracks 2 in the Central  pri- 5
8son, Peshawar, nnder separate etaff .. -

140 | 140

1,408
€17
408 .
331
1,356
943
300 800

10,189
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. APPENDIX 23.

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

Monthly
—_— Grade. expenditure
in Rupees.

Psychiatrist Superintendent .. .. 1,000—50—1,500 . 1,000
1 Psychiatrist Deputy Superintendent .. 750—50—1,000 .. 760
18 Psychiatrists .- .- .. 350—25—650 .. 6,300
8 Ocoupation Therapeutists . .. 200—10—300 e 1,800
1 Psychologist .o .. 250—15—475 . 250
2 Psychiatric Soecial Workera .. .. 250—15—475 .- 500
1 P. Assistant to Superintendent .. 300—15-—525 . 300
1 Senior Matron .e .. .. 300—10—450 - .. 300
2 Junior Matrons .. .. .. 250—10—350 - e T 800
50 Nurses e .- ve .. 125—85-—200 .. 6,250
8500 Attendants .- .. .. 35—5—80 .. 17,600
50 Menials .. .. 20—1—30 .o 1,000
10 Clerks, Accountant, Stotekeepet .. 100—5—200 .e 1,000
1 Recorder Statistician . < 200—10—300 .. 200
1 Head Cook .- .. .. 40—1—-50 .- 40
10 Cooks .. .. «a .. 30—1—40 .o 300
15 Durwans, Peons, ste. N «n 25—1-—30 . 375
Food @ Rs. 25 per head .. .. een 25,000
Mediaocines, Chemicals, eto. . .e cnen 2,500
Washerman, Barbar, Darzi .. e 000
- Repair and Replacements of beddmgs,
crockery, etc. . cenn 4,000
Occupation Therapy ‘Material cenn 8,000
Electricity, Telephone, coke for bmler,
eto, .. ches 2,000
Mamtenance of Grounds, Ga.rden . cenn 1,000
Miscellaneous, including stamps, sta-
$ionery, form, eto. .. .. .. een 4,000
Total .e 82,665
Annual Recurring Ex-
pendature .. e 9,91,980
Annual per capita ex-
penditure for 1,000
- patients, say .- 1,000

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

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

Capital Expendxturq on buildings, equipments, ete., will be approximately
Re.10,00,000.

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

.

- ) Monthly
—_— - N Grade. expenditure
- - m Rupees.

1 Psychiatrist Superintendent .. - .. 850—25—1,000 . 850

2 Paychiatrists .. - e .. 350—25—650 . * 700

1 Physician-General .. t s .. 300—25—500 . 300

4 Paychiatric Social Workers .. .. 250—15—475 .. 1,000

4 Paychologists cu. - . 2850—15—475 - 1,000

50 'Tramed Teachers .. .. 25015475 Tee. . 12,500

1 Personal Assistant to Snpemntendent .. 3800—15—525 . 800

1 Senior Matron .e . .. 300—10—450 T - 300

2 -Junior Matrons cx < e _ .. 250—10—350 .. 500

25 Nursea _— .- 125—5—200 ., .o o 3325

200 A; &he—iemaie attendants .z .. 85—5—50 .. - 3,500

50 enials - 20—1—30 e CoLaw 1,000
& Clerks 1neludmg aecount-ant, storekeeper ) - .

ote. S -, 100—5—200 .. .. 500

1 Recorder Statmtxcw.n . .« 200—10—300 . _ 200

1 Head Cook - _ .. et iae 40—1-50 - .. e 40

10 Cooks . . e« . -y 30—1—40 .. A 300

30 Darwans, peons, etc. . .. 25—1—30 .. - 250

: Food @ Rs. 20 per head e L 2 . e . 20,000

Medicines, chemicals, efe. .. . " . 1,000

. Washerman, Barber, Darzi, ete. P _ 1,000

Repawr and Replacement of Beddmgs, -

Crockery, eto. . esam 4,000
Electricity, Telephone, Coke for ?Boiler, ete. PN 2,000
‘Maintenance of Grounds, Gardens, etc. .. e as 1,000
Miscellaneous including stamps, stationary,

ete. et e we T v Ha ~ .. nea 4,000

- L. N

Total - 59,265

Annuval Recurring Expen-
ses — 12 X 59,365 =  7,12,380
Annual per capita ex- =
penditure for 1,000 pa- ~
tients = say 700
The entire staff iz o be
provided with free un-
furnished quarters.
Capital Expenditure on -
buildings, eqmpments,
. - quarters for staff, ete.

_ approximately = . 10 00,000
Recurrenl Ezxpenses qf a Thousand-Bed Mental Home for senile and incufmble
cases. -
. - - t Monthly
[— > Grade. expenditure
- _ . in Rupees.

] Psyehmtrlst Supermntendent .. .. 850—25—1,000 .. 850
2 & P trist .n . 350—25—6560 .. 350
2 General Physicians .. .n . 300—25—500 .o 800
1 Psychologist 250—16—478 R 250
1 Personal Attendant to Supenntendent .. 300—15—526 . 300
1 Senior Matron e . .a 300—10—450 s 300
2 Junior Matrons e .e .. 250—-10—350 . ve - 500
25 Nurses - -s »e «s  125—5—200 _ s 3,126
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Recurrent Expenses of a Thousand-.Bed Mental Home f¢ for senile and
« tncurable cases.—{contd )

. Monthly
—— expenditure
Grade. in Rupees.
76} Male Attend&nts - .. 36—5—50 .. .o 2,825
75 Female Attendants or Ayalm .. 35—6—50 .. .o 2,625
50 Moenials .- 20—1—30 .s e 1,000
5 Clerks mchxdmg acoountant, store- T
eto. .. - e .. 100—5—200 .. e 500
1 Recorder Statistiocian .o .- 200—10—300 . 200
1 Head Cook 4 .e .e .- 40—1—60 .. .. 40
10 Cooks .. . .. e 30-—1—40 .. .e 300
10 Durwans, Peons, ete. . .. 26-—1—30 .. .o 260
Food @ Rs. 20 per head . . - cane 20,000
Medicines, chemicals, ete. .s .- .nda 1,000
‘Washermasf, Barber, Darzi, eto. - P, 1,000
Repm.r and Replsoement of Beddings,
- .e . . cans 4,000
Eleotnclty. Te hone, Coke for Boiler, eto. aene 2,000
Maintenance of Grounds, Gardens, ets. .. P 1,000
Miscellaneous including forms, stamps,
stationery, ete. .. . .e wean 3,000
Total -s 45,815
Annual i

Recurring Ex-
penses 12 X 45,818 = 5.49,780
Annual per capite ex- *
pmdxture for 1,000 pa.
tienta—eay <« .o
The emntire staff is to be
rovided with free un. -
glmmh' od quarters.
Capntal Expenditure on
equipments,
qum for stafl, eto.,
approximately = ..

650

10,00,000
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- B . APPENDIX 24.
* REPORT ON TOWN AND VILLAGE PLANNING IN INDIA.
- By
B. R. Xagarn.
1. INTRODUCTION. )

1. The Government of India, in the Department of Education, Health
and Lands, placed the services of the writer at the disposal of the Health
Sutvey and Development Committee under the Chairmanship of Sir Joseph
Bhore to advise the Committee on town and village planning. The Com-
mittee desired ** to have s picture of what has been done and what should be
done in the future in order to promote Town Planning as an integral part of
the development of civil life on orderly lines in urban and rural areas.” [The
Secretary’s {(Health Survey and Dovelopment Committee). letter, 16-1/G of
the 19th September 1944]1. | - '

2. The four, lasting two months, from the 9ith October, 1944 to the 8th
December, 1944 included the following towns and the adjoining rural areas :— -
- Delhi, Simla, Lsahore, Karachi, Hyderabad (Sind), Ahmedabad,

Baroda, Bombay, Poona, Kirkee, Bangalore, Madras, Hyderabad
(Deccan), Nagpur, Jamshedpur, Calcutta, Patna and Cawnpore. . .

3. Before commencing the tour, a set of four questionnaires (Appendix IT)
was issued for eliciting available information. The names of the institutions
and persons to'whom the questionnaires were issned are at Appendix ITI.

4. The list of those who have given replies to the questionnaires is at
Appendix V. Details of memoranda received in the course of the enquiry
are at Appendix VI. The list of persons interviewed during the tour is at-
Appendix 1IV. - - . . )

b. The terms of reference set out by the Health Survey and Development’
Committee in their Ietter dated the 19th September, 1944 were very wide.
The writer had o determine the scope of the enquiry consistent with the time
Limit of two months prescribed for the purpose. The object, therefore, was
to make a rapid survey of the points outlined in the questionnaires. The
principles underlying the issues raised and the proplems sugﬁted in the ques-
tionnaires are in their turn based on the memorandum already submitted by
the writer, in February 1944, to the Committee—attached herewith as
Appendik L . . .

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

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

8. Town Planning, as it is understood at present, is a provincial respon-
sibility. Semior officers of the Provincial Governments and States, whom
the writer was able to contact in the course of the tour, showed a keen interest.
in the problem and generally expressed a desire to obtain a picture of the con-=
litions prevailing in thcir respective areas. While this could not be done,
n detail, an attempt has beea made to deal more fully, Provincewise, with the

- *The appendices referred to in’ this report have not been printed

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

9. The section on ““ A short History of Town Planning in India » attempts
to make a geperal survey of the situation. The other sections deal with the
mamn aspects of the subject, mz., Education, Legislation, Finance and Ad-
ministration. Village planning, Location of Industry and Housing are dealt
with in separate sections. The writer’s suggestions for dealing with war strue-
tures are dealt with separately. In the body of the report as well as in the
Appendices dealing with the Provinces and the States, the lines on which
recommendations are to be made are indicated and the final recommendations,
divided into two categories, one the short term and the other the long term
are embodied in the last section.

2. A SHORT HISTORY OF TOWN PLANNING IN INDITA.

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

11. The real danger, however, is not s0 much of active hostility’though
this cannot be ruled out completely in the absence of strong and informed
public opinion) as of a steady dechne in and neglect of the initial high standard.
This is exemplified by accretions hke Shahdars in the suburbs of New Delhi
{Appendix IX). -

12. The Government of India did not restrict their interest to the adop-
tion of the latest town plapning principles in the layout and development of
the new Capital area. They impressed upon the Provincial and State Gov-
ernments the need for regulating and controlling the growth of their towns.
The first report of the New Capital Town Planning Committee is dated the
13th June,1912. The Government of India’s letter to the Madras Govern-
ment on the subject, in 1912, runs as follows :—

“ The Government of India are of opinion that the guestion of town
planning is one of great and growing importance. The great majority of
large Indian towns and cities are surrounded by insanitary quarters which
bave been permitted to grow up without any sort of contrel and which are
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often the starting grounds of plague and other diseases and a large popula-
tionis crammed into an altogether inadequate space. Thereis also the grow-
ing tendency of suburban landlords to refuse to let agricultural land for
building purposes and it is becoming more and more difficult to meet the
increasing demand for land among large classes of the population for im-
proved dwellings amidst more sanitary and healthy surroundings. The
art of town planning is of comparatively modern growth, and it is only
recently that town planning experts have arisen, in very small numbers
even in Europe. The matter is therefore one in which progress must neces-
sarily be slow, but the Government of India are of opinion that a bogin-
ning can be made by enquiries as to the necessity for town planning '-gis-
lation and the form which such legislation should take.” )

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

{a) the extension of existing towns, and
{b) the improvement and opening out of existing insanitary nreas in
old towns. -

. The Government of India opined that, where land on the outskirts of a
town was mainly agricultural and could be acquired cheaply en bloe, the bettet
policy would be for the local authority to purchase outright and secure a
return by preminmm and ground rents as buildings extended, instead of de~
pending on development taxes. But where an existing’ towh had been allow-
ed to grow up in a haphazard way with vested interests in the surtoundings,.
the acquisition of land would of necessity be of a much more expensive and
difficult character owing to delays in litigation and the rise )n _prices of land.
It is in such cases that control would be preferable to acquisition, which in-

- deed for financial reasons would, on a large scale, be impgsiible. The objeet
~of the suggestions made was to render it possible to control future urban de-
velopment and to provide for the expansion of population Without imposing
increasing burden on the general revenues or the resources of local bodies such
ag were usually involved when urban land could be acquired only under the
Land Aecquisition Act. e T - -

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

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

H1342HSDC . -
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16. By far the most interesting report, however, is that prepared by Mr.
E. P. Richards, a noted English town planner, at the request of the Calcutta
Ixn%rprovement Trust. A separate reference has been made to it in Appendix
II.
17. Since 1921, interest in the subject has steadily declined, except in
the States of Hyderabad, Mysore and Baroda, and the Punjab in British India.
18. Three aspects of this initial progresa and decline are striking ; these
refer to the measures adopted by the Government of India and the States of
Hyderabad and Mysore. The interest taken by the Government of India
from time to time was an ““ occasional burst of insight >> and not sustained, and
so was the response. The initiative for the town planning movement was
taken by the Government * from the top * instead of its coming * from below”,
as in the case of England (Appendix A of Appendix’l) where the lead for re-
form in town and country planning was given by the public, the P. E. P. (Politi-
cal and Economic Planning), the Town Planning Institute and the Royal
Institute of British Architects. The Government accepted the lead and fol-
lowed it up with necessary enduiries and legislation. In contrast, the Cent-
ral and Provincial Governments in India have not taken adequate ateps even
to implement the recommendations made by the Holland Commission in
1918 (Appendix XX) on the scientific and technical aspects of town planning
*d by the Whitley Comumission in 1930 {Appendix X1V) on town planning
™ lation. As arule, the provincial Governments have not shown any active
'&}F‘b t in the subject until recently when post-war problems came to the fore.
ifgres . circamstances, the decline was inevitable in British India.

1%‘ Th progress seen in Hyderabad, Mysore and Baroda can be traced
sons. The Covernment interest in these States has been sus-
e means adopted tc achieve the results have been different.
~oda States sent scholars to study the theory and practice
*and under town planning experts for a period of several
‘re not confined to flying visits of senior officials. The
State were given opportunities of training in order
N :t'“dte‘:fs ;)(:lc;f i‘gg‘dfg:"}}:&m * and later they were given responsible positions
° i ady 1a Thev ec;m ed all the assistance they needed by way of
48 town planners. ey ™  op from the Public Health and other Gov-
necessary and adequate co-operat. - d Iate nt. on the part
- ernment departments. The imtiativ, and laler encouragement, P
«of the State, was thus assured.
©0. 1n Mysore, on the other hand, ﬂiﬁ .
*Shan official, thanks to the initiative taken -
wan, Sir Mirze Ismoil. State studegts Ll;ave notl?zf‘;fggyoir&g:‘;lggyt ;21‘:;;{_
ships or by facililies provided by the Wysore froy1 time to time, the State

1 . Toreign experts have advi'sed, _ e
%eéta%scggegfwn ;\angning,Ppal‘ticulaﬂy with respect to Mysore and Banga

i does not seem to have bene-
resence of these experts in the State o
};;rte;,db:: fta].)retge Mysore engineers or the rural areas to any extent. There is

lanning deteriorating to the level of the

£ this type of town p 1
t&::ei}tl,%i;{:sggligdian s‘hayfdards as soon as the experts leave t]g S(;atet;ad“;mie
ghe Mysore type of planning may be more spectacular, the Hydera yre
i t.
te more permaRtt 3. TOWN PLANNING EDUCATION}.H .

jon 1 - ing through lessons on
. lack of geperal education in town planning
envirz:)lnn';l‘e):t, ;eslt?h End hygiene in schools, of popular education promoted

to diffdrend rew
tained, thggh ta
Hyderabad 416 Ta.
of the subjectin En
years. These studics we.

interest has been more ** personal *”
by the Ruler and the former De-
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by a technical society of town-planners or by municipalities and trusts, if only
for reasons of enhightened self-interest, and of technical education through en-
gineering colleges or architectural schools, is primanly responsible for the con-
«itions obtaimng in the country at present. Ceneral and popular educatior
i3 no less important than the technical education. Without general educa
tion, public opinion, strong enourh to influence the standards of municipa
and improvement trust administration, can neither be expected nor created.

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

23. The view held by some of our administrators that “ The general
principles of town planning are now {airly understood and 1t should be posm_bl.e
for the Town Planning Committee {of a municipality) to apply them in indivi-
dual cases * (Appendix is not supported by English administrators.

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

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

25. If the above would apply to England, it would certainly apply with
much greater force to Indian conditions. Research in housing and town
planning forms an important part of the programme of the International
Housing and Town Planfiing Congress as indicated in the appendices attached
%o Appendix I. The technical body for the promotion of town planning sug-
gested in paragraph 28 should pay special attention to research.” ' .o

26. There are no Degree or Diploma courses in town planning in the coun-
iry. The subject is not taught in any of the engineering colleges. Ordinary
facilities in the shape of technical books in college and university libraries are
not available to students wishing to study the subject on their own. No
enquiries for trained personnel are received by the principals of engineering
:0116868 from Government departments, municipalities or improvement

rusts. A ) .

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

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

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

4. LEGISLATION.

80. The first reaction of several administrators, officers and public men
to the suggestion that more energetic efforts are needed for slum clearance is
that the existing jegislative powers are inadequate and that in the existing
conditions slum clearance and rehousing are beyond the financial capaeity of
local seli-government administrations and of town planning and town improve-
ment agencies.

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

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

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

{c) powers to disregard increascd value of land and buildings if it is

“specially high by reason of the use thereof in a manner which could be res-
trained by any court, or is contrary to law or public pohey or is detrimental
to the health of the inmates of the building or to the public health (Madras

. Town Planning Act, 1920} ;

(d) ampler-powers by adding a separate schedule to the different acts,
giving powers for further modifications in the Land Acquisition Act, 1894,
which among others provide for privileges mentioned in (a), (b) and (c}
above, and

{¢) the recovery of betterment contribution from ownpers of properties
improved by a trust scheme.

32. It is not pessible to accept the suggestion that these powers are not
ample, at any rate, to make a beginning. On the other hand, 1t is suggested
by some of thoso who have carefully studied the Acts that these powers are
far in advance of similar powers in English legislation at present. It is not
within the scope of this report to examine in detald, the merits of the two
extreme views ; the truth hes nearer the latter than the former. In the Punjab
and in the Hydorabad State where full use is made of the existing powers,
there is no complaint about the lack of powers. The Punjab claims that the
existing legislation ** gives reasonably wide planning powers ”. The Hydera-
“bad State planning anthonties are satisfied that they have < practically all the
powers needed for regional, town and village planning . The actual working
of the existing powers is, therefore, of greater importance for the purpose of
this enquiry.

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

35. It would thus appear that the trouble does not lie so much with the
1ack of powers as with the lack of the use of the existing powers, or lack of the
desire to change them even when change has been recommended.

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

- 'B. FINANCE.

37. Slam ‘clearance and housing of the poor (who are not capable of
paying an economic rent for the minimum accommodation they require Tor
themselves and their families), involve finauncial considerations. It has
‘been stated by most administrators that finance is the crux of the question
and that slum clearance and housing have been held up for want-of adequate
Btate aid. According to the Chicf Commissioner of Delhi, “ The Government
of India have proceeded on the prineiple that the Delhi Improvement Trust
Schemes, in the aggregate, mnst be finahcially self-supporting. ** Timely
action in preventing the creation of slums would no doubt be more economi-
<al in the long run. The loss in preventible deaths, in ill-health, suffering
and consequent inefficiency cannot be measured in terms of money as also
that from fatigue and lack of leisure with ifs conrequent effect on the eultural
activitics of the people. Thelossesin man-hours in unnecessary travel to and
from work through traffic jams in large cities have now come to be asseased
fairly accurately. - .

38. All the above factors will have to be taken into consideration before
the Government decide to continue their policy to ask the slum clearing and
housing authorities to make their schemes sclf-supporting. Towns with
their slums are man-made. The responmbility for creating and continuing
them has to be shared by the Government, the industries and the public.
If Local Self-Governments have failed, the Government’s share in that failure
due to errors of omission and commission cannot be entirely disowned.
Benefits of industry are shared by the Government through taxation. Itisan

-
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sdmitted fact that most of the slums are a direct result of unplanned and
uncontrolled indestrial development. The unsuspecting and ignorant wvil-
lager is drawn to the towns by the lure of employment and thus adds to
the slum popalation. )

39. Hospitals, T.B. sanitoria and preventive measures against smallpox,
plague aud other infectious diseases are not expected to be financially self-
supportang. High personages connected with Government administration
make frequent appeals for funds, and in fact securs them, for what are
ednsidered as deserving causes. These appeals, and phjlanthropxsts who
readily rcspond to them, are rightly blessed by the community. But the
root cause of all the disease and squalor, the slums, is allowed to multiply
without Governmeant accepting adequate responsibility for financing remedial
and preventive mcasures.

40. All the benefits that free and compulsory education can bring to
the child that is born and bred and later lives and dies in the slums would
be of doubtiul valae. The effects of environs on the mind of the growing
child are too well known to need emphasis. Any amount of edacation,
however well-planned and costly, during the years six and fourteen, capnot
compensate for the permanent harm done by environs. These tenl to keep
the individual * as mean as the street he lives in ”. This will have to be
considered by the Government in apportioning the available finance between
sdlum clearance and housing on the one hand and other nation building ac-
tivities on the other. The responsibility for financing slum clearance and
bounsing has been recognised by English legislation and accepted in practice.
Beyond the rent-paying capacity of the worker, the financial responsibility
for housing is apportioned between municipal taxation and Government
subsidy. After their taxable capacity has boen ascertained, Indian munici~
palities should be made to bear their full share in slum clearance schemes.
Having done this, the Government would have to make their own contribu~
tion for making up the deficits. )

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

. 6. ADMINISTRATION.

42. Town planning is a social science 1nits purpose while its conxidera-
tions of efficiency and costs are economic. In the matter of physical planning
both enginecring and architectural problems come in. The objective is
shaped and given the authority of the community and then administered
through legislation and the governmental machinery which is broadly des-
cribed as administration.

43. The efficient aiministration of such a complex phase of the community
Life of the people must necessarily be equally comlpex.

44. Judging from the present conditions in the country, d2alinz with this
particalar a:pect of administration as revealed in the provinces dealt with in
the appcndices, the Governments appeared to be satisfied to * hold the ring
to enable a multitude of rival individaals to advance their own interests and
thus, by a beneficent alchemy, to promote the interests of civilisation ™
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Where results are to be obtained through the working of the Local Slf-Gov-
ernment institutions, Governments will have to recognise the ineffectiveness,
of the passive supervisory, or at best exhortatory, role which the parent de-
partments are af present used to assume. This will have to give place to a
bold policy of forecasting, coordination and following up.

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

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

47. In the early stages of the development of town planningin England,

the question as to which paront department should © bring up the baby »
was settled by the traditional hit and miss method. TFirst, the Ministry of
Health and later the Ministry of Works wers tricd. - But finally, a separate
Ministry for Town and Country Planning has been ‘established. It is not
necessary that we, in India, need repeat the experiment. We might as well
study the results of the experiment and avoid the now discarded intermediate
steps by creating scparate Ministries in the Provinces and establishing a
corresponding organization at the Cuntre to provide the nocessary coordination,
expert advice and stimmlus. .
. 48. Issues and problems should be solved in proportion to their national
Importance ; when there is lack of coordination, they ar. solved rather in
proportion to the strength of inividual departments. The only method of
securing ection on a neglected subject, in the present conditions, is to create a
new Ministry. Failing this, the neglect is bound to continue notwithetanding
the best intentions. . . .

49. I the Government of Indis také effective mcasures without ary
delay, both in respect of the short term and long term rocommendation#®
made in this report, it should be possiblec to synchronise the adjustment
of the right rclationship between the people, their work and their place witk
the raising of the standard of living th*ough the National planning ona com-
prehensive scale. < _ . ’

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

0.
’ 7. VILLAGE PLANNING.

51. The problem of the unearned increment accruing to the owner of
the Iand near towns and industrial areas owing to urban developmeat vitally
aflects village and country planmng. Freedom to use such land for any
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purpose without control of any kind either by the State or the local authorities
farther tends to promote usage of vacant land in a manner detrimental
to the community. :

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

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

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

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

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

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

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

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

m.
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" 59. Fown and village planning thus complement and are complementec
by each other. - i C
60. At present even less attention i: being paid in the country to village
planning than to town planning. The Government of India circulars to.the
Provinces and States in 1912 dealt only with town planning. .Qdded emphasi:
on village planning is of & comparatively recent origin even in the ‘Westerr
countries which have advanced considerably in town plapuing. In England
- the necessary attention is being paid to this aspect only after the commence:
ment of the present war. ! T - ‘

61. Road planning and large scale electrification ahd irrigation projects
would certainly help rural areas, butif planning principles are not simultaneous-
iy applied to the villages as well as to the towns at this juncture, thgre isa dm{-
ger of more ultimate haYm than good being done to the rural popnlaitlon- M‘ﬂt“
plication of roads without adegnate legislative provision against B.lbl?on
development; would prove disastrous. Even Ribbon development legislation
might fail to produce the necessary results duc to unsatisfactory dual control
{vide para. 67 of the next section), ' - ' )

62. Colonisation schemes for the returned soldicrs and for the educated
unemployed are being planned and executed in the-Hyderabad State. These

_and similar schemes for special groups could well form a marked feature. of
our future village planning. | - ; .-

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

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

8. THE LOCATION OF INDUSTRY. ' - .

65. The Office of the Economic Adviser to the Government of India has
recenily prepared a Memorandum on “ The Location of Industry in India .
~ This Memorandum has two appendices ; one is a summary of , the majority
report of the Royal Commission on the Distribution of the Industrial Popn-
Iation of Great Rritain, and the other is a summary of the report pl'eP?'l'ed
by the P. E. P. (Political and Economic Planning) on the same subject.
The two appendices are rclevant to thie enquiry, Similar summaries of the
two reports could have been produced, in thisteport as append.ioes,_bu_t to
avoid repetition, a reference to the Memorandum and appendices is invited.

66. Thereis, however, one important feature of the Royal Commission
Report which needs emphasis. The Memorandum refers only to the majority.
report of the Royal Commission and not to the minority report. The minority
repart iz signed by threec Commissioners—Prof. Patrick Abercrombie, Mr.
Herbert H. Elvin and Mrs. Harmoine Hichens. Prof. Abercrombie has, in
addition, added a Dissentient Memorandum on * Planning in relation to the”
Location of Industry . While the Royal Commission unapimously accepted
certain conclusions on the complelion of the enquiry the recommendations

.in the majority report, in the opinion of Prof. Patrick Abercrombie and his
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Other two colleagues, do not go far enough. Town planners would probably
agree with Prof. Abercrombie for reasons given by him in his Dissentient

Memorandum.

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

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

“ The basis for separating the functions is clear enough. Town and
Country Planning is essentially control of the use of the land. In any
particular area it has to reconcile the claims of industrial, residential,
and other uses in such a way as to secure the best pattern of development,
taking into account both economy and amenities. It is vital to town and

- country planning that new industry of any type should not be permitted
in the middle of a residential zone, but it is usually irrelavent to the town
planner whether a proposed new industrial building is to be used for re-
peiring motor cars or for manufacturing cigarettes. On the other hand, it
is of noimportance for the national guidance oflocation of industry whether
a new factory at Coventry is in the middle of the town or on the east side or
on the west ; the main consideration from this angle is what the factory is
going to make, and whether it ought to be in the Coventry area at all.

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

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

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

70. The present war has afiected housing in many ways as it did during
the last one. For the duration of the war, construction, except for war
requirements, is restricted and controlled. The housing statistics in 1918
showed that, in that year, the total value of houses approved for construction
by English local authorties was only 4%, of that of 1913. In European
countries there was similar fall in construction for residential purposes. In
thirty five German towns, the number of new constructions fell during the
period, from 45,000 t0 1,172 ; in Vienna from 13,000 to 36. Towards the end
of the last war, the housing industry in belligerent countries came almost ta.
a standstill. :

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

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

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

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

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

“ Neglect of sanitation is often evidenced by heaps of rotting garbage
and pools of sewage, whilst the absence of latrines enhances the general
pollution of air and soil. Houses, many without phnths, windows and
adequate ventilation, usually consist of single small room, the only
opening being a door way often toe low enter without stooping. In
order to secure some privacy, old kerosene tins and gunny bags are used to
form screens which further restrict the entrance of light and air. In dwell-
ings such as these, human beings are born, sleep and eat, live and die”. (Ex-
tract from chapter XV, pages 271-272, of the Whitley Commission Report).
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76. Since 1930, the conditions appear to have steadily worsecned. War
work in industrial towns has no doubt contributed considerably to this
worsening process. 1t is feared that it would worsen further, if judged by
the experience of the last war. -

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

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

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

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

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

- 82. Cheap credit facilities and guarantees can alone enable local bodies
to undertake housing responsibilities on a large scale. Cooperative Buildinga
Sccieties have failed to show satisfactory results in the Bombay Presidency.
‘State-aided housing has also been tried in the Bombay but only on a very
small scale, in the suburbs of Bombay.

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

84. Charitable Building Trusts for the benefits of the less fortunate
members of { :e community are common amongst Parsees, Jains and Khojas
in Bombry. These correspond to the Housing Societies in England. The
Governwent and the local authonties should encourage such Trusts in every
possible manner. Enquiries show that these trusts have so far received no

help, let alone encouragement,
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85. The housing of the villager in his village, as also in the town where
he migrates as an industrial labourer, presents a special problem. .
86. This type of labour is only casual to the town while it hasits deep
roots in the village. The habits of this type of worker should be made more
hygienic but there is no reason why he should be dénied the “ atmosphere ™
of his native village even when e is working for industry. He is more “ at
home " in a bustee than in a chawl. Heloveshis front and back courtyard
and would hke to own his milch cattle if conditions permit. In effect he tries
to reproduce his village conditions if he is given the opportunity. Ile cap
build his own hut with the kind of material which he has handled in the village.
He yearns for his village chowpal {mmeeting place) and fondly remembers the
Pleasant nights he spent in bhajan, kirtan or folksongs with his village com-
panions. He tries hard to remain unsophisticated, wedded to his rural culture.
87. Land is plentiful in India. 'With proper distribution of industry
and control on land usage, it should be possible to keep down land values. .
If properly planned, India may never need to develop vertically for her
residential requirements needed for the, villager migrating to _the town.
It is cheaper to the state and to the local bodies to provide for the housing
of this kind of worker. Attempts have been made on these lines in Jamshed-
pur, Madras and Nagpur with varying degrees of success. The experience of
the working of over a quarter of a century is available and should be useful
if carefully analysed. . | ‘
88. The land intended for these * urban villages > should be levelled,
12id with roads and drained.- Water supply through public hydrants and
sanitary conveniences are $o be provided only at certain points. Community
eentres, shops, schools and other public buildings are to be the only permanent
buiidings in these areas. For the rest, the vacant land should be divided into
“plots of suitable and varying sizes and lessed ouf to the workers on well-
considered terms. Conditions of transfer should ensure that the lease rights
are not acquired by the local * bania® in settlement of a debt. Standard
plans of buildings should be supplhied. Building material should be made
available at the site through municipal or Government agency. The bulk
of construction can then be left to the worker, but if he needs belp, it can be
supplied, like the material, at cost. If the worker so desires, the entire
construction can be undertaken on his behalf, the payments being made by
the worker in easy instalments. Insucha scheme,the urge to own one’s own
house would be strong. If the worker is a temporary resident and only wants
sccommodation on a rental, it should be possible to provide it for him in muriici-
pal or state-owned buildings on some of the sites.

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

10. WAR-TIME BUILDINGS.

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

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

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

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

'95. Inurban areas, where this type of construction hasbeen on the largest
acale, land values have risen considerably. Inflationand thetendencyonthe
part of the investing public to go in for land, at a time when the Japanese
danger on our eastern boundary was considered real, have both further
tended to raise values of vacant land to absurdly high levels. Those who
have bought lands at such high prices have not been able to derive any benefit
out of the present demand for housing due to non-availability of building
material or State control on what hittleisavailable. Their only hope therefore
lies in waiting for the material to become cheap so that it may compensate
for the high cost of the land and thus level up the total investment on the
completed building.

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

97. Municipalities, Improvement Trusts and Government departments
can, however, make use of the material available from the war structures
for their poor class housing schemes. Such schemes, if properly planned and
located, would ensure to the State the financial benefit which would other-
wise go to the land speculator to the detriment of architectural propriety and
bailding standarie.
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98. The scope! or utilization of war structures in rural areas is much
Iarger. Some of the areas laid with roads, services and electricity can well
form the nucleii for locating new or dispersed industries. These serviced
localities can also be used for sitting satelhte towns, market places or villages
dependlng on their size and situation. The material from dismantled build-
ings can be utilized by district municipalities or authorities on the same lines
as those suggested for the urban areas. Longer use could be made of suitable
buildings as they stand or with the necessary alterations because in rural
areas there would not be the S8ame urgency or need for clearing the sites as
might be the case in congested towns.

+  99. The problém, though vast, is so important that it should be handled
satisfactorily on the lines indicated above by a special technical section of
the department for handling the work of the disposal of Wa.r contracts and
Wsr materials,
' 11. A SUMMARY OF RECOMMENDATIONS.

100. A summary of the recommendations made in the body of the report
has been arranged in this section in twe categories, one short term and the
other long term. The first paragraphs (A) under each heading deals with
the recommendations that can be given immediate effect, while those in the
second (B) indicatethelineson w}nch the long term policy of the Government
should be based.

- EDUCATION.

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

(¢) the introduction of town planmng courses in the exmtmg Arcki-
tectural schools and Engineering colleges ;

(%) the scope and length of the courses ;

(i+t) the method of practical training

(#v) the centre or centres where such courses can be 1mmed1ate’y
introduced, having regard to the existing standard of technieal knowIedge ’
expenence, and other facilities available to train students y

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

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

(b} A body, analogous to the Road Congress, should be constituted to
promote the science, technique, education and research in” town planning,

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

. (@) Scholarships for studying town planning outside India, and ** Guest *’
professorships should be instituted.

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

{¢) Chairs for sociology should be established in the Umversities.

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

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

LEGISLATION.

103 (A). (a) Full use should be made of existing législation, while its
dfefects, if any, must be caretully examined with the belp of technical ad-
visers.

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

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

{d) In drafting legislation, advice of town planners should be made
available to the administiators and legxsla,t:,ors.

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

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

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

(6) An expert committee of the Legislative Department of the Govern-
ment of 1ndia should examine the provisions of the Land Acquisition Act of
1894 in the light of the present town planning needs ; and amendments to the
Actshould besuitably made, instead of a multiplicity of piecemeal amend-
ments to the town planning and town improvement Acits of the provinces
concerped. .

FINANCE.

105 (A). Slum clearance schemes cannot be expected to be financially
self-supporting. The financial responsiblity for these projects should be
shared between the Government, the municipalities and the industries that
benefit by the large congregation of populations in towns, on an equitable
basis. -

106 (B). Housing finance, like housing legislation; is anlimmediate
post-war problem of high priority. -

ADMINISTRATION.

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

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

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

{e) There should be no hesitation, on purely eivic groum'l;, in either mending
or ending municipal inefficiency, obstruction .and other objectionable features.

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

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

(%) Inter-departmental co-operation and co-ordination, either through
a linison Officer or any other machinery, is essential for the success of town
planning schemes. o

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

(&) 1t should be made obligatory on municipalities notified by Govt.
to have execufive officers with statutory powers. R

~

. - C VILLAGE PLANNING.

109(A). (a) Problems of * nnearned increments -’ in Iand vslués,“a.nd
% marginal > development should be effectively confrolled by stricter measures

of preventive and directive. planning. -
7 (B} Co-ordination between Town' Planning, Revenue, "Agriculture and
Industries Departments is vital. This co-ordination can best be effected
through the Town Planning Department for the purpose of siting of new
industries or the dispersal of existing ones. . Co .
{c) Ribbon development should be strictly controlled by one single
authority. N ‘ i
(d) Inequalities between rural and urban amenities should be minimised:
{e} Existing rural amenities should be preserved. -~ -
{f) The layout of market places in relation to a group of smaller villages,
as *“ neighbourbood uniis ”, new sites for villages submerged by hydre--
electric projects or for new communities, and colouising virgin countryside

brought under cultivation by irrigation projects have to be planned well
ahead. - ’ ’

110(B). (e} Provinces should, through their experienced revenue officials
or expert committecs, examine the powers necessary to regulate the conversion
of agricultural into building land in, or in the vicinity of, large fowns. Land
Revenne Acts will hava to be revised substantially to co-ordinate the land _
revenue policy, village planning and the location of industry.

LOCATION OF INDUSTRY. -

111. Location of industry is governed by economic, social and strategic
cousiderations. The town planner is best smted to advise on the sociologi-
cal aspects of this important problem. His services should be freely utilised
in deciding the broad policy, on & national and regional basis ; while the siting
of individual industrial arcas and factories should be the responsibility of*
the Town Planning Department. P)

H1342HSDC v B
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HOUSING.

112(A). (a) The recommendations contained in the Holland and Whitley

mmission reports, as far as they refer to steps that can be implemented
in a short term policy, should be given immediate effect.

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

(c) Credit facilities should be given to cooperative societies on a liberal
scale.

{d) ‘Company towns, like Jamshedpur and Batanagar, should be
encouraged.

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

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

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

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

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

WAR-TIME BUILDINGS.

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

JAMSHEEDPUR - B. R. KAGAL.
Dated 24-1-45.
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APPENDIX 25,
Functions of the Central and Provinoial Water and Drainage Boardss

{8) The Central Water and Drainage Board.

The functions oﬁ the Board may broadly cover the following aspecta of
water and drainage problems ;—
1. To lay down general principles to be adopted in respect of +—

{a) investigation and preparation of water and drainage schemes
in the provinces, including the minimum techinical details to
be gathered during such investigations;

(5) the order of pnonty in the investigation and execution of such

works ;
{c) the sources to be conmdered for water supplies;

{d) typesof distribution systems to be adopted ;

{e) nature and frequency of examinations for the control of qnahty
of water supplied for public consumptlon, including the
standards of quality to be maintained in water supplies of

varying magnitude ;
(f) standards to be aimed at in the maintenance of water works
urban and rural,”as regards mechanical equlpment and plant *
control ; .
(g) the training and licensing of water operators; and
(#) plant control laboratories, including their equipméent and staff.
2. To actasan nformation bureau for the supply of information regard-

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

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

4. To advise on inter-provincialriver pollution problems. -

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

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

7. To recommend to the Central Government the Béncﬁoning of grants
from Central funds for water and drainage works in the provinces.
7A
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{b) The Provincial Water and Drainage Boards.

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

The Provincial. Boards will be responsible for the active promotion of
a planned development of water and drainage projects in their respective
areas. The Central Board will perform the same functions in the Centrally
Administered Areas.
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APPENDIX 26.

A note regarding the action taken in the Province of Madras fo smprove
the administration of local bodies. B

The action taken in the Province of Madras to control the administration
of local bodies in order to increase their efficiency may be considered under
two heads, namely, (1) the period before the Public Health Act was enacted in
1939 and (2) the subsequent period. ~For both periods the administrative and
legislative measures faken fowards the attainment of the purpose in view will
be considered together in this note. .

Before the enactment of the Madras Public Health Act.

PDuring this period the legal measures taken relate to the three Local Self-
overnment Acts, the Madras City Municipal Act, the Madras District
giunicipa.lities Act and.the Madras Local Boards Act, ‘which .regulate the
administration of local bodies in municipalifies and in non-municipal areas.
These Acts were passed in 1920 a short time before-the Reforms brought into
being by the Government of- India Act of 1919, came into operation in
1921, -

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

Under the Local Seclf-government Aets the right of appointing health
officers had been vested ia the local body concerned but the fact that Govern-
ment bore the whole expenditure in respect of the district health organisation
snd three-fourths of the cost for municipal health officers helped to prevent
opposition for the time being from the local bodies to this assumption of power
by Government. A few years later, however, one municipal council decided to
sxereise its legal right to appoint its health officer although this decision
suntailed the forfeiture of the usual grant given by Government. To meet
this situation the Provincial Government aequired in 1933, the statutory
power to appoint health officers employed by municipal and non-municipal
local  authorities through suitable amendments to the respective
sections in the Madras District Municipalities Act and the Madras Local
Boards Act.

(6) In exercise of the rule-making powers conferred on the Provincial
Government by certain section of the two Self-government Acts, Cholera
Prevention and Control Rules were made for municipal and non-municipal
sreas by the Government of Madras in 1932. Under these rules the recommen-
dations of Health Officer for additional staff and equipment during the preval-
ence of the disease or in the evens of a threatened outbreak of it must be met
by the local authority, any difference of opinion between the two being referred
to the Director of Public Health for final decision. '

{c) Inregard to vaccination against smallpox all the three Acts provide that
it shall be compulsory in rural and municipal areas “ in respect of such persons
and fo such extent ag may be preseribed . Taking advantage of this power
and . accepting that * waccination ’- includes revaccination, the Provincial
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Government made, through the statutory rules which it -framed,
revaccinatien compulsory for all people living in rural and municipal areas at
intervals of 10 years.

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

(¢) In order to improve the general administration of municipalities Govern-
ment acquired power, in 1833, to appoint Commissioners by a suitable amend-
ment of the District Municipalities Act. It was also provided that, when a
Commissioner was appointed, he would replace the Chairman as the
‘* Executive authority ** of the municipality.

It must not be supposed that the appointment of Commissioners has so
curtailed the powers of municipalities as to constitute a threat to local self-
government. The Commissioner has only very limited powers as regards the
incurring of expenditure without the sanction of the Municipal Council,
but control over thHe municipal staff and routine administration have besn
transferred to him. The Chairman continues to convene the meetings of the
Municipal Council and to preside over them. He is by virtue of his office
2 member of every Committee of the.Council. Lastly 1t is obligatory on the
Provincial Government to transfer the Commuissioner if the Council passes,
at a special meeting convened for the purpose, a resolution asking for such
removal by a two-thirds majority wvote.

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

Before the Public Health Act of 1939 the Dirvctor of Public Health had
no statutory power to advise local authoritics in respect of health matters
while the health officers serving under Municipal Councils and District Boards
had only advisory functions. The Public Health Act changed this position.
The relevant sections are given in an appendix to this note. It will be sesn
from Section 6(1) that the powers of the Provincial Government for controlling
local autlorities are extensive and that Sub-section (2) of this Section enables
the Government to transfer these powers to the Director of Public Health and
the members of his staff. Under section 7 the Director of Public Health has
the power to recommend for adoption by any local authority such measures
a8 he may consider nocessary for improving the public health administration
in the local area or for safoguarding the public health therein and any differ-
ence of opinion that may arise owing to financial or other reasons willbe re-
ferred to Government for final decision. Under section 13 the Director of
Public Heslth has been given certain powers over the public health establish-
ments maintained by local bodies.

Under Section 14 the health officer can exercise supervision and control
ever all the other members of the public health establishment of local bodies,
although appointments, transfers and punishment are subject to the approv.si
of the executive authority, which is in the case of a municipality the Commis<
sioner and of a District Board, the President of the Board. In either case
final decision rests with the Provincial Governmont.

Section 16 transfers the functions and the duties of the executive anthority
In respect of various provisions relating to health in a number of Acts to the
health officer. Thus he is no Ionger merely an adviser. In matters such ae®
prosecutions for the enforcement of law, he can act independently of the Pre=
sident of the District Board who is likely to be subject to lecal pressure.
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Rules regarding notifiable infectious diseases which have been framed
uader the Madras Public Health Act and revised rules under the Municipal
and Local Boards Acts in respect of chalera have strengthened the hands of the
health officer for taking prompt and energetic action. The existing adminis-
trative and legal position has been succinctly stated by the Director of
. Public Health and his words are quoted below :—

* The Madras Public Health Act confers powers on Government teo
appoint special Health Officers in the areas affected by or threatened with

* epidemics ; the Director of Public Health also posscsses powers in connection.

with prevention and control of epidemics ; in addition to giving general
directaons to local bodies on the above subject, he may assign to any local
area the public health personnel from other areas, Health Officers have
powers under the Public Health Act to appoint additional staffs, concentrate
in an area members of the staff from other places in their jurisdiction, purchase
medicines and equipment, carry out disinfection méasurcs, etec. The last of
these powers is conferred on Health Inspectors also. “"When the Collector of the
District notifies an area to be affected by or threatencd with an epidemic of
any of the notified diseasgs, of which cholera is one, the Health Officer gets
additional powers, viz., eontrol of movements of population and goods, disin-
fection, closure of markets, enforcement of inoculations and vaceinations and
other kindred measures. It may™also be stated in this connection tha¥
rules to supplement these measures huve been framed in several instances by
Goverhment and these rules have the force of law.”

AN ExTract FROM THE MaDRas Pusric Hearrs Acr, 1939.
Powers OF THE GOVERNMENT AND OF THE DIRECTOR OF PuBLIC -
HeavtH.

" 6. Powers of the Government and of the Director of Publuwc Health and kis
staff—(1) The Government shall have power to inspect, control and sapez-
intend the operations of local authorities under this Act.

{2) The Government may from tinie to time, define the powers to be
exercised, and the duties to be performed, by the Director of Publie
Health or any member of his staff for the purposes of sub-section (1).

{3) Nothing contained in sub-sections (1) and (2) shall be deemed to effect,
or derogate from, any powers possessed by the Government or the District
Collector under any other law for the time being in force.

8-A. Power of Government to direct performance by district board of any
Junction devolving on panchayais —(1) The Government may, by notification
direct that in respect of any function te be performed by a local authority
under this Act and specified in the notification, the district board and not the
panchayat shall be the local authority in all or any areas in the district which
are comprised within the jurisdiction of a panchayat. .
{2) Where a direction is issued under sub-section (1) in respect of any
fupction, the Government may, by general or special order — - .
{a) determine, or provide for the determination of, the expenses
incurred by the district board in performing such funetion in the area or .
areas comprised within the jurisdiction of any panchayat or panchayats,
and
() apportion, or provide for the apportionment of, such.expenses
between the district hoard and the panchayat or panchayats concerned.



104

7. Powers of the Director of Public Health to advise local authorities—

The Director of Public Health may, from time to time as oceasion requires,

recommend for adoption, by any local authority, such measures as may be

_necessary for improving the public health administration in the local area,
or for safeguarding the public health there in ;

_ Provided that if on acconnt of financial or other reasons, any local autho-
rity is unable to carry out such measures, or if thereisany difference of opinion
between the local authority and the Director, the matter shall be referred to
the Government whose decision shall be final.

Pusric HEALTH ESTABLISHMENTS OF LOCAL AUTHORITIES.

8. Public Health staff in local areas.—(1) The public health establish-
ment of every local authonty (other than the Corporation of Madras) shall be
on such scale as the Government may from time to time direct.

(2) The authorities who may make appointments to the public health
estabhshments referred to in sub-section (1), the conditions of service of the
members of such establishments, and the duties of such members shali,
notwithstanding anything contained in the Madras District Municipalities
Act, 1920, or the Madras Local Boards "Act, 1920 be goverped by regulations
not inconsistent with this Act, made by the Governpment. Such regulations
nmsy lay down the extent to which the Director of Public Health shall have
disciplinary control over the members of such public health establish-
ments. {(Medras Act V of 1920. Madras Act XIV of 1920.) .

9. Appointment of the Health Officer.—{(1) A local authority shall if

30 required by the Government include the post of a Health Officerin the
estabhishment schedule.

(2} Notwithstanding anything containcd in the Madras District Muni-
eipalities Act, 1920, or the Madras Local Boards Act, 1920, the Govern-
ment—(Madras Aet V of 1820. Madras Act XIV of 1920.)

{a) shall appoint the Health Qfficers of all the local authorities {other
thanthe Corporation of Madras) in respect whereof a direction is issued
under sub-section (1), and

{b) msy recover from each such local authority, the.whole or such
proportion of the salary and allowances paid to the Health Office?, and
such contribution towards his leave allowances, pension and provident fund
as the Government may, by general or special order, determine.

10. Appointment of temporary Health Officers in emergencies.—(1) In
the event of the prevalence or threatened outbreak of any infectious disease
in any local area, or of any unusual mortality therein, the Government may,
by order, appoint temporarily for such period as may be specified therein,
one or more Additional Health officers, for the treatment of such infectious
disease and preventing it from spreading, or for investigating the cause of
and preventing, such mortality, as the case may be. )

(2) For the purpose of sub-section (1) the Government may, appoint
any medical practitioner registered under the Madras Medical Registration
Act, 1914, either on an honorary basis or on such salary or allowances or
both, as the Government may fix. The salary and allowances shall be pay-
able from the funds of the local authority. (Madras Act 1V of 1920.)

11. Delegation of powers of Health Officer—The Government may, by
general or special order, authorise any officer of the Government or of a local
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anthority, to exorcise such of the powers of a Health Officer undor this Aet
. in guch area, and subject to such restrictions, limitations and conditions and
to such control and revision, as may be speaified in such order.

12. Appointment of persons fo carry out the provisions of ihis Act—
{1) N otwithﬁnding anything contained in this Act or in any other Act
or Acts governing the local authority or authorities concerned, the Govern-
ment may, by general or special order, appoint any person or persons to €arry
ut such provisions of this Act, and in such areas as may be spemﬁed_m the
rder, . ) )
o i - -
(2) The expenses incurred by such person or persons in doing so shall
be met from the funds of the local authority or authoritl_es cc_mcemed, elthgr
wholly or in part, and, where more than one local authority is concerned, in
such proportions, as may be determined by the Government.

13.  Powers of Director of Public Health over public health staff of local
authorities—(1) Subject to such rnlesas may bé .prescribed, including rules
for consultation with the executive authorities concerned, the Director of
Public Health shall have power :— :

{(a) to transfer any member of the public health establishment of a
local authority to the public health establishment of another local authority;
and : - .

-*

(2) in times of emergency, to assign one or more members of the public
health establishment of one local authority for temporary duty in the.
area of another local authority. -

{2) Nothing contained in clause (a) of sub-section (1) shall apply to the
Corporation of Madras. - -

{3) In the case referred to in clause () of sub-section (1) the'local author &~
ty within whose jurisdiction the member or members of the public health
-establishment of another local authority are working, shall pay for the period "
of such temporary duty, the salary and allowances of such member or members -
and such contribution towards their leave allowances, pension and provident
fund as the Governemt may, by general or special order, determine.

14. Hedlth Officer’s control over public health staff—(1) The Health
- Officer in charge of any local area shall exercise supervision and control over
all other members of the public health establishment in such area.

(2} (a) Save as otherwise provided in this Chapter or in any rules or
regulations made under it, all appointments, transfers and punishments of the
soembers of the public health establishment under the supervision and control
of the Health Officer shall be made by the Health Officer, subject to the appro-
val of the executive authority.

(b) If for any redson the executive authority disagrees with the orders of
the Health Officer under clause {a), the executive suthority . shall refer’ the
matter to the Government whose decision shall be final, .

15. Local authority to provide adequate facilities to the Health Officer—
Every local authority shall provide its Health Officer with such clerical
assistance, office accommodation, furniture, equipment, stationery, and forms
as may in the opinion of the Director of Public Health be necessary for the
proper conduct of the business of such Health Officer. *
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16. Authorisation of Health Officer to perform the functions of the
executive authority in public health matters—Notwithstanding anything
contained in the Madras City Municipal Aet, 1919, the Madras District
Municipalities Act, 1920, the Madras Local Boards Act 1920, ' the Madras
Prevention of Adulteration Act, 1918, and the Places of Public Resors
Act, 1888, the Health Officer of a local authonty shall perform such of the
functions, and discharge such of the duties, of its executive authority in
regard to public health matters under any of the provisions applicable .
to such local authority contained in the Acts aforesaid, subject to such
appeal and control as the Government may, by general or special order,
determine. (Madras Act IV of 1919. Madras Act V of 1920. Madras
Act XIV of 1920. Madras Aet 111 of 1918. Madras Act 11 of 1888.)
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- APPENDIX 27

MODERN EEALTH ADMINISTRATION FOR A MUNICIPAL CORPORATION BUCH 8% CAISTYT2;, POMPAY, ETC.
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APPENDIX 28.

Memorandum on the training of * The Basic Doctor ** and some problens
relating to medics! eduuation.

PART I .
I—EvpvucaTioNaL PRINCIPLES.

The aim of medical education is to produce s body of medical men,
capable of maximum service to the community. In most communities the
doctor has been looked upon as an educated man whose opinion on problems
other than those of medical interest carry a certain weight. The mem}:wrs
of the medical profession, more than those of any other learned ptofesswnl,,
come into contact with all types and grades of persons, from the most cul~
tured to the unlettered and from those occupying the hghest position in Lifer
to the commoner who with difficulty earns bis daily wages. 1 ke is to main-
tain that position which he has held in the past, it is essential that tho medical
man should bave a high standard of general education and a broad outlook,
professionally and otherwise, beyond the limitations of an examination.
syllabus, however well plunned that mey be.

The medical course, whatever its duration, will not permit of & student-
being taught more than a certain amount. This is particularly true in the
clinica! years during which it is impossible to attempt to provide the student
with auythinyg like the knowledge which he will require in his future profession-
al career. Organised post-graduate education is therefore essential. The
main emphasis in under-graduate tesching must be on the inculcation of
principles and methods to enable the student to learn for himself and think,
observe and draw correct inferences. It serves no uscfanl purpose to impart
40 hum a large number of facts meost of which may become out of date, Pro-
vided a student .8 taught correct methods, he will continue to learn for the
rest  of his life, but if methods have been inadequately or incorrectly presented
to him, his education is apt to cease on qualification.

There is another fundamental consideration which has not in the past
been given due prominence. From the first, medical education must be
carried out against a background of original investigation aund research.
Throughout his career the student must be made to realise that science and
medicine are always progressing and that it is the duty of every medical man
to try and make his contribution of original observations and new ideas.

. Undergraduate medical edncation has in the past been concerned perhaps
too much with the curative aspect of medicine. Preventive medicine must
now come to the forefront and the duty of the medical profession should be
largely to prevent rather than to cure disease. ~ The promotion of health, the
prevention of illness and the treatment of disease should all be dealt with in
the curriculum, but greater emphasis must be placed on the first of these
than has been the case in the past. .

I1.—Sus-Divisrons oF Mepical. EDUCATION

These may be classified under the following progressive stages
{a) General education—at school or University.
(b) Preliminary scientific education.
(¢} Pre-clinical scientific education.
(4) Clinical education.
{¢) Medical Examinations.
(/) Internship as House Surgeon or PhysiciaL.

-
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{(a) & (b) General Education and Preliminary Scientific Education.

The standard of general education required at present for entrance to &
eollege of medicine in Indian Universities is the Inter-science, an examination
conducted either by Universities or in some provinces by special Boards. The
Inter-science qualification, if taken in Physics, Chemistry and Natural science—
- the medical group—enables the candidate to proceed immediately to the study
of the medical subjects of the curriculum. In a few Universities, candidates
pass the Inter-science with at least Physics and Chemistry as optional subjecta
and then undergo further training in Physics, Chemistry and Natural science

for a period ranging from 6 months to 9 months (or one academie year).

It is a debatable question (a) whether the whole of the teaching of these
fundamental sciences should be entrusted to Intermediate Colleges or (b)
whether this instruction should also be given in Medical Colleges.

There are certain considerations which arise jn this connection. . These -
aTe :— - _
(1) Laboratory facilities at Intermediate Colleges in most Univers:-
ties vary widely and the equipment of very few approaches the-standards
maintained in Medical Colleges. . . -

{2) In many Universities 4 practical test is not held. :

{3) The teaching of the subjects for the medical course should have &,
definite medical trend. This is difficult to ensure in Intermediate Colleges
where future medical students are in 8 minority and the teachers are.not in
_du'ect touch with medical needs. ¥n Medical Colleges, the whole teaching
is, or should be, directed to the medical students’ requirements. '

(4) The existenca of these departments in a medical college and the close
association of the professors with the pre-clinical and clinical professors are
sdvantages from the point of view both of teaching and of research.

Three alternatives would therefore seem possible : . ~ r
. . 1. To allow students who pass the Inter-science in the medical group to -
join the medical course proper. .

2. To let Inter-science candidates iake a special course in the Prelimi-
Dary sciences, ranging from 6 to 9 months, and then join the medical course

proper. . .
3. To let these subjects be taught with the necessary vocational bise
together with the pre-clinical sciences, i.e., (1) Applied Physies with Physio-
Iogy (2) Biology with Anatomy and Physiology. (3) Organic and Physical
Ohemistry with Biochemistry. ‘ o0

Good arguments for and against these alternatives may be advanced.

Summary of Recommendations on Pre-medical Education.

(a) That the general education to be required from  medical studenta
ekould be improved ;

(b) That it is desirable that two years should be spent after the matri-
culatgon during which period the student should be taught the subjects of
Physics, Chemistry (inorganic and organic) and Biology, besides English and
the Elements of Statistics ; -

. (¢} That the training should be such as to bring out the vocational bias
as it relatea to medical science ; ’

{(d) That there should be an examination which includes a practical test}
the course and the test should be planned by a joint Committee of the Faocul-
ties of Science and Medicine 3 ) .
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(¢} That such trammg should be given by experienced senior teachers
who have had opportunities of studying the requirements of the medical
eurriculum ;

N That with this end in view, detailed syllabi should be prepared in the
Aifferent subjects, and

(#) If these requirements cannot be complied with, the student should
after passing the Inter-science be given a special course of instruction for a
period of six months, at the end of which he should be examined in these
subjects by a written and & practical test.

(¢) Pre-clinical Scientific Educatlon

The subjects of study at this period are :—

(1) Anatomy including Embryology. .

(2) Physiology including Experimental Physiclogy and Bio- chem:stry

{3) Pharmacology.

{4) Elementary courses in Psychology and some of the clinical laboratory
sciences.

{5) General Pathology and Micro-Biology.

These courses cover a period of two academic years (or six terms at
present)

There has boen some criticism inregard to the training given to medical
students in these subjects. The main points objected to are:—

(1) Too much detail is taught and is expected from the student, so that

he becomes lost in a forest of detail and dous not achieve a sound knowledge
of fundamentals. -

(2) The practical application of these subjects to his later studies is not
brought home to the student.

(3) The transition from pre-clinical to clinical studies is too abrupt.

{4) The student in his clinical period of training dows not have Applied
Anatomy and Applied Physiology taught by his pre-clinical professors.-

Anatomy.—The facts which medical students are required to remember
should be reduced to & mimimum. Anatomy, it has been stated, should
be taught from the point of viéw of evolution and in relation to function, so
as to give the student a concept of the structure of the body as a whole.
Every student should dissect the whol: body once but, having seen all the
necessary details of structure, he should not be expected to memorise more
than is necessary. Anatomical detail which is required for special surgical
purposes should be stressed later during the clinical period, and memorised in
conjunction with its practical surgical application. The department of Ana-
tomy should be organised in the closést association with the teaching hospital
and should be readily accessible to clinical students for reference concerning
asnatomical problems arising in their work.

Supply of bodies for dissection.—There is considerable apprehension among
teachers of Anatomy regarding a possible insufficiency in the supply of bodies
for the teaching of Anatomy and Operative Surgery. This is a matter which
requires careful consideration by tho authorities concerned.

Prystology—This should take up the greater part of the time of the
student in the Pre-clinical period. It would be well if Bio-chemistry wers
taught as one continuous subject by a chemist with a medical gualification
who understands the relationship betwcen Chemistry, Physiology sand
medicine and also if Bio-physics and Applied physies were taught with
particular reference to the study of Physiology.
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Histology is taught in some colleges in the department of Anatomy and
1n others in the department of Physiology. This is a matter best left to the
decision of the Universities concerned. *

-

Pharmacology—This subject may be divided into two parts : one part
to be taught in conjunetion with Physiology and the other in conjunction
with clinical medicine. The first part includes those drugs with s known and
demonstrable physiological action on experimental animals. Thé second
part comprises those drugs which _have an action which is only
understood by observing their effect on patients or which are used as chemo-
therabeutic agents in the treatment of disease.

N In some éolleges, Pharmacology. is taught in the second year of the
medical course, while in others it is taught in the third year after the candi-
date has passed in Physiology. If the subject can be taught in two stages,
the first part should be included with Experimental Physiology. and the
second part, Applied Pharmaeology, with Therapeutics in the clinical period.
The physician should work in close relation with the pharmacologist.

Psychology—An elementary course is to be given in this sabject 8o that
the student’s attention may be dirccted to the importance of the mind as well
as the body. At a later stage this knowledge will be applied, in Psychiatry,
to mental disorders. Coordination is -required between Psychology,
Psychiatry and Clinical Medicine. -

Methods of clinical examination.—J4t is 1aid down in the existing régulation
that elementary methods of clinical &xamination, including the interpretation
of physical signs, the use of the stethoscope and opthalmoscope, and intro-
duction to general Pathology and Bacteriology should be taught in the pre-
clinical period - It has hitherto mot been possible in most Universities to,
srrange for this teaching up to the required standard.

Number of students—Opinion varies considerably as to the optimum
number of students at an institution, Some would have it at 60 while-others
hold that it should ordinarily not exceed 80 and only in exceptional instances
reach 100 students per annum. It is the number of students that should
determine the size of a teaching hospital and “not vice versa Addi-

tions! beds required for the population should be arranged for in non-teaching
hospitals.

The possibility of some students sitting for the B. Sc. in Physiology or

Anatomy and thus gaining a fundamental degree in these subjects should not
be lost might of.

Number of teachers required.—Modern educational methods demand a
high ratio of teachers to students. ¥t may be stated that the proportion of
teachers to teach inthesubjectsof Anatomy and Physiclogy should not be less
than 1 to 10, and of these teachers at least half chould be full-time members
of the regular staff—i.e., not including demonstrators.

Besides these permanent teachers there should be part-time teachers®
two for each of the departments of Anatomy and Physiology. Thess part-
time teachers should be junior specialists attached to the surgical and medical
units of the teaching hospital and they should give part of their time to teach-
ing Anatomy and Physiology in their relation to the clinical subjects. There
should be also a part-time radiologist attached, preferably with a diagnostic
outfit at his disposal in the College. -
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The practice of employing, as part-time teachers in the pre-clinical
subjects, men who at the same time hold part-time appointments of ths
‘Junior Specialist’ or the ‘Registrar’ status in the hospital, has much to re-
commend it. Both clinical and pre-clinical work benefit from the liaison, and
teachers themselves keep in touch with recent developments in the basie
eciences.  Such appointments, to be of maximum value, must give the
holders reasonable opporturities for individual work, and should not be taken
merely a8 & means of retaining a connection with the hospital or department.
Appointments of this type should as a rule be held for a maximum period of
ghree years.

Hospital visits during pre-clinical training—Students undergoing tfain-
ing in Anatomy and Physiology should be required to visit the wards of &
teaching hospital in small groups about once a fortnight during the second
yesr. At these visits the part-time clinical teachers should demonstrate
cases suitable for impressing the student with the value of a sound knowledge
of Anatomy and Physiology and so stimulate his interest in those subjects.
They should be shown cases of inflammation, fractures, hernia and similar
conditions on the surgical side, while on the medical side cases of Jaundice
Anaemia, Arrythmias of the heart, Hyperthyroidism, ete., will impress the
student with the importance of Physiology. The examination of typical
pathological fluids could also be done in order to stimulate the student’s
interest at an early stage in laboratory investigations.

Length of course—At present the course exteuds over two academic
years or six terms. Intcrmediate holidays badly interrupt proper tuaching
and the sustained interest that the student shounld take in his work. It should
be possible to limit holidays, as is done during the clinical period of training.

Staff —TIt is important that, if properly qualified members are to be re-
eruited, the staff should be well paid and that there should be cadres establish-
ed in the pre-clinical subjects. Demonstrators and clinicians may be part-
time and may work their way up to become clinical specialists, but the
senior members should devote their whole-time to teaching and research and
shonuld be adequately paid. ‘

The importance of trained technicians in the departments engaged in
pre-clinical education cannot be over empbasised. -

Summary of recommendations on Pre-clinical subjects.

That the teaching of Anatomy requires revision in most Colleges and that
the number of didactic lectures should be curtailed radically while the number
of lecture demonstrations should be increased and preferably given to smaller
classes ;

That dissection should cover the whole human body and should be under
better supervision and guidance ;

That a considerable increase in the number of teachers is required if the
snbject is to be taught properly and within a shorter period than at present ;

That the number of ‘permanent senior staff, Professors, Additional Pro-
feasors, Assistant Professors or Senior Demonstrators should be 1 : 30 or 40,
while the Junior Demonstrators should be 1 : 10 students in the Department;

That a proportion of the Demonstrators should also be part-time clinical
assistants in the hospital but these Demonstrators should work under the
direction of the head of the Anatomy Department ;
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. That alternatively, if possible, a full-time teachez may be a ppointed as an
Associate or Assistant Professor who will be a teacher of Anatomy with,
«<linical duties in the hospital ; . . )

That it is desirable to have cadres established for the pre-clinical subjecta
which will provide life careers for those tlecting ; B

That the teachers and part-time teachers should be adequately paid and
that full-time Professors of Anatomy should be paid on much the same scale -
as the full-time Professors in Clinical subjects ; ‘ -

That there should be close cooperation and collaboration ~ between the
teachers of the various pre-clinical subjects, and between the teachers of pre-
«linical and clinical subjects and preventive medicine ;

That it is necessary fhat opportunities should be available for students
in the pre-clinical subjects and preventive medicine to be shown cases in the
wards, and that demonstrations should be given to impress the student with
the value that knowledge of these subjects will have for him later in bis career.

That, with a view to make the student realise the importance of evolu--
tion, & study of comparative anatomy is desirable ; :

That radiolegical demonstrations should be given to the student and that
6 diagnostic set should be fitted-in the department ; ’

That if the fundamental improvements suggested above are carried out,
namely, increased facilities and increased number of teachers, ete., it should
be possible to teach Anatomy in 600 to 700 hours which should include the
teaching of embryology ; ~ < *

‘. That in general the principles stated above regarding the teaching of Ana-
tomy apply also to the teaching of Physiology ; ’

That the teachers in Physiology may be pure physiologist or physiologists
with medical qualifications, but the principal qualification should be in Physio-~
logy with xesecarch experience in that speciality ; . -

That in Physioclogy, as in Anatomy, it is desirable to associate with the
staff clinicians of at least the status of a Registrar, and these should be full-
time teachers ; i . T - ‘

That the subject of Histology may be taught in either the Department
of Physiology or that of Anatomy, but the importance of the functional
aspect should be stressed in teaching this subject; )

That Biochemistry may be taught in the Department of Physiology or
may be established as a separate Department but the teaching of the subject

to undergraduates should be undertaken in close cooperation with the Pro-
fessor of Physiology ; T

That applied Physiology should be taught in the clinical course either
by a Professor of Physiclogy or by a Clinical Professor with special training
in that subject ; . - )

That the total number of hours devoted to the study of Physiology shall
be 6{:20 to 700 as in Anatomy, with 100 to 150 hours devoted to Bioche-
mistry ; -

That the Department of Physiology should be organised on a wider basis
than merely the teaching of undergraduates, so that research and post-
graduate teaching can form a fundamental part of the work of the Department

That it is desirable that special facilities should be made available for a

medical student to qualify for & Degree in the pre-clinical subjects of Anatomy
or Physiology ;
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That a course of lectures in elementary Psychology and an introductory
eourse of lectures in Pharmacology should be given towards the later half of
pre-clinical training. - . -

‘ Clinical Education. ) R

Length of Course—This can best be decided by considering the length
of time required to be devoted by the student to study and attendance at the
different clinics. The facilities necessary for proper clinical training will be
referred to in greater detail in a later chapter, but emphasis may at this stage

be Iaid upon certain aspects of education which are not conducive to efficient
training :

.

(#) Too many didactic lectures are being given in colleges, with little
benefit to the student. -

{¢t) There is imperfect correlation in the teaching of Pathology, Bac-
teriology, Hygiene, Medicine and Surgery. i

(#43) There is often repetition of the same there, with possible divergences
in methods of teaching and consequent waste of time and energy.

(iv) Clinical teaching is not considered as the prime duty of the staff in a
teaching hospital, with the result that clinical teachers are overworked and
have often neither the time nor the energy to devote even the necessary two
hours & day to supervision of the students entrusted to their charge.

(v) The number of students posted under each clinical teacher is toe
large for effective personal attention and guidance.

(vf) The junior staff are mot given the opportunitics that they should
have, to participate in clinical instruction ; nor are they always selected with
this object in view.

(vi¢) In some medical colleges students are still required to spend an
undue proportion of time in watching major operations. For most students
this time could be spent more profitably in acquiring, under supervision,
practical experience 1 those surgical procedures that are likely to fall to the
lot of the general practitioner. -

(vii7) There is httle or no coordination, and less planning, in clinical
instruction, among the diffcrent clinical trachers of a department (medicine,
surgery or obstetrics and gynaecology), so that the student who pussed from

one clinical teacher to another, not infrequently is treated to a repetition
of the same theme, with little variation.

(¢x) The proper sclection of cases suitable for under-graduate teaching
and the availability of such cases at the proper time, are matters that are
hardly ever taken cognisance of in admitting cases to a teaching hospital.
Qases of primary importance for the general practitioner are usually not avail-
able, and not infrequently the wards are filled with rare and complicated
eases, the study of which, intercsting as it doubtless is to the specialist, is not
suited to the under-graduate. i

(z) Teaching in the out-patient department in many institutions is entire-
- ly wanting, while overcrowded, insanitary, noisy and bustled surroundings

such as at present exist, can never afford the atmosphere for proper clinical
teaching. e .

(zé) The studenis have now to go from hospital to hospital to attend
the specialities, with the result that much precious tims is lost, and energy

wasted. The specialities themsslves are often taught without tbe funda-
mental background of medicine and surgery.
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.. Transition from Pre-clinical to clinical studies—In considering pre-
clinical studies it was stated that the transition will be facilitated— -
= 7 * {4} By the students in Anatomy and Physiology being taught sqme por-
tions of the subjects by part-time clinical teachers and conducted in batches
* throrigh the wards of a teaching hospital. - -
(3) By an introductory course of lecture demonstrations in Elementary
Pathology, Bacteriology, etc.
. (¢) By a special course of preliminary ins
of the clinical courge.

1

truction given at the beginning

* 'We will now consider the nature and periods of instruction required for
the different subjects of the clinical curriculum. No student should enter

on these courses before he has guabfied in the Pre-clinical subjects of study.

Medicine.—The course of instruction in Medicine may consist of :>—

A. {i) Three mopths' preliminary instruction which will be common to -
Medicine and Surgery. L. . . .

* .« (#) Six months’ in-patient clerking.’
{¢is) Three months® out-patient clerking, and
{iv) Lecture demonstrations. :

B. Courses of instruction in the other subjects of the clinical course
which should be spread over a period of three academic years. .

A. (4) Preliminary instruction,—This course should essentially beonein
Applied Anatomy and Physiology combined with detajled instruction as to
how to conduct the routine examination of a patient and to record the findings.
There should be no distinction between ‘. medical’ casesand ° surgical ’ cases,
though one or other of these may k¢ selepted with advantage for illustrating
specific symptoms and signs of disease. The course should be conducted
jointly by the Heads qf the Departments of Medicine, Surgery and Pathology.

At each session the whole group meets 1o discuss the principles and receive °
instruction, and is thern divided into small groups of not more than 10 stu-
dents, preferably less, who examine illustrative patrents under the guidance
of a junior member of the staff or a demonstrator. The organisation necessary
o conduct such a course is tonsiderable and necessitates a filing system in
which patienta suitable and accessible are recorded, as well as a knowledge of
the maierial available in the hospital. The full educative value of such
courses will not be utilized if there be not a sufficient number of suitable
cases in the hospital. This ean be remedied if the Heads of the Departments
can call on the Assistants and Registrars of all wards to cooperate.

After the first six or eight weeks of the course each student should be
allotted a few patients in the wards for full examination and recording, the
patients being both * surgical * and * medical *.  Stress should be placed at
this stage on the accuracy of observation and of recording, and on the part
played by laboratory and instrumental methods in obtaining accuracy and
in amplifying the clinical examination. ’

A. {2) In-patient clerking.—The six months allotted to in-patient clerk-
ing hin medical wards should be divided into two periods of three months
each. . .

(a) The first period of three months should be taken a8 soon as convenient
after the preliminary instruction period. The stndent, should during this
period, examine and record fully as many cases of different types ot ill-health
H1342HSDO 8
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and disease as can be under supervision, and follow their progress. Har
sbould not be required to examine and record more cases than he can investi-
gate thoroughly. There must be no hurried work and what he does must
be checked and supervised. He should accompany the physician on ward -
rounds and report the cases allotted to him. It is helpful if, during this -
period, he attends the out-patient along with the unit on days when the unit
is responsible for admissions, so that he can see the new cases that are to be
admitied and follow up the cases which may attend the out-patient of the
unit concerned after discharge. . MR

(8) The second period of in-patient clerking should be taken during the
final year under the care of the professor and his associates or assistants.
'The cases should be selected largely for thei¥ value for teaching purposes or
research. The number of students under each clinical lecturer should not
exceed ten and the lecturer should be responsible for the examination and
recording of all new cases and should conduct the teaching. He will, how-
ever, hand the group over to any member of the teaching staff who is specially
interested in the system under discussion, such as the neurologist or the en-
docrinologist. It is very necessary to see that one of the students should
present the case to bhis fellows in the group.

A. (22} Outpatient clerking.—It bas already been stated that when ‘a.
studentisclerking in the wards he should attend if possible the out-patient
scssions to which the patients from his ward return for follow-up or continua-

tion of treatment.

In addition to this he should spend 3 months in the general medical out-
patient department. He should not, however, take any part in a crowded
eut-patient department where the physician is forced to do hurried and in-
complete examinations. Such an example is bad for the student and encourag-
es him to take shortcuts and resort to clever guessing. Every new case
should have a complete history and physical examination and be fully re-
corded, and the student should be asked to take only such new cases as he
can investigate thoroughly. He should then present the case briefly to the
physician, who checks the findings and decides on disposal and treatment.

To enable the out-patient departments of most general hospitals to be
used efficiently for teaching very drastic and far-reaching improvements are
required. Hurned work, which is so bad an example to the beginner, is to

be avoided.

A. (i) Lectures in medicine.— At present students are given set lectures
in the class room which are attended by them mostly for the sake of register-
ing attendance. Too many theoritical lectures are given and not infrequently -
the time spent at these lectures could bave been better spent at the

) bed-side in the wards. . -

In the Continental and American systems the University occupies &

* dominant position, the various departments being under the charge of a

University Professor with a skilled full-time staff working under him. The
professor instructs all the students in a particular subject and gives large-
scale demonstrations at daily clinical lectures, accompamed by diagrams,
specimens, etc. In Germany such departments ubder the cntrol of pro-
fessors are known as ‘ Kliniks’. Attached to each of these are lecture rooms

laboratories, rooma for students, eteo. - .
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Tt would appear that the best results are secured by combining the twy
systemsy the Continental and American system of clinical 1écture-deinonstra
tions to large classes with the bed-side clinics and clinical clerking so miicl
in.vogue.” ‘The lectures in subjects like Medicine and Surgery should be'gives
with a view to explaining certain fundamentals of each group of dises’ses and
to giving & connected view of applied Anatomy, applied Physiology and
Pathology and chief methods of clinical investigation and diagnosis togethex
with methods.of treatment of disease of the different systems. The student
should then bedn % position to etudy forhimself the details in a suitable text-
book. No Professor of Medicine or Surgery can dehl with every knowa
disease, or even the majority of such diseases, and it is futilé to give a theore-

. tical discourse on many of the diseases which are not commonly met with.
The majority of the lectures should be illustrated with clinical cases; patho-
logical specimens, radiological films, charts, etc.; and these lectures should
be carefully planned and prepared. = - .

. Surgery.——‘l‘heiteaching in Bargery should be planned on the same lines

as that of Medicine. After the three months preliminary training, students
*should spend 6 ionths in clerking and 3 months in the out-patient depart-

‘ment. -~ . e

. Obstetrics and Gynaecology.—The Obstetrics department should form &
wing of the main teaching hospital, or a separate hospital for women and
children may be buls in the same campus and used for teaching purposes.
-It must detract from the value of the feaching and be a great waste of time-~
if the student has to spend much time in travelling between hospitals. For
the student’s sake it is essential to have, in the main centre or very close te
it, a department of-obstetrics sufficiently large for the teaching of studenta.
A bed strength of 100 for obstetrics and 50 for gynaecology may suffice for™
an annual intake of 70 students or thereabouts.  * .. 4+ o. Y

<y . : -

.. The period of clinical work should be not less than six months, three
months of which should be spent in the final year and at least one month of
this period should be spent in residence. The Indian Medical Council, like
the General Medical Council, insists on each student personally conducting
20 cases of labour and this procedure has led ¢o incorrect certification in both
countries. According fo this rigid standard, a student may conduct 20.cases
of normal labour either in hospitals or in domiciliary practice, and not have
itnessed a single case of abnormal labour. - " - -

*

* « It is more valuable for the student to spend his time in a hospital whers
he can only get 10 or 15 cases and yet see a large number of abnormalilies
than to conduct 20 deliveries in a district or maternity home and see no ah~,
normal deliveries. Dgmiciliary practice is invaluable as this gives'the
student an insight info social medicine, but it is heither necessary nor pro-
fitable for him to spend a_disproportionate period of time in attendance o0&,
cases in the disg;rici';.i ~ YT oY

3

Attendante ak An antenatal and postnatal out-patient clinie, clerking
in ante-natal wards, attendance at Gynmeological out-patient clinic gnd vyal‘dl
and the follow np.of the neonatal cases are of importance. The time cevo-
ted .to opbstetrics ‘'end gyn=zcology should be in the proportion

-

B.ln
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There is a point of view frequently expressed that midwives and medieal
stadents should not be trained 1n the same hospital There is naturally con-
stant friction between the two as to who should take the case, but if a proper
system of domiciliary conduct of cases be introduced for midwives to whom
it is essential, and if & planned programme of case taking be arranged, there
should be no room for complaint.

General practitioners who practice midwifery should have had post-
sraduate hospital experience. The average general practitioner does not
want to do obstetrics, and if some form of group practice, as is envisaged,
iz evolved, it is hkely that one man would do the whole of the
obstetrical work of the group. Buch a person should have obtained adequate
post~graduate experience in obstetrics. The need for conducting 20 cases
before graduation will probably be less in the future than hitherto, while
more post-graduate work in obstetrics will be called for.

Pathology.—Pathclogy should be taught through all the years of the
chinical period. This does not necessarily mean any increase in the time
devoted to pathological teaching, but that it shonld be spaced so as to over-
lap with clinical instruction and mot be relegated to a short period of in-
tensive study.

There are two solutions to the question as to when an introductory course
m Pathology should be given. i. That instruction in general Pathology
and Bacteriology should be given before students enter the wards. ii. That
instruction should begin co-incidentally with climeal studies.

It would appear that if students, during their pre-clinical studies, are
familiarised with certain aspects of Pathology through conducted tours in
the wards, the introductory course in Pathology would more profitably and
suitably be given during the three months preliminary training at the com-
mencement of clinical studies. >

Included in the department, or associated with it, should be the four
branches of Pathology wiz., Bacteriology, Clinical Pathology, Morbid His-
tology and Chemical Pathology. The primary function of a pathological
department in a medical college is the dcquisition and dissemination of know-
ledge. The Pathology department being the key department in under-
graduate and post-graduate teaching and in research, the professors or senior
raembers should not be saddled with a great deal of routine duties and ad-
ministrative work. Their work should be linuted to that connected with
research, while all routine work connected with other hospitals in the city
or province should be done by a separate staff, who will, however, have the
bepefit of consulting the profcssors of the department.

Correlation of the teaching of Medicine by pathologists and physicians.—
This presents difticulties and is not practicable over the whole fields of Medi-
cine and Surgery, but in certain selected cases such a combined method of
teaching would be of value. In public health there is scope for a wider col-
laboration in the teaching in Bacteriology and Immunology. In some im-
portant groups of diseases the system of combined lectures by the staff in
Medicine, Pathology, Bacteriology and Preventive Medicine would be of
great benefit, as & complete picture would be presented and unnecessary
repetition avoided.
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Clinical Pathology.—Clinical Pathology is a development of what used'
"to be called © tesb room work’. There should be for each medical unit a ward
laboratory attached, while in the surgical units two units may share & labe«
ratory room. These should be located in close proximity to the wards eon~
cerned so as to facilitate the work of the students. Besides these ward labo-
Tatories there should be a centtal clinical laboratory for the whole hospital

in charge of the professor or a senior assistant where pathological, bacterio- -
logical and bio-chemical investigations will be carmed out This central
laboratory,. and the ward laboratories, should be under the superwvision of

the profeSsor who should be responsible for running them efficiently. '

Y
There are two aspects of clinical pathology wiz., (1)—the teaching of the
existence of tests as applied to the sick patients and all that such tests im-
ply, and (2) the actual technique of the tests. Thestudents should be taught
to perform the simpler types of laboratory tests which they will have to
carry out as geperal practitioners, but the actual technique of the more com-
plicated or rarer tests need not*be emphasised .unless the students are in-
tending to specialise later. - -
. Ezamination.—Opinion is -divided asg to whether Pathology should
come into the.final examination, but the general irend of opinion is that it
should be as near to the end of the student’s course as possible. The view
is held that, while Pathology should be allowed to play a large part in the
training and qualification of students, it should remain with experienced
clinicians to say whether a man is suitable to practice. Ifscientists, suchas
pathologists, come into the final examination it would magnify the im-
portance of their subject. It has therefore been suggested that the exami-
nation in pathology proper should be held 6 months to oné academic year be-
fore the final test. It is not suggested that the final examination will not
include gquestions in Pathology or the examination of pathological speci-
mens or slides, but such examinations should be in the hands of clinicians.

Post-Mortems.—This most valuable method of teaching Pathology re-
quires greaber attention in most colleges. Difficulties are no doubt increas-
ing, but with effort and zeal more advantage should be taken of the oppor-
tunities to ascertain the pathological conditions which actually were the cau-
ses of death, and students afforded all facilities to attend at convenient hours.
The post-mortem room should be so constructed that it will have all the
advantages of a clinical lecturé theatre and a side room laboratory should
be available for demonstration of details.

i

Public Health—This subjectis of fuhdamentalimportance, for the future
of medicine lies in the prevention of diseases and not only in their cure.  Al-
though it is 1aid down by the medical council that “ Throughout the whole
period of study the attention of the student should be directed by his teachers
() tothe importance of the measures by which normal health may be assessed
and maintained; and (b) to the principles and practice of the prevention of
Disease ”, little has been achieved in this respect. Few colleges here or else-
where have a planned method of approach to tackle the problem. The im- -
portance of social medicine is even now but imperfectly realised. The follow
up of cases is defective, the enquiry into environment hygiene is perfunctory"
and the follow up in the home to study conditions there with a view to ar-
riving at more satisfactory conclnsions in regard to the influence of home con-
ditions on the causation or the prevention of diseases is hardly ever attempt-
ed. Too much theoretical presentation of the subject is attempted and too
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Tittle regard paid to the practical and applied aspeets of preventive medi-
aine.

The extensive administrative duties connected with public health will
devolve on those with post-graduate qualifications in the subject. The
general practitioner, however, has to deal with individual and family hygiene
and home surroundings and the student should therefore be given opportu-

- mities daring his clinical studies to familiarise himself with such condition.
It wonld be well 1f he could for some period be attached to a Health Centre
and avail himself of the opportunities to study home conditions.

This subject must be taught in 1ts sclentiic aspects together with Pa-
thology in the third and probably in the fourth year, while the applied aspect
will be taught throughout the chnical years, more pasticularly in the fourth
and final years. Teachers of Hygiene should be members of the Publie
Health Department who are actively engaged in Public Health work or wha
were till recently so engaged. 1If officials in the Pubhc Health Department
are seconded to a teaching post, they should be so seconded for a maximum
period not exceeding five years.

SPECIAL DEPARTMENTS.

Thestudent is at present required to attend the special departs
wents of-—
Opthalmology.
Oto-Rhino-Laryngology.
Dermatology.
Venereology. -
Psychiatry.
Infectious diseases,
Tuberculosis.
Orthopaedics,
. Anaesthetics.
10. Radiology.
11. Vaccination.
12. Pediatrics.

The multiplicity of the specialities has led to a grave problem in under-
graduate medical education. In many colleges these departments are lo-
eated in special hospitals far away from the teaching centre and students
hal:e thus to expend much time and energy in journeys between hospi-
tals.

Speciahsation has certain advantages. It provides for more exact diag-
mosis  of difficult cases and is better for treatment. In an undergraduate
school a reasonable compromise betweer too little specialisation and toe
much is always required. )

Tt is essential however that special departments should be developed
withinthe main teaching centre. This will allow the student to see a large
¥aziety of cases and 1t should be a principle that members of the stafl sho_uld
be allowed to teach on cases not under their immediate care. Each medical

+ school hospital shounld therefore have as many of these departments as possible,
with a number of beds for all the specialities together equal to the number
for gencral medicine and surgery. These beds will make it possible

for groups of cases to be scen by the students in a relatively shord
time.

W@ PRI
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There hus been a tendency of recent years for many physicians
.and surgeons to take up new branches of medicine and surgery and practies
them exclusively. Neurology, Cardiology, Diabetes, Discases of the chest,
Urogenital surgery,. Thoracic sufgery, Neuro-surgery, Orthopaedic surgery,
Fractures and Traumatic surgery are outstanding examples. This practice
is tending to the formation of new special departments and has created
a major problem in undergraduate medical education,

When a man of anusual ability and originality appears, another membes
of the staff with similar interest should be encouraged to work with bim and”
‘the necessary departments should be provided for them. The departments
should be adapted to the men rather than the men to an existing
* department. . )
This insistence that special departments should be located in the main .
teaching centre does not imply that special hospitals are not required.- Om *
.the other hand, the existence of such special hospitals is desirable from the
point of view of the speciality coneerned as well as for purposes of post-graduste
teaching. The opportunity afiorded for a number of speciabsts to meet and
exchange views in a special hospital is of great advantage.. If sych special _
hospitals are located in the same compound or 1n very close proximity te -
the main teaching hospital they would serve the three-fold purpese of afiord.*
ing facilities for— ’ .07
{a) Under-graduate teaching, i
{b) Post-graduate teaching, and -
(¢) Opportunities for contact and eonsultation with the regular med:-
cal and surgical staff and other specialists. -

. A question of some importance is the place that these specialities shall
" hold in the examination of the undergraduate. Some of the specialities are .
mew given prominence with a separate paper and viva-voce devofed to the
#peciality. Some share that honour with one or more specialities or find &
Place in the papers on medicine and surgery. In other cases it is open to
the examiners to include a question on the speciality in the papers-or clinicals
in Medicine, or Surgery. The chief aim of the final teet of the undergraduate
should be to ascertain if he has & comprehensive view of the main subjects
of Medicine, Surgery and Obstetrics and the inclusion of specialities, or even
their possible inclusion]; throws an extra strain on the student sometimes te
ﬂll:la detriment of his general outlook. Two alternatives are thus avail-
able :

- ~ .
’ -

(1) That knowledge of the specialities should be tested at the final
examination either in the written, clinical or oral.
(2) That the student should be required to pass an elementary exami-
nation in the speciality conducted by the teacher before proceceding to the
- figal medical examination.

R Ophthalmology.—1It is essential that the student should be instructed
in the diagnosis and treatment of injuries and the common disorders of the
eye. “He should be able to use the ophthalméscope with sufficient skill* o
zecognise the more important changes in the fundus due to general disenses.
It ehould be possible to give this essential instruction in the ophthalmic de-
partment of a general teaching hospital in & three months’ course, compri-
sing clinical instruction and attendance at a course of lectures and demons-
trations. Ia view of the importance of this subject, more particslarlyin
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tropical countries, it would appear desirable that every student ghould be
examined in ophthalmology before qualifying in medicine.

Oto-Rhino-Laryngology.—Training in this speciality should consist of
instruction in the use of ordinary instruments and methods of examination
se as to recognise the appearance of normal structures and to carry out simple
tests of function. The period of clinical teaching should be thiree *months,
during which the student should attend the out-paiient departinent, twice
a week for two hours, and the wards or demonstrations once a week. A few
systematic lectures may be given as a preliminary.

Dermatology.—There should be a department of Dermatology in every
teaching hospital, which should consist of an out-patient department with
adeguate accommodation and & reasonable proportion of beds for the investi-
gation and treatment of ippatients. Wlementary instruction in the meor-
phology, physiology and pathology of the skin should be given to students
who should then attend a course of clinical instruction in the out-patient

department and wards on one or two days during a period of 3
months.

Venercology.—Although this subject enters into the field of medicine,
gurgery, obstetrics and gynaecology and every other speciality, there is an
advantage in the student attending a department of venereology, both out~
patient and wards for special instruction in this subject.

Psychiatry.—This subject should be dealt with both in the preliminary
course 1n the pre-chnical period and also in the climcal period. Apart from
the special bospitals for mental diseases which obviously should be located
st a distance, the main teaching centre should have an out-patient depart-
ment snd an observation ward for teaching purposes. A student should do
three months clerking on psychiatric cases in the out-patient department with
one attendance a week. A teacher should not handle more than 6 students
at a clinic1f students are to take an active part.

Infectious diseases.—At present the teaching of infectious diseases is
very defective. The hosmtals are poorly equipped and the staff in many
ocases are not selected from the point of view of teaching. The seasonal pre-
valence of certain infections makes it difficult for the student to study the
different types with which he should be acquainted.

It has been suggested that a certamn number of beds should be provided
in every undergraduate teaching hospital bothin the interests of patients
and in the interests of teaching, so that a patient who develops an infec-
tious fever while in a general hospital can continue his treatmentin a fever:
ward of the same hospital without being transferred to a fever hospital.
This can be done if the system of glass cabins in vogue in some continental
clinics bé introduced.

At present m this country cases of Typhoid and Puetperal fevers are
treated 1n general hospitals and in wings of maternity hospitals although in
Great Britain such cases are transferred to fever hospitals. There is now a
changed outlook and 1t is Tealised that typhoid fever teaches a lesson ig medi-
cal treatment and nursing techmque almost unparalleled by any other
disease. - _

If it is impracticable to implement these suggestions the only speeiali-

ties that need be taught outside the teaching centre will be infectious diseases
and men*al diseases.
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Orthopaedics.—The student should be introduced to the study of orthe-
paedic principles and practice immediately after passing the pre-clinical scien-
ces, t.e., during his first three months of prelimipary instruction. At this
stage with anatomical and physiological knowledge fresh in his mind he is
well able to comprehend those principles which underlie the diagnosis and
treatment of disabilities of the loco-motor system. The teaching should be
given inthe casualty out-patient department and in the orthopaedic ward,

The student should receive further clinical instruction in orthopaedics
in the third and fourth years as a dresser. In the final year teaching should
be provided in the orthopaedic out-patient clinics, and in fracture clinics,
as part of the general out-patient teaching facilities. Semipars, ward classes
and revision classes should also be arranged for small groups of senior stu-
dents. It should be emphasised that an experienced eclinical tutor is
an essential member of the stafi of all University orthopaedic teaching de-
partments. T
Radiology. T .

{AY Pre-clinical years.—Radiological demonstrations on anatomical and
physiological subjects should be more widely introduced and demonstrations
should be given by members of the radiological staff when feasible, in colla-
boration with teachers in Anatomy and Physiclogy. It has been pointed
out that one member of the radiological department should be recognised
as a part-time teacher of the pre-clinical subjects. As few radiological de-
partments can offer the space for large class demonstrations, medical
schools should be equipped with appropriate apparatus which could also be
used for research purposes. ;

{(B) Clinical years.—The object of instruction during this period is to
teach student the diagnostic and therapeutic value of radiology. . .

(C) Radio-Diagnosis.—1. Demonstrations as to how diagnostic radio-

logy may help the student in his practice. . - .

2. The X-ray appearance of lesions commonly encountered in hespifal
or general practice. ) . ) :

3. Therationale of, and preparation for, varions X-ray investigations.

-{D} Radwo therapy.—Undergraduates should be instructed in (@) Types
of cases in which radio-therapy is of value, and its contra indications.
. () The implications of radio-therapy so far as the patient is concerned,
t.¢., length and severity of treatment and reactions observed. )

{¢) The results obtained and possible sequelae. It iz not necessary
for the undergradiiate student to be taught details of radio-therapeutie tech-
nique. . -

A few formal lectures should be arranged in order to explam the princi-

ples of radiotherapy and the biological reactions involved. These should
be given in the final year, but there should be throughout the elinical course
a close cooperation of the medical and surgical stafi with the Radiological
Department.
. Andesthesia—This is a much neglected department in most teaching
mnstitutions. Students should be tanght by a fully qualified anaesthetist
and must have opportunities for administering anaestheties nnder super-
vision. The appointment of ° clerk to the anaesthetist ’ should be heid by
every student during his snrgical posting.

~

.
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Pediatrics.~This subject as it concerns the older child snouia be taught
in the children’s department which every teaching hospital must have within
its premises. The teaching of the physiology and pathology of neo-natal
life should more properly be in the hands of a pediatrician in the obstetrie
wing of the hospital or in a separate maternity hospital in the compound.
Special hospitals for children should be used for post-graduate teaching.
Students should be posted for at least one month to the pediatric department
when attached to the medical department.

Tuberculosis.—Every teaching hospital should maintain a tuberculosis
dispensary and also a tuberculosis ward for the treatment of acute cases.
Every student should be required to attend a three months course consisting
of out-patient attendances and 15 or 2C clinical demonstrations in the wards.
These demonstrations and such lectures as are given in this department shounld
form part of the general teaching of medicine which every student is
required to have. In this subject especially, clinical demonstrations are
of far greater value than didactic lectures. The preventive aspect of this
disease should be brought home to the student by domiciliary visits and
demonstrations of the positive measures which are needed to limit the
infection.

Dentistry—1It is not possible in all cases for Dental Schools to be run
glongside medical schools. In some cases Dental Schools will have to be
scparate institutions, but in future planning it is well to take note of the facs
that, both from the academic and financial points of view, it is logical for

_medical and dental education to be carried out in the same teaching centre.

In other centres, dental departments should be opened and the students
should be given a short practical course in the subject and taught the im-
portance of dental care in the maintenance of bealth.

Forensic Medicine.
The questions that arise are :

1. TIs a separate course of Forensic Medicine necessary in the medi-
cal eurriculum ?

2. If 5o, what should be its scope ?
3. At what stage of the curriculum should thiz instruction be
+ given %
4. Where and by whom should the instruction be given ¢
. A separate course in Forensic Medicine is definitely necessary, as without
~ such a course, the student could not be instructed in the numerous medico-
legal problems which will confront him when he enters general practice.

(2} Duration and time when tnstruction should be given.—A courde not
exceeding 40 lectures with demonstrations and medico-legal post-mortems
may be given. It should be taught at a stage when the student has already
obtained some instruction in medicine, surgery and obstetrics. It would
mot be wise to place it in the final year, for the final year should be devoted
to the three main subjects. The best time is the penultimate year, the sub-
ject being covered within two terms of that year. .

(¢} By whom should it be taught 2—There are three alternatives—

{a) By a person specially appointed for the purpose.
.{8) By a police surgeon. ’
{¢} By alecturer in the department of pathology
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The subject is certainly best taught by the pelive sutgeon provided he
is suitably thﬁed The proper quahfication is a good experience in the
Department of Pathology {five years) with a highes qualification in that sub-
ject. Alternatively it may be taught in the Department of Pathology, but
in such a case an assistant of the department should-be specxally trained for
the purpose. -

The un&ergraduabe must bave a gmm‘;dmg in, Forenslc Med:cme.

A faulty opinioninan ordinary medical case may be of some inconvenience
‘to the patient but a faulty opinion in medico-legal matters may do Eermanen‘b
damage to a person’s reputation and may endanger hig berty ot

- even his lifa ! <y

.The -present position in regard to’ the mvestlg&tlon Tof medmo—lega.l
problems 1s very unsatisfactory. Every medical pra.ctltxoner m charge of’
a remote dispensary whatever his qualification "or experiénce, is asked te

. undertake medico-legal post-mortems in complicated cases bf ¢rime and-he
is liable to be held in question thereafter. The presumption-is' that every:
medical man is competent to undertake these responsibilities, but unfortun-
ately neither the profession, nor the Judiciary or the State have stopped to
sonsider the absurdity of such a presumption. w5 .

Assuming the establishment of a State medxca.l semce in the future ok
the lines we have envisaged, a general practitioner attached to % heatlh cen~
4re might take up medico-legal work to the extent of & minor spéciality. The

* more complicatéd work should be undertaken by a specmhst or hls advice
ghould be available to the practitioner. e

(t48) An Institute of Forensic Medicine.—There is need for a central’
Yastitute which will serve the triple purpose of — () Training specialists and
teachers in Forensic Medicine ; (b)_ carrying on research with particulary
reference to conditions in the Troplcs and. Indla : (c)‘f»o be a ventre
for expert advice. ' "

Such a centre might well be located in a University eentre, Bombay,
Madras pr Calcutta, or perhaps Delln :d prospects of its early estabhshment
are brighter there.

Resident facilities for students ~The advantages whick will tesult
from students residing in the h8bpital during a portion of their clinical courss
are becoming increasingly clear. At present, in many colleges, the student
resides for at least one month during his period of training in obstetries,”
Similarly it is imperative that he should spend at least a month while work-
ing in medical or surgwa.l wards. The minimum penod of residence‘should
be three months, the nfaximum six months, This period of residence ghould
be in the final year of study. During his stay the hospital should be respon-
sible for providing the student with the necessary amenities, the student.
paying for his board only at reasonable rates.

It is important to see that separate common rooms and study TOOmMS A¥e
-provided, as otherwise the period of residence would not be utilised to the.
best advantage in studying and following the practice of the hospital.

If a period of mx months residence is feasible the student may spend
two months in the study of Practical Obstetrics ; one month in Surgery ; 3
ene month in Casualty work and Orthopaedics ; one month in Medicine
one month in Pediatrics. During this period of residence, the student shou
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ba encouraged to do responsible work, and he may be aésigned 5 to 6 beds
which he will look after under the supervision of a senior houseman or re-
sident officer. T -

The student’s health.—The clinical curriculum should be so planned
that students can have at least one month’s holiday, and preferably six weeks,
every year. The health of the student should be the concern of the medical
school which should provide routine clinical and X-ray examination of the
chest once a year. Advice and treatment for medical students should be
available from the experts of the medical school. Every teaching hospital
should reserve a few beds, preferably in a sepatate ward, for the care of the
sick under-graduate medical studegt. It ought to be impressed on autho-
rities that this should not be considered a special favour, but that the mana-
gements of hospitals owe a moral obligation to students and nurses who come
constantly in contact with diseased conditions, to provide hospital accommo-
dation if they should need it, free and in separate cubicles. }

Steps should also be taken to see that students are able to obtain good
mid-day meals at a reasonable price in or near the medicsl school and
that the school shall also contain adequate common rooms. All clinical
students must be able to enjoy regular exercise in the open air.

« Post-academic residence.—QOne of the urgent reforms needed is a compul-
sory House appointment for évery medical student at the end of bis course
and as soon as he is qualified. At present the majority of students on their
own imitiative seek House appointments and nearly 70 to 80 per cent. of
them are so posted. The period of compulsory post-academic residence
should be twelve months and this should be after graduation, but before
registration.

There are several ways of spending these twelve months, as, for
example :— - -
1. 6 months in medical and 6 in surgical wards.
2. 4 mopths medical, 4 surgical and 4 obstetric wards.

3. 6 months in the main hospital in surgical or medical wards and
_the rest at a health centre, or special department, or hospital.
4. The rotating system of being posted every 3 months to
different sections. - - )

Whatever form of practice a student is going to adopt he should take
& House appointment for a period of six months. The question of how he
spends the second six months would depend on the branch of medicine he
proposes to take up. There should not be any further examination at the
end of the period of 12 months. A certificate of satisfactory work and con-
duct should be regarded as sufficient.

During this period every house surgeon should be in personal charge
of at least 20, preferably 25 beds, and not more, but he should work under
the supervision of a permanent member of the unit and under his
guidance. .

To ensure that every student passing out is posted as a House Surgeon,
4 survey should be made of the regional hospitals, and such of those as satis-
fy the standards should be included in the scheme. The University should
be responsible for approving such hospitals and one of the clinical staff should,
on gehalf of the University, periodically inspect the hospitals which take
residents.
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« During the compnlsory penod of House appointment, every House-man
shonld be provided with proper residential facilities, and should be paid ade-
quately for his services, so that he may be free from financial worries and
devote all his time to the duties assigned to him.

The remuneration given for these appointments may take the form of
{a) Free board and residence, free laundry, etc., with a pocket allowance, or
() Free residence and an allowance ranging from Rs. 60 to Rs. 75 per men-
sem.

Dunng this time & course of lectures on medical ethics and the conduct
of practice might be given. The course should include instruction in the
organisation of medical and social services available to the community and
in the methods of using those services. Such a course would be of greater
value at this stage than during a student’s final year, when he is overwhelmed
with work in preparing for the final examinatione

Swmmary of recommendations on clinical studies.

That the Department of Preventive and Social Medxcme ahould be or-
ganised on the same lines as the pre-clinical and chmcal departments with
centres of teaching and research facilities : - »

That this department should have control fa.clhtxes (field work), i.e.,
facilities for the organisation and eontrol of the rural and urban community
fields attached to the department for demonstrat.mg the pnnclples and prae-
tice of preventive and social medicine. .

That the staff should consist of the followmg — o

- v Hospztal
Urban. Rural. (Co]lege)

Professor Associate or Professor Asgsociate or Professor, 9 S(’)éial
Asst. Professor, 5 De- Asstt. Professor, Sani-  Workers, 36 Case
monstrators. tary Engmeer (F. ’1.‘.), ‘Workers.

12 M. O. H.

The total being 23, with six senior teachers and exclusive of social workers.
1n a rural unit, not more than two students should be holding intern apycint-
ments in a primary unit. P

That, at a very early stage, facilities and trained personnel should be
made available to put into operation the scheme of training in preventive
medicine which the Jommittee consider as essenfial for the training of
the basic doctor. A copy of that scheme is given as appendix 29.

That, in the meantime, the preventive medicine aspect should be stress-

ed in the teaching of every subject throughout the clinical course, and the
student be given an insight into social medicine by contaéts with home and
community life. .

That a note embodying these recommendations in regard to tra.mmg in
preventive medicine should be circulated to all medxca.l institutions and
Universities for information.
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That a H spital Social Service should be _esl:abliglied a8 soon as trained

personpel are available. . ]
‘That an introductory course of instruction mn elementary Psychology

ogy.should be given to the students by the Professors of the De-

and Paﬁ;‘:"cognycexned eithfrl in the latter half of the pre-clinical period or in

ihe first three months of the clinical period. .Methods of clinical diagnosis,

including laboratory technique and -bhe elements of nursing and dietetics

with an introduction to social medicine, should be taught at the beginning
of the olinical period. , oo . )

That clinical records should be carefully written up and they should

be preserved and these records should be under the charge of a responsible

member of the staff. -

That, in the teaching hospitals, clinical pathological conferences should
be periodically convened at which all the members of the clinical and patho-
logical stafls should be present. The senior astudents should also be

partme

present. _ . .
That, just as pre-clinical teaching should have a clinical bias, clinical

teaching should be conducted ‘with the scientific bias emphasised
at every stage. - )

.That the following should be the periods of clinical elerking and posting
of students to wards, it being understood that proper emphasis is laid on out~
patient trafning, especially in the junior sta.ge\ :

“ Medical .. .. 3months juniorand 3 months senior.
Surgical "t | .. 3 months junior and 3 months senjor.
. Qbstettics and Gy-
» " naecology, “in- -
- »cluding . Pedia-

trics. <.’ .. 3 months junior and 3 months senior. :
... Specialities .. 9 months divided into periods of 3 months
. each for surgical, medical and social medi-

. cine,

(The above periods, added together, make a total of 27 months. Spe-
cialities may be attended daily for one month or for 2 days in a week
for 3 monthas). .

That the last three months should be available to the student to attend
such clinics as he may feel inclined to.

{NoTE.—A view wag expressed that 6 months is not sufficient for sur-
gical and medical wards posting and the out-patient clinic should play a
iarger part.}

That this scheme can be brought into operation provided that the or-
ganisation of departments ara on the lines suggested, and that well quali-
fied and well trained teachers are available in sufficient numbers, so that
there in & proportion of.1 : 8 junior teachers and 1 : 10 for senior
teachers. .

That every clinical teacher should emphasise the physiological aspects
of his subject and shduld impress on the student the social and preventive
agpagcts of medicine. :. .

That there should be full-time professors in each of the subjects of
Medicine, Surgery and Dbstetrics with Gynaecology. ;
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That, in the teaching of Obstetrics, special emphasis should be laid oa
¢he antenatal physiology of labour. The question of adequate training in
- Pediatrics should be farther consulered,
That domiciliary practice should be encouraged and tha.t. this should
be particularly emphasised for women’ students. :
= That all students should be in ;emdence for atleast 3 months one month
being spent in each of the departments of Medicine, Surgery and * Obs-
tetrics. )
That the number of beds in a unit should be at least 40, and that S or 18
students should be attached to each unit.

Recommendations on Pathology.

That there should be a well-organised department- of Pathology in each
teaching centre to include the departments of Morbid Anatomy, Micro-Bio-
logy {Bacteriology and Parasitology), Experimental Pathoiogy and Clini-
cal Pathology ;

" That, in each mhtuhon, there should be a Board consisting of. the
Pathologist, Clinician, Physiologist and Anatomist, meeting at least once a
ferm to coordinate the teaching of those subjects in the .clinical
penod 3 -

That experimental Pathology should form an essentla.l part of the wotk
of the department, and that mammalian experiments should be «demonse.
trated to the students ; c R W

That the teaching of M_lcro—Blology, Bacteriology and Pata.mtology shionld
be coordinated with the teaching of social medjeine;“and  that”
there should be opportunities for demonstrations during’ field quk

That, in the teaching of Morbid Ana.tomy, planned mebfmds of teachmg
should be laid down in consultation with the Professors of Sutgery a,nd | Medj-
cine ; ~ arn

That Pathology and Bacteriology should be taught throughout fhe period.-
of clinical studies. About 600 bours are likely to be reqm.ted excluswet
of the time spent at Autopsies ; : = g
' That the Physician and the Surgeon concerned should attend the post-
mortem with the students, and should participate with the Pathologist in
the discussion and exposition of the post-mortem findings in so far as these
bear a relation to the clinical findings and diagnosis; =~

That the staff should be whole tlme and should consist of :— T

A full-time Professor ; ;
Three Assistant Professors, or Readers, of whom one will be for

. Clinical Pathology, and one for Miero-Biology :

One or two Associate Professors, who should be either j ]umor or senior
» Physicians or Surgeons, the idea bemg to associate also a junior or senior
Obstetrician and Gynaecologist with the teaching,
» That the Head of the Department of Pathology should be Ex-Oﬁiclo
Consultmg Pa.thologvet to the teaching hospital ; . .l
" That, in view of the importance of Autopsies in the training of_the medi-
ca} student, it was for consideration whether State legislatién was necessary &
to make them obligatory when the physician™ or surgeox in charge” of the
case, considered them to be necessary.

»
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Fo;ensic Medwine.—That Forensic Medicine should be tanght by a per-
son who shouid be a whole-time teacher and should have a sound knowledge
of Pathology and also a post-graduate qualification in Pathology or

Medicine.
General Recommendations.

That Clinical Clerking in Social Medicine should be performed in the
afternoon in the 4th year while working in the specialities, and in two groups ;

the total number of hours being 100 ;
That Pharmacy may be taught in the earher part of the clinieal
] -

course : -
That the second course in Pharmacology may be correlated with the
leotures and clinical demonstrations in Medicine ;

That Toxicology should be taught with forensic medicine ;

That Therapeutics should be taught in the latter half of the clinieal
period ;

That there should be a department of Pharmacology and Therapeutics
together with experimental therapeutics ;

That the staff of that department should include a whole-time Professor
of Pharmacology and an Associate Professor of Therapeutics and assistants,-
one of whom should be a chemist ;

. That every teaching hospital should have at least one fully qualified
pharmacist and that he should assist the department of pharmacy ;

That it is desirable that, in the clinical professorial units, one of the
assistants should be a trained pathologist and that he should be avaijlable for -
teaching, research and consultation ;

That samples of blood, urine, facces, smears, etc., should be examined in
the side laboratories’ and that these laboratories should be equipped for this
purpose }

That, as far as possible, autopsies should be done at a fixed time but, 1n
cases where this is not possible, the pathological specimens collected from the
post-mortem should be exhibiged for 24 hours in a convenient place together
with full clinical or pathological notes on the case ;

That there should be a Museum under a full-time Director, containing a
small and adequate number of specimens in each subject selected from the
point of undergraduate teaching and with full notes available.

That the teaching of operative surgery and applied anatomy might be
covered in 30 or 40 classes—(a series of window dissections is particularly
useful for the study of Regional anatomy).

. Opinion was divergent as to whether undergraduates should be given
training in operative surgegy on the cadaver, and whether an examipation
should be conducted on the dead body. .

_ That it was extremely desirable that every medical student should be
given adequate training in First Aid and Ambulance work in the pre-clinical _
period and that those who joined the U.T.O0. should be exempted as it was
considered that they would be sufficiently trained.
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(e} Medical Ezaminations.

"+ The system of examinations for the undergraduate who has entered on
his regular medical studies deserves careful consideration. In s publicstion’
issued notlong ago under the arresting title ‘“ An examination of examina-
tione ”, by Sir Philip Hartog, it was made clear that, even in the valuation of
the written script, there were wide variations between examiners, the varia-
tions ranging between 30 per cent. ahd 75 to 83 per cent. The possibility of
such variations is not less in the conduct of clinical and viva-voce examina-.
fions. Well frained and seasoned examiners are an asset, but there is an
advantage in gradually including fresh talent, so that the system of examing-
tion should not be petrified and static. - . L C

In a well regulated scheme, there should be internal and external exami-
ners in equal proportion. This is not always possible in India, where long
distances, time needed for examinations and the expenditure likely to be
incurred may make it difficalt. Examinations have, aiter all, a limited value,
but the more important consideration is the provision of’ adequate facilities
for teaching, competent staff with a liberal number of teachers and the provi-
sion of well equipped laboratories, a library and an adequate range and variety
of eases. The conception which medical councils have apparently acted on,
that an inspection of examinations furnishes material tojudge of the standard
of medical qualifications, should be radically revised.

There should be three examinations in the course :—
1. At the end of the pre-clinical period. , . -
2. A year or 6 months, preferably a year, prior to the last year of study.

3. The final test at the end of the course, in medicine, surgery and
obstetrics. ’

It is desirable that examiners should desist from asking about rare or .
complicated conditions, and should devote their attention to the commoner
diseases met, with in practice. . Theirtaskis to find out what the studentknows, ..
rather than what he does not know. -

Itis also desirable that examiners should devote some time to the prepara-
tion of the -practical and elinical tests and should themselves conduct these
tests, or examine fully and study the clinical cases before they are set to the
students. An examiner should have no more facilities for the diagnosis of a
cass than are available for the candidate, and emphasis should be more on
methods of approach and reasoning than on the giving of a diagnosis.

Summery of recommendations on Medical Examinations. ~ A

That there should be, in the whole medical course, two examinations
held; one at the end of the pre-clinical period including the subjects of anatomy,
physiology and pharmacolegy, and the other at the end of the clinical period
when the following six subjecta shall be offered :— - .

Preventive and social Medicine, Medical Jurisprudence, Medicine
including Therapeutics and Medical Specialities, Surgery including Surgical
precialities, Obstetrics and Gynaecology including pediatrics, and Patho-

gy . _, . )
That a student can pass in each subject separately provided, however,
that he shall complete a pass in Medicine, Surgery, Obstetrics and Gynaecolo-
gy within a maximum period 0f 18 months. The medical examinationsshould

beheld twice a year. ~(Note.—It should however, be open to the University-
HI1342HSDC 8
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to hold an examination in the subjects of Pathology, ;Forensie Medicine and
Preventive Medicine, six months to one year before the final examination
in Medicine, Surgery and Qbstetrics). ‘

That no student shall be allowed to enter on his clinical course of studies
until he has passed the:pre-clinical examination.

That, so far as possible, external examiners should be associated with the
eonduct of the examinations, and that it should be the aim of all Universities
to see that, in medical examinations, at least half the examiners are external-

There should be no attempt to impose a stereo-typed curriculum through-
out the country. A wide margin of hiberty should be allowed to individual
medical schools and Universities to develop their own potentialities and ever
to experiment. Reforms and improvements can more easily and quickly be
brought about in this way. Where reforms have to await agreement among

& large number of institutions, the results are invariably a compromise, and
a sense of frustration is developed in those institutions, which desire to initiate
reforms.

(f) Internskip as Home Surgeon or Physician—Thereshould be, for all
students, one year of internship after the final qualifying examination and the
authority responsible should certify that that internship hasbeen satisfacto-
rily fulfilled. 'This period should not give the student the rights of a falb
practitioner, but during it he should work under the supervision of a Senior
Officer. . )

That the conditions under which hospitals should be recognised for intern-
ship should be considered and definite rules laid down by the University.
Such hospitals should be periodically inspected and reported upon.

The intern should not displace senior housemen, clinical assistants and
resident assistapnts. The need for such senior housemen will be all the greater,.
for effective supervision and help. ‘

A careful record should be maintained of clinical work carried on and
such records should be certified by the Senior Officer under whom the student
works. ~

During this period, in whichever ward he is posted, the intern should
perform duties in the out-patient department and should work in the clinical
pathological laboratories. During the whole of this period, he should be
earefully supervised and guided.

_That there should be latitude given to the authorities concerned to post
the intern to any of the following assignments provided a three months * intern-
ahip in a public health unit is always included,

1. Six months surgical or six months medical work.

kz. Four months medical, four months surgical or four months obstetrical
work. -

3. Three months rotation including, medical, surgical, obstetrical work
and public and rural health centres. - :

That the numbers of beds assigned to each intern should be between
10 and 20.

_That the intern should be given free residence in the hospital and shonld
receive a subsistence allowance of Rs. 60 to 75.

That, a8 far s possible, the intern should spend six months in a primary
teaching centre either in the first or the second half of the period. '

'
. -
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That, during the period of internship, a fow lectures on ‘médical and legal
vesponsibilities should be given by a person selested by the University. -

Essentials in a8 hospital approved for interns.’ L.

. The hospitals approved for the trainmng of interns during the
Iast year of the graduate course should comply .with some general
basic principles. In enunciating these principles it is not intended
to interfere with the administration, or the general policy,  of
individual hospitals’ which may be recognised for the above purpose. Itis
Lowever believed that, in the interests of better medical education and of
improved scientific and ethical care of the patients, there should be a wide
agreement on the minimum requirements to be met regarding conditions of
service, organisation of training and educational facilities available at -such
indtitutions.. It is therefore considered that an acceptance of these general

- principles by the hospital authorities is necessary, if they intend to take up
the training of interns. . . -

1. Hospitals eligible for approval—Only general . hospitals should be
eligible, which have at least 100 beds with, & minimum daily average of 75
patients, and which provide a variety of medical, surgical, obstetnical and
pediatric patients either in the hospital proper or through suitable affiliations
with other institutions. - .

II. Organisation.—The organisation should consist of a Governing Body
having authority and responsibility to execute the decision arrived af by such
a body. In the case of Government, or Municipal, institutions this bédy
should have statutory powers conferred on it, enabling it to give effect to its
resolutions within the framework of the general policy and within the limits
of the budget provisions sanctioned by the Government or the Municipality.

An Executive Officer, or a Superintendent, should be responsible for the
actual carrying out of the resolutions adopted by the Governing Body. The
Executive Officer should be assisted by adequate and competent personnel,:
Such an officer shonld be selected on an All-India basis and should not be
appointed for a period of less than five years. . .

II1. Staff—The appointment of the staff constitutes the most essential
feature in the organisation of an institution. The staff should be composed
of regular physicians who are properly qualified as to training, licensure and
ethical standing. ’ . : .

1. Senior Staff—There must be an organised staff of physicians who
hold the degree of doctor of medicine, or an equivalent post-graduate quali-
fication, from acceptable medical colleges ; who are of unquestioned profession-
al and moral integrity ; who are proficient in general practice, or in the special
fields to which they devote themselves ; who give personal attention to the
patients under their charge and who will provide adequate facilities, instruc-
tion and that sympathetic cooperation without which interns and graduate
students cannot obtain the practical training for which they are serving the
hospital, . o -

. 2. Graduates ¢n Medicine.—The hospital must not only confine member-
ship of its stafl to reputable practitioners who have obtained post-graduate
degrees but should also select a junior staff from suitable graduates in medi-
cine. The conditions regarding ethics and character must apply to every
person permitted to treat or prescribe for the sick in the hospital, or in any of
its departments. Conditions regarding graduation do not apply to tke
treatment of patients by nurses, messeurs, and fechnical assistanfs whsan
acting under the orders of any physician on the attending staff. .

PA
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3. Staff Conferences.—The hospital staff should conduct a regular monthly
staff conference at which the work of the various hospital departments is
considered and where interesting hospital cases and selected autopsy reports
may be pressnted for general discussion. The interns should be expected to
attend these meetings and should be encouraged to take an active part in the
iscussions.

IV. Nurses.—A competent nursing staff should be provided by employing
a sufficient number of nurses who are graduates of schools of nursing recognis-
ed by the registering authority for nurses, or by maintaining a school for their
training Al nursing should be supervised by qualified registered graduates.

V. Records—The accumulated experience of most of the teaching hospi-
tals in other countries has shown that no improvement in the treatment of
patients and the training of medical students could be effected without the
organisation and functioning of an efficient department of medical records.
An adequate record system should therefore be maintained in all approved
hospitals. No particular system or set of forms is recommended since require-
ments are not the same under varying circumstances. The average case
tecord should conform to the following standards :—

1. The case records shounld be comprised of complete histories giving the
patients eomplaint, physical examination at time of admission to tbe hospital,
preliminary diagnosis, laboratory findings, description of operstion, if any,
progress notes, final diagnosis, condition on discharge and, in case of death,
autopsy findings if secured.

2. Case Notes.—The histories should show, by signatures or initials, all
vetsons writing them, or parts of them, as well as the staff members by whom
the histories are verified. Likewise, all orders and progress notes should be
initialled or signsd.

3. A competent clerk should have charge of the records pertaining to
patients. To be of educational value the records must be so handled as to
be readily accessible when desired for special study or reference work. There
should be an alphabetical index of patients, with cross files according to diagno-
ais, operations, ete. Lists should also be kept of patients according to depart-
ments, i.e., medical, surgical, obstetrical, padiatric genitourinary, gynaecolo-
gical, eye, eaz, nose and throat, tuberculosis, etc., and of hospital days or daily
evorage of patients, deaths and auntopsies. Histories should be filed so as to
be easily accessible. Complete monthly reports and annual summaries should
be prepared covering the various hospital departments. ‘

V1. Laboratories.—A clinical laboratory in the hospital should be equip-
ped both for the ordinary routine tests, end also for the more technical bacterio-
logic, serologic, chemical, basal metabolic, and tissue examinations. A
competont physician-pathologist {(not only a trained tcchrician) must be in
charge of the laboratory, who shall supervise the work in general and person-
ally examine all tissues from the operating roomsa and furnish reports of gross
or microscope findings a» indicated. Records must be kept in the laboratory

of all work carried out by the department, and copies should be filed with the
yatient’s clinical record.

2. All tissues removed in the operating room should be cxamined, des-
cribed and diagnosed by a competent pathologist, excepting tissues, such as
tonsils and teeth, in which the pathologic changes are guite oLvious.
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A physician-pathologist should be employed on a full-time or part-time
basis. When this is not practicable, arrangements should be made with a
consulting pathologist for tissue diagnosis, post-mortem work and the inter-
pretation of the more complicated tests and determinations in clinical and
#urgical pathology, as well as in general clinical laboratory work. The patho-
logist should preferably be one who has received specialised training after
gradustion for at least one year in Clinical Pathology at an institution recog-
nised for this purpose. ' -

3. In as much as the percentage of autopsies has come to be recognised
38 an index of the educational activities in a hospital, no institution should be
spproved for the training of interns which dees not have a record of autopsies
of at least 15 per cent. This condition may be difficult to comply with in all
parts of India at present, but it should be the sim and endeavour of all hospi-
tals to attain to it in the course of the next ten years. The auntopsies shounld
preferably be performed in the hospital by, or under the supervision of, the
hospital pathologist who has special knowledge of this type of work and who
can furnish reports that include a summary of the clinieal records and a detail-
ed description of gross and microscopic findings. - T v

VII. Library.—1. A separate, suitable reading room in the building
should be provided for the use of the medical staff and the interns. A librarian
or library clerk should be appointed to look after the issue and care of books
and journals. - .* v .

2. An annual grant of at least Ra. 1,000 should be allocated for books and
periodicals (s.e.,excluding salaries of staff and cost of furniture, ete.) and of this
amount at least Ra. 500 be spent on current medical periodicals (foreign and
Indian Journals). The balance to be spent on reference books, monographs
and annual reviews. ¢

3. It is essential that all journals should be bound at the end of the year
and kept for reference. . .o

4. An initial expenditure of about Rs. 5,000 for purchasing reference
books, ete. and perhaps including a microfilm reader would be a desirable
addition. - . B

The above suggsstions relate to a hospital with 100 beds. For bigger
hospitals with a larger staff and facilities for training a larger number of .
interns, & correspondingly larger expenditure on library facihities would be
desirable. < - :

VIII. Department of Radiology.—This department should be equipped
for at least roentgenographic and roentgenoscopic procedures and must be
directed by a physician-roentgenologist who is properly qualified for the work
which the department purports to do. Records of the work earriecd out must
be on file in the department, and copies should be filed with the clinical charts.

IX. Records of Interns Work —Each bhospital should keep a weekly or
monthly record of each intern’s work. * This information is most conveniently-
supplied to the superintendent of the record office by the interns themselves
on special forms where space is provided for the following :—Period covered ;
service ; number of patients admitted on service ; number of histories and
physical examinations ; number of anesthetics given ; number of operations
assisted at ; number performed ; number of deliveries attended ; number
performed ; antopsies attended ; heurs in laboratory ; lectures attended ;
clinies attended, ete. \ -
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) X Admission to the Approved List.—Application for Approval. Hospi-
tals that wish to be accredited for intern training should apply to the Council
on Medical Education and Hospitals, or such organisation as may be properly
constituted by the Universities. A list of approved hospitals should be circu-
lated to the different Universitios and the heads of medical colleges at stated

intervals.
PART 1L

THE REQUIREMENTS OF A MEDICAL COLLEGE,
{Note.—This subject is brought to the notice of the authorities concerned
because of its importance wn the light of new developmenta.)

{1) As a result of the survey of medical education, it is hoped that medi-
cal colleges will consider the need for reorganisation and that plans for exten~
sion and improvement of existing structures and facilities will be prepared.

(2) Active steps are being taken in several provinces to convert medical
schools to medical colleges.

(3) It is expected that as a result of the recoramendations of this Com-
mittee different provinces will open new medical colleges and plan them on
modern lines.

1t seems, therefore, desirable that there should be set down a general
idea of the requirements of an ideal medical college.

The ideal medical school should be capable of providing the studwnt with
the whole of his medical education, from the time of his entoring the school
until he is qualified, after which a resident post should be found for him,
either in his own school or elsewhere, before ha goes into practice.

Site.—To allow adequate room for the ervction of a medical school, it is
suggested that a site of from 100 to 150 acres in extent should be available
to accommodate —

{a) The Medical School with its pre-clinical departments.

(3) A General Hospital.

{¢) A series of spacial hospitals, institutes or units. The whole site
should form a teaching hospital centre, and its component parts should be
comprehensive enough to provide the nucleus of teaching in all subjects, -
as well as the direction of research and of post-graduate studies. Each
of the institutes or units should be flexible enough in construction to allow
for expansion if necessary. .

{d) Quarters for a full-time staff. -

An alternative suggestion is that the teaching centre shall provide units
for the specialities to be utilised for undergraduate teaching, while special
hospitals dre located within & convenient distance and utilised for the instrue-
tion of post-graduates, and specialists who aspire to become consultants.

Number of students.—This must depend both on the accommodation and
facilities available in the pre-clinical departments and on the number of beds
and the clinical material available in the associated hospital.

The number of students that should be admitted into a medical school has
been the subject of considerable discussion.

It has been suggested— .

{1) that BO admissions a year is desirable,

{2) that 60 to 70 should be an optimum, and

{3) that normally 100 should be the maximum.
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In the medical school proper there should be an adequate number of large
and small lecture Halls ; laboratories, preparation rooms, ete. ; & library and
Teading rooms ; common rooms ; a department of research with special facili-
ties. ‘ . ‘

‘Well planned and well equipped laboratories, however, cannot provide
satisfactory service unless they are manned by an adequate number of suit-
-ably trained technical assistants. . The selection of these should not he by the
haphazard methods of the past. Their training should be systematised by
instruction in technical schools or departments, and they should be ade-
-quately paid. T

As distinet from individual departmental requirements, certain facilities
-and equipment of a general character are needed. Museums, including a
radiological museum, should be readily accessible to all students and shounld
contain sections specially arranged for teaching purposes. Mcans both for
-taking and for showing cinema films to students should also be provided.

Many departments such as Biology, Anatomy, Physiology, Pathology,
‘Experimental Medicine and Surgery, Pharmacology, Bacteriology and Mid-
wifery as well ag the rescarch unit require to maintain live stock. This need
ds best and most efficiently met by organising a central animal farm under the
<care of & Veterinary Surgeon, where Genealogical Histories would be kept.
Each unit could indent on the farm but should have its own animal house
wunder proper conditions where the department 'would carry out its investi-
gations. , t . o
’ The actual accommodation of the departments should be on an ample
wcale 80 as to permit of any expansion to meeb future requirements in the
aadvance of medical education. Not infre quently work has had to be carried
~on under cramped conditions as old buildings have become out of date and
‘inadequate for the expanding work of medical education and research.

. Hospital accommodation.—The hospital in a teaching centre should be so
gdesigned and organised as to meet both the needs of the patients and the
vequirements of students and also to be suitable for the research work of the
staff. Wherever post-war construction of teaching centres or reconsirue-
tion of such centres may be needed opportunity should be taken to sed that all
‘three aspects of work carried on in a teaching centre are fully provided for.

It is very desirable that a teaching hospital should be provided with
proper residential accommodation for its full-time junior staff, for its studenta
an their last year of study and for interns. i

Number of beds required in a teaching centre.—The number of beds required
whould be based in general on the number of students admitted in a year.
Tt may be stated that there should be 10 beds per sthdent admitted, and that
half this number should be for general medical and surgical cases in equal
proportions, and the other half for the specialities, which should be provided
gor within the area of the teaching centre. -

A rough plan would be to provide, in a 1,000 bed hospital, for—

Medical s . s -s u 250
Surgical .. .. ‘em au an 250
Obstetric .- e aa ‘Cee . 100
Gynaecological . .- .s e . . 50
Ophthalmic .. .e Tes s e 50
E.N.T. ‘e P »e .o .o 30

, Dormatology .. en .e .o ,e 20
Radio-Therapeutics .e .. e ,e 20 .,

“Tuberculosis .. .s . .s .o 20
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Beda
Dental .o .. .. .- 10
Orthopaedic with fraetures .. .- .. 50
Pediatric N .e .. .. .. 850
V.D. .- .- .- . .e 25
Others . .. .s .. . 25
Research poel .. . .. .o .e 50

It skould be emphasised, however, that the number of teachers rather than
the amount of chinical material or beds available should determine the number
of students annually admitted.

There should be in each teaching hospital :—

1. Lecture rooms for clinical demonstrations.
2. Test-rooms.
3. Out-patient departments.

Lecture rooms—There should be two main lecture rooms for the whole
hospital, to seat at least 100 and equipped with black boards, facilities for
micro-projection and for wheeling in patients, with an ante-room where they
could be accommodated until required for demonstration.

One small clinical demonstration room for each wunit, to accommodate
about 30 students, 1s desirable.

Test rooms.—There should be one test room (ward laboratory) provided
for each clinical unit. There should be at least one test room for the out-
patient (general) and one test room for the skin and venereal departments,

Clinical laboratory.—There should be a large well equipped central labo-
ratory for the whole hospital, where the more complicated tests, Bacteriologi-
sal, Pathological and Biochemical, will be eonducted.

Out-patient Depurtment.—In many hospitals, perhaps the least welk
equipped and organised section is the out-patient department. Yet this
department furnishes a wealth of clinical material for teaching purposes and,
forming as it does a link between domiciliary practice and institutional prac-
tice, should be of the greatest value for teaching. The first essential in all
out-patients departments is to make the out-patients comfortable during the
Iong period of waiting. There should be adequate waiting, examination and
undressing rooms, and arrangements made for some form of canteen service.

It is desirable to have separate small cubicles where the teacher may
systematically examine the patient and demonstrate to the students. The
mixing up of old and new cases is not desirable. Careful records should be
kept, and an intelligent secretariat should be maintained for cataloguing and
indexing the cards, and for issuing them to the patients. Every special
department should have its own out-patient chnic.

The need for special laboratory facihities and for a diagnostic radiological
outfit need not be emphasised. .

The medical and surgical out-patient departments should be conducted
by the medical or surgicsl units on their respective days for admission, and
the students posted to the unit shounld attend the out-patient department
on such days. Depending on the number of ‘out-patient cases, it may be
necessary for more than one unit {Medical or Surgical) to attend.

There should be a well organised casualty department in each hospital,
situated in the out-patient department and every student should receive
instruction in accident work. :

. Adeguate range and variety of cases and the linking up of hospitals for
teaching purposss. ~
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. Regionalisation of hospitals for undergraduate and post-graduate teach~
ing will be of considerable use in as much-as it will be possible to draw a great
variety of cases from these hospitals for teaching purposes. The hospitals,
if properly staffed, could be used for posting junior students as medical
clerks or surgical cressers, for posting housemen and for refresher courses
for students who had failed aud were required to put in an additional three
months work. -

Kehabilitation centres.—Rehabilitation centres should be available at
a convenient distance for use by teaching hospitals so that convalescents
and chronic cases may be transferred to such centres and be under the care
of a trained staff sent from the teaching hospital. Such centre, besides giving
reasonable rest for the patient, would relieve the congestion in teaching hos-
pitals and would enable the students to follow up cases by a weekly visit with
a member of the senior staff. - .

Staff of the Medical School and Hospital.—The preclinical and clinical
laboratory staff should be full-time, the heads of the respective departments
being full-time professors with a sufficient number of senior and junicr
assistants and demonstrators. There should be 1 teacher for every 8 or 10
students, the number of demonstrators being restricted to two-fifths of the
total staff. Inall practical classes there shonld be atleast 1 teacher to super-
vise 15 students and the practical classes should be small, the total number
attending at & time being limited to 30 or a maximum of 40. . _
€linical Staff. . o

. :'iypes of teacher—There are three types of teachers who may be em-
ployed :— . b .. . Co o

1. Heads of departments in charge of units.—Those may be in charge of
the three units of medicine, surgery and midwifery. These should be full-
ﬁme. . 1 ~ ¢ . . 2
2. Part-time teachers—Part-time clinical teachers are valuable as they
are in contact with the problems of general and consulting practice and can
provide a variety of experience and teaching. They must, however, devote
an adequate part of their time to teaching, and should receive remuneration
for teaching duties and hospital services. Such salaries should ecarry with
them definite obligations in this respect. + . .

3. Senior and junior teachers.—These should be avsilable in sufficien
nambers. The senior teacher i3 best fitted for practical teaching, while the
junior teacher is best fitted for the inculcation of routine methods of examin-
ing d};atients and for assisting the student with problems arising during his
studies. »

In making appointments to the staff of a teaching hospital teaching
ability should carry due weight. .

Full-time staff (clinical).—Full-time heads of the departments of Medicine,
Surgery and Obstetrics, together with full-time assistants, are needed to
organise teaching and research in the subjects.

. The full-time professor should, however, have no control over the clinical
work of part-time teachers, nor exercise any anthority over other members
of the staff who are not working under him directly, except in the matter of
coordinating teaching in the department concerned. With good-will an
both sides and with a genuine interest in teaching an harmonious relation-
ship ought to exist and the full-time head of the nnit should be locked to
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for help and advice in regulating teaching in the best interests of the school.
For purposes of clinical lecture demonstrations, the clinical material of the
hospital should be made available to all teachers (clinical and pre-clinical).

A full-time professor should be appointed without the right of practice.
Such a person should be selected for his outstanding abilities and should have
had alarge experience of the practice of his profession, both domiciiary and
institutional. His ability to teach and to enter into cordial relations with
his colleagues should be taken into consideration. His salary should be such
a8 to secure the right type and to free him from all financial embarrassment.
A salary of Rs. 1,500—2,000 is pot excessive.

The junior teaching staff, as well as one or two senior assistants, should
bold whole-time salaried posts and should have no right to practice.

Part-time appointments.—Part-time clinical teachers are of value as
they are in contact with problems of general and consulting practice and
are best fitted to train future general practitioners. By their number they
provide variety of experience and teaching. They must, however, devote
ap adequate part of their time to teaching. AL hospital teachers in the clinical
period should receive salaries. In the part-time posts, outside consulting
work must not be allowed to impair the efficiency of hospital work and teach-
ing, and some arrangements as to supervision and control should be made
by the authoritics of the hospital concerned. Regular attendance and regular
hours of teaching should be observed by all members of the teaching staff ;
and other distractions, whether of administration or professional worlk,
ghould not be permitted to prejudice this essential work.

Status of teachers.—1It is of fundamental importance that medical teach-
-ers should have complete freedom in the controlof the bedsin their charge
and in their methods of teaching and treatment. The teacher should have
full clinical charge of the beds allotted to him subject only to the general
-administrative sapervision of the Dean, or Superintendent, of the hospital,

Salaries may vary in the different grades but should be such as to attract
in each grade the right type of person. Part-time clinical teachers may be
appointed for a period of b yearsin the first instance and may be con-
tinued for a further period of 5 years subject to a satisfactory review of work
at the end of each period.

The following scales are suggested :

Rsa. p. m.

Full-time Head .. .e T .s .. 1500 to 2000
Full-tame Senior Assistant .= .e . . 500 to 1000
Full-time Junior Assistant e C s . .e 300 to 600
Part-time non-professional staff, .. .. . e 500

Part-tyme Junior staff .. .- .. . .- 250 to 350
Registrar .. . .. .- .s .e 300 to 450
Senior residenta e .e .- s .- 200 to 300

For all full-time posts reasonable arrangement for study leave should be
made. Facilities for study leave should also be available for part-time teach-
ers when reappointed to their posts.

Library.-~The position of the library should receive special consideration
in a Medical College. It must be confessed that, in the past, Library facilities
both for the staff and for the students have been rather meagre. In medicine
new books and new editions are constantly being published and no member
of the staff can be expected to possess a complete library of his own. Medical
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journais have also to bs obtained in more than one language: A College
should thercfore make generous provision snnually for its hibrary. A.t the
same time care should be taken to see that such facilities are made available
40 all members of the staff, and that a few senior members should not have
a monopoly of the latest literature. Subject to the needs of the stafl, the
medical practitioners of the locality should have access to these books in the
library premises, but not for taking away.

The need for a section of the library being reserved for students degerves
emphasis. The heads of the departments should carefully select suitable
books and see that they are made avajlable to students. More than one
copy may be needed in some cases. A proportionate allotment of funds
should be spent on the students’ hbrary. This may/be fixed at one-fourth
of the total allotment. It is desirable that medicsl journals should also be
made available to students, and that some selected journals should be kept
in the students’ reading room.

A well qualified librarian, preferably one who knows more than one
modern European langaage, should be appoinbed on an adequate salary.

Selection of Medical Students—This has been the subject of careful study
in many countries. It is generally recognised now that, in the profession

of medicine, the doctor is dealing with people rather than with
abstract diseases. Although a scientific attitude is necessary in a doctor
it is not absolutely essential, and character, culture and ability to deal
with men often prove to be more practical attributes. -

The selection of the best students is difficult and demands considerablé
experisnce. It may, however, be stated that while emphasis should undoubted-
1y be laid to a certain extent or academic attainments, a great deal has
also to be placed on the previous college record, personality, physical fitness
and charactcr as judged by the share taken by the candidate in school and
college activiics such as sport, dramatic and debating societies and in public
service. The general suitability of a candidate should be finally determined
in a personal interview,K by a selection committee.

Women students.—In view of the large numbers of women doctors needed,
every medical college should admit women students in reasonable numbers,
and for some years special facilities should be made available in order to
attract them. It is significant that, with the exception of the Government
of Madras, which gives free medical education 10 women students, no other
provineial Government has so far given any special facilities to women.
Yet the need for women doctors is greater in Northern Indix than elsewhere.

A due proportion should be maintained of men and women doctors.
The wastage is greater in the case of women doctors, both during traiving
and subsequently. The ultimate proportion of men to women students
should be approximately three to one. ; - i

S ary of recommendations on the selection of students.—That in the
selection of students the academic record should be given its due weight .
but physical fitness and any special athletic Tecord, inter-collegiate or inter-
University, should be taken into account. When aptitude tests are avail-
able, they should be utilised in the selection of students, while a personal
interview will serve a useful purpose. ' '

That in judging academic records the University record should be taken
into account. It is not desirable to hold a separate academic test to judge

the standard.
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Recommendations as to women’s educalion and the selection of women
candidates—That in view of the large number of women doctors needed,
more medical colleges should be open for women.

That facilities should be made available, by way of free studentships
to encourage more poor and deserving women students to study medicine.

That the question of taking bonds from them to serve as Doctors for
a certain pertod should be ultimately dropped.

Research.—General questions of medical research and the manner in
which research should be organised, fostered, and encouraged are being deald
with by a separate sub-committee, but the place of resrarch in a medical
coll.ge needs consideration here.

The whole attitude of medical colleges towards research should be en-
livened. It should be realised that a medical college does not entirely
fuilfil its functions if it contents itself only with training doctors and treating
patients. The advancement of knowledge should be the third objective
of every teaching wunit.

In all teaching hospitals sufficient funds should be available for research,
and the post-graduate education of the younger men should include ample
opportunities for training in methods of original investigation. A block
of beds should be set apart for a ressarch unit and should be made available
under suitable supervision, for teaching as well as for research.

There should be an advisery committee in the Hospital, on which should
be representatives of the clinical, pre-clinical and scientific departments,
which will advise a8 to the best provision to be made, for youug medical
graduates to be drilled in research methods.

Deans of colleges and hospitals.—The administrative responsibilities of
colleges and teaching hospitals, the care of the students and the varied daties
imposed on heads of institutions make it necessary to consider whether Deans
of colleges and hospitals should not be appointed as whole-time officers with
little or no teaching or clinical responsibilities. It is impossible for a person
who is the head of a department to have the time or the energy to undertake

these responsibilities without the sacrifice of some part of his more import-
ant duties.

The Dean should be appointed for a period not exceeding five yearS
and should be selected from among the full-time professors. During this
period he should have no clinical or teaching duties.

Age of Teacking Slaff —While there may be exceptional cases whers
members of the teaching staff can carry on their duties efficiently toan ad-
vanced age, it i3 desirable in general to limit the age to 55. Facilitivs for
the continuapce of research work should, however, be available to such
officers, should they desire them after retirement.

Grants to teaching centres.—The question of assisting teaching hospitals
by educational grants deserves careful consideration. Medical eolleges
are now managed by—

(1) Provincial Governments. -

{2) Municipal Corporations.

(3) Private bodies acting as Trusts or €orporations.
{4) Mission Agencies.
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So far there are no colleges mnaaged by the Government of India direct,
nor have any grants been specially given to medical colleges managed by
any of the above bodies.”

In the report of the Central Advisory Board of Education, the suggestion
has been put forward that there should be a University Grants Commuttee
erected, on the lines of the Grants Committee, {0 recommend treasury grants
to various educational institutions. If such a committee is constituted, the
. medical college proper—i.e., the laboratories and departments of pre—chmcal

and clinical sciences, will share with other colleges of science in the allocation
of grants. The amenities for students should also be considered. g
For creating improvements in medical education, however, it is importaunt
that (1) teaching hospitals should receive granta with a view to ensure proper
standards in teaching, freatment and research. The teaching hospital will
have much greater commitments in sa.lanesofteachers, and the .number of
men employed will be much greater than in & non-teaching institution.. The
hospital will require the services of full-time teachers who have made a mark
-in their profession, while part-time teachers should also be paid for their
teaching and hospital duties: (2) The supply of proper accommodation for
House-men, Junior and Resident staff and Deans, the equipment and special .
instruments needed, the laboratories, lecture rooms and cubicles for clinie
both in_the in-patient and out-patient departments, the better equipped
operation theatres needed—all these Tequire special grants. In the past,
much of this accommodation and equipment has not been made available,
with the result that teaching has too often suffered.

A special “ Teaching Hospitals’ Grants Committee ** should be set up
to recommend, obtain and award grants to these institutions, on the basis
‘that the hospital does not fall below the standard of efficiency that shounld be
aimed at by & properly equipped and conducted hospital. It may roughly
be stated that a teaching hospital requires 25 to 35 per cent extra money for
expenditure on itums such as those mentioned above. .

™

The grant may be baaed,on two calculations—
{1) A basic allocation taking into consideration the number of
students and the range of services available.
(2) A supplementary allocation related to special ‘needs and the special
features of individual institutions.
The distribution of the grants by this committes should ba without
prejudice to, or interference with, grants which may be given by the proposed
University Grants Committee.
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APPENDIX 29,

Scheme for the training of the basic doclor during his undergraduate course in
) preventive medicine and public health.

The Sub-committee dealing with the curriculum for the training of the
< basic ** doctor dealt with the snbject of undergraduate training in public
health and:preventive medicine at its meeting on Tuesday, 4th July, 1944.
Among the papers circulated, an Interim Report of the Social and Preven-
" tive Medicine Committee of the Royal College of Physicians, London, {Octo-
ber 1943), a note by Dr. J. B. Grant, on * undergraduate training in preven-
tive medicine and public health ” and another note by him on “ Hospital
social service ¥, received special consideration.

The following recommendations were made by the Sub-committee :—
1. The scheme of training for the basic doctor should incorporate the idea
that the teaching of preventive and social medicine should permeate the whole:
course. The interim Report of the Royal College of Physicians (October 1943),
on this subject must be consulted for a picture as to how this can be
done by teaching in these matters running parallel with that of the three cli--
nical snbjects for a three-year course. .

2. The department of preventive medicine and public bealth in a medical
college must be provided with the same standard of academic facilitics as are
accepted as essential for the pre-clinical and clinical departments..This im-
plies a full-time staff provided with facilitics for the investigations of health
problems in university controlled rural and nurban community centres in which
the student can be given opportunitics of participation in supervised health
work. The training in preventive medicine given to the student should be
on the lines described under the heading ** {(B) Preventive Medicine for the
General Practitioner ” on pages 2 & 3 in Dr. Grant’s note “ Undergraduate
Training in Preventive Medicine and Public Health >>. The method of tea-
ching described is that which was developed in a modern college bospital and
is quoted below for the sake of easy reference. .

* Patients residing in the Area who visited the hospital were utilised for
follow-up from the preventive standpoint. Preventive teaching was based
upon the following generalisations : (@) The primary aim of medical educa~
tion is the preparation of general practitioners, {(b) the goal of the medical pro-
fession should be medical service both preventive and curative, {¢) a preven-
tive habif is necessary to induce the general practitioner to adopt in his daily
practice of medicine an attitude and spirit of scientific prevention. (7} babit.-
can only be cultivated through the repetition of thé same function under cer-
tain conditions. A preventive habit in clinical medicine can only be cultiva~
ted in the practice of clinical medicine and not elsewhere.

The procedure adopted was as follows : (q) individualas for preventive
stady were obtsined through the hospital and cutdoor,(d) investigation of the
social-envifonmental factors of the cases and the microbiological aetiology of
the disease was undertaken by officers of the Health Station of the Area.

(3) The first visit was to investigate home environmental factors, per-
sonal habits, family attitude and other social, health or related factors which.
might have a bearing on the illness; .

_(3%) The second visit was to check the extont to which the patient and.
family co-operated in following treatment and advice ;

(#34) Subsequent visita were to collect any missing data and for follow-up.
of the case ) '
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* (i) Finally, at dismissal of a case, & summary was made oI the unaings
including statements commenting on the value of the permeation procedurer
in the case. T . :

Due both to the crowded clerkship period as well as that certain diseases
more readily lend themselves to demonstration of prevenfion, preventive rou-
tines were practised only in the following eleven categories :—

1. Smallpox’ '

2. Piptheria

3. Scarlet Fever

4. Typhoid Fever

5. Syphilis

6. Gonorrhoea

7. Tuberculosis

" 8. Ante-natal cusea
9. Postpartum cases . .
. 10. All children below age of five '
11. Infantile diarrhoea. . . .

. A special officer from the’ Department of Public Health of the Collegs.
was detailed specifically to the hospital to supervise the cases and the stu-
dents’ routines. Briefly the latter were as follows : All patients coming to-
the hospital from the area were desigpated by record forms of a special colour
in order that students and hospital staff would be aware of the patients® re-
sidence. The Registrar notified the names of all such cases immediately to-
the Department’s medical officex at the Health Station. Each case was taken
up by, a health visitor nntil the case was closed and where indicated by a
medical officer. The reports of the results of the preventive measures un-
dertaken were sent from the Health Station for inclusion in the patient’s
hospital record. In the meantime, if the patient was a hospitalized cass,
the medical clerk after completing his clipical routines, and if the case came
under one of the 11 categories, would go to the patient’s home to determine
the social-environment or specific microbiological factors causing the disease
end diagnose the preventive measures that might be indicated in each instance.
This the student would add to his record of the case, Then on ward-rounds,
the student would present 2 diagnoses : first, as to the elinical condition ; and
second, as to the aetiological factors together with, in each instance, the the-
rapentic recommendations indicated. Diagnoses and therapy would then be.
commented upon consecutively by the clinician and the public health officer.
In case of death and autopsy, the case would be presented at the routine cli-
nical-pathological-conference where diagnosis, etiology and prevention would
be discussed jointly by the pathologist, clinician and the public health officer.
Preventive results over a period reported were : Failed 8%,. Indifferent 25°/,
Benefitted 67%. The most essential factorin  failure > or “ indifferent *,,
was social economie in a community whose economic level was approximately
that of wrban India, the chief reason being that the College was not willing:
to provide the per capita funds for prevention which it provided for treatment..
Thus while, on teaching grounds the hospital gave free treatment to 559, of
patients and costing several lakhs per annum in order to demonstrate clinical’
diagnosis and therapy, the few required dollars per case were unobtainable
to prevent recurrence of the etiological causes bringing the case to the hospital
in the first instance.”

3. Public health administration has three objects in wiew, namely, the
maintenance of health, prevention of sickness and early diagnosis and cure
of disease, It secks to achieve these objects through organized community

N
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effort in order to ensure their more effectiv:e fulfilment than if left to the res-
ponsibility of the individual. TIn the training of the medical student the res-
ponsibility for each of these different aspects of public health is shared by
various teaching departments. ~ For instance, the teaching of the student in
the medical knowledge necessary for the maintenance of health is the res-
ponsibility chiefly of the Department of Physiology. That of prevention of
disease is shared betwern Microbiology and Pathology ; and the teaching of
the application of the methods of early diagnosis and preventive treatment of
disease is a responsibility shared between the teachers of Clinical Medicine,
Surgery and Obstetrics. The task of the Public Health and Preventive Me-
dicine Department of the college is that of demonstrating to the student the
utilisation of the instruction given in these ssveral departments in the lifs of
the community, through organised effort, in order to achieve the
three objectives outlined above. Such training can be given adequately
only if the students are aﬁgrded opportunities to teach themselves through
participation in the preventive health work carried out in a field centre under”
the direction of teachers, who are the health administrators. Separate urban
and rural centers will be required for each medical college because the envixon-
mental and other health factors associated with the two types of areas vary

widely.

4, An essential feature of such field training centres should be the pro-
vision for the required administrative control to the authorities of the medical
college concerned. A method by which such control, on a basis of cooperation
between local health authorities and the management of the college can be
secured, may be illustrated by describing the Singur Health Centre which has
been recently organised under the joint auspices of the Government of India
and the Government of Bengal and which provides a field training centre to
the All-India Institute of Hygiene and Public Health, Calcutta. The Gov-
ernment of Bengal and the Loeal authorities of the area included within the
scheme together shoulder the financial burden for the health organisation that
has been set up for the routine health administration of the centre. At the
same time the Government of India is cooperating in the scheme by making
available to the centre the technical advice and guidance which the Director,
Professors and their Assistants of the Institute can offer. There is a Techni-
=al Adviser consisting of the Director of the Institute, the Director of Public
Health, the Surgeon General with the Government of Bengal and certain other
officials. The day to day administration is in the hands of a Committee con-
sisting of the Professors of Institute. The recruitment of personnel is to be
done by the Technical Advisory Committee in order to ensure that the re-
quisite standard of profussional skill and training is secured.

In order to give the staff of the Institute the requisite legal standing for
active participation in the bealth administration of the area, the necessary
legal powers and the status of health officers have been conferred on them by
the Government of Bengal.

5. From the point of view of the Provincial Government the main ad-
vantage that the centre offers is that it provides facilities for the development
and demonstration of efficicnt methods of admimnistration and for the training
of health personnol in these methods. Successive batches of different types
of health personnel will have to be trained if an adequate expansion of health
servioces in the province is to be attempted within a reasonable length of time.
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8. From the point of the Institute the advantsges are that the centre
provides facilities corresponding to a teaching hospital for the field training of
the students ss well as opportunities for the different sections of the Ingtitute
to Investigate community health problems and experiments in methods of
administration. ..

7. Another fundamental requirement for organising the teaching of social
medicine on sound lines is the provision of an adequate social service_ at-
tached to the teaching hospital. Sueh a service does not exist at presernt any-
where In India. The development of facilities for the training of hospital
soclal workers is therefore urgently required. L -

8. As xegarda lectures, 25 hours should be devoted to an introductory
course In social medicine, this training being given as early ag possible in
order to orient the outlook of the student. Perhaps the periO({ which has been
designated as a bridge between the pre-clinical and the clinical studies may
prove suitable for the purposs. Fifty hours of lectures on public health are
recommended for the third year and another week, comprising in all about
25 houre, between the 4th and 5th year, should be devoted to giving the stu-
denta theoretioal instruction regarding community health administration.
Thus the theoretical training will tota} 100 hours. - ’

9. Ap regards practical training, it is essential that the student should
‘get one month’s clerkship in the 4th year in the urban and rural centres .to-
gether. After the qualifying examination of the total period of one year of
internship, at least three months should be devoted to training in public health

tion in the two types of contres. In view of the importance of
the rural heulth problem in the country it is desirable that, of this period of
internship, at least two months should be spent in the rural training centre.
On the other band, of the proposed clerkship of one month in the fourth year,.
thaYperiod mzy be equally distributed between the urban and the rural cene
trea. .

H1342HSDO
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APPENDIX 30.

Estimates of staﬁ: for a medical college put forward by the GM&
Committee.

General Notes.—(1) The nature of the appointments is indicated as followss ,
‘Whole-time appointment on staff of the medical echool.

W.T. (&) .

T. .. Whole time service within the teaching eentre, altho only aperdy”
W.I- () time member of the staff of the medﬁcal school mghoaly N
P.T.(C) .. Part-time teacher of medical school and part-time member of medt

cal staff of the teaching centre.

(2) The estimsates are considered reasonable for a school that admite
spproximately 100 students 2 year to buth the pre-clinical and clinical pazts

of the course.

(3! As stated in the report a common pattern of stafling for all medicak
schools wonld be undesirable. There are bound to be considerablelocal varia~-
tions. The estimates sel out below are quoved merely to Nustrate the scala of
staffing which the Commiltice considers will have 1o be aimed ot in future. Pro- -

* viswon in the various departments not included among these examples should be

of an order that will secure a proper balurce. _
{4) It has been assumed that there will be a centralization of various sex-
vices and aecommmodation, such as animal houses, mechanical and carpentry
workshops, photographic and art departments. The technical staff given
in the examples below is exclussve of technical staff on sech centralized servioea,
(5) The provision for secretary-typists is intended for both medical schoal

and hospital work of the departments.

DIVISION OF PRE-CLINICAL STUDIES.
DEPARTMENT OF ANATOMY.

Assumption—The department will be responsible for teaching histology
snd the morphological aspecta of biology, as proposed in chapter 7 of the Rs-

1 Professor .. «« WI.{M) .. Head of the department.

2 Readers or senjor leo- W.T.(M) .. Normally the twa readera will be speoi lisk
ture! in those branches of anstomy in which the

s,
profeesor is not & specialist thus, if the
profeesor ie an embryologist, one of the
s - readers might be a epeoi in m
and the other in the biological sspects of
. anatomy and possibly also in histology.

% Lecturera ., «s W.T.(M).
Assistant .. «  W.T. (M).

(It has been assumed that the above will devote approximately half
time to teaching and halftime to research).

#—8 Demonstrators .. W.T.(C) The number of demonstretors required will
some may according to the amount of time which
be W.T, (M). eacg person devotes tothe department,

- The estimate of 6—8 is based on the as-
samption that, on average, each demons.
trator will spend 4—& half-days & week in
the department of anatomy, spending the-
rest of his time in the clinical departments,
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1 Teachér of radiclogical Probably Preferably this teacher ghould be on the
“snatomy. w.T. (C) but dmgnostic side of the radiology de-
. part-time partment of the parent teaching hospital.
. {s.e. 2—3
half-days a
. week) in
. anatomy
department.
Techmml assistanis [all W.T. (M)]
2 Grade A bechnical assistants .va One, say, for dissecting room, etc., and th®
- other for histology and embryology.
2 Grade B technical assistants- .. One, say, for biologicsl work and -the other

. for photo-micrography. L.
3 Grade C technical assistants.
2 Labora: apprentices.
c‘me“.tmy i . -
{Ses Geperal Note (4) abovel.
Beerciarial assisiance. .
1 Secretary-typist. .. W.T. (M). ,

P-rsronoet (INCLU’DING— BiocremisTRY, PHARMA COLOGY AND Psycno—
LogY).

Assumplyons—{1y The department will normally be organised in 3 sub-
departments, viz, >— (i) haman physiology; (é¢¢) biochemistry {including bio-
phyeics) ; (4i2) experimental physiology and pharmacology. (In some schools,
expenmental physiology and pharmacology may form eeparate sub-depart-.
ments, while in other schools a sub-department of pharmacology might be
associated with one of the clinical departments) !

(2) At the head of each sub-department will normally be & pmfemor,
reader, or senior lecturer. -

{3) Oue of the professorial heads of the sub-departments will act a.lso as
the head of the whole department.

3—4 Heads of sub-depart- W.T. (M) .. Eacha professor or reader or senior lecturer.
monts. N

4 Lecturers .. i« W.I.{(M) .. To actas deputies to heads of pub-depart-

- . ments.

810 Assistant lecturers, A few W.T. Distributed nmong sub- depa.r(;ment,s as re-
assistants and demon- (M), the quired. As in the department of anatomy
strators. . rest W.T. mosb of these teachers may be part-time

< “{0). in the department of physiology and part-

time in the clinical departments.
Technical assisiants [all W.T. (M)].

1 Grad 1 ha P " g . . .
34 G:&Ad:eﬁ:hmt c]a. (':;l:ssmtants o 1 Distribnted among the wvarioms sub-depart.

£—5 Technical assistants in training .. ‘BORtS asrequ
Cleaners. - B
[See General Note {4} pbove].
Secretarial assistance, -
Winimuom of 3 Secretary-typists [W.T. (M)]. -
DIVISION OF PATHOLOGY.
Assumptions.—(1) The division of pathology will normally be dxwded
into 4 departments, viz. :—(¢) morbid anatomy ; {#¢) bacteriology (vu‘) che-
mical pathology ; (i) clinical pathology.

o (2) At the head of each department will be a professor, reader or seniox
eoturer, 10A
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(3) The director of the division of pathology will be the departmental
head most saited to administrative work.

(4) The varions departments will be responsible for tha pathological work
of the parent teaching hospital and perhaps also of certain associated tea-

ching hospitals.

& Departmentalheads .. W.T.(BI) .. Professors, readers or senior lecturers.

& Lecturers .. .« W.IT.(M) .. One for each department. They will be per-
gons of ¢ or more years’ experience iu thewr
subjeot.

& Resident sssistants .. W.T.(M) .. One for each department. They will be per-
- . sons who propose to make a career in pa
thology.
- . Y One whole-time and ope part-time for each
& Demonstrators .. ;’g.g (M) } department. Some may be obtain.

[y

4 Demonstrators . T. (O) ing experience in pathological procedures
before embarking on a carreer i1n clinical
medicine or surgery.

In some places additional assistants may be required in one or more of
the departments. Additional staff, such as post-graduate trainees in patho-
logy (s.¢. men who intend to become pathologists but are not yet fitted to be in-
charge of either routine work or teaching) and special research workers, may
be distributed among the departments of the division as may be convenent.
Pathologists working with special departments have not been included.

Pecknical assistanta. [W.T. (M)].
Morbid Baoteriology. Chemical Clinical

Anatomy. Pathology. Pathology.
Grade A technical as- 1 1 1 1~
sistant. R
Grade B technical as- 4 (1 for post- 1 for media 1 b {3 for hospita
sistant. mortems. 1 for teaching. work, 1
1 for muse- 1 for research for teach-
- um, ing 3 1 for
1 for teaching, researoh).
1 for research.}
Qrade C technical 2 2 2 2
axisstant. .
Boy ix training . 1 1 1 1
Cleaners .. .e 1 1 1 s

[See General Note (4) above].

#Heorelarial assistance. [W.T. (B)].

Beoretary-typist ««  2(1 for post- 1 1 1
mortems and
- museum).

DIVISION OF MEDICINE.
DxrirTMENT OF GENERAL MEDICINE (INCLUDING NEUROLOGY).

Assumptions.—(1) For the purposes of teaching and research the de-
partment will have a whole-time professor of medicine as its academic head,
and for teaching and research purposes will be organized on the lines des-
cribed in chapter 9, paragraph 20.

(2) The department will have 250 beds.
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(3) The professor of Medicine will be the academic head of the d.\vision of
medicine.

1 Professor of medicine W.T.(M} .. Academic director of department and phy-
- sician in teaching centre.

2 Readers or senior lec- W.T. (M) .+ One will be deputy academic director. Each

tarer. will be & physician in teaching centre,
8 Physicians and assist- Most P.T {C} : It has been assumed that these clinical tea-
ant phyeicians. but some of chers will normally devote half-time or
the junior more to the work of the teaching centre
aesistant {including teaching and research).
physicians .
may be
W.T. {C)- . o .
10 Assistants .. «» W, {C) .. Includes grades now some-times called Reglss
i:x-g.:;.1 Four of the assistants should be re«
81 t.

10 Pre-registration hodse- W.T. (C).
physicians. s
In some medical schools there may be in addition to the professor of me-

dicine other whole or part-time professors in this department, e.g, s profes-

sor in neurology. .

Technical assistants. .

6 Technical assistantaof W.T.{M) .. "o serve all departments of the division ef
varions grades. medicine. - .

Becretarial assistance. .
8 Secretary-typists .« W.T.(M} ..” To serve all departments of the division of

medicine. .
bo Ivgxth regard to other departments in the division of medicne see General Note (8}
aADOVE.
DIVISION OF SURGERY.
DerarTMENT OF GENERAL SURGERY. .

Assumptions—(1) For purposes of teaching and research the depart-
ment will be organized on the same lines as the department of general medicine
and will have 250 beds.

{2) Surgical specialities are included except ear, nose and throat and
opthalmic departments.

1 Professor of surgery .. W.T.{(M} .. Academioc director of the department and l
: surgeon in the teaching centre.

3 Readers or senior lee- * W.T. (M) .. Deputy academic directors of department

tarers.” {one may be a reader in experimental surs
gery).
8 Sorgeons .. .« P.T.(C} .. Devoting haif-time to the work of the tea~
' ching centre (including teachmg and re-
- search). -
10 Assistants .. .. Some W.T. (C), Some will be resident. .
others P.T. -

{C).
B-—10 Pre-registration W.T.(C). .
house-surgeons.
In some schools there may be, in addition to the professor of surgery, other whole

time or part-time professors in thus department.
Tecknical assrstants. [W,T. (M)].
& Technical assistants of . To serve all departments of the divisions
various grades.
Secretarial aseistance.
e Seeretary typiste” .. W.T.(M). .. Toserve all departments of the division.
be {V.;hth regard to other departments of the division of surgery see General Note (3)
above.
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" DIVISION OF OBSTETRICS & GYNAECOLOGY.

Assumptrons.—(1) For the purposes of teaching and research the divi-
sion will have a whole-time professor of cbstetrics and gynaecology as its aca-
demic head. .

{2) The division will have 100 obstetrical and 50O gynaecological beds.

{3) The staff will be responsible for some domiciliary midwifery work:
and for the teaching of both obstetrics and gynaecology.

"1 Professor .. e WI.(M) .. Academicdirector.
1 Reader or senior lectur- W.T.(M) .. Deputy academicdirector.

er.
2 Obstetricians and gy~ P.T. (C) «« Will be senior clinical teachers.

naecologists. .
6§ Assistants .. .. W.JIT.{(C} .. This pumber is desirable if the divisionisto
train future specialists.
7 House-surgeons .. WT.(C). ..

[One of the senior staff and one of the assistant physicizns on the staff of the depart-
ment of ch:ld health will be associated with the division of obstetricsand gynaecology in
respect of the care and management of new-born infants.}

2'echnical assistants. [all W.T. (M)].

3 Technical assistants of various grades.
Becretarial assistance.

8 Beoretary-typists .« W.T, (M).
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APPENDIX 31.
- Draft courses for the Bachelor of Dental Surgery Degres.f
The degree of Bachelor of Dental Su:gery shall be award,ed to a candi-
date who having passed the Intermediate examination in Science of an ap-
proved University with Physics, Chemistry and Natural Science as the sub-
$scta of study has put in attendance at approved courses of study for a period of
nob lesa than four years. There shall be four examinations, 1st, 2nd, 3rd and
Final professional examipations for the B. D. 8. The examination shall be
wiltten, Oral and Practical. The subjects covered in tha dxﬁerent year; of
study shall be as follows :—
Four years® B, D. 8. Course, -

(Open to students who have passsd the F.So, Examination” medieat

Group, or equivalent examma.txon)
» First YEAR,

{s) Leotures :—

1. Human Anatomy.

2. Human Physioclogy with Histology.
(&) Practical —

1. Dissections and Anatomical Demonstrations i in Anstomy

- 2. Practical Physiclogy with Histology."

First Professional B.. D. S. Exsmmamon in Anatomy a.nd I:’hysiology

with Histology.
SecoND YEAR.

{a} Lectures-:—

1. General and Dental Ms‘bena Medica.

2. General Pathology and Bactenology.

3. Medicine. -

4. Surgery.

5. Homan and Compa.ratlve Denta.l Anat.omy, Phymology and Donhl
Histology.

6. Junior Dental Prosthetics. .

{b) Practical :—
1. Elementary Thmmacy and Demonstrations in General Materia Me- -

diea.
2. Practical Pathology and B&ctenology

3. General Hospital Practice mth instructions in Clinical Medzcme and
Burgery in the Hospital.

4. Practical Dental Histology.

- B, Dental Prosthetica Laboratory Instructions.

Second Professional B. D 8. Examination in Genéral Pathalogy and Bae-
terology, Human and Comparative Dentul Anatomy, Physiology and Dental
Histology and General and Dental Materia Mediea.

TeIRD YEAR.
{a) Leotures :— -

1. Medicine,

2. Surgery.

3. Dental Surgery and Pathology with Dental Bacteriology.

4. Senior Dental Prosthetics. Crown and Bridge Proathesis.

B. Dental Metallurgy.

" 6. Operative Dentistry.
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{3) Practi
1. G‘renera.] Hospr{:al Practice with instructions in Clinical Medfoine and

Surgery in the Hospital.
2. Practical Dental Pathology and Bactenology
8. Dental Prosthetic Laboratory Instructions.
4. Junior Tutorial Practical Class in Operative Technigue,

5. Dental Hospital Practice.
Third Professional B.D.S. Examination in Medicine, Surgery, Donh)
Surgery and Pathology with Dental Bacteriology.
- Fourth Year.
{a) Lectures :—
1. Oral Surgery and Anaesthetxcs
2. Orthodontia.
. 3. Dental Radiclogy.
{%) Practicals :—
1. Clinical Demonstrations in Orthodontia, Dental Radlelogy and |
Dental Surgical cases. )
2. Dental Prosthetic Laboratory Institutions,
3. Senior tutorial Practical Class in Operative Technique.
4. Dental Hospital Practice.
Final Professional B.D.S. Examination :—
Part A :—
1. Dental Prosthetics including Crown and Bridge Prosthenis.
2. Dental Metallurgy.
Part B :— .
1. Operative Densitry and Dental Radmlogy.
2. Oral Surgery and Orthodontia.
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APPENDIX 32
Syllabus for the * Diploma’ course in Pharmacy.

Admission requirements, eic.—Madtriculates or candidates with equiva-
fent qualification will be eligible for admission to this course. Students.
with additional training in mathematics and science subjects will be given
special preference at the time of admission. The candidates must be not
less than 15 years of age at the date of admission. The Matriculation eer-
tificate or a certificate from the head of the institution in which the sgndi-
date last studied will alone be accepted as evidence of age. . )

Persons who have passed the Compoundership Examination under the
State Medical faculty of Bengal may join the Diploma in Pharmacy Course,
if desired. Such students will be required to undergo training for one year
only, The course of studies and special exercises which they will have te
take will be decided by the Pharmaceutical Council that will be sreated,
subject to the final sanction of the local Government.

Terms, lectures, etc.—The course of study will be for two years. A yesz
shall be spht into two terms of four and half months each, inclusive of holi-
days, for theoretical lectures and practical work in the institution. The
last three months of the year shall be set apart for practical work eithes
in recognised drug stores, hospitals, or manufacturing firms (apprentice-
ship period). If this cannot be arranged, this period may be spent in the
college laboratory doing special practical exercises under the guidance of
teachers. The first. term may be fixed from 1st July to 14th November
and the second term.from 15th November to 31st March. The apprentice-
ship peried will therefore fall from the 1st April to 30th June of each year.

Every lecture shall cover a period of not less than 45 minutes inclusive
of time allowed by the college rules for the assembling of the students. A~
period of practical work or class exercise or class examination of not less
than 45 minutes shall be considered to be equivalent to a lecture.

, _No student shall be considered to have prosecuted a regular courss ot
stndy in any subject for an examination unless he has attended at least
76 per cent. of the lectures delivered in that subject. :

The candidates must maintain laboratory note-books for all practieal
claeses which shall be examined and marked by the examiners. Thke note
books must be signed at frequent intervals by the Professor nnder whom
the candidates work. ; .

Class examination, etc.—The candidates shall be required to pass, an
examination in each term which will generally be held in the last week of each
term and shall consist of written, oral and practical examinations in ‘which
due consideration shall be given to the credits obtained by the examinees
during their whole gessional work. A student failing to pass in two subjects
in a term will not be promoted to the next higher class. For those who
fail in one subject only, a provisional promotion to the next higher class may
be permitted, provided he submits to a fresh examination in this subject
during the period of the second term. Fresh sttendance at theoretical lee-
tures and practical demonstrations need not be insisted upon unless the
candidates have also failed in the practical part of the test examination
o7 have proved themselves particularly backward in sessional work., A
candidate who has secured the minimum pass marks in sessional work in
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subj ecé at any examination, if re-appearing a$ the same examination
i‘:{ny szlbsequent. term, may have his previous pass marks in the sessional
werk in that subject re-credited to him.

Final examination.—The final examination shall be conducted under
-the auspices of a Board authorised to grant the diploma. The examination
ahall be held twice a year and shall consist of written, oral and practical
examination. Sessional work will also be taken into consideration. Dip-
loma will be granted after passing the final examination and on satisfactory
sompletion of at least two apprensticeship terms in a recognised institu-
#lon $o be decided upon by the “ Pharmaceutical Council .

A candidate who [fails to pass the final examination may be admitted
te ene or more subssquent examinafion provided that he has attended s
fresh course of instruction to the satisfaction of the Principal of the college.
Atser four failures, a candidate shall not be admitted to any further exami.
pation, - )

Qurrsculum for the Di;}loma tn Pharmacy Course, showing the distribu-
¥on of subjects to be taught in each term, and the number of lectures and
practical classes.

e
. Theoretical Parctical
classes per classes per

week (hours). week (hours).

Firet yoar—First term :

1. Biology— {3) Botany .. .e .. 2 4
- (£} Zoology .. - . 2 ¢ 4
2. Physies .. .. . . .e 2 2
8. Incrganic Chemistry - .. .. .. 2 2
é. Anatomy and Physiology . . .. 4 4
_ 8. Pharmaceutical Arithmetic .. . . 1 -
Total .e .. e 70138 16
Flrsd Year—Second term :
1. Physics .. .. . . ve 2 2
2. Inorganic Chemistry e .. .- 2 2
8. Theory and Practice of Pharmacy .. . 4 4
4. Pharmaceutical Latin .. . . 1 -
8. Hygiene, First Aid and Dressing s
(i) Hygione & Sanitation .. .. . 2 .s
(3¢} First Aid . . . - 2 2
(¥s5) Dressing . . . . 1 2
Total .. . . 14 ‘12
Second Year—First Term : N
1. Organic Chemustry .. . - . 4 4 -
2. Pharmacogn . .- . . 3 4
8. Theory and Practice of Pharmacy .. . 2 2
4. Despensing Pharmacy . - ve 2 4
8. Forensic Pharmacy .. . . . 2 .
8. Pharmaceutical Economics .. . . 3 .
¥. Quantitative Analysis . . - 8
Totul sp re -e 16 22
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Second year—~Second Term,
1. Pharmaceutical Chemistry ..
2. Theory and Practice of Pharmacy’
3. Dispensing Pharmacy - .
4. Pharmacognosy
6. Materia Medica,

.
.-

.

Total

e
.=

Pha.,;macologg: and Tc;;:icblogy .

'S

Theoretical Proetical
classes per classes per
week (hours).  week (hours).

4 6

4 - 8

2 4

3 - 4
4 -
17 22

-

The two-year curriculum for the Diploma in Pharmacy Course Showing the
- number of Lectures and Practical classes required.

i i Lecturs  Lab. Total -
' hours. * hours. houre.
Biology (3) Botan . . T s Ve 25 30
- (%) 'Zoo]ogy . . . .. 25 < 30" 56
Anstomy and Phys:iology.- y- .. et . 80 - 30 80
Physics ... .- . . . 80 _ 60 - 120
Inorganic Chenustry . . - ‘ia 40 60 - 100
Qualitative and Quantitative Analysis, inoluding ol:- s
nical exammnation of urine  :. s e - 120 120°
‘Organic Chemistry — e - o 80 60 120
Theory and Practice of Pharmacy (ineluding Pharma- .
ceutieal Technique and Operations, Exammation
. ©of Pharcopoeial substances, etc ) .. -~ 150 150 300
Dispensing Pharmacy .. .. .o . 60 120 180
Pharmacognosy o e P .- . 50 90 140
Pharmaoceutical Chemstry .- s .. S8 60 140
Pharmaooutical Latin .. S v . 20 . 20
Pharmsaceutical Arithmetie . .- .- 20 . 20
Pharmaceutical Economies . .. - - 20 © .. 20
Forensic Pharmacy . . .- T 30 .. 30
Hygiene, First-Aid and Dressing— ! . T
() Bygene & Sanitation . .. .- ,30 .. 30
(i7) Furst-Ard . .e - - 30 30 60
(#i3) Dressing .. C s - .- 15 30 45
Materia Medica, Pharmacology and Toxicology .. 80, . 60
835 870 1,705

. ‘Tghal‘ e

Note :—The *“ Syllabus * is intended- tg indicate the gubject matier that may ba
profitably taught, the minimum amount of tame that should be spent 1 presenting such
material o the studonts and the examinations that should be conducted to test the pro.
fess:onel end applied knowledge of the candidatea. It is not designed to interfere with
any flexibility mn course of study or freedom in methodsof instruction a8 may be thought

fit by the teachmng stgﬂ'.
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APPENDIX 33.
Syllabus and entrance requirements for the proposed Diploma in Publie
Health Engineering.
The course will consist of academic instruction and demonstrations for
8 months or 1,150 working hours, followed by an examination, and 6 months
of assigned practical training at selected centres. In thecase of candidates
not already in services, the practical training will be extended to 1 year,
The candidate will be awarded a degree or diploma such as M. Se. (Public
Health Engineering) after satisfactory completion of practical training.
Admissions should be restricted to Engineers between the ages of 28
and 40, already engaged in the Provinces and States of India, industrial or-
ganisations, -municipalities and corporations, on works related to public
" bealth,—such as water supplies, sewage works, refuse disposal, housing,
malaria, control, ete. Applicants should be carefully selected, should possess
a degree in engineering as proof of a theoretical background and should be
recommended by their employers for the special course. They should be
given leave and other facilities. They should be guaranteed security of theiz

position. _
- SYLLABUS. ) .
\ The course will include the study of eight compulsory subjects and one
of three optional subjects.
COMPULSORY SUBJECTS.

1. Sanitary bacteriology—Bacterial environmens, metabolism, carbon
and nitrogen cycles. The role of bacteria 1n disease. Collection of samples
of water for bacteriological examination. Bacteriology of water, sewage,

*soil, air, milk, ete. Sterilisation.

Approximately 14 lectures and 30 hours practical. '

2. Sanitary biology.—Algae, fresh water biology, typical organisms of
sewage, sludges, activated slugde, trickling filters, ete. # River pollution
and beach pollution and their effects. Life of animals and insects concerned
in the transmission of important diseases. Disinfection, fumigation, dis-
infestation. Elementary physiology and nutrition.

Approximately 48 lectures and 30 hours practical. -

3. Epidemiology and Public Health Administration.—Origin and spread
of the more common diseases such as malaria, smallpox, cholera, typhoid,
plague, typhus, influenza; tuberculosis, etc. Relation between environment
and health. Personal hygiene and prophylaxis. Organisation and adminis-
tration of public health in India and elsewhere. Port health and quaran-
tine,

Approximately 45 lectures and 30 hours practical.

4. Statistics.—General and vital statistics. Application of statistios
to engineering problems of rainfall, run off, floods, population growth, sewage

. and water treatment. :

Approximately 25 lectures and 40 hours practical.

5. Water supply and sewerage.

(@) Water Supply—Design of projects of various types. Methods of
preliminary investigation of new projects. Estimates of requirements of
water, and the development and conservation of various types of sources
of water supply. Rainfall, runoff, and yield of catchments. Statistical
analysis of dataof estimation of minimum yield, maximum floods, ete.
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QGround water. Relation between geology and water supplies. ¥Yield and
development of wells and tube wells. Design and construction of river in-
$skes, storage works, clear water and service reservoirs, balancing tanks,
stand pipes, pumping stations, etec. Design of pumping plant, air lift systems,
ate. Distribution systems, pressures and capacity. Specification and con-
struction "of water works ; pipe lines ahd anciliames. Pumping. Hot
‘water supply. Economics and maintenance of water works.

(3) Drainage and sewerage.~Design and investigation of sewerage and
drainage projects. Estimation of sewage, infiltration of ground water and
storm water from data on population, soil, intensity and duration of storms,
ate. Hydraulics and design of separate and combined sewers and drains,
syphons, separators, manholes, silt pits, etc. Ventilation, cleansing and main-
tenance of drains and sewers. Design of sewage pumping stations and equip-
anent.

A pproximately 100 lectures and 200 hours practichl. o

* 6. Theory of water purification ani sewage treaiment.—Wholesome water.
Standards for public and industrial use. Quality of water and sewage.
Ohemical and bacteriological analysis' and their significance. Biochemical
oxygen demand and its determination. Principles of sedimentation, coagula-
tion, control of algae, filtration, aeration, taste and odour control, disinfeo-
tlon of water and sewage effluents. -, Water softening. Corroesion control
and incrustation control. Removal of iron, manganese, étc. Sedimentation
of sewage. Anaerobic digestion of sludge. Sludge gas collection and utilisa-
tlon. Aectivated sludge process. Trickling filters. Stability tests for sew-

age effluents and determination of their strength. River pollution problems.
* Analysis and specifications of chemicals used in water purification and sew-
age treatment. Manurial valve. of sewage. Dilution and irrigation. Kle-
mentary analysis of gases. - ~

Approximately 40 lectures and 60 hours practical.

. 1. Design of waler purification and sewage treatment plants—(a) Design
and construction of structures for screening, aeration, chemical treatment,
{ocoagulation), rapid and slow sand filtration, disinfection, softening, deferrisa-
tion etc. Water laboratories. . -

() Design and construction of structures for screening, grit removal,
sedimentation and skimming of septic, Imhoff, sludge “digestion and humus
tanks ; trickling filters, contact beds, activated sludge plants, sludge drying
beds, vacuum filters etc. Disposal of effluents on land and in waters. Esti-
:l:hng river pollution and safe loads for self purification. Sewage labora-
Approximately 100 lectures and 130 hours practical,

8. General samilation.—(a) Street cleansing, refuse collection and dis-
possl by various methods, including incineration and composting.

(b) Ventilation, air conditioning, heating, cooling, noise and dust control,
amoke abatement. Methods of air and gas analysis, dust counting ete,

(¢) Principles of village and town planning, zoning, healthful housing,
and slum clearance.

(d) Type plans, construction and sanitation of hospitals, schools, slaugh-
ter houses, duiries, food and drink establishments, markets, eating establish-
ment, swimming pools, disinfector stations, ete. Rat proof and fly proof and
mosquito proof construction. Sanitary survey and reporting.

(@) Rural sanitation problems. Latrines and trenching grounds.
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Approximately 40 lectures and 70 hours practical.

Optional Courses (of which one is te be seletted).

L. Malaria engineering—Life history ard habits of vectors. Malaria
surveys. Recurrent, naturalistic, and permanent methods of controlling
larvae and adult mosquitoes. Design of antimalarial drains in warious cir-
cumstances. Canalisation. Flushing. Rivertraining. Clearing. Sub-soil
drainage. Filling. Adult spray killing methods. Construction of sprays.
Preparation of larvicidce and insecticides. Screcning of houses. Relation
betweon engineering construction, irrigation and malaria. Malaria control
for engineering projects,etc.

Approximately 25 lectures and 75 hours practical.

2. Industrial Hygiene—Elementary physiological hygiene. More de-
tailed class and laboratory instruction on ventilation, sir eonditioning, dust,
smoke and fume control, occupational risks, abnormal atmospheres, safety
measures, comfort, ete.

Approximately 25 lectures and 75 hours practical.

3. Disposal of industrial wastes.— Nature-and treatment of wastes pro-.
duced at various stageg in the leading industries in India, such as textiles,
paper, brewing, tanning, dyeing, metals, ete., etc.

Approximately 40 lectures and 60 hours practical.

Practical training for the degree of Master of Science in Sanitary Engineering,

The academic instruction for 8 months proposed for this course will be
supplemented by practical training asin the case of other branches of engineer-
ing in order to give the student a real insight into some of the actual prob-
lems awaiting him, and the prevailing engineering practices, whether they
are modern or out-of-date. -

The practical training will consist generally of the following :—

{1) Engineering and Sanitary investigation of projects—for water
supplies, improvements ete. for drainage, sewage purification ete. for 25
working days. )
da {2) Design, drawing and estimating for such projects for 26 working

ys.

(3) Actual construction of sanitary works—water supplies, sewage
;vorks, refuse disposal plants, markets, hospitals etc.—for 25 working

ays.

{4) Operation and maintenance of water purification plants, sewage
treatment plants, refuse treatment plants, laboratory contrel of plant
operation etc.—for 25 working days.

Additional training may be given in the optional subjects, or the training
outlined ahove may be intensified or prolonged at the option of the candidate
or of the Director of the Institute.

The training may be arranged with the public health engineering depart-
ments of the Governments of Madras, Bombay, Delhi, Punjab, United Pro-
vinces, Bengal and Mysore, or with Corporations of Madras, Bombay, Karachi
and Calcutta or at Tatanagar or Hyderabad (Deccan). In each oase the
Director of the Institute will negotiate and arrange details to ensure the right
type of training and supervision. Students will be consulted and assigned
to their own provinces for training if possible. In special circumstances,
a student who is employed slready on important public health engineering
works may be allowed to count his service towards such practical training.
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During the period of practical training students must work under the
administrative control of the officers to whom they are assigned, and observe
all the disciplinary rules in force. They must submit a report on their work
and a record of their attendance through the respective officera nnder whom
they may be undergoing training. The offjcers will also report confidentially
to the Director, about the work of the trainees. Besides, the Professor of
Banitary Engineering mey, if he wishes, inspect the work of the students
during their training. < !

‘When the practical training prescribed or approved for each student
has been satisfactorily completed, the Director will recommend the award
of the degree to the student.
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APPENDIX 34,
QOourte in Public Health engineering for engineering students qualifying for
a degree in Engineering.
1. Introduction.—Engineering operations must be carried out without
“endangering public health. The best way to ensure this will be by providing
elmentary instruction on the essential principles of health, the causation
of disease, the relation between engineering construction and public health,
and the ways in which the engineer can cooperate with the health organisa-
4ion in the ordinary course of his duties.

The present graduate course in engineering is already overburdened and
involve the applications of basic scientific principles in various fields. Sani-
tary engineering is taught only to civil engineers, mainly as the application
of the principles of hydraulics in the field of water supply, drainage and sewer-
age. It occupies a minor place in the curriculum leading to a Civil degres.
1t cannot be called public health engineering, though it is the nearest ap-

oach to it.

I1. Bcope and weightage to be allotted to the course—It is obviously im-
possible to teach public health engineering in detail, but every engineer and
sabordinates may be given instruction in elementary public health principles
through lectures for about 30 bours in the class room and demonstrations for
50 hours, without seriously overburdening the course. There must be a
separate paper on public bealth engineering for all engineering students,
varrying B to 8%, of the total marks in the final examination.

111, Syllabus.—The syllabus may be as follows :—
h Demon-
Lecture. strations,
hrs. hra.
Aa Introductory :
Socope of publio health and sanitatior, Evolution of modern
blie heslth, ancient and modern theories ‘e .a 1 -
Rilementary physiology and nutntion .o . .e 2 4

B ——Dommunicable Diseases
Bacteria,—their biology, environment, metabolism, functions in

nature’s eooncmy-.carbon and mtrogen cycles, eto. .e 2 8

Infection, contagion, transmission, incubation, contacts, carri-
ers, immunity, epidemies and endemios .. .o .e 1 -
Oholera, typhoid, dysentery . - .. — 1 -
Smallpox, vaccination, vaceines, viruses, colds, influenza .., 1 J.
mgue .e s .s e .e ae 1 .o
Malaria, yellow fever, dengue .o . “e - . 1 ..
Hook worm .. .o . ve . .. 1 32
Tuberoulosis .- .. .. e .s .. 1 P

o B :
Mosquitoes .. . .. .e . .. 1 2
Yijes .. . e s - s .a 1 2
Rats snd Heas, Ii ‘e - .o .e ae 1 2
Dy Application :

Personal hygiene .e .e .s .e e 1 -
Water, water purification, sanitary aspects .. . .a 2 4
Bewags, sewage purification, latrines . .e .. a 4
Air, ventilation, dust, smoke, fumes and lighting N . 2 F
Refuse oollection and disposal, iy control .. . .. 1 3
Yisinfection and disinfestation . . . . 3 2

Yood and mulk, daimes, refrigeration, boiling, preservation,
» handling and transport, restaurants .. .e . 2 3
Malgria eontrol .. s .e e ,e . 2 4
Malaria and engineering construotion .o .. .e 1 2
.e 1 2

ae (%4 e

Hygiene of housing .

w
(-3
(-4
<
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1V. Position of this subject tn the General Course.~—The best time to teach
¢his course will be at the end of the 3rd year, or in the first term of the final
. The course requires only 16 additional working days and may actually
- read over a period of two months, allotting 2 hours every day for public
Lealth engineering during those 2 months.. There are a number of holidays
in the ordinary College term, and it will be possible to cut down these holidays
by 186, or to give special evening classes. Thereby, no part of the regular
engineering instruction necd be omitted. - Bub the course must form an
integral part of the curriculum, and eandidates must obtain a pass in this
subject to gqualify for the degree or diploma. P
The instruction may be given by visiting lecturersif there is no competen
person in the faculty of the College to teach any snbject. Care must be taken
40 emphasise the engineering implications, not the clinical aspects.

H1342HSDO
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) APPENDIX 35.
" A short course of training in public health engineering for engincering
- - supervisors in small municipalities. -
. X LengtA of Course—The course may consist of academio instruction
for 3 months, followed by assigned practical training for 3 months so as te
meeb their actual needs, on which the students will report in detail.
IL. The Curriculum may be as follows : -

-

Hoars.
- Lectures. Labe
A. Introductory. ~ - -
Boope of public health and sanitation, ancient and modern theo. 1
Ties e .e . .s . e L]
Elementary physiology and nutrition .e .. .e 3 e
B. (a) Elementary bacteriology, environment, biology, metabolism
and functions of baoteria. Bacteria of water, sewage, milk, air,
® Bsmf. use :f mjoroscope .. nd 5 .. e o 8 15
iology of water purification and sewage disposal, river -
° tion, fish lfe, ege . g° p? ‘e o .e 3 g
{c) Entomotogy—Mosquitoes, flies, rats, fless, ticks, lice, sandflies,
@ &nkyiostom? .e a (7 d .. .e ; . 7 14
emistry of water purification and sewage treatment, including
disinfecb{cn ..p . - ge“ o e .. a 17
Q. Ci teable di 8. .
Malaria, yellow fever, dangue .. .o ¢ ue .e 1
Plague .. .o .. .s “ e . 1
Cholera, hoid, dysentery . .s . v 1
Hookwortnyxp ‘- 4 .o . .a - ea e 1 &
Tuberculosis .. .. .. .e . « = i -
Pnrumonia, influenza .. . . .e e  §
Smallpox, chickenpox, eta. . .. .. . 1
Epidemios and epidemio contrel .. .. . .. ) I
Public health administration . .. . .. 1
D. Statistics, ..
General statistics, mean, standard deviation, rates, ete. .. T 14
E, App'ication.
Hydraulics .o .o .. - .o .s 5 15
Water supply and purification, design, ete. .. - P 30°
~ Latrines, sowerage, sewage dusposal, drainage, refuse dispesal, -« .
plumbing .. .. .. .. .. . io - 30
Focd and milk preservation, transport, handling, restaurants, . . -
markets, slanghter houses, ete. T ‘e - . B 9
Townplanuving, zoping, housing, lighting, ventilation, dust N ¥
control, faotories, eto, .. N .o . ot 4 . 8
Malarnia control .. . .. ‘e .. < 8 12 -
Rat conirol, fiy control, al sanitation, fairs and festivals, -
disinfeotion, ete. e .. . . . 5 . {

- : - - 85 185

I -~

At the end of 3 months theoretical instruction, an exsmination will be held
consisting of 2 written papers (one for parts A, B, C, D and the other for part
E) and a practical test. The candidates who pass these will proceed to theii
practical training and report on it. If their work is satisfactory and theif
report shows capacity to deal with the problems that may face them, they
mny be awarded a ** Certificate in public health engineering .
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'APPENDIX 36.

Curriculum of Studies for Sanitary Inspectors.

Sabject.

L—Introduciory.
Reope of public health, sanitation, hygiene

5w g

Evolution of public health—modern publie ‘health methods ..

Duties and obligations of a sanitary inspector—sttributes czsential for

success

e

e

a2

*5

-n

s

II.—FElementary physiclogy - -
Personsl hygiene T e -

III. Communicable dissases.n
Infection, modes of !a-anmusnon, ohannels of infection, incubation period;
quarantine, contaots, carriers ; missed cascs, preventive measuro ..
Infn_feMtw‘ about epxdemios—]nveetxgs&on, isolation, nnrvezllsnoe. din-
oti
Epidemie and endemio diseases
vaccination

<

- -

e L3
LE

e .e o

e »

C e

- e -

Smallpox, vaoc

Cholera, u:iocnlahon . s ~
Typhoid, dysentery Fea X
Chickenpox, measles, mumps, whoopmg oough dxptheﬂs .
Hookworm a.nd ookwm h.'es an .8

z < - - g
-n
A
-a

- o

s s

Lepro A syphilis - ..
o t of an outl kofxnfechonedames :
T of specimens for baoteriological examination in p!a.gue. olmlen,'

ty oid, rabies, . .- - aw -,

IV.—Adnimals, insects, ele., carrying diceass, . ‘ .
= Mosquitoes, mpheles. : . e
~ Flies. ) - .
* . ."Ratsand ﬁe&s. J . ~
* 7 Bed bugs, lice . - e - -
f.-—De'ao'nfedm and disinfestaiion.
-~ Water supplies.’
Concurrent and terminal dumfeotxon in infectious dmesseu
Te s Fmgahon in plague work.

. ﬂ—smeymg and levelling and drawing.
.  Chain survey, p}a.ne table, field sketching.

Levelling,
Drawing pla.ns aeetmna, scales, enlargement reduction, repro(!uohon -

VIL~Building construction: - . VI - .
Building materials, o, ot
Bailding construction. . R . 4 .
Village and town pla.nning
Estimating. . - . .
Execution of works. . -
lans. )

Type pl
Venlnhtmn, hghtmg. .

e ie

—
e

o »e

»a

s

.
-e

Smkmg of wells and tube wells, repairs.
Purificatiom—nettlement, filtration, dlsmfectzon,
Colleotion ef samples. -

»e -

e 8
.

g 80 0O D9 DDA b
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Curriculum of Studies for Sanitary Inspectors—contd.

Subject. Hours,
IX —Collection and disposal of excreta and refuse.

Latrines—different types.

Soakage pits, urinals, catch pits.

Septic tanks and title fields, -

Mangre pits. Trenching.

Refuse collection, orgamisation and methods.

Composting, dumping .. .. .. - . .. 1
X.—Disposal of the dead o . . .. . .. }
XX,—Collection of vital statustics.

‘Machinery, population, census, rates, tabulation, infant mortalhty rates 4
X1I.—Food and milk sanitation.

Natrition,

Milk, dainies, slavghter houses, markets, samphng of food and milk .. 8
XYIL.—F airs and festials ; sarais, dbarmasslas, Layout, water supply, lat-

rines, refuse collection and dusposal, control of animals and food estabhsh-

ments, control of communicable diseases, accommodation, cleaning up at

end of festival, police.

Barais, dharamsalas, choultries .. «e .s e s 3
XIV.—8chool sanitation .. e .. . . .e b 1
XV.—Publsc Health Adminisiration.

fL.ocal and provincial set up. >

Relations with other departments .- . .o .. 2
XVI.—Public healik laws .. .- .- .- .. . s
XVII.—HRealth Education methods.

Their importance i rural work.

Personal contact, discussions, village asnd school talks, Iantern, cinema, -

leaflots, press articles, exhibitions and type plans and.models.

School health procedures .. .- .- . .. 4
XVIII.—Health Unit work .. .e .- . . - 3
XIX.—Malaria conirol. -

Minor drainsge and filling.

Larval control by oiling and parisgreen.

Adult spray killing.

Malaria and irrgation. .

Naturalistic methods .. .. . . .e . <
X X.—Office routine .. - - .- . . « 2
XXI.—Methods of inspection and carrging out of Sanitary surceys.

Rural latrines, irenching grounds, wells, markets, siaughterhouses,

offensive trades, csmps, water supplies, reporting, carrymng out re-

pairs . .n . .. . . ‘e 12
XXI1L.— Maternity and Child Welfars .. .- . - - 2
XTI .—ZLegal procedures.

Framing charges, evidence, ete. .. TS . . 6
X XIV.—Sewerage and sewage dizposal, plumbing .. T .. .. 6
XXV.—Offensive trades, industrial hygiens .- .- . .- 2
KX VI.—Veutilation, atmospheric pollution .. .- - . 3

SBoeminars, tests, ste. . .e . .s . . 10

Total .. 140
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Demonstrations and Ezercisea as Detailed. *

29. Vaccination agains$ amallpox

30. Vaccination against typhoxd and cholera
31. Widal test - [ e L
32. Preparation of vaccine ..

33. Pasteur treatment and despstch snd mmmstmn of ‘bra.m for rsbxes

s

.

» s

-
.

-a

=
-

B Hours,
1. Bucket latrine .. .a .e \
2. Deop pit latrine .. .a . .
3. Bored hole latrine .. .-
4. Mound latrine .. . . .
&. Water seal plate latrine .. .- e . .. .e 4
6. Pubhe latmne .. .o .e .
7. Squatting plates . -
8. Unnals .. . . -
9. Septio tanks . ae .
10. Markets e o fon
11. Meat stalls e . e .o - .. . 2
12. Dairies —_ s .. .. A se R .- z
13. Gala cartstand .. va . s . .. - 2
14. Slaughter house . . .e . . .- . 2
15. Offensive trades, Lime kiln' . . - . . 1
16. Tanneries ... .. .. . . . “e L
17. Wells, tube wells .- - e . .e - 4
18. Disinfection of wells .e . &
19. Dusinfection of tanks . . . = - .
20. Chlorination of water .. . . .s e .. z
21. Trenching ground . . . .. . Z
22. Catoh pits and sealed pxts »e - “nn - . L
23. Compost making . . »e . “s .- k
24. Refuse destructor e . .a . .. . 3
25. Camp incinorators . .
26. Water sdmple for analysis e ae . .s .. 2
27. Milk sample for analysis .. . .e .o . .o 1
28. Hookworm treatment .e .o . > ax .e f
4.
1
z
dogs .. - .. .. - z
34. Housing . an
35. Disinfection of & house .. .

36. Insanitary and obstructive bm'ldmgs
37. Aerated water factories ..

e

na
s
.
»e
.

e

.e
..
.
.
.s
s
.s
..
-

-

38. Barbers’shop .. .- .-
39. Laundries .
40. Maternity and ehild welfare clinics
41. Visit to health musenm .. .
42. Infectious disease hospital .
43. Leprosy clime .. < en o
44. Blood for malaria
45. Sp of £z for hook worm infection
46. Dissection of rats for plague ..
47. Antimalaria measures A .
48. Cemeotory .., .. .. .n
49, Sewage farm .. .r e .
50. Samtary Assistant’s office
51. M. O. H.’s office . L e
52. Midwife's office .. .e
63. Birth and death reglstrsf,mn de
54. Tabulation of vital statistics .
55. School eamtation -~ .
56. Health education prooedm ..
57. Mosqguito surveys .e .e
58. Calad fumgation -, . ae
59, Office routine .. .. re
60. Court procedure Aen
61. Water purification plsnt .- "
62, ¥airs and festivala .n .s

.
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Exercises.
= Hours,.
1. Construction of squatting plate .. .. . .n . i0
2. . Pt latrine .e .o .o .. . 2
3. »» borehole latrine . . .. .e .o 7
4. ” bucket latrine .. .. .. .. .. 5
5. » sealed pits . .e . .o .o 2
6. » catch pita .. .. e .. .. 3
7. » water seal latrine .. . e .. . 8
8. » public latrine .. .- . .- .. 2
9. » urinals ..
10. . wells . .. .. .. . .. 14
i1. tube wella
12. stmfectlon of water and test for efficiency .. - .- - 6
23. Sanitary inspection of eating house . .. .. .. 2
14, Bakeries .- .- . .- .e .. .e 2
15. Markets .. .e .. .. .- .. . 2
16. Meat stalls .. . .. .. . ... .. 2
17. Fish stalls . .. .e . .. .. . 2
18. Dairies .. . . . - .. 2
19. Cartstandgand shandies - - .- -- .e 2
20. Gran stores .. .. .. - - .. . 2
21. Slaughter houses . .. .e 2
22. Offensave trades : Tsnnenes, Lime kzln and Bnck kxln.s .- .- 8
23. Laundries .. .. .. - e .. . 1
24. Trenching ground . -- .- .- . .- 3
25. Compost making .. .. .. .. .. . 6
286, Manure pits .. “- - .. .. .. Ve 2
27. Incinerator .. e .. .. . 6
28. Water sample for a.na.lysm .. ve . .. .. 12
29, Milk sample for analysis .. .. . . 2
30. Preparation for mass Hookworm treatment . .e .. 3
31. Technique of vacemmation against smallpox .. .. . . 39
32. Technique of vaccination against cholera .. . . 30
33. Blood for widal .. . . .e . 4
34. Sample of dog’s brain for examination for rabies .. . .. &
36. Housing with regard to Housing laws .e . .e .e 8
36. Cooly hines and temporary labour camps .. o . 6
2;. %)mmfeotxoxll, 1(1)111. a house and articles within .. .e . .a :
. Insanitary dings . . .a .. ae .-
39. Obstructave buildings .. . - .. . . 4
40. Barber’sehop .. . .s .e .e .. .s 2
41. Aerated w&ter factories .. e e .e .o ee - 2
42. Health centres .. .. . .e .- .. . 4
43. Leprosy chnic .. .. .. .. . .. 2
44. Taking blood samples for malaria .. .. .. .. .. 6
45. Taking specimen of faeces for examination .. .e .. .. 4
48. Rat dussection .. .. .. . .. . 4
47. Cemetery and cremation gronnd .o .o . . . 4
48. Sewage form .. e .e .. .e .. .e 4
49, School health survey .e .e .. .. 3
50. Health Survey of village, sarais, dharamsalas .o . . 3
&51. Mosquito larval survey .. . . .. . . 4
52. Court procedure . .. . . .o . 3
£53. Plumbing \ .. .. . 4
54. Water supplies, chlorination testmg, ete. .} . .. . 8
55, Sewerage .o .e . .e . 8
56. Sewage dxsposa.l—severa.l types .. . .. .. .o 12
67. Court procedure . .. ‘e . .. . $
68. Food samples .. .. . . . .e 2
59. Smoke and other nuisances
60. Inspection of factories .. .e . .e ve .. :

61, Restaurants .e . .e .

g
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»

Ezercises ~oonid.
Hours,

82. Street celeansing ‘8
£3. Refuse colloction in towns b s hid b >
©64. Sanitary survey of slums, houses, water supplies s < vo ™~ 18
85. Plans and drawings “s h .. e e +x 18
86. Enlargementsndmdnehon . e . . .. [
§7. Sketching .s . .e . . .o .. 8
£8. Zg.stamstmg .. . Te .. .o .. . g
89. . .o .. . .s o 1
70, Wield shotehing -. .. e, 1. i i1 a2
%71. Building constrauction . . . . 6
72. Malaria eontrol and dn.mago . .e - .. 18

B ——

Total
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APPENDIX 37;
Syllabus for Preliminary Training Course for Nurses,
Age for admission to be not legs than 17 years.

The best’ education available at any stage of developmentin a country
is the only standard that should be accepted for nursing. Alack of edu-
cated girls, however, is only part of the problem, the real problem is how
to attract the best there are at level of education available. The best edu-
cated and most intelligent will be attracted to the nursing course in pro-
portion to its immediate interest, and to its future opportunities for remu-
nerative work, in a profession of good standing in the community. The
nursing course can be made of interest only if it is carefully correlated with
the existing educational backgrounds of the students, and realistically link-
ed to community and home conditions, and also presented in a sympathe-
tic atmosphere of student—teacher relationship throughout the course rather
than in an atmosphere of reproof to an ignorant and unpskilled employee.
With such safeguards, despite low standards of education and correspond-
mgly simple professional training, the best students available at the time
will be attracted and will make a real contribution to the Health Services
in hospital and in the community.

The basic preliminary course (syllabus given) is intended to incorporate
these ideas and instil a preventive approach to health from the commence-
ment. Furthermore, this basic course so planned will provide those studente
who do not continue through the full professional course, valuable expe-
rience, immediately applicable to take back with them to their own homes
and villages, and will ikewise make them influential in increasing the num-
ber of desirable applicants for instruction. -

Length of Course.—The course should not be less than 14 weeks—13
weeks for studies and 1 week for examination. This permits of 3 sessione
annually, allowing 10 weeks for transfers and admission of students, and
holidays for teaching staffs. i

Hours.—Approximate hours per week 34, allowing for Saturday after—
noon and Sunday free. - -

Stafi:—It is suggested that the Sister Tutor in charge of this School
should hold the necessary qualification for teaching in addition to Certi-
ficate of General Nursing.

1f the number of students demand an assistant tutor, the minimum gquali-
fication of such assistant should be Registered Nurse with practical expe-
rience in hospital and ward administration and capable of contributing ber
full share to the general work of the School.

Salaries for teaching staff—

Senior Sister Tutor—Rs. 200—10—250 p.m.
Assistant Sister Tutor—Rs. 150—5—200

and in addition both sHould receive—free furnished accommeodation,
messing, uniform and dhobi allowance and service.

Lectures. Hours, Practical Demonstration.

Group

I. Elementary Anatomy and phy- Study Class and Laboratory work &g
siology Elementary Biology 85 :



171 -

Leotures Houmw Practical Demonstration
Group. - B >
I1. Introduction to Preventive Students Health Examinations
Medicine—Personal and En- Reoords—Vasits to Water works—
vironmental Hygiene—Princi- Sewage Farms—demonstrations
- ples and Practice of Health of samples of disinfeoctants— Ele- .
teachmng. Introduction to Ge- mentary Bacteriology—In-ocula~-
neral Psychology .. .. 20 tion—Vaccination, ete. [l
I .. .. .. .« +« Physics and Chemistry .. .e 10
IV. Elementary Dietetics - 20 Practical cookery—Diets for Health ~
adults and children .. v 26
V. Nursing—1st r up lec- Bed making—Bathing of patients.
tures, inoludingye:imgrlz :lx,ursing Taking & Temperatures—Pulse,
procedures—First Aid—Home Respiration—Writing up charts——
Nursing Bandaging .. . 30 Noting record of ceses—General
Methods of eleaning wards, Equip-
ment, stc., Preparation for simple
nureing procedures—Preparation
and method of giving enema to
. adults and children. Administra-
tion of medicine. Supervised
.- visits to hospital—wards .. 100-
V1. Elomentary Economics & Visits to Bustees, village homes &
Social Bcience. Social Service markets—Town markets—Dairies
—Different types of (a) Commu- —~Co-operative S bi Labourers _
nity Organisations—Societi : ‘Tenements—Middle Class Flats—
Institutions, General and Social Orphanages—Voluntary Social
Hospitals. (b) The family .. 15 Agencies .- .. .e <«
VII. Physical Culture .. «- = Gymnastics—Team - games, Folk
- dances, ete. .. .. .. 13
VIII. Child Development—Care of 8 Vigits to Infant Welfare Centres &
Schools—prevention of blmdness
in new born .. - 10
IX. Elementary Domestic Soience In the Class .. .. . 13
including needle work— Laund- In the Garden .. . - 13
ry— QGardening, vegetables, .
fruit, flowers, ete. - .. - 15
- ———————
Total .. 143 Total - .. 208
MICROBIOLOGY, (INCLUDED IN ELEMENTARY BACTERI-
- OLOGY. “
(Group II of Preliminary Training School Syllabus Attached).
Onit 1. ~ Unit 1. .
Micro-organisms and their relation to man Introduction to the use of the miore.
-—helpful & hermful. scope—examimnation of simple ob-

Yeast and mounlds—seere formation, biologi- jects easy to see such as e drop of
cal activity; requirements for life and milk, salt, crystal, hair, ete.
growth importance to man in food produc- Exammation of prepared slides of
tion, industry medicines such as ergot, ete. yeasts, moulds, and bacteria of

+ different varieties.

Bacteria, reproduction, biological activity ; ote booke to be kept and drawing to-
destruoction ; general picture of bacteria in be made of each slide examined.
the normal healthy human body, basis of
classification, staining and identifications,

Digease production ; the effect of the bacte-
ria and their toxins on the body. B

Unit 2. Unit 2.

Where pathogenio organisms are found and Examinations under the mjcrossope
bow infection is spread. of fiy’s leg, village water supply, cul. .

Bources of infection in dirt, water, food, air ture mede by student, breathing on-
on body discharges. medis, touching media, threat and

mouth culture, from members of the

class.
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H

Modes of transfer—direct—drop ~alr borne, (If possible simple demonstrations of

oarriers, human, insect, animals, this kind to be shown to hospital in.
IR - patients and relatives by students
and health teaching given.)~
Tnit 3. Unit 3.

Control and destruction of mioro-organisms.
The effect of the environment on the life of
micro-organisms. Moisture, food, tem-
Pe,,tnre,light, Oxygen.

Simple experiments to show the,
effect of common physical and
chemical agents on mierd-orga.
nisms, such as sunlight, heat, cold,
e A ing, iodine, alcohol, ete.
pisinfection, sterilization, fumigation, sena- Tests for sterility of things whioh
ais, antesopsis and asepsis, their use in the have been sterilized and kept.
hospital end in the home. Stress on the

dangers and results of carelessness.
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APPENDIX 38.
SYLLABUS FOR THE J UNIOR NUrsING CERTIFICATE.,

Length of course 3 years, age for admission 17 years.

" 40 Lectures & Lecture demonstrations to be given by a certificated
nursing sister. Institutional &, Dommﬂary methods should be taught through
the entire course.

Revision classes during ﬁrst year for students who have passed through
the P.T.B. Full lectures for other students. - |

) Hospital Ethics—Etiquette Quahﬁcatmns essential to the making of
-® good nurse. Maintenance of health, umiom Genersl rules of the bhoe-

. pltal and nurses home.
- The ward its cleanliness, bnghtness, tidiness, ventlla.txon, care of lava-

_tories, bathrooms, sluice-rooms, utensils——their care and cleanlinesa,

Hospital equipment—its cost, caré, Dressings,—Kinds, muses, costs

: Rubber appliances—eare and preservation of mackintoshes. Airand Water
beds. Hot water bottles—care, ﬁllmg pteca.uinons, Lmen&care of, checking,
Inventories.

Bed—beddings, care, dlsmiectmn Bed makmg “-Type, of beds
Ohanging . of hnen—methods Nursing posxhons. Lﬁtmg of 'paﬁents.
Giving of bed-pans, ete.

Pahents—-admxsmon—how to receive. Pre_pa.ratxon for Bttetcher case.
Fractares. Collapse. Hwomorrhage—Fits. Removal of t:lothmg Ob-
servations to be made while admitting a patient. Last offices.

Baths—on thé bed—in the bath-room-—preparations. Cases that shonld
not be bathed without permission. Care and cleanliness of the hair.

Bath-medicated. Hot Air-vapour. Surgwal 'i)athspacks hot and eold
Bponging-het, tepid, cold.

Administration of drugs and how to give mmple medicines.

Observation of urine, stools, spatum, vomit, discharges. Spetimens—
saving of Excreta—disinfection end disposal.

Temperature—pulse—respiration. Clinical Theimometet.

Care of the mouth. Care of the back-bedsores.

Enemata—kinds—requisites—methods of administration.
* Applications. Heat, moist and dry-cold iced. Ycecaps fomentations—
simple—medical surgical. Poultices—Linseed—mustard—charcoal—bread.
Evaporating Iotmna——Gounter irritants. Blisters, Leeches. Cupping’—wet
-‘Bd dl’y. -~ h

Bandaging—12 demonstxahons
Sickroom Cookery—Theory & practical demonstrations. 15 hours.
Food—contamination—preservation.  Milk—composition—dilution—
care of—contamination—adulteration. Food values.

Preparing of trays—serving of meals—feeding of patients. Infanta™
goeding. »
Predigested food—making—value—uses, of. Bengers * food-—Meas
Extracte. Peptonised milk—whey—junket. Jelly—Albumin water.

I3
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Eggs—fish. Mehtods of preparing—-cooldng—servinéi Vegetables—

fruit—method of preparing—cooking—serving. Child—care of—diet for
healthy and sick. . "

Special diets. .
Hygiene Lectures & Demonstrations. 20 Hrs. to be given by a Doctor,
preferably with Public Health experience.
Personal hygiene—aids to health—habits—fresh air. Cleanliness.
Exercise—food—rest—clothing,, )
Atmosphere—Atmospheric-Pressure, composition of air, various impuri~
ties. Heat radiation—Conduction—convection—Body Heat, evaporation.
Ventilation in health and disease. Light—natural and artificial. )
Water—sources of drinking water—rain—springs—rivers—wells.
' "F7 Distribution of water—mains service pipes—head pipes—cisterns. Puri~

fication—pollution—storage—filtration—chemicals. ~ Ozonisation  ultfa-
violet rays. R

Refuse—collection—removal—disposal.
House and Hospital—Water carriage system—Conservancy.
System-—sewage system. Disposal—purification of sewage.
Drainage system—traps-soil pipe—water pipe.
. Sanitary conveniences and appliances—water closets—sinks—baths—

Infection—disinfection—methods. . oo

The part played by the agency of water—food—air in the tropical dis-
ealzes, such as cholera, dysentery, the enteric group of fever.) Pneumonis—
plague.

- Personal and General prophylaxis. :

The part played in'tropical diseases by insects such as lice, bed bugs,
fleas—sand flies—mosquitoes—worms and other intestine parasites.

Personal and General Prophylaxis.

Anatomy and Physiology. 30lectures and demonstrations.

To be given by a Doctor. Revision lectures by Sister Tutor.

The bony skeleton—names of bones—types—position in the body.

Classification of bones—composition—structure—joints—varieties etc.

The muscular system—voluntary and involuntary. Difference in their
mode of action. Position of the chief musecles in the body. Anatomy of the
thorax and abdomen. -

The lungs and their passages. The heart—the circulation of the blood.
Structure of the chief blood and lymphatic syatem.
The mouth—teeth—intestinal tract. ‘

Classes of foodstuffs—fats—carbohydrates—proteins—absorption of
food products.

The skin—sweet glands—hair—nails, the urinary system.
The nervous system. .

Reproductive organs.

Special senses.

Ductless glands.’



+ 178

Lectures on Medical Discases.—20 Lectures to be given by a Doctor in
addition—20 lectures on nursing care in each disease to be given by the sister
tutor, in co-ordination with the Doctor” slectures. Institutional & Domiciliary
wnethods should be considered.
The cause of disease and human pathology.
Alimentary system ; the more important diseases and theix chief symp-
“toms.
Respiratory system ; cough, breathing in ‘disease. ‘The more 1mportant
- «disegses and their symptoms.
- Tuberculosis : symptoms, cause, disposal of spntum, Banatormm treat-
1ment, light, air, food prevention.
- Circulatory diseases ; the more important diseases and their symptoms.
Heart disease, Rheumatxsm, Cholera. .
~ Excretory system : urine in disease. Chief diseases of the kidney and
&heir symptoms. Diabetes.
Central nervous system. Chief diseases and symf)wms Convulsions,
€ita.
Natural and artificial protection against dx.sease Immumty, inoculation
and vaccination. Bacteriology.
Infectious diseases ; smallpox, Entenc, Dysentery, Measlea. Chicken-
x, Whooping cough, Dxpi:hena.. -
Isolation and disinfection of—
Introduction ; malaria, black water, relapsing fever.
Kala azar, plague, leprosy:
Beri beri, scurvy, pellagra,
Cholera, dysentery, hepatitis.
Sprue, ankylostomiassis, filariasis.
Snake bite, hydrophobia, heat stroke.
Diet 1n diseage. Pre-digestion of foods, Special diets.
Nutrient enemata. Proprietary preparations, their uses and da.ngera.
Deficiency diseases.
Medical emergencies, fainting, syncope, epileptic fits, < convulsions,
bleeding, colic, ete.
Drugs and Poisons.—Drugs and remedies. Their sources, nature, classes,
method of use, common poisons, symptoms and treatment. *
t _Lectures on Surgical Diseases.—2C lectures to be given by a Doctor in
addition—20 Lectures on Nursing care by Sister Tutorin co-ordination with
the Doctor’s lectures.
—Miero organism ; infeotion ; inflamation, suppumuon, cellulitis, Teta~
wnns, tuberculosis, ete.
Principles of asepsis ; antiseptics, sterilization, influence of atmospheric
pressure, of boiling water snd steam. ]
Haemorrhage, varieties of, first aid and surgical treatment.
Preparation of patients for operation. Dauties of niirse in tho operation
theatre. Operationsin private houses.
Injuries, shock, contusions, wounds varieties and ptomsu Cf “healing,
Uomplications, treatment,

¢

LIRS
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Burns gnd sealds.(," Ulceration ; gangrene, tumour, cancer of breast.

Fractures and dislocation, including first aid treatment, Orthopaedie
8Surgery, Causes of deformity.

Diseases of bones and joints. Use of splints. Head and spine injuries.
Operations on the mouth. Empyema. - o

Abdgxpinal surgery ; gastric and duodenal ulcer, gastric _gall stones,
appendicitis. Intestinal obsiruction, ete. j
t; Caecostomy and colostomy. herﬁa, varigties, complications operations

" Common diseases of rectum and anus. Istula, haemorrhoids carchin-

oma, Diseases of urinary system, Prostate, Care of patients after operation.

. Anaesthetics :—Short accotin} of action of general and local anaesthetics.
Common anaesthetics. Preparations- of anaestheticts table. Preparation
of patients for general anaesthesia. Management while under general anaesthe~
tie. Methods of artificial respiration, Care of patients during recovery.
Treatment of the after effects of anaesthesia, ) : .

Gynaecology.—12 lectures to be given by a Doctor. e

Structure and functions of the ovaries, fallopian tubes, nterus vagina;
Digorders of menstruation and menopause. Vaginaldischarges, New growthe
of voaries and uterus. )

Preparation of patients for examination. Douche.

Thampoons, Plugs, Pessaries.

Nursing after major and minor operations.

- Nursing of cases of Eye Diseases—6 lectures.

Apatomy and physiology briefly.

Instruments for examination. Foreign bodies} discharge from the ear.
How to syringe? Use of dry heatin acuteinflammation of ear. Application
of fomentations. Application of heat and cold. (Lieterscoils). Application
of leeches, blisters, etc., over the mastoid process, ear drops. Dressing after
ear operations. Brief description of anatomy and physiology of the nose,
Pharynx and laryns. Hygiene of the mouth with reference to the disease
of the nose-pharynx and laryns ; spraying and couching. Haemorrhage from
the npse and throat. Nasal discharges. Obstructions, to breathing and
swallowing. Gargles mouth washes. Inhalations. How to paint the throat
instruments for operations. Tonsies and adenoids. Abscess of throat.
Tracheotomy. Administration of food in painful diseases of, and after ope-
rations on the throat. -

’ Skin discases—6 lectures. - -

Skin, anatomy and "physiology. Application of remedies. Lotions,
Eniments, ointments, pastes, powderd, Common diseases, boils, ring-worm,

itch, eczema, psoriasis, secondary infections. Cleansing of skin, Remeval of

rusts.
> Veneveal Diseases—6 lectures.

Syphilis and Gonorrhoes.
A brief acoeunt of causes—mode of infection—sigas & symptoms.
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- Ptophyhm—geneml rules regudmg miecnnty‘ and modes of trans-
mission of venereal diseases and their prevéntion.’

~ Nursing Care of patients of venereal dlseaees.

Knowledge of sterilization § of syringes. -

Principles of dressing syphilitic wounds.

Care of eye and urethra in Gonorrhoea

Urethral douches. T -
Prostatic massage. For male nm:ses. :
Making of smears. RN

27 .7 Nursing of cf:ildren——% hours. = 7
*« {10lectures by & doctor and 10 lectures by the Bister Tutor). .
The deévelopment of a “normal “child-health_ requirements. General-
,an(ﬂpleﬁ of infant feeding—the ieed:ng of children ap to 2 years. ' -
The observation of children in health and azckness. cries, stools atutnde

of the child, symptoms, ete. - e
The narsing of children including the gwmg of medxcmes—-—treatmenh—
eeding and occupational therapy.
+* Special diseases of children.

-
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APPENDIX 39.

SYLLABUS FOR THE SENIOR NURSING CERTIFICATE.
Zength of course—3 years.
History of Nursing and Ethics.—20 Hours—In 1st Year, after the P.T .
{Revision).
Unit I.—The pre-christian period—ideas of disease in the prumtlve
‘world and resulting methods of treatment—medicine in ancient India, China,
Fgypt, Greece, Rome
Unit II.—Nursing in the early Chrlstlan era—the deaconesses, the
Roman matrons Monastricism, the development of hospitals.
Unit JIT.—Aristocratic and Military Influences—the influence of Feu-
dalism—the knights and ladies of St. John of Jeruselum, of St. Lazarus, etc.

Unit IV.—Democratic and Secular Tendencies in Medical Nursing orders.
Social and economic changes following the crusades ; St. Francis of Assisi
and his Orders—St. Claire and the poor Claires, the Beguines.

Unit V.—Transition from Medieval to Modern era—Political, social and
economic changes 2s 8 background of the period. The closing of monastries—
the extension of the servant nurse system. -

Unit VI.—Pre-Nightingale Reformers :—

St. Vincent do Paul and Milee. Le Gras John Howard, Elizabeth Fry,
the work of the Fleidners at Kaisersworth.

Unit VII.—Florance Nightincale—Her life, her work in the Crimean
War, the founding of the Nursing School at St. Thomas Hospital. Her
interest in India and Reforms.

Unit VIIT.—Contemporary developments—the discoveries of Pasteuz,
Lister Kock, ete. The relationship of Nursing to hospital reform.

Unit TX—Nursing in Todia in the modern days—the introduction and
growth of Nursing in India—development of schools—examination and regis-

4ration—a brief review of pursing organisations in India today.

Unit X.-—The Public Health Nurse—the story of her develooment’in
various countries and the need of such nurses in India.

Unit XT,—The contribution of the nurse of today to the History of Nur-
sing—the respnnmbxhty of the nursing student to her professson—her hentage

and opportunities.
T First Year agfter the P.T.S.
Advamd Nursing Arts.—2 hours 3 tmes a8 week for 34 weeks, 102 hours,

Unit 1.—Cnllecting and sending specimens—Urine, stool, sputum,

cerebro- spinal fluid (lumbar puncture, cesternal puncture) blood, kidney
functiop tests—gastric analysis, abdominal paracentesis, ete.

Unit 2—TProviding the patients with a healthy environment both physical
and mental. the patient’s comfort and safetv, supporhve NUTRing easures.
The uses of applisnces, back rests, cradles, air rines, pillows, sand bags, knee
pillows, fractare board, bradford frame, backing frame. Posxtlons, hﬁ:mg
and turning the patient. Use of the wheel chair, heart table, ete.

Upit 3.—Pre-operative and post-operative nursing care.

Uit 4.—0Oiving of finids and drugs by rectal drip-hypodermoctysis, and
4ntravenons methods. Techniques used in the hospital and in the homs.
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Unit 5.—Flanning the nursing care to provide for the patients’ individual
needs. IR - - ’ o
=" Unit .—Recognising and providing for the need of health teaching te
patients and relatives ; answering patients; questions, giving explanations
of hygiene and requirements of healthy living, demonsfrating nursing care
and medical treatment the patient will need after discharge. Teaching the
adaptation of the principles of health to the patients way of living. -
Unit 7-—Therapeutic treatments. In each &ase ways of winning the -
patients cooperation and methods used in the home should be included.
_ Burgical dressing, care of plaster casts, counter irritants, hot and cold appli-
' eations. -Packs, sponges, inhalations. “Hot air and steam tents irrigation
and donches. The administration of oxygen, all important therapeutie
_ techniques. . - » - ’ -
, - - Unit 8.—Care of the dead. ~ : - - -
+ * Unit 9.—Nursing techniqueg used in diseases of the eye, ear, noze and
~throat. = e - T ‘
Unit 10.—Nursing techniques adapted to the nursing of infints and
children: ~ . - > E
RS = Combined course to run through the 2nd Year—190 Hrs. -
B This course should bring together into one course the pathology, medi-
cine and medical nursing, surgery and surgical nursing, materia medica, _
diet and the public health knowledge each nurse needs as a foundation for her
work in the hospital or in the home. ~An attempt is made to arrange the
materizal in good psychological-order and integrate it into 2 unit. The medical
and surgical lectures should be given by doctors and followed by the Bisters
Tutors’ lecture giving the special nursing care in the conditions considered.
The principles underlying good nursing care in each case should be applied
to conditions in the hospital and in the homes. Stress should be placed on
health teaching and prevention of disease throughout the course by the
Sister Tutor and the doctors. The materia medica and diet sherapy shounld-
be related to conditions studied. ' T
Unit I—Introduction to Medical and Surgical Nursing :—
The effect of disease on the body—tissue changes, inflammatory processes,.
nfections—general and local—hemorrhage, embolism and shock.
Unit I1.—Operative Aseptic Technique :— \
=~ Asepeis, general principles, surgical cleanliness, sterilization by Hea
by antiseptics.
Preparation of patient for operation. Post operative care., Operation
Theatre— - )
Preparation of operating Theatre, lighting, heating, ventilation, eqaip-
ment, instruments in common use. Operative procedures—nurses daties.
Preparation for operation in private house—Anaesthetics, general spina}
=ctal, local anaesthetics in common use, their general character.
- Bpecial Nursing eare of cases given ansesthetics. -
Unit III.—Nursing in diseases of the respiratory system :— -
1. Medical aspects of diseases of the sinuses, tonsd, farynx, ‘@raichea
and bronchi. .
. 2. Burgery of the same inclnding bronchoscopy,
3. Nursing eare in those eonditions.
HI1342HSDO ) 12
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4. Diseases of the lungs—Pneumonies, lung abscess, pulmonary
empbysema, pulmonary tuberculosis. - ’
B. Operation on the lungs and for conditions of the lung-lobectomy
rid resections—drainage of lung abscess. oL
6. Nursing care in the above with special stress on health teaching
position—use of special equipnient—slings—sand bags—care of drainage
suction, ete. - \
Unit IV.—Nursing in diseases of the circulatory system and :—-
1. Heart diseases, myocarditis, erdocarditis and valvular diseases
pathology, symptoms, treatment.
2. Nursing care in heart disease.
3. Blood transfusion—indication, various types, use of plasma, dry
blood, etc.
4. Diseases of the blood and lympbhatics, anaemias, Raynauds, Buer-
ger’s and Hodgkin's disease. .
Unit V.—Disease of the Gastro intestinal system :—
1. Diseases of the mouth, throat and stomach.
2. Surgery in structure of the esophagus, gastric uleer, malignans
sunnours of the stomach. .
3. Special nursing care in such cases—Health teaching necessary for
wuch cases.
4. Diseases of the intestinal tract, typhoid, dysenterys.
5. Surgery of the intestinal tract—intestinal obstructicns, appendi-
<itis, hernia, resection, ete. R
6. Nursing care in diseases and operations on the intestinal tract.
7. Operations on the colon, rectum and anus. ’
8. Nursing care in the same.
Unit VI.—Conditions of the urinary tract :—
1. Diseases of the kidney, urethra, bladder.
2. Operations on the urinary tract. .
8. Nursing care in the above—including an understanding of kidney
function tests, special treatments, ete.
Unit VII.—Conditions of the musculo skeletal system :—
1. Fractures, dislocations, sprains and their treatment.
2. Diseases of the bones and joints, acute and chronic arthritis, rheu-

matic fever. ,
3. Tuberculosis of the bone and joints—deformaties, and operations

dane.
4, Nursing care in orthopaedic Diseases—including special pointe
wegarding traction, frames, splints and plaster—helping the patient with
this problems of rehabilitation and the care of orthopaedic cases in the
fome. . .
L nit VIII.—Diseases of the skin :—

1. Diseases of the skin and their medical treatment.

2. Burns, scalds, skin grafting, Plastic operations.

3. Nursing care in skin cenditiens.

'
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Unit IX.—Conditions affecting the muscular system :—
1. Tumours benign and malignant with stress on early attention.
2. Nursing care—health teaching every nurse should do. A
, Dnit X.—~Conditions of the endocrine glands and metabglism :—
1. Thyroid conditions, diabetes. - -
2. Surgery in Thyroid conditions. ’ )

.3. Nursing care in such cases with special reference to teaelnng the
patient and his relatives. ~ :

Unit XI.—Conditions of the nervous system :—
1. Chgrea, epilepsy, general paresis, tabes dorsalis, neurities; %ciatica,
eto. .
2. Operations on the brain and spina.l cord. -
, 3. Nursing in the above. ’
Urit XII.—Gynaecological and Geneto—urma.ry conditions #—
1. Hygiene and health of sex-life with special reference fo the psycho~
logxca,l aspects.
“2. Gynaecological conditions and medical treatment.
3. Surgical treatment of gynaecological conditions.
4. Nursing care in the above.
5. Medical aspects of gehita-urinary disease.
6. Surgery of the genito-urinary tract.
7. Nursing care in conditions of the gemto-urmary “trace.

Unit XIII.—Conditions of the eye, ear and nose :—
1. Eye health. )

3. Diseases of the eye—medical and surgical t:ea.tment
3. Nursing earein eye conditions. - )
4. Disease of the nose and ear including the prevention of deafness.
- B. Nursing care in the abave.
" Unit XIV.—Deficiency diseases :— o )
1. Deficiency diseases—their prevalence in Ind.la, early symytomn'
and prevention.
2. The Nurses responsibility in healbfn instruction & nursmg eare,
Unit XV.—Tropical diseases :— .
Malaria, black water, relapsing and yel]ow fover. ' -
Kala azar, plague, leprosy.
. Cholera, dysentery, hepatitis.
Sprue, ankylostomiasis, filariasis,
8nake bite, hydrophobia, heat stroke:
3. Nursing care in the hospital and in the home with special stresa or
bealth teaching and prevention. .
Unit XV.—Communicable diseases :—
1. Measles, chwkenpox, small-pox, diphtheria, etc.
2. Nursing care in the hospital and in the home with special stresa on
prevention of spread of the disease and health teaching.
3. Gonorrhoea and syphilis with stress on prevertion ani control. -

" 4, Nursing eare in the above and the nurses respons: i bility for health
teaching,

. -

124
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THIRD YEAR OOURSE. -

Nursing of children—20hours.
s (10 kctures by a doctor and 10 lectures by the Sister Tutor.)
Tho. development of -a normal child-health requirements. Geners
principles of infant feeding—the feeding of children up to 2 years

The observation of children in health and sickness, cries, stools, attitude
of the child-symptoms, etc. ’ i

The nursing of children including the giving of medicines— trea‘me nta—<
—feeding and occupational therapy. )

Special diseases of children.

- co Mental hygiene—15 hours.

Mental health and requirements for a well balanced personality. The
needs of the individual—types of personality—mental and emotional develop-.
ment—instincts, the subconscious mind—common neurological conditions,
eauses, preventive measures, sublimation. . The problem of mental diseasea
in the communify—practical psychology: .-

The principles and praticc of war and hospital management.—30 hours.

Ward administration, the principles of supervision, assigning of duties,
hospital housekeeping, inventories and ordering equipment and supplies. -

The selection of staffi—staff education, budgets, records, housing and
health of the staff, medical examinations and supervision of the health of the
stafi, the prevention of diseases, care of sick nurses. Making the best use o!
resources at hand—a planned programme for improvement. Opportumtied
for observation and practice of principles taught should be given.

Professional Problems—I15 hours.

The problems and responsibilities of the young graduate—how to apply
for a post—contracts—ethical responsibilities—professional opportanities.

Nursing organisations in India—their organisation, aims and work—
professional journals—the International Council of Nurses, the Red Cross.

Nursing legislation, registration, what are desirable laws—their purposes,
the nurses responsibility for nursing and health legislation. Legal-
matters. - ’ . o

India’s needs in the nursing field—trends “and developments in Indis
and other countries. -

Healtk Problems tn India to-day—20 houss.

A coopsideration of the health problems of the country and attempts
that are being made to meet them. Malaria, leprosy, tuberculosis, veneres}
diseases, matermty and ehild welfare, school health, industrial health pro-
blems. Ruaral health—economic factors in national health—health education,
the need and method—preventive medicine, the respousimmbity of the purse
Pri blems 1o he local sommunity.

— a
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APPENDIX 40; ..
- JURRICULUNM YOE FRE-NURSING GROUP OF 1 YEAR IN HIGH NIHOOLS IN 1NDIA,

- - Subjects. : “Taught by.
Anstomy and Physiology * . e - «+ Doctor.
Hygiene . .e - .- »», Doctor.
Firet Aid .. sese o Doctor.
Physics & Chemistry & Pta.chcal Physiology .« University Gradwads,
_Biology . .- .- e . «»,. -Do.
Paychology .. . .o . - .. De. -
Dietetics and pracucal oookery . i & © De.
English Language & Essay writing .. . i Deo.
Home Nursing St. John & Red Cross Standard - Reglstered Nurse

* . Instructor.

Mother Craft © e S S “  De.
History of Nursing .. . re T ee . Deo.

Visits to Institutions, Games and Physwal Trammg
Examination at the end of course. -
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APPENDIX 41.
SyLraBus mer Mipwives TrAiNiNe CouUrses.
-Syllabus for Midwives Diploma or Certificate,
1. The period of professions} study between the date of admission as
idwife pupil and the date of examination for any diploma or certificats
which entitles the holder thereof to be registered in Part I of the register of
midwives shall be a period of certified study of not less than 18 months :

Provided that a fully trained nurse ghall be admitted to the examination
in midwifery after not less than six months training on obstetries if she cam
satiafy the requirements of rules 1 and 2 of Part I of this Appendix in ali
respects other than that of the period spent under training a3 a midwifery
student :

Provided further that for a period of twenty four months from the 24th
December, 1935 midwives with twelve months training shall be eligible for
registration. - -

2. In every courss of professional study and examination, the following
subjects shall be included :—

{+) Gyanacology.—An elementary knowledge of menstruation, abnoz-
malities in menstruation, displacements of the uterus, growths and tumours
{cancer)in the pelvis (uterus and adnexa) and inflamwatory conditions of the
vagina. .

(¢%) Antenatal care.—The training should include attendance st an
antenatal clinic, if possible, or study of antenatal cases. Notes of at least
ten of such cases should be written in the case book. t

(¢+?) Midwifery.—{In any schemse of examination for midwives, emphasis
should be laid upon the practical aspects of midwifery and the actual conduct
of normal and abnormal labours, while the training is given both in theory
snd the practice of the subject.)

Asepsis and antisepsis in midwifery. Some of the common antiseptice
used in midwifery and the way to prepare them. The disinfection of the
person’s slothing and appliances. )

Elementary general physiclogy and anatomy of the female pelvis and the
organs of generation, both external and internal.

Obstetrical diagnosis.

Management of normal pregnancy.

Hygiene of normal pregnancy.

Hygiene and care of the pregnant woman and the unbore child.

Labour and its phenomenon.

Signs and symptoms of abnormal pregnancy.

Manpagement of normal lubour.

Diagnosis and management of abnormal presentations face, brew
pelvis presentations, transverse presentations, multiple pregnaney.

Care of the puorperium and its management.

Complications of the puerperinm including puerperalsepsis and septic
Infections. Causes, symptoms, diagnosis and methods of treatment.
Haemarrahages of pregnanoy antepartom and postpartum.
Toxemias of pregnancy ulbuminuria, sclampsia hyperemesis.
. Abortion, miscarriage and premature labour.
Extrauterine pregnancy.
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- - »

Precipitate labour, uterine, inertia, rupture of the wuterus, causes,
symptoms, diagnosis and treatment. . -
Prolonged labour.
Disease of the decidua and ovum ; hydra.mmas and vesicalar mole. -
Contracted peiv;s-—dmgnosm——-common varieties—symptoms——treat-
. ment.
Discases associated with puerpenum——cystxtu—-masﬁtu——phlo;-
masia—puerperal insanity.
Some common obstetrical opautmns ;nd the duties of the midwife
therein. -
Vaginal examination during normal hbom: under supervisien,

{sv) Care of the infant with particular refersnes to—
Asphyxia neonatorum.

Ophthalamia neonstorum. h )
Infantile diarchoea.

Convulsions.

Care of the premature infaut.

Management of the new born, both matuxge and prematnro
Breast feeding and artificial feeding. ~

{v) Venereal diseases :— Syphilis and gonorrhoea with special referelce to
their effects on the pregnunt and parturient woman.

{vi} An elementary knowledge of the following diseuses sommon u the
tzropics with special reference to their eﬁecﬁ on preguancy Iabeur, al‘ puer-
perium ;:—

{1) Malaria.
{(2) Kala-Azar.
(3} Smallpox and eruptive fev&'s

(4 Typhoids.

{5} Infuenzs pneumonia, tuberenloms. S
(6) Anzemia.

{7) Hook-worm.

{8) Leprosy.

{»i%) General principles of sick r.\m:smg'—-*=
Nnrsmg as & profession and hospital etiquette.
‘Work in the ward.

Observation and care of the patien*

Tempemture, pulse, respiratzon, clinical chart and bedsids tepor
Bed-making and sponging.- .

Contagion and disinfection. N

Catheterisation : bladder and bowel wash.

Enema and douches.

Hot and cold application.

Administration of food and medicine.

Invalid c.ookmg.

Some emergencies.

Care of the dead.

Cold sponging.

Prevention and eare of bed—sores

Different kinds of haemorrhage.

Arrest and reatment of the same.

Personal and surgical hygiene. »

-



186

-

Xeo candidate shall be permitted to appear for the examination, unless
she produces a certificate to the effect that she has—
(a) personally attended 20 labour cases,
* (b) .nursed twenty lying-in women and their infants daring the ten
days following labour,
(¢) attended not less than 10 antenatal cases, and -
(d) attended not less than two-thirds of the lectures and demonstra-
tions given in connecsion with the curriculum laid down.
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APPENDIX 48 .
Syieapus For TeceNioiaANs’ Couxse.
Group I (r.e, Anatomy and Physiology):
Parr I, -
A —AnaTouy—Pertod 6 months. —
1. Elements of Anatomy of the human body with special reference to
Osteology.
2. Cleaning and care of bones—prepara,txon of skeletons.
3. Training in the care and uses of dxﬁerent instrumenta used in the dis-

section of the human body. <
4. Instruments in the preparation of different fluids used as a fixative

for the dead body.
B. Record keeping of the stock of the department
6. Training in making arrangement for a lecture demonstration.
7. Use of a rough balance. . -
B —Pmsmx.oey—Perwd 6 months. ~ - ,
1. Cleaning of glassware and other pieces of apparatus used.
2. Trained in the operation and care of routine J@boratory eqmpment
such as miscroscopes, water bath, eté.
3. Staising method, including preparation of simple stains.
4. Handling of La.boratory apimals,
5. Prepara.non of simple reagents.
6. Technique of examination of urine and blood.
7.- Use of a rough balance.
8. Preparation of solutions used for qualitative test.>
9. Muscle and nerve preparation of frog..
“10. Induction coil afld their uses.
11, Setting up of B. M. R. and other apparatuses.
12. Maintaining of records, if any. ‘
13. Care and managment of experimental animals,
14. Glass blowing. -
Examination at the end of one year’s-course.
Osndldates will be given lscture-demonstration by the staﬁ of the depart-

ment.

Parr II.
. » A —ANasToumy—Period 4 months. = -

1. Injections—preservation of dead body. )

2. Methods in embalming of the human dead body.

3. Arrangement for the dissection of human body.

4, Care and mounting of specimens for museum.

5. Training in the preparation of part for dissection and the methods

used for a nice display of the part. -
6. Histological technique—training .the Departmeut of Patho)oay

and Physielogy if required.
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B.—P,. noroav— Period & months.

1. Preparations of reagents for volumetric and gravimetric analysis.

2. Preparation of various fixatives and staining reagents required, im
histopathological work.

3. Use of the microtome.

4. Embedding tissue, and cutting of section.

5. Different methods of staining tissue.

6. Methods employed for kiling experimental and other laboratery
animals. )

7. Training in setting up of drums and kymograph.

8. Methods used for microphotograph and the uss of Epidiescope, ete.

Final examination at the end of 2 years.

COURSE FOR LABORATORY TECHNICIANS.
For Group II (i.e., Pathology, Bucteriology and Biochemistry).
- Part L -
ONE YEAR'S COURSE.
1.—Preparation and Sterili:ation of glassware and mediz.
(f) Glassware—Preparation, cleaning and sterilization. B

(#%) Preparation of simple media and combined media, inclading metho

of their sterihzation. Care and operation of different types of sterilisers and
hot-gir ovens.  ° - -

IL.—General Bacteriological and Parasitological Technigque.

(¢) Training in the operation and care of routine laboratory equipment
such as miscroscope, incubaturs, water baths and centrifuges, ete.

{¢) Staining methods including preparation of simple stains.
. {+77) Cultural methods and use of medis.

(iv) Technique of Agglutination tests. Y | -

{v) Disinfection and sterilisation of contaminated material.

{vi) Handling of laboratory animals.

I11.—Serological “Technique.

(?) Care of apparatus used in the tests.
(+3) Proparation of material for examination-

IV—Care and Management of Erperimental animals.

T V— Maintenance uf records. .

VI—Chnical Laboratory Methods. .
() Preparation of simple reagonts, e.g., Fehling’s and Leishman, ctc.
(#%) Staining of smears by routine methods, e¢.g., Grams, Zl::hl—Noﬂson—
(i#t) Technique of examination of Urine, Faeces, Sputum, “Blood, etc.

Qualitative).

VII.— Atiendance sn the Post-Mortem Room.

(%) To get acquainted with the use of instruments and render intelligant
sssistance to the Pathologist. )

(41) Collection and handhng of pathological material received from the
hospital apd post-mortem room.
(#95) The candidates will havoe lecture-demonstratiens once & week by
> one of the medical officers of the department.
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VIII.- Biochemistry. -
{9 Cleaning the glassware, calorimeter and other pieces of apparatus used.
(%) Preparation for Fractional Test Meal, and for other teste like Kidmey
Function, Liver Function Tests, etc. ~
{443) Uss of a rough balance.
(30} Preparation of solutions used for gualitative testa.
(v) Technique for simple qualitative tests used in routine Biochemioa} '

snalysis.
(vi) Setting of apparatus for routine quantitative Bmchemxenl lndym.

(vi?) Setting up of B. M. R. apparataus.
The candidates will have lecture-demonstrations oncs a week oz funda-

mental principles. il
An examination will be held at the end of the whole sonrse.
- Parr 11, -
ONE YEAR'S COURSE. ‘
- 1—Clinical Laboratory Methods.

{a} Instructions in the preparation of diffcrent reagents _required in
Glinical Laboratory for examination of Urine, Blood, Faeces, Sputum, O.S.F.,
ste.

{b) Setting up of apparatus for the various tesis.

{¢) Use of microscope.

PN

II.— Histo-Pathology. -
{a; Preparation of various fixatives and ataining reagents used in Histo-
Pathological work. .
(%) Use of,the microtome.
{¢) Embedding and section-cutting. - .
(4] Dxﬁerent _methods of staining. . - :
IXL— Biockemistry. . . - e
{a) Use of a Sensative Balance. - ’ . ‘
(b) Uso and calibration of Volumetric measuring apparatu.s
(©) Preparation of standard Volumetric Solutions and accuracy in
Volumetric analysis. ;
{d) Principles of Colorlmetry and Nephelometry . s
{¢) Care and use of micro apalytical apparatus. -
{f} Preparation-of reagents for routine biochemical ana!yns
{9) Technique of routine quantitative Biochemical analysls of blood.
Psthcloglca.l fluds and concretions.
IV.—Advance Techmqucs B,
(a) Prepa.ratlon of special media. .
. (b) Advanced bacteriological and serologigal techmque with speclal
reference to identificatiop of organisms and vaccine manufacture.
{¢) Preparation of reagents and stains.
{d) Advanced parasitological technique.
(¢) Management, care and handling of expermxental animale and tech-
pique associated with their use in research.
{f) Maintenance of records.
Candidates will have lecture demonstration in such subjects as general
Bacteriology, Immunity and Elementary Physiology.
Examinatien will be held at the end of the whole coursa.

’
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APPENDIX 43.
Coursr ForR RADIOGRAPHERS.

‘ " Parr L.
Stz months” tuition followed by examination.

Elementary Anatomy.—Skeletal bones—epiphysis in Embryo, in infaney
and in adults. Skull with reference to military Fossa, Cranial Fossa, blood
wessel grooves fractures ; the diploe and Lumbar vertebrae—long and short
bones of the extremity.

Physiology.—Elementary knowledge of the special organs of the body—
©QOther Brain, spinal cord, lungs and heart, oesophagus, stomach, intestines

(large and small), appendix, liver, spleen, pancreas and ductless glands.

Pathology.— Lesions. of the skull—Diseases of the heart and lungs——
Viscerae of abdomen, bony tumours, ete.

. Parr II. -
Twelve months® tuition followed by examination.

Radiography; Radiotherapy and Electrology suitable for Certified

Rad]ologlcal Aszistants.

-

HisTorY, LECTURES.

Appamms —Construchon, wiring and assembling Valve and X-Ray
tubes, types, construction and properties.. Care and control of appara.tns

Radiography—Radiographic technique—Care of patients while in the
Radiographic Department. ~

Dark Room.—Photography and Dark Room Technique.
- Radium & X-Ray Treatment.—Superficial and Deep exposures——ﬁltero——
Radiation Dangers—Care of patients while in the Department.
N Electroloqy —Principles of Electrical, Light and Heat. Treatment.
Methods of a.pphca,tlon—Care of patients dunng treatment.

Electrocamdwyrap.’zy —Principle and application of the instrument. —

S, Parr IIL

6 mounths’ Practxcal work in the different seetions of any Institute 'of

Department of Radiology.
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APPENDIX 44,"

Extract from a booklet describing the functions of the Registry of Medwa\’
Technolonists of the American Society of Clinical Pathologists. . -

The Registry or Medical Technologists has established certain stand-
ards for workers who desire to follow this vocation, and it conducts examind~
tions for those who meet the quahfications. The Technologist who is, certs-
fied by the Registry of Medical Technologists is recognized by leading clinical
pathologists and well-informed physicians as having adequate _qualgﬁcahonl
and enjoys a definite professional standing as & result of the Registry’s recog-_
mition. -

- The Registry has been so successful in its work that it has become the
quasi-official body in this- country for certifying the qualifications
laboratory workers, Its work is heartily endorsed by the leading medica
and hospital organizatiops, notably the American Medical Associa~
tion, the American College of Surgeons, the American Hospital Association,
the Catholic Hospital Association, and many others, all of which commend
jte aims and objectives and recommend to their respective members the ac~

. ceptance of the Registry certificate a8 proof of the competence of a Medical
Technologist. Staff mspectors of the American Medical Association and Ame-
rican College of Surgeocns, in their periodic visits to héspitals, carefully
observe whether or not the workers in the clinical laboratories bave Registry
certificates. The Registry, in brief, while purely voluntary and non-coercivs,
is universally accepted as the authoritative organ for qualifying the labo-
ratory technicians of the United States and Canada. -

The conduct of the Registry is vestedin a board of six members, who are
elected by the American Society of Clinical Pathologists. -

The office of the Registry is conducted by a registrar approved by the_
Board, who; under the direction of the Chairman and with the aid of clerks,
attends to the mnecessarily voluminous correspondence,*routine business,
book-keeping, and -elaborate filing system required in the management o!)
what has become a truly useful and unportant institution'= 7~ | "~

An Advisory Committee of five Medical Technologists aids the Board of
Registry in the conduct of its work. Two members of this comittes are
members of the American Society of Medical Technologists and three are
chosen from the registrants who are not members of the American Society
of Medical Technologists. - AR

. Elzgibilsty. ek

Applicants for the Registry examination must have graduated from an
accredited high school or have received an equivalent education. ;» In addition,
_they must have attended a course of at least two years at a college. or ums
versity accredited by the regional professional college association. In these

_two_years emphasis must have been placed on chemistry and biology. » °~
. After the necessary college credits have been acjuired, the applicant
must have instruction for at least twelve consecutive months in an approved
training school for Medical Technologists, or an apprenticeship instruction
of at least twelve consecutive months under a qualified clinical pathologist.

Ezamination of Applicants.” ~ .

Applicants who have met the ubove requirements will be permitted ta
take the Registry exammation. Twice & year, usually in Apritand October,
examinations are conducted in over 100 localities in the United States
Canada. The exeminations are 1 charge of clinical pathologists, uully N

-
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members of the American Society of Clinical Pathologists. An effort is made
to send applicants to the nearest examiners. Applicants are never assigned
to examiners under whom they have been trained, or in whose laboratory
they are employed. Under no circumstances are exemptions from the exa-
mination allowed. .

The examination is divided into two parts :

1. A written examination usually consisting of ten guestions.

2. An oral and practical examination during which the applicants
are asked to carry out under the eye of the examiner or his assistant certain
standard laboratory procedures, besides answering questions demons-
trating their knowledge in Medical Technology.

The gquestions for both’ the oral and written tests are formulated by
members of the Board of Registry and sent under seal to each local examiner.
The latter then marks the results of the practical test and sends thease and the
answers to the written test to the registrar, who in turn trapsmits them " to
the official examiner. By this method a fair and. impartial judgment ias

reached. . ’

The practical examination and the written examination have eqaal
va'ue, and a passing grade of 70 per cent. must be received in each.
_ - Title of Registrant.

The certificate issusd by the Board designates the holder as a | Medical

_ Technologist who is competent to render general techunical service in a

clinical laboratory under the supervision of a qualified clinical pathologist,

or if working in a physician’s office to perform routine laboratory tests for
his. patients.”
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.* APPENDIX 45. .
ScHOOLS FOR OccupaTioNar, ToERarisTs, PEYSicAL THERAPISTS AND
. CLINICAL LABORATORY TECHNICIANS.
) Council on Medical Education and Hospitals.
AMERICAN MEDICAL ASSOCIATION.
Essentials of an Avceptable School for Clinical Laboratory Technicians.
N 1.—Organsization.

1. Acceptable schools for training laboratory technicians may be con-
Jucted by universities, colleges, hospitals or public health laboratories.

2. The Council has promulgated standards for this type of training to
<upply physicians, hospitals and prospective students with reliable informa-
tion and for the protection of the public. . .

3. Responsibility for courses in hospitals should be placed on the hos-
pital administration rather than the laboratory director.- Iam colleges and
universities this responsibility is on the controlling board, as for other courses.

4. Resources for continued operation of the school should be insured
through regular budgets, gifts or endowmenta but not entirely through
atudents’ tuition fees. Experience has shown thai commercial schools ope- -
tated for profit frequently do not adhere to proper ethical and education
atandards and are, therefore, not acceptable. .

_ B. There must be available transcripts of high school, college work and -
other credentials. Attendance and grades of astudents shall be carefully
Jecorded, by means of which an exact knowledge may be obtained regardin,
each student’s work. -~

6. At least two or more students should be enrolled in each class.”

II.—Faculty. .

7. The School should have a competent teaching staff. - The -Director
must be a graduate in medicine and a pathologist of recognized ability. He
shall take part in and be responsible for the actual sonduct of the training
course. He shall be in daily attendance for sufficient time to supervise
properly the laboratory work and teaching. -

8. In laboratory practice the enrolment shall not exceed one student
10 each member of the teaching staff. The staff should include not less than
<one salaried instructor who is a registered technician or eligible for registration
in addition to the laboratory director. - i

II1.—Clinical Facilities. ’ -

9. Each student should receive practice training, adequai;e in kind and
amount under competent supervision, in a hospital Iaboratory. The hospital
thould be registered by and be otherwise acceptable to the Council on Medical
Education and Hospitals of the American Medical Association and have s

minimum of 2,000 yearly admissions. There shounld be a minimum of 15,000
teste and examinations carried outin the laboratory department annually.

10. Adequate space, light and modern squipment shall be provided in the
{aboratory department. A library containing up-to-date references, .texts

and scientific periodicals pertaining to clinjonl laboratery work and pathology
should be maintained. - -
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* 11. Satimiactory record systems shall be p;'oviaw for all worx carried
on i the department. Monthly and arnual classification of the work of the
department should be prepared..” '
' t IV.—Curriculum.
12. A. Candidates for admission should be able to satisfy one or tne
following requirements : -
1. Two years of college work, including chemistry, biclogy and physice
from ap accredited college or umversity. -
2. Graduation from a school of nursing recognized by the state board
of nurse examiners, and 1 addition college chemistry. -~
B. The course of training shall be not less than twelve months in duration
and shall include the following divisions :
1. Biockemustry. ) 4. Parasitology.
2. Hematology. 5. Histologic technic.

7

3.-Bacterniology. 6. Serology.
The’ mstruction shall include :
" 1. Text assignments, . 3. Demonstrations.
2.+ Le'gtﬁreaé.‘, -y e * &, Quizzes.
R Exaﬁnat’lona—wfrittep, oral and practical. =
’ V.— Eths.

13. Exhorbitant fees and commercial advertising shall be considered

unethical. Y - . ; >

_ 14. Schools conducted prumarily for the purpose of substituting students
for paid techmcians will ndt be considered for approval.

v

. : N
iﬂssmnmxﬂ OF AN ACCEPTABLE ScHOOL FOR PHYs1CAL TEERAPY TECHNICIANS.
' 1.—Organszation. , ’

1. A school for physical therapy technicians should be incorporated as
orunder & non-profit institution. 1ts board of trustees should be composed
of public spirited mnen or women having no financial interest in the operations
of the school. The trustees should serve for fairly long and overlapping terms.

. If the choice of trustees is vested 1n any other body than the board itself,
that fact should be clearly stated. Officers and faculty of the school should
be appointed by -the board. .

" 2. Affiliation with a college, university or medical school is highly

-deairable but is not an absclute requirement. T

¢ y 11.—Faculty. -

3. The school should have a competent teaching staff, graded and orga~
nized by departments. Appointments should be based on thorough education
and training and successful teathing expenence. Nomnations for faculty
posizons should be made in accordance with academic custom. The stafl
should include not less than one quahfied salaned instructor and in each
mstitution where practical training is carried on not less than one _quahﬁed
phyuical therapist. The question of full-time and part-time appointments

18 not as important .as_the qualifications of the instructors, who should-ba
specialists or exceptionally well trained and well qualified 1n the hinea they
‘are tesching.
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- IL—Plant.

4. The school should own, or enjoy the use of, buildings sufficient ia size
to provide adequate lecture rooms, class laboratories and administration
offices. Adequate equipment should include znatomic charts, manikins,
models, streopticons and other aids to effective teaching. It is suggested
that dissecting materials should be provided to enable each student to dissect
or have the benefit of demonstration of dissection of at least the lateral half
of the human cadaver. Skeletons and disarticulated bones should be sup-
plied. There should be a library receiving regularly all the scientific periodi-
' -cals pertaining to physical therapy,-current numbers of which should be
easily acvessible to the students. :

IV.—Clinical Facileties. .
5. Provision should be made for each student to receive practice training
adequate in kind and amount under competent supervision in physical therapy
in a hoxpital or other institution asceptable to the Council on Medical Educe-
tion and Hospitals of the American Medical Association. tL
- © V.—Resousrces. - -

6. Experience has shown that a modern school of physical therapy
cannot as a rule be maintained by the income from students’ fees.*No physical
therapy school, therefore, should expect to secure approval which does net
have a substantial income in addition to students” fees. -

VI1.—Adnunistration.

7. There should be careful and intelligent supervision of the entire school’
by an executive officer who, by training and experience, js fitted to interpret
the prevailing standards in physical therapy education, and who is clothed
with sufficient authority to carry them into effect. - - L.

8. There should be satisfactory records, showing conveniently and in
detail the credentials, attendance, grades and accounts of the students, by
means of which an exact knowledge can be obtained regarding ezch student’s
work. - Except for good cause, such as for illness, no credit should be given
for any couras when the attendance has been less than 90 per cent, of the full
time, - . .

.ot VII.—Reguirements for Admission. \
9. Candidates for admission should be able to ratisfy one of the following
requirements : ,
(6) Two years or sixty semester hours of college, including courses in
i physics and, biology. .
(6) Graduation from an accredited school of nursing.
(¢} Graduation from an accredited school of physical education. -

Courses in general physics, chemistry and biology are highly recommended
for all who seek to enter training in physical therapy.

10. The admission of students to the physical t};e;apy school™ must
be in the hands of a responsible committee or examiner, whose records
shall always be open for inspection. Documentary evidence of the student’s’
preliminary education should be obtained and kept on file. When the phy-
sical therapy school is an integral part of the university, this work usually
devolves on_the university examiner. ’ : T :
H1342HSDC 13

.
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11. Advanced standing may be granted to students for work done in other
aeceptable physical therapy schools or hospital departments, provided the
entrance requirements and other esscntials herein set forth have been complied
with. Official verification of the student’s previous physical therapy work
should be obtained by direct correspondence with the schools previously
attended, and his prehminary qualifications should also be verified and re-
corded the same as for first-year students, h

12. Complete physical examination of each student admitted should be
eonducted under the auspices of the school. A
‘ VIIL—Publications. :
13. The school should issue, at least annually, a bulletin setting forth the
character of the work which it offers. Such announcement should contair
& list of the members of the faculty with their respective quahfications.

IX.—Minimuwm Curriculum.

A

Hours
e A .
Subjects. Theory Lab. & Practieo
trainmng.
.Anatomy (including applied anatomy, demonstration on
eadaverandlecture) .. .. . .. 210
Clinieal practice .. .. .- .. . . 400
Electrotherapy .. - . .e .. 30 45
Ethics and administration .. .. .. .- 5 ..
Hydrotherapy e . .. .. .. 5 15
Massage .. o . .. . .. .18 45
Pathology o . .e .e .. 30 .
Physiology . . .. .. .. 30 45
JPrinciples of physical therapy as applied to :—
Medicine . . . . .. 15 30
Neurology .. .. .. e T e 10 15
Orthopedics .. .. .. .o . 15 30
~Surgery (including surgical observation) .. .e i5 30
"Prychology . . . .e . 15 -
Therapeutic exercise .o s . . 30 75
Electives . .e . .. . 45 .. -
Total 1,200 hours .. 470 - 730

Suvggested electives : asepsis, bandaging, first aid, history of physical
therapy, bygiene, joint measurements, office routine, occupational therapy,
records, social service.

All subjects should be taught by qualified teachers.

Length of course : Not less than nine months.

ESSENTIALS OF AN ACCEPTABLE ScuoOL oF QccUurPATIONAL THERAYY.

I.—Organization.

1. A school of occupational therapy should be incorporated under the
laws regulating associations operated not for profit. The control should be
veated ip & board of trustees composed of public spirited men or women baving
no financial interest in the operation of the school. The trustees should
serve for fairly long and overlapping terms. I the choice of trustees is vested
ip any other body than the bosrd itself, this fact should be clearly stated.
Officers and faculty of the school should be appointed by the board.

2. Affiustion with a college, university or medical school is highly desir-
able but is mot an absolute requirement.
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3. Schools of occupational therapy should not be operated by hospitals.
wmdependently. It is understood, however, that hospitals are needed for
practice training in the several branches of occupational therapy as required
under clinical afliliations.

. YI.—Resources.

+ Experience has shown that an adequate school of ocoupational therapy
cannot be maintained solely by the income from students’ fees. No occupa~
tional therapy school, therefore, should expect to secure approval which does
not have a substantial additional income. ’

- HI.—Faculty.

The school should have a competent teaching staff, graded and organized
by departments. Appomtments should be based on thorough education and
4raining and successful* teaching experience.  The staff should include ne
dess than one regular salaried instructor and one registered occupational
therapist. The question of full-time and part-time appointments is not as
#mportant as the qualifications of the instructors, who should be specialista
or exceptionally well trained in the lines they are teaching.

’ IV.—Plant.

1. The school should own, or enjoy the use of, buildings sufficient in size.
Yo provide adequate lecture rooms, class laboratories and  administration
offices. Equipment should be adegquate fdr efficient teaching in the varioua
departments.

2. A library containing standard texts and leading periodicals in eeeu~
pationsl therapy should be provided, o :

V.—Admenistration.

1. Supervision.—There should be careful and intelligent supervision of
the entire school by the dean, director or other executive officer who, by train-
ing and experience, is fitted to interpret the prevailing standards and who is
<lothed with sufficient authority to carry them into effect.”

2. Records.—There ghould be a good system of records showing conve~
niently and ip detail the credentials, attendance, grades and accounts of the
students, by .-means of which an exact knowledge can be obtained regarding
each student’s ‘work. Schools should require that students be in actual
attendance within the first week of eack annual session and thereafter. Except

for good cause, no credit should be given for any course when avtendance hae
been less than 80 per cent.

3. Credentials.—The admission of students to the occupational therapy
school must be in the hands of a responsible committee or examiner, whose
records shall always be open for inspection. Documentary evidence of the
wtudent’s preliminary education should be obtained and kept on file. Wkhen
“the occupational therapy school is an, integral part of the university, this work
usuvally devolves on the examiner or registrar. _ .

4. Advanced Stending.—At the discretion of the administration, ad-
vanced standing may be granted for work (or experience) require in the occupa-
tional therapy curriculum which has been done in other aecredited institutions,
Official verification of previous work (or experience) should be obtained by

direct correspondence. Preliminary qualifications should also be verified and
zecorded.

A

.

13A
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5. Nusmber of students.—The number of students admitted to the training
eourse should not be excessive. In practical work of a laboratory nature
the number of students that can be adequately snpervised by a single ina-
tructor is, in géneral experience, about fifteen : in lectures the number may
be much larger. A close personal contact between students and members
of the teaching staff is essential.

6. Discipline.—All training schools reserve the right to drop a student
et any time for any cause which the school authorities deem sufficient.

7. Publications.—The school should issue, at least biennially, a bulletin
setting forth the character of the work which it offers. Such an announcement
should contain a list of the members of the faculty with their respective quali--
fications. .

VI.~Chnical Affiliations.

1. No student should be eligible for entrance into clinical training unti¥
she has safisfactorily completed at least one academie year, equal to thirty
semester credits, fifteen of which should be in biological science, social scieree,
theory of cccupational therapy and clinical subjects and fifteen in therapeutic
eccupations. )

2. Hoapitals or institutions affiliating for clinieal training should be

. sarefully judged by the board of directors of the school concerned and be ae-
ceptable to the Council on Medical Education and Hospitals and should not

- be considered eligible for training of students unless the director of the cccu-
pational therapy department is a competent occupationul therapist qualified
to handle students. : .

3. The occupational therapy director of each training department should
be considered a member of a special committee on the training school staff
and af all times be in close contact with the director of the school.

4. A well defined programme of lectures, clinics and staff meetings
should be offered by the hospital to each group of students. -

5. Written records, case studies and examinations should be required of
each student. Students should obtain satisfactory rating in clinical training
before a diplomas is granted. B

. 6. Uniform written records specially covering the student’s personal
sadjustment as well as general ability should be kept by the occupationa¥
therapy director of each department, regular copy of which should be'sent to
the schoel at frequent intervals and all reports filed in the individual student’s
wecord at the school.

VIL.—Pre-requisites for Admission.

1. Age.—The admission of candidates should be governed by the'face
that it is required that each student be not less than 21 years of age at gradus-
tion. ’

2. Education.—All candidates must furnish proof of having completed a
+high school edueation or its equivalent. Equivalent of high school should be
«adjudged and recorded by the admissions commttee of the school. In addi-
sion, all candidates exeept those for the degree course, must have had at
deast one year and preferably two years of further aceredited education or
successful professional training or experience.

Candidates for admission to training course in a college or university
which is combined with work leading to a bachelor’s degree should be required:
30 comply with the regular entrance requirements of the institution concerned.
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3. Character.—Al candidates should be required to present evidence of
good character and general fitness, the evidence of which should be investi-
gated and duly weighed by the school concerned.

4. Health.—All students should be given a medical examination under
the supervision of the school as soon as practicable after admission, and this
examination should be repeated annually. The first examination, at least,
should include a truberculin test followed by & roentgen examination of the
chest when indicated.

' VIITL—Curriculum.

.1. Length of course—The minimum length of the course should be
twenty-ﬁve calendar months {100 weeks) of full-time training. The course
should include not less than sixteen months (smty -four wecks) of theoretical
and technical instruction and pot less than nine months’ (thirty-six weeks)
of hospital practice-training “under competent supervision : all as set forth
in deta.xl in“sueceeding mections.

. Distribution of Time.—The two years devoted to theoretical a.nd
techmcal training should include not less than sixty semester hours; of

- which not less than thirty semester hours should consist of didactic’ instruc-
tion and not less than twenty-five hours of technical instraction in therapeutio
occupations.
¥ (a)ITheoretical.—The hours devoted to theoretical trammz should be
still further subdlwded as follows :— L

gt

Semester hours.
(1) Bx'ologic Seienees tonclude: . ) _
Anatomy - T
Kinesiology ' -7 - B
Nenrology ‘ - BEETE
Physiology . poy .n - o . 15
Psychiatry -
Psychology - - - N
£2) Social Sciences to include ¢ -
Sociology .e "I - < s,
Delinquency and Crnme  * . e - .. .. 4
Social and Educational Agencies -
¢8) Theory of Occupational Therapy to include : . -
Interpretative courses covering the lpnnexples and practice of
occupatronal therapy m relation to orthopaedics,
pediatrics, tuberculosis, psychiatry, general medicine, : L7
surgery and other apecial fields as .. e ’
{4) Clmical Subjects to include = -
Bhadness and Deafness -.. .. .a . .
Cardiae Disesses
Communicable Diseases (mclndmg bsctenology if ghis snb;eet in £
- not given elsewhere). )
General Medical and Surgical Conditions .. - el
Orthopasdics .. .a . . .e © em
Taberculosie ~ .. . - . o 7 »r ..
{5) Electives e . . .. . . . 3
. .o L Tobal ‘. 30 -

@&) Technwal —Because of the increasing demands of the medical pro-
dessions for qualified therapists trained in specm.l fields applicable to the
education and training of disabled persons as well as to the treatment of the
gick, there must be a certain amount of flexibility in technical requirements.

Concentration may be in the field of Therapeutic Aris and Crafts, in some
branch of Educational Therapy, or in Recreational Therapy.



200

~

A minimum of thirty semetser héurs®should be devoted to technica
training. The major portion may be allotted to concentration in one fel®
and, in this case, survey courses should be given in the other fislds.

(1) The Field of Therapeutic Arts and Crafts to includeg

Design,
Leather.
Metal.
Plastic Arta,
Textiles,
Wood.

(2) The Field of Educational Therapy to include :
Adult Education,
Fine and Applied Arts,
Home Economics.
Hospital Library Management.
Primary and Secondary Education.

(3) The Field of Recreational Therapy to include
Dramatics.
Gardening.
Music,
Physical Education.
Social Recreation.

Advanced standing may be given to students already qualifled in one
or more branches of the three fields. Such persons may then be given survey
oourses in the other fields of eoncentration, and practice in the application
of their speciality to the treatment of disabled persons.

(c) Clinical Affiliations.—The time devoted to hospital practice-training
'shall be not less than nine months spent in the following types of hospitala:—

Mental hospital .. .. . .- .- Not less than two months,
' Tuberculosis sanatorivme or services .. .. Not Jese then one month.
General hospitals .. - .- .. Not less than one month-
Children’s hoepitals or services .- .- .. Not less than one month.
Orthopaedic hospitals or services .. . .. Not less than one month.

The remaining three months optional.

The Council acknowledges the splendid cooperation extended by the
various schools included in the study and also the help of the officers and
Educational Committee of the American Occupational Therapy Association,
The Council will continue actively in the promulgation of high standards for
schools of occupational therapy. Periodic re-examination of the approved
schools will be made and revisions of the list will be published as indicated.
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APPENDIX 46.
Course oy Teamning RECOMMENDED FOR REsSEARCH WORKERS.

15t year (intern year)..—Act as demonstrator and assist in class laborate-
ry preparations ; take such supplementary courses in pure or applied science
as individuals may require. . .

2nd year. Junior assistant.—Assist in preparing eclass demonstrations ;
assist in research ; participate, in rotation, in departmental routine ; build up
personal reference filea and notes for teaching, through historical reading 3
prepare reviews for seminara. i

3rd year. Assistant.—Supervise demonstrators ; assist in demonsira-
tions ; give stated lectures ; assist in class examinations ; participate, in rota-
tion, in departmental routines ; assist in research in association with others y
undertake independent research ; continue historical reading and the build-
ing up of reference files and notes ; assume responsibility for routine reporting
on current literature in one field.

4th year. Senior Assistant.—Supervise junior assistants ; give stated
demonstrations-and lectures ; assist in professional or final examinationsy
complete rotation in departmental routines and in taking charge of seminar
programmes ; carry out independent research ; complete preparations of per-
sonal reference files and notes for teaching ; prepare lists of equipment,
apparatus, etc., with addresses of suppliers, prices, etc. ; prepare & baudget.

During the period of training, provision should bé made for trainvas to
scquire & working knowledge of biomathematica, languages {e.g., Frenoh,
German and basic Latin) and Lbrary methods. Opportunities should be de-
veloped to ensure contacts with workers in other fields of medicine'and other
faculties ; to promote reading of current events and non-medical literature;
to ensure acquaintance with industrial, agricultural and Government proess-
ses and organizaiion 8o as to develop a general understanding of contempo-
rary life and of the place and potentialities of medicine ; to develop team work,
discipline and leadership ; service in a medical O. T, C., participation in athle«
tics and in various societies should be required or encouraged. In practice,
it may be found expedient and economicsal to arrangs for instruction in sub-
jects of more or less commen interest for groups of ttainees from differemt
fields of study. :

Special Advanced Traineng.—Arrangements should be made to enable
ouistanding trainces to go abroad to work with an acknowledged master, in
their respective fields of study, for at least one year and to visit wokrers in
ether countries and in other universities on completion of their period of
study. Thisshould be regarded as part of the training necessary to develop
the very best men. It also provides a basis for future international coopera-
tion and raises the standard of endeavour to an infernational, rather thas
megrow national, Ievel.

The Fselds of Training.—In view of the advances made in both the puze
snd applied aspects of medicine, and opportunities for advancement result-
ing therefrom, as well aa new problems which they have created, it in
suggested in connection with the teacher training programme that the
following teaching fields be covered :—

A trainee would be expected to cover the subjects under one main field
(indicated by Roman numbers), but in the ease where there are positions avail-
able for specialization within afield (e.g., lectureship or professorship in bao-
teriology or parasitology in the ficld of microbiology) the trainee would spend
further time en the speeiality.”



L—Anatomy +—
{(2) Anatomy—
() Histology,
(#2) Descriptive Anatomy,
(+27) Neural Apatomy,
(sv} Racial Anatomy,
{») Anthropology.
{t) Developmental Morphology—
(?) Embryology and genetics,
(¢2) Pos tnatal growth, maintenance and repsir,
(2i2) Decline and degeneration.
11.—Physiology :—
{2) Systemic'Physiology,
{«) Human (or organism) Physiology,
) Biostatistics.
H1.—Biochemistry :—
{a) Biochemistry proper— ~
() Physical Chemistry,
{i2) Organie Chemisiry,
{443} Physiological Chemistry.
{t) Normal Nutrition.
IV.—Pharmacology —
{:) Experimental or normal Pharmacology,
{22) Therapeutics or Pathological Pharmacology,
{#27) Pharmacentical Chemistry,
{#w) Chemotherapy.
V.—Pathology :—
{a) Pathology proper—
(i) Morbid Anatomy and Histology,
{i7) Experimental Pathology,
{#1) Chinical Pathology.
(b) Forensic Medicine.
{¢) Microbiclogy—-—
{?) Parasitology and Medical Zoology.
{#2) Bacteriology,
{s*3) Immunology and Serology,
(#v) Mycology.
V1.—Clinical Medicine :—
{a) General Medicine—
{¢) Communicable diseases,—
(a) Malariology,
{6) Other Vector apread discases,
{¢) Non-vector spread diseases—
tuberculosis,
venereal diseazes etc.
(:) Metabolic diseases,
{¢#) Cardio-vascular diseases,
{iv) Respiratory diseases,
{¢) Diseases of the digestive system,
{vi) Diseases of haematopoioetic (blood forming) system,
{viz) Diseases of the ductless glands {endocrinology),
{viss) Dermatology {(diseases of skin),



. VIL—Neurology and Neuro-Surgery
VIIL.—Psychiatry.
. IX—Surgory :—
{(3) General Surgery (including abdominal surgery}.
(#3) Orthopaedic Surgery,
{#42) Chest Surgery,
{7v) Surgery of ear, nose and throat, .
{v) Ophthalmology,
- (vi) Reconstructive {Plastic) Surgery,
{v¢s) Genito-Urinary Surgery.
X.—~Anaesthetics.
XX —Diseases and conditions peculiar o womeni
- (3) Obstetrics,
(:3) Gynaecology. -
XIL——Paediatrics.

XII1.—Radiology ~—. - :
(%) Radmtmn and Phymothetapy,
(i) X-Rays, -
{¥%4) Radium.

XIV.—Prophylactic Medicine :— '
{a) Epidemiology and Vital Statlscms,
%) Soma,l Pathology, -
{c) Hygiene— i R

(%) Hea.lth Eduecation,

{77} Control of Diseases— ~ _

. . 8. communicable, -
. b. nutritional, S

* e¢. mental. v . .

{d) Public Health A&m.lmstratlon, .
{e) Maternity and Clnld Welfare,

* {f) School Health,-

{9) Occupational Health— ~

{9) Industrial, : <

{4t} Agricultural, ° ’

. (%} Pablic Health Engmeermg -
. XV.—Social Medicine =— |,

{?) Applied Epidemioclogy,

{i%) Social Pathology,

{#%5) Social Surveys,

{(iv) Social Experiment, _

{v) Study of Health per s¢. -
XVI—History of Medicine.
XVIY.—Collegiate School of Nursing :—,

() Vocational Nursing, .

, - {12) Public Health Nursing,
> (22} Nursing Administration, -
{w) Nursing Education,
{#) “Nursing Rescarch & Experiment.
LVIH.———-De‘ntal Medccme
-~ Trainces must be provided with an adequate st.xpend througbout thelr
oonrse of training, all teachers must be full-time employees.. ..

>
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APPENDIX 47.

THE NEED FOR AN INSTITUTE oF THE HISTORY OoF MEDIOINE
IN Inpia,

Henry E. Sigerist.

It is no longer necessary to stress the value of studies and of academic
instruction in the history of medicine. Since 1905, the year when the Leipzig
Institute was founded by Karl Sudhoff, one country after another has de-
veloped similar institutions. They became cultural centres from which
the field of historical studies was broadened considerably and medicine was
greatly enriched. )

A survey undertaken in the United States in 1937 revealed that courses
in the subject were offered in 54 of the 77 medical schools then existing.
It must be admitted, however, that in the majority of these schools the
standard of instruction in medical history was far below their general academic
standard, and that only very fow of them engaged in serious research. Never-
theless, the mere fact that 70 per cent. of all medical schools thought it advis-
able to include medical history in the curniculum shows that the significance
and possibilities of the subject have been recognized.

1.

In & country such as India a centre of studios in the history of medi-
cing is more neocessary than apywhere else, because in India ancient and
mediaeval medicine are still alive and are practised on a large scale. It is
no exaggeration to say that the overwhelming majority of the people of
Iadia receive medical cars only from indigenous practitioners. They eithez
follow the principles of the Ayurvela—the Science of Longevity—as it de-
veloped in the Atreya school of Brahmin doctors gver two thousand years
age or they are adepts of the Unant, or Greek school of medicine which
actually is Arabo-Persian medicine— to mention only the two major systems.

The fact that indigenous medicine plays such a very important part in
the life of the Indian people is frequently minimized or even igrored. And-
yot it represents a very tangible reality that must be faced openly when-
ever plans are elaborated for improving the health conditions of the country
particulurly since its popularity is growing rather thban diminishing.
New indigenous schools are being founded. They are subsidized by the
government in several provinces. The Osmania University of Hyderabad
has a Medical College which is 8 Unani Medical College. The Medical Prac-
titioner’s Act of Bombay of 1938 admits graduates of indigenous schools to
the Medical Register.

i As first sight it seems strange that these ancient indigenous systems ars
able to compete with modern scientific medicine. It was not strange in
the 17th and 18th centuries when the two worlds first entered into contact.
At that time European medicine was developing new theoretical foundations
but in practice, in the treatment of disease it was hardly more effective than
Greek, or Hindu, or Arabic medicine. But today ¥ Nobody can deny
that scientific medicine during the last hundred years has made tremendous
strides. Bacteriology and immunology have permitted us to combat com-
municable diseases most effectively and to eradicate many of them. Madern
surgery is able to save thousands of human lives that would have been lost

-

L Bulletin of the History of Medicine, 1939, T : 627-662.
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only fifty years ago. Pediatrics, more than any other branch of medicine,
is responsible for the decrease of death rates and for the greater life expec-
tancy. The treatment of internal diseases, fora long time the step-child of
medicine, has greatly progressed also. The discovery of bormones and
vitamines made it possible to attack certain diseases at the root, and in the
last few years the sulpha-drugs and penicillin have proved to be formidable
weapons in the treatment of many formerly deadly diseascs. How then
was it possible for indigenous medical systems to survive ¥

The reasons are not difficult to ind. India with its 19 University Medi-
eal Colleges and 19 Medical Schools has produced physicians trained in seienti-
fic medicine, but not enough of them. It is impossible for 55,000 doctors
to give medical care to a population of nearly 400 million, particularly since
economic necessity forces the majority of doctors to practise in the cities,
while 90 per cent. of the people live in rural districts. The sick villager,
therefore, has hardly any choice ; if he wants help and advice he must have
reccurse to an indigenous practitioner. .

There are Rural Dispensaries operated by the provincial or local govern~
ments, stafled with scientific doctors. These dispensaries, however, are s¢
a rule vory poorly equipped ; the doctor sces hundreds of patients wvery
day, so that he bas not the time to examine the sick and to treat bim indivs-
dually. He ean at best practise a primitive type of first-aid and botile-
medicine wbich ars hardly apt to demonstrate the smperiority of ‘Westéra
medical seience. The salary of the dispensary doctor, moreovez, is 8o miser-
ably smal), that he is forced to make a living through private practice. Bt
the average villager is too poor to pay for his services and to purchase his
imported chemical drugs.  And so the sick call on the indigenous practitioner
who himself is a villager, whose druga consist of native herbs that are cheap,
and whose theoretical views conform with the religious views of the patient.

The indigenous systems of medicine, both Ayurveda and Unani, are
strongly philosophical iv ocutlook, although their original character hss
dogenerated in many ways. The theory of the three elements in one, of
the four humors in the other, are"attempts to visnalize the organism 88 &
microcosm and to place it into relationship with the macrocosm of the uni-
wverse. Hindu philosophy as it crystallized in the system of the Tantras,
looks at the human body and at the universe as a manifestation of divine
substance and energy, a concept the slements of which can be traced back
to Vedic traditions. The three elements wind, bile, and phlegm are symbols
of the serial, fiery, and liquid forces of life-encrgy. Throughout ita history
Ajurvedic medicine was an attempt to interpret the phenomens of hie and
death, of health and disease, philosophically. : :

Dnani medicine, on the other hand, through the Persian and Arabie
teadition goes back to Galenic, Hippocratic and Pythagorean views and
having passed through the filter of Avicenna, it acquired many elements
of Aristotelian philosophy.

Indian culture is deeply imbued with philosophy, and this is why noé
only illiterate villagers but highly educated men sometimes prefer the indi-
genous systems to scientific medicine and rise to their defence, They claim
that the medicine that came from the West is too mechanical, that it is soul-
less, that it has no philosophy, that it is foreign to Tndian thought, while the
indigenous systems afe deeply rooted in the religious and philosophical
traditions of the country, and ropresent one aspeet of the general aititude
towards nature and man, ‘ :
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There is another most poweriul foree that is backing the indigenous
systems of medicine, Indian nationalism. The country is in a period of
¢rangition. After centuries of stagnation the people of India are awaken-
ing to new life and look into the future. A regular Rennaissanceis taldag
place A nation which had developed s great civilization at a time when
we in the Weat were still savages, which for certain historical reasons too
complex to be discussed here declined, is now reasserting itself,

At such a historical moment the people look back with pride to their
cultural heritage. It is the common ground on which they stand. The
classical literature is published in new editions. The cinems instead of
filming gangster stories revives Sakuntala. . Young girls dye their palms
and soles with henna and re-enact old dances. The conntry’s archaso-
logical remains are carefully preserved, tactfully restored, and visited by
thousands. Hindur and Moslems, Sikhs and Parsis alike admire the paint-
ings of Ajanta, the sculptures of Elefanta, the temples of Madura ard the
palaces of the Mogul emperors. - They justly feel, beyond communal lines,
that they are theirs.

And when it comes to medicine, they remember their history also. Jast
as we look to Hippocrats as the father of medicine, they look to their own
¢lassics to Caraka, Susruta, Vagbhata who collected and preserved the
-medical lore of their time: or to the classies of Arabic and Persian medicine
who in the early Middle Ages had assimilated, enriched and systematized
the Greek tradition and were far ahead of their colleagnes in the West.
Indiaps remember with pride that in the 3rd cenmtury B. C Asoka, the
great Buddhist Maurya king had provided medical services for rich and

oor, for men and animals, throughout his empire; that he had hospitals
gnilt in town and country, for men and animals, at & timme when there was
not a single hospital in the Western world.

This great medieal tradition is not dead. It is alive like the Vedas, the
Upanisads or the immortat Meghaduts, like the Qoran, the Bustan and the
Gulistan. It is no wonder that India rcasserting itself ia backing up ita
own systems of medicine, -

So far, so good—but medicine is ncither poetry nor philosophy It is
& craft, a techne as the Greeks called it, with an eminently practical pur-
pose. . Its goal in every country is the same, namely to promote the people’s
bealth, to prevent disease, toTestore health when it has broken down, ard
whenever necessary, to rehabllitate the former patient so that he may remain
« ussful member of society. ,

The question naturally arises : have the indigenous systems succeeded
in establishing a high standard of health in India ¥ The question can be
snawered scientifically because health conditions can be measured and
can be expressed in figures. When we consult these figuros and find that
in 1937 the general death rate was 22°4, the infantile mortality rate 162,
and the average life expectancy only 27 years, we must conclude that hehlth
conditions are very bad in India today. infinitely worse than in countries
that have universally accepted scientific medicine. -

1t is well known that health conditions are dotermined not only by the
status of medicine but also by the general standard of living—which 1in
India is exiremely Iow. When people have not enough to eat, constantly
scffer from malnutrition and Kve in a poor sanitary environment they are
always threatened by discase and have little resistance to offer. Scientifio
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medicine, however, has forged weapons with which it is possible to eradi-
cate discases even under poor living conditions. The numerous diseases
carried by water and food can be brought under control by general publie
hkaslth measures. The various metheds of immunization permit.the pre-
vention of discases which today still take a heavy toll of hfe in India, and
the new methkods of treatment can save thousands of human Lives that would
be lost otherwise.. Tke incidence of malaria, India’s great curse, could be,
reduced considcrably if the doctors had enough auxiliary personnel aveail-
able that they eould stecr and guide.

Tf Indians take a historical attitade toward their indigenous systoms of
medicine, they will be justly proud in realizing what a great advance these
systems represented a# their time, in anitiquity and thé Middle Ages. They
brought many effective drugs to the peopls, many valuable dietetic and
even surgical treatments. But Indians will also realize fhet conditions
have greatly changed. The new science that developed from the 16th cen-
tary on creatod s new foundation of medicine, a new anatomy, physiclogy
and pathology on the basis of which new systems of public bealth and of
dlinical medicine conld be developed with infinitely more effective methods
of prevention and cure. The theory of medicine, the views we have of the
causes and mechanisms of dissase are not a luxury but determine our actions.
The concepts of wind, bile and phlegm or of blood, phlegm, yellow bile and
black bile represented useful working hypotheses at their time, but the new
science has demonstrated that the actions atiributed to them are the result
of speculation and do not correspond to a reality, while it is possible to ex-
plain the phenomena of health and disease with concepts of biology, physice
and chemistry in an infinitely more satisfactory way, one that permits testin
in experiments and has led to brilliant practical results. :

Indians, therefore, who have the welfare of their people at heart, [who
want them to live without being constantly fettered by the bonds of dis-
ease, cannot but accept scientific medicine and work to promote it and to
see it applied on a nation-wide scale so that it may reach every single village.
It, of course, is not easy to apply modern science toone field of human en-
deavour while other basic functions of social life such as agriculture and
industry remain mediseval and women are kept in purdah. And tkis raises
the question : is it 2t all desirable for a nation to accept science and technology
or would it be better for the people to remain static, to live poor and content-
&d, bearing sufferings with resignation, leading a contemplative life and hop-
ing for a better lot in the hereafter ? _The question seems justified in view
of the evil use that has been made of science in recent years. It is futile,
however, because there is no choice. No nation can-expect to survive in
the present world as a nation unless it accepts science with all its implications.
And science in itself is neither good nor evil. - It is an instrument in the hands
of man, and it is he who is good or evil. g

India, after centuries of stagnation, ijs awake today and has expreased
ita determination to free the people from age-old bonds. Thousands of
young men and women are flocking to the universities, hundreds of them
travel abroad for post-graduate study. Already India has produced physi-
cists, chemista and biologista of world remown. Industries are being de-
veloped. The great rivers dammed by engineering skill, ‘will produce water
for irrigation and power for new industries that will absorb the rural surplus
population. India possesses the manpower and natural resources needed
to make it a prosperous country in which the people will be free to produce _
mew cultaral vslues as they did in the past. This may seem Utopian in
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view of the many traditional barriers of caste and religious taboos that tend
to divide the people, but the example of other countrivs has shown that how-
ever rigid the traditional superstructure may appesr, it breaks down very
rapidly where there is a strong popular movement that attacks the basie
elements of economic and social life. :

In the same way scientific medicine must be developed. Promisng
beginnings have already been made and plans are elaborated for the future.
The line to be taken is clear. The country needs more and better trained
porsonnel, researchers, teachers, doctors and legions of auxiliary personnel.
It needs more and bitter equipment. And it needs first of all a system of
health services that will make full use of the personnel and equipment avail-
sble and will bring it into the reach of everybody.

Scientifically traincd doctors will gradually replace the indigenous practi-
Honers. The argument that indigenous medicine is cheapcr will no longer
hold, because medicine will not be a service that is sold to the people in the
open market, but a public service to which they are entitled, one that is
financed on public funds. Similarly the argument that indigenous drugs
must be preserved because they are within the financial means of the villager
will vanish, because drugs will not be sold but distributed to those who
need them, and the development of a state-owned and operated pharmaceu-
tical industry will considerably rcduce the cost of production of modern scien-
tific drugs.

Such a development will obviously take a long, time, and meanwhil®
the country will continue to have tens of thousands of indigenous practi-
tioners, registered and non-registerwd, trained in schools and trained through
apprenticeship. It would be worthwhile to study whether these practition-
ers could not be used during the period of transition as auxiliary personnel.
In some of their schools students are given a sprinkling of scientific medicine,
and while it is obviously impossible to combine modern medical science with
ancient and mediaeval theeories, it should be possible to train these students
for s few specific functions such as tbe combating of malaria, vaccination
and other immunizations, the supervision of wells and latrines and other
public health measures. -

III.

It scems to me that in such a period of transition an Institute of the
History of Medicine could play a very important part.

The Government of India plansto establish 2 National Medical College,
& model medical college that would become a national centre of medical
research and a training ground for highly qualified physicians, speciahsts,
and academic teachers. This undoubtedly is an excellent plan that will give
& tremendous stimulus to the development of medicine in India and will
raise the standard of medical dducation and conscquently-of practice.

The opportunity of creating a new school is one that occurs very rarely
and presents great opportunities that should not be missed. It is extremely
difficult to modernize an old school that is burdened with the weight of a
great tradition. A business enterprise that does not keep abreast of the time
soon collapses, but out-moded universities may carry on indefinitely, much
to the defriment of the country.

‘Wheever founds a new medical college today must be fully aware of the
changes that have occurred in medicine and society and of the social and
economic structure into which the products of the college, the physicians,
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will have to fit. Tt wonld be a mistake thorefore merely.to eopy a British
or American pattern. When the Johns Hopkins School of Medicine was
opened in Baltimore in 1893 it was neither a replica of a British, French or
German school. It had taken over cléments of the various European systems
but bad blended them to form a new pattern that was in many ways better
than the existing ones, and this is one reason why the school became se
influential. -

India is neither Britain or America.. It is a tropical country, and its
social and economic structure is totally different. And while the medical
science in which students ave instructed is basically the same all over the
world, the application of this ecience varies a great deal. In small countriea
such as Switzerland or Holland the problem of rural medicine hardly exists
. becauss citica are never far away and hospitals and specialists can be reached
easily. In tomorrew’s India the great majority of all doctors must be scien-
tifically well trained physicians prepared to practise in rural distriets among
poor people under an organized system of medical services. But they will
bave to be mors than mere therapists ; they will have to bs teachers and
social workers, leaders and friends of the people, leading them to a healthier
and happier life. An Institute of Social Medicine should, therefore;, be
eonsidered.

The new college, I am well aware, intends to be primarily a centre of
wesearch and a training ground for specialists and teachers. It is just: for
that reason that it should emphasize the social aspects of medicine. Re+
search is needed not only in the acience but alse in the sociclogy of medicine—
and in India perhaps more than anywhere elsa. It is a fallacy to believe
that the application of scientific results takes care of itself. It does not,
as we have found in every country, and the most brilliant discoveries are
wasted unless they ean be applied on a masa-scale. The teachers whe will
eowe from this college, on the other hand, no matter whether they are physio-

_logists or surgeops should all carry that social outlook into whatever eal-
ieges they may be called. The National College will set & new pattern of
medical education in India, one that undoubtedly will be followed by the
other schools. -

Similarly, since India is confronted with the problem of indigenous
medical systems and will be so far a long time, an Institute of the Histo
of Mudicine could greatly help to clarify the situation, and I should like to
outline briefly what I would consider the major tasks of such an Institute.

The history of medicine is both history and medicine. It is a historical
diacipline like the history of art or the history of philosophy. 1t Lelps to
give us a more complete picture of the history of civilization, because it is
obviously not unimportant to know what diseases affected the people in
the past, what.they did not protect and restore their health and what
thoughts guided their action. - -

- Bat the history of medicine is also medicine. By analyzing develop-
menis and trends it permits us to understand a situation more clearly and
to act more intelligently. We all know that success or failure of our
medical work depend not only on the scientific knowledge we possess but
slso on a great variety of other non-medical factors, on economic, social,
religious, philosopbical, political factors that are the result of ~ historieal
developments. Unless we are aware of them and understand thém many
of our eflorts will be wasted.
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An Institute of the History of Medicine in India will devote its re-
searches primarily to the history of Indian medicine and of medicine in
India, from the Vedic period to our days. It will investigate the medieal
beritage of the country dispassionately and eritically, notin order to prove
a point. It will endeavour to reconstruct and envisage the medical past
of India from the perspective of history, in relation to and as part of the
general civilization of the various periods. .

In order to be able to write history the historian must first proceed
analytically investigating and interpreting historical sources which in
many cases have to be made available first. The chief medico-historical
sources are texts and the Indian medical literature still requires = greas
deal of purely philological work. Many textsstill have to be edited criti-
cally and many have to be translated. Opve of the most imaportant Sanskris
medical classics, Vagbhata’s Astangahrdayasambita was translated only a
few years ago. I am convinced that there are still many medical texts buried
in manuscripts that have not yet been touched. Our Johns Hopkins Institute
possesses a collection of Sinhalese medical manuscripts written on palm leaves
. that have not been edited and therefore have obviously never heen franslated
‘or evaluated. ) .

- The study of texts will not be limited to books written in Sanskrit,
Prakrit or Pali but will be extended to Arabic and Persian books and to
those written in vernaculr langnages. Sources of medical history, how-
ever, are not only medical books. Other books, religious, theological,
philosophical, and histories, biographies, memoirs, etc., may contsin valu-
able information concerning health and medical conditions at a givem
time. It will, therefore, be necessary to canvass the entire Indian litera-
ture for medical data. Dr. D. V. 8. Reddy of Andhra Medical College
in Vizagapatap: has shown how the Rock Edicts of Asoka are a rich source
for our knowledge of medical conditions at the height of the Maurya empire.

" There can be no doubt that such books as the Ain-i-Akbari and the autobio-~

graphies of the Mogul emperors contain & great deal that is of medical in-

terest.

Books, however, are not the only sources of medical history. The
antiquities, sculptures, paintings, buildings, instruments and other objects
of archaeological research may be able to shed light, on health and medical
conditions and must therefore be consulted. The elaborate bathing facili-
ties in Mogul palaces were a luxury, to be sgure, but also had hygienie’
consequences and it mattered a great deal what kind of drinking water
people had available and how they disposed of their sewage.

In a countrylike India where traditions have persisted tenaciously through
the centuries and where the Middle Ages are still alive in many ways, the meda-
eal folklore i3 another rich historical source that must be consnlted. This,
however, must be done cautiously and eritically because folklore always in
& big hodgepodge in which ancient, mediseval and modern views areinex-
tricably reixed. - -

The Institute will not limit its studies to India because India was
never isolated from the rest of the world. The Aryan conquerors came
from the northwest and brought views and concepts that belonged to
the common stock of all Indo-European races. Babylonian civilization
radiated far over Asia, and India had intercourse with China at an early
date. The caravan was a factor that greatly contribated to the spreading

. of stories, ideas, knowledge and skills all over the continent. Invading
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anmea invariably had surgeons, who. brought knowledge to foreign lande
and learned from them. The mﬂuenee of Alexander the Great's. eam-
paign. is reflected not only in the aculptures of Gandhars but in many ways,
and Indian drugs wers sold in Alexandria. The close relations of India
with the Islamm world need not be emphasized here and from the 16th
tontury on India " had inter-relationshkips with Eumpe .The Institute.
therefore will study tha history of Indian medicing as part of the umversaL
history of medicing. . o nn N
The ot;tlcal evalnatmn of historical sources, perngxt&:ﬂa to reconstrnct
the past. In the case of medicine it permits us to pscertain—if sufficient
sources are available —what diseases aflicted the peo;ple in variops penods how
their lives were affected by them, what they did tg maintain and restorq their.
hea.lth and what thoughts were guiding their actions,.., §o% : ...

The kustory, of medicine differs basically from moss . other hxstoncal
disciplines thas examine bhappenings and phenomena which occurred onee;.
because it is the history of a craft, of techniques and skills: We thefefors
want to know not only what people did in the past to maintain and restore
their health, but also whother they did a good job or not, whether theix treat-
ments were effective or not. This is why' historiang of medicine must not’
only be historians but physicians as well. Ancienttreatments. can be repested
tbe efficacy of drugs can be tested in experiments, - -

Thé Institute will therefore investigate the" mdigenious medical systems”
not only for their ideological content. not only as~aspectd of India’s* anexem:'
and mediaeyal civilizations and as end produets of a long development :
will also éndtaveirr to ‘evaluate their pratical .achievements.. This ~obv1-
ously doés not mean that the historical institutd shquld have g la.boxgtoxyﬁ
for the testing of drugs. Certainly. not,.but the historian of medicing .on-
the basis of his studies of the classical hterature and:of, field work would
be able to point put which treatments and drugs should, be tested . b}; thes
pharmacologists and clinicians of the College. -“This. would . permit. ug to-
preserve’ and to mcorperate into our scientific system-;of medicina fhaﬁ-»
ever is found to be of value in the indigenous systems. And it woul also,
permit the objective refutation of claims that are not justified.. = .5 , ., -y =

.Thus the Institne, besides being a- humanistie centrej would also have -
gome practical functions that could be extended .in many directions. A -
physician can cure an individual case of syphilis: without any knowledge .
of history, but whoever plans a campaign against venereal diseases must
take a great many non-medical factors into account and will be confronted -
with social, economic ard religious conditions that are the result of histori-
cal developments of which he should be aware. Health education is wa.sted
unless it is somehow combined with aducation in citizenship which is impos- ;
sible without history. I should think that at the precent moment when'
India is planning to develop its medical services and. to bring health to, the
villages, the cooperation of a physician who can think in terms of hlstory,
should be extremely valuable. . And the Institute by collaborating with the
departments of social medicine, hyglene a.nd pubhc ‘health should be able to
make important contributions. i L

= & . - s “ - Iv . i - s +
-

. Tham is another field in which the Instltute of the H.lstory of Medicine
a3 a department, of a N.itmnal Medical Cellege could render great services,
the field o.todncatlon It; could greately enrich the cumculnm. . foer
H1342HSDC 14
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Whenever a country adopts scientific medicine it usually does it with
great enthusiasm and is inclined to fhrow everything overboard that is
not science. The result is that physicians are produced who are highly
trained technicians without any education, high grade specialists who see

. only one small section of medicine and have lost sight of the goal. Moedi-
cine is not & natural but a social science. Its target is to keep men adjusted
to their social and physical environment as useful members of society, and to
readjust them when prevention has broken down. Methods of the natural
sciences have to be applied to this end, but the goal is social and the physi-
cian should always keep this broad ‘purpose in view. - -- + -.: :

v A1 am correctly informed, the’ géperal educa.timf of the average medical

student in India—as in many other countries—is" Father ‘scanty. From '
the moment he leaves the secondary school his training is along scientifio
lines. He has the added handicap that he is instructed in a foreign lan-
guage—Dby necessity in view of the diversity of Indian languages. He
may be familiar with English literature from Chaucer to Kipling and hardly
know his own classics. I met Indians who admitted that they would find it
difficult to deliver a lecture in their own Urdu or Bengali or whatever their
mother tongue may have been. This peculiar situation obviously tends to
divorce the small educated upper class from the mass of the people. Baut it -
there is one profession that must be close to the people it certainly is the medi--
cal pro_feasxon, because the doctor must not only be a therapist but a teacher
and friend of the people he servea.

__ Hustruction in medical history, if properly conducted, could greatly com—
Aribute to the training of an educated physician. It would teach the stn-
“dent history, the history of his own country but. also the history of the world
*with a bias on medicine that would bring the subject much closer to him.
Jt would teach him to look at modern medicine from the perspective of hie-
Yory and to see it in all its econmic, social, religious and philosophie-imphica-
‘tions, as the result of a long development, as a dynamic process. Hes weould
soon find that scientific medicine has s philosophy also. We to6 look at the
human body as s microcosm in the midst of the microvosm. The-same
eleménts that constitute the organism are found in the outside world, and the
same physico-chemical forces are agting in. both. The physieian thus
trained would have a much clearer idea of the task of medicine and of the
part he is called upon to play in society. : - « ,

Such instruction would also help to devslop the spirit that must animate
the physician in his work. He must realize that medicine is not a means
of becoming rich but a service to the peopele. The same splendid spirit that
droye an elite of medical students to volunteer their setvices during the
recent Bengal famine must permeate the entire medical corps at all times.
Only in such a way will it be possible to earry out an ambitious programme.
and to bring health to the villages. .

‘The Johns Hopkins School of Medicine is often looked upon as the ex-
ample of a school that succeoded in creating a new pattern of medical educa--
tion in its country by raising entrance requirements and emphasizing
scientific instruction in the laboratory and at the bedside of patients. This
is correct but one should also remember that the men who made the School
famous were not only great scientists but humanists also. Osler, Welch, Kelly
Halsted were keenly interested in the history of medicine and hiever missed an
opportunity to impart historical knowledge to their students. In 1890,
@ne year after the opening of the Hospital, three years befortz the School opened.
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ts doors, they founded the Johns Hopkins Medical History Club which is today
in the fifty-fifth year of its activities. Osler's historical and philosophical
essays will remain a source of ingpiration long after his scientific papers and
his textbook are forgotten: When the School was opened in 1893 the new
ocurriculum included a course in the history of medicine that was given by
John Billings, one of the great pioneers of American medicine, who drew up
the plans for the Hopkins Hospital and was Jargerly responsible for the new
curriculum. Apd at the end of his career William Welch, in 1929, ‘ereated
the Johns Hopkins Institute of the History of Medicine, the first of ita kind
{n the United States. I think these facts are highly significant and pro-
vide food for reflection. . L. .
? . v. N -

After all that has been said, it is easily apparent what the stzucturs of
eunch an institute must be. It will require personnel and equipment. Since
_it will not be possible to find a physician well trained in methods of histori-
cal research who masters equally well Sanskrit, Greek, Arabic and Persian,
the Institute will need s staff of at least three scholars who will wark as a
sooperative group. One of them, a student of Sanskrit and other Indian
languages will specialize on Hindu medicine. ~ The second will devote his
-researches primarily to the Moslem phase of Indian medicine and will there-
fors be an expert in Arabic and Persian medicing, while the third will be a
ﬁcm.l medical historian and will study the history of Western medigine in

relations with the East and the rise of scientific medicine. - -

The stafi will require tools for reserach, that is, eollections and among
them primarily a collection of books. The library of the Institute will
fnclude the basic medico-historical literature—bocks and journals—medi-«
sal texts in the best editions and translations available, and as many refer-
snce books as possible.” It should also include a mumber of non-medical
books, such. as.basic-beoks on political, social and economie history, the
history of philosophy, relifion and other disciplines, books that aze con~
stantly needed for gemeral orientation. - - <o

The Institute will in addition collect other documents pertsining te the
mwedical history of India, manusecripts, photographs, portraits, objeets such-

as instruments, otc. and it may consider the creation of a museam of indi- *
genous drugs. - - ° -

‘Whoever organizes auch an Institute today must endeavour to relieve
the research and teaching staff of administrative burdens as mueh as pos-
sible, -University administration is in many countries the most wasteful
and cumbersome of all administrations in that it uses highly trained scien-
tists and scholars for the solution of petty administrative problems that
could be handled by general office workers just as’well if not better, and
this greatly reduces the efficiency of a faculty. The National Medical Col-
lege will obviously have a strong Medical Library and it would be advis-
abls to build the institute of the History of Medicine in connection with
or 88 an annex to the Library, so that the technical administration of the
Institute could be handled by special employees . of the Library. This
would permit the staff of the Institute to devote all their efforts to zeserach
and the teaching of students. . :

This is not the place to discuss matters of budget, but there ¢an be no
doubt that the cost of erecting and operating such “an Institute wonld be
much smaller than that of any other department of the College. And the

‘etnrns eould be immeasurably great, to tha College and to the covniry.
) A
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APPENDIX 48.
. Divisjon of Pfovmmal Nursing  Councila'
Regzsam.

.- Nunsns Rmelsmn. .
Aal - Sehior Certlﬁcatfd geneml-trmned nurse, (Traindd in her own
- province). "’
‘A-ﬁ - 'Semot Qetuﬁcated generaf-tra,lﬁea nm'se. (Tramed ‘in other pto
. " vincds in' India). - *

A-3 Senior Certificated general-trained nurse trained exJndxa ’
:B;l " Funlor Certificated general -tTained nirse, (Trafned in'her 6wn pro-
.1y ¥ince N ; et ) ;

',Br-2 i Jumor Cg;tlﬁcated gﬁneraf—tra.med nurse. (Ttazned in other pro-
. ;._mhvm,cgs ip . India.)", o

I S & N g = o

01 .-Senior Certificated nurse tramed in Women &: Childrex. (Tramed
) ¢ «1'in-her own prownce)‘ ! N s

02 "‘"‘Sksﬁ'mr Certificuted nhrse trained in’ Women & Chﬂdren. (Tra.mea
+me bl BihbE lf.ro\nn*‘éa'“z ’

-

e e

D f-':f; :djunlor ?;qﬁc&ted n}ll‘*e traned i )11 VS o‘tn'z;n"& Chﬂchen, (Tramed
n

s g B, &e‘?, own provmce 2

D~2,, 5 ,.Iguno; C;;txﬁ.cated nurse tra.med. m Women & Ch:ldre,n, gg:mmed
<[ .y ;ilL, Other . provinees. )

4’~—, ————1 .~

.
wr v s L,

E-b" ~-Sénddr Certificated male nurse. Trained in‘his owh provirice™ - _

E-2 Senior Certaficated male nm:sa } Trame& m _ other pros
.o vmchs. I : .

~ o »

* [ - - Coan Pl

B’ U Juniar ' Certificated male nixrse." Trained in his 'gm‘m pros
. yince, . ‘
F-2 Jumor Certlfies.ted male nurﬂe. ‘" Trained in other pro-
' yinces. . T
MipwivEs REGISTER.
A-1 Nurse-M1dw1fe {Senior double cert.ﬁcated) trained in her own pro-
vince, © e s
A-2 Numes—MJ.dwxfe (Senior double’ certificated) trained in other pro-
vinces.

A-3. . 'Nurses-Midwife (Senior double certificated) trained ex-India.

¢ e (S

B-l Nurse-Midwife (Junior double certificated) {rained in her ‘own pro<
* - vince, * - © s

B Nurse-Ml,dwxfe (Junior double eert]ﬁacted} trmned m other pro-
#2 ., vincea!

g
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~Heslih-Visitors - Trained' in her own ‘pi'bviﬁc'
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Mx&wx!e semor eerl;n‘ic.ute'da < Trained il her own provines.
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APPENDIX 49. -

Roll of Asssstant Nurses-—A.C.1. 1532, Nurses Act, 19483,

1. Under the authority -of the Nurses Act, 1943, the Genexal Nursing
Louncil for England and Wales forms and keeps a roll of Assistant Nurses
sud makea rules for the formation, maintenance and publication of the Roll
snd regulates the conditions of admission to the Roll.

2. The “ Rules and Schedules to the Rules for Existing Assistant Nux«
ses and Assistant Nurses with Intermediate Qualifications framed by the
General Nursing Council for England and Wales under Part I of the Nurses
Act, 1943 ** have nHow been published. £ )

3. TUnder those Rules every person who desires to obtain admission
to the Roll as an Existing Assistant Nurse must apply within two years aftes
4th February 1944, on which date Part III of the Rules came into operation.
Applicants must produce evidence that they have had specified periods of
whole-time training or experience before 17th March, 1943 in the nursing of
the sick under the supervision of trained ‘nursing staff in a hospital or insti-
tution.

4. Those who are not qualified to obtain admission to the Roll as an
Existing Assistant Nurse must apply before the date on which Rules re-
lating to training and examination made under the Act come into operation.
This date has not yet been decided but in all probability will be 31st De-
cember, 1946._ Such applicants must produce evidence that before the date

_ on which the rules relating to training and examination come into operation,
they have had specified periods of whole-time, training or experience in the
nursing of the sick under the supervision of trained nursing staff in & hospita}
or institution. s

5. Every R.A.M.C. other rank, A.T.8. auxiliary,V.A.D. membet, or
any other army personnel with nursing and_midwifery training, orj ex-
perience, who desires to apply for admission to the Roll of Assistant Nur-
ses, should study the Rules referred to in para. 2 above, copies of which can
be obtained from the General Nursing Council for England and Wales, 23,
Portland Place, London, W. 1. (Price 1s. 0.) In the case of medical units.
it is suggested that one or more copies be obtained by the O.C. Unit by ap-
plying to C. 2 (c) (Books), War Office and that the rules regarding admis-
sion to the Roll be explained to all interested personnel. -

6. It is important that applications for admission to the Assistant
Nurses Roll be received at the General Nursing Council for England and
Wales before the expiration of the periods of grace referred -to-
above. , -

(A summary of this A.C.I.is No. 113 in the series “ Notice Board Informa-

tion *’.) -
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APPENDIX B5O.

C'omposum of the Proposed Central Nursing
Council. .

" 1. President of the Council—Director- General Indian Medxcal Service,
in the firat instance, and later elccted by the Council from amongst its mem-
bers. )

' Members.

2. Chief’ Lady Superintendent, Auxiliary Nursing Service, oo
" Member & Secretary, Office of the D.G.,T.M.S. .. . 4
3. The Assistant to.the Surgeon Genersl (Nursing), Mad
ras aw e am e .e [ 1
4. One Certified Nurse representing training schools for nurses .
deputed by each Provincial Nursing Council .. N 1o

8. A senior member of the Nursing Profession working in each
of the following areas—

Delbi Province, NNW.E.P., ‘Baluchmtan and Central

» .

India .. .- .- .- .- S
6. Pfﬁiident of the Trained - Nurses Association of Im:
- .s .- . .. 3
7. Direcvor of the School of Nursing Admmxstratlon R 3
8. Chief Principal Matron, Medical Directorate .. |
9. Til)e l}f;lady Supermtondent Lady Reading Health School -
. . .s .- . i
10. The Chief Lady Supermtendent Lady Minto’s Indian Nur-
sing Association .- . .. .e .t -
11. The Public Health Comrmsszoner with the Government oi
India . ... .. 3
12. The Direutor of Matetmty and Clnld Welfare, Indian Red -~
Cross Society - . .e 3
13. The Administrative Medical Gfficers or the Dxrectors of Pub-
lic Health in 10 Provinces .. - . 1G
14. 4 members nominated by the Governor Genera.l-m—Councﬂ
1of whom _must be Registered Nurse (Ward Sister)
and 1| Health Visitor : the other 2 preferably ladies with - i
distinguished records of service for the advancemens
of women’s interests . - . K
18. 1 member of the Educational Service, preferably Inspectrese

‘of Schools - e . . ) 4

16. It will be seen that this membership includes 23 membere
of the nursing profession, 12 members of the medical
profession exclusive of the President, and that wider
aspects of sadvancement of women and education
is also secured. . .

1t should not be a matter of great dxéiculty to provide a compie\‘e and
representative Executive Committee from its members,
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~APPENDIX ‘b1.
Composition of the C’enteml Pharmaceutical Council.
A PRESIDENT

Eleven members—one nominated from each Provincial Oouncll.

* In addition, representatwes of the medical profes:tnon should be included

and it will be essential to ensure adequate representation of the pharmaceii-
tical teaching profession. o

A permanent Secretary and probably a permanent legal admeq will be
required.
Composition of a Provzmml Pharmaoeutwal Councd.
A President, to be elected by the members at their first meetmg.'

14 members representing the pharmaceutical trade, education and other
pharmaceutical interests. These members should he, in fhe' first instance,
elected by the teaching institutions; local pharmaceutical bodies and cham-
bers_of commerce. One member should be a medical practitioner. °

A Permanent Secretary.
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APPENDIX 52. °
Pearmacy anp Poisons Acr, 1933.
°RemovaquPhwnmzm from Register (U.K.) -

{1) Ifa registered pharmacist, or a person employed by him in- the

on of his busmess has been convxcted of any such criminal offence,
or been guilty of such misconduct as, in the opinion of the *Statutory Com-
mittee, renders him, or in the case of an employee, would, if he were & regis-
tered pharmaclst, render him unfit to be on the register, the comlmttee,
after making inquiry into the case, may, subject to the provisions of thie
Act, direct the registrar to remove the name of the pharmacist from”. the
register. "

{2) If the Statntory Committee thinks fit in a.ny case so to do, it .may,
either of its own motion or on the application of the person concerned, direct
the registrar to restore to the register, either without fee or on paymént of
euch fee, not, exceeding the fee payable on registrations [as a° pharmacist,
as may be prescnbed by byelaws, any name or eni;ry wluch has been removed
{zom the tegxst,er i -

Provided that, where an appeal £'0 the ngh Court against the removal
of a name from the register has been dismissed by the- High Court, a direc-
tion under this sub-section in respect of that name shall not_take effect u.nless

€ - Lo LY

approved by the any Council. - JY Ok %

{3) The power - of the *Council $o remove members from the Socxety an&
the power of the Privy Council to direct the removal of siafes from the re-
gister shall cease, but nothing in this section shall &ﬂecf, thé provisions of
ten, eleven and twelve of the Pharmacy Act, 1868, with respect to the erasure
from the register of names and entries in the gase& to w}nch those sectloni
respecinvely relate. ~ . : : . f .

*Nore.—The 1933 Act estabhshed the Staf:ntory Comnntbee and . ves~
fe:lh in it certain .of the powers previously. held by the Counml as
a whole.



, APPENDIX 13,
. \ '
CATEGORIES AND TYPES OF MEDICAL AND ANCILLARY PERSONNELTHAT WILLB AVAILABLE ONDEMOBILISATION .
CATEGORY 1—MzpicsL Ovpi0ERs (MaLk & FryaLp)— ) .

Trers.—
“A” Thou mlh Higher Qualtﬁcutmu such as Types of Employment for w?uch susiable~—
F.R.C.8 (#) General Medical employment -, .
M8 .. (b) Publio Health work and Administration o
M.R.C.P, (c) Specialist appointment on the staffs of teach-
M.D. .. ing hospitals.
M.R.0.0.G, )] ngher teaching posts in Medical Colleges snd
D.P. H. Schools. R
D.M.R.E. (e} Research work . . $In recognised cadres of Government Service,
D.0. .. , (N Supennbendents of Mental Hos mls ‘Baustoris Municipal Boards, Distriet Boards, Indian States,
D.0. M. 8. (T. B. Leprosy), Institutes o Hygxene and | Railway Medical Service,
D.L: 0. Pathologlca.l Laboratories. Dufferin Fund Service,
D.P. M. (9) Lectures in Physiology at Universities or | Mission Hospitals and Large Public hoapml T
D.0.G... Colleges sppointments in Public Health Dapnrt- i
D. B,, otec., ste, ' ments orn elmwa.l Laboratories.
B Recognised o Specialista in one or . ] '

other of thefollcwmy aub;ecu e .
Anaesthatics .. . .
Dermatology .. v . oo
Gynsecology 7 S ’ -

ygience meludmg Mala,rmlogy, Medi- Recognised Specialists with higher acedemic

eine, - qua,hﬁcanons will fall sutomatically under
Mental Diseases . v o Type“ A ™,

thalmology . I Reoogmsed Speom.hstl without higher academio

Diseases of . N. & T. .. o a'uahﬁoatxonl will fa.ll aytomsatioally under
Pathology o . ype “C”
Ra.dxology and Surgory - . ,
Malariology ve o ve
Nmo .o () L
Venereo - o o
¥hy liolosy e " "




%0 * Graded Specialiste in one or the other (a) Public Health Work lnoluding Malasiology ¢
. of tho lnbjem mentioned under Type (b) Resoarch work .
“Bv . (c) Teaohing posts in Medical Gollegel and Sohools
(d) Mpoomhstn in non-tnchmg hospitals
(¢) Mental Asylums .. o
{H T.B. Sanatorin. hospitals and Clinios Wi
(g) Le; ;;;r Asylums, hospitals and Clinics
hospitals and Chnion
(;) Inmtutu of Hygxene and Pathologioal Labo.
ratories, -

MR X

e

i menta in Olinical Laboratories, :

“D ¥ Gradustes e . «+v (@) General Medioal Employment ..
T ' (b) Sohool Medical Officers ..

(¢) Child Welfare and Maternity Centres

. (d) Staff a.ppomtmentl in Sanatom (T.

ﬁr\ N‘d

(e) Sugsldmed Praotitioners snd M. So. for Rure]

Development Schem
(/) Ten Gardens ... .
(g) Shipping Companies
(h) Factories and Mills
D ' Ltmmam (with L. P. H. or D. T, M, (a) Publie Health Work

08 ! !
T

\ .
;e
o e = an
.

\

qualification). {b) Rural and Urban M. O, Hs. K o
(¢) School Medical Officers “
{d} Child Welfare and Mmtemxty Centren T
H 4 e
W Licontiates . . " Employment asunder “D”, 1.0 o

"G Nutrition experts . Appomtmentsin Publio Health Organizations,
1

, ““ Relief Organizations, Physiology Departments
S Laboratories.
“H” Blood Transfusion Officers. o OnBlood'l‘nnaﬁmionworkmUmvomtiu,ote. .
CATEGORY II-—Dusirax Orviouss (LAD.C.)—
jenolml_ in Mo:ml College .and  Schools

» Txrzst (1) Those with U. K. qualifications
 {2) Those with Tndinn qualifications ] Appointments s Dontal Offcers in Hospitals,

{§) Junior lecturers in Phynology sud appoint-

‘

wn mogniaed cadres of = °
Government Service,
Munioipal Bosrds,
District Boards,
> Indian States,
Railway Medical Bervice, -
ufferin Fund Service
Miselon Hospitals, and Large Publie hospituls,

In recognised cadres as mentioned above,
"

" In recognised cs,dm of tomr
Government Service,
Muniorpal Boards,

District Boards

Indian States,

Railway Medical Service,
Mission Hospitals, and Large Public hospitals.

ofUmvemtxes,Colleges.largol\osplta.ln, Redoarch |

.



CATEGORY IIl—Nunsns—

sTrems: . o e o Types.of employment for which suitable, .
e LURS. (z')ww)- '
NBS.R, and Trained Nurm .
of thc A.N.8.

" These consist of ‘personnel fully trained 1. Inapectressal of Nursing Services mder Gom bl
in the Medicsl and Surgical Nuwsing  ernment, : , | In recognised eadres-of 1~
.+ of men, women and children, and are 2. Appointments as :— | Government Service,
+ state registered either in India, (a) Matrons of hospitals{aft erfurtbers ia] trammg) Indian States,
the U. K., or the British Dominions (b) Sister Tutors (after further specia tmmng) Railways Medical Service,
and Colomes (¢) Ssters. - e Mumcxpal Boards,
(d) Staff Nurses,. .. Distriot Boards, . -
(¢)Henlth Visitors (after further speclal tmmng)\ Dufferin Fund Bervice and Publie Hospital
(f) Distriot Nurses . . “Private Hospitals and Nursing Homes,
(g) . Sanatonia Nur&mg Staff ., .
() Infectious Diseases hospitals Numn Staff
(3) Nurses in Infant, Child Welfare and Matemxty
Centres (after farther s l?eoial traxmng)
(f) Nurses in T, B, Clinics (Femsle),
(k) Nurses in V. D, Clinies (Female).
(7) Nurses in Mental hospitais (aften further

+8pecial trammg)
2. Male Nursesem !
These are fully trained Nurses register- (a) Staff Nursa& o +« 1 Inrecognised cadres of :—

ed by the Provincial Nursing Registeration (4) Health Visitors (after further tmmng) (overnment Service,

Councils and directly recruited ss V. C. Os. (c) Sanatoria Nursing Staff* .. «. | Indian Btates.

in the Army. (d) Nurses in Infectious Diseases hoapltuls (Mele) | Railway Medical Service, ' -
(e} N ums in T B. Clmwa (Male) er , +» ¥ Municipal Boards,

Dustriot Boards, snd Public Hospitals,

(fy Nursen in V. D, Clmlos (Male) : . . | Private Hospma.ls end Nnrsmg Homes,
(9) Nurses in Mental hospitals (after further |

raining): )l
3. Uncertificated partially trained fomale  Only emtable as Proba,noner Nurses i in hoapxta.ls
Nurses employag in the Army underthe  {which are training echaols to enable them: to
A, N.8: Sohemo. r ‘ s>~ 'complete their training. When certificated,
! I theﬁy osn be pmployed aa detailed, under item
0 1.

i



4. Specialists Improvers (Male)— b . .
These consist of a olass educated upto | Syllabusof the training ap st Appendix “ A * .. Suitable for employment as_Probationer Nurses

. the Bth standard who have received j : . in hospitals which are training schools to enable
further Army traiming, X them to complete their training and obtain
\ civil registration, When certificated, they can'

be employed in the appointments mentioned

for Type 2.

B, Nurses Orderlies— '

(8) With Military Nursing Diploma (24 A certain number of this class will be suitable as
months' course), Probationers in training schools to qualify as Male
' . Nurses and to enable thera to complete their train.

. . . ing a8 Cival Male, Nurses. .When certificate
. (b) With 3rd Grade Nursing certificate, [ Syllabus of the training a8 at Appendix “B® * ‘they can be employedin the appointments me::
f6) With 2nd Grade Nursing Certificate. i tioned for Type 2, ’

* (9 months’ course). . Do.  and for hospitals employing uncerti»
{d) With 1st Grade Nursing Certificate fied Nurses, P P
SN ' Forll)iospitals employing uncertified Nuries, o
N N . . . 0, * ) 1]
{e) Special Treatment Ordethes, (V. D,) Syllabus of the training as st Appendix “C", - . For V. D.'Hospitals snd Clivies, , ».ﬁ‘

Must have 2nd Grade Nursing Certifi- e . . s
vate and 3rd’Class Roman Urdu Cer-
tificate of Examination with chnical
training 1 V. D. Course 3 months, . ! , ; . . -

Xf) Mental Nureing Orderbes. 3 months' Syllabus of the training as at Appendrz “ D ” ., For Méntal Asylums and Clinics.

~course)~-Education and Nursing Cer- . ,
tifiegte ag under (e), : cat . v
{g)r Operations Room Attendants , . ,. Syllabus of the traiming e at Appendix “ B . Forlarge general hospitals,
{4 months’ courge.) Nursing certificate :
,asunder (g), 3xd Cless certificate of
educstion 1n English,
{#) Ophthalmic Orderhes. .
(8 weeks’ course,) Minimum qualifi. *
. cations required 2nd Nursing Certifieate
.& 31d Class English Certaficate of Egu.
,* eation or A. V. VI,
' (8) Dental Orderlies ..

Aw Mamm- v e :

R A GARL R AL £ L T

P IR RN v
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UATEGORY IV—Tuommonsne—
Tyees: )

L

A'

sl

. y -

Clu”qu{Fou montha' intensive train '
ing.

Cless 11 8ix months’ training

Class I Nine months after eompletlon

of the Course for Class II and pessing
that examination,

(#) X-Ray Depactments of hospiuls or
‘Byllabua of the teaining se 0t Appendix “ ¥* }(b) For further training necessary for such
uppomtmanta in the Civil. |

| —

Claeses acoepted for the above courses :
(6) Directly recrmted V. C. Os.
{b) Specialist Improvers.

Labor Assistants—
Class III Four months’ intensive train.

\
ing and examination,

3
| (a) Employment in Pstholog:oal Laboratories in

Colleges and Institutes, and Hospitals Labora.
Cases LI After Six months, intensive Syllabus of tho training as at Appeadiz * 6 tories, or '
training and satisfacto reault {b) For forther training necessary for suoh appoint-
Class I After nine months mentg in Civil,
Classes aocepted for the a.bovo COUTSES S

(a) Directly recruited V. C. Os. . . ‘ )
(b) Speciehst Improvers,

Compoun

nders—
Classes acocopted by the Army~—
(1) Fully oort,xﬁubed from Provinoes

'For employment ss Compounders, eto,

¥35
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APPENDIX *“A"™.
INDIAN ARMY MEDICAL CORPS (NURSING SEOTION).

1. Indian Hospital Corps was transferred en-bloc }.o the I AM.
formation of the latter—3 April, 1943. .

2. . A. L (I) Special 114/43is the authority for Terms of Service, pay, etc.
of all ranks and categories of the LA M.C.

3. . Nursing Section (Composition).

- Viceroy Commnmoned Oﬁicets, V. CJ Os.—Snbedar-Ma}ora, Subedan

Jemadars. - The V. 0:0s. mclude Radio, mgxaphers, Labotatery Agsistants, snd
Male Nurses. ~ Suitably qualified men can be directly tecrmted as V. G Os. -

Male Nurses. Qualifications required.
Givil Nursing Diploma and registration_in -Ptovmeml register.

- Directly recruited Male Nurses are automatically graded as Grade I
for Grade Pay of Rs. 60 p.m. in .addition_to pay of rank.

Laboratory Assistanté and Radiographers. - -

B. Be. with special sub]ecf;s _equivalent scientific qualifications or practi-
cal experience.

Radiographers in possesmon of Certificate of Red.logmphwd Amatant

Madrsas are aleo graded as Grade 1.

Other Radiographers and Labomtory Assistants appear be:fore a Trade
MngBoaxdandontheresultsmgmdadi II or 11X mcordmgtothar
gualifications.

Rank end File.—Minimum eduncational standard required for recmts to
the Nntsmg Section is Anglo—Yermcular VL -

) ay.—Ra. 18 p.m. baise pay (Sepoy) and training allowance of Rs. 18
P‘m & e -

. Specialist lmprover Class.—In additien to the ordinary Nnrsmg Order}y
s new Class called Specialist Improver Class has been introdnced. These
personne] are recruited from the pre-matriculation class and received, in addi-
Gon to basic pay of Rs. 18 training allowance of Rs. 32, p.m. which giveg
thema totalof Rs.50 p.m. They intended for special training as Laboratory
Asuistants, Radmgmphem and Male Nurses and for eventual promotion to
¥.0.0.mok.
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LY

Educationsl Standard 12— |
Rmitling Source 4. i+, » Norsmg orderly | ., - AV.VL
R 14 Specmahet Improver .. Pre-Matrio,
- R N - S . *. . 3
L1 - .
ks Totad Course . ' T ..° 12 weeka.
—g . Nursing Instmchlon - ;Cweekp.
Stagr o
§, No. 1 . Technical Frg. Oiﬁcer LR |
'ﬂ i ., -To.& ol - c, ﬁ“o&l Instroctor * - 1
,§ \ g {Qentfe.\ M , o urael’nairu.ctors . 11 )
§ : No.2 . Eguspment
2} T, & D. - . Model Ward (26 beds).. .
Centre ’
. e / . o - b .
S Lo g v A Scale of Medxea.l and Swmigical eqtupmen&;
N No.3 RN wsde W. D. lotter No. 5882/1/D, M. S. 2
- T. & D. AT B {c), dated the 8th September, 1043, .
”~ Centre
-~ 2 P . fn Sratiad
- ~ \ .'*,.‘f';ai"fﬁm
Se!eeted. tre. . hoh . . I =Selected trg  hos-.| .. - Selected
t pitals Southern . plt.a.ls C. Com,| . pxtals N. v;rg,Alwm
‘ Armmy, and. . B SRS yo§ <5 wdnv

A b Traimmq h selected" Hospitals.” -
.(a) 1st and 2nd Nursing Cert}ﬁeaf:es e =7
1st Nursing Certificate .. .-
2nd Nursing Certificate ,. - ‘ -

[

«. 2monthsi
4menths§ s

(5) Staff.
Training Officer appomted b 0 C. hosp 1tal .vide these Head.

quarters letter No. 10001/D. M S. 1{f) of 12th Apnl 1943, -
Hospital Matron assisted by selected Slster (M. N. S )
Two Male Nurse Iuostructors.
(c) Eguipment.
Vide (Under issue).
(d) Syllabus. . . . .
* . Vide these Headquarters letter No. 10001 fD M. 8. 1{f), dated the 12th
Apnl and 16th August, 1943,
2. 38rd Nursing Certificate :—
6 months, training.
3. Military Nursing Diploma :—

9 months’ training.
B. Specialist Improver class ﬁndergo training upto 2nd Nursing Certi-

ficate in selected hospitals in Southern Army, after which they are available
for posting to selected hospitals in other Armies/Command, vide letter No.

IOOOP{’IH/D. M. 8.1{f)of 27th January, 1944.
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A

O. A. V. VI standsrd are postad to"selectod hospitals in all Armies/ -
Vommands less Eastern Comménd and 14sh Army, - They are retained in theso b
hospitals upto the 2nd Nursing Uertificate on completion of whichjthey are
available for posting to other hospitals and field medical units, vide No. 10001
-D. M. 8. 1 {f) of 10th November, 1943. )
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APPENDIX “B”,

SYLLABUS FOR Mln'ru’xi Noursing DirnoMa (AT TOE END oF 24 MoxTms).
Swurgical Lectures—~— , °~ - )

¥ Nursing of comgpound fracturcs.. Effcts of prossure. Cars of
nprams and dislocations.

2. N ursing of Ear, Nose and Throat cases.

Preparation for operation
and after nursing care. Syringing of ears. Pe

3. Nursing of. eya casos. . Preparation for operation. After cave.
Feoding and nursing of eye injuries.

'

4. Preparation of cases for various examinations. Cystoscopy. Sig-
xmodoscopy. Rectal wash ouit. Care of Haemorrhoid cases and other Reo-

tal operation cases.
5. Preparition for X-Ray examination. X-Ray treatment. Radium..

6. Preparation for anaesthetic table. Special requirements for local

general, gpinal, rectal, intravenous anaesthesia. Preparation for Lumber
puncture.

7. Preparation of operating theatre. Cleansing of theatre. Cleans-
.ing of theatre prior to operations. Use of steam sterilizers. (High

pressure) Preparation oi ligatures and sutures, tubes, dressings, plugging and
Iubricants.

8. Instruments in use for various operations. Methods of steri-
lizing same. Treatment of electrical appliances in common use.

9. Sharp instruments, their care and preservation. Method of sending
specimens for examination.

10. Specidl method packing drums for operation theatra use. Treab-
ment of gloves and other rubber appliances. .

11. Duties of Orderly in oporating theatre. Qualities to be displayed,

obscrvation, promptness, quiet efficiency to be claborated. Pomtlon of
patient, otc,

12. Nursing of the more severe burns and scalds.

13. Inflammation, suppuration, ulceration gangrene.

14. Nursing of cases of injuries to and discases of joints.
Medical Leclures.—

1. Nursing of acute infectious fevers. Scarlet fever, Measles, Chicken-
pox, Mumps, Sma.II -pox.

2. Nursing of Diphtheria, complications which may arise. Nursing
of Tracheotomy cases.

3. Nursing of Cerebro-spinal meningitis. Lumber puncture.- Injeo-
tions of anii Toxins.

4. Norsing of diseases affecting the nervous system, Mem.ngltls, Mye-
litis, Apollexy, Epilepsy, Hysteria, Neurasthenia.

5. Nursing of tropical disease, Enteriec (Typhoid fever) Pare-
typhoid.

6. Nursing of tropical diseases eontinued, Typhus, Plague, sandﬂy
fever, Dysentery. Malaria.
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-

7. Nursing of heat stroke, severe cases of heat exhaustion. Dcnguo
eholera, sprue. .

8. XNursing of diseases of the pancrcsse and Liver.” ‘Jaundice, hver b
scess, diabetes. Special diets.. :

9. Diseases resulting from Faulty nutrition, Beri-beri, scurvy.
10. Nursing of diseases of the mouth, throat and stomaoh.

11. Nursing and treatment of skin cases, nngworm, eczems, mbxea,
unpetxgo- o .
12. Adxmmsttahon and action of drugs. . .
o . PRV R e - 7.
. Lecture and Instruction. < . .

1. Surgery of the abdomen, amputations. Haemorrbage ; primary,
ro@ctaonary and secondary The heahng of wounds.

§

2. Shock, intravenous mfumons. Blood tta.nsiusxom
3. Burns. First aid treatment ; treatment in hospital,

4. Contents of Nos. 1 and 2 Field Ambulance Panniers. Sargiecal in-
troments description, sterilization and cleaning of.

5. Deﬁmtxons——bygxeno, sanitation, bénservahcy. Causation of -
disease.

6. Environment in relation to hygiene ,'clothmg, climate, work, rest,
personal hygiene, Diseases resulting from environment.

7.  Germs-origins, species. The cha.m ‘of infection.. Preventxon of and
protection against disease,

8. Water supplies—water-borne diseases. Food}npphes, ioodé’.iseases,
and their prevention, - ;

'9. Excremental diseases. - .
10. Droplet infections. -
11. Diseases transmitted by animals. RN
. " 12. Discases transmitted by personal contact—exposure—m]ury
' 13. Disinfection. :

14. Chemical warfare. Nursing and treatment of gas casualties. De-
fensive measures. ’ =’ o

15. DPoisoning. General lines of treatment.

16. Medicines and their administration. Action Gf some_of the com-
moner drugs. .- -

17. Eaemata ; remedial applications ; baths, packs.
18./ Diseases of-the heart and pericardium.

% ~.,

AN

" IBA
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" SyrLraBUs roR 32D GrAPE NursiNg CERTIFICATE (AT THE END oOF 15
Mowtas). | .
-Surgical .~

1. Qualifications of a good Surgical Nurse. Asepsis, Sterilization
of appliances used. Preparation of syringes, lotions, lubricants, tubes, plug-
ging, drains, etc.

2. Nursingof clean and dirty surgical cases. Method of arranging work.

Lorrect method of carrying out a dressing, clearing up, etc. Use of drainage
tubes changing same. Removal of sutures.

3. Preparation of patient for (a) Anaesthatic (b) Operatmn Special
preparation for various eases, and spacial after care required.

4. Special preparation for bone operations to be elaborated salines,
rectal intravenous, continuous drip.

5. Preparation for and after nursing of cases under Spinal anaasthesm.
«Qomplications which may arise.

6. Elaboration of preparation and a.fter nursing of abdominal, head,
chest, rectal and operations. _

7. Spinal injuries, admission of, nursing of and special operations
connected theremth

8. Nursing of cases of sevore gunshot wounds. Methods of resuscztatlon.
Qare of septic wounds. Treatment of shock.

9. Haemorrhage, Primary, Secondarv. Signs and symptoms.
Treatment.

10. After nursing of amputation cases. Use of tourinquet. Blood
transfusion.

11. Nursing of gastric casos. Feoding Diet scales. )
Medical~— -

1. Ward management. Admission of patients. How extras are’
drawn. Hygiene and feeding of patients.

2. Observation of the sick claborated. Importance of clear and con-

cise reports. Position in bed; movement of patients. stposa.l of ihe
dead.

3. Diets in various diseases. Laying oi trays, Preservahon of
food.

4. Epemata stimulant, sedative, nutrient, drip continnous, det.alls of
appliances used. -

5. Incontinenco retention, suppresmon of urine. Nursing cases of
Oystit Pyelitis, Nephritis. +

6. Urine testing. Demonstration.

7. Nursing of d.lseases of the respiratory system Pneumonia, Bronchitis,
Pleurisy, Pleural affusion.

8. Potai’s Aspirator, A.spua.txon of. fluid. Demonstration of Aspi-
* rxator.

9. Nursing care of Heart cases and acute Theumatism.

10. Nursing of gastric cases. Test Meal. Stomach lavage, Barium
Meal.

11. Nursing cases of Tuberculosis. Feeding. Disinfection of
ubensils.



231 .

chrumas TO BE DELIVERED BY MEDICAL Orricers 1x CoN-
- JUNCTION WITH THF. SyrLranos op TBAINING. .

“ 1. Burnsand scalds, shock, loss of consmousness and fits.

: 2. The eye and ear {elementary).
Suffocation. Electric shock and specm.l similar condlmons Eﬁec.ts
of cold.

. 3 Drowning ; rescue and resuscitation. - Pmsomng lniectxous dm-t
cases. Personal hygxene of the nursing orderly. Disinfection. )

4. Revision of skeleton ; composition of structure of bone, ca.rtdage,
ligaments and joints. Sutg:cal a.nntomy and surgery of head face and
spine. .

5. The muscular system. Structure and function of musclea Mus-
cular development. Internal work done. Energy and heat. - e

6. The cavity of the thorax, situation and functions of contents. The
systemic circulation, blood vessels com_posxtlon and fnnctlon of the b!ood
The spleen L )

7. The respiratory system ; air and food passages. Mechamsm ‘of rei-'
piration ; the pulmonary clrcnlahon. Surgery of the chest, empyema Ara~
cheotomy . - :

" 8. The eavities of the abdomen and pelms The dlgest:ve system ,
-alimentary tract, teeth, glands, penstalsls, iood and nutrition 3 the protal; .
circulation. ‘

. 9. Diseases and surgery of'the rectum ; comparison of natural and
artificial feeding. The urninary system and progtate. . .

“ <10. Suppression, incontinence and retention of urine. 'Catheters and
catheterization (to include pra.ctmal mstrnctxon in the passage of soft *
mbber catheters). Urine testing.™ v

11. The nervous system ; brain and spinal cord ; nerve cord and endmgs ;
the. sympathetxc cystem ; reflex action. Surgery of nerves.

*12. Anatomy and functions of the organs of the special senses ;
eye ; nose, tongue, ear and larynx ; removal of forelgn bodies ; elementary’
surgery. - . ]

13. The lymphatic system ; lymph, lymphatic glands and channeis.
Sepsis. ‘ . = -

~ - *3‘1 _
SYLLABUS ¥OBR 2ND Grape NoURsiNg CERTIFIOATE (A'.Nrma END
OF 9 MONTHS). .
Elementary Nursing.— . . ;¥

1. Ward management, ventilation, methods of cleaning and care of,
ward equipment ; admission of patients, disposal of Kit; taking of patlent,' s
pax'lm;gars, ete. Giving of bedpans and wrinals.

2. Disposal of soiled linen and dressings, Disinfection of mfected lmén,
etc.” Hospital etiquette and discipline.

3.- Bedmaking. Speclal beds, Rheumatmm, Heart Fracture, Operatwn,
Accident, Lifting and turning of patlents. Prepara,tmn of air and water,
beds (to be demonstrated) =
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4. Admission of stretcher cases. Hygiene of patient. Washing,

feeding and treatment of helpless cases. Pressure sores and their pre-
vention. °

5. Observation of the patient. Position, expression, colour, secre-
tions, excreta, expectoration, appetite, dilirfum, sleep.

6. Observation of pt. condt ; Temperature, pulse, respirations, charting
same. Recording of intake and output in special cases. Method of adcurate
note taking. Reports verbal and written.

¥, 7. Administration of medicine, inhalations, admimstration of oxy-
gen. Lotions, varieties and strengths. Weights and Measures in common
use, domestic equivalents. Demonstrations, <

8. Administration of gargles, painting of throats. Application of
eye lotions and drops. Use of.

9. Preparation of various kinds of poultices, antiphlogistine, fomen-
tations medical and surgical. Hot water bottles their uses and dangers.
Use of ice bags, method of filling and applying. Soap and water enema.
Demonstration.

10. Pyrexia and Hyper-pyrexia, nursing of, Rigors treatment of, Nur-
sing of non-infectious fevers.

11. Responsibilities regatdiné saving of specimén of urine, stools,
sputum, vomit. Care of foreign bodies discovered in specimens. Disposal
of infected specimens. Demonstration. .

12. Nursing of infectious cases. Isolation. Disinfection of linen,
sxcreta, etc. Personal belongings of patient and how to render all
free from infection. Disinfection of hospital equipment and uten-
sils,

18. Methods of reducing temperatures. Sponging. Baths variousa
cleaning, medicated, hot air, local.

14. Surgical cleanliness. Cleansing and sterilization of instruments,
mackintoshes, catheters, gloves, Dressing trolley requirements. Drums, how
to pack and use. To be demonstrated.

N 1

LECTURES TO BE DELIVERED BY MEepIcarL OrricErRs IN CONJUNCTION
WITH THE SYLLABUS OF TRAINING.

2nd Grade Nursing Certificate.

1. The construction of the human body. The skeleton. Recognition
and description] of the principal bones; cartilages, ligaments and
joints. /

2. The muscular system. Structure and function of muscles. The
cavities formed by the skeleton and their contents.

3. The circulatory system ; the heart and blood vessels ; the bleod.
Thyp spleen. )

4. The respiratory systém ; the organs of respiration, their struc-
ture, functions. Compeosition of air. The air and food passages.

B. The digestive system ; the alimentary canal and digestive glands
the teeth. The digestion of food.

i
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6. The nervous system ; the brain and spinal cord, motor, sanaoty and |
sympathetic nerves.
7. The excretory system The Iymphatic system.
. - 8. Wounds and their treatment. Antmepsxs and asepsis. Dreasmg
and healing of wounds.
- 9. First Field and Shell Dressmgs Instruments, Contents of Su!-
gical Haversack and Medical Companion. .
10. Haemorrhage. A -
11. Fractures snd their treatment.

+ 12, Fractures {continued } ; specml fractures and splinta. .Dislocations
and sprains.

Syllabus for 1st Grade Nursing Certificate. .

This can be obtained at the end of the 2 weeks’ Recruits Training $
duration of the Course 6 weeks.

SxLraBUS.

Elementary Anatomy and Physiology and Fn‘st AJ.d
“Types of Hospital cases.

Hospital ward furniture and appliances.

‘Ward administration—bed linen, etc. .~ .
Bed-making, ete.,—moving of patients. oo
Drugs—methods of administration. Poisons.

" Poultices; fomentations, plasters ete.
Fevers—taking of temperature. Charts.

“Taking and recording of pulse and resplratlon
Toilet—bed sores.

. Dispospl of excreta (Field Service Hyg[ene notes).’
Special appliances (enemas, catheters, stomach tubes).
Instruments and dressings used in the ward.

Bepsis and aaepsxs—wound infection.

Antiseptics, sterilization and disinfection.

Baths and sponging of patients.

Restoration methods—shocks. .

Nursing emergencies—haemorrhage, ool]apse.

Use of Plaster of Paris—plaster techniqu

Taking and disposal of specimens for Iabpratones.

In addition, Lectures and Instruction will be given in the following
Common infectious cases. -
Nursing of fever cases.

Nursing of skin cases. -
Nusrsing of special cases—heart, pnemnoma, ete.
Pre-and post-operative treatment.
Burns—nursing and care of.

Nursing of fracture cases.

Ear, nose and throat and eye cases.

Diets and feeding.

‘Observation of patients.

Use of enema, catheter, stomach tube, ete.

- Urine testing. .
Management of cases of heat-stroke.

.

P
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- APPENDIX “L7.. .,
Special Treatment Orderlies (Indiun,.
‘Duration ‘of Courss: 3 months.

" o attend the Course, candidates must have a minimum qualification
s nobed below :—

(a@) 2nd Grade Nursing Certificate.
(b) 3rd Class Roman Urdu Certificate of Educatiod.
At the end of the Course an examination will be held.

- SYLLABUS OF TRAINING—SPECIAL TEEATMENT ORDERLIES {ISD1AN).
- Cu,ss IIL =
{A) GENERAL.—

" . L Elementary anatomy and physxology of the genito-urinary tract in
e male.

2. General descnptxon of venereal diseases. '

3. Grouping of patients according to diseases. Latrines and bata
asccommodation. Ward discipline.

4. Marking and disinfecting clothing. Method of dealing with clothing
of venoreal patients. Feeding utensils.

5. General duties of a special treatment orderly. -

6. Action for the admission and preliminary treatment of’s patient
suflering from V.D.

7. Procedare regarding continuation of treatment as sn out-pstient
in the army or as a civilian following discharge from the army.

- 8. Description of a P. T. Roem. -
9. Duties of the orderly i/c. P. T. Room.
10. Description of common skin diseases, their treatment and nursmg.

(B) SYPHILIS—

1. Genuoral description of syphilis, causes a.nd mode of infection.

2. Method of taking specimens for laboratory examination.

3. Method and reason for taking blood.

4. General and local treatment with special reference to nursing. _’

5. Preparation of patient for specific treatment. Mefhod of adminis-
tration. °

6. Duties in the treatment room as regards minor operatxons, dressmgs
and local applications. -

7. Soft Chancre

8. Climatic Buboe ¥ Brief descnptlon.

9. Herpes Gentalis ] "~

(0) GONORRHOEA — *

1. General description of gonorrohea., causes and mode of infection.

2. Treatment with special reference to nursing and care of comphcahons.
* 8. Description and uses of instruments.

4: Instruction in irrigation room.

5. Provention and treatment of gonorrhea ophthalmm

6. Urethrites Simlosx b

7. Phmiosis and Paraphimosis } Brief description.

8. Venereal Wards
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(D) LABORATORY ROUTINE-——I_{ m permils. -

1. Glass ware—care of glass, microscope slides, test-tubes, ste.
2. The microscope—mechanism, care and maintenance. ..
3. The Chemical. Balance—care and maintenance

- 4. Preparation and sterilisation of solutions,’
5. Description of trainingin of smears, °

‘ Intensive trainingin V.D, Wards for s period of 12 weeks wben not a.mn&-—
ng lectures.
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- APPENDIX “D”.
Mental Nursing Orderlies (Indian).
Duration of Course : 3 months.

To attend the Course, candidates must have a minimum qualification
a8 noted below :—

(2) 2nd Grade Nursing Certificate.
() 3rd Class Roman Urdu Certificate of Education.

During the period of training, personnel will bo employed only in psychia-
tric wards and will undertake general and specialist nursing duties in thesse
wards.

On the termination of the Course, a report will be submitted.

. SYLLABUS.
SECTION A. Tae Minp N HEALTH. |

1. Psychology.—Definition, mind and body—relationships ; instincts and
reflexes ; three aspects of mind ; cognition (knowing), affecticn (feeling) and
conation (striving) ; sensation, perception ; conception. Special sensations}
hearing, vision,-smell, taste, skin sensations ; Viscoral ; anaesthetic, apper-
ception ; meaning, ideation ; association of ideas, imagination ; memory ;
emotion ; passion, mood temperament ; volition, attention ; complex.

2. The mind conscious and unconscious—repression ; projection g
untrojection ; dreams.”

3. Elementary anatomy and physology of O.N.S. brain ; spina cord
peripheral nerves.
SECTION B. Tae Minp 1N Diskasks.

1. Psychopahology.—Definition. Classification ; psychoneurosis, psy-
ohosis, psychopethic states, mental deficiency.

2. Signs and Symptoms.— '

(A) Physiological. -

(o) Senscry ; loss, excess, perversion ; pain. n .

(b) Motor ; weakness, loss, inco-ordination ; tremor ; spasm, rigidity
.convulsion ; atrophy and phypertrophy.

{¢) Reflexes. - -

{d) Condition of skin, muscles, bones, joints, circulatory, respiratory,
-elementary urinary reproductive and endocrine systems,

{e) Stigmata of Degeneration.
(f) Types of physique.
(B) Psychological. _

{a) Sehsation, analgesia, parasthesia, Changes in Visceral sensation.

(b) Perception, illusion, hallucinations—types.

{(c) Ideation, diminution, acceleration, obsessions.

{d) Judgment ; delusions.

{¢) Memory, amnesia—types

{f} Affection, apaihy, excess, liability ; provailing moods : depression
apharia.
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(9) Volition and behaviour, diminution, overactivity, ;- dise:ders of
behaviour, impulses, mannerisms, degradation. -

(k) Speech ; mutism, disconnection, incoberence. .-

(¢) Combinations of the above terms, as in stupor, confusion, depressior.

SECTION C.—
Tare EXAMINATION AND Ntmsmu oF Mmrux. Drsnm.rnr

3. Attitude of M. N, O. to patlents

3. Points in examination.

Attitude of patient towards examination ; personal hygiene ; geneml
physical condition; loss of weight, physical exhaustion. Heredity, environ-
ment ; mental stress and conflict. Recent disease or. wounds. Recent
history of malaria, dysentery, typhus, infestation, nutritional deficiency j
heat exhaustion, alcoholism ; drug addiction. -

3. Management according bo clinical condition e.g. elated, excited,
noisy, destructive, violent, suspicious, resistive, eonfused, stuperose, depressed.

4. Observation of fits. Differential diagnosis. Malingering,

" 8. Methods in treatment ; simple psychotherapy (persuasion, snggestlon,
encoursgement), sedatives ; diversional therapy. M.N.Os. duties in : nar-
coanalysis, continnous mnarcosis, convulsant therapy, hydrotherapv, pyro-
sherapy. -

6. Feeding of patients, oral, na.sal and rectal feeding. .

7. Emergencies; attempted suicids, artificial respiration, use of stomach
tube 3 first aid {e.g. arrest of haemorrhage).

SECTION D. - - . . -
- Gexneral Duries or M. N. O.

L. Reecption of new patient ; inspection for bruises ; abrasions ; blisters
and other signs of injury. Searcbmg of patients for dangerons objects.

2. Ward dxsclplme—genera.l principles,

3. Bathing of patients and rules for baths. -~

4. Bedding and clothing—inspection, restrictions and precaublons.

b. Observations of patients at nights. ) ,

8 Arrangements for actively suicidal patients.

T. Use of mechanical restraint.

8. Observation and Reports ; sleep, food, weight, bowels a.nd bladder
behaviour and habits. Sleep and wieght charts. Medicine {sedative) book.

9, Duties of M. N. O. in connection with transfer, discharge or death of
patient. Any forms used in psychatric ward .
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- APPENDIX “E.”
Operating Room Attendants.
*  SYLLABUS.

GENERAL DUTIES IN AN OPERATION THEATRE.

{a) Instruction in the theory and practice of sterilization—the care
and use of the commoner types of sterilizers—method of sterilizing varicus
instruments and articles used in the operating theatre and the handling of
sterile—cleansing and care of hands and nails. .

(%) The care, preparation and cleaning of the operation theatre—its
annexes and furniture—preparation of patients for operation and supervision.
of their transfer from, and to the wards. .

{c) Preparation, nse.and storage of antiseptics and.solutions in use.in
the theatre—the sterilization and storage of water.

{d) Preparation, use and storage of commoner kinds of ligatures and
suture material—types of needles and conditions under which various types.
are required. . .

(¢) Preparation of dressings ; swabs, packs ete. method of arrangirg
and packing drams ; the care and inspection of gloves. i L
{f) Care and supervision of surgical instruments, rubber goods, etc.

{9) The responsibilities of the operating room attendant with regard toi—-

1. The patient. f o

2. Asepsis in the theatre. - ) -

3. Emergency apparatus(tracheotomy, transfusion and infusion sets.)’

TaEATRE TECHNIQUE & CARE oF PATIENTS. - -

(a) Care of patients during operation ; positions used in various opera~
tions ; duties in case of collapse during operations including preparation of
transfusion apparatus and saline. - . : o

(b) Knowledge of contents of the various gas cylinders used in the
operating theatre, their distingnmishing marks, their care and maintenance;
preparation of anaesthetist’s table—apparatus required—duties in an emer-
geney—artificial reapiration—raising and lowering of operating table—
what to do with the tongue. -

(c) Preparation of patients and instruments required for special opera~
tions, e.g., injection of haemeorrhoids, varicose veins, cystoscopy. .

(d) Duties of operating room attendants in connection with the adminis-
tration of special anaesthesia——position of patients, care of patients duri n
and after injection—local anaesthesia—solutions used and their strengths., .

(¢) The identifieation of all instruments likely to be used in the operating
theatre and wards, their construction, the method of taking apart and putting
together of compound instruments. d



239

-APPENDIX “F",

-8ylabuses for courses are as follows :—(Subjects as at Appendix A).
{a) Radiographers, Class I1I. Four months of intensive training.
st month., ~ ;
Subject A » daily lectures and demonstrations.
Subject ““ E * lectures and demonstrations and Dark Room Wotk.
2xnd and 3rd months.
Sabject ©“ B ”° daily lectures and demonstrationa.
Bubject “ D * lectures and demonstrations. ' *
4ih month. . : ’ ‘ )
Subject “ D > continued.
Subject “ C** and “ F ** lectures or demonstrations.
The students will also receive instruction'in office work and in the forms
used and the regulations in force in military X-Ray Departments.
. _During the course the student will attend regularly at the X-Ray room;:
- %o learn the procedure therein.
At the end of this course the student will be required to slt ior an exa-

mination in the subjects taught, those who satisfy the examiners bemg graded
a8 Badlographers Class ITI.

(b) Radiographer, Class 11.

Six months work in the X-Ray Departmenf. of a large hospital under
a Specialist in Radiology, during which he should receive further instruction
l‘n the subjects of his ﬁrst course and also instruction and lectures in subject
- G_ I'

At the end of tlns six months he will have to pass an examination in the
subjects above, for promotion to Radiographer Class II

{¢) Radiographer, Class 1. -

A further 9 months work in an X-Ra.y Department on the completion of

which, if recommended by a Specialist in Radiology, he would sit for a
- farther examination for promotion to Radiographer Class I.

APPENDIX * A ™,
Bussgor “ A ™,
B - ? hysics. +
Btatic électricity. Attraction and Repulsion. Conductors and Insula-
tors, eondensers. Electrostatic measurements, Magnetism. Electric currents,
direct and alternating. Electro magnetic Induction. Measurements and
measuring instruments. Dynamos, electric motors and converters. Atomio
physics. Electro magnetic radiations. Wave length and intensity, charac-

teristic radistion. Absorption, scattering and filtration on radiation.
Radiation Measurements..

Smcr s B ’l. .

Electrical supply and distribution. A. C. and D. C. currents. Meters.
X-Ray apparatus, Coils and interrupters. Trarfsformers and rectifiers.
X-Ray tubes, gas and hot cathode, Valve, Production of X-Rays. Accessory
apparatus, meters, switches. Auto-transformers, timers and stabiligers.-
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)

Somiect “C ”.

Auniatomy and Physiclogy. Elementary deveiopment. Bones and joints.
Ossification. Surface markings. Normal appearance on radiographer of
bones and of soit tissues rendered opaque. . )

Sussecr “ D"

Radlography Paositioning. Localisation, st.cteoscopy. Special examima™
tions. Protection.

Sussecr “ E 7. -

Photogmphy, Photogaphlca.l Chemistry. Developing and fixing. Dark
room technique. Faults in exposure and development. Their causes and
oure. ‘ . *

Sussgcr “ F .

Types of apparatus used in the Army in India, their constmctlon snd

characteristics.  Causes of and tracing of faults. Running repairs.
SussEcr G . -

Electro medical apparatus. Contraction of muscles, effects of Gelvanism
and Faradism. Heating and its ~ effects. Infra red rays. Dlira violet
rays and their effects. Diathermy apparatus and its use.
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APPENDIX =G™.
+  Syllabuses of courses are as follows —
Laboratory Asswstant, Class I11.—Four months of mﬁenswe traxmng.
Syllabus at Appendix * A", -
At the end of this course the students will ‘be Jeqmted to sit foran
sxamination in the subjects taught, those who satisfy the exa.mmm
being graded as Laboratory Assistants, Class II1,

Laboratory Assistant, Clasg II.—A Laboratory Assistant Class III nftor
six months continzous employment in a laboratory and if reported onasa
satisfactory by the officer in charge laboratory, may be graded as Laboratory
Aggistant Class J1.

Laboratory Assistant, Class I.—Before grading Laboratory ' Assistant
Class 1, the individual must have been employed in'a Iaboratory as Laboratory
Asastant Class I1 for 9 months. -

Provided the candidates pass the qualifying examination, ‘based on the

syllabus at Appendix * B ** they will be graded as Laboratory Assxstanf-,
Class I. ,

- ¥ -

APPENDIX, A -

Syllabus of Training— Laboratory Assistant, Class 11 1. ’

Note—Army laboratory Assistants are not to be judged on their f.heo:e-
tical knowledge of pathology, bacteriology or biochemistry, but primarily
on their ability to prepare apparatus, reagents and material with unfailing
reliability, so that the officer may have dependable assistant fo carry,out his
work. -

The course of mstructxon should therefore be designed not with the pri-
mary intention of teaching candidates bacteriology and biochemistry bud
rather of teaching Jaboratory methods and cultivating technique. The
training should include, of course, elementary clinical pathology, but with the
object of stxmulatmg\and maintaining the interest of the trainee.

. The followingis a syl!abus of training for class IT] laboratroy assistants
{pathology) :—

1. Laboratory managmenz —Care and custody of equipment.

2. Sterilization methods.——ChemmaI Dry heat., Moist heat. Low
temperature. Filtration.

3. Filters—Types of filters. Methods of testing, cleaning and sterhzmg.
Methods of use.

~ 4. Microscopy- —The care and use of the microscope and its component
parts. Micrometry. Dark-ground illumination.

8. Culture media.—Preparation and cleaning of glassware, ete. Main-
tenance of sterility. Identification of media. Preparation and standardi-
zation of basic media. Preparation of special media in common use,

6. Stains and staining methods.—The preparation of stains, and methods
of staining, as laid down in tho official publication * Laboratory Methods
1932”7, tou-ether with sneh additions as Field’s stain and Pioric acxd counter-
stain for T, B. .

9. Pathogenic micro organisms.—Basic knowledge of the common patho-
genic bacteria and methods of cultivation, including anacrobiasis and the
chief characters of Cl, Zefani and the as gangrene clostridia.

8. Viruses and rickettsige—General outline only.

L}

* *
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8, Protozoa.—Recognition of malarial parasite i
dono-van bottles end intestinal flagellates. P s_, amoe.bne, Teishmans

10. Helminths.—Recognition of the eggs of the common helminth
asoarisancy lostoma, enterobius, trichuris, taenia, hymenolepis, schistosem.
Mounting and preservation of worms and their eggs.

- 11, Haematology.—Hb estimation. Total red and white cell t3 and
siraple difforential counts. Sedimentation rates. Blood groupin‘;?‘m =

12. Serology.—(a) Agglutination. :

H & O types ; methods (Dreyer's and Félix’s) ; preparation of i~
ne sore. H ‘ ¥y }; prep ono _agghm

. (8) Principles of Kahn and Wassermann tests ; preparati
and apparatys. preparation of reagenta

13. Vaccine preparation~OQOutline. Preparation of appatatu.s.‘

14. Maintenance of stock cultures. :

18, Biochemistry——Elementary, including urine analysis, gastris analysis
blood-sugar and blood urea estiimations, Vanden Bergh,y ceregbrospinal ﬁ)::id
{protein and chlorides), and faeces {fats, fatty acids, bile pigments).

18. Urinary deposits—Simple microscopy.

17. Histology.—Preparation of tissue for sections. Cutting and stain-
ing of sections,

18\. Post-mortem technique. ,

19. Laboralory animals—Caxe, housing, feeding, breeding and bandhng
of laboratory animals. & & g

.20. Office work.—Accounting for equipment, compilation of returns regia-
tration of specimens and recording results of examination.

APPENDIX “ B ",
Parr A )
Syllabus of Instruction— Laboratory Assistant, Class 1.

1. Laboratory Management and use of Laboratory apparatus.

9. Sterilization Methods.—Chemical, Dry heat. Moist heat. Low tem-
pexature, _ Filtration. : -
. 3. Filters—Types of filters. Methods of testing, cleaning and sterilis-
ing. Methods of use. : !

4. Mioroscopy.—The care and use of the microscope and its component
parts. Micrometry. Dark-ground illumination.

B. Oulture Media—Standardization of media. Preparation of the com-
moner medica, finid and solid, employed in routine work and also special
media for the cultivation and differentiation of:— Conocooci, meningo-~
oooci, pneumococei, streptococci, tubercle bacilli, diphtheria bacilli, orga-
nisms of the colityphoid-dysentery groups, pathogenic anaercbes, etc.
= @& Stains and staining methods—The preparation of stains, and methods

"of staining.
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. Pathogenic Micro-orgunisms and Bacteriological diagnosis.—Study and
identification of the following bacteria, special attention being paid to morpheo-
logy, staining, culture, biochemical reactions and agglutination tests where
applicable. :

() The Pyogenic Streptococei and Siaphylococei, the Pneumococceus.
- (b) Meningococous—Methods of isolating, identifying and typing, . Cell
count of cerebrospinal fluid. Precipitin test. An outline of the Gram-
aepative cocci cecurzring as GOnEmensa.ls in the nose and throat.

{¢) Genococcus.—Methods of isolation. o

{d) Diphtheria and Diphtheroids.—Metbods of isolation and identifica~
tion. Virulence, tesis. - - CoL T

() Tubercle bacillus and other Acid-fast baecilli—Methods of isolation
from sputum, urine, pus, and other material. Antiformin method. .

() Intestinal Gram-negative aerobic bacilli—Coli group. Enteric group.
Food poisoning group. Dysentery group.- Methods of isolation and identi~
ﬁcaﬁon. - . N 1 L. I

(g) Vibréc cholerae and allied organisms.—Methods of isolation, identi--
fication and differentiation. _ ) o

(%) Pasturella pestis—Mathods of isolation and%identification. Prepara-
tion - of laboratory animals prior to inoculation of suspected material.

(2} Brucella group.—Methods of isolation and identification.

(§) The Haemophillic Bacteria and allied organisms—Msthods of isola-
sion end identification. -

(k)~ Wound I nfections.—Ax; outline of the organisms associated with gas
gangrene. Methods of anaerobic culture. R

(1) Rickettsis group.—The Weil-Felix reaction. . '

‘{m) Pathogenic and Commensal Spirothactes.—Treponema pallidum, Spiro-
nema recurrentis, Leptospira icterchaemorrhagiae. Methods of demons-
tration. Laboratory diagnosis. .

" 8.. Rabies.—Method of obtaining brain of suspected animal. Prepara-
tion of sections from the brain. Mann’s method of staining, or Wiliam’s.
medification of Van-Gienson’s method—(basic fuchsin-methylene blue).

9. Fungi.—The preparation of hair or scales for examination..

10. Protozoology.—Recognition of malarial parasites, trypanosomes,
Loishman-Donovan bodies. Outline and recognition of common intestinal

protozoa and cysts. Preparation and staining of films by Mayer’s haemalum
_and Heidenhain’s iron. - B

1%. Helminthology.—Identification of the following helminths and the
eggs -— - - - .
_ Nematodes.—Ascaris lumbricoides, Anhylostomes, Entorobius vermicu-
iaris, Trichuris tricniura. - N
Cestodes.—Taenia solium, Tacnia saginata, Taenia granulosa, Hymeno-
opisl hana. - : i -

Tromatodes.—Schistosomsa haematobium and . Schistosoma ma:nsoni.'
Mounting and preservation of helminths.
H1342HSDC

Y

18
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" 12. Haematology.—~Methods of obtaining blood. Methods of estimating
haemoglobin. Fumeration of Red Blood Cells and Leucocytes. Preparation
of stained blood films. Recognition of normal and abnormal cells. Deferen-
tail Leucocyte count. Reticulocytes. Examination of blood for parasites.
Fratility of the Red Blood Cells. Coagulation Time. Red Cell sedimenta~
tion rate. Blood grouping. -

13. Serology.—Preparation of agglutinating serum.  Agglutination
tests :—Dreyer’s Method and Felix}Technique. Agglutinin absorption tests.
Precipitin reactions. -

Wassermann Reaction.—Outline of the principles of the test. Preparation
of all apparatus and reagents.

Kahn Test—Qutline of the principlesjof the test. Preparatlon of all
apparatus and reagents.

14. Preparation of Vaccines—Method of preparing an autogenocus vac-
cine.

15. Maintenance of Stock Cultures.

16. Preparation of tissues for wmicroscopical ezamination. —Cutting and
mountmg sections by the paraﬂ"m method. Massons rapid method. ¥Freez-
ing method.

17. Mounting and preservation of Museum Specimens.
18. Urinary Deposits, including cells and casts.

19. Zaboratory arimals.—Care, housing, feeding, breeding and lmnd]mg
of laboratory animals.

. 20. Custody of, and accou... - ‘or, Laboratory equipment.—Compilation o1
returns. -

ParT B.

Cleaning, ssembhng and construction of apparatus employed for routine
chemical or biochemical examinations. Simple glass blowing. Care of all
measuring instruments. Use of spectroscope, ete.

Essential principles of Chemistry, Distillation, Filtration, etc. Prepara.-
tion of standard solutions, indicators, estimation of P. H., ete. Volumetric
and gravimetric methods. Chemical examinationsi in connection with routine
diagnostic biochemical tests of :—

Urine, Faeces, Blood, Cerebrospinal Fluid, Gastric contents, eto.
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APPERDIX*" H *.
8yllabus of Training for R. A. M. C.j1. 4. M.C. Other Ranks. Employed
Ophtkalmw Units/Centres. '
1st week—
1. Anatomy.
2. Physiology.
3. External Diseases and their treatment.
4. Methods of treatment. -
5. Nursing of Ophthalmic Patients.
6. Preparation of Operation Theatre.
1. Preparation of patient for operation
8. Anaesthetics used.
Znd week—
9. Sterilisation of Ophthalmic Instruments.
10. Sterilisation of eye drops.
11. Ophthalmic Apparatus and its care.
12. Asssmbly of Ophthalmic Apparatus.
13. Ophthalmic lenses, neutralising of lenses measurements, for
Mark I1I Spectacles, fitting of spectacle fra.mes.
14. Fitting of Artificial Eyes.
15. Records Keeping—{(a) Uard Index. () Day book. (c)
Spectacle Prescription Book. (d) Operation Book. (e) Month-
ly Returns. (f) Army Forms used in Ophtbalmie work. ,

3rd week—

16. Short lecture on care of Electric Ophthalmic Apparatus and
writing of same

17. Revision.

18. Examination.
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- APPENDIX ¢ 17,
Tramwmwg Nursing Sepoys anp V. C. O.'s 1N MassAdE AND REMEDIAL
GYMNASTIOS.
(13 Syzz ]!b!!s !9 -
The course is planned to give the maximum of groundwork and practical

experience in massage, remedial gymnastics and electrical treatment in the
period of three months. .

Each class consists of a maximum of 20 students.
During the first month there are daily lectures on anatomy, physiology
and the theory of massage and exercises including practical instruction. --

The last two months are devoted to practical training in the Wards and
Department, as well as daily lectures.

Instruction is earried out by qualified C. S. of P. Instrnctors.
The final examinations will be held at the conclusion of the course and &
certificate issued to those students who pass the examinations.
The syllabus of lectures conszst of :—
(1) Anatomy—
{a) A careful study of the bones of the body, their shape and function.
(b) The names, origin, insertions and functions of the main muscle
and muscle groups.
(¢) A working knowledge of the joints of the body.
(d) An elementary knowledge of the main nérves.

(2) Prysiology—

Tbe elementary knowledge of the stmct‘ure and functions oi the body
snd jts various organs.

(8) Theory of massage and remedial gymnastics.-
(a) Types of massage and their uses. . _
{b) Tts application to wounds, fractures, dislocations, sprains,
synovatis, internal derangement of the knee, bruises, scare re-
heumatic diseases. A. P. M. and nerve lesions.

{(¢) Remedial exercises—value, restrictions and types of movement.
Conduct of remedial exercise classes.

(d) Technigue of breathing exercises.

1

- TA.
(4) Instruction in the use of simple elecirical equipment. -
B.

(5) Simple electrical treatments.

(6) Elementary plaster work. :

{7) Instruction in splints and slings, Emerow,ses, in Plaster splints. - Tha
wse of remedial apparatus including slings and pulleys.

(8) Instruction in English.
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APPENDIX 54,
ESTIMATES OF COST.
Estunales _ of cost of NON-RECUBRING expenditure during the ﬁrst Jfive years,

second fire and first ten years.
First five

Second five First ten years.

- years. years.

: Ra. Ras. Rs.
Three-million unit scheme .n 75,16,83,000 1,11,16,87,250 ~ 1,86,33,70,250
Malaria Organisation .. .. 9,16,860 11,10,000 20,286,800
Tuberculosis ~.. . .. 2,42,35,000 3,74,10,000 6,16,45,000
Mental Diseases e ea 1,67,00,000 - 2,22,00,000 3,89,00,000
Leprosy a .. - . 1,45,00,000 1,40,00,000 2,85,00,000
School Health . .. 1,32,000 .e 1,32,000
Nutrition e T e . 6,05,000 .e . 6,05,000
meessanal Education : %7 lakh ) -

a) (§) Upgrading at 27 8, -
¢ )oonvarmons at 77 lakhs -
and oreation at 102-0lakhs -
per college inoluding the asso- ,
oiated hospitals and training,
fields— - - -
24 colleges (94817} durmg - -
- . the first five years.. = 15,73,00,000 13,38,00,000 29,11,00,000
19 coileges (7-+34-9) d\u-mg AR .
the second five years. P
{#5) Acoommodation for per. o ‘. ’ i’
sonnel under training— 1,08,00,000 ~ 85,560,000 1,93,50,000
{5) Dental Education - 60,00,000 . 75,00,000 * 1,35,00,000
¢c) Pharmaceuntical Edncation 6,25,000 6,25,000 12,50,000
{d) Publio Health Engineering 6,00,000 4,00,000 10,00,000
- {€} Nursing.. .. - 4,20,00,000 4,20,00,000 8,40,00,000
(f) Improvements to ‘Associated .
hospitals for traming of . R -
students during internship .. - 48,00,000 38,00,000 86,00,000
{g) Medical Research at Rs. . : R
lakh per college ~. - 24.,00,000 19,00,000 —~ 43,00,000
(h) Hospital Social workers .. - <
ture on preliminary sur- N -
veysm four districtson the basis -
of cost for the Singur survey - N .
{Rs. 16,000 for a po;m!atmn of N
62,000) - . - 22,00,000 ot 22,00,000
‘Water Supply——- - ,
{a) Ruoral .- . 10,00,00,000 10,00,00,000 20,00,00,000
{6) Urban .. 10,00,00,000 10,00,00,000 20,00,00,000
Drainage @ Rs. 6 cmrés per yeur 80,00,00,000 30,00,00,000 60,00,00,000
Medical anemk {General provi- ' *
sion, Provinces) se . 20,008,000 20,00,000 40,00,000
ToraL Non-REOURRING EXPE¥DI- ‘
TURE .- N .. 1,53,74,06,800 1,88,69,82,250 3,42,44,79,050
Esfamatmg the expenditure, re- - .
gurring and non-recorring, in ¢
respect of the Centre, as 6 p.e. . o
in each oase of the expenditure . .
- for the eleven Provinces to- - =
gether, the figures are as shown N - . )
below :— ) L
Centre .n -- e 9,22,49,808 11,32,18,935 20,54,68,743
British India as'a whole™ -- 1,62,97,46,608 2,00,02,01,185 3,62,09,47,793
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ESTIMATES OF COST-——contd.

RECURRING.
First five Second five First ten years.
years. yeoars.
Rs. Ras. Ra.
Three.millioh unit scheme 91,01,46,234  2,10,12,29,62¢  3,02,03,75,85
Central Directorate :— N
{a) Officera .. . 37,00,000 45,650,000 . 82,50,000
(b} Establishmentand contingen.
cies .- e e 8,00,000 10,00,000 18,00,000
{c) Travelling allowance .- 6,25,000 6,25,000 < 12,60,000
Provineial Directorate—
{a} Officers . .- 2,93,81,550 2,95,46,550 5,89,28,100
(b} Establishment and . contin-
gencies .. .. .. ~ 44,00,000 50,60,000 94,60,000
{¢) Travelling allowance .. 46,75,000 48,75,000 93,560,000
Malara Organisation .. .. 2,52,07,610 3,85,01,887 6,37,09,497
Tuberculosis .. .- 5,87,71,600 9,94,04,692 15,81,76,292
Mental Diseases e .. 4,86,569,110 9 63,37,810 14,49,96,920
Venereal Diseases .s e 3,16,54,110 4,70,17,292 7,86,71,402-
Leprosy .- .. .. 2,86,20,032 6,56,84,356 9,43,04,388
School Health . . 18,95,630 23,23,827 42,19,457
Nutrition .. .. . 34,37,126 42,88,185 77,265,312
Professional Education : -
- {a) Opgrading at 8-25 lakhs,
conversion at 17+ 25 lakhs and .
creation at 17-25 lakhs per -
oollege—
24 colléges (94-8-+7) during _
the first five years. -
19 oolleges (74+3-}-9) during
the second five years .. 16,65,00,000 13,23,75,000 29,88,75,000
() Dental Education . 75,00,000 75,00,000 1,50,00,000
(¢) Pharmaceutical Education. 23,00,000 28,00,00¢ ~ 46,00,000 .
{d) Public Health Engmeeriug ~  7,50,000 5,00,00C 12,50,000
{e) Provincial Samtary Boards
at Rs. 5,000 per board per
yoear (one board for each
- province) .- .. 2,75,000 2,75,000 5,560,000
(f) Nursing .. . 10,38,50,000 10,38,50,00¢ 20 77,00,000 -
(g} Health Assistants . 31,68,000 31,68,000 63,36,000
(A) Hospital social workers .. 5,78,420 .e 6,78,420
(i) Foreign Scholarships . 15,00,000 15,00,000 30,920,000
{j) Improvements to associated -
hospitals for the training of
interns at Rs. 10,000 per ;
hospital per year .. . 24,00,000 19,00,000 43,00,000
(k) Postgraduate medical eda- N
cation at Rs. 50,000 per centre
per year s .. . 12,50,000 12,50,000 25,00,000
{?) Medicsl Research in colleges
at Rs, 0-26 lakh per year per
college .. .. . 30,00,000 23,75,000 53,75,000
{m) Scholarships at Rs.1,000 per
year per student for 50 p.o.
of the total nurher of admis-
s10ns .o . .. 1,34,40,000 4,98,00,000 6,32,40,000
(n) Maintenancecharges on total
oapital expenditure on pro.
. fossional ednoation schemes 1,34,71,500 4,55,93,250 5,90,64,750
Water and Drainage Boards In. )
vestigation Units, eto. at Re.2-6
lakhs per year . 13,00,066 13,00,000 26,00,000
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RECURRING—conid.
First five Second five First ton yoars.
years. ears,
- Ra. ¥ Ra. Re.
Maintenance oharges @ 3% per -
year on oapital works inm
oconnection with Water Supply :
end Drainage Schemes . 3,00,00,000 10,50,00,000 13,50,00,008
Health Education at Rs. 3 lakhs
per year . .. 1 . 15,060,000 15,00,000 30,00,008
8pecial Proviasion for Industrial N
Health Services .- .a 75,00,000 1,00,00,000 1,75,00,000
Medical Research {(general provi- ~
sion, Provinces) .o .e 80,00,000 50,00,000 1,00,00,000
intenance charges on capital
works erected in connection
with Medieal Research .. 1,20,000 4,20,000 5,40,000
&Leave reserve at
15 p.e. per year for women and
10 p.c. for men personnel— ~
Women .. .- . 8,55,38,820 -7,59,26,782 11,14,65,602
Men  -. . .. 4,27,15,714 7,48,26,896 11,75,42,610
Elfota.l «» 1,60,46,20,456 3,12,66,04,147 4,73,12,34,603
On the basis of 8 per cent. of Pro- M g e
vinoial expenditure, Centre .. 9,62,77,827  _ 18,75,96,249 28,38,74,076
Total for Britich Indis <« 1,70,09,08,283  3,31,42,00,396  5,01,51,08,679

r ~
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- APPENDIX 5.
DrTA1LS OF THE Tmn-MJLIiI:N Unir AND oTHER SomeEMEs.
DEX.
- (Non-Recurring) .
: ~ Page
Total non-reourring expenditure on the three_million mnit scheme .» 252
Constituent items of the non-recurring expenditure, including ambrlances 253
L—Primary Unit— .
{a) Office building .. . - . " .o «s 258
(%) Housing for the staff . .- .. © e -» 255
{¢} Dispensary with emergency beds—building and equipment +» 255
I1.-—30-bed Honpital— . ..
{a) Building and eqmpment .. . .. - -- 286
{b) Aoccommodation for staff .. . .s .. - 256
ITL.-Secondary Unit— - -
{a} Office bmilding .. .. - . - 257
{b) Accommodation for the sta&' .e .. e .- 287
{c) Mobile Dental clinics .o .s .s - .. 258
IV.—200-bed Hospital—
{a) Building and equipment . .. - .. 259
{b) Accommodation for staff .. . . e 259
-V.—500-bed Hospital—
(a) Building and equipment . .. .e” .e v . 262
() Accommodation for staff .. . . . « 263
(Recurring)
Total recurring expenditure of the three-million unit scheme .. -« 263
Constituent items of the recurring expenditure, including maintenance on by
Ambulances .- .. ot . .. . .. 2ofs
I.—Primary Unit— N
(a) Salaries of staff .. . ' .- . - 263
(5) Dispensary : Drugs, sundries agd d:et for emergency beds T .. 2683
I1.—30-bed Hospital— - N
‘(a) Salaries of staff .. .. .- .. .. ¥ s 264
(b) Drugs, sundries and diets .. -- . .e . 264
111.—Secondary Unit—
Salaries of staff .e . e+ as ae _ es 264
IV.—200-bed Hospital—
(a) Salariées of staff .. .- - . . - 2065
(%) Drugs, sundries and diets .. . oS .. .- 265
500-bed Hospital— . .
(a) Salaries of staff .. ae . .e .- - 265
{b) Drugs, sundries and diets .. - .» .. - 265
V.—Administrative Organisation at the Distriet Headquarters—
Salaries of staff .- o . .. . - 266

VI.—Preparation of House Lists .. .e .. .e - 2066
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VIIL—Maintenance charges on non-recnrring expenditure on thrce million

33

unit acheme— - .

Number of Primary Umts and dxspensa.nes shown province.wise . ..
Number of 30-bed hospitals shown province-wise ..

°  Number of Secondary Units shown province-wise ..
Number of 200.bed hospitals shown province.wise ..
Number of 500-bed hospitals shown province-wise ..

Housing” of the staff .. .. ..
. . Qther Schemes.
Ezpenditure on ;— )
Preliminary Surveys .. . .
Water supply s .. “es
Drainage .s . .. .e
Central Directorate .n - T oma
Provineial Dircotorate .. . ..
Msalarie .a ve - .
Tuberculosia .. .e .u ..
Mental Diseases - ve e oz
Venereal Discages e . .a

Lepresy - -., .. .- .
School Health .. .- -
- Nutritton s . .o .
_ Professional Education :—-
Estimatos of nor-recurring expenditure '. .
Estimates of recurring expenditure- .a
Expansion of medical collegea .. .
Soholarships ..
Stipends for the f.rmmng of Health Ass:st.a.nts
Training of Hospital Social Workers  -..
Medical Research c .. . e
- Heslth education
Special provision for Indusbna.l Heslth Bemoes

Masintenanco charges @ 3% per
certain services .- .. ce

.=

— —

¥
..
-a
.o
.-\-
va
"
.o

-

.e

..

ew

-

»a

. v

per year on eapital works in egnnection with

291
291
291
202
202
295
301
307
310
314"
319
321

325
327
330
332
333

- 333
334
334

- 334

‘334
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Non-Recurring.
- First First
. B five years, ten years.
t.—Primary unhita— _ Ra. Ras.
(a) Office of the primary unit .. - ..
(b) Housing for the primary unit steff .. ve #33,01,60,000 67,84,93,750
(¢ Primary unit dispensary, building and equip-
ment,
I1,—30-bed hospital—
(a) building, equipment,and .. .- ..
5,62,67,000 27,71,07,600
(b) accommodation for staff .. - .
I1I.—Secondary unit— i
Office, housing for staff moludmg mobile dental
olinics organisations .. . . -+ 3,78,00,000 _ 7,41,95,000
1V.—200-bed hospital— ~ ) ,
~ Bu.ildfng, equipment and accommodation for staff.. 30,79,62,000 31,75,74,000
500-bed hospital - - e . - 46,42,60,000
74,11,79,000 1 81,16,30,250
Awmbulances .. - . - .. 1,05,04,000 5,17,40,000
75 16 83,000 1,86,33,70,256
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Prmary Unrr.
{Non-Recurring).
: Ra, Ra,
L— N .
{a) Office for each primary nmb . 15,000
}b) Housing for the primary unié staff .. 1,38,750
¢} Dispensary building and equpment ... 20,000 1,73,750
4. For all the provinces,
1st year 1080 x 1,73,750 .. se = 18,786,50,000
2nd year .s . e e s : .
3rd year .. e .. . .. st
4th year 376 x 1,73,750 e T e = 6 53,30,000
&th year 496 x 1,783,760 .. .. = 8,61,80,000 33,91,60,000
6th year 341 x 1,73,750 .. ee = & 92,48 750
7th year 396 X 1,73,750 - .. ==, 6,88,05,000
8th year 382 x 1,73,750 - e = 6,63.72.500
8th year 414 X 1,73,750 .- .. == - 7 19,32,500
10th year 420 X 1,73,750 . .o = 7,29,75,000 67,84,93,750 -
1T. 30-bed hospital— . . .
‘(a) Building and equipment .3 ‘e = 56,000 N
(b) Accommodation for staff .. .e _ 84,260 . 1,30,25
3. For all the provinces— ' *
let year 216 X 1,39,250 . .. e = 3,00,78,000 .
2nd year - - e «s  wa _ = N
3rd year - PR " ee es .e
4th year 188 x 1,39,250 .. - 2,61,79,000 .
5th year - .. .. T 5,62,67,000
6th year 235 x 1,39, 250 . e = 3,27,23,760
7th year 282 X 1,39,250 ee _ e = 3,92,68,600
8th year 274 x 1,39,250 s ve == 2,81,64,600
9th year 367 _x 1,39,250 .e _ e. == 5,11,04,750
10th year 428 X 1,39,250 . e = 5,95,99,000 . ' 27,71,07,600
- . .
C.—Ambulances— .
2 motor—each 12,000 ’
1 anima] driven 2,000 .. .o 26,000 )
1st year 216 x 26,000 P s == 55,16,000
2nd year .a « Tae > T .
3rd yeoar .e P »a 'y = » e
4th year 188 x 26,000 . . = 48,88,000
5th year e .a .e o .e 1,05,04,000
6th year 235 X 26,000 e 4 e = 61,10,000 -
7th year 282 % 26,000 no as == 73,32,000
8th year 274 % 26,000 s s == 71,24,000 -
9th year 367 x 26,000 . . == 95,42,000~
10th year 428 X 26,000 T e e == 1,11,28,000 , #,17,40,000
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B Seconpary Unwar.
(Non-Recurring.)

Rs. N
111.—(a) Office for each Secondary unit .. .d 31:.)‘,!000
(%) Housing for the staff of the Secondary umt ‘e 1,45,000
3. For all the Provinces— - 1—’ 76,000
18t year 216 x 1, 75 000 . AP 3,78,00,000
2nd year .. . . . .. -
3rd year .. .. .e . e
4th year .. . . .
5th year . . .. .- 3,78,00,000
6th year . .
Denta] Acco. 216 x 16 000 . e == - 34,656,000
7th year 66 X 1,75,000 .o . = 1,15,50,000
Dental 66 X 16,000 .. T e . = 10,656,000
8th year 6 X 1,75,000 .. . ve == 10,50,000
Dental 6 X 16,000 .. . - 96,000
9th year . .. . . R .. _
Dental .o . .. 63,90,000
10th year 67 x 1,75,000 .. e = 1,17,25,000 ..
Dental 67 X 186, 000 .. . e = 10,72,000° 6,78,05,000
. 7,41,95,000
-1V.—200-bed hospital— -
{a) Building . .. .« 7,00,000
Equipment . 1,00,000
{5) Accommodation for the staﬂ' 18,256,750 14,25,760 -
&, For all the Provinces— ;
1st to b6th year 216 X 14,258,750 e = 30,79,62,600 30,79,62,000
6th year . ‘e
Dental staff aeoo 216 x 44, 500 e = 96,12,000
7th year .. . .. . i -
Dental .. . .. .o .. -
8th year .. - - - . -
Dental ve .. .. . .
9th year . .e T es . .
Dental .. s e ., .
10th year . —_— . . .
~Dental .. e . o == .. 31,75,74,000

No new 500 bed bospital is ever created. They are to be conversions

from 200-bed hospitals, but as soon as a certain number of 200-bed hospitals

is converted into those with 500-beds an equal number of 200-bed hospitals
is brought into being.

Building .. . .. Rs. 17,50,000 -
Equipment s 2,60,000
Accommodation for staif B <+ » 12,70,000
32,70,000 . °
Non-recurring cost of the 500-bed hospxta.l . 1st ten years. -
1st to 6th year TS e == Nii
7th year 66 % 32,70, 000 - e = 21,58,20,000
Dental staff acco. 06 X 70,000 ‘e s = 20,000
8th year 6 X 32,70,000 o == 1,96,20,000
Dental staff acco. 8 X 70, 000 .: R v 4,20,000
oth yeﬂr . s . s as == N“z
10th year—
67 x 32,70,000 . . e = 21,90,80,600
Dental st&!f atco. 87 X 70,000 ae = 46,950,000 46,42,60,000



3-Mrirron Unsrr.

. Primary Unit,
L {s) Oﬂiee for the primary nnit (non-recurring) . .. Ra. 15,000
(b) Housing for the primary unit staff (non-recurring).
Fiocor space, \ Total cost
of housing of accommo.
Primary Unit {40,000). No, for one Total. dation for
R A person. - one Unit.
Medioal Officer @ Rs. 260—
25500 . 2 2,000 | 4,000 ) . Ra.
Public Health Nurse @ K -
Rs. 100—5—120—10—200 4 1,500 1 6,000 | 22,500sq. ft. §,
Nurse @ Rs.75—5—125 .. 1 1,500 11,500 - -
Midwives @ Rs. 50—5—100 4 1,000 | 4,000 Rs. 5 per 8q.
Trained dais @ Rs. 26—13— . - ft.
—40—2—50 .. . 4 1,000 | 4,000 - 1,12,500
Sanitary inspector @ Rs. -
100—5—1560 .. - .. 2 1,600 | 3,000
Health assistant @ Ras, ) -
60—5—100.- .. .- 2 1,000 | 2,000 "
Clerks @ Rs. 75—5—150 .. 2 1,000 { 2,000 -
Fitter mistry @ Rs. 40—2 - : 8,750 Sq. ft. -
—B0 - .t . 1} . 8OO} 50O 3 per
Inferior servants— . - 8q. ft
1 @ Rs.40—2—60 .. - - 26,250
14 @ Rs. 256—2—56 - 15 250 | 3,750
Pharmacist @ Ra. 40—2—60 1 - 800| 600 J -
~ . . ‘ 1,388,750
{c) D:spens&ry at the pri- .
- mary anit— "
(non.recnrring). -
Building equipment and oo . 3
Jands .- . . R I . - 20,000
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-

30-Bep Hoserrar.
Reg
I1. (@) Building .. .. . . . .e 45,000
Equipment .s s .e . .s 10,000
; —
- 55,000 °
(b) Accommeodation for Staff.—Cost for housing the staff of 30-bed hospital,
. - H Floor areaj > - -
Ne. | per head [Total Rate Rs. per Total
. sq. ft. |sq. 4. 8q. ft. cost,
) Medxoal Officer @ Rs. 250— Rs.
25-—500 1] 2,000 }2,000]) 14,000 sq.ft. - | 70,000
{(2) Nurse 1 @ Rs. 100—5-— @
175 and 7 @ Rs. 76—5— j Rs. & per sq.
125 8 1,500 12,000 £t. >
(3) Health a,ssxstanﬁ @ R3, 60— :
1} 1,000 - {1,000 {"
{4) ]?ha.rma.oxst @ Bs 40—2—- ~ o
1 1,000 1,000
(B} Ward attendants {1 ma.le,
1 fema,le) @ Bs. 30—2—— -
2 260, | 500 | 44,750 sq. ft.
(6) Cook @ Rs. 30—2—50 1 250 250 @ Ra. 3 sq.
(7} Sweepers (1 male, I fe- . 14,250
male) @ Rs. 256—1—35 2 250 500
(8) Ambulance drivers @ Rs, .
50 .. .a .. 3 500 1,600
Total .. 84,250




III. Nonrecurring.
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SEcONDARY Um;'

{a) Office for the Secondary unit’ - - - .. Rs. 30,000
(5) Housing for the Secondary unit staff. - . _
- Floor rate
No. | of area [Total area Rate of Total Cost
8q. ft. sq. ft. Cost. Rs.
Administrative M. O,
. @ Rs.‘\l ,000—50—=1,250" 4 3,000 3,000 Rs. & 15,000
eputy A. / - N
Rs. 500———30—800 . 1 2,500 2,600 » 12,500
Assistant A M.O. .
@ Rs. 400—30—700 .. 1
2,500 5000f 25,000
Asgsistant P. H. ineer .
@ Rs. 400—30—700 .. 1 ‘ -
Senior Sanitary Inspectors.
@ Rs. 150—10—-250 .. 2 1,750 3,500 ) :
Senior P. H. Nurses > 35,000
‘@ Rs. 150—10--250 .. 2 1,750 8,500 .
Head Clerk -
@ Rs. 200—10—300 .. 1Y, A
R 1,760 3,600 » 17,508
Statistical Clerk - ~ -
@ BRs. 200—10—300 .. 1
Stenographers .
@ Rs. 100—5—200 .o 3 1,600 4,600 o 22,600
Clerk {1st Division) N B
Re. 150—10—250 .. 1 1,500 1,600 = 2 7,600
Clerks'(2nd Division) @ 4
Rs. 76—5—160 .e 2 1,000 2,000; Re. 3 6,000
Inferior servants -
@ Rs. 25—6—55 o 5 250 1,250 » 3,750
N Total . 1,44,76506
- -1 - or roughly Rs l 45 000 per ..
' Seoondnry
rd - e ————
In the second five years only—| tal - Ci)‘db
. . 8.
Dentist at Rs. 260—25—500 2,000 2,000 g 10,000
Dental Hygienists
@ Ra.y%()—ﬁ—-lso .. 2 1,000 2,000 6,000
’ i . Rs. 16,000
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Mobile Dental Clinics. ~ (In the second five years only).
Non-recurring expendilure, -

Cost of & mobile dental clinicfully equipped (fraitor type as in 8,600%
New Zealand). ¥ eqwp P
Cost of the towing car e .. . ve .. .. 11,000
Extra cost for portable equipments . . .. 450
- ’ Total .- 17,950
. - - or
< about .. 18,000
- - Calculation of total cost. -
. A - Rs.
6th year 216X 18,000 .. .. .- - .. 38,88,000
7th year 66 % 18,000 . . .. .- .. 11,88,000 -
8th year 6 18,000 . ‘e . e .. " 1,08,000
gth year Nil -
10th year 67X 18,000 e .y . — .. 12,06,000
’ . Total 63,90,000

*Such a olinio, in New Zealand, cost 320 sterlings eight yearsago. For ammving at
the present cost another 50 p.o. has been added.
An ambnlanes ear attached to each 30-bed hospital costs Rs. 12,000.



zy\iLnn;nosmm

IV. Non.recurring
(ﬂ)—BM‘ " e ¥ . 7.00,0(”
Equlpmut e s . « 1,00,000
8,00,000
. X Awommdalm,for the staff of 200-bed hoepital. S '
Floor area for \ | Rateof charge |Totel oharge
- Personnel, . |Number,| eachaq.ft. Total floor ares sq. ft. per g, ft. v Re
Superintendent (Rs, 500—30-~800) “ 1 2,500 ! ' 2,800 .
Medioal Officer in charge (Rs. 400——30—-700) o v 3 2,500 " 7,800 N . ’
House Staff (Ra,  250—25—500) ..’ SR A - 2,000 12,000 101,000 | Ba5f- persq. £ 805,000
. eq. ft.
Awsistant M, On.incha.rge ofLabonto (Rl. 250--25--‘ o R o . , ;
500) EA 3 2,000 4000) ' : ®
: Te . .y T ©
Nurses SRR B Lo | 75,000 ‘
Senior Pharmaoist (Rl. 60—3-90) o e 1| 625 625
Laboratory Techniciens (Re. 60--5—-100) o . 3 62 1,875 .
Caretaker (animals) (Rs, 40-~2-80) .. o " 1. 500 500 > .
Laboratory attendants (Rs. 80—~2--50) e 3 250 750! 18,250 Ra.3/- persq. ft.| 54,750
Pharmaoists (Re, 40—2—60) . R 500 C3,000F  sq.ft) .
‘Ward attendants {(Ra, 30—2—50) ... o . 16 , 250 4,000 ' ’
Sweepers (Re. 25—1—356) ., ol ot T e 16 . 250 4,000
Cooks (Rs. 30-~2--b0) . Tan v " y 8 . 280 2,000 .
Malis (Ra. 25—1-—35) . o oo O B 260 1,000 ' ’
Mistrie (Rs. 40—2—-80) .. . N S 500 | *  800) R
Clerk (1st Division) (Rs, 150—-10—-250) “ae ve 1 1,500 - 1,800% 3,000 ' Rs.5/- persq. ft. 15,060
Btenographer (Rs. 100-5--200) I T vl 1,500 1,500 aq. 6. o
Clerk (%0d Division) (Ra. 76—5—150) “ . 1. 00 | ‘L000Y 1,800 Budl w400
.-"’”ns(Rl L 25—2—88) | o o . ] sl 4760 800" aq, ft. L '

~ M132~usD0



900~ Exp HorpiTaL—contd.
Accommodation for the staff of 200-bed kospztal—-contd

§ Floor ares for Rate of charge | Total charge
Personnel. Number, |  each sq. ft. Total floor area aq.ft. '| , persq. fh. - Ba
Senior M. O, (X-ray) (Rs, 400—~30—700) ,. 1 2,600 2,600
Junior M. 0. (X- ray)(Rs 250—26—800) .. 1 .3, 000 2,000 9,000 | Rs.5/. per sq. ft. 46,000
Tenhmoian (X-ray) (Rs, 150~—10—260) .. 1 " 1,600 1,500 8q. ft. :
Nurses 1 (Ra, 100—-5—150) aud (1 (Rs. 75-5.-125) 2 1,500 3,000
Attendants (Rs. 26—2,-55) D 2 " 250 500 a0 | R porsg. 1,500
sq; ft. s
‘ l ) ) o Totﬂl . 6;25,750
ONLY IN THE SEQOND FIVE YEARS,
‘. Accommodation for the Dental Organisation attached to each 200-bed hospital. \
Orthodental Surgeon (Rs, 378--28—150) " .. .. 1 2,500 2,600} ' .
Dentiets (Bs. 250--26—500) ‘. RN 2 2,000. 4,000], B,BO& Rs.sl. per &q. ft. 32,500
g,
Dental hygienists (Bs. 80~18~130) o e 4. 1,000.- ' 4,000 Ra.8)- por g, ff.{ 12,000
B | [ —————p————
/ ; Total 44,500
4 only ig the 20d
five years.
8.

09%



‘ R 500-Bep Hosrrran, -
Non-recurring * i " ' .

Building & equipment.— , ' .
Buﬂaing.....,.u...u.i:n.-.......-......f......17,50,300
!‘i\‘lipmantuunn-n.u-...ua........-.n.-.u-.'?,ﬁo,ooo

, g —
o , 20,00,000

T m———
1 !

Accommodation for the staff of 500-bed hospital.. /

7 ‘ "Floor atea for > Rute of oharge | Total ghama
Personnel. No. each aq. b, Total ﬂoorafea sq.ft. ! porsa. . (Rg.) Ru.h"ge
Supermtendant (Rs. 600-~-30--000) . . . 1 2,600 2,600
M. O. in charge (Rs. 400—-30—700) . S - 1 ! 2,600 . 7500
Houso Staff (Rs. 250~-26—500) .. e el m8T b r 2,000/ 12,000 2.13 500 Ra. 8 persq. ft, |  10,67,500
Assistant M. 0, in char, eofLuboratory : sq, ft. m
(Rs. 250—25—60(5 . e 2 | 2,000 4,000 . '
Nursos ., TR .- 125 1,500 1,817,500
Senior Pharmuoist w  Ta v Ae 1 ' 628 + 828 v
Laboratory Techniclans ., - . - 3 623 - 1,878} -~
Caretaker (snimalas) . [ o | 1 , 500 500 v
Laboratory attendaats: ,, \ .. “ a 3 250 L 750 . \
Pharmaoista N . rar o 18 600 8,000 33,750 Rs.3 pereq. £t | 1,01,250
Ward attendants .. e Lt . e 32 280 8,000 8q. 1t
Swespers “ .- o ma . . ew 2 . 250~ 8 000 .
OOOkI oa »s) ) o R e 16 250#' , 0 /
Malis 2. a0 e o | 4 ., 20 | n000] -,
Miﬂt " [T . 't T e | T ”, 1 . 500 , 500 i
Inferior seevant .. o e T U TN 260¢ ", ' 800)
. ‘ ]
Clerk (18t Division) '. v RN 1 ¢y . 1,800 1,500 r \ : ;
Steno, &phel‘ .. ' e »e o, 1 1]500 1 500 4,000 th & PQ! lql ﬂ. 20,000
« Olerk {20d Division) . . N | 1,000 ',000) sq.ft.
lgf, - - s 2 ¢ T

P
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BUO-BED Hoskitdi~oinid.

Accommodarion Jor the SIaf] O QUU-UEL us Fuui—vuia,

N Floor area for Totel floor Rate of uhargte’ Total cimge:
Lersonnel. No. . eech gq, ft. area 8q, ft. per 8q. ft. (Rs.) Rs. ‘
Benior M. 0. (X-ray) (Rs. 400—80--700) ., . 1 2,500 2,500 )
Junior M. O. (X-ray) (Re. 26028600} .. o 2 2,000 4,000 [ 15,500 * Rs, § per 8q. ft. 71,600
Techmcians (Rs. 160—-10—250) .. . -, 2 1,600 3,000 ( sq. ft.
Nurses ., . . . . .o 4 1,600 6,000
Attendants (Rs, 26—2~56) e 4 250 L000 - Rs. 3 per 8q. . 3,000
' Total .. | 12,89,260 or
| Re, 12,70,000
IN THE SECOND FIVE YEARS ONLY
Accommodation for the Dental organisation attached Yo & 500.bed hospital.
« No. 8q, fb. Total sq. ft. Rate i)er 8q. ft. ’i‘ota.l cost (Ra.) ,
Officer.in.Charge of Deatal Section (Rs 500.30.800) 1 2,500 2,500 7
Orthodental Surgeon (Re. 375—25—~750) . 1 2,500 2,600 + 11,000 | Ra. & per sq. ft. 56,000
Dentists (Rs. 260—26—600) . Yo 3 2,000 6,000 8q. ft.
Deutal Hygienists (Re. 50~-5—130) .. ' . 5 . 1,000 8,000 5.00? Rs. 3persq. ft. | 15,000
8q.ft. | -
) C Total 70,000

—

393
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w«.

- N First five years. First ten years-
L Primary Unit. Rs, R,
{a) St.aﬂ’ salary .. . . .. -28,92,66,264 1,05,01,52,805
() Dispensary: drugs, and sundrl'm . .- 2,45,97,600 8,17,38,700
I1. 30-bed hospital. . _
{a) Staff salary .e . 2,95,80,980 16,53,97,469
(b) Drugs, sundries and diet 7 . .- 2,18,40,000 11,64,45,000
{¢) Ambulance maintenance .n L as 1,09,20,000 5,82,22,600
L. Seonndqry Umt
o . »s e 8,34,67,152 22,72,96,865
Iv. (n) Sfaﬂ" salary— .
200-bed hospital . .e .e . 22,01,44,392 49,11,82,593%
500-bed hospital o .- - 16,18,43,7564
{3} Drags, snndnes and diet
200-bed hospital . . . 10,80,00,000 21,60,00,000
500-bed hospital ,72,50,000
V. Admuuatraiwc Organisation a‘ ‘fn Dw!ﬂct heodguarterc. 5,81 85,776 12,25,73,736
vI. Preparaimn of House Lists .. .e . 28,00,000 60,00,000
Total .. 84,87,82,164 278,41,01,422
Maintenance charges on capifal works in connection with three million unit scheme,
Primary unit am .. P .. 2,44,77,900 9, 49,88,525
80-bed hospital .. . .e - 43,94,730 2,41,16,707
Secondary wnit .. [ . . 45,36,000 1,18,24,020-
200-bed hospital .. .- .. .. 3,69,55,440 . 8,43,03,180
500-bed hospital .. =~ .. .. . . - 2,10,42,00%
Total ~ . 7,02,64,070 , 23,62,74,432
’ v Grand Total P 91,01,46,234 302,03,75,854
RECURRING.

1. Primary unit. ' ' ' N
(a) Staff salanes (seefor further details pp. 267-268) N -

; Rs.
lstyear .. ._ as ®. «a s e 42824 180
2nd year .. .e .. .e .- 453,06000
3rd year .. . .- R ~ . 4,77,84,600
4th year ., ‘e . .. .e 8,61,72,352
5th year .. . e - e T 8,81,79,152. 28,92,66,264
8th year .. .o .. . s .e 10,73,63,332. - -
7th year .. . .. -n . 12,86,81,062 - i
8th yesr .. . S . ee . 15,03,49.361 .
9th year .. .e .. . e ™ 17,45,74,166 >
10th year .. . »s . 19,99,18,630 1,05,01,52,885
{b) Dispensary. . . N
Recurring cost in xespect of drugs, sundries and maintenance of emer-
gency beds. . X
- Ras. . - Rs.
Drugs™.. .o e .r . 1,600
Sundries .- .. e .- 600
Emergency beds . 800 R -
Two Maternity beds at. Re. 500 per bed - . 1,000
. ?
3,700
. . ;
18t year 1080 x 3,700 “s . .. 39,596,600
»  2ndyear Do, . .. . 39,696,000,
3rd year - Do. e . aw 39,96,000 -
4th year 1456 x 3,700 .e . .o 53,87,200
B5th year 1952 x 3,700 ae s .s 72,22,400 2,45,97,600
6th year 2293 x 3,700 ws .e Coaw T 84,84,100
‘7th year 26898x 3,700 . e . 99,49,300 *
8th year 3071 x 3,700 P .o . 1,13,62,700 - N
- Oth year 3485 x 3,700~ .. . s 1,28,84,500 . Lo

10th year 3905 x 3,700 . P ~ 1,44,48,500 8,17,36,700



I1. 30-bed hospital.
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REecurBING.

{a) Staff salary, (see for further details pp. 269-270). <

1st yeat ..
2nd year
. 3rd year ..
4th year
bth year
Bth year
7th year
8th year
Oth year
10th year

.
.

- -
. .
s

{b) Drugs, sundries cmd diet.

Drugs ..
Sundries
Diet

.w ~

1st year 216 x 15,000

2nd year 216 x 15,000
3rd year 216 X 15,000
4th year 404 x 15,000
&th year 404 X 15,000

6th year 639 15,000
7th year 921 x 15,000
8th year 1195 x 15,000
9th year 1562 % 15,000
10th year 1990 x 15,000

s

(c) Ambulance maintenance.

For 2 motors

6,000

For 1 animal drawn 1,500

. 1st year 216 X 7,600
9 2nd year 218 x 7,500
3rd year 216 7,500
4th year 404 x 7,500
H Bth year 404 x 7,500

6th year 639x7.500
i Tth year 921 x 7,500
Bth year 1195 x 7,500
Sth year 15662 7,500
10th year 1990 x 7,600

UL Secondary Unit.

-

Stafl salary (see for further details pp. 271-272).

1lst year .. .v
2nd year ..
3rd year .. .e
4th year .. .
&th year .. ..

8th year ..
7th year ..
B8th year ..
9th year ..
20tk year

.

LR

-

.
»»
s
.=
e
iy

. s

.o .
- s
s ae
e aa
.- s
s
.n .-
.- “me

.n s

»m .s
s
LX) »e

e

e .
s .o

7,500 per year

s e
. e
PN .e

.e

.

«e .e

T we

Rs.

40,00,538
42,40,941
44,81,568
82,04,140
88,53,792
1,35,34,907
1,94,73,328
2,565,77,710
3,37,78,409
4,34,562,135

Rs.

2,95,30 380 .

186,53,87,489

——————————

4,500
1,500
9,000

15,000

32,40,000
32,40,000
32,40,000
60,60,000
60,60,000

95,85,000
1,38,15,000 :
1,79,25,000
2,34,30,000
2,98,50,000 11,64,45,000

2,18,40,000

16,20,000

186,20,000

16,20,000 )
30,30,000
30,30,000

47,92,500

69,07,500

89,62,500 -
1,17,15,000
1,49,25,000

1,09,20,000

5,82,22,500

1,561,96,896

1,74,45.024 )
8,34,67,152

3,63, 71.957 - 22,72,98,865

B e ]
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-

- Recuvrrixne.
IV. (@) 200-bed hospitai. .
Btaff salary (see for forther details pp. 274-276).

- Rs. _ Rs.
1st year .. s .o .s . 3,01,8¢,960
2nd year . .e -a . 4,16,09,376
8rd year .. . . - . 4,40,26,632
4th year .. .. . .s . 4,64,48,424 .
bthyear .. . e . .e 4,88,70,000 22,01,44,392
Bthyear .. . .. ve e L =e 8,65,71,400 '
7th year .. . . .s .e -5,24,76,660 . LT
8th year .. .. - e ws - 5,45,20,314 N
8th year .. .e . .o e 5,71,62,126
10th year .- . . . 5,13,07,%01 _ 49,11,62,503
R N - - . .
500-bed Fospital. .
Btaff salary (see for further details pp. 277-280). ’
e A | 1 v
FhYeat «» © ee - _ee © wa T e 2,83,45,482
Bth year .. e JO e .- 3,24,59,484
Pth year .. . - . - 3,10,54,044
10th year Twe | P s . 6,69,84,74:;4 )16918,-430754
(b) Drugs, Sundries and Diet. = -
for the 200-bed hospital.
Drugs and sundries 40,000 ’
* I?iet e 60,000 1, ,00(_)_
1st year 216 1,00,000 .- . ee.  _2,18,00,000
$nd year 216 x 1,00,000 _ .. s s T 2,16,00,000
$rd year 216, x 1,00,000 e e ne 2,16,00,000
4th year 216, % 1,00,000 we ~ ew e 2,16,00,000
Sth year 216 1,00,000° - . 2,16,00,000 10,80,00,000
£th year 216 1,00,000 .. e s 2,16,00,000 - C
7th year 216 x 1,00,000 .. e . e» -2,16,00,000
Bth year 216 1,00,000 .. . . 2,16,00,000
Pth year 218 % 1,00,000 . . an 2,16,00,000°
10th year 216 % 1,060,000 .. . ..+« 2,16,00,000 21,60,00,000
For 500-bed hospital i .
PDrugs and sundries 1,00,000 —
Diet .a 1,50,000 2,50,000 - -
“1th year 66 X 2,50,000 . . = 1,65,00,600
8th year 72 2,50,000 - e 1,80,00,000
m Yyoax 2% 2,50,000 e ea - 1,80.00,000

Oth Year 139x 2:50;000 s e e 3,47,50.000 8-72.50.000
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V. Recurring cost n respect of the Administration organisation at the
District Headgquariers
{sce for further detaﬂs p- 281). .
Icz:ﬁw years. ’
' - S Ee.
©One such organisation e . .. .. .. 2,69,28 ¢
218 ,, ” . e s .. .. .. 5,81,85,716
2nd five years. - .. . :
-gnemohorgsnintion e L. se .. . . 2,85,135
216 ,, " e - T .. 6,44,07,960
dst ten years. '

For 2186 District Headquartets Organisation .. e . 12,25,73,786

VI. Preparation of House hsts — {see for. fm:ther details pp. 282-285).
1st five years .. e .- e Rs 281akhs

Ist ten years .. s < .e Bs.SOhkh-.
LY



Ya) BavaRIEs.~—Primary Uni¢ Staff.
_ Recurring—further’details,
— Nome lst o2nd  8:d  4th  Sth 6th 7th  Sth  9th  10th
; . ber. year, Jyear, yesr. year,  YOar. Yyear. Jear. year.  year.  Yyear,
- Re. RBs, Rs. Re. Rs, Re. Rs. Rs. Re. Re  BRa
Mediosl Officer (male) @ R, 25025500 w1 3,000 3300 5,600 9,000 4200 4,500 4,800 5,100 5400 5,700
Medical Officer {female}@ Rs. 250—25—500° .. 1 3,000 3,300 8600 5900 4200 4500 4,80 5100 5400 5700
Public Health Nurses @ Rs 100-4—120—10--200 ¢ 4800 5040 5280 5520 5760 6,240 6720 7,200 7,680 8,160
Midwives @ Re. B0ben100 .. .4 92400 2640 2,800 3120 3,360 38,600 3,840 4,080 4,320 4,560
Trained Dais @ Ba, 25—14—40—2—50 ..~ .. 4 1200 1272 1344 1416 1488 1560 1,832 1704 1776 1,848
Sanitary Inspectors @ Re. 1005150 . . .2 2400 2520 2640 2,760 2,880 38,000 38,120 38,240 38,360 3,480
Health Assistants (1 male, 1 fomale) @ Rs. 60—-5-100 2 1440 1,560 1,680 1,800 1,902 2,040 2160 2280 2,400 | 2,400
Pharmacist @ Re. 40280 .. 1 480 604 528 652 b6 600 624 648 672 696
Fitter Mistri @ Rs, 40~2—80 .. " . 1 480 504 -528 B62 576 600 €24 648 673 696
Clerks @ Rs. 76—5—150 . w2 . 1800 1,92 2,040 260 2,280 2,400 2,620 2,640 2760 2,880
Inferior Servants—Jamadar @ R, 40260 .. I 480 504 528 ' 552 576 600 624 648 €72 ° 606
Others @ Rs, 25355 - e 14 4200 4536 4872 5208 5544 5880 6206 6552 60888 7,224
Nurse @ Rs. 16—5—126 « .. . o1 . 800 960 1020 1,080 1,040 1200 1260 1,320 1,960 ' 1,400
Allowanca for the above staff .. .. 8,000 3000 %000 85,000 3000 8,000 8,000 3,000 3,000 3,000
Maternity & Child Welfare 8, 000 : , . . .
°°“““¢°"°‘°’ Sty Eagiaooring 1600 Y 6000 000 6,000 ‘6,000 6000 6,000 6000 6000 6000 6,000
Other items .« 1,500 T )

mvewemio'fmyeharge. w WS w0 MMPYFISL 163 173 182 218 227 238 28 259
- 8028 4239 4,542 4847 B2I50 6285 6,676 7,008 7,452 7,819
Total..\ .. - ..' 30,062 4,060 44245 40,540 48,832 62,221 O4S42 57461 60,080 63,568

(Y

I b. DISPENSARY. Dmgs,dietundmnd.rior \’ d

Drugs ..
Sundries

Emergency beds -,
Two mtemity beds @ Rs. 500 per bod

Totsl for one dispensary

-~

-

ws 1,600 year
600

800
.. 1,000 "

"

e 800

T

L93%



Lotal ezpenses in respect of salaries of staf] of all Primary Units during the first ten-year period,

Year. 18t year. 2nd year. - 3rd year. 4th year. Bth year. 6th year. \ 7th year. 8th year. 9th year. 10th year
1 .‘ ) ’

Int . {1,080 % (1,080 x 41,950) (1,080 x44 ?AE) (l 080 3¢ (1,080 (1,080% {1,080 (1,080 X {1080% (1,080
30,652)  4,58,08,000 6,540) . 48,832) 52,221) 54,812) 57,461) 60,080) 62,568)
4,28,24,160 74 77,84 eoo p,oz o.s,zoo 527,383,560  56,03,08,880  5,92,20,360. 62057880 6,488,400  5,5,62,640

2nd Y] . .. .r . -~ e - .

sl‘d ve .e e ‘e ) [ . an - 'S e

&h - . v . (376 % (376 (378 (376 (376 (376X (376X

39,652) 41,950) 44,245) 46,540) 48,832) 52,221) 54,842

149,00,151  157,73,200  1,6630120 17490040  1,83,60832  1,9635,098  2,06,20,502

\bth . “ . e ! v {496 x (498X (496 x (496 (496 (496X
A 39,652) 41,950) 44,245) 46,540) 48,832) 52,221)

1,96,67,302  2,0807,200 21045520 " 2,30,83,840  92,42,20,672  2,59,01,616

Gth . o .- - . (341X (341 % (341 % (341% (341x

- 39,652) 41,950) 44,245) 46,540) 48,832)

1,352,332 148,04950 15087646 15870140  1,8481.312

th - . - o . . - - (396 (396% (306x (.wex
30,652) 41,950) 44,245)

, J,67,02,182  1,86,12,200 1,752,020 - 1 84, ’0 840

8th . ve . ve .- ., .- . . (aszx v 382X (382%

39,652) 41,050) 44,243
; ) 1,51,47,064  1,60,24,900 1,691,500
#th ws . .. e . . ar a . (414% (414)(
N 39,652), 41,950)
1,64,15,028  1,73,67 800
10th “s . o Y v, " . . o e (420x
' ' 39,852)
' ¢ \ 1,66 53,840
Tonb:‘l for tie \ :
b ten '
goams /5.  4,28,24,160  4,53,06000 477,84800 ' 65L,72352  8,8L,10,152 10,72,63,332 12,868L,062  1503,40,361 174574156 10,09,15,630
Five years—Ra. 28,02,60,264 Ten pears—Ral1,05,01,62,805

v
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11 (). 30-Bep [losrirar
. SataRy op STarr,
Recurring—=furthet detaiis.
! ) .
Number. st year.'2nd year. 8rd year. 4th year. 5thyesr. O8thyesr. Tthyear. Sthyear, thyear. 10th wear,
" Rs ‘R BRa Re. ' R Bs, Rs. Re. - Ra., B
Medioal Officer @ Rs, 250— w - .

08500 1 8,000 3,300, 5,800 3,800 4,200 4,500 4,800 8,100 5,400 5700

Staff Nurseu@Rs IOM

]l 1 1,200 1,260 1,320 1,380 1,440 1,500 1,560 * 1,620 1,680 1,740
Nurseo @ Rs. 755125 7 830 6720 7140 7,560 7,080 8,400 8820 5,240 9,660 10,080
Health Assistant @ Rs, 60 ’ . .

T . 1 720 780 840 900 960 1,020 1,080 , L2140 1,200 1,260 4 .
Pharmacist @ Rs. 40-~2— -

60 .. .. . e 1 480 804 528 562 576|600 624 ' 648 672 696
‘War Attendants @ Rs., 30— é , '

T 2 120 768 816 884 912 960 © 1,008 1,086 1,104 1,152
Cook @ Bs, 30—2—50 _.. 1 . _.360, 384 . 408 432 . 458 .480 504 - 528 562 * 576
Sweepers @ R, 25—1—35 2 600 624 648 672 - 696 720 144 768 792 816
Contmgencies .. i .., 3000 8,000 - .-3,000 3,000 3,000 3,000 '8,000 3,000 8,000 . 3,000
Leavo anlary-& pension con- ‘ -

gributions .. "e. — R4l 2204 - 2,448 (2,602 - 785 8273 3,445 ° 3,818 3701 3,003

. . \ . ;
Total .. 18,621  19,63¢ 20,748 21,862 22,975 24,453 25,585 26,718 927,851 28,083
- ) -
11 o~Drugs, sundries und diet.~ v

Drugs .. . v . 4,500

Sundries .. . 1,500

Diet (at Ra, 300 por bed per yea,r) w9000
‘ . Total .. 15000

por yoar,

19
2



Total cost $n rerpect of salaries of staff of all the 30-bed hospitals for the first ten years.

, st year, 2nd year, 3id yesr. 4th year, 5th yeor, 6th year, Tth year, Bth year, Oth year. 10th year.
Re. Ra. Rs, Re. Ra, Rs, ' Ra, Ra, Rs. Ra,
(218 x (216 X (216 x (216 x (216 x (216 x (216 % (216 x (218x (218
18,521) 19,634) 20,748) 21,862) 22,0768} 24,453) 25,585) 26,718) 21,851) 28,983)
Istyear .. 40,0053 42,40,944 44,81,568 47,92,192 49,62,600 52,81,848 55,26,380  57,71,088 60,15,816 6,60,328
&dy{m‘ . . e 0 . . . e .- .
(188 x (168 x (188 x (188 x {188 x (188 x (188x
18,521 (19,634) 20,748) 21,862) 22,975) 24,453) 25,885)7
4th year .. v . . 34,81,948  36,91,192 39,00,624 41,10,056 43,19,300 45,907,164  48,00,080 |
ithygn . e .. . .e .u we . .. e e
' Total for the .
fist  five 40,00,536 42,40,944 44,81,568 82,04,140 86,563,792 v . .- e -
yeats,
(235 x (235 % (238 x {235 X (236 x
. 18,521) 10,634) 20,748) 21,862) 22,975)
Oth year .. . ' . e . 43,62,436 46,13,990 \ 48,75,780 61,831,670 53,99,125
. (282 (282 x (282 x (282 x
. 18,521) 19,634) 20,148) 21,862)
Tthyer .. o . . " PR . 52,22,922 55,36,788  58,60,036 61,685,084
274 X {274 x (274 x
. 18,521) .19,634) 20,748)
Sthyeasr o . e - e . . . . 50,74,754 63,79,716 66,84,062
. . (367 x (367 x
. . 18,521) 10,634)
Gthyesr oo .“ - - - o . v - 1,91,207  72.05,678
. (428 x
Coa h 18,521
10th year .. P b . . . . N . . .- 79,26,088
Al
, Totel for the second five yeare 1,35,34,907 1,94,78,328  2,66,77,T10  3,37,78,409 4,34 52,135
! . .
Totel for the ‘ ' . .
Itr  ten 000830 4340044 A4BLE08 8304140 EBLATOP 13534007 1473898 [ SSNTLTI0 [BSTIRM00 434G
Ao '

oo .

oL



" Bgoonpiny Usir Srarp,
(Becurring—~further delails).

Number, lstyear, 2nd year. *

8rd year. 4thyear. Bth year. 6thyear. 7th year. &th year, 9th year. 10th year,

|
Administrative M, O
@ Rs. 1,000—50—1,200
Deputy A.M.0.
@ Re. 50030~
800 .
Assistant A, M O. (Muter-

nity & 0. W.) @ Rs. 400 °
Ll

0 .. -
Assistant Public Health En-
gineer @ Ra, 40030 '
700 ..
Sonior Sanitary Inspeotors
@ Re, 160—10—250 ..
Senior Public Health Nurs-
8 @ R, 150—10—250
Head olerk @ R, 200~-10

Statlstlou.l olerk @ B, 200— "
—~10~300

Steno%mpheu @ Rs. 100~
Clerk  (Lst Dwisxon) B

@ Ra.180-~10--250)
Clerk (20d Division)

@ Ra75—85—150 ..
Inferior s;rvants @ Rs. 25
All;wancen . d.
Contingenoies ..

Popsion & Lewe lalary
charges .
Tot“], .

-4

!

1

1

i

'
-] [ X3 anl «w - — (%] Y o

Ra.

Rs, Rs. . BRs Ba. Ra. Ra, Rs. Rs. Rs. Ra.
12,000 12,000 13,200 13,800 14400 14400 14,400 14,400 14,400 g
6,000 6360 6720 7,080 7440 7,800 8160 . 8£520 8860 9,340
4800 . 5160 5,520 ' 5380, L 620 6800 6960 70 760 8O
. 4,800“ 5,‘\190’ 5520 5,880 '. 6,246 ,‘s,so/o 6960 7,320 7,680 8040
3,600 ' 3,840° "% 3,080 ' 4320 4560 480 5050 5280 5,520 5,780
3600 3,840 4080 4320 4560 4800 5,040 5,280 5520 5760
L2400 2520 B640-- 2760 - 2880 3000 3120 3260 B30 8480
g.éoo 2620 260 2,760 S %880 300 3,120 : 3,240 3,360 3480
3600 8780 3,060 4140 4320 40500 4680 4300 500 5220
LD LOM B0 2160 2380 2400. 2820 5,640 2760 2,880
1800 1020 2,040 2160 2280 2400 2,850 2640 | 2760 | 2,880
s ue mohm o um um oo e
3,000 8000 3,000 3000 3,000 3000 8000 3,000 3,000 3,000
10056 1418 ILTIE 1224 13rs2 137 14217 14681 1814 16631
70,358 73,768 77,294 80,764 84,242  ET52 90,357 03,161 05,084 08,801

i
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Mobile Dental Organisation (One for each Secondary Centre in the Second five years).

-y

Number, 1st year.  20d year. 3rd year:  4th year. Gth year:

-l

o ' ‘ Re. Rs Rs. Ra. Rs.
Deotist @ Rs. 250-—25-—500 *. .. . v o 1 3,000 3,300 3,600 | 5900 4,200
Dental Hygiensts @ Rs. 80—-5--130 . e 1 e " 2 1,920 2,040 2,160 2,280 2,400
Attendent @ Re. 30—2—860 .. . . . . 1 360 384 . 408 432 456
Ponsion & leave salary . . . o y 1,007 1,002 1,178 1,260 1,345
Cost of druge and dental mntenalu .e . . 1,200 1,200 1,200; 1,200 1,200
Maintenanos, transportation and depreciation ohs.rgel Ve . 3,600 3,600 3,600 . 8600 - 3,600 3,600
Total .. 11,087 11,618 12,144 12,872 13,201
)
' Salaries of staffs of all secondary units. " ,
I -
lsbyesr. . udesr.  Srdyesr.  Ahyesr.  Sthyesr 6t gu  Thgwr  Shgen  Obyar Ly
n . Bijarn  Spe Mhgu o Shp o Shgen Mhgwn M
lst to 6th (216 x (216 x (218 x (218 % {216 x (218 x (218 (218 x (2168 x (216 x
year of the 70,388) 78,766) 77,204) 80,764) 84,242) 87 ,652) 80,357) 93,161) 95,064) 08,801)
scheme, 1,61,08,806  1,69,33,466 1,66,96,504 1,74,45,024 ~ 1,81,96,272 1,89, 11,232 1,95,17,112 2,01,22,776 2, 07.28,224 2,13,60,466
Tth year . . " . . . (88X 70,356) (66 x 73,760) (66 x 1, 3&2 (66 81,764, )
. 46,48 496 ® 48,68, sgg’ﬂ (6 73 76 \ 53%30 2%24!
. . . . . . Y . x T0, x ] 4 x 17,
th yoar ’ : amss X aaes X esner
Bth yenr .. o . ve . " . - . .
. o . ve . . ‘ . . . w (87 %
Wb gess 70,356)°
' A 47,13,8562-
Total .. 1,61,08,898  1,50,33,450 1,66,05,604  1,74,45,024 1,81,@6,272 1,89,11,232  2,41,60,608  2,64,13,468 2,82,72,224  3,18,08,496
Total reputring expenditure on Mobile Dental Orga.nuamom ve . 23,904,792 32,40,708 34;,56,282 36,08,352 45,03,46)

{from the accompanying shettn),

1,51,06,806  1,50,33,460  1,06,05504  1,74,45,02¢  1,81,96,272  2,03,06,024  2,74,01,406 288,060,760  2,98,80,676  3,83,71,957

It five years ., Rs. B,34,67,164, o Second fivo years 1. Bar 1462970,

/
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Aed .

E’:cpmdzture of the Mobile Dental Orgapuatwni attdchd to cewndary unis (one to each :aoondaly unit in the second

. NI T five yma only). * N
- Y M o s U n
, oth gear. m year. 8th year, 9th year, "10th year, '
6bb year .. “ v . w“ (21 x 11,087 ° (mx 1,616)  (216xi2144) (216x 12,612)  (216x13,201)
* ,,, 23,04,792 26,090,066 , 26,23,104 27,387,162 . 28,61,418
fthyear .. " o v . ' (6a x 11, 0842) {64 x 1 ,016) (66 X 12,144) (66 ); 12,072)
! . . ) ‘ ,31, 7,66,660 ,01,604 86,
8th year .. . 'e ol . " . (8 X 11,087) ’ (6 X 11,610) ! (o X 12,144)
66,522 69,600 72,864
Dthyen.r e e e a 7 4 ! ' e we we .o
loth yeﬂt 1Y T LU » an TS e " e (67 X 11|087’
~ ‘ 742,820
Total - .. 23,94,792 32,40,708 34,66,282 - 86,08,352 45,083,461 »
o e Grand Total .

1,72,03,885 -

(]
3
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200-Bep Hoserran $

V. (a). Savasy or Stare—Further Detatls, ,

| ) Number Istyear, 20d year, 3rdyear. 4thyear. Gthyear. 6thyear. 7thyear., Sthyeer. Othyear. 10th year,

Rs. Rs, Rs, Ra. Ras. Ra. Rs, Ras. Ra. Rs.

Superintendent.

@ Rs. 500—30—800 .. > 1 6,000 6,350 6,720, 7,080 7,440 7,800 8,160 58,20 8,880 9,240
M.0’s, in.Charge of Depart.

ments of Medicine, Sur. !

gory & Midwifery &

Gynaseoology,

@ Rs. 400—30—T700 .. 2 9,600 10,320 1L,040 11,760 12,480 13,200 13,920 14,640 15360 16,080
M.O. in-Charge of Laboratory )
H@ Rg. 4%0——30—-700 v 1 4,800 5,160. 5,520 5,880 6,240 6,600 6,960 7,320 7,680 8,040

ouse Staff. '

@ Rs, 250—25—~500 .. 6 18000 10,800 21,600 23,400 25200 27,000 28,800 30,600 32,400 34,200
Assistant M.Q. in.Charge of R .

Laboratory. - S

@ Rs. 250—25—500 .. 2 6,000 6,600 7,200 7,800, 8,400 9,000 9,600 10,200 10,800 11,400
Part-time Doctors, .
Ma@ Re. 100 p.m, . 3 3,600 3,600 3,600 . 3,600 3,600 3,600 3,600 3,600 3,600 . . 8,600

tron, T

@ Rs. 200—10--300 .. 1 2,400 2,620 2,640 2,760 2,880 3,000 3120 3,240 . 3,360 3480
Asmistant Matron,

@ Rs.160—6~200" .. ¢« 1 1,800 1,860 1,920 1,080 2,040 2,100 2,160 2,220 2,280 2,340
Sister Tutor, .
X @ Rs. 1405100 .. 1 1,680 1,740 1,800 1,860 1,920 1,980 2,040 2,100 2,160 2,220

ight Sister. . . v

g@ Re, 136—5—185 .. 1 1,620 1,880 1,740 1,800 1,860 1,920 1,980 2,040 2,100 2,160
Theatre Sisters, . ' ' ~

@ Rs. 125~5—176 .. 2 3,000 3,120 3,240 3,360 3,480 3,600 3,720 3,840 3,960 4,080

“Ward Sisters, ot / )

@ Re.115—5—1656 .+« 4 5,520 \ 5,760 ~ 6,000 6,240 6,480 6,720° 6,960 - 7,200 7,440 7,680
Staff Nurses, . - s

@ Re. 100~-5~-175" .. 19 22,800 23,940 25080 26,220 27,360 28,600 29,640 30,780 81,920 33,060
Steff Nurses, ’ )

@Re. 758125 .. 17 15300 16,320 17,340 18,360 19,380 20400 21,420 22,440 23,460 24,480

¢
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A

K Night Staff Nurses.

@ Rs. 75--5—128

B House Sister.

& @ Re. 100--5—150

l-l

@ Rs. 100—5—150

House Keeper.

Semor Pharmacist,

@ Re. 60390
L&boratory Technicians,
'@ Rs. 60—5~—100

Caretaker,
@ Rs. 40—2—60

Laboratorv attendants,

@ Ra. 30—2—50

Pharmanist.

@ Rs, 40--2—60

Ward attendants.

@ Rs. 30—2—50

Sweepers,

@ Rs. 26135
ooks,

@ Rs. 30250
@ Rl 25-1--36

Mistrie.

@ Ra. 40--2—80

@ Re. 150—10—2b0
Stenographer.
@ Rs. 100—5-—200

lerk,

@ Rs, 755150

@ Bs. 252255

Pension & leave salary

Charges.

contmgenom .

e

"
(X}
e

(X3

1 ‘

100, 2,08,
L260 1,320 -
1260 1,320
we. 792
2340 2,520,
. 504 . 528
152 1224
3,024 3,168
6,144 6,528
4002 5,184
13,072 8,264
1,248 1,206
504 528
1,920 2,046‘ '
1,200 ' 1,320
960" 1,020
648 696
o

2,160
1,380

1,380
828

2,500 -

652
1,208

" 812
8,012

5,376
8,466
1,344

552
2,160
1,380
1,080
44

28,173
8,000

—

2,280
1,440
1,440
864

f
2,880

516

A
1,368

3,456"

7,208
8,568
3,648

" 1,302

576,
2,280
1,440

1,140°

792

2400 2,520
1,500 1,560
LS00 ' 1,560
90 936
3,080 3,240
600 ' 6o
1;440 1,512
2,600 874
7,68 8,064
5760 ° 5952
3,840 4,032,
1,440 1,488
600, 624,
2400 2520
1,600 1,660
1200 1260
3_40 , 888

20,761 © 33,519 35,200

8,000

8,000 6,000

2,040 *
1,620
1,620
972
3,420
648
1,584
3,888
8,448
8,144
4,224
1,536
848
2,640
1,620
1,320
936

36,821
8,000

2,760,
1,880
1,680
1,008
3,600
672’
1,656
4,032
8,832
6,336
4,416
1,484

612
' 2,760

1,880
1,380
984

38,561
8,000

2,880
1,740
1,740
1,044
3,780

696
1,728
4,176

PR

9,218

6,528

4:608
1,632
606
2,880
1,740
1,440
1,203

o241
5,000

-
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200-Bxp Hosprrav<eonid,

1,00,000 per 200-bed hospital.

- Number 1st yoar 2nd year 3rd year 4thyear  G5th yesr 6th year 7Tth year 8th year Oth year 1(th year
. Ra. 8o Rs, Rs, Ra. R{a I{: yRs. yRes. ! Rs.
. Allowances .. . 5000 5,000 5000 8000 5,000 5000 5000 000 5000 5000
» X.ray staff. . '
Senior M.0. (x-ray). - .
@ Rs. 400—30—700 .. 1 4,800 5,160 5,520 5,880 6,240 6,600 6,960 7,320 7,680 8,040
Assistant M.O, (x ray). \
w @h:ils_. 250—25—500 . 1 3,000 3,300 3,600 3,000 4,200 4,600 4,800 b,100 © 5,400 5,700
‘echnioian.
N @ Rs. 16010250 .. 1 1,800 1,920 2,040 2,160 2,280 2,400 2,620 2,640 2,760  2,880) ,
urses, .
. @ Rs. 1005150 .. 1 1,200 1,260 1,320 1,380 1,440 1,600 1,560 1,620 1,880  L740
@R 155125 .. . 1 900 960 1,020 1,080 1,140 1,200 1,260 1,320 1,380 1,440
Attendants .. .- ' v 800 848 896 744 792 840 888 936 984 1,032
@ Ra, 25—2--55
“Pension & leave sslary -
charges . ,e * 2,436 2,647 2,818 8,010 3,201 3,811 3,708 3,908 4,103 4,300 |
Dental Service, )
Orthodental Surgeon, ’

@ Res. 37625150 ., 1 . 4,500 4,800 5,100 5,400 5,700
Dentiste, .
@ Ra, 250—25—600 ., 2 . . " e . 6,000 6,600 7,200 7,800 8,400

Dental Hygienists. ' ‘
@ Re.80—5-130 .. 4 . . L 3,840 4,080 4,320 560 4,800
Pension & leave salary
Charges . . - e, 3,185 3,473 8,772 4,012 4371
Total Ra. 1,81,435 1,02,636 2,03,827 2,15,030  2,26,250 2,567,275 2,70,013 2,82,762 2,95,612 8,08,260
Iv- (b)‘ . ¢ ~ '
(Recurring). !
Druge, Sundriee
' & Diet."" /
Rs.
Drugs & sundries . . . . 440,000
Diﬁl " (2 " . . 00.090

9.3



. 500.Bzp Hosprrasn, 5

.0 | (S4rary or Srapr—FurTEER DETAIL)
Recurring).
Number, Iat yen 2nd yoar Srd year 4th yeat 8th year Oth yoar 7thyear 8thyear Othyead 10th year
8 Ra, Rs. Rs. R, Rs, Rs.  Ra Rs.
Superintendent.
Ra, 600--30--000 .. 1 1,200 7,660 7,920 8,280 . 8.640 9,000 9,360 9,720 10,080 10,440
M.0’s, in-Charge of Depart- i ' . ‘ .
mentn of Medicine, Sur -
gery & Midwifery and . - \
aecology . X
Rs. 400-—30—~700 . 2 8800 10,820 11,040  1L760 12,480 13,200 13,920 14,640 13,360 18,080 °

M.0. in-Charge of Labora. ;

@rﬁs 40030700 ..
House Staff,

—

- 4,800 5,160 - 5,520 5880 ° 6,240 8,600 . 6,060 7,820 7,680 8,040

@ Rs. 25025500 .. | (] 18,000 19,800 21,600 23,400 25,200 27,000 28,800 30,600 32,400 34,200
Assistant M.0. in.Charge of g Vo ‘ ‘ -

Laboratory. , . *

@ Rs, 26025500 .. 2 6,000 6,600 7,200 78,000 8,400 9,000 9,600 10,200 10,800 11,400
Part-time Dootors, | ‘

@ Ra. 100 pmm. ' ., ’3‘ 3,600 3,600 3,600 3,600 . 3,600 3,800 3,600 3,600 3,600 3,600

Matron. Vs ,

@ Ras. 200--10—-300 .. 1 2,400 2,520 2,840 2,760 2,880 3,000 3,120 3,240 8,360 3,480
Assistant Matron. .

@ Rs, 1505200 ,, 1 1,800 1,860 1,920 1,980 2,040 2,100 2,160 2,220 2,280 2,340
Sister Tutor, -
- Bél 140—5-=190 ., 1 1,880 1,140 1,800 1,860 1,820 1,880 2,040 2,100 2,160 2,220

¢ Sister, \ .

@ Ra, 136—5—185 "1 1,620 '.1,880 1,740 11,800 1,860 1,020 1,980 2,040 2,100 :« 2,160
Theatre Sister. . . Y

@ Rs. 1265178 .. 3 4,600 4,880 4,860 5,040 . 5,220 5,400 5,680 5,760 5,940 8,120
Night Staff Nurses, . -

@ B, 10085170 .. 2 2,400 2,620 , 2,640 2,760 . 2,880 3,000 3,120 . 3,240 3,360 8,480

- Ammnt Night Sister. -

@ Rs, 115—~5--185 1- 1,380 1,440 1,500 1,660 1,620 1,880 1,740 1,800 1,860 1,920

Speoml Dopartment Nurses.

@ Bs. 1005178 .. 80 36,000 37,800 39,600 41,400 ' 43,200 45,000 48,800 48,600 50,400 52,20

s T T ™ e T

s
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500.Bzp Hosrrrht-dbild.

1

Number. 1st year 2nd year 3rd year 4thyear G5th year 8th year 7th year 8thyear 9th year 10th
! - Ras. Ra. Ras. Res. Rs. Rs. Ra, Re. Rsy yea.r
Staff Nutses,
g % §5.100——5—-175 “ 41 49,200 51,660 64,120 ' 66,680 59,040 . 61,500 63,960 66,520\ 68,880 71,340
taff Narses '
- @ Rsei 185125 .. 42 37,800 40,320 42,840 45,380 47,880 50,400 52,920 55,440 57,960 60,480
ouse Sister, . .
@ Bas. 100—5-150 1 1,200 1,200 1,320 1,380 1,440 1,500 1,560 1,620 1,880 ¢ 1,740
House Keeper. Y s
@ Re. 100—5--150 ~ 1 1,200 1,260 1,320 1,380 1,440 1,600 1,660 - 1,620 1,680 1,740
Pharmacist. ! . .
@ Ra. 60—3—90 o 1 720 ° 756 792 828 7 864. 900 936 972 1,008 1,044
Laboratory Techoiciana. \
@ Rs. 60—5—100 3 2,160 2,340 2,620 2,700, 2,880 3,060 3,240 3,420 3,600 , 8,780
Caretaker, , »
. @ Ras, 40—2—60 . 1 480 504 528 652 576 600 624 648 872 696
Laboratory attendants, ; 3
@ Ras. 30—2—50 . 3 1,080 1,152 1,224 1,296 1368 1,440 1,612 1,584 1,656 | 1,728° -
Pharmacists, ‘
@ Re. 40—2—60 . 16 7,080 ~ 8,084 8,448 8,832 - 9,216 9,600° -9,98¢ 10,368 10,752 , 11,136
‘Ward attendants. ! . :
@ Rs, 30—2~50 . 32 11,520 12,288 13,066 13,824 14,692 15360 16,128 16,806 17,864 18,432
Sweepera, . .
o @k ‘Re, 25135 ' ., 32 9,600 9,084 10,368 10,752 11,136 11,520  11,90¢ 12,288 12,672 13, 056 .
ooka.
Rs. 30—2--50 . 16+ 5,780 6,144 6,628 6,912 7,296 7,680 8,064 8,448 8,832 9.216
l'
m@ Rs, 26—1—35 o 4 1,200 1,248 1,296 1,344 1,392 1,440 ' 1,488 1,636 1,584 1,632
istne, , .
@ Rs, 40260 o 1 480 504 528 552 . b6 600 624 648 672 696
@Rs 150—10—250 .. 1 1,800 1,920 2,040 2,160 2,280 2,400 2,620 2,640 2,760 2,880
Stenographer, ' ] ‘
@k 8. 100—5-—200 .} L2000 .. 1,280 1,920 1,380 1,440 - 1,500 1,560 , 1,620 1,680 1,740,
rK. ; - o
@ Rs. 75--5--150 1 900 * 960 1,020 1,080 1,140 1,200 1,260 1,320 1,380 1,440
Inferior Servants, y . - Ferod {
@ Rs. 25—-2—65 o 2 600 648 ! 600 744 792 - "840 888 936 98¢ 1,082

813



-

»
Pbnsion & leave charges ..

vigoteo .42,235 44,704 47,178 49 642 * 56,353 89,626, 62,108 84860 87,542
Contingencies, ., - 4,000 ' 6,000 6,000 - 6,000 + 6,000 6,000 ' 6000 6,000 6,500
Allowances .. - -« 5,000 5,000 8,000 3,000 5 006 5,000 5000 "7 5000 ' 5,000 5000
Btaff of mx ray I)eyart ; L
SemorMO (x-ra ). ) ; |\ :
'@ Ra. 40030700 .. 1 4,800 6,160 8,520 - 4,880 8,240 6,600 6,080 1,320 7,880 8,040
Assistant M.O, (x-ray). ) ’ . '
@ Rs. 25025500 .\ 2 6,000 6,800 7,200 7,800 ¢ 8,400 5,000 5,800 -~ 10,200 ° 10,800 * 11,400
Teohnicians (x-ray). ' . o .
N@Rs. 150-10--250 .. p/ 3,800 3,840 4,080, 4,320 4,560 4,800 8,040 5,280+ 5,520 5,760
urses : . .
@ Rs. 1005150 .. 1 1,200 1,260 1,320 1,380 1,440 1,500 1,660 1,620 1,680 . 1,740
- @ Bda T5—5—126 , .. 3 2,700 2,880 3,080 3,240 3,420 3,600 3,780 3,060 4,140 4 1320,
Attendants. ) s '
@ Bs. 26285 . 4 1,200 1,208 1,302 '1,488 1,684 ' 1,680 1,776 1,872 1,068 2,064"
Pension & leave ss,lary - ) / : ’
charges . 3,708 4071 4,374 4,678 4,982, 4516 5,831 6,146 6,461 6,716
Dental Organwataon. - , P i
Officer-in-Charge of Dental, - ’ \ R ’ 1,
Section, - 7,
@ Ra, 500—30-—800 ., 1 6,000 6,360 8,720 ., 7,080 7,440 “ e " o Y
Orbhodentn.l suUrgeon., R R
‘ @ Bs. 875--25—T60 . 1 4,500 4,800 5,100 5,400 5,700 J .o, o .
Dentists, . \ .
@ Re. 250—25—500 .. 3. 0,000, 9,000 10800 1L700 , 12,800 be . e I e .
Dental Hygrensta, - P . ,
@ Rs. 805130 .. 5§ 4,800 3,100 ° 5,400 5,700 6,000 - e ‘e ve .
Pension & leave salary | . N 7 . .
* charges . o 7,011 7,428 7,867 8,288 8,715 | o . . 5 . e
AR A .
© , Total . 8,40,890 3,61,482 38,82,071 4,02,661 4,23,251 4,006,000 - 424,584 4,44,100 4,061,814 480,130
IV (b) (Recurring) ot Bs w #
Prugs, Sundries 4 & sundries . <5t 1,00,000 :
& Dlet oth v+ vy ve "y 1,560,000 v

¥
(1)

2,800,000 per G00-bed hospital,

A —y———_—.
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Sitany ov Srawes oy 200.Bxp Hosetrars.

™~

Iyesr.  odyer.  rdyesr.  dthyesr.  Gthyear.  Gthyesr.  Tihyesr. ' Sthyear.  ‘Bthyear  10thyer
Fire year .. (210 1,B1,435) (216 1,02, 036) (216X 2,08,827) {210 215,030) (216 X 2,26,250] (210 2,57,275) (150 X 3,70,015) (16l X 3,89,103) (T4 x 3,06,613) (71X 5,08,266)

390180960  4,16,00376  440,26,632  4,84,48424  4,88,70,000 ‘ 6,55,71,400 .4,05,01,050  4,07,17,728  42553,728  2,37,36,020

8econd  year .
8 to y } N, 5 ‘
ixth year .
Boventh year . . e . . . (86x1,81,435) (66x1,92,636) (66¢2,03,827) (66 %2,15,039)

. LIO74TI0 LTI 1359582  1AL0%5T4
Fighth year.. v . . y . .. o (BXLSL436) (6x1.99,836) (6 X2,0,827)

10,88,610. 11,565,816 12,22,902
Ninth yw o e . o L 1] ‘e ve e

Tenth yesr .. - . . . . . . . - S (87X1,81,435)
1,21,58,145
3,91,80,960  4,16,00,376  4,40,26,632 46448424  4,83,70000 - 585,71,400  5,24,76660 54520814  571,62,128 4,13,07,701
. It five years ««  Re. 220144292, Seocond five years .. Rs, 27,10,38,201.
Ist ten years .. Ra, 49,11,82,693.
Barary or Stare or 500-Bep Hosrrrars. .
Sixth year. Seventh year. 8th year. 9th year. 10th year.
Soventh veer .. " . . (66 x+ ,70,013) (66 x 2,82,762) (g6 )-c'- 2,96,612) (66 X 3,08,260)
46 (3,40,809—1,81,435)  66(3,6L,482~1,02,036) 06 (3,82,071—2,03,827)  ©6(4,02,661-2,15,030)
,83,45, ,98,00,128 ,12,07,80¢ 3.21,28212
Eighthyssr o0+ o . . (8 x 2,82,762) (6 X 2,05,512) (g_ X 2,08,260)
. , +
. 6(3,40,8001,81,435) 6 (3,61,4821,02,638)  6(3,82,07)2,03,827)
26,63,356 -271,86,148 ,19,02¢
Nlnth yoar ') ') ') " .e Y . .
Tenth yeur ., . o “ o . . NERE (6713,08,260)
- ' 07(3,40,899—1,81,435)
‘ : ' 3,13,87,608
Total Ra. 2,83,45,482 3,24,50,484 3,40,54,044 8,60,84,744

Grand Totel e Ra 10,184875¢ :
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The Administrative orgamisation o2 the district Reodquartets,

Y. \ (Further delasls) -
' Number Istyear 2nd  8rd  dth bth 8thyesr 7thyesr Sthyesr 9thyear  10th
, : yesr  yeat  year.  yese - - yoar
. i * “~ ‘ )
Rs. Rs. Rs, Ra. Ro. Rs, Ra, Rs. Bs. Ra,
OIﬁoer in.Charge of District Health Ser- .
vices @ Rs. 1,250-—50-1,500 1 15,000 15,600 16,200 16,800 17,400 18,000 18,000 18,000 18,000 18,000
Deputy (for the aves butside the Suheme) , .

Rs. 1,000--50—~1,200 .. " 1 12,000 12,600 13,200 13,800 14,400 14,400 14,400, 14400 14,400 14,400
Senior olerk, @ Bs. 150~10--250 .. 1 1,800 1,920 2,040 2,60 2,280 2400 2520 * 2,640 2,760 2,880
Second olerk.% Rs, 76—5-—~180 v 1 900 960 1,020 1,080 1,140 1,200 1,260 1,320 1,380 1,440
Statistios) olerk @ Rs. 200—10—300 1 2,400 2,500 2,840 2,660 2,880 3,000 3,120 3,240 8,360 3,488
Inferior servants @ Ras. 25—2-—55 . 8 - 800 972 1,044 1,116 1,188 1,260 1,332 1,404 1,476 1,548
Qontingencies .. e . 2,000 2,000 2,000 2,000 2000 2,000 2,000 2,000 2,000 2,000
Travelling allowances " AP 6,000 8,000 6,000 6,000 6,000 6,000 6,000 6,000~ 6,000 6,000
Penlum & leavo salary o o 9,234 9,474 9,713 9,053 10,192 10,490 10,566 10,638 10,700 10,767

" a s ¥ *
Total .. e 50,234 52,046 53,857 55,609 57,480 °68,759 59,198 50,637 60,076
. . X L

. 60,815

Resureing Cost In respact of m Distriet Hendquartars organisation.
Lot five yoars, ~ .
One such organtsat on v . o A I
216 such organlsations . RN S ek, .-
9nd five yoars,— .
One such organteation e . Cae ~ e
816 sush organisations " . e o
Lat ten yoars— . . .
For 216 Distrist headquarters organisations . ™ .

13

e
-

ral
.

H

' Ra,

2,00,280
8,81,65,776

© 398,185
8,44,07,060

12,25,73,738
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282

V1. Preparation of House lists— (Further details). .

B B
Five clerks (one for each primary unit) and one supervisor are provided

for the first five ?rimary units that will be set up in each district.

Ras-

Pay— . -
Supervigor . .- © e . . .. 75 pa. !
Travelling allowance | .. T .. T e 25 p.m, ~
» Total e T 100 pm.
Olerk S . ‘e .. . .. 60 p.m. ’
Travelling allowance oh P S 20 p.m,
Contingencies .. . . e as . 5p.m. -
. . - {te cover all).
T ) ¥ Total . 85 p.m.
* -~ . Total Cost.
Province~ N . “Tenyear Fuve year
: ‘ PR .
1. Madrae . . .t .- - . 8,01,360 -331L,200
2. Bombay x . . . . T 47300 2,682,200
8. Bengal - . .- et e . 10,45,200 3,568,800
¢ O.P. . . ae .. . . 11; 95,200 ~ 6,862,400
5. Bihar . . . - . . 7 626,880 2,20,800-
8. Orisss R ve . e " . . " 1,49,400 82,800
7. Panab .. . e . . - * 4,16,400 3,83,400
8. C.P. & Borar .. .. .. .. .. .. s 3,92,180 2,23,440
8. Aseam AN A . .. . . 2,43,600 83,200
10. Bind .. . . . . .- 1,03,680 §0,£00
ILN-W.FP. .. - . o v e .- 64,440 31,800
' ) . ) 59,01,420 21,01,440
Or ronghly about Rs. 60 lakhs. Re, 28 lnkbs.
* . Each District « Exgpeniitairs.
. N
g B ar--3~ & & B
-4 - = =3 > — ~ .
5 - s o2 E‘ + - -
s. ] w 'E e ra - B g 3
: g Z4-4 8.8 - % 3z 3
Yesr. B g5 3 g vgn-g ] 2 £
¥ 2§ v~ s 3 3 2 § B
. Ed . AN
£ 37 & B2v¥Ye8 & .8 -3
- f
- MADRAS. ~ )
1st year .- .. 5 5 & 1 120 24 1,22,400 28,800 1,51,200
2nd year e " 5§ .. .. . . ‘. . - . .
3rd year . .. 5 .. .. . . - . .. .o
4th year . . 77 2 2 1 48 24 48,960 28800 LT8O
Bth year . . 10 3 3 1 72 24 73,440 28,800 - 1,02,248
6th year . -~ 13 3 3 1 72 24 73,440 28,300 1,02,240
7th year . « 18 3 8 1 72 -2¢ 73440 28,800 1,02,240
Sth year e . 18 3 3. 1 72 24. 73,440 28,800 1,02,240
8th year o . 23 4 ¢ -1 96 24 97920 28800 126720
10th year .. -~ 27 4 & 1 98 24 97,020 28,800 1,26,720

N 8,01,360




Fach District R - Expenditure,
b
= 7 2 . -35
. 8 - _g 5 " -
2 = - "o - T. B S
. 3 8 g 2 5. a7 87 ¢
’ - P 3 S Y 3
§ _gé 2 E B | & gg g
b 3 - 3 .
~— &, e £ . 3 S . g P . -
Yeur, Flosri g8 5§ 1 2
s 2% s . % 3% % & .
- % @ 2 F =- & 5 3 -
. BOMBAY, T
1et year .. 5 5 [ 1795 12 96900 22,500 1,13,700
Sadyemr ., .. T T . e we ‘e
3rd yeor - .o 8 . .. - .- .. . . .
4th yonr . .- v b 2 1 38 19 38760 22800 ~ BL5SK
5th year - " 10 -2 .3 1 &§7- 19  B8l4d0 ,800 80,940
Oth year -~ .. n. 1 i 1 19 19  ,19,380 22,800 2,180
7th yenr .. ..o 12 T 1 1 19 . 19 (19,380 22,800 42,180
Bth yeur .. 13 1 " X i % 19 19,380 22,800 42,180
Btheyear-. = . 14 1 -1 L <13 19 . 19,380 22,800 42,180
Wthyewr »° "~., . 1§ i 1 i 19 19 18,380 22,800 42,180
- ) o ' Grand 'Total W 4,785,100
w  -‘a BENGAL (26 Districts).
st yorr .a e 5 & 6 , 1 1307 " 26 L32,600 81,200 1,63,308
2ad year .. . $ .. .. e - R e B ...
Srd year .- & .. N . e 4. N e
4dth yorr .. . T 2 2 1 52 28 53040 31,200 . 84,240
Sth year - . 16 ] 8 1 .78 _ 26 79,560 81,200  1,10,760
Sth year - - 4 4 4 1 ‘104 T 26 1,06080 31,200 280
th year - . 18 4 ) T 104 26 106080  31.200 1,537,280
8th yorr . ~ 22 4 -4 I 104 26 L06080 31,200 1,37,280
Bth yeur e w 28 4 < 1 10¢ 26 1,06080 - 31,200 1,37,280
10th pear .. re 30 4 8 1 104 26 106,086 35,200 1,317,280
~{ e
v Grand Totat .« 16,45,208
N - ' L. . >
. UNITED PROVINCES (48 Districts)- .
lltye;r . ,\_,
sdyowr . T T 5 S P .a} MY 2SN FO0 s
3rd your . N [ R .. .. ! .- .
Ath yoar . . . Y 3. 98 48 97,920 57,800 1,55,520
Sthgear . .. . 10 32 3 17 144 : 48 148,880 57,600 2,04,48%
6th year aa .. 1 1 »iv1 Vb 48 48 | 48,960 57,600 1,08,560
7th year s .. 1z 2 1 1  48. .48 ' 48,060 57,600 1,06,560
8th year .- - 13 1 1' 1 48 48 _ 48960 ,600  1,08,5660
Sthyear - .. 14 1 1 ™71 48 48t [ 48960 57,600 1,06.560
10th year .. - s 1 1 1 48 48 | 46,960 57,600 1,06,560
~ Gand Total e 11,905,200
ES “ - v e
BIHAR (18 Districts).
1st year . e 6 .5 , 5 ' -8 16 81,600 19200 1,00,800
year B e e . ..
Brd year ., o O .- e w
dhyear .., 7 2 2 1 32 16 732640 19,200 -51,840
Bthyear .. .- 10 3 "3 . 48 16 48,960 19,200 68,160
8th yesr ” - 13 .3 .3 1 48 168 48,960 19,200  _88,160-
Tth year . - 37 .4 -,4 L 64 '16 65280 19,200 -84,480
Sth oy .o 4 4 1 64 16 65280 19,200 84,480~
oth s e, 24 T4 1 B4 16 65280 19,200 84,486
10th year  -.. - 2 4 4 1 84 16 °"B5280 19,200 . 84,480
Grand Total .. 6,268,880




i

Each Distxrict Expenditare.
s T
c§° 8 E g %
2 i § F & ¢
.o . &« B @® & Y g, 4
~ | i 4 | .8 > BS H
E a3 g S S & = i
g 32 ¢ s 2 %3 & B
ORISSA (6 Districts).
1st yeor .. . B 5 & 1 30 6 30,800 7,200 37,800
2nd year .. N .. . a et e .. .. ..
Srd yeaT . . 5 .. .. . .. . .. .
dth year se .o 7 2 ‘ 2 1 12 ] 12,240 7,200 19,440
Sth year . e 10 3 3 1 18 6 « 18,360 7,260 25,560
6th year ,e s’ 11 1 1 1 : 8 ] 6,120 7,200 1
7th year - - 13 2 2 1 12 & 6,120 7,200 13,320
8th year .. . 15 2 2 _ 1 .12 ' 6,120 7,800 13,320°
Oth year . .. 17 2 2 1 12 .8 6,120 7,200 13,320
10th year . - 19 2 2 1 12 S 6,120 7,200 13,320
Grand Total <« 1,49,400
} PUNJAB (30 Districts): R
1at year . . 5 [ 5 1 150 30 1,53,000 36,000 1,89,000
224 year . .. 5 .. .. . . .. e - ..
3rd year .. .s 5 .. . . . . .. . ..
4th year . . 7T 2 2 1 60 30 61,200 36,000 97,200
Sth year . = s ‘2 .2 I 60 30 61,200 36,000 97,200
6th year ~ .. . 10 1 1 1 30 33 30,600 36,000 66,600
“7th year . e 11 1 1 1 30 30 30,600 36,000 ' 68,600
Sth year .e e 12 1 1 1 30 30 30,600 - 36,000 66,600
9th year . . 13 1 1 1 36 30 30,600 36,000 66,600
10th year .. e 14 + 1 i 1 30 30 30,600 36,000 66 600
.- Grand Total .- 7,16,400
0. P. & BERAR (19 Districts). B
1at year . . 5 [ 5 T 95 19 98,900 22,800 1,18,700
2nd year s . 8 . .e .- .- - .e .. an
Srd year .s .e 6 .. . .a . . . . .e
Year . . 7 2 2 1 38 18 38,760 22,800 - 6,560
Bthyear . .. . 8 1 1 1, 19 " 19 18,380 22,800 42,180
8th year .- - 8 ,.. . . - . .. .. ..
7th year . .. 9 1 1 1 1% 18 19,380 22,800 42,180
8th year . - 10 1 1 1 19 19 19,380 22,800 42,180
9th year . . 11 1 1 i 9 19 19,380 22,800 42180
f0th yesr .., .. 12 1 1. 1 18 18 18,380 22,800 42,180
. Grand Total - 3,93,100
- ASSAM (14 Districts). )
1ot yoar e I I3 L3 T 70 14 71,400 16,800 84,300
2nd year . - 5 .. . - .- - .- .- .
3rd year . . & .. . . .- . .- . .
4th year .. . 6 ... .. . e _an . . .-
Sth year .. . & .. e . . . . .. -
8th year . . 6 1 1 1 4 14 14,280 16,800 31,080
7th year e . 7 1 1 1 14 14 14,280 16,800 31,030
Bth year . . 8 ? 1 1 14 14 14,280 16,800 31,080
pth year e . o 1 1 T 14 14 14,280 16,800 31,080
108k . - 10 1 1 1T 18 14 14230 16,800 31,080
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] SIND (8 Districta). e
st yoar ae - & - B & 1 40 8 40,800 9,000 50,409
2nd year . ve 8 .. .o e as .. . ae ..
3rd yoar .- .- s . B . PR .. e .
#th year . . 5 .. » .. o . . e [
::yur . .. : . ns - v m PR s e
yoar e 3. .. ae .o v ee ve .o <
7th year .. . 8 1 o1 1 '8 8 8,160 9,000 21,70
‘8th year “e . 6 .. Y .o e e . .a -
Oth year e - 7 i 1 1 8 ] 8,160 . 9,600 17,76
10th year .. .. 8 1 1 1 8 8 8,160 8,600 17,700

NORTH-WESTERN FRONTIER PROVINGE (6 Districts). .

st year
2nd year
3rd year
4th year
5th year -,
$th year
4th year
8th year .
Oth year

3

10th year -

..

-

H

-

-

-

e

-

»e

N

*aacmmmmmm

[

.

1
-8

30
.

s

8 _ 30,600
6 8,120
..‘- - Y

6 - 6120
Grand Total

» 1,200

> .
i v .
- s
e s
e we
-
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Maintenance charges on capital works in connection with the three-million

] unit scheme.
: Maintenance at 3 perho_enb. per year.
Yoax. Ve Capital expenditure A —
R lat five years. 1st ten years-

- - Re. Ras. Re.
-Primarg Unile. _ . - -
lat year B . 18,76,50,000 , 2,25,18,000 5,06,65,500"
: 2nd year .. L. .., ..
3rd year .n . . . e

, 4th year . L. 6.52,30,000 . . 19,59,900 1,17,59,460-
&th year . .s ~8,61 80,000 . 1,29,27,000
6th year - _— 5,82, 48,750 2,44,77,900 71,098,850
7th yeme . .. . 6,88,05,000 81,92,450
8th year .. ee - 6,82,72,600 39,82,350+
gth year . .- 7,19,32,500 ) 23,561,975
10th year .- .- 7,29,75,000 ' ~ e

N ; - et et

. ';o‘mi . “. - } 9,49,88,525
360.5ed hospilal.
lat yoar . . 3,00,78,000 ,36,09,360 81,21,060
2nd year .e - . .e .

rd yoar., & .. . .e . e s
4th year~ Lew T e . 2,81,79,000 . - 7,85,370 47,112,220
Sthyear IR .. . . , . .
8th year RS 3,27,23,750 - 43,94,730 30,26,850
“ ——————————
7th year .. . 3,92,68.500 35,34,165
8th yoar .s 3,81,54,600 22,89,27¢
9th - .e . 6,11,04,750 16,333,142
10th year "L .. an 5,96,99,000 .e
+ " .. Total .. o+ .. . 2,41,16,707
.Seco-daq Unu
1lat yoar- .o h T 3,78,00,000 45,36,000 1,02,06.000
2nd yeay I .. .n .. .. -
3rd yoar-+ .a LR . .a .e
4thyear . .. 7 s .a. .e .
Sthye&t - . %~ -‘-”‘ . © ew
othyear .~ .. . 34,56,000. -,  45,36,000 4,14,720
e . ~
7th yoar va LR _1,15,60,0004 - 11,34.540
10,56,000 -
==1,26,06,0C0
Sth year - 10,50,0004 ~ 68,760
96,000
=11,;46,000
9th year . .s .- .. .
10th year . .« . 1,17,25,0004 ..
10,72,000 i
. . ==1,27T.87,000
" Total  ..'" - . 1,18,24,020
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" Mawntenance charges on non-recurring expenditure. -
od Maintenanoce at 3 per cont, ;;er years.
PR
Xear, Capital expendi- 1st five years. kst ten. yvea.m.ﬁ
ture, - - ’ )
" 200.bed hospitatl.
715t year . . 30,79,62,000 3,69,65,440 . 8,31,49,740
2nd year e »e »a - " '
3rd year ,a .. e - T I
4thyear ~— .. . PR . Y
Hth year- .. .. . R TR
6thyear .. .  98,12,000 3,69,65,440 - . 1153440
“7th year .. . .- .
8th year s .- . . v
9th year .o . . .. - e -
10th year _ ». ve e , . v )
Y - - - ~ - R S,
Total . Tee Lo 8,43,03.180
500-Fed hoepitat : T~ T }
ist year s . S ! . : Tt
2nd year .- aw T .- _ - ..
3rd year - . - e B} . — e
4t!’: year - .- . - . Jor
Sth year . . . o> "o
©th yoar . . .- - . L Al
7th year - — 21,58,20,000- »  1,98,39,600
. 46,20,000 I -
. . ==22,04,40,000 R % s
Sthyear: .. . 1,96,20.000 4 .« - 12,02,400
B N 1, B ,20,000 oo . - -
S i, =2,00,40,000 b h -
%year LI e , Nl . ry N e "_"'u: -
10tk year . ot 21,90,90,000 ..
46,90,000 - PN —ien . K3 %
. ~ =22,37,80,000 - - -
; , ¢ - - —
§ "' Total . e, L oen Lm0 % 2,10,42,000
x , r > e = - a
- . - . Jl For the soeond five or }st ton yoars
e — o s, 2 i N o had Ce

g
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of prymary units (and dispensaries having two maternity and two emer-

gency beds) in British India, during the first ten years shown province-wise.

- P Total Ino-
. eloven rease
fMad- Bom. Pun- C.P & N.W. Pro from
ras. bay. Bengal. U. P, Bihar. Orissa. jab. Bersr. Assam.Sind. ¥, P. Yinces. yeas
> to
'S >
. of dis-
No.of 24 19 26 48 16 [ 20 i9 14 8 4 218
.. 120 ©5 130 240 S0 30 1560 95 70 40 30 1,080 1,080 °
mm: I 120 ©5 130 240 ' 8 30 160 96 70 40 30 1,080 89
Sd 5 .- 120 86 130 240 80 30 160 95 70 40 30 1,080 “e
4h ., .. 168 133 182 336 112 42 210 133 70 40 30 1,456 376
Gth ... 240 180 260 480 160 60 270 162 .70 40 30 1952 496
oth 5 .- 312 209 364 528 208 86 300 152 84 €0 30 2,293 341 -
Tth ... 384 228 468 576 272 78 330 171 98 48 36 2,650 396
Bth . .. 466 247 572 624 336 80 360 190, 112 48 86 3,071 382 -
b ., .. D52 266 676 672 400 10z 380 209" 126 58 36 3,485 414
10th » .. 648 285 780 720 464 114 420 228 140 64 42 3906 420

4

Numbers of 30-bed hospitals during the first ten years in British India.

(Provision in respect of these hospitals has been doubled during the
* gsecond five years).
— . - Total Hg .
- eleven -
- Mad- Bom- . . N. W. Provinces. g &
ras. bay. Bengal. U.P. Bihar.Onssa. Pun- C, P, &Assam, Sind. F. P. 8 -
jab. Berar. - N
_ 8 g
No- of
Distriots. 24 180 26~ 48 16 . 6 30 19 14 8 ¢ 28
yoar 24 18 28 48 16 6 30, 1% 14 8 6 216 16
:& v n e4 10 26 48 16 8 30°F19 14 8 6 216 z"
$ed ... 24 19 286 48 16 6 30;3 19 14 8. 6 216 ..
dth ... 48 38 52 86 32 12 60 38 14 s 6 4014 188
Bh . .. 48 38 &2 9 32 12 60) 38 14 8 6 404 .
6h . .. 9 57 104 144 64 18 9 38 14- 8§ 6 639 . 2356
Th ... 144 76 156 192 96 24 120 657 28 16 12 921 282
8th ... 102 95 208 240 128 38 150 786 42 16 12 1,195 274
oth .. .. 264 133 286 288 176 48 180 95 56 24 12 1,562 367
10 , .. 336 152 390 384 224 60 210 114 70 32 18 1990 428
Number of secondary units in British India, during the first ten
years period.
. g8
. & EE
Mad- ¢ Bome . Pun-CP.& NW. D4
ros. bey. Bongsl. T'.P. Bihar. Orisen. jab. Berar. Assam. Sind. K.P. = § §3
) 3 > 2 E .
s 48
No. of Dis.
trictsa. 24 19 28 48 186 6 30 10 14 s 8 218
1st vesr 24 19 26 48 16 [ ] 30 19 14 . 8 4 =28 218
#d ... 24 19 26 48 186 -8 ™/ 19 14 8 6 =6 ..
3d ., .. 24 19 26 48 18 6 30 10 14 8 6 218 ..
4h , .. 24 10 2@ 48 16 6 30 10 14 8 e 318 ..~
Sth ... 24 1% 26 438 18 6 30 19 14 8 6 216 ..
éh ., .. 24 18 26 48 16 e 30 19 14 8 6 =218 ..
7h ,.. 48 19 52 48 32 6- 30 19 14 8 6 282 €6
8th ... 48 19 52 48 32 12 80 — 19 14 8 8 288 4
otk ... 48 19 53 48 32 13 80 19 14 s 6 288 ..
10th ... 48 .38 52 e 33, 13 30 19 14 8 6 355 &7




Number of 300-bed and 500-bed hospitals in British India, during the First Ten years,

Madres  Bombay  Bengal R Bhar  Orssk  Ponjab C.P.&Boror  Assam Sid N.W.EP Total
No.of Diniricts, 24 19 26 8 16 6 w0 ‘19 14 8 16 bl

!00 500- 900- 500- 900. BOO 900 00. 200- 50C. 200- 500 200. 800s 200. 500» 200. 500. 200. 500.° 200- 500 200. 500
Year, bed bed Dbed bed bed bed bed bed hed bed bed bed bed bed bed bed bed bed bed bed bed bed
hos, i. l. bon- hos-  hoss hoss hos- hoss hose hos. hoss hose hols. hose hos< hose hoss bhos. hos. bhos« hos«- ‘hoss hos- bose
taf tal pital, prtal. pital pital pital, pitels pital. pital. pitel. pital pits] pital pitel pital pital pital, pitely pital. pitel, pital. pital,

It year O S A | I I .\.‘_ ., 6 . 3 -, N .. M . 8 .. &v., as .,
&nd year [ . S v . B .8 716 . 6 .. % P | T | 8 ., ¢ .. A6 .,
Srd yewr " % . v .. 28 . 48 .. 16 .. 6 V.. % .. 1. 1 8 .- 8°' , 218 .,
4th year “w % w10 2 . 48 .. 16 8 . % .01 L 1 L, 8 .. g .. 28 .,
Bth year w ¥ 0o, 28 ., 8 ,, 18 . 6 .. % .. W . M 8§ . 8 ., 26 ..
Gthym ‘u % we 19 v, 2 " 48 I 16 b (] . 30 ' 19 ) 14 e 8 e (] 210 .e
Tth year wo M o2 ) LS, % .26 4 .. ¥ 16 6 .. 30 . ¥ . M . 8 .. 6 .. 216 086
8th yoar wo % o9 )} ,, .2 2 4 3, 14 16 -6 8 8% ., ¥ . U 8 . 6 .. 26 73
Sth yene ‘W % % 1 L7 28 26 4 . 2 16,8 8 0 . W , 1 8 .. ¢ .. 26

10th year w 24 %U. 19 19 26 .2 48 4\ 16 16 [ 8 0 ., 19 _ ... KB . 8 . 6 .. 26 139

¢

683
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Housing of the steff.

B < Rs. Res, Re.
4. —Primary Unite— .
- lat year .. . 1,080 1,38,750 =  14,08,60,000 - .. _
= T - ot T
4th e v s 376x1,38,760 — 6,21,70,000
« b6th - . 496 % 1,38,750 = 8,88,20,000 ° 21,08,40,000
éth ,, . & 341x1,38,760 = 4 73,13 750" .s
7th ,, . . 396 1,38,750 = 5,49,45.000° = ..
$th ,, . ‘e . 382 1,38,750 = 5,30,02,500 ¢+ . ..
8th ,, - . e 414 1,388,750 = 5,74,42,6500
10th , e .e 420 1,38,760 = 8. 82,75 000 b4 18,18 760
II.—30-bed hospitals—
1st year . . 216 84,250 = 1,81,98,000
2nd ,, .. va - .. .o .
3rd ,, . . B . . .e
¢4th ,, .a .e 188 84,250 = 1,58,39,000 -
&5th ,, .o .e .e .e 3,40,37,000
« 6th ,, e’ . 235 x 84,250 1,97,98,750 e
7th . . . 282 84,260 = .2,37,68,6500 .s
8th . ,, e .e 274 % 84,260 == 2,30,84,500
9th ,, - .s o 367x 84,250 = 3,09,19,750 .o
10th ,, .s v 428 84,250 = 3,60,69,000 16,76,57,600
Leacondary Units—
-, lat year .. . 216x 1,45,000 =._ 3,13,20,000 . .
* 2nd to 5th year ~ee .. .. 3,13,20,000
8th year (Denta.!) .. 216 16,000 = 34,56,000 e
7th © ,, .. 66x(1,45,0004-16,000)=  1,08,26.000 - ..
8tl]: . . .a 6x 1,6L800 = 966,000 [
Ot s e .e . - .. ..
10th  ,, e .- €7x1,61,000 = 1,07,87,000  5,71,65,000
200-bed Hoapital o .
(inelusive of Dental) -
216X (6,25,750+44,500)= 14,47,74,00
- 1st ive aud ten years.
§00-bed Hospitals i
(mclnsxva of Dental) - T
th year .- 86x12,70,000° . = _ 8,84,40,400 -
tth ”» . 6x13,40,000 L 80,40,300
sth ,, . Mo e et .. 1st Sen years
19th .e 67 % 13,40,000 N . -=; =~ 8,97,80,000 18,62,00 000
Total cost of accommodai on for all R + -
13t Rve years 2nd five years . % Iat k;,;,s, ye-;ra.

Bl. e . EE
48,06,71,000 61,66,94,250 - 109,76,65,260
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PrReELIMINARY SURvEYS.

Before starting the proposed Realth developments it is desirabla
to have a survey to find out existing health conditions. If such a survey can
be carried oyt in every district where the sghems is to be introduced we snall
have reached.the ideal arrangement. However, part:cularly in view of the
trained staft Docessar, this may not be possible. It is therefore suggested
that “such surveys should be carried out in the areas under onr scheme in four
dmtncbsm each province, which are selected as being representative of the .
cond.mons prevailing in thg provmoe as a whole. In Singur, for a
population ‘of about 62,100, it is wunderstood that the sarvey cost
Rs. 16,000. Therefore the survey in each district will cost roughly Rs. 50,000
and in each%province Re. two lakhs. For eleven Provincus this cost will be
Rs. 22 lakhs. ..

1t is desirable that health surveys should be accompanied by similar sn'r-‘“-
veys in other fields such as agriculture, animal husbandry, education, ete.

- Non-recurring. -

Water Supply .
ist five yearn—-
Rs.
Urban - .»  10,00,00,000 | Maintenance at 3%, per*
yeoar Ra. 1,20,00,000.
Rural +» =« 10,00,00,000 )
A Y
2nd five years~ "} On previous periods -
Urban . . 10.00.00,000 [ expendrtureSOOOOOOD.
P 3 - On 2nd five yoara' expendxhlr.
Rural P .. 10,00,00,000 J Rs. 1,2000000.
Ten years— ’ [ .
. .- 0,00,00,000 s ~ »
Urben S - goﬁ,oo’ooo}ahmtemnce total Rs. 5,40,00,000, °
> E N .
Drainage— . S - ’
o i )
et five years .. 30,00 00.000 &anfsemm Ist five
. years ‘e 1,80,00,000 _«
lst ten years .. .- 60,00 00,000 ] 1st ten yearl - - 8,10,00,000
Total maintenance on wa.ur supply and dmmago tpgotha
. * ‘v Rs. -
!stﬁ“ycm . - 1,20,00,000
1,80,00,000
3,00,00,000
1st 6en years .. . 5,10,00,000
8,10,00,000
e
13,50,00,000

E1342HSDC - 19
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Recurring. .
. Rs.
1st five yoare—
‘Water and Dmmage Board, Investwa.tzon units @ Rs. 2-6 lakhs per
year ... .e .» .. . * 13,00,000
2nd five years— Tl

Water and Drainage Board, Investxga.hon units @ Re. 2-6 la.khs per year-ls 00 000

15t ten years—

Rs. 13,00,000 plus Rs. 13,00,000 . e e 26,00,000
LOeniral Directorate— -
Zst five years.  1st ten years.
* Re. Rs.
Officers .e .e .o e .e 87,00,000 82,50,000
- Establishment . . . . 8,00,000 18,00,000
Travelling allowanoces .e -a .o 8,25,000 12,650,000
. - Total - 51,25,600  1,13,00,00
Progincial Direclorgte— )
. Isi five years. 1st len years.
“Re. | - Rs.
Officers . .. .. . .. 2,03,81,650  5,89,28,100
Establishment = .. - . .. 44,00,000 94,60,000
Travelling allowance .. Cee .. .- - 46,75,000 . 93,50,000
Total - 3.84.56,060  7,77,38,100
CENTEAL DIRECTORATE. -
) Name. No. Scale of pay.
STAYF— ) . .
Director General of Health Borvicea .. - 1 Re. 3,600 per menssm,
DPeputy Directors . .. .- . .8 Rs, 2,750 per mensem.
Assistant Directors .. ;.. . .2 14  Rs.1,900—50—2,100.
PROVINGIAL DIRECTORATE.
N;ame. - No. Scale-.of pay.
STAFF— -
Director of Health Services . .. S | Res. 2,750 per mensem.
Depaty Directors - .- . -« &  Rs. 2,0600—50—2,500.
Assistant Directors .. .e . 14 Rs. 1,500—50—1,750.




Cunmman Dimporosan.

wriher delails
Nﬂm’ lst year 2nd yoar ﬂrdyein 4th yoar )myeu th year 7thyear 8th year sthyear 4 10th yeat .
, ber
~ B Be. B . B . R -Bn. R Ree. Ru  BRe
Diteator General of Health Sers ' N ‘ '
vloos @ Re. 8,600/« p.m. 1 42,000  42,000° 42,000 42,000 42,000 42,000 42,000 42,000 42,000 42,000
Deputy Direoctora @ Rs. 2 750/ . , . ' y
8 ,1,08,000 1,98000. 1,08,000 1,88,000 .1,98,000 . 1,98,000 1,98,000 1,98,000 1,08,000 1,98,000.
Ansiatunt D:mctm': @ Ra. 1900- . - ' N
' 250~2,100 v 14 319,200 321,600 3,36,000 544400 3,52,800 8,52,800 352,800 3,52,800 352,800 8,52,800
l’ens?n&LeéveRCh?rges- AT T ' .
ension @ Re. 176 p.m B AR : v
per officer ., M . 4359 * 44350 44352 44359 44,352 44352 44350 44,352 44,352 44350
Lme salary@l5% 88,880 85,140 86,400 -. 87,660 - - 88,920 88,920 88,020  £8,920 88,920 -83,920
' 6,8%,432 6,97,002 7,068,752 706412 7,206,072 726,072 7,26,072  7,26,072 7,26,072 7.26,072‘ ra
: ' “ Roughly Re. 87,00,000 Roughly Rs. 46,50,000 oa
Bateblishment. .. .. 160,000 1,60,000 1,60, 000 1,60,000 160,000 200,000 200,000 2,00,000 200,000 2,00,000
+ ' N ’
Total " 8,47, 43!2ll BET,000 806762 876, 42 888,072 043572 948672 048 12, 948572 943572
or rou;
\ o,ooogo 0,00000 0,00000 9,00,000 6,00, ooo 9,50,000 9,60,000  8,80,000 “9,50,000 9,50,000 .
- lst five yea,u tobal—-45.00 000 ' 2nd five yea,u totnl——47 50,000
- o ! ‘, i L AG 14 oy 1
E'.l‘nveuingsllowmoea. - 125000 "1,25,000 1,95,000 1:*15,090 :iﬂ- 000, 1,25,000 Al 25000 125,000 125,000 1,25,000

18t five years ;otal—(ms, 000 2ud five years  total.—8,25,000.



ProvinoiL DInsorosata
- (Further delaila)
Nuom. .

ber. lstyear 2nd year 3rdyear 4thyear 5thyear 6thyear 7thyear 8thyear 9thyear _10thyear

Ay

Director of Health Bervices
@Re.2,750 .. .

Deputy Directors @ Ra.
2,000—50-—2,500 o

Kssigtant Directors @ Ras,
1,500—50—1,750 .

Pension . "
Leavesalary e
Totals

Eltlbliﬂbm onb e . e

Travelling allowanoes o

Re. Ra, Rs. Rs. Rs.

Ras.

\

Rs. | BRa

Ra.

Rs.

' \
1 33,000 33,000 33,000 33,000 33,000 33,000 33,000 33,000 33,000 33,000

5 120000 123,000 1,%6,000 120,000 1,232,000 135000 138,000 141,000 144,000 1,47,000
14 2,652,000 260,400 268,800 2,771,200 2,85,600 2,94,000 294,000 204,000 2,94,000 294,000
220 (220 42210 42200 42240 42,20 42240 42240 42200 42,240
60,750 . 62,480 64,70 65,880 67,500 69,300 69750 70,200 70,650 71,100

«o BULI0 B2LIO0 534210 B4T30 560430 573540 576590 570550 582990 585,990
Tstaveyears - . 26,7L080 ~ . 28,99,500 ‘

80000 80000 80,000 80000 80,000 | 82,000 92,000 92000 92,000 92,000

' 4,00,000 T 4,60,000 -
CUBBO00 85,000  B6,000 88,000  $B000 85,000 85,000 85000 85000 85,000
T i S 425000 -

7635
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Mavaeia (Torarn EXPENDITURE).
1st five st tem’
N yoars yoars
Rs,

Ra,
Non-recurring & - '
‘Oentre .. .- . 1,46,800 2,66,800
Provinses cen e 7,70,000 17,60,000
'J.‘Otag .. 9,15,800 20,26,800
Wns ] ; .
‘Oentre .. .. 47,16,284 1,32,87,136
Provinoes - - .r - 2,04,89,326 5,04,22,361
. Total .. Re. 2,52,07,610 6.37,09,497
‘Ceutrally Adm‘mistered Areas.
Non-recurring—details of the above expendlture
2ot floe goard : - T ) ) ’ i
“Headguarters Organisation. .

For one Governor’s Provines - .. Rs, 10,000
Por one Centrally Administered Pro-

wvince aw .o . 2/3 (10,000) =Rs. 8,700
For four Centrally Administered Pro- e i
- vinces . . —a- e . - w» Rs, 26,800
Maintenance .- . .e Rs, 1,608 . .
Malaria Control Unils : - . .
¥or one conirol wnit .. Lwd Rs. 6,000
F¥or five control units in each of - T
these areas .. (6,000 5) - =Rs, - 30,000
In all the foar areas {30,000 x 4) = Rs, 1,20,000 .
"Tota! non-recurring expendnture - S
(ist five years) .- .. = Rs. 1,46,800
Maintenance .. . ‘es RS, T,200 . - =
“Total Maintenauce . .. . I Ra. 8,808
Mﬂn gwc ] . ) . s . -
v - R - ,
B‘mdguarien‘ Organisation e - Nil . . < - ‘
* Malaria Control Units—Thereare eatablished five additional control umits in each
aresé. Total non-recurring expenditure for them will be *  Re. Rs. 1,20,000
_ Maintenance—Headquarters .. . . . 4,020 Total
Ras. 2,66,800
-/ Malaris Control Dnits (old) - .. R T 18,000
Malaria Control Units {(new) .. Lo an 7,200 “s
- - Total .- ‘- -~ 29230

. *T'otal maintenance for the first tén years _ . 83,028
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_ Mavrarra—conid.
Provinces.

{N Qn-recuning)
At each beadquarters Rs. 10,000 for non-recu.rnng contmgencles have®

been provided, so, for the eleven provmces a sum of Rs. 110000 haP
been provided.

For ten control units in each province we have provided a sum of
Rs. 60,000. And for the eleven Provinces this sum will be Rs. 6,60,000.

In this way a sum of Rs. 7,70,000 for non-recurring expenditure ior
Malam in the first ‘five years, has been included in the estxma.tes ’

Ma.mtenauce at 3 p. ¢. per year on the above sum . = e Rs, 46,200

.+

In the second five ‘years for additional fifteen control units we have
promded a sum of Rs 9 ,90,000, on the above basis.

- .

. " Res
Total for ten years .. . .. ve - Rs, 9,090,000 .
Re. 6,860,000 -
i Re. 16,50,000
Headquarters. . . . . . s L10,
) < Ra, 17,60{000
Maintenance s . - .. .. e - Rs. _2,21,100

Recorrmvg {Centre).
lat Sive yeara: _ . Ras.
Salaries of staff of headquarter’s orga.msatxon of ane o
Governor’s Province e . e 3,63,816

Salaries of staff for the Centrally Adminiswred

=23 % 3,63,816 - - 242,544
Salaries of staff for four areas .. .s . 9,70,176 Ra.
— Salaries of staff of one Malaria Control Unit e " 1,490,485
- Sslaries of staff of five Malaria Contro]l Units (or one -

Centrally Adwministered area) .. .- ) 7,247,325
Salaries of staff for four such areas aw  we - 29,890,300 -~
Total salaries for the first five years . . - 30,50,476
Total maintenance .e .. .o e 8,808
Ma.la.m Institute of India @ Rs. 1¢5 lakhs per year 7,50,000

- - Total . - 47,18,284

—— e ————
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2nd five years : ) Ra.
Staff salaries for one unit for & Governor’s Province 4,657,256
Staff salaries of one unit for a Centrally Adm.mmteted
Area .. . . . - 3,04,838
Staff salartes of four Central Admimistered Areas .. 12,15,3562
Stafl salaries of one Malaria Control Unit .e 1,79,249
Staff salaries of five Malana Control Units an 8,96,2456
. Steff salanies of all the four Areas . .. 35,84,980
Staff salaries ~ of the fonr areas with five i
now Malaria ¢Cntrol units established .. - 29,80,300
Total salaries (second five years) . - 77,89,632
Total maintenance . .. .e .. .y 29,22("l
Malaris Institate of India @ 1-5 lakhs per year .. 7,650,008
PR
L. Total .. 85,068,852
Total for the Ist ten years . .. 1,32,87,136
B ~ RecUrRING (Provinces).
(Recurring) - - . Rs,
Balaries of staff of the headquartéra organisation B
(Malaria) for the firat five years - . 3,63,816
For cleven Provinces {3,63,816 X 11) .o . 40,01,976
For one control unit (salary of stafl} e .. 1,49,465
For ten (in each Province) e s [ -14,94,650
Eleven Provinces . . ate .a 1,64,41,150
Total for the first five years .. e - .. T . 1,64,41,150
. - 40,01,976
. Toe; . 2,04,43,126.
Maintenance . . ) s T e Al 46,200
3 - - R T 2,04,89,326
{ Recusrring) - N
Ten years : R Re.
For-fifteen additional control nnits in each provmco 22,41,976
Eleven Provinces . v & ww va 2,46,61,725
For additional two D.A.D.P.H.'s and their orga- )
nisstions (72,02¢x 11) - e - 7.92,220
Expenditure on previous period’s organisations \
Headquarters Rs. 4,57,258 x 11 " ua -a 50,29,816 R
Control unrits 1,79,249%10x 11 s ax 1,97,17,390
Total for ten years . e - .. 5,02,01,261
Maintenanoce .. e aa e ae 2,21,100

§,04,22,361
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Stafl In respect of the headquarters, regional and control unit orga!x{saﬁon

- Malaria—conid. )
(Further details), ~
Name. No. Scale of pay.
- ‘
- - Rs.
Headgquarters organisation :— .
Malariologist .. .e . .e 1 600—40—1,000
Entomologist .. ~ . . .. 1 325—25—650—35—1,000
Sanitary Engineer .o . .o 1 325—25—6£0—35-—1,000
* Overseers . . . .. 4 100—5—220
Draftsman . . .a .n 1 75—3—135
Antimslaria Officer . .. .. 1 325—256—850—35—1,000
" Laboratory assistants - .. . . 5 B0—b5—150
Antimalaria assistants .. .e - 2 350—25—750°
Clerks .. .- . . .e 3 50—5—150
Insect collectors .. . . 8 B80—1—&0
Inlerior = ervants - . T .. 2 25—2-5b
Sweepers i . .s . 2 25~1-—35
Regional organisation =— -
Deputy .. .. .e - .s 2 326—25—650—35—1,000
Cletks .. .. .. .. . 2 BO—E—I150 :
Malaria Conirol Unils :— .. st .
Antimalaria assistant .a ae . 1 250—25—500
Lahoratory assistants .. NN . 2 5e—5—150
Malana supervisors . .e .- 6 756—3—90—4—150
» Mistrie.. .- .. .- .s 1 40—2—60
Field workers .. . .e .. 25 25—1—3b -

—— — —




Toran Sarasras of A Haavquanrers Uiy of Macarta ORGANISATION DUBING A PERIOD OF TBN YEABS.

MatagIA (PURTEPR DRTAILS-conid.)

- st 2od 3 4th  G6th Otk 7th 8th Dtk 10th

umber, year. year.  yeat. year.  year, oRr, L. £, ant, eag.
Ra. Rs. v Ry, Ra, Ra. ’ih. yl%: ’12: ' 8 ’Bl
Headguarter Unit. ’ ' »

Malariologiat. . . .

En@ Rul. 600-40--1,000 .. . 1 9200 17880 8,150 8,840 9,120 9,600 10,080 10,560 . 1,000 11,5
tomoJogiss. ! o - .
@Ra. 825~20-650-356~1,000 .. 1 8,900 4,200 4,500 4,800 5,100 5,400 8,700 6,000 8,300 6,690
nitary Engineer. . ; . ¢

0@ R3. 325253 -«350=35-1,000 .. 1 3,000  4,200° '%,500 4,800 5,100 8,400 5,700 + 6,000 6,300 6,600
vErueRrs. - Ty e :

Dr% Rs. 10053200 - “ 4 4800 5040 5280 " 5,520 5,760 . 6,000 6,240 8,480 8,120 6,960 .

tsman, - , . : ,

@ Rs, 753135 as - 1 000 , 038 972 1,008 1,04 1,080 Lie 1,152 1,188 1,924

Antimalaria Officer. « * - ’
@ Rs. 825 =25 85035000 .. 1 3,900 4,200 4,600, 4,800 ° 5,100 5,400 5,700 6,000 6,300 6,600

Avtimalaris Assistants ! : R . Co

@Rs. 35023730 o o 2 6,000 6,600 7,200 7,800 8,400 9,000 9,600 10,200 10,800 - 11,400
Laboratory Assistants, ‘ b ’ , .

Cl@kR.s. 50-~5-=1580 .. o 5 3,000 3,300 .3,600 2000 4,200 4,500 4,800 5,100 5,400 5,700

orka, ' ! ) = R

@ Re. 0~=5-150 - ' .. . 3 1,800 1,980 2,160 2,340 2,520 2,700 "2,880 .7 3,080 3,240 3.420
Inseot Colleotors, - ’ 5o - .

@ Ra, 30-=1=50 ., ‘e o« 8 2880 2976 3,072 3,168 3,264 3,360 3,456 3,552 3,648 3,744
Inferior Sarvants, s o :

g @ Re. 25255 .. e 2 600 648 696 T4 792 840 888 036 984 1,032

weepers, . -} . .

@ Rs, 25135 .. e . 2. "800 ., 648 608 44 192, “ 840 888 936 984 1,032,
Travalling allowance Coew e . 7,800 7,800 7,800 7,800. 7,800 7,800 7,800 7,800 7,800 7,800
Coutingenoies (recurring) - .« 10,000 10,000 10,000' 10,000 10,000 10,000 10,000 10,000 10,000 10,000
Leave & pension oharges - .. “ 7,896 8,722 9,547 10,373 11,198 12,024 12,850 13,875 ‘ 14,501 15,328

.. 65176 .63,930 72,683 76,437 80,500 83,044 87,698 9,451 95,206 98,958

B
©



MAtARIA (FURTHER DETAILS~COntd.)

Iat: (

\ . 9nd  3rd &h b 6ib Tth §h -~ Gth  10th -
umber, year. year, yesr. year.  year ear. year. year. year. ear, .
’ Re.  Rs. ‘Rs. 'Re. , Bs. Rs B 'Rs.  Rs R |
One Malarin Control Unit.
Antimalaria Assistant,

@ Re, 250—25-1750 . 1 3,000 3300 3,600 3,90 4,200 4,520 4,800 5,100 5,400 5,700
Lahoratory Assistants. ’ ’

@ Ra. 50—5—150 2 1,200 1,320 1,440 1,660 1,680 1,800 1,920 - 2,040 2,160 2,280
Malaria Supervisors, u
M @ Rs. 75—3—90—4—150 .. b 4,500 4,680 4,860 5,040 5,220 5,400 5,640 5,880 6,120 6,360

istrin, ‘

@ Rs. 40—2—60 ., “ 1 480 604 528 652 576 600 624 648 672 . 696
Labourers. \

@ Rs. 256—1—-36 .. . 25 7,600 7,800 8,100 8,400 8700 9,000 9,300 9,600 9,900 10,200
Travelling allowances e . 200 900 900 900 900 900 800 + . 800 900 900
Contingencies (Recurring) .. e 1,600 7,500 7,5(}0 7,500 7,600 7,600 7,600 7,600 * 7,500 7,500
Pension & Leave charges. ., 2,609 2817 2065 3113 3,261 3,834 4,011 4,157 4,365 4,542

. ) . 740 28,821 20,803 30,965 32,037  83,63¢ 34,605 35,826 ’ 37,017 ' 38,178

. —

008
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TUBEZ20ULOSIS.

1. Hosputais and clanws :—Tuberculosis hospitais of 200 beds are to b
established for units of 10 mﬂhon population.

33 such hospitals are reqmred for British India by 1951 ({(estimated
population 330 millions).

~
~ .

A central ehnic located in the same city as the hosp'tal and smaller ¢ li-
~ nics at the headquarters of each district are required. The estimates of cost,
recurring and non-recurring, for all these institutions are given below :— =

Eatimates, .
Cost.
[ A N
Number of » Non-recurring.  Recurring.
institutions. {R& in lakha, ( Ei: !lﬁ)]({)h&
1,500 per . por
- N bed). . bed).
.200-bed hospitals .. 33 99-0 59-40 _
Main clinios - - 33 33-0 " ~f 8-91 .
. {at onelakh {at Rs. 27,000
. B - for each). - for eaoh.)
District elmics. ’ ,
{218 distriots in the 11 Governors” .. -183 §2-35 2928
Provinces}. {Rs. 45,000 {Rs. 16,000
- - - for each). for each).
Total .. - 210 214-35 9759

The main clinics located in the cities in which the hospitals are estab-
lisked will be equipped and staffed on a more generousscale than the district
clinics. The former will serve as training centres for doctors and health visi-
tors ; the numbers to the trained to meet the requirements of the country are
estimated to be 13,000 doctors and 10,000 health vxsxtors. '

Swwength of ataﬁ' required for these institutions s—

Each 200-bed hospital will Tequire specla.l}y trained” doctors at the rate
of one doctor per 30-beds or 7 in aﬂ : >

In the early stages it may be necessary fto have 4 doctors specm}ly train-
ed in tubercnlosxs and 3 untrained ones.

The main clinics located in the cities in wlich the hosplta]s aro estsbhsh-
od will require three doctors each. “In the begmmng they may be two trained
and one untrained.

Each district clinic will teqr.ira 2 doctors, in the initial stages one trained
and the other untrained.



302

A statement showing the strength of the stali required is given below —

Strength of staff required (Qootors).

£ oY
Early stages,
Type of institution. No. of Namber of = ) T
' Insti- trained Trained. Untrained,
. tutions. doctors
. required. '

200~bed hospitals .- .- 33 231 132 99
. {7 for each). {4 for each). (8 for each).

Main olinics - . 33 99 66 33
3 for each). - (2 for each), 1 for each).
District olinies _, .. ~ . 183 { 366~ ) ( 183 ot 183 )
{2 for each). (1 for each). (1 for each).

249 896 381 315

II,—TrarNING FACILITIES,
{a) Training of doclors. < :

Fight new training centres have been recommended by the Tuberculosis
Sub-committee. Of these one relates to Hyderabad and its cost must be
deducted. The total cost in respect of the 8 new centres is 32 lakhs (non-
recurring) and Rs. 13 lakhs per year (recurring). Reducing these by 1/8th
the figures become —

on-recurring. Recurring.

{in lakhs). (1n lakhs),
Ra. Ras.

28 11-378

(3) Training of health visitors.

Public health nurses, when trained, will take the place of health visitors.
These public health nurses will perform various personal health services
‘snch as those associated with maternity and child welfare, school health,
tuberculosis, venereal diseases, etec. It 13 considered that ordinarily public
health nuraes should have special training in tuberculosis for a periodof three
months.

Three health visitors are requited for each of the main clinics and two for
each of the district clinics. The total numbers required are showa below = —

Type of institution. - No. of institutions. No. of he_s.l:(l; visitors
. requir:
Main olinice . .- .e . 33 @ 99 1)
- . or each).
Distriet clinics .e . as 183 366 -
e . €2 for each).
216 463

Numl or of doctors trained in the first five yzars,

Tho existing institutions will train 75 doctors per year. Therefore within
the first five years period 75 X 4 (or 300) trained doctors will be provided by
the existing institutions. - :

(Note that the batch trained in the 5th year will not be available for ser-
vice in the 5th year period).

-
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During the same period of five years the 7 new centres (Hyerdabad i®
sxcluded) may function on an average only for three years (they will take time
to be established) and two batches of students may alone undergo training,
The period of training is actually 9 months but it is expected that there will -
be only ons course each year. If each of the new institutions makes available
12 trained doctors per year their total contribution within the five-year period
will be 168. Therefore the total number of trained doctors available witbin
the five-year period will be 468 (300 plus 168). .

1t will be seen that, if the proposals outlined above for filling only a cer-
tain proportion of the posts by doctors with special training in tuberculosis
during the first five-year period be accepted, the training tacilities outlined
above will suffice to provide the staff required for the suggested expansion of
tuberculosis medical institutions. ‘

As regards health visitostthe question of training public health murses
haa been considered elsewhere. The required number can be made avail-
able. - o E

IIL-STiPENDS ¥0E DOCTOBRS AND HEAUrH VISCroRms. - -

-

Rs. 50 for doctors and Rs. 25 for health visitors are suggested as stipends.

The period of fraining for & doctor is 9 months and that for & health visitce
three montha. -

- -

Cost of stipends for doctors and health visitors. ~
For 468 doctors st Re. 5&per month for nine months ., .. 2-106lakhs,
For 500 health visitors at Ra. 25 per month for three months .. 0-375 lakhas,
(467 are af:tunlly required, the remainder is provided for )
" posaible wastage during training) *
~ . 2-48lor
Total‘ . roughly 2-50 lakhs.

IV.—-O:tan ITEMS Or EXPENDITUES.

Other items of expenditure include _travelling expenses for poor patients,
help to indigent families, aftercare, publicity, etc. On the  basis
of Ras. 23,500 per annum for a population of three millions suégested by the .
Tuberculosis Sub-committee ti{e estimate of cost, under these heads, for British
India (315 millions) during the first five years will be Rs. 25-85 lakha,
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TUBERCULOSIS,

Estimates of cost in respect of our proposals relating $o tubercuicsis,

. -

st flve years. . N on-rec;:ing. Reowgug
. 8.
1. Hospitals & clinics =~ ~ .. .. 214,365,000 .4,87,95,000
2. Training of dootors and hea.lth visitors. . .
-+ {a) Training institutions .. . T . 28,00,000 66,887,500 .
" {b) Stipends for doctors and health v:'sitors . .. 2,50,000
8. Other items of expenditure . - . . 25,85,000
. N Total .o 2,42,35,000 5,73,17,500
Malntenance on non-recurring expenditure
@ 3 per cent. per year ..~ .- I ‘e (14,54,100
<o - Total .a "o 5,87,71,600

Stipends in the 2nd five years. R

~

45 institutions will be imparting training to doctors. -

Number to be made available 45 ¢ 12— . - - B40
Stipends—Doctors 540 X 50 X 9 months— Rs. 2.43 lakhs.
Health visitors 600 X 25 X 3 months— c-45 ,,

] - Ra. 2-88 or
- Rs. 3 lakhs,
2nd five years. Non-recurring. Reeurring.
Ras. Rs.
1. Hospitals & clinies . 2,14,35,000 4,87,95,000
8. Training of doctors and health v:sxbors. . -
(@) traming institutions .. . . N . 58,87,500
{b) stipends . o~ .n . 3,00,000
8. Otheritems of expend;tnm .. - 25,853,000
4. Maintenance on non-reenrring expendlture « 49,21,350
5. Travelling tuberculosis clinies .e . 1,69,75,000 3,71,15,342
’ Total _ .. 3,74,10,000 9,94,04,692
1st five years .. .s . .. 2,42,35,000 5,87,71,600

Total for I8t ten years . . T 6,16,45,000 15,81,76,292




305
'.['r:avm'at.ma TUBEROULOSIS CLINIOS.

N.B.—These clinics will be brought into existence in the second five-year
period of the scheme. In the 6th and 7th years of the scheme one such clinic
will be attached to each secondary unit, whereas in the 8th, 9th and 10th years
two such units will be associated with one secondary unit.

Non-recurring expenditure—

- Ras.
Car with general equipment - .. - . 15,000
X-Rayamut .. = .e «s .. 8,000 B
Laboratory equipment .. . . 1,800
Total - 22,500
Total mrechm’ﬂg expenditure— - ' - _ )
ST P No. of clinics Addition- _ Cost,
_ started al olinics. Rs.
One clinic to each 6th year . .- 216 - 48,60,000 -
secondary unit. 7th year .- - . 66 14,85,000
" .7 [ sthyear . .. .. 994 | 66.15,000
Two clinics to each” -
secondary unit.- 9%h year - - . .e . .
. 10th year . .. . . 134 ° 30,15,000 -
- Total . . ..~ 1,88,75,000
i i S AP 7,
Becurring expenditure— - -~
h - - Re.*
6th year = . . .a R .31,97,664
Tth year = .. e - . 43,11,672 -
8th year N - .- .- 88,42,620
9th year . . .- »e 92,07,738
10th year e . .s . 1,15,56,148
t T —————
P - - Total . 3,71,15,842
_ - - ~ {* Detalls given below).
8th yenr. 7th year. 8th year. 9th year: 10th year
Re. - R Ra. Rs. Rs.
One J 6th year . {216 X (2186 x (216 X 218 x (216 %
ebnioc to 14,804) 15,438) 18,071) ~ 18,705) 17,338)
eaoh se- =~ 31,897,664 33,34,608 34,71,336 36,08,280 37,45,008
vondary | 7th year .. (68 X {66x15,438) (66 x (66 X
urit. .- 14,804) 18,071) 186,705)
9,77,064 10,18,908 10,60,686 11,02,530
R 8th year ‘e .. [(282 4+ 12) (294 x (294 x
- . 15,438) 18,071)
Two elinics A (14,804)] -
to each se- 43,52,378 45,38,772 47,24,874
eond -9th year .- . .
=nit. { 10th year . . . .. (2 X 67 x.
14,804)
19,83,736

Total ., - 31,97,864 43,11,872 88,42,620 92,07,738 1,15.56,148

Total of five years.=Rs. 3,71,15,842,
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TeAVELLING TUBEROULOSIS CLINIOS,

~

Salaries, etc., of the staff. 1st year. 2nd year. 3rd year. d4th year. Bth yesr.
1,

Ras. Rs. . Rs. ., Res, Rs,

1 M.O. at Ras. 250—25—500 3,000 - 3,300 3,600 3,900 4,200

1 X-Ray techmoian . 1 .

at Rs. 150—10—250 S 1,800 . 1,920 2,040- 2,180 2,280

1 Nurse at Rs, 76—5—125 .. 900 960 1,020 1,080 | 1,140

2 Attendants at Rs. 30—2—50 720 768 816 864 912

Leave salary & pension charges 1,284 1,890 1,495 1,601 1,706
Recurrini:nnua.l expenditure - . -

on the Laborato: ' . 3,000 3,000 3,000 ~ 8,000 . 3,000

Propaganda and publicity .. 500 500 500 500 500

Maintenance, transportation
and depreciation charges .
at Re. 300 p.m. .. . 3,800 3,800 3,600 3,600 3,600

, Total <« _14,804 15,438 16,071 16,705 17,338
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Estimates of Ezpenditure on Mental Institutions.

Yirst five years. .
(1) Improvemenis in menial Mospitals. Non-recurring. Recurring _
i ) Ras. Re.
{a) Madraa .o .- . 10,00,000
(b) Poons .. . . .. 10,00,000
(6) Agr& .= s .s LS 25,00,000
(d) N&gp‘ll‘ e - e 25,00,000
{¢) Lahore
(}) I(g;ew hosplf-a.l 1,500 beds) N 50,00,000:
nch:
(Enropeun Mental Hospltul) . 10,00,000
{9) Ranchi '
{(Indian Mental Hospital) .. 10,00,000:
(%) Thana
{Converted into Mental Deﬁmenoy
or Senile Honie) .u . 5,00,000 R
- 1,45,00,000 ,
{2) Opening of tv!o'new mental hospitals in .
Bombay & Caloutta .. - .. . 22,00,000 -
- < 1,67,00,000
(3) Bads—9,000
* {Totalnumber inallthe sbovesight ment&l -
hospitals including 2 new ones).
@ Ras. 1,000 per bed X & years . . .. 4,50,60,000
{4) Training of nurses in mental hospitals—2
. yeara course—100 nurses to bs admitted -~
for training each year. -
Total number of nurses that require sti- N - -
pends, etc., in first five years = 900, *
- @ 76 per month, 900 x 76 X 12 months~ .. re 8,10,000
{5) Training of Doctora in U.X. -
20 x 8,000 X 5 years . »e ~  8,00,000
{6) Salaries of Central and Provincial Mental
Officers—
Centre .. “e . . 1,66,660
Provinces . 8,80,850
.Maintenance chargea on caplta.l ‘works sa 10,02,000
Total (recurring) L = . * £,86,69,110
H1342HSDC 26
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Estimales of Expenditure on Mental Institutions.
Second five yeurs.

Non-recurring. [Resurring.
. Rs. Ra.
€2) Improvementa to the remaining mental heapitals—
{#) Ahmedabad {500=beds) )
(5) Ratnagiri (500=beds) |
. (¢} Dharwar (500="beds) |
(&) Calicut (500=beds) ,
(e} Waltair (500=Dbeds) l
«{f) Bareilly (100=beds)
{g) Benares
{A) Hyderabad (Sind)
{4} Assam.(1,000=beds) -

@ Ra. 10,00,000 per hospital.
10,00,000 X 9 =

90,00,000

q2) Olfening of five new mental hospifals in  _
adras, Punjab, U. P., Bihar and Ceniral !
Prevmces, each with 500 beds @ Ra. 22
lakhs perhospital for building and
equipment .. . . .. 1,10,00,000
{3) Increasing the bed strength of the two new ~
mental hospitals in Caleutta and Bom- .
bay, starfed in the first five years, from -
200 to 500 beds .. . .. 22,00,000

Total non.recurring .e ae 2,22,09,000

ing—
{4) Total beds—(1st five years 2nd five years).
9,000 + - 9,000
. bod 18,?00
Rs. 1,000 per er year for five
e e per y 9,00,00,000

years . . . ..
{8) Training of purseg—50 nurses to be admat- R
ted each year for two years course. Each
yaurse gots Rs. 75 p m. as stipend dur-
ing tramnng 5850 X 75 X 12 .. .. . e 4,95,000
¢(8) Training of doctors :

- 20 x 8,000 X & .s © ke - . .e . 8,00,000
\[7) Salaries of Central and Pro- 3\ Centre .. .e 1,73,460
wincial Mental Officers attached b o -

0 the respective health v J Provincial .. 10,32,359
. sorganisations. -
{8) Msaintenance charge on non.recurring expenditure .. <e 38,37,000

Total (recurring) & 9,83,37,810

"Grand Total (recurring) of the lst ten years - 14:49,96,920




. - Mental Health] Drganisation.

2

Provinees,

Provincial Menta) Officer
@ Rs. 600~-40--1,000 plus

250 p.m, a8 special pay ..
Pension @ Rs. 08 p.m,

Leave salary . .

Allowances . .

Total
For eloven Provinoes "

Centre,

Mental Officer at the Centre
@ Rs. 1,900—50—2,100,
Pevsion @ Rs. 176 pm. ..
Leave salery @ 16 peo, ¢4

Allowances;"* .. = ..
1

*  Total
ls
4

1t yeay. |

20d year, 3rd year, ith yea:r. bth yéa,r. 6th year. 7th yedr. Bth year. 0th year. 10th I};ear.
Res. Ra, *Ra, Ra, Rs. Ra, R X 4.

Rs, 8, Ra
R '

- i
7,200 7,880 8,160 8,640 9,120 9,600 10,080 10,660 11,040 ° 11,520
3,000 3,000 3,000 3,000 3,000 3,000 3,000 3,000 3,000 3,000

‘LI76 Ll7e Llve  Llte L1786 L8 Llte C L1768 L1 . L1178
1,530 1,802 1,674 1,748 1,818 1,890 1,962 2,034 2,108 2,178
2,000 2,000 ‘2,000 2,000 2,000 2,000 © 2,000 2,000 2,000 2,.000

14,008~ 15,458 18,010 16,562 17,114 17,666 18,218 18,770 19,3,22 19,874
1st five years, Rs, 80,050 Seoond five years, Rs. 93,850,

) L st ten years.=Ras, 1,78,900.

1st five years. Rs.80,050 x 11 == Rs. 880,560 " st ten years.==Ras. 19,12,200.

Second five years. Ra. 08,850 x 11 = Rs. 10,32,350, '

22,800 23,400 24,000 24,800 25200 25020 25,200 25200 25,200 26,200
2,112 2,112 2,112 2,112 + 2,112 2,112 2,112 2,112 2,112 2,112
3,420 3,610 - 3,600 3,600 4,780 3,780 3,780 3,780 . 3,780 3,780
3,800 3,600 3,600 3,600 3,600 3,800 3,600 3,600 3,600 3,800

31,032 82,622 83,312 , 34,002 34,692 34692 34,602 34,602 34,603 34,602

13 five yoars, Ra, 1,66,560,

"Second five years. 'Ra. 1,75,460
Ast ten years, Rs. 8,40,020

N

60¢
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) Rzourrixag
Provincial Venereal Diseases Organisation and its expenditure.
' 1s$, five years, Ten years.
_ DrrAILS OF EXPENDITURR. i
1. Provincial organisation.— o
Res. Ra. Rs. -
Ist year .. 1,80,606- ~
2nd year . 1,83,898
3rd year .. 1,87,081
4th year . 1,980,273
5th year e 1,93,446 9,35,394x 11~=1,02,89,334 .«
8th year . 1,97,108 . .
7th year . 2,00,317 -
8th year . 2,03,948 N
9th year e 2,06,738
,10th year . 2,08,949 19,53,464x11= 2,14,87,994
2. District organisation.—
1st year .. 13,497
2n4d year C e 14,039
3rd year e 14,682 .
4th year .. 15,1256 -
8th year . 15,668 72,911 x 216=1,57,48,776. -
6th year ‘.. 16,382 .
7th year — 16,934
8th year .. 17,486 - '
9th year - .. 18,037
10th year .o 18,689 1,80,338x 218= - 3,46,33,008
-
3. Purchase of Drugs.—
1st year T 4,000 )
2nd year .e 4,000
3rd year .. 4,000
4th year . - -6,000
bth year . 8,000 286,000« 216=56,16,000. -
Bth year . 10,400 -
7th year .. 12,800 -
Bth year . 15,288 - —
9th year .e 18, .0
10tk year - 21,600 1,04,400 x 216= - - 2,25,50,400

- ¢

Total on .. 8,18,564,110 - 7,86,71,402




311

i -

Promncial Venereal linqce; organisation and sis expendifure.
Bravy:— | . - o . N - .

1
H
i
T

i i Ne.* Scale of pay-

. . i

[3 -

Provincial Organisation.—~ - i L -
Officer in charge .. .. <. ~ s. _ I Rs. 600—40—1,000.
Assistant Officor in charge .. .- o 2_ Rs. B00—30—800.
Propaganda officer . .. . 1 Rs. 350—25—500."

Sooial workers superviser. . v .07 1. Ra. 25026500,

Propaganda workers ,s - . . 8 Rs. 100—5-150. '
© LClerks .- . . - . 3 Rs. 100—5-—200.
Accountant e o T . 1 Ra 150—5—250.
_. Stenographers n T e es . se .. 2 Rs 100~ 5—200.
_ Iuferior servante .. e 5 s ) " 2, Rsl 26—2—85.
- ; .

<

2. District elinic erganisation.— -~ = T
Medical officer .. .- P

1
Booial worker . ~ e as " 1
Clerk . T . .- .- 1
Joferior sgeyant ' .. . .. . .. | S
Bwecper . - .. D T 1

i. Provisim for
Jpurchase of drugs.—



VexereaL Diseagss—contd,
Provincial Organisation (further details),

;
) g 3,

Number. 1lst year. 2nd year. 3rd year. 4thyear b5thyear. 6thyear. 7thyear. 8thyear. Othyesr. 10th year,

Rs, Rs. Rs. Ra. Res. Ra, Ra. Ra. Re. Ra,

Officer Incharge T 1 7,200 7,680 . 8,160 8,640 9,120 9,600 10,080 10,560 11,040 11,520
@Ra. 600-40-—1,000,

Assistant Officer in-oharge ' 2 12,000 12,720 13,440 14,160 14,880 16,600 16,320 17,040 17,760 18,480
@Ra. 500—30—800,

Propaganda Officer . 1 4,200 4,600 4,800 5,100 5,400 5,700 6,000 6,300 6,600 6,000
@ Rs. 350~-25—500, ,

Social Worker Sapervisor 1 3,000 3,300 3,600 3,900 4,200 4,600 4,800 5,100 5,100 5,700
@ Ra. 250—26—500, ' '

Propagands Workera ., $ 9,600 ‘10,080 10,560 11,040 11,520 12,000 12,480 12,960 13,440 13,920

Ra, 1005150,

Clerks .. . e 8 3,600 3,780 3,060 4,140 4,320° 4,500 4,680 4,860 8,040 8,220
@ Rs. 100—5—200,

Accountant .. . 1 1,800 1,860 1,920 1,980 2,040 2,100 2,180 2,220 2,280 2,340
@ Rs, 150~ 5250,

Stenographers .. - .. 2 2,400 2,620 2,640 2,760 2,880 3,000 3,120 3,240 3,360 3,480
@ Rs. 1005200,

Inferior servants o 2 600 648 696 44 792 840 888 936 084 1,082
@ Ba. 26205, .

Prﬁpaganda and publicity 1,20,000 1,20,000 1,20,000 1,20,000 1,20,000 1,20,000 1,20,000 1,20,000 1,20,000 1,20,000

s, 10,000 p.m. ° N

Travelling all(l))wanoe . \ 3,000 3,000 3,000 3,000 3,000 4,000 3,000 8,000 3,000 3,000

Contingencies .. .o 3,000 3,000 3,000 3,000 * 3,000 3,000 3,000 8,000 3,000 3,000

Pension & leave charges .. 10,206 10,819 11,306 1,809 12,314 13,268 13,7890 14,532 . 14,834 15357

\ Total Ra. a 1,80,696 1,835,808 187,081 1,080,273 1,893,466 '1,97,108 2,00817 2,03,948 2,06,738 2,09,049

TP ——— Ay T - . £ ¥ e

zie



Veszrear Dsgasgs—conid.
Disirict Ol (further detal).

e

’

Number, lstyear. 2nd yeaf, Brd yoar, 4thyeat, 5th year. 6th year, 7thyear. Sth year. 'Othyear. 10th year.

Rs, Rs. R, Ra. Rs, Rs. ' Rs. Rs, Ra. Ra.
\ ! v N

Medical Officer .+ " 1 3,000 3,300 3,600 3,900 4,200 “ 4,500 4,800 8,100 5,400 5,700
@ Rs, 26025500, s 5,

Social Worker . 1 14,500 1,580 1,820 1,680 1740 1800 1,80  1,0% 1,980 2,140
@ Re. 1256150, - X
o] - . 1 1,200 1,260 1,320, 1,380 1,440 1,600 1,660 _ 1,820 1,680 1,740

@ Rs. 1005200, ' . :

Interior servant of I | 800 324 848 ™ 372 3068 420 44 468 492 518
@ Ra, 25==2-~85. / o '

Bweeper »e . 1 300 312 324 836 348 360 372 . 384 396 408 |
@ R, 25~~1-35, ! .

Contingencies .. . 8,000 6,000 6,000 6,000 6,000 6,000 6,000 6,000 6,000 _ 6,000
@ Rs. 6,000 o year. ) . )

Pension & leave salary char- -

ges - . P 1,107 1,283 1,370 1,457 1,544 1,802 1,808 - 1,003 2,089 2,185
t .y
Total Rs. .. 13,407 14,030 . 14,582 15,125 15,668 16,382 16,08¢ |, 17,485 - 18,087 18,680

Lo 4

or
'

x4

4 34
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Estimate of expenditure on Leprosy organisations.
' LEPROSY (CuNTRE).

Central Leprosy Institute, 1st five years.  Ist ten years.
Rs. Rs. -~
Non.recurring expenditure Les . s 5,00,000 5,00,000
Recurring : i . . :
Maintenance @ 3 p.c. per year on the above non.
recurring cost . .. . P 30,000 1,05,000
*Annual  recurring ocost including salaries of
staff, ote. .. .. .. .e N 4,30,386 9,39,462
Total (Recurring) .- 4,60,386 10,44,462
*Annuasl recurring cost from year to year : i
' - M i 1st 5 years. 1st ten years.
. Res. 8. - Rs.
28t year .. . A ia .. 79,782
2nd year .. .. .- .. 82,930
3rd year .. .. .. . 86,077,
4th year . .- - - 89,223
&th year .. .. .- . 92,372 4,30,386 -
@th year .. .. .. .. - 95,520
7th year .. .. e - .- 98,663
8th year .. .- .. . 1,01,815 . L —-—
QBth year .. .- .- e 1,04,963 .
40th year .. . .- .. 1,08,110 9,39,462




* Salaries of Staff of the Oentral Laprosy Inshiuls (further details),

'
s S

oy ]

Yot year. 20d year. 8rd year. 4th year. G&thyear. Oth year. 7th year. $th year. 9th year. 10th year.
R  BRs  Rs  Rw  Ree R Re.  Bs,  Rs  'Ba

L}

Chief ..

. D3
1 vy L

T

16,800 17,400 18,000

15,000 15600 16,200 18,600 19,200 19,800 20,400
@ 1,250--50—1,750, - fo
Scnior Aspistants.2  ,, 19,200 20,060 21,120 22,080 23,040 24,000 24,960 25920 26,880 27,840
@ Re. 800—40--1,200 . . ) ) '
Junior Assistants 2 .. 14400 © 15)20 15840, 14,560. 17,280 . 18,000 18,720 19,440 20,160 20,880
@ Rs. 600—-30—900 ' . - ‘ '
Socisl worker .. 1 ., 4,600 4,800 5,100 . * F,400 , 5,700 6,000 6,300 | 6,600 '6'900\ TR0
@ Rs. 37525150, : - . _
Other staff including minis. , : o \
terial staff and including o ‘
sontigencies @ Rs.15,000 - -
POC year, .. . 15,000 - ‘15,000 15000 - 15000 -15000 15,000 15000 15000 15000 15,000
Ponsion & leave anlary - - . | - ’ . :
charges v ey 11,682 12,250 + 12,817 . 13,385 18,062 14,620 15,088  ~15,655 16,228 16,790
> - O " ‘ ‘ D
- DN - - T, e . ]
) Total Re. . 79,782 - |82,93Q 86,077 89,225 92,3712 95,520 , 98,668 1,01,815 1,04,903 1,08,110

L

aig

-
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Leprosy (contd.)
Province :

Non.recurring. - 1st five years. 1st ten yeara~

Ra. Ras.
1. Increasing the existing bed provision by 14,000 beds .
for institutional treatment, in the first five years @
Rs. 1,000 per bed per year e v e . 1,40,00,000 -
Adding a symilar provision during the second five B i
years .. s e .s . .e . : 2,80,00,000
) Total (non-recurring) aa 1,40,00,000 2,80,00,000

. ~ +

(N.B.—Working details are given below, item by item.) ‘
II. Recurring.

.

Maintenance @ 3 p.o. per yearon the above non-
recurring expenditure, assuming thesame annual
increase in the number of beda . .. 8,40,000 37,80,000

(b) Annualrecurring costfor mamtaining from year
to year the above-mentioned beds@ Ras.4C0 per
bed per year .. .e’ .. . 1,68,00,000 - 6,16,00,000
{c¢) Cost of Provincial Leprosy Organisation, after
reduction of the total by one-third, to conform
more correctly to differing provincial requiremedts. 24,984,648

56,79,9206
(d) Propaganda and Publieity @ Rs. 5,000 per .
province per year . te e e 2,75,000 5,650,000
{¢) Financial help to voluntary organisations @
Rs. 125 per bed per year, for 10,000 beds dming
the first five years .- .. .e 62,50,000 .
Adding a similar provision during the second -
five years .. . . .- . 1,87,560,000
{f) Development of Group Isolation Colonies @
Ras. 3 lakhs per year N .. .- 15,00,000 30,00,000
- Total (recurring) .o 2,81,59,646 9,32,59,926

{a) Itisassumed that the increase of 14,000 beds is affected evenly over the first five

years, or 2,800 bedsareadded every year. A similarannual provision willbeadded during.
the second five-year period also. - :

MAINTRNARCE @ 3 p.o. 15‘. [N

1st five years. lst ten yoare.
18t year's capital expenditure Rs. 28,00,000 .. . 3,36,000 7,566,000
2nd year’s oapital expenditure Rs. 28,00,000 .. . 2,562,000 8,72,000
3rd year’s capital expenditure Rs. 28,00,000 .. . 1,68,000 5,88,000
4ih year’s capital expenditure Rs. 28,00,000

.. .. 84,000 5,04,000

&th year’s capital expenditure Ras. 28,060,000 .. Ca - 4,20,000
8,40,000

6th year’s capital expenditure Ra.28,00,000 .. . . 3,36,000

7th year’s capital expenditure Rs. 28,00,000 .. . - 2,62,000

8th year’s capital expenditure Rs. 28,00,000 .. . .. ) 1,688,000

Bth year’s capital expenditure Rs. 28,00,000 .. L - 84,000

10th yeax’s oapital expenditure Rs. 28,00,000

-
——————

37,80,000



@)

1st year

New beds.

2,800

“2nd year 2,800

3rd year
4th year
&th year

6th year
7th year
8th year
9th year

2,800
2,800-
2,800 -

2,800
2,800
2,800 ,
2,800

10th year 2,800

.o
.
am
*e

-

e
.-
e
vk
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Leprosy (contd).
Total beds. Total
-t maintenance,

) - Rs.
. 2,800 11,20,000
. 5,600 22,40,000
.n 8,400 33,60,000
e 11,200 44 80,000 Ra.
wa 14,000 56,00,000" 1,68,00,000
.. 16,800 67,20,000
.. 19,600 . 78,40,000

- e 22,400 ! 89,60,000
. 25,200 1,00,80,000 Bs. .
s 28,000 1,12,00,000  8,16,00,000

i

i =

{¢) Detailsof annual expenditure on Provincial Lepros y Organisations.
(Ploase see next page alsc). -

10th year ..

.
.w
(S

-»

70,764
73,975

~ .

77,644
80,871
84,320
87,328
90,657

4
{d) 5,000 x 11 X 5= 2,75,000 1st five years. 3

1at ten years 2,75,000 4 2,75,000=
{e} st five years == 10,000 X 125 X § =
2nd five years = 20,000 x 125 X 5 = 1,25,00,0t0 ’

Total ten years -~ 1,25,00,0004 62,50,000 =

, &) Ist five years ...

Ten years

" 3,00,000 x 5 = 15,00,000

3,40,179x11x2 * ==24,94 640
A S T
7,60,899 x 1Ix% _ - 55,79,926
3 . z
. < 5,560,000
62,50,000 , .
. ,1,87,60,000.
! 30,00,000

=~ - 15,00,000 4+ 15,00,000 =




Leprosy (m;d.) (Further detadls,
(Provincial Organisation).

T— " ——

Number. Ist year. 20d year. 3rd year. 4th year. 5thyear. 6th year. 7thyear. 8th year. Othyear. 10th year,

Rs, R, Bs, Rs. Rs. Ras, . Rs. Rs. Re. ** Ra
) | '

Officer in obarge 1 7,200 7,680 8,160 8,640 9,120 9,600 10,080 10,660 11.040 11,620
@ R, 600—40—1,000.

Assistant Officer in ohargo 2 12,000 12,700 13,440 14,180 14,880 15,600 186,320 17,040 17,760 18,480
@ Rs, 500—~30-—800, | < ! L

Propagands Officer .. ] 420 4500 4,80 510 5406 570 6,000 6300 6,600. 6,900
@ Res, 360—26—500. . ' :

8oocial Worker Supervisor I ' 3,000 3,300 3,600 3,900 4,200 4,500 . 4,800 5,100 5,400 5,700
@ Rs, 250—26—-500, .

Propagands Workers .. 8 9,800 10,080 10,560 1,04¢ 11,620 12,000 12,480 12,960 13,440 13,920
5 Rs, 100—5—150, . \ o .

Clerks ., ve N 3 3,600 3,780 . 8,960 4,140.. 4,320 4,500 4,680 4,860 5,040 5,220
@ Rs. 100~6—200. ) )

‘ Acoountant .. e 1 1,800 1,860 1,920 1,930 2,040 2,100 2,160 . 2'220; 2,280 2,340

@ Rs. 160--5—250. - .

Stenographers .. . 2 2,400 2,520 2,640 2,760 2,880 3,000 3.120 3,240 3,360 3,480
@ Re. 100—5—200.

Inforior Servants . 2 600 > 848 696 T44 792 ‘840 888 936 984 1,032
@ Rs. 26—2--§8. ) .

Travelling allowance .. 3,000 .- 3,000 3,000 3,000 3,000 | 3,000 8,000 3,000 8,000 3,000 .

Contingencies .. ! 3,000 3,000 3,000 3,000 - 3,000 3,000 3,000 3 000 3,000 3,000

Pension & leave salary eh&rgel ’ 10,206 10 810 11,305 11,809 12,314‘ 13,268 13,789 14 624 14 834 15 367

Total Re. . 62,333 66,668 67,604 . 70,764 73,975 77,644 80,871 84,320 87,328 90,657

sIg
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1st five years.”
Non-recusringt” - )
For one provines .. .. .s ..
For eleven provinees - .o -
- -
Becurring : T .

Maintenance at 3 ‘p.c. per yeur on the nor.recurring
- expenditure ..

> LR ~a=

.« 2w . .

for eleven provinces

Rs. 12,000

12,000 x 11=1,32,000

Ra.

7,920 -~
*Jalaries of staff for one provinoce for five yearas 1,71,610

..

.. 18,87,71C
20

i - . 7’
18,95,630
*Salaries of staff. S,
st five years 1at tew years.
. B " Ra. Ra.
1st year, 31,324 1,71,610¢11=18,87,710 3,81,067x1l==
2nd _ ,, 32,823 . b " .
ard ,, 34,322
4th ,, 35,821
5th ,, 37,320
6th ,, 38,888
th  ,, 40,390
8th ,, 41,801
9th ., 43,393
10th  ,, 44,895
Total reourring—ten yoars .., 41,91,737
27,720
" 42,19,457
Ten years,
No additional capital expenditure.
- » Rs.
Non-recurring .. O we . .. .. 1,32,000
Reourri .. .. .. .. .- .. 81,43,993
£ e 27,720

e -n

ourring
Maintenance .. -,




Semoor, Meproar, Servion.'
(Purther details)

Number, lst year.2nd year, ard yoar.4th year/Gth year. 6th year, 7th year, 8th year. oth year. 10th yeaf.
Rs. 8. Rs.  Rs. Rs. Bs. Rs. Rs.  Ra. Re.

Officer in Charge @ Rs, 600—40—1,000 . 1 7,200 7,680 8,160 8,640 9,120 9,600 10,080 10,560' 11,040 11,520
Assistant officer in Charge @ Rs. 50030800 1 8,000 6,360 6,720 7,080 7440 7,800 -8160 8,620 8,880 9,240
Nurse Supervisor @ Rs. 25025500 .. 1 7 3000 3,300 3,600 3900 4200 4,500 4800 5100° 5400 5,700
Clerk @ Rs. 100—5—200 . 1 1,200 1,260 1,820 1,380 1440 1,500 1,560 1,620 1,680 1,740
Stenographer @ Rs. 1005200, v 1 1,200 1,260 1,320 1,380 1440 1,500 1,660 1,620 1,680 1,740
Inferior sorvant Rs, 26—~2—556 .. . - 1 300 324 « 348 372 396 420 444 468 492 . 5l6
Travelling allowance .. . .. e s 3,500 3,500 3,500 3,500 3,500 3,500 3,500 3,500 3,600 3,500
Contingencies .. ‘e . . e e 3,500 3,500 3,500 3,500 3,500 3,500 3,600 3,500 3,500 3,500
Pension & Leave charges . - e ae 5,424 5,639 5,854 6,069 6,284 6,568 6,786 7,003 7,221 7,439
\
Total Rs, cr e 31,324 32,823 34,322 35,821 37,320 38,888 40,390 4l,§9l 43,393 44,895

S —

02¢
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NUBTION.

2st five years.

HNon-recurring : .
Rs. 55,000 for one Province
For the eloven Provinces . .

Maintenance at 3 p.e. per year

Recurring « )
*Salaries of staff

¥or one province for five years

For eleven provinces

am

3,009,166

7

*Salaries of staff

Ist five years.

Bs.

. st year 39,028-}10,240-4-6,890—56,%58
2nd 40,4994 11,233+4-7,364==>59,096
3rd 41,9693-12,027+7,837==61,833
Ath 43,4104 12,8203-8,31064,570
Hth 44,9114 13,614 4 8,784=—67,309-

46,695414,656-4-9,416=70,767

48,181 }-15,463 1 0,808=73,542

49,668116,270410,379=76,317 -

51,1544+ 17,077+4 10,861=—79,082

52,641417,884 4 11,3£=8,167

»>
3
e

Sth
7th
8th

»
>
»»
”»

10th

v - - Ra
s 55,000 x11= 8,05,000

36,300

xa .. >

r e
»e

e -e

34,00,826
36,300

:

34,37,126

,1.;t ten éma.
”
Rs,

-

" 3,00,166 x 11
=34,00,826

6,90,751 x 11
“%5,98,261

Becond five years.
, Non-Recurring—Nothing additional :
. ~

Total for ten years—
Non-recurring
Recurri

~ e

-m e

curring
Maintenance

.

6,056,000
75,98,261
1,27,050

T « 71,25,311

»e
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-

E
SHOBT-TERM PROVINOIAL NUTBITION STAXF,

« Further details.

- Name. No. Scale of pay.
Staff :— . - ~ .
Chief Nutrition Officer o~ .- .. 1 Ra. 800—40—1,000
Field 1—
Fiold workers .e .s .. e 3 - Rs. 300—20—500-
Inferior servants .. . . . 3 Rs. 256—2—56
Laboratory -~
Chief Assistant (Chemistry & onehemxstry) .. 1 Rs. 300—20—500
Chemist o . . 1 Rs. 1560—10—250
Laboratory Assistants oy . S 3 Rs. 50—5—100 )
Anims] Attendants .. .- e - 8 Rs. 256—2—55
Inferior servants er L e .- .. 2 Ra. 25—2—55
Office 1— R
Stenographer S .l . 1 Ra. 75—5—150
Typist clerks - .e e e 2 Ra. 60—5—100
Statistician ce . .s .. 1 Rs.150—10—250
Artist .a . .o ae 3 Rs. 100—5—150
Inferior servant: .. .- .. .e 2 Rs. 25—2—855

»

o ———

-



Short-term Provineial Nowarmox Sy,

R , Torther delails. -
Number, 1lat year. 2nd year. 3rd year, 4th year, 5th Ear. Bthyear, 7th year, 8th yea'r. 9th year. 10th year.
. 83, Ras, Rs. Ra. X Ra. Rs, 8, Ra. 8.
/Staﬁ'. ' ' C
Chief Nutrition Officer @ Ra., 600—40-1,000 * 1 7,200 7,680 8160 8,640 9,020 9,600 10,080 10,560 11,040 . 11,520
F ield- - ' ' ¥ ’ | , .
Field workers @ R#. 80020500 -, 3 _ 10800 11,620 12,240 12,960 13,680 14,400 15,120 15840 16,660 17,280
Tnferior servants @ Rs. 26—2—55 " 3 000, 972 1044 1,016 1188 1,260 1,082 1404 1,476 1,548
Recurnn g expendlﬂll‘e on ahemioall, tnvelling end ' M
miscellaneous > o - v . 16,000 16,000 16,000 16,000 16,000 16,000 16,000 16,000 16,000 16,000
Pension &/Leave salary T " ’e - 4128 4,327 4,525 4,724 4,923 5436 5,649 5,864 6,078 6,203

_ TotalRe. .. . 30,028 40400 41960 43,440 44,911 46,60 45,181 49,668 BLI6¢ 62,641

¢
¥

Laboratory, . . . '
Chief Assistant @ Re, 30020500 I | (13,600 | 3,840 4,080, 4,820 4,560 .4,800 . 5,040. 5,280 5520 6,760
Chemist @ Rs. 150—~10=260 .. A | 1,800 1,920 2,040 2,160 . 2,980 2,400 2,520 2,640 2760 2,880
ZLaboratory Assistents @ Bs. 80--8—100 .. " ;8 1,800 1,080 2,160 2,340, 2,520 2700 2,880 3,060 3,240 8,420
Animal sttendants @ Rs. 25285 . ., 3 900 972 1,044 . 1116 - :1,188 1260 1,332 1404 1476 1,548
2 vinferior Servants @ Re, 26266 . + 8 900 972 1,044 1116 1188 1260 1,332 . 1,404 1476 1,648
Pension & leavepslary 0 - w L440 1540 1,659 1,768 L8788 2,236 _ 2,350 2,482 l2,605 2,128
e . - JE SPE | . . v : ; ' '
P : A * N
. Total B&- . e 10,440 11,233 12,027 12,820 . 13,814 14,866 15,463 . 16,270 17,077 17,884
-t r e f [} N ) .

.
o - Lo :

haut v T * >
™ Al i .

-
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' L\Iulu;mo .
(Further delails—contd. )

Number, 1styear, 20d y,ear. 3rd year. 4th year, 5th

6th 7th 8th gth 10th

Vear. . year. year. aat, enr, r,

Rs. Ras. Rs, Ras. Ra, ﬁ Rs. yRs. yRs. - yl?;s.

Office. ! “
Stenographer @ Re. T6elenlB0 0~ wa . 1 900 060 1,020 1,080 L1400 1,200 1,260 1,320 1,380 1,440
Typist clerks @ Re, 60—5—2100 .. . . 2 1440 1560 1,680 1,800 1,920 2,040 2180 - 2,280 2,400 2,520
Btatisticisn @ Be. 150w10--260 o . ‘e . 1 18,00 1,920 2,040 2,160 2,280 2,400 2,620 2,640 2,760 2,880
Artist @ Rs. 100—5—150 * .. . o 1 120 120 1320 1380 1440 1,500 1560 1620 1680 1,740
Inferior Servants @Re. 25355 . . 2 600 648 696 744 792 840 888 936 984 1032
Pension aud Lesvesalary . - . v .. 950 1016 1,088 1146 1212 1436 1510 1588 1657 1,730
' Total Ra. e 6,800 7,364 7,837 8310 8784 90418 9,858 1,0379 10,861 11,342 .
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PROFESSIONAL EDUCATION. - ,
Estimates uf non-recurring expenditure during the first five years. .
’ - Res. Ras.
Professional Education— ' N

- {a)"(s)_Upgrading (9) at Rs. 27- 0 lakhs per co]]ege 2,43,00,000
Conversion (8) at Ra. 77-0 lakhs per col-

lege .. .. 6,16,00,000 -
Creation {7) at Ra. 102 0 lath per col« ~
Iege . . . e 7,14,00,000 15,73,00,0¢
{is) Accommodation for personnel under train- ’
ing ; 24 to each of the 15 primary unite . - ~
attached to s medical college for 24
- colleges .. - - .- 1,08,00,000
(3) Dental Education— -
{i) 2 new colleges at Ra. 25 lakhs per vollege - 50,00,000 R
{i¢) Improving the Lahore College .‘ . . 10,060,006 60,00,000 -

2 B »

{¢) Pharmaceutical Education— T
(§) 50 teaching centres for Lwenﬁmte course

v

at Rs. 10,000 per centre. .. .. . B00000. ,
~  {sf} B colleges for gradua®® course at Rs. - ’ e
25,000 per college .. .. . 1,25,000 6,25,000
(d) Public Health Engineering at Rs. 2 lakhs -+ _ - ' ', T
per centre .. .. i. .- ’ 6,00,000 .
{ ¢} Nursing— v ’
{3) 16 Preliminary centres at Re. 1-25 lakhs : A
per centre .. . .. 20,00,000
(33} 100 Centres for treining of Nurse pupils  3,00,00,000 .
{éés) For iraining 4,000 midwives each year .1,00,00,000 °  £,20,00,000
{f) Improvement to 48 associated hospitals at. o C s
tached to 24 colleges at Rs. 1 lakh pe}: PR
college .- - 48,00,000
{g) Medical Research in CoI}eges st Re. 1 e,
dakh per collega for 24 colleges' . 24,00,000
fh) Hospital Social Workers, .. | - . . .

- 1
Total . , me - 4 & oy 22,45,25,000
. . R
[P
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»

- LA 4
PROFRSSIONAL Enuounou. .

Estimates of non-recurring expemlamre during sécond ﬁve years and
during the first ten years.

' Second five Total tew
years. years.,
Rs. Rs.
Professional Education—
(a) (s Upgmdm {7) at Rs. 270 lakhs per col-
) lege & P 1,89,00,000
Conversion (3) at Rs. 77-0 lakhs per -
college 2,31,00,000 3
Crent:on (9) at Rs.102-0 lakha per
collega ~ .. . .o . 9,18,00,000

13,38,00,000 29,11,60,000¢

————

(#8) Accommodation for personnel under
¢ training 24 {oeachofthe 156 primary units -

attached to a medical college for 19 colleges  85,50,000 1,93,60,008
(5) Vental Education—
Three new colleges at Re. 25 ln.kl.\s per college 75,00,000 1,35,00,000

(e) Pharmaceutical Education— -
" {3) 60 tenching centres for
+ . Licentiates course at Rs, @
Ras. 10,000 per centre .- 8,00,600
. (5%) & oo]leges for graduates
. course at Rs. 25,000 per

col.lege .. .s .. 1,258,000 T 6,25,000
. 12,50,000
{d) Publio Health Engineering——
Two new centres at Rs. 2 lakhseach .. 4,00,000 10,600,000
{¢) Nursing— K
(3) 18 preliminary centres
at Rs. 1-25 lakhs per - -
centre 20,00,000 i
{s3) 100 Centres for | pnpll ¢
nurges .. 3,00,00,000 ’ i
{$#%) For training 4, 000 midwives B
&t Ra. 25,000 for each .. 1,00,00,000 B
—_— 4,20,00,000 8,40,00,008
) 38 Aasoomted hospitals to 19 colleges at one
~lakh per hospital “es 38,00,000 88,00,600
{s) Hedxeal Research in 19 oollegea at R, one
per college ‘e .s 19,00,000 43,060,008
») Honpntsl Social Workers t .. .- S .
. Total = .. 19,85,75,000 42,31,00,000

Oost of accommodation for personnel under training in Pprimary unils altached
to Medical Colleges.

Floor space area.

’ - _Cost per Total cost.
For one ' For 24 sq. ft. -
\ . Ra. Ra.,
250 aq. ft. 6,000 sq. ft. : & 30,000
Onecollege .. . . = Ra, 30,000 x 15 = 4,50,000
1st five years for 24 colleges e ‘e ‘= Ras. 24 X 4,560,000= 1,08,00,000

2nd five years for 19 colleges .. .e = Rs. 19 % 4,60,000= 85,60,000




]
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, ' Paorssstomar EpvoaTion.
Estimates of rwurﬁng expenditure for the. first five years.

o

- - ~ Es. Ras.
1) Professiofial Education— -~ v .
a) Upgrading (9 colleges) at. Rs. 8-25 lakhs ‘ N
8) Upg A
per year per college ~.."®%~ | ¥ ..~ 3,71,25,000
. Conaversion (8 colleges) at Rs. 17 25 lakhs
: per year per college - . .y " 6,90,00,000
Creation {7 colleges) at Rs. 17-25 lakhs . -
per year per college -.. ... s 8,03,75,000 -
- ! J > -16,65,00,000
{%) Dental Education— N p
(+) Two new colleges at Rs. 5 lakhs per .
college per year .. e . 50,00,000
{#s) Improving the Lahore College at Rs. &
lakhs per year .- . P 25,00,000
- A + 75,00,000-
{¢)}) Pharmaceutical Education—
(£) 80 teaching centres for Licentiate vourse = A
at Rs. 6,000 per centre per year .o - 15,00,000
. {is) 6 colleges for graduate coursé at Rs. = -
- 10,000 per college por year e - 2,650,000 .
{s45) Provincial Pharmaceutical Council st _ Tt
Rs. 10,000 per province per year -.. 5,60,000 - - :
. - - - 23,00,000
'{d) Public Health Engineering. 3 training . -
centres at Rs. 50,000 pee year per centre N 3'- - 7,650,609
(e} Provincial Sanitary Boards at Rs. 5,000 per T
year per board (one board for each province) . 2,775,600
{f) Nursing—
S (3) 16 preliminary training centres at . ~
- Rs. 50,000 per centre per year on 40,00,000
- . (#£) -100 centres for training of pupil nurses - DR
at Rs. 1-5 crores per year .. - - -« '7,50,00,000
{ii3) Training of 4,000 midwives each "year ’ ~
‘at Rs. 49 lakhs per year .. ~ 2,45,00,000
(iv) Refresher courses at Rs. 0-45 lakbs per : -
year - - s .. st 2,25,000
{v) Text books af Rs. 0-25 lakh per year 1,25,000 -
- . . — ' 10,38,60,000
{g) Health Assistants ., —e .e ~“31,68,000
(%) Hospital Social Workers e e ) 8,758,420
{$) Foreign scholarships at Rs. 3 Iakh per year - 15,086,000

{j) Improvements to 48 associated hospitals for
the training of internees {24 colleges) at - . -
Rs. 10,000 per hospital per year . . 24,00,000 ;

(k) Five institutions for postgraduate medical
- education at Rs. 50,000 per centre per -

year - - .- - e .. . . 12,860,006
(1) Medical research in colleges (24 colleges) at - . -
Rs. 0-25 Jakh per year per college « .. R ‘ 30,00,000

{m) Scholarships at Rs. l,Ooo-per year per stu-
dent for 50 p e. of the total number of
sdmiss:ons during the firat five years .. * 1,34,40,000
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-
PROFESSIONAL EDUCATION.

Eistimates of recurring expenditure for the second five years and first ten years.

{a) () Upgrading (7 colleges) at Rs. 825 lakhs per
college per year .

(#2) Conversion (3 colleges) at Rs. 17-25 lakhs

per college por year ..

" (#45) Creation {9 colleges) at Rs. 1725 lakhs per
college per year '

. . .

() Dental Education—’ »
Three new colleges at Rs. & lakhs per college
per year .. .. .. .-

(c) Pharmsaceutical Education—
(1} 60 teaching centres for Licentiates course
at Rs. 6,000 per centre per, year

{#1) Five colleges for graduate course at Ra.
10,000 per college per year

{#3¢) Provincial Pharmaceutical Council at Rs.
10,000 per province per yesar .. N

{d) Public Health Engineering—
Two tramning centres at Rs. 50,000 per centre
per year
(e) Provincial Sanitary Boards atRs. 5,000 per
board per year

{f) Nursing—

{3) The remaiming °16 prehimmary trainiig
centres at Rs. 50,000 per eentre per year

(33) 100 centres for traiming pupil nurses at

Rs. 1-5 crores per year for all of them .

{37%) Training of 4,000 midwives at Rs. 49 lakhe

per year .. .. .. .
{sv} Refresher courses at Rs.0-45 lakh per year

(v) Text books at Rs. 0-25 lakh per year ..

.. .= .- -n

(g) Health Assistants .- ce _ en
(k) Hospital social workers
(%) Foreign scholarships at Rs. 3 lakhs per year ..

(7) 88 Associated hospitals for the training of mter-
nees at Rs. 10,000 per year, per hospital .
#

[

(%) Remaining.five institutions for post-gradcate
medical education at Rs. 50,000 per centre per
year -

* (1) Medical research in 19 colleges at Rs. 0-25 lakh
per college per year

{m) Scholarships at Ra. 1,000 per year per student
for 50 p.o. of the total number of admissions

- ve .=

Second five
years.
Rs.

2,88,75,000

2,58,75,000

7,76,25,000

13,23,75,000

. 75,00,000

15,00,000
2,50,000
5,50,000

23,00,000

5,00,000

2,75,000
40,00,000
7,50,00,000
2,45,00,000

2.25,000
1,25,000

10,38,50,000
31,68,000

v

15,00,000

19,00,000

12,50,000

23,75,000

4,98,00,000

First tem
years,
Ra.

29,88,75,000

1,50,00,000

£6,00,000

12,50,000

5,50,0000

20,77,00,000
63,36,600-

30,00,000

£3,00,000

25,00,000
63,75,000

6,32,40,000-
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1{aintenance
at 3 p. ©, per year,
(1) Professional’ Education :— Re -
Zst five years— - - ‘
Total oapital expenditure during the firat five years is .. 22,45,25,000

‘We assume that one fifth of this amount will be spent each year

22,45,25,000 ¥ 3 X 1x 10 ..

Maintenance at 39, per year will be = 1,34,71,500
5§65 x100 x 1

~ 2nd five yma—- .
New oapital expenditure on all the schemes eonnecbed with Pro- -
feasional Eduecation is .e . e e 19,85,75,000
Masintenance on this amount will be caloulated on the same basis
&5 on the capital exponditure during the first five years—
10 x 19,85,75,000 x 3

'1,19,14,500

. ) 1x 6 x 100 . B
Calculation of msintenance on th org tions which had
come into being during the first five years will, however, be -
eajoulated for all the five years at 3 per cent. per annum inthe -
second five year period— -
22,45,25,000 x 3 x § - -
. N == 3,36,78,750
~ 100 x & .
Total maintenance charges for the second five years .. .o 3,36,78,750
- 1,19,14,500
) 4,55,93,250
N . » N , —_—
Meintenance charges for the first ten yenrs .. . .. 4,65,93,250
. 1,34,71,500

&§,80,64,750




First five years: Bzpansion of Medical Colleges.

- Improvement. « Conversiona. New Colleges.
Recurning. Non-ree : Reourring. Non-reourring. Reourring, Non-recumng.ﬁ
(Re. in lakhs)  (Rs. in lakhs) (Rs. inrrlﬁfhs) (Rs. in la,kfsg) (Ra. ian;kghs) (Ra. in lakhs)
Madras .. : o {2 1244.5* 50-44+0% . .- (2)  304-4-50* 2004-4-0*
Bombay .. . e (1) 642-25% 254240 1) 1542-25% 754+2:0¢ (1) 1542-25% 1004-2-0*
Central Provinces . - . () 154225+ 75-42:0% ' NN e
Orissa . . . v . (1)  1542-25* 7542-0* . .

. Benga.l e . P ] 6-42-25* 2542-0* (2) * 304-4-50* 1604-4-0* .- (1) . 1542-25* 1004-2-0*
Bibar .. Y oo D) 6-1-2-25% 254.2-0% (1) 1542.25% 54-2-0* . : .
Umted Provmuuu e (D) 64-2:25% 25+4-2-0% ‘e . (2)  3044-50% 4 20044+0%
Punjab - . e @) 1244500 50+4-0¢ (1) 1542-25% 75+2-0 . -
ind .. . . v {1y 1542.25% T542-0% - . .
Delhi .. <) v 84-2-25% 25 42-0% . ) . ) 13+42-25¢ 100+2-0%

544-20-25 225--18-0 (8y 120418-00 6004-16-0 () 105+15-75 . 700-414-0
! Expenditure, l L ! ,
Recurring. Non- recurnng *Racurring and Non-reourring expendature in connectxon with & Department '
Totala-w] ‘ (Rs. in lakhs) - (Rs. in lakhs) of Proventive & Social Medioine. ¢
Improvement] e, (9)  54420-25 2954-18-0 '
_ Conversion (8) 120418-00 600-+16:0°
" Creation e (7) 1054-15-15 7004140
. 279454 - 16264480
333 1573

N

Tt has bson assumed that the improvement of colleges, so as to admit 120 students each year, will bs completed during vhe first year as well as
the eonversion of schools into colleges an 1 that the newly oreated eolleges will begin to fanetion from the third year. .

X
c

Y
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M&dm! 3} .
Eomba; i
@entrs) Provmoes
Orisss ..«
Bengal ., .
Bihar ..

United Provmoes .-
Punjab .. .
Sin > -

Dethi .. .

¢
b

A

Totalg-
Improvement
Conversion. .,
Creation "

Total (in lakhs)’

' Second five years:—Exzpansion of Medioal Colleges. '

. Improvement. Conversion, - New eollegea.
) Reouﬁring.' Non- te%lmng. ' Re%ming. : Non-mourriﬁ&. ' Reoun'ing Non. reonn-ing.
B, 8, Rs, Ra,
. {in lakhs) (in lalhs) (in Jakhs) ' (in lakhs) {in lu,khag (in lukha)
(2)  124+4:50% B0+4:0* S e . 3) 45+6.75*  30046:0%
n 6+2-25% 254-2-0% v (i) 1564-2-25* igg+2'8'
ve 0 ‘o vy 154+2-25% 2:0*
(1)  642-25% 2542-0* S .t M o+ .
L (1) 842:25% - 2542-0%  (3) 4548-76%  22646.0¢ (1) 15-42.26%  10042:00
) @425t 254206 . - @) 3044500  20044:0%
(1)  &+2-25* 2542:0% i Ve 1)  1542-25% 10043-0%
o Lm0 Lol
(7) 42415-76* 175+14 0*’ (3) 4546-75* 225-1-6:0*% (9) 1354-20.25* 9004-18:0% .
Expend:bure. ' . ° L N
by " et
Recurrin Non- reeumng ! .. ’
(Rs, in lalghs) o (Ba, in lakhs) s
(7) 4241575 1764140 . *Racurring and non recurTing expendxture in connection with & Dep&rtment of
(3) 454675 226+6:0 | Preventivs & Sooial Medjome,
(9) ~ 135420+ hs .00--18-0 »
22244275 13004-38:00
264-76 ' 1338-00



SCHOLARSHIPS.

“Duration of schelarship in thetwo ' Amount payable @ Rs. 1,000 per
Vears, No. of 50 per cent, of periods, year to sach student.
admissions, this number, . A A

1st five years, 2nd five years, " st Bive yeara. 2nd five years. N
¥

" Ba. Re.

18t year . . 2040 . . . . '

20d year .. . 2040 1020 4 yeara 1 year 40,80,000 10,20,000

3rd year . . 3120 1560 3 years 2 years 46,80,000 $1,20,000

4th year . . 3120 1560 2 yoars 3 years 81,20,000 46,80,000

6th year . . 3120 . 1560 1 year 4 yoars 15,860,000 62,40,000

1,34,40,000

Oth year . oo 4200 2100 " 5 years . 1,05,00000 = oy

7thyear .. . 4560 2980 . 4 years _ .- 91,20,000 & -

8thyear .. . 4920 2460 “ 3 years o 73,80,000 o
. Bth year . . 5160 2580 . 2 years . 51,860,000

10th year .. . 5160 280 ¢ ., «  lyear o 25,80,000

37,440 . ‘ » 4,08,00,000

, See footnote on page 330



333

PERSONAL EpUCATION.
. » Health 438‘53#041&8.
18t five years.—

Stipend at the rate of Rs. 20 per month per student for 60 students Esa
= {2 classes in & year)— Rs.
8 % 60 % 20 = 7,200
For two goursea . = 14,400

Miscellaneous expenses in connection
with the field tramingincloding travell- - -
1ag expenses Rs. 1,000 per month 12,0¢0

For 4 Total 26,400
or centres 24 X 26,400 6,36,600 .

For five yeare 5 X 8,36, 600 ,’- ’ . = 31,68,000

-

[

(N

Ll
.

2nd five years— -

31,68,000 1st five years. -
31, 68, 000 2nd five years.

\

63,356,000 Total ten yeara. ot -

- “ - HOBPITAL SOCIAL WORR¥RS.-
1st five years.— - ; ’
Recurri:?g: ’ ’ s

{1) Threc trained workers from abroad, one for each centre, will meamn
Rs. 3 X 52,100 = Ra, 1,56,300 .
{2) Assocmted stafl—
Basm" on the ﬁgm’e in respecﬁ of 300 beds (in Pelpmg)
Ons year = Rs. 87,020 for one year. ' -
For three years, we need only double this amount whic Jwill ibe
Rs. 74,040

Three centres 3" X 74 040 = R-<. 2,22,120

(3} Expenditure on the trmmng of students abroad = Rs. [i2,00,000
Torar = Rs. 578 420
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’ .

MrzpicAaL Rusmiron.

) (Provéfw;s).
N on~recurring Ezxpenditure— -
- - Ra.
- 1at fiveyears .. S e .. s 20.00,U00
2nd five years .: Tee . .e - va 20,00,000
Ist ten years .o .. . P .. 40,00,000

Maintenance charges at 3 p. 6. por year on the above expenditure—
10 X 20,006,000 X 3 -

ist five years. . = 1,20,000
h . Bx 100 .
. 20,00,000 ¥ 3 X &6 20,00,000 % 3 X 10
2nd five years -+ R
- 100 6 x 100 -
_ - = 3,00,000+1,20,000 - ~ -
T = 4,20,000 -
18t ten years .. s .a -+ 4,20,000-41,20,000 = 5,40,000
RECURRING KEXPENDITURE ON MEDIOAL RESEABCH.
- » - ~
(General Provision). .
1s¢ five years at Rs. 10 lakhs per year - 50,00,000
2nd five years . . .. - = 50,060,000
1st ton years . .e e - 1,00,00,000
Health education at Rs. 3 lakhs per year— .
 Five years .. .. .. . .s .« Ra. 15lahhs.-

Ten years . [N .e . .

<. Ra. 30 lakhs,

Special I;roviaxon for industrial bealth services— .
Five years .. . ~ e . «v 7 <. Rs. 75 lakhs.

- Ten years .. . - e .

Re.175 lakhba,

M aintenance charges on capital works in connection with ceriain services

3 mallion unit .o
Msalana .. .e
School health o
“Tuberouloms .. - o
Mental diseases ve
Leprosy, .. .
Numriron . .e

at 3 p. c. per annum.

Ist five yoars.

P

Ist ten- yearas

) ) . Re.

. .o .e 7,03,64,070 23,62,74,432

ve - . ,808 38,028

- 46,200 2,21,100

. . ‘e 7,920 27,720

e . . 14,54,100 63,75,450

. . .. 10,02,600 38,337,000

. . . s 30,000 1,05,000

8,40,000 37,80,G00

.. . . 36,300 - 1,27,050
Total - 7. 37,89,308 28,07,85,780

7’
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. ‘ APPENDIX 56.-
Press Communigue, dated the 18tk October 1943, announcingthe
appointment of the Health Survey and Development Commiites.

In connection with post-war reconstruction.plans the Government
of India have appointed a committee, to be known as the Health Survey
and Development Commuttee, to make a broad survey of the present
position in regard to health conditions and health organisation’in British
India and to make recommendations for future development.

A drive to improve health conditions must necessarily be in the
forefront of any programme directed towards improving the standard of
living in the post-war period. If dissipation. of financial resources and
administrative effort is to be avoided, plans for the improvement of
health organisation must be based on a comprehensive review of the health
problem as a whole which will take account of, and place in their proper,

spectave, all the various factors affecting the health of the community
with which health administration 1s concefned. The Government of India
believe that a broad survey of the whole health field by a central cémmittee
will be of considerable assistance to Governments in preparing their
post-war programmes and that the tie has come when, in spite of the
difficulties arising from war condifions, such a review must be undertaken.

The Committee appointed includes persons with practical experience
of preventive public health work, medical relief, medical and public
bealth education, industrial health conditions and other aspects of the
health problem. The Commnuttee will have powerto appoint sub-
commuttees to make preliminary inquirses into particular aspects of the
problem. The procedure of the Committee will necessarily have to be
adapted to war conditions and it will not be possible for the Committee as
a whole to make tours of inquiry but 16 will be open to the Committee to
have local inquiries made by small groups or sub-committees when suc
inquiries are essential for the adequate discharge of their task. ’

. - The composition of the Committee will be as follows :— :
Chairman—Sir Joseph Bhore, K. C.8. I, K. C.I. K, C. B. E.
Meémbers— ‘ .

1. Rai Bahadur Dr. A, C, Banerjea, C. L. E., M.B. B.S. (AlL), D.P.H..
Director of Public Health, U.P. -

2. K.B.Dr. Abdul Hamid Butt, M.B.B.S. (Pb.) D.P.H, (London),
D.TM. & H. (Eng.), Director of Public Health, Punjab. X

3. Dr.R.B.Chandrachud, M.B.B.S., F.R.C.S., Chief Medical Officer,
Baroda State.

- 4.  L&.Col. E. Cotter, C.LE., M.B.,, Ch. B,, D.P.H., IL.M.S., Public
Health Commissioner with the Government of India.

5. Dr.D.J.R.Dadabhoy, M.D., M.R.C.P. (Lond.), ex-President of the
All-India Association of Medical Women, Bombay. .
. 6. Dr. J. B. Grant, B.A., M.D.,, M.P.H., International Health
Duivision of the Rockefeller Foundation, Director, All-India Institute of
Hygiene and Public Health, Calcutta.
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7. Dr. Mohammad Abdul Hameed, M. D., M.R.C.P., Member of the
Medical Council of India, Professor of Pathology, Lucknow University.

8. Col.J. B. Hance, C.IE.,, 0.B.E.,, M.D., B. Ch. (Cam.), MR CS,,
F.R.C.8.(Edin.), Director Genera.l India Medical Service.

9. 8ir Henry Holland, C.IE., M.B., Ch. B, F.R.CS. (E.), CMS~
Hospital, Quetta.

10. Sir Frederick James, 0 B.E., M L.A., Member, Central Advisory
Board of Health.

11; N. M. Joshi, Esq., M.L.A.

12. - Dr. ' H. M. Lazarus, F.R.C.S. (Edin.), C.M.O., Women’s Medical
Service.

13. Pandrb L. K. Maitra, M L.A., Member, Central Advisory Boa.rd
of Health.

14. Diwan Ba,ha,dur Dr. A. Lakshmanaswami Mudaliar, B.A., M.D.
F.C.0.G., Vice-Chancellor, University of Madras, Member of the Medical
Council of India.

15. Dr.U.B. Narayanrao, L.C.P. S (Bomb.), Medical Pra,ctﬂ,loner:
Bombay, President, All-India Medical Licentiates Association.

16. Dr. Vishwa Nath, M.A., M.D., D.P.H., D.T.M. & H., FR.C.P,,
Member of the Medical Council of India, Medical Practitioner, kahore.

17. Maj.-Gen. W. C. Paton, M.C., M.A., M.B., Ch. B. (Edin.}), F.R.
C.8. (Edin.), Surgeon General, Bengal.

18. B. Shiva Rao, Esq.

19. Dr. B. C. Roy, M.R.C.P., F.R.C.8,, President of the Medical
Council of India.

20. The Hon’ble Pandit P.N. Sapru, Member Council of State,
Member, Central Advisory Board of Health.

21. Lt.-Col. B. Z. Shah, M.R.C.S., L.R.C.P,, IMS (Retd.), Super
intendent, Mental Hospital, Poona., formerly D:Iector of Medical Services:
Sind.

22. Mrs. Shuffi Tyabgl, J.P., K.LH.; Bombay.

23. Dr. Hemandas R. Wadhwam M. B. B S. KIH J.P, Mlmster,
Sind.
Secretary—Rao Bahadur Dr. K.C.K.E. Ra.]a,’L M. & 8.  (Mad.), L.R.C.

P.&8S, L. R F.P.S. (Edin. and Glas.), D.P.H., (Camb.), and D.T.M. & H.
Camb. )
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'APPENDIX 56.

Campogum of Advisory Commitices qf the Heulth Survey and
~ Development Commiltee.

{1) InpustRiaL Hearta ADvisoRY COMMITTEE.

“The Hon’ble Mr. P. N. Sapru. (Chairman). i
Mr. N. M. Joshi. (Vice-Clairman).

Y.t ~General J. B. Hance, _

“Col. E. Cotter. !

Sir]Frederick James,

Dr. B. C. Roy.

Mz. B. Shiva Rao,

Dr. B. A. Amesur. .

Dr. M. Ahmad. (Member-Secretary)s

(2) Mevrcat RELIEF ADVISORY CoMMITTER:
Dr. B. C. Roy. (Chairman). o
SirjHenry Holland (Vice-Chairman),
Lt.-General J.B. Hance.
- Major-General W. C. Paton.
Lt.-Col. B. Z. Shah,
~ Dr. R. B. Chandrachud.
Dr.D.J. R.Dadabhoy.
Pandit L. K. Maitra, iy *
Captian A. Banerji. (Secretary).
(3) MepicaL RESEARCH ADVIsSORY COMMITTEE.
Tit.-General J. B. Hance.~ {Chairman)
Col. E. Cotter.
Dr. W. R. Aykroyd.
Pandit L. K. Maitra.
B+t.-Col. Sir Ram Nath Chopra.
Dr. Vishwa Nath.
Dr. C. G. Pandit.
Dr. V. N. Patwardhan.
Lt.-Col. H. W. Mulligan, (Member Seoretary)

(4) Pro¥EssIONAL EDUCATION ADVISORY COMMITTEE.

Diwan Bahadur Dr. A. L. Mudaliar. (Chairman).
Lt.-Col. L M. Lazarus. ({Vice-Chairman). .
Lt.-Genral J. B. Hance.

Dr. J. B. Grant.
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(4) ProrEssionaL EpucatioN Apvisory CoMMITTEE (contd.)

Dr. Vishwa Nath.

Dr. B. C. Roy.\

Dr. M. A. Hameed.

Dr. U. B. Narayanrao.

Dr. 8. Ramakrishna (Secretary).

(5) PuBrLic HEALTH ADVISORY COMMITTEE.

Col. E. Cotter. (Chairman).
Dr. J. B. Grant. (Vice-Chairman).
Lt.-Col. C: A. Bozman.
Sir Frederick James.
° The Hon’ble Mr. P. N. Sapru.

+Rai Bahadur Dr. A. C. Bénerjea.

" Khan Bahadur Dr. A. H. Batt.
Dr. Hemandas R. Wadhwani.
Mrs. K. Shuffi Tyabii.

" Dr. B. C. Das Gupta.
Mr. B. Shiva Rao.
Dr. K.T. Jungalwalla {Secretary)
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X APPENDIX 57.

.sz of written memorande and reports considered by the H ealth Suwey end
Development Commiitee.

InpusTRIAL HEALTH ADVISORY COMMITTEE. -

1. Replies to the Industrial Health questionnaire by Dr. Donald
Stewart; one of the leading Industrial Medical Officers in England.

' 2. Replies to the . Industrial’ Health questionnaire. by Dr. J. J .
Heagerty, Director of Pubhc Health Serwces, Canada.

Sickness Insurance. '

3. A health service and sickness pay scheme for industrial workerd
in India by Dr. K. C. K. E. Raja and Dr. M. Ahmed. - -

‘ 4. A note on Prof. Adarkar s Slckness Insurance Scheme by Dr M.

Ahmed. -

5. A note on the Administrative Machmery of the Industnal Hea.ltl:
Insurance Scheme by Professof B. P. Adarkar. .

6. Report on health insurance for Industrial Workers by Professox

B. P. Adarkar, M. A (Cantab.) Officeron Speclal duty, Labour Depart~
ment, Governdent of India.

Miscellaneous. ~ _— ' '

7. Extract from a letter from Dr. E. R. A. Merewether M. D,,,
M.R.C.P.F.R.S.E.; Barrister-at-Law, H. M. Senior Medical Inspector of
Factories, to Sir Weldon Darlymple Champneys, Bt., D.M., F.R.C. P
Ministry of Health, Whitehall, London.

8. Scope and nature of welfare work relating to health in mdustry
in India with special reference to Central Government undertakings by.
Mr. R. 8. Nimbkar, Labour Welfare Adviser, Government of India.

9. Note on. Industrial Health by Sir Frederick James (Points taken
“from the Report of the first British Industrial Health Conference, 1943).

- 10. Yuspection note of the factories in Bangal by Su: Frederick James,
-0. B B, MLA, - -

11. Copy of D. O. letter No. F. 1 (e)/9/44, dated the 4th J anua:y,
1944, from Mr. P.P. Pillai, International Labour Officer, Indian Branch,
New Delhi, to Rao Bahadur Dr. K. C. K. E. Raja, Secrotary, Health
Survey & Development Committee, regarding ratification of interna-
tional conventions concluded under the auspices of the League. ,

MebpicaL Rerier Apvisory COMMITTEE.
"~ Drug Addiction.

12. Memorandum on, drug addiction by Dr B “Mukerjee, Dlrecton
Biochemical Standardization Laboratory, Calcutta.

Feldshers Training.

13. A note on * Short * and ¢ Long term ” proposals for medical
relief with special reference to the Russian and Chinese systems by Lb.~

General J. B. Hance, C.I.LE., 0.B.E., K.H.S., L.M.S,, and Lt.-Col. D P.
McDonald, I.M. S

342HSDC 2‘2
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Medical Rslwf tn Rural Areas. -

14. A note on long-term and short-term programme of a 3-million
unit by Dr. B. C. Roy and Dr:'J. B. Grant.

15. American College of Surgeons, Manual of Hospital Standardiza-
tion. History, Development and Progress of Hospital Standardization.

Mental Hygiene.

16. Memorandém on * Mental Hyglene ” by Dr. K. R. Masani,

B '17. Memorandum on *° Prevention of Mental Diseases ™ byDr. K. R.
Masani, Director .and Psychiatrist, Indian Institute of Psychiatry and
Mental Hygiene, Bombay. . <.

18. Summary of Short-terma recommendations made ip the memo-
randum on mental hygiene and the prevention of mental diseases by
Dr. K. R. Masani, Director and Psychiatrist, Indlan Institute of Psychia-
try and Mental Hygiene, Bombay.

18, Memorandum submitted to the Hea]th Survey and Develop-
ment Committee on “* Provision for patients suffering from Mental di-
seases ”’ by Dr. K. R. Masani, Director and Psychiatrist, Indian Institute
of Paychiatry and Mental Hygiene, Bombay. -

20. Memorandum on ‘ Provision Tor Mentally Defective (Mentally
Deficiency) Patients , by Dr. K. R. Masani, Director and Psychiatrist,
Indian Institute of Psychiatry and Mental Hygiene, Bombay.

21. Memorandum on the problems of Prevention and Treatment of -
Mental Disorders by Dr. G. Bose.

22. A brief outline of a scheme of Mental Hygiene Orgdnisation

. by Lieut.-Colonel B. Z. Shah, I.M.S. (Retd.). - ;

23. Memorandum on mental hygiene, prevention of mental diseases

:and provision for mental patients and mental defectives in India by

-Ljeut.-Colonel M. Taylor, 0.B.E., M.D.,D.P.H.,IMS,, Medical Superin-
tendent, European Mental Hosprbal Ranchi.

24. Memorandum on the measures necessary for the prevention and
treatment of mental disorders in India by Dr. M. V. Govindaswamy,
MA., B.Sc., M.B.BS.,, D.P.M,, Superintendent, Mysore Government"

Mental Hospltal Banganre
256. Report by L&.-Col. M. Taylor, O.B E M.D., D.P.H, 1. M.S >

on the tour of mental hospitals in India.
Miscellaneous.

26. Note on the Post-war health policy and on the reconstructlon
of health services in India by Mejor-General J. B. Hance, I.M.8.} Director

General, Indian Medical Service.
27. A Health Service for India—The First Stage by Lient.-Col. C. A.

Bozman, I.M.S., Additional Public Health Comm1ss10ner with the Govern-

ment of India.
28. Memorandum by the Countess of Dufferin’s ¥und Association

regarding the part to be played by the Women's Medical Service in their
post-war plans.

»
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29. Letter from Dr. (Miss) Edith Brown, Principal, Women’s Chris-
tian Medical College, Ludhiana, mentioning the conditions under which
women should be asked to work in the villages.

30. Trends—Medical Relief. 7

31. A National Medical Service (received from the All-India Insti-
tute of Hygiene and Public’Health, Calcutta). ‘

32. A’ National Health Service—The White Paper proposalsin brief:

MEeDIcAL ResgarcH ADvisory COMMITTEE.

33. A note on Medical Researchin India by Lieut.-Colonel 8. 8.
Sokhey, IL.M.S. . y . -

34. The future of Medical Research in India by Dr. V. N. Patwar-
dhan. : - ' . ’ .
35. Three notes on Medical Rescarch by Major-General Sir John
Taylor, C.1.E, D.S.O,ILMS8., ’

* 36. Memorandum on Medieal Research in India by Bt.-Colonel

“Sir Ram Nath Chopra, C.LE., L.M.B. (Retd.). ‘. -

37. Memorandum on Medical Research in India by Dr. B. M. Daas
Glupta.
38. Memorandum on Medical Research in India by Dr. V. R. Khanol-
kar. N

39. A note on Medical Research in India by Dr. C. G. Pandit.

2. Note on Medical Research in India by Dr. G. Sankaran.

41. All-Indis Policy and Initial Steps for Medical Research in rela-
tion to industry by Dr. J. B. Grant.

42. Notes of discussion by General Hance and Dr. €. G. Pandit
with Dean C. J. Mackenzie, President, National Research Council, Canada.

ORGANISATION SuB-COMMITIRE. T

43. Suggestions for the formmtion of Ministries of Health at the Centre
and in the Provinces by Drs. K. C. K. E. Raja and John B. Grant.

44. A note on (1) methods of improving local health administration
and (2) the functions of the proposed district health organisation by Dr.
K. C. K. E. Raja. *

45. Action taken in the province of Madras to confrol local bodies
in order to increase the efficiency of their administration in general and
with special reference to their health functions by Dr. K C. K. E. Raja.

46. A note detailing certain proposals under consideration by the
Sind Government improving the health administration of local bodies
by Dr. H. R. Wadhwani._ .

47. A note on the distribution of health functions between Depart-
ments of the Government of Inaia (from the Department of Education
Health and Lands of the Governmenblof India). 22:;



342

ProOFESSIONAL EDUCATION ADVISORY COMMITTEE.

Baste Doctor.

48. A memorandum on the training of Basic Doctor in India by
Dr. Vishwa Nath. -

49. Some suggestions regarding the * Basic curriculum for the Basio
Doctor > of the future by Major General J. B. Hance, C.I.LE, O.B.E.,
Y.H.S,, LMS.

50. Note on Dr. Vishwa Nath’s memorandum by Prof. M. A. Siddiqui,
Medical College, Lahore. .

51. Note on * Basic medical qualification ** by Dr. B. B. Yodh.

52. Memorandum on the training of ** Basic Doctor ** and some prob-
lems pertaining to medica) education by Dr. A. L. Mudaliar.

53. Note on the teaching of physics in a medical college by G.
Sankaran. .

54. A further note on medical education in India by Lieut.-Col.
M. McRobert, T.M.S. e

53. Note on the eompression of the course in medical education by
Capt. M. G. Kini. . .

56. A scheme for medical education proposed by Dr. V. R. Khanol-
kar, ete. : .

57. A note embedying the recomrmendations of the sub-committee
-ilealing with the curriculum for the training of the basic doctor on under-
graduate teaching in preventive medicine and public health by Dr. J. B.
Grant and Dr. K. C. K. E. Raja. - g

5&. “ Children’s diseases” syllabus of studying by Dr. G. Coelho,
MLR.C.P., Physician, B. J. Hospital for Children, Bombay,

59. The position of Physiolegy in the basic medical curriculum by
Lt.-Col. S, L. Bhatia, I.MLS. )

60. Note on the syllabus for training in ear, nose and throat by
Dr. C. A. Amesur, M.S. (Lond.), DL.O. (Eng.), Bombay. -

. 61. Sumunarized note on an adequate minimum of instruction in
Psychiatry in the undergraduate medical curriculum submitted by
Dr. K. R. Masani. - )

62. Suggested syllabus for medical education by the members of
the curriculum committee from Bombay.

Dental Education. . )

63. Memorardum on Dental Education and provision of Dental
Services in India, submitted by the Dental Sub-committee consisting
of Dr. C. D. Marshall Day, Dr. R. Ahmad and Dr. V. M. Desai.

64, Supplementary memorandum submitted by the Sub-committee on
Pental Education consisting of Dr. C. D. Narshall Day ard Dr. V., M. Desai-

63. Note on Dental Hygienists by Dr. R. Ahmad, Principal, The «
Calcutta Dental College and Hospital, Calcutta. L

66. Memorandum on Dental Education and Progress in India by
Dr. R. Ahmad, Principal, The Calcutta Dental College and Hospital,
Calcutta. ~
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.~ 67. Memorandum on the development of Dental Education in India
by Dr. V. M. Desai, D.D.S, FI.CD, Dean, the Nair Hospxta.l Dental
College, Bombay.

68. Memorandum regarding the urgens need for the extension and
Jmprovement of dental education in India and the provision of adequate
facilities for dental service by Dr. C. D. Marshall Day, Ph.D., D.M.D.,
M.S.,BDS. F. I.C D., Dean of the Faculty of Dentistry, Pun]ab Umver-
sity, La,hore.

Medium of Instruction.

69. Medium of instructions in medical schools. and colleges in Indiﬁ
by Dr. M. Abdul Hamid. . ”
. 70. A note on the medium of instruction in medical schools and eol-
leges by the Principal, Osmania College, Hyderabad.

Nursing. .

71. Proceedings of a conference of representatives of nursing pro-
fession in India held in New Delhi on 28th, 29t;h Februazy and 1st March,
1944. N

72. K note on tﬁe posxtlon of nursing conditions in India by Mss EE.

Hutch_mgs Miss A. Wilkinson and Miss M. Craig.

*  73. A note by the Sub-committee consisting of Miss E. E. Hu‘rchmgs,,
Miss A. Wilkinson and Miss M. Craig on the cost of implementing certain
recommendations madé in their note on the position of nursing conditicns.
in India. .

74. A note on the training of midwives at the Government }Iospxtal
for women and children, Madras, by Lieut.-Colonel . M. Laz-rus.

75. Suggested syllabus for .a course in institutional and domieiliary
midwifery for those students who are not taking the full general nUrsIng
course of thres years by Miss Hutchings, Miss. Wilkinson and Mzss M
Craig.’
© 76. Notes by Miss Hutchings, Miss Craxg and Miss Wilkinson on tbe
proposed budget for the first year of the short-term programme and for _
the long-term programme.

Pathology.
77. Note on the facilities av.ulable in India for the training of. Patho-
logists by Dr. V. R. Khanolkar, .

Pharmacy. )

78. Memorandum on ** /Pharmaceutlcal Education > by Dr. B.
Mukerji, M.D., D.Se., F.N.I., FAPLS.,, Offg. Director, Bichemical
Standardization La.bora.tory, Calcutta.

79. Memorandum on the training needed for the profession of phar-
macy in India by J. C. David, M.B., Ph.D.

80. Pharmacy Training in Indla. by Dr. Khem Singh Greval

» 81. Letter dated 30th December, 1943, from Prof. N. K. Basu,
Department of Pharmacy, Benares Hindu Umversmy, Benares.
82. Suggested syllabus for the degree course in Pharmacy (B. Pharm.)
by Dr. B. Mukerji.
83. Suggested syllabus for the diploma course in Pharmacy by Dr.
B. Mukerji.
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i 84. Proposed composition of the Central Pharmaceutical Council
(on the lines of the Indian Medical Council) by Dr. B. Mukerji.
85. Joint Memorandum on Pharmaceutical Education submitted

by Dr. B. Mukerji, M. D., D.Sc., F.N. L, Director, on—chenncal Standardi-
gation Laboratory, Caleutta.

Post-graduate Training.

86. A note on Post-Graduate Medical Educatmn by Dr A.L. Muda-
Liar, M\.D., F.R.C.0.G., F.AACS.

87. Graduate and Post-graduate Medmal Education.

Registration.

88. Note by Dewan Bahadur Dr. A. L. Mudaliar regarding medxeal
registration on an All-India basis.

Hospital Social Workers.

89. Training of hospital social workers (Almoners).

90. Training of hospital social workers and demonstration in a Bom-~
bay Hospital by Dr. J. M. Kumarappa.

91. Note on Hospital Social Workers by Dr. J. B. Grant, C.B.E.,
" Director, All-India Institute of Hygiene and Public Health, Calcutta.

92. A note on adequate training for medical social work by Dr. K. R.
Masani, Director, Child Guidance Clinic of the SirD.J. Tata Gradua‘oo
School of Social Work, Bombay.

Teaching in Pediatrics.

93. A note on Undergraduate tea.chmg in Pediatrics by Dr. J. M.
Orkney, W.M.S., Professor of Maternity and Child Welfare, All-India
Institute of Hygiene and Public Health, Calcutta.

94. A note on Post-graduate teaching in pediatrics by Dr. J. M-
Orkney, W.M.S., Professor of Maternity & Child Welfare, All-India
Institute of Hygiene and Public Health, Calcutta.

T

echnicians.
95. Proposals for the future training of the Laboratory Asgistants and
Radiographers by Dr. Mohd. Abdul Hameed, M.D., M.R.C.P, (Lond.),
Professor of Pathology, King George’s Medical College Lucknow.
96. A further note on the training Of laboratory technicians by
Dr. M.A., Hameed, M.D., M.R.C.P. (Lond.), Professor «f Pathology,
King George s Medical College, Lacknow.
97. Training of Medical Technologists (received from the All-Indi
Institute of Hygiene and Public Health, Calcutta.

98. Trends—Ancillary Medical Personnel.

Training of Internees.
99. The minimum conditions to be fulfilled by a hospital approved
for training internees by Dr. V. R. Khanolkar, Tata Memorial Hospital,

Bombay.
Migcellaneous. o
100. Trends—Medical Education,

101. Administrative organisation of -univers'ty medxcal education. in
India. .
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7102. Report of the Syndicate Committes (Bombay) conmstmg of 8ir
Jamshed N. Duggan, Lt.-Col., A. 8, Erulkar, etc., on medical education and.
revision of medical curriculum.

103. Standard Equipment for Medical Colleges.

104. A note on the Indigenous Systems of medicine and Homeopathy
by Dr. K. C. K. E. Raja.

105. Indigenous Medicine—Japan and China by Dr. John B. Grant,
M.D., C.B.E.

106. A note indicating the numbers of medical men required to be
trained and the cost.of training in a thirty-year programme for providing
-one physxclan to 1,500 of the population in India.

f Purric HeaLtH Apvisory COMMITTEE.
Drainage and Refuse Disposal. ;

- 107. Memorandum on Drainage and Refuse Dlsposal by Dr G).Ibett
J. Fowler.
i 108. Memorandum on dramage and sullage or sewage dlsposal by
Mr. D. A. Howell, O.B.E.,, M. Inst. CEM.I. Mech. E, Supenntendmg
Engineer, Public Health C)rcle, Lahore.

109. A note on the existing legal provisions rela.tung to drainage.

conservancy and, refuse disposal by Dr. K. C. K. E. Ra}a.

Food Adultration. ‘
- 110. Note on the United States Federal Food, Drug and Cosmehc
Act and the Federal Trade Commission Act, 1938.

111. A comparison of the main provisions of the food adulteratxon
Acts in British India, the U.S.A. and England .

Health Education.

112. A note on Health Educa.tmn and Publicity by Rai Bahadur Dr.
Harnath Singh, Assistant Director of Public Health, Pun]ab .

Housing & Town Planning.

113. Memorandum on ° Town Pla.nnmg by U. Aylmer Coates,
B. Arch., F.R.LB.A., M.T.P.1., Provin¢ial Town Planner to Government of
Punjab. -

114. Memorandum on town planning and housing by O. R. Koenigs-
berger, Dr. Engr., Government Architect and Secretary Mysore Town
Planning Committee.

115. Memorandum on town and country planning presented to the
Health Survey & Development Committee appointed by the Government
of India by Mr. B. R. Kagal.

116. A note on housing for the working classes in England by Dr.
K. C. K. E. Raja. -

117. National Planning for Town and Country in Great Britain
(Summary of Uthwatt and Scott Committee’s Report, with remarks by
Mr K. Subrahmanyan).

118. Report on town and vﬂlage planning in India by Mr. B. RI

-
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Leprosys

- 119. Leprosy Problem in Sind by Dr. H. R. Wadhwam.
120. A note on the repairiation of leprosy patients by Lt.-Col, E-

Cotter, 1.M. S Public Fealth Commlssmner wn;h the Government of”

'Indla. -

‘Malamz, T . : ' ‘
“  121. Notéon the mvestlga,tmn and control of ma.la,na in Indm by
’.Bmgadler G Covell, I.M.S., Director, Malaria Institute of India, Delhi.

“122. Note on Malaria control in Indiz by Brigadier G. Covell, T.BL.S.»
Director, Malaria Institute of India, Delhi. .7 . -

" 123. The Public Health Aspect of Malaria Control in Indla by Bnga-

dier G. Covell, 1.M.S., Director, Malaria Instltute:,of India, Deﬂn

124. Malaria in Smd by Dr. B. J. Ajwani.

125. Draft Malaria Control Act by Dr. A.C. Baner]ea Dn:ector
of-Public Health, U. P., Lucknow,and Dr. A. H. Butt Director of Pubhc
Health, Punjab, Lahore. B e

Maternity and Child Welfare. ' .
) 12h. Maternity corditions in Sind by Dr. H R. Wadhwani. °

127. Maternal and Child Health Services' by Dr. J. M. Oaney,
Director, Maternity and Child Welfare Bureau, Indian Red Cross
Society, New Delhi. -

128. A scheme for ad efficient matemty a,nd child welfzre organisa-
tion for.a rural centre with a population of 50,000 by Dr. A. H. Butt
with Dr. A, C. Banerjea’s remarks on the scheme.

129. A scheme for an efficient maternity and child welfare organisa—
tion for an urban centre with a population of 50,000 by Dr. B. C. Das
Gupta, Executive Fealth  Officer, Bombay Mumcmakty, Bombay.

130. Legal pOblthn of Yocal authorities with respect to sptading
money on matermty and child -welfare by Dr. K. T. J uugaiwalla

131. Memorandum on maternity and child welfare by Dorocthy
Satui', Lakshmi N. Menon, Gladys, Own John Baranbas and Zohra

Iah.baksh, Membess, Social -Respobsibility Comxmttee, Nationak
Y W. C. A, Lucknow. : '

Nudirition.
* 132, Note on Nutrition by Dr. W. R. Avktoyd
", 133. Public Health and Nutrition by Dr. W. R. Aykroyd.

"134. An outline’ of the problems of agriculture-and nutrition in
India—A note submitted by Sir Pheroze .Khbaregat ard Dr. W. R.
Aykroyd to the United Nations Conference on Food and Agriculture,

135. Report of the eleventh meeting of the Nutrition Advisory
Committee of the Indian Research Fur® Association held in New Delhi
on the 27th and 28th March,

(
e .t
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Pbyswal Education. .
136. Suggestions for the nnprovement of physical education in
schools by 3. Buchanan, Physical Director, Bengal. ‘
T 137, Physical Education and Recreation “for National Health by
P. M. Josepy, Esq., Principal, Government ’].‘ra.mmg Instltute of-
Physical Education, Bombay. .
13%. A memorandum on physical education and national health by
.- D, B, Kothiwala, Senior_Assistant, Trammg Instltute for Physical Eda-
cation, Kandivili, Bombay.
" 139. Noteson the Y. M. C..A. College of Physmal Educatlon,
,Saidapet, Madras, by Dr. KL T. Jungalwalla
140. Notes on the Government-Training Institute for Physical
. Educatmng Kandivili, Bombav, by Dr K T Junga,lwalla

Plague ’ - e - .

“141. The present position of Plague in India by Lt.-Col 8.8
Sokhey, IL.MS

142, A memorandum on . the Ieglslatxve aspects of enforcmg rats
preofing of grain ‘stores by Dr B. C.'Das Gupta., Executlve Health
Oﬁicer, Bomhay’ )

143. A’ note on the plague preventlon measures in the Pun;ab by’
Lt-Col. W. C. H. Forster IMS - - .

Public Health. - ) ’

144. A note on the s’sate of the Pnbhc Health in Bnhsh Indla. by
Dr.-K. C. K. E. Raja. T . i

3

¥

Public Health Engineering. - . e

145. Memorandum on the need for prov:djng specxal faclhtles for
training public health engineers in India 2s sn essential part of the plans
for post-war reconstruction, by Mr. K. Subrahmanyin, Professor of
Sanitary Engineering, —Indxa Institute of Hygxene and Public Health,
" Calcutta. :

146. Amplification of the memorandum on the training of Publm

* Hezlth Engineers” by Prof. K. Subrahmanyan, Calcutta.

-147. Memorandum on the immediate and future numerical require-.
ments of public health engineers, by Prof. K. Subrahmanyan, All-India
Institute of Hygiene & Public Health, Calcutta. =

148. A note on the place of public health engineering in. ad.tmmstm—
,tion, both firhan and rural, by Prof. K. Subrahmanyan, - All-India Insti-
tute of Hygiene & Public Health, Calcutta.

_ - 149. Proposals for including an elementary course in public health
for the degree courses in engineering and the diploma courses for en-
gineering subordinates in engineering colleges. - -

150. A short course of training in public healthengmeenng for

-

engineering supervisors in small municipalities. - .
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Public Health Teaching.

151, Undergraduate teaching in preventive medicine and public
heslth by Dr. John B. Grant, M.D., Director, All-India Institute of
Hygiene and Public Health, Calcutta. '

P 1.52. A-'note on postgraduate teaching in public health by Dr. J. B.
Tan -

Quarantine. .
183. A note on Quarantine by Dr. K. C. K. E. Raja.
Questionnaires—Replies to. ) . '
. 154. Replies by Dr. J. W. Mountin, U. S. Public Health Service,
to the questions on Public Health sent through General Hance.

155. Answers to the guestionnaire on public health by Dr. Winslow,-
till lately Professor of Public Health, Yale University, U.S.A.

156. Replies to the questionnaire on public health by Dr. J. J.
Heagerty, Director of Public Health Services, Canada.
167, Replies to the questionnaire on public health by Charles
Seeley, of the Birmingham Regional Officer of the Ministry of Health,
England.

158. Replies to the questionnaire on public health by Dr. H. 8.
Raper, Dean of the Medical School, Manchester. -

159. Answers to the questionnaire on public health by Dr. B. C.

William, Public Health Department, Oxford.
160. Impressions of General Hance on his discussion with Dr.
Thomas Parran, Surgeon General, United States Public Health Service.
161. Note by General Hance on a discussion with Drs. Phair,
Meghie and Gray of the Ontario Provincial Department of Health, Toronto.
162. Extract from the United States Public Health Service Act.

Sanitary Inspectors

163. Memorandum on the training of sanitary inspectors in India
by Professor K. Subrahmanyan, Calcutta.

164. Facilities for the training of sanitary inspactors in the pro-
vineces and their scales of pay by Dr. K. C. K. E. Raja.
165. A note on the training of * Sanitary Inspectors * by K. C. K. E.
Raja. a

165. A memorandum on the state of public health in India and of
the urgent need for the appointment of specialist sanitation engineers
in the Government of India in the C. P. W. D., Provincial Public W(_)r_ks
Department, Railways, Military Engineering Service and Municipalities
and the Education and Training of Sanitation Engineer. by Captain
Mantle.

School Healih. : '

167. School Health (reccived from the All-India .Institute of
Hygiene). .
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. 168. A note on the question of placing school medical service ynder
the administrative control of the Ministry of Education, verses that
of the Minisiry of Health by Dr. B. C. Das Gupta.
Smallpox.

169. A note on smaHpox by Dr. K. T. Jungalwalla.

170. A further note on smallpox and vacecination by Dr. K. T.
Jungalwalla. ’

Tuberwkssf.

171. Memorandum on Tuberculosis by Dr. P. V. Benjamin, Medical
Superintendent, Unijon Mission Tuberculos:.s Sanatoria, Arogyavram,
South India.

* 172. A note on Tuberculosls by Dr. A C. Ukil.-

Venereal Diseasss
— 173, A note on venereal diseases by. Dr. K.T. Jungalwalla.

174. A Comparative Stndy of Provincial and Indian State " Acts
Relating to Traflic in Womien and Children issued by Assoclatmn for
Moral and Social Hygiene in India.

¥ital Statistics. i
175. A note on Indian Vital Statistics by Dr. K. C. K. E. Rajs.

Water Supply. -

176. Extracts from a memorandum on water supply by Mr. D. A,
Howell, C.1E., 0.B.E., M.Inst., C.E. M.1. Mech. E.

177. Proposals for estabhshmg Central and Provincial Water Boards
for India by Mr. K. Subrahmanyan, Professor of Sanitary Engmeenng,
All-India Institute of Hygiene and Public Health, Calcutta.

178. A further note on Provincial Water Boards by Prof. K.
Subrahmanyan, All-India Institute of Hygiene and Public Health,

icutta.

179. A note on the additional fxmctlons to be dmcharged by the
proposed Central and Provincial Water Boaxds for promotion and con-
trol of drainage projects by Prof. K. Subrahmanyan, All- Indm Insti-
tute of Hygiene and Public Health, Calcutta.

.*  180. Detailed note on the constitution and budget of a Central
Water and Drainage Board by Prof. K. Subrahmanyan, ete. ..

) 181. Note on the establishment of Central and Provincial Water
Boards by Mr. F. D. Tunnicliffe, M.C., Assoc, M. Inst. C.E,, Superintend-
ing Engineer, Public Health Engmeermg Department, Government of
the United Provinces, Lucknow.’

182. Note on the river Jumna, its pollution and the riparian nghts
of the inhabifants living on its banks by Mr. H. G. Trivedi, Superin-
tending Engineer, Public Health Department, United Provmces,
Lucknow.

- 183. Water Pollutxon Research by Dr. Gilbert J.. Fowler, D Sc.,
F R., LF.N.A. )

> -
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Mzscell’cmeous
184. Trends—Pubhc Health,

":  185. Extract from the P.°E, P. report regarding ‘ Medical Research

%nu Genetics and Public Health ? supplied by Lt.-Col. D. P. McDonald
M.S. .

" 186. A note on Karachi Czty by M.r T J. Bho;;wam, MA JP
C]:nef Officer; Karachi Municipal Corporation. ’
« ¢ 187. Public Health Work in the U.S.8.R: by Prof. B. V. Ognev.

. 188, Rational Public Health and Medical Expenditure.. . (Recexve&
from the All-India Institute of Hygiene & Public Health).

189. Post-war health planning for urban areas. (Repnnted froms,
the journal of Indian Madical Association Vol. XII No. 12, September,
1943—Pp. 369—370 supplied by the Counvener, Urban Medical ahd

Public Health Sub-committes of the” Bthgal Branch of the Indian
Medical Association.) -

. " GENERAL PAPEBS.*
Populafion Problem.
* 190. A note on population problem.in India- by Mr. M.-W. M.
“Yeatts, C.LE., I1.C.S. { o
191. Asumma.ry of Mr. M. W. M. Yeatts’ smterwew wﬂ;h the Health
Burvey and Development Committee on 8th April, 1944.

4
192. A note on populatxon problem in Indm and elsewhere * by M_r.
J. P. Brander. )

193." A note on birth control by Dr K: C K. E. Raja.
Miscellaneous

" 194. Note submitted by Dr. A”L. Mudsliar.
195. A memorandum by Sir Abdur Rahim. .
. 196. Memorandum ‘oy Mr. T. Austin, Advrser to H. E the Governor
of Madras.

197. A note by L H Taunton, Esq CILE. I1C. S Adv;sei' to H, E.
the Governor of Bombay “

198. Report of Dr. Sir Mangaldas V. Mehta, Kt., Principal ]&Ie(?uca.l
Officer, Nowrosjee Wadia Maternity Hospxtal Bombay . -

199. Report of” Dr R. N. Cooper Principal Medical Ofﬁcer, B: J.
W. Hospital.

200. A note by Mr. R. Manohar Lall, Y. M. c. A Welfa.re Officer
at Messrs Begg. Sutherland & Co., Litd., at Cawnpore. .

201. A note by Sir Even Jenkms, K.CIE, CSI, I LS., anate
Secretary to the Viceroy.

. 202. A note by the Hon’ble M_lan Abdul Hs.yee Mlmste: for Educa—
txon, Punjab, Lahore.

203. An appreciation of the Econoxmc Problems after the war (from
a pamphlet supphed by Maj.-Genl. J. B. Hance).

204. Medical Cadres in the SOV.‘let Union by Professor B. Ognev,
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505. A note on an adequate Meéhcal lerary Serwce by~ Lt -C‘ol
D. P. McDonald, I. M. 8.
- 206. Note on the formation of a Standar&nsamon Comxmttee by
Lt.-Col. D. P. McDonald, I. M. 8.

-J.W. BHOBE, Chairman.

" R:A. AMESUR.

*A;C. BANERJEA. ~
A.H. BUTT.

RB. CHAN‘DRAC}IU' .
E. COTTER. .
D/J.R. DADABHQY.

" J.B."GRANT. ,

M. A. HAMEED."

-J.B. HANCE.

. JENRY HOLLAND.
F.JAMES.- -~
N.M. JOSHI. -

L.K. MATTRA, — |

" (Miss) H. M. LAZARUS.
A.L MUDALIAR., -
U. B> NARAYANRAO.
'VISHWA NATH.

W. C..PATON. .
" B.C. ROY.
P.N. SAPRU.
B. SHIVA'RAO. _
B.Z. SHAH. ~°
(MRS.) SHUFFI TYABJI.
- H.R. WADHWANL

K.C.K.E. RAJA, Secretary,

New -Delki, 18th December, 1945.
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