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Readers Write

The magazine is very educative and useful to laymen
and the medical profession. I am very much interested
in the branch of Medicine and T am a homoeopath.

G. R. Sethuraman
3/373-C Bunderkar Road
Bombay-400 019

I have to request you to start a permanent column of
“Mental health” in your journal. This will provide infor-
mation regarding mental illness and mental health to
th> gsneral public and medical personnel. This is neces-
sary to remove many misconceptions regarding mental
illness.

Dr Raj Nath Sahay

Psychiatrist,

Bhagalpur Medical College Hospital
Bhagalpur-812 001

We are very much interested with all the articles
that appear in most of the issues of your magazine.
In this regard we wish to subscribe for three years.

Dr J. Tariang

Assistant Director (S.H.E.B.)
Directorate of Health Services,
Addl. Secretariat Building,
Shillong.
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Health Situation In India

DR B. SANKARAN

The. health of the nation has always been a major concern of the Geovernment

and the Planning Commission.
availability, they have accorded high priority in the allocation
care

the various health

programmes

Within the limitations imposed by

resources
of funds for

which benefit the community at large.

IN India, ‘Health’ is more than a
problem. It is a challenge that has
been well-met and is progressively
nearing fulfilment.

When the National Government
took over in 1947, the situation that
confronted was appalling. The in-
fant mortality rate was alarmingly
high and the life expectancy of
Indians was among the lowest in the
world with the epidemics taking a
heavy toll. Unaccounted numbers
of people were suffering from ende-
mic diseases.

Bringing about a speedy improve-
ment in public health was a major
challenge that the national Govern-
ment took up 30 years ago. The
success of the Government’s efforts
in meeting the challenge in the past
30 years can be measured by the re-
markable improvement that has been
brought about in the health of the
nation.

The following are some of the
measurable indications of that re-
markable improvement in the short
span of just 30 years.

1. Life expectancy has shot up
by as much as 20 years.

. Infant mortality rate has been
cut by 40 per cent.

. Death rate has been slashed by
almost one half.
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This improvement in health stan-
dards is the combined result of many
factors.  These include improved
sanitation and water supply, early
detection and treatment of diseases,
better hospital facilities, widespread
adoption of preventive measures,
better diagnostic procedures and in-
creased availability of modern medi-
cine.

Modern medicines have reduced
the need for hospitalization; cure
diseases faster than even before;
and have revolutionized the science
of therapy.

These achievements have been cre-
ditable but they represent only a
fraction of what needs to be done to
give our people a fuller life and our
country a health care system that
measures up to the minimum de-
mands of a welfare State. A great
deal remains to be done even now.

1. The average life expectancy in
India is 52 years now. It is
still very low compared to 70-
80 years in advanced countries.

. Infant mortality in India, des-
pite the recent reduction, is vet
very much higher than in othe=
countries.

. The death rate, in spite of the
successful control of epide-
mics is still very high.

. About half of all recorded
deaths are amongst children
under five from the combined
effects of communicable disea-
ses and under-nourishment
and /or malnutrition.

. More than 25 per cent of all
villages in the country are with-
out safe drinking water.

. The majority of the rural
population which constitute
80 per cent of the total is still
beyond the catchment area o
health facilities. '

. The availability of health faci-
lities in the country is inade-
quate and generally lopsided.

The same is true of basic health
facilities. The number of hospital
beds available at present is only
3,13,800 for a population of over 600
million, a ratio of one bed per 2000
population. The number of doctors
available is about 2,20,000 at the
end of 1976-77 giving a doctor
population ratio of 1: 40,000. The
norms recommended by the Health
Survey and ‘ Planning Committee
(Mudaliar Committee) are one bed
per 1000 population and one doctor
per 2,000-3,500 population. We
have still a long way to go to reach
these norms.

It is true that health is not merely
a matter of medicines, doctors and
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hospitals, the imporl’ance of nourish-
ing food, proper clothing, housing,
sanitation, etc., is obvious. The
Government is no doubt doing its
utmost to solve the problem. But
the problem is far too big to be
handled effectively by any single
agency. It needs the active assistance
and cooperation of everyone concer-
ned with the health of the nation
whether as individual or as insti-
tutions.

Life expectation and mortality rates

One of the most important indica-
tors of health is the expectation of
life at birth. The expectation of life
at birth, which was 32-1 years dur-
ing the decennium 1941-50 increased
to 52.6 years by 1971.

Equally significant is the trend of
birth and death rates. The birth
rate which was 39.0 per 1000«in
1941-50 declined to 38.6 in 1966-70.
It is estimated to have come down
further to around 35.0 during 1971-
75

The death rate fell from 27.4 per
1000 in 1941-50 to 14.0 during 1966-
70 and further to 11.3 during 1971-
75. Control of communicable disea-
ses and expanded medicare facilities
have about this striking reduction in
the death rate over the last two
decades.

No less significant has been the
declining trend of infant mortality.
The rate of infant mortality was as
high as 183 per 1000 live births in
1941-50: it declined steeply to 113
during 1961-70 But there is a long
way to go before infant mortality
trend in India can stand comparison
with the low rates in many advanced
countries.

COMMUNICABLE DISEASES

The Government’s health program-
mes, particularly those relating to
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control of communicable diseases,
have played a major role in raising
the health status of the people of
India. The trends of morbidity
(affliction) and/or mortality caused
by the major communicable diseases
are revealing in this respect.

Cholera on way out

The death rate due to cholera, for
instance, declined from 93 per
100,000 in 1945 to 0.6 in 1970. It is
well on the way to eradication.
Because morbidity and mortality due
to the diseases are being constantly
reduced by the National Cholera
Control Programme with its accent
on preventive and control measures
in the highly endemic areas. The
disease is to be wiped out from the
country through all round improve-
ment of environmental sanitation as
envisaged under the National Water
Supply and Sanitation Programme.

Smallpox eradicated

The mortality rate due to smallpox
was 50 per 100,000 in 1945 only
about 14,000 cases, with nearly
2,400 deaths, were reported in the
entire country during 1971, as
against 84,000 cases and 26,000
deaths in '1967. This remarkable
reduction in both morbidity and
~mortality rates can be mainly attri-
buted to the 173 million primary
vaccinations and 718 million revac-
cinations done up to the end of 1971
by the National Smallpox Eradica-
tion Units established in all the
States by the end of 1962. Since
1975, the incidence of the disease
has further declined and no case has
been reported till then. And Small-
pox has keen eradicated from India.

Deaths due to dysentery and diarr-
hoea have also declined.

A similar trend was noticed about
respiratory diseases, the combined
mortality rate in their case having
come down by nearly one-half—
from 150 per 100,000 in 1945 to 83
in 1960. In particular, pulmonary

tuberculosis—the most widely pre-
valent form of that dreaded disease

—has to be contained under the
National T.B. Control Programme
though the number of infectious

cases—two million out of eight mil-
lion active cases—is yet to be re-
duced to a level at which tubercu-
losis would no longer constitute a
serious public health hazard. As the
incidence of this disease is greatly
influenced by the socio-economic
factors, its more effective control and
ultimate eradication would partly
depend on improvements in living
standards, particularly in respect of
food and nutrition, housing and en-
vironmental sanitation.

Malaria control

Another scourge—malaria-—has,
however, been more effectively con-
trolled since Independence. In 1947,
the morbidity rate of malaria was
more than 20 per cent—representa-
ting 75 million cases—which resul-
ted in 1.6 million deaths due to both
direct and indirect effects of the
disease. This rate was nearly hal-
ved by 1953 to 10.8 per cent. Thanks
to the National Malaria Control Pro-
gramme launched in 1953, the case
morbidity rate declined further to
4.4 per cent over the five years that
followed. Indeed, the control pro-
gramme was so effective that there
were only 0.15 million cases during
1966. Tt has been the biggest single-
factor in the reduction of the death
rate over the last two decades. How-
ever. the recent recrudescence of
malaria again poses a major public
health challenge.

Filaria control

Filaria is an endemic disease next
only to malaria and tuberculosis in
its incidence. As many as 136 mil-
lion people live in the filarious areas
of the country and they are. there-
fore, exnosed to the risk of infec-
tion. There are eight million chro-
nic cases with different manifesta-
tions of the disease and about 12
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HEALTH OF THE NATION—Remarkable improvement has been made in the health of the people in a short span of just 30 years
since independence. Infant mortality rate has been cut by 40 per cent, death rate has been slashed by almost one-half, life expectancy

has shot up by as much as 20 years. But, they represent only a fraction of what needs to be done to give the people a fuller life,

million people have micro-filaria in
their blood. Control of this disease
is a slow, long-term process because
filarial infection has peculiarly com-
plex features. The filaria control
programme aims at reducing trans-
mission of infection and also pre-
vent subsequent recrudescence by
bringing about continued reduction
in the reservoir of infection.

Control programmes for other com-
municable diseases such as leprosy,
trachoma and venereal diseases have
also been in operation on a con-
tinuing basis under successive plans.
Expenditure for the control of these
and other communicable diseases
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mentioned earlier increased mote
than fourfold from Rs 23 crores
during the first plan to Rs 99 crores
during the fourth plan.

Public outlays on health care pro-
grammes such as those relating to
control of communicable diseases,
hospitals and dispensaries, medical
education and research, indigenous
systems of medicine and homoeo-
pathy and training of health work-
ers have increased substantially from
plan to plan. The expenditure was
about Rs. 90 crore during the first
plan period, Rs 146 crores during
the second, Rs 226 crores during

the third, Rs 140 ciores
under the 1966-69 Annual Plans and
Rs. 344 crores during the fourth
plan period. The outlays proposed
for the fifth plan period are as much
as Rs. 796 crores.

Programmes for control of com-
municable diseases absorbed, espe-
cially since the second plan, the
largest share of allocations for health
care. Hospitals, dispensaries and
primary health centres claimed the
next largest share. Medical educa-
tion, research and training of health
workers occupied the third place in
allocations.




Minimum needs programme

The Minimum Needs Programme,
which wiil involve an outlay of Rs
291.5 crores during the fifth plan
period, has now been accorded the
highest priority. This programme,
in so far as it relates to rural health,
is of wider scope; it envisages a
minimum uniform availability of
public health facilities covering pre-
ventive medicine, family planning.
nutrition, detection of early morbi-
dity and reference of serious cases
to an appropriate higher echelon;
supply of drinking water to villages
suffering from chronic scarcity or
having unsafe sources of water; and
environmental improvements of
slums. The targets of the pro-
gramme are:

1. One primary health centre for
each community development
block.

2. One sub-centre for a popula-
tion unit of 10,000.

3. Making up the backlog and
deficiencies in buildings, staff,
equipment, etc.

4. Provision of drugs at the en-
hanced level of Rs 12,000 per
annum per primary health
centre and Rs 2,000 per
annum per sub-centre; and

5. Upgradation of one in four
primary health centres to 30-
bedded rural hospitals.

1t will, thus be seen that the Mini-

mum Needs Programme is designed
to supplement the other health care
programmes by strengthening the
primary health centre complex and
by integrating health, nutrition and
family planning services.

Related health plans

These health care programmes are
not the only ones relevant to pub-
lic health. In fact, health planning
in India as acquired an increasing-
ly wider scope covering as it does
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(1) family planning, (i1) nutrition,
(1) water supply and sanitation,
and (iv) environmental improvement
of slum areas. Thanks to the grea-
ter accent on these aspects since the
fourth plan, the programmes relat-
ing to them involve a much larger
aggregate outlay than on the health
care programmes proper.

Family planning

The urgency of the population pro-
blem has called for a bigger nation-
wide effort to bring down the birth
rate, so as to neutralize sighificantly
the impact of the fall in the death
rate brought about by modern medi-
cine and health care. This explains
why the outlay on family planning
(birth control) has been stepped up
from just under rupees one .crore
during the first plan period to Rs 276
crore during the fourth and is pro-
posed to be increased to Rs 518
crore under the fifth plan. Actual
achievements in this crucial sector
have fallen short of the fourth plan
targets.

The family planning programme

will continue to be a Centrally-

sponsored programme up to 1983-
84~As family planning services will
be increasingly integrated with those
for health, maternity and child
health and nutrition, it would be
more appropriate to describe it as a
‘family welfare planning programme’.
The supreme objective of the pro-
gramme is to reduce the birth rate
to 30 per 1,000 by 1978-79 and fur-
ther to 25 per 1000 by 1983-84.

Nutrition

It is well known that under-nou-
rishment in India is a widespread
pnenomenon resulting mainly from
poverty. About half of all recor-
ded deaths are amongst children
under five from the combined effects
of communicable diseases and
under-nourishment and/or malnutri-
tion. It is a gigantic problem re-
quiring colossal resource. A begin-
ning has already been made to at-
tack the problem at its root by tak-
ing care of pregnant women, nursing
mothers and pre-school children of
the weaker sections of society.

Anything like a coordinated nutri-
tion programme had a . substantial
start only during the fifth plan period
with an outlay of about Rs 100
crore. 'The programme envisaged
for the fifth plan is of much larger
magnitude involving an aggregate
outlay of Rs 745 crore. The bulk
this outlay will be on account of

@ the mid-day meals programme
for school children—Rs 312
crore (including Rs 200 crore
of CARE assistance expected
in the form of food);

@® the supplementary feeding pro-
grammes for children in the
age group 0-6 and pregnant
women and nursing mothers
in tribal, slum and drought-
prone areas —Rs 218 crore.

@ integrated child care services

in the social welfare sector—
Rs 140 crore.

The idea of people’s participation as far as health service
are concerned have not been adequately implemented and
this vast resource has hardly been tapped to the desired
extent. As people’s expectations from health services in-
creased, the need for strengthening country’s health services
was recognized and subsequently the need for enlisting
people’s active participation assumed greater importance.
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HEALTH PROGRAMMES

: PROGRAMME-WISE BREAK-UP OF

PLAN OUTLAYS (Rs. in Crores)

Programme

I Plan II Plan III Plan

IV Blan V. Blan

Control of communicable

discases 23-1 640 70-5 99:3 168-6
Hospitals, dispensaries and
public health centres - 25-0 36:0 61:7 82-7 155=5
Medical education, researct
and training - 2 - 21:6 360 563 86-0 111-8
Indigenous systems of medi-
cine and homoeopathy - 0-4 4-0 9-8 (St 28.1
Minimum Needs Programme o ¥ 34-3 2915
Other programmes * - 202 60 27-6 26-6 40-8
ToTAL : 90-3 146-0 225-9 343-9 796-0
Health related Programmes [ Plan IT Plan  III Plan IV Plan V Plan
Family planning . . 0:7 0-3 27-0 2765 516-0
Nutrition : 100-0 745:0
Water supply and sanitation 49-0 76-0 105-3 650-0 1095-6
Environmental improvemen-
ts in slum areas - 30-0 94-6
TOTAL * 49-7

79=0 1:82=3 1.056:-5= ~2:451-2

N.B. Figures have been rounded off to the first decimal point; they do not add up

exactly to totals.
Source: Planning Commission.

Water supply and sanitation

Safe drinking water is of great im-
portance to public health. It redu-
ces substantially the incidence of
water-borne diseases. Sanitary faci-
lities for the proper disposal of
wastes have also the same objective.
Between these, they constitute the
principal environmental control mea-
sures against the transmission of
most water-borne diseases. Given
the magnitude of the problem and
the constraint of resources, only a
small dent has been made on the
overall problem. :

Thus, whilst four-fifths of the urban

have the requisite facilities. Most
medium and smaller towns have no
sewerage systems. In the rural
areas, implementation of proper
sewerage and drainage schemes has
hardly begun.

It is in view of this appalling situa-
tion that the magnitude of effort has
been lately enlarged. As against the
modest outlay of Rs 49 crore during
the first plan period the outlay

during the fourth plan period was as
much as Rs 650 crore—Rs 455
crore (including Rs 75 crore of ex-
penditure by the Calcutta Metro-
politan Development Authority) for
urban water supply and sanitation
and Rs 573 crore for rural water
supply and sanitation are proposed
for the fifth plan. In addition, some
part of the provision of Rs 250
crore made for integrated urban
development in the Central sector
would be available for water supply
and sanitation in urban projects of
national importance.

The scheme for environmental im-
provement in slum areas has been
in operation only since 1972-73. Pro-
vision for improvement of water
supply, sewerage and community
latrine facilities in slums (which are
not likely to be cleared during the
next 10 years) is the object of this
scheme. It may help in the control
of communicable diseases prevalent
in and transmitted from such slums.
A three-fold increase in outlay on
the scheme—from Rs 30 crore in
the fourth plan period to nearly
Rs 93 crore in the fifth plan is en-
visaged.

The size of the health plan as a
whole covering health care pro-
grammes proper, family planning,
nutrition, water supply and sanita-
tion and environmental improvement
of slums will have increased twenty-
three fold—from Rs 140 crore
during the first plan to about Rs.
3,250 crore during the fifth plan
period.

INFRASTRUCTURE FOR HEALTH CARE AND RELATED SERVICES
INFRASTRUCTURE FOR HEALTH CARE

(As at the end of plans)

popu]ation have piped (protected) I Plan IT Plan Il Plan TV plan VP]ztnd

water supply now, nearly 1.2 lakh %22;3 e

villages with a population of more : ; ; -

thin 60 illicg do fotshll hove cven Hospftals & Dispensaries * 10,000 12,000 14,600 S
Hospital beds 1,23,000 1,85,000 2,40,100 2,81,000 3,21,600

LR da Primary health centres - 725 2,800 4900 5250 5400

system. As for sewerage, only 40

per cent of the urban population continued on page 328
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Primary Health Care

JAGDAMBI PRASAD YADAV

“We must concentrate on primary health care and give top attention to promotive

and preventive aspects of health care.

In this objective our concept of primary

health care will find its true translation into action through the help of vast
human resources available in our country. .....'n order to make the health services
a reality, we have to place the responsibility on the shoulders of the people”.

PRIMARY health care is
receiving its appropriate prio-
rity. There is no doubt that it is
quite natural and timely. The essen-
tiality of primary health services
has always been felt but we have”
to be more conscious of its role in
the present day health problems.
In spite of the great strides which
the world has made in the field of
health services, a great majority of
the people on this earth are still
outside the reach of the basic mini-
mum health services. This is more
obvious and acute in our country
where 80 per cent of the population
live in the rural areas. Though
during the last 30 years, a network
of primary health centres (PHCs)
and sub-centres have been set up,
these are not enough keeping in
view the size and sparseness of po-
pulation.. We have to do a lot
more. So far about 5,400 primary
health centres and 38,000 sub-centres
have been set up in our country.
A PHC serves a population of about
every 80,000 to 1,00,000 and a sub-
centre every 10,000 population. In
a PHC. there are two to three me-
dical officers and about 40 para-
medical staff. There is a provision
of medicines also in these centres,
but these are not adequate.
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now Medical education

Medical education in our country
and’ generally elsewhere also has
been so oriented that the commu-
nity health services have not receiv-
ed adequate attention. Medical
education and medical institutions
have been urban-oriented. Most
of the doctors are inclined to stay
and practice in cities. They are not
inclined towards the villages for
many . reasons, one of which may
perhaps be lack of community ori-
emtation in medical education. It is
possible that the doctors are not
inclined to go to the villages for
lack of facilities there. Though it
is partly true. The indifference of
the doctors towards the rural area
is largely because of their attitude.
Further, in our medical education
more emphasis has been given on
curative aspects and the doctors
have come to feel that to cure is
their primary function. Obviously,
because of this attitude the preven-
tive aspect of medical education
becomes secondary and this leads to
difficult problems. The diseases
occur and spread in the villages.
Our resources, namely, availability
of doctors and para-medicals in
villages, medicines, communication,

etc., are limited and they make our
effort to curb and eradicate the
diseases in the villages still more
difficult. :

The reorientation of medical edu-
cation is very essential to bring
about desired improvement in com-
munity health services. = To begin
with, we decided to make the me-
dical colleges responsible for PHCs.
Initially, each medical college will
be responsible for three PHCs.
Each college will be provided with
three mobile clinics for the three
PHCs. In these mobile clinics, the
students, the teachers and the mem-
bers of the faculty of the college
will be visiting the villages. They
would not only deliver expert health
care to the people in the remote
areas but would also acquaint them-
selves with community health pro-
blems. Thus, community health
aspect will get its rightful place and
emphasis in medical education.
This would lead to radical change
in the knowledge and attitude of the
students as well as the doctors. In
due course, they will not be dis-
inclined to serve in the villages.

We must, therefore, concentrate
on primary health care and give
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top attention on promotive and pre-
ventive aspects of health care. In
this objective, our concept of pri-
mary health care will find its true
translation into action through the
help of vast human resources avail-
able in our country. We have ac-
cepted that we cannot be able to
take health services to the door-
steps of the people in the villages
only through the PHCs. For this
we have to involve the people in
their health services. What I mean

to say is that we have to place
people’s health into their hands.
We may think of extending tech-

nical and financial help to them but
in order to make the health services
a reality, we have to place the res-
ponsibility on the shoulders of the
people.

Community involvement

With the above objective in view
we have taken some significant

December 1978

Primary health care is now receiving its appropriate priority.
felt but we have to be more cautious of its role

steps in the recent past. For the
first time, our Government formu-
lated a programme to involve the
community in the delivery of health
care. On 2 October, 1977, we
introduced the scheme of Commu-
nity Health Workers (CHWs) in
the selected PHCs. About 42,000
CHWs have already received train-
ing and gone back to their villages.
They are now in the field of the
service of the

of 14,000 CHWs is undergoing
training. In the present phase of
the Scheme, which will be over by
March 1979, about 90,000 CHWs
will have received training. Our
plan is that every village in the
country should have a CHW by the
end of the present plan ending by
1982-83.

With a view to streamlining the
working of the Scheme and also to

Its essentiality has always been
in the present-day health problems.

people. ~ Another -
batch, which is the fourth batch,

expanding it, evaluation of

the
Scheme had been undertaken by a

few institutions. Reports of these
institutions have since been made
available to us. As expected, the
scheme has been received very well
in the countryside. It has been
proved that the scheme provides
the only answer to the health pro-
blems facing the rural\areas. The
performance of the workers who
have gone back to the villages has
been generally satisfactory. No
doubt, the evaluation reports have
also brought out certain deficien-
cies in the - implementation of the
Scheme. These deficiencies, as we
were already conscious of, mainly
relate to the understanding of the
Scheme. selection of the CHWs,
supply of medicine and teaching
aids, teaching procedure, etc. We
have already initiated measures to
remove these deficiences and some
more measures are -contemplated.
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We are confident that our country
which is rich in human resources
will be able to present an ideal of
people’s participation in health ser-
vices.

In a big country like India, which
has such a vast rural population,
health services with the help of Go-
vernment resources as also people’s
endeavour would need cooperation
and participation of the voluntary
organizations in a big way to suc-
ceed fully. Not only such voluntary
organizations which have keen inte-
rest in health activities and who are
doing significant work in this field
should expand their activities but
also many more voluntary organiza-
tions who have tremendous poten-
tialities and resources for doing
work in health services should also
come forward and contribute their
might to the welfare of the people.
The Government would be prepar-
ed to give them all possible en-
couragement and cooperation.

The international organizations
with their contribution and signifi-
cant work in the field of health ser-
vices have done a great service to
the teeming millions. I am sure that
they will involve themselves in a

Community
would

bigger way in the
Health Programmes which
prove epoch-making.

Indian systems of medicine

Our country has been rich in tra-
ditional systems of medicine. In
order to bring about radical impro-
vement in the health services in the
rural India, we have to encourage
and promote growth and use of
these systems of medicines. Un-
fortunately, during the last 30 years,
we could not do much to give these
systems their due. If we could
restore these systems their rightful
place in our health services, much
of our problems will automatically
go. It is well-known that these sys-
tems have significant treasures
which need to be brought to light
through research and practice. It
is our duty not to get biased towards
any particular system of medicine.
All systems are sisters and should
move towards the achievement of
the goal—service of the community.

In the rural health services, we
have taken a few more steps. We
have decided that there should be
two workers—one male and one fe-
male—for every 5,000 population.

What is Health?

We have also decided to cover the
entire country under the multi-pur-
pose workers scheme by 1981-82 so
that workers of all categories in the
field of health and family welfare
services are fully utilized. There
has been significant progress in the
implementation of the multi-pur-
pose workers scheme which has
been completed in about 80 districts.
It is also our endeavour that every
village should have a trained mid-
wife (Dai). This would help in en-
suring delivery at the expert hands.
They would ‘also help in reducing
the rate of infant mortality and
would contribute to better care of
mothers. Significant progress has
been achieved in the field of training
of midwives.

There are a few steps which have
been taken to improve health ser-
vices in the rural areas. We, sin-
cerely, wish that the 80 per cent of
our population which could not get
adequate health care in the past,
should now get its due.—Based on
the speech by the Union Minister
for Health and Family Welfare at
the Workshop on Primary Health
Care held in New Delhi from 2-4
August 1978. o

A healthy individual is a man who is well balanced bodily and mentally,

and well adjusted to his physical and social environment.

He is in full

control of his physical and mental faculties, can adapt to environmental
changes, so long as they do not exceed normal limits; and contributes to

the welfare of society according to his ability.

Health is, therefore, not

simply the absence of disease: it is something positive, a joyful attitude
toward life, and a cheerful acceptance of the responsibilities that life puts
upon the individual.

From : Sigetist, H. E. Medicine and human W elfare, New Havyen, Yale University Press, 1941 p. 100
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Family Welfare Programme

—A Few Steps

SMT SERLA GREWAL

The principal difference between the New Population Policy placed before the people
in June 1977 and the earlier one enunciated in April 1976 is the voluntary basis of new
policy. Secondly, conception control is not to be treated as an end but as a means to

achieve a higher purpose-the quality of life.

Thirdly, the package of family welfare

is to be integrated more meaningfully with other programmes, particularly in villages.

INDIA has travelled a long dis-
. tance since 1952 when the fa-

mily planning programme was
launched in the country by the
Government. With no roads, no

signboards to guide us, the first few
steps were more or less exploratory

in nature. Some service clinics—
their number was 147—were esta-
blished in the rural areas. The
principal aim was to give through
these service clinics, as well as
through the existing Government

hospitals, advice on family planning
methods to those who came to seek
it. Another aim was to conduct
research on a modest scale in areas
connected with family planning, viz.,
medical, technical and motivation.

Over the years, the programme
has expanded immensely (though
not adequately enough considering
the size of India) particularly in
rural areas. There are 5,400 pri-
mary health centres with 38,000
sub-centres in villages. In urban
areas, about 1,800 family welfare
centres and 324 postpartum centres
have been established. The pro-
gramme has acquired new dimen-
sions. It touches almost all aspects
of family life. Maternal and child
health care is the principal basis on
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which it rests. Education and moti-
vation are the main channels
through which it seeks to draw
people to the health and family wel-
fare infrastructure. Research has
become more meaningful and it
today covers a variety of areas—
from biomedical research in human
reproduction to indepth studies into
the relationship between fertility
behaviour and socio-economic levels
of the society. The training infra-
structure has also been strengthened
to meet the demands of the pro-
gramme and today it consists of
nearly 60 Regional Centres and
about half a dozen Central Institu-
tes.

Population education

Keeping in mind the long-term
perspective and the need to impart
population values to students in
schools and colleges, population
education has been introduced in
the school system. It is expanding
gradually. The University Grants
Commission has accepted our re-
quest to persuade the Universities
to take up a series of lectures on
population education for students
in colleges. We are at the moment
engaged in dialogues with various

Institutes to develop this series. It
is also our endeavour, and we are
succeeding in it to certain extent,
to introduce population education
en the training programme of wor-
kers in the organized sectors of
industry. Similar exercises are on
with the authorities concerned for
induction of population education
in the training of agricultural exten-
sion workers. We are also associat-
ed with the National Adult Educa-
tion Programme launched on 2
October, 1978 which aims at im-
parting functional literacy to 65 mil-
lion adults in the 15-35 years age-

group during the current Plan
period. The functional literacy to
be imparted to the people under

_ this programme will have a good

component of health and family

welfare subjects.

Salient features

The salient features of the new
population policy which has emerg-
ed as a result of our long experi-
ence and which we placed before
the people in June 1977 are:

(i) The family welfare pro-
gramme embraces all aspects
of family welfare particularly
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I

DELAY THE FIRST
SPACE THE SECOND
STOP THE THIRD

Family Planning Month: January 1979

January 1979, will be observed as the
Family Planning Month throughout the
country. The new slogan for the family
planning campaign is: “Delay the first,
Space the second and stop the third,”,
in keeping with the needs of the time.
This slogan has been chosen from 40,000
entries in all languages received in the
competition from the general public.

The month is being observed in view
of the success achieved in - focussing
public attention -on the seriousness of the
population "explosion problem as a result

of the activities during the national family
welfare fortnight in October 1978. One
of the encouraging aspects of this fort-
night was the remarkable increase in the
request for sterilization. As many as
one lakh people are reported to have
offered themselves for sterilization. This
is a clear indication that people realize
the need and usefulness of family plann-
ing.

The purpose of observing the family
planming month is two-fold: to take ad-
vantage of the good popular response

those which seek to promoté
the health of mothers and
children. Maternal  and
child health care, as a matter
of fact, now forms the very
basis of the programme.

(ii) Family planning continues
to be accorded the same im-
portance as it used to receive
in the past. The difference
is that compulsion, coercion
or pressures of any sort have
been ruled out from the pro-
gramme for all times to
come. The approach is edu-

cational and wholly volun-
tary.
(iii) All methods of contracep-

tion are being offered to the
people and it is left to a
couple to decide what me-
thod it may like to adopt.

(iv) Sterilization continues to be
an important method. Those
who ask for it can get it free
of cost.
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(v) Monetary compensation for
sterilization and ITUD has
been retained in the new
policy. This is because the
brief stay in hospital which
these methods. particularly
sterilization, may entail can

- result in possible loss of wa-
ges which the majority of
our people cannot easily
afford.

(vi) Any medical complication
resulting from a voluntary
sterilization will be attended
to free of cost; if in an un-
fortunate case recanalization
becomes necessary, this faci-
lity will be offered to the
individual concerned under
the best possible professional
care available without any
charge.

(vii) Adequate ante-natal, natal
and post-natal care must be
made available to mothers.
The programme of immuni-
Zing children against child-

during the family welfare fortnight and
to utilize the favourable climate for im-
parting speed and substance to the pro-
gramme. The effort will be to involve
all sections of the society, particularly
voluntary organizations and development
departments of the Government and
public sector undertakings in the formu-
lation and implementation of the pro-
grammes.

The State Governments, it has been
suggested, may organize orientation train-
ing camps of opinion leaders in the vill-
ages during December 1978. Many ser-
vice camps will also be organized during
the month and in the following weeks.
A larger package of maiernity and child
health services will also be provided to
emphasize the welfare aspect of family
At the same time, this fort-
night will be on the limitation of family
size without which the whole philosophy
of family welfare can full to pieces. O

planning.

hood diseases of whooping
cough, diphtheria and tetanus
should be expanded further.

(viii) Higher priority should be
given to women’s education
both through formal and
non-formal channels.

(ix) The age of marriage has been
raised from 15 to 18 years
for girls and from 18 to 21
years for boys.

(x) Population education should
be given due importance in
the educational system.

(xi) In all cases where popula-
tion is a factor for Central
assistance to State Plans,
devolution of taxes, duties
and grants-in-aid, the popu-
lation figures of 1971 should
continue to be followed till
the year 2001.

(xii) To ensure purposeful imple-

mentation of the programme,
gight per cent of the Central
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The Family Welfare Programme has expanded immensely, particularly in rural areas,]since its inception in 1952.

There are 5400 primary health centres with 38,000 sub-centres in villages.

In urban areas, about 1800 family welfare

centres and 324 post-partum centres have been established. The programme touches almost; all aspects of family life.

assistance to the State Plans
should be linked with the
States’ performance and suc-
cess in family welfare.

(xiii) All sectors of the society
should be involved in the
implementation of the pro-
gramme.

(xiv) Special attention should be
given to research inputs in
the field of reproductive bio-
logy and contraception.

December 1978

The principal difference between
the new Policy and the old one
which was enunciated in April 1976
is the absolutely voluntary basis of
the former. Secondly, conception
control, even though highly impor-
tant in itself, is not to be treated as
an end but as a means to achieve
a higher purpose—bringing about
improvement in the quality of life.
Thirdly, the total package of family
welfare has to be integrated more
meaningfully with other program-
mes, particularly in villages.

The birth rate at the moment is
estimated to be 33 per thousand live
births. We have to bring it down
to 30 per thousand by 1982-83. To
achieve this, an operational plan has
been drawn up in consultation with
the State Governments, according
to which it will be necessary for the
country to have 25 million more
persons opting for voluntary sterili-
zation and five million women for
insertion of IUD during the next
five years. The number of users of
conventional contraceptives, includ-
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ing Nirodh and the oral pill, has
simultaneously to g£o up from the
present 2.8 million to six million.
In the area of maternal and child
health care, we expect that during

the next five-year period, prophy-
laxis against nutritional anaemia
will be provided to 73 million

mothers and an equal number of
children. Protection against child-
hood diseases of diphtheria, whoop-
ing cough and tetanus will be exten-
ded to 132 million children and
against tetanus to 33 million expec-
tant mothers. In addition, about
125 million children of pre-school
age will be covered wunder the
scheme of prevention of blindness
due to vitamin ‘A’ deficiency. The
infrastructure responsible for ma-
ternal and child health care services,
particularly in villages, is being
strengthened and it is our hope that
family planning acceptance will go
up as more women and children
avail themselves of M.C.H. services.

We have held several conferences
with the State Governments, volun-
tary bodies and organizations repre-
senting various sectors of the
society; and we have their assurance
that they are deeply concerned about
the programme and will take all
possible steps to enable the people
to understand its importance and to
adopt it. We have energized all
media, including extension educa-
tion, to restore to the programme
the credibility that rightly belongs

to it and to increase its acceptance
by the people. Early this year,
some 2,000 orientation camps of opi-
nion leaders were organized in the
rural areas. These camps helped
greatly in dispelling misgivings that
had cropped up in the minds of the
people in the recent past. As many
as 10,000 more such camps would
be organized during the remaining
part of the year. Each camp is at-
tended on an average by 40 leaders
from villages. From every village,
a group of three or four persons
comes. It is our hope that this
group at the end of an orientation
camp will become an important
catalytic agent in the rural society
in relation to the family welfare pro-
gramme.

Rural health scheme

We are pinning great hopes on the
rural health scheme not just in rela-

" tion to creation of some degree of

self-reliance in the area of health in
the villages but also in relation to
voluntary acceptance of the family
welfare programme by the people.
The two are as a matter of fact vi-
tally interlinked. Success in enabl-
ing people to meet their basic
health needs should induce them to
take to the small family norm more
easily. Similarly, success in the fami-
ly welfare programme should on the
one hand, help parents to provide
better care to their children and on
the other reduce the pressure of

population on the limited resources.
Both the programmes—the rural
health scheme and family welfare—
are part of the total package of wel-
fare and we can legitimately hope
that in the coming years these pro-
grammes will play a notable role
in bringing about improvements in
the living standards and styles of
our people.—Based on the paper
presented at the Workshop on Pri-
mary Health Care held in New
Delhi from 2-4 August, 1978.
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Health care planning : strategy and tactics—ends and means

Much health and health care planning has been preoccupied with tactical minutiaec at the expense of overall
strategic thinking. Plans are made for training new types of health care manpower or for designing new laboratories.

with no cons dsration being given to wh

at each is to do, whether it meets a perceived need, or how it is to be

related to other modalities of care. Health und_health care planning, particularly with respect to resource allocation,
is much more a matter of strategy than of tactics; what to do should take precedence over how to do it.

A clear ordering of the objectives of a healh care system provides a guide to the planning of solutions.
ective can be thought of in terms of a sct of ll]?:]l@dl’dt@ objectives that are a series of necessary steps
If immediate objectives are properly formulated and carefully planned, the

major obj

towards achieving that major objective.

Every

allocation of resources and the implementation of measures will probably be effective, as immediate objectives are
usually more realistic and more easily attainable within a specified time than are higher-level objectives.

From : .
Health Organization, 1977, p. 113
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Health Status In The Third World

The new thinking of the 1970’s reinforced in all the important world conferences asserts
that it is not only possible, but becoming increasingly more urgent to change the established
order so as to release the energies of the people of the third world for more productive activities.

llUNDRr-,Ds of million of men,

women and children in the
Third World carry a massive bur-
den of preventable ill-health. The
majority (upwards of 80 per cent
of the population in some countries)
live in the vast rural areas of
Africa, South Asia, and parts of
Latin America as yet untouched by
progress. Others flee the country-
side in search of better life in the
cities, only to swell the ranks of the
impoverished in burgeoning peri-
urban slums.

In the rural areas peasant far-
mers, both men and women, have
limited access to the technology,
services and institutions which
would sustain higher levels of pro-
ductivity in agriculture, the main-
stay of their existence. The urban
poor lack both the skills required
in the modern sector and the ser-
vices and technological innovations
that would bolster the informal sec-
tor on which they depend, with
resultant unemployment and under-
employment. Widespread illiteracy,
ignorance, insanitary and crowded
living conditions and the social ills
that afflict urban slums, characterize
the lot of the poor, rendering them
easy prey to ill-health and apathy.

Women of child-bearing age, in-
fants and young children are the
most severely affected. Infant mor-
tality remains as high as 200 per
1000 live births in some developing
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countries, and one-third of the
children die before the age of five
from diseases, such as, diarrhoea,
pneumonia, malaria, measles and
tuberculosis—all preventable.
Among those who survive (and there
are growing numbers) the debilitat-
ing effects of chronic under-nutri-
tion and lack of early social stimula-
tion are clearly visible.

This depressing picture must of
necessity be painted. The privileg-
ed, both in the industrialized coun-
tries and in the upper echelons of
society in developing countries
have become too insensitive to this
appalling situation. It is necessary
for all to be reminded that:

(i) reality for countless numbers
of fellow human beings is
stark, wunrelieved poverty,
compounded by ill-health.

(ii) these conditions did not come
about by accident but have
evolved out of the highly
skewed pattern of develop-
ment that has prevailed in
“modern times”, the benefits
of which have accrued to the
peoples of the developed
countries and a minuscule
portion of those in the de-
veloping countries, and

(iii) the situation can and must
be corrected, not out of a
sense of guilt or charity, but
in the enlightened self-inte-
rest of all humanity, and

with the full participation of
both rich and poor in bring-
ing about a more just order.

In the past 25 years both deve-
loped and developing countries
have achieved, in global terms, im-
pressive rates of overall growth and
development. But it is only recent-
ly (not until the end of the 1960’s)
tHat it began to be widely realized
that much of the development tak-
ing place was uneven, both between
and within countries. The gap
dividing rich and poor countries has
widening progressively with people
in the rich countries having an
average per capita income eleven
to twelve times higher than those
in the developing countries as the
table below reveals:

Real product in 1975 prices. per capita US$

1950 1975
Developed market economy
countries. 2350 5140
Developing countries 240 463
Socialist countries of Eastern
Europe 540 2660

Source : UNCTAD

The difference in per capita real
product (measured in 1975 prices)
between developing countries and
territories and developed market
economy countries, which-in 1950
was of the order of $ 2110, had in
1975 increased to US § 4680. Dur-
ing the same period the analogous
gap dividing the Third World and
the Socialist countries of Eastern

: o1




Europe had increased from US $ 300
to US $ 2200. Per capital income
in developing countries increased
from a low US $ 240 to only
US $ 460 by 1975, most of which
was realized in oil-rich deve-
loping and middle income countries.

In the least developed among
developing countries and in some of
those most seriously affected by the
economic crisis of 1970’s, the rate
of growth of per capita income has
slowed to one per cent or less.
Equally disturbing is the gap divid-
ing income groups within these and
other developing countries  which
show the widest disparities between
the top 20 per cent and the bottom
40 per cent of the population. The
fruits of growth and development
accrue to a few, usually urban-bas-
ed people. It is this highly skewed
patern of development which has
left countless millions in under-
development and poverty, the pri-
mary causes of ill-health. Simul-
taneously, a weighty disease burden
and accompanying apathy result in
low performance ievels and continu-
ing under-development.

The health sector has tended to
be treated outside of these realities,

with health viewed largely as an end
in itself. The traditional medical
care approach ~ and conventional
pattern of delivery of health ser-
vices—relying mainly on gradually
extending coverage out from the
centre using a disease centred model
—has proved highly irrelevant to
the health needs of the majority of
people. Organized around high-
cost, urban, hospital-based and pri-
vate practitioner technology, a kind
of medical industry has evolved in
both developed and developing
countries which benefits for the most
part the more affluent in society. It
is psychologically removed and lar-
gely inaccessible to those most in
need of health care. In some
countries it is estimated that less
than 20 per cent population have
access to centrally financed, govern-
ment provided health care services.
The majority of people remain de-
pendent upon traditional healers
who have not been brought within
the orbit of the organized health
sector. What is more, the under-
served in some countries contribute
large sums (mainly in the form of
taxes) for services they do not en-
joy. Even programmes such as
malaria control, smallpox eradica-

tion and world-wide immunization
are open to question. While theore-
tically of benefit to everyone, they
are of greater significance to well-
nourished, well-housed and less ex-
posed people.

The new thinking of the 1970’s,
reinforced in all the important
world conferences—the sixth and
seventh special sessions of the
General Assembly, and the confer-
ences sponsored by the United Na-
tions or agencies of the UN system
on environment, population, food,
women, employment, habitat and
water—asserts that it is not only
possible, but becoming increasingly
more urgent to change the establi-
shed order so as to release the ener-
gies of the people of the Third
World for more productive activi-
ties. The International Conference
on Primary Health Care at Alma
Ata will no doubt engage in similar
discussion and highlight the need
for health-promotive development
policies at national and international
levels.—Excerpts from a paper pre-
pared for N.G.O.s Conference on
Primary Health Care, Canada, May
1978. O

Appropriateness of health services

Health services need to be appropriate to the circumstances. Hazardous and expensive tests are inappropriate
for a common symptom such as sporadic headache for which the risk of a serious outcome is extremely low
without treatment. On the other hand, intramuscular antibiotics for a person living in an inaccessible area who has
a serious fever commonly associated with bacterial infection would appear to be an inexpensive solution in the
face of the high risk of a debilitating illness or worse. The solutions in one country or area, at one level of
caye or one type of facility, or for one kind of problem are not valid for all settings and for all problems.
Inappropriate solutions may involve both unacceptable costs and undesirable outcomes.

From : White, K. L. et al., Health services : concepts and information for national planning and management (Public Health Papers No. 67). Geneva World Health
Organization, 1977, pp. 112-3,
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Fifth Central Councils of
Health and Family Welfare

COMMUNITY HEALTH SERVICE SCHEME

HE fifth joint Conference of
Tlho Central Council of Health
and the Central Family Welfare
Council has welcomed ‘“the exten-
sion of the Community Health
Workers’ Scheme to the second set
of Primary Health Centres”. The
Council which met in New Delhi on
6, 7 and 8 October, 1978 made it
clear that “the C.H.W. Scheme has
now come to stay and has to be
consolidated”. The conference wel-
comed the Karnataka’s decision to
adopt the scheme in 106 PHCs and
said that it was essential that all
people involved in the implementa-
tion of the CHW Scheme including
the community should be fully and
properly educated about the impact
of the scheme”. The people should
be taken into confidence and ex-
plained all the facts of the Schemes
before it was put in operation, the
conference noted.

The Conference noted “with grati-
fication” appreciation of India’s
experience af. the International Con-
ference of Primary Health care held
at Alma-Ata (USSR) in September
1978. It welcomed the recommen-
dation and declaration adopted at
Alma-Ata and said that efforts
should be intensified to ensure pri-
mary health care for all the people
of India by the year 2000.

Shri Jagdambi Prasad Yadav,
Union Minister of State for Health
and Family Welfare, inaugurated the
Conference on 6 October. He re-
ferred to the heavy damages caused
by the flood and that “this year in
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LAUDED

spite of their magnitude we have
been by and large able to prevent
the widespread outbreak of com-
municable diseases. The preventive
measures which were taken by the
state governments supported by the
Centre, have on the whole proved
effective and one hopes that the
country will not have to face the
usual phenomenon of diseases
following floods.” He referred to
the high incidence of malaria and
said steps should be taken to bring
down its incidence and eradicate
the disease as quickly as possible.

The Minister referred to the po-
pulation explosion and said: “We
cannot possibly achieved the ex-
pected success in our health care
programmes or, for that matter, in
all other programmes of socio-eco-
nomic development, unless we are
able to tackle the problem of popu-
lation explosion.”

The Minister said: “We have held
several conferences. We have pass-
ed several resolutions expressing our
determination to bring down the
population growth rate with the will-
ing cooperation of the people the
Prime Minister has spoken so many
times on the importance of reduc-
ing the birth rate. A large infra-
structure is in existence. More than
110 crores of rupees are being in-
vested in the family welfare pro-
gramme every year. In addition,
we have the cooperation of other
ministries and organizations like the
Ministry of Information and Broad-
casting and voluntary bodies in im-

plementing this programme. Why
is it that the programme is not pick-
ing up? The Press and enlightened
public opinion have been focusing
attention on the dangerous situation
to which we are exposing ourselves.
There is evidence of the people
themselves asking for services. At
many places these are not being
made available to them. Why
should it be so? Why should we
who led the family planning move-
ment all over the world be now
lagging behind the other develop-
*ng countries?”.

“We cannot go on discussing this
question every year and every
month without finding an effective
solution to it. At the present rate
of progress, I do not see how we
can achieve the levels of perfor-
mance which were fixed early dur-
ing the year. If these levels are not
achieved, there is no possibility of
our bringing down the birth rate to
30 per thousand by 1982-83. Of
the 108 million estimated number
of couples in the eligible age group,
those covered under the programme
constituted 24.4 million at the end
of June 1978 as against 25 million
at the end of 1977-78. The pro-
tected couples coverage is going
down fast. The lowest performance
is-in relation to sterilization. This
is a situation which we cannot pos-
sibly ignore.”

Shri Rajeshwar Prasad, Secretary,
Ministry of Health and Family Wel-
fare, presented a report of the deli-
berations of the meeting held with
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the State Secretaries of Health and
State Directorates %f Health Ser-
vices.

RESOLUTIONS

The Conference emphasized the
importance of political commitment
to the family planning programme.
It said: “The Family Planning
Programme is vital to the country’s
socio-economic survival and pro-
gress. In recognition of this, all
political parties should eschew any
adverse reference to this programme.
All of them on the other hand
should dedicate themselves to pro-
pagation of the small family norm
as a sacred national duty”.

“The Conference was happy to
note that Parliament has already
raised the age of marriage for girls
to 18 years and for boys to 21 years.
The Conference also noted with
satisfaction® that National Awards:
have been recently announced. The
constitution of a Working Group on
Population Dynamics by the Plan-
ning Commission is also a wel-
come step. The Conference noted
the principle of linkage of resource
allocation for development to the
State Governments to their perfor-
mance in family planning.”

S While at the State and
Central Government levels there is
increasing awareness of the impor-
tance of the programme, consider-
able misgivings still exist in the
minds of the people about the com-
‘mitment of the government to the
programme. The only manner that
the programme could be rejuvenat-
ed would be through the expression
of clear, total and continuous com-
mitment from all political levels,
from the grassroot to the national
level. The conference felt such
political commitment has not been
adequately voiced in public.”

It urged the public leaders, who
are the most important builders of

320

public opinion, should unreserved-
ly and perseveringly come out in fa-
“vour of the programme in their fre-
quent public appearances and utter-
ances. This should apply to pan-
chayat leaders, legislators, parila-
mentarians, ministers and others.

Concerted efforts towards creation
of awareness and motivation would
demand intensive measures in the
field of information, education and
communication directed at all age
Extended mass media and

groups.
communication efforts, including
revamping of existing machinery,

are necessary in this connection.

A nominal charge of 25 paise be levied
in respect of all new cases attending the
outpatient department of Government
Hospitals and dispensaries excepting the
cases of accidents, emergencies, medico-
legal cases and those below the poverty
line —From a resolution of the fifth joint
Councils of Health and Family Welfare.

Among other resolutions adopted
were:

Health Education

In disease control, prevention is
better and more economical than
cure, and prevention is only possible
with full public cooperation and
that public cooperation can be as-
sured by proper health education.
Health education should form an
integral part of all educational acti-
vities—both formal at school level
and non-formal adult education.

Malaria

“Operational research work
should be intensified to evolve alter-

nate strategy for controlling the
disease (malaria) and ultimately
eradicating it. The Government

should make adequate funds avail-
able for carrying out such research
activities.

“Special emphasis should be laid
on controlling the spread of p. falci-
parum—which is the main cause of
death in malaria—additional opera-
tional inputs available with the help
of SIDA/WHO for this purpose
should be effectively utilized.”

With a view to making anti-mala-
rial drugs freely available as near
to the door-steps of the people as
possible, the number of Fever Treat-
ment Depots, Drugs Distribution
Centres and Malaria Clinics should
be increased and their proper func-
tioning should be ensured through
increased supervision.

Entomological studies at the zonal
tier should be stepped up so that
adequate data regarding the susce-
ptibility status of the vector mos-
quito and their bionomics becomes
available for selecting appropriaie
types of insecticides.

To the extent possible, new tech-
niques for antilarval work, like
Ultra Low Volume spray and ther-
mal fogging should be introduced

under the Urban Malaria Pro-
gramme.
Adequate  arrangements should

be made under the ‘Modified Plan
of Operations’ for examination of
blood smears in the urban areas.

Leprosy Control

The National Leprosy Control
Programme be continued as target
oriented one and 100 per cent Cen-
trally-sponsored  during the sixth
plan period so that the tempo of
early case-detection and treatment
which has been achieved with much
efforts and inputs overcoming many
difficulties in the field during the
5th period is not lost.

At least 90 per cent of the Lep-
rosy cases in the country be detect-
ed and brought under regular treat-
ment during the sixth plan by suit-
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able annual targets and achieve-
ments so that almost all the grossly
positive cases are treated with multi-
drug therapy, made non-infectious
and maintained so to interrupt the
transmission of the disease.

Sufficient number of Temporary
Hospitalization wards should be
created expeditiously in the exist-
ing leprosy institutions and District
Hospitals.

Training of all categories of staff,
whether uni-purpose or multi-pur-
pose be augmented and strengthened
in understanding of leprosy problem,
its diagnosis, treatment, health edu-
cation and socio-economic problem
concerning the patients of leprosy
so that under the integrated general
health service pattern, they can ren-
der an effective medical care in this
field.

The medico-surgical rehabilitation
of leprosy patients should be initiat-
ed through establishment of rehabi-
litation promotion units in suitable
leprosy institutions and referral cen-
tres (Government or voluntary) and
facilities for reconstructive surgery,
physiotherapy, prosthesis, jobs and
tools adaptation and training of
technicians are created so that these
patients are made fit to be rehabili-
tated socio-economically by their own
efforts or through the help of govern-
ment or voluntary organizations.

Important anti-leprotic drugs like
DDS, Lamprene, Riffampicin, should
be allowed customs free entry in
the country for free treatment of
leprosy patients, particularly by
voluntary  organizations, who re-
ceive this drug out of the public
charity funds collected in foreign
countries.

Tuberculosis
The National Tuberculosis’ Con-
trol Programme should continue
during the sixth plan as a centrally
sponsored scheme as it was in the
fifth plan.
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The States should take urgent
steps for revitalization of the T.B.
programme by ensuring involve-
ment of all-multi-purpose workers
posted in primary health centres
and sub-centres in both T.B. case-
finding and treatment and BCG
vaccination programme as per re-
commendations and guidelines pro-
vided by the Government of India.

Since there are still several dis-
tricts in the country where District
T.B. Centres are yet to be esta-
blished, States should take expedi-
tious action in this regard so that

The draft national health policy be
widely circulated for inviting comments,
opinions, etc., and thereafter the matter
be further considered prior to approval of
Cabinet and Parliament— from a resolu-
tion of the fifth joint Councils of Health
and Family Welfare.

additional sets of X-ray equipment
with Odelca cameras for new Dis-
trict T.B. Centres when received
from SIDA/WHO can straight-
away be allocated to them for ins-
tallation.

One of the deficiencies of the
programme is lack of monitoring,
supervision and training at district
and State levels. For this, it is
essential that the Training and De-
monstration Centres should be re-
organized as State T.B. Centres on
recommended lines and the person-
nel of these centres trained at the
National Tuberculosis Institute.

The number of T.B. beds in
each Dist. should be increased to
provide necessary trecatment to
patients requiring hospitalization.

| tribal, industrial

Filaria Control

*

The operational activities of the
National Filaria Control Pro-
gramme should stand merged with
the Urban Malaria Programme at
the State level as resolved in the
last meeting of this Council.

In order that National Filaria
Control Programme units also be-
come responsible for anti-malarial
activity in their areas, additional
inputs by way of staff material and
cquipment from NMEP - (urban)
should be provided by the Central
Government.

Control of STD

To provide diagnostic and thera-
peutic services to patients suffering
from sexually transmitted diseases,
facilities should be improved by
bpening more S.T.D. clinics in the
States, especially in the backward,
and educational

centres. The basic target should
be at least one S.T.D. clinic per
district.

To pick up blood samples of
patients suffering from syphilis and
also to screen pregnant women at-
tending primary health centres/
taluka hospitals/dispensaries, V.D.-
R.L. test needs to be instituted in
the District laboratories wherever
this facility does not exist so that
these samples are sent to them for
VDRL test.

States should encourage the labo-
ratories located in their domain to
participate in the inter-laboratory
evaluation of S.T.S. with the S.T.D.
Reference Laboratory at Madras.

States should nominate a medical
officer who could coordinate with
the centre for the S.T.D. control
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BETTER HEALTH FOR WORLD’S PEOPLES

C. R. KRISHNAMURTHI

Primary health care is essential health care made universally accessible to individuals and
families in the community by means acceptable to them, through their full participation and at a
cost that the community and the country can afford.

VERY human being has a right
to realize his full potential and
health is basic to the realization of
this ideal. So health is fundamental
to human progress. This is clearly
brought out in ancient Sanskrit say-

ing,

‘Dharmartha kama mokshanan?
arogyam moolam uftamam’

The World Health Organization
has defined health as state of com-
plete physical, mental and social
well being and not merely the ab-
sence of disease or infirmity. The

enjoyment of the highest attainable :

standard of health is one of the fun-
damental rights of every human be-
ing without distinction of race, reli-
gion, political belief, economic or
social conditions.

Despite impressive advances in
the fields of science, medicine and
technology, the vast majority of the
population, particularly in rural
areas, have little or no access to
health services. It is stated that
only 15 per cent of the rural popu-
lation are able to avail of this bene-
fit of health services and only 10
to 15 per cent have access to safe
drinking water. After India attain-
ed Independence in 1947, there has
been increase in the number of
medical colleges and hospitals and
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medical care institutions. To look
after the millions of people in rural
areas a series of Primary Health
Centres and Sub-centres numbering
5,400 and 38,000 respectively have
been set up since then. These steps
and other health measures have
brought in a steep increase in the
life expectancy of the people and
a small but significant reduction in
the infant mortality and maternal
mortality. However, morbidity due
to- various diseases continues to
haunt the nation. The nation has

Indian Delegation

The Indian delegation to the Alma-Ata
Conference on Primary Health Care was
represented by the following.
1. Shri Jagdambi Prasad Yadav, Minis-
ter of State for Health and Family
Welfare.

2. Shri C. R. Krishnamurthi, Joint
Secretary, Ministry of Health and
Family Welfare.

2, Shri B. K. Sharma, Joint Secretary,
Ministry of Agriculture and Rural
Develepment.

4. Shri M. M. Rajendran, Joint Secre-
tary, Ministry of Education and
Social Welfare.

5. Dr B. C. Chosal, Asstt. Director
General (HA), Ministry of Health
and Family Welfare.

6. Shri B. D. Tekriwal, S. A. to Minis-
ter of State for Health and Family
Welfare.

been able to eradicate smallpox and
bring under control a number of
discases. However, more than these
the population is plagued by com-
mon ailments which can be cured
by simple remedies. Further, if a
sense of cleanliness, hygiene, good
health habit in relation to eating,
sleeping etc., can be inculcated in
children as well as adults, the health
status of the people will improve
considerably.

Therefore, the nation has to
achieve an acceptable level of health
within forsecable future as part of
social development and in a spirit of
social justice. In addition to these
the disadvantaged population living
in tribal and remote areas have to
be provided greater access to conven-
tional forms of health care. There
is further need for new strategy to
provide simple and primary health
care at doorsteps of the population.

In the light of these the Interna-
tional Conference on Primary Health
Care held at Alma Ata at Soviet
Kazakhstan in September last assu-
mes importance. This Conference
jointly sponsored and organized by
WHO and UNICEF addressed it-
self to the issues of how better
health care can be provided for all
the world’s peoples. It provided an
opportunity to exchange experience
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and information on the development
of primary health care within frame-
work of comprehensive national
health systems and services and
national effort. The Conference de-
fined primary health care as essen-
tial health care made universally
acceptable to individuals and fami-
lies in the communities by means
acceptable to them through their
full participation and at cost with
the community and the country can
afford. It stated that the primary
health care forms an integral part
of the country’s health care system
of each nucleus and of the overall
social and economic development of
the community.

Naturally, India’s community
health workers’ scheme was well ap-
preciated. Consequently the WHO
requested Shri C. R. Krishnamurthy,
Joint Secretary, Ministry of Health
and Family Welfare and member
of the Indian delegation alongwith
Dr Sharmanovich of the Kazakhstan
Socialist Republic, and Dr Madam
H. Labelle, Director General of De-
partment of Indian and Northern
Affairs, Canada to explain their in-
dividual country’s primary health
care programme to the staff of the
World Health  Organization at
Geneva.

The Conference expressed the
need for urgent action by all govern-
ments to protect and promote health
of peoples of the world and made a
declaration known as Declaration of
Alma Ata. This declaration laid
accent on self-reliance and people’s
participation in the planning, organi-
zation and promotion of primary
health care making full use of the
local resources. It says that the pri-
mary health care should rely at local
and referral levels of health workers
including physicians, nurses, mid-
wives, auxiliaries and community
workers as well as traditional prac-
titioners. It requested all the govern-
ments to formulate national policies,
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strategies to launch primary health
care as part of comprehensive na-
tional health system and in coordina-
tion with other sectors. Indeed, the
Alma Ata declaration can be called
Magna Carta of health which can
lead to provision of health to all
the peoples of the world.

R XXX X

We give below a report of the
Alma-Ata Conference on Primary
Health Care based on the WHO
Press releases.

The International Conference on
Primary Health Care held in Alma-
Ata, capital of the Kazakhstan Socia-
list Republic, between 6 and 12
September, 1978 has called for
urgent and effective international and
national action to develop and im-
plement Primary Health Care
throughout the world, and particu-
larly in developing countries. The
plea was part of the 10-point ‘Decla-
ration on Alma-Ata’ adopted by
delegates from 140 nations and num-
ber of non-governmental organiza-
tions. The Conference was jointly
sponsored and organized by the
World Health Organization and the
United Nations Children’s Fund.

The Declaration called for new
approaches that would end the in-
adequate and inequitable distribu-
tion of health personnel between
and with countries. The Declaration
had among other things stated that
the inequality in the health status
of the people, particularly between
developed and developing countries
as well as within countries is politi-
cally, socially and economically un-
acceptable and is, therefore, of com-
mon concern to all countries”.

The Conference, the first conven-
ed on a global scale to consider the
issues of how better health care can
be provided for all the world’s
people, was called in pursuance of
a resolution by the World Health
Assembly, in May 1975. UNICEF,

through a decisjon of its executive
Board, subsequently jointed the
WHO as co-sponsor.

The Conference’s objectives were:

@ cxchange of experience and in-
formation on the develop-
ment of primary health care,
within the framework of com-
prehensive  national health
systems and services, and
overall national development.

@ promotion of primary health

care; and

@ preparation of a report includ-
ing recommendations to gov-
ernments, which will be sub-
mitted to the WHO World
Health Assembly, and UNI-
CEF’s Executive Board.

Some 700 participants attended the
Conference either as delegates from
Member States or as representatives
.of international agencies and non-
governmental organizations. Dele-
gations included ministers of health,
planning, national development and
finance. A key area of the Con-
ference’s work was to see how health
can promote the broad range of
development activity. Programme
in agriculture, water resource deve-
lopment and education, for example,
could all be involved in raising awa-
reness and providing technical in-
puts for improved health care—both
for specific groups, like children and
general population.

Dr Halfdan Mabhler, Director-
General of World Health Organiza-
tion, urged World Governments to
make an unequivocal political com-
mitment to primary health care as
a means of providing essential health
care to every citizen.

He urged that all governments for-
mulate, or review national policies
and plans for primary health care
within the next two years, as an
essential component of their deve-
lopment efforts. National Health
budgets should be based upon these
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plans, and national health systems
reshaped, if necessary, in urgent res-
ponse to the world health situations.

These comprehensive national
plans would permit WHO to draw
up a world-wide plan of action as
“unique manifestation of inter-
national health solidarity”, he said.

He said each country must deve-
lop its own health systems in the
light of political, social and econo-
mic realities. However, primary
health care is the key to achieve
an acceptable level of health through-
out the world in the foreseable
future, although it will take a wide
variety of shapes in accordance
with each country’s political, social
and economic systems.

Dr Mahler said he hoped the
Conference would reach agreement
on the main principles of primary

health care and on national and-

international action so that it may
be introduced or strengthened syste-
matically.

Delegates should ask whether
their governments were ready to
address themselves seriously to nar-
row the gap between health
‘haves’ and ‘have-nots’, and whether
they would make preferential allo-
cations of health resources to the
social periphery as an absolute
priority. - An affirmative answer to
these and related questions, he said,
would make the Conference a suc-
cess by demonstrating the readiness
of world governments to mobilize
the resources necessary to provide
oreater equity in health care.

Global plans of action

In urging governments to formu-
late or review national policies and
plans for primary health care within
the next two years, Dr Mahler said,
these plans and related budgets will

~ be highly useful in mobilizing bila-
teral and multi-lateral support for
primary health care. Also, such
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planning  will permit the World
Health Organization to draw up,
not later than 1981, regional and
global plans of action. These action
plans are crucial components of the
strategy now being developed by

~WHO for attending an acceptable

level of health for all the world’s
peoples by the year 2000.
Different Approach to Health
Care Needed

Mr Henry R. Labouisse, Executive
Director of UNICEF, addressing the
Conference said that a number of
societies, both rich and poor, have
reached ‘a sort of impasse’ in the
field of health care.

Mr Labouisse said the organiza-
tion has emerged from ‘our deep
conviction that the scandalous dis-
parities between health opportuni-
ties in different parts of the world,
and also within countries, can no
longer be tolerated.

“The developing countries have
come to realize that the conventional
app}oach inherited from industria-
lized countries was hopelessly inap-
propriate when it came to meeting
within a reasonable period of time,
the health care needs of their vast
populations”, he said.

Also. however, the industrialized
countries themselves, after specta-
cular advances in the field of medi-
cine and the building up of services
with costly facilities, sophisticated
technology and highly specialized
personnel, are now finding them-
selves burdened with ruinously ex-
pensive medical care and unable to
provide proper health protection to
their own poor, Mr Labouisse said.

UNICEF, which allocated some
50 per cent of its programme expen-
diture to the health sector, has over
the past three decades helped supply
with equipment, drugs, or both,
hundreds of thousands of health
centres, most of them in the popu-
lous but underserved rural areas of

some 100 developing countries. The
Children’s Fund also has supported
the training of more than a million
health workers.

These efforts are multiplied many
times by the financial, technical and
human efforts of the government
with which UNICEF cooperated and
by other assistance from bilateral
sources and from numerous inter-
national organizations.

Yet more than 80 per cent of
people in rural areas and poor urban
neighbourhoods still lack access to
any health' services.

And demographers calculate that
this 15.5 million infants and young
children would die before their fifth
birthday and that 15 million of
these deaths would be in develop-
ing countries.

As an answer to this situation,
Mr. Labouisse says, one of the most
significant developments of recent
years has been the recognition by
governments and most aid-giving
organizations that simpler, more
direct and much more decentralized
actions—the primary health care ap-
proach must be taken promptly to
bring to the most needy the essen-
tial health services they so far had
never known.

“A report by WHO and UNICEF
in 1974-75 identified some of the
components of this alternative ap-
proach”, he said.

The two organizations had not
invented this primary health care
approach, he added. “We were re-
cognizing a necessity apparent to
many and which was already lead-
ing to new patterns of services.”

“A number of countries have had
experience with this approach and
are applying it either nationwide or
in some limited areas. They do so
each in their own way. depending
on their political systems, their cul-
tural patterns, their social philosophy
and their financial resources”.
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Mr. Labouisse said the primary
health care approach requires first
“a drastic re-ordering of priorities
and a change of attitudes at all levels
of governments and legislatures, be-
ginning at the very top where the
crucial political decisions are made”.

It will also require the training
or re-training of many professionals
used to concepts and routines no
longer and it will require increased
budgetary allocations to expand and
ensure effective use of health sup-
porting services.

“The problem”, said Mr Labo-
uIsse, 1S *mot  just fo extend the
existing infrastructure of health
services, generally very limited: it
is to begin building at the other end,
at the village end and in the city
slums—and to mobilize in the pro-
cess the interest and creative spirit
of the people whose health will be
improved and lives transformed by
the services to come”.

UNICEF stands ready, Mr Labo-
uisse said, to intensify its coopera-
tion to the very limit of available
resources with support for planning
of new programmes and inter-coun-
try exchanges of key personnel or
information; provision of supplies
and equipment support for training,
particularly of paramedical personnel
and community health workers; and
increased cooperation in health relat-
ed fields such as safe water supply:
sanitation, nutrition, formal and non-
formal education, and local produc-
tion and effective storage of food-
stuffs.

Alma-Ata Declaration

In adopting the ten-point “Decla-
ration of Alma-Ata”, and in draw-
ing up 22 specific recommendations,
the Conference stated that govern-
ments had made “an historic collec-
tive expression of political will.”
It urged all nations, at all levels of
government and society, to now com-
mit themselves to the achievement of
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primary health care for all citizens.
Primary health care was the key to
attaining for all peoples, by the end
of the century, level of health that
would permit them to lead socially
and economically productive lives,
the Conference stated. This should
be a major social objective of gov-
ernments, international organizations
and the world community in the
coming decades, it declared. At
present more than half the world’s
people did not have adequate pri-
mary health care. The existing
“oross inequality” in health status,
particularly between developed and
developing countries as well as with-
in countries, was politically social
and economically unacceptable.
Development based on a new inter-
national economic order was of basic
importance in closing this gap, and
would at the same time contribute
to a better quality of life and to
world peace.

The translation of principles into
practice would require the priority
allocation of budgetary resources to
primary health care, the conference
pointed out. The better distribution
of existing resources, plus improved
management in planning, implement-
ing, monitoring, supervising and
evaluating health programme was
also required.

Primary health care was defined
as “essential health care based on
scientifically sound and socially ac-
ceptable methods and technology
made universally accessible to in-
dividuals and families in the com-
munity through their full participa-
tion and at a cost that the com-
munity and country can afford to
maintain at every stage of their deve-
lopment, in a spirit of self-reliance
and self-determination”. It formed
an integral part of both the country’s
health system, of which it is the
central function and of overall social
and economic development.

Primary health care, the confe-
rence continued, included at least

health education, 1.1’he promotion of
proper nutrition, adequate safe water,
basic sanitation, maternal and child
health care inclﬁding family plan-
ning, immunization programmes,
endemic diseases prevention and
control, treatment of common ail-
ments and injuries, and the supply
of essential drugs. The system re-
lied on physicians, nurses, midwives.
auxiliaries and community workers,
as well as on traditional practitioners
where available. = All should be
trained to work as a team and to
respond to the communities’ express-
ed health needs. All training, the
conference recommended, should in-
clude field activities. Physicians and
other professional health workers
should be urged to work in under-
served areas early in their careers.

Each country must interpret and
adapt primary health care within its
own social, political and develop-
méntal context. However, all sys-
tems should provide promotive, pre-
ventive, curative, rehabilitative and
emergency care. The Conference
emphasized the importance of deve-
loping comprehensive national health
systems, of which primary health
care should be an integral part.
Governments were urged to coordi-
nate the work of different ministries
in health-related fields, and to dele-
gate appropriate responsibility and
authority to intermediate and com-
munity levels.

Health was inter-dependent with
social and economic development,
the conference stated. Health led
to, and at the same time depended
on, a progressive improvement in
quality of life. Thus health activi-
ties must be coordinated at all levels
with those of other social and econo-
mic sectors including education,
agriculture, animal  husbandry,
household water supply, housing,
public works, communications, in-
dustry and others, there must also
be related measures to improve
nutrition, increase production and
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The Conference strongly reaffirms that health, which
is a state of complete physical, mental and social well-
being, and not merely the absence of disease or infir-
mity, is a fundamental human right and that the attain-
ment of the highest possible level of health is a most
important world-wide social goal whose realization re-
quires the action of many other social and economic
sectors in addition to the health sector.

11
The existing gross inequality in the health status of
the people particularly between developed and deve-
loping countries as well as within countries is politi-
cally, socially and economically”unacceptable and is,
therefore, of common concern to all countries.

II

Economic and social development; based on a New
International Economic Order, is of basic importance to
the fullest attainment of health for all and to the reduc-
tion of the gap between the health status of the develop-
ing and developed countries. The promotion and pro-
tection of the health of the people is essential of sus-
tained economic and social development and contri-
butes to a better quality of life and to world peace.

v
The people have the right and duty to participate
individually and collectively in the planning and im-
plementation of their health care.

Vv

Governments have a responsibility for the health of
their people which can be fulfilled only by the provi-
sion of adequate health and social measures. A main
social target of governments, international organiza-
tions and the whole world community in the coming
decades should be the attainment by all peoples of
the world by the year 2000 of a level of health that will
permit them to lead a socially and economically pro-
ductive life. Primary health care is the key to attain-

DECLARATION OF ALMA-ATA

The International Conference on Primary Health Care, meeting in Alma-Ata this
twelfth day of September in the year Nineteen hundred and seventy-eight, express-
ing the need for urgent action by all governments, all health and development
workers, and the world community to protect and promote the health of all the
people of the world, hereby makes the following Declaration:

ing this target as part of development in the spirit of
social justice.

VI

Primary health care is essential health care based
on practical, scientifically sound and socially accept-
able methods and technology made universally accessi-
ble to individuals and families in the community
through their full participation and at a cost that the
community and country can afford to maintain at
every stage of their development in the spirit of self-
re'iance and self-determination. It forms an integral
part both of the country’s health system, of which it is
the central function and main focus, and of the overall
social and economic development of the community.
1t is the first level of contact of individuals, the family
and community with the national health system bring-
ing health care as close as possible to where people live
and work, and constitutes the first element of a con-
tinuing health care process.

Vil

Primary health care:

i. reflects and evolves from the economic condi-
tions and socio-cultural and political characteris-
tics of the country and its communities and is
based on the application of the relevant results
of social, biomedical and health services research
and public health experience;

[89)

. addresses the main health problems in the com-
munity, providing promotive, preventive, cura-
tive and rehabilitative services accordingly;

3. includes at least: education concerning prevail-
ing health problems and the methods of pre-
venting and controlling them; promotion of food
supply and proper nutrition, an adequate supply
of safe water and basic sanitation; maternal
and child health care, including family plann-
ing: immunization against the major infectious
diseases; prevention and control of locally
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endemic diseases; appropriate treatment of com-
mon diseases and injuries; and provision of
essential drugs;

4. involves, in addition to the health sector, all
related sectors and aspects of national and com-
munity development, in particular agriculture,
animal husbandry, food, industry, education,
housing, public  works, communications and
other sectors; and demands the coordinated
efforts of all those sectors:

S. requires and promotes maximum community
and individual self-reliance and participation in
the planning, organization, operation and control
of primary health care, making fullest use of
local, national and other available resources: and
to this end develops through appropriate educa-
tion the ability of communities to participate:

6. should be sustained by integrated, functional
and mutually-supportive referral systems, lead-
ing to the progressive improvement of compre-
hensive health care for all, and giving priority
to those most in need;

7. relies, at local and referral levels, on health
workers, including physicians, nurses, midwives,
auxiliaries and community workers as appli-
cable, as well as traditional practitioners as
needed, suitably trained socially and technically
to work as a health team and to respond to the
expressed health needs of the community.

- political will, to mobilize the country’s resources and

VIII »

All governments should formulate national policies,
strategies and plans of action to ldunch and sustain
primary health care as part of a comprehensive na-
tional health system and in coordination with other
sectors. To this end, it will be necessary to exercise

to use available external resources rationally.

IX

All countries should cooperate in a spirit of part-
nership and service to ensure primary health care for
all people since the attainment of health by people in
any one country directly concerns and benefits every
other country. In this context the joint WHO/UNICEF
report on primary health care constitutes a solid basis
for the further development and operation of primary
health care throughout the world.

X

An acceptable level of health for all people of the
world by the year 2000 can be attained through a fuller
and better use of the world’s resources, a considerable
part of which is now spent on armaments and military
conflicts. A genuine policy of independence, peace, de-
tente and disarmament could and should release addi-
tional resources that could well be devoted to peaceful
aims and in particular to the acceleration of social and
economic development of which primary health care,
as an essential part, should be allotted its proper share.

employment to achieve a more equi- and urged governments to formulate work out well-defined goals and ac-
table distribution of income and national policies for the import, local tion plans to ensure that primary

protect the environment.

Primary health care, the confe-
rence emphasized, required and pro-
moted maximum community and
individual self-reliance and partici-
pation in the planning, organization,

rated.

production, sale and distribution of health care be accessible to the
drugs, making them available at the entire population. It called for in-
lowest feasible cost. Proven tradi- creased technical and financial sup-
tional remedies should be incorpo- port from international organizations,

multilateral and bilateral agencies,

The needs of women, children, non-governmental organizations, fun-

operation and control of pro-
grammes. It made fullest use of
local, national and other available
resources. The promotion of pri-
mary health care should enhance
the capacity of people to solve their
own problems. It required a close
relationship between health workers
and the communities they served.

Tt stressed the importance of con-
tinuous supply of essential drugs
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the under-privileged and working
populations at high risk were em-
phasized. Special attention was
essential for remote and neglected
areas. While service in these areas
required dedication, incentives were
also needed to attract health per-
sonnel. These included opportuni-
ties for further training and support
for the education of health workers’
children. The conference recom-
mended that governments quickly

ding agencies and other partners
in international health. Tt further
recommended that WHO and UNI-
CEF on the basis of national pro-
grammes, draw up concerted re-
gional and global plans that would
facilitate mutual support between
countries in the primary health care
field. WHO and UNICEF were also
urged to continously promotc the
mobilization of other international
resources.
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HEALTH SITUATICN IN INDIA continued from page 309

I Plan II Plan TII Plan IV Plan V Plan
= antici- targeted
pated
Sub-centres of PHCs 33,000 44,025
Rural hospitals i : 1,293
Medical colleges : : 42 57 87 99 106
Annual admissions in medi-
cal colleges . : 3,500 5,000 10,625 12,500 13,000
Doctors in practice 65,000 70,000 86,000 1,383,000 1,76,000
Nurses 18,500 27,000 45,000 88,000 1,23,000
ANMs 12,780 19,900 35,000 64,600
Health visitors * : - 300 1,500 4,200
Nurse-Dais 6,400 11,500 28,000
Sanitary inspectors/Health
assistants . : . 4,000 6,000 18,000 32,000
Pharmacists 42000 48000 66000
Thanks to the greatly increased third. It must be considerably more

outlays on health care, related insti-
tutional facilities and trained man-
power required for the most effective
administration of such programmes
have increased very considerably. "

Thus, the number of hospitals and
dispensaries in the country increa-
sed from 10,000 at the end of first
plan to 14,600 at the end of the

now, though the exact figure is not
available. The number of hospital
beds has more than doubled from
125,000 to 281,600 at present. Pri-
mary health centres at present num-
ber 5.250 as against 725 at the end
of the first plan and the number of
the sub-centres has reached a total
of 33.000 by now.

MEDICAL AND PARAMEDICAL MANPOWER NORMS—REQUIREMENTS
AND AVAILABILITY

Category Ratio to Require- Actual Ratio Actual Ratio
population ments position to pop. position  to pop.
(1972-73) (1972-73) (1973-74) 1973-74
antici- (end year
pated of IV Plan)
Dottors=> ww't 2 3500 L 170:870 130,530 1 : 4,366 138,000 1 : 4,239
Dentists 1 :30,000 19,900 8,400 1 :67,845 i -
INJIESes: @ <. 1225000 120,000 82;330° 1 : 6,922 88,000 1 :6,648
ANMs - <= 1 5.000 120:000 50,000 1 :11,398 64,000 1 : 9,066
Sanitary Inspect-
ors : - 1 +10.000 59,000 30,060 1 :18,959 32,600 1 :17,94

Source: “Report : 1972-73” Ministry of Health and Family Planning, Government of

India.

Likewise, the number of medical
colleges has increased from 42 to
106. Annual admission in these col-
leges have nearly quadrupled from
3,500 to 12,500. There are now
138,000 doctors and 88,000 nurses
as against 65,000 and 18,500 respec-
tively, at the end of the first plan.
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Substantial increases have also been
recorded in the number of para-
medical personnel such as auxiliary
nurse-midwives, health visitors, sani-
tary inspectors and pharmacists.

Impressive though these achieve-
ments are, they still fall short of the

requirements based on the mnorms
suggested by the Health Survey and
Planning Committee as the table
indicates.

Mention should also be made of
the infrastructure facilities availa-
ble for the control of tuberculosis
and for the family planning pro-
gramme. As for TB control, there
are now 278 district TB centres, 17
demonstration training centres and
36.500 T.B. isolation beds, as against
170, 15 and 35,000 respectively at
the end of 1968-69.

In the field of family welfare plan-
ing, the rural centres and sub-cen-
tres are part of the PHC Complex
of Centres and Sub-Centres. So there
are, and will be as many family wel-
fare planning (FWP) centres and sub-
centres. For the urban areas, there
are nearly 2,000 FWP centres. The
number of sterilization beds has in-
creased more than sixfold over the
last five years. Inadequacy of
transport has been one of the serious
bottlenecks in the family planning
programme. The number of vehi-
cles in use represents less than 50
per cent of the estimated require-
ment of 8.000. The outlay of Rs.
24 crore proposed in the fifth plan
for procurement and maintenance
of vehicles may make good the lar-
ger part of the deficiency.

A broad measure of the facilities
required for the family planning pro-
ning programme is provided by the
the anticipated expenditure on ser-
vice and supplies, training, mass edu-
cation, evaluation and organization,
amounting to nearly Rs 260 crore
during the fourth plan period, and
the proposed expenditure of Rs. 480
crore for the fifth plan period.

Rural health services

Since 80 per cent of the popula-
tion in our country lives in rural
areas and in view of the existing
wide disparities in the availability
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of health care facilities- between
the urban and the rural areas, steps
are now urgently being taken to
train a special functionary, name-
ly, a multi-purpose health worker.
He will deliver integrated health
care services in the countryside.
The object of having the multi-pur-
pose workers programme is to train
unilevel health workers engaged in
various communicable disease con-
trol/eradication programmes like
malaria, smallpox, T.B., family wel-
fare, etc. Hitherto, this programme
was mostly vertically conceived and
was being implemented at the field
level by the staff separately deployed
to implement it, with little consi-
deration for integration of these ser-
vices. This was primarily because,
various health programmes, and
later on the family planning pro-
gramme were launched at different
times and each such programme was
conceived to run vertically with its
own staff. There is at present a
great need for integrating medical,

public health, nutrition and family

planning services.

In a concerted drive to extend
health care to the rural out-reaches,
as many as 5,400 primary health
centres and about 38,000 sub-
centres have been set up in the
country since independence serving
the rural population of about 500
million in 5,247 community develop-
ment blocks.

The integrated approach for the
delivery of a package of health,
family planning, MCH and nutri-
tion services to the community has
been accepted in the fifth plan. It
has been decided to introduce multi-
purpose approach on phased pro-
gramme throughout the country in
the fifth plan. The adoption of
multi-purpose approach has added
a new dimension to the training pro-
gramme hitherto conducted separa-
tely for family planning personnel
and workers engaged in various
other health programmes.
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Under this scheme a comprehen-
sive health and family welfare care
will be provided through a team of
two workers (one male and one
temale) at the sub-centre level. It
is now envisaged that by the end of
the sixth Plan, there would be
one sub-centre for every 5,000 popu-
lation with a team of one
female and one male worker. How-
ever, taking into consideration the
existing one male and one female
workers and the workers that will
be available by the end of the fifth
plan, it is envisaged that there will
be one female worker for every
8,000 population. In addition to
their duties of providing health and
family welfare and nutrition edu-
cation, these workers will also be
responsible for providing first-aid
treatment for minor ailments.

There will also be a team of one
male and female health supervisors
to supervise the male and female
health workers under the scheme.
All those supervisory personnel will
be designated as health assistants
who will highlight their role of
assisting the doctor. They will also
be trained and equipped to give
specific remedies for simple day-to-
day illnesses but at high level of
competence.  They will carry a
medical kit for the curative services
that they will perform. While the
health assistants do have a super-
visory role, they should also func-
tion as health workers in their own
area carrying out the same duties
and responsibilities, but at a higher
level of technical competence. They
will be specially responsible for the
promotive and preventive health
measures and all the national health
programmes. The female health
assistants will take particular care
of children, expectant and nursing
mothers.

Very few developing countries have
been successful in developing their
health delivery network to achieve
a wide coverage of their popula-

tion. Although there are varian-
ces between diffefent  successful
country schemes, several common
features exist. For instance in each
country or area the government star-
ted with the formation, reinforce-
ment or recognition of a local com-
munity organization and treated it
as a part of the enterprize. It or-
ganized community action for pro-
blems that could be resolved by
individuals, it controlled the pri-
mary health worker; it assisted in
financing services and it linked
health action with broader commu-
nity goals.

Since the initiation of develop-
mental activities, planners have al-
ways given importance to the need
of enlisting people’s participation
in this direction concerning all as-
pects of developmental programmes.
Health programmes are no excep-
tion.

However, during the intervening
period the idea of people’s partici-
pation as far as health services are
concerned have merely remained on
paper and this vast resource has
hardly been tapped to the desired
extent. As people’s expectations
from health services increased, the
need for strengthening country’s
health services was recognized and
subsequently the need for enlisting
people’s active participation assu-
med greater importance.

Under the Multi-purpose Health
Workers Scheme, each worker will
hopefully deliver minimum health
care to the rural communities.
However, the desire of extending
these services to every village may
not be feasible in the near future. It
is keeping this in view that the idea
of Community Level Health Work-
ers was mooted by the Report of
the Group of Medical Education
and Support Manpower which was
appointed by the Government of
India in 1974. Their report stressed
the need to provide health services

(Continued on page 312)
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RURAL HEALTH SCHEME
Implementation and Evaluation

Some press reports and editorials have appeared in a
section of the Press commenting on the scheme of
Community Health Workers launched by the Ministry
of Health on 2 October, 1977. These are based
mostly on cerfain portions of the assessment report of
the Institute of Economic Growth. The Institute of
Fconomic Growth was requested by the Ministry of
Health to undertake an appraisal of the Rural Health
Scheme.

T'he Institute of Economic Growth had studied the
scheme in operation in five PHCs in Punjab and Har-
yana and 94 community health workers trained in
these five PHCs. Presently, the Scheme is in opera-
tion in 741 PHCs covering about 74,000 villages and
about 42,000 CHWs are in position. While the defects
of the Scheme as pointed out in the assessment report
have been highlighted, the positive aspects of the
Scheme mentioned in the report itself have not been
found any mention. Dr Ashish Bose himself had written
to the Union Health Minister stating “I am glad to
report to you that the rural masses have welcomed
your scheme. We have also argued in the report
that the misgivings of the doctors are not justified.”

It is but natural that in any Scheme of this much
dimension which, in the initial phase, is spread over
741 PHCs, there are bound to be initial difficulties.
Un'ike other Schemes, an evaluation of this Scheme
has been undertaken not only by the Institute of Eco-
nomic Growth but also by five other demographic
research centres and a group of other academic and
management institutes consisting of the National Insti-
tute of Health and Family Welfare, All-India Insti-
tute of Hygiene and Public Health, Calcutta, Indian
Council of Medical Research, Indian Institute of Mana-
gement, Ahmedabad, Indian Institute of Population
Studies, and the Gandhigram Institute of Rural Health.
This latter group have conducted a more extensive
evaluation covering a sample of over 10 per cent of
the PHCs in which the training of the Scheme has
been in operation compared to the only five PHCs
which had been taken up by the Institute of Economic
Growth.

All the reports so far received, including the Report
of the Institute of Economic Growth, indicate that the
Rural Health Scheme has been generally “welcomed
by the rural masses.” While in some States like Punjab
and West Bengal,, the community has not been fully
involved in the sclection of CHWSs, the awareness of
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the community in many of the States has been of a very
high order. Most of the reports indicate that the quan-
tum of honorarium of Rs. 50 per month and quantum
of medicines worth Rs. 50 per month may not be suffi-
cient. The Scheme itself lays very great emphasis on
preventive and promotive aspects of health care. Since
some of the reports show that these have not been ade-
quately emphasized during the training programme,
necessary corrective measures would be undertaken.

Scheme deserves fair deal

Likewise, there are some misgivings about the
Scheme on the part of the medical profession. The
report of the Institute of Economic Growth devotes a
whole chapter on the misgivings of the medical pro-
fession, their fear that the CHWs would turn to be
quacks, stress on indigenous systems, lack of control
over CHWs:; and finally concludes that having exa-
mined all the major misgivings on the part of the
medical profession, “our team is not convinced that
their misgivings are warranted. The new rural health
scheme certainly deserves a fair trial.” The report con-
cludes that by and large, “the new rural health
Scheme - is benefitting the Scheduled Castes and low
income groups.” It does mention that it kits, manuals,
medicines, etc., are not reached in time, the Scheme
is likely to fail. The Government are entirely in
agreement with this observation and extraordinary
efforts are being made to ensure timely supply of kits,
manuals, medicines, honorarium to the thousands of
CHWs. There is constant liaison with the State Gov-
ernments that the entire training programmes are effi-
ciently organized, that sufficient teaching aids are made
available and that the involvement of the community is
imaginatively pursued. It is not the intention or
desire of the Health Ministry that it should remain a
mere administrative programme without effective parti-
cipation of the community.

In the report, a number of suggestions for improve-
ment of the Scheme regarding effective communication
with the panchayats, formation of village health com-
mittees, orientation courses for panchayat members,
upgradation of the CHWSs, timely payment of stipend,
honorarium, medicines, reduction in content of training,
realistic training for solving all local health problems,
refresher courses, working group to suggest alternatives,
need to monitor and review of such a massive pro-
gramme have all been given. These suggestions and
those which will emanate from the evaluation being
done by the National Institute of Health and Family
Welfare (NIHFW) and other institutes. would be
examined and necessary correctives introduced.
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Rural Bias from bottom

The report has also said that “rural bias is to be
given to medical infra-structure of health and medical
services from the bottom and not from the top. The
introduction of the CHW on a mass scale for every
community of 1000 persons in every village is a very
desirable first step in this direction.” The report fur-
ther states: “Finally, we do believe that there has
been more talk than action in the field of rural health
for at least 40 years in this country and the Janata
Government certainly deserves congratulations on actu-
ally launching a Rural Health Scheme soon after
taking over.”

The Government, therefore, welcome every positive
suggestion which would enable greater involvement
and participation by the community.

The study carried out by the Gandhigram Rural
Institute has brought about that the work of CHWs has
been appreciated by the people and that they (the
CHWs) have further shown willingness to carry on the
same even if no honorarium is given to them. The
interim report of the NIHFW indicates that the scheme
of CHWs was acceptable to a large majority of com-
munity leaders, staff of primary health centres, etc.

From the very outset, starting with the formulation
of the scheme, every section of opinion has been in-
volved by inviting public comments and open discus-
sion. Immediately after the implementation began,
evaluation by external, independent and scientific bodies
has been purposely made an integral part of the scheme
SO as to ensure its evolution as a genuine people’s move-
ment. The Scheme will also be put to a thorough
screening through the Planning Commission.,

The Scheme has evoked world-wide interest. The
Director-General of the World Health Organization
(W.H.O.), Dr H. Mabhler, after his visit to Punjab
where he saw the community health workers in opera-
tion, called this a revolutionary Scheme in providing
primary health-care to the people.
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Opinion Survey on
Family Welfare Programme

In pursuance of the Union Cadinet decision for
conducting a survey of public opinion on methods for a
more effective implementation of the new Family Wel-
fare Programme, the National Institute of Health
and Family Welfare conducted a study on the subject
in which replies from 7,271 respondents were received
and processed. These people represented practically
all sectors of national life and all religions, occupa-
tions, tribes and castes. The conclusions of the report
are that the people generally favoured. a voluntary ap-
proach to family planning, but groups of people who
are termed as ‘informed groups’ recommended some
compulsion through statutory measures, particularly in
cases where couples had two or three living children.
There was a recognition of fear of after-effects in
sterilization and IUD. The respondents gave two more
suggestions for overcoming the fears. These were
extensive education of people and intensification of
follow-up services. The informed groups of respon-
dents supported the idea of compensation to those
accepting sterilization and wanted additional incen-
tives to couples who accepted terminal methods of
family planning. 5

Another important conclusion of the report was the
universal approval of the people for raising, the mini-
mum age for marriage of boys and girls. There was a
demand for enforcement of the Child Marriage Res-
traint Amendment Act and for providing education
on sex and about the hazards of a large family.
Several suggestions have been made in the report for
intensifying information and education through mass
media, personal contacts and mobilization of Pancha-
yats, voluntary agencies and the Rural Health Services
network for this purpose.

A meeting of the National Family Welfare Awards
Committee was held here on 21 November, 1978 under
the Chairmanship of Shri Jagdambi Prasad Yadav,
Union Minister of State for Health and Family Wel-
fare. The survey report was considered in detail at
the meeting. The various State Governments had
also been requested to send their suggestions on ways
and means for giving strength and speed to the Family
Welfare Programme. Detailed suggestions have been
received from the Governments of Bihar, Arunachal
Pradesh, Gujarat, Tamil Nadu, Kerala, Nagaland and
Sikkim and the Union Territories of Andaman and
Nicobar Tslands, Lakshdweep, Goa, Daman and Diu,
Pondicherry and Chandigarh. The suggestions includ-
ed various incentives as well as disincentives. The
recommendation will be considered and a final decision
taken at the next mecting of the Committee. O
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News from States

ANBPHRA PRADESH

In-service training to Deputy Inspectors of
Schools in Health Education

Athrec-week in-service training to Deputy Inspectors
of Schools in Health Education was organized by
the State Health Education Bureau, Andhra Pradesh
at Hyderabad.

Inaugurating the training course, Shri P. Audinara-
vana, Director of School Education, emphasized that
health education had an important place in school
curricula. He said that the supervisors of primary
schools were also being trained so that they would
train the teachers.

Dr S. N. Mathur, Director of Medical and Health
Services, in his presidential address, stressed the need
for inclusion of health education as a subject in
schools. He also favoured the production of short
films on health education for screening in the schools.

Dr T. John Phillip, Assistant Director of Medical
and Health Services (Health Education), said that tea-
chers could influence the society and coemmunity, and
play a significant role in the implementation of na-
tional health programmes.

Speaking on the importance of primary health care,
Dr Sanjeevi, paediatrician and Consultant in UNICEF,
New Delhi, said that irrespective of the economic back-
ground and geographic domicile, every citizen should
be provided with the modern medical facilities. He
stated that good referral system was. necessary for
primary health care. Dr Sanjeevi said that the mother
was very important, dependable and reliable source
of information regarding health.

Addressing the trainees on heart diseases among chil-
dren, Dr U. Brahmaji Rao, Cardiologist of Osmania
General Hospital, said that 0.5 to one per two thousand
infants sufferred from congenital heart diseases. Ten
per cent of the children of the age-group of five to
twelve years usually suffered from high blood pressure,
he added. Dr Rao further said that 10 out of 1000
children studying in various schools were detected to
be suffering from rheumatic fever and rheumatic heart
diseases. He observed that teachers must take keen
interest in imparting health education and creating good
habits among the children.

332

(I
|
|

Dr R. Patnayak, Skin Specialist of Gandhi Hos-
pital, Secunderabad, speaking on skin diseases among
school children said that 80 per cent of the out patients
attending the hospital were suffering from scabies. He
added that skin discases among children were due to
parasite, bacteria, virus and vitamin deficiencies. Em-
phasizing the need for carly diagnosis of leprosy among
school children, Dr Patnayak informed that an infec-
tive case of leprosy could be converted into non-infec-
tive type within a week by proper treatment.

Dr Y. R. Reddy, Superintendent, Niloufer Hospital,
Hyderabad, said that School Health Services were very

important for health of the school-going children. The -

deficiencies in the children should be detected, dia-
gnozed and corrected in the early age, Dr Reddy added.

Valedictory function

Awarding the certificates to the trainees at the vale-
dictory function, Dr S. N. Mathur, Director of Medi-
cal and Health Services, said that health education
would be taught as a subject in primary schools in
Andhra Pradesh. He asked the State Health Educa-
tion Bureau to help in preparation of syllabus, produc-
tion of instructional material, etc. He called for a
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close liaison between the functionaries in making the
school health services more effective and beneficial.

Speaking on the occasion*Dr H. §. Nayak, Resident
Programme Officer of UNICEF, said heakh educa-
hon was extension of cimplified knowledge without
complicated medical terms for healthful living.

Dr P. Siva Reddy, Director of Ophthalmology, said
that the teachers could play an important role in pre-
vention of blindness. He emphasized the need of im-
paiting proper education and knowledge for preserva-
tion of eyesight and carly detection of defects and
treatment on time.

Dr S. Ramachandra Reddy, Training Officer, State
Health Education Bureau, proposed a vote of thanks. O

KARNATAKA
Rural Health Care Scheme Launched

AUNCHING of the new scheme of the Primary

Health Care for villages marked the Gandhi Jayanti
Celebrations in Karnataka on 2 October, 1978. The
Scheme aims at involving the community in providing
health care to individuals and families. The scheme was
launched in one sub-centre consisting of 10,000 popula-
tion in each of the 19 districts of the State.

Shri K. H. Ranganath, Karnataka’s Minister for
Agriculture and Parliamentary Affairs, inaugurating
the scheme at the Suradhenpura village, underlined
the need for paying greater attention to preventive as-
pects of health.

Shri M. Mallappa, Minister for Health and Family
Welfare, Karnataka, appealed to the people to give
their wholehearted support to the Scheme.

MAHARASHTRA
Leprosy Control Programme
I N Maharashtra, the estimated prevalence rate of

leprosy is seven to eight patients per 1000 popula-
tion and there are about 3.5 to 4.0 lakh patients. Where-
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as the national average is five patienfs per 1000 popula-
tion. Ninety per cent of the endemic population has
been brought under the National Leprosy Control Pro-
gramme and the remaining 10 per cent would be
covered during 1978-79.

{he first survey conducted shows that nearly 25 to
30 per cent leprosy patients have deformities. In re-
surveys, only 10 per cent of the new patients show
carly deformities. Where two or three surveys have
been done, the deformity has come down to five per
cent. Now many patients seek voluntary diagnosis in
the early stage.

Of the total estimated patients—3,01,548, as on
31st January 1978—50 per cent of them take treatment.
Of these, about 30,000 patients are children below 15
years of age.

Dr Jivraj N. Mehta

We regret to report the death of Dr Jivraj N.
Mehta, the first Director-General of Health Ser-
vices, in Bombay on 4 November, 1978. Dr Mehta
was 91. He was appointed Director-General of
Health Services in 1947 and he was also Secretary
of the Ministry of Health.

Studies undertaken in some old centres showed that
40 to 50 per cent of old recorded patients were free
from disease. though with some residual deformities.

A 14-member Leprosy Advisory Board for the State
has been formed to advise for improving the manage-
ment of Leprosy Control Units, Urban Leprosy Centres
and S.E.T. Centres; to study the grievances of the
public relating to the leprosy hospitals, Control Units;
suggest measures to remedy them etc.

District Leprosy Advisory Boards have also been
constituted at the districts of Wardha and Amaravati
with similar functions.

333




- DELHI

Project for Optical Counters

Under the National Plan, each of the 106 medical
colleges are to be upgraded and provided equipment
worth Rupees five ‘akhs each to convert their depart-
ments of ophthalmology into departments of com-
munity ophthalmology to enable them to offer good
ophthalmic care to the community. But there is no
provision for supply of spectacles, low vision aids
(LVA) and contact lenses, etc.

The project was approved by the Executive Com-
mittee of the National Society for the Prevention of
Blindness held on 4 August, 1978, in New Delhi.

Under this project optical counters would be opened
at all the upgraded departments of community ophthal-
mology of all the 106 medical colleges, 15 State eye
hospitals and seven regional institutes totalling to 128
by providing all qualities of frames and glasses, L.V.A.
and contact lenses. The staff required to run each of
their optical counters would consist of refractionist or
optician and one peon cum despatcher to prescribe
and evaluate the opticals, L.H.A.’s] contact lens, etc.,
and to do the research work at the regional institute
level.

All other facilities such as detection eof visual defects,
examining of the patients, performing operations, etc.,
will be extended by their own staff and on extra pay-
ments will be provided from this project funds. Mean-
while, no counter will be opened or staff appointed at
the 400 district hospitals. Orders for spectacles and
low vision aids in these cases will be received through
the doctors already working there.

The Society would be willing to grant loan up to
Rs. 10,000 to the needy organizations to make optical
counters, showcases and maintain a minimum of frames
and glasses. The supply of frames and glasses can be
obtained from the Central office on 15 days credit by
sending regular orders. Attempts have been made to
execute orders within three days of the receipt of the
respective order and despatch the same to the ordering
institutions immediately. The centralization of the
supplies of frames and glasses at the Central office of
the National Society for the Prevention of Blindness
is advantageous. Because, the Society will be able to
procure the material on the minimal cost, even less
than the whole-sale prices, and supply the same to
the said sale counters at much cheaper rates than
the market rates. All that is needed is a show-case
exhibition. One or two persons thus employed shall
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book orders for spectacles from the patients and send
the orders to the headquarters. They will then receive
dispensed spectacles, L.V.As or contact lenses from
the Headquarters and deliver them to the patients and
visually handicapped. Hence, no separate arrangement
will be required for detection/refraction work. Also.,
duplication of efforts will be avoided besides econo-
mical execution of the spectacles, L.V.A. and contact
lens distribution.

However, all necessary technical guidance and super-
vision will be assured by the National Society for the
Prevention of Blindness and the Dr Rajendra Prasad
Centre for Ophthalmic Sciences, All-India Institute of
Medical Sciences, New Delhi for which no expenditure
will be required to be paid by the institution starting
the Optical Counters. (O

Colourful Capping Ceremony of Nurses

At a colourful function here, Smt. Renuka Devi
Barkataki, Minister of State for Education, performed
the capping ceremony of the nursing students of Dr
Ram Manohar Lohia Hospital on 6 December 1978
in New Delhi.

Speaking on the occasion, Smt. Barkataki said that
Dr Ram Manohar Lohia Hospital which was easily
one of the best equipped hospitals in India, had so
far trained about 300 nurses. The hospital took 25
students every year for a three-year course. The pro-
lessional standard of these nurses was so high that a
large number of them had found lucrative jobs in the
U.S.A., England, Europe, West Asia and many other
foreign countries.

Welcoming the Minister, Dr L. R. Pathak, Medical
Superintendent, stated that the Dr Ram Manohar
Lohia Hospital treated almost eleven lakh patients in
the outdoor patients department and about 1,50,000
patients in the Emergency Ward every year. The
hospital which had at present about 800 beds was
hoping to increase them to 1,000 beds in the coming
years.

Dr Pathak said that it was proposed to expand the
nurses’ school and adjoining plot had already been
carmarked for its new building and a hostel for the
nurses. The new building would have all the modern
facilities including a creche for children of the married
nurses. He said although the hospital discouraged
going abroad of nurses trained by it, the quality of
training imparted was rated so high internationally
that many nurses could not resist the offers from
abroad. O
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BOOK REVIEW

STEROID CONTRACEPTION
AND THE RISK OF NEOPLASIA.
Report of a WHO Scientific Group.
World Health Organization Technicai
Report Series, 1978 No. 619 (ISBN 92
4 120619 5). 54 pages. Price: US $ 3.

Steroid contraceptives first became
available for general clinical use in
the United States of America in
1960 and were rapidly adopted in
other  countries. Some 80 million
women around the world are now
thought to be using “the pill”, and
the fact that large numbers of
healthy young women are taking
potent steroid drugs for prolonged
periods of time has aroused concern
about the safety of the preparations.

The present report of WHO Sci-
entific Group that met in December
1977 is mainly devoted to a review
and analysis of the many studies of
steroid contraceptive use and the
risk of developing neoplastic dise-
ase. An extensive reference list is
given.

The report first considers the re-
search problems involved, and then

Contd from page No. 321
programme as well as superwise
the S.T.D. control programme in
his State.

Cancer Control

Each State should be encouraged
to develop its own Cancer Registry.

The Central Government should
take appropriate steps for ensuring
casy availability of anti-cancer
drugs in the country.

The Central and the State Gov-
ernments should provide all possi-
ble assistance in the screening and
development of indigenous anti-
cancer drugs in the country.

Every district hospital and hospi-
tals attached to the medical colleges
should have a properly equipped
Cell for early cancer detection.

Blindness Control

As the Mobile Units which are
being provided to the State Gov-
ernments at the rate of one such
Unit for every five districts for

December 1978

describes the four main epidemiolo-
gical approaches used to determine
whether there is an association bet-
ween drug use and the development
of disease: clinical case reports, vital
and morbidity statistics, case-con-
trol studies, and cohort studies. The
report  discusses neoplasias of the
breast, genital tract and liver, and
the possible role in their etiology
of combined oral contraceptives and
contraceptives containing progesto-
gens without oestrogen. The report
suggests that combined oral contra-
ceptives may increase the risk of
cervical neoplasia in certain sub-
groups of women who have other
predisposing factors. Also, it is sug-
gested that there is a marked asso-
ciation between the use of these
drugs and the development of very
rare benign tumours of the liver.

The Scientific Group emphasizes
that research on the use of oestrogen
for non-contraceptive purposes may
not be relevant to possible contra-
ceptive effects since there are major
differences in the steriods used for
the two purposes. Reference is made

to the relationship  between die-
thylstilbestrol ami the development
of vaginal cancer among the daught-
ers of mothers ewho used this drug
to treat threatened miscarriage.

Next comes methodological is-
sues to assist the reader to inter-
pret the results of observational stu-
dies and to conduct further research.
The Scientific Group discusses how
to estimate the relative risk of de-
veloping neoplasia associated with
drug exposure. It points out that
knowledge of such risk in relation
to the use of steriod contraceptives
is almost exclusively derived from
studies in the more developed coun-
tries, and examines the relevance
of this knowledge to other areas
of the world, in which very diffe-
rent conditions obtain.

The report concludes with a series
of recommendations, dealing speci-
fically with epidemiological re-
search, the question of developing
countries, clinical and laboratory
studies, clinical practice and infor-
mation exchange. O

holding Eye Camps remain under-
utilized, a comprehensive programme
for utilization/functioning of each
Mobile Van should be finalized well
in advance by the State/District
Ophthalmic Officer and targets of
operations indicated to each District
and attempts made to achieve them.
While doing so it should be ensured
that there was no overlapping and
duplication of places where camps
being held by voluntary organiza-
tions and mobile eye vans.

The State Governments may allo-
cate at least 10 per cent of the total
beds with a minimum of 15 in a
District Hospital for eye work under
the programme. Wherever a num-
ber of beds are presently in the
voluntary sector, the same may also
be utilized for the programme.

In view of the fact that most of
the blindness in the country is due
to lack of awareness and education

regarding eye-care, it is important
that all media of mass communica-
tion be geared up to educate the
community and people’s support
and participation enlisted in the pro-
gramme.

For ophthalmic assistants/techni-
cians to be posted at Primary Health
Centres, the Central Government
may consider sharing the expendi-
ture on their salaries, etc., as a part
of the Centrally-sponsored scheme.

Grant-in-aid money at the rate of
Rs. 40 per cataract operation for
holding eye camps by voluntary
organizations may be advanced to
the State Governments on the basis
of number of operations carried out
by such voluntary organizations in
the previous year as may be certi-
fied by the State Government. Its
utilization /appropriation will, how-
ever, be subject to certificates as
prescribed under the programme.
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This is eighth in the series of the feature.

CATARACT

The Community Health Workers, among others, are

to educate the community on preventive, curative, promotive and rehabilitative aspects of health.

Cartaract is a common eye disease of old age.

ATARACT iS a common eve

disease of old age. It may, how-
ever, affect young persons, children
and even newborns. It is one of the
few eye diseases, which, if treated
properly in time, can be completely
cured and a patient can have full
vision to see and read even the mi-
nutest prints.

Many of us know that eye is like
a camera. Just as a camera has 4
powerful lens that condenses the
light coming from an external ob-
ject and casts its image on a photo-
sensitive plate, the eye has a trans-
parent powerful lens which helps to
cast the image of an external object
on sensitive coat of the eye, the re-
tina, from where the image is trans-
mitted through the nerve of the eye
(optic nerve) to the brain. This is
how we perceive the image of any
object seen by the eyes.

When this lens loses its transpa-
rency due to any cause, and be-
comes opaque, it is known as cata-
ract. The process by which the lens
becomes opaque can be compared
to the formation of curd from milk.
Just as the process of conversion
of milk into curd is irreversible, in
the same way once the cataract has
started forming in the lens. it can-
not be checked by any means what-
soever.

What Causes Cataract

The exact cause of cataract is not
fully known. Among the known fac-
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the community.

tors may be counted old age, defici-
ency of different dietic factors, such
as proteins, Vitamins A, B and C,
sun-rays and some toxic drugs.
General diseases like diabetes (su-
gar in urine) and congenital syphi-
lis are other important contributory
factors. Inflammation within the eye
and injuries can also cause cataract
at any age. Children may be born
with cataract from hereditary influ-
ences or because their mother had
German Measles during the first
three months of her pregnancy.

Signs and Symptoms

Early symptoms of cataract may
be blurring of near and distant
vision. Gradually and progressively,
the’ eyesight is affected for distant
objects though the near-vision may
improve in the beginning. There is
no headache, pain or redness of the
eyes. In the beginning, an object
such as lamp or light or moon ap-
pears more than one and often the
patient complains of some watering.
In the course of years the eyesight
is considerably affected and the pa-
tient finds it difficult to move out
for his daily routine. Due to poor
sight he often strikes against ob-
jects. A time comes when he can
see only the light of a lamp or
torch. This condition is known as
mature cataract (ripe cataract). If
untreated, the mature cataract may
cause discomfort and increase the
pressure in the eye, or produce in-
flammation of the interior or both.

Given below are a few tips for CHWSs to educate

Do not Confuse Cataract with
Glaucoma

It is very important to understand
that deterioration of eyesight in old
age is not always a cataract but
may be one of the more serious
diseases like Glaucoma (Kala Motia)
or atrophy of the nerve of eye. The
eye should always be got examined
by a qualified doctor in the begin-
ning and several times, subsequently
to detect the possibility of such dis-
eases and to treat them, if present.
Many patients do not consult eye
doctor but are satisfied with the ad-
vice of an old person who considers
every loss of vision in old age as
cataract. They advise the patient to
wait till the cataract becomes ma-
ture. In a number of such patients
it is actually Glaucoma or some
other eye disease. The patient waits
till he loses his sight completely and
when he consults a specialist he
finds to his horror that he is incura-
bly blind because of Glaucoma.

Prevention

Following precautions should be
followed to prevent or at least delay
the onset of cataract.

(1) A good and nourishing diet,
rich in proteins and vitamins
such as milk, papaya, mango,
carrots, palak, egg and fish,
should be taken.

(2) Protect the eyes from exces-
sive exposure to sun rays, in-
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tensive heat, X-rays and in-
juries.

(3) Diseases such as diabetes and
syphilis should be effectively
treated early. These diseases
not only lead to cataract but
also are responsible for many
complications during cataract
operation.

(4) Cataract cannot be eured by
application of-any medicine
to the eye or by taking me-
dieine -orally. In the begin-
ning eyesight can be improv-
ed with glasses. Suitable glas-
ses should be obtained after
getting the eyes tested. The
power of glasses changes with
the progress of cataract.
These are required to be
changed every six months or
so till no glasses are found
useful.

Operations: Only Treatment

The only treatment of cataract
known so far is operation. If there
is a marked deterioration of vision
and disability in going about one
should undergo such an operation

without waiting for total maturity of
cataract.

Cataract operation means remo-
val of cataractous lens from the eye.
It ensures full vision after opera-
tion. Such operation is simple. Ope-
ration should be performed by a
qualified eye specialist in an eye

“hospital or eye camp organised by

such agencies. It should never be
got done by quacks, who go about

in rural areas. Many of them claim.

to cure cataract without operation
right on the spot. The village peo-
ple are scared of operation and the
expenses for staying in hospital and
fail a prey to the Satiya (quack sur-
geon).

Precautions after Operation

The science is so advanced that
immediately after the operation, the
patient need not lie on his back.
He can turn to unoperated side.
The urine should be passed while
lying. Only fluid diet is to be taken

on the first two days. Cough or
sneezing has to be suppressed.

Sneezing can be stopped by pressing
at the junction of soft and hard

parts of the nose close to the tip
or pressing on the roof of the/ mouth
cavity from withirf?

The head "should not be bent to
lift anything e from the ground.
Don’t strain in passing stools. Don’t
chew anything hard. Do not smoke.

After the patient is discharged
from the hospital, he has to observe
all the above precautions. He has to
carry out instructions regarding use
of medicines, etc., and should go
for a regular check-up as may be
advised by the surgeon. In case there
is pain and persisting redness, no
time should be lost in consulting
an eye specialist and carrying pro-
per treatment.

Last of all it may be explained
here that as the lens of eye has been
removed by operation, every ope-
rated case has to use powerful spe-
ctacles to have wuseful vision for
seeing distant object or for reading.
eopectacles are advised after four to
six weeks of the operation, and
should be taken only from qualified
opticians on a prescription of the
eye specialist. @)

—Continued from page 329

within the community itself by or-
ganizing a large number of para-
professionals who are drawn from
the community and who enjoy their
confidence.

In pursuance of the decision of

Health Ministers’ Meeting, the
scheme was introduced from 2 Oc-
tober, 1977, the birth anniversary of
Mahatma Gandhi. The objective
of the scheme is to make primary
health care facilities, both preven-
tive and promotive, alongwith treat-
ment of common ailments, available
to every villager. It is proposed
that for this purpose one community
health worker (CHW) will be pro-
vided for every thousand population
of approximately per village.

Community health workers scheme

The central philosophy of plac-
ing “people’s health in the people’s
hands”, the scheme envisages the
provision of one CHW for every
village or community with a popu-
lation of one thousand. India has
5,80.,000 villages served by 5.400
primary health centres. The scheme
is programmed to train 5,80,000
CHWs selected by the respective
villages to be in position by 1981-82.

The CHWs scheme is a compro-
mise between the health needs of
the rural population of our coun-
try and the resources as available
to meet them. In reality, it com-
bines the good features of modern
system of medicine with the system

of providing minimum of health
services through part-time self-em-
ployed persons drawn from the com-
munity itself.

It may be indicated that introduc-
tion of the CHWs in the rural areas
is not expected to replace the exist-
ing and proposed system of the deli-
very of health services to the rural
pepulation. These workers on the
other hand are expected to supple-
ment the activities of heath workers
in the way that they will create an
agency which is close to the people
and would create a pattern of medi-
cal and health services which are
qualitatively better and remain with-
in the financial resources of the
country which are likely to be availa-
ble in the near future.
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1979

L YEAR O

On December 21, 1976, the General Assembly, having c&imdcred the recom-
mendation of the Economic and Social Council of the United Nations and the two
reports of the Secretary General, passed by consensus resolution 31/169 proclaiming

1979 the ‘International Year of the Child’.

I Yk i v . nf tha INOC
eral Objectives of the 1Y(

(@) “To provide a framework for advocacy on behalf of children and for enhancing
the awareness of the special needs of children on the part of decision-makers and the
public.

(b) To promote recognition of the fact that programmes for children should
be an integral part of economic and social development plans, with a view to achieving,
in both the long-term and the short-term, sustained activities for the benefit of children
at the national and international levels.”

The following points make explicit some of the premises underlying the general
objectives:

(@) The Resolution is addressed to all countries. Therefore IYC is concerned
with children in both industrialized and developing countries. Governments have to
decide how they wish to respond to the Resolution and how they wish to “participate

in the year”, “participating countries” or “participating organisations”.

(b) The special needs of children do not arise only out of their right to develop
optimally in the physical sphere. They arise also out of their need to develop their
full potential psychologically, intellectually, morally, socially and culturally.

(c) The special needs of children include defining and safeguarding their rights,
especially as set out in the declaration of the Rights of the Child.

(d) Advocacy includes the spread of education and awareness of the special
needs and potentials of children to families, communities, decision-makers at all levels,
and to those responsible for services to children. It also includes awareness of new
or expanded actions to improve the situation of children.

(¢) “Sustained activities” need to be used on a commitment to children at the
national and international levels beyond the Year itself, deep and persistent enough to
produce necessary progress over the courses of the long-range future.
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