P.AC. No. 419
PUBLIC ACCOUNTS COMMITTEE
(1973-74)

(FIFTH LOK SABHA)

HUNDRED AND TWENTY FOURTH REPORT

[Report of the Comptroller & Auditor General
of India for the year 1971-72, Union Government
(Civil) relating to the Ministry of Health & Family
Planning (Department of Health).]

LOK SABHA SECRETARIAT
NEW DELH!
April, 19-4/Chaitra. 1896(8)
Price : Rs. 1.60



LIST OF AUTHORISED AGENTS

FOR THE SALE OF LOK SABHA

SECRETARIAT PUBLICATIONS
SL No. Name of Agent Sl No. Name of Agent
ANDHRA PRADESI MHARASHTRA

1. Andhra University General Cooperative
Stores Ltd., Walrair
{Visakhzpatnam'.

~. (. R. Lakshmipaty Chetty and Sons,
General Merchants and News Agents,

Newper. Chandragiri,
Chittoor District.

ASSAM

3. Western Book Depot, Pan Bazar.
Gauhau.

BIHAR

4. Amar Kitab Ghar, Post Dox. 73,
Diagonal Road, Jamshedpur.

<. Als, Crown Book Depot, Upper
Bazar, Rancai.

GUJARAT

6. WVijay Stores,
Station Road, Anand.

7. The New Order Book Company,
Ellis Bridge.
Ahmedabad-6.

HARYANA

8. M/s.PrabhuBook Service,
Nai Subzi Mandi,
Gurgaon,

MADHYA PRADESH

9. Modern Book House,
Shiv Vilas Palace,
Indore City.

10.  M/s Sunderadas Gianchand,
621, Girgaum Road,
New Princess Street,
Bombay-2.

11.  The Internationa) Book House
(Privarey Limited.
6, Ash Lane,
Mahatma Gandhi Road, Bombay-1.

12.  The International Book Service,
Deccan Gymkhana, Poona- 4.

13.  Charles Lambert & Company.
10, Mahlatma Gandhi Road,
Opposite Clock Tower,

Fort, Bombay.

14. "The Current Book Touse,
Marurtr Lane,
Raghunath Dada:i Street,
Bombayv-]

15, Deccan Book Stall
Fergusson College Road,
Poona-g,

16, M & J. Services. Publishers
Representatives, Accounts & Law
Book Sellers,

Bahri Road, Bombay-1§

MYSORE

17.  People Book House,
Opp, Jaganmohan Palace,
Mysore,

RAJASTHAN
18, Intormation Cortre,
Governrient of Raiasthan,
Tripolia, Jaipur City.

19.  M/’s Usha Book Depot , 585'A,
C.itra Bazar, Tripolis, Jaipur.

UTTAR PRADESEH

20.  Law Book Company,
Sardar Patel Marg,

Allahabad-1




CONTENTS

Pacx
COMPOSITION OF THE PUBLIC ACCOUNTS COMMITTEE 1973-74) . (Hi)

CORRIGENDA T0 THE HUNDRED AND TWENTY FQURTH
REPORT OF PAC(1973-74) PRESENTED TO LOK
SABHA ON 19.4,1974.

bige  Rara  Line oz Jead
L 1.1 1 veriola variocla

1.3 1 infactious infectious
p 1.9 4 developbent devel opment
b 1.47 16 th the
b5 1.22 3 f1aftasis fll avlasis
?0 1 1PF "2 who ware Wwho were

responsible

*Not printed. (One cyclostyled copy Iaid on the Table of t-he House and five copies
placed in the Parliament Library.

()
282 LS—1 O

234 3S1A



CONTENTS

Pacs
COMPOSITION OF THE PUBLIC ACCOUNTS COMMITTEE 1973-74) . . , (iif)
INTRODUCTION . . . . . . . . . . . )
MINISTRY OF HEALTH & FAMILY PLANNING (DEPARTMENT OF HEALTH : . 1
APPENDIX
Summary of main conclusions/recommendations of the Committee- . : 63

Part I1*
Minutes of the sitting of the Public Accounts Committee held on—
17-8-1973 (A.N.)
18-8-1973 (F.N.)
10-4-1974 (A.N.)

*Not printed. (One cyclostyled copy laid on the Table of the House and five copies
placed mhe Partiament Library.

()
232 LS—1 .



PUBLIC ACCOUNTS COMMITTEE
(1973-74)

CHAIRMAN
Shri Jyotirmoy Bosu

MEMBERS
. Shri Virendra Agarwala
. Shri S. C. Besra
. Shri M. Deiveekan
Shri C. D. Gautam
*6. Shri Pampan Gowda
. Shri Y. S. Mahajan
8. Shri Bibhuti Mishra
9. Shri H. N. Mukerjee
10. Shri Paripoornanand Painuli
11. Shri Narain Chand Parashar
12. Shri H. M. Patel
13. Shri P. Anthony Reddi
14. Shri Biswanarayan Shastri
15. Shri Sunder Lal
#¢16, Shri M. Anandam
*#17, Shri Golap Barbora
18. Shri Bipinpal Das
19. Shri Nawal Kishore
**90. Shri P, S. Patil
21. Shri Sasankasekhar Sanyal
22, Shri Sawaisingh Sisodia.

SECRETARIAT
Shri Avtar Singh Rikhy—Joint Secretary.
Shri M. S. Sundaresan—Deputy Secretary.
Shri T. R. Krishnamachari—Under Secretary.

*Elected on 29-11-73 tice Shri D. S. Afzalpurkar died.

 **Ceased to the members of the Committee consequent on retirement from Rajys
Sabha .0, f, 2+4-1974.

(2SI o1

SN

-3

(i)



INTRODUCTION -

I, the Chairman of the Public Accounts Committee as authorised
by the Committee, do present on their behalf this Hundred and
twenty fourth Report (Fifth Lok Sabha) on paragraphs relating to
Ministry of Health and Family Planning (Department of Health)
included in the Report of the Comptroller and Auditor General of
India for the year 1971-72, Union Government (Civil).

2. The Report of the Comptroller and Auditor General of India
for the year 1971-72, Union Government (Civil) was laid on the Table
of the House on 18th April, 1873. The Committee examined para-
graphs relating to Ministry of Health and Family Planning (Depart-
ment of Health) at their sittings held on the 17th August, 1973 (AN)
and the 18th August. 1973 (FN). The Committee considered and
finalised this Report at their sitting held on the 10th April, 1974.
Minutes of the sittings from Part II of the Report.

3. A statement showing the summary of the main conclusions!
recommendations of the Committee is appended to the Report
(Appendix). For facility of reference these have been printed in
thick type in the body of the Report.

4. The Committee place on record their appreciation of the assist-
ance rendered to them in the examination of these Accounts Audit
Paragraphs by the Comptroller and Auditor General of India.

5. The Committee would also like to express their thanks to the
officers of the Ministry of Health and Family Planning (Department
of Health) for the cooperation extended by them in giving informa-

tion to the Committee. -~

New Dxvui; JYOTIRMOY BOSU,
April 10, 1974, Chairman,
Chaitra 20, 1896 (S). Public Accounts Committee,

*Not printed (One cyclostyled copy laid on the Table of the House snd five copies
placed in Paclisment | ibrary.
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MINISTRY OF HEALTH AND FAMILY PLANNING
(DEPARTMENT OF HEALTH)

National Smallpox eradication programme

Audit Paragraph

1.1, Smallpox is caused by veriola virus of which there are differ-
ent strains. Smallpox is transferred direct from man to man in a
continuing chain of transmission, there being no carrier state and
the recognised animal reservoir of the disease. There are four re-
cognizable clinical tvpes. (1) ordinary--the most frequent; (2) mo-
dified mild—and occurring in previou'ly vaccinated persons; (3) flat
and (4) haemorrhagic. The ordinary and the meodified types ac-
count for about 83 per ce t of the cases. The flat type is frequently
fatal while haemorrhagic smallpox is almost inferiably so.

1.2 In most countries more than 85 percent of cases occur among
persons who have never been vaccinated, and more than 80 percent
among those less than 15 years old. In recent years, the mortalitv
rate in several endemic countries has been about 15 percent. The
fatality rate is the highest among children less than one year of age
(the rate being as high as 24 to 32 percent in certain endemic coun-
tries). Vaccination of children at birth or as early in life as possible
protects the highly vulnerable infant group. Primary vaccination
of children occupies a central place in smallpox eradication
programmes.

1.3. As in most of other infactious diseases, the house-hold is the
hasic unit in smallpox transmission which is most frequent in the
close association of the family group. Various studies suggest that
transmission results predominantly from virus shed from their respira-
tory tract. A smallpox patient does not usually transmit the disease
to more than two or three additional persons, and transmission
generally takes place as a result of face to face contact in the home.:
hospital or school. Outbreaks thus develop rather slowly in most
circumstances and are mostly confined to geographically limited areas.
Containment measures, consisting primarily in intensive vaccination
of contacts and their near neighbours, are usually effective in stopping
transmission. . Cities, particularly their slums, constitute a continuing
reservoir and source of widespread transmission, Effective cortrol
of smallpox in urban areas has regularly been found to reduce
sharply the incidence in rural areas.



2

1.4. Immunity against smallpox wanes with time at a rate varying
with the individual. After an attack of smallpox, immunity to the
disease is virtually life-long. During the four or five years following
successful primary vaccination in infancy, immunity is virtually
complete. Whereas primary vaccination is of the highest importance,
revaccination at periodic intervals serves to reinforce immunity.
Available evidence suggests that, with present vaccines, successful
primary vaccination followed by a successful revaccination five
years later should provide durable immunity that may protect most
persons throughout their life-times. However, greater protection
is assured by receiving at 5—10 years intervals.

1.5. Whereas smallpox was once endemic throughout the world,
its geographical limits have been increasingly constricted. In the
first half of this century Europe, North America, Australia and seve-
ral countries of Asia and North Africa were freed of the disease
through extensive vaccination and containment measures. The con-
tinuing threat of the introduction of smallpox into all countries and
the evident success of programmes even in countries comparatively
limited health services led the Eleventh World Health Assembly in
1958 to propose that smallpox eradication be undertaken on a global
scale. During the following eight vears, several countries began
systematic vaccination programmes directed towards smallpox era-
dication. Only a few were successful. Certain countries in which
smallpox has earlier been eradicated relapses into endemicity. It
became evident that additional technical and material assistance
were needed for a programme developed and co-ordination a regio-
nal as well as world wide basis. The Nineteenth World Health As-
sembly in 1966 therefore adopted a resolution proposing intensifica-
tion of the global smallpox eradication programme and this propo-
sa] was put into effect at the beginning of 1967. In that year, small-
pox was considered to be endemic in thirty countries including, in
Africa most countries south of the Sahara; in Asia, Afghanistan,
India, Indonesia, Nepal and Pakistan; and in South America, only
Brazil. In 1971, continuing endemic transmission was believed to be
limited to seven countries; Afghanistan, Ethiopia, India, Indonesia,
Nepal, Pakistan and Sudan.

18. With a view to start the smallpox eradication programme in
India as a part of the global programme an Expert Committee was
appointed in 1968 to examine the problem in our country in all its
aspects and suggest ways and means for its eradication. On the basis
of the recommendations of that Committee, pilot project were started



in February, 1860 for gathering first-hand experience of the difficul-
ties which would be faced in the course of the vaccination drive ang.

for framing estimates of the requirements of personnel and finance
for the eradication programme.

1.7. The national smalipox eradication programme was sanction-
ed in January, 1882, It is being implemented through State and
Union Territory Governments with Centra] assistance. Non-recur-
ring expenditure is re-imbursed cent per cent by the Centre. Seventy
five per cent of recurring expenditure was reimbursed by the Centre
upto 1866-67 and sixty per cent during 1967-68 and 1968-69. Expendi-
ture over and above the committed recurring expenditure as on 31st
March, 1969 is being reimbursed cent per cent from 1969-70. Upto
3lst Mrach, 1972 Central Government had paid Rs. 18.83 crores to
the States, Apart from this, 1010 million doses of freeze-dried vaccine
(approximate value Rs. 7.26 crores) received as gift from other
countries and 281 million doses of freeze-dried vaccine (approximate

value Rs. 1.97 crores) produced in the country were distributed to
the State free of cost upto 31st March, 1972,

1.8. Between January, 1962 and March, 1963 one hundred and
fifty-two smallpox eradication units-each consisting of one medical
officer, one para-medical assistant, 12 sanitary inspectors (their train-
ing course is of one year duration), 60 vaccinators, 12 numerators,
2 health educators, one clerk, 3 drivers and 12 class IV staff—were
set up. Fach unit was to cover at least three districtsiareas with a
population of not less than 10 lakhs during two years of mass vacci-
nation compaign under the programme. At the field level each
sanitary inspector was to supervise the work of five vaccinators.
Each unit was provided with one van with public address equip-
ment, one jeep, one truck (one ton), sixty vaccination kits, three
refrigerators for storing vaccine 80 thermos flasks for carrying vacci-
nes by vaccinators and 72 cycles. After completing its work at a
place, the unit was to move to another place within its allotted zone.
At the State level there was to be one Assistant Director of Health

Services and one statistical officer with supporting clerical and class
IV staff.

1.8. In October, 1969, Government of India issued instructions
for reorganising and strengthening the set-up. The (eradication)
units were to be abolished and, instead, three vaccinators were to
be attached to each block developbent area where malaria eradication
had entered the maintenance phase and four vaccinators per block

in other areas. One supervisor (sanitary inspector) was provided
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for four vaccinators at the block level. In the block, vaccinators and
supervisors are to work under the medical officer in charge of the
primary health centre. At that district level, the organisation is
under the district medical officer. At that level, a mobile team of
five vaccinators has been provided to deal with special problem arees,
for example, slums, nomadic tribes, labour colonies, construction
projects, etc., and containment of outbreaks. Para-medical assistants
(senior supervisors) have also been provided at the district level, one
each for seven blocks.

110. The need to carry out an assessment of the programme
are so far the first time in Delhi in March, 1963 when there was an
outbreak of epidemic of small-pox although it was reported that
more than 80 per cent of the population there had already been
vaccinated. This assessment revealed that although 80 per cent of
the total population had been vaccinated, there were several vulner-
able pockets of population where vaccination coverage not at all
adequate. The Ministry stated (November, 1972) that Delhi being
the capital attracts a large number of visitors. particularly labour
population which has no fix a place to stay, and it is difficult to vac-

cinate these people.

1.11. Although the total number of vaccinations done upto 3lst
March, 1969 was 69.71 crores (11.70 crores primary vaccinations and
58.01 crores revaccinations) it was estimated that there was a back-
log of 6.7 crores people to be given primary vaccination. This was
due to repeated revaccinations of easily accessible population.

1.12. According to the instructions issued in October, 1868, all
efforts were to be made to carry out 100 per cent successful primary
vaccinations in the vulnerable age group 0—14 years and eliminate
the existing backlog in primary vaccinations. Apart from primary
vaccinations of infants and young children, priority was to be given
to urban communities and those groups of population (labour{migra-
tory) who were most likely to be involved in the transmission of the
disease. The number of primary vaccinations done since 1968 is

shown below: —

No. « f primary

vaccing'ions done
Year (in crores)
1969 . . 2-27
1970 - 2-36
2 42

1871
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1.13, The number of primary vaccinations has been only slightiy
more than the total number of births. Thus, no significant dent on
the backlog of primary vaccinations has yet been made. The
Ministry stated (November, 1972) that in the Fourth Five Year Plan

priority has been given to primary vaccination including neo~natal
vaceination,

~ 114. According to the instructions issued in October, 1969 by
Government of India, 7,346 more vaccinators were to be appointed by
the State Governments* over the strength (12,968 vaccinators) on
31st March, 1969, along with other ancillary staff (168 lower division
clerks, 87 drivers and 99 class IV staff). The additional staff, cost
of which is to be met by the Central Governme-t, has not yet been
appointed in Meghalaya, Bihar, West Bengal, Himachal Pradesh,
Jammu and Kashmir, Tamil Nadu and Kerala, Madyha Pradesh
Mysore, Delhi and Uttar Pradesh have appointed the additional staff
only partially. The Ministry stated (November, 1972) that efforts
were being made to persuade the State Governments to appoint the
required staff.

1.15. The world Health Organisation Expert Committee on small-
pox in its first report in 1964 had emphasised the crucial importance
of independent concurrent evaluation of the results for timely identi-
fication of deficiencies in the programmes. Similarly, the report of
the World Health Organization Scientific Group on Smallpex Eradi-
cation had pointed out in 1968 that the relative success of failure
of the eradication programmes in East Pakistan (now Bangladesh),
Argentina, Iran, Ghana and India appeared to be associated, most
importantly, with inadequate supervision and assessment. In India,
the vaccination done by the vaccinators is checked by the supervi-
sor attached to the block. For this purpose a supervisor is required
to make unscheduled visits to each vaccinator at least twice a week
and, further, he is to examine 10 per cent of the primary vaccina-
tions done by each vaccinator each week. In addition, the para-
medical assistant under the District Medical Officer of Health is
required to conduct scar surveys in at least two villages (selected
at random) at least every second month. In addition to his other
duties curative and other public health and family planning pro-
grammes, the Medical Officer-in-charge of a primary health centre
supervises the programme both for detection of unprotected persons
and for finding suspected cases of smallpox, and has the overall

‘Bxeludnnl Tamit Nadu and ]nmmu and Nashmir for which ‘etgils we:e no- avuileble.
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vesponsibility for ensuring that the workers of the national smallpox
eradication programme are properly performing their duties and
giving them day to day guidance. Instructions do not specifically
require him to test check the vaccinations. Besides, in November,
1972 of the 5,192 primary health centres functioning (each primary
health centre should have two doctors) only 2,951 centres had two
doctors each while as many as 2,101 had only one doctor each. The
remgaining 140 centres had no doctors. The District Medical Officer
of Health is required to provide overall supervision over the pro-
gramme. This is in addition to all his other responsibilities. At the
State level, in most of the States responsibility for the programme
has been given to an officer burdened with numerous other public
health responsibilities. The Central Directorate (in the office of
the Director General of Health Services, Government of India) has

only two officers for this programme.

1.116. A joint team of the World Health Organization and Gov-
ernment of India in October-November, 1967 had observed as

follows: —

Central Directorate

“The central directorate is inadequately staffed, .......... and
has no effective mechanism for exercising clear guidance and direc-
tion of the programme at state and local level. Its functions at
present are limited to the collection of inadequate date regarding
smallpox incidence and vaccinations performed as submitted by the
States, receipt and distribution of imported freeze-dried vaccine,
occasional organisation of meetings and conferences of state and
local programme directors, the design and distribution of some health
education and publicity material, infrequent visits to observe the
. implementation of state programmes, and liaison with international

organisation.

State Level

“With few exceptions the state directorates act merely as chan-
nels for funding, for the transmission off instructions and for the re-
ceipt of periodic reports from the districts. They have usually as-
sumed, at most a limited role in programme planning, implementa-
tion and assessment.



............ the programme was faced with major difficulties
caused by dual control of vaccinators, part of the staff being under
the control of the independent zila parishad and municipal boards and
only part by district authorities. In most instances, the District
Health Officer was found to be unable to exercise authority over vac-
cination staff of these local bodies, and this inability has led to a
lack of discipline and confusion in the entire programme.”

1.17. Even after the reorganisation and strengthening of October,
1969, the above weaknesses in the organisation continue. Till now,
the programme does not provide for supervision of supervisors,
there is need for supervision at all levels but this does not exist,
The assessment is inadequate and independent concurrent evalua-
tion of the results in little.

1.18. One consequence, amongst others, of this inadequate and
poorly carried but supervision was the very small number of vacci-
nations done by a vaccinator on the average per day. The joint team
of the world Health Organization and Government of India had
reported (in October-November, 1967) that the number of vaccina-
tions per vaccinator per dayv was, in Tamil Nadu. between 6.4 and
48.6 in Maharashtra between 0.5 and 113, in Uttar Pradesh between
3.1 and 37.2 and in Punjab between 0.1 and 12.7. The Minisiry stat-
ed (November. 1972) that strengthening of central level organisa-
tion and State headquarter organisation was under consideration.

1.19. A most important part of every country’s eradication pro-
gramme is surveillance (disease notification, field investigations and
containment of outbreaks). Field investigations and ccntainment
of outbreaks are the responsibility of the block-level vaccinator. The
World Health Organisation Expert Committee on Smallpox Eradi-
cation in its Second Report (1972) has observed that in India sur-
veillance activities have improved substantially but were not vet
satisfactory in all States and that progress of the eradication pro-
gramme would depend mainly on how rapidly surveillance and the
still unsatisfactory reporting system can be improved. Gram pra-
dhans and block development officers are responsible for reporting
occurrence of cases to the District Medical Officers of Health. In
1871 and 1972, delays ranging from one month to fourteen n-onths
occurred in 8 States (Andhra Pradesh. Bihar. Madhva Pradesh. Ma-
harashtra, Mysore, Uttar Pradesh, West Bengal and Harvana) in
reporting cases of outbreak to the authorities responsible for arrang-
ing containment measures,
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1.20. Each vaccination and revaccination is to be inspepied sulmeys
quently and vaccination repeated in those in whom vaceination|
revaccination was not successful. Accordingly, the vaccinators are
required to inspect, at the time of their next visit to the locality,
all vaccinations done by them earlier. In 1970-71 and 1971-72, only -
72 and 74 per cent respectively of the primary vaccinations were sub-
sequently inspected by the vaccinators. The percentage of inspec-
tion of primary vaccinations was between 50 and 70 per cent only in
Andhra Pradesh, Assam, Kerala, Madhya Pradesh, Punjab, Rajasthan
and Haryana in both these years.

1.21. The reported number of smallpox cases represcnis only a
portion of the total that occur. The total number of reported cases
in the world since the inception of the eradication effort in 1959 and
that in India since 1966 are shown below:—

Year Reporter! Reported

number of number of
cases in the cases in
world India

1959 . . . . . . . . . 93,132

1960 . . . . . . . . . 64.64%

1961 . . . . . . . - . 89,067

1962 . . . . . . . ' 7,800

1963 . . . . . . . : . 122927

19634 ' . 59441

1965 . . . . . - : : : 59.445

1966 . . . . . . . . . 6,784 32.616

1967 . . . . : : : : : 1,31.418 ¥3.943

1968 . . . . . . . . . #0,200 30,295

1969 . . . . . . . . . $4,233 19,139

1970 - : : : : : : 33.304 13,750

1971 : : : : ' $1,924 16,166

1.22. It is probable that less than 5 per cent of all cases were
being reported in 1967; the actual number of cases is estimated to
have been at least 2.5 million in that year. With all endemic coun-
tries engaged in eradication programmes, at least one-third of all
cases are now believed to be notified. The actual number of cases



in 1871 is thus estimated to be about 1,53,000 in contrast to the 2.5
million cases estimated to have occurred in 1967. It is to be added
that there are characteristic five to seven year cycles of smallpox

incidence.

1.23. The joint team of the World Health Organisation and Gov-
ernment of India (October-November, 1867) had made a quick asses-
sment of the programme in four States only (Maharashtra—report«
ing high incidence, Punjab and Uttar Pradesh—both reporting inter-
mediate incidence, and Madras—reporting low incidence); it had
taken only two months to complete its work. In addition, there
have been a few other assessments by World Health Organization
experts. | These, however. were of a limited nature and were done
in the space of 10 to 15 days. There has been so far no independent
comprehensive assessment of the programme,

[Paragraph 32 of the Report of Comptroller and Auditor
General of India for the vear 1971-72 Union Government
(Civil) 1.

1.24. The Commitlee enquired if any study has been made as to
why the smallpox eradication programme had not sucdeeded in
India as compared with some less developed African countries. The
Secretary, Ministry of Health and Family Planning stated; “We
have not been able to make any study, but we have depended upon
the reports available in the WH.O, This programme of smallpox
has been reviewed from year to yvear and the last review took place
in May this yvear and after the General Assembly meeting, both
the Director Genera)l and 1 stayed on. We had detailed discussions
with the Smallpox Division of the WH.O. We found that the em-
phasis given there was again on the new strategy of s:urveillance
and concentrated attack on areas where variola virus, transmission
is going on.”

1.25. At the instance of the Committee. the Ministry furnished
a copy of the General Review on Smallpox made in the Annual
Report of the Director General W.H.O.. presented at the 26th
World Health Assembly held in Geneva in May. 1973. This review
says: “The number of cases of smallpox increased with some 65,000
cases reported throughout the world in 1972 compared with over
52,000 cases in 1971. The areas in which this disease was thought
still to be endemic during the latter part of the year were con-
fined to Bangladesh, Botswana, Ethiopia, India, Pakistan and
Sudan. ...Over 70 per cent of all cases were reported by Ethiopia
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and India....For the second successive year India recorded an
increase improvement in surveillance and more complete notifi-
cations. The principal endemic areas are now found in five Central
and northern states (Uttar Pradesh, Madhya Pradesh, West Bengal,
Bihar and Jammu and Kashmir), which together recorded 80 per
cent of all cases in India. In the autumn, specially intensifled pro-
grammes were initiated in these as well as in other northern states.
During the year, the programme in Nepal was extended into the re.
maining western zones. A number of large outbreaks were detect-
ed and contained; except for a few outbreaks originating in neigh-

bouring states of India. no cases were detected in Nepal after
June....”

1.26. Asked about the figures pertaining to attacks and morta-

lity, the Secretary gave the following figures for the period 1967
to 1973:

Year Attacks Morulity

1967 . . . . 83943 26225 It was a peak year.

1968 . . . . 30295 7269 Cycl;&tarted coming down in
1968,

1969 ' ) ' : 19139 4156

1970 - . . : 12341 2240

1971 . . . : 16166 2706

1972 : : : : 27407 5457

1973 upto Junc . : 49043 9902 Deaths so [ar reported.

1.27. The Committee pointed out that different figures were
reported in the report published by W.HO. (Smallpox Eradica-
tion—2nd Report), Ministry's Annual Report and Mid-term Apprai-
sal and Fourth Plan proposals. In a written reply, the Ministry
stated: “The figure for 1971 given in the report of the Ministry of
Health and Family Planning for 1972-73 seems to be a printing
mistake. The figure should read 16,166 instead of 60,166 as printcd.
The comparative figure given by WHO ard in the mid-term apprai-
sal document are given below:—

Year WHO Document Mid-term appui?l document
Cases Deaths Cases Deaths
1967 : © 84902 Not given 83943 26225
1968 : - 35179 Not given 30295 7260
1969 - < 19281 Not given 19139 4186
1970 . - 12426 Not given 10786* 198§
1971 . © 15690 Not given 18045°* 1123
® Provisional .

¢ upto 3-7-71.
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In the past, the information on the incidence of smalipox used
to:be collected By the Central Bureau of Hedlth Intelligentte (CBHI)
from the State' Health Directorate. ' Simultaneously the fnformation
wag also collected by Smallpéx Eradicatiotr Progrdmmie’ Wrectly
from the State National Smallpox Eradication Officers. The figures
given by the State Programme Officers were somewhat different in
most of the instances as compared to the figures of the State Health
Directorates Epidemiology Branch., The main reason for the
difference was the fact that the programme officer after visiting
the areas of outbreak used to take into the account the figures of
confined smallpox cases and those cases which were additionally
discovered by him during the course of his field visits. Such addi-
tional figures were transmitted regularly to the NSEP Section of
the D.G.H.S. It is possible that the State Epidemiology Branch did
not receive the additional information to maintain a correct record
of figures. Although both sets of figures were available to the inter-
national agencies, they preferred to accept the higher figure and
for domestic use figures provided by the CBHI (DGHS official
agency) were mainly utilised. This discrepancy has now been cor-
rected. At present, the Central Bureau of TTealt Intelligence has
adopted a procedure in which only one agency viz. the State NSEP
Officer has been authorised to report smallpox cases every week
both to CBHI and to NSEP. For the sake of uniformity, the inter-
national classification of weeks has been utilized. Further, the
cases are reported in the weck in which these are detected and not
according to the date of onset. The weekly smallpox reporting
programme to be used at various levels has since been designed,
printed and distributed to all the PHCs, District and the States with
necessary instruction printed on these proformas.

After the introduction of the above mentioned measures, there
arc no differences between the figures collected by C.B.H.I and
Smallpox Section of the Dte. G.H.S. and those which are conveyed
to WH.O.”

1.28. The Committee desired to know the reasons why the Small-
pux Eradication Programme introduced in 1962 and subsequently
reorganised in 1969 had not made the desired impact. The Secre-
tary, Ministry of Health, stated: “It has also been causing concern
w the Ministry. From 1962 onwards the strategy that was general-
ly accepted was one of primary vaccination as well as revaccination
carried out at frequent intervals and the emphasis was being laid
on achieving the target of primary vaccinations and we thought that
this strategy would lead to the eradication of disease. But over the
last decade there have been rethinking on the emphasis given to

292 LS—2
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Terely primary vacchaﬁon and revaccinatien: and the stratégy was:
also slightly shifted. in favour of surveillance programms. Ndw, twe-
are .isolgting this and desgling with them in‘'a conventrated manner.
So, from the later half of 196070 decade, the strategy is a combin.
ed one and continuing to put emphasis on primary vaccination and
sufficient number of revaccination and also surveillance programme.”
The witness added: “So far as the primary vaccinations are con--
cerned, we have been trying to make up for the backlog.” ‘

'1.39. In a statement, the Ministry furnished the following figures
of the estimated births and primary vaccinations for the years 1069
to 1872:

(In lakhs)
Year ' ‘Estimated Primary
births . vaccinations
1969 . . . . . . . . . 196 49 227-02
1970 . . . . . . . . . 19767 230 64
1971 : ' : ' ‘ ' ’ : ) 203 87 24187
1972 . . . . . . . . : 21216 252-06

1.30. The Secretary, Ministry of Health and Family Planning,
stated during evidence: “Now, percentage-wise the population
covered by primary vaccination in the last year was 4.5 per cent
and if we judge only from the point of view of the backlog, we
have brought down the backlog from 67 million to about 37 million.
37 million is the latest figure. So, the emphasis is continued to be
laid on covering the backlog of the primary vaccination as well as
dealing with all of the new born children. That is the genera] target
by which we are proceeding.”

In regard to re-vaccination, the Health Secretary stated: “the
progress has been generally satisfactory and if one ig to judge by
the number of re-vaccinations performed, it may not be very good
but what has happened in the past is that re-vaccinations has been
done by the vaccinators in conveniently accessible areas, in schools
and common market places and places like that in order to account
for a large number. But our own judgement is that revaccination
has not been suMiciently effective‘in the rural areas and in the
distant areas and this is & matter which is engaging our attention.”
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131, A..p;gnrds the. ltqﬂin &;\e Heql Secretg; stited
programme. was to be implexpemed by the étatc C?owve:ﬂ?ment. as &
100 per cent centrajly sponsored scheme and we continiied to oﬂ‘er
it as_a centrally sponsored scheme but in spite of this, the position
regarding the sanctioning and appointment of staff parﬁcularly at
the vaccinator level and supervisory level, in a number of States
ig very unsatisfactory. We have been taking up this matter repeat-
edly for the last few years but the State Governments have not res-
ponded to our request and this matter has been taken up not only
by the DG but by me and by the Minister with the concerned States.
Sufficient strength of vaccinators are still not in position. That is
one of the things which is cauéing us concern.”

1.32. The Committee desired to know the efforts made by Gov-
ernment to fill up the vacancies of vaccinators and the administra-
tive difficulties in this regard. The Ministry of Health and Family
Planning, in a note, stated: “100 per cent Central assistance was
offered during the 4th Plan to the States/Union Territories to ap-
point additional vaccinators to meet the prescribed staff pattern.
During the meetings of the Working Groups to discuss annual plan
held in Planning Commission, the State representatives, including
Health and Director of Health Services were requested to appoint
full complement of staff. In the Zomal Administrative Medical
Officers meeting taken by Director General of Health Services. the
subject of appointment of staff was discussed with concerred State
Health authorities. The matter was pursueq through -correspon-
dence at various levels and during the visit of Central Officers to
the Qtates. ¢ opempe o e

Some of the State Governments are hesitant to appoint the full
complement of vaccinators. as they are perhaps afraid that these
may become their committed liability after the 4th Plan period.”

1.33. The following position regarding staff in the States was
furnished to the Committee:

PMA Supcrvmon Vuccimtors

(1) Swaff as per Govt. of India norms . © 743 $109 22181

(2) Staff in existence as on 31-3-1969 - - st 1413 13696
(3) Additional staff required -+ - - - 392 3696 8455
(4) Additional staff unclmod/nppmmed as on

3r-3-72 - © 203 2246 381r

(s} Additional staff sanctioned/sppointed durin
Fourth Plan - . ) . . $ 339 2659 7348
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,1.34. During evidence, the Secretary stated that “the instructions
about stafing pattern” were issued only in 1989 and after thét for
two years there was reluctance on their part. We had beén request.
ing the State Governments 1o take care and interest in appointment
of staff and the performance after the end of 1972 had 1mproved »

«

1.35. The Committee desired to know whether the Central
Directorate are now adequately staffed. The Health Secretary stated:
“The position sas improved greatly. The Directorate is actually
supervising and is fully involved in the programme. The defects
in the data and reporting systems have been corrected.” In a
written reply, the Ministry stated: “The Smallpox Eradication Sec-
tion of the Central Directorate is staffed with 2 officers and the
ancilliary staff to plan and supervise the conduct of the programme
for al] the States and Union iTerritories. In addition Assistant
Director General of Health Services, looking after vaccine produc-
tion, has alsc been involved in field operation of the programme.
In addition to central stoff. 4 WH.O. Epidemiologists are posted in
States like Uttar Pradesh, West Bengal, Rajasthan and Orissa. Four
more W.H.O. Epidemiologists have been made available for 2 years
from October 1973 and the States of Madhya Pradesh and Bihar
will bé covered. With these additional inputs and mobilising other
national staff during the campaign period. the Central Directorate
is now planning coordinating and monitoring the programme in an
effective wav.”

1.36. The Committee desired to know the progress made in
appointment of second doctor in the remaining primary Health
Centres. In a written renly, the Ministrv stated: “There were
2101 Primarv Health Centres with one doctor, 2951 with two doctors
and 140 without doctors as on 30th June, 1972, The position has
greatly improved during the last six months due to vigorous persua-
sion by the Directorate General of Health Services to the States to
appoint the second Doctor where there is one and also to post
doctors where there is none. Even D.O. letter from Union Minis-
ter for Health and Family Planning was sent to the State Health
Ministers. As a result, there were 3134 Primary Health Centres
with two Doctors, 1945 with one doctor and 118 without doctors as
os 31st December, 1872.

Sustained efforts are being continued by the Dte. GHS. to
recruit two medical Officers' in each of  the functioning primary
health centres in the country.
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YT f

Fmancial incentives are g:lvenu by the Stagb Governments/
Union Territory Governmentsito dectors to attract them to work
in the rural areas. The Government of India has taken the }ead to

y Bg. 150 pm to 3 Mechcal Ofﬁcer who is posted in diﬁcult and
disadvantage areas” "' Yoaugon

1.37. The Committee drew attention to the W.H.O. report of
May, 1973 that in U.P., Bihar and West Bengal, the outbreak may
be very serious in the near future. The Committee asked about
the precautions taken in this regard. The Health Secretary stated:
“We became aware of this high incidence as early as March and we
were watching the general devloepment of the incidence. By May,
we found that the number of attacks in Bihar and M.P. had also
increased. We are now posting in collaboration with the W.H.O.
our force in these four States. We are starting a special campaign
from later half of this year. The idea is to reduce the incidence to
the extent that it is possible to deal with it during 1974 In regard
to the other States bordering these four States, we are concentrat-
ing our efforts, not on that intense scale, but slightly on a vigilant
scale, so that in case of transportation to these States, we are in a
positian to deal with the situation by surveillance and contain-
ment. We have also called a meeting of the Health Secretaries in
a week's time. We are reviewing all the measures. We have sup-

plied them with adequate quantity of vaccine and we are fully gear-
ed to meet the situation.”

1.38. The Committee enquired about the intensive steps taken
to eradicate smallpox in these States. In a written reply, the
Ministry stated: “An intemsive campaign has been launched to

eradicate smallpox from the country. The broad outlines of the
campaign are as follows:—

I Campaign in the urban areas viz. Municipalities/Corporations
(during July and August, 1972)

This comprises of 2 main components.

(a) Active search for smallpoxr cases. This should be
carried out for one week in each month by mobilizing all the health
staff of the municipalities/corporations and further augmenting
their efforts by the additional staff from the concerned districts.

(b) After identification of smallpox endemic foci, effective con-
tainment and follow up will have to be initiated. For this, apart
from the municipal health staff. the district mobile squad and the
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other available staff of the district should be utilised. In this be-
HEE" 8 YiMculty If aricipated as omie " of thé staff in the Fural
dels ab woe h%kﬂﬂyvmmwamommkotwmmu.

&mmﬁ*ﬁoﬁm

e
IL Intensive C‘mpnign (Septomber to December, 1’13)

(3) Eudqmtc Statefs (Uttar Pradesh, West Bengal Bihar and
Madhya Pradeshj. The object of the Chmipafen 15 to Hetect and
Teduce substantially the present smallpox erdémic foci in these
States dunng ‘the low incidence season to the extent that the pro-
gramme wi}l hive a manageable number of remaining foci to deal
with during 19'?4

(b) Other States. In the remaining States the objective should
be to identify and eliminate all smallpox endemic focd by the end
of'1973. Subsequently am operation mechanism will have to be
established so that any importation of infection could be promptly
detected and investigated (indicating that the importation is from
endemic States) and contained.

The existing staff at' the Primary Health Centres, District and
State levél including the state level surveillance team will parti-
cipate as usual in this campaign. However, considering the urgency
of the problem, 26 additional teams will be organised to strengthen
the operations during the campaign period (September to Decem-
ber).

Each team will -consist of an epidemiologist, one para-medical
‘agsistant and a driver, Of these 14 Epidemiologists will be drawn
from India {from the National Institutes and other experienced
workers in the field of smallpox) and 12 will be from W.H.O.

The Epidemiologists newly assigned to this campaign and the
existing staff at the State level will be responsible for a group of
districts (4-6)-80 that all problem areas m each of the States could

be covered.

A State-wise active search for smallpox cases will be carried
out by mobilizing all health and family planning staff in the district
for one week each month in October, November and December.
This search must include municipalities. This search will identify
the problem areas in the districts, Intensive, well supervised
containment measures will be immediately conducted in all these
‘problem areas’.

- Uniférm methods of containment will be followed in all the
States which includes identification of syndrome, detection of all
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cases in the outbresk, invegtigations to trase thie sounes:of fifec-
tidn, crosé notffication (inter Primary Health Cesttre, inter. district,
inter State) by the quickest mode possible, vaccination of unpro-
tected contacts in the area in immediate vicinity of the outbreak
and follow-up visits to ensure that the outbreaks have beem.con-

tained.”

1.39. The Committee drew attention to the following figures
showing the target and achievement:

Year Primary  Achieve- Revacci- Ahieve-
Vaccing- ment nation meént
tion Target
Target ‘
1969-70 - : : . : ' 537 226 - 1074~ 523
1970-71 - - . . . . ' 446 227 1101’ 563
1971-72 - . . . . . 338 229 1129 674

1973-73 *(Upto Sep. Provisional figures) 33418 *116 1116 *360

1,40. The Secretary, Ministry of.Health stated: “About the pri-
mary vaccination performance I give you the figures from 1966 on-
wards:

1967 . . . . . . . . lg.semm

1968 . . . : . ' : ©22 milli;)n
1969 . . . : : : : - 22-70 million
1970 . . - ; : : . - 23-05 million
. 1971 . . : S : . ©o19 million
1972 : . . : : : . +  25-21 million

1973 (upto first 4 months) - : . . - 6-54 This is provisional figure.

This would show that the percéntage of population which we have
covered these years from 1966 onwards in 3.4, 3.6, 4.2, 4.2, 44
and 4.5 last year. If we do not take the targets into account and
only judge the primary vaccination by number, I may submit that
there has been a steady improvement and we have been trying to
cover th backlog. '
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~The same is the position with regard 'to revacci,ngtion.' mése

L

1966 . o Tl el . . . ‘ 6577 .
!m . . . . . . . . . . 77.83
1968 . . . . . . . . . . 6‘.m
‘1969 . . . . . . . . . . 54-17 ‘
1970 . . . . . . . . . . 5404
1971 . . . . . . . . . . 67.48 ,
1972 . . . . . . . N . . 83.0!\
1973 (Upto April 1973) - : : : : : : 28:87 These
figures are provi-
sional.

The percentage population covered increased from 13.2, came
down slightly and has again picked upto 15 per cent. This is so far
as primary vaccination is concerned.”

1.41. Asked to what extent the targets of primary vaccination
had been achieved, the Health Secretary stated: *“in 1969, the pri-
mary vaccination target that was achieved was 454 per cent in

1970 it was 55.9 per cent in 1971, it was 74.2 per cent and in 1972 it
was 78 per cent.”

1.42. Asked if the target itself had been reduced, the witness
stated: *“On examination, I find that the target was brought down
from 10 per cent to € per cent (percentage to total population).
Why it was brought down, I have not been able to get information.
At present 6 per cent continues to be our target for the rest of the
year for this plan and 5 per cent for the fifth plan.” He added: “In
so far as the fifth plan is concerned, the following are the targets
that we have tentatively chalked out. In 1974-75, the target of the
primary vaccination will be 29.01 millions; in 1975-76, it will be
- 29.69 millions; in 1976-77, it will 30.27 millions; ih 1977-78, it will be

30.82 millions and in 1978-79, it will be 31.35 millions.” The witness
29.69 millions; in 1976-77, it will 30.27 millions; in 1977-78, it will be
organisational infra-structure had to be built up. If we build up
the infra-structure should certainly able to achieve the targets.”

1.43- Asked how it was expected to complete the programme by
the end of the Fifth Plan. the Secretary stated that the expectation
is that we will also make sufficient progress with regard to stafing.”
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1.44. Asked whether the present organisational set up was
more effective than the earlier one, the Additional Secretary stated:
“In view of the other aspect of surveillance and containment of
new cases, which was reall'y the hard-core which was not tackled
earlier, it has much better effect; because, both the vaccinator and
the supervisor are now looking into it and detecting cases. They
make the combined effort of reporting as well as containing the in-
fection.” The Commissioner, Rural Health Services, stated: ‘There
is better supervision of all the supervisors of these vaccinators
right from the block level upto the district level.”

1.45. At the instance of the Committee, the Ministry of Health

furnished the following figures of number of vaccinations per day
per vaccinator in different States in 1973

Vaccinations
State per vaccinator
per day in 1972

1. Andhra Pradesh

19-5
2. Assam 18:2
3. Bihar 17-§
4. Gujarat - 122
5. Haryana 32-8
6. Himahal Pradesh 28-¢
7. L. &’K.
8, Kerala - 140
9. Madhya Pradesh 16° 5
1o. Maharashtra - 19-3
1. Manipur] s3
12, Meghalaya 54
13. Mysore - 481
14. Nagaland
1s. Orissa 227
16. Punjab - 353
17. Rajasthan 163
18, Tamil Nadu 290

19. Tripura 280
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———

Stat¢ ' N © Vascinations ﬁei

; perday in 1972
20. q‘u‘r Pradesh . . i . . . . N 334
21. West Bengal - . . : s e e o a7
22. A&N Islands . . : . . . . +
. 23 Arunchal Pradesh - . : : . ‘"- CL o 8'4,
24. Chandigarh - P : . o 4349 .
25. D&N Haweli . R . . - - a7y
*46. Deli - . . . - . . . ATE 333

27. Goa, Daman & Diu -

28. IMA Islands
29. ‘Mizofam S “+

I
-

30. Pondicherry

ToTAL=—ALL INDIA - . . 257

1.46. Asked to explain the wide range of disparity in figures in
different States, the Secretary, Ministry of Health and Family
Planning, stated: “I went into this question in some detail in the
last few days; but we are not able to explain this wide-ranging dis-
parity. We have to go into primary vaccinations and re-vaccina-
tions done and the contour of the area. The only factor that is
discernible is that in certain States, because adequate number of
vaccinators are not in position, a certain amount of additional load

has been put on the existing stafl.”

1.47. The Committee asked what action was taken pursuance tc
the report of the Joint Team of the World Health Organisation
and Government of India submitted in 1967 pointing out this dis-
parity. The Health Secretary stated:, “We have consistently tried
to increase the number of vaccinations done by the vaccinator per
day-"

1.48. Explaining the difficulty in implementing the programme,
the Health Seeretary added: “I have suggested that norms should
be laid down for the performance of vaccinators in different
States.” o

Asked how it would be ensured that the norms were actually
achieved, the Secretary stated:“It will be the responsibility of the

" supervisory staff to achieve it.”
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1.49. Asked how it was ensured that the State Government com-
plied w#th the directions in this regard ‘the Secretary stated: “The
practice so far has been that we send our own team from the
Directorate who act in céllaboration’ with the State Government
officials and correet the deficiencies when they come to notice and
it they require in any way strengthening in a particular area due
to local ‘causes we agree to that” He added: “From 1970 onwards
our team of officers are regularly going to the States.” He further
stated: “We are trying to fix up norms depending upon the vulner-
ability of the disease, percentage of primary vaccination aclneved
and general performance of our vaccination.”

1.50. Asked how many States had yet to make vaccination come
pulsory, the witness replied: “Both primary vaccination and re-
vaccination are compulsory in the States of Andhra Pradesh, Tamil
Nadu, Punjab and Urban areag of U.P. Primary vaccination is com-
pulsory in Bihar, Maharashtra, Mysore, Rajasthan, Orissa and West
Bengal. In other States, primary and revaccination is compulsory
when epidemic Disease Act is enforcedq and the outbreak is anti-
cipated.” Asked about the percentage of primary vaccination cases
inspected, the Commissioner Rural Health Services replied: “78

per cent inspection now according to our records. As a matter of
fact, it should be cent per cent.”

1.51. Asked if the vaccinators faced resistance from public, the
Assistant Director General stated: “To increase the acceptability
of vaccination by the people, our fielq workers take the help of the
local leaders, to influence the people to accept it. In addition to this,
we adopt certain health education media to break this resistance.
We have provided posters and other educational materials*to all
the primary health centres, so that they understand the significance
of reporting smallpox cases and also the need for having vaccina-
tion.” Asked if this was done in conjunction with the Ministry of
Information and Broadcasting, the witness replied: “This is done
by us directly, We cover all the regional languages. We provide the
picture of a smallpox child to every health worker. This will be
covered in a plastic cover so that it is not easily destroyed while
in use. All the workers take these pictures and show them to the
people. They enquire about the cases and also explain the need for
vaccination.” As regards assistance rendered by the Ministry of
Information and Broadcasting, the witness stated: “Every night,

there is a radio slogan about the importance of reporting cases and
also having vaccination.”

1.52. Asked to furnish the figures relating to the annual estima-
ted, revised and actual expenditure incurred on S.E.P. during each



of the years of the Fourth Plan period, the Ministry of Health and
Family Planning, in a written note, stated: “An allocation of Rs.
1600 lakhs was made for the Smallpox Eradication Programme dur-
ing the Fourth Flve Year Plan.”

153. A statement indicating the figures relating to the annual
estimates, revised estimates and the amount of Central agsistance
in respect of the State Governments on provisional basis is given
below:

Smallpox- Eradication Programme during fourth Five Year Plan .
(Rupees in lakhs)

. . [
Original allocation BE. 1969-70 Amount B.E. 1970-71 Amount B.E. 1971—};;3 Amount B.B. 1972-73 Amount B.E. 197374 8
E RE. R.E. i

RE. sanc- sanc- safic- R.E. sanc- Revised
tioned tioned tioned tioned Alloca-
provi- provi- provi- provi- tion
sionally sionally sjonally sionally after

“economy
£4 &4 1 {4 cut
N.SEP. - - 155°00 100°00 [03-69 200°00 196-99 13075 224'53 179°50 181-80 346-25 171-25 309-21 157-90 226-05
Supply of Freeze ’
dried  smallpox ) - ’
vaoci . . — — — — — - 70°00 70°00 78-00 7%-00 8000 68-o3

e e e - S

££Amounts released to states only (U. Ts. not included).
£Excludes information in respect of some of the U. Ts.
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1.54. The Ministry stated: “As per existing procedure funds are
released on provisional basis based on estimated requirements.
These are to be finally adjusted on the basis of certified expenditure
figures received from the A.Gs. and excess/shortfall, as the case
may be, has to be adjusted against their entitlementg for subse-
quent periods or otherwise, This adjustment has not been made 3o
far during the Fourth Five Year Plan.”

1.55. The Committee desired to know the average cost per vacci-
nation including all overheads in a recent year and the cost in each
State. The Ministry of Health and Family Planning, in a written
note, have stated: “On the basis of plan expenditure (Central re-
lease) for National Smallpox Eradication Programme for 1972-73
and vaccinations performed during 1972, the average cost of vacci-
nation comes to Rs. 0.28. The cost is as low as Rs. 0.05 in Bihar and
as high as Rs. 1.25 in Manipur. The reasons for very high cost in
Meghalaya (Rs. 1.00) and Manipur (Rs. 1.25) are due to poor vacci-
nation performance per worker, which is due to difficult terrain
and scattered population. The very low cost on the basis of plan
expenditure in Assam (Rs. 0.06) and Bihar (Rs. 0.05) was due to
the fact that most of the staff in these States were in position before
1st April, 1969 and thus not eligible for Central assistance, The
low plan expenditure of Rs. 0.07 per vaccination in J & K, Himachal
Pradesh and Nagaland were due to the fact that no Central assis-
tance for operational cost was utilized by these States. The low
expenditure (Rs. 0.08) per vaccination in West Bengal was due to
the utilisation of large number of volunteers in the programme.
The low expenditure in Harvana (Rs. 0.12) and Punjab (Rs. 0.08)
was due to good vaccination performance by each worker.”

1.56. In a note furnished to the Committee, Ministry of Health
stated the annual estimated requirement of Freeze Dried Smallpox
Vaccine is 156 million doses. In the years 1971-72 and 1972-73, 52.35
million and 87.90 million doses respectively were produced in India.
The Committee desired to know the installed capacity for manufac-
ture of Freeze Dried Vaccines. The Assistant Director General
stated: “By 1967 we had the capacity to manufacture 60 million doses
of freeze dried smallpox vaccine: in addition we used to get gift
vaccine from friendly countries. This satisfied our need and we could
cover the population with the freeze dried vaccine alone. By our
experiments we have found that liquid vaccine is unsuitable for the
temperature prevailing in the country in certain parts and that by
the time it reaches the areas it is hardly anything more than water.
That is the reason why we decided that the manufacture of liquid



vaccine. should: be discontinued and should be replaced b freeze'
dried. vaccine. Last year we¢ had a capaéity ot 80 ‘milfon doses and'
were manufacturing 87.9 million doses. This year we expect that,
since all the equipmient has been received from internatfonal agen-
cies, we will achieve 156 million doses and during the Fifth' Five
Year Plan period there shall be no necessity for gift vaceine from any'
country. In fact, we have decided not to import any vaccine after
this year.”

1.57. Asked whether the capacity cannot be improved by working
2 shifts, the witness replied: “One freeze drying schedule takes about
28 hours and inbetween there should be some time for maintenance:
of the equipment. We run the equipment thrice a week.” The witness
added: “On the basis of the working days that are available, we
have made an assessment that this is the maximum that we c¢an
achieve.” Asked who had made the assessment, the witness replied:
“The directors of the Institutions in consultation with the Govern-
ment of India.”

1.58. The Committee pointed out that there was shortfall in
production due to non-commissioning of one unit at King Institute,
" Guindy because of shortage of staff. The witnesg stated: “The appoint-
ments are made by the State Governments. And during this period,
the Madras Vaccine Institute was considering—of course they have
their own thinking—that they are only to manufacture for the State’s
need and whatever is in excess, they will supply them to Govern-
ment of India and that was one of the reasons why the other
equipment was not put into commission. Secondly, there is a per-
petual difficulty in Madras about the power supply.

1.59. The Committee asked about the reasons for break down of
plant. The Assistant Director General stated:

“This was due to the fact that we did not have the spare parts”.
He added: “We have got a few spare-parts, we are getting
a whole range of spare-parts for the future.”

1.60. The Committee desired to know how the price of vaccine
produced in different units was fixed why it differed from unit to
unit and whether the States paid at a uniform rate. In a written
reply, the Ministry of Health stated: “The price of the vaccine has
been fixed by the Cost Accounts Branch of the Ministry of Finance.
According to their report the actual cost of prodution at the various
institutes, worked out during 1971 taking into consideration the ex-
penditure involved (both direct and indirect) during 1968, 1970 and'
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$971-4#d projedted ‘thétedse (3'per cent Was aRéwed to’ céver pos—
siblé ‘piice Faevaation) ‘Was Rs, '485 ‘per spoilte (Sile Vaccine
Institute; Patwadanigir), Rs. 0.607 per ativpoule (Viacéifie Institute,.
Belgwum), Rs. 0.929 pér ampoule’ (King - Institute, Guindy) and
Rs. 721 per ampoule {Ihstitute of Preventive Medicitte, Hyderabad).

Finally the Cost Accounts Branch of the'Ministfy of Finance advised
that the arithmetical eslculation of the cost of production and 10 per
cent as profit may be agreed as price per 4mpotile at all the institutes.

The cost of production varied considerably from institute to insti-
tute as worked out by the Institutes themselves. These*were Rs. 1.20,
Rs. 1.05, Rs. 2.25 and Rs. 2.25 at S.V.I. Patwadanagar, I.P-M., Hydera-
bad, K. I. Guindy, V.I. Belgaum respectively. To remove the difficulty
of litting, the Government of India in a letter D.O. No. 7-49|88-C&CD,
dated the 8th May, 1969 suggested to the Institutes that it would be
fair and equitable if the increase was charged at a rate made up
of the cost of production plus 10 per cent. Pending finalisation of cost
fixation the price per ampoule of vaccine may be tentatively fixed at
Rs. 1.05.

The present fixation at Rs. 0.75 per ampoule of vaccine shall be
reviewed again during the Fifth Plan period by the Cost Branch of
the Ministry of Finance and if necessary re-fixation of the price shall
be done.”

The Committee desired to know the steps takem to improve sur-
veillance activities and reporting system in relation to eradication of
smallpox. .In.a written reply, the Ministry of Health stated: “Follow-
ing steps have so far been taken to improve the surveillance activities
and reporting system:

(1) .Each sub-centre and Primary Health Centre has been
designed as ‘Smallpox’ Reporting Centre. Pubi has been
informed by suitable display of ‘mother and child Poster’
in various regional languages requesting them to report
and case of ‘Fever and Rash’.

(2) NSEP. staff has now been given recognition cards to
visit schools, markets and to contact the local influential
people to actively search for even suspected cases of small-
pox.

(3) The other peripheral staff of sister departments in Publie
' Health have also been given Post Chrd size recognition-
Cird to enquire specifically from people if they are in the
know of a suspected case of smallpox viz, Tever with ragh’
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".44) In order to create leadership for, reporting of even suspected
case of smallpox, particularly from the States wherefrom
‘Nil’ or negligible incidence is being reported, ocash incen-
tive scheme is being introduced. The States of Andhra
Pradesh, Tamil Nadu, Mysore, Orissa and Maharashtra
have already declared suitable cash awards to the first per-
son reporting a case of smallpox from an area known to be
free from smallpox.”

1.61. The Committee asked if it was considered necessary by Gov-
ernment to have an independent and comprehensive assessment of
the programme. The Health Sccretary stated:

“We do not think, it is necessary. Our officers have visited to
the problem States in the last two years. These assessments
have been made by our own officers. Then there are assess-
ments of teams of WHO. Results of these surveys are
available to us and we are making us of these results
We feel satisfied with this.”

1.62. The Commitiee pointed out that the Expert Committee on
‘Smallpox in its first report (1964) had emphasised the crucial im-
portance of independent concurrent evaluation of the results of the
timely deficiencies of the programme. The Health Secretary stated:
“So far as the assessment is concerned, the pattern of organization
that we have set up provides for the concurrent assessment of the
implementation of the programme. We do not feel the necessity of
setting up a separate organization of concurrent assessment.”

1.63. The Committee are thoroughly disappointed at the failvre
in the efficient imnlementation of the National Smalipex Eradica-
tion Programme which i< so very important for the Nation's health.
This programme which was launched in January 1962 and reorga-
nised in 1969, is being implemented through Government of the

- ‘State and Union Territory with Central assistance. Upto 31st March.
1972, the Central Government paid Rs., 18.83 crores to the States for
the implementation of the programme. Apart from this 1010 million
doscs of freeze-dried vaccine (approximate value Rs. 7.26 erores)
received as gift from other countries and 281 million doses of froeze/
dried vaccine (approximate value Rs 197 crores) produced in th
country were distributed to the States free of cost upto 31st March.
1972. 1t is a matter of great concern for the Committce that in spite
of so much expenditure, India continues to be one of the endemic
countries. According to the Annual Report of the Director General.
W.HO. of May, 1973, the areas in which this disease was thought
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to b entdentic during the latter part of the. year were confined to
Bangls Desh, Botswana Ethiopia, India, Pakistan and Sudan. Over
70 per ¢ent of all cases were reported by Ethiopia and India. Accor-
ding to' the figures made available to the Committee, in the recent
years the attacks of the disease were 83,943 in 1967, 30,295 in 1968,
19,139 n 1969, 12341 in 1970, 16,166 in 1971, 27,407 in 1972 and 49043
in 1973 (upto June).

1.64. The following factors which may explain the shortcomings
of the programme came to the notice of the Committee:

(l) There is serious shortfall in the achievement of primary

vaccinations. It is estimated that there was a backlog of

6.7 crores of people to he given primary vaccination upto
31st March, 1969.

(ii) Although vaccination units were reorganiscd in 1969 and

(iki)

instructions were issued that all efforts should be made
to carry out 100 per cent successful primary vaccination ir
vulnerable age group 0—14 yvears and eliminate the exist-
ing backlog in primary vacecinations, the number of primary
vaccinations given were only slightly more than the esti-
mated births, with the result that the backlog was not
cleared. The backlog has so far been brought down from
8.7 crores to 3.7 crores.

During the years 1969-70, 1970-71 and 1971-72 the achieve-
ment in primary vaccination was 226 lakhs, 227 lakhs and
229 lakhs as against the targets of 537 lakhs, 446 lakhs and
338 lakhs respectively. During the year 1972, the number
of vaccinations given is stated to be 252 lakhs (the target
for 1972-73 was 334 lakhs).

(iv) In case of revaccinations, the achievement during the

years 1989-70, 1970-71 and 1971-72 was 523, lakhs, 5863 lakhs
and 674 lakhs as against the targets of 1074, 1101 and 1129
lakhs respectively.

(v) The main reason for non-clearance of the backlog was

stated to be shortage of vaccinators and the stafl by the
State Governments. According to the norms laid down
by the Government, 8465 additional vaccinators were to
be appointed over the strength of 13,696 vaccinators as on
31st March, 1969. 7348 vaccinators have been appointed/
sanctioned during the Fourth Plan period. As regards
the other staff against the additional requirement of 392

292 L.S.—3.
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paramedical assistance, 339 have been appointed|sanctioned
and against the additional requirement of 3698 supervi-
sors, 2659 have been appointed/sanctioned. The shortage
in staff continued in spite of decision of Central Govern-
ment to meet cent per cent cost of the additional staff.
The factors that contributed to this situation should be
immediately gone into for appropriate action,

The primary Health Centres which apart from other duties
are entrusted with supervision of the programme are also
under-staffed. As on 30-6-1972, 2951 centres had the
sanctioned strength of twe doctors each, 2101 centres had
only one doctor and 140 had no doctor.

(vii) The performance of the vaccinators in some States has
not been uniform. Even during the vear 1972, there was
wide disparity between the figures of vaccinations per
vaccinator per day. The average was 5.3 in Manipur, 5.4
in Meghalaya and 6.4 in Arunachal Pradesh and 12.2 in
Gujarat. It was 48.1 in Mysore. 35.1 in Punjab. 33.7 in
Chandigarh, 33.3 in Delhi and 32.4 in Uttar Pradesh. The
average cost of vaccination is as low as Rs. 0.05 in Bihar
and as high as Rs. 1.25 in Manipur. The reasons for very
high cost in some States like Meghalaya and Manipur is
due to poor vaccination performance per worker due to
terrain and scattered population.

(viii) According to the World Health Organisation Expert
Committee Report (1972) surveillance activities in India
were being improved substantially, but were not yet
satisfactory in all States; and progress of eradication
programme would depend mainly on how rapidly surveil-
lance and the still unsatisfactory reporting system can be
improved.

(ix) There are not uniform rules in States regarding vaccina-
tion. In some States vaccination and revaccination is
compulsory, in other States primary and revaccination is
compulsory, when epidemic Disease Act is enforced and
the outbreak is anticipated. Proper publicity for gaining
public acceptance of the vaccination is also needed in con-
sultation with the Information and Broadcasting Ministry.
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1.65. While the Committee appreciate that the above difficulties
in the successful implementation of the Smallpox Eradication were
due to insufficient attention being paid to the programme by the
State Governments in spite of the Central assistance, the Committee
are strongly of the view that the Central Government who pay
grants and guide the programme cannot absolve themselves of the
responsibility for the failure of the programme. According to a
joint team of the WHO and Government of India (1967), the Central
Directorate looking after the programme was inadequately staffed
and had no effective mechanism for providing effective guidance and
direction of the programme at ctate and local level. It has been
stated that with certain sdditions of technical personnel and mobili-
sation of other national staff during the campaign period the Cenral

Directorate is now planning, coordinating and monitoring the pro-
gramme in an effective way.

1.66. The Committec have been assured that during the Fifth
Plan period the backlog of vaccinations will be made up. The Com-
mittec feel that the factors that led to the past failure need to be
thoroughly examined with a view to at least deriving lessons for the

future. The Committce would like to be informed about the pro-
gramme made in clearing the backlog.

1.67. In fact, as early as 1964, WHO Expert Committee empha-
sised the crucial importance of independent concurrent evaluation
of the results for timelv identification of deficiencies of the program-
me. But excepting a quick review by the joint team of WHO and
Government of India in 1967 in four States and a few other assess-
ments done hy WHO Experts lasting 10 to 15 days. no independent
compresive assessment has been undertaken. This shows utter
neglect and disregard on the part of Central Health authorities which
the Committee deprecate. The Committce are strongly of the view
that in view of the very unsatisfactory progress of the programme
and its poor impact on eradication of the disease from India. it is
necessary that an independent and comprehensive assessment of the
programme should be undertaken immediately in order to identify
the deficlencies of the programme in the past and take necessary
corrective measures without any delay. In the meantime the Com-
mittee stress that erndication measures should be intensified with
active cooperation of the State Governments. The Central Directo-
rate dealing with the Programme in the Ministry of Health and
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Family Planning should be adequately strengthened to meet the
challenging problem. ‘

1.68. The Committee are indeed alarmed over the reports that
there is a serious danger of outbreak of the disease in Uttar Pra-
desh, Bihar, Madhya Pradesh and West Bengal. The Committee
bave been informed that an intensive campaign was proposed to be
undertaken during the months of September to December, 1973 in
these States with a view to detecting and reducing substantially the
smallpox endemic foci during the low incidence season to the extent
that the programme will have a manageable number of remaining
foci to deal with during 1974. The Committee arc anxious that con-
stant watch should be kept over the endemic states, The Committee
would like to be informed about the results.

1.69. The Committec note that upto 1967, 4 institutes controlled
by the State Governments had the capacity to manufacture 60 million
doses of freeze-dried smallpox vaccine. In addition, Government
received gift vaccine from friendly countries. In 1972-73, the capa-
city was increased to 90 million doses. The present requirement of
freeze-dried smallpox vaccine is 156 million doses. It is expected
to increase the capacity further in order to achieve the production
of 156 million doses during 1973-74. The Committee were assured
that during the Fifth Plan period there will be no necessity for im-
port of the vaccine. The Committee hope that the requirement of
156 million doses will be met by the factories fully. The Committee
suggest that it should be examined how in case of further increase
in the requirement, the production could be augmented.

~ 1.70. At present the unit cost of production of vaccine varies
from Institute to Institute. These were Rs. 1.20, Rs, 1.05, Rs, 2.25
and Rs. 2.25 at State Vaccine Institute, Patwadanagar, Institute of
Preventive Medicine, Hyderabad, King Institute, Guindy and Vaccine
Institute, Belgaum respectively. Pending finalisation of cost fixation
of each factory, Government have fixed the rate at Rs. 1.05 per
ampule of vaccine, The Committee hope that cost Accounts Branch
of the Ministry of Finance will also go into the reasons for the wide
variations in the cost of production so that steps may be taken to
control the cost especially at King Institute, Guindy and Vaccine
Institute, Belgaum,
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National Filaria Control Programme

Audit Paragraph

1.71. Filariasis, widely prevalent in India, is second only to
malaria among mosquito borne diseases. It is caused by a parasitic
roundworm carried from man to man .by certain species of mos-
quitoes different from the malaria-carrying mosquito, the anopheles.
Two types of filaria parasites are prevalent in this country namely,
Wuchereria bancrofti and Brugia malayi. The former is found only
in man. Brugia contains eight species of which Brugia malayi is
known to occur as natural infection in man (while the other seven
species have been found 1n animals),

1.72. While human beings are the reservoirs of these parasites,
mosquitoes are the carriers (vectors). Wuchereria bancrofti is
transmitted by mosquitoes called Gulex fatigans and Brugia malayi
parasites are transmitted by mosquitoes of a different species. Gulex
fatigans breed in dirty water collections like drains, cess pit, dis-
used wells, overhead cisterns and ill-constructed septic tanks. This
mosquito is very ubigutous in its distribution and prolific in breed-
ing.

1.73. The life cycle of microfilariae’ worm takes place partly in
man and partly in mosquito. It is, however, months (usually one
year) before the infection can even be detected in the blood of the
human host. Persons with microfilariae usually are symptomless
carriers. In some, however, symptoms like fever, swelling of the legs
or arms appear at varying intervals and in some progressive increase
in the swellings occurs after every attack. In some other, the infec-
tion may naturally die out without producing any disease manifes-
tations. The percentage of individuals gradually increases in the
younger age groups reaching the maximum at about 20 years. High
mortality has never been marked feature of this disease. Never-
theless, apart from physical deformities and disabilities, the victims
of this disease suffer from a social tigma.

1.74. Advent of synthetic insecticides and introduction of dicthyl-
carbamazine for civilian use for treatment of the disease following
World War II raised the hope of controlling filariasis. Accordingly,
an experimental project for control of Bancroftian filariasis was ini-
tiated by the Indian Council of Medical Research and the then
Malaria Institute of India in co-operation with the Government of
Orissa in 1949 for studying the comparative value of control of
filariasis by antiparasitic and anti-mosquito measures. The observa-
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tions in the Orissa project showed that mass drug administration, re-
current anti-larval measures (vector) and recurrent anti adult mea-
sures (vector) by indoor spraying were effective in some degree or
other in control of the disease, Each one of them, however, had its
drawbacks also. It seemed that a multiple approach using all the
three methods was necessary for control of filariasis. Based on the
results of the Orissa experiment as well as similar trials in other
countries. Government of India decided to initiate a pilot pro-
gramme for control of Bancroftian filariasis in the country. This
programme, called the national filaria control programme, was
launched in 1955-56. Its main objective; were:—

(1) to carry out filariasis surveys in the different States where
the problem was known to exist in order to determine
the extent of prevalence, types of infection and their
vectors;

(2) to undertake large-scale pilot studies to evaluate the
known methods of filariasis control in sclected areas in the
different States;

(3) train professional and sub-profes:ional personnel required
for the programme.

1.75. Twenty two survey units were allotted to nine States
(Andhra Pradesh, Bihar, Bombay, Madras, Madhya Pradesh, Orissa,
Uttar Pradesh, Travancore-Cochin and West Bengal)--then partici-
pating in the programme in 1955-56. Surveys were aslo conducted
by the National Institute of Communicable Diseases and the three
filariasis training centres set up by the Central Government at
Ernakulam (in 1955). Rajhamandry (in 1963) and Varanasi (in 1965).
One central survey team was also established in August, 1971. A
typical survey unit consists of one Filaria Officer, one laboratory
assistant, two insect collectors, two laboratory attendants, one driver-
cum-mechanic and one watchman. It has a jeep, microscopes, labo-
ratory and entemological equipments, chemicals, etec.

In 1951 the Malaria Institute of India had assessed that filariasis
was prevalent in various degrees in all the States except Punjab,
Rajasthan and Jammu and Kashmir and that 25 million people were
living in filariasis areas. When the result of the surveys under the
national filaria control programme became available in 1958, it was
evident that the problem was far more extensive than estimated
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previously and that about 64 million people were then residing in
endemic zones of filariasis,

Forty seven control units were allotted to different States in
1858-59 and control measures (with the three methods) were under- -
taken.

At the request of the Director General, Health Services, Gov-
ernment of India, the Indian Council of Medical Research consti-
tuted in 1960 a committee, (called the First Assessment Committee)
for evaluating the national filaria control programme. The principal
recommendations of that Committee (in its report of 1961) were:—

1. Since practical difficulties were experienced in mass therapy
and sifice also there were adverse reactions, mass therapy
should be given up. Results of spraying of insides of
houses (anti-mosquito measure) having not been satisfac-
tory, this also may be given up.

2. Recurrent antilarval measures throughout the year should
be undertaken using mosquito larvicidal oil. These mea-
sures were to be undertaken in endemic urban areas only.
(The then prevalent view was that the focus of infection
is in the urban areas from where it spreads to the sur-
rounding rural areas).

3. Adequate disposal of sewage and sullage should be en-
sured.

4, The existing control units should be reorganised. Instead of
a unit having about 240 staff. there are to be 8 types of
units having from about 30 to 700 staff depending on the
population.

1.77. Thus from 1961 onwards, the national programme sought to
control the disease by controlling the vectors only in selected urban
areas through use of larvicidal oil.

Survey—Further surveys were also done in different parts of the
country. Out of 260 districts in 12 States survey was completed
in only 145 districts upto 31st March, 1970. In addition. limited
surveys were also carried out in four Union Territories. These
surveys'showed that 136 million people were living in endemic
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areas. Of these 136 million people 51 million are in urban areas and
85 million'in rural areas. The above figure of 136 million is, however,
an under-estimate because even in known endemic zones many areas
are yet to be surveyed. The most endemic zones are in Uttar Pra-
desh, Bihar, Andhra Pradesh, Tamil Nadu, Orissa, Madhya Pradesh,
Gujarat and Kerala. State-wise distribution of areas surveyed and

estimated population at risk are shown in Appendix (Report of the
C & AG for the year 1971-72).

1.78. Although survey was not concluded, the survey units were
abolished after two years in Bihar, Madras and Orissa. In Maha-
rashtra the survey unit was converted into a control unit. The
survey units in Andhra Pradesh, Kerala, Madhya Pradesh and Uttar
Pradesh continue to function. In Sfates where State survey units
are not functioning. surveys are conducted by the National Insti-
tute of Communicable Diseases, the three central filariasis training
centres and the central survey team. The progress of survey has
been quite uneven. In Kerala survey was completed in all the dis-
tricts by 1960, in Tamil Nadu in 12 out of 13 districts by 1958 and
in West Bengal in 13 out of 16 districts by 1960. On the other
hand, only 3 out of 19 districts in Mysore and only 6 out of 26 dis-
tricts in Maharashtra have been surveyed so far. The Second
Assessment Committee set up in 1970 by the Indian Council of
Medical Research observed in its report that “even after 15 years
of continuous efforts at delimitation of the problem even in known
endemic States there are many areas yet to be surveyed to get a
clear picture of the problem”.

Control Measures.—Till 1965-66 there were 47 control units. This
number increased to 73 in 1968 but with the abolition of 6 units in
Kerala it was reduced to 67 in 1970. At present (March, 1972) there
are 110 units.

1.79. The location of the 67 control units existing in 1870 and
the population covered by those units are given in Appendix: after
an analysis of the data collected by these control units, the Second
Assessment Committee came to the conclusion that, judged by the
downward trend in vector density, infection and infectivity rates in
mosquitoes and microfilaria rates in children in the age group of
5 to 15 years, the results were fairly good in 22 units which covered
population of two millions. Results were indifferent in 23 units
where the indices showed wide and erratic fluctuations while the
results were poor in 20 units where there were upward tre.nds 'in
mosquito densities and other indices. Relevant data were not ava}l-
able for drawing any conclusions about the remaining two units
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(Hyderabad and Visakhapatnam). The twenty-two units whose
restlts are good are shown inh Appendix. The performance of the
different States in control measures has been uneven. In Tamil
Nadu all the 4 units, in West Bengal the only existing unit and in
Madhya Pradesh 2 out of 3 units were considered good. On the
other hand 4 out of 5 units in Maharashtra, 4 out of 5 units in
Orissa and 10 out of 14 units in Kerala were poor. The reasons for
indifferent and poor results in the 43 control units were:—

1. breakdown in larvicidal oil supply; and

2. inadequacy of staff and supervision.

Application of mosquito larvicidal oil, if carried out properly
under rigorous supervision and at the required intervals covering all
the breeding places, is an effective method of reducing vector densi-
ties. Larvicidal measures, however, are effective only as long as they
are being continuously implemented and any break in the opera-
tions, however, brief it may be, leads to rebuilding of mosquito den-
sity. The base of larvicidal oil is crude diesel. Since 1965 Indian
0il Corporation is the only supplier of larvicidal oil. The position of
overall supply against indents issued for the various units during
1967-68 to 1970-71 is given below:—

Year Quantity Quantity Quantity Percen-
due for supplied not tage of
supply supplied short

(indented supply
during the compared
year plus to
balance of Quantity
previous due for
year) supply

(in lakhs litres)

1967-68 . . . . . . 60° 72 4887 11+ 85 20
1968-69 . . . . . . §9-27 38- 50 2077 35
1969-70 . . . . . . 6342 5485 857 13
1970-71 . . B . . . 49 60 39° 31 10'29 21

1.80. Indian Oil Corporation was unable to supply larvicidal oil in
full ?ither because of its failure to formulate the requisite quantity
of oil or inability to arrange its distribution to the various units.
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1.87. The Committee desired to know the reasons for not carry-
ing out survey after 1970. The representative of the Ministry stat-
ed: “When we started the programme of survey we thought that
we would be able to cover the whole of the population in endemic
areas, but the magnitude of the problem was so much that the
survey could not be completed within 2 years’ period for which the
assistance to the States was available and we persuaded the States
that they should carry on the survey where it was still incomplete
so that the whole State was surveyed. Some of the States did it
but some of the States, without the Central assistance, could not

complete it.”

1.88. In a written reply, the Ministry stated: “There are 115 dis-
tricts in the endemic States which have still to be surveyed. It is
proposed to establish 32 surveys units to undertake delimitation of
filariasis to cover these 115 districts during the Fifth Plan period.”

1.89. In reply to a question, the Deputy Director, National Filaria
Control Programme stated: “The Survey was initiated in 1955-58.”
The witness stated that earlier ad hoc studies were carried out.
Asked about the number of units sanctioned and formed, the wit-
ness stated: “Twenty-two survey units were allotted—3 in Andhra
Pradesh, 2 in Bihar, 1 in Bombay (presently Gujarat and Maharash-
tra), 2 in Kerala, 2 in Madhya Pradesh, 4 in Orissa, 2 in Tamilnaduy,
3 in Uttar Pradesh and 3 in West Bengal. Of these, 19 were estab-
lished. Except West Bengal, all the other States had established the

survey units.”

1.90. The Committee desired to know the reasons for the West
Bengal Government not setting up any unit. The Secretary stated:
“From what I understand, the State Government had other facili-
ties for making the survey and a survey was undertaken by the State
Government with the setting up of units in 13 districts.”

191. In a written reply, the Ministry stated: “The Government
of India vide their letter No. F.8-4!54-Instt.,, dated the 4th Novem-
ber, 1954 allotted one control unit and three survey units under the
National Filaria Control Programme to the Government of West
Bengal. The three survey units were allotted to define the problem
in the 16 districts in West Bengal. However, the State Government
did not establish these units as the filarial zone in West Bengal is
scattered all over the State and falls within the malarial zones.
Having regard to this position and various other cogent
grounds, operation of separate filaria control units, indepen-
dent of Malaria Control Unit, was not considered by the State Gov-
ernment either suitable or desirable. The State Government felt
that an integrated scheme of Malaria and Filaria Control operations
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was likely to be more suitable and economical for West Bengal, as
the malarial staff under the Malaria Control Programme with suit-
able augmentation and with the aid of the normal organisation under
the Directorate of Health Services, West Bengal, would be able to
carry out Filaria Survey and Control work. Accordingly, the Insect
Borne Disceases Wing of the State Health Directorate conducted
surveys in 13 out of 16 districts”.

1.92. Asked about the time given to the units to complete the
waork, the Secretary stated: “A period of two years was given.”
Asked if the work was completed in two years, the witness replied:
“Some of the units did not complete it.” Asked if the work was
still incomplete, the witness replied: “Yes, Sir.” To a question why
survey was abandoned by certain units in Bihar, Madras and Orissa,
the witness replied: “The assistance was originally limited for a
period of two years and the State Governments, which were men-
tioned, did not continue this beyond two years.” Asked about the
survey unit in Maharashira, the witness stated: “It was converted
into a control unit.”” Asked to explain the reasons for this, the wit-
ness replied: “That was the pattern which we suggested for the
Third Plan.” He added: ‘“The pattern of assistance itself changed
with the result that the assistance was given only for control units
and they shifted to conversion of survey units. The point is that the
survey was not completed and there was no alternative arrange-
ment.”

1.93. The Committee drew attention of the observations that the
reasons for indifferent and poor results in 43 control units were (i)
breakdown in larvicidal oil supply, and (ii) inadequacy of staff and
supervision. The Committee desired to know the position of over-
all supply against indents issued for the various control units during
1971-72, 1972-73 and 1973-74. In a written reply, the Ministry of
Health gave the following position:

Year Quantity Quantity Quantity
indented supplied supplied
upto 31st after
March 318t March

»

(Quantity in litres).
1971-72 . . . . . . . . 49,86,530 40,64,703  4,78,026
1972-73 . . . . . . . . 83,35,600 48,27,420  9,05,600
1973-74 (upto July, 1973) . : . . 29,60,000  9,03,200
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There were also complaints about the quality of the oil supplied.
Efforts are under way for Indian Oil Corporation to be able to
supply the full quantity of larvicidal oil required.

1.81. Out of the 67 control units existing in 1970 there were ghort-
ages of more than 20 per cent of field workers in 29 units (on the
basis of staffing pattern recommended by the first assessment com-
mittee). Out of 20 units which were considered poor, fifteen were
short of field workers by 33 to 84 per cent. Except Kerala, Madhya
Pradesh, Andhra Pradesh and, partly, Uttar Pradesh and Mysore,
the other States have not reorganised the control units on the lines
recommended by the First Assessment Committee. Besides, in
Gujarat, Maharashtra and Tamil Nadu the control units were en-
gaged not only in urban but also rural areas. This has resulted in
thinning out of resources as the staffing pattern was not designed for
that purpose. Despite inadequacy of staff and supervision, the four
control units in Tamil Nadu did well. In Kerala anti-larval mea-
sures have been carried out in one half of the urban area by the
State units and in the other half by the local bodies. Poor results
have been attributed to poor performance of the local body field

staftf. ot I

1.82. The First Assessment Committee had recommended that
a full time officer of the rank of Assistant Director of Public Health
should be in charge of the Filaria Bureau to be established in each
endemic State. Except in Andhra Pradesh, Kerala, Mysore,
Madhya Pradesh and Goa there was no headquarters unit in any
other State till March, 1971. Thereafter the headquarters units
was set up in Bihar, Gujarat, Maharashtra, Orissa, Tamil Nadu and
West Bengal by October, 1972. Staff deficiency was marked in the
Kerala headquarters unit. Inadequacy of supervision was reflected
in many ways in the performance of several units in different States.
When the mosquito densities were abnormally high either in a year
or in consecutive years, no effort seems to have been made to study
the factor or factors responsible for such a situation. For example,
it was not studied whether such rise in densities was due to climatic
tactors, namely, excess of rainfall leading to creation of new points
(new areas of breeding), or any possible operational deficiency.
According to the Second Assessment Committee, “the programme
was carried out mechanically purely as a matter of routine without
any critical approach, without any concurrent assessment and with-
out making any variations to suit local conditions...... .
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1.83. The Ministry stated (October, 1972) that the headquarters
unit of the programme in the National Institute of Communicable
Diseases used to examine monthly reports received from the units
and issue instructions to improve their functioning and that the offi-
cers of the Institute also used to visit the control units at periodi-
cal intervals and communicate their comments about functioning of
the control units.

1.84. The headquarters bureau in the National Institute of Com-
municable Diseases had to shoulder the joint responsibility for both
the national malaria eradication programme and the national filaria
control programme. The Second Assessment Committee observed
that in the prevalent circumstances emphasis should be on the for-
mer is understandable, particularly in view of limited financial re-
sources. In the circumstances, one cannot help getting the feeling
that it would have been preferable if lesser number of units had been
established with the necessary complementary staff, and the State
Bureau organised according to the staffing pattern recommended so
as to keep within the limits of financial resources available, and to
ensure proper execution and supervision of the work in different
units in the States.”

1.85. General.—To the extent the surveys have been completed,
it is clear that 136 million people live in the endemic areas of filariasis
in the country. Over 12 million people harbour microfilariae in their
blood and 8 million have signs and symptoms of the disease. There
is also evidence that the disease is spreading to areas where it did
not exist before,

-t

1.86. Expenditure incurred by Central Government.—Apart from
the expenditure incurred on the headquarters unit and the training
centres, during 1955-56 to 1960-61 Government of India provided to
the States free of cost itsecticides, drugs, larvicidal equipment and
vehicles while State Governments met the operational cost. From
1961-62 free supply of drugs was discontinued but Government of
India undertook to meet 50 per cent of the cost of additional staff
above the level at the end of 1960-61. Since 1969-70 the quantum of
assistance has been increased to 100 per cent including free supply
of mosquito larvicidal oil, material and equipment as well as opera-
tional staff employed in various units. No Central assistance is,
however, admissible for the level of staff as on 1st April, 1969. Ex-
penditure incurred by Central Government on this programme upto
1970-71 (including assistance to States) was Rs. 5.94 crores.

[Paragraph 33 of the Report of Comptroller and Auditor General
of India for 1971-72 Union Government (Civil)].
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1.87. The Committee desired to know the reasons for not carry.
ing out survey after 1970. The representative of the Ministry stat.
ed: “When we started the programme of survey we thought that
we would be able to cover the whole of the population in endemic
areas, but the magnitude of the problem was so much that the
survey could not be completed within 2 years’ period for which the
assistance to the States was available and we persuaded the States
that they should carry on the survey where it was still incomplete
so that the whole State was surveyed. Some of the States did it
but some of the States, without the Central assistance, could not

complete it.”

1.88. In a written reply, the Ministry stated: “There are 115 dis-
tricts in the endemic States which have still to be surveyed. It is
proposed to establish 32 surveys units to undertake delimitation of
filariasis to cover these 115 districts during the Fifth Plan period.”

1.89. In reply to a question, the Deputy Director, National Filaria
Control Programme stated: “The Survey was initiated in 1955-56."
The witness stated that earlier ad hoc studies were carried out.
Asked about the number of units sanctioned and formed, the wit-
ness stated: “Twenty-two survey units were allotted—3 in Andhra
Pradesh, 2 in Bihar, 1 in Bombay (presently Gujarat and Maharash-
tra), 2 in Kerala, 2 in Madhya Pradesh, 4 in Orissa, 2 in Tamilnadu,
3 in Uttar Pradesh and 3 in West Bengal. Of these, 19 were estab-
lished. Except West Bengal. all the other States had established the
survey units.”

1.90. The Committee desired to know the reasons for the West
Bengal Government not setting up any unit. The Secretary stated:
“From what I understand, the State Government had other facili-
ties for making the survey and a survey was undertaken by the State
Government with the setting up of units in 13 districts.”

191. In a written reply, the Ministry stated: “The Government
of India vide their letter No. F.8-4/54-Instt.,, dated the 4th Novem-
ber, 1954 allotted one control unit and three survey units under the
National Filaria Control Programme to the Government of West
Bengal. The three survey units were allotted to define the problem
in the 16 districts in West Bengal. However, the State Government
did not establish these units as the filarial zone in West Bengal is
scattered all over the State and falls within the malarial .zones.
Having regard to this position and various other cogent
grounds, operation of separate filaria control units, indepen-
dent of Malaria Control Unit, was not considered by the State Gov-
ernment either suitable or desirable. The State Government felt
that an integrated scheme of Malaria and Filaria Control operations



39

was likely to be more suitable and economical for West Bengal, as
the malarial staff under the Malaria Control Programme with suit-
able augmentation and with the aid of the normal organisation under
the Directorate of Health Services, West Bengal, would be able to
carry out Filaria Survey and Control work. Accordingly, the Insect
Borne Disceases Wing of the State Health Directorate conducted
surveys in 13 out of 16 districts”.

1.92. Asked about the time given to the units to complete the
work, the Secretary stated: “A period of two years was given.”
Asked if the work was completed in two years, the witness replied:
“Some of the units did not complete it.” Asked if the work was
still incomplete, the witness replied: “Yes, Sir.” To a question why
survey was abandoned by certain units in Bihar, Madras and Orissa,
the witness replied: “The assistance was originally limited for a
period of two years and the State Governments, which were men-
tioned, did not continue this beyond two years” Asked about the
survey unit in Maharashtra, the witness stated: “It was converted
into a control unit.” Asked to explain the reasons for this, the wit-
ness replied: “That was the pattern which we suggested for the
Third Plan.” He added: “The pattern of assistance itself changed
with the result that the assistance was given only for control units
and they shifted to conversion of survey units. The point is that the
survey was not completed and there was no alternative arrange-
ment.”

1.93. The Committee drew attention of the observations that the
reasons for indifferent and poor results in 43 control units were (i)
breakdown in larvicidal oil supply, and (ii) inadequacy of staff and
supervision. The Committee desired to know the position of over-
all supply against indents issued for the various control units during
1971-72, 1972-73 and 1973-74. In a written reply, the Ministry of
Health gave the following position:

Year Quantity Quantity Quantity
indented supplied supplied
upto 3Ist after

March 315t March

—

(Quantity in litres).
1971-72 . . . . . . . . 49,86,530 40,64,703  4,78,026
1972-73 . . . . . . . . 83,35,600 48,27,420  9,05,600
1973-74 (upto July, 1973) . . . . 29,60,000  9,03,200




40

1.94. During evidence, the Secretary, Ministry of Health, stated:
“The indents are made through the DGS & D and these are being
canalised through the IOC.” The representative of the DGS & D
stated: “As far as the supply of larvidical oil is concerned, before
1966, other oil companies were also holding rate contracts. From
1967 onwards, 10C alone is holding the rate contract and making
supplies. The reason is that other foreign oil companies expressed
their inability to continue the supply. As regards supplies from
I0C are concerned, if we go through the supplies made by all the
companies, when they were having contract from 1864 to 1967, the
average supply has been of the order of about 43 lakh litres and the
requirement has also been on an average 47 lakh litres. When the
IOC were making supplies during 1967 to 1971, the average supply
has exceeded to 45 lakh litres, i.e., much more than all the four
foreign oil companies were supplving befare.” Asked about the price
charged by IOC and the other companies, the witness stated that
“IOC’s prices were less bv 5 p. per litre as compared with other com-
panies refused to participate in continuing the supplies when I0C
came in.” Asked about the reasons for this, the witness stated “We
have not gone into the reasons. As far the subply is concerned, the
IOC had undertaken to supplv the entire quantity as required by
the Health Ministry.” Asked what steps were taken in the past to
meet the shortfall in supplies for this vital activity, the witness stat-
ed: “As far as the backlog and shorifall is concerned, it has been
mentioned by the Health Ministry that there had been no apprecia-
ble increase in the requirements. but thev had been adding backlog
on supply while formulating their new requirements. For example,
in 1968-69. thev indicated a requirement of 59.27 lakh litres. At that
time there was a backlog of 11.85 lakh litres. It would indicate that
their actual requirement was onlv 47 lakh litres. Against that, the
actual supply was 3 lakh litres. There was a shortfall of 35 per cent
against their total requirements including the backlog. But if their
current requirements were considered. there was a shortfall of 18
per cent only.” Asked what steps were taken to make up this short-
fall by getting the supplies from other companies. the witness repli-
ed: “As the Indian Oil Corvoration had undertaken to meet the full
requirements, we did nnt go intn the guestion as to why the other
oil companies are declining to supply.”” The witness added “that
when we found that the supply in 1969 was not to the requirement,
a separate enquiry was issued to other o'l companies. but they ex-
pressed their inability. The representative of the Ministry of Petro-
leum and Chemicals stated: “We have power, under the Essential
Commodities Act, to compel them to produce M.L.O. oil. We have
not used these powers. When we took these powers. we knew that
once we have them, they will comply with our directions. The cost
is not the consideration. The quantity required is very small. As
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soon as we have got over our logistical problems, we will see that
the stocks of the desired specification are kept all the time with us.”
The representative of the Ministry of Supply stated: ‘“There have
been constant review and progress meetings of the Review Commit-
tee. They were constantly reviewing the requirements of the vari-
ous units under the Ministry of Health and our Ministry and the
IOC were also associated with these meetings.” Asked since when
these meetings had been held, the representative of the Ministry of
Health replied: “Actually the first meeting was held in September,
1971 because we thought that there were three parties concerned
and if we could sit together we could streamline the process of indent-
ing and supply. One of the decisions taken at the meeting was that
we should inform the IOC well in advance what would be our yearly
requirements; and we have been telling them about that and at no
stage had we been informed by the JIOC that they would not be able
to meet our full requirements.”

1.95. The Committee asked why the indents were not placed on
the 1OC direct instead of through the DGS & D, the Secretary, Min-
istry of Health, replied: ‘At that time, the instructions were that
we should operate through the Ministry of Supply. They are res-
ponsible for the inspection and supplies made and there are quality
test they make at the time of supplies.”

1.96. The Committee drew attention to the following extract from
the minutes of a meeting held on February 17, 1972:

“At the time of deliveryv of supply, the oil is inspected by the
Inspectorate of DGS & D so as to ensure that the MLO
conforms to the specifications laid down by the ISI. On
various occasions, samples inspected were found to be sub-
standard. In such occasions, this has resulted in undue
delay in supply of standard quality of oil to the units, It
may be further stated that even during 1970-71, the oil
supplied by IOC from Madras was found to be sub-stan-
dard while inspected by the DGS & D. This caused great
difficulties to units in Tamil Nadu for want of supply of
MLO oil.”

1.97. The representative of the Ministry of Petroleum and Chemi-
cals stated: “This can be divided into two parts. One is, before
the product is offered for inspection. it is blended. Then, it is offer-
ed for inspection and it is possible that at this stage the product may
not be found to be according to specifications. A new batch is given.
This is a sort of thing which can happen basically, because IOC has
No control over the production of other refineries.”” Asked about
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the storage life of the material, the Secretary, Ministry of Health
stated: “According to the ISI specifications, the material is suppos.
ed to last for more than 18 months. But, normally our experience
shows that the storage period will not be for more than 18 months
and it will be between 12 and 18 months.” Referring to the com-
plaints from field units, the witness stated: “So far as the complaints
with regard to quality are concerned, I have gone fairly in detail
into all the complaints that have been received about quality. There
were only 5 complaints relating to the period 66—868. After that we
have had no complaints from the field staff. But certain consign-
ments were rejected at the pre-despatch inspection stage by the
DGS & D. But, at the consumer end, we have had no complaints
about quality after 1968. Our instructions are that sample should
be drawn from these receipts, thev should be tested and a report
should be sent to us within 45 days. We have not received any com-
plaints during the last 4 years.” Asked if full payment was made in
the case of sub-standard supplies, the witness stated: “This was
brought to the notice of the Directorate General of Supplies and
Disposal and what I understand is that in certain cases the stocks
were reblended. This relates to consignments rejected at the pre-
despatch inspection stage by the DGS & D.” Asked if I0C found
marketing of diesel oil more profitable than that of MLO, the repre-
sentative of the Ministrv of Petroleum and Chemicals stated: “My
submission is that even if the marketing of MLO is not profitable,
this is a national necessity and TOC as a public sector organisation,
will undertake this. If the Management fails, it has to be changed.
The management has to comply with this requirement. Of course,
they have been having some genuine difficulties and we, in the Min-
istry and the Government, are trying to remove them as best as we
can.” The witness added: “The production can be arranged when-
ever necessarv., But the Cochin Refinery could not produce, despite
sincere efforts, because their plant is not designed for that purpose.
We had it produced at Bombav and moved it in a coastal channel to
Cochin, stored it separately and supplied from Cochin. At a given
moment, if somebody says, ‘produce it’, it cannot probably be done,
but with a little notice, it can be done. We are overcoming the diffi-
culty now. By the end of the year, no refinery in the country would
be able to sav, ‘we are not able to produce'.”

1.98. To a question whether any priority was accorded to the in-
dents placed by the Health Ministry, the representative of the Min-
istry of Petroleum and Chemicals stated: “Judging from the per-
formance, the conclusion would be, we did not. To that, I plead
guilty. But we should attach to it the highest importance and with
that end in view we are setting up a machinery in our Ministry and
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we expect that these complaints would disappear and at least this
would never be quoted as a reason for non-fulfilment of the pro-
gramme.” As regards the quality, the witness stated: “In the mat-
ter of quality, our judgement has been that they have not failed.”
‘He added: “Prior to despatch it is sub-standard but when it is sup-
plied, it is of correct standard.” Referring to shortfall in the sup-
plies for the year 1972-73, the witness stated: “The year 1972-73 and
the time between April, 1973 and now has probably been one of the
worst periods for us; but I would put it before you chronologically.
“The 1972-73 demand represented, for the first time, the requirements
0f 18 months and not of 12 months.”

1.99. The Committee desired to know the difficulties in the past in
continuous supply of larvicidal oil by the Indian Oil Corporation.

in a written reply, the Ministry of Petroleum and Chemicals stated
as under:

“Progressive withdrawal by the foreign oil companies from the
supply of MLO on account of their limited product availability which
was increasingly required by them to meet the reguirements of their
tetail outlets and agency network. It is for this reason that the
foreign oil companies have been progressively giving up Govern-
ment business. As the IOC was set up, inter alia to progressively
take over the entire Government business, the gradual withdrawal
of the foreign oil companies has broadly fitted in the overall concept
-of planning in this regard.

Owing to a very large stress on minor lift irrigation schemes, the
-demand for light diesel oil sharply increased in the country from a
mere 617,000 tonnes in 1961 to 1.2 million tonnes in 1971. It has fur-
‘ther increased to 1.38 million tonnes last year an increase of 123 per
cent since 1961, This phenomenal increase in the demand for LDO
necessitated its production in accordance with the ISI standards.
‘Since LDO provides the base for the blending of MLO, it was also
necessary to produce small batches of LDO with more stringent spe-
cifications to exclusively meet the requirements of MLO. This creat-
ed problems of segregation of production and blending facilities at
the refineries as well as at the distribution points. It would be ap-
preciated that if large batches of LDO in accordance with the strin-
gent specifications of MLO had been produced, there would have
been an overall reduction in the availability of middle distillates
{kerosene and diesel oils). These problems have since been over-
corre. Segregation facilities have been installed at a number of re-
fineries and also at the adjoining distribution facilities of the IOC.

A large part of the requirements of NICD for MLO is met in
‘barrels. Whenever there is shortage of steel, as per instance due te
plant fajlure at HSL or due to extensive power cuts etc., barrel

292 L.S.—4 :
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availability sharply comes down. The position in this regard has
also not stabilised with the arrangements made for large import of
steel for fabrication of barrels.

During 1973 from March onwards an acute world-wide scarcity
developed of refined petroleum products and it became necessary to
sharply curb the consumption of kerosene oil, of aviation fuel for
national and international flights including the Indian Air Force and
of all other consumers with a view to maximising the production of
HSD. This was necessary to make available HSD oil for completing
the harvesting of the rabi crop and also its movement from the fields
to the storage, distribution and the sale points. The demand for
HSD oil further increased because of very steep power cuts in most
parts of the country during these months.

In many cases, as can be easily verified by a detailed check on any
given date, pending orders of MLO do not clearly give an idea of
the outstanding orders on the I0C. A number of units clearly sti-
pulate that they want deliveries at a given rate every month or every
alternate month. Similarly some quantities are required to be pick-
ed up by the units themselves. In all these circumstances a mere
comparison of pending orders with the supplies made on any given
time would not automatically reflect the pending orders at that point
of time. This point has been amply illustrated in the detailed break-
down of pending orders.... On 30th September 1973, as will be

seen from the figures....some 84 per cent of the outstanding orders
could not be complied with by the 10C owing to the inability of
NICD units to receive the same.

Soon after the meeting of the Public Accounts Committee with
the representatives of the Ministry of Health and this Ministry on
August 18, 1973, in connection with the supplics of MLO to the Na-
tional Institute of Communicable Diseases (NIiCD), a special machi-
nery was set up in this Ministry to ensure 100 per cent satisfaction
in supplies of MLO to NICD against its requirements. As a result,
the supply of MLO by the IOC has since improved considerably.
The details of progress achieved in this direction are as follows:

Lakh litres.
(8; Totwal quantity indebted by NICD for 1972-73 . . . . £33
(b} Quantity supplicd upto 313t Msrch, 1973, . . o 83
{c} Balance outstanding as on 18t April, 1973, . . . . . 350
rdy Quantity supplied between 35-3-71 upto 11-7-73. . . . 9

{¢; Balence sson 1-%-1973, . . . . . . , 26>
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The Indian Oil Corporation was advised by the NICD vide its
letter No. 2-20|73-NFCP (P), dated 7th August, 1973 to treat all out-
standing orders as on 15th August, 1973 against 1972-73 orders, as
cancelled and to make supplies only in regard to orders specifically
placed during 1973-74.

The latest position of the orders that have now been received
from the NICD is as under:

Lakh litres.
(a) Total quantity ordercd on 10C. . . . . . . 237
(b) Quantity supplied upto 30-9-1973. . . . . . . 167
(¢) Balance orders outéxanding as on 1-10-1973. . . . . 70

IOC was unable to arrange supplies in respect of 7.0 lakh litres
as per item (c) above owing to the following reascrs:

Lakh litres.

‘a} The indentors have asked the 10C wo defer supplies for. . 35

(b+ Indenters confirmat on awaited for, . . . 10
¢ Indento-s desire deliveries only durmg October and sub .cquent

- months for . . . . . 1-5

0y Quantities (left over’ of l2ss than tank wagon. box-wagnn 1ank-truck
loads to be treated as cancelled. (A tank wagon normally requires a
minimum load of 25 KLs and tank truck a minimum lcad of 132KLs.) 10

Torsr . . . . . 7-0

There are at present adequate stocks of duly tested product at
all the supply points, including Bombay and Cochin.  Steps have
thus been taken by the IOC to ensure liquidation of all pending
orders. We hope to maintain this position in subsequent months as
well and trust that there would be no occasion for the NICD
to lay the blame for any failure in the imiplernentation of its pro-
gramme on inadequate availability of MLO from the 10C”

1.100. The Committee asked how in Gujarat, Maharashtra and
Tamil Nadu the control units were engaged not only in urban areas
but 2lso in rural areas resulting in thinning out of resources. The
Secretary, Ministry of Health, stated: “We have some difficulty here,
because the First Assessment Committaa felt that the diftusion was
really from the urban areas. The Second Assessment Committee
has shown that this ma¥ not altogether be correct. There is a cer-
tain umount of counter-diffusion also fran the rural arcas to the
urban areas. There was also the difficulty created by bad drain-
age facilities. The control was shifted 1n the !l and III plans to
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urban areas. When this emphasis was brought to the notice of the
State Governments, most of them re-organised the survey units, but
a few states, as Hon. Members pointed out, were continuing with
the units in the rural areas; but the population covered is hardly
about 4 to 5 lakhs in these areas. The endemiety of filariasis in
urban areas compared to the total of urban and rural populations is
somewhat high. The emphasis or priority will have to be towards
the control of the disease in urban areas. In the Vth Plan also,
there is a certain amount of difficulty because of the limited nature of
the available resources. The Task Force in the Steerihg Group
have recommended that we should continue to operate the pro-
gramme only in the urban areas.”

1.101. The Committee asked about the action taken on the recom-
mendation of the First Assessment Committee for putting of a full-
time officer of the rank of Assistant Director of Public Health in
charge of the Filaria Bureau to be estahlished in each endemic State.
The Secretary, Ministry of Health, stated: “The basis of this recom-
mcendation was that previously in States where filaria control pro-
gramme was going on, the person responsible at the State level, was
looking after both malaria eradication and filaria control program-
mes. The recommendation of the Committee was that the officer
could not give due attention to the filaria control programme. So,
itkhere should be a separate filaria bureau in the bigger States with
four or more units. There are only 12 such States whereas there
was a need for a separate filaria bureau under the charge of an
Assistant Director; and that has been achieved.” In a written reply,
the Ministry stated: “There were five Filaria Headquarters Bureau
in Andhra Pradesh, Kerala, Madhya Pradesh, Mysore and Goa at the
beginning of the Fourth Five Year Plan. Seven more Headquarters
Bureau were allotted to as many endemic States during the Fourth
Plan period. All these have since been established and at present
12 Filaria Bureau are functioning each with a full time Assistant
Director.”

1.102. The Committee drew attention to the observation made in
the Audit paragraph that “Inadequacy of supervision was reflected
in many ways in the performance of several units in different States.
When the mosquito densities were abnormally high either in a year
or in consecutive years, no effort seems to have been made to study
the factor or factors responsible for such a situation. For example,
it was not studied whether such rise in densities was due to climatic
factors, namely, excess of rainfall leading to creation of new
ponds new areas of breeding or any possible operational defl-
ciency.” The Director, NICD, stated: “In this connection, I WOI{ltl
submit that the Committee have taken the average -f mosqux'to
density of the particular unit. It could so happen that in some units
due to some factors the work might have been disrupted and mos-
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quito density might have gone up for some time. The average could
be pulled up and the unit’s performance could be rated low.”

1.103. “The second point of yours that due attention was not
being paid—I may submit that this is a built in the programme.
When anti-filarial measures are to be carried in the area, things

like rainfall etc., are properly taken care of. I do not fully agree
with what has been stated in the Report.”

1.104. The Committee asked whether there was a follow-up
method to watch the implementations of the directions given by the
Ministry. The Deputy Director, NFCP, stated: “We are keeping a
watch on all the States. The Central Survey Team makes periodic
visits at different points of time to see whether the microfilariasis
carriers are there or whether they are locally available in the
younger groups. Filaria Bureau were set up in 11 States and in
Goa. In States with less than 3 units we considered it unnecessary

to have a full time Bureau exclusively to look after the interests of
the filaria programme.”

1.105. Asked about the present position regarding shortage of
staff, the Director, NICD, stated: “The staffing pattern which had
been recommended by the Government of India in 1969 in respect
of each unit, more or less, all the States have adopted that staffing
pattern and we have got the information about the posts sanctioned
and all that. As far as the Filaria Control Programme is concerned,
we have no shortage of staff in respect of the posts which have been
sanctioned.” The Committee desired to know whether Government
took any steps to expedite establishment of Central units/bureaus.
In a written reply. the Ministry stated: “The physical targets and
the quantum of central assistance for each year are intimated to the
participating States each year at the time of annual plan discussions
in the Planning Commission where the State representatives also
participate. Subsequently, these were again intimated to the
States by the Department of Health as well as by the Programme
headquarters at the NICD, Delhi. The States were requested at
periodic intervals to implement the programme to achieve schedul-
ed targets. Letters at different levels viz. the Programme Head-
quarters, Commissioner, Rural Health Services and Mobile Hospitals,
Deputy Secretary, Ministry of Health, Joint Secretary. Ministry of
Health and the Union Health Minister were issued.

From the various communications received from the participat-
ing States, the following two factors were found to be responsible
for delayed implementation of the programme:
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1. Delay on the part of State Gevernments to sanction the pro-
posals pertaining to the implementation of the NFCP submitted by
the State Health Directorates.

.

To overcome this difficulty, all the participating State Govern-
ments were addressed by the Ministry of Health and Family Plan-
ning to accord highest priority to the implementation of NFCP.

2. The other reasons for delayed implementation was that the
States after being informed of the targets were referring their pro-
posals to the Government of India for clearance. The procedural
delays emanating from submission of proposals by the State Health
Directorate to the State Governments and the State Governments to
the Central Government contributed to the delayed implementation.
To avoid this, circular letter from the Department of Health ‘was
issued vide letter No. F.6-1/69-C&CD, dated 20th January, 19H, to
all the States that proposals need not be referred to Government of
India for clearance if there was no deviation from the approved

pattern.”

1.106. The Committee asked whether all the State Governments
had reorganised the contrel units. In a written reply, the Ministry
stated: “The recommendations of the First ICMR Assessment Com-
mittee were accepted in principle by the Government of India and
circulated to the States etc. for implementation. However, due to
National Emergency in 1962 the Government of India asked the
States not to proceed with the implementation. Again in 1963, the
Government of India asked the States to implement the recommen-
dations from their own resources. The contro! units in Andhra Pra
desh, Kerala, Madhya Pradesh and Goa were reorganised before the
commencement of Fourth Five Year Plan (1968--70) as indicztea
below: —

Name of the State Reorganisation control
of Units.
Andhra Pradesh ‘ . . . . . 3
Kerala . . . ) 14
Madhya Pradesh . . . . . . 3
Goa. . . . . . ‘ . . . 3

e

Despite the comtinuous efforts made by the Programme Head-
quarters (NICD) Directorate General of Health Servites and the
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Ministry of Health, the States of '‘Assam, Bihar, Gujarat, Maharash-
tra, Mysore, Tamil Nadu, U.P. and West Bengal djd not reorganise
the units before the commencement of Fourth Plan period, accords
ing to the staff pattern recommended by the ICMR. First Assess-
ment Committee Report.

In 1969, the Government of India evolved a revised staffing pat-
tern vide Ministry of Health letter No. F. 6-1|69-C&CD, dated 8th
October, 1969. The units that had not been reorganised as per 1961
staffing pattern were targetted for reorganisation as per 1969 staffing
pattern during the IV Plan. Of the 44 such control units, 43 have
already been reorganised. Only one unit in Assam (Gauhati) has
vet 10" be reorganised. The State Government is repeatedly being
impressed upon regarding the need to reorganise this unit.”

1.107. Asked whether any further assessment of the working of
Cantrol Units had been made. In a wriften reply, the Mihistry of
Health stated: “Concurrent evaluation is being carried out regularly
at the Programme Headquarters through review of monthly and
.nnual technical reports and through visits to the Units. In view of
the peculiar epidemiological features of the filariasis such as the
inng incubation period, long life of the adult worms, large number
¢f infective bites required to produce infection etc.., it would be diffi-
cult to find the impact of effective control measures within a period
of less than five years. However, concurrent evaluation of the per-
[ormance of 65 control units during the subsequent years (1970, 1971
nd 1972) following the criteria adopted by the Indian Council of
Medical Research Assessment Committee (1971) showed that the
performance of only six units is poor.”

1108. The Deputy Director, NFCP, stated: “We have reassessed
their performance in 1971-72 and we found that out of 20 ‘poor’ units
existing, applving the same criteria which the Assessment Commit-
tee had adopted. six continued to be poor, 14 improved in their per-
tormance,  This is because we had indicated to them how to get over
‘i varicus problems.” The witness added: “Two of the ‘indifferent’
units have become ‘good’. Remaining 14 ‘poor’ have become ‘in-
lifferent,

1.109. Referring to the assessment reports. the Secretary, Minis-
iry «f Health, stated: “Even about the report of the 2nd Assessment
Cominitiee, we have gone into it in great detail. The first Assess-
nizut Committee visited the Units and indicated them ‘poor’.  The
setond Assessment Committee based their report on the reports
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drawn from the Director, Health Services and data furnished by the
Ynits. As Director, National Institute of Communicable Diseases
has pointed out, they went by three criteria, i.e., microfilariarates, in—
effectively rate in vector and vector density. The assessment of
poor was based upon the Unit’s showing downward trend in all these
three. But if you take the ultimate object of the Filaria Control
Programme, the only thing that matters is the bringing down of the
microfilaria rate in population. 35 Units had shown a decline out of
the 48 Units. Some of the Units were not even asked to furnish
data except the vector density and they were taken into account.
There is, therefore, a certain amount of wrong classification in the
original assessment.”

1.110. The Committee drew attention to the observations of the
Second Assessment Committee in regard to NICD that “it would
have been preferable if lesser number of units had been established
with the necessary complementary staff and the State Bureau orga-
nised according to the staffing pattern recommended so as to keep
within limits of financial resources available and to ensure proper
execution and supervision of the work in different units in the States.
The Director, NICD stated: “There is little discrepancy. What is
referred to here is the State set up and not at the NICD. Previous
to the establishment of the filaria bureaus in the States, the work
of National Filaria Control Programme was being looked into by
the same officer who was also responsible for the malaria eradication
programme. That has been taken care of by the establishment of
12 filaria bureaus.”

1.111. The Committee drew attention to the observation of the
Second Assessment Committee that the programme was carried out
mechanically purely as a matter of routine without any critical ap-
proach, without any concurrent assessment and without making any
variations to suit local conditions....” In a written reply and action
taken in this regard, the Ministry of Health stated: “The National
Filaria Control Programme Headquarters in Delhi regularly scruti-
nises the monthly technical reports received from the Units and
comments are sent to the units under intimation to the State Health
Directorates concerned. Assessment Bulletins (quarterly and
annual) on the performance of the units are prepared by the NFCP
Headquarters at Delhi based on the monthly and annual reports
from the units and copies are distributed to all the units and the
State Health Directorate. The objective of preparation and distri-
bution of these bulletins is to highlight the gaps between the targets
and achievement. Thus concurrent evaluation has been and is being’
undertaken. Consequent to the establishment of full-fledged State
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Filaria Bureau, effective supervision of the control measures had
become possible. The officers belonging to the Central Organisation
(National Institute of Communicable Diseases) and its three branch-
es continued to visit the problem units periodically to assist the
States. In addition, periodic meetings of all the State Programme
Officers were held during the year 1971, 1972 and 1973 to take stock
of the achievement and to remove bottlenecks, both administrative
and operational, in the implementation of the Programme. More-
over, coordination committees were formed at the unit level to in-
volve other agencies such as Railways, Defence, Local bodies ete.
for effective implementation of the programme,

The programme headquarters adopted critical approach in plan-
ning, guiding and evaluating the NFCP. The request for assessment
of the programme in 1961 and 1971, changes in the strategy of the
programme by discontinuing mass DEC administration and stopping
of indoor spraying with Dieldrin and confining the control operations
to only antilarval measures in urban areas clearly show the critical
approach adopted in running of the Programme. As a safeguard

against delayed receipt of M.L. oil, units were asked to receive 15 to
18 months’ requirement of oil during a year.

Another safeguard against the breakdown in the supply of cil was
diversion of available stocks of M.L. oil from Units which had suffi-
cient oil to deficit units within the State. As a corrective step, high
power meetings are held frequently to streamline the supply posi-
tion. A Committee has also been formed by the Govqrnment of
India to explore the possibilities of using other suitable larvicides,
in addition to mosquito larvicidal oil under the programme.”

1.112. The Director, NICD, stated during evidence: “The first
thing is that the Assessment Committee—one man Assessment Com-
mittee—was not our Committee. It was an independent Committee;
though appointed at our request because we wanted that the pro-
gramme should be examined critically so that whatever come out
of that we would like to implement it and the Statement which you
have just read was as a matter of routine and all that we took it for
was that this had been done to emphasise that we should try to be
more critical. Probably we have been and if you see our reply—
also we showed that to the Audit team, what action we have taken
about the shortcomings which were there, they were satisfied that
we had followed up and wherever necessary action was taken.” The
Secretary, Health Ministry stated: “The progress reports and the re-
ports on the work done are being reviewed by the Director every
month. The critical observations are sent. Our officers visit ox
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inspection and the inspection reports are followed up subsequently.
We have got samples of the inspection reports and the observations
made. This is the only way. The work, of course, that is entrusted

to them is somewhat of a mechanical nature.”

1.113. Asked about the steps taken to prevent spreading of the
disease in other areas where it did not exist, the Director, NICD,
stated: The Central Survey Team which we are having is meant to
find out the places where the prbbability of occurrence of the disease
is there. There is a big list which we have already given and we have
found the microfilaria carrier in those places which are non-endemic
for filariasis because of the movement of population. So far it was
confined to endemic States. But we have found the possibility of
occurrence of transmission in indigenous population also. It has not
yet happened and we are bringing those States in the picture so that

this danger is taken care of.”

1.114. The Committee pointed out that the World Health Orga-
nisation in their Report No. 359 (1967) recommended the use of

diethylcarbamazine (Chemotherapautics) for treatment of indivi-

The Committee desired to know the action taken in this

dual.
“We have started studies from

regard. The Director, NICD, stated:
1970 in our Filaria Training and Research Centres in Calicut, Raja-

mundry and Varanasi.” The Deputy Director, NFCP stated: “In
two villages during 1967-69—one in U.P. (Parbatpur) and the other
in Andhra Pradesh (Nalaturi) common salt was given with 0.1 per
cent diethylcarbamazine, the result was that microfilarial clearance
was to the tune of 85 per cent to 95 per cent and the acceptability
was very good. But the difficulty we observed was, administrative-
ly in a large scale it would be difficult to restrict the other sources
of salt—other than what we supplied™ The Director, NICD stated:
“This is the experience in other countries. That is why we thought
the more practical and better method would be to trace the micro-
filaria carriers and treat them instead of subjecting the whole popu-

lation to the use of fortified salt.”

1.115. In a written reply, the Ministry of Health stated: “This
method of mass administration of DEC has certain limitations. .
Hence considering the points and inadequate knowledge regarding
toxic effect on prolonged adminisctration of DEC, the use of DEC.
the use of DEC fortified salt for mass treatmant is at present con-
sidered unsuitable.” It has been further stated: “During the Fifth
Five Year Plan, it is proposed to augment anti-larvel operations in
urban areas with anti-parasite measures by detection and treatment
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of filaria positive cases through the establishment of Filaria Night
Clinies in urban areas. In semi-urban and rural areas -the control
measures as recommended by the ICMR Assessment Committee
(1971) would be selective treatment therapy i.e., detectbon and treat-
ment of microfilaria carriers. As per the instruction of the Steering
Group of Health, the activities of the programme will be confined
mainly to urban areas.”

1.116. The Committee desired to know the original total Fourth
Plan allocation for the National Filaria Control Programme and
budget estimates, Revised Estimates and Actual Expenditure. The
Ministry furnished the following information;

“Originally, a plan allocated of Rs. 550.00 lakhs was sanctioned
for the National Filaria Control Programme during the Fourth Five
Year Plan. However, due to shortfalls in the first two years of the
Fourth Plan leading to under-utilisation of funds, the plan aliocation
for NFCP was revised to Rs. 487.84 lakhs. The figures of budget
estimates, revised estimates and the actual expenditure for each of
the years 1969-70 to 1973-74 in respect of the operational cost and
supply of material and equipment to States are given below:

Daduet Estimates ~ Revised Estimates Actuals
Year

0.C. MEC Toul O.C. MEC Toul O.C M&E Total
1959-70 - 17 12 2255 39-62  17°12  22°§0 39-62 Nil 17°92 17°92
1972-71 - 2681 27 67 §4°485  17°26 1827 3553 026 2018 2044
1971-72 -+ 2707 2502 §5°00 1500 20000 35°00 15:00  19-67 3467
1972-73 - 44°23 4000 8423 3807 4000 73:07  37°00 2424 61°2%
1973-74 + 157:37 tsi s7 Rorrgy — - ~— 4600 3000 76'00

*40-00 *40 00 *ED 00 (Anticipated expenditure)

tOriginal Balpot provision.
*Reduced duc to redueed Plan allocation 'Outlay.

Reasons for shortfall
{2} Observation of the Planning Commission that replace-
ment of old equipment formed the responsibility of the
Governments.

(b) Inability of M/s. Indian Oil Corporation Ltd. to supély
in full the requirements of M.L. oil.



. 54
| .
(c) Belated implementation of the targets by the States,
(d) Non-implementation of 1969 staffing pattern.”

1.117. The Committee desired to know the break-up expenditure
em the various measures like adequate disposal of sewage, preven-
tion of filarial conditions and anti-larvel measures. The Deputy
Director, NFCP stated: “Regarding adequate provision of undenr-
ground drainage, we did not take it as one of the targets. Although
that would, in the long run, solve the problem of Filaria, it has not
been included in the National Filaria Control Programme. We
wanted the National Sanitation and Drainage Programme to be taken
up in important towns and we have given a list of 50 towns which
should be taken up on priority basis for laying underground drainage
within the resources available,

The second is prevention of filaria conditions. We have estab-
lished 40 Coordination Committees within the towns where the con-
trol units are operating and these Coordination Committee members
come from various walks of life—political. defence, railways and
various other persons who are involved in improvement of environ-
mental sanitation. This again has not actually involved any spend-
ing of money.

Whatever money has been spent. has been spent on the recurrent
anti-larvel measures which have been our main strategy from 1963.
After the First Assessmen{ Committee evaluated this programme
and gave its recommendations we have given up mass treatment to
population. During the Fifth Five Year Plan period we propose to
establish 480 clinics.”

1.118. Referring to the disposal sewage, the Health Secretary
stated: “Until recently. the subject of water and sanitation was also
with our Ministry, but this has now been transferred to the Ministry
of Works and Housing. But even now, we are keeping a close liai-
son. The policy proposed to be adopted in the Fifth Five Year Plan
is that only with regard to the Municipal Towns the Integrated
Water Supply and Drainage Scheme is considered and for rural po-
pulation the Rural Water Supply Schemes and Pipe Water Supply
Schemes are being sanctioned. There also some provision will have
to be made to see that we do not create drainage problems.”

1.119. Asked whether there was any Central Organisation to look
after drainage schemes, the Health Secretary stated: “The Public
Heslth Engineering Organisation actually looks into and scrutinises
the designs for water supply as well as drainage and they recommend
schemes for acceptance and approval.”
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1.120. Aocording to the Performance Budget for the year 197172,
50 highly endemic cities and towns have been earmarked for under-
ground draihage under the National Sanitation and Drainage Pro-
gramme. In a written reply, the Ministry of Health have stated that
the Ministry of Works and Housing have informed that there are

49 towns highly endemic to filariasis where sewerage facilities have
een undertaken and not 50 towns.

1.121. Referring to the future programme, the Deputy Director,
NFCP stated: “During the Fourth Plan, we envisage to establish 32
survey units to delimit the problem in thie 115 unsurveyed districts
in the endemic States. We are also proposing to cover 15 million
population by the.end of this year, if Bihar established the 16 units.
During the Fifth Plan, we want to establish 65 more control units
in the urban endemic problem areas, so that we cover a population
of 6.5 million more in addition to the 15 million we would already
be covering. The third thing is that we want to augment the exist-
ing anti-larvel measures with anti-parasitic measures. We want to
detect and treat microfilaria carriers and prevent its spread by estab-
lishing 480 Filaria Clinics. The population that we are going to
cover—21.5 million—would be out of the 51 million population ex-
posed to the risk of Filaria in the urban areas only. We are also en-
visaging to have subject to the clearance by the Planning Commis-
sion—detection units in some areas for detection and treatment of
micrnfilaria carriers and thereby we can also include rural areas in
this programme.”

-

1.122. The Committee drew attention to the following observa-
tion of the Second Assessment Committee. “The finding of some
concern, however, is the extent of filafiasis in rural areas. The first
Assessment Committee had estimated that out of 64 million people
then considered as living in filarial zones. 24 million were from
urban centres and 40 million from rural areas. However, it was be-
lieved that spread of filariasis was centrifugal from urban to rural
areas. Accordingly, in the control programme hitherto adopted, the
emphasis was on the control of urban filariasis, not only because the
problem was of importance in itself, but also to prevent the spread
of infeetion from urban to rural areas. The recent evidence, how-
ever, tends to show that the problem of rural filariasis is of much
great magnitude than thought previously.” The Committee desired
to know the action taken in this regard. The Health Secretary
stated: “The programme of operations has been confined to urban
areas. Qur anxiety is that is should be extended to rural areas.”

1.123. The Committee enquired about the extent to what the State
Governments had implemented the programme, the Secretary,
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Health Ministry stated: “The problem of staff is not of such a mage
nitude as in the case of smallpox. But, even with regard to the
limited strength of staff that is involved in this filaria control opera-
tion, the State Governments are unwilling to enter into any commit-
ment, because of the fear that they will be saddled with a commit-
ted expenditure. There is a strong justification for this. Even ear-
lier, in 1962, when we persuaded them to accept this programme we
had to tell them that because of the National Emergency which arose
then (then in 1965 also), the Centre will not be able to finance except
to a very small extent. Now, as an illustration, 1 will point out to
you some of the recent developments that have taken place. Ac-
cording to the recent thinking in the Planning Commission, they are
not willing to bear responsibility for the operational costs of the
Filaria, T.B. and Leprosy programmes. Now, this is a recent deve-
lopment. This was expected and this has become more or less a
reality now. The operational costs will become the responsibility of
the State Governments and they are not willing to bear this respon-
sibility, because they give the health programmes a very low bprio-
rity while they allocate the funds available with them for various
developmental programme.”

1.124. Asked if the matter was being pursued with the Plannirg
Commission, the witness stated: “We have taken up.” The Health
Secretary suggested: “The operation cost should be provided by
the Centre.”

1.125. The Committee are-very dissatisfied with the slow progress
in the implementation of the National Filaria Control Programme
lannched in 1955-56. There were two main objectives of the pro-
gramme. The first was to carry out filariasis surveys in different
States where the problem was known to exist to determine the ex-
teat of prevalent types of infections and their vectors. The other
was to control the disease by recurrent anti-larvel measures by using
mosquito larvicidal oil. The programme is being carried out in 12
endemic States through survey units rnd control units. The Head-
quarter unit of the Programme in the National Institute of Com-
municable Diseases supervises and guides the programme. The ex-
penditure incurred by the Central Government including assisiance
to the States amounted to Rs. 5.94 crores upto 1970-71, Two Assess-
ment Committees set up by LC.M.R. evaluated the programme in
1961 and 1970. The Committee regret to chserve that even after 18
long years, the surveys have not been completed. This serfous
lapse—narticularly serious since the price has to be paid in terms
of buman sufferings—calls for drastic action against these officials
who were responsible. The Committee would await a report in this.
regard.
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1,126, The following facts bring out the delays, lack of attention
and deficiencies in the implementation of the programme:—
(1) In 1935-56, 22 survey units were allotted to 9 States then

(i)

(i)

(iv)

participating in the progremme but actually only 19 were
established,  Although the survey was not completed
even at the end of two years as expected, the survey units
were abolished in Bihar, Tamil Nadu and Orissa
while in Maharashtra the survey unit was converted
into a control unit. The gurvey units in Andhra
Pradesh, Kerala, Madhya Pradesh and TUttar Pra-
desh continued to function, In States where the Siate
Survey Units are not functioning, surveys are conducted
by the National Institute of Communicahle Diseases, the
three Central fileriasis training centres and the Central
Survey Team,

The progress of the survey has been quite uneven. In

Kerala, the survey was completed in all the districts by
1960, in Tamil Nadu in 12 out of 13 districts by 1958 and in
West Bengal in 13 out of 16 districts by 1960. On the
other hand, only 3 out of 19 districts in Mysore and only
6 out of 26 districts in Maharashtra have been surveyed

so far.

Qut of 260 districts in the 12 known endemic States, the
survey was completed only in 145 districts upto 3lst
March, 1970. In addition, limited survevs were carried
out in four Union Territories. Survevs have been dis-
continued since 1970,

These surveys show that 13§ million people—51 million
in urban areas and 85 million in rural areas—were living
in endemic sreas. In view of the fact that in Lknown
endemic areas. meny districts are yvet to be surveved. the
figure of 136 million is an under-estimate.

{v) 47 control units were allotted to different States in 1958-39

to control the disease by controlling the vectors only in
selected urban areas through the use of larvicidal oil.
Number of control units was increased to 73 in 1968 but
with the abolition of 6 units in Kerala it was reduced to
67 in 1970. After an anslysis of the data collected by these
control units, the Second Assessment Committee (1970)
came to the conclusion that judged by the downward trend
in vector density, infection and infectivity -rates in mos-
quitos and microfilaria rates in children in the age group
of 5 to 15 years, the results were fairly good in 22 units
which covered population of two millions. Results were:



(vi)

vii)

Indifferent in 23 units where the indices showed wide and
erratic fluctuations while the results were poor in 20 units
where there were upward trends in mosquite densities
and other indices. Relevant data were not available fer
drawing any conclusions about-the remaining two units.

The performance of the different States in control mea-
sures has been uneven. In Tamil Nadu all the four units,
in West Bengal the only existing unit and in Madhya
Pradesh 2 out of 3 units were considered good. On the
other hand, 4 out of 5 units in Maharashtra, 4 out of j;
units in Orissa and 10 out of 14 units in Kerula were poor.

The reasons for indifferent and poor results in the 43 con-
trol units were stated to be due to breakdown in larvici-
dal oil supply and inadequacy of staff and supervision—

(a) Since 1965, Indian ‘ Oil Corporation has been the only

supplier of larvicidal oil. During the years 1967-68
1968-69, 1969-70 and 1970-71 the percentage of short sup-
ply compared to quantity due for supply was 20 per cent,
35 per cent, 13 per cent and 21 per cent respectively.
No priority was allotted in the past by the 1.0.C. to this
requirement.

(b) Out of the 67 control units existing in 1970, there were

(ix)

shortages of more than 20 per cent of field workers in
29 units (on the basis of staffing pattern recommended
by the First Assessment Committee). Out of 20 units
which were considered poor, 13 were short of field wor-

kers by 33 to 84 per cent. Except Kerala, Madhya Pra-
desh and Mysore, the other States did not reorganise
the control vnits on the lines recommended by the First
Assessment Committee.

In Gujarat Maharashtra and Tamil Nadu the control
units were engaged not only in urban but in rural areas
also, although the policy was to comtrol vectors only in
selected urban areas. This resulted in thinning out of re-
sources as the staffing pattern was not designed for that
purpose.

In Kerala, anti-larval measures have been carried ol.lt
in one half of the urban area by the State units and in
the other half by the local bodies. Poor results have bees
attributed to poor performance of the local body's field
staff. :
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(z) The First Assessment Committee had | recommended in

1960 that a fud-time OMicer of the rank of Assistant Direc-
tor of Public Health should be in charge of the Filaria
Bureau to be established in each endemic State. Except
in Andhra Pradesh, Kerala, Mysore, Madhya Pradesh and
Gon, there was no headquarters unit in any other State
till March, 1971,

The TCommittee have been informed that the following
have been taken or proposed to be taken to strengthen the

survey and control work and supervision:=—

®

(i)

(iii)

(iv)

v

(vh)

It is proposed to establish 32 units to undertake delimina-
tion of filariasis in the remaining 115 districts during the
Fifth Plan period.

During the Fifth Plan, it is proposed to establish 63 more
control units in the urban endemic problem areas so as to
cover a population of 6.5 million more in addition to the
15 million already being covered.

Steps have been taken by the Indiam Oil Corporation to
ensure liquidation of all pending orders for ML.O. The
LO.C. hope to maintain this pesition during 1973-74 and
trust that there would be no occasion for the National
Institute of Communicable Diseases to lay the blame for
any failure in the implementation of it programme on in-
adequate availability of MLL.Q. Position of supply is mow
(from 1971) periodically reviewed by a Committee con-
sisting of the representatives of the Ministry of Health
and Petroleym and Chemicals and DGS&D to smoothen
difficulties,

The Department has set up separate filaria bureau in all
the 12 States where there was need for a separate bureau
under the charge of an Assistant Divector. These bureaus
losk after the interest of the Filaria Programme. Besides,
the Central Survey Team mndertake periodic visits to dif-
feront States,

A Committee has been formed by the Governme;ntof
India to explore the possibilities of using other suitable
larvicidies in addition to mosquito larvicidal oil under the

programme.

Staffing ‘pattern which was recommended by the Govern-
ment of India in 1969 in respect of each unit has been

292 LS8



60

ore or less adepted by all the States;and there is no
gonage of staff in respect of posts whick have been
sanctioned, i I ,

vii) Concurrent evah#tion of the programme is regularly car.
ried out at the rogramme Headquarters thiough review
of monthly ' and annua]l technical reports and through
visits to the Units. The concurrent evaluation of the per-
formance of 65 control units during the years 1970, 1871

. and 1972 following the criteria adopted by the  Indian
council of Medical Research Assessment Committee (1971)
showed that out of 20 poor units the performance of only
six units is poor and the remaining 14 poor units were
found to-have become indifferent,

(viii) Periodic meetings of the State Programme Officers are
held to take stock of achievement and to remove bottle-
necks in the implementation of the Programme.

1.128. The Committee would Itke to stress that the Ministry of
Health should gnsure that the remaining task of survey of 115 dix-
tricts is completed expeditiously. For this purpose a time bound
progremme should be prepared.

1.129. The Committee strongly feel that a close watch is neces-
sary on the effectiveness of the control measures in order to take
timely steps to strengthen the control units quantitatively and quali-
tatively and remove difficulties in the supply of oil and ensure that
the past failures are not repeated. It should be examined whe-
ther the present supervisory machinery in the Headquarters unit
in the National Institute of Communicable Diseases and 12 Filaria
Bureaus ip the States is adequate for the task.

1.130. The Committee feel concerned to note that to the ex-
tent the surveys have been completed, 138 million people live in the
endemic areas of filariasis in the country—51 million in urban areas
and 85 million in rural areas, Over 12 million people hasbour micro-
filariase in their blood and 8 million have signs and symptoms of
the disease. The correct picture will however emerge on comipletion

of surveys.

1.131. The present control measures are mainly cenfined to the
urban areas although the Second Assessment Committee ( 1971)
opined that the problem of rural filariasis is of mueh greater magni-

-
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tide than hought of previdusly. The Committee are not happy
with thé lopsidéd approach of Gevernment to the problem. The
Commitiee strongly supgest that the problem of rural filarigsis
should recélve serious attention and it should be examined to what
extent the firogtamme for the Fifth Plan could be reoriented so as
to make'a serious beginning in the Rural sreas,

1.132. The Committee also desire that serious attention should
be paid to the reports that the disease is spreading to areas where
it did not exist,

1.133. The Committee’s attention has been drawn to the fact
that pursuant to the first Assessment Committee Report, the mass
treatment of population was given up. During the Fifth Plan it is
proposed to establish 480 Filaria Clinics in urban areas to treat filara
positive cases. Considering the fact that over 12 million people hars
bour microfilariasis in their blood and 8 million have signs and symp-
toms of the disease, the Committee cannot but regret lack of proper
attention in the past to this aspect. The Committee desire that ade-
quate number of clinics should be established in the Fifth Plan.

1.134. The First Review Committee recommended that adequate
disposal of sewerage and sullage should be ensured to control the
spread of the disease. The Ministry of Works and Housing have ‘in-
formed that there are 49 highly endemic towns where sewerage faci-
lities have been undertaken. The Committee desire that a phased pro-
gramme should be prepared for providing facilities for disposal of
sewerage in more towns. The Committee would like to be inform-
ed about the progress made in the 49 towns where these facilities
have already bheen undertaken.

1.135. The Committee note that there is likely to be difficulty
M the financing of the programme. There is a thinking in the
Planning Commission that the Centre should not bear the cost of
the Filaria Programme. But the State Governments are not
willing to bear this responsibility because they give the health pro-
grammes a very low priority while they allocate funds available with
them for various developmental programmes. Considering the magni-
tude of the Filaria Problem and the past failures, the Committee
suggest that the matter should be carefully considered with a view
to ensure not only that the implementation of the programme does
not suffer but also to make possible the taking up of an adequate
programme in the rural areas. The Committee are of the view that
the Central Government ought to take full responsibility in the
matter.



1.136. The programme launched in 1985-§6 was svaluated by the
Pirst Asseasment Committee of Indian Council of Medical Research
in 1981 and by the Secomd Assessment Committee in 1970, after nine
years. The Committee suggest that in future the programme should
be evaluated well before the conclusion of the Plan period so as to
throw up meaningful data to reorient the plan for the mext five
years. In this view, the Committee recommend that the third assess.
ment Committee should be appointed at an early date so that it can

complete its evalgation in 1976,

New DELHI; JYOTIRMOY BOSU.

April 10, 1974, Chairman,
Chaitra 20, 1896 (S). Public Accounts Committee.




APPENDIX

Summary of main conclusions/recommendations

S.No. Para No. Ministry/Dep*t.Concerned Conclusions/Recommendations
1 2 3 4
1 1.63 Health The Committee are thoroughly disappointed at the failure in the

efficient implementation of the National Smallpox Eradication Pro-
gramme which is so very important for the Nation's health. This
programme which was launched in January, 1962 and reorganised
in 1969, is being implemented through Governments of the State
and Union Territory with Central assistarce. Upto 31st March, 1972,
the Central Government paid Rs. 18.83 crores to the States for the
implementation of the programme. Apart from this 1010 million
doses of freeze-dried vaccine (approximate value Rs. 7.26 crores)
received as gift from other countries and 281 million doses of freeze-
dried vaccine (approximate value Rs. 1.97 crores) produced In the
country were distributed to the States free of cost upto 31st March,
1972. It is a matter of great concern for the Committee that in spite
of so much expenditure, India continues to be one of the endemic
countries. According to the Annual Report of the Director General,
W.H.O. of May, 1873, the areas in which this disease was thought to

8



1.64

4 ! : A b TR

Y

-

e S

be endemic during the latter part of the year were confined 'to

Bnagla Desh, Botswana Ethiopia, India, Pakistan and Sudan. Over
70 per cent of all cases were reported by Ethiopia and India. Ac-
cording to the figures made available to the Committee, in the recent
years the attacks of the disease were 83,943 in 1967, 30,295 in 1968,
19,139 in 1969, 12341 in 1970, 16,166 in 1971, 27,407 in 1972 and 49,042
in 1973 (upto June).

Health

vaccinations. It is estimated that there was a backlog of

6.7 crores of people to be given primary vaccination upto
31st March, 1968,

(ii) Although vaccination units were reorganised in 1969 and

instructions were issued that all efforts should be made to
carry out 100 per cent successful primary vaccination in
vulnerable are group 0—14 years and eliminate the exist-
ing backlog in primary vaccination, the number of pri-
mary vaccinations given were only slightly more than the
estimated births with the result that the backlog was

not cleared. The backlog has so far been brought down
from 6.7 crores to 3.7 crores.

(iii) During the years 1969-70, 1970-71 and 1971-72 the achieve-

ment in primary vaccination was 226 lakhs, 227 lakhs and

[

“

The following factors which may explain the shortcomings of the
programme came to the notice of the Committee:

(i) There is serious shortfall in the achievement of primary -

¥9



229 lakhs as against the targets of 537 lakhs, 448 lakhs and
338 lakhs respectively. During the year 1972, the number
of vaccinations given is stated to be 252 lakhs (the turget
for 1972-73 was 334 lakhs).

(iv) In case of revaccinations, the achievement during the
years 1969-70, 1970-71 ang 1971-72 was 523 lakhs, 563 lakhs
and 674 lakhs as against the targets of 1074, 1101 and 1129
lakhs respectively.

(v) The main reason for non-clearance of the backlog was
stated to be shortages of vaccinators and the staff by the
State Governments. According to the norms laid down
by the Government, 8465 additional vaccinators were to
be appointed over the strength of 13,696 vaccinators as on
318t March, 1969. 7348 vaccinators have been appointed/
sanctioned during the Fourth Plan period. As regards
the other staff against the additional requirement of 392
para-medical assistance, 339 have been appointed/sane-
tioned. And against the additional requirement of 3696
supervisors, 2659 have been appomted/sanc;ﬁoned.
The shortage in staff continued inspite of deci-
sion of Central Government to meet cent per cent cost of
the additional staff. The factors that contributed to this
situation should be immediately gone into for appropriate
action, '

(Vi) The Primary Health Centres which apart from- other
duties are interested with supervision of the programme

1Y

__— T are also under-staffed. As on 30-6-1972, 2951 centres had
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(vii)

(ix)

the sanctioned strength of two doctors each, 2161 centres
had only one doctor and 140 had no doctor.

The performance of the vaccinators in some States has
not been uniform. Even during the year 1972, there was
wide disparity between the figures of vaccinations per
vaccinator per day. The average was 53 in Manipur, 5.4
in Meghsalaya and 6.4 in Arunachal Pradesh and 122 in
Gujarat. It was 48.1 in Mysore, 351 in Punjab, 33.7 In
Chandigarh, 33.3 in Delhi and 32.4 in Uttar Pradesh. The
average cost of vaccination is as low as Rs. 0.05 in Bihar
and as high as Rs. 1.25 in Manipur. The reasons for very
high cost in some States like Meghalaya and Manipur is
due to poor vaccination performance per worker due to
terrain and scattered population.

According to the World Health Organisation Expert Com-
mittee Report (1972) surveillance activities in India were
being ifmproved substantially, but were not yet satisfac-
tory in all States; and progress of eradication programme
would depend mainly on how rapidly surveillance and
the still unsatisfactory reporting system can be improved.
There are not uniform rules in States regarding vaecina-
tion. In some States vaccination and revaccination ks

compulsory, in other States primary and vevaecination is
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compulsory, when epidemic Disease Act is enforced and
the outbreak is anticipated. Proper publicity for gaining
public acceptance of the vaccination is also needed in con-
sultation with the Information and Broadeasting Mintstry.

While the Committee appreciate that the above difficulties in
the successful implementation of the Smallpox Eradication were due

to insufficient attention being paid to the programme by the State

Government in spite of the view that the Central assistance, the
Committee are strongly of the view that tha Central Government
who pay grants and guide the programme cannot absolve themselves
of the responsibility for the failure of the programme. According
to a joint team of the WHO and Government of India (1967), the
Central Directorate looking after the programme was inadequately
staffed and had no effective mechanism for providing effective guid-
ance and direction of the programme at state and local level. It
has been stated that with certain additions of technical personnel
and mobilisation of other national staff during the campaign period
the Central Directorate is now planning, coordinating and monitor-
ing the programame in an effective way.

The Committee have been assured that during the Fifth Plan
period the backlog of vaccinations will be made up. The Commit-
tee feel that the factors that led to the past failure need
to be thoroughly examined with a view to at least derive-
ing lessons for the future. The Committee would like to be informed
about the programme made in clearing the backlog.

3
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In fact, as early as 1964, WHO Expert Committee emphasised
the crucial importance of independent concurrent evaluation of the
results for timely identification of deficiencies of the programme.
But excepting a quick review by the joint team of WHO and Gov-
ernment of India in 1967 in four States and a few other assessments
done by WHO Experts lasting 10 to 15 days, no independent com~
pressive assessment has been undertaken. This shows utter neglect
and disregard on the part of Central Health authorities which
the Committee deprecate. The Committee are strongly of the view
that in view of the very unsatisfactory progress of the programme
and its poor impact on eradication of the disease from India, it,is
necesary that an independent and comprehensive assessment of the
programme should be undertaken 1mmed1ately in order to 1denhfy
the deficiencies of the programme in the past and take necessary
corrective measures without any delay. In the meantime the Com-
mittee stress that eradication measures should be intensified with
active cooperation of the State Governments. The Central Direc-
torate dealing with the Programme in the Ministry of Health and

Family Planning should be adequately strengthened to meet the
challenging problem,

The Committee are indeed alarmed over the reports thiit fhere
is a serious danger of outbreak of the disease in Uttar Pradeésh,
Bihar, Madhya Pradesh and West Bengal. The Committeé ‘Hatve

i
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been informed that an intensive campaign was proposed to be under-
taken during the months of September to December, 1373 in these
States with a view to detecting and reducing substantially the smail-
pox endemic foci during the low incidence season to the éxtent that
the programme will have a manageable number of remaining foci
to deal with during 1974. The Committee are anxious that constamt

watch should be kept over the endemic states. The Committee:

would like to be informed about the results,

The Committee note that upto 1967, 4 institutes controlled by the
State Governments had the capacity to manufacture 60 million doses
of {reeze-dried smallpox vaccine. In addition, Government received
gift vaccine from friendly countries. In 1972-73, the capacity was
increased to 90 million doses. The present requirement of freeze-
dried smallpox vaccine is 156 million doses. It is expected to in-
crease the capacity further in order to achieve the production of 156
million doses during 1973-74. The Committee were assured that
during the Fifth Plan period there will be no necessity for import of
the vaccine. The Committee hope that the requirement of 156 mil-
lion doses will be met by the factories fully. The Committee sug-
gest that it should be examined how in case of further increase in
the requirement, the production could be augmented.

At present the unit cost of production of vaccine varies from In-
stitute to Institute. These were Rs. 1.20, Rs. 1.05, Rs. 2.25 and Rs 2.25
at state Vaccine Institute Patwadanagar, Institute of Preventive Medi-
cine, Hyderabad. King Institute, Guindy and Vaccine Institute, Bel-
gaum respectively. Pending finalisation of cost fixation of each factory,

69
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Government have fixed the rate at Rs. 1.05 per ampule of vaccine.
The Committee hope that cost Accounts Branch of the Ministry of
Finance will also go into the reasons for the wide variations in the
cost of production so that steps may be taken to control the cost
especially at King Institute, Guindy and Vaccine Institute, Belgaum.

The Committee are very dissatisfied with the slow progress in
the implementation of the National Filaria Control Programme
launched in 1855-56. There were two main objectives of the pro-
gramme. The first was to carry out filariasis surveys in different
States where the problem was known to exist to determine the ex-
tent of prevalent types of infections and their vectors. The other
was to control the disease by recurrent anti-larval measures by using
mosquito larvicidal oil. The programme is being carried out in 12
endemic States through survey units and control units. The Head-
quarter unit of the Programme in the National Institute of Commu-
nicable Diseases supervises and guides the programme. The expen-
diture incurred by the Central Government including assistance to
the States amounted to Rs. 5.94 crores upto 1970-71. Two Assessment
Committees set up by L.C.M.R. evaluated the programme in 1961 and
1970. The Committee regret to observe that even after 18 leng
years, the surveys have not been completed. This serious lapse—
rarticularly serious since the price has to be paid in terms of human
sufferings—calls for drastic action against those officials who:'were

The Committee would await a report in this regard.

oL



The following facts bring out the delays, lack of attention and
Jeficiencies in the implementation of the programme:— 0

(i)

In 1855-56, 22 survey units were allotted to 9 States then
participating in the programme but actually only 19 were
established. Although the survey was not completed
even at the end of two years as expected, the survey units
were abolished in Bihar, Tamil Nadu and Orissa while in
Maharashtra the survey unit was converted into a control
unit. The survey units in Andhra Pradesh, Kerala,
Madhya Pradesh and Uttar Pradesh continued to function.
In States where the State Survey Units are not function-
ing, surveys are conducted by the National Institute of
Communicable Diseases, the three Central filariasis train-
ing centres and the Central Survey Team.

(ii) The progress of the survey has been quite uneven. In

(iif)

Kerala, the survey was completed in all the districts by
1960, in Tamil Nadu in 12 out of 13 districts by 1958 and
in West Bengal in 13 out of 16 districts by 1960. On the

other hand, only 3 out of 19 districts in Mysore and only -

6 out of 26 districts in Maharashtra have been surveyed
so far.

Out of 260 districts in the 12 known endemic States, the
survey was completed only in 145 districts upto 3lst
March, 1970. In addition, limited surveys were carried

2
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out in four Union Territories. Surveyé have been discon-
tinued since 1970,

(iv) These surveys show that 136 million people— 51 millign in
urban areas and 85 million in rural areas—were living in
endemic areas. In view of the fact that in known ende-
mic areas, many districts are yet to be surveyed, the
figure of 136 million is an under-estimate.

(v) 47 control units were allotted to different States in 1958~
$9 to control the disease by controlling the vectors only &
in selected urban areas through the use of larvicidal eil.
Number of control units was increased to 73 in 1968 but
with the abolition of 6 units in Kerala it was reduced to
67 in 1970. After an analysig of the data collected by these
control units, the Second Assessment Committee (1970)
came to the conclusion that judged by the downward
trend in vector density, infection and infectivity rates in
mosquitoes and microfilaria rates in children in the age
group of 5 to 15 years, the results were fairly good in 22
units which covered population of two millions, Results
were indifferent in 23 units where the indices showed
wide and erratic fluctuations while the results were poor
in 20 units where there were upward trends in mosquito



densities and other indices. Relevant data were not avail-
able for drawing any conclusions about the remaining twe
units. : ;

(vi) The performance of the different States in control mea-
sures had been uneven. In Tamil Nadu all the four units,
in West Bengal the only existing unit and in Madhya Pra-
desh 2 out of 3 units were considered good. On the other
hand, 4 out of 5 units in Maharashtra, 4 out of 5 units in
Orissa and 10 out of 14 units in Kerala were poor.

(vii) The reasons for indifferent and poor results in the 43
control units were stated to be due to breakdown in lar-
vicidal oil supply and inadequacy of staff and supervi-
sion—

(a) Since 1965, Indian Oil Corporation has been the only
supplier of larvicidal oil. During the years 1967-68,
1968-69, 1969-70 and 1970-71 the percentage of short sup-
ply compared to quantity due for supply was 20 per
cent, 35 per cent. 13 per cent and 21 per cent respec-
tively. No priority was allotted in the past by :the
1.O.C, to this requirement.

(b) Out of the 67 control units existing in 1970, there were
shortage of more than 20 per cent of field workers in
29 units (on the basis of staffing pattern recommended
by the First Assessment Committee). Out of 20 units
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which were considered poor, 15 were short of fleld
workers by 33 to 84 per cent. Except Kerala, Madhya
Pradesh and Mysore, the other States did not reorganise

the control units on the lines recommended by the First
Assessment Committee.

(viii) In Gujarat, Maharashtra and Tamil Nadu the control units

(ix)

were engaged not only in urban but in rural areas also,
although the policy was to control vectors only in se-
lected urban areas. This resulted in thinning out of re-
saurces as the staffing pattern was not designed for that
purpose.

In Kerala, anti-larval measures have been carried out
in one half of the urban area by the State units and in the
other half by the local bodies. Poor results have been

attributed to poor performance of the local body’s field
stafl.

(x) The First Assessment Committee had recommended in

1960 that a full-time Officer of the rank of Assistant Dir-
ector of Public Health should be in charge of the Filaria
Bureau to be established in each endemic State.

in Andhra Pradesh, Kerala, Mysore, Madhya Pradesh and

Goa there was no headquarters unit in any other Sﬁte
till March, 1971,

L
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The Committee have been informed that the following measures
have been taken or proposed to be taken to strengthen the survey
and control work and supervision:—

03]

It is proposed to establish 32 units to undertake delimi-
nation of filariasis in the remaining 115 districts during
the Fifth Plan period.

(ii) During the Fifth Plan, it is proposed to establish 65 more

(iii)

(1v)

control units in the urban endemic problem areas so as to
cover a population of 6.5 million more in addition to the
15 million already being covered.

Steps have been taken by the Indian Oil Corporation to
ensure liquidation of all pending orders for M.L.O. The
1.O.C. hope to maintain this position during 1973-74 and
trust that there would be no occasion for the National
Institute of Communicable Diseases to lay the blame for
any failure in the implementation of its programme on in-
adequate availability of M.L.O. Position of supply is now
(from 1971) periodically reviewed by a Committee con-
sisting of the representatives of the Ministry of Health
and Petroleum and Chemicals and DGS & D to smoothen

difficulties.
The Department has set up separate filaria bureau in all

the 12 States where there was need for a separate bureau
under the charge of an Assistant Director. These bureaus

SL



(v)

(vi)

(vii)

—

look after the interest of the Filaria Programme. Besides,
the Central Survey Team undertake perodic visits to di-
flerent States. ‘

A Committee has been formed by the Government of
India to explore the possibilities of using other suitable
larvicidies in addition to mosquito larvicidal oil under
the programme.

Staffing pattern which was recommended by the Govern-
ment of India in 1969 in respect of each unit has been
more or less adopted by all the States and there is no
shortage of staff in respect of posts which have been ganc-
tioned.

Concurrent evaluation of the programme is regularly
carried out at the Programme Headquarters through re-
view of monthly and annual technical reports and through
visits to the Units. The concurrent evaluation of the
performance of 65 control units during the years 1970,
1971 and 1972 following the criteria adopted by the Indian
Council of Medical Research Assessment Committee
(1971) showed that out of 20 poor units the performance
of only six units is poor and the remaining 14 poor units
were found to have become indifferent.

oL
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(viii) Periodic meetings of the State Programme Officers are
held to take stock of achievement and to remove bottle-
necks in the implementation of the Programme.

The Committee would like to stress that the Ministry of Health
should ensure that the remaining task of survey of 115 districts is
completed expeditiouslv. For this purpose a time bound programme
should be prepared.

The Committee strongly feel that a close watch is necessary on
the effectiveness of the control measures in order to take timely
steps to strengthen the control units quantitatively and qualitatively
and remove difficulties in the supply of oil and ensure that the past
failures are not repeated Tt should be examined whether the pre-
sent supervisory machinery in the Headquarters unit in the natio-
nal Institute of Communicable Disease and 12 Filaria Bureau in the
States in adequate for the task.

The Committee feel concerned to note that to the extent the
surveve have bheen completed, 136 million people live in the ende-
mic areas of filariasis in the countrv—-51 million in urban areas and
85 million in rural areas. Over 12 million people harbnur micro-
filarigse in their blood and 8 million have signs and symptoms of the
dicease. The correct picture will however emerge on completion of
surveys

The present control measures are mainly confined to the urban
arcas although the Sccond Assessment Committee (1971) opined.

LL
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thet the problem of rural filariasis is of much greater magnitude than
thought of previously. The Committee are not happy with the lop-
sided approach of Government to the problem. The Committee
strongly suggest that the problem of rural filariasis should receive
serjous attention and it should be examined to what extent the pro-
gramme for the Fifth Plan could be reoriented so as to make a seri-
ous neginning in the Rural areas.

16 1.132 Health The Committee also desire that serious attention should be paid
to the reporte that the disease is spreading to areas where it did not
exist.

17 1.133 do. The Committee’s attention has been drawn to the fact that pur-

suant tn the first Assessment Committee Report, the mass treatment
of populatoin was given up. During the Fifth Plan it is proposed
to establish 480 Filaria clinics in urban areas to treat filaria posi-
tive cases. Considering the fact that over 12 million people har-
bour microflariasis in their blood and 8 million have signs and symp-
toms of the disease, the Committee cannot but regret lack of proper
attertion in the past to this aspect. The Committee desire that ade-
quate number of clinics should be established in the Fifth Plan.

18 1.134 Health Works and Housing The First Review Committee recommended that adequate dis-
posal of sewerage and sullage should be ensured to control the
spread of the disease. The Ministry of Works and Housing have
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informed that there are 49 highly endemic towns where sewerage
facilities have been undertaken. The Committee desire that a phased
programme should be prepared for providing facilities for disposal
of sewerage in more towns. The Committee would like to be infor-
med about the progress made in the 49 towns where these facilities
have already been undertaken.

The Committee note that there is likely to be difficulty in the
financing of the programme. There is a thinking in the Planning
Commission that the Centre should not bear the cost of the Filaria
Programme. But the State Governments are not willing to bear
this responsibility because they give the health programmes a very
low priority while they allocate funds available with them for
various developmental programmes. Considering the magnitude of
the Filaria Problem and the past failures, the Committee suggest
that the matter should be carefully considered with a view to ensure
not only that the implementation of the programme does not suffer
vut also to make possible the taking up of an adequate programme
i the rural areas. The Committee are of the view that the Central
Government ought to take full responsibility in the matter.

The programme launched in 1955-56 was evaluated by the First
Assessment Committee of Indian Council of Medical Research in
1961 and by the Second Assessment Committee in 1970, after nine
years. The Committee suggest that in future the programme should
pe evaluated wel]l before the conclusion of the Plan period so as to

-3
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