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INTRODUCTION - 
I, the Chairman of the Public Accounts Committee as authoHwd 

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, 1973. The Committe 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 11, of the Report. 

3. A statement showing the summary of the main concluslonsi 
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 rseist- 
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 D m ;  

April 10, 1974 

Chaina 20, 1896 (S). 

JYWI'IRMOY BOSU, 
Chairman, 

Public Accounts Committee, 



MINISTRY OF HEALTH AND FAMILY PWNWO 
(DEPARTMENT OF HEALTH) 

National Smallpox eradication programme 

Audit Patagraph 
1.1. Smallpox is c a d  by veriola virus of which h e r e  are diffew 

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 types. (1) ordinary-the most frequent; (2) m+ 
dified mild-and occurring in previou-ly vaacinated persons; (3) flat 
and (4) haemorrhagic. The ordinary and the modified types ac- 
count for about 95 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 ~e rcen t  
among those less than 15 years old. In recent years. the rnortafitv 
rate in several endemic countries has been about 15 percent. The 
fatality rate is the highest among children less than one year of ace 
(the rate being as high as 24 to 32 percent in certain endemic coun- 
tr~es).  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 1s 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 
10 more than two or three additional persons. and transmission 
ncnerallp takes place as a result of face to face contact in the home. 
hospital or school. Outbreaks thus develop rather slowly in most 
rlrcumstances and are mostlv confined to geographicallv limited areas 
Containment meamreg, consisting primarily in intensive vaccination 
of contacts and %air new neilrJhbours, are usually effective in stopping 
transmission. Cities, particularly their s l u m  bnstitute a continuing 
rewmoir a d  swrat d widcspmad tranqmission. Effective co-trd 

smallpox in urban areas has requlerlv been found to reduce 
shaVlv the Incidence In rural areas. 



1.4. Immunity against smallpox wanes with time a t  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. 
Avaiiable evidence suggests that, with present vaccines, successiul 
primary vaccination followed by a successful revaccination Ave 
years later should provide durable immunity that may protect most 
p e m  throughout their lifetimes. However, greater pratecaon 
is assured by receiving at S 1 0  years interval& 

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 swe- 
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 years, several countries began 
systematic vaccination programmes directed towards smallpox era- 
dication. Onlv 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 codrdination a regio- 
nal as well as world wide basis. The Nineteenth World Health As- 
sembl y in 1966 therefore adopted a resolution proposing in tensifica- 
tion of the global smallpox eradication programme and this propo- 
sal was put into effect at the beginning of 1967. In that year, small- 
pox was considered to be endemic in thirty countries including, i n  
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, 
J'kpal, Pakistan and Sudan. 

1.6. With a view to start the amallpox eradication programme in 
India as a part of the global pmgrarnmc an Expert Committee was 
appointed in 1968 to examine the problem in our country in ell its 
aspects and suggest ways and mcana for its eradication. On the basfa 
of the recornmenciatiom of that Committee, pilot project w e n  started 



in February, 1960 for gathering firsthand experience of the dif&cul- 
ties wbkh w d d  be faced in the course of the vaccination drive aqi 
for framing estimates of the requirements of personnel and Anarsce 
for the eradication programme. 

The national smallpox eradication programme was sanction- 
January, 1962. It is being implemented through State and 
Territory Governments with Central 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 1966-67 and sixty per cent during 196748 and 1968-69. Expctndi- 
ture over and above the committed recurring expenditure as on 31st 
March, 1969 is being reimbursed cent per cent from 1969-70. Upto 
31st Mrach, 1972 Central Government had paid Rs. 18.83 crores to 
the States. Apart from this, 1010 million doses of f r e e d r i e d  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.W 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- 
mg 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. Each unit was to cover at least three districtslareas with a 
population of not less than 10 l.khs dunng two years of moss vacci- 
nation compaign under the programme. At the Aeld 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 7!2 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 oiRcer with supporting clerical and Class 
IV st&. 

1.9. In October, 1969, Government of India issued instructions 
for reorganMng 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 
hod entered the maintenance phase and four vaccinators per block 
In other are= One supervisor (sanitary inspector) was provided 



for four vaccinatars at the block level. In the block, vkcinatorr 4 
supervisors are to work under the medical omcer in charm of the 
primary health centre. At that district level, the organisotim ie 
under the district medical officer. At that level, a mobile team of 
five vaccinators has been provided to deal with special problem areas, 
for example, slums, nomadic tribes, labour colon@, construction 
projects, etc., arid containment of outbreaks. Para-medical adstante 
(senior supewisors) have also been provided a t  the district level, one 
each for seven blocks. 

1.10. 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 labwr 
population which has no fix a place to stay. and it i s  dimcult to vac- 
cinate these people. 

1.11. Although the total number of vaccinations done upto 31st 
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 revaccinatior?~ of easily accessible population. 

1.12. According to the instructions issued in October, I-, all 
efforts were to be made to carry out 100 per cent successful primaw 
vaccinations in the vulnerable age group 0-14 years and eliminate 
the existing backlog in primary vaccinations. Apart from primWY 
vaccinations of infants and young children, priority wall to be given 
to urban communities and those groups of population (labourlmigra- 
tory) who were most likely to be involved in the transmiesion of the 
disease. The number of primary vaccinations done since 1- is 
shown below: - 

NO. f primary 
d n r k m  done 

Year (in 
, 9 6 9 . .  . . . . . 2.27 

1970' ' . , , . . .  . . 2.36 

, 9 7 r .  . . . . . . . . . 2'42 



1.13, The number of primary vaccinations has been only slimy 
more than the total number of birh.  Thus, no significant dent w 
the backlog of primary vaccinations has yet beem made. Tb 
Minisky stated (November, 1972) that in the Fourth Five Y e a  Plan 
priority has been given to primary vaccination including neo-natal 
vaccination. 

1.14. According to the instructions issued in October, 1- by 
Government of India, 7,346 more vaccinators were to be appointed by 
the State Governmentsb over the strength (12,968 vaccinators) on 
Slst March, 1969, along with other ancillary st& (168 lower division 
clerks, 67 drivers and 9@ 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 efTorts 
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 import?nce 
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 Smal1p:x 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 M c e r  of Health is 
required to conduct scar surveys in at least two villages (selected 
a t  random) at  least every second month. In addition to his other 
duties curative and other public health and family planning pro- 
grammes, the Medicsd Weer-in-charge of a primary health centre 
supervises tbe programme both for detection of unprotected persons 
and for Anding suspected caws of smallpox, and has the overall 



wsponsibility 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 Nwember, 
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 
remaining 140 centres had no doctors. The District Medical Omcer 
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 omce 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: - 

Qmtral 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 freezedried 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 
organisa tion. 

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 iurually as- 
sumed, at most a limited rolo in programme planning, implementa- 
tion and aasesment. 



". . . . . . . . .... the programme was faced with major difficulties 
caused by dual control ot 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 Ofllcer 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 reorganlsation 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 eva lua  
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 numher of vaccina- 
tions per vaccinator per day was, in Tamil Nadu. between 6.4 and 
48.6 in Maharashtra between 0.5 and 11.3. in Uttar Pradesh between 
3 1 and 37.2 and in Punjab between 0.1 and 12.7. The Micistry 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 eradic2tion pro- 
gramme is surveillance (disease notification, field lnvesti~atlons 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 Smallpov Eradi- 
cation in its Second Report (1972) has o b s c ~ ~ e d  that In Indin sur- 
veillance activities have improved substantiallv 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 he improved. Gram pra- 
dhans and block development officers are respons~ble for reporting 
occurrence of cases to the District Medical Officers of Health. In 
1971 and 1972, delays ranging from one month to fourtee11 rronths 
occurred in 8 States (Andhra Pradesh. Bihm. hladhva Pradesh. Ma- 
harashtra, Mysore, U t h r  Pradesh. West Bengal and Haryana) in 
reparting cam of outbreak to the authorities rezpnsible for arrang- 
ing containment measures. 



1.30. Each vaccination and revaccination is to be inspa~fsd suhrct:  
quently and vaccination repeated in thos. in whom vaccination/ 
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 fn 
Andhra Pradesh, Assam, Kerala, Madhya Pradesh, Punjab, Rajasthan 
and Haryana in both these years. 

1.21. The reported number of smallpox cases represents 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:- 

Rcportd Reprth l  
number of number of 
case  in the cam in 
world India 

1.22. I t  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 a t  least 2.5 million in that year. With all endemic coun- 
tries engaged in eradication programmes, at least me-third of all 
cases are now believed to he notified. The actual number of caws 



in 1971 is thus estimated to be about l,tr13,000 in contrast to the 2.5 
million cares estimated to have occurred in 1987. I t  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, 1067) 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 
cxperts. 1 These, howwer, 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 year 1971-72 Union Government 

(Civil) 1. 

1.24. The Committee 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 
Se:*retary, 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 W.H.O. This programme of smallpox 
has been reviewed from year to year and the last review took place 
in May this vear and after the General Assembly meeting. both 
the Director General and I stayed on. We had detailed discussions 
with the Smallpox Division of the W.H.O. We found that the em- 
phasis given there was again on the new strategy of srrveillance 
and concentrated attack on areas where variola virus. transmission 
is going on." 

1.25. At the instance of the Committee the Ministry furnished 
n 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 he!d in Geneva in May. 1973. This review 
savs: "The number of cases of smallpox increased with some 65.000 
cases reported throughout the world in 1972 compared with over 
52,000 caws in 1971. The areas in  which this disease was thought 
still to be endemic during the latter part of thr year were con- 
fined to Bangladesh, Botswana, Ethiopia, India. Pakistan and 
Sudan. . . .Over 70 per cent of all cases ulerc repor t4  br Ethiopia 



and India. . . .For the second successive year M i a  recorded an 
increase improvement in surveillance and more complete notifl- 
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 intensified pro- 
g r a m s  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 1M7 
to 1973: 

Year Attacb Mortality 
1y67 . . . . S3943 26225 It was a peak year. 
1968 . . . . 30295 7269 Cycle started coming dcwn in 

1968. 

1.27. The Committee pointed out that different figures were 
reported in the report published by W.H.O. (Smallpox Eradica- 
tion-2nd Report), Mmstry'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 printed. 
The comparative figure given by WHO a ~ d  in the mid-term apprai- 
sal document are given below:- 

---- . 

Year U'110 Docment 
Cares Deaths 

1968 . . 35179 Not glven 
1y69 . . 19281 Not given 

Provisional. 



In the past, the information on the incidence of ~malrpox ueed 
ta:loe coUeded%y khe  tJmtral Bureau td Health Intelligehke (CEHIT) 
frem .bhr State He&h Dbctrrtate. ' Simu~taneously tfb fafamation 
waa also collected by Smalllp6x Eradicatfoh Pmgi%mm'c '~ec t ly  
from the State National Smallpox Eradfcation Offt*s. The Bgures 
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 ofilcer 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 recelve 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 
fqr domestic use figures prowded by the CBHI (DGHS official 
acency) were ma~nly utiliwd Thls discrcpancv h s s  now been cor- 
~ec t ed  At present, the Central Bureau of !Teali7 Intelligence has 
'~dopted a procedure 111 which only one a g e n ~ g  viz the State NSEP 
Ofiicer has been authorised to report smallpox cases every week 
h t h  to CBHl and to NSEP. For the sake of uniformity, the inter- 
national classification of ~ c e k s  has been utilized Further, the 
cases are reported in the week in which these are detected and not 
according to the date of onset. The weekly smallpox reporting 
programme to be used at \,arlous le\.els has since been designed. 
prlnted and distributed to all the PHCs, District and the States with 
necessary instruction printed on these proformas 

After the introduction of the ab.wc mentioned measures, there 
arc no differences between the figures collected by C.B.H.I. and 
Smallpox Section nf the Dtt.. C.H.S and those which are conveyed 
to W.H.O." 

128. The Committee dcslred to know the reasons why the Small- 
p i ~ x  Era&cation Programme introduced in 1962 and subsequently 
reorganiwd in 1969 had not made the desired impact. The Secre- 
tary, Ministry of Health, stated: "It has also been causing coxern  
Lo the Ministry. From 1962 onwards the strategy that was general- 
ly accepted was one of pnnlary 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 
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qwe#y jgOfODOFY wfffPatisn cqd nvstccbtdm wiB W.&r&&@yfJlhs 
&io ,a?ightly PMitdd in taww of s u l r v s i l ~  progPOlpmh., W d k , i m e  
axe mting tbfs am4 de$ling w&b them Snla conoa&mkd nnmarrr. 
So, fnrm bht later half d 1960-70 hrQ, the strategy is a eumbia~ 
ed one ctnd umtinhg to put emphasis on p r h q  trminafidn and 
&dent s w b e r  of revaccination and also surveillmce programme." 
Tbe witness added: "So far as the primary vaccinations ape con-. 
cerned, we have been trying to make up lor the bwklog." 

'1s. In a statement, the Ministry furnished the following flgures 
of the estimated births and prima9 vaccinations for the years l0W 
to 1972: 

(In M e )  

Estimated PGmrry 
birth!, . v s c a ~ t i o n s  

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 ye& 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 awering the backlog of the primary vaccination as well as 
dealing with all of the new born children. That is the general target 
by which we a* proceeding." 

In regard to re-vaccination, the Health Secretary stat&: "the 
progress has been generally satisfactory and U one is to judge by 
the number of re-vaccinations performed, it may not be very good 
but what has happened in the past fs that re-vtaccinations has been 
done by the vacdnfltors in conveniently ae-ible areas, in schools 
and common market places and places l i b  that fn wder b tiecount 
for a large number. But our own judgement la that mcuinat ion 
bas not been suiRciently effective*ln the rural ereas and in the 
distant areas and this is d mctttet WMch Is engaging ou; attention." 



Yk, & &1r&' th* B ~ ~ , ' ' & ~  b;ea?ih ,* ,%@: “Tip 
qwm? rr P be iglplqp-w by (he Qvte -eatr r 
100 per cent g n w y  q o w r e d  rhemeL a , g  we cbnw b & 
it as-a ceptrally opomored scheme but in spite of this, #he poei&n 
regarding the dc t ion ing  and appointment of staff pa&ularly at 
the vaccinator level and supervisory level. in a number of States 
io very unsatisbactury. We dooe been taking up this matter repeat- 
edly for the last few years but the State Govc~~~menb have mot - 
ponded to our tequest and this matter has been takm up Pot d y  
by the DG but by me and by the Minister with the concerned States. 
SufZlcient strength of vaccinators are still not in position. That is 
one of We things which is causing us concern." 

1.32. The Committee desired to know the efforts made by Gov- 
ernment to fill up the vacancies of vaccinators and the adrninistra- 
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 Temtories 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 k, appoint 
full complement of staff. In the Zoml Administrative Medical 
Officers meeting taken by Director General of Health Services. the 
subj-mt of appointment of staff was discussed with concerrspd State 
Health authorities. The matter was pursued through correspon- 
dence at  various levels and during the visit of Central Omcers to 
the States. 1 - 1 :  . - 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 mod.'' 

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

- - - - - - -- 
PMA Supenhion Vacc i~ tw  

- -. - - - - - - - .- - - --- -. -- - -- 



1.34. pprjng evidence, the Secretary stated that "the instructions 
a ~ $ u t , , ~ ~ ~  kttern' +ere issued only itl 1989 ad3 dttsr thh for 
tar, yeys there was reluctance on their p r t .  We had ban r q u r t  
ing the h a t e  Governments to take care and interest In appoix~tment 
of staff and the performance after the end of 1972 had ifibmved." 

135. The Committee desired to know whether the Central 
m c t o r a t e  are  now adequately staffed. The Health Secretary stated: 
"The position h a s  improved greatly. The Directorate is actually 
supervising and is fully involved in the programme. The defects 
m the data and reportmg systems have been corrected." In a 
written reply, the Ministrv 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 a$ the States and Unlon Territories In addition Assistant 
Director General of Health Services. looking after vaccine produc- 
t ~ o n  has also been invol\.ed In field opcratlon of the programme 
In additio:~ to central striff. 4 U'H 0 Epidcni~ologists are posted in 
States llke Uttm Pradesh. We.;[ Benml. Rajasthnr. and Orma.  Four 
more W H 0 Epidemiolo~sts  have brcn made available for 2 years 
from October 1973 and the States of Madhya Pradesh and Bihar 
will be covered Wlth these addltlonal inputs and mob~iising other 
nat~onal staff during the campnlgn penod the Central Drrectoratc 
is now plann~ng coordinating and monitor~ng the programme in an 
effective wav." 

1.36. The Committee drsircd to knoiv thc !v,)cress mad(. i : ~  
appointment of second doctor i n  thc remaininp primary Health 
Centres. In a written rt.;)!y. ;he  Ministry stuteri: "There wcrc. 
2101  prima^: Hra l ?h  Ct.ntl'tv 7 . r . i ~  h on(. doctor. 2951 with two doctors 
and 140 without doctors as u n  30th June, 1972. The position has 
greatly improved during the last six months due to vigorous persua- 
s o n  by the Directorate General of Health Services to the States t o  
appoint the second Doctor where there is one and a1.w to post 
doctors where there is none. Ellen 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 
cw 31st December. 1972. 

Sustained efforts are being continued by the Dte. G.H.S. to 
recruit two medical Officers, in each of the functioning primary 
health centres in the country. 



Union Territory Goverpmenb r to dectors to. attrw, 4um to y o r k  
in the rural areas. The Government of India bos taka th+ bad to 
pay l$,,150 pep to (9 Medical T c e r  who is posted in dif%cult and 
disadvantaged areas." "' *::rt,t '*. I > * , #  ? . a Q , $ ,  . ,.? 

1.37. Tbe Committee drm attention to the 'w .H.~ .  report of 
May, 1973 tbat 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 Sarretary stated: 
"We became aware of this high incidence as early as Mamh and we 
were watching the general devloepment of the incidence. By Uay, 
we found that the number of attacks in Bihar and M.P. bad also 
increased. We are now porting in collaboration with h W.MO. 
our force in these four States. We are starting a spedal campaign 
from later half of this year. The idea is to reduce the inddence io 
the extent that i t  is podble  to deal with it during 1974 In re@ud 
to the other States bordering these four States, we are c011oentra+ 
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 contafn- 
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 situahon." 

1.38. The Committee enquired about the intensive steps taken 
to eradicate smallpox in these States. In a writkn reply, the 
Ministry stated: "An intensive 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. MunieipnLities/Corporatio1~ 
(during July and August, 1972) 

This comprises of 2 main components. 

(a) Active search fot smal2pox 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 d~strict mobile squad and the 



other available rtai of the district ehould be utilioed. In thh be- 
~ ~ ~ t i W ~ W ! @ u l @ % ?  adWi#hted Ib )oms' d %& rRsdC La the - 
&L t% & W p t m ' w  AC1a1whtW &IwcR"oi t35rma- && A&&& 

(4) En4T1JL.k States. (Uttar Pradesh, West Bengal, Bihar md 
I k s , ~ ;  R<*). ~e obj& $ de .' e w  6 and 
qedpce s u b s ~ $ a l l y  b e  pysent smallpox e ? deinic foci in the& 
st,& d;;ihcrV'the low incidence season to the e x t d  that the K)b 
g;r-e ,have a inanageable number of remafning foci to d d  
+ t .  du'rhig 1973. 

(b) 0 t h  States. In the renuining State*, the objective should 
be tcr i w f y  and eliminate all smallpox endemic fod by the end 
01'1973. !WnquentIy ear operatibn mechanism wiU have to be 
esbWfshtd so that 9ny importation of idaction could be promptly 
deCscted alad investigated (indicating that the importation is from 
endemic States) and contained. 

The exiipting staff at ' the Primary Health Centres, District and 
State level ' including the state level surveillance t e a  will p a d -  
cipate as usual in this campaign. Rowever, 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 
.&istant and a driver. Of these 14 Epidemiologists will be firawn 
irbm M a  (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-(?),so that all problem areas in each of the States could 
be covered. 

A State-wise active search for smallpox cases will be carried 
a t  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 conducter$ in all these 
'problem areas'. 

UnWm me* of containment will be followed in all the 
Sh&s which includco idcntiAcation of syndrome, detection of all 



c a q  in ~~,pytpre;ak,i~v~iscetCom:~.~~ tLia ~ : o * r f h & c -  
d& crosi' nofIAcation (inter Primary Healt&&Mm, kta. d M W t ,  
inter State) by the quickest mode possible, veocination of unpro- 
tected coatacts In the area .in immediate vidnity of the ona%lrtak 
.and fallow-up visits to ensure that the outbreaks have beemcoa 
tained." 

1.39. The Committee drew attention & the following &gum6 
&owing the target and achievement: 

Primnry Achieve- R d -  Ahine- 
Vefdnr- mmt nation nlCnt 

tion 
Target , 

T y a  

1972-73 *(Upto Sop. Prwisiond'figures) 334.18 *116 1116 *360 

1,a. The Secretary, Ministxy oft Health dated: "About the pri- 
mary vaccination performance 1 give you the figures from 1966 on- 
wards: 

1973 (upto tint 4 months) . . . .  6.54 This ia provisioo J 6gurc 

This would show that the percentage of population which we have 
covered these years from 1966 onwards in 3.4, 3.6, 4.2, 4.2, 4.4 
and 4.5 last year. If we do not take the targets into accomt and 
only judge the primkry vaccination by number, I may submit tbat 
there has been a steady improvement and we have been trying tu 
cwer  th backlog. 



1 9 7 3 ( U p t o A p i l 1 9 7 3 ) .  . . ' . ' ' 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 I-, the pri- 
mary vaccination target that was achieved was 45.4 per cent in 
1970 it was 55.9 per cent in 1971. i t  was 74.2 per cent and in 1972 i t  
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 6 per cent (percentage to total population). 
Why i t  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 f a r  as the fifth plan is concerned, the following are the targets 
that we have tentatively chalked out. In 197475, the target of the 
primary vaccination will be 29.01 millions; in 1975-76, i t  will be 
29.69 millions; in 197677, it will 30.27 millions; ih 1977-78, i t  will he 
30.82 millions and in 197879, i t  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 targ2ts." 

1.a Asked how it was expected to complete the programme by 
the end of the Fifth Plan* the Secretary stated that the expectaiion 
is that we will also make sufficient progress with regard to stalling.'' 



1.44. Asked whether the present organisational set up was 
more effeotive than the earlier one, the Additional Secretary stated: 
"In view of the other aspe;ct of surveillance and containment of 
new cases, which was really 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 Comrnith, the Ministry of Health 
furnished the following figures of number of vaccinations per day 
per vaccinator in different States in 197l: 

State 
VPfCiDPtiom 

per vaccinator 
p a  dry in 1972 

5.  Haryana . . . . .  32.8 

6.  Kerala , 

9. Madhya Prdesh 

. . . .  ro. Maharashtrv . . .  19.2 

18. Tmil Nadu . . . .  . . . . .  29. o 
. . . .  19. Tripun . . .  28 o 

-- -- -- -- -- - 



1.46. Aeked to explain the wide range of disparity in flguru 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 ~e-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 staff." 

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

1.48. Explaining the difficulty in implementing the programme, 
the Health Secretary added: "I have suggested that norms should 
be laid down for the performance of vaccinators in different 
States." . ~ 

h k e d  how ft .would be ensured that the norms were actually 
achieved, the Secretary stated:"It will be the rsrpondbllity of the 
wpemhry s k i l  to achieve it." 



1.0. Asked how i t  was ensured tlyt the State Government com- 
plied 4 t h  be dthetioru h this regard, the Secretary stated: "The 
practice m fa r  U r  W that we send our own team from the 
Directorate who act in cdllaboration' with the State Government 
od8ciala and comet  the deficiencies when they come to notice m d  
if they require in any way s t reng theeg  in a particular area due 
to local causea we a g m  to that." He added: "From 1B70 onwards 
our team of otecers are regularly going to the States." He further 
stated: 'We are trying to Ax up norms dependiqg upon the w r -  
ability of the disease, percentage of primary vaccinbbn achieve 
and general performance of our vaccination." 

1.50. Asked how many States had yet to make vaccination com- 
pulsory, the witness replied: "Both primary vaccination and r e  
vaccination are compulsory in the States of Andhp Pradesh, Tamil 
Nadu, Punjab and Urban arew of U.P. Primary vaccination is com- 
pulsory in Bihar, Maharasbtra, Mysore, Rajasthm, Orissa and West 
Bengal. In other States, primary and revaccination is compulsory 
when epidemic Disease Act is enforced and the outbreak is anti- 
cipated." M e d  about the percentage of primary vaccination cases 
~nspected, 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 
Assist ant Director General stated: "To increase the acceptability 
of vaccination by the people, our field workers take the help of the 
local leaders, to influence the people to accept i t . I n  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 Minis- of 
Information and Broadcasting, the witness replied: "This is done 
by us directly. We cover all the regional languages. We provide the 
plcture of a smallpox child to every health worker. This will be 
coveiwd 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 nd io  slogan about the importance of reporting cases and 
also having vaccination.'' 

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



of the yeen of the Fourth Plan period, the Ministry of Health and 
Family Planning, in a written note, stated: "An allocation of Rs. 
1600 Jakhg waa made for the Smallpox Eradication Programme dur- 
ing the Fourth Five Year Plan." 

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

Origkl lllmtitm H.B. 194-70  Amount B.E. 1970-71 Amunr H.E. ,971-7s Amount B.E. IWZ-73 Amount 4B.E. 197774 
R.B. sanc- R.E. aanc- R.E. smc- RE. sanc- Rcv~sed 

tioned tinned tianed tioned ADoa- 
provi- 
sionelly 

provi- 
eionnlly 

U LL I I  U cat 

Suwls of Fmzc  

- - - - -- - ---- -.-- 
&&Amounts tdcased to states only (U. Ts. not included). 

w u d e s  ~nformation in rcspcct of some of thc U. Ts. 



1.54. The Mlnigtry stated: "As per existing procedure funds are 
reieased on provisional &is based oe  estimated mquirements. 
These are to be Anally adjusted on the basis of certified expenditure 
figures received from the A.Gs. and excess/shortfall, as the case 
may be,'has to be adjugted against their entitlements for subse- 
quent periods or otrierwise. This adjustment has not been made so 
far during the Fourth Five Year ?lap.'' 

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, whir.h is due to difficult terrain 
and scattered population. Thr 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, Hirnachal 
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 Haryana (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 satisfled 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 reach- the areas i t  is hardlv anything more than water. 
That is the reason why we decided that the manufacture of liquid 



vaccibe.&buld be diecahtinued and should be n$hbcd b '&eezeb -. y a r  *e had a cap&ty OI w 'l;ii%tl d L  id& 
were manufmcturing 87.9 million doses. This yhar ewpect t*t, 
since all the eqrfipmnt has been received from internahnal. agen- 
des, we will achieve 158 million doses and during the Fifth Five 
Year Plan period there shall be no necessity for gift vaccine 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 maintenanceb 
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 aan 
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 a t  King Institute, 
Guindy because of shortage of staii. The witness 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 
-ply, the Ministry of Health stated: "The price of the vaccine has 
been Rxed by the Cost Accounts Branch of tha Ministry of Finance. 
According to their report the actual cost of pradution at the various 
inttltutes, worked out during 1971 taking into consideration the ex- 
penditure involved (both direct and indirect) during 1989, 1970 and' 



2!Ul )WU prdj&W ' j f r (Cfc~~e 43 1 p r  a t  W a  a l P b ~ ' ~ t o t o  *ob+et pas- 
& * i 5 M W i a r h )  ~ W P S  &. '486 - - qi##c Vaccine 
~nstftttta:; PsbWbUWgkrj, Rs. 0.697 per d h p b u k ~ ~ i i e  Institute,. ' 
BelgMm), 'fkr. 0.Sg p& sltapotlla ' (mng . Instihi&+ Windy) and 
Rs. I)'.IM per ampouk (kh8titUt.e of Prevedti+&wcfirde, ESyderabad). 
Fknally the Coat AtrClWts BI'mch of the UinistfZ of FlrlPnce advised 
that the,arlthmetieal eelculation of the cast of produation and 10 per 
cent as profit may be agreed as price per BrnpoWk rt all the institutes. 

The cost of production wried considerably from institute to insti- 
tute as worked out by the institutes themselves. Th-were Rs. l.N, 
Rs. 1.05, Rs. 2.25 and Rs. 2.25 at S.V.1 . Patwadanagar, I .P .M . , Hydera- 
bad, K. I. Guindy, V.I. Belgaum respectively. To remove the diBculty 
of lifting, the GoveniMent of India in a letter D.O. No. 741&bC&CD, 
dated the 8th May, 1969 suggested to the Institutes that i t  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 Analisation 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-ffxation of the price shall 
be done." 

The Committee desired to know the s t e p  taken tu 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 surppillance activities 
and reporting system: 

(1) .Each sub-centre and Primary Health Centre has been 
designed as 'Smallpox' Reporting Centre. PuMR 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) N.S.E.P. 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 Public 
Health have also been given Post C h i  i&e recognition- 
mrd to e3qulre spedflcaIIy from people if they are in the 
know oi a susgectd caw at lanrllpdk alk., 'laver with ram. 



44) In order tq create leadership for,rewfting pf even ~ p e c t e d  
, case of omaQvx, particularly f r w  $he Stqts9 wberetrom 

'Nil' or) petgligible incidence is being report&, oash incen- 
tive scheme is being introduced. The States of Aadhra 
Pradesh, Tamil Nadu, Mysore, Origsa 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 i t  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 thb  last two years. These assessments 
h a w  been made by our own officers. Then there are asses,- 
ments of teams of WHO Results of these surveys arc. 
available to us and w e  are making us of thcse rewlts 
We feel satisfied with this." 

I 6 2  The Commlttre polntt~d out that the Expert Committee on 
Smallpox ir! ~ t s  first report (1964) had emphas~sed the cruc~al ~ m -  
portance of independent concurrent evaluat~on of the ~ e s u l t s  of the 
tirnc!y deficiencies of tht. programme The Health Srcretary stated 
"So far as the assessment 1s concerned, the pattern of organization 
that we h a w  set up provides for the concurrent assessment of tht '  
implementation of the programme We do not feel t h e  necessity of 
setting up a separate organlmtion of concurrent assessment " 

163 The Committee arc thoroughly disappointed a t  the failure 
in the efficient imo~crni~ntation of the N a t i o n ~ l  9nrnllpou Eradicn- 
tion Programme which ik g o  vrrv importnnt for the Natioti's hrnlth 
Thh programme which was launched in January 19CZ arid r r o r p -  
nised in 1969, is being imnlcmrnted through Govemmrnt of thc 
State and Union Territory with Central assistance. Upla 31bt  March 
1972. the Central Government paid Rs. 18.83 crores to the States fu r  
the implementation of the programme Apart  from this 1010 million 
dow s of freeze-dried vaccinr (npprokimitte value RF. 7.26 crorcs) 
received as gift from other countries and 281 million doses of freeze- 
dried vaccine (approximate value Rs 197 crores) produced in th / 
country were distributed to the States free of cost upto 31st March. 
f972. It i s  a matter of great concern for the Committee that in spite 
of so much expenditure, indie continues to be one of tbe endenlic 
wuntries.  According to tbe Annual Report of tbe Director ~ e n e r a t ,  
W.W. of m y ,  1973, the a m a s  in which this disease was thought 



to W t b ~ d  h i h g  the latter part of the, year were conhed to 
Banghi Pe& Wswhna Ethiopia, India, Pakistan and Sudan. Over 
70 par Ysnt of all cases were reported by Ethiopia and India. Accor- 
dbig td tbe figures made available to the Committee, in the recent 
y e m  the a f t a h  of the disease were 83,943 in 1967, 30,295 in 1968, 
19,139 la 2969, 12341 in 1970, 16,186 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: 

(i) There is serious shortfall in the achievement of primary 
vacdnations. It is estimated that there was a backlog of 
6.7 crores of people to he given primary vaccination upto 
31st March, l.969. 

(ii) Although vaccination units were reorganisen in 1969 and 
instructions were issued that all efforts ~hould be made 
to carry out 100 per cent successful primary vaccination ir 

. vulherable age group 0-14 years and eliminate the exist- 
ing backlag in primary vaccinations, the number of primary 
vaccinations given were only slightly more than the esti- 
mnted births, with the rewlt that the backlog was not 
cleared. The backlog has 90 far been brought down from 
6.7 crores to 3.7 crores. 

(iii) W i n g  the yearc, 1969-70, 1970-71 and 1971-72 the achieve- 
ment in primary vaccination was 226 lakhs, 22'7 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 l a b  (the target 
for 1972-73 was 334 lakhs). 

(iv) In case of revaccinations, the achievement during the 
years 1969-70, 1970-71 and 1971-72 was 5 a  lakbs, 563 lalrhs 
and 674 l a b  as against the targets of 1074. 1161 and lld 
1-s rtspsctively. 

(v) The main reason for nnn-cleamnce of the backlog was 
stated to be shortage of vaccinators and the staff by the 
State Governments. According to the norms laid down 
by the Government, 8185 additional vaccinators were to 
be appointed over the strength of 13,698 vacehators as on 
31st Much, 1969. 7348 vaccinators have been appointed/ 
sanctioned dartng the Fourth Plan period. As regads 
the other staff against the additional requirement of 392 



paramedical assistance, 339 have been appointedls~nctiatrcd 
and against the additional requirement of 3896 mpervi- 
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, W 1  centres had the 
sanctioned strength of two 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 year 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 Mvsore. 35.1 in Panjab, 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 Sta t t .~  like Meghalaya and Manipur is 
due to poor vaccination performsnce 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 regardiw vaccina- 
tion. In some States vaccination and revaccination is 
compulsory, in other States primary and revaccination is 
compulsory, when epidemic Diwase Act iq  enforced and 
the outbreak is anticipated. Proper publicity for gaining 
public acceptance of the vaccination is also needed in con- 
sultation with the Inforn~atinn and Broadcasting Ministry. 



1.68. 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 (t987), 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 &tale and local level. I t  has been 
stated that with certain additions of technical personnel and mobili- 
sation of other national staff during the campaign period the Cenral 
Directorate is now planning, coordinating and monitoring the prw 
gramme in an effective way. 

1.66. The Committer! have been assured that during the Fifth 
Plan period the backlog of vaccinations will be made up. The Com- 
mittee feel that the factors that led to the past failure need to be 
thoroughly examined with a view to a1 least deriving lessons for the 
future. The Committvc would like to be informed about the pro- 
gramme made in rlearing the backlog. 

1.67. In fact, as early as 1964, WHO Expert Con~mittes empha- 
sised the crucial importance of independent concurrent evaluation 
of the results for timely identification of deficiencies of the program- 
nw. But excepting a quick review by the joint team of WHO and 
Government of lndia in 1967 in four Shtes  and a few other assess- 
nients done h;\. WHO Expert5 lasting 10 to 15 days. no independent 
rompresivc a~sessment has been undertaken. This shows utter 
nrqlect and disreg~rd 011 the part of Centnl  Health authorities which 
the Committee deprecate. The Committee are strongly of the view 
that in view of the very unsatisfactory progress of the programme 
nnd its poor impact on eradication of the disease from India. it is 
necessary that an independent and comprehensive assessment of the 
programme shoitld be undertaken immediately in order to identify 
the deficiencies of the programme in the past and take necessary 
correetivc measures without any delay. In the meantime the Com- 
mittee stress that er:ldication nleasures should be intensified with 
active cooperation of the State Govcr~~ments. The Central Directo- 
rate draling with the Progrnn~liie in the Ministq of Health and 



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- 
deeb, Bihar, Madhya Pradesh and West Bengal. The Committm 
have been informed that an intensive campaign was proposed to be 
tmdertaken during the months of September to December, 1973 in 
these States with a view to detecting and reducing substantially the 
smaIlpox 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. 

1.9. The Committee 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. I t  is expected 
to increase the capacity further in order to achieve the production 
of 156 million doses during 1973-74. The Conimittee 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 c a t  especially at King Institute, Guindy and Vaccine 
Institute, Belgaum. 



National Filaria Control Programme 

Audit PaTag~aph 

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 In 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 I1 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- 



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 ns 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 objectives 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, tvpes of infection and their 
vectors; 

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

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

1.75. Twenty two survey units werr allotted to nine States 
(Andhra Pradesh, Bihar, Bombay. Madras, Madhya Pradesh, Orissa. 
Uttar Pradesh, Travancore-Cochin and West Benga1)-then partici- 
pating in the programme in 1955-56. Surveys were aslo conducted 
by the National Institute of CommunicnbJc Diseases and the three 
filariasis training centres set up hy the Central Government at 
Ernakulam (in 1955). Rajhamandry (in 1%3) 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, etc. 

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 Kashrnir 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, i t  was 
evident that the problem was far more extensive than estimated 



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 
1958-59 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 sihce 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 



areas. Of these 136 million people 51 million are in urban aswur 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 ar$ 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 St'a'tes 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 aneven. 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 a t  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 1970 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 th' 
results were poor in 20 units where there were upward trey35 fn 
mosquito densities and other indices. Relevant data were not avail- 
able for drawing any con~lusions about the remaining two units 



(Hyderabad and Visakhapatnam). The twenty-two units whose 
restrlts are g6od are shown ih Appendix. The performance of the 
differents 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 
Oil 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 Qunntiw 
due for 
supply 

(indented 
during the 
year plus 
balance of 
previous 

yew) 

Qunn!ity Quantity Percen- 
supphed not tage of 

sapplied short 
supply 

comparcd 
to 

Quantity 
due for 
supply 

(in lakh  lim) 

1.80. Indian Oil Corporation was unable to supply larvicidal oil in 
full either because of its failure to formulate the requisite quantity 
of oil or inability to arrange its distribution to the various units. 



1.87. The Committee desired to know the reasons for not carry- 
ing out survey after 1970. The representative of the Ministry eta+ 
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. I t  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 liy the State 
Government with the setting up of units in 13 districts." 

1.91. In a written reply, the Ministry stated: "The Government 
of India vide their letter No. F.&4\54-1nstt., 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 



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, wmld 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 Qw+ty  Quantity 
indented supplled supplied 

upto 3rst after 
March ~ 1 s t  March 

(Quantity in titres). 



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 short- 
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 
staff. . 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 Ysrch, 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 
factors, 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. . . . . . ". 



1.83. The Ministry stated (October, 1972) that the headquarters 
unit of the programme in the National Institute of Contmunicable 
Diseases used to examine monthly reports received from the units 
and issue instructions to improve their funct;oning 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 
tne 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. 
CTi-:z - .- . - -- 

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 iziecticides, 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)]. 



1.87. The Committee desired to know the masom for not carry. 
ing out survey after 1970. The representative of the Wnistrg stat. 
ed: "When we started the programme of S U r V g r  We thought that 
we would be able to cover the whole of the population in 
areas, but the magnitude of the problem was 80 much that the 
survey could not be com,pleted 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 dig- 
tricts in the endemic States which have still to be surveyed. I t  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 F'ilaria 
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 gy the State 
Government with the setting up of units in 13 districts," 

1.91. In a written reply, the Ministry stated: "The Government 
of India vide their letter No. F.8-4154Instt., 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 estatdish 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 



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 overr 
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 Quantihr Qua?tity Quantity 
indented suppl~ed supplied 

upto 3 1 s t  after 
March 31st March 

(Quantity in litres). 



1.94. During evidence, the Secretary, Ministry of Health, stated: 
"The indents are made through the I X S  & 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 
IOC are  concerned, if we go through the supplies made by all the  
companies, when they were having contract from 1964 to 1967, the 
average supply has been of the order of about 43 lakh litres and the 
requiremer,.t 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 supplying before." 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 IOC 
came in." Asked about the reasons for this, the witness stated "We 
have not gone i ~ t o  the reasons. As far the supply is concerned, the 
1OC had undertaken to supply 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 shortfall is concerned, it has been 
mentioned by the Health Ministry that there had been no apprecia- 
ble increase in the requircrnelit~. hut thcv had been adding backlog 
on supply while formulating their ne\v 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 litre:. Thertl 14.3s 3 shortfall of 35 per ccnt 
against their total requirements including the backlog. But if their 
current requirements werp considered. there was a shortfall of 18 
per cent only." Askcd what steps were taken to make up this short- 
fall bv getting the supplies from other companies. the witness repli- 
ed: "As the Indian Oil Corooratinn had rindertaken to meet the fldl 
requirements, we did nnt go into the question as to why the other 
oil companies are declininr: to supplv." The witness added "thnl 
when we found that the supply in 1969 was not to the requirement, 
a separate enquiry was issued to other oil companies. hut thev cx- 
pressed their inahilits. Thc representative of the Ministry of Petro- 
leum and Chemicals stated: "We have Dower, 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 wc have them,, thev will complv with our directions. The cost 
is not the consideration. Thc quantity required is very small. As 



soon we heve got over our logistical problems, we will see that 
the 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. T h q  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 a t  no 
stage had we been informed by the IQC that they would not be able 
to meet our full requirements." 

1.95. The Committee asked whv the indents were not placed on 
the TOC 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 thc following extract from 
the minutes of a meeting held on February 17, 1972: 

"At the time of delivery 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 102 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 productioll of othrr refineries." Asked about 



the storage life of the material, the Secretary, Mintshy Of &&h, 
stated: "According to the ISI specifications, the Material is suppm- 
ed to last for more than 18 months. But, normally our exwence 
shows that the storage period will not be for more than I8 months 
and i t  will be between 12 and 18 months." Referring to the corn- 
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 66-68. After that we 
have had no complaints from the field staff. Rut certain cansign- 
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 a t  the pre- 
despatch inspection stage by the DGS & D." Asked if IOC found 
marketing of diesel oil more ~rofitable than that of MLC), the repre- 
sentative of the Ministry of Petroleum and Chemicals stated: "My 
submission is that even if the marketing of MLO is not profitable. 
this is a national necessitv and TOC as a public sector organisation, 
will undertake this If the Management fails, i t  has to be changed. 
The management has to comply with this requirement. Of course, 
they have been having some genuinc 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 necessary., 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 i t  in a coastal channel to 
Cochin, stored i t  separately and supplied from Cochin. At a given 
moment, if somebody sags, 'produce it1, i t  cannot probably be done, 
but with a little notice, i t  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 say, '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, 1 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 



w e  expect that these complaints would disappear and at  least this 
would never be quoted as a reoson for non-fulfilment of the pro- 
gramme." As rekards the quality, the witness stated: "In the mat- 
ter of quality, our judgement has been that they have not failed." 
H e  added: "Prior to despatch it is substandard 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 probabay been one of the 
worst periods for us; but I would put i t  before you chronologically. 
'The 1972-73 demand represented, for the first time, the requirements 
of 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 requirements of their 
retail 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 1981. This phenomenal increase in the demand for LDO 
necessitated its production in accordance with the IS1 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- 
come. Segregation facilities have been installed at  a number of r e  
fineries and also at  the adjoining distribution facilities of the IOC. 

A large part af the requirements of NICD for MLO is met ia 
bwels .  Whenever there is shortage of steel, as per instance due ta 
plant failure at  HSL or due to extensive power cuta etc., barrel 
282 L S . 4  .. - 



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 onwxds 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 f o r  
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 0.1 any 
given date, pending orders of MLO do not clearly gi\.c an i d e ~  of 
the outstanding orders on the IOC. A number of u n i t s  clearly sti-' 
pulate that they want deliveries at a given rate every mon th  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 a t  tha t  point 
of time. This point has been amply illustrated in the detailed bleak- 
down of p e n h g  orders. . . . On 30th Septemhec 1973, as will be 
seen from the figures. . . .some 84 per cent of the outstarbding 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 supplies of MLO to the Na- 
tional Institute of Communicable Diseases (NICD), 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: 



The Indian Oil Corporation was advised by the NICD vide its 
letter No. 2-20173-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 speeifically 
placed during 1973-74. 

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

L&h litres. 

(a) Total quantity ordersd on IOC. . . . . . . 2 3 . 7  

(b) Quantity supplied upto 30-9-1973. . 1 6 . 7  

( c )  Balance orders outstanding as on 1-10-1973. . . 7 ' 0  

IOC was unable to arrange supplies in respect cf 7.0 lakh litres 
as per item (c) above owing to the folli,,xiq~ reascrs: 

'a .  The rndentorq have a3kc.i [he IOC 1 8 1  defer rupplies for. 3 5 

;d'l Quanritics ilcft over: ?f than tank wagon 'boa-wapm rmk-truck 
loads to he treated a? cancelled. (A rank wagon normallyrequiresa 
minimum load ol 25 h'Ls and tank truck a minimum load of rj2KLs.j  1 0 -- 

T o r i ~  . . . . .  7 . 0  

There are at present adequate stocks of  d:ilp tested product at  
29 the supply polnts, including Bombay and Coch:~~. Steps have 
thus heen taken by the IOC to ensure I l q u ~ d a t m  of all pending 
orders. We hope to maintam thls pos:tm.l In subsquent months as 
well and trust that there would be no occasion for the NICD 
to lay the blame for any failure in tho iniplementntion of its pro- 
gramme on inadequate availability of MLO from the IOC" 

1100. The Committee asked how in Gupra t ,  M~harashtra and 
Tamil Nadu the control units were engagcd not only In urban areas 
but clso in rural areas resulting in th\nn:n: out of resources. The 
Secretary, Mmistry of Health, stat&: ''We h : ~ :  some d~RcuIty here. 
because the Fwst Assessment Comm*tt;.e Ielt that thc dlfluslon was 
r e a l l  from the urban nrcas. The hcon:\ Assessment Commlttec 
bus shown that this ma3 not oltogrrthct 1% correct 'Thcrc 1s 3 cer- 
tam amount of c o u n t e r - d ~ f f ~ l o ~  ~ 1 %  f~ ,>in the rur:rl arcas to the 
urban areas. There was the d~flicult!: created by bad drain- 
age facilstieo. The control was sh~fttxi rn the I1 and 111 plans to 



46 
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 populatiol; covered is hardly 
about 4 to 5 lakhs in these areas. The endemiety of Alariasis in 
urban areas compared to the total of urbsn 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 Steering 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- 
tims officer of the rank of Assistant Director of Public Health in 
charge of the Filaria Bureau to be estahlished in each endemlc State. 
The Secretary, Ministry of Health, stated: "The basis of this recom- 
rn~ndatlon 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 filarin control program- 
mes. The recommendation of the Committee was that thr officer 
could not give due attention to the filaria control programme. So, 
1.l;ere 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 3 separate filaria bureau under the charge of an 
Assistant Director; and that has been achiwed." In a written reply, 
the Ministry stated: "There were five Filaria Headquarters Bureau 
in Andhra Prsdesh, Kerala, Madhya Pradc?s!l, 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 arc 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 Stater. 
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 
w n d s  new areas of breeding or any possible operational defl- 
ciency." The Director, NICD, stated: "In this connection, I would 
submit that the Committee have taken the average *Q mosquito 
d a i t y  of the particular unit. It  could so happen that in some units 
due to some factors the work might have been disrupted and mas- 



' quito density might have gone up for some time. ' h e  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 
b e i q  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 i t  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, sta.ted: "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 whish have been 
sanctioned." The Committee desired to know whether Government 
took any steps to expedite establishment of Central unitsibureaus. 
Tn 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 a t  
periodic intervals to implement the programme to achieve schedul- 
ed targets. Letters a t  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: 



1. Delay on the part of State Cmernments to sanction the pro- 
posals pertaining to the implementation of the NFCP submitted by  
the State Health Directorates. 

To overcome this dll3culty, 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, 1971, to 
all the States that proposals need r.ot 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 Cnvernments 
had reorganised th t  control units. In a ivritter. reply, thc Ministry 
stated: "The recommenda.tions of the First lCMR Assessmmt Com- 
mittee were accepted in principle by the Government of India and  
circulated to the States etc. for implementation. Howcver, due to 
National Emergency in 1962. the Government of Indra askcd the  
States not to proceed with the implementation. Again in  1963, thi, 
Government of India a k e d  the States t o  implement thtl rwommcn- 
dations from their own resourcps. The contro! units in Andhra Pra 
desh, Kerala, hladhya Pradesh and Coa were reorganisd beforc the 
commencement of Fourth Five Year Plan (196%-70) as i nd i c : . !~~  
below: - 

Name of the Stare 

- - - - - 

Andhra Pradesh 3 

Keraia . 1 1  

Madhya Pradesh 3 

Gua. 3 

Despite the cootinuous efforts made by the Programme Head- 
quarters (PUCD) Directorate General of Health Scrvkes and the 



Ministry of Health, the States of 'Assam, Bihar, Gujarat, Maharash- 
tra, Mysore, Tamil Nadu, U.P. and West Bengal djd not reorganiso 
the units before the commencement of Fourth Plan period, accord* 
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. 6-1169-C&CD, dated 8th 
October, 1969. The units that had not been reorganised as per 1961 
stafing 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 
!(.t to- 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 
Control Units ha,d been made. In a written reply, the Misstry of 
IIealth stated: "Concurrent evaluation is being carried out regularly 
, ) I  the* Programme Headquarters through review of monthly and 
,~:inual  technical reports and through visits to the Units. In view of 
: i ; t b  peculiar epidemiological features of the filariasis such as the 
iobjg incubation period, long life of the adult worms, large number 
:.,f ??fcctivtx hitcs required to produce infection etc.., it would be diffi- 
c 1111 tc! find the impact of effective control measures within a period 
O! Icss than five years. However, concurrent evaluation of the per- 
Irrn~lxnre of 65 control units during the subsequent years (1970, 1971 
.:xi 1972) followmg the criteria adopted by the Indian Council of 
hic:i l~.al  Research Assessment Committee (1971) showed that the 
1 1 .  rfurmance of only six units is poor." 

1 ln8. Tkio Deputy Director, NFCP, stated: "We have reassessed 
l ! l i ' i ~  pcrfor~n:-.nce jn 1971-72 and we found that out of 20 'poor' units 
{,xisting, npplying the same criteria which the Assessment Commit- 
! I > L  had adcpted. six continued to be poor, 14 improved in their per- 
I !  m:::~(, T!lis is because we had indicated to thrm how to get over 
' I , ( ,  \ - ;~ , - i :us ~~ro!dems." The witness added: "Two of the 'indifferent' 
>j:;;tt, h 3 \ 7 ~  bt.come 'good'. Remaining 14 'poor' have become 'in- 
1:fTsrcnt. 

1 1,O Rcfcrnng to the assessment reports. the Secretary, Minis- 
( ' \  ( f lieiilth, stated: "Even about the report of the 2nd Assessment ' ' AtLee, we have gonc mto it in great detall The first rlssess- 
nl 111 Clamni~ttee visited the Units and indtcated them 'poor'. The 
,( Ild Assessment Cornmitt* based their report on the reports 



drawn from the Director, Health Services and data furnished by the 
Units. 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 t h e  
microqlaria 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 ;~ssessment." 

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 a.nd 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 burea,us." 

1.111. The Committee drew attention to the observation of t he  
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 
undertake?. Consequent to the establishment of full-fledged State 
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Filaria Bureau, effective supervision of the cont&l measures had 
become possible. The ofRcers 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 
OfRcers were held during the year 1971, 1972 and 1973 to take stock 
of the achievement and to remove bottlenecks, both administrative 
w d  operational, in the implementation of the Programme. More- 
over, coordination committees were formed a t  the unit level to in- 
volve other agencies such as Railways, Defence, Local bodies etc. 
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 oil was 
diversion of available stocks of M.L. oil from Units which had su5 -  
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 a t  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 



inspdtion 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 e n t r u s M  
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 i t  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 microflaria 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- 
dual. The Committee desired to know the action taken in this 
regard. The Director, NICD, stated: "We have started studies from 
1970 in our Filaria Training and Research Centres in Calicut, Raja- 
mundry and Varmasi." The Deputy Director, NFCP stated: "In 
two villages during 1967-69--one in U.P. (Parbatpur) and the other 
in Andhra Pradesh (Nahturi) 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 acccpta.bility 
was very good. But the difficulty we observed was, administrative- 
ly  in a large scale it would be dificult to restrict the other sources 
of sal t -other  than what we supplied" The Director. NJCD 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 trcat 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 3EC. 
the use of DEC fqrtified sal t  for  mass treatment is at present con- 
sidered unsuitable." I t  ha6 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 



of fllaria positive cases through the establishment of Filaria Night 
Clinics 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., detect;ion and treat- 
ment of micro~lar ia  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 af the 
Fourth Plan leading to under-utilisation of funds, the plan aiiocation 
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 pquiprnent to States are given below: 

O.C. AIEC T31tal O.C. hIEC Total O.C. hi&E Total 

r;r.,3-,s . I -  1 2  2 39.62 17.12 22.53 39.62 Nil I j  91 17.92 

1973-74 . t5-.3- t ~ j  5: t:111.94 - - - 46.03 33.00 76.00 
*.+o.!x *.p.33 * S D - o o  (Anticipdred expenditure) 

- .- .. -- - -. .~ -- 

Reasons for shortfall 

(&I) OLscr\,;ition of thc Planning Commission tha t  replace- 
m-nt ol nlrl equipment formed tho responsibility of the 
Chvern~nents. 

(b) Inability of hl/s. Indian Oil Corporation Ltd. to supply 
in full the requirements of M.L. oil. 
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Icb 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 
en 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 unden- 
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 membefs 
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 Assessment 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 
Health Engineering Organisation actually looks into and scrutinises 
the designs for water supply as  well as drainage and they recommend 
schemes for acceptance and approval." 



1.120. Aocording to the Performance Budget for the year 1971-72, 
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 
k e n  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 th'e 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 
i n  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 esta'b 
lishinq 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 bv the Planning Commis- 
sion-detection units in some areas for detection and treatment of 
microfilaria carriers and thereby we can also include rural areas in 
this programme.'' 

* 
1.122. The Committee drew attention to the following ohenla-  

ti05 of the Second Assessment Committee. "The finding of some 
concern, however, is the extent of fdafiasis in rural areas. The first 
As~nssment Committee had estimated that out of 64 million people 
then considered as living in filarial zones. 24 million were from 
urbnn 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 infection from urban to rural areas. The recent evidence. how- 
ever, tends to show that the problem of rural fdariasis is of much 
great magnitude than thought preyiously." 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. Our anxiety is that is should be extended to rural areas." 

1.123. The Committee enquired about the extent to what the State 
Governrnenb had implrnented the programme, the Secretary, 



Health Ministry stated: 'The problem of staff is not of such a ma* 
nitude as in the case of smallpox. But, even with regard to the 
limited strength of staff that is icvolved in this filaria control opera- 
tion, the  State Governments are unwilling to enter into any commit- 
mcqt, because of the fear :hat they will be saddled with a commit 
k d  expenditure. There is a strong justification for this. Even ear- 
lier, in 1M2, when we persuaded them to accept this programme we 
had to tell them that because of the National Ernergeqq which arost. 
then (then in 1965 also), the Centre will not be able to finnnce except 
to a verv small extent. Now, as an illustration, I will point O I I ~  to 
you some of the recent developments that have taken place. Ac- 
cord~ng 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 
realitv 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 mio- 
rity while they allocatc :he funds available with them for various 
devrlopnlental programme." 

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

1.125. The Committee a revery  dicsatisfied with the slow progress 
in the implementation of the National Filaria Control Programme 
lalmched in 1955-56. There were two main objectives of the pro- 
gramme The fimt wa5 to carry out filaria~is surveys in different 
States where the problem we5 known to exist to determine the ex- 
te7t of prevalent types of infections and their vectors. The other 
WPR to control the disease by recurrent anti-Iarvel mpasures by trsinr 
mnquito larvicidal oil. The promamme is being carried out in 12 
endemic States through survey units pnd control units. The Head- 
quarter itnit of the Programme in the National Institute of Com- 
municable Diseases supervises and guides the programme. The ex- 
pcaditure incurred by the Central Government including asshtnnce 
to the States amounted to Rs. 5.94 crores upto 1978-71. Two Assew- 
ment Cammittem set up bv I.C.M.R. evaluated the programme in 
lR61 and 1970. The Committee regret to observe that even after 
knq y a m ,  the surveys have not been completed. This serious 
lapse-pnrtlcularly serious since the price has to  be paid In terns 
of human sufferings-calls for drastic action against thcllle officials 
who were responsible. The Committee would await a report in this 
regnrd. 



1.12b. The following facts bring out the delays, lack of attention 
urd d d i c h r i e s  in the implementation of the programme:- 

fi) In 1995-S6, 22 survey units were allotted to $ States then 
participatbg 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 Oiissa 
while in Maharashtra the survey unit was converted 
into a control unit. The survey units in Andhra 
Pradesh, Kerala, Madhya Pradesh and Uttar Pra- 
desh continued to function. In States where the State 

Survey Units are not functioning, surveys are conducted 
by the National Institute of Communicable Diseases, the 
three Central filariasis training centres and the Central 
Survey Team. 

(ii) 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. 

(iii) Out of 260 districts in the 12 known endemic States, the 
survey was completed only in 145 districts upto 3lst 
March, 1.970. In addition, limited surveys were carried 
out in four Union Territories: Surveys have b n  dis- 
continued since 1970. 

(iv) These surveys show that 136 million peo~le--51 n~illion 
in urban areas and 85 million iu rural areas-were living 
in endemic sreas. In view of the fact that in known 
endemic arees. rnmy districts are yet to be suneved.  the 
figure of 136 million is an under-estimate. 

(v )  47 control units were a l lo t t~d  to ditrerent States in 1958-59 
to control the disease by controIling the vectors nniy in 
selected urban areas through the use of Iarricidal oil. 
Number of control units was increased to 73 in 1968 but 
with the abolition of 6 units in Kerala it was reduced tn 
67 in 1970. After an an~lys is  of the data collcctrd by these 
control units. the Second Assessment Committee (1970) 
came to the cmclusian thnt judged bv the downward trend 
in vector density. infection and iatectivitv rates in n m -  
qu1tos and mfcrafllaria rates in children in the age group 
of 5 to 15 years. the rcsdts  were fairly in 22 units 
which covered population of two millions. Results were 



fadmerent in 23 units where the indices showed wide and 
erratic tluctuations while the rwults were poor in 28 units 
whem there were upward trends 3n mosquito densiliss 
and other indices. Relevant data were not available for 
drawing any conclusions about-the remaining two units. 

(vi) The performance of the different States in control mea- 
sures has been uneven. In Tamil Nadu all the tour units, 
in West Bengal the only existing unit and in M~dhya 
Pradesh 2 out of 3 units were considered good. On the 
other hand, 4 out of 5 units in Maharashtre, 4 out 01 5 
units in Orissa and 10 out of 14 units in Kerbla were poor. 

' vii) 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-fi8, 
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 I.O.C. to this 
requirement. 

(b) Out of the 67 control units existing in 1970, there were 
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, 15 were short of field wor 

kers by 33 to 84 per cent. Except Kerala, Madhya Prs- 
desh and Mysore, the other States did not reorganis* 
the control units on the lines recommended by the Firrt 
Assessment Committee. 

(viii) Id Gujarat Maharnshtra and Tamil Nadu the contrd 
units were engaged not only in urban but in rural areas 
also, although the policy was to control vectors only in 

. . . . . . selected urban areas. This resulted in thinning out of re- 
sources as the stafing pattern was not designed for that 
P ~ p o s e .  

(ix) In Keralr, anti-larval measnreo h.ve been c a d e d  eat 
in one half of the u ~ b m  area by the State units and 
the otber half by the local bodies. Poor results have 
attributed te poor performance of the local body's field 
s m .  



1.m. Ths I3mmittee bave beon informed that the foUolPing 
aneutuea have been taken or proposed to be taken to strengthen the 
survey and control rPotL and supemidom'- 

(!) It i s  propored to establish 32 units to undertake ddimina- 
tion of Blariesis in the remaining 115 districts during the 
Fifth Plan period. 

(11) Daring tbe Fifth Plan, it is proposed to establish 65 more 
control d t s  in the urban endemic pmbltm arew so as to 
cover a population of 6.5 million mote in addition to the 
15 rillion already being mered. 

(iii) Steps have been takem by the Indicnr Oil CwparPtian to 
ensure llquidatfon of all poshding orders for B¶.L+.O. Tbe 
I.O.C. bope to maintain this position during 1973-74 .Mi 
tmnt that there would be no occasion for the National 
Institute of CununurJcable Diseases to iay the biame for 
any failure in the implemeatation of i t  programme on in- 
adequate availability of -0. Pou'Mon of supply is mow 
(from 1971) periodically reviewed by a Committee con- 
doting of the npresenktives of the Mtnistry of Health 
.nd Petroleum and Cbcricals and DGSdrD to smoothen 
Illscultisr. 

(iv) The Department has set up separate Blrrria bureau in all 
tbe I t  States where tbere was need for a separate baraau 
tm&r tbe dmge ol .a AssM.nt Dbeta~. There b ~ ~ s  
r o a . t t e r & D t a t s s e r t d t b e F U . r i a ~ ~ w .  
t & C s a t n l S m w y T s u n T s u n p k ~ p w i o d i c  srlsitstoM- 
h t  l lbk9.  

(01 A Coramdttoe hu ban foemul by the Government ef 
Indh to explore the poadbilities of aslag other orritrble 
luvicidh in addition to rnasquito larvicidal oil under the - 



di) Q ? .  C!oncvm$it evaI thin of the p g p t & e " i .  &gularly car- 
r~ed out. at' the ' r' rogramme Headquarteis thr'sugh review 
of nionthly ' and rinnual technical reporSs qnd throogb 
visits to the Units. The concurrent evaluation of tbe per- 
formance of 65 control units dueing the years 1970, ~1971 

, and 1972 following the criteria adopted by 6be ,Indian 
council of Medical &search Assesqment Committee (1971) 
showed that out of 20 poor units the performance of only 
six ,units is poor and the remaining 14 paor units were 
found tto .have become indifferent. 

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

1.128. The Committee would fate to stress that the Ministry of 
Health &odd p s u r e  tbat the remaining task of survey of 115 die- 
triets is completed expeditiously. For tbis purpose a time bound 
programme sbould be prepared. 

1.129. The Committee strongly feel that a close watch is necesr 
sary on the effectiveness of tbe control measures in order to take 
timely st& to strengthen the control units quantitatively and quali- 
tatively and remove difficulties in the supply of oil and ensure ;bat 
the past failures are not repeated. It sbould be examined wbe- 
ther tbe present supemisory machinery in the Headquarters unit 
in tbe National Institute of Communicable Diseases and If Filaris 
Bareaus in tbe States is adequate for the task. 

1630. The CosrnrjCtee feel c a q c e d  to note Ibd to the ex- 
teat Ubk surveys hate been eompktwl, M6 t.IHJan people live in the 
snicmie ucsr of IU.riasis h tbe couatrp-41 Bliliion in wrban areas 
and 85 million in rural areas. Over 12 million paode b d m u r  micro- 
filuiase in their blood and 8 million bave signs and symptoms of 
tbc Qiem. The correct plctarc wtn bowever emerge on comlpletion 
Of m C y S .  

1.131. Tbe present control measures are majn)y e e d  to the 
mbrn wcrr altbougb tbe Second Asseesmeat Corumit+ee (1971) 
opined t h t  the problem of rural fhariasis is ~i +nark @%ttt m a d -  



tWealtbM -fit d pwkihsiy- Tht C!aad#eic rre not bappy 
tlhi bHd& af 16Ja-a a6 the p m b b .  !Fh 

iC"bmnWb &nay that tbe v a h  of rurd fbrbds 
shaald raeCI*a d a b s  attentiom m d  it rbeald be m i n e d  ta what 
extent t W ' M m e  for .the Wth Plan codd  be ~orientod sm as 
to make' a i c n i k  beginning in the Rum1 areas. 

1,132. The Committee also desire that serious attention s h o n l ~  
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 f i s t  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 hari 
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 tbe 
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 been undertaken. 

1.135. The Committee note that there is likely to be difficulty 
In the financing of the programme. Thare 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 Conlmittee 
suggest that the matter should be carefully considered with a view 
to ensure not only that the implementation of the programme d o e  
not suffer but also to make p s i b l e  the taking up of an adequate 
Programme in the rural areas. The Committee are of the view tbat 
the Central Government oaght to take full responsibility in the 
matter. 
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APPENDIX 

Summary of main conclusions/recommendatiolls 

S. No. Para NO. MinistrylDep-t .Concerned ConcIusions~Recommcndations 

1 2 3 4 

I 1.63 Heahh The Committee are thoroughly disappointed at the failure in the 
ef3cient implementation of the National Smallpox Endicatiola Pm- 
gramme which is so very important for the Nation's heelth. Ttiis 
programme which was launched in January, 1962 and mmganfsed 8 
in 1969. is being implemented through Governments of the State 
and Union Territory with Central assistatxe. Upto 31et March, m, 
the Central Government paid Rs. 18.83 crores to the States for the 
implementation of the programme. Apart from this 1010 million 
doses of freezedried vaccine (approximate vabe  Rs. 7.26 cnass) 
received as gift from other countries and 281 million doses of 
dried vaccine (approximate value Rs. 1.97 crores) ;noduced in the 
country were distributed to the States free of cost upto 81st 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. 

f W.H.O. of May, 1973, the areas in which this disease was thought to 
---r.-m_-___ - *_C- 
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be during the latter part of the year were confined to 
BnaglR Desh, Botswana Ethiopia, India, Pakistan and Sudan. Ove? 
70 per cent of all cases were reported by Ethiopia and India. Ac- 
cording t~ the figures made available to the Committee, in the recent 

ears the attacks of the disease were 83,943 in 1967, 30,295 in lm, 
:9,139 in 1969, 12341 in 1970, 16,166 in 1971, 27,407 in 19'72 a& 49,M 
in 1973 (upto June). 

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

(i)  There is serious shortfall in the achievement of primary . 
vaccinations. I t  is estimated that there was a backlog gf $ 
6.7 crores of people to be given primary vaccination up@ 
31st March, 1969. 

(ii) Although vaccination units were reorganised in 1989 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 brougbt 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 !akhs and 



229 lakhs as against the targets of 537 lakhs, 446 l abs  and 
338 lakhs respectively. During the year 1912, the mmber 
of vaccinations given is stated to be 252 lakhs (the Parget 
for 1972-73 was 334 lakhs). 
In case of revaccinations, the achjievement during the 
years 1969-70, 1970-71 and 1971-72 was 523 lakb, 5f33 l a h b  
and 674 lakhs as against the targets of 1074, 1101 and 1129 
lakhs respectively. 
The main reason for nollcclearance of the backlog was 
stated to be shortages of vaccinators and the s t d  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 aa on 
31st March, 1969. 7348 vaccinators have been appointed/ 
sanctioned during the Fourth Plan period. As re@atda 
the other staff against the additional requirement of 392 
para-medicel assistance, 339 have been appainted#san+ 
timed. And against the additional requirement of ,3696 
supervisors, 2669 have been a p p o i n t e 3 / 5 8 3 3 ~ d  
The shortage in staff continued inspite of de& 
sion of Central Government to meet cent per cent cost of 
tlk additional staff. The factors that contributed to this 
situation should be immediately gone into for appropriate 

acttoo. 
( ~ i )  The Primary Health Centres which apart fromcotl,er 

duties are interested with supervision of the programme 
are also under-staffed. As on 30-6-1972, 2951 centres had - 7 



the sanctioned strength of two doctors each, D81 Eentrcll 
had only one doctor and 140 had no doctor. 

(vii) The performance of the vaccinators in some States bnr 
not been uniform. Even during the year 1872, there was 
wide disparity between the figures of vaccinations prr 
vaccinator per day. The average was 5.3 in QdaaiW, 0 4  ' in Meghalaya and 6.4 in Amna&al PPwcbeeh aod 12.2 h 
Gujarat. It was 48.1 in Mysore, 35.1 in PurrMb, 38.7 b 
Chandigarh, 33.3 in Delhi and 32.4 in Uttar Pr-h The 
average cost of vaccination is as low as Rs. 0.06 in Bgtar 8 
and as high as Rs. 1.25 in Manipur. The reaams for ftW 
high cost in some States like Meghalaya and Menipm is 
due to poor vaccination performance per worker due to 
terrain and scattered population. 

(a) According to the World Health Organisation Expert can- 
mittee Report (1n2) surveillance activities in India 
being improved substantially, but were not yet satisfae 
tory in all States; and progress of eradication pmgmmme 
would depend mainly on how rapidly surveiIlarrce d 
the still unsatisfactory reporting system can be fmpiooed 

(ix) There are not uniform rules in States regarding v a a -  
tion. h some States vaccination and revaccbtian i 
~ P P ) a O t J I , t r ) g t h ~ S t g t e s p r S m a r y a t l d ~ t i o p ~  



compulsory, when epidemic Disease Act is enforced and 
the outbreak is anticipated. Proper puWdty for 
public acceptance of the ,vaccination is also needed fn coar- 
sultation with the Information and Broadcasting MbWry. 

While the Committee appreciate that the above difacultiea in 
the successful implementation of the Smallpox ~ d i c a t b  were dge 
to insufacient attention being paid to the programme by the S m  
Government in spite of the view that the Central adstance, the 
Committee are strongly of the view that tha Central Governmeat 
who pay grants and guide the programme cannot abeolve themselves 
of the responsibility for the failure of the programme. According 
to a joint team of the WHO and Government of India (1967). 
Central Directorate looking after the programme was inadequately 
staffed and had no effective mechanism for providing effective g&d- 3 
ance and direction of the programme at  state and local levd. I t  
has been stated that with certain additions of technical p& 
and mobillsetion of other national staff during the campaign period 
the Central Directorate is now planning, coordinating and d t o r -  
ing the programme in an effective way. 

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



Health In fact, as early as 1964, WHO Expert Committee emphasisqi 
the crucial importance of independent concurrent evaluation of 
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 c o w  
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$s 
necesary that an independent and comprehensive assessment of tbe 
programme should be undertaken immediately in order k, identify 
the deficiencies of the programme in the past and take necessaq 
corrective measures without any delay. In the meantime the Com- 
mittee strczs that eradication measures should be intensified with 
active cooperation of the State Governments. Tbe Central Mrec- 
torate dealing with the Programme in the Ministry of Health 
Family Planning should be adequately strengthened to meet the 
challenging problem. ,, 

-do- The Committee are indeed alarmed over the reports tfdrZ - 
i s  FI serious danger of outbreak of the disease in Uttar h c k h ,  
Rihar, Madhya Pradesh and West l3engal. The Commfttee like 

t 



been informed that an intensive campaign was proposed to be under- 
taken during the months of September to December, W73 in these 
States with a view to detecting and reducing substantially the d 
pox endemic foci during the low incidence season to the extent thet 
the programme will have a manageable number of remaining fed 
to deal with during 1974. The Committee are anxious that cgnst.et 
watch should be kept over the endemic states. The Commtttao 
would Aike to be lnformed 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 freeze-dried smallpox vaccine. h additioh 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 1Sfi 
million doses during 1973-74. The Committee were assured that 
during the Flfth Plan period there will be no necessity for import of 
the vaccine. The Committee hope that the requirement of lfi6 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 fmm In- 
stitute to Institute. These were Rs. 1.20, Rs. 1.05, Rs. 225 and Rs 2.25 
at state Vaccine Institute Patwadanagar, Institute of Preventive &di- 
cine, Hyderabad. King Institute, Guindy and Vaccine Institute, Bel- 
gaum respectively. Pending finalisation of cost fixation of each factory, 

- - - - -- - - - -- 



Government have flxed the rate at  Rs. 1.05 per ampule of vocdae. 
The Committee hope that cost Accounts Branch of the &@&try of 
Finance will also go into the reasons for the wide variations in tbe 
cost of production so that steps may be taken to control the cost 
especially at Kfng Institute, Guindy and Vaccine Institute, Belgaum. 

Health The Committee are very dissatisfied with the slow progresa in 
the implementation of the National Filaria Control Prograqme 
launched in 196558. There were two main objectives of the pm- 
gramme. The Arst 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 13 
endemic States through survey units and control units. The Head- 

r uarter unit of the Programme in the National Institute of Ccnnmu- 
nicable Diseases supervises and guides the programme. The expen- 
diture incurred by the Central Government including af&&me to 
the States amounted to Rs. 5.94 crores upto 1970-71. Two Aseessmnrt 
Committees set up by I.C.M.R. evaluated the programme in 1961 card 
1970. The Committee regret to obeerve that even after 18 h g  
years, the surveys have not been completed. Tbis serious hpos- 
perticularly serious since the price has to be paid in terms of liuzmm 
sufferings-calis for &astic action against those of8cials who .rpas 

Bo The Committee would await a report in W regard. 



The following facts bring out the delays, h c k  of attention a d  
leficiencies in the implementation of the programme:- 

(i) In 1965-56, 22 survey units were allotted to 9 State then 
participating in the programme but actually only 19 were 
established. Although the survey was not completed 
even a t  the end of two years as expected, the survey units 
were abolished in Bihar, Tamil Nadu and Orism while in 
Maharasbtra the survey unit was converted into a control 
unit. The survey units in Andhra Pradesh, Kerda, 
Madhya Pradesh and Uttar Pradesh continued to function. 
In States where tbe State Survey Units are not function- 
ing, surveys are conducted by the National Institute of 
Communicable Diseases, the three Central Blariasls train- 
ing centres and the Central Survey Team. 

(ii) 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 28 districts in Maharaahtra have been surveyed 
so far. 

( i i i )  Out of 260 districts in the 12 known endemic States, tho 
survey was completed only in 145 districts upto 31st 
March, 1970. In addition, limited surveys were carried 

_ _ _ _ _ - - - . -  - 



out in four Union Territories. Surveys have bet& &&on- 
tdnucd since 1970. 

(iv) These surveys show that 136 million people- 51 milllpp in 
urban areas and 85 million in rural areas-were living in 
endemic area& 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 195& 
59 to control the disease by controlling the vectors pnly 3 
in selected urban areas through the use of larvicidal oil. 
Number of control units was increased to 73 in 1963 but 
with the abolition of 6 units in Kerala it was reduced to 
67 in 1970. After an analysis 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 ra4s in 
mosquitoes and microfilaria rates in children in the age 
group of 5 to 15 years, the results were fairly goad' Sn 22 
units which covered population of two millions. h u l t s  
were indifferent in 23 units where the indices showed 
wide and erratic fluctuations while the d t s  were poor 
in 20 units where there were upward trends in m q i t o  



densities and other indices. Relevant data were not avail- 
able for drawing any conclusions about the remahing- 
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 
Orlssa 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- ;;J 

(a) Since 1965, Indian Oil Corporation has been the only 
supplier of larvicidal oil. During the years 1967-88, 
1968-69, 1969-70 and 1970-71 the percentage of short sup- 
ply compared to quantitv due for supply was 20 per 
cent, 95 per cent. 13 per cent and 21 per cent respec- 
tively. No prioritv was allotted in the past by the 
I.O.C. to this requirement. 

(h) 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 field 
workera by 33 to 84 per cent. Except Ke~ala, Madhya 
Pradesh and Mysore, the other States did not reorganhe 
the control units on the lines recommended by tbe First 
Assessment Committee. 

(viii) In Gujarat, Maharashtra and Tamil Nadu the control units 
were engaged not only in urban but in rural areas a h ,  
although the policy was to control vectors only in 8e- 
lected urban areas. This resulted in thinning out of re 
sources as the staffing pattern was not designed for that 
Purpo@. 

(ix) In Keratb, anti-larval measures have been eaaried a t  
in one half of the urban area by the State units and in 
other half by the local bodies. Poor results have been 
attributed to poor performance of the local body's tield 
staf?. 

(x) The First Assessment Committee had reat- 
1960 that a full-time Officer of tbe rank of Ashtant I& 
e a r  of Public Health should be in charge of tbe F%l& 
Bureau to be established in each endemic State. Except 
in Andhra Pradesh, Kerala, Mypore, Madhya PtPdesh tad 
Goa there was no headquarters unit in any OM StqgC 
till March, 1971. 



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:- 

(i) 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 
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. 

(iii) Steps have been taken by the Indian Oil Carpmation to 
ensure liquidation of all pending orders for M L O .  The 3 
L.O.C. hope to maintain this position during 19'7344 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 DCIS & D to smoothen 
diftlcul t ies. 

(Iv) 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 
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look after the interest of the Filaria Programme. Besides, 
the Central Survey Team undertake perodic visits to di- 
fferent States. 

(v) 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. 

(vi) 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 sanc- 
tioned. 

(vii) Concurrent evaluation of the programme is regularly 
carried out a t  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, 
1071 and 1972 following the criteria adopted by the Indian 
Council of Medical &search Assessment Committee 
(1971) showed that out of 20 poor units !he performance 
of only six units is poor and the remaining 11 poor units 
were found to have become indifferent. 



do. 

(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 
sho~lld ensure that the remaining task of survey of 115 districts is 
complrted expeditiously. For this purpose a time bound programme 
should he prepared 

The Committee strongly feel that a close watch is necessary on 
t h r  dTectiveness of the control measures in order to take timely 
step. tn strengthen the contrnl units quantitatively and qualitatively 
and removp difficulties in the supply of oil and ensure that the past 
failures are not rcprnted. Tt shonld be examined whether the pre- 
sc%nt s r rper~ isor .~  machinery in the Headquarters unit in the natio- 4 

nal Institute of Communicable Disease and 12 Filaria Bureau i p  the 
S t a t ~ s  in adequate for the task. 1 - 

The ('ommittee feel conctwwd to notr that to the extent the 
sun.ryc have bwn complrtcd, 136 n~illion people live in the ende- 
mir arms of  filariasis in the ccwntry--51 million in urban areas and 
85 million in rural arcas. 0vt.1. 12 million people harbour micro- 
filnriasc- in their blood and 8 million hnvt. signs and symptoms of the 
diccnse. The correct picturr. will ho\\.rwr vmerge on completion of 
S I I r w q "  

I S  I 131 do.  7 ' h ~  prescwt control measurcs arc mainly confined to the urban 
arms  al though thc Sccond Asseswnent Con~mittee (1971) opined. 

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



thrlt the problem of rural filariasis is of much greater magnitude than 
thouqht o f  previously. The Committee are not happy with the l o p  
sided approach of Government to the problem. The Committee 
strongly suggest that the problem of rural filariasis should receive 
serious attention and it should be examined to what extent the pro- 
gr:imme for the Fifth Plan could be reoriented so as to make a seri- 
ous t ~ e ~ l n n i n g  in the Rural areas. 

16 1.132 Hcalt h 

17 1.133 do. 

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

The Committee's attention has been drawn to the fact that pur- 
suant to the first Assessment Committee Report, the mass treatment 
of ppulatoin was given up. During the Fifth Plan i t  is proposed 
to establish 480 Filaria clinics in urban areas to treat filaria posi- 
tive cases. Considering the fact that over 12 million people ham 
b u r  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. 

I 8 1.1% Heahh Works an4 Housing The First Review Committee recommended that adequate dfs- 
posal of sewerage and sullage should be ensured to control tbe 
spread of the disease. The Ministry of Works and Housing have 



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 dl- 
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 
financinq 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 
law priority while they allocate funds available with them for 
various developmental proqrammes. Considering the magnitude of 
the Filaria Probkm and the past failures, the Committee suggest 
that the matter should be carefully considered with a view to ensure 
not only t!mt the implementation of the programme does not suffer 
out also to makc possible the taking up of an adequate programme 
In tht. rural arcas. 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 
iissessment Committee of Indian Council of Medical Research in 
1Ml and by the Second Assessment Committee in 1970, after nine 
yrars. The Committee suggest that in future the programme should 
ae cvaluatrd well before the conclusion of the Plan period so as to  






