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INTRODUCTION

1, the Chairman of Estimates Committee having been authorised by the
Committee to submit the Report on their behalf, present this Twenty-Second
Report on the Ministry of Health and Family Welfare—Central Government
Health Scheme.

2. The Committee took evidence of the representatives of the Ministry
of Health and Family Welfare on 10, 11, 16 and 18 December, 1981. The
Committee wish to express their thanks to the Officers of the Ministry for
placing before them the material and information which they desired in
%onnection with the examination of the subject and giving evidence before the

ommittee.

3. The Committee also wish to express their thanks to the represéntatives
of the following Organisations/Associations and individuals for giving
evidence and making valuable suggestions to the Committee : —

(i) Bharat Pensioners Samaj, New Delhi;
(ii) Common Cause (An Organisation for ventilating common. prob-
lems of the people), New Delhi;
(iii) Sce)il;iederation of Central Secretariat Service Associations, New
(iv) Central Secretariat Section Officers Association, New Delhi;
(v) Central Government Officers’ Association; Hyderabad Estate
" Residents, Bombay;
(vi) (lZ)e:]n}’ral Government Class IV Employees Association, New
1
(vii) All India Para-Medical Staff Association, New Delhi;
(viii) Dr. V. Ramalingaswamy, Director General Indian Council of
Medical Research, New Delhi;
(ix) All India CGHS Medical Officers Association, New Dethi.
(x) Shri Indradeep Sinha, M.P.; ‘
(xi) Shri Jyotirmoy Bosu, M.P.

4. The Committee also wish to express their thanks to all other institu-
tions, associations, bodies and individuals, who furnished memoranda on the
subject to the Committee.

5. The report was considered and adopted by the Committee cn 17
March, 1982.

6. For facility of reference the recommendations/observations of the
Committee have been printed in thick type in the body of the Report. A
summary of the recommendations/observations is appended to the Report
{Appendix II).

S. B. P. PATTABHI RAMA RAO,
~ Chairman,
Estimates Comniittee
NEw DeLHI
March 22, 1982

Chaitra 1, 1904 (Saka)
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CHAPTER 1 - .
INTRODUCTORY

1.1 The Central Government Health Scheme (OGHS), formerly known
" as Contributory Health Scheme was introduced in Delhi on the 1st July, 1954.
Prior to the introduction of the C.G.H.S., the Central Govt. servants and
Members of their families were entitled to free Medical aid under the Civil
Services (Medical Attendance) Rules. Under these rules, the Govt. Servants
had first to incur the expenditure and then claim reimbursement. This
system of reimbursement was a great hardship especially to the low-paid
Government Servants as it involved procedural delays in the settlement of
the claim. The CS(MA) Rules had also many limitations for the low-paid
Central Govt. Servants in regard to entitlement to domiciliary visits, specialists
consultation etc. The CGHS was introduced to rcmove the defects men-
tioned above and to provide more efficient and comprehensive medical care.
Partly to meet the higher cost of the extended Scheme and partly to inculcate
tle idea of partnership in the social security measure, Govt. Servants are
required to make a monthly contribution on a graded scale. The lowest
paid Government servants are entitled to enjoy the same medical benefits
as those at the highest levels. ’

1.2 C.G.H.S. which was initially meant for the Central Govt. Employees
was later extended to various other categories of people, such as members
of Parliament, ex-members of Parliament, Central Government pensioners
and their families.

Objectives .

1.3 The main objective of the CGHS is to provide comprehensive facili-
ties for medical care, treatment under different system of medicine and
family planning services through dispensaries, hospitals and domestic visits
as deemed necessary for the health care of the beneficiaries. Tt also aims
at doing away with the cumbersome and expensive system of medical
reimbursement. ~

1.4 In a"written reply the Ministry stated that “The objectives of the
Scheme have been achieved to a large extent.” During the 25 years since
its inception it has expanded horizontally as well as vertically. On the one
hand its coverage has been extended to 15 cities benefiting over 5% lakhs
fafilies. A wide range of facilities and services are provided under the
Scheme.

1.5 The Ministry has also stated that arrangements have been made at
selected functioning dispensaries in all cities to provide round-the-clock
services and medical aid in emergency. In this way the beneficiaries get
comprehensive medical care and treatment facilities. The beneficiaries can
alfsc])\;e\;a.jl. of facilities under Allopathy, Homoeopathy and the Indian Systems
0 icine.

1.6 In a number of memoranda submitted to the Committee, it has been
stated that the werking of CGHS dispensaries is very unsatisfactory. In a
memorandum it is .a‘li'eged that “CGHS is a monument of gross inefficiency,
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corruption, mismanagement, negligence, and it has failed to fulfil its
objectives.”

1.7 In their memorandum to the Committee Members of Parliament have
also made critical references to the various aspects of the working of CGHS
dispensaries.

1.8 Asked to comment upon the CGHS beneficiaries impressions about”
the working of the Scheme, the Ministry stated that “it is not correct to say
that CGHS is a monument of gross inefficiency, corruption, mismanagement,
negligence and it has failed to fulfil its objectives.” It is a fact that CGHS
has provided comprehensive facilities for medical care and treatment under
allopathic, Ayurvedic, Unani and homoeopathic and Siddha systems of medi-
cine. The range of facilities provided by it has widened and also it is now
operating in 15 cities benefiting about 5% lakh families.” The Ministry has
further stated that “Efforts are always made to improve its functioning. With
the rising population of OGHS beneficiaries and inadequate outlay of funds,
the objective may not have been achieved to the desired extent. It may
also be mentioned that there is a general wish that more and more CGHS
dispensaries should be opened and that the CGHS should be extended to
areas where it s not in operation at present.”

1.9 Secretary (Health) stated in evidence that besides providing compre-
hensive. facilities for medical care, treatment under different systems of
medicine, and family planning services, the CGHS has done away with the
cuimbersome and expensive system of medical reimbursement. Under the
old System (Civil Services Medical Attendance Rules) Government servants
had to incur expenditure and seek reimbursement. This was a real hardskip
for low-paid employees. Also, under the old system there was no arrange-
ment for domiciliary visits for low-paid employees. Health Secretary stated
that “we feel that by and large the objectives enunciated have to a large extent
been fulfilled. It is a continuous process of improvement and we intend
to improve wherever there are shortcomings.”

E3

1.10. Dealing with the criticism that the scheme has beca .very un-
satisfactory, the witness further stated in evidence :

“We feel that it is not an unsatisfactory system. This is proved
by the fact that thete are more and more demands for extend-
ing the system. There is a demand that Delhi State Govemn-
ment employees, Delhi  University employees, CSIR
employees, Defence Industry employees etc. should also be
covered by CGHS. ... ... We have also reccived requests
that the scheme should be extended to a number of other
cities also. If the scheme had been functioning very. unsatis-
factorily, these demands would not be there.”

1.11 The Committee enquired whether the Ministry had made any
assessment of the Scheme on the basis of which it could be said that the
objectives of the Scheme had been fulfilled. The Committee also enquired
whelher there was any feedback system introduced by the Department
or whether any survey had been made of the beneficiaries’ experiences
throvgh some independent organisation, Health Secretary stated :

“As regards evaluation or studies, I am given to understand that
one study was made in 1975 by the National Institute of
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Health and Family Welfare, which was earlier called the
National Institute of Health Administration, and Education.
A second enquiry was made in 1977 by the Department of
Personnel. One can only say there are possibly no clear
indicators by which one could base any clear-cut claim.”

1.12 The Committee find that the aforesaid studies in 1975 and 1977
were ‘made not to evaluate or assess the achievements of the CGHS with
reference to its objectives but only with a view to streamlining the proce-
dures and suggesting measures to minimise waiting time and remove other

irritants.

1.13 On the Committee’s taking note of the fact that there was no
system of monitoring or feedback under the Scheme apart from com-
plaints lodged by the beneficiaries, the witness stated that they bhad a
system of inspections and the working was reviewed in the Consultative

Committees.

1.14 During their on-the-spot visits to the Dispensaries, the Committee
had observed that in certain dispensaries, there were no Complaint books;
where complaint books were there, the complaints recorded therein had
not been investigated properly and prompt action was not taken on all
the complaints. Referring to their observation during on-the-spot visit,
when the Committee observed that the complacency shown by the repre-
sentatives of the Health Ministry gave the Committee an impression that
they did not appear to appreciate the problems facing the beneficiaries,
Hecalih Secretary replied that there was no intention to he compiacent.
He added :

“It is not that we are very happy; I may clarify that. We are
always in the process of imprcving. We want to have all
possible suggestions.”

1.15 In contrast to the statement made in evidence that by and
large objectives have been fulfilled to a large extent, the Ministry had
carlier in a written reply stated that “with the rising population of CGHS
beneficiaries and inadequate outlay of funds, the objectives may not have
been achieved to the desired extent.”

1.16 Clarifying the position, Health Secretary stated in evidence :

' “We do not mean to say that the objectives have been achicved
to a large extent. We do not mean to say that we ar¢ happy
with the functioning. In fact, a lot of improvements are
needed. In terms of medicines we require much more funds
for supply. We would like that the patients are not to go
away and all the medicines are available in the dispensary
and the medicines are of the right standard also and the
procecures which are there are cut to the minimum, that the
patient is received in a proper atmosphere and the doctors
and para-medical staff are polite........ I did not mean to
protect and say that we are happy with everything.”

1.17 Asked to state whether the Ministry could deny that lack of
cfficient management and effective control had also contributed to the
objectives not beiny achieved to the desired extent; the witness stated “I
thiitk there is considerable scope for improvement.”
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118 Central Government Health Scheme (CGHS) was started im
1954. Prior to the introduction of CGHS, the Central Goverrment servants
and their families were entitled to free medical aid under the Central Ser-
vices (Medical Attendance) Rules. Under those rules they had first to incar
expenditure and then claim reimbursement. The old system caused hard-
ship, especially to low-paid Government Servants. The main objective of
CGHS is to provide comprehensive facilities for medical care, treatment
-under different systems of medicine and family planning services and domestic
visits as deemed necessary for the health care of the beneficiaries. It has also
done away with the cumbersome system of medical reimbursement.

1:19 From a large number of memoranda received by the Committee it
appears that the beneficiaries of CGHS are not satisfied with the working of
the scheme. A general impression seems to prevail that there is inefficiency,
corruption, mismanagement and negligence in the working of the Scheme and
that the scheme has failed to fulfil its objectives.

1:20 On the question of fulfilment of the objectives of the Scheme, the
mind of the Ministry of Health also does not appear to be quite clear. It has
made conflicting statements at various places, At one place the Ministry
has stated that it is not correct to say that the Scheme has failed to fulfil its
objectives. In the same context the Ministry has made another statement
that ‘‘with the rising population of the CGHS beneficiaries and inadequate
outlay of funds, the objective may not have been achieved to the desired extent.”’
Similar ambivalence is evident in the statements of the Health Secretary made
before the Committee in evidence. Defending the working of the Scheme,
Health Secretary first stated that ‘‘we feel that by and large the objectives
enunciated have to a large extent been fulfilled.”” Subsequently when the
shortcomings of the Scheme were highlighted by the Committee, Health
Secretary admitted the shortcomings and stated ‘‘we do not mean to say that
the objectives have been achieved to a large extent.””> When asked whether the
Ministry could deny that lack of efficient management and effective control had
also contributed to the objectives not being achieved to the desired extent,
the Health Secretary stated that “‘I think there is considerable scope for im-
provement.’’

1-21 The Committee find that the Ministry has made no assessment or
evaluation of the Scheme with reference to its objectives. There is no in-
dependent feedback system through which it can know the experiences of the
beneficiaries. In this context Health Secretary admitted that ‘‘there are
possibly no clear indicators by which one could base any clear-cut claim”
(that the objectives of the Scheme had been fulfilled by and large).

1-22 After an in-depth study of the working of the CGHS in the light of
the memoranda received from CGHS beneficiaries and the material placed
before them by the Ministry and also after paying on-the-spot study visits to
various CGHS dispensaries in and outside Delhi, the Committee have come to
the conclusion that the werking of CGHS leaves much to be desired; it has
failed to provide facilities for medical care and treatment to the satisfaction
of the beneficiaries and so has not by and large achieved its objectives. (S. No.1)

1:23 The pleas advanced by the Ministry in support of the Scheme’s
popularity like the demands for extending it to non-Government employees and
to a number of other cities where it is not in force at present, are too specioas.
to carry conviction. The Ministry of Health would do well to shed the com-
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placence under which it appears to be labouring at present about the working
of the Scheme, and accept the bitter fact that CGHS has not come upto the
expectations of its beneficiaries. Unless - the Ministry sees the Scheme
through the eyes of its beneficiaries, it will not be able to get the true picture
and will lose one more opportunity to set things right. (S. No. 2) -

124 The Committee also recommend that working of the Scheme as a
whole should be evaluated at periodical intervals through an independent ins-
titution in the context of the objectives of the Scheme. Unless the Ministry
organises such an evaluation, it cannot know the shortcomings of the scheme and
will not be able to take corrective action in time. (S. No. 3)

1-25 There is a great lacuna in the Scheme. The Ministry has pot ins-
tituted any feedback system through which it can contemporaneously know the
failures and weaknesses of the Scheme and the beneficiaries’ impressions
on the working of the Scheme. Complaint registers do not serve this pur-
pose. The Committee would like the Ministry to evolve a proper feedback
system to invite reactions of a cross-section of beneficiaries from time to time
and take serious note of their views and problem. (S. No. 4)
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o~ CHAPTER TI

CGHS DISPENSARIES—GENERAL
A. C.G.H.S. Dispensaries

2.1 C.G.HS. Dispensaries provide medical attendance at dispensaries
as well as at the residence of patients. Of necessity, dispensaries have been
so located that patients do not find it a great distance to travel to and fro
the dispensaries. On an average a dispensary, has to cover an area of about
three kilometres radius. The Scheme covers the following cities at present :

. Delhi (inclusive of areas in Ghaziabad, Faridabad and Gurgaon).
. Bombay
. Allahabad
Mecrut
. Kanpur
Calcutta
. Nagpur
. Madras
. Hyderabad
10. Bangalore
11. Patna
12. Pune
13. Jaipur
14. Lucknow
15. Ahmedabad.
2.2 The various categories of dispensaries functioning under C.G.H.S.
are :
(a) Allopathic dispensaries which function during the normal work-
ing hours only.
(b) Allopathic “functioning” dispensaries which provide 24 hour
services. .
(¢) Homoeopathic & *ISM Units, which are normally attached to
the allopathic dispensaries for administrative purposes.
(d) A few independent homoeopathic & ISM dispensaries are also
in existence in Delhi & some of the cities.

2.3 Details of CGHS facilities available in the metropolitan citics of
Delhi, Bombay, Calcutta and Madras are as follows :—

Delhi Bombay Caluctta Madras

o R R RN N

1 2 3 4 5 6

1. No. of Allopathic Disp . . 75 22 12 16
2. Ayurvedic Disp. 5 — 1 —
3., Ayurvedic Units . 3 3 —_ 1
4. ,, Homeo. Disp 3 —_ 1 —_
S, . Homeo. Units 6 3 —_ 1

*Indian systems of Medicines.



1 2 3 4 5 6
6. Unani Disp 1 — — —
7. & Unani Units 1 — — —
8. ,,  Sidha Units — — — 1
9. Poly Clinics 2 1 1 —
10. ,, CGHS laboratoncs 23 15 3 2
1., CGHS Hospitals 4* — — —
12. Hospitalisation at other Govt.
Hospitals . . . 2 5 (Nil 15
Hospitals treated
like other
citizens)
13. Hespitalization at Private
Hospitals . . . . 5 8 — 3
Hospitals

T *Four C?HS Hospitals include 2 Police Hospitals, 1 Ayurvedic Hospital & 1 M aterrity
Hospital.

(i) Criteria for Setting up dispensaries

2.4 As per existing criteria a dispensary can be opened for a minimumn
of 2000 beneficiary families residing within a distance of about 3 kms. frcm
the proposed dispensary premises. For starting a Scheme in cities where
CGHS 1s not in operation, a minimum of three dispensaries are neccssary to
make it economically viable.

(ii) Workload Per Dispensary

2.5 It is seen from the material furnished by the Ministry that a work-
load of 2000—2500 families per dispensary is the desired scale prescribed
for the dispensaries. Where the workload exceeds 2500, opening of new
dispensary is considered.

2.6 The number of families (i.e. No. of Card Holders) registered with
the dispensaries in each of the 15 Cities during the year 1980-81, are glven
in Appendix 1.

2.7 The position of card holders attached to these dispensaries has.
been amalysed as follows :

Name of the City No. of No. of dis- No. of dis- No. of dis
Dispensaries pensarios pensaries pensaries
having upto having 2500 having more
2500 to 4000 than 4000
beneficiary  beneficiary  beneficiary
families families . families

4 5 6

2

. Ahmedabad .
. Bangalore

. Lucknow
Meerut .
Madras .
Bombay .
Pune

. Jaipur .
Nagpur
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. . . 68 35 24 9
10. Hyderabad . . . . 10 5 2 3
11. Allahabad- .. . . . 5 1 2 2
12. Calcutta . . . . 12 2 S 5
13. Patna . . . . . 5 2 3 —
14. Kanpur . . . . 8 3 5 —
15. Delhi . . . . . 72 16 28 28

Total . . . . 180 64 69 47

—

2.8 - It is seen from the table above that out of 72 dispensaries in Delhi,
the workload in 56 dispensaries was more than the prescribed scale of 2500
families in 1980-81: In 11 dispensaries it was more than twice tiie pres-
cribed workload, the maximum number was 13391 in Kingsway Camp dis-
pensary (Delhi). The position was no different in many of the dispensaries
in Banpalore, Madras, Bombay, Hyderabad, Allahabad and Calcutta. At

the same time there were a number of dispensaries which had much less
workload than the prescribed scale.

2.9 As many as 28 out of 72 dispensaries in Delhi and 19 dispensaries
outside Delhi had more than 4000 card-holders in 1980-81. Some of these
dispensaries in Delhi were Kingsway Camp Dispensary with a maximum
number of 13391 card-holders, G.K.G. (7847), Sadiq Nagar (7497),
Srinivaspuri (7045), Shahdara (6683), Kalkaji (6375), Devnagar (6097),
Netajinagar (5816), Kidwai Nagar (5667), Rajouri Garden (5659), Nangal
Raya (5219) and Janakpuri (5071) card-holders. Similarly, in Bombay,
dispensaries having more than 4000 card-holders include two dispensaries of
Santacruz (7430 card-holders) and Chembur (5566 card-holders).

2.10 It has been represented to the Committee that certain dispensaries
are catering to.a very vast area resulting in inconvenience to patients in
travelling a long distance and are overcrowded.

2.11 The Ministry has stated that the following factors are responsible
for overcrpwding in the dispensaries :

(i) the dispensaries work for 3% ho&rs in the morning and 2% hours
in the evening The office goers and the non-office-goers com-
pete for these times with the result that there is overcrowding.

(ii) Shortage of Medical Officers.

(iii) In some dispensaries, the number of beneficiaries is more than

30,000 the maximum envisaged by Staff Inspection Unit of
Ministry of Finance.

2.12 It has been stated by the Ministry that the following steps are
being taken :

1. Recruitment of Medical Officers is made on “monthly wage
basis” outside Delhi.

2. Opening of new dispensaries where the number of beneficiaries
are double or more than the usual prescribed scale of 2500
families per dispensary.

2.13  Asked to state whether the Ministry had any plan to bring down .
the workload per dispensary to the prescribed level or to bring about
equalisation of the workload, wherever it was possible, the Ministry _stated
Yhat in the Sixth Five Year Plan an amount of Rs. 1200 lakhs, has been



provided for opening of more dispensaries and augumentation of existing
staff in various city units. These measures are aimed at bringing down
coverage to additional beneficiaries as far as possible.

2.

14 On.the question of bringing down the workload per dispensary

to the prescribed level the representative of the Ministry of Health ex-
plained during evidence : .

2.

“There is a scale of strength sanctioned. But we must go by other
considerations viz. no beneficiary should have to go more than
2 Kms. Within that 3 Kms. if the number of beneficiaries goes
up, to that extent, we have to open more dispensaries. But then

there is the problem of space.” :
15 Health Secretary added that “It cannot be on mathematical basis.

It depends upon the density of the population.”

2.

16 The Committee pointed out that in certain dispensaries there was

much over-crowding which resulted in inefficiency and wastage of time of
beneficiaries. - The Committee asked whether it would not be desirable to

relieve congestion by opening more dispensaries

particularly in localities

where lower-paid staff lived, Health Secretary stated in evidence :

“The observation made is very well taken. We cannot merely go
by the distance formula of 3 Km, where the density of low-paid em-
ployees is high. We cannot merely add doctors and think thal tlie
problem, will be solved. We should always try to split up and have
more dispensaries. An effort is being made in this direction, but we
need to make a more positive and imaginative approach to it and
take care of such needs.” '

(iii) Allocation of Doctor along Dispensaries

2.17 From the information furnished by the Ministry for the year
1980-81, it is seen that average number of patients per doctor per day
ranges as follows : >

Doctor-patient ratio

Range of patients* per
. doctor
Bangalore .
Lucknow . . . . . 2136
Meerut . . 37—100
Madras . 41—80
~ Bombay . 3385
Pune . 12—65
ur . S
H;gmbad 37—99
Allahabad . 5-23
Calcutta 13—81
Patna 4458
Kanpur 5—59
Delhi 39—146

*At the time of factual verification (March, 1982) the Ministry has corrected the

figures

as follows :—

Lucknow (17-37), Meerut (44-83), Madras (36-97), Bombay (33-104),
Jaipur (57-107), Nagpur (71-149), Allahabad (53-79), Calcutta (11-78),
Patna (40-59), Kanpur (21-52) and Delhi (20-157).
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2.18 This table shows that there is no uniformity in the scale of doo-
tors sanctioned for the various dispensaries. Doctors-patient ratio in almost
all the cities varies sharply from dispensary to dispensary. It fluctuates
from 1:12 to 1:25 in Ahmedabad, 1:48 to 1:59 in Nagpur, 1:12
to 1:65 in Pune, 1:33 to 1:85 in Bombay and 1:39 to 1:146 in
Delhi. In certain dispensaries of Allahabad, Kanpur, Lucknow, Ahmeda-
bad, Pune, Calcutta, average number of patients per doctor comes to less
than 21, the least being 5 patients per day per doctor in Allahabad and
Kanpur.

2.19 The Ministry informed the Committee that no norm in regard to
doctor-patient ratio had been laid down for general guidance. The Staff
Inspection unit (SIU) of the Ministry of Finance had suggested in its 1977
report that a doctor should on an average give a time of four minutes per
patient in the CGHS dispensaries. Based on the assumption, the norm for
the strength of doctors was linked to the number of beneficaries attachcd
to the dispensaries. Thus number. of doctors required for a dispensary are
sanctioned according to the SIU norms. Sometime Staff have to be diverted
at short notice from one dispensary to another in public interest like sudden
absence, heavy rush etc. for a short duration. Besides recruitment of Medi-
cal Officers’ and opening of dispensaries, a proposal to introduce the 12
hour continuous working of CGHS Dispensaries is under consideration.

2.20 As regards the ideal size of a dispensary, the Ministry added that
“There cannot be any ideal size of a dispensary which can be prescribed.
The number of cards attached to a dispepsary varies according to the den-
sity of population of beneficiaries, the morbidity rate in different socio-eco-
nomic groups affective daily average attendance. However, a dispemsary
normally caters for 2000—2500 card holders.”

2.21 The following suggestions have been made to the Committee that
for proper doctor-patient relationship ont family doctor lines,

(1) not more than 1500 families should be attached to cach dis-
pensary, and

(2) There should be not more than 75 patients per doctor per
working session. .

2.22 As regards the second suggestion, the representative of the
Health Ministry informed the Committee in evidence that, excluding leave
reserves, the average medical attendance in Delhi came to 68—78 per
medical officer. Ile added that the norm in Delhi was, therefore, akcady
the same as suggested above.

2.23 In a written reply sent before the evidence, the Ministry of
Health bad informed the Committee that in terms of the norm of
4 minutes per patient as recommended by Staff Inspection Unit, a medical
officer can see 90 patients per day. However 20% of the time has to be
given for work not connected with the examination of the patient. “As
such 75 patients per day per doctor seems to be ideal. It would, how-

ever, be difficult to implement this recommendation due to financial and
other constraints.”



11

2.24 As regards doctor-patient ratio in Ahmedabad and other cities,

‘Health Secretary stated in evidence that :

“Enough number of patients in Ahmedabad are not available since
P&T which was to participate has not participated and on
that basis the dispensaries have been set up........ So, the
doctor-patient ratio varied there, compared to other cities.
There are many reasons for variations in the ratio in other
cities.

The dispensarics are opened on the basis of norms sugges-
ted by the Staff Inspection Unit, which carries out a study
of the work-load and sets the norms. Deoctors are sanctioned
on the basis of these norms.” o

2.25 The witness added :—

“The number of dispensaries where the ratio is over 1:100 are
few; and efforts are constantly afoor to bifurcatc such dispen-
saries. It is a continuous process. In some dispensuries,
the ratio is very low, because the morbidity pattern in high-
income groups is comparatively low. This is so, €.g. in the
Telegraph Lanc dispensary in Delhi.”

2.26 Askcd whether the Ministry had arrived at any optimum ratios
in tespect of (i) Doctor-card holder ratio (ii) Doctor-beneficiaries ratio.
the Secretary, Ministry of Health, stated that—

“The Ministry has not laid down any norms with regard to the
doctor-patient ratio. Such norms are laid down with regard
to doctor-beneficiary ratio, because we cannot anticipatc how
many patients will come to the dispensary. But it is accord-
ing tc the card-holders.

Again, the Ministry is also sanctioning new dispensarics
and strengthening the cxisting dispensaries on the basis ot
norms. Similarly, there are some cases of under-utilisatien.
There are many factors relevant to it.

-Agnin, the -dispensary at Kasturba Nagar (New Delhi) .with
.a doctor-patient ratio of 1:123 ~has ‘since been bifurcated.”

2.27 The witness clarified that norms were there but these were -not
linked "to the number of patients, but to that of benéficiaries.

228 The Committee -pointed out that seeing .the uneven doctor -patieat
ratios; i -dispensaries, it appeared that the norms of doctor-beneficiaries ratios
had not .worked well.

'2.29 Tracing the evolution of norms, the representative of the Hedlth
Ministry stated that the first study of CGHS was done by SIU in 1971.
On- that ‘basis nerms ‘were issued in 1972. They were -refated to the
strength of patients attending the dispensary. This question was -dis-
cussed in the Joint Consultative Machinery meeting. After that the SfU
carried out another study in 1977. They went into this issue -at sbmc
length -whether they should relate it to patients er whether they should
relate -it to the beneficiaries.

2.30 The representative told the Committee in evidence that on the
question whether the norms should be related to the number of -benefi-

2—1306LSS/81
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uaries, the SIU said “it has been suggested that the staffing norms may
be linked to the average daily attendance during peak hours. It was
further considered that the pressure would be reduced with the liberali-
sation of the existing norms.” Thus, the 1971 norms werc liberalised in
1977.”

2.31 The witness added :

“These are the norms that we adopted, which other similar organi-

sations also adopt, for sanction of staff for new dispensaries
or for cxtcnsion of dispensary........ But this is one thing
on ihc basis of which the staff is sanctioned and the sanc-
tioned strength is duly available to the Director CGHS and
the Chief Medical Officer and they have to allot a certain
number of people with a leave reserve quota among the dis-
pensaries. These are the norms within the framework of
which the Director and CMOs have operational flexibility.
But at any point of time, if the total number of beneficiaries
at a particular time increases beyond a point, we examine the
position again.
If the SIU goes into the norm again and it finds that the
norms have to be changed, it is welcome to do so. But in
operational terms these are non-plan items. Government
functioning is not in water-tight compartments. This will
result in a substantial increase of non-plan expenditure, and
therc is a ban on increase of non-plan posts.”

2.32 Agreeing with the Committee on the need to review the norms,
the Secretary, Ministry of Health stated that “the norms were last
-reviewed in 1977. 1t is time, I think, that they are reviewed again.”

2-33 The workload of 2000-2500 families is the desired scale prescribed

by the Ministry for a dispensary. But in a large number of dispensaries the
workload is much in excess of the prescribed scale. 56 out of 72 dispensaries
in Delhi and 60 out of the 108 dispensaries elsewhere had more than the pres-
cribed workload in 1980-81. In 46 dispensaries in Delhi, Bangalore, Madras,
Bombay, Hyderabad, Allahabad and Calcutta workload was more than 4000
families per dispensary, the maximum number being 13391 families in Kings-
way Camp dispensary (Delhi). while the workload is so high in many dis-
pensaries. there are a number of dispensaries where it is much le._ than the

prescribed "scale.

%3234 The Committee also find that there is no uniformity in the scale of
doctors sanctioned for the various dispensaries. The doctor-patient ratio in
almost all the cities varies sharply from dispensary to dispensary. While in
certain dispensaries a doctor examines only 5* patients a day, in a pumber of
other dispensaries he has to attead to 100-159 patients a day. The maximum
number that a doctor can examine is 90 according to SIU norms and tne ideal
according to the Ministry as well as others is 75 per day per doctor. )

@ 2-35 The Ministry has stated that in the Sixth Five Year Plan an amoun t

Tof Rs. 1200 lakhs has been provided for opeaing of more dispensaries an d
augmentation of existing staff with a view to bringing down workload in dis-
pensaries and extending its coverage to additional beneficiaries as far as possible.

236 With such a widespread overcrowding in dispensaries and overload-

ing of doctors, the reasons for the CGHS beneficiaries’ dissatisfaction with

. *Atthe time of factual verification, the Ministry has corrected the figure
'S to 11",
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‘the working of the scheme are not far to seek. What is regrettable is that while
the quality of service could be improved to a considerable extent within exist-
ing resources by a mere imaginative and rational distribution of workload and
deployment of doctors, little is known to have been done by the Ministry to
rectify the situation.

2-37 The Committee would like the Ministry to review the workload
region-wise in each city (not merely dispensary-wise) and see if the workload
can be re-distributed among neighbouring dispensaries evenly without causing
- inconvenience to card hoiders. The outcome of the review may be communi-
cated to the Committee. (Sl. No. 5)

2-38 Inview of resource constraint it may not be possible to bring down
the workload norm per dispensary from 2000-2500 families as at present, to
1500 as suggested by a non-offcial organisation. But there is no reason why the
norm determined by the Ministry in its own wisdom should not be observed in
actual practice. If service of reasonably satisfactory quality has to be pro-
vided, it is necessary that the workload in the disyensaries should not be
allowed to go too much beyond the prescribed norm. This is more so in the case
of dispensaries in areas where there is concentration of lower paid staff be-
cause of higher morbidity rate among them. The Committee recommend
that, in the first phase, the workload in dispensaries with more than 4000
families should be brought down to the desirable level by opening more dis-
pensaries and re-adjusting the workload. The Committee would like the
Ministry to draw up a concrete programme, city-wise, to achieve this end and
inform the committee. (S. No. 6)

2:39 The Committee are told that in determining the strength of doctors
for dispensaries has been following a norm of doctor-beneficiary ratio and not
doctor-patient ratio in pursnance of the recommendations of Staff Inspection
Unit of the Ministry of Finance. The Committee do not consider this to be
a scientific method of fixing staff norm. The present norm has created an
absurd situation in which doctors in some dispensaries with doctor-patient
ratio of 1:5 sit almost idle throughout the day, while in other dispensaries with
doctor-patient ratio of 1:100-159, they have too much work to be able to see
patients carefully. This norm militates partlcularly against the lower-paid
employees among whom the morbidity rate is hlgher and in whose localities
‘dispensary doctors' are fewer. Strength of doctors in each dispensary should
be related to the average number of patients visiting the dispepsary and it
should be reviewed periodically in the light of variation in attendance over a

period. (S. No. 7)

2-40 The Committee tind that in Delhi, the present strength of doctors is
adequate to provide one doctor for 75 patients a day which, according to the
Mimstry, is an ideal workload for a doctor to be able to provide reasonably
‘good service. But in actual practice the work-load per doctor goes upto 100-
146 patients per day in many dispensaries. This is utterly irrational. The
Committee would urge the Ministry to rationalise the workload of doctors in
dispensaries not only in Delhi but also elsewhere keeping in view the average
atteudance in each dispensary so as to ensure that, as far as possible, no doctor
remains under-utilised or over-burdened. The Committee would expect this
rationalisation to be dcae without delay. (S. No. 8)

2-31 Even if the Ministry of Health is not in a position immediately to
formally revise the norms as suggested above without prior consultation with
SIU, it should in the Committee’s opinion, not at all be difficult for the Ministry
10 ratmnahse the posting of doctors in the dispensaries within the overall
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strength of doctors in a city. The rationalisation within the overall strength
should not be postponed on the plea of prior consultation with SIU which nmy
be to revise morms but not for postings dispensary- -wise. The
operational flexibility within overall framework is already there with CGHS
management as admitted by Health Secretary. Under-utilisation of pro-
fessionally qualified manpower of such a Ingh order as § patlents per doctor
per-day or even.a few more at certain places in CGHS which is already short of
staff of this category is a culpable waste of medical personnel and funds.
It should stop. (S. No. 9)

2-41A Fifteen cities are at present covered under the Central Govern-
ment Health Scheme. The Ministry, it appears, has no proposal to extend
Central Government Health Scheme to more cities during the Sixth Five Year
Plan. Its aim is stated to be to consolidate the existing service before ex-
tending it further. Taking note of the Ministry’s approach in this regard,
the Committee would like to point out that Port Blair stands on a special Toot-
ing for the reason that it being a Union Territory, there is a large concen-
tration of Central Government employees there with the medical facilifies
‘not quite adequate to cope with the demand. They feel that the case of Part
Blair deserves to be considered sympathetically and Central Government
Health Scheme extended there at the earliest. (S. No 9-A)

B. CGHS Dispensary in Ghaziabad/Gurgaon

2.42 CGHS bencficiaries attached to Ghaziabad dispensary have
brought to the notice of the Committee the following difficulty :—

“The dispensary is situated in Kamla Nehru Na which is at a
distance of more than 4 kms from Ra] agar, Nehru Nagar
and Lohia Nagar, Patients have ?en Rs. 10/-
‘Rs. 12/- to and fro for going to the is y
from Raj Nagar and Lohia Nagar. In the event of emer--
-gency, patients have to be taken to the authorised hos] l
which is ‘pearly 10 kndalss;\;:y Hen&;chlrt would be in
interest if the present ary is cated into two A
Jbranch dispensary may be opened in Sector .1 or 2 of ‘Raj
Nagar ahich ‘would cater to.the needs of not only Raj .Na;ar
.but also .of Lohia Nagar, Nehru Nagar and some reas ,
Kavi Nagar. The .staff .of the present dispensary cin ;be
hﬂvcdandushalistaﬂcmbe posted mthe new dlspen-
sary.”

2.43 In this regard, Health Secretary stated in his evidence :

R This dispensary in Ghaziabad was opened in ngm
fer, 1979. It was opened at.a point where there was

largest .concentration - of Govt. employecs. But Govcmmnt
engployees are also spread over.a large area there.

So it is a fact that some of the areas where Gwern'mént
employees are iiving in Ghazidbad canmot ‘be covered. $o,
our norm of Government servants within three kilometers: is
not fulfilled.

There is a proposal before us that another dispensary shold
basetupﬂwughlwwklhketomenﬂonbefm&sﬂomnnt—

] toc that ‘even in the existing dispemsary ¢he doctorpatient
‘ptio is wwery Heied, ie. 1:2Q
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On the whole our present dispensary is catering to all the

1,259 card-holders only, but still there is a practical difficulty.
The colonies are spread over and some people have to travel
over a long distance. So, we are already examining the pro-

CGHS5 Dispensary at Gurgaon
2.44 The beneficiaries of CGHS at Gurgaon have brought to the, notice
of the Committee the following difficulties :— .
(i) Working Hours & Emergency Provision

“The dispensary functions from . . . . . 7-30am.to 1-30p.m.

or from 1-:30 p.m. to
7 -30 pm. on the f"ollow-

ing days
‘Monday, Wenesday & Friday . . . . . . 1-30 p.m. to 7-30 p.m.
“Tuesday, Thursday & Saturday . . . . . . 7-30'am. to 1-30 pm

(i)

(iii)

(iv)

)

Outside . the dispensary hours, there is no emergency provi-
sion. Even doctors are not local residents; they come from
Delhi. After dispensary timings, emgrgency cases are at the
mercy of private doctors.
Location of Dispensary

The location of the dispensary at Sector IV Pase II, Urban
Estate is not at a convenient place.... Majority of the
employees i.e. about 92% are hiving in city areas which are
‘away from the Urban Estate at a distance-of 3-4 Kms. It
costs Rs. 5-6 from city to other sectors to and fro the dispen-
sary to get medicines. This is the main reason that in spite
of a huge strength of eligible Government employees living
in Gurgaon, only about 1425 employees have chosen. to avail
of this facility, and of them more than 50% do not go to the
dispensary at all due to distance.

Amenities in the Dispensary
There is no provision for cold drinking water during summer

and no easily approachable bathroom, no fan in the verandah
where the patients wait. The small verandah is insufficient,
and does not provide any safety from sun and rain.

Telephone facility in the Dispensary

There is no telephone facility to call the doctor for domicis
liary visits. The doctor has to be personally approached.

Gynaecological treatment

There is no special arrangement for Gynaecological treatment
in the dispensary. There is one lady doctor from whom the
patient can get routine advice but for delivery purposes they
have either to go to the local civil hospital or to other hospitals
in Delhi which is very inconvenient. o

Further if the patients have gone to any of the Government
hospitals for Gynaecological or other ailments, the prescrip-
tions are seldom honoured.

e

2.45 Giving their reactions to the above difficulties, the Ministry

stated :
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Working norms and Emergency provisions

0)

“The number of card-holders registered at présent at the
CGHS Dispensary, Gurgaon, as on 28th December, 1981 is
1670. The arrangements for functioning of dispensary in
the morning shift and in the evening shift only on alternate
days were made in pursuance of the specific request of the
beneficiaries. Adequate number of doctors and other staff
to run this dispensary on functioning basis, round the clock,
has already been sanctioned for CGHS, Gurgaon. It has,
however, not been possible to fill up all the posts of medical
officers, as generally not many doctors are prepared to go
out of Delhi and work at Gurgaon. As soon as more
doctors join their duty at Gurgaon, the dispensary will start
functioning round the clock.

Location of Dispensaries
(ii) It is not correct to say that more than 50% of the card-

holders do not avail of the services of the CGHS dispensary,
Gurgaon, due to the distance barrier. Although the number
of card-holders is only 1670, yet the daily attendance at the
dispensary is sufficiently high and compares favourably with
the attendance pattern of CGHS dispensaries in Delhi, as is

evident from the figures of attendance of six days of Decem-
ber, 1981 below :

14-12-1981 . . . . . . . . . 211
15-12-1981 . . . . . . . . . 135
16-12-1981 . . . . . . . . . 179
17-12-198¢ . . . . . . . . . 148
18-12-1981 . . . . . . . . . 184
19-12-1981 . . . . . . . Lo 134

With the introduction of CGHS at Gurgaon most of the
areas within the territorial limits of the city have been covered
under CGHS. Efforts were made to locate accommodation in
the area which has the largest concentration of the Central
Government employees. The accommodation could be made
available only in Urban Estate, Sector IV of Gurgaon, and as
such, the dispensary was opened there. All the Heads of the
Deglartments were then asked to register the names of their
employees living in the area covered by CGHS, .Gu%m,
with the dis‘g:t%saxy and prepare their identity cards. HS
authorities do not have any census of the total number of
Central Government employees living in Gurgaon.

Efforts are, however, being made to find out some alter-
native accommodation so that the dispensary could be located
at a place which would be more convenient to. a larger number
of antral Government Employees.

‘Amentities in CGHS Dispensary at Gurgaon
(ili) Arrangements for cold drinking water and fan are already

existing. It will, however, be ensured that thers is no incon-
venience to the beneficiaries during the coming summer
season. The bath room is already provided, according to the



17

lay out plan of the building. Most of the problem and in-
convenience may be due to smaller space. Efforts are, how-
ever, being made to find out alternative accommodation where
it would be possible to provide better facilities. e

Telephone Facility in the Dispensary

(1v) Telephone was sanctioned and advance money was d ited
with P & T Departments in the first week of May, 1981. It
has not vet so far been installed and the matter is being
actively processed with that Department to get the telephone
line on priority basis.

Gynaecological Treatment

(v) The (acilities for delivery cases are not provided in any of the
OGHS dispensaries of Delhi and elsewhere. Such cases are
to be handled in a hospital or Maternity Centre only. The
matter was taken up with the Government of Haryana to
allow recognition of the Government Hospital, Gurgaon, for
providing services to the CGHS beneficiaries. But, in spite
of repeated requests, the response from that Government has
not been encouraging. The matter is further being pursued
with the State Government.

It ma é however, be added that the lady doctor posted
at the CGHS dispensary at Gurgaon is a qualified Gynaeco-
logist with a Postgraduate degree of M.D. in Gynaecology.
She provides consultation and treatment in the case of -

ecological diseases. But, it is not permissible under
CGHS rules to issue medicines on the basis of perscriptions
given by other hospitals which have not been recognised under
CGHS. Innoculation/immunisations . and family welfare
services form part of a separate component of the dis
sary coming under the Department of Family Welfare. - These

- services will be intreduced after the posts of Lady Health
Visitor, etc. are created for this dispensary.

246 The Ministry has admitted that dispensaries in Ghaziabad and
Gurgaon are not located at central places with the result that CGHS benefi-
ciaries have to travel long distances to reach there. The Committee take
note that the Ministry is already considcring a proposal to set up another dis-
pensary in Ghaziabad to cater for the CGHS beneficiaries who are living for
away from the present dispensary there. As regards the dispensary in Gur-
gaon, the Ministry is already making search for alternative accommodation
in the area where there is large concentraticn of Central Government em-
ployees. The Committee hope that the Ministry’s efforts in both these cities
will bear fruit soon. (S. No. 10.)

2-47 1t has been brought to the Committee’s notice that though a large
number of Central Goyernment employees are living in Gurgaon, only a small
part of them have chosea to avail of the CGHS services there because of the
location of dispensary at an inconvenient place. CGHS authorities do not
have any census of the total strength of Central Government employees living
in Gurgaon and have, therefore, not offered any comments on the aforesaid
statement. It will be worthwhile to take a census of Central Government



18

employees living injGurgaon-and other' peripheral: cities aroundithe capital to
find- out the real position. The census will enable the Ministry te take stock
of CGHS facilities in these cities. (S. No. 11)

2-48 . The Committee note that the Ministry has already decided-to run
the Gurgaon dispensary on functioning. basis as-soon:as adequate deetors
become available, the dispensary will start functioning round the clock. With
this, the Committee hope, the present difficulties of CGHS beneficiaries in
Gurgaon in getting medical aid outside the dispensary hours will be solved to
their-satisfaction. (S. No. 12)

249 The CGHS beneficiaries in Gurgaon have complained of lack of
ordinary amenities like drinking water, fans, shelter, etc. in the Gurgaon dis-
pensary. But, according to the Ministry, all these amenities have already been
provided there. May be, these amenities are not in- proper working: order.
The Committee would like the Ministry to look into the matter and do the
needful. (S. No. 13)

2-50 The Committee also hepe that a telephone would. soon be installed
in- the Gurgaon dispensary for the benefit of CGHS beneficiaries. (S. No.
14)

2-51 The arrangements for dealing with gynaecological problems of
CGHS beneficiaries at Gurgaon are reported to be inadequate. The attempts
made by CGHS autherities to persaade’ Government of: Haryana to allow
recognition of Government Hospital, Gurgaon, for providing services to
CGHS: beneficiaries have not so.far  borne fruit. The Committee suggests
that:the Ministry should take up the question with the Govermment of Har-
yana:at kigher: level so as to provide all kinds of medical facilities for CGHS
bemeficiaries in Gurgaon city itself. (S. No. 15)

2-52 1In this context the Committee would like to impress upon the Minis-
try. that unless proper 'medical facilities are made available to the Central
Government cmployees living in peripheral cities of Delhi, the employees would
have no other alternative but to go to the already congested hospitals in the
capital. This course would not only be inconvenient and expensive to the
employees but also cast additional burden on the already ' ver-burdened hos-
pitals of the capital. This would also run counter to the Government’s own
policy not to encourage movement of people from suburban and paripheral
areas to cities. from this angle alse, provision of adequate medical facilities
in Gurgaon, Ghaziabad and other peripheral towns is absonlutely essemtial

S. Ne. 16)

C. System of Inspection of CGHS/Dispensaries

2.53 The following is the procedure laid down by the Ministry for
carrying out inspections of dispensaries by CGHS Officers.

2.54 Delhi has been divided into three zones for administrative con-
venience. Each zone is headed by an Assistant Director Genzeral supported
by Deputy Asstt. Director. These officers perform surprise inspections of
each dispensary according to a roster so that each zone makes inspection on
two days a week. subject to availability of transport. It is also proposed
that these officers shall carry out detailed scheduled inspection of every
dispensary at least twice a year. In other cities, the Deputy Director (in
the case of Bombay) and Chief Medical Officers (in the case of other
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cities) make surprise inspections as frequently as possible. Apart from this,
Director (CGHS) who is the head of the Department, and sometimes even
“the Director General of Health Services makes surprise inspections of Dis-
pensaries in Delhi as well'as in other cities, when they happen to visit those
cities.

- 2.55 From the information furnished by the Ministry it is seen- that
-during 1980-81, Director, CGHS, did not visit any dispensary in 9 out of
15 cities where CGHS is in operation.

2.56 In Delhi, senior officers of CGHS Directorate (other than Director)
paid- 239 surprise inspections in 1980-81. But, according to the Ministry,
the systom- of detailed scheduled inspection of every dispensary at least
twice a year “has not yet been put to practice due to non-availability of
transport.”  The Committee find that a formal order to carry out schieduled
inspections in each dispensary at least twice a year was issued by the
'l?,'uz'geatbr, CGHS, toall' the officers concerned of the Directorate in March,
1981.

2.57 The MHnistry also informed that copies of reports of surprise and
‘Scheduled  Inspections are always submitted to the next higher officers,
though there are no specific instructions in this regard.

Inspections of Dispensaries

2.58 During evidence the Committee enquired whether the Ministry, is
satisfied that during 1980-81 each zone in Delhi did make surprise inspec-
tion on two days a week, as required under the procedure and whether it
did make a detailed inspection of every dispensary twice a year and the
reasons therefor.

Secretary, Ministry of Health, stated that—

“As regards inspections there are instructions. I noticed that as
early as on 26th March, 1981, I mean much earlier than this Commit-
tee took up this work, there were instructions. All these instructions
specifically provide that at least twice a year each dispensary should be
inspected by the Assistant Director-General or the Deputy Director
General. In addition, I am also told that it was settled that twice a
week there should be surprise inspections also. During 1980-81 there
were as many as 239 inspections for the whole year for Delhi alone.
There are 73 dispensaries in Delhi. Basically, they are less than the
norms. I would admit it straightaway. These 239 inspections in
Delhi alone were carried out by Zonal Officers and 25 inspections were
carried out by Director, CGHS, in Delhi. The inspection reports have
also been coming. I would say that we in the Ministry are not satis-
fied that sufficient inspections were made.”

2.59 The Committee pointed out that during their on the spot visits to
some of the dispensaries in Delhi and in other cities they had not come
across any inspection notes left by the inspecting officers nor any record of
follow-up action taken with reference to the inspections.

2.60 TI.: reply to questions regarding inspections made by him, the
Director General, Health Services, under whose supervision and control the
CGHS Directorate works, informed the Committee that “the Director
General visits the dispensaries as and when there is a complaint. Normally,
the Director. CGHS, visits”. He added that he visited dispensaries off and
on—once a month or once in two months. Asked whether he kept any
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record of his visits, Director General stated that, “... ... I do not keep an
record when I visited.” P any

2.61 In a post evidence reply the Ministry stated :

“....Director General is not supposed to carry out the inspection:
of all the CGHS dispensaries as a normal function of his duties.
B‘esu:.l&s, this, it is not at all possible for him to visit all the CGHS orga-
nisations and likewise other 70 subordinate offices functioning under
him in various parts of the country. His visits to an organisation or
dispensary would thus be occasional or particularly whenever there is
any complaint about the functioning of such organisation and require
looking into at the highest level. He did not, therefore, maintain any
record of inspection of CGHS dispensaries, nor was it necessary. As
regards the follow up action taken on the observations which he might
have made at the time of inspection, it may be stated that it is not
possible to give any information in this regand as no inspection reports
were maintained by Director General.”

2.62 In a note sybmitted after the evidence (January 1982) the Minis-
try admitted that as stated in the official evidence “the mumber of inspec- .

tions of CGHS dispensaries by various officers have not been commensurate
with the requirements.”

2.63 The number of the surprise inspections carried out during the last
threé years in Delhi is as under :

1. 1978-79 249
2. 1979-80 220
3. 1980-81 239

2.64 The Ministry added that “the prescribed schedule of inspections
couk] not be followed due to inadequate number of vehicles. Efforts are
being made to remove this bottleneck.

2.65 .1t has been stated by the Ministry that a complaint book is kept
in each dispensary. The patients- can record their complaints/difficulties,
' if any, experienced by them and give concrete suggestions for the improve-

ment in working of the dispensaries. Complaints are atterded to by the
Medical Officer Incharge who refers to the higher authorities those comp-
laints which he cannot resolve at his level.

2.66 Complaints are also received directly by the Zonal Offices in
Delhi/Headquarters Office in Delhi/Office of the Deputy Director, CGHS
in Bombay/offices of the Chief Medical Officers in various cities and are
attended to by them. The Ministry of Health and Family Welfare and Dte.
General of Health Services (CGHS Wing) also receive complaints directly.
All Complaints are examined thoroughly and investigated and necessary
action taken. Action taken is also intimated to the complainant(s).

2.67 The Study Group of the Committee had, however. found during
their local visits that either the Complaint Register was kept locked in
almirah and was not easily available to the beneficiaries; or there were no
complaints recorded in the Registers during the last two-three years. At
certain Dispensaries complaint Registers were not even available. Where
the Complaints were recorded, the complaints had not been investigated
fully nor necessary action was taken in all cases.
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2.68 It has been brought to the mnotice of the Committee that the im-
mediate reaction to complaints is not healthy and constructive and the staff
tend to be aggressively defensive. Follow-up is lacking and complainants
are not usually informed of action taken. The Committee enquired whether
the Ministry could say after proper verification that Complaints Book is
kept at open accessible place in each Dispensary with suitable notice to
invite patients attention and that all complaints are examined thoroughly at
appropriate level and necessary action taken is communicated to the
complainants ? :

2.69 From the material furnished to the Committee it was seen that
information regarding complaints is either not kept or has not been received
by the Ministry from -certain cities viz. Meerut and Hyderabad. In regard
to Bangalore out of 15 complaints received, only 4 were investigated in
1978-79; in Patna of 68 complaints received, only 23 were invcstigated in
1978-79; in 1979-80 none of the 27 complaints received in Palna was
mvestl,,ated Same was the case in Allahabad where 20 complaints were
received in 1979-80 and none was investigated. In Bangalore out of 20
complaints received in 1979-80, only 4 were investigated. The Committee
found that the picture in 1980-81 was no different. In view of these
statistics furnished by the Ministry themselves, the Committee enquired as
to what was the basis on which the Ministry had stated that all complamts
were examined thoroughly and necessary action taken.

2.70 In reply the Ministry -stated that “the Director, CGHS has even
recently reiterated instructions to all the Medical Officers incharge that
complaint Books should be retained in each dispensary and a notice to the
effect that such a book is available with the Medical Officer should be dis-

played prominently. The system of investigation of complaints and their
remedy is being tightened up.”

2.71 The committee enquired as to why the Supervisory officers of
CGHS had not ensured during their inspection visits that Complaint Registers.
were kept at prominent place in dispensary with suitable notice board and
why action taken on Complaints was not commumcated to the complamants

2.72 Health Secretary stated :—

“It is conceded straightaway that the complaint registers have not
been maintained by some of the Medical Officers in charge of
the CGHS dispensaries. The Director (CGHS) has now issued
detailed instructions broadly cover five items.

First is that complaint book should be available with the Medical
Officer (in charge) and notice to this effect should be promi-
nently displayed at a suitable place.

At the dispensary there should be boards, clearly showing the place
where services are provided—dressing room, injection room,
medicine counter etc.

The Director CGHS has also directed the Inspecting Officers to
. watch the compliance of these directions.

The su.'upervisory officers of the zones have also been asked to watch
for any non-compliance during their inspections.

Action taken on the complaint will be recorded in the Complaint
Register itself so that it can be persued by the complainant if
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he so likes to know that what action has been taken on his
.complaint.” ’

’

D. Area welfare officers, their functions and responsibilities.

2.73 The functions and respensibilities of Area Welfare Officers with
reference to CGHS are as under : —

(i) To function as coordinating officer between the CGHS Dis-
pensary and its beneficiaries regarding complaints from either

.

side.

(ii) To attend to all emergency hospital work like help in expedi-
tious. hospitalisation of serious cases, attending to complaints
regarding hospital care etc.

iii) To serve on the CGHS Area Advisory Committee for consider-
ing suggestions for improvement of service and facilities.

2.74 The Committee have been informed by some CGHS beneficiaries-
that- they are not aware of the existence of such an institution in their areas:
It has been brought to the Committee’s notice that the approaches made
by Area Welfare Officers to secure admission of serious cases in recognised.
Thospitals or in similar other matters are not heeded by hospital' authorities.
‘Even the medical Officers-incharge of: certain CGHS dispensaries have net

shown any consileration to the suggestions made by the Area Welfare
Officers:.

2.75 The Ministry stated that name, designation, residential address,
and telephone numbers of Area Weélfare Officers are displayed” at every
. dispensary. Ihstructions to display the name and address of the Area
Welfare Officer have also been reiterated recently. Area Welfare Officers
are appointed by the Ministry of Home Affairs. It is the responsibility
of Chief Welfare Officer of the Department of Personnel and A-ministra-
tive Reforms also to circulate the functions and- responsibilities of Area
Welfare Officers to every department/office.

276 It is seen from the material furnished by the Ministry that the
Medical Officers Incharge hold meetings with Area We fare Officers and
the representatives of the Central Government Residents’ Associations in
order to have a closer liaison between the doctors and the patients but
no minutes are recorded at these meetings and no official record is main-
tained by the Medical Officers Incharge. The Ministry bas added that
instractions have recently been issued to all the Medical Officer Incharge
to ensure that minutes of such meetings are kept and followed up appro-
priately.

2.77 Clarifying the position the Secretary, Ministry of Health stated
during evidence : ’

“The mame, designation and residence address and telephone
number of the Area Welfare Officer were displayed. But we
admit that wherever these boards got obliterated, nobody tried
to write them clearly and display them prominently. It s
because of this that this question has arisen.

\ We issued detailed instructions on 28th November 1981 saying
that the names and addresses of the Area Welfare Officers
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should be very prominently displayed in each dispensary in
the front portion therecof. Medical Officers-in-charge have
also been asked to extend full co-operation to them.

In the case of any meeting held in the dispensary, the minutes of
the meeting must be kept as a record. The action on the
decisions taken may be followed up and reviewed in the next
meeting,

We advise the Medical Superintendents ;of Dr. R.M.L. Hospital
and Safdarjung Hospital about the names and addresses of
Area Welfare Officers and tell them that in case they receive
any advice about the admission of any patient, they should
give duc and full consideration to it”.

2.78 Tt has been further stated in thc memorandum that these meetings
do creatc an awareness for improvement but nothing very tangible is
achieved. CGHS authorities try to take shclter under Government orders,
Government procedures, lack of resources, overall policy and so on.

2.79 Asked to furnish comments the Ministry in this regard they have
stated that such meetings are being aitended by the Medical officers in-
charge. All problems which can be solved, are acted upon. But, if some
request is not possible to be acceded to, the Medical Officers Incharge
has little choice. The Medical Officers have recently been instructed to
co-operate with the area welfare officer.

2-80 Delhi has been divided into threc zones for administrative con-
venience. Each zone, which is headed by Assistant Director General supported
by Deputy Assistant Director, is required to make inspection on two days a
week. Similar procedure has been laid down for other cities also. Director
CGHS and sometimes also the Director General of Health Services, make
surprise inspections of dispensaries in Delhi as well as in other cities when they
happen to visit those cities. '

281 The Committee find that in 1980-81 Director, CGHS did net visit
any dispensary in 9 out of 15 cities where CGHS is in eperation. The Com-
mittee were informed in evidence that the Director General, Health Services
wisited dispensaries off-and-on, once a month or twice in two months, but he
di not keep any record of his visits as he was not required to keep any such
record. The Committee appreciate that surprise visits are paid to dispensaries
‘by ‘Director General, Health Services and Director, CGHS at their convenience,
Such visits can prove more produetive if the officers concerned record their
obeervations in the inspection books of the -dispensaries or in their own records
to enable the CGHS directorate to watch the follow-up action on their obser-
wations.

2:82 In Delhisenior officersof CGHS Directorate (other than the
Director) paid 239 surprise inspections in 1980-81. Health Secretary was
frank enough in evidence to admit that the nember of surprise inspections
paid by officers in Delhi was less than the norm and that the Ministry was not
satisfied th-t sufficient number of inspections had been made. The Committee
expect that the Ministry would tighten their control to ensure that each zonal
officer in Delhi as well as outside Delhi pays the prescribed number of inspection
wisits every week as is laid down in this behaif amd - sends a report of every ins-.
-peetion to higher officers. (S. No. 17)
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2-83 The Committee would like that the inspecting officers record their
observations in the inspection books of the dispensaries which they visit and en-
sure that follow-up action is taken by the medical officers incharge of such dis-
pensaries concerned and progress reperted to the inspection officers. The
inspecting officers should alse maintain a proper reco:xd of their visits at their
level. (S. No. 18)

284 The Commitiee regret to note that even though formal erders were
issued in March 1981 to all the supervisory officers of the CGHS that a system of
detailed scheduled inspection of every dispensary atlcast twice a year should
be introduced, the system has not been put into practice so far due to pon-
availability of transport. The Committee do not accept non-availability of
transport as a valid reason for not doing detailed inspections of every dispen-
sary atleast twice a year. The Committee would like that this system of
scheduled inspection should be implemented without any further delay and the
non-availability of transport should not be allowed to stand in the way of the
officers performing this important duty regularly. If Government transport
is not available they should be allowed to hire private transport (Taxi) but
inspection should not be allowed to suffer. (S. No. 19)

2-85 The Committee observed during on the spot study visits that though
the Ministry had laid down a regular system of complaint register and follow-
up action on the complaints recorded therein, complaint registers were not
readily available in many dispensaries. They were kept in locked almirahs.
Either there were no complaints recorded in the registers or where the com-
plaints had been recorded, these had not been investigated fully nor necessary
action taken in all the cases. Similar reports have been received from CGHS
‘beneficiaries. The Committee have found that in Bangalore out of 15 complaints
received in 1978-79, and 20 received in 1979-80, only 4 were investigated in
each year. In Patna only 23 out of 68 such complaints were investigated
in 1978-79. In 1979-80, none of the 27 complaints in Patna and the 20
ﬁ?&nplamts in Allahabad was investigated. Picture in 1980-81 was not very

erent.

286 Health Secretary conceded straight-away in evidence that com-
plaint registers have not been maintained by all the medical officers incharge
of CGHS dispensaries. This shows the failure of the system both at ground
jevel and at supervisory level and cannot but be deprecated. The Com-
mittee note that the Director, CGHS has issued fresh Instructions in November
1981 directing the Medical Officers Incharge to maintain complaint registers
and display notices to this effect at- prominent places and has directed the
inspecting. officers to watch complaints: of these instructions. Under the mew
instructions action taken on a complaint will be recorded in the complaint re-
gister itself so that it can be persued by the complainant, if he so likes. To
ensure that these fresh instructions do not meet the same fate as in the past,
the Ministry will have to keep a constant watch on their observance at all
levels. (S. No. 20)

2-87 The Committee feel that it would be desirable if the action taken on a
-complaint is not only recorded in the complaint register but also communicated
to the complainant. (S. No. 21)

2-88 Area Welfare Officers have been appointed by the Ministry of Home
Affairs inter alia, to function as coordinating officers between the CGHS dis-
pensaries and their beneficiaries and to attend to all emergency hospital work
Iike expeditious hospitalisation of serious cases etc. It has been brought to
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the Committee’s notice that the approaches by Area Welfare Officers to
secure admission of serious cases in recognised hospitals or in similar other
matters are not heeded by hospital authorities not the medical officers in-
.charge of certain CGHS dispensaries have shown due consideration to the
suggestions made by Area Welfare Officers.

2-89 The Committee take note of the instructions issued in November,
1981 by the Ministry to thle medical officers incharge of the dispensaries to
the effect that the names and addresses of Area Welfare Officers should be
prominently displayed in each dispensary and that they should extend full
cooperation to the Area Welfare Officers in the discharge of their duties to-
wards bfneﬁciaries; (S. No. 22)

2-9) Tae Committee also take note that the Medical Superintendents of
Dr. R. M. L. Hos pital and Safdarjung Hospital (Delhi) have been advised that
in case they receive any request from Area Welfare Officers about the
admission of patients, they should give due and full consideration to it. The
observance of this advice will have to be watched. (S. No. 23)

E3®W2-91 The Committee regret to note that though meetings of Medical
OMRzers incharge of dispensaries with Area Welfare Officers etc.
have been held, no minutes have been kept nor follow-up action
watched. The Ministry has now issued instructions that hereafter the minutes
of the meetings held in the dispensaries with the Area Welfare Officer or the
residents’ associations should be duly recorded and the decisions arrived at the
meetings followed up and reviewed in the foHowing meetings. This is what

-should have beea done all along. The Committee expect the Ministry to
monitor im)lemzntation of these instructions, (S. No. 24)

_E. Accommodation for C.G.H.S. Dispnesaries

2.92 The number of dispensaries located in Private and Government
buildings and the annual rent paid during 1980-81 is given below :—

Sl. Name of City ' No. of No. of Accommodation ade-

No. Dispys.  Dispys. quate or not
in Govt. in Private

" Buildings - Buildings

1 2 4 5

1. Bombay . . . . 19 3 adequate

2. Pune . . . . . . 1 5 Not adequate. arrange-
ments being made
for suitable accom-
modation.

‘3. Nagpur . . . . . 4 5 Do.

4, Ahmedabad . . . . . — 3 Adequate

5. Madras . . . . . 2 8 Not adequate arrange-
ments being made for
suitable accommoda-
tion,

6. Bangalore . . . . . — 7 Adequate.

1. Hyderabad ... . . . . 6 6 Adequate.

3. Calcutta . . . . . 8 4 Do.
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1 2 - 3 4 5
9. ?a.tna . . . . —_ 5 Adequate
10. Jaipur . . . . 1 4 Not adequate arrange-

ments being made for
suitable agcommoda-

tion.
11. Lucknow —_ 3 Do.
12. Kagpur — 8 Do.
13. Meerut . — 5 Do.
14. -Aliahabad — 5 Do.
15. Delhi 70 29 Private  buildings are-
inadequate.
111 100

2.93 The policy of the ‘Government is to accommodate the dispensaries
in the Government buildings. 'Buildings for ten dispensaries are under cons-
truction. Effcrts are being made to acquire more ‘Government buildings,
subject to financial constraints. Government proposes to construct ‘its
own buildlings subject to availability of land and funds.

2.94 Amplifying the position the Secretary, Ministry of Health during.
evidence -stated that :—

“Out of the total -number of dispensaries under CGHS 111 dispén-
saries and wnits -are located in ‘Government buildings -and *F00-
dispensaries :are located in -private ‘buildings. ‘CGHS has paid:
an annual rent of about Rs. 16 lakhs during 1980-81. Out of
these 100, 33 private -buildings ‘have adequate -accommodation.
In the remaining 67 the accommodation is not adequate. ‘Efforts
are ‘being made to locate dlternative accommodation subject .to-
-availability. The general policy of the Government is to locate
-dispensaries 'in “Government “buildings only, but we are not able
‘to achieve ‘this objective :because of non-availability of land .at
sutable locations since dispensaries are to be located as cloge
to the maximum number of beneficiaries as p( ssible. Sometime
it is due to inadequacy of funds also. We continue to make
eflorts to .construct dispensaries -so -that -the expenditure oh
payment of rent is reduced to the minimum.”

2.95 At present a number of dispensaries in Delhi are housed in Gev--
oritment -quarters, even in newly constructed colonies. The Committee:
pointed out that housing of a dispensary in a Government quarter could not
be -oomsidered as an ideal proposition. The Committee asked whether atleast
where new-cdlonies have come up, the Ministry should not have thought-of
constructing -a dispensary building according to ideal specifications.

Secretary (Health) stated that :—

“THs is ‘the most desirable suggestion...Whenever future colonies:
for ‘the Government servants are being planned, we will take
it up ‘with the Works and Housing Ministry.”

2.96 It was stated in evidence that the Ministry of Health had taken up
this question with Delli Development Authotity (DDA) in-so-far-as DBA
Colonies -were concerned ‘but ‘the Ministry had not tdken up with the Ministry™
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of Works and Housing. the question of construction of buildings for dispen-
saries along with Government quarters in areas where new Government
quarters were coming up.

2.97 From the correspondence exchanged between the Ministry and
Delhi Development Authority, it is seen that the CGHS had infer-alia
requested for allotment of accommodations for CGHS dispensaries in Laxmi
Nagar, Malviya Nagar, Moti Nagar, Rajouri Garden, Sheikh Sarai, Naveen
Shahdara and Karampura.

2.98 It has been stated by the Ministry that DDA has allotted land in
the following areas :—

1. Janakpuri—plot has been accepted by CGHS. L 4
2. Paschim Vihar.
" 3. Tagore Garden (for Rajouri Garden dispensary).

4. Patpar Ganj.

2.99 The plots offered by DDA for Paschim Vihar, Tagore Garden and
Patpar Ganj are too small and not adequate for CGHS dispensarics. The
matter is still under consideration.

2-160 The Committee find that out of total mumber of 211 dispensaries
under CGHS 111 dispensaries are located in- Government buildings and 100
dispensaries are located in private buildings. Accommedation in 67 private
buildings is not adequate for the dispensaries. Efforts are being made by the
Ministry to locate alternative accommodation. The general policy of the
Government is stated to be to locate dispensaries in Government buildings only
subject to availability of accommodation. .

2-101 There are a large number of dispénsaries which are located in resi-
dential quarters in Government colonies. In the Cominittee’s opinion resi-
dential quarters designed for small families are not at all suitable for locating
a dispensary for over 2500 families. In fact, it should not have been difficult
for the Ministry to have appropriate buildings with suitable specifications
constructed in new Government colonies for dispensaries only if they had taken
up the matter with the Ministry of Works and Housing well in advance. It is
unfortunate that such a course of action did not occur to the Ministry of Health.
The Committee would expect that now onwards the Ministry of Health would
establish a regular liaison with the Ministry of Works and Housing and at least
in Government rzsidential colonies which may come up hereafter, it would

" have appropriate buildings for honsing Government dispensaries constracted
?glmgﬁvithz 5l')esidential quarters for serving the beneficiaries of those areas.
. No.

2-102 The Committee note that in Delhi the Ministry has taken up the
question of allotment of accommodation, plots "and flats with the Delhi
Development Authority for housing CGHS dispensaries in the newly developing
colonies. They find that somie progress has beent made in getting land aHotted
in certain colonies for the purpose. The Committee hope that the Ministry
would continue to pursue the matter with the DDA with a view to get suitable
land - allotted and suitable buildings constructed for housing CGHS dispensaries
in the new areas. (SI. No. 26)
3—1306LSS/81
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F. Statistics regarding Expenditure per beneficiary

2.303 The following table shows the total coverage under CGHS and

expenditure per beneficiary and other relevant information for the country
as a whole; during the last 3 years :—

1978-79  1979-80  1980-81

1. Total number of families beneficiaries 483452 511542 559469 Figures for
. 2051141 2198571 2395799 each year

against items

2. Total amount of expenditure on . 112795  1195-02 145893 1 & 2 relates

CGHS as a whole (in Rs. lakhs) . to 30th sept.
- of that yr.
3. Per family expenditure (total) . . 225-32 234-55 27190
4, Per family expenditure on medi-
cines (materials & supplies) . . 109-25 98 -59 128 -94
5. Total contribution recd. . . . 1,48;48,747 1,89,44,845 1,58,12,660

6. Average contributions per family
(annual) . . . . . Rs. 30/- Rs. 37/- Rs. 27/-

2.104 The following statement gives the range of average cost of medi-
cines issued per beneficiary per year and per beneficiary expenditure per year
in respect of dispensaries in 9 cities in 1980-81 :—

Sl Name of the.city Average cost of Per beneficiary
No. medicines issued Expenditure per
per beneficiary  Year. (Approx.)
per year.
(Approx.)
Rs. Rs.
1. Patna « e .« e . . . 840 31{—103
2. Ahmedabad j . . . . . 3841 140—213
3. Nagpur . . . . . . . 15-28 42—66
Record not maintained 87—249
5. Lucknow . . . . . . . 3841 116—118
6. Meerut . . . . . . 21-23 4148
7. Allahabad . . . . . . . 11—-00 30—00 -
8. Jaipur. . . . L. . . 2131 66—99
9. Calcutta . . . . . . 621 2473

2.105 It is seen from the information furnished that while the dispensary-
wise record of per beneficiary expenditure on medicines of total expenditure
_per beneficiary has been maintained in 9 cities, such a record has not been
maintained in other cities including Nagpur, Bombay, Madras and Delhi.
Asked to state the reasons for not maintaining such records in the four
cities referred to above, the Ministry stated that there were no specific
instructions that cost of expenditure had to be maintained dispensary-wise.
Some cities had been maintaining such information on their own initiative. -
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2.106 The Ministry later furnished overall cost of medicines per besefi-
ciary and total expenditure per beneficiary city-wise as.follows :—

Name of city Average cost Per beneficiary
of medicines expenditure
issued per per year
beneficiary

per year _
Rs. Rs.

Madras . . . . . . . 2474 63-31

Bombay . . . . .. .. 1692 5231

Nagpur . . . . . . . . J19 -64 . 4893

Delhi . . . . . . . . 27-32 5572

2.107 The Ministry have informed the Committee that till 1975 the
figures used to be .compiled- dispensary wise in Delhi, later on, it was felt
that utility of this information was not commensurate with the efiort involved.
‘This compilation was theréfore discontinued sipce 1975.

2.108 ‘Explaining the position further, the representative of the Ministry
stated during evidence that—

“It is a fact that upto 1974 and prior to 1975, the data was being
maintained on a dispensary-wise basis. Then, certain adminis-
trative problems arose that expenditure in certain dispensaries
in Delhi were on the high side per beneficiary whereas in other
dispensaries, the expenditure was low. As you know, the dis-
pensaries are located in different category of socio-economic
groups. So, these were all got reflected in the dispensary-wise
data. Hence, it was decided that the dispensary-wise data
should be discontinued. . . This system was discontinued in 1975

.. and it was a deliberate policy decision.”

2.109 The Committee pointed out that a feeling existed in certain
-quarters that in the dispensaries located’in areas where high officials, VIPs
resided the medicines of better quality were issued in sufficient quality but
in dispensaries- in the areas inhabited by lower paid staff, low priced medi-
cines were given. Asked whether this was one of the reasons for discontinu-
ing the system of maintaining the data dispensary wise the witness stated :

“The various distinctions between one dispensary and the other dis-
pensary and the inferences which could be drawn on the basis
of this data, are always, there. In fact, it was the main reason”.

2.110 Health Secretary, added during evidence that—

“The collection of the data dispensary-wise will no doubt generate
the actual position and it will bring out the facts. ..... Our
effort would be to see that irrespective of the clientele, whether
the dispensary is supposed to cover VIPs or senior -officers or
Jow-paid officials all dispcnsaries should have a stock of at
least 80 per cent of all common medicines. Tt will be our
endeavour to see that the treatment given to the beneficiaries
is same in all the dispensaries. - .

2.111 He however assured that “if it is felt that we musf have a clear-
cut picture as to how much expenditure is involved per beneficiary. We
‘will introduce it”. :
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Expendnture Cost per Family

2.112 The following statement gives city-wise total cost per famtly
during the year 1979-80 :—

City Cost per family

Rs.
1. Delhi/New Delhi . . . . . N . . . 315
2. Bombay . . . . . . . . . 215
3. Allahabad ., . f . . . . . .. 164
4. Meerut . . . . . . . . . . 223
5. Kanpur . f . . . . . . . 252
6. Caleutta . . . . . . . . 229
7. Nagur . . . . . . . 262
8. Madras . . . . . . B 229
9. Bangalore . . . . . . . 193
10. Hyderabad . . : . . . . . 180
11. Patna . . ce s T . . 265
12. Pune . . . . . . . . . . 396
13. Jaipur . . . i . . . . . 430
14. Ahmedabad . . . . . . . . s 641
15. Lucknow . s . ‘ . . . . . : 594

2.113 Asked to indicate the reasons for such sharp differencc in cost
per family from city to city, Secretary (Health) mformed the. Committee
during evidence :— :

“Leaving aside Delhi where the cost is high due to various factors,
in all other places, except for four cities Pune, Jaipur, Ahmeda-
bad and Lucknow the cost is comparatively low. In those
four cities, the CGHS is rather under-utilised.

The P&T Department employees were to come under this scheme
but they backed out, that with the result that the facilities which .
were extended were not utilised adequately. Leaving aside
four cities for these reasons, the cost in other ritie§ ranges only
from 180 to 265”.

2.114 The following Table gives a comperative picture of expenditure
incurred by CGHS, the three Public Undertakings and Ministry of Railways
on the medical treatment of their employees.

Information has been supplied by the undertakings concerned:

Name of the Undertakings ' Per employee expenditure Per employee expendi-

on medical treatment as . ture on medicines
a whole

1979-80 1980-81 1979-80 1980-81

Rs. Rs. Rs. Rs. <

Air India . . . . 496 725 330 532

BHEL . . . . 72423 830—47 —_ — )
SAIL. . . . 57481 677—93 148—33 179—-30

Ministry of Ra;lways . . 280—40 310—45 49--73 5598

CGHS . . . . 23455 271—-90 98-—59 _ 12894
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2-115 1In 1980-81, the CGHS served 5,59,469 families. incurring an
expenditure of Rs. 14:59 crores which came to Rs. 272 per family of which
Rs. 129 was the cost per family on medicines (materials and supplies).
During that year Rs. 27/- was the average contribution per family, Government
thas incurred a net expenditure of Rs. 245 per employee in a year on the medical
care and treatment of its employees. Comparing the per family cost with the
expenditure incurred on medical treatment of the employees of certain umder-
takings and the Ministry of Railways, it is seen that in the same year (1980-
81) the average cost of medical treatment was Rs. 725/-in Air India, Rs. 830/-
in BHEL, Rs. 678/- in SAIL and Rs. 310/- in Ministry of Railways. The
Committee do not see any reasoms why, even in the matter of medical case,
Central Govt. employees should be so poorly served. There is need to augment
medical facilities under CGHS and, for this purpose, additional funds should
not be grudged. (S. No. 27)

2116 The Committee find that per family cost in CGHS dispensaries
varies from dispensary to dispensary and city to city. In 1979-80 it ranged
from Rs. 164/- in Allahabad to Rs. 641 in Ahmedabad. Explaining the
reasons for such sharp variation, Secretary (Health) stated in evidence that
except in four cities of Pume (Rs. 396/-). Jaipur (Rs. 430/-), Ahmedabad
(Rs. 641/-) and Lucknow (Rs. 594/-), where the infrastructure was under-
utilised the cost per family in other cities was comparatively low. The Com-
mittee are not happy at the admitted under-utilisation of CGHS in certain
cities' when beneficiaries in other cities are reportedly starving for more
facilities. The Committee would like the Ministry to go into the matter and
rectify the imbalance without delay. (S. No. 28)

2-117 Information regarding per beneficiary expenditure on medicines
and per beneficiary total expenditure under the CGHS has been furnished to
the Committee in respect of each dispensary in the nine cities of Patna.
Ahmedabad, Nagpur, Pune, Lucknow, Meerut, Allahabad, Jaipur and Cal-
cutta, but similar information, dispensary-wise, in respect of other cities is
not available. The Ministry has stated that such information is not required
to be kept. The dispensaries which have furnished this information have been
doing so on their own. The Ministry added that dispensary-wise information
on cost of medicines and total cost used to be maintained till 1975 but because
the utility of this information was not commensurate with the effort involved
and also because it could lead to an inference that beneficiaries living in cer-
tain areas were getting better treatment tham those living elsewhere, the system
was discontinued in 1975,

2-118 The impression that beneficiaries living in certain areas get pre-
ferential treatment and those living in other areas are discriminated against in
the matter of treatment and issue of medicines is, in fact, there among bene-
ficiaries-and it does not appear to be totally baseless if the information supplied
by the Ministry is to be believed. In the Committee’s view, dispensary-wise
information on per beneficiary cost should be collected and published ia the
Annunal Report of CGHS. It will not only help the Ministry to dispel wrong
impressions among beneficiaries (if they are wrong) but also enable the Ministry
to enquire into cases of wide imbalance and apply correctives. (S. No. 29)



CHAPTER 111
CGHS DISPENSARIES—SYSTEM OF WORKING
A. System of Working
(i) System of Working

3.1 In a number of memoranda submitted to the Committee it has been
stated that the present system of working of dispensaries is time-consuming
and inefficient. Queues have to be formed by patients outside six places
in a Dispensary in the following sequence :—

(i) registration window for getting token

(ii) doctor’s room.

(iii) Again at the registration window

(iv) for. registration of prescription (OPD tickets)

(v) Window for ordinary medicines

(vi) window for special medicines

(vii) window for indenting medicines.

3.2 It has been suggested that the number of queues can be reduced

if registration window and counters for issue of medicines (ordinary and

special) could be combined and all these activities are handled at one
counter.

3.3 In a memorandum ‘submitted to the Committec it has been sug-
gested that the delay can be avoided for patients who have to get medicines
repeated or get the medicines prescribed by specialists if they are mot
required to stand in queues along with other patients.

3.4 Giving its reaction to the aforesaid suggestions the Ministry has
stated that instructions already existed to the effect that special and
medicines can be issued from same counter subject to availability of space.
The - registration counter cannot, however, be combined with the others
as the activities are different. The queue outside tt > registration window
for getting priority numbers of doctors (tokens) could be avoided if certain
beneficiaries are allotted to each doctor. In that case, the beneficiaries
can go directly to the room of the doctor to whom they are attached.
After the doctor prescribes medicines, at present he has to go to the
registration window. The Ministry is examining if tkis stage could be
climinated. '

3.5 Recommendation to integrate counters for dispensing the restricted
as well as general medicines was made by the study teams of National
Institute of Health Administration and Education (1975) and Department
of Personnel & Administrative Reforms (1977). When asked to state the
action taken on these recommendations, the Ministry informed the Com-
mittee in a written reply (August 1981) :

“Already implemented except certain dispensaries, where space does
not permit.”

3.6 The Study team of the Department of Personnel & Administrative
Reforms (1977) had also recommended that the procedure for presenting
the prescription at the Registration Counter before it is presented at the

32
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dispeasing counter should be discontinued. As regards action taken on this
recommendation the Ministry informed the Committee that this procedure
had been introduced on experiment basis in two dispensaries in Delhi.
The experiment is stated to be “still continuing.” '

3.7 During evidence Secretary, Ministry of Health, stated that this
question had been engaging the attention of the Ministry for quite some-
time. In fact as early as in 1975, the Ministry asked the National Insti-
tute of Health Administration and Education to undertake a study of time
spent at each counter. They had already amalgamated the special and
general medicines counters into one counter and issued orders to that
effect.

3.8 When the Committee pointed out that they had been told by
patients during on-the-spot study visits to dispensaries that counters for
special and general medicines were separate and not combined, DGHS
stated that the order for amalgamation of the two counters had been issued
long ago (1976) but these had been implemented only in six Dispensaries
in Delhi (out of 75 dispensaries). These orders could not be implemented
in other dispensaries for want of accommodation. '

39 In a post-evidence reply, the Ministry informed the Committce
that the orders for amalgamation of the two counters were issued in pur-
suance of suggestion made in the report of National Institute of Health
Administration and Education, implementation of which was the respon-
sibility of DGHS/CGHS.

3.10 While at many dispensaries the combined counters are function-
ing but in some of them it has not been possible to enforce these instruc-
tions due to inadequacy of sufficient space. It is in the knowledge of the
Ministry but as stated above. It was left to DGHS/CGHS to implement
these orders subject to the availability of space in individual dispensaries.

(ii) Waiting Time

3.11 The Ministry stated that on the recommendations of the Esti-
miates Committee of the Fifth Lok Sabha in their 57th report, a study on
waiting time at CGHS dispensaries was carried out by the National Insti-
tute of Health Administration and Education in 1975. This study was

lgalrried out in two dispensaries. Findings of this study may be seen
elow :— )

Average Waijting time in Minutes

R.K. Puram I Dispensary Andrews Ganj Dis-

pensary

‘Morning  Evening Morning Evening:
At the New patients’ Registration
Counter . .. . . . 097 110 - —
At the old patients’ Registration -
Counter . . . . . 2°19 4-76 — —
At the common Regn. Counter S— — 118 0-53
At the General medicines Counter 2-40 213 0-60 027
At the Restricted medicines Counter 2-46 194 1-55 127
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3.12 In reply to a question as to what extent the waiting time spent
at the dispensary made inroads into the office hours of the CGHS ‘benefi-
ciaries, the Ministry stated that since the average waiting time (as shown
above) was usually less than 2 minutes at each counter, patients did not
have to wait for long periods at dispensaries. Moreover, timings of the
dispensaries are in the morning and evening i.e. beyond usual office hours.
Therefore patients attendance at dispensaries does not make any inroads
into their -office hours.

3.13 As regards the follow up action taken on the report of the
National Institute of Health Administration and Education, the Ministry
had stated that “No action was taken presumably because no action was
envisaged.” A perusal of the report submitted by the National Iastitutc
showed that the Study Team had made nine recommendations (page 4

of the Report) suggesting specific measures for reducing waiting time in
the dispensaries.

3.14 On being asked as to how the Ministry had come to the gonclu-
sion that *no action was envisaged” on these recommendations, the Minis-
try explained that it may be seen from the foreword to the report, that
these studies while specifically relating to waiting time were carried out in
two heavy dispensaries having a total workload of about 2900 on an aver-
age day. In these dispensaries the average waiting time was just a few
minutes. .No action was, therefore, considered necessary. However, the
specific recommendations of the report are under separate examination.”

3.15 During the study visits of the Committee in 1981 it was brought
to their notice by the patients that it took them about an hour or ;so0 to
consult doctor, and get medicines (whatever are available). All the
medicines counters were not always working as staff on or one the other
counter was not always there. Even when medicines had been prescrib-
ed for them by Specialists, the patients had to spend half-an-hour or so
at the dispensary to get the prescriptions endorsed by doctors before getting
medicines. -

(iii)  System of Prior Appointment

3.16 There is no system of prior appointment for beneficiaries. at the
dispensary level. Specialists see the patients individually by prior appoint-
ment. .

3.17 It has been suggested to the Committee that a system of “green
line” type of screening and disposal of minor cases requiring medicines for
headache, indigestion, sore throat, dressing and injections etc. -aiready
prescribed - should be introduced. It has been stated that in this way a
large number of minor “cough-cold” cases would be separafed, and the
workload of smaller number of cases requiring more detailed and careful
examination would only be left. For cases requiring detailed examination
it has been suggested that provision for consultation with the docter by
previous appointment should be made, ’

3.18 Giving reaction to this suggestion, the Ministry has stated in a
written reply that “the need for detailed examination should be left to
the discretion of the doctor. Even minor ailments like sore thrpat may
turn out to be diptheria, which is fatal. It would, therefore, not be pos-
sible to agree to the above.”
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3.19 Clarifying the point further Secretary (Health) stated in
evidence that the opinion of the DGHS was that it was not properito have
a “green-line” type of disposal of the so called minor “cou "’ .cascs.
But this suggestion of creating a “green line” for minor troubles could be
tried in a few dispensaries.

3.20 As regards the system of prior appoiniments, Secretary stated
that in serious cases, appointments could be given but in their cases, their
seeking appointment by telephone might not be possible. :

3.21 Subsequently in a post evidence reply, the Ministry furnished
the following note on the mechanism of introduction of system of appoint-
ments in some selected dispensaries on an experimental basis keeping in
view the interests of ‘the low-paid employees as well :

“The system of giving appointments by the dispensary doctors to
the beneficiaries can possibly work out in cases of chronic diseases
or such ailments as would require long term continued treatment,
in which case one of the doctors of the dispensaries can specify ene
hour daily at the opening time, for giving appointments to the
patients concerned.

It is also felt that consultation for longer period with doctor by
the patient in such cases also will be required in the initial visits
only. In the subsequent visits the doctor may not have te devote
much time as in most of the cases the medicine is only repeated
with some changes here or there. As such, the proposed system is
not likely to help the low-paid employees. It would be better to
try this system on an experimental basis in one or two dispen-
saries.”

(iv) Systerﬁ of Family Folder

3.22 The All India CGHS Medical Officers Association in its memo-
randum to the Committee has suggested that :

“A system of Family Folder may- be introduced so that .a lifelong
record of every beneficiary is built up. This will not only lead to
quicker and more accurate diagnosis but thereby also increase the
productivity of employees.” ’

3.23 The All India Central Government Health Scheme Employees
Association has. also suggested that : - '

“The folder system shculd be introduced in the CGHS dispensaries
in place of existing system of prescription/chits because the Folder
system ensures clinical advantages to the beneficiaries and- financial
gains to the Government.”

3.24 Similar suggestion has been made in many other memoranda
received by .the Committee. -

3.25 Health Secretary agreed in evidence that the Family Folder had
many advantages, but it had certain implications too. The advantages
obviously included the availability of total history of a patient at a ‘glance,
where a record was available of the past periods of illness, treatment and
specialists opinions. It would also be a restraint on malpractices and
wastages. These were the positive advantages. The witness, however,
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stated that to implement it, they required large documentation and conse-
quently more staff, more filing facilities etc.

3.26 The witness added that they had, on a trial basis, introduced
the Faolder System in a few dispensaries at Hyderabad, Nagpur, Jaipur
and Madras. The results needed to be studied carefully before extending
it to all the dispensaries.

3.27 Secretary informed the Committee that according to the Director,
CGHS, the financial liability of the implementation of the folder scheme
in Delhi would be a recurring expenditure of Rs. 35 lakhs and a non-
recurting expenditure of another Rs. 35 lakhs.

3.28 In a post evidence reply the Ministry stated that in order to
introdice the system of family folders in CGHS dispensaries the follow-
ing additional inputs requiring extra expenditure would be required :

Non Recurring : .

(i) Printing of folders for the card-holders and individual cards
for each of the beneficiaries.

(ii) Provision of cabinets (wooden/stecl) for keeping the family
folders, in case these are to be maintained in the CGIIS dis-
pensaries.

Recurring

(i) Creation of additional posts of LDCs at the rate of one LDC
for each dispensary for the maintenance of the family folders.

(ii) Printing and supply of cards for continuance use. The esti-
mates relating to expenditure or the introduction of the system
are under examination and will become available after evalua-
tion of this system, as adopted in dispensaries at Hyderabad
and Nagpur becomes available.

.29 The Ministry added that “This systern has been introduced on
experimental basis at Jaipur, Nagpur, Hyderabad and Madras. A ful-
fledged evaluation of the working of the system has not yet been carried
out as it is likely to take some more time to examine all the aspects and
implications involved in this system.”

(v) Domiciliary Visits

3.30 Any patient requiring visit by the doctor at his/her residence
makes such a request at the dispensary. For new cases visits are per-
formed by each doctor in rotation and old cases are visited by the doctor
under whose treatment a patient is. Though emergency visits are to be
performed immediately on call, routine visits are performed beyond dis-
pensary hours. The patients are not required to make any payment for
the transport. Doctors are entitled to conveyance allowance and - they
make their own arrangements for their transport.

3.31 In a written reply, the Ministry explained that “the registers in

the dispensaries do not show the number of requests received in the

- dispensary for domiciliary visits. In other words no request register is

maintained. CGHS dispensaries maintain a visit register showing the
residence visited by the doctor cn each occasion.”
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3.32 In a number of memoranda submitted to the Committee, it has
becn stated that- the Doctors on some pretext or the other avoid paying
visiis to the patients at their houses and insist on the patients being
brought to thc Dispensaries. And in the event of a doctor visiting the
patient in his house, the transport is normally paid for by the beneficiary.

3.33 The All India Association of CGHS Doctors™ has stated that the
Medical Officers themselves arrange and pay for the transport. But no
association of CGHS beneficiaries appearing before the Comunittee has
accepted this statement of Medical Officers.

3.34 The Ministry informed the Committee that over the past many
years of functioning of CGHS, it had not received many complaints where
CGHS doctors had not examined patients at their residences.

2.35 The Committee enquired whether any instructions had been
issued to the dispensaries to record the requests made by beneficiaries for
home visits in a register; if not, how, without such a record, anyone can
check as to how many requests for home visits had been turned down or
ignored by the doctors. :

3.36 Health Secretary stated in evidence that—

“Presently requests are not registered at the dispensaries. There
is no system—I must admit. But a record is being main-
tained showing the visits made by the doctors. If the sugges-

“tion of the Estimates Committee is to maintain such a regis-
ter, it will be tried out and further action will be taken after
evaluating. It is a good suggestion that some system of
registraticn of requests received for domiciliary visits is kept
on record.”

(vi) Working. Hours
3.37 Working hours of the dispensaries generally are as follows :

Morning ’ Evening
Summer 700 AM — 10.30 AM. 5.00PM. - 7.30P.M,
Winter 8.00 AM. —11.30 AM. 5-00PM.—7.30P M.

3.38 On wednesdays the dispensaries function in a single shift for six
hours commencing from the start of the dispensary in the morning. On
second Saturday the dispensaries work only in the morning shift.

3.39 The following six dispensaties in CGHS, Delhi and all the
dispensaries in Calcutta are working in single shift for 12 hours from
7-30 AM. to 7.30 P.M. on an experimental basis :

Delhi

1. R. K. Puram I

2. Dr. Zakir Hussain Marg

3. New Rajinder Nagar

4.' Shahdara

5. Janakpuri ‘A’ ‘Block

6. Kingsway Camp
Caléutta

Now all dispensaries
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3.40 The Ministry has stated that CGHS beneficiaries as well as
dispensary staff have welcomed the introduction of the continuous 12 hour
shift, .

3.41 The main advantage of new system is that working® time is
stretched to continuous 12 hours. The over crowding during morning
and. evening is lessened. The house wives and children can attend the
dispensary in the vacant time. The dispensary staff have also to attend
the duty in single shift. There is less strain on their time and energy.

3.42 As the experiment has evoked a favourable response and has
been, a success, a proposal to introduce the 12 hours shift in all CGHS
Dispensaries is under comsideration. As additional staff is required for
this purpose, a decision in this regard will depend upon the availability of
funds in the Health Budget.

3.43 From the memoranda received by the Committee it is also seen
that there is a widespread feeling among CGHS beneficiaries as well as
CGHS medical officers and staff that dispensaries should function in single
shift from 7 AM. (or 8 AM.) to 7 P.M. (or 8 P.M.) instead of twe
shifts as at present.

3.44 The Commiittce desired to know whether the systera of the
12-hour working of dispensaries which was desired by beneficiaries and
welcomed by the Medical Officers and Para-Medical staff should not now
be extended to all Dispensaries, Health Secretary stated that :

“We had earlier extended this experiment to six dispensaries. Now
we have further extended to another six dispensaries in Delhi,
Bombay and Poona. We are awaiting the report of the
Dircctor. We want to evaluate and take a view about it.”

3.45 'The witness added that “this will involve additional funds because
of additional staff.”

3.46 With regard to the additional staff required the Ministry has
stated that the following additional staff shall be required to ru . the present
75 allopathic dispensaries in Delhi for 12 hours. ‘

© (i) Medical Officer . , . . . 62
(i) Pharmacist , , . . . 83
(iii) Store keeper . . . . . 16
(iv) Staff Nurse . . . . . 75
(v) LDC . . . . . . 98
(vi) Dresser . . . N . 21
(vii) Peon S . 111

(viii) Female attendant . . . . 25
(ix) Safaiwala . RN . . . . 1
(x) Chowkidar . . . . . . 1

3.47 The creation of additional posts of the above mentioned cate-
gories is likely to involve an extra expenditure of about Rs. 59 lakhs per
annum. The Ministry has added that the proposals will be cxamined in
detail after seceipt of the Evaluation Report, on the working of experi-
mental dispensaries. :
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3.48. The Committee agree with CGHS beneficiaries that the present
procedures at the dispensaries are too much time consuming. It should not
be necessary for a patient to stand in as many as six queues in a dispensary
one after the other for consulting a doctor and getting the prescribed medi-
cines, as is the case at present.

3.49. The Committee find that a reccmmendation to integrate counters
for dispensing general and special medicines was made by two different study
teams of National Institute of Health Administration and Education and De-
partment of Personnel as far back as 1975 and 1977. The Ministry informed
the Committee in August, 1981 that this recommendation had already been
implemented except in certain dispensaries where space did not permit. But
what the Committee learnt during on-the-spot study visits to various dispen-
saries in Delhi was different. The counters for special and general medicines
were still separate and not combined. It was revealed in evidence that
though the order for amalgamation of the two counters had been issued long
ago (1976), the orders could not be implemented except in six out of 75 dis-
pensaries in Delhi for lack of accommodation. Issue of orders to amalgamate
the two counters in 1976 without first ensuring feasibility and inaction on the
part of the Ministry during the five years since the issue of the orders to create
conditions conducive for their amalgamation betray and attitude of utter
casualness with which the Ministry has dealt with this -matter. What is more
unfortunate is the misleading reply sent by the Ministry in August, 1981 which
gave an impression as if the recommendation regarding amalgamation of the
two counters has already been implemented in mest of the dispensaries. The
Committee hope that counters for general and special medicines will atleast
now be amalgamated in all the dispensaries without delay. (SI. No. 30)

3.50. The Committee find that the Study Team of the Department of Per-
sopnel. and Administrative Reforms (1977) had also recommended that the
procedure for presenting the doctors’ prescriptions at the registration counter
before these are presented at the dispensing counter should be discontinued.
This procedure is stated to have been intrcduced cn an experimental basis

_in two dispensaries in Delhi were the experiment is still continuing. The
Ministry has informed the Committee that the elimination of registration
counter is under examination. The Committee feel that the experiment has
been continuing for a long time and the Ministry should now be in a position
to take a final decision in the matter. (Sl. No. 31)

3.51. The Ministry is of the view that the queue outside the Registration
_Windows for getting priority numbers of doctors (tokens) could also be avoided.
If as discussed above queue for taking tokens and registration window for
registering prescriptions are eliminated and counters for general and special
medicines are amalgamated there will be a marked improvement in the pro-
cedure and considéerable relief to the patients. The Committee could like
Ministry to take follow-up action in this regard without delay. (Sl. No. 32)

3.52. The Committee also feel that it is absolutely unnecessary for the
patients who have to get the medicines ‘repeated’ or who have got specialists’
prescriptions to stand in queue along with other patients merely to have their
prescription endorsed before. getting medicines.. The Ministry should evelve a
procedare whereby such patients can get medicines without delay (Sl. No. 33)

3.53. The Comnittee take note of the findings of the Study Team of Na-
tional Institute of Health Administration and Education (1975) according to
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which the average waiting time was found to be usually less than two minates
At each counter in a dispensary. On the basis of this over 6 years old stady
the Ministry claims that the patients do not have to wait for long period at
dispensary. But the Committee were told by a number of CGHS beneficiaries
during their study visits that it took them about an hour or so to consult the
CGHS doctors and get medicines. Even after the patients had been to specia-
lists and got prescriptions, they had to spend about half an hour or se at the
dispensary to get the prescriptions -endorsed by dispensary doctors before
getting the medicines. The Committee feel that the study of time taken by

" patients at CGHS dispensaries conducted in 1975 may not be reflecting the
true position as it obtains today. There is need for a fresh study and remedial
action to ensure that patients do not have te spend more than the minimum
time required to consult a doctor and get medicines. (SI. No. 34)

3.54. At present there is no system of prior appointment for patients at
the dispensary level. The Committee feel that a system of appointment in
chronic cases and cases requiring detailed examination can be introduced at
the dispensary level also. It should be pessible for the patients to fix appoint-
ments either on telephones or personally. The appointment system may be
tried on an experimental basis at a few dispensaries in Delhi and elsewhcre and
its usefulness assessed in the light of experience before extending it to other
dispensaries. (Sl. No. 35)

3.55. The suggestion to introduce a separate ‘‘green channel’ type ef
screening and disposal of minor ‘‘cough/cold cases’’ as distinct from cases
requiring careful examination merits conmsideration. The Committee agree
with the Ministry that all seemingly simple cases of sore throat etc. may not
be as simple as they may first appear to be. They would, therefore, like the
Ministry to give this suggestion a cautious trial in a few dispensaries under
careful observation before formulating a view in this regard. (Sl. No. 36)

3.56. The system of family folders for CGHS beneficiaries as suggested
by doctors, para-medical staff and CGHS beneficiaries will have numerous
advantages. It will make the history of a patient and record of past ailments,
treatment and specialists’ opinions available at one place. It will .dso put a
restraint on malpractices and wastages. The system is stated to be under trial at
a few dispensaries but the evaluation has not yet been carried out. According to
Director, CGHS, the folder system if introduced in Delhi will involve an
expenditure of Rs. 35 lakhs (recurring) and Rs. 35 lakhs (non-recurring) for
printing folders, creating stacking facilities and appointing staff for maintenance
of family folders. The Committee are of the view that it will be wrong to keep
felders in the dispensary. Besides causing unnecessary expenditure on cabinets,
almirahs and the staff and creating problem of additional storage in the al-
ready congested dispensaries, it will lead to delays in retrieving the folders and
consequently friction and bad blood between the patients and dispensary staff.
The family folders should be kept by the CGHS beneficiaries like the CGHS
token cards. In case of loss, replacement could be arranged on payment of
cost of folder. Once the folders are printed and distributed, there should be
no expenditure recurring or non-recurring incurred by the Ministry on this
system. The Committee recommend introduction of folder system as suggeste
above at the earliest. (SI. No. 37)

'3.57. Though the Ministry has laid down a proper procedure for domi-
ciliary visits by CGHS doctors in certain situations and has also provided for
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payment of conveyance allowance to doctors to enable them to keep and ase
their own conveyance for paying domiciliary visits, the experiences of CGHS
beneficiaries are not happy with the working of this system. There was hardly
any non-cfficial witness appe-ring before the Committee who has accepted
the claim of the Ministry and tiic doctors that the charge for transport is paid
for by the doctors. It has been represented to the Committee that doctors
avoid paying domiciliary visits on some pretext or 'the other and insist on the
patients being brought to the dispensary. And in the event of a doctor paying
domiciliary visit, the transport, it is stated, is normally paid for by the bene-
ficiary. It is highly improper if doctors drawing conveyance allowance expect
the conveyance charge to be borne by the patients. (S. No. 38)

3.58 The Committee are not happy at the present system of record keeping
about domiciliary visits. The register of domiciliary visits maintained in
dispensary shows only the number of visits by doctors and not the number
of requests received for domiciliary visits. At present it is not possible
to know as to how many requests for domiciliary visits were mot complied
with or ignored and why. The Committee feel that all requests for domiciliary
visits made by CGHS beneficiaries either on telephone or in person should be
recorded in a regular register, together with time of request, serial number of
registered request should be given to the beaeficiary for follow-up reference;
and the time of domiciliary visit and reasons for not paying the requested visit
where such a visit is not considered necessary should be duly recorded in the
register. The Committee would like the Ministry to Iay down a suitable pro-
cedare in this regard and ensure its implementation without delay (S. No. 39)

3.59. There is a general demand for introduction of a single 12-hour shit
in the dispensaries in place of the present system of two shifts—one in the
morning and other in the evening. The suggestion for 12-hour shift has also
been welcomed by CGHS doctors and para-medicial staff. Single 12-hour
shift has already been introduced in six dispensaries in Delhi, all dispensaries
in Calcutta and in certain dispensaries at other places also and the Ministry
is awaiting evaluation report for taking a view in the matter. Introduction
of single shift system in all the dispensaries in Delhi alone is estimated to in-
volve an additional expenditure of Rs. 59 lakhs per annum on extra staff that
‘will be required for the purpose. '

3.60. The Committee are of the view that a single 12-hour shift in CGHS
dispensaries would be ideal both for the patients and the medical and para-
medical staff. They also feel that its introduction should be staggered to
keep the expenditure under control. This should first be introduced in all
these dispensaries where the workload is excessive according to the prescribed
norms and thereafter gradually extended to other dispensaries in the light of
experience. But they feel that the requirement of additional staff should be
worked out carefully and kept to the minimum by arranging duty hours in such
a way that manpower does not remain under-utilised as far as possible. (S. No.

SYSTEM OF ISSUE OF MEDICINES TO PATIENTS
(i) Availability of Medicines in Dispensaries )
3.61 According to the Ministry of Health and Family Welfare the

&?HS formularies of different system of medicines contain drugs as shown
ow : ’

(a) Allopathic 400 items approx.
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(b) Honloeopathic 800 items approx.
(c) Unani 280 items approx.
(d) Ayurvedic 350 items approximately.

3.62 Ministry has stated that all total CGHS stocks about 2800 differ-
ent types of medicines. These items are generally available in the dispen-
sary, except when they go out of stock in the Medical Stores. Since CGHS
formulary. is quite exhaustive it is possible to treat all sorts of diseases from
drugs within this formulary. In case, however, any particular drugs is not
available for reasons mentioned above, a suitable substitute of equal thera-
peutic etlect is usually available which is issued so that the patient is not put
to any, inconvenience.

3.63 The Ministry has further stated that in case a particular medicine
is essential, the same is obtained against local purchase indents. The normal
time lag between the supply and demand for such medicines is usually for
24 hours in Delhi, and 6-8 hours outside. In case, however, a medicine
prescribd is urgently required the same can be obtained by the patient with-
out pre-payment after obtaining an emergent requisition which is issued by
the Medical Officers of every dispensary round the clock.

(ii) Issue of Medicines to Patients

3.64 In numerous memoranda received by the Committee, the present
system of issue of medicines has been severely criticised. Comments made
in some of the memoranda are reproduced,/summarised below :—

“50% of medicines are not normally available at the dispensary.
The time lag between indentation and supply is 4 to 7 days. It~
may be more if the medicine is not available immediately at the
- central store or in the Super Bazar.”

“the supply of medicines, the procedural formalities, the delays in-
volved in procurement, the quality of drugs etc. constitute one of the
most serious causes of dissatisfaction and complaint. The mechani-
cal approach in this matter ignores the patients’ need and psychology
with the result that the patients have to go without medicines for
varyli(ng periods to make do with substitutes or purchases from the
market.”

“one of the major bottlenecks or problem faced by the CGHS dis-
pensaries is with regard to inadequate and timely supply of medi-
cines including the commion ones, not to speak of those to be
obtained by special indent. There is a growing feeling of frustra-
tion as regards the long delays between the examination of the
patient and his getting the proper medicines. The lapse of 7-10°
days is not uncommon. Secondly, even some of the medicines are
not available. More than that, there is a greater degree of uncer-
tainty as to when the medicines would be available. The problem
is all the more acute with regard to special medicines which are not
commonly used. The inordinate delays in the supply of medicines not
only adds to the anxiety of the patients but creates financial strain
on the patients.” )

3.65 MPs too face difficulties in timely supply of medicines by
Doctors or in. the re-imbursement in case they are compelled to purchase
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.

from open market. At times, there is break of 5 to 7 days between two
instalments of supply of same medicines. A number of Members of Par-
liament have pcinted cut that the system of supply of medicines in CGI1S is
very unsatisfactory Medicines are hardly available in the dispensary and
patients have to move from place to place for medicines.

-

3.66 In the event of non-availability of medicines, “in the interregnum
patients have either to purchase medicines locally at their own cost or go
without it, depending upon the individual situations. Where condition is
critical or immediat administration of the medicine is required, one has to
purchase medicines at one’s own cost.”

3.67 “C.G.H.S. dispensaries do not get all types of medicines in suffi-
cient quantities as are required on the basis of last consumption. The
doctors are told that due to shortage of funds full quantities of all medicines
are not purchased. Hence demands of dispensaries are invariably cout.”

3.68 The Ministry has stated that local purchase is resorted to through
approved local chemists, if (a) the medicine prescribed is outsidle CGHS
formularly and/or (b) it has gone out of the stock of the Medical Store
Depot. In every city there is an approved chemist for this purpose. In
Delhi, M/s Super Bazar has been appointed as approved chemist.” So far
as local purchase indents are concerned, the Ministry has added that after
placing such an indent, supplies are made by the approved chemist either
the same afternoon or the next morning,

3.69 The claim of the Ministry of Health that the normal time lag
between the demand and supply of indented medicines is usually 24 hours
in Delhi and 68 hours outside Deihi was challenged by all the non-
officials/Organisations who tendered evidence before the Committee.

3.70 Relevant Extracts from evidence are. given below :—

“as far as we have been able to find out, there is a lot of room for
improvement and the claim that medicines are invariably supplied
within 24 hours would be a little difficult to swallow. There are
a Jarge number of cases in which the waiting for thc medicines is
much longer than 24 hours.”
[A Public Organisation]
“It is a fact that when my wife was ill and she was treated in the
Willingdon Hospital by a Specialist. The Specialist prescribed
certain medicines but we could get the medicine only after 15 days.
During this period had to visit the hospital four times.”
[Rep. of Central Sectt. Services Association]
“The statement of the Health Ministry is absolutely incorrect. In
most of the cases it does not take less than four to five days while
in some other cases it takes even.a fortnight.”
: [Rep. of a Central Sectt. Officers Association]
“This is not correct. Our estimate of 36 to 48 hours is more cor-
rect and it is based on our actual experience. When medicines are
not gvailable in the dispensary, they have to end an indent to the

central indenting office. I have a personal experience when I was
- able to get the medicine only after 7 days.” pert

. [Rep. of CGHS beneficiaries in Bombay]
4—19306L5S /81 ' -
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“I am very sorry to state that my experience in Delhi is that even
after 3 or 4 or 5 days we have not been able to get the medicines.
Outside Delhi at least- for 7 days I could not get medicines. 8o,
this statement is totally incorrect.”

‘ [An M.P]

3.71 - A representative of the- OGHS Medical Officers Association
stated in evidence before the Committee that :

“It is a fact that medicines are not available—if not 50% of them,
but it may be 40%. The factors may be different. - There is a
short supply of medicines . ... that there is a shortage of medicines
in CGHS. There is no doubt about it.”

3.72 The Ministry has, however, stated that in most of the cases local
purchase of medicines, the Chemists have supplied the indented medicines
on time. In rare cases, however, local chemists are unable to supply on
the specific due date. But such cases are extremely rare. Whenever such
an incidence occurs, it is impressed on the chemists to be more prompt.

3.73 In reply to a query whether any study had been made into the
working of indenting units attached to dispensaries, the Minister stated that
no such study had been carried out.

3.74 As regards time-lag between indentation and supply of medicines
by chemists, the representative of the Ministry stated in evidence that many
a time certain indented medicines were not supplied. by  chomists.  For
example, out of a total of 277 indent slips issued from Moti Bagh dispen-
sary (New Delhi) on 3 days in July, August and September 1981, 232
medicines were supplied within 24 hours and 45 could not be suppilied for
various reasons like, go-slow and strike in manufacturing units disconti-
nuance of or interrup‘ion in production by manufacturers, non-availability
in ready stock, inability of producers to cope with demand.

The witness said that :

“shortages have arisen from time to time. Let us not try to gloss
over the problems. There are problems of adequate stocks at the
Central Depot and adequate stocks at the dispensz.ies. We are
trying to make up. I am only trying to say that it has to be viewed
against the general context of periodical shortages arising from time
to time.” o

3.75 The Ministry informed the Committee that “efforts are being
made to ensure that such shortages are not recurrent.”

3.76 The witness denied medicines indented on the depot were sup-
plied with a delay of a week or more than that. .

3.77 The Times of India in its issue dated 18-9-1981 rep’orted —

“Drug supplies to the dispensaries (in Delhi) have been extremely
erratic and some of them do not even have enough stocks of basic
medicines like Aspirin, Crocin, Analgin and- Baralgan. While the
worst suffers have been the lower and middle class localities like
Sewa Nagar, as their needs are always accorded low priority, resi-
-dents of the VIP colonics like Fandara Park, Bapa Nagar and South
Avenue too have had an equally trying time getting medicines, from
.~ - their dispensaries. The dispensaries catering to the top brass are
“better maintained and equipped and their needs are !ooked isto
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immediately. The quality of drugs available here is far superior and
the attendance by doctors more regular.”

3.78 Referring to this press report the Ministry stated that :—

“Admittedly there has been shortage of drugs at times in CGHS
Dispensarics. Efforts are being made to streamline the purchase
and other procedures. CGHS is not providing superior quality of
drugs to dispensaries catering to VIPs.”

(iil) Buffer stock of Medicines in Dispensaries

3.79 Director General, Indian Conncil of Medical Research in his
memorandum submitted to the Committee suggested that prompt measures
should be taken o previde cvery dispensary with adequate bufler stock of
the common medicines. The moment the buffer-stocks are drawn upon
there should be a feed system by which such drugs are immediately
supplied. '

3.80 Elaborating his view-point, the Dircctor General, who appeared
before the Committee as non-official witness stated in evidence :—

“The alternative that T have suggested is that we improve our drug
purchase, drug management, drug supply position within the CGHS
itself through a proper management technology. It should be possi-
ble to ensure a continuous supply of drugs and medicines through a
proper mechanist of a buffer stocks. If you had « buffer stock
and you kept an eye on how it is being depleted, there should be
a replacement in a continuous manner, I see no difficulty in this at
all. If the patient gets his drug at the place where he has been
.cxamined and where he has been prescribed a medicine, it would
help him. So you don’t have to go to another place”.

3.81 Giving its reaction to the above suggestion, the Ministry statcd
that the CGHS dispensaries ‘are expected to stock drugs on the formulary.
In view of wide variety of medicines, it would be impractical for the CGHS
to stock all of them. The Ministry conceded that due to administrative
reasons some medicines do run out of stock. On such occasions cvery
cflort is made to supply suitable substitute or procurc the uppropriate
medicine in the shortest possible time.

3.82 Secrctary (Hecalth) in his evidence before th: Committcz
stated :— . '

“We have our Central Stores for medicines. At Karnal also we
have a centralised storcs. We have asked the CGHS dispensaries
to rcplenish the stocks from nearby stores rather than depending
only upon the: CGHS supplies or direct purchases. This has samc-
what improved the position.. I would say, the position has im-
proved substantially. This is one step we have taken in this regard
...... We have asked them to keep Huffer stocks of commonly
required drugs.”
(iv) Cuts in Indents

N 3.83 It was reported in The . Times of India, Delhi, (18-9-81)
that :—
“The Kidwai Ndgar dispetrsary for instance had last indented for
about 350 items but only 150 were recéived from the Central Depot.
The others were merelx marked ‘not available’ with no further ex-

-
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planation. The dispensary did not have adequate staff of drugs for
hypertension, tubercolosis, asthama and diarrhoea and at one stage
even aspirin and throatpaint were not available. This forced the
authoritics to put up a notice admitting the shortage of drugs and
asking the people to bear with this inconvenience.” The other dis-
pensaries too have been facing a similar crisis.”

3.84 Referring to the phenomenon of cuts in indents by Central
Medical Depot, the Study Team of the Department of Personnel and
Administrative Reforms had recommended in their report (Aptil 79) :

“The storc depot should not, unless absolutely necessary because
of the low level of stock make any cuts in the quantities indented
in the regular indents by the dispensaries.”

3.85 During surprise visits paid by Study Group of Estimates Com-
niittee to certain dispensaries, it was noticed that full quantities of medicines
indented by dispensaries were not supplied by the Central Storc. There
were blanket cuts and no reasons werc given.

3.86 On the question of cuts made by the Central Stores, the repre-
sentative of the Ministry stated in evidence that :— .
“When the Central Store gets an indent for an item of which the
stocks in the Central Storcs are very limited, then they effect a pro-
rate cut.”

3.87 1In order to make a case study of the magnitude of cuts applied
to indents placed by dispensaries on Central Medical Store the Committee
asked for information regarding the medicines indented by four dispen-
saries in Delhi (S. N. Market, R. K. Puram-III, Rajpura Road and Moti
Bagh) in January, February and March, 1981 and the quantities supplied
by Central Medical Store. From the information furnished by the Minis-
try it was seen that in large number of cases medicines were either not
available in the Central Store or substantial cuts were applied, as will be
seen from the following statement :— .

No. of medicines No. of medicines No. of medicines

indented in which substantial which were not

cuts were applied supplied at all
Jan. 81 . . 293 30 32
Peb. 81 . . 192 37 21
March, 81 . . 294 150 87
779 217 140

[Low or no stock and high demand were stated to be the reason for
apply the cuts in indents]. :

(v) New System of Supply of Medicines

3.88 From the memoranda received and the evidence heard by the
Committee, it was seen that perhaps the weakest and most criticised area
of working of CGHS .s the present system of dispensing medicines. Medi-
cines are not readily available in many cases; indented medicines take many
days to arrive; quality of medicines does not inspire confidence; patients
have to stand in long queues; they have Yo pay repeated visits; pharmacists
behaviour and -efficiency is far from satisfactory. If only the medicines
distribution system is streamlined and modernised; much of the cause of
dissatisfaction with CGHS would vanish.
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3.89 The following suggestions have been made to place the supply
of medicines on a more systematic and satisfactory footing :—

1. (a) CGHS dispensaries should confine themselves to “pres-
cribng” medicines and the prescribed medicines should be
allowed to be purchased without cash payment by CGHS
beneficiaries from Super Bazar Branches and certain other
Chemists to be recognised by the CGHS' Directorate and
they may seek payment' from Government direct for the
supplies made.

(b) The existing Dispensing Units in the Dispensaries should be
converted into mini-chemist-shops to be run by Super Bazar
or other ‘recognised’ chemists.

2. Pending the aforesaid arrangement, the prescribed medicines
which are not available in ready stock in a dispensary should
straight-away be authorised to be purchased, without cash pay-
ment, from Super Bazar Units or other “recognised” chemists.
Consequently the indentation system in the Dispensary would
be discontinued.

3.90 Giving its reaction to the suggestions, the Ministry stated that
Super Bazar will not be able to open branches to cover all the CGHS
dispensarics. The medicines as purchased by CGHS are about 20%
cheaper than the rates of Super Bazar and thus, the proposal will involve
heavier financial outlays. The advantages of bulk planned purchases would
thus be denicd to Government.

391 The Secretary, Ministry of Health during evidence stated that :

“The suggestion of permitting the CGHS beneficiaries to purchase
medicines prescribed by doctors from recognised chemists was
tried.......... somectime. But this system had to be given up
because of heavy misuse, because of the collusion between the
beneficiaries and the chemists and all that.”

) 3.9:2 The Committee point out that the proposal will involve follow-
ing savings which will more than. off-set the higher cost of medicines :—

(i) There will be no leakage of Government moneys in the shape
of pilferage, wastage and' time-barring of medicines.

(ii) CGHS will not have to employ para medical staff for distri-
bution of medicines.

(m) CGHS will not have to hire accommodation for keepmg and
- distributing medicines.

3.93 The Ministry stated in a note submitted after the evidence :

“At prcsent the medicines are procured and issued through dispen-
saries so.that the beneficiaries do not have to waste much time in
_getting the prescribed drugs. The consultation with Medical Offi-
Cfr and dispensing of the medicines is completed at the same
place.

The system proposed by Estimates Committee, was taken up
with the Super Bazar, They have categorically intimated that it
will not be possible for them to open more branches and- also to
issue medicines to the patients.”
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3.94 The Study Team of the Department of Personnel and Adminis-
trative Reforms had also made a similar recommendation in Report
(1977). It recommended : ‘

(i) Opening of Chemist units in as many branches of Super Bazar
as possible may be expedited;

(ii) In respect of non-listed medicines and medicines out of stock

in the Central Stores Depot, the beneficiary, if s6 desired may

11)36 authorised to procure the medicineg directly from. the Super
azar. '

3.95 The Ministry’s reaction to these recommendation were as
follows :—

(i) “M/S Super Bazar has not agreed. For administrative
reasons, private chemists were not considered for this.

(ii) For life saving medicines, patients can get emergency slips
round the clock. For other categorics supervision and control
is necessary, in order to maximise resource utilization.”

(vi) Medicines prescribed by specialists and Endorsement on the
Specialists slip

3.96 1t has been rcpresented to the Committee that patients referred
to specialists in far off hospitals or polyclinics should not be requircd to go
back to their own dispensaries for collecting medicines. This procedure is
time-consuming, unnecessary and inconvenient.

3.97 Asked whether patients referred to the Specialists have to go back
to the referring dispensary and seek an endorsement on the specialists’
prescriptions from Dispensary doctors to get the medicines prescribed by
the Specialists, if so, the underlying idea in laying down such a time-
consuming procedure.

3.98 Stating that the procedure was as stated above, the Ministry
explained that it is the dispensary doctor working as the family physician
who knows the full individual history, family history, social background
etc. and it is he who can offer a comprehensive treatment to any patient.
The duty of the specialists is to give consultation and advice regarding
diagnosis of the disease. The treatment is to be prescribed by the Dispen-
sary doctor. After Specialist consultation, therefore, the patients are ex-
pected to go back to dispensary for continued medical care and issue of
medicines. o '

3.99 The Study Team of the Department of Personnel and A_dminis—
trative Reforms and recommended in their Report on the working of
CGHS dispensaries (September, 1977) that : -

“The medicines prescribed by the Specialists may be dispensed
from the CGHS Hospitals or the nodal dispensary where the con-
sultation is taken. The procedure that the patient should obtain

the same from his parent dispensary may accordingly be modi-
fied”. '

3.100 The Ministry stated that “this interferes with the patient
doctor-relationship. Moreover, medicines are issued only from the dispen-
sary in which a Token Card is entered. This procedure is likely to Jead
to misuse”.
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3.101 The Study Team of Department of Personnel and Administra-
tive Reforms had also recommended that—

“The medicines prescribed by specialists may be dispensed for the
total specified period of the treatment. If it is not practicable, the
period may at least be increased to two weeks from one week as
at present”,

3.102 The Ministry had not accepted this recommendation either.
The Ministry stated that “for administrative reasons, and also in the inte-
rest of patients who would take medicine for long without medical super-
vision, this has not been found practicable”.

3.103 The Committce asked the Ministry whether it was a fact that,
cven where Specialists prescribed medicines for a long period of one month
or two months, thc medicines (which were not available in dispensary’s
stock) were indented for a week or maximum a fortnight at a time with
the result that after cvery weck or fortnight, the patients had to wait upon
the doctors to get the medicines indented again and in this process they
had to go without medicines between the date of indentation and the date
of receipt of indented medicines.

3.104 The Ministry stated that frequent follow-up checks are neces-
sary to cvaluate the response of the patients to the treatment and if neces-
sary to modify the treatment accordingly. It is, therefore, in the
patient’s own interest that medicines for long duration are not supplied
when he can keep on consuming a fixed dose without frequent medical
supervision. However, as per existing procedure, the patients are ex-
pected to present their prescriptions for a subsequent indent about 2-3
days before the next supply in due. Quite often, however, the patients
come to the dispensary only after they have consumed the full quantity.
This results in a gap in the treatment. Efforts are, however, made in such
cases to always advise the patient to attend thc dispensary about two days
prior to the duc date of the next supply.

3.105 prldmmg the reasons why the medicincs are not, indented
for the full period for which thesc had been prescribed by the Spvcmhsts
the Ministry added that “if the medicine prescribed by Specialist is indented
for the full period and it is subsequently found that the doses have to be
reduced or particular medicine has to be discontinued altogether, this will
lead to non-utilisation of the medicine and waste of public money”.

(vil) Role of Director, CGHS vis-a-vis medicines prescribed by Specialists

3.106 The Committee enquired whether prescriptions given by
Specnallstq to CGHS beneficiaries were required to be submitted to Direc~
tor, CGHS for approval, if so whether he approved of this practice, the
Secretary (Health) stated in evidence that—

“The practice is not that the Director approves the prescription of
the Specialists. The practice is that if the medicine is to be issued
for more than a week, then the,prescription had to be 3ent for
clearance. According to the orders issued on 7th December !981
we have now done away: with this practice.”
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3.107 In a note submitted after evidence, the Mlmstry clarified that
according to the procedurc introduced w.e.f. February 1981 counter signa-
tures of the Director General of Health Services and not Director, CGHS,
were required for procurring medicines on local purchase for a pei..od over
one week, This was only an administrative measure to be followed by the
CGHS Dispensary to ensure that the local purchase of items certified as
inescapable by the Specialists only was made to avoid any irrepularity or
wastage

3.108 This procedure should not, in any account, be construed os
the Director, CGHS sitting in judgment over the medicines prescribed by
a Specialist. The Ministry stated that these orders had, howecver, becn
thhdrawu since 8th December 1981,

(viii) Substitute Medicines

3.109 1t has been brought to the Committee’s notice in a number of
memoranda that in place of medicines prescribed by specialists, the medi-
cal officers’ of thc dispensaries issue ‘substitutes’ in many cases. These
substitutes, it is stated, are not of the required standard.

3.110 In another memorandum it has been stated that “Doctors
making endorsement generally give cheap substitutes and that system of
issuing cheap substitules is dangerous particularly in case of scrious ail-
ments’’.

3.111 The Ministry stated that if a Specialist proscribed a particular
‘brand ‘of a drug, then generic product was supplied in pursuance of the
Government decision on the Hathi Committee Report.

3.112 The Ministry -added that it is not correct to say that the sub-
stitutes are not of thc required standard nor is it correct to say that cheap
substitutes are generally given. Substitutes of equal therapeutic effect arc
givep, Specialists, by and large, prescribc medicines by generic names.
When Specialists feel that the supply of a drug by brand name is inescap-
able it is certified as such, in which case the supply is made by brand name
and in other cases a suitable substitute of cqual therapeutical value is
provided”.

(ix) Change of Brands of Drugs

2113 A Member of Parliament, who has been a Minister of Health in a
State, in his memorandum to the Committee stated as follows :

“T am a patient of Hypertension and, as such, have been taking
suitable drugs prescribed by competent physicians here. The
main difficulty in getting the drugs timely has been that from
time tc time they continue to change the brands of the drugs.
This sort of change almost regularly proves to be highly irritat-
ing, mainly because human nature bemg what it is, one gets used
to certain drugs and no <ubstitute, is psvchologlcally readily
. acceptable.  Another reason is that at times, the substitutes
prove to be comparatively less cffective and highly unsatis-
factory.”

3.114 Giving its reaction the Ministry stated that this point seems to
i that the brand name drugs are most satisfactory than generic name
d This is a fallacious argument, merely because the generic prepara-
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tiom is not psychologically acceptable. If brand name drugs are to be pur-
chased in every case, the expenditure on drugs will escalate to a high degree
and in the present financial constraints in the country, it is not economically
desirable.

(x) Duties of Medical Officer Incharge

3.115 The duties of the Medical Officer-In-charge are as follows :—

(1) He is incharge of the dlspensary and responsible for its proper
running.

(2) General administration to ensure (a) punctuality among staff,
their cordial and helpful attitude towards patients, (b) Cleanli-
ness of dispensary, (c) Maintenance of dispensary building,
furniture, fixtures etc. (d) discipliné among the staff (e) avail-
ability of medicines.

(3) Correspondence with offices and Headquarters of CGHS:

(4) Ensure timely preparation and submission of various reports
and returns.

(5) He is to listen to, and remove any grievarice of the beneficiaries
as well as of the staff.

(6) He is to ensure equitable d;smbutxon of patients’ workload
among all doctors, and to regulate his own workload commen-
surate with his other duties. He also ensures that requests for
domiciliary visits are complied with timely.

(7) He is to maintain liaison with Residents’ Welfare Associations,
and Area Welfare Officer, and attend their meetings whenever
convened.

(8) He may delegate some of the less important administrative duties
among other medical officers. to enable him to devote more time
to professional matters.

3.116 The Committee enquired whether it had come to the Ministry’s
notice that in a number of dispensaries, under the pretext of attending to
administrative work, Medical Officers Incharge did not see patients at all and
whether the Medical Officer Incharge were justified in refusing to see
patients in the name of administrative work.

3.117 The Ministry stated that Medical Officers saw patients apart from
attending to administrative duties. No specific case where the Medical .
Officers Incharge had not attended to patients and devoted time exclusively
to administrative duties had come to the notice of the Ministrv.

3.118 From the memoranda received and the cvidence heard by the
Committee, it appears that perhaps the weakest and the most criticised area of
CGHS is the present system of dispensing medicines. Medicines are not readily
available; indented medicines take a few days, sometimes upto 7 days, te
arrive, the Ministiy’s claim that these are made available within 24 hours in
Delhi and 6-8 hours outside Delhi has been challenged by the beneficiaries ; patieat
have to go without medicines for varying penods Quality of medicines doos net
inspire confidence. Patients have to stand in long queues for cellecting medic-
imes and they have to pay repeated visits to the dispensary for the purpose.
Pharmacists behaviour and efficiencg are far trom 'satisfactory. The Com-
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mittee feel that if only the medicines distribution system is streamlined and mo--

hmised), much of the cause of the dissatisfaction of CGHS would vanish. (S.
No. 41

3.119 Though the Ministry has tried to explain the reasoms, which it
says are beyond its control, for non-availability of medicines in ready stock and
also for delayed supply of indented medicines by Super Bazar or other
approved chemists, the fact remains that medicines are not available in
dispensaries and patients do not get medicines on time in many cases. The
CGHS beneficiaries dissatisfaction, therefore, is not without basis. Even
a representative of the CGHS Medical Officers Association stated before
the Committee that upto 40°/ of the medicines prescribed by doctors are
not available in ready stock.

3.120 The Committee feel that there is need to have a fresh look at the
organisational set-up of the CGHS dispensaries entirely from a different angle
It has been suggested to the Committee that the two functions at present per-
formed by CGHS dispensaries, namely, consultation with and prescription by
doctors and the issue of medicines, shculd be sepa~~ted. The CGHS dispen-
saries should confine themseives only to consultation +it! ‘octors and prescrib-
ing of medicines by them. The dispensing units of thc CGHS dispensaries
should be converted into commercial units which shonld supply medicines to
_CGHIS beneficiaries on the basis of doctors® prescription but without cash
payment and settle secounts directly with CGHS Directorate. These commer-
cial units may be'run by Super Bazar or any other public sector agency. Only
a commercially run dispensing unit can be expected to strive for customer
satisfaction. This system will make dispensers and pharmacists accountable for
pilferage, wastage and leakage of public funds. Staff costs, rent of accommoda-
tion and other overheads will not rise unrelated to sales, and sales need not be
confined mercly to CGHS beneficiaries. The Committee feel that this sugges-
tion deserves a dispassionate consideration and trial on an experimental basis
in a few selected dispensaries and its results evaluated after sometime before
coming to a conclusion. (S.No. 42)

3.121 Where and se long as the organisational set up of the dispensaries
is not altered as suggested above, the present system of supplying medicines
should be overhauled on the following lines:—

(a) Whatever medicines prescribed by decters are not avai.able in ready
stock in a disgensary, these should be straightway and on the spot-
authorised to be purchased locally on indents from approved chemists;

(b) Where the patient offers to collect the indenied medicine himself, he
should be giver the authority to collect it from the approved chemist
directly. This will avoid delays in urgent cases;

(c) Inother cases, the dispensary may place indent on the approved
chemist and issue to the patient as at present;

(d) It should be made the responsibility of the approved chemist to supply
the indented medicine either from its own stock or with arrangement
with same other chemist, without cash payment.

(e) The pumber of approved chemists in each city should be increased so
that patients do not have to go far to collect their medicines. If

Bazar does not agree to open more branches, other chemists should be
approved.
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3.122 Similar recommendations were made by the Study Team of the
Department of Personnel and Administrative Reforms (1977) but it is unfortu-
nate that the Ministry held the age-old cancepts of supervision, central and
administrative procedures too sacrosanct to be discarded in favour of the new
approach. The Committee would urge the Ministry not to lose any more tl]ne
to bring about changes in the system of issuing medicines with a view to meeting
the CGHS /beneficiaries’ needs and expectations. (S. No. 43) .

3.123 The propossal of bufferstocks of common medicines in dispensaries
coupled with a system of replenishment of stocks as they get depleted is a very
sound proposal. It can ward off situations which at present arise quite frequen-
tly when dispensaries suddenly find common medicines out of stock to the
discomfiture of patients. Health Secretary has informed the Committee that
they have asked the dispensaries to keep buffer stocks of commonly rgqmled
drugs. It is a step in the right direction. But unless the size and composition of
buffer stock are clearly defined and a proper feed system is developed the desired
results may not flow. The Committee, therefore, suggest to the Ministry to
draw up a comprehensive scheme of buffer stocks and implement it under proper
goidance. (S. No. 44)

3.124 Shortage of drugs in the CGHS dispensaries have been endemic and
persistent. Though ceatral medical store is supposed to mainiain adequate
stocks of medicines included in CGHS formularies, it has not been able to meet
the requirements of the dispensaries. Reports that indents placed by dispen-
saries on central depot are either slashed subsequently or not complied with at
all are not unfounded. The Study Group of the Committee observed tlns
phenomenon during their study visits. Later after a case study of the in-
dents placed by four disponsaries in Delhi (S. N. Market, R. K. Puram III,
Moti Bagh and Rajpur Road) in January, February and March, 1981 and
supplies made by the central store, it was confirmed that the central store has
not been able to make adequate supplies of the needed medicines to the dispen-
saries on the ground of low or no stocks or higher demand. In Japuary 1981,
out of 293 medicines requisitioned by these four dispensaries, the central store
applied sharp cuts in the case of 30 medicines and made no supply at all of 32
other medicines. The position worsend in February and March, 1981 when
out of 192 and 294 medicines indented by these dispensaries, supplies of 37 and
150 medicines, respectively, were substantially cut and in the case of 21 me-
dicines in February and 87 in March, 1981, no supplies, whatsoever, were
made.  All this cannot be explained away by some shortages, hare and there,
of drugs in the country.

3.125. From what the Committee has heard, seen and studied, one conclu-
sion is irresistable the central storé has failed in the matter of timely and ade-
quate supply of meeicines to dispensaries and for many of the ills of the dis-
pensaries it is the central store which is chiefly responsible.

"3.126 The Committee would like the Ministry to enquire into the working of
the Central Medical Store and take immediate measures to streamline its work-
ing so as to make ft 7, wéll-stocked reservoir of medicines to be able always to
meet the dispensaries’ needs regularly and without delay. For this purpose,
among other things, inventory control procedures will have to be modernised
and personnel with adequate training and experience in materials management
wsill have to be deployed to handle its affairs efficiently and systematically.
(S. No. 45) - ‘
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" 3.127 The Committee do not approve of the present procedure under
‘which patients referred by dispensaries to the specialists have to go back to the
referring dispensary to get endorsement on the specialists’® prescriptions’
from dispensary doctors and then collect their medicines from the dispensary.
This procedure is time consuming, unnecessary and inconvenient. The Com-
mittee are of the view that, as recommended by the Study Team of the Depart-
ment of personnel and Administrative Reforms (September, 1977) the medicines
prescribed by specialists should be dispensed from the CGHS hospitals or the
nodal dispensaries where the consultation is taken and the patients should not
be required to shuttle between the specialists and the referring dispensaries onm
this account unnecessarily. The Ministry’s objection to this recommcndation
that this would interfere with paticnt-doctor relationship or that this is likely to
load to misuse, hardly carries conviction. The Committee strongly urge that
CGHS beneficiaries should be issued medicines prescribed by specialists from
the hospitals or nodal dispensaries where the consultation takes place and
pending setting up of dispensing units in the hospitals, the prescribed medici-
nes should be allowed to be purchased from the Super Bazar units already work-
ing in the CGHS hospitals on credit. (S. No. 46)

3.128 The Committee also feel that the recommendation of Study Team of
the Departmext of Personnel and Administrative Reforms that the medicines
prescribed by specialist should be disposed for the total peried recommended
by the specialist. The Committee recommended that it should be implemented
without any further delay. This procedure will not only save the patients of
the botheration of visiting dispensary and standing in long queues every week
but also reduce crowding and pressure in the dispensaries and should be intro-
duced without any further delay.

3.129 Even when a specialist prescribes a medicines for a period of one month
or so and-when the medicine is not available in dispensaries’ stock and has to
be indented from Super Bazar or other local chemist the dispensary indents
medicines only fer a week or so at a time. The result is that the patiert has to
get the medicine indented every week and come again to collect the week’s
supply. This is a waste of time. The Committee do not see any rcason why
a medicine if it has to be indented, cannot be indented and issued for the full
period for which it has been prescribed by the specialist. This will avoid gaps
in treatments. Hypothetical fear of non-utilisation of a part of the purchased
medicine should not be held against the introduction of t}is procedure. (S.

3.130 The Committee are happy to note that the practice introduced in
February, 1981 under which counter signature of Director-General of Health
Services were required for procuring a medicines on local purchase for a period
over one week, has been discontinued with effect from December 1981. Tiiere
was no particular advantage nor any rationale in routing the specialists’ pres-
criptions through D. G. H. S. It only resulted in delays and immcnse harass-
ment to patients. (S. No. 49)

3.131 The Committee take note of the circumstances in which medicines
with brand names, prescribed by specialists are not issued by the dispensary
doctors and in their place generic products are supplied in pursuance of Govern-
ment decision on the Hathi Committee Report. The Committee, however,
cannot but also take note of a general scepticism among CGHS beneficiaries
that substitute medicines given in lien of brand names are not of the required
standard and comparable therapeutic value. This scepticism is further ac-
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‘centuated when they find different substitutes with different colours and shape
given on different occasions in lieu of the same brand name. What is important
is the quality of medicines and not merely the brand name. The Committee do
not see any objection in supplying medicines by generic names in lieu of brand
names provided the substitutes have been found to be of proven quality and
same therapeutic value after scientific tests. It will be wrong in the Com-
mittee’s opinion to prescribe any untested substitutes in lieu of brand name.
The Committee would like the Ministry to review the generic name medicines
in the CGHS formularie from this angle and intimate to the Committee
whether all of these generic name medicines have been found to be of required
standard and therapeutic value, and also ensure that no new name may be added
to formulary before subjecting it to quality test. (S. No. 50)

3.132 The Committee also feel that in sensitive and chronic cases in which
treatment with brand names medicines has been able to control or stabalise
the problems, and where a switch-over to generic name substitute is likely to
create a psychological effect or introduce an element of risk or slow down re-
covery, it will be advisable not to insist on issue of substitute medicines in lien
of brand names regardless of dost implications. Doctors should have no fetish
either for generic names or for brand names. Each case should be treated on
merits with due regard to the psychology of the patient and the state of ailment
(S. No. 51)

3.133 The Committee take note that Medical Officers Incharge of the dis-
pensaries are required to see patients apart from attending to administrative
duties. This is as it should be as otherwise Medical Officers will be reduced
to merely administrative officers. The Ministry should, however, ensure that
this happens in actual practice. (S. No. 52) :

C—Specialits Services

3.134 In Delhi C.G.H.S. Specialists in various disciplines are posted at
Dr. Ram Manohar Lohia Hospital, Safdarjang Hospital, C.G.H.S. Polyclinics
etc. These Specialists are borne on the strength of C.G.H.S. and are under
the administrative control of Director (OGHS). The patients referred by
the C.G.H.S. dispensaries may have the consultation and advice of the
Specialists in the OPDs of the hospitals and C.G.H.S. Polyclinics. The
Specialists pay visit tc the dispensaries of different areas according to a
Schedule approved by Director (CGHS). "

3.135 The patients of certain specified diseases are referred to the other
Government, Municipal and Private hospitals recognised for the purpose.

3.136 In Delhi Specialists Services have been decentralised and are
provided in different areas in Polyclinics or Specialists Centres attached to
certain dispensaries. Due to financial constraints, it has not been possible
to open Polyclinics in all the areas though it is desirable to do so.

(i) Availability of specialists services in CGHS dispensaries

3.137 In some of the memoranda received by the Committee, it has been
stated that :

“Specialist services should be made available in all major dis-
pensaries. There should be no restriction on the specialists to
write prescriptions.”

“....The Specialists should visit a dispensary atleast once in a
week.”
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3.138 In a number of memoranda received from outside Delhi also, it
has been complained that Specialist services are not adeguate.

3.139° The Ministry has stated that it is not possible to send these
specialists to all CGHS dispensaries, because there will not be sufficient work-
load to keep them occupied for the whole time. Much time will also be
wasted in travelling from one dispensary to another. There are nodal points
where specialists visit and patients frem neighbouring dispensaries consult
thc specialists at the nodal dispensary according to a time schedule. The
specialists do visit nodal dispensaries at regw.ar intervals. The Ministry has
added that this arrangement is more convenient to CGHS beneficiaries.
Besides, there are two Polyclinics in Delhi at Kasturba Nagar and Pusa Read
where specialists services are available.

3.140 The Ministry has further stated that in cities outside Delhi it may
not be possible to provide specialists services in every speciality, because
the total number. of patients referred for consultation may not be sufficient.
The question of opening Polyclinics in cities ofher than Dethi is, however,
under consideration. ’

3.141 Explaining thé present arrangements in Delhi, the representative
of the Ministry of Health stated in evidence :—

“So far as Delhi is concerned, I have to furnish the number of
visits made by Specialists as follows :—-

Specialists No. of dispensaries being
visited

Medical . . . . . A5 0cut of 75

Surgical . . . . . 5

ENT o . . . . [§

Eye . . . . . 8

Skin . PR . . 32

Besides, we have gdt four polyclinics all over India where
Specialists are available. We propose to open 12 more poly-
clinics in all the Centres during the Sixth Plan.

The question of providing Specialists’ services in all the Dispen-
saries will have to be looked into and solved with aczquate care
because it may ultimately result in a situation where the Specia-
lists do not have enough work. So, mecessarily the Specialist’
attention has to be comcentrated on a given number of Dispen-
saries and the present system in Delhi, in our view, provides
adequate coverage.”

(i) Viusit of Specialists to Dispensaries in Bombay

3.142 1t has been stated in a memorandum received from the residents
in Central Government Quarters, Koliwada, Bombay that :—

“The drugs which are to be prescribed by the Specialists who is
supposed to visit the Dispensary once a week invariably visits
the dispensary twice a month and the patients have to wait for
his next visit as the essential medicines are not prescribed by
the doctors other than the specialists. Therefore, the patient
has to purchase medicines at his own cost to save himself from
the agonies.
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Can the sickness wait till the arrival of the Specialists ?

Can the sickness wait till the medicines arrive from the Central
Stores which takes atleast two days.”

3.143 In this connection, the Ministry has stated that the Specialist is
expected to visit CGHS dxspensa.ry, Koliwada once a week and normally
does so. Patients are given attention and medicine in time. The patients
who need immediate special attention can go to CGHS Polyclinic at Ballard
Estate, Bombay or can be referred to any one of the recognised hospitals.
The need for such action is to be decided by the Medical Officer, on medical
grounds depending on the condition of the patient.

3:144 In Delhi the CGHS beneficiaries requiring specialists attention
“are referred to Dr. Ram Manohar Lohia Hespital, Safdarjang Hospital and
Poly-Clinics where CGHS specialists are posted. Specialists also visit nodal
dispensaries in Delhi numbering 35, where patients from neighbouring dispen-
saries come to consult them. . Specialists, however, do not go to all the dis-
pensaries because there may not be sufficient workload to keep them fully occu-
pied. Inthe memoranda submitied to the Committee by associations of CGHS
beneficiaries in Delhi and elsewhere a need for providing specialists in more dis-
pensanes has been expressed. According to the Mnmstry the present arrange-
ment is quite adequate. Whether the number of specialists appointed in various
msclplmes has been determined after a scientific survey or on aa ad /ioc basis
is not clear. Nor has the criterion adopted to declare a dispensary as ‘nodal’
dispensary been explained.

3-145 The Commitice would suggest that workload for specialists con-
sultationin each branch should be systematically assessed vis-q-vis the existing
capacity of the specialists available and shortage in any particular branch made
good. Needless to say, adequate number of specialists should be available to
cope with the demand not only in Declhi but also in other cities. The Com-
mittee would like to be apprised of the outcome of assessment city-wise. (SL
No. 53)

3.146 Decentralisation of specialists services is a step in the right di-
rection. The Committee agree that it is not necessary to provide specialists
in each dispensary. Bat it should be the objective of the Ministry to provide
specialists for a group of dispensaries at least in areas which are far off -from
Dr. Ram Manohar Lohia Hospital and Safdarjung Hospital. It is wnfair to
make patients living in far off colonies to go all the way to the aforesaid hospi-
tals when beneficiaries living nearby may be enjoying the specialists facilities in
nodal dispensaries. The Committee would like the Ministry to review the
present Iocation of nodal dispensaries and their linkage with other dispensaries
and inform the Committee of the steps necessary to augmant and rationalise the
present facilities. (SI. No. 54)

3-147 The Committee also suggest that the availability penodlcxty and
efficiency of specialist services provided in Bombay and other cities outside
Dethi should be appraised in the light of the experiences. of CGHS beneficiaries
there and remedial action taken to place these services on a reasonable level of,
efficiency. (Sl. No. 55)



CHAPTER IV
CGHS MEDICAL STORE DEPOT

. A. Stores Organisation and Functions

4.1 The CGHS Medical Stores Depot which works under the overall
control of a Deputy Director caters to the requirements of CGIS Allo-
pathic Dispensaries in Delhi/New Delhi. In addition, requirements of
CGHS Maternity Centres and Hospitals in R. K. Puram, Kalkaji and Srini-
vaspuri and also of Delhi Police Hospitals at Kingsway Camp and Rajpur
Road, which are under the control of CGHS, are met by this Depot. It also
caters to the requirements of medicines of two mobile dispensaries which
serve far-flung areas in the city.

4.2 Supply of non-drug items to Ayurvedic, Homoeopathic and Unani
Dispensaries is also the rcsponsibility of this Depot.

i) Procedure of Purchase and Stocking of Medicines

4.3 1t has been stated in a memorandum that the whole system relating
to the procurement/supply of medicines is highly defective and the benefi-
ciaries have a genuine ground for complaint about the shortage of medicines
in the dispensaries. The functioning of CGHS medical Stores Depot needs
to be streamlined immediately as the very reputation of CGHS is at stake
due to malfunctioning of the CGHS Medical Stores Depot. To streamline the
supply of medicines to more than 90 dispensaries/Units and to strengthen
the functioning of Medical Stores Depot, it has been suggeted that in addition
to one main CGHS Medical Store Depot three sub-Depots, one for each
CGHS Zone, may be set up to feed the dispensaries under their charge.

4.4 Giving their reactions to the above suggestions the Ministry stated
that the purchase/procurement/shortage and issue procedures have already
been examined in detail, by the Deptt. of Personnel and Admlmstratwe
Reforms.

(ii) Procurement of Medicines

4.5 The procedure for purchase and storage of medicines for use in
CGHS dlspensanes and their distribution to various dispensaries has been
explained in the succeeding paragraphs. Purchases procedure for each
system are not identical for practical reasons.

4.6 The Ministry have stated that on 1st of April each year, based on
the consumption trend of the past three years, and after allowing for sufficient
buffer stock to be maintained, and balance held in stock on that day, require-
ments of each item of drug for the next year are worked out. The.total
value of each item is worked out and total requirement in money terms is
arrived at. If it is found to exceed the budget provisions, pro-rata cut is
imposed on all non-life saving items so as to bring down the proposed expen-
diture within the funds available. This however, reduces the actual
requirement.

58
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(i) Method of Purchase

4.7 DGS&D have concluded rate contracts for about 30 Allopathic drugs
with different firms. These drugs are purchase from these firms against rate
contracts. Purchases of items outside these oontracts are improper.

4.8 Following procedure is followed in respect of items not covered under
rate contracts :

(i) Itemns exceeding Rs. 1 lakh in value

Indents are placed with DGS&D after the quantity has been
worked out. They float tenders and place orders with firms as
they consider fit. Government departments placing indents
have no say in this.

(i) Iter}zs less than Rs. 1 lakh in value

Firms are registered by the High Power Committee (Drugs) of
the DGS&D. CGHS also follows this list and floats tenders to
them. Lowest tender offered which conforms to the specifica-

- tions in the tender are always approved. Rates are approved
by CGHS Medical Stores in Delhi and the same rates are
applicable throughout India.

{iv) Storage

4.9 Medicines procured are stored in a central place in the Central
Medical Store Depot in the premises of Dr. R. M. L. Hospital. There are
separate depots in respect of other systems of medicine. Cities other than
Delhi also have their depots.

(v) Distribution

4.10 The medicines are distributed to various dispensaries on demand
according to the prescribed procedure.

4.11 Local purchase is resorted to through approved local chemist, if (a)
the medicine prescribed is outsidle CGHS formulary and/or (b) it has gone
out of the stock at the Medical Store Depot. In every city there is an
approved chemist for this purpose. In Delhi, M/s Super Bazar has been
‘appointed as approved chemist.

4.12 From the information furnished by the Ministry regarding the
indents placed by CGHS Directorate on DGS&D during the years 1978-79,
1979-80 and 1980-81 and the dates of placing orders by DGS&D on sup-
pliers and the actual dates of supplies of medicines, it is seen that in almost
all cases the supplies were made long after the targets dates by which the
drugs were required by the CGHS. The delay ranged from 3-12 months.
Even the orders placed by DGS&D on the suppliers after receipt of indents
from CGHS were in most cases considerably delayed. The Committee found
that normally indents are placed by CGHS Directorate on DGS&D towards
the end of May and mostly in June and July of a year.

4.13 The representative of the Ministry informed the Committee
during evidence that indent is sent to the DGS&D early in a financial year.
The witness added that “the position is kept under constant watch although
the arrivals from the DGS&D rate contracts and ATS are very often
delayed.”
5—1306LSS/81 :
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4.14 The witness further stated that “we are the largest consumer.
The Medical Stores are competent to purchase medicines. So, exemption
could be granted from the stipulation that we should buy up from the
DGS&D as this is not going to affect the overall cost of purchase. We are
able to get at competitive price the medicines as the DGS&D is able to get
...... 50% of our medicines we buy ourselves. If we buy another fifty
per cent, it may not be much of a burden.”

4,15 The witness admitted during the course of evidence that because
of ‘lack of funds, their supply position was bad and the dispensaries were
facing the difficulties on this account.

4.16 Asked if within the existing procedure of indenting through
DGS&D the process could be expedited, the representative of the Ministry
explained that “considerable refinement in the procedure can be brought
about. Indenting now takes place after the Budget is passed. Then in-
denting can take place early. Financial availability certificate can be given
at the time of placement of tender three to four months ahead.”

4.17 As regards quality, the witness added that “DGS&D is obliged—
as they have to support the small scale sector—to issue tenders to firms
which are registered with them and firms not registered with them. In
the drug industry quality is very very important. So, our suggestion to
?GS&D has been that firms registered with DGS&D alone should be tendered
or.” -

B Quality Control of Medicines

(i) Procedure for Quality Control followed by CGHS Medical Store Depot
in respect of Allopathic Drugs _ ’
4.18 All supplies are covered by warranty certificate in the proforma
prescribed with each consignment by the firms. On receipt of supplies,
they are compared with the control samples received at the time of tenders
before acceptance. Since rates are valid for whole of India, control sampies
of accepted firm are sent to all units outside Delhi for their comparison.

(ii)) Chemical analysis before acceptance

4.19 Due to limited facilities for testing available batches of all sup-
plies are not subjected to chemical tests. Test is carried out on set "of
priorities listed below :—

(i) Supplies from unregistered firms or firms from whom supplies
have not been received in the past, all such supplies are sub- -
jected to chemical tests before accepting them—exception is
made in case the item has gone out of stock and local purchase
is being made at much higher rates. In these cases also if
there are more than one batch supplied at a time the minimum
number of batches necessary are used, on the basis of war-
ranty and remaining are sent for testing.

(ii) All other firms : Random sampling is done for testing of pro-

ducts including brand products of renowned firms. When sup-

: plies from the firms falling in the first category are found to be
s consistently of acceptable quality, they are aiso brought down
to the second category.
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(iii) Chemical tests after acceptance

420 Whenever there is reaction to a drug or whenever there are com-
plaints of quality or whenever it is suspected that drug may have deteriorated,
in quality, the concerned drug is sent for testing.

4.21 Following action is taken subsequent to rejection of medicines.
found substandard :—

(i) Firm is asked to replace the rejected, stores with stores of
acceptable quality, if stock level permits, such replacements are
again got tested.

(ii) Copies of test reports are forwarded to
(a) All State Drug Controllers.
(b) Drug Controller (India).
(c) All CMOs of CGHS throughout India.

(iii) Performance of firms whose supplies arc repeatedly rejected is
also forwarded to DGS&D recommending deregistration and/
or suitable action.

422 In a number of memoranda received by the Committee, com-
plaints were made that médicines supplied by the CGHS were sometimes
sub-standard, and of cheap quality.

4.23 It was stated in a memorandum that “the problem of quality of
drug supplied is ofter: raised from time to time. This needs periodical -
check up at several levels and different times and situations. There.should
be built-in-mechanism for prompt action against the defaulting persons.

424 The Para-medical staff Association in their memorandum stated
that “the medicines supplied to the beneficiaries from the CGHS dispen-
saries have little curative effect as proved from the repeat visits of patients”.

4.25 The Ministry had admitted that “due to limited facilities for test-
ing available, batches of all supplies are not subjected to chemical tests”
and that “circumstances may not permit all the batches to be tested”.

4.26 The Committee asked whether in view of the widespread dissatis-
faction with the quality of drugs issued through CGHS, the Ministry did
not feel the necessity of taking immediate and foolproof measures to ensure

- that the drugs purchased by CGHS were of the standard quality and not a
single supply was accepted and used without prier quality test ?

-4.27 The Ministry stated that “the medicines for CGHS are pur-
chased from firms which are registered by DGS&D after ensuring the quality
of their products. Purchase from unregistered firms is done only through
DGS&D. Secondly drugs produced and marketed by firms are subject to
the provision of Drug Control Act. Besides, this, ample check is made
under CGHS where’ possible. As such it is not correct to say that medi-
cines given to patients are not tested for quality”.

4.28 Referring to the procedure for quality control as mentioned above,
the Ministry added “every effort is being made to ensure that only quality
drugs are supplied. In this connection, it may be added that adoption of
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recommendations of Hathi Committee report regarding the supply of drugs
under their generic names rather than brand names is being followed gene-
rally by the CGHS. Such of a popular brand name by generic drugs of
equal therapeutic value is often construed as supply of substandard drugs.
This unfortunate impression does not appear to have any proper scientific
basis”. -

4.29 The Ministry further added that “at present, the testing procedure
follwed by CGHS is by and large satisfactory”.

4.3 The following siatement shows the position regarding quality tcsts cerried out
on medicines pur-hased during the last three years :—

Sl.  Name of The value of The The value of The The value of The
No. city medicines inspec- medicines inspec- medicines Inspec-
purchased tions  purchased tion purchased tions
g carried carried carried
out to out to out to
check check check
quality ~ quality quality
1978-79 1979-80 1980-81
1. Nagpur - 14,48,000 Not done  11,64,000 5 29,32,000 Nil
2. Ahmedabad 3,19,489-13 1009,  2,45,809-67 —  2,92,818-96 Nil
3. Jaipur 6,12,000 5 10,90,000 1 13,16,383 5
4. Kanpur 16,94,671 Nil 16,90,720 Nil 24,23,823 Nil
5. Patna 16,99,954 -71 Nil 22,50,052-96 Nil 19,97,434 -91 . Nil
6. Meerut . 16,08,951 Nil 20,00,000 1 16,27,594 Nil
7. Hyderabad 28,66,343 —_ 31,27,926 4 34,02,118 -00 Yes
8. Madras 18,382,674 5 22,56,630 10 20,65,417 Nil
9. Calcutta . 48,40,000 Nil 54,21,000 Nil 47,27,000 Nil
10. Allahabad 18,95,102 1 13,81,663 3 15,50,233 2
11. Lucknow 1,72,751 -22 Nil 10,58,913 -64 Nil 10,05,999 -64 3
12. Pune . 5,41,660 Nil  7,64,778 -62 1 11,24,469 -42 4
13. Bangalore 14,17,245 75 Nil 13,88,841 -39 Nil 13,50,436 -05 1
14. Bombay 34,29,158,82 17 37,774,055°36 30 40,90,68242 4
15. Delhi . 3,08,90,000 81 3,72,60,000 145  2,66,20,000 100
Tbta.l Purchases
without quality
tests. . Rs. 1,34,23,232 Rs. 1,18,09,526 Rs. 1,60,66,0%5

(iv) Guidelines for selecting drugs for quality checks

431 The Committee asked whether any guidelines/norms had been
laid down for selecting drugs for quality checks, if so what, percentage of
batches/drugs/supplies are required to be subjected to quality cheks, the
Ministry informed the Committee that “drugs are generally received from
unregistered firms on thke basis of orders placed through DGS&D. These
are generally tested prior to acceptance except where the need is urgent in
which casc reliance is placed on warranty clause till subsequent batches are
-tested. Sometimes. purchase of drugs from new unregistered firms has to
be resorted to through Super Bazar. In such cases also testing cannot be
done because of patcity of time”.
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432 The Committee further asked as to how many batches/drugs/
supplies obtained by the Central Medical Store Depot and the Medical
Store Depots in each other city where CGHS is working, were to be quality
checked and how many were actually sc checked. In how many cases the
quality checking was made before the drugs were used. In how many
cases the quality was found to be not upto the mark and what precise action
was taken in the matter. The Ministry gave information only in respect
of Delhi, as follows : 4

Number of batches received from firms : 100

with whom CGHS had no past experience of supply. (1980-81)
Number of batch sought of these 100=46 .

on which quality test were not performed :

4.33 According to the Ministry, all these tests werc‘ carried out before
acceptance of supplies. Out of the batches sent for test, 8 batches were
found not of required standard. Following action was taken in respect o

these batches : :
(i) Firms was asked to replace with stores of standard quality.
(ii) Performance of the firm was reported to DGS&D.

(iii) Results of the test was communicated to all CGHS Units out-
side Delhi, all State Drug Controller and Drug Controller

(India).

4.34 The value of drugs purchased through DGS&D and directly by
CGHS during the last 3 years, is stated to be as follows :—

Year Direct purchases Through DGS&D
- 1978-79 . . . . . Rs. 147 -1 lakhs Rs. 1550 lakhs

1979-80 . . . . . Rs. 150 -8 lakhs Rs. 221 -0 lakhs

1980-81 . . . . . Rs. 110-0 lakhs Rs. 150-02 lakhs

4.35 Asked to state the percentage of batches of drugs purchased

through DGS&D which were testerd before/after purchase and the percen-
tage of such batches of drugs found to be sub-standard, the Ministry stated
that “there arg no fixed percentage prescribed. Since, only a few of the
orders placed by the DGS&D are with unregistered firms, all of them are
not subjected to test. 100 batches were received in 1980-81 in Delhi
from unregistered firms, or firms with which CGHS had not past experience.
Out of these 54 batches were subjected to test. Out of these 8 batches
failed in test”. :
*1 436 Regarding the drugs purchased direct by CGHS, the Committee
enquired whether the orders were placed with lowest tenderers omly or
whether quality was also taken into consideration the Ministry stated that
“at the tender stage, it cannot be presumed that the supply shall be sub-
standard. As such lowest tenders as per specification are accepted.”

4.37 The number of batches of drugs subjected to iests in Delhi in
1979-80 and 1980-81 were as foHows :—

1979-80 1980-81

Total consignments subjected to test L (Delhi) . 145 100
No. of consignments failed . . . 10 13
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438 Asked to state whether the drugs were dispensed to patients before
the tests results were received, the Ministry stated that the drugs were not
accepted unless satisfactory test results were received.

4.39 The Ministry further stated that following action is taken against
manufacturers of sub-standard drugs :

(i) Firm is asked to replace the substandard stores. R
(i) Performance of the firm is reported to DGS&D.

(iii) Copies. of test reports are sent to Drugs Controller (India), all
State Drug Controllers, and all Chief Medical Officers of CGHS
outside Delhi.

(iv) As already stated, manufacturers are required to get each batch
tested before release to consumers. State drug controller also
see that this is done. CGHS only carried out a counter
check.” Tt may therefore, be seen that none of the batches are
dispensed without any quality control. test.

(v) Medicir=s are purchased by CGHS only from registered firms.
Matter has also been taken up with the Secretary (Supply) to

. see that DGS&D also does not place orders with unregistered
firms.

4.40 It would be impracticable to carry out cross check of every
batch which may run into thousands.

4.41 With regard to the testing of medicines, Secretary (Health)
informed the Committee in his evidence that —

“the overall responsibilities of Quality Control for drugs are that
of the State Drug Controllers who enforce the Drug and Cosmetics
Control Rules. The manufacturing firms have to get each batch
tested. Then, the Inspector of the State Drug Controller are
. there. They have to keep a regular check. The check by the
CGHS is essentially a cross-check. The check has already taken
place. We purchase medicines through DGS&D, as also direct.
With regard to the purchases through DGS&D, there ure two cate-
gories of suppliers, one the registered suppliers and ‘the other
unregistered suppliers, we can have a limited check; they are the
proven suppliers. The other is purchased from the unregistered
suppliers. That is mainly to encourage the small scale industries.
Out of 100 batches supplied by them, 54% have been subjected
to check. With regard to registered suppliers, our percentage - of
checking is 6.7. We have taken up with the Ministry of Supply
on 11-12-81 that we are not in favour of supplies by the unregisier-
ed suppliers”.

442 From the information furnished by the Ministry, it was seen
that direct purchases worth lakhs -of rupees were resorted to in a number
of cities where CGHS was in operation. The total value of medicines
purchased by CGHS directly without apy quality test, whatscever, Wwas
Rs. 1.34 crores in 1978-79. Rs. 1.8 crores in 1979-80 and Rs. 1.60 crores
in 1980-81. Patna Rs. 59 lakhs; Bangalore Rs. 41 lakhs (during last
3 years 1978-81) without carrying out any quality checks whatsozver.
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When the Committee pointed this out the heavy purchases made in Patna
(Rs. 59 lakhs) and Bangalore (Rs. 41 lakhs) in evidence, the representa-
tive of the Ministry stated that “These are all purchases by CGHS from
registered suppliers. . .. .. and in such cases only very random checks are
necessary”.

443 Asked why even random checks were not done in Ahmedabad,
Patna and Bangalore, the witness added —

“In Patna the difficulty is that there is no a proved testing house.
In Bangalore there are approved testing houses, but are very very
few in number”.

4.44 The Committee could not appreciate the idea of making purchases
to the tune of lakhs of rupees directly by CGHS without some sort of
quality checks, the witness stated that “under the Drugs Control Act, the
drugs are subjected to rigid test at manufacturing stage and there are very
severe and stringent specifications in the rules”, Secretary (Health), how-
ever, stated in his ‘evidence that “I accept that when we purchase drugs,
we also have a responsibility to do some cross-checks. It was as a part
of that responsibility that so far as registered, proven suppliers were con-
cerned, we made 6.75% checks. As regards unregistered suppliers, 54%
were submitted to check”.

" 4.45 As the hon. member mentioned “with regird to Patna and other
places, we must create our own testing facilities as early as possible,
‘because we cannot afford to have isolated pockets without any check. We
will soon make provisions for this”.

4.46 In this context of huge purchases of drugs made in Patna,
Ahmedabad and Bangalore without quality tests, the Committee also raised -
'the question of financial powers of CGHS officers to make direct purchases
of drugs. '

~_ 4.47 The representative of the Ministry stated that the Chief Medical
officers of the aforesaid places as heads of offices, have full financial
powers to make purchases ‘subject to budget allocations.

448 Im a note submitted after evidence the Ministry informed the
Committee as follows in regard to purchases of medicines in Patna and
Bangalore during the last 3 years — .

“CGHS Medical Stores Depot, floats tenders to registered firms.
After the quotations have been approved, rate agreements, valid
for one year from 1st April each year, are entered into, with the
firms. Copies of these rate agreements are sent to all Chief Medi-
cal Officer’s qutside Delhi including Bangalore and Patna. They
purchase items only in accordance with these rate agreements. For
items which :have suddenly gone out of stock, each C.M.O. appoints
a local chemist for purchases from local firms after floating tenders.
Such items are™purchased from these local sources. The Chief
Medica! Officers of CGHS have been declared “Head of Office”
and enjoy the powers of “Head of Office”. They are empowered
to purchase medicines subject to budget provision with the further -
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provision, that if the value of any items exceeds Rs. 1 lakhs, the
papers are sent to D.G.S. & D. for placement of orders. It has
been ascertained from Chief Medical Officers of Patna and
Bangalore, that during the last 3 years, no item costing more than
one lakh was purchased by the Chief Medical Officer. There are
about 270C medicines in the formularies of different systems taken
together, and the value of purchases made is as given below :—

Value of Purchases in lakhs other than through local chemist

1978-79 1979-80 1980-81
CGHS Bangalore . . 1309 1220 1170
CGHS Patna . . . 1295 17-24 1183

There is no approved laboratory at Patna. As such no tests were
carried out. As regards CGHS Bangalore, one batch in 1978-79
and 1980-81 was got tested from the Government Analyst of the
Drugs Control Department. It may, however, be stated that there
are no regular arrangements for cross-checking of all' the consign-
ments received by CGHS. It is the responsibility of the State Drug
Controllers to ensure that the Drugs which are marketed are of the
desired and prescribed standard”.

(v) Purchase of Medicines from Unregistered Firms

_ . 449 The Ministry stated that in the case of Allopathic drugs, since

original enlistment is done by DGS&D, only that department is competent

for blacklisting. Whenever drugs are found to be substandard supplied by

ggs registered with DGS&D, suitable information is sent to DGS&D to
action.

4.50 Asked why purchases were made from such firms again 1980-
81, the representative of the Ministry stated—

“E. Merck is a multinational company. - A batch of their product
was not up to the mark. But Merck supply very esrential medi-
- cines and if we stop buying from them, we cannot get same essen-
tial medicines. There are other firms also—Hindustan Antibiotics
Ltd., Poona. It is a public sector company producing penicillin
and streptomycin. If we discontinue purchases from them, we
would not get penicillin”.

Names of Firms whose supplies of medicines have been found to be sub-
standard

451 The Ministry supplied the following statement showing names
of firms whose supplies were found to be sub-standard in 1980-81 and
whose names were recommended to the DGS&D for suitable action.

4.52 The firms whose names were forwarded to the DGS&D during
1979-80 recommending de-registration or any other suitable action are
mentioned below. As far as the Ministry was aware value of purchasers:



67

made from these firms during 1980-81 are shown against them, none of
these firms had been blacklisted (Position as in August, 1981)—

SL Name of the firms Purchased Purchase made
No. through DGS&D  threugh local
during 80-81 order
1. M/s. Tablet Ltd., Madras . . . 5,10,640—40 Nil
2. M/s Intemauona] Chemical Cor. Amntsar . Nil 46,239—64
3. M/s Tabsules Isomers (1) Pvt. .. . Nil Nil
4.. M/s Trroks Pherma, Bahadurgarh . . . Nil Nil
5. M/s E. Merck . . . Nil 58,045—55,
6. M/s Becon Pharmacutncal Bombay . . Nil 21,243—75
7. M/s C. 1. Lab. Calcutta . . . 2,74,417—00 Nil
8. M/s Tamil Nadu Dhadha, Madras . . Nil -~ Nil
9. M/s Sigma Laboratories, Bombay . . . 1,15,915—00 Nil
10. M/s P.G.I.,, Bombay . . . . . 2,43,167—20 Nil
11. M/s British Pha, Lab, Bombay Nil 49.440-00°
12. M/s Hindustan Antibiotic, Poona . . 56,732—40 Nil
13. M/s India Chemical New Delhi . . . Nil Nil
14, M/s Nectarine Pharma, New Delhi . . 2,38,190—26 94,880—96

Statement for purchases made during 1981-82, upto . 31-12-1981 from:
firms. (Figures relates to Delhi only)

Sr. No. Name of firms ' Value of order
. placed
Rs.
Allopathy
1. M/s. International Chemical Corpn. Amritsar . . . 73,313 -76
2. M/s. Viper Chemcials, Baroda . . . .. . 17,316 -00-
3, M/s. Tabsules Iseners Lid. Bombay . . . - . Nil
4. M/s. Sigma Laboratories, Bombay . . . . . . Nil
5. M/s. Spencer & Co. Madras . . . . . . . Nil
Ayurvedic
6. M/s. Himachal Drugs, Pharma, Amritsar . . . . 24 -55
7. M/s. Raj Vaidya Shital Prasad, Delhi . .. . . 38997
8. M/s. Nav Shakti Ayurvedic Pvt. Ltd. Bhusaval . . . 412 -59
9. M/s. Dhanwantri Lab. Bhagalpur . . . . . . 2,006 -74
10. M/s. Petlad Moahal Aregya Mandal, Gu;arat . . . . 285-58
11. M/s. Shivalik Drugs, Madras . . . . . . 51-48
12. M/s. Dogra Kayakalp, Jullundur . . . . . Lt 182-58
13. M/s. Maxe Laboratories, Delhi . . . . . . 927 -81
14. M/s. Madhava Pharmaceuticals, Cochin . . . o 27-56
15. M/s. Haryana Pharmacy, Jhajjar . . . . . . 537
16. M/s. Swastika Drug Pharma, Amritsar . . e . 1978
17. M/s. Kamal Ayurvedic Pharmacy, Hardwar . S . 296
18. M/s. Deshrakshak Ausadhalaya, Hardwar . . . . 35110

19. M/s. Naveen Ayurvedic Bhavan, Delhi . . . . . Nil
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Explanatory Note

In case of other systems of medicines, registration is done by CGHS.
However, in case of SSI Units, registration is taken as automatic, under
the newly introduced single-point registration scheme. Under this scheme,
registration with NSIC is enough. No further registration with any other
department is necessary.

453 As already stated by the Ministry 100 batches were received in
1980-81 from such firms. 54 batches were subjected to test. 8 batches
were found sub-standard. Purchases were made in 1981-82 from some
of the firms whose supplies were not found upto the mark in 1980-81.
The value of orders placed with such firms in 1981-82 (upto end of Decem-
ber 1981) is also shown in the statement.

C. Stock Verification of Medicines. ‘
(i) Stock verification of the Central Medical Store Depot

4.54 Stock verification in the Central Medical Store Depot is carried
out in the following manner and frequency :—

(i) By the stock holder i.e. person having the charge on the first
two working days of each month. A certificate to these effect
is submitted through the store Supdt. and the Store Manager
within .seven days to the DAD (Store) for further follow up
action. There have not been any large scale discrepancy dur-
ing the last three years.

(ii) Annually, during the first sevén working days of April each
year' by the stock holders and cross checked by the Store
Supdt. and the Store Manager.

(ii) Random check by the Store Supdt./Store Manager.

(iv) The general financial rules lay down that the store should
also be checked by an agency other than the person holding
the charge. Such a check was carried out from 8-3-78 to
2-5-78 by the internal audit unit under the Director, CGHS.

4.55 Rule 116 of the General Financial Rules which is reproduced
below lays down that physical verification of all stores shall be made at
least once in every year :—

“A physical verification of all stores shall be made 4t least once in
every year under rules prescribed by the competent authority, and
subject to the condition that the verification is not entrusted to a
person : :
(i) who is the custodian, the ledger-keeper or the accountant of

the .stores to be verified, or who is a nominee of, or is em-

ployed under the custodian, the ledger-keeper or the accoun-
tant; or

(i) who is not conversant with the classification, nomenclature
and technique of the particular classes of stores to be verified.
The verification shall never be left to low paid subordinates
and in the case of large and important stores, it shall be as far
as possible, entrusted to a responsible officer, who is indepen-
dent of the subordinate authority in charge of the stores”.
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456 The Ministry has stated that the CGHS Medical Store Depot
handles 400 drugs and 4000 non-drugs items, including various forms and
-stationery, Liveries, laboratory chemicals, surgical instruments etc. The
value of stock at any given time is approximately Rs. one crores. Ac-
cording to the Ministry the physical verification of the entire stores is,
therefore, a lime consuming process, running into 8 to 10 weeks.

4.57 The Ministry has stated in reply to a question that “it is a fact
that audit has not been done after 1978. Efforts are being made to ensure
annual verification as per General Financial Rules. Dates of stock verifi-
cation prior to 1978, have not become available inspite of best eforts”.

4.58 Explaining the position the Director General Health Service in
evidence stated that :—

“The discrepancies in 1978-79 in the CGHS Medical Stores were
to the tune of Rs. 19,336.42. During the years 1979-80 and
1980-81 no discrepancy has been found but 5 must also add that
no verification was carried out in these two years by any outside
agency. This is only Internal Audit; no outside agency did it”.

4.;9 Asked to explain the reasons as to’ why stock verification was
not done after 1978-79, the witness stated :—

~“Stock of 4,000 items in the depot at any time is involved. It is

worth more than a crore. Physical verification takes 8 to 10
weeks. Meanwhile depot cannot be closed also. The limited
number of verifiers were to carry out verification at the dispensaries.
They have to find out whether there was any defect or any irregu-
larity etc. They could not make themselves available for verifica-
tion work in stores depot”. ’

Secretary (Health) stated—

“No verification of stock in Central Stores has taken _place after
1978, by outside agencies. This was not done by persons other
than those holding stocks. I admit that. We have not followed
the General Financial Rules strictly which provide for annual veri-
fication. This must be admitted. Now we have issued orders that
this stock verification should take place within 15 days.”

These orders were issued on 7-12-1981.

\

. 4.60 The Ministry has added that Medical officers Incharge, or any
other officer deputed by him on his behalf, is required to carry out sur-
prise physical verification twice a week of not less than 5 items. Sche-
duled verification without prior notice, is also to be carried out by Inter-

. mal Audit Unit of Zones, at about 6 month by intervals.

(ii) Stock verification in the Dispensaries

4.61 The Ministry has furnished the following information with
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regard to the particulars of stock verifications done in the Dispensaries.
during the year 1978-79 to 1980-81 in fourteen cities :—

Sl City Frequency of veri- Frequency of veri-  Frequency of veri-
No. ficaticn in 1978-79.  fication in 1579-80. fication in 1980-81.
Central  Dis- Central  Dis- Central  Dis-
Stores. pensaries. Steres. pensaries. Stores. pensaries.-
1. Bombay . . — — — — — —
(Information not available.)
2. Bangalore 1 10 1 11 1 11
3. Pune . (Information not available.)
4. Lucknow . 1 1 1 1 1 1
5. Allahabad (Informa.on not available.)
6. Kanpur . 1 6 1 6 1 8
7. Calcutta . . Rii. 12 1 12 nil 22
8. Madras 1 10 1 10 1 10:
9. Hyderabad . 1 13 1 15 1 15
10. Meerut . . — — - 8 — 9
11. Patna . nil 7 1 7 nil 7
12. Jaipur . . (Information not available.)
13. Abmedabad . nil 3 1 3 nil 3
14. Nagpur . . 1 11 1 20 nil nil

4.62 The inspections were carried out by Medical Officers Incharge
of Dispensaries, and no shortage or excess was discovered except in the
case of Bangalore during the year 1978-79 where a shortage of Rs. 7586
was discovered. The amount was reported to have been recovered from
the Officer concerned.

™ 4.63 1In so far as Delhi is concerned, the conflicting information has
been supplied by the Ministry regarding the number of dispensaries where
stock verification was hold during last three years. From the Preliminary
Material furnished to the Committee it is seen that out of 75 dispensaries,
inspections were carried out only in 24 dispensaries in 1978-79, 15 dis-
pensaries in 1979-80 and 10 dispensaries in 1980-81. Shortages of vary-
ing amounts found during stock verification have been reconcil~d in some
cases and are due to be reconciled in some other cases.

4.64 But from the written replies to questions submitted by the
Ministry later, it is seen that stock verification was not done in 16 dispen-
saries in 1979-80 and in 29 dispensaries in 1980-81, implying that in the
remaining dispensaries, it was done. :

4.65 A detailed procedure has been laid down by the Ministry for procure-
ment of medicines by CGHS. Items exceeding Rs. one lakh in value are procured
by CGHS through DGS&D and those less than Rs. one lakh in value are ob-
tained direct from firms registered with DGS&D through a system of tenders..
Urgent needs are met by local purchase through approved local chemists.

4.66 The Committee regret to note that supplies through DGS&D are-
very of ten delayed. The delays which range from 3 months to 12 months dis-
locate the supply mechanism in dispensaries and cause a great inconvenience to
CGHS patients. The Committee learn that delays can be avoided if the indents,
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instead of being placed cn DGS&D in a pew financial year, are placed well
before the end of the previcus financial year. The representative of the Mini-
stry told the Committee that ti:is is possible.  If that is so, the Committee see
“no reason why annual indents should not be piaced by CGHS well before the
commercement of relevent financial year. (S. Ne. 356

467 The Committee find that DGS&D tukes considerable time after re-
ceipt cf indents frem CGHS te place orders on the sunuliers for seprply of me-
dicines. TEis skou'é be locked into a2rd time lag tetween receipt of indents
and placement of orders should be reduced as far as possible. (S. Ne. 87)

4.68 Lack of funds for purchase of mcdicines at the time when these are
required shows poor budget planning. The Commitice wurge that adequate
" funds should be provided to CGHS at the right time to enable it to procure and
maintain stocks of medicines at optimum level. (S. No. 58)

4.69 Though the Ministry has laid down an elaborate system of quality tests
on medicines purchased by CGHS, this is not properly observed in actual
practice. All supplies of medicines from unregistered or new firms are reqmred
to be subjectedito chemical tests but it is a matter of deep regret that this is not
being done. In Delhi only 549/ of such medicines were checked for quality in
1980-81. The Committee cannot but deplore such gross negligence on the part
of CGHS management in such a serious mater. The explanation given by the
Ministry that supplies from unregistered firms are arranged by DGS&D and
that the responsibility of quality control for drugs is that of the State Drugs
Controller does not absolve the CGHS of its responsibility to make cross-
checks.

4.70 It is stated that purchases from unregistered ﬁrms are made by
DGS &D mainly to encourage small scale industries. The Committee do not
consider it proper to purchase medicines from firms whose standing and stan-
dards have net been tested and accepted. Helping Small Scale Industries is a
noble aim but not at the cost of CGHS beneficiaries’ health. The Committee
would like the Ministry to drive this point home to DGS&D and dissuade it
from purchasing medicines from unproven seppliers. (S. No. 59)

471 As resgrds supplies from registered suppliers, the percentage of check-
ing for quality is stated to be 6-7%,. The basis on which 6 7‘7 checking in
respect of supplies by registered suppliers and 549 of checking in respect of
supplies by unregistered suppliers are considered adequate, has not been ex-
plained by the Ministry. In fact, the Ministry had stated in reply to a ques-
tion that there were no fixed percentages prescribed for quality checks. This
is a big flaw. The Committee would like that norms in percentage terms for
quality tests for medicines received from different sources should be prescribed
and enforced. (S. No. 60)

4.72 The Committee find that even 6-79/ quality checks have not been per-
formed in all cases of supplies from registered suppliers. Medicines amounting
to Rs. 134 Crores in 1978-79, Rs. 1 -18 crores in 1979-80 and Rs. 1 -60 crores
in 1980-81 were purchased du'ect by Chief Medical Officers in the various cities,
where CGHS is in operatmn, without any check whatscever, That there was
no approved testing house in Patna which accounted for Rs. 59 lskhs worth of
such purchases is a lame excuse. No check was made in Bangalore either
even though approved testing houses were there. The direct purchases made
there amounted to Rs. 41 lakhs in 3 years. This is negligence of a high
order which deserves to be condemned.

4.73 The Committee take note of Health Scretary’s statement that when
‘CGHS purchases medicines, it has a responsibility to do some cross-checks.
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If testing facilities are lacking at any place, the Ministry would soon provide
them there. The Committee would like to be -apprised of the zction taken in
pursuance of Helath Secretary’s assurance. (S. No. 61)

4.74 The Committee cannot but take note of the heavy purchases of medi-
cines made directly by Chief Medical Officers of Patna, Bangalore and other
cities during the last 3 years. Even though the purchases are stated by the
Ministry to have been made according to the prescribed procedures and
within their financial poweres there is need to keep a watch on direct purchases
of such high magnitude. (S. No. 62)

4.75 The Committee find that, while purchasing medicines, lowest tenders
as per specimens are accepted as, according to the Ministry, at that stage it
cannot be presumed that the supply may be substandard. In the Committee’s
opinion this is not a correct approach. The Ministry should consider whether
some sort of screening of tke tenders carnot ke dore at tender stage to minimise
the likelihood of sub-standard madicines being supplied to CGHS under the
cover of lowest tenders. (S. No. 63)

4.76 In view of utter disregard for quality tests cf medicines which the
CGHS has displayed, the widespread reports that medicines available in CGHS
are sub-standard and have littie carative effect appear to have a ring of reality
even though it may be difficult to quartify this phenomenon. The Ministry’s
statement that “at present the testing precedure followed by CGHS is by and
large satisfactory” when actually it is not so in actual practice, betrays an
attitude of callousness and casualness which is deplorable. If beneficiaries are
losing faith in medicines supplied by CGIIS dispensaries, the CGHS authorities
are themselves to blame. The Ministry too cannot escape its share of blame
in this regard. The imporiance of quality control over medicines procured by
CGHS, whether through DGS&D or directly should have required no emphasis
but seeing the sorry state of things in CGHS the Committee have no alterna-
tive but to emphasize that medicines purchased from unrecogniséd and unpro-
ven suppliers should in no case be used without prior quality tests. And even
in respect of supplies from proven suppliers, experience has shown that quality
cannot be taken for granted. Random chacks of a prescribed percentage of such
drugs must be carried out as a rule. Any disregard for qualitycontrol at any
level should be dealt with'sternly and attract deterrent punishment. (Sl. No. 64)

4.77 Out of 100 batches of drugs puxchased by CGHS in Delhi from
unregistered and new suppliers in 1980-81, only 54 were subjec cd to quality
checks. And of these 54 batches, 8 (i.e. about 15%) failed in the stests. This:
is not a small number.This shows the risk taken by CGHS in using 46 other
batches of medicines without any test that year. The Committee feel that
where supplies procured from unregistered firms are found to be not upto the-
mark, no future purchases should be made from them till they get themselves
registered with the competent authority after going through the prescribed
procedure. This is the minimum that should be done, even if they are not
black listed. (S. No. 65)

4-78 The names of firms whose suppliers are not found up to the mark
are sent to DGS&D for suitable action and black listing. There were 14 such
allopathic firms in 1979-80 and 5 in 1980-81. It is unfortunate that a public
sector undertaking is also there in the list of units whose supplies were not upto-
the mark. None of them, so far as Ministry is aware, has been black-listed.
Purchases were made by CGHS in the following years also from some of such:
firms due to compulsion of circumstances. There was no alternative according
to the Ministry.
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4-79 1t is a serious matter for the Ministry to consider as to whether such
firms should be allowed to get away with impunity because of their dominent
role in the ficld of production of specific drugs. The Committee do not think
Government should helplessly watch such a thing happening from year to year.
At least those firms whose supplies are found spurious or adulterated or harm-
ful should not bé shown any mercy. (S. No 66)

480 The Committee would suggest that the case of the public sector
undertaking whose supplies were found to be not up to the mark should be
brought to the notice of the administrative Ministry concerned for corrective
action. (S. No. 67)

4.81 According to the extent procedure stocks in the Central Medical
Store Depot are supposed to be checked every month and every year by the steck-
holders and cross-checked by supervisory officers. Besides, random checks are
aiso supposed to be done by the supervisory officerg. It is not clear from the
information furnished by the Ministry whether supervisory officers did conduct
scheduled and random checks and cross-checks as prescribed; and if so, with
what results. The Committee would like to have this information in a precise
form in respect of 1981-82. (S. No. 68)

4.82 A very serious lapse that has come to the Committee’s notice is in
regard to stock verificaticn ef the Central Medical Store Depot by an inde-
pendent agency as required under the General Financial Rules. The Rules
provide that the stocks in the Central Store should be checked atleast once
every year by a responsibie officer who is independent of the authority incharge
of the store. The Committee fined evidence of only onme such check having
been carried out in March/May. 1978. The Ministry has admitted that no such
independent check has been carried out after that period, and dates of stock
verification done prior to 1978 are not available. What has pained the Com-
mittee more is that senior officers have sought to justify this laps by playing
up the magnitude of the work involved and the shortage of staff to do it. If
senior officers take such an attitude, subordinate officers are sure to neglect
their duties with impunity. And this is what appears to have happened. The
Committee cannot too strongly deplore this lapse. They would like that this
lapse may be enquired into, the responsibility fixed and the Committee infor-
med of the outcome. (S. No. 69) ¥l

—

4.83 The Committee appreciate that the Health Secretary has admitted '
. the fact that the management has not followed the General Finance Rules in the
matter of annual stock verification of the Central Store. Orders are stated to
have been issued on 7th December, 1981 to conduct the stock verification within
15 days. The Committee would like to know the outcome of this steck veri-
fication. (S. No. 70)

4-84 The Committee hope that the Ministry will not allow any remis-
smess in future in regard to the timely and regular stock verification of steres,
annual, monthly and random, and keep itself informed of the progress in this
regard. (S. No. 71)

4.85 The picture in regard to stock verification of stores in the dispen--
saries is also not véry clear. The dispensary stocks are required to be verified in
a limited way twice a week by the Medical Gificer Incharge and once every six
months by the Internal Audit Unit of the Zone. From the information furnished
by the Ministry it is seen that in many cities even the jnformation in regard to.
stock verifications of dispensary stecks is not kept and in other cities the
number of stock verifications has been fewer than scheduled or expected. This.
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shows the laxity of supervision on the part of Chief Medical Officers in the
respective cities and deserves to be deplored.

4.86 The position in respect of dispensaries in Delhi is also confusing.
In the beginning the Miristry informed ihe Committee that out of 75 dispen-
saries stock verificaiions had not been done in 24 dispensaries in 1978-79, 15
dispensaries in 1979-80, and 10 dispensaries ia 1989-81, but subsequently it
was stated by the Ministry that the stock verification had not been done in 16
dispensaries in 1979-80 and 29 dispensaries in 1980-81, thus implying that in
the remaining dispensaries it had been done. Whichever statement be corre
the fact stands out that here too the supervisory authorities have failed
enforce departmental instruetions in regard to stock verification. That such a
thing should be happening under the vary nose of CGHS headquarters, is in-
deed deplorable.

4-87 The Committee expect that atleast now the Mlmstry would lay
down a clear schedule of surprise and scheduled stock verification outlining in
unequivocal terms the authorities who will do these stock verifications and their
frequency so that the officers concerned can be held accountable for their
lapses, if any, in foture. (S. No. 72)

D. Parchase of Medicines from Public Sector Organisations and anate
Sector Organisations

4.88 The following statement shows the value of drugs purchased
from the Public Sector Organisations and Private Sector Organisations
during the last three years (i.e. 1978-79, 1979-80 and 1980-81) :

~ N
Year Qty. purchased Qty. purchased
through public through private
. enterprises. enterprises.
1978-79 . . . . - . 27,04,664-65 1,43,77,426-22
1979-80 . . . . . . 38,57,232-83 2,20,58,463-02
1980-81 . . . . . . 19,32,140-29 1,39,06,821-35

4.89 From the information furnished by the Ministry it is seen that
18 drugs in 1978-79, 20 in 1979-80, and 27 in 1980-81 were purchased
from private sector even when they were also manufactured in. and avail-
able from Public Sector enterprises.

490 Asked to state the reasons why these medicines were not pur-
chased from Public Sector Organisations, the Ministry stated that accord-
ing to the purchase policy, Public Sector undertakings are entitled to a
price preference of 10%, over private sector. But, a small scale Indus-
trial (SSI) Unit is entitled to a price preference of 15%. Following
examples. may be seen :— '

Product A Product B Product C Product D

1.. Price quoted by a pnvate
firm 100 -00 100 -00 100 -00 100 -00
2. Price quoted by Pubhc

Sector . 112-00 112-00 108 -00 108 -00
3. Price quoted bv SSI Umt . 114 -00 120 -00 96 -00 117-00
Product A —Price of 5. S. 1. Unit is eligible for conmderatlon Price of Public Sector
unitis not.

Product B —Both Public Sector and S.S.I. Unit are to be ignored.
Product C —Both S.S.1..and Public Sector are eligible.
and D
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491 These criteria only make them eligible. This preference is not
mmandatery. Economy has also to be looked after.

492 As desired by the Committee the Ministry in a post evidence
note stated that the value of savings in expenditure by CGH.S Delhi by
purchasing medicinies from Private Sector i preference over Public Sector
during the last three years was as foflows :—

Summary of the Year-wise savings

Year Savings

T % W
197980 . . . . ...

rrées B SR %i&i”s %

“Total savings : ) " Ra. 1356168 17

493 Explammg the posmon further, Secretary (Health) stated in
evidence that :—

“In 1978-79, the quantity. public sector was
about Rs. 27 lakhs. In i 79-80, 1t upto Rs. 3857
lakbs. In 1980-81, it went down to Rs. 19.32 lakhs.
“There is a reason. It must be understood that before the
ious Jamta Governmerit came over, there was a system
till 1977 that the pubkc sector undertakings will hive a pre-
ference for purchase. For example, meédicines should be
- bought from public sector, even if the ~prices of medicines
from public sector uﬁdertalnngs were 10% higher. It was
made compulsory that we should buy from them.
Now this policy was changed. There would be no price
preference. That was the first step taken in 1977.
Sibsequently, even purchase preference was left with the
result that there was an increase in the purchase from the
private sector.
But the present Government has again re-introduced the old
system in October, 1980. The price as well as the purchase
preference should be for the public sector. Its impact will
really be felt in 1982-83. Some increase will be there in
1981-82 also. The real nnpact would be there during the

year 1982-83. Our effort is to buy more and more medicines
from the public sector.”

4.94 Secretary assured the Committee that “in keeping with the
Government policy of purchases from the public sector, now that the
preference has been given, we will buy, as far as pOSS1b1e from the public
sector subject to the range of production being available.”

495 The Committee are very unhappy to note that during the years
1978-79, 1979-80 and 1980-81 the Ministry parchased a number of drugs from
private sector even when the same drugs were produced in and were available
from the public sector. The purchases from private sector in preference over
public sector are stated to have been made for the reasons that during these
years the price preference and purchase preference which were earlier given
to public sector for making purchases on behalf of Government had been with-
drawn. Price and purchase preferences in favour of public sector have been
re-introduced by Government in October 1980. The Ministry has stated that
6—1306LSS /81 i
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same impact of these orders will ke discernible in 1981-82 and full impact will
be there fron the year 1982-83, Thé¢ Committee expect that Government
policy of purchases from public sector units in preference over private sector
will be followed in latter and spirit consistent with the over-riding consideration
of quality. Where, however, drugs available in pnblic sector are not purchased
from public. sector for any reason, the comparative volume of such purchases
with reasons therefor should be clearly mentioned in the Annual Report of the
Ministry. (S. No. 73)

E. Lack of Funds for Medicines
4.96 It has been reported in the Times of India (18-9-81) that :—

“While some pharmaceutical companies are believed to be withhold-
ing supplies to the CGHS because their earlier dues have not been
clea.teé, the CGHS budget for medicines, it has been found, is inade-
quate in any case because of the mounting cost of drugs. The budget
has just not kept pace with the inflation”.

. 4.97 Asked to state the budget provisions made for medicines during
the last three years and the actual expenditure on medicines during the
period, the Ministry furnished the following information :—

*Budget for Medicines Actual Expenditure on

Year in lakhs. (Rs.) Medicines.

1978-79 . . . . 452 -00 49462557

1979-80 . . . 53643 57728897

1980-81 . . . . 510-07 54584993

(*) Thefiguresrefer to provision under the Materials Supplies since there is no separate
budget head for Medicines.

4.98 Asked further whether it was a fact that the CGHS was unable
to procedure the required quantity and quality of drugs at the right time for
lack of adequate funds or that the pharmaceutical companies had refused
or delayed the supply of indented medicines.

4.99 The Ministry stated that it was a fact that there was a gap between
the projected requirement and actual purchases ultimately made. This was
because of budgetary constraints. As regards payment of bil.s, the Ministry
added that “the procedure of settlement of bills takes on an average 3-4:
months from the date of supply. Admittedly there have been complaint of
delayed payment but considering the size of the organisation which deals
with about 1000 suppliers, the number of complaints cannot be considered
excessive. All efforts are being made to improve the system while it is a
fact that the allocations of funds to CGHS has gone up this increased pro-
vision has been neutralised by increased needs which is due to (i) increase
in coverage of the scheme (ii) general rise in price of drugs (i) increased
cost of services.

4.100 Fxpiaining the position further, the representative of the Ministry
stated in evidence (Dec. 1981) that :—

“We are dealing with about 1,000 pharmaceutical companies. In

1981 only one pharmaceutical company in Madras has suspended

supplies on account of not having received payment of bills prefer-
red by it. All the other pharmaceutical firms have continued the
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supplies. It is, however, a”fact that the amount which we could
allocate in the Budget for pharmaceuticals, as far as CGHS was con-
cerned, fell short of the demand of CGHS due to budgetary reasons.
So there has been an accumulation of liabilities to pharmaceutical
firms. This year we propose to move a supplementary grant in
the. Lok Sabha to clear this accumulation.”

4.101 Elaborating the position, Secretary (Health) stated that :—

“The point is that at the end of the year bills accumulate and the
funds are exhausted in the first few months of the next year. We
have to get more funds to clear the backlog. I think it is possible
to make timely payments when we get the supplementary demands.
Then we will be able to make the payments as quickly as possible.”

LACK OF FUNDS FOR MEDICINES

4:102 The Committee asked the Ministry to furnish a statement showing
bills pending for more than six months as on 1-12-1981 and reasons there-
for.

4.103 Instead of supplying the information asked for, the Ministry fur-
nished information in respect of 1980-81. During this year, the Ministry
stated there was no bill which was paid after a lapse of 6 months from the
date of receipt. ' ' -

4-104 The Committee find (atleast from the figure of last 3 years)
that budget allocation fer purchase of medicines in a year falls short of actual
requirements. The result is that the budget funds are exhausteq in the first
few months of a financial year and the Ministry has to wait for supplementary
demands till the end of the financial year for clearing the back-long of pay-
ments. The Ministry has admitted that there have been complaints of delayed
payments. This is no consolation that in 1981 only one pharmaceutical com-
pany in Madras suspended supplied to CGHS on account of not having received
payments of bills. Others too could not but be sore at inordinate delays in
payment even though they did net, for the present, choose to go to the extent
of stopping supplies. It will be tantamount to exploitation if the suppliers’
patience is tested so long year after year. The present system, under which
the Ministry takes 3-4 months to pay bills for the supplies of medicines even
when funds are available and, in other cases, the suppliers have to be kept
waiting for payments till supplementary funds become available at the end of
the financial year, shows administrative inefficiency and poor budget planning.
If suppliers are expected to honour supply orders of CGHS with promptitude
to enable the Central Medical Store to comply with dispensaries’ indents without
delay, adequate funds should be provided in the budget right at the beginning
and payment procedure should be streamlined so as to ensure payments within
a maximum period of one month or so. The Committee would like the Minis-

try to go into the present system and inform them of the steps taken to make it
efficient. (S. No. 74)

F Time Barred Medicines

. 4.105 The Committee. enquired whether there was any system of re-
viewing the stocks of medicines in Central Store and Dispensaries with a
view to isolating timebarred medicines and whether during 1980-81 any

gf the Dispensaries in Delhi returned time-barred medicines to the Central
ore.
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4.106 The Ministry stated that CGHS Medical Store Depot maintains
Registers showing details of drugs of definite shelf life. These are reviewed
from time to time (6 months advance) and drugs whose life is short are
circulated to dispensaries to make efforts to utilise them with in their life.
Such Registers are also maimtained at dispensary level. Efforts are also
made to consume the stores by supplying the same through Medical Store
Depots functioning under the DGHS and also to local Government Hospi-
tals such as Safdarjung/Dr. R.M.L. Hospitals.

4.107 1t has been stated by the Ministry that no time barred medi-
cine was used.

4.108 Asked to state whether the system of review was adequate and
fool proof and whether the Ministry could say that time-barred medicines
were not issued to patients, D.G.H.S. informed the Committee in evidence
that “no time-barred medicines were returned to the Central Stores Depot
during 1980-81. The total value of the drugs (time-barred) during the
year 1980-81 was Rs. 4090.70 as compared to the total turnover of Rs. 3
crores in Delhi.”

4.109 When the Committee pointed out that fear had been expressed
in certain circles that time-barred medicines were consumed by patients or
sold in the market, the witness assured that “we take every precaution to
see that such medicines are not misused.”

F4 -110'§The system of dealing with medicines of definite shelf life in CGHS
does not inspire confidence. It is stated that the Central Medical Store issues
stocks of all such medicines to the dispenseries, etc. well before due dates and
dispensaries, in tarn manage to consume all such supplies within the validity
period. The Ministry has informed the Committee that no time-barred medi-
cines have been found to have been returned by the dispensaries to the Central
Store. How the appropriate number of patients with ailments matching such
drugs appear on the scene to consume all such medicines is something which is,
to say the least, quite bewildering. Different stories are, however, in circula-
tion about time-barred medicines in the CGHS dispensaries but for abvious

Freasons, the Committee are not in a position to go into the matter in depth.
The Committee call upon the Ministry to look into this problem more criti-
cally, and make case studies at field level to ensure that precautions taken by
CGHS against the use of time-barred drugs are adequate to guard against
their misuse’either_on the patients or otherwise. (Sl. No. 75)

G. Sale of Drugs in India which are Banned in Developed Countries

4.11 In reply to Unstarred Question No. 436 in Lok Sabha regard-
ing selling of drugs in India which are banned in developed countries the
Minister of Health & Family Welfare stated on 20 November 1980 that
under the Drugs and Cosmetics Act and the Rules thereunder no new drug
can be imported into or manufactured in the country withcut the permis-
sion of the Drugs Controller, India. Permission for the import of new
drugs is granted only after it is ensured on the basis of the data furnished
that the drug is safe and efficacious for the conditions indicated. New
Drugs are not permitted to be imported unless they have been approved
in the country of origin and are being markcted in a number of countries.

4.112 1f subsequent to the introduction of drug, reports of Yoxic
effects come to notice, action for banning its import, manufacture or sale
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is taken in consultation with medical experts in the country. During
recent years, reporis of toxic efiects, lack of therapeutic efficacy/carcino-
genitity in animals have come to notice in respect of six drugs. The drugs
involved are (1) Practolol, (2) Nialamide, (3) Mcthapyrilene Fumerate,
(4) Amidopyrine, (5) Halogepated Oxyquinolines and (6) Phenformin.
g«;tﬁointobantheimpmandmanufacmrehasbeentakeninthecixseof

4.113 In the case of Phenformin and Halogenated Oxyquinolines, the
medical experts including the Indian Council of Medical Research who
were consulted were not in favour of banning the use of these drugs as the
toxic effects reported with these drugs had not been observed in this
country although these drugs have been in use for many years. Manufac-
turers marketing preparations contaiming these drugs have been instructed
to incorporate suitable cautionery. statements on the side effects of these
drugs in their package and promotional literature.

4.114 Tt was reported in the Financial Express of (August 19, 1980)
that “the country’s pharmaceutical manufacturers are continuing to pro-
duce and market no fewer than 33 formulations containing amidopyrine,
a controversial pain-killer now in the process of being banned.

4.115 It was reported in the Hindustan Times (November 7, 1981)
Shri P. N. Haskar, Chairman of the Delhi Science Forum said on November
6, 1981 that “nearly two dozen drugs which are banned in several advanced
countries are sold in India without any check”.

4.116 The Director General, Indian Council of Medical Research, New
Deihi, who appeared before the Committee as an expert witness stated in
his evidence :

“I have been interested in this problem and I have been studying
it. It is true that some drugs which are not permitted for use in
the countries in which the drugs are manufactured do come into—
I may use the word—developing countries. Then there are many
examples of this. But in our country this is not really a significant
feature because we have a pretty tight system of control before a
drug is allowed to be used in India.

Although I am not connected with either drug control or such
things. I know we have a fairly tight control ever the drugs
to be used in this country. Every drug, before it is certified
for human use here, ‘even though there is evidence submitted by
the manufacturer of its freedom from toxicity etc., is again tested
in this country on our people, before it is allowed to be used.

What you say, Sir, is a problem of great importance to the develop-
ing world as a whole. I think, we amongst the develoing coun-
tries, are in a somewhat happier position, in the sense that we do
exercise a great deal of control.”

4.117 Asked to exphain the position, the Ministry stated in their note
after .evidence that according to the information provided by W.H.O. a
humber of products produced by manufacturers of drugs are withdrawm in
US.A. and othor developed or developing countries. There is, however,
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no uniformity on the action taken by various countries about the withdrawal
of tiiese drugs for being marketted diie to various reasons such as- the
extent of the use of the drugs or availability of safer substitutes in that coun-
try or benefit risk ratio etc. In India, on receipt of the information about
withdrawal of drugs from W.H.O., the Drugs Controller of India consults
Indian Council of Medical Research and other experts about the necessity
or desirability of withdrawal of drugs or otherwise. It will be appreciated
that the conditions. of medical practice, disease pattern or availability of
substitutes in India are quite different with those, prevailing in the deve-
loped countries. As such, the decision taken by the Government of U.S.A.,
etc. cannot always be followed in India also. According to the information
available, out of 17 drugs reported by W.H.O., seven were withdrawn from.
market in India, while five drugs were not approved or even applications
seeking permit to market them were not received.

4.118 The Ministry has further stated that under the provisions of the
Drugs and Cosmetics Act, the State Drugs Controllers are the licensing
authorities for manufacture, sale and distribution of drugs in India, no
drug can be imported into India or manufactured unless it has been
approved by the Drugs Controller of India, who has to satisfy himself/
herself that the drugs to be imported/manufactured are safe and efficacious
for use. The permission, on various occasions and in respect of many
drugs had been with-held or withdrawn whenever any defect in the efficacy
of the products has been found. For instance, names of a few drugs not
approved during the past few years are given below (the names of the coun-
tries where they had been withdrawn are mentioned in the bracket :— -

. Nialamide (U.S.A.)
. Practolol (U.K.)
Sodium Berate (Berax) (Korea, Costa Rica, Canada)

Aminophenazene (Amidepyrine) (Australia, Denmark)
. Phenacetin (UXK.)

. Triazoclam (Netherland)

. Methapyrlene (USA. Canada, Australia)

. Alclofenec (Italy)

. Tetracycline Liquid orgal desage preparations (\U.S.‘A.)

4.119 1t is not possible to give any categorical information that none
of the drug produced by multinationals or foreign companies and sold
India is banned in déveloped countries. As stated above, judicious deci-
sion is taken on merits in respect of each of the drugs banned in the deve-
loped countries keeping in view its efficacy and utility in India.

VONOUN AW

4-120 Widely circulating reports that a number of drugs which are
banned in several advanced countries are sold in India without any check,
have reached the Committee. Director General of Indian Council of
Medical Research is of the opinion that in our country this is really not a signi-
ficant feature because we have pretty tight system of control before a drug is
allowed to be used in india. According to the Ministry no drog can be impor-
ted into India or manufactured unless it has been approved by the drugs Con-
troler of India.” The permission on varieus occasions and in respect of many
drugs had been withheld or withdrawn whenever any defect in the efficacy of
the product has been found. The Committee are disturbed to note that
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“it is not possible for the Ministry to give any categorical information that
none of the drugs produced by multinationals or foreign companies and sold in
India is banned in developed countries,”” WHO, it is stated farnished infor-
mation to authorities in India about the drugs mthdrawn in USA and other
developed or developing countries. The eondltlons of medical practices, di-
sease pattern or avanlablhty of substitutes in India are stated to be different
from those prevailing in the developed countries. As such, according to the
Ministry, the decision taken by developed countries cannot always be followed
in India. On receipt of the information from WHO, the Indian authorities
examine the matter in depth and take judicious decision on merits in respect of
each of the drug so reported to have been banned in the developed countries.
The Ministry informed the Committee that out of 17 such drugs reported by
WHO, 7 were withdrawn from market in India while five drugs were not appro-
ved or even application seekmg permission to market them were not reeelved
The Ministry has not given any explanation in respect of the five

drugs. The Committee would like to be informed about them. (SI. No. 76 )

““=47121" The Committee cammot overemphasise the need to act without
delay on receipt of such reports and to exercise the most careful examination
of such drugs with a view to ensurmg that the drugs which are harmful or have
deleterious side effects are not in any circumstances allowed to be marketed or
remain in circulation. In order to prevent any alarm in the general public in
regard to such drugs it would be desirable if the Ministry, through official
handouts, gives out the considered views of the expert bodies on such drugs as
are reportedly banned or are in the process of being banned in developing or
developed countries. The Ministry’s silence in the face of reports of any of
sf:ch 7s7uspected drug can be a serious omission if not dereliction of duty. (Sl
0. 77).



CHAPTER: V

HOSPITALISATION T
A. Hospitalisation . .
5.1 The experiences of the CGHS beneficiaries about hospitalisation as-
stated in-spme; of the Memoranda submitted to the Committee are as
follows Haad

=+ “The services provided are very poor. The emergency cases are
not- admitted without: delay.”

R “There is no difference between CGHS beneficiary and general pub--
lic so far as admission in the hospital and emergency cases are con-
ce[n ) "”

“Step-motherly treatment is being given to the CGHS patients.”

In other memorandum it has been stated that :—

“There is no CGHS Hospital in Delhi. No special treatment is.
provided to CGHS beneficiaries and they are treated as general patients.
The conditions at €GHS recognised hospitals arc appalling. Govern--
ment is spending large amount of money on these hospitals but due to
lack of proper supervision and administration, red-tape and out-dated
procedures, general. public particularly CGHS beneficiaries do not get
the desired. benefities.”

5.2 It has been stated before the Committee that “it seems anamolous.
that a CGHS beneficiary in Delhi should be debarred from availing of faci-
lities in Government institutions like the All India Institute of Medical
Sciences, the G. B. Pant Hospital etc. With the overcrowding of Safdar--
jung and Willingdon Hospitals, hospitalisation of CGHS beneficiaries in hos-
pitals like the Mool Chand, Holy Family, Heart Foundation and St. Stephens.
should be permitted. Likewise medicines prescribed by these institutions
should be made available to the beneficiaries.”

5.3 In view of congestion in Dr. R. M. Lohia Hospital an" Safdarjung
Hospital that Committee enquired as to why more Government, semi-
government of private hospitals should not be recognised for hospitalisation
of CGHS beneficiaries, the Ministry stated in a note that it has not been
possible to approve more hospitals on account of financial contraints. As.
regards arriving at some understanding with hospitals like AIIMS, Jai
Prakash Narain Hospital and other similar hospitals in Delhi to extend
hospital facilities to CGHS beneficiaries, it stated that “reference to AIIMS
is considered unnecessary for ordinary ailments. However, CGHS benefi-
ciaries are allowed to avail the facilities in AIIMS in complicated cases. It
is considered that reference to LNJPN Hospital may not help as that hospi--
tal is as busy as other Government hospitals. Some institutions and even.
state hospitals are not agreeable to take on CGHS cases”.

5.4 The Ministry added that “whereas separate OPD Wing existed for
CGHS in Safdarjung Hospitals we have not been able to provide such faci-
lity in all Government hospitals due to financial constraints”.

82
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5.5 In another note, the Ministry stated that on the advice of specialists
patients’ requested for reference to AIIMS. and Lok Nayak Jai Prakash
Nazain Hospitals is considered for ax;allmlgI facilities of ‘super . specialists.
Hospitals. like Moolchand, Holy Family, Heart Foundation etc. are private
hospitals, where treatment is costly. When facilities at Dr. R. M. L.
Hospital and Safdarjang Hospitals are available to Government, it would be:
agaipst economic consideration to allow CGHS beneficiaries to go to these.

institutions.

5.6 Emphasising the point, subsequently, Secretary (Health) stated.
during evidence :—

“So far as Delhi is concerned Dr. R. M. L. Hospital and Safdar--
jang Hospital are more or less functioning as CGHS Hospitals ‘with
separate inputs by way of staff, equipment etc. having been provided.
In the CGHS Wing of these hospitals, no instance of refusal for
admission to any CGHS emergency case has been reported. In Dr..
R. M. L. Hospital 90% of the beds in the Nursing Home are
reserved for the CGHS patients and adequate arrangements for
admission to CGHS patients in General Wards of both the hospitals.
exist and have been filled up.”

5.7 Secretary added :
“In 1980-81, 33406 admissions were there in Dr. R. M. I.. Hospi~
tal, out of which 16157 were the CGHS admissions. If we go to
the earlier years, the ratio is more or less the same. This ratio
almost comes to 50% in 1980-81. In Safdarjang Hospital the
ratio is not that high. These hospitals are functioning as CGHS

recognised hospitals,”
5.8 In reply to the point raised by the Committee whether in view of

congestion in these two hospitals it would not be advisable to provide more.
beds in other hospitals, Secretary (Health) elaborated as follows :

“In Dr. R. M. L. Hospital the admissions are given to 50% of the-
CGHS beneficiaries. Nobody has been turned back for want of
beds. In addition, for the specialist treatment we have other hos-
pitals and people are becoming more and more medical treatment
oriented, though for certain of the diseases they could be treated
elsewhere. Yet the patients prefer to go to these hospitals, keeping
this aspect in mind, namely the increase in population of Delhi, we
have already two hospitals of 500 beds each which are in the
advanced stage—one is coming up—the OPD and the Casualty
Ward are to come up in April, 1982, while in an other they are
expected to come up in April, 1983. The number of three one-
hundred bedded hospitals is also likely to go up in the Governmental
sectornalone. Naturally they will take care of the CGHS patients
as well.”

. 5.9 The Committee pointed out that while the number of CGHS bene-
ficiaries admitted in the two hospitals in Delhi was known and this number
might have goneup, the number of beneficiaries who might have been denied
admission was not known. According to the reports received by the Com-
nutiee, there was quite a: good: number of beneficiaries who had been denied
admission to these hospitals.
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(i) Recognition of Hospitals in Bombay

5.10 In a mcmorandum submitted by an association of Central Govern-
ment Employees in Bombay, it was stated that “Facilities of hospitalisation
are totally inadequate. In cities like Bombay; CGHS itself shall have their
own hospitals.” - o

5.11 In another memorandum received from Bombay, it was stated
that— . :

“Generally the hospital authorities are giving admission to the
patients from the dispensary only when beds are available, other-
wise they have to come back to the dispensary for endorsement to
some other hospitals which is harassment to the patients. If a
hospital owned by the CGHS is available somewhere in Central Bom-
bay, with all the necessary equipment and sufficient beds, it will be
a great help to the patients.”

5.12 It has been stated in a memorandum received from -Bombay that,
“Pending construct:on of the CGHS Hospital at Haji Ali, Bombay arrange-
ment may be made to reserve at least 100 beds in the All India Institute of
Physical Medicine and Rehabilitation Hospital at Haji Ali, Bombay exclu-
sively for the use of Central Government servants retired and -serving, and
their families, as was done for employees of the Bhabha Atomic Research
Ccntre, Bombay in Hospitals like the J.J. Hospital, Bombay. It is also
felt that the Municipal Hospitals like the K. F. M. Hospital, B. L. Nayar
Hospitals and. Co-oper -Hospital in Bombay which are well equipped and
which have facilities for hospitalisation and advanced treatment, should
also be recognised for providing hospitalisation and freatment for Central
Government servants in addition to the Public and Private hospitals which
are recognised at present. It will also be desirable for CGHS to negotiate
with the Bombay Municipal Corporation for extending special facilities for
Ceatral Government Servants on payment of additional charges to be
reimbursed by the CGHS”.

5.13. In evidence before the Committee the representative of the Central
Government Ofiicers Association, Bombay, stated :

“The facilities for hospitalisation are very poor and inadequate.
Some hospitals have been recognised for admission of - CGHS
patients. They are the National Hospital, Dadra, the Bombay Hos-
pital and the State Government Hospitals. In Bombay, even the
Municipal Hospitals, which are very well equipped, are not recog-
nised CGHS Hospitals.” ‘

5.14 The Ministry has stated that CGHS has already recognised 5
Government Hospitals and 8 Private Hospitals at Bombay. -Mobay Muni-
cipal Corporation has not so far been agreeable to provide special facilities
" to CGHS beneficiaries though they have been contacted on several occas-
sions. o :

5.15 As regards construction of a new hospital in Bombay, the Minis-
try stated in a note that Planning Commission were not in favour of further
hospital construction in the urban areas.” T -

\
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5.16 On the question of recognising more hospitals in- Bombay for-the
.convenience of CGHS beneficiaries, Secretary (Health) stated during
wvidence :—

e CGHS has already recognised a sufficient number of hos-
pitals in Bombay, 5 Government hospitals and 8 private hospitals
and it is felt that no difficulty is being experienced by any of the
CGHS beneficiaries over there. Recently an additional hospital has
also been recognised. . . ... we had a proposal of putting up a CGHS
hospital at Bombay and we intended to include it in the Sixth Five
Year Plan, but because of everall availability of funds, it has not
been possible to include” it.”

(ii) Hospital Rates at Bombay

5.17 It has been stated in a memorandum submitted to the Committee
-that for hospitalisation and treatment State Government/Municipal/Private
hospital, rates have been tixed by Central Government for each item like
bed facility according to status, X-ray facility etc., these rates were prescribed
‘long time back and have remained unrevised since ~ then. The hospitals
concerned are unable to provide the required facilities within the pres-
cribed rates due to all round increase in cost of materials and service.
‘Government servants and their families are thereby put to a lot of incon-
venience. These rates, therefore, require immediate revision.

5.18 The Ministry stated in a note that “It is a fact that rates as
approved by CGHS are either same or lower than the rates paid by private
‘individuals. These rates cannot always be compared with rates for private
individuals, as CGHS provide a large and steady clientele, and should expect
some concession in the rates. The rates are also under periodic review.”

5.19 In this regard, Health Secretary stated in evidence that rates were
revised from time to time keeping in view the services given by the hospitals
and taking their various factors into consideration.

. 5.20 During the study visit of the Committee to Bombay, it had been
birought to their notice by CGHS beneficiaries that the rates of various ser-
“vices in private hospitals, as approved by CGHS, were so low as compared
‘to the general rates of these hospitals that they do not readily agree to
admit CGHS beneficiaries in these hospitals for treatment or for extending
cther services. They were told that “these rates are too low” when the
“Committee invited attention to these difficulties of the beneficiaries, the
representative of the Ministry stated that “If proposals come from the hos-
pitals, such revisions are considered”.

. 5.21 Clarifying the position further, the Ministry stated in a note sub-
‘mitted after the evidence that “the rates of charges for services provided
by the private hospitals are decided by mutual agreement between the
Ministry of Health and F.W. and the management of the hospitals which
have been approved under CGHS. As such, the question of charging the
rates which may be much lower than the current rates of the hospitals does
‘not arise. ‘In fact, the rates -are constantly reviewed from tithe to time and
the proposals received from the hospitals for their revision are considered
‘promptly. Only during the last 6 months the ratés of the*following hospi-
‘tals of Bombay have been increased by 25% on the basis of the proposals
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sent by them after they had decided to increase the rates for the general-

1. Nanavati Hospital

2. National Hospital .
3. Bombay Hospital

4. Shushrusha Hospital

5.22 It will be appreciated that CGHS is a bulk consumer and it can-
not be expected to pay exhorbitantly high rates as are sometimes charged
by the private organisations from the imdividuals. None of the hospitals
have declined to offer services to the CGHS beneficiaries because of the so-
called low rates.”

(ili) Hospitals in Calcutta and Other State Capitals )
5.23 In a memorandum submitted to the Committee it was stated that =

“For treatment of indoor patients of CGHS the standard of
hospitals in Calcutta and other State Capitals is not upto the mark.
It must be ensured that the standard of hospitals where CGHS
. indoor patients are admitted, should be at least of the standard of
! Dr. Ram Manohar Lohia Hospital at Delhi. At present it is not
so.”

5.24 The Ministry stated that hospitals in Calcutta and other State
Capitals as recognised under OGHS are run either by State Government or
by other agencies, where bulk of the patients do not belong to CGHS.
These hospitals are under the control of the State Government, Central
Government do not own hospitals in places out-side Delhi and cannot pro-
vide their own facilities under the existing constraints.

5.25 Clarifying the position Health Secretary stated in evidence that
“....State hospitals in Calcutta is attached to Medical Colleges. There
are differences in facilities offered depending upon local conditions. We
cannot compare them and say something is inferior and something is supe-
rior.” Health Secretary agreed to depute the Director General Health Ser-
vices to inspect the Calcutta Hospitals and report on the stanuard of ser-
vices provi in the hospitals there and the improvement that could be
made therein.

5.26 Subsequently the.Ministry furnished the following note om the
?GI'IS,lss view on the standard of Medical facilities available in Calcutta
ospitals :— '

“DGHS has reported that the standard of medical facilitiec avail-
able in the Calcutta hospitals which have been recognised under
CGHS is not in any way inferior. In fact, only those State
Governments and private hospitals are approved for CGHS bene-
ficiaties which are run by the State Government or by the organi-
sation of repute and have already been recognised for treatment
under CS (MA) Rules. In fact, the State Governments hospitals
are attached to the medical colleges and the question of their stand-
ard, not bemgg upto_th_e mark, does not arise.  There might, no-
. doubt, be slight variation ia the availabilty of the facilities in the
) «diffetent hospitals due to certein local conditions, but this does not
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adversely ted upon the standard of the servioes provided in these
hospitals. It may be pertinent to mentipn ‘that except -ipty 2];?’
ci

there are mo Central Government hcv)’sﬁitals in any other re
CGHS dispensaries are functioning which could be utilised for pro-
viding medical facilities to the beneficiaries. The under
CGHS are recognised after assessing the services, quantitati-
vely and qualitatively, provided by them apart from fheir being
easily accessible to the beneficiaries.” _

527 Health Secretary informed the Chairman after evidence (February,

1982) as follows :—

1. Treatment at All India Institute of Medical Sciences.

It has now been decided that the All India 1mstitute of Medical
Sciences may be treated as a referral institute/hespital in respect of
persons covered under CS(MA) Rules, 1944.

11. Super Specialist Treatment.

(i) Proposals are in hand to strengthen the facilities available to
Central Government Health Employees for availing super spe-
cialist treatment in .Areas like corenary bye pass in ),
Railway Hospital, Perambur (Madras), Christian Medical
College, Vellore, etc. so that the need for going abroad for such
treatments -can be minimised.

(ii) Proposals are under consideration to idenfify more hopsitals/
private clinics where specialised facilities are available, especial-
ly for treatment of the type of discases for which normally
requests are received from TCentral Government employees for
treatment abroad and in respect of which treatment facilities in
ordinary Government hospitals are still in-adequate.

TIII. Recognition of new hospitals.

The Tist of recognised hospitals in cities covered by Central
‘Government Health Scheme is kept under review to consider
recogmifion of more private hospitals.

(iv) Ambulance Service

5.28 From the numerous memoranda received by the Committee from
‘the beneficiaries. It is seen that there is utter dis-satisfaction with the Amibu-
lance service in Delhi and outside. Ambulance Service, it is stated, is
rarely available to transport emergent cases to hospitals. CGHS does not
have its own Ambulance service. It depends on the Ambulance vans
‘maintained in hospitals.

5.29 It has bcen orought to the Committee’s notice that, in Ahmeda-
bad, Ambulance vans are stationed in Fire Stations and because of this,
Ambulance Service is available day and night and is working better than
that in Delhi.

5.30 Health Secretary informed the Committee in evidence that the
Municipal Corporation of Ahmedabad were maintaining fire stations in
Abhmedabad; they also maintained separate ambulances inaddition to the
hospitals and medical colleges. In Delhi, the position was quite different.
Here apart from 74 ambulances based in hospitals there were 15 ambu-
lances with the Delhi Police to which another 10 would be added during
this year. In the 6th Plan the Delhi Police would get 100 ambulances
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-

‘more ‘fo take care of the road accident Cases. They wotld be provided
with wireless equipment ete.

5.31 The witness could not say as to how many of 74 ambulances based
-in hospitals were in working condition. The Committe¢ felt that the exist-
.ing arrangement was not upto the mark. When the Committee observed
that there should be a proper arrangement to make ambulance available for
emergent cases and the arrangement should be made widely known, the
representative of the Ministry stated that the Delhi administration was
'working on a proposal to have ambulances based centrally with wireless
system. so that inter-communication was possible. Do

(v) Health Check up Clinic

5.32 The Health Check-up Clinic in Delhi started functioning in 1969.
Trom the Annual Report on the working of CGHS for the year 1979-80, it
was seen that even after 11 years of its working, this clinic did not have
facilities for X-ray examination, ECG and other specialised diagnostic
techniques. The beneficiaries are directed to Wilhﬂ%f on and Safdarjuntﬁ
Hospitals for these check ups. There was about 2.5 lakh families wi
nearly 11 lakh beneficiaries in Delhi under-CGHS in 1979-80. Of that,
‘only 8 availed of the Health check up facility per day.

5.33 On being asked whether the Ministry had ever analysed the rea-
sons for the health check-up clinic not becoming popular in Delhi Health
‘Secretary stated in evidence that the Ministry had not carried out any
detailed review about this Health Clinic. According to the witness, there
are three main reasons as to why it has not been popular. Firstly it is
located near the offices, if it were located near residential areas, it might
have been more popular for the Government servants ta make use of it.
Secondly it is also not having all the facilities which it should have, like
X-Ray and other facilities. Thirdly it is not functioning only as a check
up unit. It is also functioning as'a First-Aid Unit. A proposal to have
one more such clinic in Sixth: Plan fell through due to lack of funds. Secre-
tary (Health) stated that “I must admit that we have been largely giving
attention to curative aspect and not to Healh Check up”.

5.34 The Committee pointed out that either the Health Check-up
Clinic should have all the facilities like X-Ray, ECG and other "up-to-date
instrument, if it was to provide complete health-check-up at one place, or
it should be done away with. '

~ 5.35 When asked to comment on this, Health ‘Secretary stated that “I
agree” with this view.

(vi) Clinical Laboratories functioning under CGHS

5.36 It is stated in a number of memorandum received by the Committee
that for getting different tests done a patient has to go on different days and
get all results after making several visits. Reports are found to be often un-
reliable, and there are inordinate delays. '

5.37 It has been suggested by a number of CGHS beneficiaries that if
not in each dispensary, there should be a clinical laboratory unit in each area
wl;ere there is concentration of Government servants. A few such laboratories
gxist already.
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’5.38 In a memorandum from an organisation from Bombay it has been
stated that the quality of clinical reports obtained from CGHS clinical labora-
tories is very poor.

) 5.39 The representatives of the Para- Medical Staff Association who
appeared before the Committee to give evidence, stated that no attention had
been paid towards th€ improvement of clinieal- laboratories. They were in-

_adequately staffed. Equipment was outdated and outmoded. It had not kept

_pace with the technological advancements. New techmiques were not Known
to the technicians. There were no refresher courses for the technicians.
Doctors did not visit the laboratories. . Reports were prepared by technicians
but there was no check. The impression that the results of the clinical
laboratories wanting in dependability was not wrong.

5.40 According to the Ministry some of the clinical labératories are now
. well-equipped and updated. The remaining laboratories are being modernis-
ed. The strength ‘of the technicians working: in all the laboratories located in
all C.G.H.S. Organisations .except at Bombay, Madras and Patna are ade-
quate. Steps are being taken for providing adequate techniciafis to the above
cities. Nome of the techmicians have, however, undergone any refresher
course. The Ministry is also not aware of the institul€ imparting the refre-
sher course for the technicians. The Ministry admitted that “the labora-
- tories are not all equipped with modern equipmient.”

5.41 Referring to the reports of quality of testing not being good, Health
_'Secretary stated in evidence that—
“Off hand it is difficult to accept it unless” there’ is a clear-cut
evidence to this effect. Just saying that all tests are not good is over
simplifying the problem”.

5.42 Health Secretary accepted that they had no facility now for any
system of refresher courses for technicians zvorking in clinical laboratories.
He assured that they would try to have a system of refresher courses from
time to time. One difficulty which the witness apprehended in arranging
refresher courses was that there was shortage of technicians and posts were
already vacant. If technicians were posted for refresher courses, shortage
would increase. Ministry’s efforts were to fill up the vacant posts and “We
can then adopt this system.”

5.43 Health Secretary further stated that there were two pathologists
located in poly-clinics in Delhi. “It is their function to visit the clinical
laboratories and see the quality of the tests carried out and exercise some
technical supervision over the work of laboratory-assistants”.

5.44 As regards the adequacy of clinical laboratories and need for up-
gradation of equipment, the witness stated that :

“In Delhi out-of 75 dispensaries, 23 have clinical laboratories.
In Bombay also out of 22, 8 have. Similarly in some other cities also
we have got such clinical laboratories. As it is almost one-third
dispensaries are covered. Out effort is no doubt that the equipment
is continued to be reviewed and replaced where replacement is neces-
sary and it is kept uptodate.
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5.45 As regards equipping each dispensary with a liborat ,t.hewmxess
added thas— o

“It may not be advisable because when you put so much money and
equipment, it must be adequately utilised. Otherwise, on account of
under-utitisation, the cost will go up on unit basis. Our experience
is ‘that in 1979-80 as many as 7,03,521 tests were carried out in these
laboraiories and in 1980-81, the number is 7,98,003. The yearly
mcrmemthmnotperce;xiblc 'I'hxsnswuhwgrdtol)elhtonly
We have already ia Dethi oneout of 3 dispensaries equipped with a
Taboratoty unit. Our considered view is that it is perhaps not neces-
sary to have alaboratory in every «ispensary”.

5-46 The experiences of CGHS beneficiaries in hospitals recognised
~for their trestment in Delhi, Bombay, Csléutta and other eities do not sppear
tobeveryhnppy. The hospitals are stated to be ovér-crowded, services poor
andadmmmeveninemergacycmmtaluaysmpt,anﬂmsmal
»consiiemhnn!sshmtoCGHSbeneﬁduties.

Sebiariang. Flospital [wbich ave CCHS'houpitals mhere 507 or shgaty
and Sefdarjung Hospi are w or y
. less than 509/ admissions are of CGHS patiénts. Aéccording to the Ministry,
nobody has been turned back by these hospitals for want of beds. But acoor-
. ding to the reports received by the Committee quite a good number of CGHS
‘beneficiaries are not able to get sdmissions to these hospitals in Delhi. As
the Ministry do not have any system of monitoring demand and availability
of admissions in these hospitals, the Committee are unable to accept the Minis-
- 4ry’s claim that none has been demnied admissien in these hospitals. (SI. No.

78)

548 Two 500-bed hospitals are stated to be under construction

- in Delhi and are expected to be ready within a year or twa. Besides three
more 100-bed hospitals are expected to come up in Govermment sector. These
hospitals will take care of CGHS patients also. Baut,.in the Committee’s
view this does not do away with the necessity of opening out the doors of more
Government hospntals (other than Dr. R. M. L. Hospital and Safdarjung
Hospital CGHS patients to meet the growing demand. Nor does the plea
of fimancial constraint advanced by the Ministry in support of-its stand not to
recognise more hospitals stands to reason. The demand for more beds is there
today and this cannot wait till five more hospitals which would be open to all
and mot merely to CGHS beneficiaries, come up. When the new hospitals
come up the demand will also go up further.

5-49 The Committee strongly feel that there is an immediate need to
recognise more hospitals like Lok Nayak Jai Prakash Narain Hospital, Go-
vind Ballabh Pant Hospital, for the purpose of treatment of CGHS beneficiaries.
Besides Government hospitals certain private hospitals of repute should also be

recognised for the purpose. (S. No. 79)

5-50 The Committee are glad to learn that the Ministry has now deci-
ded to treat All-India Institute of Medical Sciences as a referral institute/
hospital in respect of persons covered under Central Services (Medical
Attendance) Rules, 1944. The Committee would like that similar facility
should be extended to persons covered under the Central Government Health

Scheme also. (S. No. 80)
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5-51 In Bombay too, 5 Government hospitals and 8 private hospitals,
whici are recognised under CGHS are stated to be inadequate to meet the
needs of CGHS beneficiaries. The proposal for construction of a CGHS
hospital at Haji Ali, Bombay has been shelved on account of financial cons-
traint. Here again, though the Ministry feels that <‘difficulty is being ex-
perienced by any of the CGHS beneficiaries over there,’”’ the CGHS beneficia-
ries feel otherwise and the Committee have no reasons to brush aside the views
of the CGHS beneficiaries in this regard in the absence of any systematic study
of demand and availability of beds in recognised hospitals. The Com-
mittee recommend that the need for recognising a few more hospitals of State
Government or Bombay Municipal Corporation or even private hospitals
or reserving beds in such hospitals should be seriously considered in relation to
the population of Central Government employees in Bombay and their dis-
persal over a vast area with a view to providing adequate hospital facilities
for them. (S. No. 81)

5-.52 Hospital rates in Bombay are fixed by Central Government for
various services and these are revised from time to time in the light of pre-
posals made by the recognised hospitals. The Committee have been infor-
med by CGHS beneficiaries in Bombay that the rates of various services in
these hospitals, as approved by CGHS, are so low as compared to the general
rates of these hospitals, that these hospitals do not readily agree to admit
CGHS beneficiaries for treatment and other services. The Ministry’s stand is
that CGHS bejng a bulk consumer and providing steady clientele it should
expect some concession in the rates, which admittedly, are lower for CGHS
beneficiaries in many cases than these paid by private individuals. But whe-
ther the hospitals admit CGHS beneficiaries, who pay lower rates, as readily as
they do others who pay more, is a matter on which the beneficiaries’ experience
deserves to be given more weight than the Ministry’s expectation.

5-53 The Committee feel that the Ministry should monitor the expe-
riences of CGHS beneficiaries in Bombay in this regard and review the position
in the light of the actual facts as may come to their notice in this exercise.
If lower rates make CGHS beneficiaries unwelcome patients in the recognised
hospitals, the remedy lies in revising rates upward and not expecting altruis-
tic approach from hespitals managements in dealing with Central Government
employees. (Sl. No. 82).

5-54 The standard of hospitals in Calcutta and other cities is stated to
be not upto the mark though the Ministry denies that there is any such thing.
Health Secretary agreed in evidence to depute the Director General of Health
Services to observe the services provided in Calcutta hospitals and report on
the standard of services there and the improvements that could be made. The
Committee would like the report together with the action taken by the Govern-
ment to be communicated ¢o them within six months. (Sl. No. 83.)

5:55 The Committee would also recommend that a similar report by
Director-General Health Services, should also be submitted to them in respect
of hospital in other cities where CGHS is in operation. (S. No. 84)

5-56 The Committee are happy to learn that proposals are under consi-
deration to make CG.IS beneficiaries eligible for super specialist treatment in
areas like coronary bye pass in AIIMS, Railway Hospital, Perambur (Madras)
Christian Medical College, Vellore, etc., so that the need for their going abroad
for such treatment can be minimised. The Committee learn that the Ministry
is also trying to identify more hospitals and private clinics where specialised
facilities are available, especially for treatment of the type of diseases for

7—1306LSS /81
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which normal requests are received from Central Government employees for
treatment abroad and in respect of which treatment facilities in ordinary Govern-
ment hospitals are still in adequate. These are welcome developments.
The Committee would urge the Ministry that these proposals should be finalised
and treatment facilities in all such specialised hospitals extended to CGHS
beneficiaries at the earliest. (S. No. 85).

5-57 There is Disatisfaction with ambulance services in Delhi and
outside. These services are, however, not under the control of CGHS authori-
ties. The Ministry has informed the Committee that ambulance service in
Delhi will be considerably augmented by the end of the Sixth Five Year Plan.
Delhi Administration is reportedly working on a scheme to have centrally
based ambulance vans with wireless system of inter-communication. Ambu-
lance service may not be the direct responsibility of CGHS authorities but,
surely, the Ministry of Health and Family Welfare cannot show complete
unconcern about this service. In Delhi, the Ministry is directly concerned
with this. The need for having an efficient ambulance service in a city
cannot be disputed. For this purpose, adequate number of ambulance vans
should be available; their location should be known to the people; and they
should be availavle on telephone. The Committee expect that the Ministry
will use its good offices to arrange for an efficient ambulance service in Delhi
and other cities where CGHS is in operation for the benefit of CGHS
beneficiaries. (S. No. 86)

5-58 It was really a good idea to set up a Health Check-up Clinic in
Delhi in 1969 but it is unfortunate that this clinic has not been able to become
popular even after 11 years of its working. In 1979-80 for which information
is available, only 8 persons availed of the health check-up facility in this clinic
every day on an average. The main reasons for this clinic not becoming po-
pular are—(1) non-availability of facilities for X-ray examination, ECG
and other specialiscd diagnostic equipment because of which CGHS bene-
ficiaries are made to go from one place to another to have all check-ups done;
and (2) its location away from residential areas. It is regrettable that the
Ministry even though fully aware of the position, did not choose to take reme-
dial measures all these years.

5-59 The Committee feel, and the Health Secretary also agrees, that it
is no use keeping anm ill-equipped health check-up clinic. It Slifl:'d be fully
equipped for giving complete service under one roof and located at a place
where its popularity can grow. (S. No. 87)

560 The working of clinical laboratories under CGHS had also come
in for severe criticism. The users have exprssed their dissatisfaction with
the quality of tests donme im these laborateries which, they say are, often
unreliable. There are also delays and mix-ups. .

5-61 At present there is one clinical laboratory for three dispensaries in
Delhi and Bombay. The Committee agree with the Ministry that for the pre-
sent it is not mecessary to have a clinical laboratory attached to each dispen-
sary. But what has disturbed the Committee is the lack of faith of users in the

iuality of tests done in these laboratories. The Ministry is not prepared to
zccept the general reports of poor quality of testing wunless ‘“there is a clear
cut evidence to this effect.”” It is not understand how a patient can provide
““clear cut evidence’’ of poor quality of tests. It should before the Ministry
to advise a system by which it can have sample and cross checking of results to
satify itself that the quality of tests is of the required standard. (S. No.
88). ’
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5-62 The reasons for the unsatisfactory working of clinical laboratories
are not too difficult to know. All the laboratories are not equipped with
modern equipment. Technicians’ skill has not been updated since their recruit-
ment. Staff-at Bombay, Patna and Madras is short of requirements. The
Ministry has also admitted these shortcomings.

5-63 The Committee would like the Ministry to accept the widespread
feeling of dissatisfaction with the working of these laboratories as only
then can it seriously set out to tone up their efficiency and quality. In this
age of the fast changing technology techncians, should have periodical refr-
esher courses if they have to remain abreast with newer techniques. The equip-
ments in the clinical laboratories should be modernised in all the laboratories.
The two Pathologists located in Delhi Polyclinic whose function is to visit the
clinical laboratories and supervise the quality of tests, should be required to
bestir themselves and be more active and vigilant. They should have ran-
dom checks carried out under their direct supervision to cross-check results. .
Unless a multiprongéd attack is made on this problem as suggested above,
it will not be possible to bring about the desired improvement in the working of
‘these laboratories. The Committee would like the Ministry to report the
progress of action taken in this direction within six months. (Sl No. 89)

B. POLYCLINICS

5.64 In their Fifty-seventh Report on Central Government Health
Scheme the Estimates Committee (1973-74) had neted that with a view to
avoid rush and over-crowding at Willingdon Hospital (now Dr. R M L
Hospital) ‘and Safdarjung Hospital in Delhi for specialist consultation,
Government had set up five polyclinics at Pusa Road, Lajpat Nagar, Darya-
ganj, Tilak Nagar and R. K. Puram. The Committee had recommended
that each of the five polyclinics should have the following facilities (i)
Beds for emergency cases; (ii) Oxygen cylinder facilities; (i1i) Specialised
laboratory examination; (iv) Radiological examination and electrotherapy;
(v) Specialist services; (vi) Inmitial supply of medicines; and (vii) E.C.G.
etc. The Committee also expressed the view. that facilities for specialities
like medicine, surgery, dentistrly, ear, nose and thrcat opthalmology, gynae-
cology and paediatrics should also be provided at these polyclinics. The
surgical specialist should be in a position to do minor operation at the
polyclinic itsell. The Committee also, suggested periodical evaluation of
the working of polyclinics to bring about the required improvements in the
interest of efficient service to the beneficiaries.

5.65 In its action taken replies (november, 1974) the Ministry stated
that, “in view of the inadequate space and resources, it is not possible to
provide additional facilities in the existing Polyclinics. When the poly-
clinics are housed in Government buildings to be constructed for the pur-
p%sed and when funds become available, additional facilities will be pro-
vided.”

 5.66 In their Report (September 1977) on the Working of C.G.H.S.

Dispensaries the Study Team of the Department of Personnel and Adminis-
trative Reforms, Ministry of Home Affairs, observed as follows :—

“The existing ‘poly-clinics provide only some specialised medical

services which include medical and ENT. Dentistry and Ophthalmo-

logical services have been provided only in some of them. Due to

absence of technical personnel to operate the machines, no poly-

~clinic at present offers ECG facility. In the absence of these faciki-

ties, majority of beneficiaries have to visit only Willingdon or Safdar-

jung Hospitals. As these hospitals are also open to general public,
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there are long waiting periods for the CGHS beneficiaries. The
Estimates Committee (1973-74) of the Fifth Lok Sabha had recom-
mended that the poly-clinics should have the following facilities :

(i) Beds for emergency cases.
(ii) Oxygen cylinder facilities.
(iii) Specialised laboratory examinations.
(iv) Radiological examination and Electrotherapy.
(v) EC.G.
(vi) Minor surgical operation.
(vii) Gyneocology and Paediatrics.
5.67 The Study Team recommended that the afforesaid facilitics along
with adequate technical staff should be provided for in all the CGHS poly-
clinics as soon as possible. X-ray facilities, too, should be decentralised and

the poly-clinics should be equipped with the machine and staff for the
purpose.

5.68 Asked to state the action taken on the Study Team’s recommenda-
tions, the Ministry of Health & Family Welfare stated :—

“Not practicable in view of lack of larger accommodation and finan-
cial constraints. This will amount to converting them into “Mini
Hospitals”. Planning Commission is opposed to more hospitals in
Urban areas.”

5.69 It is seen that a Committee of the Joint Consultative Machinery had
also recommended that clinics should be opened at all places at least where
they would be administratively and financially viable so that proper con-
sultation was available to beneficiaries.

5.70 Asked to state the progress made in this regard, the Ministry stated
that wherever, administratively and financially viable Polyclinics were being
opened sub]ect to financial constraints,

5.71 The present position of Polyclinics in different cities is as follows : —

City Existing Proposed in 1981-82

Delhi
Bombay
Calcutta
Madras .
Nagpur .
Hyderabad

ﬂi—‘hﬂlhhﬂ

5.72 Demands for opening more polyclinics with full laboratory and
X-ray facilities and specialists from all common disciplines have been
voiced again in memoranda submitted to the Estimates Committee (1981-
82).

§.73 A non-official witness stated before the Committee that the specia-
lists work should be de-linked from hospitals and there should be poly-
tlinics where neighbouring dispensaries could have specialists facilities as
well as clinical facilities.
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5.74 An eminent Doctor and a medical administrator of repute and
experience stated in his evidence before the Committee that—

“the whole movement in the world of health services is to take
the services out to the different classes of people as far as your
resources permit. I think just to have 80 dispensaries around Delhi
and then feed the whole lot to two main hospitals is not rationa]. It
is known that only a few people make their way there. I do not have
to mention how they do it. The poor Class IV, and Class III people,
are the sufferers. I would say that increasing the number of dispen-
saries may not be of much use, but establishing an intermediate health
station between the dispensary and the referral hospital will be of
value. In that case nearly 99 per cent of the cases need not be
referred to the hospitals but only one percent will be sent to the major
hospitals, and more time can be devoted for them.”

5.75 Giving his views on the question of opening of more Poly-clinics,
the representatives of the Ministry of Health & Family Welfare stated in his
evidence (December, 1981) that—

“In the 6th Plan, we have provided for a total of 12 new poly-
clinics in addition to the four that we have. Each will cost Rs. 16.5
lakhs, 13 lakhs for equipment and 3.5 lakhs for staf and each is
expected to cover 50,000 card holders. These are referal point where
the specialist consultation is available. X-ray facilities and clinical
laboratory facilities are also provided. So far as psychiatry is con-
cerned, we have got psychiatrists in Safdarjung Hospital and Ram
Manohar Lohia Hospital. To provide a psychiatrist in all these
polyclinics will not be worth it because there would not be required
load. The orthopaedic services are hospital based; that will not make
much meaning. We, of course, agree that we should have more and
» more polyclinics. ’

576 The importance of polyclinic an intermediate health station bet-
ween the dispensary and the referal hospital—has been highlighted and the
need for setting up more polyclinics emphasized by CGHS beneficiaries as well
as medical experts. Government had also realised its importance and it has
already set up 4 polyclinics in Delhi. 12 more are proposed to be set up in the
Sixth Five Year Plan of which 5 were to be set up in 1981-82, The Committee
have not been informed whether any one of these polyclinics has been establi-
shed in the first two years of the Sixth Plan. If not, the Committee wonder
how target would be achieved in the remaining three years of the plan. Seeing
the advantages of polyclinics especially to lower paid staff and their popularity,
it will be unfortunate if the 12 polyclinics or proposed for the Sixth Five Year
Plan do not come up as targeted. The Committee would like the Ministry to
avoid such a thing happening at any cost. (S. No. 90)

5-77 The Estimates committee (1973-74) had recommended in their
57th Report that polyclinic should provide all types of specialised medical
services if they have to fulfil the objectives for which they were intended.

. The Study Team of the Department of Personnel and Administrative
Reforms (1977) had also supported the Committee’s recommendation and
recommended provision of all specialist services in the polyclinics. The
Committee are disappointed to mnote that the Ministry’s re action
to these recommendations has not been encouraging at all. It has



Table Il
Para Medical Staff
Units No. of No. of No. of
posts " posts filled posts lying
. sanctioned vacant.
1 2 3 4
1. Bombay . . . . . . 253 253 —_
2. Lucknow . . . 57 48 9
3. Madras . . . . . . 115 103 12
4. Bangalore o " . . . 188 162 26
5. Hyderabad o . . . . 215 213 2
6. Patna . . . . 61 58 3
7. Ahmedabad . . . 40 37 3
8. Jaipur . . . . 98 83 15
9. Meerut . . . . 67 59 8
10. Allababad . . . . . . 64 52 12
11. Nagpur . . . . . . . 72 67 5
12. Calcutta . . . . . . . 154 104 50
13. Pune . . . . . . . 65 65 —_
14. Kanpur . . . . . . . 91 84 7
15. Delhi . . . . . . 1282 1209 73
2822 2597 225 .

«

6.4 During evidence, a representative of the Ministry furnished the latest
position regarding sanctional posts of medical officers and the number in
position :—

Mediaal Officers
Sanctioned In positioned
Bombay . . . . . . . . 97 87
Ahmedabad . . R . . . . 25 16
(In Ahmedabad P & T opted out : that was one of the reasons)
Meerut . .. . . . . . 33 30
Nagpur . . . . . . . 34 30
Pune . . . . . . . 29 27
Bangalore . . . . N . 49 49
Kanpur . . . . . . . 46 30
Lucknow . . . . . . 27 23
‘Hyderabad . . . . . . 54 - 52
Allahabad . . . . . . 35 22
Jaipur . . . . . . . 28 24
Patna . . . . . . . 27 23
Madras . . . . . . . . 63 60
Calcutta . . . . . . . . 84 84
Delhi . . . . . . . 753 709

As against 1388 sanctioned posts of M. Os., 1266 are in position today.
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6.5 The witness admitted that “We cannot say that the position is-
that unsatisfactory.”

6.6 From above, it is seen that two sets of figures supplied by the
Miristry in writing in August, 1981 do not tally with each other. In
evidence (Dec. 1981) a representative of the Ministry gave figures regard-
_ing the posts of doctors which tallied with neither of the figures given
earlier.

6.7 It is also seen from the information furnished by the Minister that
in the case of Medical Officers at Hyderabad, Jaipur, Pune and Kanpur,
the dates since when the posts have been lying vacant have not been.
furnished. In the case of Ahmedabad, 3 posts have been lying vacant
since creation; whereas 5 have been filled on monthly wages. In certain
other places, the posts have been lying vacant since 2-9-1976 (Bangalore);
23-10-78 (Lucknow); 1978 (Calcutta) and 21-8-1979 (Bombay).

6.8 Similarly, in the case of Para-Medical staff, posts have been lyigg
vacant in Ahmedabad since creation and in Nagpur for an unspecifi
period. In the case of 73 posts in Delhi, the exact dates since when, they
have been lying vacant are not readily available with the Ministry. In
certain other cases the posts have been lying vacant for a period of 5 to
12 years e.g. Meerut—since 1970, in Bangalore since October, 1975, and
in Calcutta since 1973.

69 The Committee regret to observe that the figures of total strength
of doctors and para-medical staff furnished by the Ministry are quite confu-
sing. The Ministry has supplied three different sets of flgures which do mot
tally with one another.

6-10 Taking the best flgures, the Committee find that over 100 posts
of doctors and nearly 225 posts of para-medical staff are lying vacant. At
certain places vacancies in the case of doctors have been there for over five
years and in the case of para-medical staff for over 10 years. The reasons
given by the Ministry for these shortages, such as long time taken in making
recruitment of doctors through UPSC and non-availability of para-medical
staff, do not carry comviction with the Committee. It only shows that the
Ministry has no proper system of perspective planning and initiating action
for recruitment of Medical Officers well in advance. Such a large number
of vacancies are bound to effect adversely the working of CGHS dispensaries
on the one hand and aggravate unemployment position in the country on the
other. The Committee cannot but hold the Ministry responsible for the failure
in providing full contingents of doctors and para-medical staff in the CGHS
dispensaries. The Committee would like the Ministry to remove weaknesses
in personnel planning and management to avoid such serious short-comings
as high-lighted above. They woald also like the Ministry to fill up all the vacan-
cies without delay and report progresses within three months. (S. No. 93)

B. Confirmation of Medical Officers and Staff in CGHS

6.11 From the information furnished to the Committee, it is seen that
out of 1052 Medical Officers in position on 31-3-1981 in various cities
(excluding Bombay), where CGHS is operating, 231 Medical Officers not
been confirmed. Information about Bombay was not available with the
Ministry. Out of these 231 Officers, 50 had put in more 10 years of
service.
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Para Medical Staff
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posts " posts filled posts lying
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As against 1388 sanctioned posts of M. Os., 1266 are in position today.
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6.5 The witness admitted that “We cannot say that the position is-
that unsatisfactory.” '

6.6 From above, it is seen that two sets of figures supplied by the
Ministry in writing in August, 1981 do not tally with each other. In
evidence (Dec. 1981) a representative of the Ministry gave figures regard-
ing]jthe posts of doctors which tallied with neither of the figures given
earlier.

6.7 It is also seen from the information furnished by the Minister that
in the case of Medical Officers at Hyderabad, Jaipur, Pune and Kanpur,
the dates since when the posts have been lying vacant have not been
furnished. In the case of Ahmedabad, 3 posts have been lying vacant
since creation; whereas 5 have been filled on monthly wages. In certain
other places, the posts have been lying vacant since 2-9-1976 (Bangalore);
23-10-78 (Lucknow); 1978 (Calcutta) and 21-8-1979 (Bombay).

6.8 Similarly, in the case of Para-Medical staff, posts have been lyigg
vacant in Ahmedabad since creation and in Nagpur for an unspecifi

period. In the case of 73 posts in Delhi, the exact dates since when, they
have been lying vacant are not readily available with the Ministry. In
certain other cases the posts have been lying vacant for a period of 5 to
12 years e.g. Meerut—since 1970, in Bangalore since October, 1975, and

in Calcutta since 1973.

69 The Committee regret to observe that the figures of total strength
of doctors and para-medical staff furnished by the Ministry are quite confu-
sing. The Ministry has supplied three different sets of flgures which do not
tally with one another.

6-10 Taking the best flgures, the Committee find that over 100 posts
of doctors and nearly 225 posts of para-medical staff are lying vacant. At
certain places vacancies in the case of doctors have been there for over five
years and in the case of para-medical staff for over 10 years. The reasons
given by the Ministry for these shortages, such as long time taken in making
recruitment of doctors through UPSC and non-availability of para-medical
staff, do not carry conviction with the Commiitee. It only shows that the
Ministry has no proper system of perspective planning and initiating action
for recruitment of Medical Officers well in advance. Such a large number
of vacancies are bound to effect adversely the working of CGHS dispensaries
on the one hand and aggravate unemployment position in the country on the
other. The Committee cannot but hold the Ministry responsible for the failure
in providing full contingents of doctors and para-medical staff in the CGHS
dispensaries. The Committee would like the Ministry to remove weaknesses
in personnel planning and management to avoid such serious short-comings
as high-lighted above. They would also like the Ministry to fill up all the vacan-
cies without delay and report progresses within three months. (S. No. 93)

B. Confirmation of Medical Officers and Staff in CGHS

6.11 From the information furnished to the Committee, it is seen that
out of 1052 Medical Officers in position on 31-3-1981 in various cities
(excluding Bombay), where CGHS is operating, 231 Medical Officers not
been confirmed. Information about Bombay was not available with the
Ministry. Out of these 231 Officers, 50 had put in more 10 years of
service.
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6.12 As regards Para-medical staff, out of 2597 persons in EOMthIl
on 31-3-1981, 619 persons who had put in more than 5 years’ service
had not been confirmed. Out of these 619 persons, 249 had put in more
than 10 years of service.

6.13 In Delhi alone, out of 204 Medical Officers, Grade I and 419
Medical Officers Grade II, as many as 94 Medical Officers (Grade I) and
66 Medical Officers (Grade II) who had put in more than 3 years service
in the Grade had not been made permanent.

6.14 As regards the Para-medical staff in Delhi, out of a total of 1209
persons, 353 ‘persons with. more than 3 years service had not been con-
firmed (Aug., 1981). Of them 142 had put in (5—10 years) service,
94 (10—15 years) service and 6 persons (over 15 years) service. The
main reasons attributed for not makmg the aforesald staff permanent were
stated to be as follows :—

(i) Due to non-availability of permanent posts 33 persons
(ii) Due to administrative reasons ° ' 140 persons
(iii) Due to delay in convening meeting of D.P.C. 180 persons

'i‘otal - 353 persons

6.15 The Ministry has stated that the two pre-requisites for making
the medical staff permanent in the CGHS are (i) the availability of
permanent posts and (ii) suitability of the persons for confirmation.

Temporary staff are made permanent as and when there conditions are
fulfilled.

6.16 Explaining this position further a representative of the Ministry
stated in evidence that :—

“There is no prescribed time limit for any category . of Govern-
ment employees which stipulates that after such and such
period, an employee should be made permanent. The confir-
mation depends upon the availability of permanent posts from
time to time. The DPC meetings are held and the employees
are confirmed accordingly.

So far as the CHS Officers are concerned, the process of
reviewing the posts and converting them into permanent posts
is-done by the Directorate of CGHS and the confirmation is
done by the CGHS cadre authority which is also under the
Ministry of Health. I must admit that the process of getting
the posts reviewed and made permanent has not been quick
enough. We are at #t. So far as the para-medical staff is
concerned, the position is better. Even here, one problem
is that there is no unified cadre.”

6.17 The Committee pointed out that the CGHS Scheme is a perma-
nent one, but the doctors are not permanent and in 180 cases of para-
medical staff, the Ministry had delayed the holding of DPC meetings.

6.18 The witness stated :—

“It is a matter of concern which we also share. Before the
DPC meeting is held, the confidential reports of the doctors
have to be written down and there are other formalities to be
gone into. We assure you that all this will be gone into.”
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6.19 On the Committee’s expressing serious concern at the long delays
in confirming eligible officers and asking why the past omissions cannot
be rectified by cornpletmg the process of con.ﬁ.tmatlon for all eligible
officers and ‘staff, the witness assured the Committee that :—

“We given you an assurance that, both with reference to the
posts of Medical Officers and with reference to the para-
medica] posts, we will have a special drive organized and sece
to it that the conversion is expedited.”

6.20 Asked to indicate a specific target date by which this process
would be completed, Health Secretary assured the Committee that confir-
mation cases of all eligible medical officers and” pa:a-mcd.lcal staff . would
be processed and completed by the 31 March, 1982 -

C. Promotional Avennes
6.21 It has been brought to the Commnttee s notice that —_

“There is practically no promotion from Senior Class I to Super-
time Grade II. There being only 43 posts of Supertime
Grade II sanctioned against a total of about 2700 Junior and
Senior Class One Officers resulting in stagnation of about 500
Doctors in the maximum of Senior Class 1.”

6.22 The All India Central Government Health. Scheme Employees
Association, in their memorandum submltted to the Committee, stated

that :—

“Besides - other con51deratlons, absolute lack of - ‘incentive/
promotional avenues for the Medical Officers, Para-medical
and clerical staff in the CGHS Organisation leads to feelings
-of frustratmg among them and this stagnation in servicel career
reflects in their attitude/behaviour towards the beneficiaries.

CGHS was introduced in July, 1954, and a person who is
Pharmacist/L.DC/Staff  Nurse/Dresser/Peon/Lab. Techn./
Sweeper or a Female Attendant is still in the same post since
the beginning of the Scheme. No promotional avenues are
there. A person who is serving Govt. of India for the 1last
28 years without any incentive,” how can you expect courtesy
from him. He or she is not rude but he is frustrat

6.23 An eminent medical administrator of high Standing and
experience stated in a note submitted to the Committee that :

“One of the problems facing the CGHS is how to attract
talented medical personnel to the CGHS Cadre and having
attracted them how to retain them.

I realise that these problems are not unique to this cadre
alone but are more widespread phenomena. Nevertheless,
since the issues involved here relate to public health and since
the training of a doctor takes a considerably longer time than
the training of other personnel in the service, especially if they
take postgraduate qualifications, it would be appropriate if the
problems of the CGHS are given. special attention.

It is well-known that the avenues for promotion are very
limited within the CGHS. A number of officers get stuck in
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the same pay scale for 10—15 years and several officers are:
known to have retired on the same scale of pay as at the:
beginning of their services.

There are also no incentives for good work and there is
no question of merit promotion. Under these circumstances.
it will be difficult to attract to retain talented officers within
the cadre. It would be helpful if the CGHS can be made
more flexible to overcome these difficulties. Within reason-
able limits the number of higher positions can be increased.”

6.24 The Ministrv stated that there are large number of categories of
Medical and para-medical posts under CGHS. For all these posts,
recruitment rules are prepared and got approved from the competent
authority, keeping in view the requirements of the post, job description
and career aspirations of the incumbants of the posts in the particular line
or grade. Medical Officers are considered for promotion to higher grades.
namely, M.O. Gr. I, Specialist Grade I etc.

6.25 The para-medical staff are promoted to higher grade wherever
available such as Nursing Orderly to dresser. It is admitted that in many
of these categories like Pharmacist etc. there are-only meagre chances of
promotion. However, selection grade is being provided.

- 6.26 As far as Medical posts are concerned, the Junior Medical
Officer should put in 5 years of service for promotion to Senior Class 1
Officer. The Senior Class I Officer is required o put in a minimum of
10 years service for becoming eligible for promotion to the post of Super
time Grade II.

6.27 As regards the para-medical staff, there are no fixed minimum
period of service which could be made universally applicable to all the
posts. The period of service is prescribed in the recruitment rules of the
higher posts where officers of the lower grade are to be considered for
appointment to these posts. '

6.28 With regard to the Para-medical staff the Committee find from
the information furnished by the Ministry that out of 47 various cate-
gories of Para-Medical and other staff, promotional avenues are not there
for 38 categories comprising 1907 posts out of a total of 2601 and only 9
categories of staff (694 posts) have prospects of-promotion.

6.29 It was stated by the Ministry that “it is true that the chances
of promotion from Senior Grade I to super lime Grade II are not com-
mensurate with the large number of posts. But restructuring of the
Central Health Service is in the last stage of finalisation. Tt is anticipated
that additional promotion avenues will then become available.”

6.30 The Ministry furnished (Aug. 1981) the following statement
showing the number of medical officers in CGHS (Delhi) who fulfilled
all conditions for promotion but had not been promoted to the next grade
even after they had put in service for the period given below :

S. Period of Service Medical Officers
No.

1. more than 15 years . . . . . . . 31

2. 10—15 years . . . . . . . . 30

3. 5—10years . . . . . . . <. 169
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6.31 The Ministry admitted that “at present a large number of Senior
Class I Officers are stagnating at the maximum of the pay-scale. How-
ever, the precise number of such officers and the dates from which they
.are stagnating are. not readily available. In this context it is pertinent to
point out thay in majority of cases, the officers have reached the maximum
of their pay-scales due to substantial increase/raise in the emoluments as
a result of application of the concordance - table. All the same this
Ministry is taking steps to mitigate this hardship by restructuring the
service.”

Medical Officer Incharge

-6.32 In reply to a question, the Ministry stated that it was a fact that
in a number of dispensaries, Medical Officers Incharge of dispensaries
were holding posts in the same scale in which a number of other doctors
in those dispensaries ‘were working.

6.33 But the Ministry did not agree that it created administrative
problem for a Medical Officer Incharge to enforce discipline and carry

-out supervisory duties in such dispensaries where other doctors might also
‘be in the same grade of pay.

6.34 The Ministry stated that “the medical officers in charge of the
.dispensary has no functional supervision over other medical officers of an
equivalent scale of pay working in a dispensary. The supervisory duties
-of the Medical Officer incharge of the dispensary are of an administrative
nature which the senior most officer among them is performing. However,
in order to strengthen the administrative set up of “the Service and to
increase promotion avenues for C.H.S. officers of various grades, it is pro-
posed to upgrade posts in various grades of the service.”

D. Cadre Review

6.35 The Committee’s attention was drawn to the following recom-
mendation of the Third Pay Commission : ,
“It seems to us that a structural reorganisation of cadre is neces-
sary to get over these difficultics and to ensure that the GDO’s Grade
I, Hospital Specialities, and Teaching Specialists have reasonable

promotion opportunities in their respective fields.”

6.36 It was stated in a memorandum that even before Third Pay Com-
mission Report, the Department of Personnel and AR vide their O. M.
No. 5/1,71-PP Vol. VI, dt. 6-5-78 had asked ever cadre controlling
authority to constitute a. cadre Review Committee under the Chairman-
ship of the Cabinet Secretary to meet at least once in every three years.
While in respect of other Central Servicesi n Group A, the Ministries set up
Cadre Review Committee and cadre reviews had been undertaken periodi-
cally and posts upgraded wherever necessary, but no cadre review had
taken placed in case of Central Health Service with the result that promo-
tional avenues beyond semior Class-I scale were almost non existent.

6.37 Asked as to why the Cadre review in the case of Central Health
‘Service or CGHS had not taken place inspite of the clear instructions by
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the Department of Personnel and AR on the subject, the Ministry of Health

stated that :— ' ~
“Restructuring of Central Health Service, which includes G.D.O.
Grade I, hospital specialists and Teaching specialists, is in last
stage of finalisation. It is anticipated that additional promotion
avenues will then becgme available. Recommendations of Third
Pay Commission in respect of Pharmacists have been implemented.

Recommendations regarding other categories of para-medical staff
working under C.G.H.S. are under consideration.”

6.38 The Ministry in a subsequent note informed the Committee that
the instructions referred to were received from the Department of Per-
sonnel and Administrative Reforms is 1972. While -action was being
taken to undertake cadre review as per the instructions, the recommenda-
tions of the Third Pay Commission were received in the meantime, which
necessitated to restructure the entire service and the revision of the CHS
Rules 1963, as amended from timc to time. It was considered that the
proposed restructure of the service would serve the purpose of the cadre
review and may create more avenues of promotion for senior medical
officers.. However, the proposed restructuring is still under consideration
in consultation with the UPSC, Department of Personnel and Administra-
tive Reforms and Ministry of Finance, etc., and is likely to be finalised
shortly alongwith the cadre Review of the Service.”

6.39 Explaining the position further, Secretary (Health) stated in

evidence : —
“The Central Health Service was initially constituted in 1963 and
then the Service was reorganised with effect from September 1966

to provide for better service conditions.

The service was converted into Class I service with effect from
1973. There are certain aspects of this service which must be
understood-stagnation, etc. It is not a compact service like most of
the other services. This services has four streams—1. teaching.
2. non-teaching, 3. general duty, 4. public health. This is a service
where there is a large element of direct recruitment almost at all
levels. There is existence of officers belonging to different specialities

‘' and super-specialities. There are thirty ‘specialities and ' super-
specialities in the service. The presence of specialities and supar-
specalities makes the task difficult.

The officers of the service enjoy benefit of non-practising allow-
ance in addition to their basic pay. This kind of facility is not
available to many other highly technical services. The allowance
some times ranges from Rs. 150/- to .Rs. 600/- (non-practising
allowance). Even the Third Pay Comniission observed that this
service does not conform to a single service, common qualification,
common gradation and inter-changability. Inspite of all these
difficulties it was decided fo review the cadre management of this
service in 1979. It has taken considerable time because of com-
plexities. Since I joined this Ministry, I along with my. colleagues
have been able to push this proposal which has been going on in
a major and expeditious way and we have come to a very advance-
stage of its being approved. I can only mention at each level we
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have provided so much additional facilities. This has been largely
agreed at official level between our Ministry, Ministry of Finance
and Department of Personnel and that it is now only the formality
to take the proposal forward. CGHS officers Association met me
They expressed their satisfaction.”

.

6.40 The witness added—

“Both the associations of Central Health Officers and C.G.H.
Medical Officers called on me. I assured them and now they are
aware of the steps being taken by us.......... We are taking the
total cadre and reviewing it to ensure quite adequate promotion
opportunities are available from one cadre to another. For example,
a G.D.O. Grade II takes a considerable period to become G.D.O.
Grade 1. They are stagpating. But we are providing that after
six years of service, he should have almost an automatic opporiuaity
to go. If suficient posts have once been sanctioned, it will generate
considerable and substantial opportunitics of promotion to the
medical officers. 'We éxpect to have it through”.

6.41 Asked to state the percentage of promotion from GDO Grade II
to GDO Grade I, the witness replied that :

“We have taken the review of promotion prospects of various ser-
vices keeping in view a broad percentage. ... .. It will not be proper
for me to disclose actually the measures which are being considered
till the Cabinet takes a view. But we are hopcful that within two
month this proposal should be-through.”

6.42 In a post evidence note the Ministry has stated that while it is
admitted that the cadre review of the C.H.S. was not taken up immediately
on receipt of instructions from the D.P.AR., it has already been
taken up. There are a large number of doctors of different grades in the
Central Health Services from whom Medical Officers are provided to nume-
rous organisations under the Ministry of Health and Family Welfare and the
large number of Departments of Government of India needing the services
of such officers. As such, the process of review in the different levels of
the cadre could not be completed quickly. A cadre Review of Central
Health Service has since been undertaken and the Departments final pro-
posals are at present receiving the attention of the Department of Personnel
and Administrative Reforms. However, the restructuring of the cadre is in
the last stage of finalisation.

6-43 Stagnation and lack of adequate promotion prospects have created
widespread frustration in CGHS doctors and para-medical staff of which the
Committee cannot but take a note. The Ministry has admitted that chances
of promotion frem Senior Grade I to Supper-time Grade-II are not commen-
surate with the large namber of posts and a large number of them are stagnating
at the maximum of their pay-scale. Medical Officers incharge of dispensaries
and a number of other doctors in each dispensary are in the same scale and this
surely cannet be - conducive to proper administrative control and discipline.
In Delhi alone 169 Medical Officers with 5-10 years’ service in CGHS whe
fulfil all conditions of promotion have not got promotion; 30 eligible officers
are stuck in their posts even after having put in 10-15 years of service and 31

.
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-officers with more then 15 years service have been without any opening.  Figures
about doctors outside Delhi are not available.

6-44 Position of para-medical staff is no better and the Ministry is
aware of it. The very structure of service in their case is disappointing. Out
of 47 categories of para-medical posts having a sanctioned strength of 2601
nersonnel, 38 categories of posts comprising 1907 personnel have no promotion
prospects whatsoever. It is difficult to envisage an organisation which pro-
vides no avenue of upward mobility for its technically qualified staff and still
-expects them to runm its services efficiently. This is a sad reflection on the per-
sonnel management of the Ministry. The Committee would like the Ministry
to give this matter an urgent thought and speedy action. (S. No. 94)

6-45 Restructuring of Central Health Service and cadre review in res-
pect of Medical Officers of all grades, as recommended by Third Pay Commi-
ssion, is stated to be nearing finalisation. Recommendations of the Pay Com-
mission in respect of Pharmacists have been implemented and those regarding
other categories of para-medical staff are stated to be under consideration.
Bat the unconscionable delay of nearly 10 years in undertaking this much
needed exercise resulting in irreparable harm to Medical and para-medical
staff, for which the Committee hold the Ministry responsible, cannot but be
deplored. (S. No. 95)

6:46 The Committee are glad to learn that the Health Secretary along-
with his colleagues have now been able to ‘‘push’® the proposals regarding
cadre review and restructuring of CGHS which, it is stated, are now at a very
advanced stage of being approved. When these are finalised, additional pro-
motional avenues are expected to become available for medical officers of all
grades and stagnation is expected to end. The Committee would like that
these welcome but hitherto much delayed measures should not be delayed any
further. They would like to be apprised of the outcome of these exercises in
concrete terms. (S. No. 96)

6-47 The Committee would also like that the Third Pay Commission’s
recommendations in respect of para-medical staff other than pharmacists
(in whose case action has already been taken) should also be processed and
implemented without dealy. (S. Neo. 97)

6-48 The Committee would like to observe in this context that while
the Ministry has a right to expect the most efficient performance from Medical
and para-medical staff in CHGS to be able to provide satisfactory service to
CGHS boneficiaries, it also has a responsibility towards them to ensure rea-
sonably good career prospects and service conditions to avoid frustration cree-
ping into their ranks. The Committee would advise the Ministry to keep
this aspect under its constant watch and not to delay remedial action wherever
and whenever it becomes mecessary in the fature. (S. No. 98)

6-49 Even in the matter of confirmation of Medical Officers and para-
medical staff the position was very umsatisfactory. 23. Medical Officers
who had put in more than five years’ of service had not been confirmed upto
March 1981. Of them 50 had put in more than 10 years’ of service and were
still awaiting confirmation. In Delhi alone, 94 out 204 Medical Officer Grade I
and 66 out of 419 Medical Officer Grade II had put in more than three years’
of service in the grade and had not been made permanent.
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6-50 The position.in regard to para-medical staff is no better. Out of
'2597 such staff in position on 31-3-1981, as many as 619 persons had not been
-confirmed even though they had put in more than five years’ of service; 249
-of them had put in more than 10 years of service. In Delhi, out of 1209 para-
medical staff, 353 persons having more than three years service, 142 with
5-10 years service, 94 with 10-15 years of service and 6 with over 15 years of
service had not been confirmed.

6-51 After going into the reasons for the non-confirmation of Delhi
based para-medical staff, the Committee find that except in the case of 33
persons for whom permanent posts were not available, in 320 other cases
administrative delays on the part of the Ministry were responsible for not pro-
cessing their conformation cases. The Committee would like the cases of
administrative delay to be enquired into at appropriate level with a view
to learning lessons for the futaure. (S. No. 99)

652 Even though, as the Ministry states, there is no prescribed time-
limit after which a Government employee should be made permanent, it does
not mean that the employee should be left in suspemse beyond a reasonable
period if permanent posts are available. Any delay in this behalf ameunts to
harassment which must be avoided. The Committee, in fact, would like the
Ministry to examine in consultation with the Department of Personnel the
desirability of laying down a rule that if after three years’ of satisfactory
service a Medical Officer or para-medical staff is not confirmed by the appro-
priate authority, his/her case together with the reasons therefor should be
placed before the next higher authority or Health Secretary to unable the latter
to judge whether the discretion not to confirm the employee has been exercised
judiciously. (S. Neo. 100)

6-53 The Committee take note of the admission of Health Secretary
that the process of getting-the posts reviewed and made permanent has not
been quick enough. The Committee had during evidence expressed serious
concern at the long delays in this regard and had observed that the Ministry
should complete the process of confirmation in respect of all eligible officers
and staff without delay. At the Committee’s instance, the Health Secretary
was good enough to assure the Committee that the case of all eligible medical
officers and staff would be processed and completed by 31st March, 1982.
The Committee trust that the Ministry will fulfil its assurance and earn the good-
will of officers and staff. (S. No. 101)

6:54 The Committee find that a major impediment in the way of pro-
cessing confirmation cases in respect of Medical Officers has been the delay
in convening DPC (Department Promotion Committee). They also under--
stand that UPSC has to be consulted before the confirmation cases of medical
officers who have been recruited through UPSC, are decided. The Committce
feel that this is cumbersome and time-consuming procedure. Once a doctor
has been recruited through UPSC his confirmation should be decided by the
Ministry in the light of his performance and it need not await formal approval
by UPSC. Oaly in cases where the Ministry chooses not to coufirm an eli-
gible doctor after he has put in prescribed length of service, the Ministry should
be required to place the matter together with the reasons for not confirming
him before the UPSC for the latter’s satisfaction and review. This will avoid
delays and also chances of harassment. (S. No. 102)

- 6-:55 There are three zones namely Northern Zone, Central Zone and.
Southern Zone in which CGHS set up in Delhi has been divided. It has come

8—1306LSS/81
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to the Committee’s notice that a number of Medical Officers have been wor-
king in the same place and in the same zone for the last many years. In the
Committee’s opinion a medical officer should not remain in the same place and
same zome for more than 4 years or so in the interest of efficiency of service to
CGHS beneficieries. The Committee would like the Ministry to examine the
question of devising a suitable scheme on :postings and tramsfers to emsure
periodical rotation of medical officers from one place to another and from
one zone to another. (S. No. 103)

E. Ad-Hoc Medical Officers

6.56 It was brought to the notice of the Committee that “some of the
medical officers in the CGHS had been working in ad-hoc capacity for as
long as 10 years without having regularised even though their services have
been found entirely satisfactory. In the meantime, the recruitment rules and
the methods of recruitment have changed, placing these officers in a com-
paratively higher age group at the relative disadvantage in the matter of com-
{)eeting in written tests with younger age groups fresh from the medical col-

ges.

6.57 The Ministry was asked to state (i) the number of such Doctors
and para-medical staff as on 1-10-1981, who have put in more than 10
years service and between 5-10 years of service but have not been regula-
rised so far, and what are the reasons therefor;

(ii) the changes that have been made in the recruitment rules;

(iii) steps proposed to be taken to regularise the appointments of ad-hoc
doctors and para-medical staff.

6.58 The Ministry informed the Committee that the number of doctors
as on 1-10-1981 who have put in more than 10 years service and between
5-10 years service but have not been regularised so far is 12 and 79, res-

pectively., :

6.59 In the CGHS rules, there is no provision for induction of such
officers in the CGHS unless they come through the UPSC. The doctors
were informed at the time of their initial appointment itself that ad-hoc
appointment does not bestow any right or claim on them for absorption in
the CHS on a regular basis.

6.60 The Ministry further stated that “prior to 1976, selections for
Junior Class I posts of CHS were held by the UPSC on the basis of interview
only. The system of holding a written examination followed by interview
was introduced by the UPSC from 1977 onwards. However, keeping in
view the grievances of these ad-hoc doctors, a special examination was
conducted in the year 1977-78 by the UPSC in which the selection was
made only on the basis of interview. In another examination held in 1978,
such doctors were given a choice to qualify in any one of the following sub-
jects : (i) Surgery (ii) Medicine (iii) Obstetrics and Gynaecology (iv)
Preventive and Social Medicine. But a very few of the ad-hoc appointees
could qualify for regulat appointment in the examinations. Age is also
being relaxed upto 58 years for such doctors. It is proposed to amend
the CHS rules so as to prepare for the selection on the basis of interview
qnl;('l which could enable all the ad-hoc doctors to get themselves regula-
rised.” . B
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'6.61 Clarifying the position in evidence, Health Secretary stated
that :—

“Under the CGHS scheme doctors are appointed on an ad-hoc basis
in order to fill up leave or short-term vacancies of regular incum-
bents of posts. Normally we do not want to do on an ad-hoc basis,
but we have necessarily to do because the posts cannot be left vacant.
The regular doctors are recruited through the UPSC and no doctor
can be regularised without the approval of the UPSC. The time
taken by the UPSC is always quite long—the post has to be adver-
tised and there are so many other things. Not only that, even
selected people were not available. I may mention that 500 per-
sons were selected but hardly 300 came ultimately to take up the
appointment. The reason is that doctors have so many other op-

portunities.”

6.62 Health Secretary added that :

“Quite a few go for post-graduate degree also. But one thing I want
to make clear. If the ad hoc appointments continue for a period of
time, this is due to reasons which are not in our control. But the
doctor who has been taken on an ad hoc basis should not also think.
that a right has been created for him in that appointment; he is there
because we have not been able to recruit regular doctors.”

6.63 The witness further stated that :

“According to the latest information, the number of ad hoc doctors
under CGHS today is 131 : the number of those who have put in
more than ten years of service as ad hoc doctors and the number of
those who have put in five to ten years of service but have not been
regularised are 12 and 79, respectively. But there are various
reasons for it.” :

" 6.64 A representative of the Ministry further stated that :

“In order to give an opportunity to the ad hoc doctors to get regu-
larised, we arranged for special selection through the UPSC in the
year 1978. We requested the UPSC to dispense with the compe-
titive examination amd allow a higher age limit—45 years of age
instead’ of 35—and conduct an. interview—not only for those people
but also for others because they cannot discriminate between ad hoc
doctors working in the CGHS and the doctors working outside the
CGHS but within the age limit of 45. In this interview we were
able regularise only very few doctors, about 100 and old doctors
we were able to regularise. At that time, the total number of doctors
appointed or ad hoc basis way very large. The representation has
been received time and again from those who have put in more than
five years of service on an ad hoc basis that they should be screened
for regularisation. We have taken up the matter with the UPSC
and the Commission, on principle, have agreed to again conduct an
interview for such people who have put in more than five yéars ser-
wice in the CGHS. But, this will be done after.
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the re-structuring of the CGHS. In these rules we are now bring-
ing this out, that ad hoc doctors may be regularised by calling them
for an interview. The moment this is done—some of the doctors
who are really good will certainly be regularised.”

665 The recruitment of doctors for CGHS is required to be made thr-
ough UPSC. Ad hoc appointments are, however, made to fill up leave or short
term vacancies of regular incumbents. Their appointments cannot be regu-
larised without the approval of the UPSC. Such doctors are informed at the
time of their initial appointment that ad hoc appointment does not bestow
any right or claim on them for -absorption in CGHS on regular basis. The

. Committee take note of the various measures including relaxation in recruit-
ment procedures and rules taken by the Ministry to regularise ad hoc appoint-
ments with the approval of UPSC. After all this there are still at present 131
ad hoc doctors in CGHS who have not so far been regularised. 12 of them
have put in more then 10 years service and 79 between 5-10 years service.

6-66 The Ministry is at present restructuring the medical cadre in the
CGHS with a view, inter alia, to giving opportunities to ad hoc doctors who
have put in more than S years service to get regularised. The Committee
feel that the ad hoc doctors who have already put in satisfactory service for
more than 5 years deserve to be considered more sympathetically for the purpose
of regularisation and in this process, it should be ensured that they do not suffer
any loss in the matter of emoluments on account of delay in regularisation.
They hope that the Ministry would continue with. the process initiated by it in
this regard till all the ad hoc doctors who have put in satisfactory service are
regularised, (SI. No. 104) ’

F. Conveyance Allowance

6.67 The orders regarding-grant of conveyance allowance to Medical
Officers /Specialists under the CGHS are contained in the Department of
Health letter No. F.4-11 /72 CGHS(P) dated the 18th July, 1974 and the
21st May, 1980. The orders were reviewed and revised last in May 1980.
For paying domiciliary visits and performing other official duties, with cffect
from May, 1980, Medical officers including Ayurvedic/Homoeopathic/Unani
Physicians/Specialists employed under the Central Government Health
Scheme are eligible to draw conveyance allowance at the following rates :

(i) For these who maintain their own motor cars . . . Rs. 275-00
(ii) For those who maintain Scooter/motor cycle . . . Rs. 90 -00
(iii) For those who do not maintain either car or motor cycle/
scooter . . . . . . . . . Rs. 60-00

6.68 Conveyance allowance is admissible to every doctor for having
performed a minimum of 60 visits per quarter. In case the average num-
ber of visits per month falls between 6 and 19, the conveyance allowance
is paid on pro-rata basis. No conveyance allowance is paid if the number
of visits falls below an average of 6 visits per month.

6.69 The Ministry informed the Committee (January 1982) that the
question of upward revision of conveyance allowance was under Ministry’s
active examination. '

6.70 Asked about the rates of conveyance allowance the representative
of the Medical Officers Association stated in evidence as follows :—

“What we suggest is that the visits are always for emergencies and
the doctor has to reach at the shortest possible period. Therefore,



111

the Doctors should be encouarged to maintain their own conveyance
and for that we say that a minimum maintenance expenditure be
given as conveyance allowance and then the running expenditure
can be linked with the amount of visits paid by him. The mainten-
ance allowance should be Rs. 350/- to cover depreciation, insurance
road tax etc. Thereafter we must give the doctors on the kilometre
run. If we calculate on the cost of petrol, it will not come to less
than fifty paise a kilometre at the moment”. ‘

6.71 It has been suggested in a memorandum that instead of fixed con-
veyance allowance as at present admissible to the doctors, payment of al-
lowance on the basis of home visits made by them would be an incentive
to them.

6.72 Asked to state its views on the suggestion to link conveyance
allowance to the number of visits paid by the Doctors, the Ministry statcd
that minimum of 20 domicilidry visits in a month entities of medical officer
for grant of conveyance allowance at the rates prescribed. A proportionate
-reduction in conveyance allowance is made if the number of domiciliary visits
falls short of the minimum visits of 20 but not below 6.

CGHS dispensaries are primarily meant to provide service at the dis-
pensary. However, in certain situations both emergent and routine domi-
ciliary visits are also made at the discretion of the doctor. Over the past
many years of cautioning of CGHS, we have not received many complaints
where CGHS doctors have not examined patients, at their residence. There-
fore, a change in the system does not seem necessary.

6.73 The Committee pointed out that many suggestions have been
thrown up. Some say that conveyance allowance should be linked to num-
ber of visits paid by doctor. Others say that it should be a lumpsum
amount paid under two heads, viz., a basic minimum for all doctors main-
taining vehicles and an additional amount related to the distance travelled
by doctors on such visits. Still others feel that there should be a pool
of official vehicles at the disposal of dispensaries regionwise from which the
doctors in that region might be able to requisition one for paying home visits
and in that case conveyance allowance would not be required to be paid
to doctors. The Ministry was asked to look into these suggestions in depth
and furnish a note to the Committee. The note was not received till end
of February, 1982.

6-74 Conveyance allowance at the following rates under certain
conditions is paid to Medical Officers to enable them to pay domiciliary visits :
those maintaining their own motorcars—Rs. 275/- PM, those maintaining
scoosers/motorcyclos Rs. 90/-PM and those not maintaining either cars or
scooters—Rs. 60/- PM. The Committee have gone into this matter in the
light ef the views of CGHS beneficiaries and docfors. They wonder how in
present times a doctor of Grade-I or Grade-II can buy a car and maintain it
with the meagre allowance paid to him. The Committee also wonder what
a doctor not maintaining car or scooter would be doing with Rs. 60/- PM
which is paid to him as conveyance allowance. Such a doctor cannot afford
to hire a taxi or other vehicle for paying home visits and most probably may
not be taking the trouble of travelling by public bus for which along the meagre
allowance -of Rs. 60 may be adequate. In the Committee’s opinion, docters
not owning cars ‘or scooters should be given options either to draw conveyance
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allowance as at present or to claim re-imbursement of taxi or auto-rickshaw
hire charges for paying home visits as the case may be, with suitable safeguards
against misuse. (SI. No. 105) ’

6-75 The Committee also feel that it is rather too much to expect a
doctor of Grade-I or Grade-II to maintain a car and use it for official purposes
on payment of a meagre conveyance allowance. Either the conveyance allo-
wance should be adequate to pay for the basis maintenance of car or scooter
and the fuel consumed in the course of travelling on official duaty, or the CGHS
should maintain a pool of official vahicles in each city, region-wise, from which
the doctors in that region might be able to requisition one for paying home
visits. In the latter case the payment of conveyance allowance to the doctors
would not be necessary. The Committee would like the Ministry to consider
the entire question of conveyance allowance realistically and evolve a system
which would be most convenient to doctors and would also lead to a better
service to CGHS beneficiaries. (S. No. 106)

6-76 1t is surprising that the Ministry has received no complaints over
the past many years from CGHS beneficiaries regarding the reluctance of doc-
tors to pay home visits. The Committee has received many such reports and
they would advise the Ministry not to take the absence of formal complaints
from CGHS beneficiaries as a proof of their satisfaction with the prevailing
system of domiciliary visits. Unless the Ministry finds a practical solution to
the problem of ¢onveyance for doctors, it would not be able to provide am effi-
cient system of home visits to the satisfaction of CGHS beneficiaries. (S.
No. 107)

G. Service Conditions for Doctors

6.77 It was stated in a memorandum that only 50% of doctors selected
by UPSC joined duty. Even among them, the resignation rate was quite
high. This called for urgent remedies to make the jobs more attractive
“for Doctors. Most of the doctors’ do not possess Post-Graduate qualifica-
tions. They may be permitted to do the Post-Graduate Course after 3
years of service. Certain percentage of seats may be reserved for the
CGHS doctor to do the Post Graduate Courses in the corresponding City
Hospital or Central Medical Institutions like, JIPMER, AIIMS, etc. ‘This
will not only bring down the resignation rate but also create job satisfaction
among the doctors.

6.78 Replying to these points, the Ministry furnished the following
statement :—

" Number of Doctors Recruited/Resigned during the last 10 Years

Number of doctors recruited Number of doctors who The number of doctors
during the last 10 years. resigned during the last who applied for per-
ten years. mission to do post
graduation courses and
who were permiited to
do the courses during
last 10 years.

Year ) Yearwise Yearwise Applied Permitted

1 2 3 4 5
vn ... 29 — — -
PR L 38 17

1 - 1
1973 . . . 94 25 © 15 is




113.

1 2 2] 4 5
974 . . . .. 50 28 8 s
1975 . . ... 46 28 4 4
1976 . . .. . 207 47 1 1
977 . . ... 138 44 8 58
978 . . ... 56 51 9 9
979 . . . .. 293 95 11 1
1980 . . . .. 136 34 7 7
TOTAL . . . . 1087+ 369 64 64

*Information regarding Pune, Bangalore not readily available.

6.79 The Ministry added that the doctors desirous of improving their
educational attainments, while remaining in service are e]igible for apply-
ing for study leave for a maximum period of two years, after putting in a
minimum of regular service of five years.

6.80 According to the Ministry it is neither possible nor administrati-
vely desirable to reserve seats for a group of officers like the one belonging
to CGHS for undertaking post graduate studies in selected hospitals. By
virtuc of working in’ CGHS, the Medical Officers do not earn any special
right in the matter of Post Graduate studies. In any case, the selection of
candidates for post Graduate Studies is an academic matter and all post
Graduate hospitals/Institutions have to follow certain criteria for selecting
Post Graduate studies”.

6.81 Clarifying the position regarding post Graduate Courses for
‘CGHS doctors, the Ministry added that the admission for the Post-graduate
qualifications is mostly done in the medical institutions run by the State
‘Governments and other organisations At present the Central Govern-
ment is not having any quote of allotment of seats for the post-graduate
admissions in these colleges/institutions. But in so far as All India Insti-
tute of Medical Education and Research, Chandigarh, which are run by the
Central Government are concerned there is already a provision for admis-
sion of sponsored candidates to post-graduate courses. The CGHS doctors
can also be considered for being sponsored for admission to such courses,
but they will have to compete among the other sponsored candidates. A
Medical Education Review Committee set up by the Government of India
is also reviewing thc current admission procedures and the case of CGHS
doctors will also be placed before it.”

6.82 When asked to furnish information regarding the number of doc-
tors offered appointment under CGHS during the last 5 years and the num-
ber who joined or resigned dwring this periods, year-wise, the Ministry in-
formed the Committee that information was not available (year 1982) and
would be sent shortly (The information was not received till and of
February, 1982). '

6.83 From the information given above the Committee observed that
?:lg;nlg the years 1972-80, as many as 369 doctors resigned their jobs under

6.84 Asked to state the reasons for such a large number of doctors
resigning from CGHS, the Ministry stated that the number of resignations
Was not high and it was a normal feature of any establishment, the Ministry
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added that “The rcasons usually given in the applications for resignation
are domestic grounds or person reasons. As in all other professions, doc-
tors also change their employers and jobs for the sake of better prospects
and this aspect does not need any special study or a remedial measure”.

6 -85 There is a feeling in certain quarters that only 50 9, of the doctors
selected by UPSC for CGHS join daty. The Ministry unfortunately does
not maintain data from which one could know as to how many doctors were
offered appointments by UPSC and how many of them accepted them. It
would be interesting to make a study of this phenomenon, say, for a period of
last five years and draw meaningful conclusions. (S. No. 108)

6-86 The Committee find that incidence of resignations among CGHS
doctors is quite high. In an organisation which has a strength of about 1300
doctors, as many as 369 doctors had resigned between 1972—1980 as against
a little over 1000 new doctors recruited during this period. The Ministry
surprisingly does not consider the number of resignations high. The Ministry
even does not consider it necessary to make any study of the phemomenon
of resignations. to know the real reasons hehind the resignation.

687 The Committee feel that the high resignation rate could be due to-
the reasons that service conditions and career prospects in CGHS may not be
as good as in some other organisations to which CGHS doctors might be attra-
e¢ted. The Committee would like the Ministry to make a case study of the
doctors who resigned their jobs under CGHS during a particular period to
find out the real reasons for their resignations and see what it can do to prevent
such a large scale eflodus of doctors from CGHS. (S. No. 109)

6-88 The suggestion made in a memorandam to permit liberally the
CGHS doctors to do postgraduate courses and no provide the necessary faci-
lities for the purpose, merits consideration. If this is done atleast a certain
percentage of doctors who might think of resigning their jobs under CGHS
for the purpose of doing postgraduate courses, may stay back. (S. No. 110)

H. Residential Accommodation

6.89 The following Table shows the number of Doctors and Para-
medical staff who have been allotted Government accommodation (in
Delhi) :(—

Number of Doctors and para-medical staff Percentage of Dctors and para medical
who have been allotted government residen-  staff who have been allotted Goverr.ment

. tial accommodation residential accommodation
Doctors Para-medical staff Ddctors  ~ Para-medical staff
L222 258 313-93 2134

6.90 The following Table shows the break-up of the periods for which
Doctors and Para-medical staff (Delhi) who have not been allotted Govern-
ment accommodation, have been waiting for allotment :

More than 10—15 5—10 Less than Total
15 years years years 5 years
(i) Doctors . . ‘ 23 25 111 328 487
(it) Para-medical
staff . 197 174 115 465 951

1438
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6.91 Asked whether any special consideration was shown to doctors and
para medical stafl in the matter of allotment of Government residential
accommodation, the Ministry informed the Committee that the allotment of
residential accommodation was controlled by the Directorate of Estates. No
separate norms had been laid down for doctors and para-medical staff. A
separate pool of accommodation has been placed at the disposal of the
CGHS in Delhi by the Directorate of Estates, for the purpose of allotment
to doctors and para-medical staff. Allotment from the CGHS pool is made
on the basis cf seniority in service except in exigencies of Government work.

6.92 Clarifying the position in evidence, Secretary (Health) stated that :

"“The CGHS doctors and para-medical staff fall in two categories,
one, those who perform emergency duties and the other, who per-
form the normal duties. The staff employed on emergency duties
are eligible for allotment of residential accommodaiion from three
sources: onc, CGHS have their own buildings and residences for
persons who have to perform emeérgency duties; two, residences set
aside by the Directorate of Estates as CGHS pool, three, théy com-
petc with others in the normal quota. The satisfaction level of this

. category is slightly more. As regards the present percentage of
satisfaction of residential accommodation in respect of doctors in
Dclhi, who are generally eligible for Type D, it comes to 32%. For
para-medical staff it is 21.34%. This is an area in which the level
of saiisfaction, I think, should be more than other employees. I
would seek the indulgence of the hon. Chairman and Members that
if they could give a special recommendation for this, that would be
very much helpful.”

I. Retirement Age
6.93 It has been stated in the memorandum submitted by CGHS Medi-
cal Officers’ Association that :

‘Medical offictrs enter late in service than others and they retire at
the prescribed age thus putting in less number of years in service and
earuing less pension, gratuity, and other benefits. So the age of
retirement of doctors be enhanced to 63 years to compensate them
for their late entry.”

6.94 The Committec asked the Ministry about the age composition of
CGHS doctors recruited during the last five years; the retirement age, the
retirement age of doctors in States and Railways; The Ministry stated that
23 to 36 years was the age composition of doctors recruited during the last
S5 years. The retirement age for them is 58 years. The Ministry further
stated that in order to compensate the CHS Officers (which terms includes
CGHS dovctors also) to enable them to earn maximum pension due to their
late entry in service, a provision has been made in the CHS Rules for afford-
ing them the benefit of added years of service. This benefit is, however,
admissible to cfficers of specialist grade II and and above.

695 The Ministry did not furnish information regarding retirement age
of Doctors in States. The retirement age for doctors in Railways was stated
to be 58 years. '

tb t6.96 Explaining the position Secretary (Health) stated in evidence.
at :

“The retirement age of a CGHS doctor is 58 years. It is not a fact
that a large number of these doctors will retire without earning their
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full pension. To a specialist who enters at an advanced age the
. benefit of added years of service upto S years is allowed. Basically

no doctor whether general duty or a specialist retire without earing
a pension....”

6.97 The witness added that it was not the Government’s intention to
change the 1etirement age.

698 The Committee find that as against 222 doctors, who have been
provided Government accommodation, 487 are without it. In para-medical
staff category, as against 258 such staff who have Government accommodation,
951 have not got Government accommodation so far. The degree of satis-
faction is 329, for Doctors and 219 for para-medical staff. It is, in the
Committee’s opinion, very essential to provide residential accommodation at
least to all key personnel close to the dispensary to which they are attached,
in the interest of a more effcient service to patients at odd hours. The Commit-
tee would like the Ministry to identify the doctors and para-medical staff
who are holding key positions in each dispensary and arrange, in consultation
with the Ministry of Works and Housing, to provide them suitable accommo-
dation within easy distance from the respective dispansaries. (S. No. 111)

699 The Committee have no comments to make on the retirement
doctors. But they do feel for the doctors who, because of their late entry
into survice-in some cases as late as 30-36 years—would retire without adequate
pension. Specialists doctors have been given the benefit of added years of ser-
vices of upto 5 years for the purpose of pension. But there is no such consi-
deration for other doctors. The Committee see no logic in discriminating
between specialists and other doctors under pension rules. They would like
all doctors to be treated alike in this matter. (S. No. 112)

J. Foreign assignments for Central Health Service Dectors

6.100 In their memorandum submitted to the Committee, the All India
Medical Officers Association stated that :—

“Foreign assignments to friendly countries is banned to CHS Doctors
though it is open to others which is not fair to CHS doctors.”

6.101 Asked to state whether Foreign assignments to friendly countries
were banned to CGHS Doctors the Ministry stated (August, 1981) that : —

“There is_a complete ban on foreign assignments in respect of CHS
officers (including CGHS officers) since 1975. This Ministry was
compelled to impose this ban due to the fact that a large number of
officers who initially went on foreign assignment for specific period
did not return after completion of the period of assignment. This
resulted in a lot of administrative difficulties in as much as resultant
vacancies could not be filled on regular basis, because posts had to
be kept reserved for men in the event of their repatriation. On the
whole the experience of this Ministry in regard to getting more offi-
cers back through personal letters, through our .embassies abroad
has been sad and unsatisfactory. In order not to perpetuate this
insoluble problem. a complete ban was invoked in 1975.”

6.102 The Committee learn that Ministry of Health and Family Welfare
has since reviewed the matter and has decided (22-February, 1982) to relax
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the existing ban or the forwarding the applications of CHS officers for
empanelment in the “Foreign Assignment Panel” maintained by the Depart-
ment of Personnel and Administrative Reforms and to their release to take
up assignments abroad on deputation on arestrictive basis.

6-103 The Committee take note of the recent decision of the Ministry
of Health and Family Welfare relaxing the existing ban on the forwarding of
applications of CGHS officers for empanelment in the ‘‘Foreign Assignment
Panel’’ maintained by the Department of Personnel and Administrative Reforms
and to their release to take up assignments abroad on deputation on a restrictive
basis. (S. No. 113)

K. Behaviour of Doctors & Para-Medical Staff

6.104 In almost all the memoranda received by the Committee, com-
plaints of rudeness, curtness and callousness of dispensers and para-medical
staff have been made in open or veiled language.

6.105 Similar feelings were expressed by a number of patients whom
the Study Group of the Committee met during on-the-spot study visits to
dispensaries in Delhi. They also stated that complaints against doctors
were no needed by doctors.

6.106 Complaints against doctors’ behaviour, though less numerous
than those against para-medical staff, have also been made in a mumber
of memoranda. The following extract from a memorandum reflects the
feeling prevailing among many sections of CGHS beneficiaries : —-

“Generally medical officers are not courteous and sometimes rude
with CGHS beneficiaries. They often gossip with other dectors,
dispensary staff while patients are waiting shivering with fever, pain,
bodyache, in queue outside their rooms. There is complete

of personal touch in the behaviour of these doctors. They hardly
use stethoscope, BP Instrument, measure pulse etc.”

6.107 Patients’ dissatisfaction with the doctors behaviour and approach
also came to the Committee’s notice during their on-the-spot study visits.

6.108 Medical officers Association has admitted that doctors do not
devote as much time to a patient as they should.

“The reason is that they do not have enough time for this purpose.
The staff inspection unit of the Ministry of Finance in 1977 carried
out study and decided on an average a Doctor should take four
minutes dper patient. .. ... then norms laid down by the SIU should
"be decided....on an average a- doctor should not take less than
five minutes per patient. The norms should be based on the aver-
age attendance in peak months only. During the lean months, the
extra staff can be utilised for imparting in service refresher course
training.”

6.109 It is also stated in their memorandum that “there is frustration
among Medical Officers as there are no promotional avenues for them: They
have suggested that Medical Officers should be spared from as much clesical
‘work as possible so that they can devote their energy tp diagnose and treat
the patients. ..... »

6.110 Giving its comments, the Ministry furnished the following iafor-
‘mation in regard to the number of complaints received against medical
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officers, dispensers and other staff during the years 1978-79, 1979-80 and
1980-81 :—

Details of Complaints received during 1978-79, 1979-80 and 1980-81 against the
Medical Officers and Para-Medical Staff and Others.

S. City No. of com- Break-up of complaints
No. plaints
1980-81
1978- 1979- 1980-  1978-79 1979-80 M.Cs.
79. 80 81
: M.Os. Others M.Os. Others Others
1. Lucknow . 15 7 32 6 9 4 3 8 24
2. Jaipur . . Total 33 —_ —_ —_ — 6 27
information
in 1980-81.
3. Madras . . 41 22 33 16 25 8 14 11 22
4. Pune . . 13 20 18 3 10 1 19 1 17
5. Bangalore . 15 20 18 5 10 1 19 2 16
6. Bombayv . 12 10 9 2 10 [3 4 4 5
7. Meerut . . Not recorded 13 —_ — — —_ 3 10
8. Ahmedabad . — 1 4 — — — 1 — 4
9. Kanpur . = . 9 21 29 4 5 5 16 8 21’
10. Calcutta . . 22 17 13 15 7 10 7 8 5
11. Patna . . 68 27 23 15 53 4 23 5 18
12. Hyderabad . Not received 19 — —_ —_ —_ 3 16
13. Allahabad . 27 20 24 6 21 5 15 40 14
14. Nagpur . . 15 7 32 6 9 4 3 8 24
“15. Delhi . . 325 269 282 86 239 82 187 85 197

6.111 The Ministry stated that out of 28.5 lakh beneficiaries, the

number of complaints received did not relate to rude behaviour of para-
“medical staff.

6.112 As regards Medical Officers the Ministry stated that change in
norms would involve substantial financial outlays and would not be possible
in the present economic condition. The Ministry added that the number
of ccmplaints against CGHS staff as a whole, were comparatively few as
compared to the large number of its clientele. However, when ever com-
plaints of rude behaviour came to notice, these were suitably dealt with.

6.113 A representative of the Confederation of CSS Associations, in
his evidence stated :

“....the behaviour of the dispensers and other para-medical staff
is just an imitation of the behaviour of the doctors. When they
find that the behaviour of the doctors themselves is not as it should
be, they take the cue, and because they are less educated and less
refined they become worse. We support this contention that, at
present, the behaviour of the para-medical staff and dispensers to-
wards the patients is not as it should be. In certain cases they
behave as if they are giving something in charity.”

6.114 A representative of the Section Officers’ Association of the Central

Secretariat Services stated in his evidence :—

“They (doctors) have become actually indifferent towards the
needs or difficulties of the CGHS beneficiaries that they do

not even apply their mind to examined them, 7The stagnation
in their case is much more.”
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6.115 As regards para-medical Staff, the witness stated :

“They are supposed to reach there by 7 in the morning. Then
again they have to come at 5 pm. That is why their

behaviour is not proper. Their working conditions should be
improved.”

6.116 A representative of a Residents’ Association from Bombay
spoke in the following words :

“There have been some complaints that the doctors have been
a little rude or unsympathetic to patients.”

“They are indifferent; they usually do not come in right time. ...
and they are not always cooperative.”

6.117 When confronted with the patients’ views about their behaviour,
a representative of the Para-medical staff Association in their evidence
before the Committee stated :

“There is no question of rudeness in this. The reason is that
it is not possible to satisfy all the patients within a limited
time at our disposal. That is why these things arise. There
is rush of patients in dispensaries and the staff is inadequate.
Most of the employees are stagnating because there are no
avenues of promotion for them.”

(English translation of original in Hindi)

6.118 About the rude behaviour of Doctors towards patients, a repre-
sqntative of Medical Officers Association stated in evidence as follows :

“As far as Medical Officers are concerned, there is no question
of rude behaviour; they are meant for them and they have to
satisfy the patients. The patients want that the doctors
should listen to them while they have got no time. The
doctors should be given a proper place and only a limited
number of. patients should be there so that they can examine
them properly. Then they should get all the medicines. If
this is done, then there cannot be a single complaint against
the Medical Officers.”

Patient Satisfaction

. 6.119 The Ministry was asked to state the level of patient satisfaction
according to its own assessment and whether it had any proposal to ensure
greater patient satisfaction than at present, the Ministry informed the
Committee that no study had been made of the level of patient satisfac-
tion. However, out of 28.5 lakhs beneficiaries concerned in all the cities
combined, the number- of complaints received were only about 1.46 per
day. Most of these complaints, on investigation, had been found to be
incorrect. The Ministry added that it may, therefore. be seen that the
level of patient satisfaction is very high.

6.120 Dealing with the question of rude behavicur of Medical Officers
and Para-medical Staff, Secretary (Health) stated m his evidence :

...... the CGHS has been extended to 15 cities covering over
22 lakh beneficiaries. The number -of allopathic dispensaries
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is 183 and a large number of Medical Officers and Para-
Medical staff are employed under the Scheme. In such a
big area, there could be some such examples. By and large,
we do not accept that doctors behave like that. There may
be some isolated cases. Whenever it is brought to our notice,
we take action against them. I have already submitted to
you that we intend to have another study made through the
S.I.U. about the workload in the dispensaries, about the
doctor—patient ratio and things like that. We intend to
make it service oriented scheme and run it as efficiently as
possible. Secondly, our effort is also not to expand the
service, rather to consolidate first and then expand it later on.
This is the general policy.”

6.121 Reacting to the Committee’s feelings that low-paid employees and
]‘ike were the worst sufferers in this context, Secretary (Health) assured
hat—

“We will again issue our instructions on the point that you have
brought to our notice, that they should be polite and
attend to the patients of whichever category they come from
most quickly and expenditiously. We will also mention that
if any lapses are found we will resort to a deterrent action.”

6122 CGHS beneficiaries dissatisfaction with the behaviour of doctors
and para-medical staff at the dispensary level has been brought to the Commit-
tee’s notice in writing and in person. Many doctors, it is stated, are rude,
keep patients waiting unnecessarily and do not see the patients carefully. The
Committee do not want to convey an impression that CGHS beneficiaries com-
sider all or most of the dectors or para-medical staff rude. But even if a small
minority behaves improperly, the image of the emtire class gets tarnished.
It is against this danger that the Committee wish to warn the community of
doctors and para-medical staff. (S. No. 114)

6-123 Doctors and para-medical staff have not accepted the charge of
tude behaviour. According to them, heavy workload and too inadequate a
streagth do not permit them to give proper attention to each patient to his/her
satisfaction. Besides, they say, there is great frastration in the medical and
para-medical staff due to stagnation and stenuous working schedule. The
Committee feel deeply pained at the doctors’ and para-medical stafi’s attempt
to plead heavy work load and frustration in extenuation of the charge of rude
and indifferent behaviour. The medical and para-medical staffl may bave
problems (and have problems which the Committee have dealt with elsewhere
in this report); but this cannot be a justification for the curtness in their beha-
viowr or casualness in their approach. (S. No. 115) ‘

6124 Like CGHS beneficiaries, the Committee expects from the doc-
tors a standard of conduct consistent with the high traditions of the noble
profession to which they have the privilege to belong. Patients look to doctors
not merely as writers of prescriptions but also as dispensers of health for which,
doctors know more than anybody else, a patient has to be treated not only
medically but also psychologically. The Committee would, therefore, call
upon the doctors to live upto the expectations of their patients even under testing
circumstances and deal with all of them, high or low, with patience, understan-
diwg, smile and human touch. (S. No. 116)
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6-125 The Committee expect that the dispensers and other para-medical
staff will also take note of the CGHS beneficiaries’ feelings about their beha-

viour and do everything possible not to give them and cause of complaint on
this account. (S. No. 117)

6.126 The Ministry has tried to counter the charge of rudeness of the
dispensary staff on the basis of statistical data, according to which the number
of complaints from all cities comes to only 1 -46 complaints a day. The Com-
mittee have not gone into statistical aspect of complaints but from what they
have heard and read, this appears to be too good to be true. In any case, the
Committee do not agree with the Ministry’s approach to measure the patients’
satisfaction on statistical scale. It will be a pity if on statistical basis the
Ministry, doctors and para-medical staff delude themselves into believing that
CGHS beneficiaries are satisfied with the behaviour of dispensary staff or

if they adopt an attitude of self-righteousness or complacence in this regard.
(S. No. 118)

6-127 The Ccmmittee are conscious of the fact that in a matter like
this, it is the doctors and the para-medical staff themselves who can really
help. The Ministry canonly issue and re-issue appeals to them to be courteous.
and considerate, which the Committee have no doubt, they will do. But unless
the Ministry can successfully bring home to the doctors and para-medical
staff the desirability of attending to patients with smile and sweetness, regardless
of their personal problems of stagnation and heavy workload, the problem
will not be solved. For this the Ministry on the one hand will have to be firm
in dealing with instances of callous and curt behaviour, and on the other, show

sympathetic understanding of legitimate problems of doctors and other staff.
(S. No. 119)



CHAPTER VII
MISCELLANEOUS
A. ORGANISATIONAL SET-UP

{i) Organisational set up in the Ministry

7.1 All the matters requiring Government sanction and  policy deci-
sions. regarding Central Government Health Scheme are submitted by the
Director-General Health Services to the Ministry of Health and Family
Welfare. A separate section namely CGHS (Policy) has been established
in the Ministry to deal with all the matters relating to the CGHS.

7.2 The existing organisational set up for the CGHS which functions
under DGHS is headed by Director, CGHS who is also ex-officio DDG.
Director, CGHS is assisted by two DDAs, one ADG, two Desk Officers
and one Medical Statistician.

(ii) Role of Ministry

7.3 The Committee asked the Ministry to spell out in concrete terms
the role played it during 1979-80 and 1980-81 in the field of Supervision,
Control, Monitoring and review the Ministry stated that it takes decisions
on policy matters relating to CGHS. The Directorate General Health
Services is an ‘attached office providing technical advice to the Ministry
and guidance to the CGHS organisations in Delhi and outside Delhi.
CGHS is a subordinate office entrusted with the implementation of ‘the
policies and is functioning in 15 cities including Delhi. Ministry exer-
cises overall control and takes policy decisions. Inspection is conducted
by Director, CGHS and other senior officers in the CGHS. :

7.4 The Committee pointed out that whether it was a fact that, when
the committee started examining the working of CGHS and asked for
information on various aspects of the scheme, most of the information was
not readily available with the Ministry ‘and they had to send special des-
patches to all the 15 centres to collect information and still could not supply
complete information in time.

7.5 The Secretary, Ministry of Health stated during evidence :—

“the role of the Ministry of Health and Family Welfare relates
to the following activities :—
(1) General policy;
(2) Laying down of norms through Staff Inspection Unit
(SIU);
(3) Creation of posts;
(4) Budgetary control and allocation of funds;
(5) Formulation and processing of Plan proposals for CGHS;

(6) Review of functioning through various agencies like
National Institute of Health and Family Welfare or
Department of Personnel;

(7) Periodic review of functioning and framing of rules.
122
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As regards day-to-day supervision, control, monitoring and
staffing, it is being exercised by the Director (CGHS), who
in turn is under the Director General of Health Services. The
Director General of Health Services is an attached office of
the Ministry. The Director (CGHS) is also assisted by the
Deputy Director and Assistant Director General; ‘

As for the second part of the question relating to information
system, I may submit that we have, at present, two _types of
information system. One information system relates to regu-
latory expenditure under sub-heads salary, payment of special
services etc. Rent rates taxes etc., relating largely to the
budgetary and financial aspects also come under -this. The
other system of information is looking after the Medical
Statistical Cell with regard to CGHS. This is a functional
information system. It relates to dispensary-wise attendance
of patients, number of card-holder per dispensary and ‘doctors
attached and number of cases attended during normal hours
and emergencies. Information under these two heads are
continuously received fom various dispensaries by the head-
quarters.

Now, when we were to be examined by the Committee,
naturally we obtained information for the first 78 points
(raised by the Committee). But on the supplimentaries on
certain questions relating ‘o items like quantity of petrol used
in dispensary, mileage covered by the vehicles, details of
schedule inspections dispensary-wise, details of various cate-
gories of staff, information may be available with the dispen-
sary but not on regular basis conveyed to the headquarters
because they are largely related to the local administration.
So when we were to supply the information within the stipula-
ted date, we did send the officers to various places so that we
could collect this information.”

7.6 The Committee pointed out that, in his statement, Health Secretary
mentioned about functional review system. The Committee asked him to
produce before the Committee the last three reports regarding the
Ministry’s visit to dispensaries to make functional review of the CGHS,
Dethi for our record ?

7.7 Health, Secretary stated in evidence that “these reports are not
received in the Ministry”. He added that “these functional review reports
are received not by the Ministry but by the Directorate who is supposed
to supervise and monitor the functioning of the CGHS dispensaries.”

7.8 During the course of discussions, the committee enquired about
the aspects of (i) supervision (ii) control; and (iii) monitoring.

7.9 In reply to another questions Health Secretarv admitted :

“that is largely true”, that supervision, Control and monitoring of
the working of CGHS has left to the Director General Healfh
Services (DGHS). When asked whether the ‘review’ was
also left to the DGHS, the witness stated that “the periodic
review is done by the Ministry through these agencies.”
9—1306LSS/81 |
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7.10 Asked to state whether there was any system under which
periodic review of CGHS was done compulsory, say, cvery three months
or six months or twelve months, the witness replied :

“As regards certain functional review like supply of medicines,
there is no system laid dewn as such but, we are keeping a
watch from time to lime whether the medicines of the right
type are available in adequate quantity. We pursue the
‘matter with the CGHS.”

7.11 The Committee observed whether from the Secretary’s statement
it might be concluded that “...... no system of review is there. Only
a watch-dog system is there whereby you will see whether the supply of
medicines is adequate or not and whether there is any deficiency.” The
witness stated “that is, with the Ministry.” :

7.12 A representative of the Ministry (Additional Secretary) added
that “we are keeping a close watch on the supply of medicines and I hold
meetings.” The last meeting was stated to have been held hardly a week
ago (from the date of evidence i.e. 10-12-1981) when asked when the
meeting was held prior to the Committee taking up the subject, the witness
said,” “sometime in October-November last year when the budget year of
CGHS was gone through.”

7.13 When further asked whether there was any review of it, the
representative (Addl. Secy.) stated :

“No systematic review.”

7.14 From the statement showing the recommendations made by the
Study Team of Department of Personnel and Administrative Reforms on
the working of CGHS dispensaries (1977) and the action taken thereon,
it is seen that out of 33 recommendations and observations, only 17 were
accepted by the Ministry. The 16 recommendations which were not
accepted by the Ministry included some which were innovative and went
to the root of many of the problems.

(iii) Management Exports

7.15 The Committee enquired whether the CGHS Directorate had on
its rolls experts or consultants on the following subjects :

Finance

Management -

Medical Administration
Personnel

Inventory Control
Purchase

7.16 The Ministry stated that there were no experts or consultants of
Firance etc. on the rolls of CGHS. But as in other Govt. organisations,
there are officers of disciplines like Deputx Directors (Admn.), Adminis-
trative Officers, Accounts Officer, S.A.S. Accountants, Section Officers and

Depot Managers, who have training and experience in the various lines of
administration.
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. 7.17 Elaborating the point in evidence Secretary (Health) stated
that :—-- '

“With regard Yo any organisation, there are always specific officers to
take care of specific jobs, say, somebody to take care of pur-
chase of medicines, somebody to take care of accounts, some-
body to take care of the overall stock of stores. So far as
the specialised services are concerned it is' not practicable for
every organisation in the Government to have its own. specia-
lised services. They are provided by specific departments;
for instance, the Department of Personnel and Administrative
Reforms is supposed to provide specialised advice on manage-
ment techniques and inventory control. They keep on issuing
various circulars on the ABC system of control. Similarly,

- the Controller of Accounts gives advice on the maintenance
aspects of accounts. DGS&D takes care of the purchase of
medicines. Tt is not practicable for each organisation to have
its own specialist service.”

7.18 The role of the Ministry of Health in relation to CGHS is to lay
dewn general policy and staff norms and attend to matters relating to creation
of posts, budgetary control, plan proposals and periodic review of functioning
of CGHS. The task of supervision, control, monitoring and staffing is taken
care of by the Director, CGHS who works under the superintendence and
control of Director-General, Health Services. The Ministry, the Committee
were told, did not do anything directly in the field of supervision, control and
monitoring which were left to the Director-General, Health Services. Even
in regard to periodic review of functioning of CGHS, Secretary (Health)
frankly confessed in evidence that ‘‘as regards certain functional review like
supply of medicines, there is no system laid down as such’’ under which periodic
review of CGHS is to be done compulsorily every three months or six months
or 12 months. )

7.19 The Ministry, it was stated, kept a watch from time to time over the
supply of right type of medicines in adequate quantity. However, even in this
field, it was confessed, there was no systematic review by the Ministry.

7.20 The Committee cannot too strongly deplore the attitude of uncon-
cern prevailing in the Mibistry in the past towards the working of CGHS,
The Committee do not think it proper for the Ministry to wash its hands com-
pletely of the important tasks of genmeral supervision, control and monitoring
of the overall performance of CGHS and pass them on to a subordinate autho-
rity. Unless the Ministry actively oversees the activities of CGHS at macro
level as an apex body should do, it will not be possible for it to know the short-
comings of the scheme or the problems of CGHS beneficiaries. Nor will it
be possible for the Ministry to do any meaningful review of the working of the
scheme. The Committee would, therefore, strongly urge that the Ministry
should shed the ivory-tower attitude it has had so far and play an active role in
exercising effective supervision and control over the scheme and in carrying
out periodic reviews of its working. (SI. No. 120) ’

7.21 The Committee were, however, glad to see that, notwithstanding the
past record of the Ministry, the attitude of the Health Secretary during evi-
dence was refreshingly responsive and encouragingly positive. The Committee
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were informed during and after evidence that action in various directions had
dlready been initiated by the Ministry in the light of the Committee’s obser-
vations. The Committee expect that similar sensitivity and alarcrity to act,
“as seen in evidence, would continue to be shown hereafter by the Ministry in
streamlining the working of the CGHS ‘with a view to giving maximum satis-
faction to the beneficiaries and living up to their expectations. (SI. No. 121)

7.22 On distinct impression which the Committee have acquired in the
process. of examination of the working of CGHS is that the Ministry lacks an
_efficient information system. The Committee would advise the Ministry to
organise a proper management information system and a matching apparatus.
t6 analyse the information to be able to know the weak spots in the working
of the CGHS and to apply correctives without delay. (SI. No. 122)

7.23 The Committee find that out of 33 recommendations and obser-
vations made by the Study Team of Department of Personnel and Adminis-
trative Reforms on the Working of CGHS dispensaries (1977) only 17 were
accepted by the Ministry. The remaining 16 recommendations which were not
accepted included some which were original and went to the root of many prob-

- lems. The Committee feel that the purpose of appointing an expert body to
look into any problem is defeated if the controlling authority does not take the
expert views seriously. The Committee would like the Ministry to have an

innovative approach and open mind in dealing with the problems of CGHS
(Sl No. 123)

7.24 Neither the Ministry nor the CGHS Directorate has on its roles
experts or consultants in the sphere of Finance, Personnel Management, Mate-
rial Management, Medical Administration, Inventory Control and Purchase.
These areas of responsibility are handled by common run of beaurocrats as
anywhere else in the Government Secretariats. This is the Committee’s
view is. not a very happy situation. The Committee do not agree with the
Health Secretary that ‘“It is not practicable for each organisation to have its
own specialist service.”” The Committee feel that in view of the fact that
the CGHS is running over 210 dispensaries and units of all types in 15 cities
and dealing with nearly 24 lakh beneficiaries (over 5} lakh families) and
spending over Rs. 14 crores per annum towards purchase of medicines and ad-
ministration, it is of paramount importance that the CGHS Directorate should
have on its roles experts at least in personnel management, finance, purchase
and inventory control to ensure efficiency with economy in the administration
of the scheme. Such a vast network of dispensaries and related services is
difficult for the genmeralists alone to manage competently. The Committee
expect the Ministry to bestow attention to these areas of administration which

. bave remained meglected over two decades. (Sl. No. 124)

B. Definition of Family

. 7.25 It has been stated in a memorandum submitted to the Committee
that the definition of ‘family’ in CGHS is strictly on European family pat-

tern. The Indian concept of family should be adopted and if necessary
extra premium may be imposed.

7.26 The Mlinistry informed the Committee that the scheme of CGHS
was introduced in replacement of medical reimbursement provided under
CS(NA) rules and therefore, the definition of the term Family remained
the same. This scheme is heavily subsidized. Enlargement of the term
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Family will have for reaching financial repurcussions i
anticipated in absence of adequate statistizla)l data. which cannot. be
7.27 At present, under CGHS, ‘rules ‘Family’ includes husband/wi

of the CGHS card holder, wholly dependent chilgren or step-children/::lfg
parents who are mainly dependent on and residing with the Government
servant.  For this purpose, parents are considered dependent if their monthly
income from: all sources does not exceed Rs. 350. Female Government emp-
loyees have the option to treat either their parents

y > ) I or parents-in-law as de-
pendents. Married, widowed and divorced daughters are not treated as mem-
bers of family. ’

7.28 Sisters (unmarriéd or widowed or separated) parents-in-law, and
brothers dependent on the CGHS card holders and living with them are not
entitled to CGHS benefits with or without payment of extra charges, as they

are not covered by the aforesaid definition. Sons of the CGHS card holders

?_;eidhowever, members of ‘family’ if they are wholly dependent on the Card
olders.

Extension of CGI_-IS to Servants and Drivers of MPs

7.29 Asked to comment on a suggestion that guests, servants and drivers
of Members of Parliament should also be given CGHS facility on payment
of nominal monthly subscription, the Ministry staied that all the dispensaries
in areas where normally Member of Parliament reside have a facility of
enrolling members of general public as CGHS beneficiaries. The category

of persons stated above can avail of this facility on payment of prescribed
charges. -

7.30 CGHS Scheme, is intended for Central Government employees and
has been extended to the M.Ps. It is highly subsidized scheme and there-
fore, further extension of the scheme to other categories would require
substantial financial outlay and would also promote other similarly placed
categories for inclusion in the scheme.

7.31 Dealing with the question of enlargement of the definition of
‘family’, the representative of the Ministry informed:the Committee in evid-
ence that there was a demand in the general Consultative Machinery which
deals with the Central Government employees that unmarried sisters and
brothers who are dependent on the card holders should be treated as mem-
bers of the card holders’ family.

7.32 The demand was examined by a sub-committee headed by Health
Secretary which came to the conclusion that it was not possible to accept the
demand. The employees side accepted this formulation.

7.33 He added that in 14 dispensaries in Delhi i.e. Laxmibai Nagar,
Motibagh, Kidwai Nagar, Andrews Ganj, North Avenue, South Avenue,
Constitution House, Chankayapuri, Hauz Khas, Pandara Road, Nauroji
Nagar, Telegraph Lane, Dr. Zakir Hussain Road, R. K. Puram II, the mem-
bers of the general public residing in these areas are also permitted to avail
themselves of the CGHS facility on payment of a given amount. If the
non-entitled member of the CGHS card holders’ families reside in these
areas, they can avail of this facility.

7.34 The term ‘family”’ under the CGHS includes husband/wife of the
CGHS card-holder, wholly dependcnt children or step children and parents
(or parents-in-law in certain circumstances) who are mainly dépendent on and
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are residing with the Government servant. The Ministry is not agreeable to
extend the scheme to persons not covered under the present definition of *‘family””
except in areas under the jurisdiction of certain dispensaries in Delhi where
already the members of general public are permitted to avail themselves of the
CGHS facility on payment of a given amount. The Committee feel that the
case of wholly dependent sisters who are unmarried or widowed or separated
and of daughters who are widowed or separated and who are living with the
Government servants stands on a special footing in Indian social system and
deserves to be considered with sympathy for extension of CGHS facilities, if
not on subsidised rates, at least on normal rates. (SI. No. 125)

C. Vehicles

7.35 The following statement shows the number “of vehicles mileage
covered, petrol consumed, repairs cost etc. in so far as Delhi is concerned.

S. Year No. of Mileage Quantity Over-time Mainte-
No. vehicles  covered of Petrol Drivers nance &
* (kms.) consumed Repairing
(Litres) etc.
1. 2. 3. 4. 5. 6. . 7

1. 197677 . 14 78,581 24052 No record 33441.07
2. 1977-78 16 79,622 23282 Do. 54372 -48
3. 1978-79 16 69,085 21795 Do. 112178 -93
4. 1979-80 16 83,724 22514 Do. 43666 -54
5: 1980-81 . . 16 g 84,581 23071 Do. 87609 -76

7.36 The Ministry has stated that né record of overtime allowance paid
to Drivers is maintained separately.

7.37 From the aforesaid statement, it is seen that the CGHS set-up in
Delhi had 16 vehicles which covered a total distance of 84,581 k.m. in 1980-
81 consuming 23071 litres of petrol. A sum of Rs. 87,610 was spent on
their maintenance and repairing etc. during-that year. A vehicle thus con-
sumed one litre of petrol for every 3.66 Km. of journey and the maintenance
and repair cost amounted to Rs. 5,475 per year per vehicle.

7.38 The Committee asked whether it was not something abnormal for

a vehicle to consume so much of petrol and cost so much on its maintenance
and repairs.

7.39 The Ministry stated that there were 13 vehicles under the control of
CGHS, Delhi. Out of these 10 were more than 16 years old. 6 vehicles of
these had been condemned 5 or 6 years ago. 12 out of the 13 vehicle were
petrol driven. 9 out of the 13 vehicles were trucks/heavy wagons and they
consumed petrol at a high rate and thus the average consumption was more.
The prescribed life of the vehicles is 10 years or 1,20,000 kms. whichever is
later. In the circumstances, the Ministry added, the expenditure on consum-
ption of petrol and also repairs on these vehicles was bond to be high Action
is being taken to replace the old vehicles with new ones.
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7.40 The Ministry further stated that no norms had been laid down by
the Mnistry on the petrol cosumption and/or maintenance.

7.41 Secretary, Ministry of Health, explained during evidence that :—

“On account of the age of the vehicles petrol consumption is on the
high side. Secondly, 9 out of the 13 vehicles are trucks/heavy wagons
and these consume petrol at a fairly high rate. We have not been
able to replace these vehicles due to paucity of funds. If lighter
vehicles are ‘there, petrol expenditure on the vehicle would be iess.
But all these are very old.”

7.42 CGHS set up in Delhi has beenjincurring an unduly heavy cxpenditure
{ on'petrol for its vehicles and on their maintenance and repair.” The average con-

sumption of petrol was 3.66 K.M. per litre during 1980-81 and the maintenance
and repair cost amounted to,an average of Rs. 5475/- per vehicle during that
year. The explanation given by the Ministry in support of such an abnormally
high expenditure that most of the vehicles are very old, and heavy, like trucks
and wagons, does not carry conviction with the Committee. The Ministry
should have replaced the old vehicles progressively instead of rumning and
maintaining them so uneconomically. The Committee would like the Ministry
to enquire as to whether any serious attempt was ever made and pursued to
provide funds for the replacement of at least the condemned vehicles and why
the attempt did not succeed and furnish a report to them within six months.
(SL. No. 126) :

’

D. General
New; 20-Point Programme

7.43 There are two particular points in the New 20-Point Programme
of the Government of India to which the Committee would like to draw
the attention of the Ministry of Health and CGHS authorities in particular,
namely, family planning and control of tuberculosis and blindness.

7.44 The people now realise the benefits of a small family. The Gov-
ernment’s role is to educate them in the methods of contraception so that they
are motivated to accept, on their own, any one of them. It is very necessary
that a voluntary effort is intensified at every level and every possible oppor-
tunity utilised in the process of educating the CGHS beneficiaries in the re-
productive group and making them adopt the small family norm. The Com-
mittee would urge the Ministry to ensure that it provides every possible facility,
particularly Laproscopy which is proving popular, in the CGHS poly-clinics
and hospitals and if possible in the dispensaries to make family planning more
attractive so that the targets set down in the Sixth Five Year Plan to raise the
percentage of couples practising family planning from 22.59] to 36.57 by
1984-85 are}fully} met. (S. No. 127)

745 The incidence of Tuberculosis is still high in India. The Committee
are not aware whether the Ministry has organised any campaign to screen all
CGHS beneficiaries with a view to detecting signs of Tuberculosis at the earliest
stage. They should strongly recommend that the screening of govermment
employees and their families should be organised by CGHS expeditiously and
suspected cases of Tuberculosis identified for an intensive treatment and care
in specialised hospitals. The Committee would also like the Minmistry to
enswre that adequate mumber of beds for - Tuberculosis patients covered by
CGHS are available in specialised hospitals and the patients do not have any
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difficulty in getting the prescribed medicines. In Delhi and other places where
there is large concentration of Gevernment employees the Ministry should
consider providing special wings worth adequate number of TB specialists in
the existing hospitals. (S. No. 128)

7.46 There is a good deal of preventable blindness in the country due to
nutritional deficiency, disease or cataract. The Committee would suggest
CGHS should organise an intensive programme of examining the eyes of CGHS
beneficiaries, particularly the children and the old men and women, and under-
take without delay preventive, promotive and curative measure of eye health
care. (S. No. 129)

7.47 The ;Committee_ would also like that the Ministry should review
the- present capacity for dealing with cataract cases in the hospitals and poly-
clinics set up or recognised under the CGHS and augment the capacity wherever
necessary. They would like the Ministry to take stock of the backlog of cata-
ract cases among CGHS beneficiaries and draw up a time bound programme
te clear them, within one year. (S. No. 130)

7.48 It should also be ensured by the Ministry that CGHS beneficiaries
requiring glasses under the eye health care programme should be able to get
good quality glasses at reasonable prices. (S. Ne. 131)

.

NEw DELUT S. B. P. PATTABHI RAMA RAO,
March 22, 1982 Chairinan
Chaitra 1904(S) . Estimates Committee
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, APPENDIX O

Sammary of Recommendations/Observations

Sl. No. Para No. of

Report

Recommendatjons/Observations

1

2

3

1.

3.

4,

S

118
to1-22

123

124

125

233
to
2:37

The Ministry has made no assessment or evaluation of the
CGHS Scheme with reference to its objectives. There is no
independent feedback system through which it can know the
experiences of the beneficiaries. In this context Health Secretary
admitted that ‘““there are possibly no clear indlcators by which
one could base any clear-cut claim’’ (that the objectives of
the Scheme had been fulfilled by and large).

After an in-depth study of the working of the CGHS in the
light of the memoranda received from CGHS beneficiaries
and the material placed before them by the Ministry and also
after paying on-the-spot study visits to various CGHS dis-
pensaries in and outside Delhi, the Committee have come to
the conclusion that the working of CGHS leaves much to be
desired; it has failed to provide facilities for medical care and
treatment to the satisfaction of the beneficiaries and so has
not by and large achieved its objectives.

" The Ministry of Health would dowell to shed the complacence

under which it appears to be labouring at present
about the working of the Scheme, and accept the
bitter fact that CGHS has not come upto the expectations
of its beneficiaries. Unless the Ministry sees the ‘Scheme
through the eyes of its beneficiares, it will not be able to get
the true picture and will lose one more opportiinity to set
things right.

The Comittee recommend that working of the Scheme as a
whole should be evaluated at periodical intervals through
an independent institution in the context of the objectives
of the Scheme. Unless the Ministry organises such an eva-
luation, it cannot know the shortcomings of the scheme and
will not be able to take corrective action in time.

The Committee would like the Ministry to evolve a proper
feedback system to invite reactions of a cross-section of bene-
ficiaries from time to time and take serious note of their views
and problems.

Workload in CGHS Dispensaries

The workload of 2000-2500 families is.the desired scale pres-
cribed by the Ministry for a dispensary. But in a large number
of dispensaries the workload is much in excess of the pres-
cribed scale. 56 out of 72 dispensaries in Delhi and 60 out of
108 dispensaries elsewhere had more than the prescribed work-
load in 1980-81. In 46 dispensaries in' Delhi, Bangalore,
Madras, Bombay, Hyderabad, Allahabad and Calcutta work-
load was more than 4000 families per dispensary, the maximum
?Bg\“l:sr being 13391 families in Kingsway Camp dispensary

There is no uniformity in the scale of doctors sanctioned for
the various dispensaries. The doctor-patient ratio in almost
all the cities varies sharply from dispensary to dispensary.
‘While in certain dispénsaries a doctor examines only 5 patients
a day, in a number of other dispensaries he has to attend
to 100-159 patients a day. The maximum number that a
doctor can examine is 90 according to SIU norms and the
ideal according to the Ministry as well as others is 75 per day
per doctor. -

140
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9A

10.

238

239

2 -40

2 41

2 41A

246

The Committee. would like the Minstry to review the work-
load region-wise in each city (not merely dis] -wise) -
and see if the workload can be re-distributed among neighbour-
ing dispensaries evenly without causing inconvnnience to
card holdérs. The outcome of the review may be communi-
cated to the Committee.

The Committee recommend that, in the first phase, the work-
load in dispensaries with more than 4000 families should be
brought down to the desirable level by opening more dispen-
saries and re-adjusting the workload. The Committee would
like the Ministry to draw ap a concrete programme, city-wise.
to achieve this end and inform the committee.
Doctor-Patient ratio '

The Committee do not consider doctor-beneficiary ratio to be
a scientific method of fixing staff norm. The present norm
has created an absurd situation in which doctors in some
dispensaries with doctor-patient ratio of 1:5 sit almost idle
throughout the day, while in other dispensaries with doctor-
patient ratio of 1 : 100-159, they have too much work to be
able to see patients carefully. Strength of doctors in each
dispensary should be related to the average number of patients
visiting the dispensary and it should be reviewed periodically
in the light of variation in attendance over a period,

The Committee would urge the Ministry to rationalise the
workload of doctors in dispensaries not only in Delhi ubt
also elsewhere keeping in view the average attendance in each
dispensary so as to ensure that, s far as possible, no doctor
remains under-utilised or over-burdened. The Committee
would expect this rationalisation to be done without delay.

Under-utilisation of professionally qualified manpower of
such a high order as 5 patients per doctor per day or even a
few more at certain places in CGHS which is already short
of staff of this category is a culpable waste of medical personnel
and funds. It should stop. (SI. No. 9)

Opening of CGHS Dispensary at Port-Rlair

Fifteen cities are at present covered under the Central Gov-
ernment Health Scheme. The Ministry, it appears has no
proposal to extend Central Government Health Scheme to
more cities during Sixth Five Year Plan. Its aim is stated
to be to consolidate the existing service before extending it
further. Taking note of the Ministry’s approach in this
regard, the Committee would like to point out that Port Blair
sta.m:ls on a special footing for the reason that it being a Union
Territory, there is a large concentration of Central Govern~
ment Employees there with the Medicai facilities not quite
adequate to cope with the demand. They feel that the case
of Port Blair deserves to be considered sympathetically and
Saerllmatl Gov‘ernment Health Scheme extended there at the
iest.

CGHS Dispensaries in Ghaziabad/Gurgaon

The Committee take note that the Ministry is already consij-
dering a proposal to set up another dispensary in Ghazjabad
to cater for the CGHS beneficiaries who are living for away
from the present dispensary there. As regards the dispensary
in Gurgaon, the Ministry is already making search for alter-
native accommodation in the area where there is large concen-
tration of Central Government employees. The Committee
lfart:lgf that the Ministry’s efforts in both these cities will bear
it soon.
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12.

13.

14.

15.

16.

17.

247

248

2-49

2:50

251

252

2-80

It has been brought to the Committee’s notice that though a
large number of Central Government employees are living in
Gurgaon, only a small part of them have chosen to avail of
the CGHS services there because of the location ef dispensary
at an inconvenient place. CGHS authorities do not have any
census of the total strength of Central Government employees
living in Gurgaon.. It will be wo rthwhile to take a census of
Central Government employees 1lving in Gurgaon and other
peripheral cities around the capital to find out the real position.
The census will enable the Ministry to take stock of CGHS
facilities in these cities.

The Committee hope the present difficulties of CGHS bene-
ficiaries in Gurgaon in getting medical aid outside the dis--
pensary hours will be solved to their satisfaction when the dis-
pensary will start functioning round the clock.

The Committee would like the Ministry to look into the matter
of providing ordinary amenities like drinking water, fans,

_ shelter, etc. in the Gurgaon dispensary.

The Committee also hope that a telephone would soon be ins
talled in the Gurgaon dispensary for the benefit of CGHS
beneficiaries.

The arrangements for dealing with Gynaecological problems
of CGHS beneficiaries at Gurgaon are reported to be inade-
quate. The Commitree suggest that the Ministry should take
up the question of recognition of Govt. Hospital at Gurgaon
with the Government of Haryana at higher level so as to
provide all kinds of medical facilities for CGHS beneficiaries
in Gurgaon city itself.

The Committee would like to impress upon the Ministry
that unless proper medical facilities are made available to the
Central Government employees living in peripheral cities of
Delhi, the employees would have no other alternative but to
go to the already congested hospitals in the capital. Provision
of adequate medical facilties in Gurgaon, Ghaziabad and other
peripheral towns is absolutely essential.

Inspections

The Committee find that in 1980-81 Director, CGHS did not
visit any dispensary in 9 out of 15 cities where CGHS is in
operation. The Committee were informed in evidence that
the Director General, Health Services visited dispensaries off-
and-on, once a ‘month or twice in two months, but he did not
keep any record of his visits as he was not required to keep
any such record. The Committee appreciate that surprise
visits are paid to dispensaries by Director General, Health
Services and Director, CGHS at their convenience. Such
visits can prove more productive if the officers concerned re-
cord their observations in the inspection books of the dispen-
saries or in their own records to enable the CGHS directorate
to watch the follow-up action on their observations.

Health Secretary was frank enough in evidence to admit that
the number of surprise inspections paid by officers in Dethi
was less than the norm and that the Ministry was not satisfied
that sufficient number of inspections had been made. The
Committee expect that the Ministry would tighten their con-
tro] to ensure that each zonal officer in Delhi as well as outside
Delhi pays the prescribed number of inspection visits every
week as is laid down in this behalf and sends a report of every
inspection to higher officers.
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" 18.

19.

20.

21.

22,

23.

24,

283

284

285

287

288
&
289

291

The inspecting officers should record their observations in
the inspection books of the dispensaries which they visit and
ensure that follow-up action is taken by the medical officers
incharge of such dispensaries concerned and progress reported
to the inspection officers. The inspecting officers should
also maintain a proper record of their visits at their level.

The Committee regret to note that even though formal orders .
were issued in March 1981 to all the supervisory officers of
the CGHS that a system of detailed scheduled inspection of
every dispensary atleast twice a year should be introduced,
the system- has not been put into practice so far due to non-
availability of transport. The Committee do not accept non-
availability of transport as a valid reason for not doing detailed
inspections of every dispensary atleast twice a year. The Com-
mittee would like that this system of scheduled inspection
should be implemented without any further delay and the non-
availability of transport should not be allowed to stand in the
way of the officers performing this important duty regularly.
If Government transport is not available they should be allpwed
to hire private transport (Taxi) but the inspection should not
be allowed to suffer.

Health Secretary conceded straight-away in evidence that
complaint registers have riot been maintained by all the medical
officers incharge of CGHS dispensaries. This shows the fai-
lure of the system both at ground level and at supervisory
level and cannot but be deprecated. - The Director, CGHS
has issued fresh instructions in November, 1981 directing the
Medical Officers incharge to maintain complaint registers
and display notices to this effect at prominent places and
that inspecting officers should watch compliance of these
instructions. %Inder the new instructions action taken on a
complaint will be recorded in the complaint register itself
so that it can be perused by the complainant, if he so likes.
The ]h]di?istniy should keep a constant watch on their observance
at all levels.

The Committee feel that it would be desirable if the action
taken on a complaint is not only recorded in the complaint
register but also communicated to the [complainant.

Area Welfare Officers

Instructions issued in November, 1981 by the Ministry to
the medical officers incharge of the dispensaries to the effect
that the names and addresses of Area Welfare Officers should
be prominently displayed in each dispensary and that they
should extend full cooperation to the area Welfare Officers
in the discharge of their duties towards beneficiaries.

The Committee also take note that the Medical Superinten-
dents of Dr. R.M.L. Hospital and Safdarjung Hospital (Delhi)
have been advised that in case they receive any request from
Area Welfare Officers about the admission of patients, they
should give due and full consideration to it. The observance
of this advice will have to be watched.

The Mlmst\t'g has now issued instructions that here after the
minutes'of the meetings held in the dispensaries with the Area
Welfare Officer or the residents’ associations should be duly
recorded and the decisions arrived at the meetings followed
up and reviewed in the following meetings. This is what should
have been done all along. The Committee expect the Ministry
to monitor implementation of these instructions.
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Accommodation for CGHS Dispeasaries

There are a large number of dispensaries which are located
in residential quarters in Government colonies. In the Com-
mittee’s opinion residential quarters designed for small fami-
lies are not at all suitable for locating a dispensary for over
2500 families. The Committee would expect that now on
wards the Ministry of Health would establish a regular liaison
with the Ministry of Works and Housing and at least in Govern-
ment residential colonies which may come up hereafter, it
would have appropriate buildings for housing Government
dispensaries constructed alongwith residential quarters for
serving the beneficiaries of these areas.

The Committee note. that in Delhi the Ministry has taken
up the question of allotment of accommodation, plots and
flats with the Delhi Development Authority for housing CGHS
dispensaries in the newly developing colonies. The Committee
hope that the Ministry would continue to pursue the matter
with the DDA with a view to get suitable land allotted and
suitable buildings constructed for housing CGHS dispensaries
in the new areas.

Statistics regarding expenditure per beneficiary

In 1980-81, the CGHS served 5,59,469 families incurring
an expenditure of Rs. 1:59 crores which came to
Rs. 272 per family of which Rs. 129 was
the cost per family on medicines (materials and supplies).
During that year Rs. 27/- was the average contribution her
family, Government thus incurred a net expenditure of Rs. 245
per employee in a year on the medical care and treatment of
its employees. Comparing the per family cost with the expen-
diture incurred on medical treatment of the employees of cer-
tain undertakings and the Ministry of Railways, it is seen that
in the same year (1980-81) the average cost of medical treatment
was Rs. 725/- in Air India, Rs. 830/- in BHEL, Rs. 678/- in
SAIL and Rs. 310/- in Ministry of Railways. The Committes
do not see any reasons why, even in the matter of medical case,
Central Govt. employees should be so poorly served. There
is need to augment medical facilities under CGHS and, for
this purpose, additional funds should not be grudged.

The Committee find that per family cost in CGHS dispensaries
varies from dispensary to dispensary and city to city. In
1979-80 it ranged from Rs. 164/- in Allahabad to Rs. 641/-
in Ahmedabad. Explaining the reasons for such sharp varia-
tion, Secretary (Health) stated in evidence that except in four
cities of Pune (Rs. 396/-). Jaipur (Rs. 430/-), Ahmedabad
(Rs. 641/-) and Lucknow (Rs. 594/-), where the infrastructure
was under-utilised the cost per family in other cities was com-
paratively low. The Committee are not happy at the admitted
under-utilisation of CGHS in certain cities when beneficiaries
in other cities are reportedly starving for more facilities. The
Commiittee would like the Ministry to go into the matter and
rectify the imbalance without delay.

In the Committee’s view, dispensary-wise information on per
beneficiary cost should be collected and published in the
Annual Report of CGHS. It will not only help the Ministry
to dispel wrong impressions among beneficiaries (if they are
wrong) but also enable the Ministry to enquire into cases of
wide imbalance and apply correctives.
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System of Working

The Committee agree with CGHS beneficiaries that the present,
procedures at the dispensaries are too much time consuming
It should not be necessary for a patient to stand in as many
as six queues in a dispensary one after the other for consulting
a doctor and getting the prescribed medicines, as is the case
at present.

The Committee find that a recommendation to integrate coun-
ters for dispensing general and special medicines was made
by two different study teams of National Institute of Health
Administration and Education and Department of Personnel
ag far back as 1975 and 1977. The Ministry informed the
Committee in August, 1981 that this recommendation had
already been implemented except in certain dispensaries where
space did not permit. But what the Committee learnt during
on-the-spot study visits to various dispensaries in Delhi was
different. The counters for special and general medicines
were still separate and not combined. The Committee
hope that counters for general and special medicines will
gﬂleast now be amalgamated in all the dispensaries without
elay.

The Committee find that the Study Team of the Department
of Personnel and Administrative Reforms (1977) had also
recommended that the procedure for presenting the doctors’
prescriptions at the registration counter before these are pre-
sented at the dispensing counter should be discontinued.
This procedure is stated to have been introduced on an ex-

- permimental basis in two dispensaries in Delhi were the ex-

periment is still continuing. The Committee feel that the
experiment has been continuing for a long time and the Ministry
should now be in a position to take a final decision in the mat-
ter.

The Ministry is of the view that the queue outside the Regis-
tration Windows for getting priority numbers of doctors
(tokens) could also be avoided. If above queue for taking
tokens and registration window for registering prescriptions
are eliminated and counters for general and special medicines
are amalgamated there will be a marked improvement in the
procedure and considerable relief to the patients. The Com-
mittee would like the Ministry to take follow-up action in this
regard without delay. .

The Committee also feel that it is absolutely unnecessary for

the patients who have to get the medicines ‘repeated’ or who

have got specialists® prescriptions to stand in queue along with

other patients merely to have their prescription endorsed be-

fore getting medicines. The Ministry should evolve a pro-

g:vl;lure whereby such patients can get medicines without
ay.

The Committee were told by a number of CGHS beneficiaries
during their study visits that it took them about an hour or so
to consult the CGHS doctors and get medicines. Even after
the patients had been to specialists and got prescriptions, they
had to spend about half an hour or so at the dispensary to
get the prescriptions endorsed by dispensary doctors before
getting the medicines. There is need for a fresh study and
remedial action to ensure that patients do not have to spend
more than the minimum time required to consult a doctor and
get medicines.
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System of Prior Appeintment
The Committee feel that a system of appointment in chronic

_cases and cases requiring detailed examination can be intro-

duced at the dispensary level also. It should be possible for
the patients to fix appointments either on telephones or per-
sonally. The appointment system may be tried on an experi-
mental basis at a few dispensaries in Delhi and elsewhere and
its usefulness assessed in the light of experience tefore ex-
tending it to other dispensaries.

The suggestion to introduce a separate *“green channel” type
of screening and disposal of minor “cough/cold cases™ as dis-
tinct from cases requiring careful examination merits conside-
ration.. The Committee agree with the Ministry that all
seemingly simple cases of sore throat etc. may not be as simple
as they may first appear to be. They would, therefore, like the
Ministry to give this suggestion a cautious trial in a few {hs-
pensaries under careful observation before formulating a view
in this regard.

System of Family Folders

The system of family folders for CGHS beneficiaries as sug-
gested by doctors, para-medical staff and CGHS beneficiaries
will have numerous advantages. It will make the history of a
patient and record of past ailments, treatment and specialists’
opinions available at one place. It will also put a restraint on
malpractices and wastages. The Committee are of the view
on that it will be wrong to keep folders in the dispensary. Be-
sides causing unnecessary expenditure on cabinets. almirahs
and the staff and creating problems of additional storage in the
already congested dispensaries, it will lead to delays in re-
trieving the folders and consequently friction and bad blood
between the patients and dispensary staff. The family folders
should be kept by the CGHS beneficiaries like the CGHS
token cards. In case of loss, replacement could be arranged
on payment of cost of folder. The Committee recommend
inuilpduction of folder system as suggested above at the
earliest.

Demiciliary Visits

It has been represented to the Committee that doctors avoid
paying domiciliary visits on some pretext or the other and insist
on the patients being brought to the dispensary. And in the
event of a doctor paying domiciliary visit, the transport, it is
stated, is normally paid for by the beneficiary. It is Mighly
improper if doctors drawing conveyance allowance expect
the conveyance charge to be borne by the patients.

The Committee are not happy at the present system of record
keeping about domiciliary visits. The Committee feel that all
requests for domiciliary visits made by CGHS beneficiaries
either on telephone or in person should be recorded in & re-
gular register. The Committee would like the Ministry to lay
down a suitable procedure in this regard and ensure
its implementation without delay. - -

Working Hours

The Committee are of the view that a single 12-hour shift
in CGHS dispensaries would be ideal both for the patients

-and the medical and para-medical staff. They also feel that

its introduction should be staggered to keep the expendi-
ture under control. This should first be introduced in all
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- those dispensaries where the workload is excessive according

to the prescribed norms and thereafter gradually extended to
other dispensaries in the light of experience. But they feel
that the requirement of additional staﬂ‘ should be worked out
carefully and kept to the minimum by arranging duty hours in
such a way that manpower does not remain under-utilised as
far as possible.

System of Issue of Medicines

From the memoranda received and the evidence heard by the
Committee, it appears that perhaps the weakest and the most
criticised area of CGHS is the present system of dispensing
medicines. Medicines are not readily available; indented
medicines take a few days, sometimes upto 7 days, to arrive;
patients have to go without medicines for varying periods.

‘Quality of medicines does not inspire confidence. Patients
have to stand in long queues for collecting medicines and they
have to pay repeated visits to the dispensary for the purpose.

Pharmacists behaviour and efficiency are far from satisfactory.

"The Committee feel that if only the medicines distribution

system is streamlined and modernised, much of the cause of the
dissatisfaction of CGHS would vanish.

The Committee feel that there is need to have a fresh look
at the organisational set-up of the CGHS dxspensarm entirely
from a different angle. It has been suggested to the Com-

mittee that the two functions at present performed by CGHS
dispensaries, namely, consultation with and prescription by
doctors and the issue of medicines, should be separated. The
CGHS dispensaries should confine themselves only to consul-
tation with doctors and prescribing of medicines by them. The
dispensing units of the CGHS dispensaries should be conver-
ted into commercial units which should supply medicines to
CGHS beneficiaries on the basis of doctors’ prescription but
without cash payment and settle accounts directly with CGHS
Directorate. These commercial units may be run by Super
Bazar or any other public sector agency. Only a commer-
cially run dispensing unit can be expected to strive for custo-
mer satisfaction. This system will make dispensers and phar-
macists accountable for pilferage, wastage and leakage of pub-
lic funds. Staff costs, rent of accommodation and other over-
heads will not rise unrelated to sales, and sales need not be
confined merely to CGHS beneficiaries. The Committee feel
that this suggestion deserves a dispassionate consideration and
trial on an experimental basis in a few selected dispensaries
and its results evaluated after sometime before coming to a
conclusion.

Where and so long as the organisational set up of the dis-
pensaries is not altered as suggested above, the present system
of srpplymg medicines should be overhauled on the folow
ing lines :—

‘(a) Whatever medicines prescribed by doctors are not avail-
ableinready stock in a dispensary, these should be straight-
way and on the spot authorised to be purchased locally
on indents from approved chemists;

(b) Where the patient offers to collect the-indented medicine
himself, he should be given the authority to collect it from
the approved chemist directlty. This will avoid delays in.
urgent cases;

(c) In other cases, the dispensary may place indent on the:
approved chemist and issue to the patient as at present;
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(d) It should be made the responsibility of the approved
chemist to supply the indented medicine either from its
own stock or with arrangement with some other chemist,
without cash payment.

(¢) The number of approved chemists in each city should be
increased so that patients do not have to go far to collect
their medicines. If Super Bazar does not agree to open
more branches, other chemists should be approved.

Similar recommendations were made by the Study Team of the
Department of Personnel and Administrative Reforms (1977)
but it is unfortunate that the Ministry held the age-old concepts
of supervision, control and administrative procedures too
sacrosanct to be discarded in favour of the new approach. The)
Committee would urge the Ministry not to lose any more time
to bring about changes in the system of issuing medicines with
a view to meeting the CGHS/beneficiaries’ needs and expec-
tations.

N

Buffer stock of medicines in Dispénsaries

The proposal of buffer stocks of common medicines in dis-
pensaries coupled with a system of replenishment of stocks as
they get depleted is a very'sound proposal. The committee
suggest to the Ministry to draw up a comprehensive scheme
of buffer stocks and implement it under proper guidance.

Cuts in Indents placed at the Central Medical Store

Shortage of drugs in the CGHS dispensaries have been endemic
and persistent. Though central medical store is supposed to
maintain adequate stocks of medicines included in CGHS
formularies, it has not been able to meet the requirements of
the dispensaries. Reports that indents placed by dispensaries
on central depot are either slashed subsequently or not com-
plied with at all are not unfounded. The Study Group of the
Committee observed this phenomenon during their study
visits.

From what the Committee has heard, scen and studied, "one
conclusion is irresistable the central store has failed in the
matter of timely and adequate supply of medicines to dispen-
saries and for many of the ills of the dispensaries it is the cen-
tral store which is chiefly responsible.

The Committee would like the Ministry to enquire into the
working of the Central Medical Store and take immediate
measures to streamline its working so as to make it a well-
stocked reservoir of medicines to be able always to meet the
dispensaries’ needs regularly and without delay. -

The Committee are of the view that, as recommendad by the
Study Team of the Department of Personnel and Adminis-
trative Reforms (September 1977) the medicines prescribed by
specialists should be dispensed from the CGHS hospitals or the
nodal dispensaries where the consultation is taken and the
patients should not be required to shuttle between the spe-
cialists and the referring dispensaries on this account un-
necessarily. . The Committee strongly urge that CGHS bene-
ficiaries should be issued medicines prescribed by specialists
from the hospitals or nodal dispensaries where the consultation
takes place and pending setting up of dispensing units in the
hospitals, the prescribed medicines should be allowed to be
purchased from the Super Bazar units already working in the
CGHS hospitals on credit.



149

3

47.

48,

49.

50.

51,

52.

53.

3-128

3129

3130

3131

3132

3-133

3-144
&
3145

‘3-146

The Committee also feel that the recommendations of Study
Team of the Department of Personnel and Admi ve
Reforms that the medicines prescribed by specialist should be
dispensed for the total period recommended by the specialist.
The Committee recommended that it should be implemented
without any further delay.

The Committee do not see any reason why a medicine if it
has to be indented, cannot be indented and issued for the full
period for which it has been prescribed by the specialist.

The Committee are happy to note that the practice introduced
in February, 1981 under which counter signature of Director-
General of Health Services were required for procuring a
medicines on local purchase for a period over one week, hag
been discontinued with effect from December 1981. There
was no particular advantage nor any rationale in routing
the specialists’ prescriptions through D.G.H.S. It only re-
sulted in delays and immense harassment to patients.

Change of Brand of Drugs

The Committee take note of the circumstances in which medi-
cines with brand names prescribed by specialists are not issued
by the dispensary doctors and in their place generic products
are supplied in pursuance of Government decision on the
Hathi Committee Report. The Committee do not see any
objection in supplying medicines by generic names in lieu of
brand names provided the substitutes have been found to be of
proven quality and same therapeutic value after scientific

- tests. It will be wrong in the Committee’s opinion to

prescribe any untested substitutes in lieu of brand name. The
Committee would like the Ministry to review the generic name
medicines in the CGHS formularies from this angle and inti-
mate to the Committee whether all of these generic name medi-
cines have been found to be of required standard and thera-
peutic value, and also ensure that no new name may be added

_to formulary before subjecting it to quality test.

The Committee also feel that in sensitive and chronic cases in
which treatment with brand names medicines has been able to
control or stabilise the problems, and where a switch-over to
generic name substitute is likely to create a psychological effect
or introduce an element of risk or slow down recovery, it will be
advisable not to insist on issue of substitute medicines in lieu
of brand names regardless of cost implications. Doctors
should have no fetish either for generic names or for brand na-
mes.

Duties of Medical Officer Incharge

Medical Officers Incharge of the dispensaries are required
to see patients apart from attending to administrative duties,
The Ministry should, however, ensure that this happens in
actual practice.

Specialists Services

The Committee suggest that workload for specialists con-
sultation in each tranch should be systematically assessed
vis-a-vis the existing capacity of the specialists available and
shortage in any particular branch made good. Needless to
say, adequate number of specialists should be available to cope
with the demand not only in Delhi but also in other cities.
The Committee would like to be apprised of the outcome of
assessment city-wise.

Decentralisation of specialists services is a step in the right
direction. The Committee agree that is is not necessary to
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provide specialists in each dispensary. But it should be the
objective of the Ministry to provide specialists for a group of
dispensaries at least in areas which are far off from Dr. Ram
Manohar Lohia Hospital and Safdarjung Hospital. The
Committee would like the Ministry to review the present loca-
tion of nodal dispensaries and their linkage with other dis-
pensaries and inform the Committee of the steps necessary to
augment and rationalise the present facilities.

The Committee also suggest that the availability periodicity
and efficiency of specialist services provided in Bombay and
other cities outside Delhi should be appraised in the light of the
experiences of CGHS beneficiaries there and remedial action
taken to place these services on a reasonable level of efficiency.

CGHS MEDICAL STORE DEPOT

Procedure of Purchase and Stocking of Medicines

A detailed procedure has been laid down by the Ministry for
procurement of medicines by CGHS. Items exceeding Rs.
one lakh in value are procured by CGHS through DGS&D
and those less than Rs. one lakh in value are obtained direct
from firms registered with DGS&D through a system of ten-
ders. Urgent needs are met by local purchase through appro-
ved local chemists.

The Committee regret to note that supplies through DGS&D
are very often delayed. The delays which range from 3 months
to 12 months dislocate the supply mechanism in dispensaries
and cause a great inconvenience to CGHS patients. The
Committee learn that delays can be avoided if the indents,
instead of being placed on DGS&D in a new financial year,
are placed well before the end of the previous financial year.
The representative of the Ministry told the Committee that this
is possible. If that is so, the Committee see no reason why
annual indents should not be placed by CGHS well before the
commencement of relevant financial year.

The Committee find that DGS&D takes considerable time after
receipt of indents from CGHS to place orders on the suppliers
for supply of medicines. This should be looked into and time
lag between receipt of indents and placement of orders should
be reduced as far as possible.

Lack of Funds - .

Lack of funds for purchase of medicines at the time when these
are required shows poor budget planning. The Committee
urge that adequate funds should be provided to CGHS at the
right time to_enable it to procure and maintain stocks of
medicines at optimum level.

System of Quality Tests

Though the Ministry has laid down an elaborate system of

quality tests on medicines purchased by CGHS, this i not

properly observed in actual practice. All supplies of medici-

nes from unregistered or new firms are required to be subjected

a pheg\ical tests but it is a matter of deep regret that this is not
ing done.

The Committee do not consider it proper to purchase medi-
cines from firms whose standing and standards have not been
tested and accepted. Helping Small Scale Industries is a
noble aim but not at the cost of CGHS beneficiaries’ health.
The Committee would like the Ministry to drive this point
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home to DGS&D and dissuade it from purchasing medicines
from unproven suppliers.

There were no fixed percentages prescribed for quality checks
of medicines received from different sources. This
is a big flaw. The Committee would like that norms in per-
centage terms for quality tests for medicines should be pres-

cribed and enforced. .

Medicines amounting to Rs. 1 -34 crores in 1978-79, Rs. 118
crores in 1979-80 and Rs. 1-60 crores in 1980-81 were
purchased direct by Chief Medical Officers in the various
cities, where CGHS is in operation, without any check whatso-
ever. That there was no approved testing house in Patna
which accounted for Rs. 59 lakh worth of such purchases is a
lame excuse. No check was made in Bangalore either even
though approved testing houses were there. The direct pur-
chases made there amounted to Rs. 41 lakhs in 3 years. This
is negligence of a high order which deserves to be condemned.

The Committee take note of Health Secretary’s statemment
that when CGHS purchases medicines, it has a responsibility
to do some cross-checks. If testing facilities are lacking at
any place, the Ministry would soon provide them there. The
Committee would like to be apprised of the action taken in -
pursuance of Health Secretary’s assurance.

The Committee cannot but take note of the heavy purchases of
medicines made directly by Chief Medical Officers of Patna,

Bangalore and other cities during the last 3 years. Even thongh
the purchases are stated by the Ministry to have been made
according to the prescribed procedures and within their fnan-

cial powers there is need to keep a watch on direct purchases of
such high magnitude.

The Ministry should consider whether some sort of screening
of the tenders cannot be done at tender stage to minimise the
liklihood of sub-standard medicines being supplied to CGHS
under the cover of lowest tenders.

The Committee have no alternative but to emphasize that
medicines purchased from unrecognised and unproven sup-
pliers should in no case be used without prior quality tests.
And even in respect of supplies from proven suppliers, expe-
rience has shown that quality cannot be taken for granted.
Random checks of a prescribed percentage of such drugs must
be carried out as a rule. Any disregard for quality control at
any level should be dealt with sternly and attract deterrent
punishment.

Out of 100 batches of drugs purchased by CGHS in Delhi

from unregistered and new suppliers in 1980-81, only 54 were
subjected to quality checks. And of these 54 batcha, 8 (i.e.

.about 15%) failed in the tests. This is not a small number.

This shows the risk taken by CGHS in using 46 other batches
of medicines without any test that year. The Committee feelr
that where supplies procured from unregistered firms are found
to be not upto the mark, no future purchases should be made
from them till they get themselves registered with the compe-
tent authority after going through the prescribed

This is the minimum that should be done, even if they are not
black listed.

The names of firms whose suppliers are not found up to the
mark aresentto DGS&D for suitable action and black listing.
There were 14 such allopathic firms in 1979-80 and 5 in 1980-
81. It is unfortunate that a public sector undertaking is also
there in the list of units whose supplies were not upto the mark.
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None of them, so far as Ministry is aware, has been black-
listed. Purchases were made by CGHS in the following years
also from some of such firms due to compulsion of circums-
tances. There was no alternative according to the Ministry.

It is a serious matter for the Ministry to consider as to whether
such firms should be allowed to get away with impunity because
of their dominant role in the field of production of specific
drugs. The Committee do not think Government should
helplessly watch such a thing happening from year to year.
At least those firms whose supplies are found spurious or adul-
terated or harmful should not be shown any mercy.

The Committee would suggest that the case of the public sector
undertaking whose supplies were found to be not up to the mark
should be brought to the notice of the administrative Ministry
concerned for corrective action.

According to the extant procedure stocks in the Central Medi-
cal Store Depot are supposed to be checked every month and
every year by the stockholders and cross-checked by super-
visory officers. Besides, random checks are also supposed to
be done by the supervisory officers. It is not clear from the
information furnished by the Ministry whether supervisory
Officers did conduct scheduled and random checks and cross-
checks as prescribed; and if so, with what results. The Coni-
mittee would like to have this information in a precise form in
respect of 1981-82.

A very serious lapse that has come to the Committee’s notice is
in regard to stock verification of ethe Central Medical Store
Depot by an independent agency as rquired under the General
Financial Rules. The Rules provide that the stocks in the
Central Store should be checked atleast once every year by a
responsible officer who is independent of the authority incharge
of the store. The Committee find evidénce of only one such
check having been carried out in March'May, 1972. The
Ministry has admitted that no such independent check has been
carried out after that period, and dates of stock verification
done prior to 1978 are not available. What has pained the
Committee more is that senior officers have sought to justify
this lapse, by playing up the magnitude of the work involved
and the shortage of staff to do it. If senior officers take such
an attitude, subordinate officers are sure to neglect their duties
with impunity. And this is what appears to have happened.
The Committee cannot too strongly deplore this lapse. They
would like that this lapse may be enquired into, the responsi
bility fixed and the Committee informed of the outcome.

The Committee appreciate that the Health Secretary has
admitted the fact that the management has not followed the
General Finance Rules in the matter of annual stock verifica-
tion ‘of the Central Store. Orders are stated to have been
issued on 7th December, 1981 to conduct the stock verification
within 15 days. The Committee would like to know the out-
come of this stock verification.

The Committee hope that the Ministry will not allow any
remissness in future in regard to the timely and regular stock
verification of stores, annual, monthly and random, and keep
itself informed of the progress of this regard.

The picture in regard to stock verification of stores in the
dispensaries is also not very clear. The dispensary stocks are
required to be verified in a limited way twice a week by the
Medical Officer Incharge and once every six months by the
Internal Audit Unit of the Zone.
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The Committee expect that atleast now the Ministry would
lay down a clear schedule of surprise and scheduled stock
verifications outlining in unequivocal terms the authorities whe
will do these stock verifications and their frequency so that the
officers concerned can be held accountable for their lapses, if
any, in future.

Purchase of Medicines from Public Secior

The Committee expect that Government policy of purchases
from public sector units in preference over private sector will
be followed in latter and spirit consistent With the over-riding
consideration ‘of quality. Where, drugs available in public
sector are not purchased from public sector for any reason,
the comparative volume of such purchases with reasons therefor
il;lould be clearly mentioned in the Annual Report of the
inistry.

Budget Allocation

The Committee find (atleast from the figure of last 3 years)
that budget allocation for purchase of medicines in a year falls
short of actual requirements. The result is that the budget
funds are exhausted in the first few months of a financial year
and the Ministry has to wait for supplementary demands till
the end of the financial year for clearing the back-log of pay-
ments. The Ministry has admitted that there have been
complaints of delayed payments. The present system, under
which the Ministry takes 3-4 months to pay bills for the sup-
plies of medicines even when funds are available and, in other
cases, the suppliers have to be kept waiting for payments till
supplementary funds become available at the end of the financial
year, shows administrative inefficiency and poor budget plan-
ning. If suppliers are expected to honour supply orders of
CGHS with promptitude to enable the Central Medical Store
to comply with dispensaries’ indents without delay, adequate
funds should be provided in the budget right at the beginning
and payment procedure should be streamlined so as to emsure
payments within a maximum period of one month or so.

Time barred Medicines .

Different stories are in circulation about time-barred medici-
nes in the CGHS dispensaries but for obvious reasons, the
Committee are not in a position to go into the matter in depth.
The Committee call upon the Ministry to look into this problem
more critically, and make case studies at field level to ensure
that precautions taken by CGHS against the use of time-barred
drugs are adequate to guard against their misuse either on the
patients or otherwise.

Drugs banned in advanced Countries

Widely circulating reports that a number of drugs which are
banned in several advanced countries are sold in India without
any check, have reached the Committee. Director General of
Indian Council of Medical Research is of the opinion that in
our country this is really not a significant feature because we
have pretty tight system of control before a drug is allowed to
be used in India. According to the Ministry nd drug can be
imported into India or manufactured unless it has been appro-
ved by the Drugs Controller of India. According to the
Ministry, the decision taken by developed countries cannot
always be followed in India. Op receipt of the information
from WHO, the Indian authorities examine the matter in depth
and take judicious decision on merits in respect of each of the
drug so reported to have been banned in the developed coun-
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tries. The Ministry informed the Committee that out of 17
such drugs reported by WHO, 7 were withdrawn from mar-
ket in India while five drugs were not approved or even appli-
cation seeking permission to market them were not received.
The Ministry has not given any explanation in respect of the
five remaining drugs. The Committee would like to be infor-
med about them. :

The Committee cannot over emphasise the need to act without
delay on receipt of such reports and to exercise the most care-
ful examination of such drugs with a view to ensuring that the
drugs which are harmful or have deleterious side effects are no
in any circumstances allowed to be marketed or remain in cir-
culation. In order to prevent any alarm in the general public
in regard to such drugs it would be desirable if the Ministry,
through official handouts, gives out the considered views of the
expert bodies on such drugs as are reportedly banned or are in
the process of being banned in developing or developed coun-
tries. The Ministry’s silence in the face of reports of amy of
zi;cg suspected drug can be a serious omission if not dereliction
uty.

The experiences of CGHS beneficiaries in hospitals recognised
for their treatment in Delthi, Bombay, Calcutta and other
cities do not appear to be very happy. The hospitals are
stated to be over-crowded, services poor and admissions even in
emergency cases not always prompt; and no special conside-
ration is shown to CGHS beneficiaries. The Ministry do not
have any system of monitoring demand and availability of
admissions in these hospitals, the Committee are unable to
accept the Ministry’s claim that none has been denied admission
in these hospitals.

Recognitiea of hospitals

The Commiittee strongly feel that there is an immediate need to
recognise more hospitals like Lok Nayak Jai Prakash Narain
Hospital, Gobind Ballabh Pant Hospital, for the purpose of
treatment of CGHS beneficiaries. Besides Government
hospitals certain private hospitals of repute should alsp be
recognised for the purpose.

The Committee are glad to learn that the Ministry has now
decided to treat All-India Institute of Medical Sciences as a
referral institute/hospital in respect of persons covered under
Central Services (Medical Attendance) Rules, 1944. The
Committee would like that similar facility should be extended
g;hpenmlzss covered under the Central Government Health
cheme also. i

In Bombay too, 5 Government hospitals and 8 private hospitals,
which are recognised under CGHS are stated to be inadequate
to meet the needs of CGHS beneficiaries. The proposal for
construction of CGHS hospital at Haji Ali, Bombay has been
shelved on account of financial constraint. The Committee
recommended that the need for recognising a few more hos-
pitals of State Government or Bombay Municipal Corporation
nor even private hospitals or reserving beds in such hospitals
should be seriously considered in relation to the population of
Central G(:vemmeq:hemplpyees in Bon:l;b:y and their dispersal
over a vast area with a view to providing adequa i
facilities for them. Pr & adequate hospital
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Hospital rates in Bombay

The Committee have been informed by CGHS bencfiaiaries

mhmb&y that the rates of vagious services in these hospitals,
by CGHS, are 50 low as compared to the general

nus of these hosp:tnls that these hospitals do not readily

agree to admit OGHS bencficiaries for treatment and their

services.

‘The Committee feel that the Mimistry should monitor the ex-
periences of CGHS bencficiaries in Bombay in this regard and
review the position in the light of the actual facts as may come
to their notice in this exercise. If lower rates make CGHS
beneficiaries unwelcome patients in the recognised hospitals,
the remedy lies in revising rates upward and not expecting
altruistic approach from hospitals managements in dealing with
Central Government employees.

Standard of Hospitals in Calcutta

The standard of hospitals in Calcutta and other cities is stated
to be not upto the mark though the Ministry denies that there
is any such thing. Health Secretary agreed in evidence to
depute the Director General of Health Serviges (o observe the
services provided in Calcutta hospitals and repott on the stan-
dard of services there and the improvements that could be
made. The Committee would like the report together with the
action taken by the Government to be communicated to them
within six months

The Committee would also recommend that a similar report by
Director-General Healih Services, should also be sutmitted to
them in respect of hospitals in other cities where CGHS is in
operation, .

Super Specialist Treatment
The Committee are happy to learn that proposals are under -
consideration to make CGHS beneficiaries eligible for super
specialist treatment in areas like cornary bye pass in AIIMS,
Railway Hospital, Parambur (Madras), Christian Medical
College, Vellore, etc. so that the need for their giving abroad
for such treatment can be minimised. The Committee learn
that the Ministry is also trying to identify more hospitals and
private clinics where specialised facilities are available, espe-
cially for treatment of the type of diseases for which normal
requests are received from Central Government employees for
treatment abroad and in respect of which treatment facilities
in ordinary Government hospitals are still inadequate. These
are welcome developments. . The Committee would urge the
Ministry that these proposals should be finalised and treatment
facilities in all such specialised hospitals extended to CGHS
beneficiaries at the earliest.

Ambulance Services

There is dissatisfaction with ambulance services in Delhi and
outside, These services are, however, not under the control of
CGHS authorities. The need for having an efficient ambulance
service in a city cannot be disputed. For this purpose, ade-
guate number of ambulance vans should be available; their
Jocation should be known to the people; and they should be
available on telephone. The Committee expect that the
Ministrv will use its good offices to arrange for an efficient
ambulance service in Delhi and other cities where CGHS is
in operation for the benefit of CGHS beneficiaries.
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Health Ciléck-up Centre

"1t was really a good idea to set up a Health Check-up Clinic

in Delhi in 1969 but it is unfortunate that this clinic has not
“been able to became popular even after 11 years of its working.
In 1979-80 only 8 persons availed of the health check-up
facility in this clinic every day onan average. The mainreasons
for this clinic not becoming popular are—(1) non-availability~
of facilities for X-ray examination, ECG and their specialised
diagnastic equipment and (2) its location away from residential
areas. It is regrettable that the Ministry even though fully
aware of the position, did not choose to take remedial measures
all these years.

The Committee feel, and the Health Secretary also agrees,
that it is no use keeping an ill-equipped health check-up clinic.
It should be fully equipped for giving a complete service under
one roof and located at a place where its popularity can grow.

Clinical Laboratories

The working of clinical laboratories under CGHS had also
come in for severe criticism. The users have expressed their
dissatisfaction with the quality of tests done in these laboratories
which, they say, are, often unreliable, What has disturbed the
Committee is the lack of faith of users in the quality of tests
done in these laboratories. The Ministry is not prepared
to accept the general reports of poor quality of testing unless
“there is a clear cut evidence to this effect.” It is not under-
stand how a patient can.provide “clear cut evidence” of poor
quality of tests. It should be for the Ministry to devise a sys-
tem by which it can have sample and cross checking of results
:1‘; s:tisfy itself that the quality of tests is of the required stan-
rd. !

The reasons for the unsatisfactory working of clinical labora-
tories are not to difficult to know.. All the laboratories
are not equipped with modern equipment. Technicians’
skill has not been updated since their recruitment. Staff at

" Bombay, Patna and Madras is short of requirements.

The Committee would like the Ministry to accept the wide-
spread feeling of dissatisfaction with the working of these
laboratories as only then can it seriously set out to tone up
their efficiency and quality. The equipments in the clinical
laboratories should be modernised in all the laboratories.
The two Pathologists located in Delhi Polyclinic whose,
function. itis to visit the clinical laboratorics and
supervise the quality of tests, should be required to bestir
themselves and be more active and vigilant. They should
have random checks carried out under their direct supervision
to cross-check results. Unless a multipronged attack is made
on this problem as suggested above, it will not be possible
to bring about the desired improvement in the working of
these laboratories. The Committee would like the Ministry
to report the progress of action taken in this direction within
six months. -

Polyclinics

The importance of polyclinic an intermediate health station
between the dispensary and the referral hospital—has been
highlighted and the need for setting up more polyclinics em-
phasized by CGHS beneficiaries as well as medical experts.
Government had also realised its importance and it has already
set up 4 polyclinics in Delhi. 12 more are proposed to be set




‘157

3

1
-91, 977
9. 5.82
-93, 69

&
6-10

up in the Sixth Five Year Plan of which 5 were to be set up in
1981-82. Seeing the advantages of polyclinics especially
to lower paid staff and their popularity, it will be unfortupate
if the 12 polyclinics proposed for the Sixth Five Year Plan
do not come up as targeted. The Committee would like the
Ministry to avoid such a thing happening at any cost.

‘The Bstimates Committee (1973-74) had recommended in
their 57th Report that polyclinic should provide aill types of
specialised medical services if they have to fulfil the objectives
for which they were intended.  The Study Team of the De-
partmént of Personnel and Administrative Reforms (1977)
had also supported the Committees’ recommendation and
recommended provision of all specialist services in the poly-
clinics., The Committee are disappointed to note that the
Ministry’s reaction to these recommendations has not been
encouraging at all. It has pleaded its inability to implement
these recommendations on the ground of paucity of accom-
modation and financial constraint. The Committee feel that
it is very shortsighted view as in the absence of these facilities
at polyclinics the entire burden falls on referral hospitals to
the detriment of their efficiency and ability to provide good
quality services in really serious cases. Instead of burdening
these hospitals any farther, the Ministry should provide at
least all such specialised services in polyclinics as are in wide
demand and equip them with all the necessary equipments
and staff with a view to making them useful intermediate
health stations between the dispensaries and hcspitals and
relieving pressure on referral hospitals,

Physiotherapy Units

The Ministry may, consider the feasibility and desirability of
setting up a few more Physiotherapy units outside the hospi-
tals for the benefit of beneficiaries residing far away from
these hospitals. ’

Staff Strength

The Committee regret to observe that the figures of total
strength of doctors and para-medical staff furnished by the
Ministry are quite confusing. The Ministry has supplied
tl;eh;ee different sets of figures which do not tally with one ano-
ther. :

Taking the best figures, the Committee find that over 100 posts
of doctors and nearly 225 posts of para-medical staff are lying
vacant. At certain places vacancies in the case of doctors
have been there for over five years and in the case of para-
medical staff for over 10 years. The reasons given by the
Ministry for these shortages, such as long time taken in making
recruitment of doctors through UPSC and non-availability of
para-medical staff, do not carry conviction with the Com-
mittee. It only shows that the Ministry has no proper system
of perspective planning and initiating action for recruitment
of Mgdical Officers well in advance. Such a large number
of vacancies are bound to affect adversely the working of
CGHS dispensaries on the one hand and aggravate unemploy-
ment position in the country on the other. The Committee
cannot but hold the Ministry responsible for the failure in
providing full contingents of doctors and paramedical staff
in the CGHS dispensaries. The Committee would like the
Ministry to remove weaknesses in personnel planning and
management to avoid such serious short-comings as high-
- lighted above. They would also like the Ministry to fill up
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8}l tht vaedncies without delay and report progress within
three moaths,

Prometion]l Avesites

Stagnatioh and lack of adtquite promotion prospects bave
shted widéspread frusttation in CGHS doctors and para-
medical staff of which the Comfiiittee canfist but take a fiote.
The Mifiistty Has admitted ¢hat chances of promotion from
Sehior Grade 1 to Super-tiie Grade-II are not commensurats:
with the large number 6f pests and a large number of them
afe stagnating ut the maximum of their pay-scale. Medical
Officers in charge of dispéimaries and a number of other doc-
tors in each dispénsary afe in the same scale and this surely
canriot Be eonducive to prepeér administrative control and
disciplitie. :
Position of para-medical staff is no better and the Ministry is
aware of it. The very structure of sefvice in their case is dis-
appointing. Out of 47 ecategories of para-medical posts
having & sanctioned strength of 2601 personnel, 38 categories
of posts com prising 1733 personnel have no promotion pros-
pects whatsoever. It is difficult to envisage an organisation
which provides no aveue of upward mobility for _its techni---
cally qualified staff and still expects them to run its services
efficiently. This is 4 sad reflection on the personnel manage-
ment of the Ministry. The Committee would like the Min-
istry to give this matter an urgent thought and speedy acticm..

Cadre Review

Restructuring 6f Central Health Service and cadre review in
respect of Medical Officers of all grades, as recommended by--
Third Pay Commission, is stated to be nearing finalisation.
Recommendations of the pay Commission in respect of Phar-
macists have been implemented and those regarding other
categories of para-m edical staff are stated to be under consi-
deration. But the unconscionable delay of nearly 10 years
in undertaking this much needed exercise resulting in irre-
parable harm to Medical and para-medical staff, for which the
€ommittee hold the Ministry responsible, cannot but be
deplored.

The Committee are glad to learn that the Health Secretary
alongwith his colleagves have ncw been able {0 “‘push” the
proposals regarding cadre review and restructuring of CGHS
which, it is stated, are now at a-very advanced stage of being
approved. When these are finalised, additional promotional
avenues are expected to become available for medical officers
of all grades and stagnation is expected to end. The Com-
mittee would like that these welcome but hitherto much de-
layed measures should not be delayed any further. They
would like to be apprised of the outcome of these exercises in
concrete terms.

The Committee would also like that the Third Pay Commis-
sion’s recommendaitions in respect or para.medical staff other
than pharmaciss jn whose case action has already been taken)
should also be processed and implemented without delay.

The Committee would like to pobserve in this context that
while the Ministry has a right to expect the most efficient per-
formance from Medical and para-medical staff in CGFS to
be able to provide satisfactory service to CGHS beneficiaries,
it also has a responsibility towards them to ensure reasonably
good career prospects and service conditions to avoid
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frustration creeping into their ranks. The Committee would
advise the Ministry to keep this aspect under its constant-
watch and not to delay remedial action wherever and where
ever becomes necessary in the future.

Confirmation of Medical Officers & Staff in CGHS

Even in the matter of confirmation of Medical Officers and
para-medical staff the pesition was very unsatisfactory. 231
-Medical Officers who had put in more than five years’ of
service had not been confirmed upto March 1981. Of them
50 had put in more than 10 years’ of service and were still
awaiting confirmation. In Delhi alone, 94 out 204 Medical
Officer Grade I and 66 out of 419 Medical Officer Grade 11
had put in more than three Years’ of service in the grade and
had not been made permanent. ’

The position in regard to para-medical staff is no better.
Out of 2597 such staff in position on 31.3.1981, as many as
619 persons had not been confirmed even though they had
put in more than five years’ of service; 249 of them had put
in more than 10 years of service. In Delhi, out of 1209 para-
medical staff, 353 persons baving more than three years ser-
vice, 142 with 5-10 years service, 94 with 10-15 years of service
and 6 with over 15 years of service had not been confirmed.
Aftér going into the reasons for the non-confirmation of
Delhi based para-medical staff, the Committee find that except
in the case of 33 persons for whom permanent posts were not
available, in 320 other cases administrative delays on the par;
of the Ministry were responsible for not processing their con-
formation cases. The Committee would like the cases of
administrative delays to -be enquired into at appropriate level
with a view to learning lessons for the future.

The Committee, in fact, would like the Ministre to exam.ne in
consultation with the Department of Personnel the desirability
of laying down a rule that if after three years’ of satisfactory
service a Medical Officer or para-medical staff is not
confirmed by the appropriate authority, his/her case together
with the reasons therefor should be placed before the next
higher authority or Health Secretary to enable the latter to
judge whether the discretion not to confirm the employee
has been exercised judiciously.

The Health Secretary was good enough to assure the Com-
mittee: that the case of all eligible medical officers and staff
(for confirmation) would be processed and completed by
31s¢ Merch, 1982. The Committee trust that the Ministry
M:tlffulﬁl its assurance and earn the goodwill of officers and
staft.

The Committec find that a major impediment in the way of
processing confirmation cases in respect of Medical Officers
has been the delay in convening DPC (Department Promotion
Committee). They also understand that UPSC has to be
consulted before the confirmation cases of medical officers
who have been recruited through UPSC, are decided. The
Committee feel that thjs is cumbersome and ti me-consuming
procedure. Once a doctor has been rec:uited through UPSC
his'confirmation should be decided’by the Ministry in the light
of his performance and it need rot await formal approval
by UPSC. Only in cases where the Ministry chooses not to
confirm an eligible doctor after he has put in prescribed
length of service, the Ministry should be required to place the
matter together with the reasons for not confirming him be-
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fore the UPSC for the latter’s satisfaction and review. This
will avoid delays and also chances of harassment.

Transfer of medical Offices

In the Committee’s opinion a medical officer should not re-
main in the same place and same zone for more than 4 years
or so in the interest of efficiency of service to CGHS bene-
ficiaries, The Committee would like the Ministry to examine
the question of devising a suitable scheme of postings and
transfers to ensure periodical rotation of medical officers
from one place to another and from one zone to another.

Ad-hoc Medical Officers

The recruitment of doctors for CGHS is regquired to be made
through UPSC. Ad hoc appointments are, however, made to
fill up leave or short term vacancies of regular incumbents
Their appointments cannot be regularised without the approval
of the UPSC.

The Ministry is at present restructuring the medical cadre in
the CGHS with a view, inter alia, to giving opportunities to
ad hoc doctors who have put in more than 5 years service to
get regularised. The Committee feel that the ad hoc doctors
who have already put in satisfactory service for more than §
years deserve to be considered more sympathetically for the
purpose of regularisation and inthis process it’should be
ensured that they do not suffer any loss in the matter of
emoluments an account of delay in regularisation. They
hope that the Ministry would continue with the process
initiated by it in this regard till all the ad hoc doctors who
have put in satisfactory service are regularised.

Conveyance Allowance

Conveyance allowance at the following rates under certain
conditions is paid to Medical Officers to enable them to pay
domiciliary visits : those maintaining their own motorcars—
Rs. 275/- PM, those maintaining scooters/motorcycles
Rs. 90/- PM and those not maintaining either cars or scooters
Rs. 60/- PM. In the Committee’s opinion, doctors not owning
cars or scooters should be given options either to draw conve-
yance allowance as at present or to claim re-imbursement of
taxi or auto-rickshaw hire charges for paying home visits as
the case may be, with suitable safeguards against misuse.

The Committee would like the Ministry to consider the entire
question of conveyance allownace realistically and evolve a
system which would be most convenient to doctors and would
also lead to a better service to CGHS beneficiaries.

The Committee has received many such reports and they
would advise the Ministry not to take the absence of formal
<omplaints from CGHS beneficiaries as a proof of their satis-
faction with the prevailing system of domiciliary visits. Unless
the Ministry finds a practical solution to the problem of con-
veyance for doctors, it would not be able to provide an effi-
iciiqnt_system of home visits to the satisfaction of CGHS bene-
ciaries.
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Service Conditions for Doctors

There is a feeling in certain quarters that only 50% of the
doctors selected by UPSC for CGHS join duty. The Ministry
unfortunately does not maintain data from which one could
know as to how many doctors were offered appointments
by UPSC and how many of them accepted them. It would

" be interesting to make a study of this phenomenon, say, for

a period of last five years and draw meaningful conclusions.

The Committee find that incidence of resignations among
CGHS doctors is quite high. In an organisation which has
a strength of about 1300 doctors, as many as 369 doctors had
resigned between 1972—1980 as against a little over 1000
new doctors recruited during this period. The Committee
feel that the high resignation rate could be due to the reasons
that service conditions and career prospects in CGHS may
not be as good as in some other organisations to which CGHS
doctors might be attracted. The Committee would like the
Ministry to make a case study of the doctors who resigned
their jobs under CGHS during a particular period to find out
the real reasons for their resignations and see what it can.do
to prevent such a large scaie exodus of doctors from CGHS.

The suggestion made in a memorandum to permit liberally,
the CGHS doctors to do postgraduate courses and to provide
the necessary facilities for the purpose, merits consideration.

If this is done atleast a certain percentage of doctors who
might think of resigning their jobs under CGHS for the purpose
of doing postgraduate courses, may stay back.

Residential Accommodation

The Committee find that as against 222 doctors, who have
been provided Government accommodation, 487 are
without it.. In para-medical staff category, as against
258 such staff who have Government accommodation,
951 have not got Government accommodation so far.
The degree of satisfaction is 329, for Doctors and
219% for para-medical staff. 1t is, in the Committee’s
opinion, very essential to provide residential accommodation
at least to all key personnel close to the dispensary to which
they are attached, in the interest of a more efficient service to
patientsat odd hours. The Committee would like the Ministry
to identify the doctors and para-medical staff who are holding
key positions in each dispensary and arrange, in consultation
with the Ministry of Works and Housing, to provide them
suitable accommodation within easy distance from the res-
pective dispensaries. *

Retirement Age

The Committee have no comments ‘0 make on the retirement
age of doctors. But they do feel for the doctors, who because
of their late entry into service in some cases as late as 30-36
years—would retire without adequate pension. - Specialists
doctors have been given the benefit of added years of service
of upto 5 years for the purpose of pension. But there is no
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such consideration for other doctors. The Committee see
no logic in discriminatjq_rghbetwmn specialists and other doctors
under pension rules. ey would like all doctors to be treated
alike in this matter.

Foreign assignments for Central Health Service Doctors

The Committee take note of the recent decision of the Ministry
of Health and Family Welfare relaxing the existing ban on the
forwarding of applications of CHS officers for empanelment
in the “Foreign Assighment Panel” maintained by the Depart-
ment of Personnel and Administrative Reforms and to their
release to take up assignments abroad on deputation on a res-
trictive basis.

Behaviour of Doctors and para-medical Staff

CGHS beneficiaries dissatisfaction with the behaviour of
doctors and para-medical staff at the dispensary level has been
brought to the Committee’s notice in writing and in  person.
The Committee do not want to convey an impression that
CGHS teneficiaries consider all or most of the doctors or
para-medical staff ruce. But even if a small minority bebaves
improperly, the image of the entire class gets tarnished. It
is against this danger that the Committee wish to warnthe ccm-
munity of doctors and para-medical staff.

Doctors and para-medical staff have not accepted the charge
of rude behaviour. According to them, heavy workload and
too inadequate a strength do not permit them to give proper
attention 10 each patient. The Committee feel deeply pained
at the doctors’ and para-medical staff’s attempf to plead heavy
workload and frustration in extenuation of the charge of rude
and indifferent behaviour. The medical and para-medical
staff may have problems (and they have problems which
the Committee have dealt with elsewhere in this  repart);
but this cannot be a justification for the curtness in their be-
haviour or casualness in their approach.

Like CGHS beneficiaries, the Committee expects from the
doctors a standard of ccnduct consistent with the high tradi-
tions of the noble profession (o which they have the privilege
to belong. The Committee would, call upon the doctors
to live urto the expectations of their patients even under tes-
ting circumstances and deal with all of them, high or low

with patience; understanding, smile and human touch.

The Committee expect that the dispensers and other para-
medical staff will also take note of the CGHS beneficiaries’
feelings about their behaviour and do everything possible not
to give them any caud of complaint on this account.

The Committee do not agree with the Ministry’s approach
to measure the patients’ satisfaction on statistical scale.
It will be a pity if on statistical basis the Ministry, doctors
and para-mmedical staff delude themselves into believing
that CGHS beneficiaries are satisfied with the behaviour of
dispensary xtaff or if they adopt an attitude of self-righteous-
ness or complacence in this regard.

The Committee are consciaus of the fact that in a matter
like this, it is the doctors and the para-medical staff them-
selves who- can really help. Unless the Ministry can
successfully bring home to the doctors and para-medical
staff the desirability of attending to patients with smile and
sweetness, regardless of their personal problems of stag-
nation and heavy workload, 'the problems will not be solved.
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For this the 'Min/istry on the one hand will have to be firm

dealing with instances of callous and curt behaviour, and
on the other, show sympathetic understanding of legitimate
problems of doctors and other staff. -

Role of Ministry

The role of the Ministry of Health in relation to CGHS is to
lay down general policy and staff norms and attend to matters
relating to creation of posts, budgetary control, plan
proposals and periodic review of functioning of CGHS.
The task of supervision, contral, monitoring and staffing is
taken care of by the Director, CGHS who works under the
syperintendence and centrol of Director-General, Health
Services. The Ministry, the Committee were told, did

. not .do anything directly in the field of supervision, control

and monitoring which were left to the Director-General,
Health Services.

The Ministry, it was stated, kept a watch from time to time
over the supply of right type of medicines in adequate
quantity. However, even in this filed, it was confessed,
there was no systematic review by the Ministry.

The Committee cannot tco strongly deplore the attitude of
uncongern prevailing in the Ministry in the past towards
the working of CGHS. The Committee do not think it proper-
for the Ministry to wash its hands completely of the im-
portant tasks of general supervision, control amd monitoring
of the overall performance of CGHS and pass them on'to a
subordinate authority. Unless the Ministry actively oversees
the activities of CGHS at macro level as an apex body
shoauld da, it will not be possible for it-to know the short-
comings of the scheme or the problems of CGHS beneficiaries.
Nor will it be possible for the Ministry to do any meaning-
ful review of the working of the scheme. The Committee
would, therefore strongly urge that the ministry
should shed the ivory-tower attitude it has had so far and
play an active role in effective supervision and control over
the scheme and in carrying out.periodic reviews of its working,

The Committee were, however, glad to see that, notwith-
standing the past record of the Ministry, the attitude of the
Health Secretary during evidence was refreshingly responsive
and encouragingly positive. The Committee were infor-
med during and after evidence that action in various direc-
tions ‘had dlready been initiated by the Ministry in the light
of the Committee’s observations, - The Committee expect
that similar sensitivity and alacrity to act,as seenin evidence
wopld continue to be shown hereafter by the Ministry in
streamlining the working of the CGHS with a view to giv- _
ing maximum satisfaction to the beneficiaries and living up
to their expectations.

Management Informaticn System

The Committee would advise the Ministry to organise a pro-
per management infermation system and a matching appara-
tus to analyse the information to be able to know the weak
spots in the working of the CGHS and to apply correctives
withaut delay.

‘Qut -of 33 recommendations and observations made by the
Study Team -of Department of Personnel and Adminis-
trative Raforms on the Working of CGHS dispensaries
(gn)«ony 17 were accepted by the Ministry. The remain-
ing 16 recommendations which were not accepted included
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some which were original and went to the root of many
problem. The Committee feel that the ~ purpose of
appointing an expert body ‘to look into any problems
is defeated if the controlling authority ~does not take
the expert views seriously, The Committee would like
the Minictry to have an innovative approach and open
mind in dealing with the problems of CGHS. )

Management Experts

Neither the Ministry nor the CGHS Directorate has on its
roles experts or consultants in the sphere of Finance, Per-
sonnel Management, Material Management, Medical
Administration, Inventory Control and Purchase. These
areas of responsibility are handled by common run of beau-
rocarts as anywhere else in the Government Secretariats.
This in the Committee’s view is not a very happy situation.
The Committee do not agree with the Health Secretary
that “It is not practicable for each organisation to have its
own specialist service.” The Committee feel that in view of

‘the fact that the CGHS is running over 210 dispensaries

and units of all types in 15 cities and dealing with nearly
24 lakh beneficiaries (over 5-1/2 lakh families) and spending
over Rs. 14 crores per annum toward purchase of medicines
and administration, it is of paramount importance that
the CGHS Directorate should have on its roles experts at
least in personnel management, finance, purchase and in-
ventory control to ensure efficiency with economy in the ad-
ministration of the scheme. Such a vast network of dis-
pensaries and related services is difficult for the generalists
alone to manage competently. The Committee expect
the Minstry tobestow attention to these areas of administra-
tion which have remained neglected over two decades.

Definition of Family.

The term “family’’ under the CGHS includes husband/wife
of the CGHS cardholder, wholly dependent children or step
children and parents (or parents-in-law in certain circum- *
stances) who are mainly dependent on and are residing with
the Government servant. The Committee feel that the case
of wholly dependent sisters who are unmarried or widowed
or separated and of daughters who are widowed or separated
and who are living wih the Government servants stands
on_a special footing in Indian social system and deserves to
be considered with sympathy for extension of CGHS faci-
lities, if not on subsidised rates, at least on normal rates.

Vehicles

CGHS set up in Delhi has been incurring an unduly heavy
expenditure on petrol for its vehicles and on their mainte-
nance and repair. The -average consumption of petrol
was 3 66 K.M. per litre during 1980-81 and the maintenance
and repair cost amounted to an average of Rs. 5475/- per
vehicle during that year. The explanation given by the
Ministry in support of such an abnormally high expenditure
that most of the vehicles are very old, and heavy, like trucks
and wagons, does not carry conviction with the Committee.
The Ministry should have replaced the old vehicles pro-
gressively instead of running and maintaining them so
uneconomically. The Committee would like the
Ministry to enquire as to whether any serious attempt was
ever made and pursued to provide funds for the replacement
of at least the condemned vehicles and why the attempt did
not succeed and furnish a report to them within six months.
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New 20 Point Programme

The people now realise the benefits of a small family. The
Government’s role is to educate them in the methods of con-
traception so that they are motivated to accept on their
own, any one of them. It is very necessary that a voluntary
effort is intensified at every level and every possible opportu-
nity utilised in the process of educating the CGHS beneficiaries
in the reproductive group and making them adopt the
small family norm. The Committee would urge the
Minstry to ensure that it provides cvery possible facility,
particularly Laproscopy which is proving popular, in the
CGHS poly=clinics and hospitals and if possible in the dis-
pensaries to make family planning more attractive so that
the targets set down in the Sixth Five Year Plan to raise the
percentage of couples practising family planning from 22 -5%
to 36 -5% by 1984-85 are fully met. -

The incidence of Tuberculosis is still high in India. The
Committee are not aware whether the Ministry has organised
any campaign to screen all the CGHS beneficiaries with a
view to detecting signs of Tuberculosis at the earliest stage.
They would strongly recommend that the screening of
government employees and their families should be orga-
nised by CGHS expeditiously and suspected cases of Tuder-
culosis identified for an intensive treatment and care in specia-
lised hospitals. The Committee would also like the Ministry
to ensure that adequate number of beds for Tuberculosis
patients covered by CGHS are available in specialised
hospitals and the patients do not have any difficulty in getting
the prescribed medicines. In Delhi and other places where
there is large concentration of Government employees the
Ministry should consider providing special wings ~worth
adequate number of TB specialists in the existing hospitals.

There is a good deal of preventable blindness in the country
due to nutritional deficiency, disease or cataract. The
Committee would suggest that CGHS should organise
an intensive programme of examining the eyes of CGHS
beneficiaries, particularly the children and the old men
and women, and undertake without delay previntive,
promotive and curative measure of eye health care.

(S. No. 129) ,

The Committee would also like that the Minstry should re-
view the present capacity for dealing with cataract cases in
the hospitals and poly-clinics set up or recognisaed under
the CGHS and augment the capacity wherever necessary.
They would like the Ministry to take stock of the backlog
of cataract cases among CGHS beneficiaries and draw up a
time-bound programme to clear them, within one year,

"It should also be ensured by the Ministry that CGHS bene-

ficiaries requiring glasses under the eye -health care pro-
gramme should be able to get good quality glasses at reason-
able prices. .
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