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We have the honour to forward herewith for presentation to
the Central Advisory Board of Health our report on Maternity
and Child Welfare work in India, which has been prepared in
accordance with a decision made by the Board at its meeting in
June, 1937.

In planning the report, the first step to be taken was the pre-
paration of a questionnaire divided into sections which togelher
covered ihe whole field of our enquiry. Copies of the questivn-
naire were circulated to all those whose experience was likely to
be of value to us and the statistical section, which had been drawn
up with parlicular care, was made the subject of special refercnce
{0 all provineial medical and public health departments. It was
hoped that the replies from official organisations would provide
{airly aceurate figures susceptible of analysis and eapable of pre-
senlation in such comparative form as would permit reasonably
sound inferences fo be drawn. We regret that our hopes in this
dircetion have been to a great extent frustrated.

It was indeed quickly brought home to us that in many eases
litile care had Leen taken in preparing the replies to the question-
naire and that the statistical material given under the different
headings had been given little consideration before it was written
up. The resnlt was that the consolidated tables whieh were pre-
pared from this materinl have been excluded from our report
Decause they were found to be largely valueless for our purpose

and we have been compelled to depend largely on material made
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REPORT

on

Maternity and Child Welfare Work in India.

CHAPTER I
HISTORY OF THE MATERNITY AND CHILD WELFARE MOVE-
MENT.*

Development at the Centre,

1. The maternity and child welfare movement began in this country
in the second half of last century, following closely on the establishment
of women’s hospitals by Missions and by the Dufferic Fund Medical
work amongst women carly led to realisation of the conditions attendmg
childirth in India. These pioneer medical women were only too fre-
Guently faced with tragedy arismng from the fact that childbearing and
labour were conducted in unsuitable surroundings and by unskilled
attendants m the form of indigenous or hereditary dais. Because the
dai seemed to be the easier problem, the earliest efforts to raise the standard
of midwifery were directed towards improving her methods.

The first trammng classes for dais were held about the middle of last
century. The earliest teachers were men whose *“ praseworthy efforts o
teach {he dais their business was no doubt locked upon by the pupils as both
shocking and presumptuous.’”” These efferts were svon abandoned, beeanse
of failure to change the das’ dangerous practices. ** In 1866 a Civil Sur-
geon, Dr Aitchinson, opened a class for dais at Amritsar which struggled
on through many vicissitudes and changes of teaclier and beecame in the
eighties the well-known Amritsar Dars Sehool of the Church of England
Zennna Missionary Society under Miss Iewlett.”

Miss Hewlett was not only able to command the respeet of the dais
and to win their confidence and friendship, but she had the foresight to
realise that training must be followed by supervision. The suceess of the
Amritsar scheme led to the formation of similar classes in other areas and,
generally speaking, the attempt to train dais continued in desiltory and
sporadic fashion until the beginning of the present century when the
estallishment of the Vietoria Memorial Scholarships Fund in 1903 gave
impetus to the safer midwiferys movement,

The Victoria Memorial Scholarships Fund was founded by Lady
Curron following her appeal for money to be devoted to the improvement
of conditions of childbirth, The object of the Fund lnid down at its
inangnration was ‘‘ to train midwives in the female wards of hospitals and
female training schools in such & manner as will enable them to carry on

*See ' Work of mrdiral women [ India ?' by Ralfour and Young.
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their hereditary calling 1n harmony with the religious feeling of the people
and gradually to improve their traditional methods in the lights of x.nud‘eru
samtation and medieal knowledge’* In order to induce the midwives
to take a course of training, it was proposed to‘pive them scholarships for
the period concerned. In addition, qualified female teachers who under-
stood the vernacular were to be sent to ontlying districts and fecs would
be paid to midwives who attended a course of elementary instruction

At this stage, the women’s hospitals were the only institutions in 8
position to undertake the training of midwifery pupils 2nd the administra-
tion of the Vietoria Memorial Scholarships Fund was entrusted to the
Dufferin Fund Committee which had been founded in 1885 with the objett
of providing female medical aid to the women of India. The establish-
ment of the Victoria Memorial Scholarships Fund followed elosely upon
the passing of the first Midwives Act in England in 1902.

Efforts to promote the safety of motherhood preceded the adoption
of measures to safeguard lealth during infancy and childhood, but in the
early years of the present eentury the first welfare centres in Indis were
opened by enthusiastic voluntary sorkers, who had been in touch with
social movements in the west and were gemuinely perturbed by the needless
suflering and mortality amongst infants, young children and their mothers
These centres were originally staffed by nurses or midwives, but it was soon
realiced that 1f the work was to be educational and preventive, n special
class of worker, similar to the health visitor in Lneland, would have to
be trained Many applications for trained workers of this kind were
reeeived by the Dufferin Fund office, but the demand could not be met a3
no training schools swere in existence. The Dufferin Fund office, encour-
azed by the Seeretary of the Lducation Department, Government of
India, formed an Association for the Provision of Health Visitors and
Maternity Supervitors, and, assisted by a grant of Rs. 6,000 from the
Government of India, this Association was enabled to open a health school
in Delki in 1918. Tt was & bold venture, because funds were limited and
the future position twas nneertain, but the plan was sound znd the faith of
the promoters has since been aniply justified In the same year, Lady
Chelmsford, on her arrival in India, immediately interested herself in the
welfare of the women and children of the country  Lady Chelmsford first
sotizht the kelp of provineinl Governments os slie proposed to finance the
work from governmental Tunds, but whilst the Governments were sympa-
thetic, they did not see their way to prom-e financial aid. A publie appeal
was, therefore, launched in 1919 and the Lady Chelmsford All-Tndia Leazue
for Maternity and Child Welfare was founded the following year. The
orizinal objeets of the Leaszue were to give grants-in.aid to welfars contres,

to produre propagzanda material, to publish & quarterly journal, te appoint
& travelling orpanicer, to stimulate interest in maternity and child welfare
to give technirel ndvice to the voluptary committers already at work
t parts of the country.
"+ <India Matrmnity and Child Welfare Fxhibition held in Delhi
a further important stimnlus to the new movement The
setually orpanised by the offier of the Dufferin Fund,
was first monted by the Association of Medical Women
wate received from sll parts af the country snd the
nowes never in devbt whilst the resulting dis-
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semination of infermation in revpert of the possbiliies of maternty and
Ll welfare warl 1ol to parkel mprovement in the erpanpation and
worhing of the esniing welfare erntres

The mamlenance of 1o rerearny central <o and 01a% made a beavy
inred on the pelatively small inec e of the Lady Chelmafond League Pund
i oonter to liberate addticnal funds fop £e0d werk, the e~ of the
Clelt sfun! Leamie amd e Dufferin Fand were o ~Y and the
Reemetars of the DaTenn Pund te L over the duties of Ilonnrary Secretary
cf the Lady Cleluafonl 1, Futd  The Vietoria Memorial Scholanbips
Fund, ax well as the As s for the Provseion of Health Vivtors and
Matermity Sapeniiseors, nae sl administered from the Daffenin ofies
ard a specrrl o arr wna appontal G sset the Chief Malieal Ofiicer,
Wamen Malical Service, 1n tleir admmistration and i the organiation
of thor ronies

Dunng 19163915 the Indian Bed Croes Soeiely Lsd addel con.
siderally 10 sta funds and, after peare wan mtablisked, the Soeirty began
to frok round for olyeste tn wlhich 1t inreesnad ineme mield lentimately
be devotal, Maternmuty and elald welfare seemed to be n abla fiekl
for thic purpose, Lt n ender to aven 1 everdapping, the Matermity and
CLIId Welfare Burean, Indisn Ilal Coes Somety, was eiabliohed in
31 and teod over the manazerient of all setavities eonermed with
waternity and elald welfare  Tir admivisteation of the Vietoris Memo.
rial Scholambips Fund rnd the Lady Chelnafond Leazue Fund (incors
porating the Awwciation for the Prinisvon of Health Viators and
Matermity Supervivrr) wan entruated o the Rurean, Dr. Buth Young
being appointed the fint Inrector.  Thin amalgamatien wns of undoubled
advaniaze to the movement in India ¢ the Indinn Red Cross Society had
Loth funda and loeal machinery in its provineial and distriet branches,
wehilst the Dufferin Fund provided additional money and the nerviees of an
expert technical adviser,

Army child welfare work had by thiv time alw come into bring, the
limited income available, swhich was mainly derived from the Commander-
in-Chief’s fund for unforcsern espenditure, being administered by a
voluntary committee, Limited funds and the lnck of technien]l puidanee
handieapped progress and in 1991 the Army Child Welfare Committee
and the Maternity and Child Welfare Bureau agreed to amalgamate, The
Maternity and Child Welfare Bureau took over the technieal supervision
of the work, along with the income, from the Lady Dirdwood Iund for
Army Child Welfare and assumed a eertain degree of responsibility for
arms child welfare. Civil and army child welfare were fhus brought
under the control of a sinsle eentral office

The opening of the All-India Institute of Hygiene and Public Health
in Coleutta provided the opportunity for which these most intimately
concerned with maternity and child welfare had long been Iooking  The
C[uv! Medical Officer of the Women’s Medieal Serviee drew up and sub.
mitted to Government a scheme for a diploma in maternity and ehild
welfare. It was agreed that one of the six sections at the Institnte should
be devoted fo maternal-child health and the first diploma course was held
in 1933-31  From 1933 until 1937, the Dufferin Fund gave the free services
of u member of the Women’s Medical Service ns Professor of Maternity
and Child Welfare in the Institute, since when the Central Government
have resumed responsibility for filling that post.
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Two recent events bear testimony to the widespread concern felt m
respect of the continuing high maternal and infantile mortality rates in
this country.

Al the annual conference of Medieal Research Workers held in
Caleutta in December, 1935, a resolution was adopted which recommended
the cstablishment of an ad loc committec to advise on research into the
problems connceted with maternal mortality and morbidity. This com-
mittee met for the first time early in 1936 and, during the same year,
under the auspices of the Indian Rescarch Fund Associatiom, the first
of a scries of vestigations mto the incidence and eauses of maternal dent?s
way started in Calentta. A second investigation was later begun in
Bombay. The information yielded by these surveys may be expected to
provide data on which the planning of sound and effective preventive
schemes ean be based with some confidence.

The sccond event was the deciston made by the Central Advisory
Roard of Health nt its inaugural meeting to appoint an ad hoc committee
which should review the whole maternity and child walfare position in
Indiz and report to the Board The present report has been prepared in
accordance with that deeision.

Development in the Provinces.

2 The listory of the maternity and child welfare movement in the
provinees is more or less similar to that at headquarters. Isolated welfare
centres and dais’ training elasses were in the first instance started by
voluntary workers In some provinees, branches of the Victoria Memorial
Beholarshtips Fund and the Lnd_v'Chclmsford League Fund were later
established under provincinl committees and these have mostly followed
the example of headquarters and have joined forees with the provinciat
branches of the India ™= T o Srofets brinaine nifad control to bear

on all voluntary efTor : sihar and_ Orissa,
howerer, larze and their individoal
identity, whilst both I have remained

outside the seope of the Victoria )lemnr.inl Scholarships Fund  The former
Lins ammied consistently and with eonsidersble stecess at abolition of the
indigenous dai ; in the latter, the Lady Wilson Villape Dai Improvement
Fund takes the place of the Vietoria Memorial Scholarships Fund,

(a) Bombay—The maternity and child welfare movement in
Tombny Presidensy orzinated in Bombay city where the special problems
ereated by the reeruitment of labour for the coffon rml‘h‘ and lhr; inade-
quacy ol the housing of the workers 1o early ty the mlah!i:hmcn; of
maternity hospitals and homes  The firet maternite hote wie, opened in

1849 by thie Government of Bombay in the eom .

and otker hospitals and homes, bnilt frm f\:m‘:u‘fl. ‘I’f"f}"'l;s J. Hm!nul
ﬁu:nm'r- indisviduals, followed in rapid s o b ) hig by philsa-
bailt in 1556, was the first women’s and et s L A,
etafled exelusively by medical nomen. : ~ o ?

A lar ! e
., ® scale maternity sehome was - ’
Willingdon in 1911.12, the develommnt of

]l,‘ main !t‘.'lhlrl"l Thean homee 100 * age,
City Municipal Committee. '
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standing feature was the Hyderabad Dars’ Improvement Scheme sgaﬂl’d
by Miss Paggott m 1918. This was not only important as a great pioneer
eifoit, but 3t has influenced the development of maternity and chil
welfare 1n Smd down to the present day. At various times, too, a nuim
ber of small matermity homes were opened, but, as the driving force i
many nstances came Irom a single individual, most of these had only 8
trel existence

The Sind Provigeial Branch of the Indian Red Crow Socicty was
establisheq in 1921 and its frst maternity and child welfare activity was
the opening, mn 1924, of centres staffed by voluntary workers for the
tamalies of Indian troops in Karachi  The first eivil child welfare centre,
with a nurse i chaige, was opened in 1925 in Kiamari, an industrial
village four mmles from Karachi In 1926, Nawabshah distriet was pro-
vided with a touring nurse, whose duties were to educate the mothers in
regard to safe midwifery, to give lectures to dais and to attend midwifery
eases  This scheme achieved a certain degree of success and, later on.
three additional touring nurses were appomnted

A Provineal Organiser was appomted by the Sind Branch of the
Indian Red Cross Society in 1930 to supervise and develop work through.
out the province By this time, one welfare centre, tno maternity homes
and four touring murses, who conducted an averace of 10 cases each per
anmun, were bung maintained, The Society, ‘guided by the <uecews af
Miss Piggott’s Sclteme, decided to concentrate on the training of indi-
genous dais  Clasces for these women were staried at Nawabshah in eon.
nection with the maternity home and at Mirpur RKhas under a health
sisttor,  The wmost suceessiul scheme was that at Sukknr which, by 1937,
had developed into a residential institution known ns the Ladv Graham
Red Cross Dais Training School

(c) Modras—The history of the movement in Madras Presidency
differs from that in other provinces in that the stimulus has frequently
come from official sourees As early as 1875, Government orders were
jssued vequiting every loeal fund beard in the Presidency to employ a
midwife. trained under rules Iaid down by Government, fo teach natise
women f{indizenous dait). Tater orvders {1870.93) provided that o
midwife should be employed in all local fund dispensaries and hospitals
having women’s wards and that detached hut pasilions shotld be estab.
Tished for Iying-in easrs  The response of the dnic to this pravision for
their training was meagre and the profession has consequently passed
Tarpely into the bands of a non-indizenaus class of women Thesr and
suheequent Government onders hept Ineal bo,

ither dies shve to theic res i-
tilitiea and paved the woy for Iater developments ¢ fhele responsi

.. The Madras Corporatinn made efforts to intro 2
siciting in the city in 199 whereby advies on lI—uglllltclxe fnng{‘t:tr:m\:){ﬂ{llng
asvaifable to the mother in her Lome, bust the scheme proved of little value.
A more mmr_!vhlhrn‘n'c maternity and child welfare serviee was imm"u:
rated in 1917 with o mediral waoman in charze and four midsives to

aesiet with eonfinecents T, i
Eaaat gatneends iﬁwrnf;\g:li centre was opened in 1918. The

taeles centres rach in charee of am

wiitore md midwhe e o0 mrrd]m‘l woman and staffed hy health

e has made such progress that it
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is now possible for the staff to restrict attendance at labour mainly to
¢ booked ' eases. The Corporation spends s, 1,682,510 annually en its
maternity and child welfare serviees

Voluntary work in the maternity and child welfare field started in
1918 when the Madras Prosidency Health Association was formed.
Shortly afterwards, the Association was dissolved, its  petivities  being
taken over by the Madras Ilealth Propaganda Board and the Madras
I'residency Maternity and Child Welfare Association, The latter Asso-
cintion under the leaderhip of Lady Willingdon encouraged v}m[n:.nl
contmittees to open centres in charge of midwives and nurses. Financial
assistanee was given by the Awociation, but the mainstay was the local
voluntary worker.

In 1922, the Secretary to the Government of Madras convened a con-
ference which was attended by the Direetor of Public Health, the Health
Oicer and the Superintendent of the maternity and child welfare scheme
of Madras city and representatives of various institutions and societies
coneerned with work amongst women and children. The conference re-
commended the training of health \isitors at the Corporation welfare
centres, this to be in charge of the medieal superintendent of the Corpora-
tion centres  Tlie first course was organised by the Maternity and Child
Welfare Associntion in 1922 and classes were continued on similar lines
until 1929, As the students completed their training they were absorbed
jnto the municipal scheme ; at that time, there was no demand from the
niofussil for health visitors

From 1929-30. a health schionl was run by the Maternity and Child
Welfare Ascociation, but in 1930-31 it was closed for lack of a competent
stafl. A specinl division of the Provincial Braneh of the Tndian Red
Cross Society, into wlich the Maternity and Child Welfare Association
had been incorporated, took over the School in 1931 and continued to main-
tain it until March, 1938, when it was felt that the time had come for
Government to asssume responsibility for the training of health visitors.
A training class under Government auspices was actually formed during
the same year. With the closing of the Red Cross Ilealth School and the
handing over to the Corporation of the model centre, the Society severed
its connection with maternity and child welfare in the eity. The voluntary
funds thus liberated are being used to promote the training of Nursery
Bebool teachers.

The Health Propaganda Board has done invaluable work by pro-
moting conferences on maternity and child welfare and the school medieal
services, thus broadeasting information and broadening the ontlook of
21l concerned with the health of the mother and her children The Board
receives a Government grant.in-aid.

In 19823, the Director of Public Health drew up a memorandum oun
maternity and child welfare which Government circulated to all local
‘bodies urping them to make more use of their powers to provide for the
‘benith of mothers and children. The last paragraph of the Government
wrder reads ¢

““ The Government trust that local bodies as the responsible eus-
todians of the public health of the areas within their respective
Jurisdictions, will lose no time in formulating and carrying into
effect practical mensures on the lines set forth in the memo-
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randuwm appended to this order All local bodies are requested
to report through the Director of Public Health not later than
the J1st December. 1923, the action taken by them on this
order. The Director of Public Health 1s requested to bring to
the special notice of the Government any instances in which I
considers that the action taken by a local body 1s not ade-
quate.”’

The local authorities took little or no action to implement the recon-
mendations made in the memorandum until more direct and more eon-
tinuous pressure was brought to bear on them by the creation of a maternity
and <uld welfare department n the office of tire Director of Public Ilealth
and the appomtment of & woman Assistant to the Director of Public Yealth
for matermity and ehild welfare in 1931.

(d) Punjab —Dr Agnes Scott was the first to hold the appointment
of woman assistant to the Inspector General of Civil Hospitals, a post ereat-
ed by the Punjab Government n 1917, The first result of this appointment
was the orgamsation of a Central Midwives Board , the development of
matermity ana clild welfare work was then taken up  As it was feit that
the needs of the province would best be secured by the estahlishment of a
rchool for the trammng of health visitors, in 1920 the services of ftwo
English liealth visitors were obtained for work in Laliore. In the <ame
year, a centre was opened in Simla and placed m charge of a Delhi-tiained
health visitor A provmeial branch of the Lady Chelmsford League for
Maternity and Child Welfare was constituted 1n 1922 and during the same
year, aided by a grant from Gov ernment, the Punjab Health Selionl was
opened m Lahore. In 1923, the provincial branch undertook an active
propaganda tampaign in order to extend its work and decided not enly
that all centres must be inspected but that none should be  eligible for
finaneial assistance nnless the Comntittee were <atistied with st work: and
with the accommodation provided for the woman in charge, The work
of organisation and supervision was entrusted to the Prinapal of the
Tlealth Scbool and, by 19:24, five welfare contres had bren opened

The first two courses of training for hralth visitors were held in
Tinglish, but as the applications for admision were few in number, the
Committer deended to aceept vernacular <tudents for the third course held
in 192 The responce being po better, this experimen: was  not
repeated,

In 1925, the Direetor of Public Health drew the attention of the Lady
Chetmvford Leazne Committee to the fact that the League's funds wore
almost entirely spent on the Health School and asked that consideration
mizht be zaen to the propesal that the Sehool be taken over hy Governs
ment, so thag the artivities of the Leazue might he eoneentrated on the pro-
vioticn of infart welfare contres in the districts A o result, the Health
Selaal hee ame a Gavernment institution in 1997, beme planc;l under the
contro} n: s17 Direetar of Public Health The (;n\'or;vnnm thus (w:".xme
camtitiad to the encouromrient of culd welfare work and the nest <tep

was to give eretsin aul to Joeal soheme Thi i
e eroes Joed ~ his wax 225
wm of B 22690 nas cans tiavad, e done in 1023 when 2

The Jishilitins of the provineial b

Yaving ront 1ahen mmer o ncial | ranch of the Lady Chelmsford Leagne

ent, the Lieague was dissolyed in 1929.



TThe distriet branelies of the league were, however, amalgamated in 1991
with the branches of the Indian Red Cross Society and control of the
centres was transferred to the latter organication.

The cconomite depresaon of 1930 nearly resulted in the closure of the
Health Sehiool, but tlus deersion was resemded m response to & striking
demand from the Legistatne Counail and the general public.  Althouglh
expeuditore was drastrcally cut and grants-in-and were redueed, the number
of centres has nevertheless continued to nerease slowly but steadily.

Dais’ trameg classes, mded by grants from the Vietorin Memorial
Scholurships Fund, were held at all eentres and, by 1930, the numbers pre.
pared for the Indizenous Das® Certifieate of the Punjali Central Midwives
Board had become so Inrge that the Government ordered the examinations
to be conducted by the Public llealth Department. Dais' Lxamination
Boards were establislied i each district, examinations being conducted by
the I'rineipal of the Health School dumng her inspection tours. An
Assstant fispectress of Welfare Centres, under the control of the Director
of Public Ilealth, was appointed in 1936,

By 1937, 89 welfare centres and a large number of subsidiary centres
were at work

(¢) N-W. F Provincc.—Maternity and child welfare work began in
the N.-W F Drovinee 1n 1923 as a result of propaganda initiated by the
Liady Chelunsford League. In that year a woman sub-assisfant surgeon was
appointed for domicihary midwifery by the Peshawar municipal committeo
and a welfare centre in charge of o health visitor was epened under volun.
tary auspices in Dera Ismail Khan,

A dars’ training class was started in the Dera Tsmail Khan centre and
30 women eventunlly passed the Punjab Central Midwives Board examina-
tion  Yrom this class developed the Lady Bolton Dais* Training School
which was opened in 1926, The dais live in the School for nine months
and receive traming in indoor midwifery and pre-natal work at the muni-
cipal Zenana Iospital and in onutdoor midwifery under the health visitor.
By 1929, ]l the disicicts and many of the Apencies were co-operating in
the “ better midwifery ’* scheme by sending dais for training  After the
course, the dais return to their districts where they are attached to the
small civil liospitals and dispensaries,

In 1936, the health centre and the dais’ training school were taken
over by Government and the period of training was extended to inelve
months. In the same year, a second Government training centre was
opened in Peshawar and placed in charge of an experienced midwife, whilst
in Kohat, in 1937, a health visitor was appointed by a voluntary committes
and a training class was started for local dais,

Tmpetos has been given to this scheme by payment of Government
subsidies to trained dais working in rural areas The Superintendent of
the School tours the province to select dais suitable for training and to
supervice the work of the trained women. During more recent yeais viany
applications for admission to the training schools have been received from
better cducated women.

(1) United Provinces—The maternity and child welfare movement
bezan in 1923 under the auspices of the Lady Chelmsford League, the first
centre l)eing opened in Bareilly and the second in Allahabad, which became
a training centre for midwives. By 1926, the number of centres in exist-



ence totalled 26. In 1928, the training centre was transferred to Luclnow,
where a health school was opened for the training of health visitors.
Because of lack of funds and the difficulty of findimg employment for the
health visitors, the health school was abolished in 1932,

Amalgamation of the Lady Chelinsford League with the Indian Red
Cross Soctety took place in 1931. By 1933, there existed at least ene cenire
ot the headquarters of each of the 48 districts mn the provinee and, in zddi-
tion, 114 rural and 61 other urban centres had been opened, making a total
of 223, At the present date, 293 maternity centres are at work, some of
these bemng situated in remote hill tracts, where no skilled help other than
that g1ven by the assistant mudwife 1s available  In contradistinetion, cinld
welfare centres number only 18, the development of this work bang
hampered Dy the dearth of trained health vistors  Considerable swist~
ance has been given to the work throughout the provinee by loeal zow-
mittees of women voluntary workers,

In the imtwal stages, funds were small, but in 1926, the Governmment
gave o grant of Rs. 50,000 and for the last four years the annual Govern-
ment grant has been Rs. 1,22,600  The total expenditure mn 1937 amounted
to Rs, 2,564,718, this includimg 2 grant from the Indian Red Cross Socicty,
Jocal contizbutions and fees ’

The traimng of indigenous dais has been carried out under the
Victeria Memorial Seholarships Fond, the women being still parl  two
annas for each leeture they attend and four annas for every maternity ease
reported 1n time to permut of 1ts superviston by the health wviitor Ip
some distriets, prants from the Siher Jubilee Fund have been set astle for
the training of these dais and m the neai future it s Ioped that the dars
trained at welfare centres will be attached to Dufferin Hospitals for g few
menths,

The trajimng of assistant midwives continues, about 25 women per
annuin being miven anstruction with fairly suceessful results.

In 31835, a grant of one lakh was received from the Silv o
for the consiruction in Lucknow of a lealth school for‘(!‘;gl:::‘;lx(;xcu{ ux'zfé
health visators, midwives and dais.  Varwous diffienlties having been og\cr.

come, building operations are now in progress ®
(g) Biar and Onsse—As in other party of g
chitl welfare work has been an imporlnmpdevolofpx}n?‘n];nbim:::(:?g"il-::;d
ul(holugh, 6;7 fnr,“most of th]e 1!11_0‘1\1“(-1 are still confined to district hoad-
uarters where the personal efforts of oflici ] 2
?lrled the Tuapetas, P f oflicials and therr wives have pro.
It was enly in 1923, ten years after th ati V)
the first move was made. In that year, u(;‘c:;;:h:‘xlx‘;fc('i:; ‘l’ll:zulmc’ thot
General of Civil Hospitals, the Provineial Government started s
nity acheme in Patna, the staff consisting of a maternity s ,,.n.n mn!v:;i
six midwives  Tach midwile wa gisen a defined area in l‘ h o
and she attended all normal labour eases, @ in whieh to wark
TLis sleme, howere k i
of infants at d. w195 ;".m'll:l]“l{:l&:n_d_o‘\nlh ‘tihn care and protection
Chill Welfare Fund ™ which bemns crorp Jaied 0 The Bihar and Orisa
fare centrrs in Cnlrxrlyc"]x o ":Fm', vork by maintaining two child wel.
. . "h and in Patna and by kolding ** baby IS
in 1~ more dmpertant fowns  Centres at Cuttark nR * baby weeks
;)-;-'r.rd[ i:x the folloninz year. These four cc;!r'::;ftx‘z,rx“clt'h'gvm‘ e
ully, but, in orde art Toned  suec
y, but, t to promote the extension of wellare actisities ol utﬁ
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the provinee, in 1928 the *‘ Bihar and Orissn Maternity and Child Wel-
fare Socrety ° was established, the existing Fund being menged into the.
new Soctety. The income of the Socicty is derived from four Trust sumds,
from intercst on imvestments and from annual Government grants und s
spent in making grauts-in-aid to welfare centres established throughout
the provinee 1y 1937, a total of cight centres were at w ork in Bihar ul,d
two others in Orisa and it is hoped shortly to have at least one centre in
each distriet headquarters and in the more important towns. Lach centre
is controlled by a local committee working umder the guidance and super-
visior of the Provincial Seciety and is maintained partly by the Society *s
funds and partly by local subseriptions and donations

Every centre is stafled by a health visitor, asssted by a midwife, und
15 vistted regnlarly by the Ioeal woman doctor.  Pre-natat work is one of
the mest unportant parts of the work,  Classes for dais are held o sooue
of the centres

On the scparation of Orissa, the centres situated in that provinee were
taken over by a new Society, which has minee been formed.

(h) Central Provinces—~The beginnings of maternity and child wel-
fare vork 1 the Central Provinces and Berar wps Jaid by Dr. Ajnes
Henderson of the Scottsshi Mission Society who was n pionecr in the canse
of providing relief to Indian women in this provinee. More than 23 years
ugo, she realised the importance of training the indigenous daf and started
a troming class at lier own expense.  When the Vietoria Memorial Dai
Training Fund was established, this scheme recerved an annnal grant trow
this Jund.

In 1920, Dr. MaceNair, alo of the Scottish Mission Society, with the
help of the Ddeputy Commussioner of Nagpur formed a committee of wome
of the lending citizens of Nagpur and colleeted donations for maternity
and chld welfare work among the poorer classes in Nagpur eity, No wel-
fare centre was established, but a midwife was employed to do home visit-
g The following year this committee obtained a grant from Govern.
ment for the salary of a woman doctor for one year and a welfare centre
was started. At the end of the ycar the committee felt that this work ought
to be taken up by the municipality and this was Iater accomplished. The
munteipality placed the child welfare work under its health department,
Government paying half the cost up to a maximum of Rs, 5,400 per annum,
Two health tisitors one from the Poona Seva Sadan and one from Delbi
were employed to run the centres, but welfare work up to this time was
confined to Nagpur city.

In 1926, the Indian Red Cross Socicty decided to organise maternity
and child welfare work for the province and a special committee, desig-
nated the Provinctal Welfare Committee, was placed in charge. Shortly
afterwards a six months’ course for training health visitors was drawn up
and conducted under the aegis of the Red Cross Society. A hostel for the
candidates, who received a stipend of Rs. 20 per mensem, and a_ heaith
centre for traming in practieal work, were Gpened eclose to the Robertson
Medical School, Nagpur. The lectures were delivered by the doctors from

the Dufferm and the Mure Memorial Hospitals and by private medical
practitioners. -

A scheme to open welfare centres in every district of the province was
fnrngulated and pr done by enlisting the support of distriet
offivials and prominent non-officials who were interested in the work.
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Centres vere started by leral committeey who bore half the eost of «quip-
ment andd uontenanee from funds colteeted by them nnd from 2ronts gnen
by Joral antlonitics, the remaining half Leinz borne by the prosimual
Welfare Comnnttee

The funds of the provineisl Welfard Committee  comprived grants
frors the Jled Cross Soaety and from Government The Imter bas fu--
tuated between Re 00 in 1925-30 and R 10,000 in 1831, the prosnt
Governnang grant heing I, 32,000, .

It was soon felt that the tramng for health visitors was not  oati -
factory. In 1925, the Red Cross trammn elass way elosed down and the
Nn'.:yn'xr Health Sehenl for tramning l.u.\l(h Aisttars way started by Govern.
ment, A woman «Joctnr \\m'x experience of maternity and child welfare
work was rppointed as Superintendent,

& Nurwery School for toddlers desizued to werve s o mode] for the
provinee was opened i 1923 and most of the health centres were organised
te do dafs’ traming on a compreliensive seale and pre-natal \\Qrk \vhgrc
it was possible to get the Lelp of a lady doetar, Al:lcr a promising begin-
mng, progress was checked by the financal depression of 1931 s Goyern.
ment was conipelled to reduce its grant By effecting economies in \arrons
directions and reducing the pay of ('hc kealth visitors, welfare work in the
provinee fias not only been mainfained but has been expanded Tise
previous theee grades of welfare centres were abolished and all put on
the samy level  Sinee 1926, when the number of centres totalled 23, il
of whieh were in urban areas, activities have been greatly expanded, so
that by 1935 as many 2s 61 urban and 20 rural centres were in existence.

(i) Asam—Red Cross work bezan in 1921, but welfare work unlder
the Lody Chielmsford League was eonducted separately until 1932, The
funds of the League bemng small, such work as was done between theso
dates was finaneed by the Red Crosy.

A welfare centre was opened in 1927 in Shillong ; later on, centres
were institated in Jorhat, Nowgony and Sylhet

The tralung of dais has been spasmodieally carried on at the Berry
White Hosputal at Dibrugarh, but more serious efforts were made
Silebar aud Sylhet.

As regards midwives and nurses, a number of eandidates holding
scholuships have hicen given training at Delhi and Caleutta. In respeet
of the training of health visitors, a few have been trained at Delbi and
Calcntta, bug since 1937 two health visitors are being trained annuaily
in the Bengal Health School,

{i} Bengal—Although the Caleutta Corporation started maternity
and child welfare work in 1909, this was of a rudimentary type and it
was nit until 191G that the real foundation of maternity and child weltare
scrviees was truly laid. During this year the Caleutta borpomﬁon opened
two waternity units, eagl).in ‘ch.'lrge of a woman sub-assistant  surreon
desigrated os a health vivitor® These eentres twore, however, intended for
domiediary midwifery. Additional maternity

units were opened by the
Corporation and by 1830 there were seven such units in exis!r;neo. !

With the formation of thé Red Cross Society j; i !

v S ¥ in 1921 a child welf;
committee was formed and the Soeiety gave finaneial aﬂsisﬂt'anéle l“(;e’ l“‘:‘t!)
dlinies, viz,, the St John Ambulance Baby Clinic and the National Indian
Association {Ladies Branch). In the sams year a Maternity and Child
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Welare Trust was established at Dacea and a maternity centre at Asansol,
whilst the I’rovineial Branch of the Indinn Red Cross Society also beljped
the Darisal distriet soctety in the supply of dry milk and, during the fol.
lowing year, opened a child welfare centre an north Caleutta with the help
of a orant from the Corporation, which was seeured by the representative
of the Indian Red Cross Society on the Mumeipal Commuttee. In 1923,
the Calentta Corporation established the first of s four municipal mater-
nity homes  The Caleutta Baby Week Ansocintion, which was founded in
914, also made n small grant for district matermty work.

Whilst the Provineial Branch of the Indian Red Crost Society had
depended mamly on soluntary workers for its welfare schemes, the need
for better tramed staff had constantly been realised and in 1925 a Health
Sehwol for the trmnme of health viatars was estabilished in Caleutta by the
Soctety  The nurses working in the existing clinies attended the School,
but at the same time continued to perform their usual duties, so that the
first tramned health visitors were not available until 1926 The Health
Sechool was closed down in 1934 for various reasons,

Previous to 1930, the Asancal Mines Board of ITealth hiad maintained
three midwives whose mamn duty was to train and supervise the work of
dms  In that year, an extensive scheme was prepared and in 1936 the
Mmes Board sanctioned matermuty centres for their two principal areay,
viz, Asansol and Ramgan), and now employ a male medieal officer wnd
several health visitors.

In 1933, & model child welfare centre was organized by the Professor
of Maternity and Child Welfure at the All-India Institute of Hygiene and
Pubiie Health  This clinie serves as a training centre for medical women
attending the course for the Ihiploma in Maternity and Cinld Welfare snd,
later, refresher courses for health visitors have been arranged. Some of
these health visitors were employed by the Provincial Braneh of the Indian
Red Cross Society and placed i charge of centres with o defined ares
having a radius of about two miles. This centre which had previousty
been financed from voluntary funds was taken over by the Central Gov-
ernment 1n 1937. The eclinic at Darjecling opened in 1924 was reorza-
mised ; a health visiting section was added and a woman health visitor und
two gualified midwives were appointed.

The Bengal Health School, which Lad been closed in 1934, wwas re-
modelled and opened in 1937 ns¢ the Sic John Andcrson Health School.
The course for the training of health visitors has now been extended from
one year to 18 months and the rules for its control are under the considera-
tion of Government in order that recognition should be given to it by the
Bengal Nursing Council. The clinie at Kanrapukur was established during
1938 for the purpose of giving practical training to candidates from the
School in rural work

Durmng the last few years a considerable number of welfare clinies have
been opened by different societies and bodies, including the Indian Red
Cross Society. During the present year a Nursery School was instituted
by the Servants of Humanity Society.

Fre #hin oof_at - 11d welfare
‘ voluntary
. Branch of -
tie lwed Uross Soclety,

L2PHC
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CHAPTER 1L

ADMINISTRATION, ORGANISATION AND SUPERVISION~
OFFICIAL AND NON.OFFICIAL.

Organization at the Centre

s
1 ‘The preseng posttion a4 that maternity and child welfare worh l!{

Tud w as st dargedy an the bands of voluntary organiations  The Ay

ceattal body workang on an all India basis s the Maternity and Cinld
Welfure Burean of the Indian Ted Ceows Seerty The policy of the Buread
iy ditermined by nocommittee represcutatne of the medieal and public
heaith departinents of the Gevernment of India, army medieal and n"l'
phauntrative departments, voluntary orginisations sngaged n w«-inl.\mm‘
the mr e profeston and proate wdnidoals satcrested and c-tpv'rn-ngtd
m ~ctal selfare  The Director of the Borean 3 o tedieal woman with
techineal hnowledge of both the chnieal and administrative aspects of wele
farc work

The annual meome of the Rurcan amounts approxumately to Ke, 1,30,000
and 1v mamnly derived from the imsested capatal of the Vietoriz Memorial
Seholarstips Fuml, the Lady Chelmsford League, grants from the Indan
Red Cross Soctety anid from Army Headguarters and an annual Govern-
ment grant of Rs, 6,000 for the Liady Reading Health Sehool  The income
from the Victoria Memorial  Scholarslips  Fund whick amounts to
approximately Rs 40,000 1s atmost wholly distrilnited in the form of grants-
in-aid to teaiming schemes for indigenous dais and other women who will
subscquently take up midwifers practice in the <maller touns and yillages.
Approximatels Re 26 040 per annum 1~ spent on the promotion of schemes
for the welfure ot the families of troops A considerable proportion of
the remaining balance is expended on grants to schools fer the training of
health visitors, nursery school teachers and nursery nurses  Two scholar-
ships are also provided, tepable nt the All-Indin Institute of IHygiene
and Publie Health by medical women graduates taking the course for the
diploma in Maternity and Child Welfare Apart from expenditure on
the training of public health workers, ecrtain grants-in-aid of maternity
and chld wellare schemes and the production of a variety of propazanda
material, the main function of the Dureau is to act as o central office in
respect of all matters connected with the well-being of the mother and her
children. It endeavonrs to colleet and record information about the work
throughout India, to keep in toueh with what is taking place in other
countries and to co-ordinate and standardise the maternity and child wel-
fare activities of provincial branches of the Indian Red Cross Society.
This 15 done by means of personal visits made by the Director, by corres-
pondenee and by promotmng conferences and health weeks In short, the
Burean attempts to carry out in the voluutary field the work which is per.
formed in England by the Matermty and Child Welfare Department of
the Ministry of Yealth. Tle extent to which the Burcau can influence
the trend of maternity and clild welfare is of course limited by the voluns
tary nature of the organisation. Advice js willingly given when asked for
\éytpu;ﬂl.c health departments or by voluntary organisations and workers,
ut advice cannot be offered nor can cireulars drawing attention to re-
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cent advanees be sent out unless invitations to do so are received. The
existing relationship between the Buteau and the bhodies undertaking
materntty and eld welfare in the provinees j« indicated in the following
paragraphs which alewo give deseriptions of the different provineint organi-
sations.

Organisation in the Provinces.

2. Madrar.—(a) Government—Madras Presidency enjoys  the  dise
tinetion of Leing the only Provinee vwhere a medieal woman holds an offi-
@l appointment as Assistant Director of Matermiy and Child Wellare in
the oftice of the Duector of Publiec Health, Lixeept for this oflicer’s
salary, 1o other patt of the provincinl public Tiealth budiget 15 earmarked
for maternity and child welfare work, Under an order of the Madras
Government, all loeal authorities proposing to allot funds for maternity
ad el welfare are required to eonsult the publie health department
in regard to their schemes, Government orders regulating the conditions
of service and the quabifieations of the stafl appowmnted to those matermty
and child welfare schemes which recene affietal grants have been sued.
Standard record forms have also been mtrodueed and standard plans are
mailable, these having been prepared by the Architeet and Samtary Bn.
gweer to Government in consultation with the Director of Pubhe Health

The Director of Public Health, Madras, has remarked that ‘* with
regard to work under Government and local bodies, it has been found by
expenience that dual control, which resulted when executive powers were
Jointly entrusted to both local badies and voluntary associations, created
many admimistratine difficulties, cnused frequently  disloeation of work
and serious indisipline n the ranks and resentment on the part of local
bodiea At a eonference held in 1931 between the Surgeon General and
the Director of I"ublic Health and the authorities of the Indinn Red Cross
Bociety, 1t was agreed that the orgmusation, direction and supervision of
work under the Jocal bodies should be left tu the Ducetor of Pablie Health
In G 0. No, 2514.P.11, dated 29th October 1931, the Uovernment have
accordingly directed that the inspection and control of work under loeal
bodies should he left to the Director of Public Ilealth The Director of
Public Health has, however, stipulated that wlulst he would be glad to
receise the suggestions of voluntary workers, as regards work carrted out
by local bodies, the representatives of voluntary associations should not
malke recommendations and suggestions direetly either to local hodies or
to their officers in the field but only to him (Dircctor of Publie Ilealth),
This safeguard i3 necessary in order to prevent <lashing and overlapping,
This policy has been accepted by local bodies whose allotments for matermty
and child welfare work have inereased from Rs, 1,253,781 in 1931 to
R, 2,440,961 in 1937, As stated above, the work under them has also pro.
ceeded on more satisfactory lines.”,

{b) Voluntary.—~The Madras Provincial Branch of the Indian Red
Cross Society includes maternity and child welfare work in its programme,
The composition of the maternity and ehild welfare sub-committee of the
Provincial Braneh corresponds eloscly to that of the Maternity and Clild
Welfare Bureau, Indien Red Cross Society, and the advice of the Director
of Public Health and his woman Assistant Director are thus secured. The
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ment of Inspectress of health eentres and I'rincipal of the health school
since 1927 ; a sccond Assstant Inspeetress was appomted in 1936, The
former acts virtually as an asssstant for naternity and child welfare to the
Directer of PPublic Health

The two women who have held the post of orgamser of maternity and
child welfare work since its establishment i 1927 have done admirable
work, both by arousing imterest in the opentng of welfare centres, and
Iater. by securing the employment of tratned health visitors and midwives,

Tlhe Punjab provides an annual grant of Rs, 53,800 for maternity
and child welfare in its public health budget. Qut of this sum, Rs. 23,000
s distributed in the form of grants-in-aid to centres, whether managed by
voluntary or official bodhes, provided the public health department js satis-
fied with the standards of work and the qualifications of the stafl. The
balanee of Its 28,800 is expended by the public health department in the
maintenance of the training sehool for health visitors and on the salaries
and allowances of the staff attached to headquarters.

{b) Toluntary—The Provincial Branch of the Indian Red Cross
Society spends approxmmately Rs 10,000 cach year on maternity and child
welfare  The Orgamsing Seerctary of the Branch is a layman but techni-
cal advice 13 obtained from the Inspeetress of health centres who also
inspects the Red Cross <hild welfare eentres

(¢) Local Orgamsations —Local Bodies and Voluntary —Municipal
and district boards m the Punjab spend Rs 72,972 and Rs. 33,008 respee-
tively per annum on welfare centres, whilst district branches of the Indian
Red Cross Soctety spend Ry 25000 to Rs 30,000 per annum on maternity
and child welfare work Welfare centres now total 88 Thirty-six of
these are run by munteipal boards and local bodies, 13 by voluntary asso-
ciations, 34 by the combined cfforts of local bodies and voluntary organi.
sations and one 1n association with the Goiernment health school. In
addition, the N.W Railway has four centres of its own Officials are
ordinarily represented on local committees, the Deputy Commissioner, in
many cases, being president and the district medical officer of health
being the seeretary  The Direetor of ’ublic Health is not only regularly
asked for advice regarding the work, Imt he is required to approve of a
health visitor’s qualifications before she can be appointed to a centre,
Morcover, Government will not give a grant, until the work of the centre
has been approved by the Director of Public Health

4. The United Provinces—(a) Government and Voluntary —The
United Provinces Government provides Rs. 1,22,600 in its public health
budget for maternity and ehild welfare, but the whole of this grant is
handed over to the United Provinces Branch of the Indian Red Crosy
Society In addition, the Provineial Branch of the Red Cross Society
expends Rs 24,656 annually on welfare work A medieal woman acts ag
Director of the Maternity and Child Welfare Section of the Red Cross
Society and works under the direct control of the Director of Public Iealth,
who is Vice-Chairman of that Society.

However expedient this method may have been in the past, when
puthe health departments were neither sufficiently developed nor suit-
ably staffed, it would seem to be open to argument whether the policy of
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- enelety, ineia] organiation of matere
i 2z, to o awluatary cacivty, the provineal osv T
:x:(‘;r:l\v\:l‘ c’lnl:l welfure and e administration of Governinent grants m-aid

should be contmutd

3 cal Rodies and Veolunteryy—In the dl\lnclf, \\t‘l!nn- \fnrk is

nmh(xlcl)n]"ll':\l' ln.]u district branehies of qu- lj\dmu Red (.rux(q} .Sr.c(n-t_\; t‘l;]o:;
: tal ex! ~cmiuun- amounting to I 1,15,097 per annum.  Grants are 5
e 1 X municipalitiey and loeal beards, smnce these bodies, as a mie, do
L -” Jne B, mr"llr whemes,  Luonder to secitre all possible eo-operation,
A (l,:'.[,;'m:(n q:x(l Sliseion hospital authoritics are juvited to breone mem-
{I\L nl; !‘hr(' h;ml (“unmll"(‘('\ sn order that they may actively awsist in the
gyx(;p(vr\'iqmn of the welfare work ju their areas

5. Bombay.—(a) Gavernment and Voluntary —Maternity and cbild
welfare work is nat organised by the official public health dopartmc'nt.
The Government liss given grants to the liumh:\y l‘rvgdmc.\- Infant Wel-
fure Society of Rs. 1.000 durmg 1935, 1936 nnd 1037 for the Health
Visttors® Institute,

The expenditure dunmng 1916 of the Bombay P'residency Infant \\"c}-
fare Socicty was s, 1,21,791 and that of the Bombay l{of}liﬁll Maternity,
Chitd Welfare and Health Couneit was Rs 19,816— making o total of
Te 141,628, Lach orgamisation mmfitans its own health wehool,

(b) Local Bodics and Voluntary —Mumeipalities are stated to spend
as much as B> 87,652 per annum on maternity homes whilst the expendi-
ture of the district branches of the Bombay Mofussil Counerl on similar
homes amottnts fo Re, 63 226 per annum, The centres maintamed by the
Mofussil Council are ordinarily inspeeted by a medical man who works in
ar honorary capacity, but offiiers of the medical and publie health depart-
ments also make inspections,

6 Dikar—(8) Qovernment and TVoluntary —Maternity and child
wwelfare work in this province 15 orgamsed by a combination of the meiheal
department and the provinaial Matermty and Child Welfare Socicty.
The Inspector General of Civil Hospitals 1s the Honorary Secretary of the
Society and the Director of Public Ilealth is one of the members

(2) Local Bodies and Voluntary~In the mofussil areas, the Socioty
works through distriet committees, the eivil surgenn of the distriet being
member in each case. ©

7. Bengal.—(a) GQoternment~—The Director of Publ
that the Bengal public health department has not so ‘f‘:’l;c 12:;:‘1%\05‘:?:!?
maternity or chud welfare serviee and has only taken an mdireet interest
in s development. The nctivity of the department has been couﬁne(i to
(a) tbe giving of grants for training of dars to loeal boards and munici-
palities and to certain voluntary organisations sneh as the Be‘n"al Health
Welfare Committee of the Provineinl Dranch of the Indinn i‘wd Cross
Socety, _the Dacea Mutc'rx.n!y Trust and the Sarojnalm, Dutt Memorial
- Associntion , (1) the giving of a grant to the DBengal Health Weltare
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Commttee for extubntion and propaganda in connection with maternity
and child welfare work ; and (¢) propaganda work in the province through
two cinera parties which tour through the proviuce.  For these last, provi-
sion to the extent of Rs 18,000 15 made 1w the budget of the Director of
Public Ilealth,

W) Voluntary.—in 1936, the work of the provincial branch of the
Indian Red Cross Soeiety was re-orgamsed and a commiltee called the Bengal
Health Welfare Committee, under the chmrmanslip  of the Director of
Public Health, was formed to co-ordinate the work of various sub-committees
appomted to adminsster the Caleutta <hild welfare centres, the Sir John
Anderson Ilealth School and the distriet centres, The honorary secrctary
of the two former commttees 1s a medical woman and it is hoped that
she will later also be able to tour the provinee and advise on the work of
the mofusst! centres The provinaial branch of the Red Crosw  Society
spends Rs. 36,157 per annum on matermity and child welfare work, this in-
cluding the mantenance of the above health school,

Meantime, efforts are being made to affiliate all eentres in the Presi-
dency to the provineial branch of the Indian led Cross Society, not so
muck beeanse 1t is felt that they need guidance, but beeause it will further
the collection of data on the existing provision and because the annual
reports and oceasional presence of a distriet representative at the Com-
mittee will be a stimulus to the Committee,

The Distriet Maternity and Child Welfare Committee was constituted
m 1937 and indudes representative members from cach centre in addition
to technical experts,

(¢) Local Bodies and Voluntary.—It hias been reported that 22 muni-
cipal boards and local bodies have organised their own maternity and child
welfare schiemes, but no further information 1s available beyond that rauni-
cipal expenditure on this work totals Rs. 42,516, wlilst that of district
boards amounts to Rs. 7,195 per annum. Eleven mofussil centres are affi
liated to the Indian Red Cross Society,

8, The Central Provinces—(a) Government and Voluntary.~—The
situation 1n the Central Provinces 13 similar to that in the United Provinces.
The Government grant of Rs. 32,500 is made over in tofo to the provineial
branch of the Indian Red Cross Society and in addition the Government
provides Rs 7,994 per annum for the maintenance of the heaith sehool.
Maternity and child welfare work is organised by a welfare committee of
the provincial Red Cross Society, whose members include the Inspector
General of Civil Hospitals and the Director of Public Health. The hono-
rary seeretary of the committee is the superintendent of the health school.
The superintendent who is a medical graduate, but who possesses no publie
Tiealth qualification, is not only expected to take charge of the tramning of
pupil health visitors but is for all practical purposes in executive control
of all welfare works in the province. It is obvious that, if the superintendent
does justice to health sehool work, she eannot effectively supervise the orga-
nisation and development of mofussil welfare centres and, vice versa, during
her tours of inspection, the traming of the pupil health visitors suffers It
1; d\i(jmm to believe that one woman can in practice fulfil both of these

unctions.




i nd Veluntary.—In his reply to the questionnaire

(!-‘) ?'"ra!,flll’:‘lll;fl’iraIi{vﬂlh states that ¢ hranches are organised and

the lhrr(‘!u)r. ither (1) the District Bed Croes (Tnvmn'm.mw or (n) local
eontrolled by \”k'm: independently,  Mumeipal and Notified Area Com.
comumitlecs wer ~I1M‘- represonted on the loeal welfare commitiecs and are
mitees afe my‘{‘.r{h antributers tonards the running expenses of the infant
nsually the ehic ; 5o caw, 12 Sazpur and Jubbulpore, the local wel-
welfare contres, c'(‘)mpn\ml entirely of municipal members  There are no
fare .nmmmﬁ(l:” administermg any swelfare centres, but officials are

officinl commi oy | o erntres, but lffeials oo
i 3 ted on such committees  and :
directly rrpresenttc

ships !
vyarious achivities

. . . "

g diture of municipahitics on maternity and ehild welfare worl
in sln[l‘lr‘fl :’:‘p:::\lulum tn Ry 13,012 per ananm and that of loeal hoards to
Rs. H00 per annum.

=% tees contucnneted he the Inspectar General of Civil Hospitals,

JO .. Publie Health, the Superintendent of the
B . Ct ‘dieal ofticers of health Welfare work in
. e - he ditcet charge of the medical officers of

heatttt 3 i1 Alulavly, st ey s« » 316 Snperusion of !]n.s local mm!ica) officer
n{\honlth Tn many areas, assistant rurgeons and assistant medieal ogl‘m-n
of the medical departmeny are made members of the local welfare committees
and in such cases they take an active part in the conduet and maintenance of
the centres.

9. North-West Frontwr Province —In this province, maternity and
child welfare work has not developed to anv great extent The publie
henith department mamtans two tratnmng sehiools for dais and for these
Government gives a grant of Re 26452  Tho Provineial Branch of the
Indian Red Cross Society also assists the sehoals and mumieipal and loeal
boards contribute small pmounts towards their maintenance

The Supermtendent of the Dera Ismail Khan dare tramning <cheol is a
qualified health visttor and in addition she tonrs the provinee fo inspect
the work of the dais who have passed out from the school and to  select
women for admission to the next course of trmning  Recently the Superin-
tendent of the dai¢’ training school has been transferred to Pechiawar as
Provineial Organiser

10 Sind —{a) Government and  Voluntary —Maternity and child
welfare work 3s organised by a speeial committes of the Provineial Bramch
of the Red Cross Society, the Director of Health Services and Inspector
General of Prisons being Chairman. TTe inspeets at intervals all institu.
tions under the Red Cross Society which are eoncerned with matermty and
child welfare work, but the provineial organiser of the Society is a health
visitor, althoush enly n part of her time is available for maternity and
child welfare work,

The provincial Government gives no prant to the Indian Teed Cross
Society for maters Sttt o s 1,000
per annnm to the © - mater-
nitv homes in i

- N d Cross
Socicty allots Ts 12,507 per annum to maternity and ehild welfare work.
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11. Acsam~—As maternity and child welfare work is not organised
direetly by the Government, the Red Cross Society has sceepted veypon-
sibility for this actinity but no salaned organisers are employed and so
far httle progress has been made. The Qorernment gives no grant to
any voluntary orgautsation for this purpose amd no information 1s avail-
able regarding the 'xpenditure incurred cither by the Red Cross oc by
leeal bodies

12 Thiy review of provineia] maternity and child welfare organisa-
tions mahes 1t evident that these have developed nlong different liues in
Qifevont parts of the country  In Assam, Dengal, United Provinees,
Central Provinees N W P Provinee and Sind, the work is .s!ill dono Ly
the Indian Red Cross Yociety and in Bombay, Bibar and Orissa by other
voluntary orpansations. In the Punjab and Madras I’rmd(:ncy, the
work iz now largely organised and dirccted by the official public health
departments, As the general campaign develops, the tendency will pro-
Lably te for Government and local authorities to take over the work in
inerensing measme  Tlus s the usual sequence of events when sehemes
initiated by voluntary effort develop beyond the rvesources of the
voluntary associgtions concerned and 1s one which may be taken ns clear
evidence that the initial voluntary cffort has achieved its pnrpose.
Nor need the voluntary workers necessarily assume that they are no
Ionger required : there will always be scope for their continued in-
terest and nssistance. On the other hand, even where Government medi-
cal and pubhe health departments have assumed full responsibility for
this work, they <hould take every possble opportunity of enlisting the
voluntary workers who can be expected to supplement the more official
aethities in many useful directions.

In those provinces where no official organisation has yet been deve-
fuped, the Director of the Maternity and Child Welfare DBorewu of the
Indiun Red Cross Society continues to pay visits and to advise the volun-
tary associations concerned, On the other hand, in Madras and in the
Punjab, the Bureau maintains contact with the work only through grants-
in-aid to health schools or to schemes for the training of dais and its
Dircetor neither mikes visits nor offers adviee, unless she iy asked to
do so  The role hitherto played by the headquarters DBureau in the
maiutenance of a cettain uniformity in the standard of training at the
health schools is mentioned here, only to draw further attention to
the present trend. Courses of traning in provingial health visitors’
schoals will probably in future be regulated by the Nursing Counecile
established in certain provinces under the Nurses Registration Acts.
As these Nuraing Councils come into being in the remaining provinees,
the present role of the headquarters Bureau will in consequence become
more and more restricted Tn the interest of uniformity in the standurds
of {rmming, it i, to be hoped that the various provineial Nursing Coun-
cils wil! keep in ¢lose touch with each otlier. Tt might indeed be de-
sitable to form » central body for this purpose. -

There is little Geubt that greater advance in the developmeut of
maternity and child welfare work has been made in those provinees
where a technical organising and supervisory expert has been appoint-
ed, whether by Government or by a voluntary organisation
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Ihe niost suecessful sehiemes seemt to be those undertaken by a com-
bination of voluntary and offieial effort ; the driving foree and con-
vieion of the former implementing the additjonal financial support
and the admmstrative gimdance of the latter, Equally succesful work
muy be done by local nuthorities arded by voluntary support O by
voluntary effort assmted by public funds = Methods will vary m_ differ-
ent districts, s ull are not equally fortunate mn possessing capable and
entlusiastte soluntary workers On the other hand, many local sutho-
rities have now come to realse the necessity for expenditure in this
field of publie health work and they should be able to obtain expert
assistance  m  plamung  their welfare schemes  This expert assstanee,
whether j1ovided by a Government department or by o voluntary organi-
sation, is essential if progress is to be made along corrcet lines.

The Punjab organisation, namely, official direction of both volun.
tary and other ‘chemes, provision of Government grants-n-aid rnd ad-
mimstration of the centres either by loeal authorities or by voluntary
bodies, is ome wlich works smoothly and efficiently and which may be
commended to other provinces and States

There are bnuntations to the employment of non-medieal women in
the inspection and control of centres. The organisation of schemesy and
the general direetion of welfare activitics would appear to be mote suit-
ably placed 1n the hands of a woman medical officer, whilst the supervision
of health visitors, midwives and dars 15 best carried out by an experienced
‘health visitor worlung under the control of that medical officer

The system of gronts-n-aid from provineial resources wonld scem
1o requure developuient in many provinees These not only stimulate local
bodies to improve their services, but give publie health departments a
measure of control and supervision which ths report shows to be ure
gently required Linder other cireumstances, the only pressure which
can '510 brolflgh]t tti l'L’l’}I' on local authorities is that of persuasion and
numbers of loeal schemes 1 conseque; Z v i
wkich cannot be smd to be satisfactory. uence have developed along lines
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CHAPTER IIL.

STATISTICS RELATING TO MATERNITY AND OHILD WELFARE.

1. Indian vital statisties relating to mothers and infants are per-
haps subject tn cven wider margms of error than those of the general
population The absence of medical cortiication and  the fact that
village chauhidars are the agents for registration of vital statisttes in
rural areas are factors responsible for maccuracy i mortality statwtics
at every nme period These fnets made 1t essential to define ** waternal
mortahty ** mn a sunple manner easily understandable by the village
rezistrar.  Until recently, the definttion tn foree was that every death
of a woman oceursing within 11 days of confinement should be considered
as a cas: of maternad wortality  On the other hand, the inclusion of ** all
maternal deaths duiing pregnancy or labour, or within four weckhs nfter
the termunation of pregnaney or later 1f the iliness originated during
pregnaney, labour or puerperium ”’ was considered to provule greater
securacy by the Departmental Committee on Maternal Mortality nand
Mortidity of the Ministry of Health, England. Apart from omissions,
thierefore, the prevtons defimtion must have been responsible for a further
large error in the recorded figures of this country.

In the next place, registration of births is known to be more defee-
tive than that of deaths and, when the sex ratios at birth for different
provinees are compared, 1t is fairly elear that, in some areas, omission to
remister female births 1s much more common than in the case of males.

TanLr I :

Proportion of males born 1o every 100 femeles,

Province, 1024-28.| 1929.33 1934, 1935, 1038,
N.W.LP. .. . 130 130 129 131 130
Punjab . . 112 1z 12 112 uz

. . 108 108 107 108 100
U.P . . . 12 12 13 13 113
Bihar and Orissa . . 104 104 106 108 106
Bengal . . . 108 108 108 n2z 108
Asgam . . . 107 106 107 106 107
cP . . . 105 105 106 105 105
‘Bombay . . . 108 108 108 108 108
Smd “ . . - * - . 125
Madras . . . 104 103 105 105 103
Coorg . . . 107 107 108 14 108
A)mer-}zierwnu . . 118 16 119 115 13

+ *Not available.
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2, Table I shows considerable consistency 1n respeet of the sex ratio
at birth in individual provinecs, At the same time, North-Western India
has systewatically 1ecorded a higher proportion of male births tnan other
parts of the country. The figures given by Newsholme for & number of
European countries show a much smaller range of variation, the smalle-t
and largest figures quoted by him bemng 103 and 106 male chilifien
per 100 females born, When countries like England and Italy, wieh
are racially diflerent, show only relatively small differences in this
rotio, 1t is donbtfu] 1f the much larger vanations found in India
can be cxplamed m terms of racial ufference alone,

Tiven in counities where, registration of vital statisties is satis-
factory, the figures for still-births are admitted to be ncomplete. In
Indin, there is no dvabt that the recorded figures give little indication
of actual fuets,

3. Such statisties as were available have been examineq in the
light of these prelnuinary remburks Morbidity statisties for the gen-
eral community can be obtamed only from hospitals and the subse-
quent diseussion is mamly confined to mortality figures

Three types of figures were avatlable for study (1) those con-
tained 1n public health reports, (2) those colleeted by speeial inquiries,
and (3) those given in reply to the questionnaire which was sent to
all provincial Drrectors of Pubhie Mealth and Adminmstrative Medical
Offcers The fuwrwes given 1 health reports cannot be relted on as a
true peture of existing conditions for reasons already given. On the
otler hand, whilst special inquiries provide more accurate data, in view
of thewr restriction to hmited areas, the inferences to be drawn from
them ave probably not entirely applicable to the country as a ‘hole.
The figures given m reply to the questionnaire have been found in many
cases to he even less reliable than those contammed n provineinl health
reporls, In spite of these limitations, an attempt has been made 1n the
following paragianhs to utlise such statisties as seem to throw light on
the extent and nature of the problems associated with maternity and
jntant and child life in this country.

Maternal mortality and morbidity.

4 Maternal woriahify—There seems no doubt that child-bearing
exacts a toll of lives in India at least four to five times greater than in
those conntries where serious attention has been given to the protection
of motherhood TDhuring 1936, maternal mortality rates recorded in the
cities and larger tonng ranged between 2+6 and 37-4 per 1,000 births
For the different provinces, maternal mortality rates recorded over the
six-year period 1931-36 are given in Table II. These, it will be seen,
show variations exlending from 1:0 to 19-8 per 1,000 births It may be

taken that the lower rafes, at least, mve a very misle in; fetur
the actual position. ' E Y ading pieture of
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Taner. .

Maternal morlaltiy rates per 1,000 registered births,

|
rovinse wi. | e | otes [ 1ew | oaeas |
. . . 4 . .
. U . o | 12
44 | 56 10 56 44 54
1212 | e 1 3 13
. . . o N B
. . . . . . .
77| 874 o1l m3 | 06| 090
73 58 40 6 R T 0
70| 53| 58 . 62 | 43
. . . . . 12:0
87 77 T0 & 80 R 2
13 7% 19 81 17 03 . .
N DU P S,

*Not avatlable 1For 7 towns 1Tor 13 towna only

A number of specal enquiries eonducted i (ifferent parts of India
have, however, yielded more rehinble figures, few vears ago Major
General Sir John Megaw carried out an nvestigation into certan pub-
lie health aspeets 51 village hie m India by eollecting from a larze nur-
ber of rural dispensary doetors, distributed all over British India, fizures
which gave a maternal mortality rate of 2% 5 per 1,000 hine biths  Dur-
ing a more recent inquiry conducted in Caleutta, Dr Neal Edwards found
the rate there to coriespond with that of General Megaw, winlst
Madras City during 1930-31 Dr DLakshmanaswam Mudaliyar found
the rate to be 16 6 per 1,000 live and still-births  An earlier enquiry
conducted by the Madras public health department n 1927-28 in
four of the largest municipahities of the provinee, cxcluding Madras,
showed that the rate was 18-5 per 1,000 lwe births., These several
findings <upgest that the maternal mortality rate for this country as
a whole 15 probably somewhere near 20 per 1,000 live births, as com-
pared with the 1036 figure of 4-9 per 1,000 hive births in Dngland
and Wales

mn

Mention has already been made of the fact that a mateinal death
was previously defned as a death oceurring withim 14 days ol econ-
finement In order to bring the definition more into line with modern
practice, melruetions were issued in 1937 to the effect that all deaths
occurring within one month of childbirth should be classified vnder
{his heading  Blorenver, as mothers, in the case of still-births, are cqually
exposed to the risks associated with maternity, all Directors of Pullic
Tfealtl) were asked to calculate their maternal mortality rates on the
combined figure for live and still-births
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Prior to the issue of these instructions, the iost varied practices
seem to have been in force. IFor example, in the 1936 report of the
Ditector of 'ublic Ilealth, Central Provinees, the maternal wortality
rate was said to be ccleulated on the combined figures for live and still-
lirths, and was given as 7-75 per mensem. In Annual Form VI (g)
of the appendices to the report, however, the rates for local areas
were apparently calculated on the folal populnnon' of these areas Simi-
larly, in the Mudras report for 1956, Statement No. 6 of the appendiees
gives deaths from childbirth as rates per 1,000 of the population Again,
in the United Psoinces report for 1936, the maternal mortality 1ate for
the provinee as a whale is given as 7:52 ; but when the rate 1s ealeu-
Inted from the total live births pfus still-birthis and the recorded fmater-
nal deaths, this i found to be only 1 23 per miile and on live Iirths
alone to be 1-27 pe~ mulle  In Delln. Bombay, Bengal and Sind the
rates were calculated on Iive births only, whilst the report for Assam
does not how Low tne figure was reached  In the public Lealih reports
of N-W. F. Province, Lihar and Orissa, no maternal mortality rates
were giten at all  The Punjab report states that the maternal mortality
rates, 11 areas sevyved by health eentres, varied between 3-9 and 12.0 per
1,000,

5 Canses of weternal mortality —Unfortunately, no general state-
ment can be made 1 tlus connection, but figures are available from one
or two restricted s1ees During her enquiry m  Calentta, Dr  Neal
Tdwards was able to classify the causes of 701 deaths from puerperal
cnuses attributable to child-bearmg which occurred between June, 1936,
and June, 1937, and these are set out mn Table III For comparative
purposes, 1he table nlso includes figures collected by Dr Edwards from
89 women's hospitals distributed all over India  These hospital ficures
bave, however, their limitations i that the institutions are stuated in
the Targer towns and «ities, so that the patients were mamly drawn from
urban aveas and .nehuded only a small number of delayed and abrormal
cases fiom the swrovnding country In addition, figures relating to a
hospital pepulation cannot be considered as representative of the gen-
aral community.

Tapte HIL

Causes of maternal mortality.

‘ 39 women's hospi-
Calcutta tala n India (1936),
— | ——

No. of | Percentage| No of | Percent
deaths. | of total. | deaths. | of trgs”

Abortion (septic} 2467
Abortion (non-septic) .. . 0+
“Ectopic gestation 028




l ‘ 37 woren's hoeple
. Calcutts, tala in Judia (1938),
. _ o N -
No. of [Preentare) ‘o of 'l'rrwnli:e
doaths, of total, deatha of tnta).
Other accilents of pregnancy . \ .4—7——,' 1 '(;!_ ‘—':\ 042
Puerperal hymorrhage . b s2 1
Poerperal scpany .. 1 Lo o ( 3229
Albuminura and echampsia TR 2] 101 1
Other toxsmias . ! v ! 25 352
Embohiam and sudden death : woore 2 ‘ 3438
Other accidents of challturth l % | 3| ‘ 90 | 120
Other pucrperal conditions | w o 1 ) 014
Anrmia . LS ‘ 2333 129 1800
L
Totat e 9950 711 0980

The two sels of figures show considerable similanty. Pucrperal
sepsis, anmmia and toxmmias of pregnancy constitute the most pro-
mwment eauses In both, wiulst hemorrhage al<o occupies a ligh place
“ Other aeadents of childbirth ** form o defimtely Ingher percentage
in the hospitals group, but this 13 to be expected because abnormal and
serious eases sooner or later find their way into hospital

A comparison of these fizures with those of other countries is
interesting.  Dugunses condueted in England and in Scotland nay be
cited Whilst anmma per se only very rarely is a cause of death 1n
these countries, the figures 1 Table IV for some of the other mmportant
canses make interesting comparisons.

TasLe IV.

Maternal deaths due te cerfain causes expressed as percentages of totel
maternal deaths.

England and Wales

30 T 7 Fmat

- — Cotontta | Womema | | Beport | seontana
(03 pi] i t-]

(193637 | e | ieomey | Cmental | (1920:33).

(1936) (1934), | Commuttee

{

| (1932).
Bepsis L. . ‘ 319 8245 342 363 38
Fclampsia 145 105 114 106 9%
“Other toxmmias of pregnancy . 5% 72 106 58 12
Ante-partum hamorrhage - 4.6 6.7 81 81 8
TPost-partum hamorrhage . 60 4-8 33 67 5
Anemiss . . | 23 18 0 005 1 0 08

*Tncluding pre-eclamptio toxmmia. Negligible.
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1t may be noted in the first place, that the figures for the 39
women’y Lo-pitals in India are not strietly comparable with the others
becatse  the latter relate to the general population whilst the former
deal only with hospital groups The Indian, Enghsh and Scottish en-
quities ali show that sepsis constitutes the commonest cause of death.
Nor are the pereentages ot India under this head,very different fiom
those of England wud Scotland or of that of New York City wlick Dr.
Ixinards also guoles As Dr Neal Edwards has pointed out, * while
the maternal mortelity rate in India s many times higher than in West-
ern countries, the proportion of deaths from sepsis is strikingly similar
and this in spite of the fact that a far larger number of delieries in this
country is attended by untramned women who make no use of modern
methods of asepsis and antisepsis

fclampsia is responsible for 2 higher proportion in Calentta than
in England and Scotland while ‘‘ other toxmmias of pregnancy’’ are
Yolptively lower than in the latter two countries In respeet of ante

and post-partum Teemorrhages onlvy small variations eceur,

6. Malernal morlidity —Munro Kerr® has pointed out that the
outstandmg eausative factors of disabality arising from pregnancy and
ehildbirth are (1) toxwmua ; (2) infection ; and (3) trauma. In con-
gidering the question of maternal morbidity, account must be taken not
only ot the jumediate but also the remoter disabilities that follow child-
beating. In the words of Munro Kerr the mam question s *‘ what has
it cost the mother in health to produce the family she has when that
family is compiete A

The toxremias of pregnancy, aithough their etology remans largely
cbscure, are stated by Munro Kerr to take a toll of 20-26 per cont of
maternal deaths *“in the shape of hyperemesis, nephritis, celampsia
aerebral heemorrhage and acerdental hiemorrhage ' Further thci;‘-
contubution to ii-health of varying duration 1s still greater

As regards infection, the relative importance of infective lesions
of the 1cproduetne tract may he gathered from the following classifi-
cation of 533 cases wacng 2,700 women who pas<ed through ﬂle"\V-’!Hl; of
fhe Toyal Samavitan Iospital, Glasgow, during 192832 The figures
in Table V are quoted by Munro Ferr. hd

Tasin V.
Tesion ot gronp. Nazmber 520"5?{1 R

cases. total,

and with
. 152 23 5
46 274
L. 03 193
{+} Inflammatory hypertrophv of cervix . . 59 11-1
(f) Pelvic pentoniis and cellulitis . . 57 01
16 30
533 00 0

*Maternsl Mortality and Morbadity by J. M Manro Kerr (1933
T ).



Trouma as # cause of dizability is important partly because of its
immediate eficets nud partly beeause 1t frequently precedes infection,
Table VI gives Glasgow figures also quoted by Munro Kerr ; these indj-
eate the relative mfluence of mfeation and trauma w the production of
Temote disablement.

Tany VI

| [ Paerperal Trauma in | Cases showing
Total Infection an k1) brth both tranma
—_ patients ctiolomeal an eliologieal ane
factor factor, infection,

1025 {9 montha only) .
1020 .. . . 2,881 | 853(30:1°) | 1,027 (36+1°;) | 291 (10-3%;)
1930 .. . - 2,860 | 566 (30+3%) | 072 (34+0%) | 238 ( D+0%)

2,033 \ 43T (22+57) | 731 (36-075) | 122( 6-0%)
|

7,931 | 2,178 (2341%) [ 2,730 (33-3°5)| 674 (B+7%%)

These cases are described as comung from ‘* the centre of a densely
populated area with a mixed type of population and therefore shoull be
fairly 1epresentative of the conditions existing 1 the general community.”’
Tt 1 to be noted that trauma constitutes the more common cause of
permanent dissblement

A« far as is bnown, few figures of the kind are available m Indin
In a paper read at the Tth Congress of the Far Eastern Assowiation of
Tropreal Medicine held in Caleutta in 1927, Dr. Margaret Balfour dis-
cussed anemia of pregnaney, eclampsia and osteomalacia as the diseases
of pregrancy and labour m Indla. Her sources of information were
replies to (1) a questionnaire sent to & number of maternity wards in
different parts of the country and (2) a similar questionnaire sent to
maternity hospitals in Bombay city and (3) notes taken by herself in
Bombay hospitals

Tables VII and VIII are reproduced from her paper.

TasLe VII
Osteomalacia Felampsna, Anzmis,
Community. Number Ratwa Ratio Ratio
of cases | Number| per | Number| per [Number| per
of o R of K of 1,000
labour. | eases | labour cases | labour | cases, | labour
cases, cases cages,
Hinda e | B,167 160 309 kel 15 2 priy
Mohammedan .| ns 79 62:0 31 243 46 361
*Others* (mamly Indian | 1,152 52 69 15
Cbriatian).

LerHC
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Tante VIIL

Osteomalacia Lclampsia Anzmia

Communty Number| Kumber| Ratio ] Number| Ratio |Number] Ratio
of of pet of per of | per

caresof | tases 1,000 | enses, ) 1,000 cases, {
lahour. 1abour labour labour
cares carcs, cases
hndn . ] 2066 6 29 8 38 ©w | 40l
Mohammedsn .. .. 842 32 380 14 166 79 03:8
* Othera® (mamly Indian 801 Nl Ml 3 37 39 488

Christian).

The tables make it quite clear that all these discases oceur Tuost
frequently among Mchammedan women, wlilst the lowest incidences
are to be met with amongst Indian Christians,

The followmv fizures (Table IX) collected by Dr. Neal FEdvwards

from women’s A()sp.ml" in Indin may be compared with those given by

Tr. Balfour.
Taste IX. .
Contracted Pelvis.
Total
Osteomalacia Other types. contracted
Number L
ies. Number Rate per | Number] Rateper }Nunmber| Rate per
deliveries of 1,000 of 1,000 of X
eases deliveries. | casea | delivencs. | cases. | delveres.
1 &8 220 467 155 B3t 315
ow o ;g:_l;,g 559 209 461 17 2 1osee [ 339
1093 orss) 358 165 445 208 901t} a2-2
Anzmus R
R
- Anvmus
of Other Anzmias | Total Anemaiay Eclampaia
pregnancy.
Namber —— _
of
delivertes Num.| Rateper |MNum.| Rateper |Num.| Rate per | Xum.| Rsto per
Berol{ 1,600, fberof| 1,000 [berof| 1,000 |berof] 1,000
cases | delivertcs. | cases, | deliveries | cases, |dshverios | cases | deliverics,
1936 . 30.063¢ 61| 193 | 912 | 802 [1493| dos | 396]| 131
1935 .0 26778 | 467 174 | g 243 (L1#9Y 429 | 300 126
193t . 2138 8 5 § 5 502|277 | 23| 137

* Includes 22 nnclassified cases.
1 Tocludes 103 unclassificd casss.

1 Includes 32 undlassifid cases

§ No

t avaable,
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The figures in Dr, Dalfour's first table were collected from differ.
eat parts of India and are therefore comparable with those given by
Dr. Neal Edwards, The combined rates for the three communitics in
the former are 32 3. 27-5 and 13+3 per 1,000 dehverie for ostcomn-
lacia, anzmia and eclampsia respectively  In the latter, the rates for
contracted peliis due to osteomalacta are smaller but, when all forms
of contractton are meluded, the rtes for all three year are lngher.
Dr. Neal Edwards’ rate for ** all anemias”” in 1931 closely approxi-
mates to Dr DBalfuur’s figure, although thowe for 1935 and 1936 are
definitely lugher  For celampsa, the two enquines show Dittle differ-
onee

While, as Dr Neal Ldwards has pointed out, there 15 a large per-
sonal factor 1n ndging what constitules contraction, figures published®
by her give some idea of the relatie frequency of this condition in
diterent  parts  of India The distrbution 13 undoubtedly influ-
enced by the prevalence of ostcomalacia n the areas concerncd  Tle
following statement gives comparative figures for contracted pelsis
in hospitals ettached to eertain teaching mstitutions —

Lady Iardinge Hospital, New Delhi .. 1in 11 deliverics.
Agra Matermty Hospital .. .. 1in 15 »
Cama Hospital, Bombay .. . 1m3ds » ,
Memorial Hospital, Ludhana .. .. lin 4% ”
Caste and Gosha Hospital, Madras .. 1in 90

"

The mcidence of eclampsia 15 known to vary considerably in
different parts of India Iigures for women's hospitals during 1931
show that the cclampsia rate per 1,000 deliveries varied from 31-1
m the American Mission Hospital, Madura, Madras Presdency, to
mil among 74> delneries at the Lady Hardinge Medical College at
New Delln. 3Madra,, Trvandrum, Hyderabad, Caleutta, Vellore and
Poona recorded 1utes over 19 per 1,000 deliveries whilst in North-
‘Western India, the eities of Delln, Agra and Ludhiana reported much
lower incidences It will be observed that, broadly speaking, the in-
cidence of lacia and of eclampsia vary inversely as onme passes
from the north to the south of India. The former condition has e
high prevalence in the north-west of India and is rarely to be met
with in Madras, whilst in respeet of eclampsia the opposite oceurs

As regards anmmia, this condition is known to exist all over
Indsa, although 1n other countries lhittle mention is made of it as a
cause of maternal death. In the Report on ‘‘ Maternal Morbidity and
Mortality in Scotland ", for instance, only 19 deaths were attributed
to severe an=mia out of a total of 2,527 cases investigated, whilst an
Enzhs.\\ wquiry eenducted in 193% recorded only four deaths fiom
an®mia out of a total of 770.

As the realu of her Caleutta investigations Dr. Neal Iidwardw
states that ‘‘ severe anmmias of both the macrocytic and mierocytic
type, as well as miced forms, are extremely common and, while rome
cases are associated vith poverty and malnutrition, many others corur
among  the well-to-do families that seem healthy and well-nourust.d./”
She alsy recognises u relationship between ‘ dysentery and diairiva’’
and sev ere anemia of pregrancy and considers that the developi.cut, of
an®mia might often be the result of intestinal infection,

*Journal of the Association of Medical Women in Indls, Avgust, Just.
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Dr Mudaliyar, in a series of 436 maternal deaths in Madras City,
classified 50 or 11.5 per cent. as due to anmma gnd drew attention to
two forms of the disease, one a macrocytic type and another secondary to
hookworm infection,

The wide prevalence of anemin as & complication of pregnaney de-
mands that further investigations should be carried out iu differcnt
patts of the country in order that amdequate preventive measures may be
formulated. Enguirics are now in progress mn Caleutta and among the
women labourers of plantations in Assam and it is hoped these will throw
further light on this scrious problem.

One ar two ponts remain to be considered. A few years ago
Sir John DMegaw estimated that  maternal  deaths in British
Indin amounted {o zpproximately 2,00000 per annum. It has al-
ready been pomted cut that, from available evidence, the 1|m(ul'7.hﬂ
wmortality rate may reasonably be assumed to be 20 per 1,000 live
births, Tn 1936, the number of recorded live births in British India
totallel nearly 10 millions Using these figures, we again arrive at
the figure of 2,00010 maternal deaths per annum. When it is re-
membered that regitiation of births may be in defect to the extent
of 20 per cent, it will be realised that the above total is a very con-
servative estimate of the toll paid by the women of this country in the
discharge of their reproductive funetion,

Death, however, is frequently only the final release from prolonged in-
validism. No fignres are available which might permit of an estimate
of the amonnt of illkealth caused by elnld-bearing among the wowen
of this country. If English fizures may be taken as any criterion, it
follows that at least 39 per cent. of all Indian mothers suffer from dis
abilities of greater or less degree Even that fizure enables one to
visualise the ma~ninde of the problem to be faced in planning a pre-
yentive eampaign for a healthy motherhood

Foetal deaths, still-births and neo-natal deaths.

7. Foetal deaths, still-births and neo-natal deaths may be considered
together because therr causative factors are frequently the same. Re-
liable statisties for foetal deaths are not available ever in countries where
registrntion of vital statistics is satisfactory. Aeccordmg to Munro Kerr,
however, ““ 1t has been estimated that 15 of every 100 conceptions termi-
pate with premature death of the foetus, while the incidence of atill-
birth 15 generally considered to be about 3-3 per cent Taking these
facts intn consideration it would not seem to be an overestimate to place
the foetal death.rate at 185-per 1,000 conceptions **

A valuszble stndy of this question was carried on:
by Dr. Christine J. ihomson during 1929-30. Her report is based nartly
on post-mortem examinations of 200 cases of stillbirth and neonatal
death and partly on some 3,700 replies to a questionnaire addressed to
hospitals all over India

Figures for the principal causes of still-births d
in the Prpsiden.cy towns of Bombay, Calentta and I\cllgdr:set:gu&ed;?’te}ig
age for five British cities as given by Holland and Lane-Claypon (1926)
X

in an investigation covering 1,311 cases are given in Table

t in this country
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Tamr X,
Principal causes of still-births and neo-natal deaths in percenlages.

Five

—_— Rombay | Calrutta. | Madres. Britsh

citice,

1. Complications of sboar . . 322 229 06 308
2. Azte-partom brmorrkage . ns 88 104 18-9
3. Toxamus of pregnaacy . 62 171 132 12-3
4. Maternalstates . 182 16 163 ss
5. Syphil .. . . . 12 24 13 88
€. Foetal states .. . . . 48 26 26 103
7. Prematurdy, per se .. .- . 161 17-5 27 32

The percentages of ** complications of labour "’ in the Presidency
cities approximate 1o that for Great Britain, but Dr. Thomson’s report
shows that m the Pumjab, the United Provinces and Kashmir, where
osteomalacia 18 prevalent, much higher ratios than the British figure
are to te found,

‘* Ante-partum haemorrhage ** is not so important a causative fac-
tor in this country as in Great Britair, but Dr. Thomson points out that,
““ es in the West, 1t shows the same tendency to occur in multiparne and
to bring about a premature termination of pregnancy.”

The uneven distribution of the incidence of eclampsia has already
been mentmned_ ‘“ Ay in the West the bulk of the eclamptic mothers
are primipara.’

* Maternal diseases’’ seem to play & much more important part
in India than in Great Britain ; this may be due to the presalence of
tropical disezses such as malanL

In Dr. Thom:en's opinion *‘ prematurity *’ per se is a primary
cause of considerable importance in this country. She pointed out that,
“in the three large Presidency cities, 59-64 per cent. of all dead-born
children and eases of early infantile mortality were prematurely boru.”

A pre\-enuve campaign anamst neo—natal mortality and foetal death
prohl of great Whilst in Western countries
remarkable progress has been made mthm the past few decades in the
rednction of infantile mortality, most of that reduction has been effected
amongst those infant. who survive the first month of life. According o
Munro Kerr, ‘“ at the present time half the infants who die in the
first year of life perish before they are a month old. Death reaps as big
a harvest in the first month of life as it does in the eleven subsequent
months **  The gvwlion of neo-natal mortality will be further coansidered
along with that of infantile mortality, .
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Infantile mortality.

8 In kis annual report for 1930, the Public Health Commiwtoner
discussed ot some length the question of infantile mortality and also gave
graphs for British India and for the provinees showing the trend of in-
fantile mortality rates during the period, 1892-1930. These graphs have
been extended up to 1936 and are appended. Their striking feature is a
general decline from 1918 onwards Whilst the maternity and child
welfare movement started in this country about 1818, this apparent
decrease in mortality is much greater than can be attributed to the
benefeent efieets of that movement, The Public Health Commissioner
in fact expressed the view that continuous improvement in the registration
of births had played a greater part,

The question, whether any significant reduction in infantile mortality
has oecurred, has recently been investigated by the Department of Vital
Statisties and Epidemiology of the All-India Institute of Hygicne and
Public Health, Calentta Because, in view of improved registration, the
mfantile mortality rates of more recent years were not strictly com-
parable with those of an earlier period, the fizures for the decennium
1026-35 were used and 1t was found that no sigmficant decline - was
demonstrable for Britich India as & whole The same investigation made
an interesting comparison between the rates of reduction of fantile
mortality in British India and 1in England and Wales between 1912 and

36.

Means and ratros of infantile mortalify rates of British India and Englend
and Wales.

Mean of— j‘ Iods. | England “ Ratio.
! |
191216 . . . . 201 102 20
101721 217 8 24
1622-26 . . .- - 181 73 2.5
sw3t . . - . . . 176 67 2.6
193236 .. . . . . 173 61 2.8

y The average .quinqueunial nfantile mortality in British India, in
spite of an appreciable fall since 1912, 15 now 2-8 times that of England,
although during the first quinquennium given above it was only twice as

!ﬁiggm’é‘he rate of fall has, therefore, been much slower than that of

9. Table XI pives relevant figures for British Indi
.9 elevant a and the pro-
vinces in respect of the distribution of infantile mortality for the diﬁcsent
age periods during the first year of life ; the percentages for England and
Wales (1935) are also given for comparative purposes
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Tante XI,

Deaths at varying perods in the first year of life in British India and the
provinces during 1936, cxpressed as pereentages.
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*Enzland and Wales 725 3% 7 34 206 171 870
(1933),

Bntish India 38 283 47-3 3.2 215 102-4
N. W. F. Province . 61-7 182 351 318 271 12171
TPunjab . . 550 213 43 8 23 8 27 4 158 4
Delhi . . 568 2041 354 376 221 162-8
United Provinces 61-6 277 428 38 24 148 6
Bihar . 2 360 L] 05 189 118.0
Orssa 58 2 283 48 0 32 173 108 8
Bengal 56 9 321 8 6 283 15 2 170 9
Central Provinces 43 7 208 4717 274 20 235:0
Bombay . 56 1 217 396 36-1 253 166-1
Sind . e £33 218 40 6 344 250 121 6
Madras . . 67 3 36 4 5% 0 236 22-5 164-1
Coorg 5717 20 7 5186 201 23 181+3
m . . 548 28-1 51-2 309 179 150-8
Ajmer-Merwara . 552 16-0 28 ¢ 383 32:8 174 1

*The figures for England and Wales aro published not for the first month of life but for
the first four wecks. Although the penodsare notequivalent, tho dieropancies between the

Bnglish and Indisn retes are 10t likely to have been wiluenced to any grent extent by thus
factor.

In comparing these percentages for British India with those for
England and Wales it must be remembered that the error due to mis-
statements of age is likely to be greater in the former. Taking the Sgures
as they stand, however, the percentage of neo-natal deaths to total
infantile deaths is higher in England than in India, particularly during
the first week of life In both countries, about half the mortality of
children under one year takes place during the first month, whilst the
second six months period records the lowest rate. Provineial rates for
neo-natal mortality show considerable variation, the figures ranging

between 28-9 per cent m Ajmer-Merwara and 56-5 per cent. in
Bengal
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QOauses of infantile mortality.

10. Table XII scts out the chief causes of mortality in infants in
Bombay City during the years 1932 to 1936.

Tapte XIL

—_— 1032, | 1933 1938, 1935, | 1936,

All causen . e .- 6,298 £3%0 8,253 8455 8,948
Small-pox . 69 7 33 306 24
Menales. N 16 18 27 60 42
Malaria, . .. 4 9 ] 9 3
Remittent and undefined fover .. 147 167 186 16 14
Diarthoea and entenntsa .. 250 414 455 425 539

ysentery .. .. . 27 19 40 41 48
Debility, malformatious and prewaa- 2,085 3,010 3,384 3,280 3,651

ture births.
Respuatory discases .. ] o217 2,828 2,983 3,039 3174
Convuluous ., . . 422 594 502 563 633
Other causes ., .. .. 431 535 574 536 418

It will be noted that the largest figures relate to two groups of canses,
** debility, malformation and premature birth”’ and ¢ respiratory
discases.”’ Dr. Christine Thomson’s inquiry showed that prematurity is
a very common cause of still-births and neo-natal deaths in thig country.
‘¢ Debility, malformation and prematurity *’ all relate to pre-ratal causes.
whilst deaths due to *‘ respiratory disesses ' are mainly influenced by
adverse environmental conditions It might, therefore, be anticipated
that a majority of the infantile deaths due to the first group of causes
would take place within the first month or even the first week of life
and that most of the deaths due to respiratory diseases would occur in
subsequent months. This anticipation 15 verified by the following figures
taken from the 1936 Bombay City Health report :— °

Age-periods.
Tnder ltod | dweeks to | 6ta 12
— I'week. weeks. 6montha, | months
Infantile deb
funtle dot zi.cy,pmmmmy. malfor-| 8.3 75-6 224 43
TRespiratory duseascs . . 10 38 46:7 67-2
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The figures in this statement represent the pereentages, of the deaths
{rom cach specific group of eaunscs, of the total number of dc:\th} at the
particular age-period. The percentages for the firnt group deeline pro-
gressively as the infants grow older, whilst those of the sccond group
steadily inerease,

Ohild mortality,

11. A high rate of infantile mortahty is also commonly accompanicd
by a high death rate in the Inter nges of child life, beeause disease, when
it does not kill, leaves the infant maimed and more liable to infection.
Table XIIT eels out the mortality rates for children under 10 years at
different age-periods for Brtish Indin and for individual provinces in
1936, The corresponding rates for Lngland and Wales in 1931 are also
given for purposes of comparison.

Taprr XITI

Under | E8 EF iy 33

oo [SF1 1— [3E | 610 [T ([ Tom |2BF

—_— Fear. s years. 54 jears 55 | under10 | 55

2 2 327 | years (32
|
Enpland and 73 2 1.6 121
Walea (1933).

BritishIndis .. | 1,820,816 | 25+4 | 1,144,375 | 17 0] 314152 543100343} 48 §
NW.EP .. o312 |222) 7,007 |16-6) 23) 56| 18718 | 424
Punyab o e |31 0f 90T (171 305532] G4 300850635
Delty o 5024 308 2700 ) 16-5 621 | 3.8) 8345 | 511
u.r oo} 280350 ) 95.6] 2209271004} 40058) 42| b4933s}50
Bihar -] 134970 192 145873 |20 8| 43554 e.2] 323,207) 460
Onsa .o 50651 |26-2| 28801 [149| 9240) 48| B8TIE2| 450
Bengal .| 2850561 93-4| 189,18 (15-5( sog01| 7al se4705 | 462
C. P, .o} 163,030 |28 6| 120470 |22 5] 20935 | 50| 300441 | 56-2
Bombsy .. | 123289 (24.8| 10592 (21-3( 22038| 44l 251200 | 605
Sind .. - 9640 | 10-0| 6687 (138 2330 48| 18668285
Madras ~| 2712303126 6) 159897 |15 6| 48033 | 4.7) 480,323 | 46-9
Coarg . 709 [ 18 2 21108 25| 52 1,335 | 34°1
Astam oo ssus2losel 25m13 161l 10823 | 710l 72088 (403
Aymer-Merwara 4000} 20.0] 2965 | 2140 37| 31 Ta92 | 63-2

Child mortality rates at the different age-periods are from three to
five times higher in India than in England For the whole period 0-10

years, the death rate among children in India 1s four times as high as in
England,

The question has frequently been asked if the saving of weak and
Qefective infants by intensive public health efforts 18 not detrimental to
the welfare of the community by mmereasing the number of the unfit  The
experience of England, where remarkable progress in the reduction of
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infantile mortality bas oceurred during the past few decades, does not
support this view, for this reduction has been accompanied by a corres-
ponding decline in the mortality rates of subsequent age-periods, In
the words of the Chief Medical Officer of the Ministry of Health, ** at
ages 1.2, 23, 34, and 4.5, the rate of mortality in 1926-32 was less than
one.quarter of the corresponding rate in 1861-70 and less than one-half
the rate of 1901-10. Even mn the years of adolescence, 15-20, where
some slackening in the rate of decline is observed, the death-rate in 1921-30
was only 39 per cent, of that registered in 1861-70. So far then as rates
of mortality are to be trusted, it is certain that the spectacular fall of
infant mortality within the century bas not been associated with any
deterioration of mortality rates at later ages. That improvement of the
environmental conditions of infancy has been at the expense of later ages,
is a proposition unsupported by any evidence.’’

This brief review of infant, child and maternal mortality statistics has
efucidated a number of salient faets which all go to support the belief
that a high percentage of the deaths of mothers and infants is preventable.
“Chey also prove the necessity for a widespread preventive campaign.
How that campaign should be planned 1s set out in succeeding chapters.
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CHAPIER IV.
MATERNITY SERVIOES.

1. Control of maternal mottality snd morbidity, ol forta) deaths,
still-births and neo-natal deaths and debilty hies m the provicion of better
maternity serviees, These services comprice the proteetion of motherhood
during the pre-natal, natal and post-natal periods.  For the sake of con.
venience these aspects of maternity and clnld welfare are considered
separately from the infant and child welfare serviees, hut the essentinl
unity of the eare of the mother in her capacity ns wife, expectant and

nursing mother and as guardian of the family’s well-being must be kept
in mind.

The maternity services are provided partly by medieal and public
health authorsties nnd partly by voluntary orgamatione.  Maternity beds
in hospitals and dispensaries are as a general rule under the control of the
medical department  Matermity homes may be under the publie health
or the medieal department. or both kinds of institution may be mamtmned
by voluntary organssation and be under the control of neither  In the
same way, doetors aud midwives may be employees of the medical depart-
ment, the public health department, voluntury bodies or in private
practice ; some are under supervision by one autherity, some by another
and some completely independent and uncontrolled. Pre-natal clinics are
similarly distributed.

Unity of purpose and infimate contact between the various depart-
nents is perhaps more iital s the field of maternity and child welfare
than 1n any other sphere of medical and public health work, and the
means of securing co-operation, co-ordination and continuity in the care
of the mother require careful consideration. In this conncetion, it may
be noted that, mn twe provinces, namely, the United Provinces and the
Punjab, the post of woman assi to the Inspector-G 1 of Civil
Hospitals has been created, whilst in Madras there is a woman Assistant
to the Director of Public Health. At one time, the woman medieal
assistant to the Inspector-Gereral of Civil Hospitals, United Provinees,
was also the Director, Maternity and Child Welfare, under the Provincial
Branch of the Indian Red Cross Society and was thus able to supervise all
medical and public health work amongst women and children during her
tours throughout the province.

Effective contact between institutional midwifery and the domieiliary
service is dependent on mutual co-operation between the provineial medical
and public health departments The question whether one medieal woman
either attached to the medical or the public health department can direct
and supervise both the curative and preventive aspects of medical work
merits eonsideration Such an arrangement would facilitate the reqn.erd
¢co-ordination and would be economical of time, energy and money Given
medical women with a sound knowledge of both aspects of the worlk this
is a poliey offering a reasonable solution to the question

Pre-natal care

2. Adequate pre-natal care demands the examination of the mother. Et
Jeast once a month when, in addition to an assessment of her health, specific
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“infantile mortality bas occurred during the past few decades, does ot
support this view, for this reduction has been aceompanied by a corres-
ponding decline in the mortality rates of subsequent age-periods In
the words of the Chief Medical Officer of the Ministry of Health, *“at
ages 1-2, 23, 34, and 4-5, the rate of mortality in 1926-32 was less than
one-quarter of the corresponding rate in 1861-70 and less than one-half
the rate of 1901-10 Even in the years of adolescence, 15-20, where
some slackening in the rate of decline is observed, the death-rate in 1921-30
was only 39 per cent, of that registered in 1861-70  So far then as rates
of mortality are to be trusted, 1t is certain that the spectacular fall of
infant mortality within the centary has not been associated with any
deterioration of mortality rates at later ages That improvement of the
environmental conditions of infancy has been at the expense of later ages,
is & proposition unsupported by any evidence

This brief review of mfant, child and maternal mortality statistics hay
elucidated o number of salient facts shich all go to support the belief
that a high percentage of the deaths of mothers and mfants is preventable,
“They also prove the necessity for a widespread preventive eampaign.
How that campaign shonld be planned 1s set out 1 suceeeding chapters.
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. Institutional Midwifery, Caleults, 1935—contd,

AR
No. of Obstettie besds, | o mid

l i 1"’_’::‘;‘" ! v,
Name of Inati- \ -

Nemarks
tution,

|
|
|
!
1
|
'

I're-natal clinke.

Total delirenies

Lirentiates.

- ™

Papil

Corporation
Matermty
Homes

1. Daldeodas o | 2,891 | Corporation

ecrtificate,

011 ) Board of Fxa.
mination  ap
potnted by
Corporation,

2. Kidderpore | No

3.Chetla ..|No [No |40|Ne j40]. | 1| B 657 | Vernacular tran-
ing
4. Mamcktols | No |No |20 & log|. | 1) 3 20
(nep-

tie)

Four of the six hospitals accepting midwifery pupils and two
hospitals traming medical students have no pre-natal echimes. There is
no doubt that pre-natal care showld be a function of all teaching hospitals,
It may not be practicable, for many jyears to come, to provide skilled
attend, for all , particularly m the rural areas, but it
need not be considered 1mpracticable to provide some facilities for pre-
mnatal examination, so that the more serzous abnormalities at least might be

prevented. This, however, depends on the tramung given w prenatal
work,

The prejudices of the mother, her carelessness about her own health
and her ignorance of the value of pre-natal care or of the facilities pro-
wided are a serious handicap to adequate supervision. The most successful
remedy lies in visiting the mother in the home. Home viniting 13 dis-
cussed in a subsequent chapter and it need be mentioned here only to stress
its vital importance.

Tt hes unfortunately proved impossible, from the replies received, to
construet a table showing the number of pre-natal elimes attached to
maternity hospitals and homes or to welfare centres Not only are the
replies incomplete, but several give the number of pre-natal sessions con.
ducted during the year instead of the number of clinics. About 20 per
cent of the 828 welfare centres given in Table XIX (page 51) profess
to look after the health of the expectant mother, but few have a visiting
doctor and many are staffed by midwives who have little or no training
in pre-natal work and are unaware of the technique of home visiting or the
importance of preventive and constructive health measures

Two types of pre-natal clmic are required. The central or con.
sultative clinic where obseure conditions can be investigated and the treat-
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ment of disease undertaken and the outlying or subsidiary clinic where
emphasis 1s laid on the promotion of health through the education of ghe
mother in the hygiene of pregnancy and on the diagnosis and amelioratidn
of minor degrees of Mlhealth. The former eorresponds to the hospital
pre-natal department and draws its cases from a wide district ; the latter
to cluues held in moternity homes and welfare centres and covertig a
circumseribed area round the centre or home. Systematic home visiting
of all expectant mothers in the area 13 only possible in conjunction with
the latter type of centre. The role of each type of clinie is distinet yet
mutual co-operation and reciprocity is essential to secure this Some
form of duplicate records is required to facilitate trnnsfcrence_oi the
patient from one clinic to the other while providing for continuity and
uniformity in the care of the mother,

It is desirable that every teaching and large maternity institution
should have attached to it a qualified health visitor, Whilst her duties
cannot be so clearly defined as those of a health visitor in o welfare eentre,
she will be fully employed in work connccted with the specialised type of
patient sent to s woman’s ot maternity hospital and will also to some
extent perform duties ordinarily carried out by a hespital almoner. She
would not be concerned’ with the collecting of eases from outlying areas
but would only attend to the cases after they come to the hospital out-
patient department.

Medieal supervision of the expectant mother is by no means easy to
arrange. For the medical staffing of the clinic the choice hes between the
private practitioner, the doctor attached to the local hospital or dis-
pensary and a touring matermty and child welfare officer. Obviously
continmity of care in the prenatal and intra-natal periods can best be
secured by the two former methods, the services of the doctor responsible
for the pre-natal exapunation being thus available when necessary for the
actual confinement Where medical men or women with sound training
and subsequent espersetce in obstetries are available, this method is to be
encouraged. For other areas, the touring materpity and child welfare
officer seems to be the only feasible solution. In this connection it is
interesting to note that the Inspector General of Civil Hospitals, Punjab,
in 1938 issued a eirenlar laying down attendance at the pre-natal session
held in the welfare centre as one of the duties of medical women attached
to institutions under the medical department,

A considerable proportion of Women attending the pre-natal clinics
require admission to hospital for the treatment of the graver disorders
ufi pregnancy or for intercurrent disease during pregnancy and for the

f]. ogqr:z(‘;::r:c‘zf sé’ct‘!‘]:a;':f 5{:“’31 pre-natal wards are desirable. Informa-
cuses lnspmt° b mber of beds, especially reserved for pre-natal

, ha een made available, but the number is believed to be
negligible and reference to Table XIV, which shows that not a single
g;’;{’;{:"}hl:\hg;ﬂz:ta nlt_axes“a special Prgvisiun, bears out this assumption,
eagh s n oceasion admitted 1o the general or gynzeolo-

Intra-natal care.

3. For the actual conduct of maternity work, I

N 9 ‘ , the f
services ¢ (e} institutional and (b) domieihary. 'l‘hcs:ewai{le {)Zodti’s’flf;:d
separately, but close co-ordination between the two is essential '
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(a) Institutional midisfcry—Defore reviewing the cxisting services
it has seemed desirahle to try to estimate the number of beds required for
labour cases, These may be admitted to hospital beenues of obstetrie
abnormalities or poor general health ; others beeause home conditions are
upsuitable for the eonfinement. A proportion of mothers will seek
admission from choice and beds are alo required for primipare in whom
labour may be prolonged or dangerons. Detaited information regarding
the percentage of cases admitted under cach of these heads is nlmost
enlirely lacking and the following estimate of requirements, based on

estern experience, is purely tentative. The number of beds rerquired
will of course vary from provinee to province with the customs, habnts snd
education of the people ; the prevalence of osteomalacia, eelampun and
anmias ; and housing and other environmental conditions.  Far general
guidance, however, some standard 15 desirable.

Munro Kerr in his ** Maternal Mortality and Morbidity ** estimates
that in industrial areas the mmmum institutional accommodation should
provide for 15-20 per cent of deliveries on account of abnormalitics,
This doel not mclude provision for primipare or for women who clect
for their own convenience to go to hospital Ilousing conditions in
India are generally unsuitable and abnormalities assneinted with child.
bearing common ; the provision nceded may therefore be estimated for
urban conditions as 3040 per cent of all confinements Tl estimate,
which may not be of general application, has been ealeulated as follows —

Per cent.

Provision for pre-natal and natal abnormalities . 10—15
Primipare . .. . . 1015
‘Women who elect to go to hospital . 5
Unsuitable housing conditions 5
30—40

Allowing each case an average of 12 days in hospital, one bed will
accommodate 30 births per amnum. On the further assumption that
provision should be made for 30 per cent of births, the minimum require-
ment will be one bed for approximately every 100 births, although aetual
requirements may be considerably in excess of this figure. In Bombay
city, for instance, where the women are more willng to go to hospital,
about 70 per cent. of all registered births take place 1n hospital and one
bed is available for approximately every 30 births,

In rural aress, where less overcrowding and less general ill-health
exist, o smaller number of beds will suffice provided a satisfactory
domiciliary service is available.
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The replies to this section of the questionnaire give details of the
various classes of hospital maintained in the different provinces and of
the number of beds maintained in these mstitutions for midwifery cases.
Table XV has been compiled from the answers received. Wide variations
are seen, ranging from 48 and 13 maternity beds in the urban and rural
areas respectively of Orissa to 2,436 and 199 beds in the urban and rural
ateas of Bombay Presidency. Although the questionnaire was drawn up
with a view to eliciting information with a minimum of trouble, the figures
submitted are in certain cases open to grave doubt.
table can only be regarded as giving a general view of existing hospital
provision for maternity cases.

In consequence the

Tance XV.
Utrban. Rural.
Name of Province or i
Number | Number } Ratioof | Number | Number | Ratioof
of of Matermity of o Maternity
birthsin | Matermity | bedsper | busthsin | Maternity s per
1936. beds ~ {130 basths 1938, beds.” {100 births.

N.W.F.Prosince . 10,408 12 1t 86,504 2 +003
Punjab . . 25,443 2,001 17 973,703 172 02
Delht . . 21,229 147 -7 9,630 Ng N
TP e . 261,439 750 -2 1,626,159 102 ~006
Bihar . . 30,087 253 -8 | 1L13,9m 12 001
Ornissa . . 5,631 48 8 249,066 13 «005
Bengal . - 84,855 800 7 | 1,588,351 33 ooz
c.r. . . 76,962 245 -3 574,308 15 <002
‘Bombay .. . 130,000 | 2,338 1-8 612,331 199 ~032
Sind . . 26,074 466 17 52,862 3 .14
Madras .. | 149,988 | 1,051 -1 | 1,500,637 262 017
Asam .. . 6,349 104 16 233,355 16 007
Hyderabad State .. - 22, . . 15 .
Mysors State | aoess| s 2.5 wsas1] 100 0
Jodhpur State - . 10 . ” . .

If the standard of
Western countries,
that provision is a
the Punjab, Bombay,

one bed per 100 births,
be accepted, the fignres in
dequate in the urban aress o

regarded as reasonable in

Table

: f the N
Sind and Assam, and fairly ade

quate

would show

-W. P Provines,

in  Delhi.
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Bihar, Oricea, Madras and Rengal  In come areas, a large proportion
of the beds for maternity eases are siown as being maintained in general
wards, which tmust be regarded as only a makeshift arrangement. On the
other hand the provision of maternity beds in rural areas is utterly innde
quate throughout the whole of India, nlthough it must be rememb-red
that the maternity beds in urban areas are used to n certain extent ly
women from rural areas

In most provinees, the majority of these beds are provided in hos-
pitals maintained either by Gorernment, municipal boards or loeal bodies,
but, in the United Provinces, the Dufferin Fund maintains 74 urban ang
11 rural hospitals which provide 244 and 8 matermity beds respectively
It must be remembered, however, that the distribution of available Lieds
is by no means umform

As the result of a rapidly mereasing demand  for admiston  to
maternity hospitals and maternity homes, small maternity homes organised
by voluntary or prinate effort are springing up all over India. Many of
these are, unfortunately, sited in unsmtable buildings and placed under
the charge of illiterate dais meapahle of taking temperatures or of keeping
records and with but a famnt apprecintion of asepsts and wolation.

In England, 1t has been found necessary to register and inspect
maternity homes 1n order to ensure a reasonable standard of equipment,
staff and safety for the mothers Should the development of private
matermity homes m India increase with the same rapidity in the future
as it has 1n recent years, their supersision will shortly become a matter
of some urgeney  Swtable control might be exercised by a system of
licensing and by inspection eohducted by governmental medieal and publie
health departments

The respective roles of the maternity hospital and the matermity home
are rarely fully appreciated, conscquently maternity homes are fre.
quently called upon to assume the functions of a hospital The rdle of
the maternity hospital is to admit all emergency or unbooked cases, ail
major operations and to conduct a consultative pre-natal elinic It 1s
desirable also that it should have wards for well and siek children and a
gynxeological department The planming, equipment and staffing must
therefore be of a high order and the hospital consequently an expensive
institution Tle maternity home should confine itself to the conduct of
“* booked ’’ confinements which are expected to be mormal thus domg
away with the necessity for much theatre equipment, the frankly septie
blocks and permitting of a smaller staff. 1omes mamtamed by publie
bodies or by voluntary organisations should have a pre-natal department
and may arrange a domiciliary service For these reasons it shonld
work in a cireumscribed area in distinetion to the hospital which draws
its eases from a whole district or provinee

Medical women employed in institutional midwifery.

4, By means of the questionnaire, figures have also been obtained
in respect. of the number of medical women employed in maternity hos-
L2PAC



pitals and homes. Table XVI gives details for the individual pro
vinces:— .

TapLe XVL
Number of modical women employed 1a bospr
tals or homea.
Number of
Nuta of Provinee or State, | beds main-
tuned for
mudnifery | Graduates. | Licentfstes. Total.
cascs.

N.-W.F. Province . 12¢ ] 10 16
Punjab . . 2,263 43 80 123
Delbr .. . ' 147 8 4 12
United Provinces . 852 78 104 212
Bihar .. . . 2605 17 48 65
Oriesa ., . . 61 3 9 12
Bengal .. . . 633 15 27 42
Central Provinces . 260 29 15 44
Bombay .. . 2,835 88 03 151
Smd .. . - 539 14 12 36
Madraa .. .~ . 1,313 96 165 261
Asaam . 120 2 7 1
Hyderabad State . 239 12 32 44

Mysore State . . 880 17 39 56

Jodbpur State .~ 10 3 ' 4 7

The largest numbers of medieal women are employed n the U P
the Punjab, Bombay and Madras In the Punjab, U "P. and Bombay
most of these medical women are «ad to Dbe employed by non-official
bodies, by which presumably 13 meant Missionary and Dufferin Hospitals
I Madras, the Provinela) Government employs the majority

Midwives employed in institutional midwifs

Y.
§ Table XVII gives the numbers of midwives employed in hospitals
and maternity homes in each provinre. Althongl it is desirable to hase
one midwife for every three beds, one to five may be regarded as a reason
ahle provision According to the table, this p}oportign of one to thre¢
exxst§ approximately in Bengal, the United Provinces, Bihar, the Central
Provmeei‘l‘»omh_ay and Madras. [n some pm\'inces,’ﬂ\e ﬁg’ures indieat®
that the proportion approaches to one midwife for every two beds This
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seems too good to be true and in these instahees the replies can only he.
accepted with caution. A possible explanation is that every midwife

n(t:\cl!e(l to the institution, whether actually domg midwifery or not, hay
been included in the returns.

Tam.e XVIL

. No of teds tnain- | No.of midstves | Proportion of teds

Namo of Provinee of : inte. tained for mid. cemployed in Los toesery midwffe
wifery cams. yitalsand homes.

X-W.T, Provinee m # 155

Tonjab .. . 2,263 187 2.1

Delbi .. . . 147 23 62

United Provinees (SN 238 33

Bibar 2, 87 30
Orissa 61 56 10
Bengal .. . . 033 209 2.3
Central Provinces . . 200 130 Jiy
Bombay . . 2,635 6215 402

Sind ) . . 530 41 14
Madraa ., . . 1,313 630 2.0
Agsam .. . . 120 39 3.0
Hyderabad State .. . 239 32 7.4
Mysore State . N 880 163 53
Jodhpur State .. 10 33 03

As hospitals and therr stafls are expensive, before embarking on
general pohicy of hospitalisation for matermity cases, provineial Govern-
ments and municipal and local authorities would be

tithe v well  advised to
consider the development of domicliary services

Domiciliary Midwifery,

6 Domieciliary mudwifery is relatively ecasy to provide, cheaper to
maintain and meets the reqnirements of the mnormal confinement even
where home conritions are by no means ideal

The midwife ic. of course, the most important umi mn o domietin
scheme and, if the figures ean be accepted, Table XVIIT shows how insuffi-
cient this staff is in most of the provinces.
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" Taptz XVIIL

Staffs employed in domuciliary midwifery by local bodies and voluntery

assocrafions,
No of No of medi | No of oud-
total cal women | wives, awis- | No. of Na of
Proyince or Rtate tarths | for domiess | tant mud. trained furths
1936 larymid- | wivesand | indizenous per
wifiry, | nurse dais das. mudwife
Naworep 76,998 1% 13 36 5,925
Pumjab® .. 1,009,146 i 1 . 1,000,146
Del 30,370 3 a7 30 L4z
v N 1,887,598 131 307 578 6,220
Tihar 144,008 17 56 23 20,428
Oriven. 234,007 | 10 30 2 8,459
Bengzal p2 90 218 18,591
cr | 21 10 220 4,652
Bombay 26 s 2 5015
Sind I 530 16 30 4,971
Madras 1,659,625 33 136 . 3,782
Assam 239,704 17 33 9 7,203
Hyderabad State 163,226 4 0 40,506
Mysore State | 136560 2 326 119
Jodhpur State | ] ‘s .
. .

*Large numbers of nurse dats and tramed dars aro available for pnvate employment

Under the Doghsh Midwives Act of 1936, every local v I
bound to provide an adequate staff for domethary x‘x?ldwlferyam\lz'gfi‘lts.t n
definte figure 13 lad down, one midwife per hundred births 15 becoming
accepted as a reasonahle figure The Iast columm in Table XVIII show
how far India lags Delind in this respeet

Some provinees report that as many as 70 per cent of births tak
place withont any skilled attention for the mother. This figure probabl;
understates the case Table XVIIT also shows that every province, witl
the exception of Madras and Punjab, employed trained dais in their dom
elliary midwifery organisation

The mldmfg is capable of dealing only with normal cases ; for others
she requires assistance either from private practitioners, from specialist
attached to women'’s hospitals or from medical women with experience in
fr}f\tg?nxty'ﬂ‘lldlclxlltl welfare work. Most of the provinces report that the
A ‘ '\?:pitals and maternity homes are availabl®

it 15 almnst eertain that their services ar
extent
The replies to enquiries in respect of the numbers o i
: A ¢ f medical wome!
'!mpl?%,e"‘ in d'nm!.cxh?ry midwifery show that apart from 1110(3;:1111!!1“""
in midwifery institutions, the provision is almost negligible, except in the

U P, M i i
ur , adras and Bombay and even in these provinces the figures are &7
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pre-natal cliies, sterile equipment, medieal slall and hospital admission.
The mdwives are also able to work 1 a roster, so that periods or rest
and lesure can be obtained, whilst contact with the 1nstitutional staif
keeps their knowledge up-to-date.

India has long been accustomed to look to Governmeut to provide
Lospatals, duspensuries and medscal rehel, so that 1t 15 hatdly surprising
tuat the emptoywent ol mudwives by it local  suthonties  precedcd tue
adoption ot tius policy in Lingland. Few Indian municipaliues, howeves,
could aftord to finance a compicte scheme from toen own resources and it
1s to be noted that when, 1 1935, England mmade domieinary mudwirery
service umversal and compulsory, local authorsties were authorisec
to rccover fees from those able to pay. bLnti some such schemt
1s adopted m India, existing defictencies wiil have to be nilec
by midwives in private practice. Local bodies and voluntar)
assoctations  which  provide a  donucihary  midwifery  servie
would be well advised to inmstitute and entorce a seale of tee
whieh, wiile not being applicable to the genwunely poor, would constitut
additional funds for expanding the domuyciliary service, 'There 1s no res
reason why those able to pay for the services of a mdwife should not &
so and, 10 those areas where this system has already been practised,
hardship has been caused and the families concerned have shown them
selses willing to pay. The ntroduction of a scale of fees of this kim
removes the unfair method under which a completely free service injure
the practice and income of private practitioners and private midwives.

Most of the provinces have apparently been unable to give the number
of registered midwives in private praetice, but from the figures recetvet
it would appear that therc are 574 i Bengal, 388 in Bombay and 2,41
in Madras According fo a recent survey carried out by the publi
hiealth department in Madras, the provinion of midwnes works out at 0Y
per 1,000 births in municipal and rural areas. These figures may
somewhat misleading, because a midwife may be registered in one pr
vince and work in another.

The income of the average midwife in private practice is ofte
uncertamn , i faet midwifery is frequently o secondary activity onl
practised m order to supplement earnings from another source. Fee
too, are usually small and the tendency 1s for the midwife to book mor
cases than she can deal with efficiently, Technically, she is at a dit

advantage compared to midwives employed by local bodies and voluntar
orgawsations owing to lack of adequate equipment and, moreover, it i
&llilfililt;\txl‘a nig:r}:zﬂ: to malke contact with midwiicry. institutions and clipie:
xisting conditions there is no supervision of her work.
Post-natal Clinies.
8. Systematic post-natal examination is so far practically unknow

in India, he routine medical examination of thers, for a period ¢
India. T 1 ation mo
3 T

abnormalttie
at an early ar in the prever
tion of chron : this  activit
requires o be stressed n o

o ot only in the teaching hospits in ev.
health visitors’ school Moreover every welfﬂrcbct‘.hx?tsrx:n:}: \Iv)gltl 1:; ?:\'m
women’s hospital, should hold organised post-natal cl‘inics in the sar’
way as pre-natal clinies and health visitors and midwives should ma¥
every effort to induce the mothers to attend.
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CHAPTER V.
INFANT AND CHILD WELFARE SERVICES.
) Introduction.

1. The review of the wital statisties relating to mfantile and  chald
mortality contmned m Chapter 111 shows tha 13 jer cent. of the total
registered deaths oceur under the age of 5 years  Lattle 15 known of the
chinieal causes of deaths w mfaney and ehldhood and stiil e about
the social and ceonomic eauses whieh influence the death rate Resenrch
on these problems 1s required before effective contral measures based on
an understanding of the wituation can be instituted  In a general way, it
is known that defective samitation, bad  housmg  and - overerowding,
inadequate nulk and food, early warnage, lagh birth rates, adverse soeinl
customs and such like are in large measure responsible for lngh mortahty
rates, but there 15 little doubt that a factor of cutstandmg importance is
the lack of skill and knowledge of mothereraft un the part of the mother
herelf  Tlus beng so, the most hopeful method of control lies in
edueating the mother 1n the nurture of ber children and m the preeautions
to be taken to secure their healthy development The first line of defence
is to provide more universal education for girls und to introdnee mother-
eraft classes into the curriculum of pirls’ schools | the second to estahlish
maternity and child welfare schemes on limes designed to meet the
mothers’ need for knowledge of the simple rule, of Liealth Materinty and
child welfare is essentially an educational semice providing adviee and
instruction for mothers in the care and management of their own health
and that of their infants and young children

Number of Welfare Centres
2. The fizures for maternity and child welfare centres for 1936 in

the diiferent provinces have heen compiled from the replies to the
questionnaire and are given in Table XIX

Tapte XIX
Number of Cenires.
1
Trban_or )
Provine or State combined urban Rural. Total.
and roral. l‘
i —
|
N.-W.F.Province . - a
Punjsb .. - . 70 18
Delhi . - 21 10
L8 SN - . 138 121
Bihar .. . N 17
Orssa .. - - 8 5
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Urban or
Province or State combined urban Rurnl, Total.

and rugsl

e

Bengal ., . . az . R
cPr .. - .. % 16 2
Bombay .. . . 1 31 53
Sind - - ‘. 7 2 °
Madras .. . . 88 109 107
Aesam .. . . & . 5
Hyderabed Btate ., . 4 - 4
Mysore Stats . . 5 7 43
Jodhpur State . . 2 . 2

Table XX shows the different agencies under which the centres &
maiptained Tliese have been compiled from the replies sent by &
mimstrative officers to the qucshonnmre but here again the informatic
supplied is certainly incomplete It is surpricing to note that administr
tive officers seem to be unaware of the preventive work actually beix
done in the areas for which they ave responsible.
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In the U, P., the 239 centres in existenee are divided almost equa’
between urhan and rural arcas and are entirely managed by the Indi
Red Cross Society, On the other hand, of the 196 centres in Madr
138 are organwed under official auspiec, and only 33 are run by volunt:
organrations  In the Punjab, the orzanisation l'es midway between 1l
of the U P and that of Madras ; of BS centres, 37 are under offic
juanagement, 13 are under voluntary organi-ations, 4 are under Nei
Western Ralwny, whilst 91 are mamaged by  combined  official a
voluntary orgenications  Delli Provinee §s shown as possessing 31 centt
but 18 of thewe are m the etties of 014 and New  Delhi The Bem
fizures total 31, wmelndinz one attached to the  All-India  Inctitute
Hygiene and Pablie Health  The 71 centres in the Central Provinces :
Qistributed Letween rural and urban arets fairly evenly. With th
exceptions, ineluding Bomhay which Nas 53 centres and Mysore which i
43, infant and cld welfare vork has not vet developed beyond
esperimental staze

Health Visitors,

3 Table XXT gives the total mban and rural births in each provr
with the corresponding numbers ©of centres and  certifieated  hea
isitors

Experience has proved that one health visitor cannot deal with m
than a population producing 200 to 240 births per annum It is clear t
the available organisation is far short of this figure in most provinees.

TapLc XXI

Trban o combined urban and Rural.
Naute of Provincs
or State. N PY R - o
B i | &2
35 | 3is R
hs. » |24 28 4 |84 581
Burt P 523 ks | g EERI
ElE2E| o ££5) Z&i
L § 877 £
NW P .| 104nt{ 3| 3| ades| essns| .. | .. ..
Punjab 1954130 0l 7 1792 ] 913703 18| 31) 462
Delht wl etz oa) g Lo61 | mam| a0f el re
TP 2614300 133) 22| 1esa|uemerse] 1| .. .
Bihar 300571 17| 13) ama)rnaen| .. 3| aits
Orissa i 5631| 8| .. N 210065 ] 5| .. I
Bengal wdomsssloes) 9] guselyassem 2 1
Central Pro- w06z | 56| e1| ro01| missos| ie| 13| ‘ave
Vinces, >
Bombay ..} 130000\ 0| 19| es2| ewzam| s 1| ez
sind . < omeer) 7] 4| eens| sosse 2,
Madras o} 19088) s8) 5 2,653 | 1,500,6 5 Hoars
Awam " CEC I I B e B I B
Tydersbad .
yStateq . 4 3 . - . . “
Mysore State 30,008
Jodbpur State . S|y ey msesty 7t 5| me
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It Liny long been recognised that the tramned health vistor holds a hey
pesition in a \\'cll‘nre centre organeation  In the hght of thas fact, 3t s
disappointing to find that so many welfare ecntres m this conntry \ll“ bave
1o trained Liealth visor on their staffs  For mstance, althoush the U P,
has 259 centres, only 22 health visitors are employed  Cluld wetfare work,
in the real sence of the term, cannot be properly Cirried out by mds nes
and assistant midwives, suel os are m charge of the majority of the U &
centres. The fraet that the Punjab, with ats S5 centros, employs 01 certs-
ficated health visttors stiows that 1t 15 possible 1o obtam traned womes.
It is reported that the ¢ P emploas o dugee number o he dth visitors pat
taat most of thewr time av pinven to madwitery prastice Thus s not, oy
ever, the primary funetion of a healtn vistor  In Madras Presideney 73
heatils visitors are emploved matnly Iy Jocal hodies , 13 are employed by
voluntary orgamisations

‘Women Doctors

- 4. Table XXII gives the number of centres in each provines and the
numbers of women doctors attached
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The number of women doctors engaged 1 thiv sphere of work is very
small except perhaps in Madras, where $1 leentiates are employed under
local bodies. There scetns 1o be grest scoj e for the employment of women
doctors with speeial tramming e this field of public health work

Early departures {rom health are not always capable of detection
even by u tramed health vistor  The doduetions to be drawn from  an
obvious departure from health can i most vases only be made by a trained
womsn doctor It 1s for these reasons that eviry welfare centre requires
*o have a ‘visiting doctor

Functions of Welfare Centres

6 Maternity and chibd welfare work s eseentually of an edueational
nature  The education ot the mother begins by imbvidunl mstruetion n
the home and this cannot be suitably carned vut unless the health Tisitor
pays reguiar monthly fiome visits to all expectany wothers and to wiants
under one year and continue, to visit onee a quartes the chuldien between
the ages of one and fise years  On the assumption that 200 births per
annum occur n & health visitor’s area, this means that <he must pay 2,400
bome visits to infants alone, whilst 6 visits to each expectant mother means
another 1,200 per annum,  If the health visitor 1s to make these 3,600 visits,
the must do at least 12 per day, assummg there are 300 working days
her year. These caleulations take no account of viats to ehildren between
the ages of onc and fise  When climatie and other conditions are taken
into aceount, it will be asreed that in addition to rmning her eentre, the
health visitor has a heavy task if she tries to work to this standard

The health visitor’s task is to deal with the general development of the
child, the management of reast feeding, elothing, bathing, teething, vacei-
nation, weaning, the diet of the nursing mother, habit training, prevention
of colds and mmor dietetic and other disorders The motiser has to be
persuaded to change century-old cnstoms and habits  She has to be in-
structed in the hygiene of the home and its environment, 1in family budget-
g and n a host of other matters regarding wlich the health visitor wilt
be consulted once she becomes the tried counsellor of the famiy The
same lesson has to be repeated agamn and again before new methods ars
accepted and practised

Mention has already been made of the fact that most of the existing
welfare centres are staffed onls by nur-es or midnives mstead of by tramned
Bealth visitors  Whalst the traiming of a nurse fits her for nursing under
the general direetion of a doctor her hospatal experienee gives her Ditle
contact with degrees of health Much less 1s she trained in Tespect of the
adviee to be given to the mothers and bahies attending a welfare centee
Qnly too frequently, resort 15 had to the charitable distribution of mitk and
clothing or, worse still, to the dispensary habit of doling out medicins
It is these practices which have handicapned so severely the d"!velopmen'.
of real welfare work 1 this country  *° 7 o -
uniil folly trammed health visitors
the centres are suided and controll
preventive ontlook

Whilst the importance of home visiting eannot be over-emphasized,
it mrist be stated that the welfare centre s an equally valuable adjunct to
sound maternity and child welfare work The welfare centre itself makes
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fur the cconomieal use of the doctor’s services and gives opportunities to
tie mother to consult the health visitor between the routine home visits.
Ucre also can be catried out weighing tests and the more detailed examina-
f.ons which are not possible in the home In addition, individual instrae-
tin begun m the home ean be consolidated by more formal group teaching
und demonstrations, whilst the doetor is able to confirm the health visitor’s
auvice and ensure that it is acted on.

In this country, since medical treatment is not always readily avail:
abte and the absence of facilities for treatment is g great handicap to wel-
tare work, the treatment of minor ailments in the centre 1 legitimate.
Gieat care, however, must be taken lest the welfare work, which is primarily
presentive m nature, develops mainly a curative character, The eentrz
which usurps the function of tlie hospital or dispensary does so to the detri
ent of its own more fundamentsl work of promoting racial health and
preventing disease, but also puts back the time when adequate medieal
facities will he nstitnted Every emphasis should always be placed on
{caching the mother how to carry out the treatment at home, otiter-
wise the centre quickly becomes converted into a dispensary snd its value
2s a preventie institution is entirely lost  Inadeguate facilities for thc
treatment of disease is a handicap to het” ~ N T ST T e
is te take place, faeilities for the relief ¢
This means for India a wide extensic
medical officers

*¢ 1t is o regrettable fact that in the past hospitals and welfare centres
kave not eo-operated in the most fruitful way for the benefit of the womsn
and chuldren of the country. Each has * oot N o
the persons concerned for whom both ¢
fullest co-operation between the two, .
bnt they are complementary and neither can do without the belp of the
otbe. The misunderstanding on the part of the public as to what wel-
fare centres exist for is partly at least due to wrong methods of working.
Where tlie right ones are tried, the public generally realises the Work which
the hospital and the welfare centre perforras and where the one carries
cut what the other does not atterapt ’’.

Voluntary Workers,

6. Good voluntary workers are always a valuable asset to a welfare
centre  For instance, the clenical work imolved in fillmg up and indexing
card§ tpkes up }'alunble tume 1f 1t has to be done by the health visitor and
relief, in this direction alone, leases her more free to attend to the technieal
duties for wiuch she has been tramed  In addition to work in the centres,
voluntary worhers are frequently able to enlist the sympathy of local resi-
dents and members of local bodies and thus ensure the collection and zllot-
ment of funds necessary for suceess They should also be of value in home
visitimg and 1 earrying out propaganda work amongst women, But, in
arder to play a really useful part, the voluntary worker must in the first
-place be prepared to give time and energy to the work and make hersell
theroughly familiar wath its aims and objects Enthusiasm must always
be accompanied by knowledge 1f the voluntary worker is to be of any real

L “Handbook for Health Visitors —Young.
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astistance.  Classes for voluntary workers might be conducted either in
conneetion with bealth schools or planned by uther organisations engaged
m voluntary work.

Care of the child from 15 years

7. The number of nursery sehools taken from the replics to the ques.
tionnaire total 35 Tlns figure, bke vthers alre wdy quoted, must be aceeptad
only with consderable recerse

The years one to five are eritieal years i the chid’s development
ot onlv 15 physieal heatth liable to be undermined by an ma leguate ding,
Ly insuffieiency ot sleep. by exposure 1o anfeetans diseases and by unsatiy
factory enviionmental eonditions but the elnld’s mental emntional and
soctal development may be retarded by lack of the necessars stunuly or by
putental ignorance

Both physical licalth, and, to some extent, development of charaetey
cau be infiuenced through the maternity and child welfare weriess Iy
well-organised «chemes, the lealth visitor should pay quarterly visitg ta
the homes of all pre-school children in her area and the children ean alvo
attend the consultation clinies at the welfare eentre  In most instances,
hewever, the health visitar is fully occupied with work amongst expeetant
mothers and infants and the ehuld between one and five years 1s negleeted.

Nursery Schools.

8. In such circumstances, the nursery school offers a method of pro-
viding for the healthy physical and mental develepment of the ehild  In
his report on the Health of the School Child, 1936, Sir G Newman says , —

¢f The purpose of the nursery school has long bewn recogmised by imtelligent
cbservers who are eoncerned in the nurture and education ut the cluldren of tha
pation. The pursery school should seek to remcidy the deteets often mbierent in tho
eondnions of Lome bife It 15 a species of Montesson or MeMillan School with Lealth
as 1ty ghjective, The physual care of these ehildren comprises much more than mere
physical tacieise, mnportaut as that 13 1t umvolves provision for free wovement, in
sunlight, when possible, 1 {resh air alnays, out of-doors or ndoors , regular periods
for slcq’» aud rest in the honzontal position ; traming m all desizable bodily hiints,
partrwiarly personal cleatlness ; and arrangements for wcals, mduding " smtehic
foud at regular times The games, hardnork and physieal exereises undertaken
*hould be fo 2 large cxtent freq and umhwwpered, though’ not mumless  The chiluren
hould be trammed to play together as well as to phiy alone, to l‘ne.AL!u: properly, te use
thewr Jimbs freely with irereasing control, to move queetly when ucassary  Walling,
lopping, ekipping, marching, munmng and arm exercses are partieularly  yatuable
Fullest udvantage should be tahen ot life 1n the open air and all those actiibis for
. ‘ * bLttle gardens, the care of b.rds
m nature, as well as nmatural
on shoull be mamntamed  witn
ge numbers of lttle elaldren of
v of medieat officurs, nurses and
am]] ready to tube prowpt pre-
‘he senool suvuld lso provide defimte traming
e micasures nﬁdu;!in‘cmcﬁhn."'seeéhc% fetablish well formed bbuts, cultreate sors
:is:h-e.,ﬁ‘ R ota, and 1aovide for smtable traunng of the motor and sensory facul
o i caggemes Cinehudwiz honduork) Much may be done alsy m sense-tinuig ;
e ey teah 1he (11 to motico broad rather than fine dilferences wm colour,
ga ir Bt b e wards hearing, to Listen with atteution, fo sespond to  quict
m acd size , B o dwstmgmsh different sounds and to develop a taste for
questinns and s o moise ; 1a touch, to eutble the ehuld to iterpret shape, swe
];::‘;\!:entl .ffe“?gx’m’,';ﬁxs Snoers und to use lis bands and fngers for mampulation, such
d texd &
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With the possible exception of the last group, none ean be regarded
as satintactory. Daily care by un outeadar i return tor payment has thes
advantage over  ereche thaf the b o it 1oaa W be raduced and,
whete the attendant s consorentions and adly, the culd benetits from a
greater measure of mothering  Conditeons nmdustrial areas are, hows
ever, seldom 1deal and earctul supervision ol thess oarded vat clakdren
by a Lealth vistor s disizob, He emplognent of tamale labour being
a well-established practie mowany mdustrind coneerns, o number of
enbightened empluners hive tecoguiel the salue of providhing ereches 1ot
the duldren o1 b1 wonmn faboures Smve liever o legal obhga.
fion 1 the war 1yt o NsEs Lt oty one ptome Bombay Prosudene

many s aml 4otones Bive tade bo such provision and the time seems
pe dor thes b made compulsory 1t may bonoved that noder  the
rales 1ratmed by the Government of Bombuay, nuils anploying more  than
100 women must have suitable accommodation for the use of eluldren
Yelow thie age of six years.

A ereche 1s mtended to take charze of children from early infaney to
§ years. For the younger infants, attention to cleanliness, comtort, fecd-
mg, safety and freedom from infectton are the muain requirements, bat
even tlese require considerable knowledge and skill. The routine work
may be entrusted to an untramed ayah, but the direction znd supersision
of tbe subordmate staff should be in the hands of an cxperienced and
qualified woman who in turn will work under the general direction of a
medical officer. Very few of the existing ereches are organised in this way
rartly no doubt beeause of financial consderations but also partly to lack
of switably trained workers The arrangements for the older clildren up
to 5 years should be sipular to those of a nursery school

Institutions for orphans and illegitimate children, etc

10 The replies to the part of the questionnaire dealing with this aspect
of child welfare are conspienous by their absence The matter 15 of some
importance, because, whilst definite statisties of the mortality amongst
infants and chldren m institutions or with foster parents are not asailable,
the mortahty rate 15 known to be excessive 1n one or two of these institu-
tions The children admitted are very often handicapped from the start
by bad heredity and by the physieal hardships through wineh they have
passed before admission and only the best medical and nursing skill and
mothering can help them to recover health of body and mind

Whilst many of these institutions are managed and financed by volun-
tary committees and the arrangements for cleanliness and comfort of the
children are above reproach, others lack even the minimum samitary re-
quirements and possess neither the amenities nor the companionship neces-
sary for the healthy development of the cild Before the responsibility
of Government with regard to these mnstitutions eax.x.be advantageously
discussed or recommendations made for thf:xr supervision, much more in-
formation concerning conditions obtaming in them is required This is a
matter which should not be lost sight of be the .Gnvernments o.f th}s
sountry In any case, the control of these institutions 1s a question in
which both medieal and public health departments are closely eoncerned.

L2PHC



The essential characteristics of ap efficient nursery school are set out
m a pamphlet entitled ** Variations within the Nursery School Movement
publislied by the Nursery School Association of Great Britain.

Créches

9. Another method of eatering for the supervision of infants and
young ehildren 1 the criche or day nursery. According to the replies given
to the questionnaire, 97 créches are known to the medieal and publie health
departments, but this figure 15 clearly an under-statement. Recent 1n-
formation m regard to Bombay Presidency shows that there are 31 crdches
1 mills 1n Bombay aity and 61 m mills in Abmedabad. In other provinces.
the provicion of eréches has not advaneed so far, but at least five are known
to cxist 1 Beneal and others are to be found in Nagpur, Bangalore and
Madras

The greater provision m Bombay Presidency is accounted for in larg
measure by the appomtment by the provineial Government in 1922 of u
woman doctor for the purpose of investigating the conditions of women
miustrial worlers m the Presidency Her enquiry showed ** that about
9 per cent of the infants born te mdustrial women workers had optum
administered to them 1n some form or other and that this was responsible
jor much of the atrophy group of diseases met with amongst infants Y
whilst 1 that year there were only four créches in Bombay city and a few
n Sholapur and Ahmedabad

Shortly after the completion of this investigation, the Government of
Bombay appointed a Woman Inspector of Factories to deal especially with
the problems affecting women and children. Although the number of
eréches has inereased considerably sinee, the numbers are still far short of
requirements Where a créche 1s not available, infants and children of
the working mothers are left in the charge of old or decrepit relatives or
of the elder children of the family, the arrangement in neither ease being
satisfactory.

The following fiqures were collected by the manager of one of the jute
mills in Bengal affer the passing of legislation prohibiting infants from
accompanying their mothers to work They imndicate the new arrange-
ments made for the eare of 120 children of working mothers.

In charge of an ontsider on payment of 0-4-0 weekly .. 15
Unattended and playing outside

. 15
In charge of a small brother or sister . .. 49
In charge of aged relatives 29
In charge of other relatives .- .12

120
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With the poscible exception of the last group, noue can be regarded
assatistactory  Daidy carc by an ontsados i vtwn tor payment has thes
advantage over a ereehe that the r Lo ol o ntaay be redueed and,
where the attendant s cons tentivus amd windly, the culd benefits from a
greater measure of mothering ¢ omdit vns o andustrial areas are, how.
ever, seldom uleal and careful suprisision o thess boanded out children
by a health visttor s des 1o b The employmant of tanale labour beng
a well-estabbishel practice ne many mdusteal concerns o pumber of
enlizitened cmployers huse recognted the value of provihing creches tor

the cluldren o1 uor wonkon labeurers S, bowevet no legal obliga-
1o 1 the It Vo onsiy TS miy one P Bombay Uresidencey,
many mills o0 Goes have made bo such provision and the ime seems

npe tor s b wade compubsory B may be noted that under the
rults star.ed by the Guvernment of Bombay, mills employmyg more  than
100 women must have sutable accommodation for the use of

1 children
Lielow the age of six years.

A creche is intended to take charge of cluldren from ecarly infaney to
5 years For the younger infants, attention to cleanlitess, comfort, feed-
g, <afety and freedom from infection are the muain requirements, but
even these require considerable Lnowledge and skidl  The routine work
may be entrusted to an untramed ayah, but the direction and supervision
of {he subordinate staff should be in the hands of an experienced and
qualified woman who in turn will work under the general dircetion of a
medical officer. Very few of the existing ereches are orgamsed 1n this way
rartly no doubt because of financuai consderations but ulso partly to lack
of suitably tramed workers The arrangements for the older children up
to 5 years should be sinular to those of a nursery school

Institutions for orphans and illegitimate children, etc

10 7 N * 7 with this aspect
of child wtter 15 of some
importan.., .. + rtality amongst

infants and ch)ldrcn'm institutions or with foster parents are not available,
the mortahty rate is known to be excessive i one or two of these institu-
tions The children admitted are very often handicapped from the start
by bad heredity and by the physical hardships through which they have
passed before admission and only the best medieal and nursing skill and
mothering can help them to recover health of body and mind

Whilst many of these institutions are managed and financed by votun-
tary committees and the arrangements for cleanlmess and comfort of the
clildren are above reproach, otlllers lack‘ ev u:o:hteh emcl(?x]f]l):ﬂaia?“ary Te-
qui sess neither the amenities o ship neces-
::x";'elil}oex{l ‘tsh: lildeaxl)?l:re development of the cluld. Before the responsibility
of Government with regard to these mstitutions can be advantageously
diseussed or recommendations made 'for ther supe{wsmn,.mgch more in-
formation concernmg conditions obtaining i ther{‘\ is required Ths 1s a
matter which shonld not be lost sight of by the Governments of this
:ountry. In any case. the control of these msmutum? xsln queshund in
which both medieal and public health departments are closely concerned.

L2PHC
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CHAPTER VL
TRAINING OF STATFF
Medical Women, Health Visitors, Midwives and Dais.
Introduction.

1 It was fortunate that the promoters of the matermty and ehild wel
tare moyvement realised at an early staza the importanee of properly tramed
stalfs fur welfare seliemes  The establshment of the first traming cours:
for health visitors (1418) aetunlly preceded the formation of the Ludy
¢ helmaford Leazue Fund for Maternity and Child Welfue (1920). The
wedical woman, the health vistor and the trained midwife must all b
avadable 1f the masmmum ben it is to be derived frem the centres  In
aiher uplieres, 1t 15 well recozniverd that no dezree of <Xill and knowledze in
the actual worker ean compensate for defeetive planning and administra-
tion  In the wphere of maternity and child wellme, however, this seems
to have escaped notice and the services of the health visitor have been
only too frequently rendered more or less ineffective by misdirection undes
wn-nformed enthusiasm  Special post-graduate training has Jong leen
consadered necessary for the medical offizer of health and, in the same way,
i the maternity and child welfare services are to be properly organised
end integrated mto health departments speeial training for the medical
officers in charge is essential.

Medical Women.

2 A course designed to fit medical women for administrative and exc-
cutive posts in maternity and child welfare schemes was instituted in 1953
at the All-India Instilute of IIygiene and Public Health, Caleutta, but un-
fortunately so far only a few women have availed themselves of these
facilitics ~ As the preatest urgency is to obtain trained medical women for
the higher administrative posts in large cities, distriets and provinees the
course has been limited to graduates A further cogent reason for limiting
the course to graduates is uncertainty as to the future of the licentiate
wmedical schools

On the other hand, sub-assistant surgeons are employed by Govern-
ments and voluntary committees and in army child welfare work, whilst
athers are attached to dispenszries and small hospitals where they may be
avgared 4o wndertake duties in cormection with welfare cenires and dumi-
ciliary midwifery. In Madras, the medieal women employed under losal
bofiies’ schemes are given a short post-graduate course in maternity and
child welfare.  Some knowledge of public hiealth practice would be of great
service to medical women and the question of arranzing adequate coilrses
for those already appointed 1s one of some importance °

Public Iealth appointments under Jocal bodies open to medical women
are so far uncommon (se¢ Table XXII) and the :alg’rics of t);}:é %n evist-
ence compare unfavourably with the income of medical women in practice
or in hospital posts  The conditions of service and the qualfireations neces-
sary for medical women taking up maternity and child welfare work ail
require careful conuideration and emoluments should include some com-
pensation for loss of private practice.



63

There can e no doubt that, 1f matermty and cluld welfare work iy to
e properly organteed, the fimt requiranent s to have o woman of the
statuy of Assivtant Direetor of Pubiec W ith an each province and this
2ppointment <hould Le open only to those who possess either a publie
health qualitication or frodernbly o dipdama i materndy and ehald wel.
fare and have had conaderable cvp tene o that boneh of public hethth
work. Fur any ambitwns wrmopal and Teal body schemes a0 woman
doctor’s cerviees wre oss wrab il S aleo sl ald e b dspeaial traming,
i1 she s to b able to 0 dop e s iider Tur chamize on surtable hines
and 10 adyvise and mstiuay e health visthoss sod nodwinves

Health Scheols and the Tramming of Health Visitors

3 Tiere are seven health sehools i Indin, therr o] enimge dates betng
Dellu, 1915 . Labure and Madras, 1922, Nagpur, 1925, Foona, 1uge;
Bombay, 1935 ; and Caleutts, 1937. llealth Schools were formorly 1n
exsstenee in Bengal and in the U, I, but vere elostd owmg to finanein)
and other difficultics  The schools in the Punyab, mn the Central Provinecs
and in Madras are Government institutions ; the others are muntamed by
voluntary organisations and all except Bombay receive Government grants-
in-aid amounting to 20—30 per cent of the total expenditure. The
Madras School was maintamed by the I’rovinetal Braneh of the Red Cross
Society until March, 1933, and was re-opencd by Government in August
1938.  In Mysore State, a modified traning course for heaith workers has
been established at the Closepet Rural Health Unit

That a matter so vital to the development of the matermity and chilil
welfare movement as the trmimng of health visitors should have remaired
80 long in the hands of voluntary bodies may be taken as a testimony to the
enthusiasm and determmation of 2 number of far-sceing individnals, but,
althongh this poliey may still be espedient, coqditmns are changing fairly
rapidly and no Government can afford indefinitely to shelve its responsi.
bility in this sphere of preventive medicine, even although voluntary
organisations are willing to continue to carry part of the burden On 1te
other hand, voluntary committees, whilst realising the influence they can
continue to exert on the development of maternity and child welfare work,
are now 1nclined to believe that the experimental stage 15 past and that Lhe
time has come for them to deflect their resources mn other directions. This
irend will probably be accelerated by the new Nursing Registration Acts
whieh provide for tie better training and control of health visitors,

4. Quahfications for admission —Qualifications for admission have up
1o the present been similar in the Bengal, Bombay Delly, Madras and
Punjab schools The students must be not less than 21 years of aze have
read up to matriculation standard, have a good knowledze of English and
possess a recognised midwiferv certificate In the Narpur and Poons

schools, a lower standard 15 accepted Provineial Nursing Conneils are
now engaged in drawing up regulations m respect of the traming of health
w1sitors and the general tendeney 15 to reauire the same standard of encral
education for health visitors as for midwives This 15 a lower standard
than matriculation, which is now required, and 1s therefore a retrngiade
ttep  Selection of candidates will have to be exerciced with care 1f the
ioimer standards of edneational qualifications are fto be mamtained

‘ Sesot evelled at existing courses of mstruction for health
visitrﬁsc;‘: 1;:3;;20:}118 Jack of training in general nursing In the first
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mstance, general musing experience was not laid down as essential becausz
the gitls who wished to become health Visitors would not face '(h‘c long
and strennous traming 1equited before they eould obtain the nurse’s guali-
ficatrom

5 Qualifirations of Superintendent —In five of the seven Lealth
schools, the Superintendent 15 an  experienced and  qualified health
ater, with experience of maternity and dukd welfare work in other
countries  In Bombay and Nagpur, the Superintendent is a medical
woman gradnate  Medienl women hmve been appointed o5 Supenn-
tendents presumably beeause health visitors were not available, but ths
cannot be regarded as an adeal arrangement, The ordinary d.:x_v-t'o-ﬂu,\
ronime of a healtl visator’s work an the eentie and in howme visiting 15
Letter taught iy a health siator than by a doetor, just as routine hedaide
nursme 15 better taught by members of the nurng profesion Tle
piedreal outlook 15 supplied by the lecturers most of whom are women
doetors , tutoral work should be done by n health visitor  The Supenn-
tendent of the Nagpur School, in addition te her school duties, acts a»
provineial argamser of maternity and child welfare schemes and in this
enpacity 1s irequently absent from the school, Tlus arrangement 1s
entirely unsatisfactory , n such ewrcnmstances nesther duiy ean Be ade-
quately performed

¢ Diplomas—The diplomas of the Lahore, Madras and Nagpur
Lealth ~chvols are now recogmsed by thewr provincral Governments and
are issued by the official Publie Iealth Departments The diploma of
the Lady Readimg Health School, Dellu, has similarly been recogniced by
the Central Government and is now signed by the Public Health Com-
missioner to the Governinent of Indwa, who 1s er-offito {hawrman of the
School Committee The certificate of the Bombay Health School is 1ssued
and recognised by the Bombay Nursing Couneil established under the
Nurses Registration Act and Bengal will alco probably adopt the same
policy ; that of Madras and the Punjal are recognised but not issned by
the respective Nursing Councils, The certificate issued by the Poona
Sehoal and granted by the Seva Sadan Society was un-official. In the
Central Provinees and Madras, additional and superfluous diplemas have
been given by the Indian Red Cross Society.

In the near future, the inspection of health schools, the regulation of
exammations and the issuc of certificates is lilsely to become a function of
the Nurung Couneils, but 1t may be necessary to form some central body
Mlme. duty it will be to maintain approximately umiform standards and
to facilitate the reciproeal recognition of certificates The former function
is undertaken at present, as far a< may be, by the Maternity and Child
Welfave Bureau, Indian Red Cross Society. Some control is exerciced
through grantsam-aid or, as in the case of the Punjab, by the fact that
the Director of the Burean has been esternal esaminer for the Maternity
and Ch.ﬂd Welfare diploma for many years In this connection, it 1%
interesting o note that, in England the medical officers of the Mimistry
of Health inspect the training schools and attend from time to time the
esammations conducted by the Royal Sanitary Instiute. The eert®
ficate 1ssued by the Royal Sanitary Institute is endorsed by the Mimster

of Health and B e TS€C Y e
MWinistey, grants are paidl to the training mstnltuhons b.y {
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7. Medium of mstruction.—The medmam of instruction i English
at all the health schools except Nagpur and Poonn, although tutorial
Instruetion §s given n the vernicalar of the Punyab  In certam parts
of India, the demand lor vernuenlar timmmg for health viators has
inereased rapidly i recent vaars sud Iecanse the serwous ditholtiey of
tequiring hnowledge throuzh o torenm Loz are generally admitted,
there is much tu be saul tor the institution of ernaenlnr conrses

At the same time caretul ensuleration must be given to the motives
behind the demand 1t seems probable that the real reason 15 finnnern,
not educational, and thu the demamd w not for o gh grade verpa.
eulur traming but for the tammg of an wferwr warker who will com-
mand a lower salary  The mstitution of two grades of certificate 15 not
in (onformity with present trends which aim at abolshing the lower grade
tramng for doctors, midwives and nurses and this course 15 therefore net
to be Lightly undertaken. The replies o the questionnaire were almost
unammously oppesed to the institution of two grades

Existing scales of salaries are no doubt relatively lngh and beyond
the means of many loeal authorties, but thus 15 largely due to the difficulty
of obtaining tramed women and. so lonz as supply falls short of demand,
the position will not change  The low status of the nursing and mdwifery
protessions in India iy without doubt largely responsible for the con-
tinued shortage of suitable candudates for admission to health schools,
The more intelligent and ambitious women students enter the teacling and
wedical professions, because 1 both, toeial status and finanewal rewards
are of a much higher order 'With the spread of education and with the
growing tendency of indnidual communities to fill teachers’ posts with
girls belongng to their own commumity, 1t seems possible that greater
numbers will be compelled to adopt the nursing and midwifery profes-
sions, It may be, therefore, that the present demand for a second and
lower grade of worker is transitory

A second argument put forward n favour of vernacular courses 13
that mirls of good education will not work in rural areas where the pro-
blems are more urgent, whilst the general lack of social amenities and of
adequate housing 1n the villages eertamnly makes rural work less attractive
Cthers hold that these obstacles are not msuperable and can be overcome
hy the careful selection of pupil health visitors suited to village work
The suceeeding paragraph summarises the general trend of opmion as
etated in the replies to the questionnaire

visitor is fitted by temperament, upbringing and
eharﬁte'x]-J efoee:}xtr}:ﬂ work, a high standard of g.encral edueation 1s an asset
1ather than a handicap The health visitor’s post 15 a responsible one.
she has to make contact with all classes of people from :hc illiterate
lalourer’s wife to the well educated members of herl-) commif telg }::ng she
Irust carry weight with them all if anythmg 1s to be accomplis et~ Tt
is only on the basis of a sound edneation that the mtlensxve],[ special ra&%\.
‘ing of the health visitor can be effective and that she wil remam suffi-
ciently convinced of the value of her work to mamfain her c&mncpgn.)u
the face of opposition prejudice and mdifference She needs amtlntnie
and ability to adapt her kmowledge to varving conditions and people

and the raral worker needs these qualifications even more than the urban
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worker. Her responsibilities are greater because she works alone and
will regularly be faced with situations which never arise in the towsns
where better developed health and medical services are m existence She
needs character and conviction in greater degree beeause misunderstand-
g und misrepresentation have to be met without the stimulation and
support afforded by contact with other workers. A poorly educated worker
1s, therefore, at a mueh greater disadvantage in a village than i a town

The practical diffieulties which have-to be faced in institating verna-
cular courses are as follows In mast proviuces, there 15 more than oue
mam vernacular, properly quahfied lecturers in the vernaculars are diffi-
cult to sccure and the medical officer of health may be an Indian from
amother province Moreover, stutable text books in the different verna-
culars do not as yet exist, nor do journals or other literature, so that the
health visitor is unable to keep her knowledge up to date after gradnation
without using English  Refresher courses and regular supervision would
cbviate this difficulty in part, but these are seldom arranged. Record
keepng presents another duffienlty, as the mspecting officer, whether Indian
or English, may be unable to read the local vernacular records

Until provinces are in a position to overcame these obstacles and to
previde adequate superviston for the worker it would secm the better
policy to contanute the tramng on the present standard Eventually, it
might be best for cach provinee to maintan 1ts own vernacular health
schools and for a central All-India school to be instituted whieh would
aceept pupils from all over India for an English course, designed to give
a more intensive and advanced” traming to those women who aspire to
supervisory and teaching posts At present, experienced health visitors
reqred for key posts, particularly in teaching posts, have to be recruited
frum abroad or switable Indian candidates are sent abroad for advanced
training, arrangements which are obviously expensive and are in other
ways undesirable.

The advent of vernacular sehools has been brought nearer by the
decision of various Nursmg Councils to require the same standard of
general edncation for nurses, midwives and health visitors The standard
is generally below that of matriculation and too low to enable the pupil to
follow an English course This is an additional reason for hesitating over
the fustitution of courses for a temporary inferior grade of worker.

8 Syllabus of course —The syllabuses of instruetion jn nse in the
dufferent schools are fairly umform and, since they have stood the test of
tinte, ittle comment is necessary A recent tendency, however, is to widen
the field of the health visitor’s work and to bring under her care the school
child and families mfected with tuberenlosis or venereal diseases In these
srheres, solte experience of general nursing would be a great asset and sooner
or later it will be necessary to consider the question of modifying the
currienlum in such a way as to include experience of general n\l!‘sl’;‘l'g.

_ Al the same time, a health visitor’s work is lare i nd
soeial and, whilst m‘xr.sing experience would nndoubte‘&?vybzdgxcxﬁgos:il f;“)“r
):ea;‘s spent in acquiring technical skill, which the health visitor will bas®
little oceasion to apply, would unduly prolong the course and unneees-
sarily increase the cost To meet these diffleulties Dy, Ruth Young,
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yvhcu Director of the Burcau, drew up a scheme for a four years' trmn-
ing course for health vistors®  She hias proposed that the first two years
of this course should be devoted to the busie werences wcludmng biology,
chemistry, physiology, anatomy, dieteties, together with periods of general
nurang experience arranged by aflibation with hospatals, the third
year's course should melude trainmg m midwifery and in pre-natal and
post-natal care , and the fourth year would correspond more or less with
the present yllabus of the health schools  Ruch n course would have
the advantage of overcommg the present gap between leaving rehool and
admission to a health sehoul  This gup ot four years 15 one of the prent
handieaps to reeruiment of liealth visitors, because most of the smitable
girls bave adopted other professions befure they reach the age of 21
Tlus 1deal mught therefore, be hept in mimd and even made the subjeet of
expeiiment, but the present state of development of the nurung and
matermity and eluld welfare serviees hardly justifies a venture of the
Lkmd at the moment.

9. Practical training —Every health sehool except that in Poona has
now attached to it a welfare centre The work of these centres is earricd
out by one or two trained health visitors who work under the direction of
the health school superintendent and who assist m the day-to-day
practical training of the students in home visiting and in management of
the centre.

A period of residence and practieal traininz in a rural village should
be made a definite part of the curriculum in all health sehools and those
sehools swhich have not yet orgamsed this work should do so without delay.
A further inerease of the period of 2-3 weeks devoted to rural maternity
and child welfare work would go far to remove the demand for special
sehools for rural workers The development of rural ¢ health units ’, such
as are now to be found in the United Provinees, Madras and Delhy, affords
admirable opportunity for the essential practical field training of pupil
lealth visitors and may be expected. nlsol to_provide additional recruits
from the ranks of the midwives employed in these units

10 Refresher courses—Refresher courses are held at the Lahora
health school, but so far no other school has arranged this valuable and
jmportant part of its work. The value of the _tefresher course lies not only
in the opportumties 1t affords of acqmring information on new develc.ru
ments and new methods, but also mn the meqtal stimulus provided by dis.
envsion and cxchange of ideas The attention of all health school com.
mittees should be drawn to the mecessity for holding at least one course
each vear This should not lay any undue burden on the staff

i v 1 bodies or voluntary
health visitors employed by Gov ernment local y
Or',zngi};:ﬁuex?st W]:o attend a refresher course, should be regarded as on
duty and travelling allowance should be granted. o

) ives details of the mumbers

Numb students —Table XXIIT gives d 1

of h::lth ‘\l'isitf;:so{rained annually and the approximate numbers trained
up-to-date At the moment the facilities for training ean almost copg
“'r"ﬁ the demands for tramned women but if rapid developments take
I‘l"Ac]e i: ((hpmm'ltermtv and child welfare field, additional accommodation

in Lealth schools will have to be provided.

*The Trammng of Health Yaistors in India, by Dr Ruth Young, MBE, WALS
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Tanptr: XXII,

No, of No. alrendy trommed
No. of | pupils train- and certifieated.
-_— schools | ed anpually.
FnaleL. | Veruacran
Delhi . - 1 - T :
Punjal; . . . I 1 10—13 TH 5
cr . . 1 s—10 7 -
Madras . . . i 8 360 .
Bengal . : H M 7
Bombay . . H 5 o .
Poona .. . . - 1 12 33 .
Total . 7 gr,e._oa { 155 9
*(sinco 1932)

Training of Midwives,
12 Perhaps no part of the problem of maternity and child welfare
15 of greater importance than the methods to be adepted in this eountry

for the traming of mdwives.

of the provinces

In Table XXIV an attempt has been made
to present the mformation supplied in response to the questionmaire, but it
18 again a matter for regret that none has been given except by one or two

TasLe XXIV

Number of Institutions traming midwives

No. of Tramng | No. of Matermty No of pupils
TInstitut:ons Cases per anoum,
Name of Province - _
or Sta
Semor | -Junor | Cliss Class
Certifi. | Certifi. Semor | Junfor,
cate epte Hospital. | Hoepstal
North-West  Frortier 3 3 Not available, B (11 m 2
Provinco yeers
Punjab . It 5 agoel esstl a3 6
Delln . 3 7439 96| = 2
Umted Provinces e | er 2763 14,303 | Notavailble 23
i
Bihar . 2 45 1,405 1,020 | Not avaialble. ..
Orissn . 1 4 200 169 3 121
i
Bengal ., 2 9 12,731 Notasmlable ..
Cuntral Provinces 6 24 307 | 473 31 67
Bomlay R 27 . [ 150 .
20,000
Sind . . v - 1,400 . 1 .
Mad R
ras e .. RO
Asam L) " L. Wi 45 o
HyderabadState 11| i . 2,607 2,697 i3 27
Mynore State e 4 6,851 ' 50
Jodhpur State - 1 - .. " . o
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Information subsequently recenved from Madras states that there nre
seien institutions for the traimng of ligher prade midwives i Lingliay,

for vernacular cournes for mudwives and 25 for the traimng of dag,
Twenty-seven of these are msaen hospitals.  Nor can the Ggures fur
munbers of matermty cases ayvalable fur mstruetional purposes be talen
at their face value, heen some of the nstitutions weluded are nlvo
ased for the trmmng ot medical students who have the first elaim on that
ehnict) matersat ! or mmctamee it s reported that the Central Proviees
has 6 howpitals admitting J07 cases and that these trun 31 pupils for the
semior midwifery certifinte  In other words the average number of
eases per hospatal s 50 and the average per mudwife 10 For the junfor
certifieate, there are 2% recogmised hospitals, 473 cases and 67 pupls,
giviog on an average about 20 eases per hospital and 7 cases per pupl.
Even 1f this supply of clinical material is inereased by extern practice,
the position 1s anything but satisfactory. The Orissa figure of 169 cases
for 121 junior pupils is worse. Any lospital admitting less than 100
cnses per annum cannot be regarded suitable as a traming school and
even this figure is far below aceepted standards. The 1939 report of
the Departmental Committee on the Traiming and Dmployment of Md-
wives, England and Wales, states that ““ we hesitate to speeify what
naicht reasonably be regarded for practical purposes as an institution
sofficiently large for training midwives Dut 1f it be defined as one with
at least twenty matermity beds togetler with an adequate nuwnber of
deliveries in an attached extern distriet, this might perhaps, be recepted
as a guide for the future’’ Sueh a hospital could eonduct about 500
deliveries per annum  Few hospitals in India approach this standard
It should also be kept in mind that, although classes limited to one or two
midwives may afford good opportunities for individual instruction,
under such circumstances the pupils lack the stimulation of personal
contacts and eschange of ideas. Moreover, these small classes are un-
economical both as regards hing staff and eq

Inspection and recogmition of schools for mudwives and regulation
of the traming courses will n future be vested m the Nursing Councits
established under the Nurses Midwives and Health Visitors Registration
Acts  These Councils are still of tos recent origm to be funetioning pro-
perly. so that the standards of staffing equipment and accommodation
sriuck will warrant the recoxmition of a hospital as a traming school have
yet to be laid down although a few of the Councils, notably Bombay,
3fadras the Punjah and Bengal, already have provineial standards The
task of the Councils will be no easv one and will no doubt be made the
subtect of review at an earlv date but it is greatly to be hoped that the
standards adopted in the different provinees will be of such wmformty
that it will be possible to obtain reciprocity in the rexistration of midwives
imder the different Acts. In this conmection the recommendation of the
1979 English Departmental Committee on the Training and Employment
of Midwives is interesting. The recommendation states N that existing
arraneements for the approval and inspection of training institutions ard
tenchors by the Central Midwives Board are unsatisfactory by reason of
their extremely limited scope and that the whole of this work should be
placed in the hands of the Minister of Health, on whose behalf the majority
of institutions recognised as training schools by the Board are at present
inspected by officers of his Department, either in connection with grants
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m-ud of midwifery services or the training of midwives, as part of the
routine mspection of poor law institutions.”’

If uniformuty of standards throughout India is to be attained, the
cstablishment of a central authority for that purpose would seem 10 be
essential  The manner in whicl such a central authority could be estab-
iwshed 15 a matter whteli does not come within the scope of this report.
The questionnaire did not ask for information or opinions in respeet
of the selection and training of pupil mudwives It was considered that
ro useful review of the position could be made until the Nursing Councils
wete 1 a posttion to provide the neeessary data.

13, Number of pupl midunves fo be tramned ennually ~In 1929, the
population of Denmark was 3,518,000, total births numbered 63,297 and the
birth rate was 186  Durmg the same year, 1.063 midiwives were in prac-
tice and, 1 order to maintain the supply while preventing over-crowdirg
of the profession, 21 pupil midwives were admitted annually for trainitg.
To provide one midwife for every 100 births in Tndia, approximatcly
$0.000 would be required and, in order to maintain the necessary number,
about 2,000 pupils should be tramed every year. The occupational tables
in the 1981 Census Report give the fizare of 83,909 for women employed
as midwrves, nurses, compounders, vaccinators and masseases, but only
a fraction of this total are midwives Table XXV which has heen com-
piled from replics to the questionnaire gives the numbers of midwives
reported to be practising in eight provinces as only 6,193  No information
was made avalable from the provinces which are omitted It is admutted
that the totals 1n the Table are understatements and that no estimate of
the error can be made, but even so it is fairly obvious that there is a great
shortage of trained midwives in this eountry and that great eflorts will be
required before the supply will be adequate,

One method of obtaming a larger number of candidates for training
might be the award of stipends to midwifery pupils, as few Indian gitls
are prepared or are able to bear the cost involved These stipends might
be given both by official and voluntary organisations  Stipends are already
provided in Madras Presidency by the Government for higher grades, by the
Corporation of Madras and other local bodies for vernacular grades and
by the Red Cross and Dufferin Fund for both grades The <hortage
of midwives for the maternity and child welfare services also led the
Director of Public Health to request the authorities concerned to increase
the number of training institutions for midwives with the result that
the schools increased from four in 1931 to 44 in 1937,

Another point which arises from the present dearth of trained women
is_the necessity for training the hereditary or indigenous dai The role
of the daf is dealt with in a later section of the report.
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Number of prachismg pradienee
(srcluding junior midwives and nurse daie but omitfing frained daia).

| rn .
Trovinee Regrters!  pessteral. O Tt Tpy el
. : ;e
! U S
Paoyab . i .
Dot i . o J [ty
Onsa | 8 i :
Bengal . ‘ : 1 1
Bombay - - ! ! { .
[ | ;
Madras | __ < 404
Assom .. ” ; H
"
Total Buti '
‘otal Brtish Indss "3 62 )

Mysore State

s |

!ra’ml'x:;:Zﬁir(sl:efs.};o::,"{h'c”wr domiciliary experience was ineluded m the
Delhi, Bengal, ‘Bomb ll' “l\di‘i was unq\Errcd i the negative by the l'u:unh,
Y I\Iasm‘s da) and Sind and in the affirmatine by the N-W F. I%,
answe'rs e and Assam, .‘\In‘drn\ 18 the only majer provinee which
ments ha ebl an unqualifieq affirmative, but no detmly Of the arrange-
e Indxar Refln supplied  In the U U, awastant mudwives tramed under
e n Red Cross Society auspices are given munly domicihary train

S and only a limited amount of hospital work  In Bihar and Orssa,
domiciliary "experience ‘ is not upectfieally mentioned i the syllabus of
trajning,’’ but is given 1 some districts where the intern chinieal material
is inadequate,

Domiciliary experience affords one method of remedsing a shortage of
clinical material, but it has an esen greater \alue as a means of ineuleat-
g self-reliance m the pupils and n teaching them how to adapt hospital
methods to domiciliary practice winle they are under the strict sapervi-
sion of # tramed and competent mudwife Extern practice, however,
demands additional staff both for teaching and for supervision and many
existing schemes fall short in  thus respect Fmaneial considerations
are usually a greater stumbhing block to the imanguration of domieiliary
training than the social conditions whieh are frequently offered as an excuse
for fatlure to introduce the system

15 Refresher conrses —Madras and Ascam are the only two pro-
vinees which so far have provided for sefresher cources. Beneal reply
ing in the negative, adds that refresher courses ° are not 1equired under

»% rules at present.”’ There can be no doubt of the desirability of hold-
e am 1 refresher courses for midwives,—espeeally for those working
:gr::;uire;s Where a scheme for the training of pupil midwives is in

of the dat (is Jealt with in a later section of the report
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16 Ezamiming Body—The conduct of examinations and the issue of
certificates js now carried out by Nursing Councils, State Medical Facul-
ties, United Mis»ion Beards, Medieal Examination Boards, Special Boards
of Jixnmners appomted hy provineial Governments or munieipahties and
by cvp surgeons Private organisatiops and institutions frequently 1ssue
their own certificates I some provinees, two examination boards are
m existenee, the United Mission Board and the official Examination Board.
The Bengal Registration Act goes some way towards controlling the issue
of 1rregular certificates by prolubiting the employment of unregistered mid-
wives 1 any mstitution whelly or partially supported by public funds, but
private practice and employment by voluntary organisations and ndni-

duals are still open to the unregistered, who under present circumstances
suffer bttle disability

It 15 more than desirable that the examinations for nurses, midwives
and health visitors should be eonducted by the provineial Nursing Couneils
This will facilitate uniformity of standards and reeiprocity between the
different provinees,

17 Nomenclature —Much confusion 15 caused by the variations in
nomenclature used for the different grades of mdwives in different pro-
vinces  Various factors have combined m the past to produce higher and
lower grades m both the medical and nursmg professions, but the general
tenlency now is to eliminate the latter 1In the fleld of midwifery,
the ideal to be ammed at 15 undoubtedly one recognised standard
for training schools and one midwifery diploma whether the medium of
instruction be English or a vernaenlar  In view of the shortare of training
facilities and of suitably educated eandidates, abolition of the different
grades of midwife may not at present he possible, but something shonld be
done to clanfy the position as much as posable by adopting a uniform and
distinetive nomenclature for each grade e¢g, * midwife *' and ** assistant
midwife . The title ‘ dai * should not be used to describe a woman who
has had an officially recognised training course in mudwifery

The term ‘‘ midwife *’ has a fairly general application and has heen
used to deseribe a woman who has undergone *‘ a training of 12 months’
duration (6 months for trained nurses) including the personal delivery of
20 patients and the obstetric nursing of 20 to 50 patients >’ The course of
training has reeently heen lenzthened to 18 menths in one or two provinces

For the assistant, junior or vernacular midwife’s certificate, whilst a
lower educational qualification is accepted from candidates, the course is
similar, but is conducted in institutions where the standard of training and
facilities for practical work are too low to warrant their recognition as
schools for midwives Many hospitals train both grades concurrently, the
juniors doing menial work and gainineg experience by watehing and assist-
ing. This is a system which is to he depreeated

The term *‘ nurse-dei * is uced only in the Punjab and denotes &
“‘ tiained dar who has passed an examination in nursing * The educa-
tional standard of the candidates is generally low and, although the train-
ing lasts two years and is usually given in a hospital, the pupil only gets
A mere smattering of nursing. In so far as the term sugmests that the
Woman 15 a qualfied nurse and midwife, it is a complete misnomer and






74

stubborn and more amenable to diccipline. New methods of training, parti-
colarly in respeet of inereased emphasis on pre-natal or postnatal care, are
essential,  The prineiple of ¢ hands off ' 1n the intranatal period carnot be
overstressed

The 1tal jmportance of supervision of the ders’ practice and methods
is a so brought ont unmistal’ably in the replies The advantages of pre-
natal elinies, managed by a travelling woman doctor or a health visitor, have
alteady heen pointed out and the 1isits of these trainad workers might be
conventently combmed with supervision of the dais’ day-to-day activities

19 I'acthties for traiming —The majority of dais’ training classes
are lield an conmection with welfare centres and instruction is given by
the health visitors worling there  Tahle XXVI summarises the position.

Tanc XXVI
Trainmg facilities for dais,
DusTrrn. | Welfare | Hospital No traned
-— wgBelool | Cintre traiming sunually.
Classes.
NWT I, - - 2 1 . 31
Punab . . - 89 3 450 6
U . “ - 42 15 200  {approz}
Bihar . - 8 29 48 ccutre
47-6 ot hosputal

[N - . 4 4 3t
cr . .- 71 1 500
Bomlay . . . 6 8 263
Sind .. -~ 2 1 2 10 at one schoot
Assam . . . 4 5 1 87

The chief advantage of utilising the welfare centre is that the dais
(e ar ey e TR RS WEHATE © SN i
1 .

<

1o the eentre, thus difficulty 1s largely obviated, but the number of fully
staffed welfare centres at the moment is insignificant Under the rules for
the Vietoria Memorial Scholarships certifieate, at least 20 deliveries eon-
ducted by the dey must he personaily witnessed Dy the lealth visitor.
Under the Punjab Central Midwives Board rules the number is onty 10,
much tog small a number  From her very upbringing and outlook, theore-
tieal anstruction 15 of little value to the dai and the only way is to give her
sufficient practiee in better methods so as to make these more or less
;1]\\113mn11c Unless the new methods become second nature by repetition,
hey are Likely to be forgotten as soon as the first emergency arises

and It 13 obvious that the number of dais which the health visitor can teach

Prepare for examination is strietly limited A midwif, st I
‘e working ful
time cannot properly conduet more than 100 deliveries per annum, that is,
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3 number suflicient for the mstruetion of five dats The health visitar lins,
of coutse, other duties, This diffienlty hins ted to the establishinent of train-
ing sehonls for dais.

Table XXV alva gives fizures for vt dass” traimng sehiools, and one
utberyxM\ inAjmer The dars tossde i the sehool prensses and the e mpae
'Jf.tm.lnm: metudes vat only prenatal work atd donuedary and imstitutional
midwifery huy provides exprooencoe i the work of noelold welfare centre
Apart frow the stiealatimes and vompettine contiets with other pupils, the
greater facility of supersisen atid the gnclision of prenatae work and hospr.
tl experience, the extablishment of traming = hools s ceonnmical 1 respeet
of teachiny <taff and cqmipment whitst better teaehers d bett v tereling
matertal can be provided  The mam deavbieks nre the unwillinmess of
the average day to leave her home tor a 3en and the appasition of the da,
u the town m whieh the shool i Situated 1o w1ve over their eases for teach-
ing purposes  The latter difficnlty might be overcome by profibiting unre-
gistered praetice m the area m whieh the ~ehaal works and by resanuang
the worl, of the pupil dats as an mtegral part of the local munapal mid-
wifery semaces
. 20 Course of Tramng —There 15 no uniformity in the coure of tramn-
ing prescribed for dars m the various provinces  In the Punjab, tramneg
lasts one year and the dar 15 1equired to eonduct ten cases under supervi-
sion. In Bombay, two standards exist, a primary and a sccondarv  The
primary standard fixes no limit of time, but the da: must conduct eight cases
and witness 20 The secondary traiming 1s 2 residential course of six
months given to dais who show aptitude in the primary class  In the Lady
CGraham Dais Training School in Sind, the rules laid down for the Victorm
Blemorial Scholarshipe certificate are followed, namely, the eonduct of
20 cases under supervision and a course of instruction lasting not less than
one year. The training may be wholly domiciliary, wholly institutional
or a combination of the two.

The jdeal to be aimed at is 2 course of one year, the conduet of a mini-
mum of 20 cases under supervision, experience of domieiliary and institu.
tional methods and attendance at a prenatal clime. Ewmphasis should be
placed on the practical side of the work, the diagnosis of prenatal abnorma.
lity and ihe prineiple of ** hands off ’ during the confinement One
aspect of the work frequently neglected is the care of the mother and baby
during the lyingan period , this deserves greater attention m future.

21 Certificates —Most of the provinees which ariange courses in con-
formuty with the Vietoria Memomal Scholarships rules use the Vietora
Memorial Scholaiships eertificate The Punjab Central Migwives Doard
jssues a dav's certificate In the N-W F  Provinee, the certificate is
jssucd by the Intpector General of €1vi) Hospitals and in the Central Pro-
vinces by the Publie Health Department In the Umted Pro-
vinees, certificates are 1ssued by the Indhan Red Cross Society and in Bom-
bay the Lady Wilson Village Matermity Assoclation previously gase certi-
fieates Tt scems desirable to seeure sume umiformity of syllabus and certi-
ficate throughout India

The position of the dei is somewhat anomalous In most provinces
the law ignores her, but at the same time voluntary organisations assisted
from public funds, or even public departments fhcxm'clyos, are actively

engaged in persuading her to undertake a course of training and in using
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bribery to accomplish this end.  As the dar has no status even after tram-
myg, she naturally sees no adsantage in submitting to centiol, The dai
has heen onutted from most of the Nutses, Midnives and Health Viitors’
Registration Acts , and yet m rural areas at least, she cannot be replaced
at ynesent, although the faet remams that under certamn municipal Acts
she ean be hieensed  This posttion eannot be regarded as satisfactory,

The role of the da: an the larger urban areas is entirely  duferent.
Here she probably could, and should, be replaced. Many towns have
trained dais 1ar i excess of thair necds and, oy tranung courses are held
eaeh year, new reeruts tegularly jom tne prote-ston, In thee urban areas
where odequate numbers ot traned dars are avalable, practice Iy un-
tramed . ol unregistered wemen should be prelubired and the funds aunu-
Ay allorated for trammng courscs shut’d be dnerled fo strengthening the
sipersasory <taff, so that the work of tne registered dais may be properly
controlled

Nursery School Teachers,

22. The teacher Lolds the key posttion in every nursery sehool scheme.
She must be ** part educator, part nurse and part sncial worker * and
therefore, needs not only speewi gualities of temperament and character,
but special trammme Al that need e said bere 1< that the present lack
of traming schools for these teachers 15 a serious handicap to the develop-
ment of the movement A further pomnt worth notmg 15 that the school
staft must be larger than that for infant elasses in elementary schools.

Nursery schools are now bemg established in various parts of the
country, and, m South India particularly, the nursery school movement
has already gained considerable momentum, The training given to infant
school teachers is not suitable for nursery school teachers and, if the new
movement is not to be brouglht into disrepute by the employment of unsurt-
able staffs, specal tramng classes for nursery school teachers will shortly
lave to be arranged. It is understood that the Madras Provineral Branch
of the Indian Red Cross Society hopes to start such a course m 1938, the
services of a nursery school teacher trained m America having been seeured
as superintendent of the school Trwo training schools are stated to exist
in Bombay Presidency

Nursery Nurses.

29 This term denotes nurses engaged by individual famlies to Jook
after the eldren under the general direction of their parents Institutions
which tramn Anglo-Tndaan_girls for tlus purpece ineiude the Kalimpong
Home m the Darjeeling Hills and the St. George's Home, Ketti, in the Nil-
giris The latter institution has recently recruited two English women to
organtse and conduct a regular course, In connection with the Warne
Baby Fold, Bareilly, a training conrse for Indian girls has been arranged-
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CHAPTER VII
LEGISLATION.
Registration of births and deaths,

1. The Births, Dealhis snd Marriages Registration Aet of 1886 was
the first legislative measure o} 3ts kind and, with subsequent amendments,
is the only one applicable to the whole of Briush inda This Act, how.
ever, provides only for the voluntary regmstration of irths and deaths.
Foue provinees onfy bave o far provided themselves wath their own Births
and Deaths Registration Aets, whilst others have tramed rules for this pur-
Puse under the All-India Act of 1556 In a nuwber of provinees, provi-
sion bas been made 10 Mumapabties and Local Boards Acts, but, mn most
cases, these Acts do not muke registration ot births and deaths compulsory,
Whilst, also, power s given in those provincinl Acts jor the framing of
byelaws 1n respect of registration of births  and

deaths, this s not
obhigatory

The result 15 that, over large areas in most of the provinces,
there 1s cven today no compulsory system of registration. Tlus defect
lhias always been a great handieap to all public health departments 1n their
efforts to improve the vacemation ot infants and 1s even more so 1n respeet
of the development of matermty and child welfare work. Even in those
limited areas where registration is compulsory, thie provistons of the Acts
are rarely enforced, so that generally speaking vital statistics are deplor-
ably defectine. It is hoped that the facts and figures set out in
Chlapter IIT will have demonstrated the urgent nced for iwore accurate
figures and for more skilled elassification and caleulation of rates. These
have made it obvious that the present mmachinery tor the collection and
tabulation of vital statisties requires to be completely overhauled, 1f not
replaced  Dependence on ilhterate village officials for the collection of
these important statisties permits of an mtial error which 1s only too fre.
quently intensified, later by the machimery employed for the classification
of events In Madras Presidency, for some years past, the final classifica-
tion and consolidation of distriet and municipal figures 1s beng carried out m
the office of the Director of Public Health, and this arrangement has re-
sulted 1n considerable improvement The plan 1s one which may be com-
mended to other Provincial Governments It may be added, however, that
medical officers of health could themselves, even under present ecircum-
stances, do much to effect improvement, whilst 10 the last resort a few
judietons prosecutions for comtravention of the law, where compulsory
registration 1s 1n foree, would bring to the notice of the people the neces-
sity for comphance That tlus 15 so has been proved in Caleutta where
prosecutions for failure to register have resulted 1n much more accurate
records pertaining to the area concerned

Notification of Births

9. The ferm ** notification of births ’* does not apparently earry the
ame .sinmﬁa\ce in India as it does in England and Wales In England
a de\Velcs under the Births and Deaths Remistration Acts, 1874-1926, a
%?mh mﬂ,gt'be yegistered by the official registrar within 42 days of its oecur-
reuce, ‘The registrar has no direct connection with the public health
L2PHC
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department and his figures are transmitted to the Registrar General, not
to the medical officer of Lealth. Under the Notification of Birthy Acts
of 1907-15, births must be notified to the medical officer of health within
46 hours  The purpose of the latest Notification of Births Act was to put
the medieal officer of health in possession of information relating to the
accurience of a birth at the earliest possible moment and at a time when
measures to prevent departures from health were most ltkely to be effec-
e The time lag of 42 days between the birth and the regutration meant
that the child mght be dead and buried before the health visitor even
heard of the event and notification was mstituted to remove this obstacle
to eTective maternity and child welfare work. Sinee, in India, 47 per
cent of the deaths of children under one year of age occur within the
first month of life, the potential value of such legislation is obvious, pro-
wided the mnformation can be utiliced Several Munieipal Acts contain
claases under which the medical officer of health, 1f such an officer exists,
is the offical Registrar of Births and Deaths and all births and deaths
must be reported to lum. In the United Provinces, tor example, some
municipalities have framed byelaws under which all births and deaths
must be reported to the medical officer of health within three days of
their occurrence. Other clauses enable local authotities to frame rules for
the notification of births to the medieal officer of health The-e measures,
if smitably enforced, would go to improve present conditions and give the
health authorities the early information which 1s s0 necessary in relation
1o matermity and chud welfare woik  They must be made more generally
applieable, however, before they can be said to be of any great value, Here
again, pubhe health departments and medical officers of health might
play a much more active part than they have m the past.

Registration and control of Nurses, Midwives and Health Visitors.

3 Considerable legislative activity m connection with the registration
of nurses, mdwives and health visitors has occurred during recent years,
but_existing Acts are without exception provincial in nature, These in-
clude :—

(s} the Punjab Nurses Registration Act, 1932,

(n) the United Provinces Nuses, Midwives, Assistant Midwives
and Health Visifors Registration Act, 1934,

{m) the Bihar and Orissa Nurses Registration Act, 1935,

(1) the Bengal Nurses Act, 1934,

(v) the Central Provinces Nurses Registration Act, 1936,

(¢} the Madras Nurses and Midwives Act, 1926 ded b:
Act VII of 1934) ; and act (as amended by

{vi) the Bombay Nurses, Midwives and Health Visifors Act, 1935.

Comment has already been made on the absence of isi

I t 2 2 rovision for (a)
the registration of dais and (b) the prohibition of unrzgis!ered practice
under many of these Act.s. Defects in these respects are to some extent
rompensated by clauses in Mumicipal and Local Self-Government Acts
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which enable

T Toea] iti x i H
Teensing of 1 autherities to promulgnte rules for tha registration o

ne o dais and for the protilition of unremstered practice, bug
fo?nlen."\ these direetions is urgently necessary  Moarcover, nttention
must azain be drawn to the desieability of ubhang more frequently the
POWErs already powecsed  The Pungab and Bihar Aets contain prohibi-
tive elauses which can be applied at the diseretion of the Jocal authority,
but the focal Governweent has alw power to apply these to any aren where
the Joea] authcrity fail= within o rerconable time to take appropriate mea.
sures to promote cafe miudwifery It would make for preater progress 1f
these powers were porssessed by other provineal Governments and if the
powers already in exitenve were more commonly apphied

}f the supervision of private midwives is to be anything more thagp
nominal, their work must be supervised in some way  The Bengal Aet,
for instance gives the provineial Government power to make rules for
the resulation supervision and restriction within himits of the practice
of nurses. midnives and headth xisitors and to lay down the powers and
duties of Supervisorv Boards to be formed in  every distriet Thesp
Boards have not yvet been formed and meantime this  duty has  been
delezated to the civil surceon  Tn regard to some of the other pro-
vincial Acts, the provincial Governments have the power to frame rulee
for supervision of these women. but the method of earrying out thic
supervision has not been included in the Acts T

In order that the local supervising authority. who might be the loeal
civil surgeon or the medical officer of health, should be aware of the
numbers of midwives in domiciliary practice in their areas, it has been
suggested that a system of licensing by the icipality or local board
should be introduced.

Qualifications and appointment of maternity and child welfare workers,

4. Althongh a number of Municipal and Local Self-Government Acts
give powers to formulate rules regarding the terms of appomtment and
qualifications of maternity and child welfare staffs, very Little advantage
has so far been taken of those powers Earlier sections of the report
have already stressed the mmportance of obtaining the services of adqquately
trained and experienced medieal women, health visitors and midwives
1t is to be hoped that, in future, less reluctance will be shown in the use
of the powers alreadv available in respect of these appointments

Supervision of Private Maternity Homes and Hospitals,

6. So far as these mstitutions are concerned, no legislation exists in
any province in India for their recistration and inspection There can
be no doubt that these nstitutions which are in the hands of private
individuals or organisations should be controlled in some measure. Tt is
probable that existing Municipal and Loeal Boards Acts give no power
either of inspection or supervision of these institutions, so that legislative
amendments to existing Acts are necessary  These amendments should
provide for the licensing of such institutions by the munieipal and local
Yoards comcerned and for their supervision and control by means of

suitable byelaws, -
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Powers to incur expenditure on maternity and child welfare activities,

6. In India, certain municipal and local boards Acts give these local
bodies power to incur expenditure on maternity and child welfare work,
but the provisions are usually permissive This power ought to find a
place in the public health legislation of every province In exercising the
existing powers, many munieipal and loeal bodies find it difficult to pro-
vide sufficient funds from their ordinary revenues for this public health
activity This difficulty is best met by the provincial Governments making
grants-in-aid on condition that certain standards are maintained, In
this way, matermity and child welfme wmork in the provinces vould be
susceptible of rapid development and the standard would be maintained
becanse local schemes would antomatieally be under the supervision and
control of the official public health departments, which should have a
woman medical officer of the status of an Assistant Director of Public
Health  Several provineial Governments now provide this stimulus of
grants-in-aid, but 1f these grants are to be expended to the best advantage,
supervisory contrpl of the kind suggested 18 essential.

Factory Act and Maternity Benefit Acts

7. The Factory Act of 1934 regulates the hours of work for women and
the employment of expectant and nursing mothers It also encourages
the establishment of creches, although their provision has not been made
compulsory except in Bombay under the provincial Aect.

Maternity Benefit Acts are now in force in several provinces and it is
to be hoped that other provinces, where industries have developed, will
shortly provile themselves with similar legislative measures For the
proper administration of maternity benefit, some method of certification
of pregnaney seems desirable, but at the moment welfare schemes under
which this could be effectively done are insufficient in numbers

8 The replies to the questionnaire wonld indicate that the first
essential is the proper application of legislation and regnlations already
n foree Legislative measures which cannot be made effective are almost
worse than useless
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OHAPTER VIIT
SUMMARY OF RECOMMENDATIONS,
Administration, Organisation and Supervision

1-.15 maternity and ehild welfare worl 1s 10 be properly organised 1n
3 provinee, the first requirement 1 to have a woman medienl officer of the
status of Assistant Dircetor of Public Health possessing either o pubhie
health qualifieation or preferably o diploma i maternty and elnld welfare
work and also conaderable expeience m this braneh of public health woir,
I'2ges 15, 21, 22, 63 )

2 The experimental <tace m the monagement of henlth schinols for
the traimng of health vivtors wn Intia hoving now been pnseed, Govern-
ments should take over the admumwtration of bealth schools (Page
63.)

3 For the larger and better orgamised munieipal and loeal bodies
schemes a woman doctor’s <erviees are sssentinl  (Page 63 )

4 The work of a health school requires the whole-time services of 5
Superintendent and in no case should the Superintendent of a provineinl
school be expected in addition fo undertake tours of inspection of child
welfare centres. (Pages 19, 61)

5 In order to play a useful part, voluntary workers must have
knowledge of welfare work nnd classes for voluntary workers might be
conducted in connection with health schools or planned by other organisa-
tions engaged in voluntary work. (Pages 58, 59.)

6. In order that the various provineial Nursing Couneils should keep
in close toueh with each other, eg, i the interest of uniformity in the
standards of training, the constitution of a central bodv scems desirable
{Pages 21, 64.)

7. Government grants-in-a1d should be provided 1n order to stimulate
development  (Pages 22, 80)

Statistics.

& Directors of Public Health should consider the possibility of ymprov-
ing registration of still-births (Page 24)

9. The attention of Directors of Public Iealth is recalled to the
instructions issued m 1937 in respect of the eclassification of all deaths
of * mothers oceurring within one month of childbirth *’ as ** maternal
mortality '? deaths Tn addition, Directors of Public Halth are reminded
that maternal mortality rates should be calenlated on the combined figmie
for live and stillbirths, (Pages 23, 25)

show that the prineipal causes of maternal mortality
10. g}(\;ti'a‘v.":;_ ;m;rkedly in different areas mn India and that there 1s
:g;lmmfﬂ;‘t Ifulr{her researches into these questious as also into the causes of

infantile mortality. (Page 32.)
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Maternity Bervices.

11 Co-ordination between the medical and publie health departments
15 perhiaps more vital in the ficld of maternity and cluild welfare than in
any other sphere of medical and publie health work. (Page 39)

12 For adequate prenatal eare the first essential is the sound training
of medical students and midwives This training should include instruc-
tion in the methods of edncating the expectant mother. For this pur-
pose all teaching liospitals should have prenatal clinics. (Pages 40, 41.)

13. Two types of prenatal clinic are reguired ; (a) consultative, and
(D) subsidiary , some form of duplicate rcecords is also required to co-
ordinate the work of the two and to facilitate transference of the patient
from one elinic to the other (Pages 41, 42)

14. The practice of accommodating maternity cases in general wards
is to be deprecated and a large number of maternity beds in separate
maternity wards should be provided. (Page 45)

15 In order to ensure a reasonable standard of equipment, staff and
safety for the mothers, matermity homes orgamsed by voluntary or private
effort should be supervised and imspected Tt is suggested that suitable
control eould be exercised by a system of licensing and by inspection con-
ducted by governmental medical and public health departments (Page
453

16 Admissions to maternity homes should be confined to * booked ’
cases which are expected to be normal. (Page 45.)

17. Although it is desirable to have one midwife for every three beds,
one to five may be regarded as a reasonable provision, (Page 46.)

18 Cousiderable increase in the numbers of domiciliary midwives is
required (Page 48)

19. Additional female medical aid should be made more readily avail-
able in all domieliary midwifery schemes (Pages 48, 49.)

20. For the supervision of domicihtary midwifery the solution seems
to he 1n the appointment of medical women or health visitors with sound
obstetrical experience (Page 49.)

21. Attention 1s drawn to the advantage of attaching midwives to a
matermty hospital, a maternity home or a welfare centre. (Page 49.)

22. In all domiciliary midwifery sch , families who are able to pay
should be charged fees for the services of a midwife. (Page 50)

Loa .The. value of postnatal examinations should be stressed in courses of
ipstruction in teaching hospitals and in health schools. (Page 50.)

Infant and Child Welfare Services.

24. As child welfare work in the real sense of the term cannot be pro-
]Peﬂy carried out by midwives and nurses, the employment of a trained
health visitor in each child welfare centre is a primary necessity. (Page

t

5
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d 25. Sice carly departures from health are not always capable of
eteetion ev.ep‘by & trained health visitor, every wellare centre requires
to bave a visiting doctor, (Fage 07

26. Great care must be taken lest the wottare work, which 18 primanty
Preventive i nature, develups mamly o curatne character  Tlie centre
thould pot usurp the function ot u hospital or dispensary, but, 1 sound
de\clopmem of welfare work s to tuhe place, tacibties tor the relicf of
sulfermg must be made avalable  Lhits mweans tor Indin o wade extension
of rural dispensaries and rural medical oitheers  (age ob )

27. In order to mmprove the health of clder eluldren more attention
should be paid to those between the ages of vne to ive  (Lage 39.)

28. The employment of female labous bung a well-established practice
m many industrial coneerns m India wnd sinee no Logal obhigation exists
exeept 1n Bombay Presudeney for the compulsoty provision of creches for
the children of these women worheis the tme seems ripe tor such provi-
sion being made compulsory by legislative cnactments

While the routine work may be entrusted to an untrame:
direction and supervision of the subordinate stalt should be 1
of an experienced and qualified woman. (Page G1)

d ayah, the
n the hands

29. Official responsibility for institutions for orphans and illegitimate
children, ete., should be shared by provincial medical and public health
departments. (Page GL.)

Training of Staff.

30. If matermty and child welfare services are to be properly orgauised
and integrated into offimal departments, special tramming for medical
officers in charge is necessary. (Page 62)

3L In order to attract medical women to the field of preventive
medicine, and especially to that part dealing with matermity and cluld
welfare work, the conditions of service should be improved. (Page

62.)

32. For the post of Superintendent of a health school, an experienced
and qualified health visitor 1s most suitable  (Page 64.)

33, It 1s desirable that the regulation of examinations and the 1ssue
of certificates to nurses, midwives and health visitors should be con-
ducted by the provincial Nursmg Couneills In the same connection,
attention is invited to the English Ministry of Health methods and to tlie
desirability of forming some central body whose duty 1t will be to main-
tain uniform standards and to facilitate the recaprocal recognition of certi-
ficates by different provinees (Pages 64, 69)

34, Some experience of general nursing is a great asset to the health
visiter and the authorities of health schools should constder the question
of modifying the curriculum for health visitors” training in such a way as
to inelude experience of general nursing (Page 66.)

. In order to provide §uitab1e practical traming, every health
Eﬂho(?lsshould have attached to it & welfare centre. (l'age 67.)
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36. Arrangements should be made for' a period of residence and
practical training 1n a rural area as a definite part of the eurriculum in
every health school (Page 67.)

37. Every health school should organise annual refresher courses
and Lealth visitors, whether employed by Government or by voluntary
otgamsations, who attend these courses, should be regarded as on daty
und travelling allowance to and from the course should be paid to them.
{Page 67.)

38 No hospital wath less than 100 midwifery cases per annum should
be accepted as suitable for trammmg purposes (Page 69.)

39. In order to obtamn a larger number of candidates for training as
ruidwives and health visitors and, since 1t is difficult to obtain Indian
girls prepared to bear the cost involved, a system of awarding stipends
should be more generally adopted both by ofticial and voluntary organisa-
tions  (Page 70)

40 In the trammg course for midwives, domiciliary expericace
should be meluded, especially for those women who are to work in rural
ateas, (Page T1)

41 As m the case of health schools, training institutions for midwives
should conduct annual refresher courses, espeerally for those midwives
who are working m rural areas (Page 71)

42 Owmng to the confusion whieh 1s ecaused by the variations m
nomenclature used for the different grades of midwife in different pro-
vinees. 1t 15 suggested that only two terms, viz, *‘ midwife ** and ‘¢ assist-
ant midwife ”’ should be employed in future (Page 72.)

43. Under present errcumstances many hospitals train both midwives
and assistant midwives concurrently This is a system which i to be
deprecated (Page 721

44. Whilst it 15 agreed that the timming and employment of dais is
essential to meet existing eonditions, this should be regarded only as 3
temporary expedient Varions suggestions have been made for the im-
provement of the courses of training reguired for these women and for their
supervision and employment (Pages 73—76)

45 In the larger towns where adequate numbers of trained midwives

are uvailable, the licensing and recognition of dais should be discontinued
(Page 76)

Legislation.

. 46. Not only is improved registration of births necessary in those areas
which have their own Births and Deaths Registration Acts, but every pro-
vince should adopt & compulsory system of births and deaths registration
Tn addition, more stringent enforcement of existing regulations should be
Practised, if necessary, by prosecution in selected cases (Page 77-)

y 47 The urgent need for more accurate figures and for more ski_lled
lassification and calculation of rates has been pointed out, 'These question?

should be piven every considerati vinei i epa
ments.  (Page 779') ry consideration by provincial public health dep
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