
RURAL DISPENSARIES IN BENGAL* 

CAUSES OF THEIR UNPOPULARITY AND A PLEA 
FOR THEIR IMPROVEMENT IN THE SCHEME OF 
POST-WAR REORGANIZATION OF MEDICAL RELIEF 

By B. DAS, m.b., d.t.m., dj\h. 

Health Officer, Dum Dum Municipality and Medical 

Officer, Dum Dum Municipal Charitable Dispensary 

At the end of the year 1940, the total 

number of rural hospitals and dispensaries 
stood at 1,681; of these, 16 were state public, 
41 state special, 1,242 local and municipal 
fund (including the village and union board 

dispensaries), 123 private aided, 71 railway, 
and 10 subsidized by district boards. 

I focus my attention to the 1,365 local, muni- 
cipal and private dispensaries, most of which 
are outdoor dispensaries falling under classes 

III, IV and V of the Dispensary Manual. 
Taking the rural population as 50 millions (in- 
cluding those of municipalities other than 

Calcutta), there is one dispensary for a popu- 
lation of 30,000 in an area of about 40 square 
miles. 
The unpopularity of these dispensaries 

among the rural population with a high sick- 
ness rate may be attributed to the following 
causes :? 

(1) Inadequate number of dispensaries.? 
Not infrequently, the writer had to attend cases 
of fainting or collapse from the effects of a 

long and exhausting journey of 10 to 20 miles, 
taken on foot, by an already debilitated 
patient. The daily attendance in each rural 
dispensary often ranges from 100 to 400 

patients. The average time that a medical 
officer can devote for one patient is about 2 
minutes or less in the working time of 6 hours 
a day. It is evident therefore that the patient 
does not get the time and attention he deserves 
or desires. . 

(2) Inadequate supply of medicine.?It is a 

common experience of all medical officers that 
the average patient thinks that a charitable 
dispensary gives nothing but 

' water' meaning 
thereby the infinite dilutions of active prin- 
ciples of the drugs. The annual budget for the 
establishment and supply of medicines in a 

rural dispensary ranges from Rs. 1,000 to 2,000. 
The average amount budgeted for the cost of 
medicines including appliances is from Rs. 300 
to 600 per year. As the total annual number 
stands at 1,500 to 20,000 and the total annual 
attendances including old and new cases come 
to about 30,000 to 60,000, the expenditure peT 
capita amounts to 1 or 2 annas, and is quite 
insufficient for the treatment of patients. 
The above two factors make the dispensary 

not an attractive proposition except for those 
poor and indigent people who can ill afford to 

buy medicines from a private pharmacy or to 
call a private doctor. 

(3) The insufficient and in some cases in- 

efficient staff.?All these dispensaries are in 
the charge of medical officers of the sub-assist- 
ant class with a few exceptions where there are 
medical graduates. They are of course render- 
ing yeoman's service for the amelioration of 
the sufferings of a people who form 90 per cent 
of the population and their aggregate services 
outweigh those of the better qualified members 
of the profession, mostly settled in towns, 
whose services are limited to the upper and 
middle classes. But the inadequate pay and 
prospects do not make these dispensaries at- 
tractive to the more educated members of the 
profession who naturally go to and settle at 
the nearest sadar or sub-divisional towns to 

build up their private practice. The utilization 
of more scientific knowledge and experience is 

thus lost to the rural population who are the 
backbone of the nation. 
The pay of a medical officer in some of the 

rural dispensaries is as low as Rs. 20 to 30 

per month. This is an indirect inducement to 

the medical officers to do private practice 
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the detriment of dispensary work. It is no 

fonder therefore to see him a victim of mali- 
cious propaganda and nasty village politics. 

(4) Defective management.?The management 
?f some of the dispensaries is directly under a 
jocal body, either district board or municipality; 
]n some cases it is vested in a local committee, 
the members of which are rich enough to get 
themselves treated by private and more popular 
doctors. It is unusual therefore that they take 
any interest in the improvement and proper 

forking of these dispensaries. Usually most of 
them remain on the committee rather for the 

Purpose of self-aggrandisement than for the 

Service of the poor. The government control 
0ver these dispensaries is nil or negligible. In 

P^any cases the dispensary committee, consist- 
lng of laymen, interferes with the professional 
Work of the medical officer who, instead of being 
free, has to satisfy these members for the secu- 
rity of his service. The public interest of the 

judical officer thus dwindles into one of job- 
keeping. 
The poor villager thus visits a rural dispen- 

sary only because he cannot afford to pay for 
his medicine and attention. As I have already 
Pointed out^ the medical officer cannot treat his 
Patient up to his capacity and satisfaction with 
an insufficient dispensary stock. 

(5) Want of diagnostic facilities.?For cor- 

net treatment there must be correct diagnosis. On account of the high incidence of diseases 
SUch as malaria, kala-azar, dysentery, amemia 
and pneumonia, the use of a microscope for 
lamination of blood, urine, stool and sputum 
ls essential in every dispensary, but is not 
Mailable. 
^ 

(6) Obstruction by private practitioners.? 
\here is a tendency among the private practi- 
tioners of a locality to underrate the utility of 
the services of a charitable dispensary as a 
Part of their propaganda for building up their 

Pr^ate practice. 
The facts stated above are the results of the 

e*perience of a period of 10 years of a/ medical 

E^cer of a charitable dispensary in rural areas, they need serious attention and thought by 
those of our statesmen and experts who will 
soon be engaged in the work of post-war recon- 
struction. I venture to make the following 
^obstructive suggestions for consideration in 
^ls connection :? 

. vl) Area.?Each dispensary should be a 

reatment centre for not more than 10,000 
People, i.e. the population roughly equivalent 
10 that of one union board. 

?As the existing buildings of class III 
Jspensaries with such increase in their number 
s 

suggested in (1). The site should be 
entrally situated and be easily accessible to 

sections of people. 
the dispensary building should be of masonry 
0rk with the following parts :? 

(}) Medical officer's room. 
\H) Dispensing room. 

(Hi) Operation room. 
(iv) Room for examination of female 

patients. 
The size of each room should be at least 

14 feet X 10 feet X 12 feet, and it should be 
well lighted and ventilated. There should be a 
verandah on at least three sides, each of at least 
5 feet width. The verandahs are to be used 

by waiting patients, the one for females being 
partitioned by walls. They should be con- 

nected by doors with the medical officer's room. 
The cost of such a building should not be more 
than' Rs. 2,000 in a post-war period. 

(2) The dispensary budget.?This should not 
be less than Rs. 4,000 a year, of which at least 
Rs. 1,500 should be spent on medicines and 
appliances, in addition to the cost of quinine 
and kala-azar specifics which should be distri- 
buted free and in a more practical way than 
at present by the government. The pay of 
the medical officer should not be less than 
Rs. 200 per month to attract medical graduates 
and licentiates alike. It is essential that the 
medical officer should be provided with free 

quarters attached to the dispensary. 
(3) The management.?(a) The whole sys- 

tem of rural medical service should be centra- 
lized and the management taken over directly 
by the government with the civil surgeon of 
the district as the head of such organization. 

(b) The dispensary committee, if essential, 
should be of the nature of an advisory body 
with the medical officer as its secretary ex- 

officio. 

(c) The disciplinary control of the medical 
officer should be the function of the civil sur- 

geon alone. 

(d) It is observed that the civil surgeon of 
the district cannot make time to inspect a dis- 
pensary even once a year. It is suggested, 
therefore, that the civil surgeon should be 
assisted by an inspecting staff suitably selected 
and remunerated from among the medical 
officers of rural dispensaries of not less than 5 
years' record of good service. 

(e) The Dispensary Manual is old and anti- 

quated and should be rewritten to suit modern 
conditions. 

(4) Diagnostic facilities.?Each dispensary 
should be provided with a microscope with 

ordinary stains such as Gram's, Leishman, and 
acid-fast stains. There should be a centrifuge 
(hand propelled). There should be one steri- 
lizer of the miniature autoclave type for 

sterilization of dressings, etc. There should be 

a Berkefeld filter as the water obtainable at 

such places is very hard for purposes of 

mixtures. There should be a high-power light 
of the Petromax type for work at night in 

emergency cases. 

(5) Efficiency of staff.?Each medical officer 

should be required to undergo a refresher course 

every 5 years to bo acquainted with up-to-date 
developments in diagnosis and treatment. 

These courses should .be arranged in suitable 
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teaching hospitals. Each medical officer should 
also have some training in public health. 

(6) Dispensary assistants.?Each medical 
officer should have at least one qualified com- 
pounder, one dresser, one nurse-midwife or a 

trained dai, and a peon and one sweeper. 
Suitable pay and quarters should be provided 
for these staff. 

(7) Transport facilities.?Facilities should 
be provided for removal of patients requiring 
specialized attention and indoor treatment to 

sadar, sub-divisional or even Calcutta hospitals. 
The conveyance charges of such patients should 
be met from public sources. The sadar and 
sub-divisional hospitals should be expanded to 
house such patients. 

(8) Local subscriptions and donations.? 
There should be local subscriptions and dona- 
tions to supplement government funds allotted 
to the dispensarjr. The surplus amount should 
be utilized for expansion of the dispensary 
service. Two to four indoor beds should be 

arranged wherever funds permit. They should 
be used for indigent patients only. 
The public health aspect of rural medical 

service including the maternity and child wel- 
fare service cannot be discussed here. 

Summary 
The actual ?tate of affairs prevailing in rural 

dispensaries are described by an experienced 
rural worker. Some suggestions for the im- 

provement in rural medical service in the 
scheme of post-war reconstruction have been 
made. 


