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PREFACE

The title of this item of the agenda is as vast as the multi-
tude of problems, social, economie, political, financial and
administrative, national and international, that are involved
in the realisation of the broadest coneeption of social secu-
rity. Nevertheless, it is well chosen as a subject for discussion
by a Preparatory Asiatic Regional Conference. Social secu-
rity, whatever the precise meaning assigned to it, is certainly
something greatly desired by peoples everywhere. From a
discussion in which every participant can explain his own
approach to the subject, it should be possible to distil scme
conciusions which specify the problems of social security
for practical purposes and recommend a progreamme of
further study and action.

The Report prepared by the Office on this item ought
clearly to contain a working definition of social security, and
for that the pertinent Recommendations of the Philadelphia
Session of the International Labour Conference supply the
indications. It is also clear that a summary of those Recom-
mendations and likewise of relevant provisions of the Recoia-
mendations, adopted at the Philadelphia and Paris sessions,
on gocial policy in non-metropolitan territories ought, for
convenience, to be included. It is obvious that a survey, in-
complete though it must be, ought to be given of the present
law and praectice of social security in the countries concerned;
thanks to the prompt action of the Chinese and Indian
branches, important sources for the survey have been added
to those already available in Montreal. '

It should be added that the Report was communicated
in proof to the Governments of Asiatic countries which
will be represented at the New Delhi Conference. A mission
of officials of the Office also visited several of these coun-
tries with a view to having the information contained in
the draft verified and amplified through discussion with
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local officials, in accordance with a proposal made by the
Director-General, and approved by the Governing Rody, of
the International Labour Office. The observations made by
the local officials have been taken into account as far as
possible in preparing the Report for publication, and the
valuable assistance received from them in making the faects
and figures mentioned in the Report accurate and up to
date is hereby gratefully acknowledged.

It seemed that, for the Office, the reasonable approach to
the subject would be to ask, first, whether and how far the
main structural principles of the above-mentioned Recom-
mendations are applicable to the situation and prospects of
the Asiatic countries and constitute a desirable, if distant,
objective for them. The alternatives of social insurance and
gocial assistance have been summarily examined. The prob-
lem of social seeurity for the agricultural classes, who
constitute a very large majority of the population of Asia,
has been’ all too briefly considered. While any praectical
suggestions that the Conference can make must be thoronghly
pursued, the conclusion would seem inescapable that, in the
matter of cash benefits, the established techniques of social
insurance or social assistance cannot yet, or for a long time
to come, be applied to the great mass of small cultivators.
On the other hand, the Office does believe that ordered, if
slow, progress can be made in the building up of a medieal
eare service for the agricultural population.

‘The remainder of the Report is intended to prepare the
way for the adootion of a social insuranee programme for
wage earners, especially in urban areas, and of a medical care
programme. Here the Officc has ventured to deseribe the
main features of the programme it would recommend. The
presentation of arguments and suggestions is necessarily in-
complete, but if some of the statements therefore appear
dogmatic, they should evoke reasoned challenge from the
Conference, and the issues will be clarified. 1

1For a survey of the evolution of the law and practice of social
insurance and social assistance up to 1941, see LL.O : Approaches to
Social Security, Studies and Reports, Series M, No. 18 (Montresl,
1942). For an explanation of the Income Security and Medical Care
Recommendations, see : International Labour Conference, 26th Session,
Philadelpina, 1944, Report IV (1) : Social Security : Principles.
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In the belief that only by means of social insurance can
income security be provided for wage earners, two possible
ways of improving upon the existing laws and institutions
are examined: the one way is that of the gradual or, as it
were, natural evolution of independent branches of social
insurance; the other, for which the Office does not disguise
its preference, is that of the development of social insurance
as a whole in conformity with & preconceived plan. It would
seem that the choice between these alternatives made by the
Preparatory Conference will largely determine the treatment
of social security by a subsequent Regional Conference.

The proposed programme of medical care looks towards the
gradual development and extension of a public mediesl care
service, freely available to those who need it, whether they
dwell in urban or rural areas and whether they are workers
or dependants. Such a service doubtless requires special
fiscal resources lo finance it; a service confined to insured
persons by or for whom contributions have been paid should
be contemplated, if at all, only as a transitional measure.

It may be noted that a Conference, convened by the Indian
Council of World Affairs to diseuss economie, social and eul-
tural problems common to all Asiatic countries, and attend-
ed by delegates from over 25 of these countries, was held in
New Delhi in March-April 1947; and that the introduction
of social security schemes and the expansion of medical edu.
cation and of the training of nurses and midwives are among
the recommendations made in the report on social services
adopted by that Confercnce. The Asian Relations Confer-
ence also recommended the formulation of fair labour
* standards, with the standards laid down in I.L.O. Conven-

tiens as a basic minimum. '

The International Labour Office is indebted to the Gov-
ernment of India for the facilities which it provided for the
printivg of this Report, and to the Manager and staff of the
Government of India Press. Simla, for the particular care
they bestowed upon the work.
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CHAPTER I

SOCIAL SECURITY AS AN OBJECTIVE
OF SOCIAL POLICY

Social security is a dynamic couception that is influencing
social policy as a whole and likewise economic policy : in its
widest meaning it seems 10 coincide with freedom from want.
For the present purpose, however, it is taken to mean free
dom from want as assured by the benefits in cash and in kind
of social insurance or social assistance schemes covering the
principal risks which deprive workers and their dependants
of their means of subsistence.

The use of this term emphasises the objective rather than
th» method of attaining it, and implies that the benefits
should be reasonably sufficient. Cash benefits will not remove
anxiety from the persons for whom they are destined unless
the seale and duration of the payments are in reasowable
relation to the need. Renefits in kind, chiefly medical eare
and placement in suitable employment, are necessary com-
plements .to the cash benefits payable in case of illness or
unemployment; but they also help independently to raise
the standard of living, It further implies that the promised
benefits will be duly available in the contingencies for which
théy are intended, and so indirecily a criterion is set for the
organisation of the benefit services.

If people could individually cover the risks which threaten
their means of subsistence, social security services would be-
superﬂ}lous. But such contingencies as illuess, death and
unemployment may oceur with disastrous effects at any
time, and they cannot be provided against by persons i-
isolation. The risks must be transferred from the individual
to & community-to which he belongs. The eommumty must
possess the financial strength necessary to enable’ 1t to honour
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all claims that experienced foresight can expect to be pre-
sented. Its membership must be numerous enough to keep
the average risk fuirly stable. The permanence of the com-
munity must be assured. These conditions are fulfilied only
by social insurance schemes applying to a large number of
workers in a wide variety of occupations and by social
assictance schemes the solvency of which is guaranteed by
the State or other powerful political unit.

Social security is being sought as an objective to bhe
attained for society as a whole by society as a whole.
Ideally, risks are to he as widely shared as possible, and the
fortunate in every sphere are to help the unfortunate.
Whereas in private insurance risks expected to be equal are
arranged in independent groups, in social insurance there is
a measure of intentional grouping of unequal risks, while in
social assistance there is no differentiation of the members
of the community according to risk.

The creation of social security services brings great advan-
tuges to a society, raising its moral value, relieving directly
the physical and mental distress which afflicts a vast pro-
portion of the people, helping to reduce the causes of those
evils, and cementing the structure of the society itself.

Especially where the method of social insurance is applied,
the social sceurity service promotes the effective conversion
of the mass of the population into a genuine society. For
the first time, perhaps, the manual workers are called upon
to participate in tlie active reciprocal process of paying eon-
tributions and receiving benefits, learning thereby economie
responsilility and the advantage of mutnal aid. Employers
likewise, as contributors to a social insurance scheme, become
more fully aware of their interest in the well-being of their
werkers,  Also the State, in establishing the scheme, guaran-
teeing its correct administration and perhaps subsidising it,
is revealed as never before in the role of promoter of
personal welfare.

Health is the primordial 0011d1t10n for prosperity, and the
combination of incapacity benefit with comprehensive medi-
cal care is calenlated to increase the working capacity of the
population.
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Social security services remove important causes of the
fluctuation of incomes. A regular income has & higher
marginal utility than the same income which is unpredictably
irregular. A smaller volume of savings need be kept idle.
The more regular income of the insured population is reflected
in the greater regularity of eonsumption and so of the opera-
tion of imdustry.

The many advantages of social security services, however,
must not lead us to believe that they constitute a panacea
for social ills, because this is not true. These services are
concerned with the contingencies involving interruption of
earnings and with illness. They assume that the iusured
person ordinarily receives at least a living wage and enjoys
good health. Consequently the creation of social security
services is not a primary, but only a secondary, uvbjective
of social policy. TIntroduced prematurely in countries where
the insured population is not properly fed, clothed and
Lcused, where the environment is insanitary, social security
services have proved disappointing. Resources that could
have been spent on promoting the general fitness of the
population have been diverted to treating-—naturally with
cnly temporary success-—diseases that could bave been
prevented.

But here again the argument must not be pushed to aw
extreme conclusion. Thus it would be absurd not to intro-
duce sickness benefit and medical care until all preventable
disease has been eliminated, or unemployment insurance until
none but frictional unemployment subsists. A common-
sense judgment is necessary. The risks 1o be borne by the
service must be of manageable proportions, and the charges
for covering them must not weigh upon individuals already
at the poverty line. In a practical programme, desigued to
raise the national standard of living, primary ceeds are
doubtless to be met first, but meanwhile a beginning may be
made in the satisfaction of the secondary needs of those whose
situation is already tolerable and who are ready to co-operate
for their own betterment.

—————



CHAPTER II

THE INTERNATIONAL LABOUR CONFERENCE
AND SOCIAL SECURITY

Durirg the decade 1925 to 1934 the International Labour
Conference adopted a series of Conventions laying down inter-
mational standards for workmen’s compensation, sickness in-
suranece, pension msurance, and unemployment provision.
It dealt in 1925 and 1935 with the benefit rights of workers
who change their country of residence, in two Couventions,
conecerning workmen’s compensation and persion insurunce
respectively. Special Conventions were adopted in 1955 on
shipowners’ liability to sick and injured seamen and on sea-
men’s sickness insurance, but these have been superseded, not
in form, but in practice, by the more comprehensive Conven-
tions of 1946 on the social security and pensions of sea-
farers. Maternity insurance is mentioned in the Childbirth
Convention (No. 3), 1919.1

The Conference had necessarily to treat social insurance
branch by branch, because that was the way social insurance
had developed before World War II. The Conventions lay
down the standards which could obtain the requisite majority
..of votes in the Conference, and which, in fact, had already
been reached by the chief industrial countries in Europe.
The circumstances of their adoption precluded any striet
adherence, in successive Conventions, to uniform prineiples
proper to a unitary conception of social insurance. Never-
theless, the Conventions do constitute a social insuranc«, code,

1¥or an ﬂnaly‘ns and the texts of the Conventions and Recom-
mendations adopted on social insnranee up to 1933, see 1.L.O.: The
‘lnternatzonal Labour Organisation and Social Insmcmc:, btlldl@‘) and
Reports, Series M, No. 12, (Geneva, 1936). For the texts of the
‘Conventions " and Reeommendatxons adopted on social insurance up
to 1936, see The International Labour Code, 1989 (Montreal, 1941).
Beok VI, and Title IIT of Book I.
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the paris of which are consistent with each other in their broad
provisions. A Member which ratified them individually as
opportunity offered, could, if it worked on a long-term plan,
find itself in possession of a complete and coherent social
insurance system.

It is in the matter of scope—the workers and employers to
whom they apply—that the Conventions show the greatest
harmouy. The general rule is that all persons employed in
industry, commerce, and agriculture are protected.

The main risks that threaten the workers’ livelihood ave
covered: personal injury by accident or diseass connected
with employment, sickness, maternity, invalidity, old age,
death, and unemployment. On the cardinal question of
nminimum rates of benefit, no standards could be agreed upon
for insertion in the Conventions, though more or less precise
indieations could be included in Recommendations.

The principle of the joint contribution of insured person
and employer is laid down as regards both sickness and
pension insurance, and the State is required to subsidise
pension insurance. The financing of workmen’s compensa-
tion is left unregulated, but it is clear that the different
benefits of workmen’s compensation can be furnished by the
employer, accident insurance, sickness insurance, or invali-
dity insurance, as may be appropriate.

The Unemployment Provision Convention (No. 44), 1934,
ean be implemented by means of voluntary insurance or eom-
pulsory insurance, with or without a complementary assis-
tance scheme.

Either in Conventions or in Recommendations, two ptin-
ciples of organisaticn are advocated: that employers and
insured persons should participate in the administration ; and
that special tribunals should be set up for the speedy settle-
ment of disputes. ' ‘

The desirability of unifying and rationalising soecial in-
surance had often been discussed in Europe, but, in the case
of the older systems, the reformers and theorists had nevep
been able to make their views prevail against the practieal
difficulties of changing radically a huge administration. In
gome of the later systems, however, a marked degree of uni-
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fication was attained. In 1938 New Zealand produced a
new model of social security legislation, which proteets the
entire population with a complete range of subsistence bene-
fits, including children’s allowances, and with free medical
care; this is financed chiefly by a special, universal, income
tax. It may have exerted a certain influence on the Deve-
ridge Plan, although Lord Beveridge had advocated the uni-
fication of social insurance 20 years ago. What is impor-
tant is that the ideas, launched in New Zealand and the
United Kingdom, of universal scope, comprehensive cash
benefits, and a comprehensive medical care service have eap-
tured the imagination and reason of statesmen and peoplec
everywhere, and have found expression in social security
plans that have appeared in a series of other countries, for
example, Australia, Brazil, Canada, France, and the United
States.

Thus it was that, in 1944, at its Philadelphia Session, the
Internationial Labour Conference was able to adopt by large
majorities a pair of Recommendations, on income security
and medical care, which reduced these ideas to the form of
guiding principles. At the same session a Recommendation
was adopted on employment services and, since an employ-
ment service is a necessary accompaniment—and, indeed,
precursor—of unemployment insurance, a brief reference
is made to this Recommendation here, although the develop-
ment of employment services is treated in another report in
connection with general problems of unemployweni and
underemployment .2

The three subjects of the Recommendations are the three
necessary forms of benefit of a social security system: eash
benefits in case of inability to work or to obtain work; and
the services designed to prevent or remedy the need for
cash benefit—medical care, and placement in suitable em-
ployment. Each of these benefits to the individual presup-
poses the existence of a corresponding national policy serving
the community as such: the control of the cost of living, the
creation of a heslthy environment, and the promotion of

1 See Report II: Labour Policy in General, including the Enforce-
went of Labour Measures, Chapter II.
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full employment. The benefits to individuals and the com-
munity services are geared together in a single mechanism
which eannot operate effectively if any of its parts is missing
or ill-proportioned. )

Uader social sccurity sehemes as now operating or under
consideration, cash benefits and medical care are, in the
American countries, furnisked on an insurance basis, supple-
-mented in some cases by an assistance systeri; but in tie
British Commonwealth there is a marked tendency te make
medical care a free service available to the public at large,
while in Australia and New Zealand the right to cash benefit
and the obligation to pay the social security contributioun are
disjoined. An employment service, on the other hand,
where it exists, is always available freely to everyone who
seeks its aid. .

The Income Security Recommendation (No. 67) recog-
nises, by its form and content, that in the treatment of the
problem of involuntary loss of income the primary consi-
derotion should be the need of the person concerned and
nis family, and not the particular cause of the loss, as for
example, sickness or unemployment, nor even tha value of
the contributions he has paid.” The Recommendation lcoks
towards the establishment of a single system of ccmpulsory
insurance under which all employed and self-employed
persons would be insured for benefits at least sufficient for
subsistence in case of inability to work (including old age),
inability to obtain remunerative work, and death, in consi-
deration of contributions paid by them and on their behalf
by employers and the State. Definitions are given of the
contingencies in which cash benefits should be granted sick-
ness, maternity, invalidity, old age, death of breadwinner,
unemployment, and employment injury. The insurance
system should be administered in consultation with organisa-
tions of workers, employers, and other categories of contri-
butors. Provision is made for a subsidiary assistance system
for the maintenance of dependent groups, especially child-
ren, who lack sufficient means of support. The broad guid-
ing principles of the Recommendation are amplifie]l by de-
tailed suggestions as to the manner in which they might be
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applied. It is suggested, for example, that the creation of
a unified social insurance system providing basic benefits
should not preclude the operation of special schemes of
insurance affording supplementary benefits for certain ocen-
patlional groups.

The Recommendation (No. 69) concerning medieal care
is concerned with methods of organising a complete medieal
care service designed ultimately to embrace the entire popu-
lation. It includes many suggestions for alternative methods
of organisaticn, to be selected according to the degree of
development of the service and the varying nature of the
problems to be solved. Medical care, both curative and pre-
ventive, should be as complete as possible and made available
through au organisation that ensures the greatest possible
cconomy and efficacy by the pooling of knowledge, staff,
and equipment, and that, subject to reasonable limitetion,
allows the patient to choose his doctor. It may be fur-
nished 'by a social insurance service covering both the con-
tributors and their dependants or by a free public service:
in either case the beneficiaries and the medical and allied pro-
fessions should be represented in the administretion. As
a matter of course, all persons in receipt of cash benefits
under a social insurance system should be entitled to medical
care. Close co-ordination should be established between the
medical care service and the general health services which
exist to safeguard the health of the whole community or of
certain groups particularly threatened.

The Recommendation (No. 72) on national employment
services develops the principle already adopted in a Con-
vention of 1919—that each country should establish a system
of free public employment agencies under the eontrol of a
central authority. During the war the mobilisation of man-
power in the countries concerned had engendered a new
conception of the role of the employment service, which may
be characterised as a constructive approach to its task. The
functions of the service, in consequence, should  not be
limited to placing workers in suitable employment and assist-
ing employers to fill vacancies properly in co-operation with
unemployment insurance, but should include the collection of
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every kind of information which is needed for the executioa
of a full employment policy and the planning of the location
of industry.

The Income Security and Medical Care Recommendations
explicitly recognise in their preambles that differences in
national conditions will affect the length of the period within
which it will be possible to carry out the principles recom-
mended. For the Asiatic countries, with their vast agricul-
tural populations, and without the many years of social in-
surance experience that the European countries have behind
them, the period of fulfilment will naturally be long; never-
theiess, so far as their wage earners are concerned, it may
be possible to make rapid progress.

The fact that the Conference, at its Paris Session (1945),
felt justified in including in its Recommendation (No. 74)
on social policy in non-metropolitan territories substantial
provisions for the development of social securiiy services is
most encouraging. In Easteru Asia, there are certain simi-
larities of basic economic and social conditions between
sovereign States and non-metropolitan territories, and what
is deemed possible for the latter may be assumed a fortiors
to he so for the former.

The Paris Recommendation lays particular stress on the
introduction of workmen’s compensation, and envisages its
inclusion in a social insurance scheme; for this branch the
standards laid down in the Workmen’s Compensation Con-
ventions, 1925, are considered to be applicable. As regards
social insurance generally, the Recommendation states (Annex,
Article 12) :

1. 1t chall be an aim of policy, in areas where substantial
numbers of the workers normally earn their living by wage earn-
ing, to introduce compulsory insurance for the protection of wage
earners and their dependants in cases of sickness and maternity,
old age, death of the breadwinner and unemployment. As soon
as tke necessary conditions for the operation of such wsurance
are present, arrangements to that end shall be inaugurated.

2. Tt shall he an aim of poliey to provide, through compulsory
sickness and maternity insurance, medical care for injured per-
sons and their dependants, in so far as such care is not already
provided as a free public service.
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The Recommendation also refers particularly to the desir-
ability of establishing °‘ systems of retirement allowances,
ineluding provisions for contributions by the Government
or employers or both as well as by workers »»  (Annex,
Axticle 5).



CHAPTER III

SOCIAL SECURITY PROVISIONS IN CERTAIN
ASIATIC COUNTRIES

In this Chapter has been assembled the information at
present available to the Office on social security provisions
in China, India, Siam, Burma, Ceylon, Indo-China, Indo-
resia, Malaya, Singapore, and the Philippines.! The survey
includes legislation and plans relating to social insurance
proper, workmen’s compensation legisiation, maternity
Lenefit legislation, and the sickness benefits, provident
funds, and welfare funds of individual works or establish-
ments.2 A brief note is added on the comprehensive Sosial
Relief and Assistance Act of China. For most of the
countries only the workmen’s compensation and maternity
benefit legislation is available, but for some of them it has
been possible to give an account of provisions voluntarily
instituted by employers.

SociaL INSURANCE LEarsATIoN

Salt Miners’ Insurance im China

A social insurance scheme for salt miners in Northern
Szechuan was' approved by the Executive Yuan in June
1943. By December 1946 some 40,000 workers in 10 estab-
lishments were insured against employment injury, sickness,

1 The terms Indonesia and Malaya as used in this Recport refer,
unless otherwise specified, to the territory of the former Nether-
lands Indies and to the Malayan Union, respectively. The latter was
created on 1 April 1946 and consists of the former Straits Seltlements,
with the exception of the present colony of Singapore, and the former
Tederated and Unfederated Malay States; where the information
2iven refers to the period before 1 April 1946, the term Malaya refers
to the territory of the Malayan Union and Singapore together.

2 Medical care services are dealt with more particularly in Chapter VL
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old age and death (including the death of the worker’s
parents and wife). Persons employed in salt mining who
are over the age of 16 are compulsorily insured under the
scheme, unless they are temporary workers,

The scheme is administered by a local insurance society,
which is under the direct jurisdiction of the Ministry of
Social Affairs and the supervision of the National Salt
Administration. The business of this society is conduected
by a board of five directors, namely, a representative of the
local salt administration as chairman, two representatives
of the mine owners, and two representatives of the salt
miners,

The cost of the scheme is met by employers’ and em-
ployees’ monthly contributions and a subsidy from the
local salt administration and the Ministry of Social Affairs.
The worker’s contribution is fixed at 1 per cent. of his
monthly remuneration, and the employer pays an equal
amouthi in respect of each worker,

Medical care is provided at the cliniecs of the insurance
society or at the local hospitals. Employment injury
benefit is payable from the date of the injury, but sickness
benefit is subject to a threc-day waiting period. The rate
in both cases is equal to the worker’s average standard
wage, and the benefit is payable till recovery but not for
more than 90 days within a year. On the marriage of an
insured person, a benefit equal 1o 20 per cent. of his average
amnual standard wage is granted without qualifying
period; on his death, a similar sum is payable tc meect his
funeral expenses, and on the death of one of his parents
or his wife, the same amount is granted.

Lump-sum benefits, based on annual remuneration, are
also payable in respect of old age and death. The basic
old age benefit, granted at age 60, is subject to a minimum
qualifying period of 5 years and ranges from 120 per cent.
of annual remuneration up to a maximum of 200 per cent.
where the beneficiary has been insured for at least 10 years.
There is a qualifying period for survivors’ benefit, which is
computed as follows: 40 per cent. of annual remuneration
if the worker was employed less than one year; 80 per
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cent. for 1-2 gears’ employment; 120 per cent. for 2-3 years’
employment: 160 per cent. for 3-5 years’ employment and
200 per cent. for over 5 years’ employment.

If a worker who has been insured fLor more than {wo
years and has received no benefit under the scheme, leaves
his employment or is dismissed by the mine, he is entitled
to a refund of his part of the contributions.

WORKMEN’S COMPENSATION

Workmen’s compensation laws are in operation in all the
territories covered by this survey. The Indian Act of 1923
appears to be the first example of this type of legislation,
in these territories, and has been the model for the legisla-
tion of Ceylon and Malaya. In Burma it is in force without
the amendments effected after 1938, but the revision of the
Act is contemplated for the purpose of wideniny its scope
and improving its provisions. The Philippme Act dates
from 1927. The Chinese Factory Act, which eontainy worlk-
men’s compensation previsions, was consolidated in 1932.
In Ceylon, Indo-China, Indonesia and Malaya, workmen’s
compensation laws were introduced between 1934 and 1939.

Scope

The scope of the laws is determined by the definition of
the status of a ‘“ workman ’’ and by the definition of the
undertaking in which the ‘‘ workman >’ must be employed
in order to be protected by the law, -

All employed persons are deemed to be ‘‘ workmen ”’,
except those whose remuneration exceeds a preseribed
amount and those whose employment is of a casual nature
and not for the employer’s trade or business (Indiai, Ceylon,
Malaya, Philippines),

In Singapore, only persons engaged in certain trades speei-
fied in the schedule attached to the Workmen’s Compensa-
tion Ordinance are considered to be workmen, but it is pro-
pesed to edjust the schedule to make it more comprehensive.

ks

3

In India, clerical workers in certain specified undertakings are
excluded.
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The Philippine law applies to employment for the pur
poses of any business by an employer whose gross income
is at least 20,000 pesos a year.

The Chinese provisions, forming, as they do, a chapter
of the Factory Aect, apply only to factories covered by that
Act, namely, those which employ 30 or more pcrsons and
use power-operated machinery.

In Indo-China, there are at present in force different
workmen’s compensation schemes, applicable to different
categories of workers.! In the first place, the French Act
of 1898 on workmen’s compensation was extended to ecover
Europeans and persons treated on the same footing, by a
Decree of 9 September 1934. Secondly, a Decree of 30
December 193¢ gcverning the conditions of employment of
Asiatic labour (free labour, ag distinet from contract labour,
whick is covered by another scheme) had laid down the
geveral principle of the right to compensation in respect
of any industrial accident to workers employed in indus-
trial, ecommercial or agricultural undertakings, provided
that the resulting incapacity for work lasted more than
four days. The detailed methods of administration of the.
Decree were to be laid down in Orders. Thus, an Order
of 31 January 1944 defines these methods with respeet to
accidents to persons cmployed in industrial (excluding
handieraft) undertakings and eommercial undertakings;
undertakings in certain areas may be exempted, or the
application of the regulations may be limiled in such areas
to undertakings of a size and character justifying their
inclusion; after consultation of the occupational. associa-
tions concerned, the regulations may be extended to certain
types of agricultural and forestry undertakings. In both
these schemes, aliens are covered only on econdition that
persons of French nationality or under French proteetion
are entitled to similar {reatment in the alien’s country of
origin. Thirdly, in the absence of the extension of the
1936 regulations to agricultural workers, contract labour
on the plantations continues to be covered by the more

The reform of social legislation is being studied and some of
the draft Bills provide for the abolition of racial discrimination im
this matter.
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I'mited workmen’s compensation provisions contained in
the Order of 25 October 1927, as amended by that of 21
September 1935. Lastly, the free labour employed in agri-
cultural undertakings in Cochin-China is entitled, in the
event of sickness or accident dircctly caused by the employ-
ment, to the medical care preseribed by the Order of 10
August 1942 concerning the health and safety of such
labour.

In New Caledonia, the vegulations for the protection of
indigenous labour contained in an Order of 11 February
1943, and those for the protection of immigrant labour
(to which the contract system has ceased to apply) contain.
ed in Orders of 18 July and 12 November 1945 and the
appended model agreements, establish the workmen'’s
compensation rights of both agricultural and industrial
(mainly mining) workers.

The other laws contain lists of the classes of undertakings
tc which they apply. Most of the lists include factories
using power-operated machinery, mines, railways, shipping,
and construction. Factories not using such machinery may
be covered if a minimum number of persons are employed:
10-20 in India, 25 in Ceylon and Malaya.

In India, Burma, and Malaya, the laws apply to planta-
tions on which at least 25 persons are employed; in Ceylon,
plantations are included if they employ 10 persons. In
Indonesia and the Philippines, agricultural workers are
protected by the workmen’s compensation law only if they
are using mechanical implements. Forestry is ineluded in
the scope of the Indian, Ceylon, and Indonesian laws.

Risks Covered

In China, the risks covered are defined as ‘¢ sickness or
injury i the performance of duty ’’. The Philippine law
-likewise covers both sickness and injury directly caused by
the employment,

In India, Burma, Ceylon, and Malaya, compensation is
payable in respect of accidents arising out of and in the
course of employment, and in respect of specified occupa-
tional diseases. Common to all four lists are: anthrax,

X3
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and poisoning by lead, phosphorus, mercury, and arsenic.
In Burma, Ceylon, and Malaya, the list includes also benzene
poisoning and chrome ulceration. The Indian list further
adds compressed-air illness, lead tetra-cthyl poisoning,
mitrous fume poisoning, pathological manifestations due to
radio-active substances or X-rays, and primary epithelio-
matous cancer; and the Ceylon list, compressed-air illness
and accidents in occupations which involve the handling of
radium or X-ray apparatus or contact with radio-active
substances.

In Indonesia, the law ecovers only accidents connected
with work. The same general rule applies in Indo-China
and New Caledonia, although in certain cases of sickness
not directly caused by the employment, the employer is
required to provide medical care.

_ Benefils
Medical Benefil. )

The laws of China, Indo-China, New Caledonia, Indonesia,
and the Philippines require the employer to provide or pay
for medical care. The maximum duration of the benefit is
six months in China, onc yvear in Indonesia, and apparently
lour years in the Philippines. In Indo-China and New
Caledonia, the law does not specify any period. In Ceylon,
compensation is reduced if the worker refuses medical care
offered by the employer and thereby aggravates the effect
of the injury.

Temporary Incapacity Benefit.

Benefit is payable in respect of incapacity for work from
the day the incapaeity begins or the day after in China
and Indonesia. In India, Burma, Ceylon, and Malaya,
there is a waiting period of seven days, while in the
Thilippines, compensation is payable only if the incapacity
lasts for 14 days, and in that case, payment ig antedated
te the eighth day. In Indo-China, the waiting period 1§
four days in the scliemes for Europeans and free Asiatic
labour; for confract labour, wages continue to be paid
without interruption in the event of an industrial accident;
for free agricultural labour, only medical care is provided.
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The rates of temporary incapaoity‘ benefit vary from
50 per cent. of wages in Burma, French Establishments in
Ina, Tndo-China (European and free Asiatiz labour), and
Malayal to 60 per cent. in the Philippines, 66 2{3 per cent. in
Lhina, and 80 per cent. in Indonesia. The raie is reduced
to 50 per cent. in China after six months of incapacity, and
in Indonesia after one month. In India, the rate varies
from full wages in the case of persons earning 10 rupees or
less to 1|5 of wages for those earning 300 rupees a month.
In Ceylon, it varies from actual wages in the case of persons
earning 10 rupees or less to 1|3 of wages for those earning
300 rupees a month.

Permanent Incapacity Benefil,

In China, India, Burma, Ceylon, and Malaya, benefit in
the case of permanent incapacity for work takes the form
of a lump sum. The Philippine law provides for weekly
payments during a limited period. In Indonesia, a pension
is payable. In Indo-China, the scheme for Europeans pro-
vides for a pension according to a graduated scale, while
that for free Asiatie labour pays compensation in the form
of a lump sum varying with the degree of incapacity but
nol ‘exceeding the annhual wage in the event of total incapa-
city: in addition, repatriation is provided where accessary
and the injured worker is entitled to artificial limbs and
appliances.

In China" the lump sum varies between 1 and 3 years’
wages. In India, Ceylon, and Malaya, it is fixed as follows
in the case of total incapacity: from 184 months’ wages to
42 months’ wages in Ceylon, according to earnings; from
183 to 70 mcnths’ wages in India; and at 42 months® wages
or $M.4,300% in Malaya. A proportionately smaller amount
is paid if thc incapacity is partial; benefit already paid in
respect of iemporary incapacity is deducted from the lump
saum. In Barma, the compensation for total disablement
varies with the monthly wage, from 700 rupees for a wage
of 10 rupees or less to 5,600 rupees for a wage of over 209
rupees.

1 In Nuiaya, a ha.lf-monthlyw payn;ne;\t of ¥M.30 or a sun equal to
25 per cent. of wages, whichever is the less, is made.
2 'Whichever is the less.
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A pension varying ‘with the degree of incapacity is paid
in the French Establishments in India.

The Philippine law provides for weekly benefit in the
case of permanent incapacity, to continue for a maximum
of 208 weeks, including any period during which temporary
incapacity benefit was paid. The rate ol ths permanent’
incapacity Lenefit is 60 per cent, of wages if the incapacily
is total, and nalf the wage reduction if the incapaecity is
partial.

'fhe pension payable under the Indonesian law is pro-
portionate to the degree of incapacity, and is apparently
payable without limit of time.

Sitrvors’ Benefit.

Provision is made for the payment of a special funeral
benefit in China, Indo-China, Indonesia, and the Philippines.
The survivors to whom a benefit is paid in the case of death
genctrally comprise the widow (or widows in some cases),
incapacitated widower, minor children, and (except in
Indonesia) grandchildren, parents and grandparents, aud
brothers and sisters. The Ceylon definition is very wide
and includes illegitimate children.

In China, the employer is required to pay two years’
wages to the legal heirs. A lump sum ranging from 13 1|3 to
50 months’ wages in India and Ceylon and awrounting to
30 months® wages! in Malaya is distributed among the de-
pendants by the competent workmen’s compengsation c¢om-
missioner ar his diseretion. In Burma, the sum varies from
500 rupees where the monthly wage of the deceased is 10
rupees or less to 4,000 rupees where it is over 200 rupees
Ju Indo-China, the lump sum paid to survivors under the
seheme for Asiatic labonr is equivalent to one year's wages.
In Tndonesia, a lump sum of 300 days’ wages for the widow
and 200 days’ wages for each of not more than two children
is payable. In the French Establishments in Indin, a Jump
shm is paid varying with wages from 20 to 50 times the
monthly wage.

In the. Philippines, the survivors, according to their

1 Or $M.3,200, whichever is the less.
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number and their kinship wilh the deceased, are entitled to
benefit at the rate of 23 per cent. to 60 per cent. of wages
for 208 weeks,
Security for Payment

The employer is liable for the entire cost of compensation.
He is not required by any of the laws to insure his liability.
However, in Indonesian law, there is a provision enabling
the Government to set up a fund to which all employers
must contribute, except those who have sufficient financial
strength to secure the due discharge of their liability. In
Ceylon, a large number of workers are insured with licensed
insurance companies, and the Government has its own fund
{or the workers in its commercialised undertakings. In Indo-
China, the employer is authorised to transfer part of his liabi-
lity 10 the mutual aid society, if any, for the staff of bis
undertaking, provided he contributeg to its fund. Ile may
also institute proceedings against third parties.

Admanistration

Claims for compensation not settled by agreement between
the parties are decided by special workmen’s compensation
commissioners, or by commissioners of labour acting as
workmen’s compensation commissioners, in India, Burma,
Ceylou, and the Malayan Union. In Singapore, c¢laimms which
are not scttled by agreement between the parties, or with the
assistance of the Labour Department, are referred to the
Commissioner for Workmen’s Compensation. In these cases,
the Commissioner for Labour has the right to appear hefore
the Commissioner for Workmen’s Compensation, on behalf of
the injured workmen or his dependants. In difficult cases.
free legal advice and assistance is given.to the claimant by
the Government. In Indo-China, the court of first instance
or the magistrate has authority to fix the amount of compen-
ration, but the parties may subsequently agree on some other
form of compensation.

Statistics

TFor Indis, Burma, Ceylon, Indonesia, and Malaya, some
statistics are available on the operation of their workmen's
compensation laws,
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The Indian statisties for 1942 and 1943 are not complete,
since figures for the province of Bombay and for railway,
postal and telegraph employecs are wanting, and since not
.all employers are required to submit returns of compensa-
tion cases, and not all who are so required do submit

returns.
NUMBER

OI' CASES OF ACCIDENT AND AMOUNT OF COMPENSATION

PAID DURING 1942 AND 1943 1N INDIA (EXCEPT BOMBAY)

Result of accident

| No. of cases of accident

|
|
|

Amount of sompensation
paid (1,000 rupees)

1942 | 1943 | 1042 | 1943
Death { 828 1123 | 745 | 972
Permanent dwablement J 1,568 2,436 448 801
Temporary disablement .. | 28,693 | 11,267 | 315 f 510
Total l’ 31, m,n 44,826 | 1308 b 2983
i 1

i

A I'eport on tho worl\mw of the Tndlan Wotkmon S (‘om-
pensation Act in Burma in 1939 furnishes the following

summary table: -

COMPENSATION PAYMENTS REPORTED BY EMPLOYERS IN BURMA,

1939
Establishments and workmen 1 Railways |
covered ; | and Factorles | Mines
Result of accideat tramways } !
Establishments : ! |
Number 4 1,020 4 411!
Percentage insured - 13 | 9
Workmen : ! | »
Number 17,057 | 90,220 | ‘ 26,453
Percentage insured — 3 43 1
S —— _;M | -
Death : ! | !
Cases . i 5 19 | 20 | 8! 52
Cost rupees 2,970 | 21,170 © 16,093 | 9,460 | 49,693
{ | | i
Permanent disablemant : | ! : :
(Cases ce 7 i 96 15 i 73 ‘ 191
Cost . rupees | 1491 | 23770 | 2,580 | 23.375 | 51,225
‘Temporary disablement : { | ! ] ‘
Cases . ! 253 | 1,160 | 536, 1007 | 2,956
Cost rupees | 3,855 | 13,397 ' 5,337 10,575 | 33164
Total per 100 workmen ’ | ! |
employed : ’ | i
Cases . l 1510 1410 2406 ] se28! 2.07
Cost rupees | 49 | 63| 911 21 | 87
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The Report of the Ceylon Commission on Social Services,
published in February 1947, gives the following averages
fer the five-year period 1939-1943:

No. Compensation paid
Rupees
Accidents reported .. .. 7,271 -
Claims paid :
Fatal .. .. 77 60,210
Permanent injury .. .. 201 50,007
Temporary mjury .. .. 5,841 35,109
Agrecments  registered 844 —

It may be added that over a perlod of 10 years the num-
ber of cases in which compensation could not be recovered
was only 15.

For Indonesia, statisties of the accidents reported under
the workmen’s compensation law have been published for
1940. The number of workers in the branches of industry
covered by the law was 661,171; the number of accilens
was 3,567, er 54 per 10,000 workers. In 3,211 of the total
nun.ber of cases, the worker recovered; 190 were casee cf
disablement; and in 166 cases the accident was fatal.

Owing to wartime conditions, the most recent figures
available for Malaya relate to 1938. They show a total of
9,049 ecases of accident reported, including 232 fatal acei-
dents, and 147 applications for compensation. The number
of caces settled by agreement during the year was 493, and
of those disposed of in open court 165 (157 in favour of
the claimant and 8 in favour of the employer).

Ratitication of Workmen’s Compensation Conventions

The principal instrument, whieh is the Workmen’s Com-
pensation (Acecidents) Convention (No. 17), 1925, has not
been ratified or applied,in any of the territories considered.
The main defects of the existing legislation are the follow-
ing: in all the territories, the exclusion of a great part of
agricnltural labour, and many urban workers, from the
protection of the laws: the absence of compulsory insur-
ance or other means of ensuring the due payment of com-
pensation; in most of the laws, the award of compensation
in cases of permanent incapacity and death in the form of
a lump sum instead of periodical payments corresponding
tc the dnration of the bheneficiaries” needs; in several of
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the laws, the lack of any provision at all for medical care.

The Workmen’s Compensation (Occupational Diseases)
Convention (No. 18), 1925, has been ratified by India, and
the ratiﬁc:{tion is binding also on Burma. Most of the
additional diseases specified in the Workmen’s Compensa-
tion (Occupational Diseases) Convention (Revised) (No.
42), 1934, are also covered by the Indian and Burmese
Acts. The Chinese and Dhilippine laws, covering as they
do all injury and sickness due to employment, could easily
be amended by the addition of a provision that the discases
listed in the revised Convention shail, if contracted by
persons in the corresponding employments specified there-
in, give rise to the payment of compensation, and could so
be brought into conformity with this Convention. In
Ceylon, most of the diseases specificd in the Conventions
are covered by existing legislation and steps ave bemc'
taken for the inclusion of thc¢ remainder.

The Equality of Treatment (Workmen’s Compensation)
Convention (No. 19), 1925, has been ratified by China and
India, and is applied also in Burma. In Ceylon, the Work-
men’s Compensation Act does not discriminate against
foreign workers, and arrangements have been made with
some Indian provinces and States and with Malaya for the
payment of compensation to dependants residing in those
territories. The other laws considered here are apparently
also in conformity with this Convention, in that they con-
tain no provisions discriminuting against foreign workers.

MatrnNITY BENEFITS

In all the territories, cxcept Burma and Indonesia, cover-
ed by this survey, legislation has been enacted requiring
employers to pay a cash benefit to women workers during
abstention from work before and after childbirth. The
following paragraphs summarise the provisions relating to
the wcrkers covered, th: qualifying period of employment,
and the amount and duration of the benefit.!

1 An n.na.lysns of leglshtun conrcrnmg nutormh protatlon “both
in self-governing aad in non scif-governing territories, is given in
IL.O : The Law and Women’s Work, Studies and Reports, Serics I,
No. 4 (Geneva, 1939), Chapter III,
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In China, the benefit is limited to women factory
workers? ; in India, benefit is paid to women in factories
and mines, and in Assam also to women on plantations;
in Ceylon, it is paid to women employed in shops, mines,
‘factories, and estates where 10 or more persons are employ-
ed; and in Malaya and the Philippines, it seems that womnen
workers generally are covered. In Indo-China, lLenefit is
payable only in the case of Asiatie contract labour; m the
case of free labour, women are entitled to maternity leave,
bt the employer is not under an obligation 'to coniinue the
payment of their wages.

In order to be able to claim the benefit from her employer,
the woman must have been employed in his undertaking
for a preseribed minimum period of 6 or 9 months in India®,
Ceyion®, and (for the right to full wages) China. No such
condition, however, is laid down in the laws of Indo-China,
Malaya, and the Philippines.

The cash benefit is cyual to full wages in China, Indo-
China and the Philippines. In most of the Indian pro-
vinces, the benefit is fixed at a uniform daily rate which
seems intended to correspond to the average earnings oi
unskilled women workers. In Ceylon, the rate is fixed
from time to time by regulation and is at present 1 rupee
for! each day of the 6 weeks of benefit,

The combined duration of benefit before and alter chiid-
birth is, in most laws, 8 weeks or 60 days, equally divided
over the two periods. Ilowever, the total period is 2
months in Malaya, and 6 weeks in Ceylon (2 before and 4
after), while in the Philippines the benefit is payable only
for one month following childbirth. In India, the under-
ground work of women in mines is prohibited. ‘The ban
was lifted during the war as an emergency mecasure, bnt
was .reimposed with effect from 1 Fehruary 1946. During

1 This provision of the Factories Act has not yet becn put into
force.

2 The period is 150 days in Assam and Bengal; in most provinees
it is 9 juonths.

1 A 1946 amendment requires the woman to !av> worked not less
than 150 days within the year preceding the date ou which ¢ha potificl
the employer of ber expected confinement.
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the emergency period, the Mines Maternity Benefit (Amend-
ment) Aect, 1945, entitlel women employed underground in
1aines to 16 weeks of benefit (10 before and 6 after).

The employer is required to furnish medical care, in ad-
dition to the cash benefit, on Malayan estates (subject to
certairc conditions, defined in the Labour Code) ard in
sce Indian provinces. In Indonesia, there is a liability
on employers generally in industry and agriculture to fur-
nish medical care and food for women workers, and, while
the woman is in hospital, food for her dependants. In
Ceylon, the employer may obtain permission from the Com-
missioner of Labour to reduce the cash benefit to 4 rupees
a week if he provides alternative benefits (hospitalisaéion,
obstetrical attendance, and food). Women on plantations
who are not entitled to maternity benefit receive suflicient
fcod and lodging for one month at the expense of the
employer.

Reports from the Indian provinces show that the legisla-
tion has not been uniformly applied. Women fail to file
claims cither because they are unaware of thew rights to
benefit or because they fear such an application may be
followed by dismissal. In some cases women workers are
unable to prove completion of the requisite period of serviee
because their employers have not kept the proper records.
For Ceylon it is stated that employers on estates have gene-
rally complied with the requirements of the law, but that the
same degree of compliance has not been secured in mines,
factories, and shops.

Statistics

Statisties for 1945 are available for four Indian provinees:
Bombay, the Central Provinces and Berar, Madras, and the
United Provinces. In Bombay, 728 of the 779 factories
covered by the Maternity Benefit Act reported an average
of 54,793 women employed daily, of whom 5,199 were paid
maternity benefits, amounting to 212,598 rupees in all. In
the Central Provinces, it was found that most of the textile
mills paid maternity benefit at rates 50 per cent. higher
than those prescribed by the Act, out of an average total
of 5195 women employed daily, 637 were paid a total of
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21,185 rupees. In Madras, out of a total of 2,625 factories
registered under the Factories .\et, figures arve available
for 1,762. These employed an average total of 49,110 women
per day, of whom 1,705 were paid benefits, amounting to
47 %36 rupces. In the United Provinees, where 15t factories
employing an average of 2,932 women per day were subjcet
to the Act, 192 wowmen out of an average total of 2,168 per
day were paid benefits, amounting to 11,857 rupees.

The estates which pay contributions to the Immigration
Fund in Ceylon report the granting of benefit in 1944
totalling (70,311 rupees in 34366 cases; in 1945, ordinary
benefits amounted to 583,010 rupees in 23827 cases, and
alternative benefits to 256,002 rupees in 11,552 cases,

Ralificalion of Convention

The Childbirth Convention (No. 3), 1919, has not been
ratified by any of the countrics included in this survey.
The most serious want ol conformity lies in the method
of providing the benefits. The Convention reyuires that
they should Dbe ¢‘ provided cither out of publie funds or
by means of a system of insurance’”’, whereas all the
legislation in question makes the employer individually
liable. The other defects arc the lack of medical benefit—-
difficult to arrange by the employer individually—and the
insufficiency of the period of cash benefit.

Socian InsuraNcE Prang
China

The chief measures planned for post-war gocial security
in China relate to an employment service, social insurance,
and public assistance. This is in accordance with the
mew Constitution of the country, which was promulgated
on 1 January 1947 and comeg into effect on 25 December
1947, and which in particular provides in Article 155 for
the introduction of a State soecial insurance system. The
proposed measures are designed to benefit persons in urgent,
need of social assistance and relief, and in the first place
those who contributed to the war effort, including ex-
servicemen, small farmers and tenant farmers, munitions
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and communications workers, and Government employees
and teachers.

As regards social insurauce. a Preparatory Office of the
Central Bureau of Soeial Insurance was approved in
November 1946 by the Kxecutive Yuan and was establish-
ed in January 1947, under the Ministry of Social Affairs.
The main functions of the Preparatory Office are: (1) to
draw up regulations f{or the enforcement of the social
ingurance programine; (2) to secure foundativa funds for
the social insurance programime; (3) to devise an account-
ing system; (4) to institute a personnel system; /3) 1o
establish social insurance societies; and (8) to make other
mecessary preparations.

The social insurance plans are of four types; (1) heaith
insurance, covering sickness, disability, death and mater-
nity care; (2) industrial injuries insurance, covering acci-
dents, injuries and death; (3) invalidity insurance; and
(4) .unemployment insurance.

In prineiple, a national compulsory system is proposed,
under which all workers whose incomes do not excend
the prescribed limit are liable to insurance, except tnat
under certain special conditions a person can be exempled.

The contribution payable by any insured ecitizen who is
working for another for pay will vary according to his
income, and his employer will be required to pay the same
amount. Those working on their own account pay the full
contribution; if necessary, the Government may grant a
certain subsidy.

After the work of the Preparatory Office has been com-
pleted, a Central Social Insurance Office is to be establish-
ed under the Ministry of Social Affairs. Branch offices or
societies are to be set up in the' various provinces and
munieipalities throughout the whole country or entrusted
to some other local organisation, not of a commercial
nature. Both the Central Office and the branch offices
are to be organiscd along business lines. In setting up
the system of social insurance, the question whether the
occupational or the territorial classification, or both, should
be adopted, is to be determined according to local eircum-
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Since social insurance is recognised as a State function
under the Constitution, its funds are to be included in the
national annual budget and paid from the National
Treasury.

India

A Bill for a unified secheme of health and employmeni
injury insurance for industrial workers was introduced in
the Indian Legislative Assembly in November 1946, The
question of health'insurance had been undeér consideration
during the preceding three years. In 1944, Professor
B. P. Adarkar, at the instance of the Department of Labour,
drew up a report on the subject! which contained a com-
prehensive survey of the more important systems of health
insurance in operation for industrial workers and proposed
a scheme especially designed to suit Indian conditions.
The scheme was considered and commented upon by two
officials of the International Labour Office who visited
India early in 1945, in vesponse to an invitation from the
Government of India,

The Workmen’s State Insurance Bill at present under
discussion breaks new ground in the field of social insurancs
inasmuch as it proposes an integrated scheme embodying
workmen’s compensation and maternity benefit with healch
insuranee. The scheme will at the outset apply to workers
coming under the Factories Aect, but it is proposed to
extend it to other workers after experience has been gained
and the administrative organisation set up. Persons em-
ployed solely in a clerical capacity or earning more than
400 rupees a month are excluded from the Bill.

The Bill covers the risks of sickness, employment injury,
and maternity, and provides both medical care and cash
benefits. Medical care will be given in case of sickness,
injury or maternity to out-patients without a time limit so
long as they continue to be in insurable employment and
thereafter for not more than 3 months, or, it they qualify
for cash benefit, for 6 months. In-patient treatment in a
hospital or other institution or at the patient’s home is

1B, P. ADARKAR: Report on Health Insurance for Industrial Workers
(Bimla), Government of India Press, 1944).
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granted so long as the patient is entitled to sickness, em-
ployment injury, or maternity cash benefit. Cash benefit
is payable in case of sickness at the rate of not move than
50 per cent. of average eainings in the previous ¢ months,
for a period vot exceeding 8 weels oany perviod of 12
nonths; to qualify for such henefit, the insuresdd person
wust have vompleted ot least 6 months of insurance and
paid not less than 17 weekly contributions in the 6 months
preceding the week in which he elaims benefit or the week
when he ceased to be employed; he retaing his right to
sickness benelit for 6 months il he was qualitied at the time
his employment came to an end (frec insurance period).

Maternity benefit isx paid at tlie rvate of 12 annas a day
for a period of 12 weeky (6 weeks before and 6 weeks after
confinement), provided the bheneficiary has not less than
26 weekly contributions to her credit within a speeified
12-month period.

Periddical disablement benefit is grauted without qualify-
ing conditions in the event of employment injury, for the
total duration ol incapacity, whether total or partial, tempo-
rary or permanent; the rate of benefiti for total incapacity
is the same as in case of sickness, 1.¢., 50 per cent. of wages,
but is based on the average of the 12 months preceding the
claim.

In case of death resuiting {rom emplovment injury, but
not otherwise, the widow (widows) of the deceased is (are)
entitled to a pension at the rate of 3|5 of the disablement
‘benefit for total incapacity, for life or until remarriage;
legitimate children cach receive 215 of that rate until they
reach the age of 18 years (if a daughter, until remarriage).
The total amount of survivors’ benefit cannot, however,
exceed the full rate of disablement benefit. If the deceased
worker leaves no widow or children, the parents or grand-
parents and other male and female dependants under 13
years of age are entitled to benefit at rates determined by
the competent workmen’s compensation commissioner.

The administration of the scheme is entrusted to a Central
Corporation, whose functions are performed by a Central
Board comprising representatives of the Central and pro-
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vineial Governments, employers, workers, and the medical
profession. The Board also inecludes members elected by
the Central Legislative Assembly. A Standing Committee
of the Board acts as the Executive of the Board, and a
Medical Benefit Council advises on matters relating to the
administration of medical benefits. Medical care is pro-
vided by the provineial Governments, which administer
the existing medical care serviceg for the population, The
standard of care and the details of its administration
will be determined by agreement between the Corporation
and the provincial Governments. The cost of the medical
benefits is sharved between the Governments and the Corpo-
ration. TIf the average incidence of sickness cash benefit in
any provinee is in excess of the all-India average, the pro-
vincial Government will alse bear such shave of the cost of
the excess incidence as may be agreed upon between the
provinee and the Corporation. Workmen’s State Insurance
Court:s will decide disputes and adjudicate all claims.

Thbe scheme will be financed by contributions from em-
ployers and workers, the employers paying the major sharve
in view of the fact that under the present system employ-
ment injury compensation and maternity benefits ave at
their exelusive charge. The Bill does not previde for a
subsidy by the Central Government, but a grant equivalent
to 2[3 of the cost of administration will probably be made
by the Central Government for a period of five years. 'T'he
funds of the scheme may also be used for the improvement
of the welfare and health of industrial workers, rehabilita-
tion, etec.

It is also proposed to revise the Workmen’s Compensation
Act so as to secure for workers not covered by the new
Workmen’s State Insurance scheine, periodical payments
on ihe scale proposed under that scheme and a measure of
medical care. As many categories of employers as possible
will be required to join a compulsory accident insurance
fund administered by a quasi-State corporation. The scope
of the Act is to be extended to cover further classes of
workmen, and new items, such as silicosis, will be added to
the list of occupational diseases.
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Finally, the Government proposes to introduce a Centrak
Act giving women workers not covered by the new health
insurance scheme the same rights as regards maternity
benefit as those provided under that scheme,

Ceylon

he Ceylon Corawission on Social Services, whicn was ap-
pointed in July 1941 to enjyuire into the adequacy of exist-
ing social scrvices and the question of introducing social
insurance, and published its report in Febraary 1947, recom-
mends the introduction of a social insurance scheme for all
employed persons aged 16 to 60, covering the risks of sick-
ness, maternity, and unemployment, coupled with a non-
contributory social assistance scheme extending to the whole
population and providing old-age pensions at 70 years (65
in the case of women), orphans’ pensions, and pensions fox
the blind aged 45 or over, as well as children’s allowauces
in vespect of each child of school age (5-14 years) after the
second:

This insurance scheme for employed persons would be
completed by a contributory National Provident Fund, out
of which eapital and periodical payments would be made in
the event of prolonged sickness or unemployment, marriage
of a daughter, death of a dependant, premature death eof the
contribulor or attainment of age 55. The provident scheme,
financed by proportionate contributions of employers and
insured persons, would provide the latter with a variety of
‘alternative benefits, and, coupled with sickness and unemp-
loyment insurance, would take account of the particular
conditions obtaining in Ceylon, such as the wids disparity
of earnings, the low expectation of life, the need for saving
in order to provide the State with capital, the frequent
{ransfers from one employment to another, the custom ot
investing funds in land to secure an income in old age, the
seasonal character of much of the employment, the need of
immigrant labourers to return to their country on retirement,
the part that many employers already contribute to provi-
dent funds, and so forth. Unemployment assistance for
those who have ot qualified for insurance bhenefit, improved
workmen’s compensation, and an extended residuary poor
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relief service would supplement the social insurance and
assistance scheme recommended for gradual implementation.

The proposed scheme provides for cash benefits only, the
provision of medical care being left to the existing health
services, which, in the opinion of the Commission, should be
extended and Iimproved. It is recommended to set up a
Ministry of Labour and Social Welfare, a separate depart-
ment of which would deal with social security. Only the
National Provident Fund would be administered by an inde-
pendent commission.

Close relations between the Ministry of Health and the
Ministry of Labour and Social Welfare should be estab-
lished, it is held, not only ecentrally but locally, through
soeial welfare centres dealing with public health and the
care of the sick, the indigent, and the unemployed. The
combined sickness, unen:iployment, and provident fund in-
sarance scheme for employed persons (including estate
workers)—estimated at roughly 30 per cent. of the popula-
tion—would be administered locally by a single sceial wel-
fare officer with an office in the employment exclhange,

The benefits proposed uncer the insurance scheme are:
sickness benefit for 26 weeks at 2|3 of the salary or wage,
with a maximum of 40 rupees a week; maternity benefit at
full wages (maximum, 40 rupees) for 6 weeks ; funeral bene-
fit of 50 rupees; unemployment benefit at 2|3 of wages
(maximum, 10 rupees a week) for 13 weeks.

Sickness and materni'y insurance ang the National Provi-
dent Tund would be financed by employers and employees
alone, unemploywent insurance on a tripartite basis. The
soeial assistance scheme would be wholly financed by the
State. The total cost to public funds is estimated at 8%
millien rupees.

Contributions under the combined sickness, unemploy-
went, and national provident fund scheme would be at the
rate of 1 rupee a week per member and 5 per cent. of pay-
roll, for the employver ; and 10, 20, 50 or 100 cents a week
for employees with daily mcomes of less than 75 ceuts, 75
eents to 1.49 rupees, 1.50-3.99 rupees, and 4 rupees or
more,. respeclively, plus 5 per cent. of income, for insured
persons.
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Pensions from public funds would be at the rate of 5 rupees
a month for old-age pensioners, subject to an income limit of
20 rupees a month; 5 rupees for orphans, subject to a family
ineome limit of 40 rupees; and 20 rupees to all blind per-
soas. Children’s allowances also amount to 5 rupees a
month where the family income does not exceed 100 rupees
a month. Unemployment assistance benefit is at the same
maximum rate as unemployment insurance benefit '

The Report of the Commission on Social Services also pro-
poses to erfarge the scope of the existing workmen’s com-
pensation scheme so as to cover all employment under con-
tracts of service, with the cxception of ount-workers, domes-
tic servants, members of the employer’s family, and employees
whose wages exceed 300 rupces a month. Benafit would be
paid in respect of the waiting period where iccapacity
continues for more than 1 weeks; insurance wonld be com-
pulsory; and the procedure for recovering ecompensation
would be simplifiedd and other improvements made.

WOoRrKs BENEFIT SCITEMES
Works Sickwncss Sehemes

All the various territories no doubt possess some medieal
care facilities provided by the Government and available
to the general population, and several of them have made it
a legal obligation for the c¢wners of plantatiens to provide
medical care for their labourers. Such information as the
Office has on these provisions is considered in Chapter VI.

But a number of industrial employers (including the State
in that capacity) are known to have set up, on their
own initiative, sickness schemes providing cash and medical
bepefits for their employees; details of 20 such schemes
sovering 130,000 workers have been published for India,
and similar schemes are to be found in other territories.

The schemes are found only in large undertakings. In
most of them the employer pays the entire cost, and where
the employee is required to participate, his contribution is
extremely small. Medical care is commonly furnisheq by
medical practitioners and assistants appointed by the em-
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ployer, and is available both to employees and to their de-
pendants. It may be noted, however, that those employers
ir Colombo who supply medieal care free of charge do not
as a rule include their workers’ dependants. The cash
henefit is generally either full or half wages, the lower rate
being usually combined with a longer benefit period. Taug
full wages may be paid for one, two or three weeks as a
maximum, whereas in cases where half wages are paid, the
maximum period is usually three months. On the other
hand, the schemes of two oil companies in India and of the
Burma Oil Company, pay a lower rate of benefit for the
first few days of sickness, and a higher rate for a further
three months. Several of the schemes make the payment
of cash benefit conditional on a qualifying period of one
year’s emploviment or on a wailing period ol three to seven
days of sickness.

Works Provident Funds in India

Some of the large undertakings in India have set up
funds consisting of the employer’s and employees’ contribu-
tions, and from which invalidity, old-age and death benecfits
are paid. The establishment and maintenance of such
provident funds on a sound basis is encouraged and control-
led by certain tax exemptions, provided the rules of the
fund satisfy specified conditions, The Provident Funds
Aet, 1925, as amended, apuvlies to railway and Government
provident funds, and the Indian Income Tax Aect, 1922, as
amended, to those company funds which are entitled to
special treatment for income tax purposes. The Indian
(tripartite). Labour Conference has recently given consider-
ation to the desirability of benefit schemes of this type,
and its Standing Committee has drawn up rules for a
model provident fund, which, it has been suggested, might
be eirculated among employers. '

Railway ond Government Provident Funds.

The Provident Funds Act, 1925, as amended, lays down
rules for the protection of the compulsory deposits and the
repayment of sums standing to the credit of a subscriber,
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with deductions therefrom where he has incurred liabilities
to the Government or the railway administration, has been
dismissed for any of a number of specified reasons or has
resigned employment within five years of centering it. Aec-
cording to the Indian Income Tax Act, 1922, as amended,
contributions to such a provident fund are not taxed, in so
far as the aggregate of.the sums so exempted does not exceed
one sixth of the total income of the assessee, nor is the
accumulated balance to the credit of the subveriber taxed.

The State Railway Provident Fund comes within the scope
of this legislation. With certain specified exceptions, all
permanent non-pensionable railway workers must subsecribe,
and some of those exempted from compulscty membership
may become voluntary contributors. Payments towards a
life insurance policy in the Post Office Insurance Fund may
be substituted in whole or in part for subseriptions to the
Fund.

The Tund is administered by the Covernor-General-in-
Conncil.  Each member pays 8 1|3 per cent. of his monthly
remuneration and the Government makes a like contribu-
tion. Interest on these sums accumulates to the credit of
the member. A special Government contribution, varying
with length of service, may be made where a member of the
Tund retires after 30 years of service, or on attainment of
50 years of age (non-gazetted officers, 55), or on account
of permanent incapacity or reduction of the astablishment.
When a subseriber leaves the railway service he is entitled
to the amount standing to his eredit in the Fund. Should
he die. this amount is payable to his nominee, or, where
none exists, to certain membkers of his family., Advances
from the Fund to a subscriber for specified purposes may
be allowed, but must be vepaid according to the rules of
the Fund.!

Recogrised Provident Funds.

Recognition, in accordance with the provisions of the
Indian Income Tax Act, 1922, as amended, is accorded to
works provident funds which satisfy the conditions laid

State Railway Fstablishment Code, Vol. 1, 1945, pp. 116-140.
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down in the Act. These are briefly as follows. The fund,
consisting of accumulations of members’ and employers’
contributions with interest, must be vested in two or more
trustees or in au official trustee under a trust which is not
revocable save with the consent of all the beneficiaries. The
member’s contribution must be a definite proportion of his
zalary, and the employer’s contribution, which must be credit-
ed to the member’s individual account at least once a year,
may exceed the member’s econtributions for the saume period
only in certain cases where an employee is in veceipt of a
salary of less than 500 rupees per month or where the regu-
lations of the fund permit periodical bonuses. The accumu-
lated balance to the eredit of a member must be paid to him
when he leaves the service of the employer maiutaining the
fund, unless he is disnussed for misconduet or voluntarmly
leaves his employment before the expiration of a specified term
of service otherwise than on account of ill-health or other un-
avoidable cause. In the latter case his contributicns, with
inferest, must be refunded and his employer must be allowad
to make recoveries from the fund, in accordance with its
regulations. up to the amount of his contributions to the
member’s account, with interest.

To meet certain specified needs the trustees may allow a
member to withdraw part of his balanee. Thus a with-
drawal may be authorised for the purpose of paying expenses
inenrred in conuection with the illness of the member or any
of his family, or expenses which the member is obliged by
his® religicn {to ineur in connection with marriages and
funerals.  Sueh withdrawals must be repaid in not more
than 24 monthly instalments. A member may also be
authorised to withdraw the purchase price of a house or life
insurance premiums, on condition that the house or the in-
surance policy is assigned to the trustees.

Subject to specified maxima, the contributions paid by &
member or his employer, the annual accretion to the ecredit
of the former, and any accumulated balance paid to him ave
exempt from inecome tax. The aceounts of a wrecognised
provident fund are open to inspection by the income tax
authorities. :
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Most of the provident funds maintained by private com-
papiies are recognised funds. Membership is usually op-
tional cither for all employees or for those who meet specified
qualifications as to wage category and|or length of service.
In a few cases membership is optional for those in the lowest
wage brackets and compulsory for other employees. For
example, only employees on a monthly basis are eligible for
membership in the Associated Cement Companies, Limited,
Provident Fund, and subseription is optional for eligible
persons earning less than 25 rupees per month, compulsory
for eligible persons earning more than this amount. TLength
of service qualifications, where sueh exist, vary from 6
wonths to 3 years.

A reeognised provident fund must be vested in two or
niore trustees, or in the Official Trustee. Most funds are
vested in a number of trustees appointed by the divectors of
the company. The rules of some funds state that cases cof
dispute are to be settled by arbitration, subject to the India
Arbitration Act.

The rates of contribution vary in different funds ; these
occurring most frequently are 6 1|4 and 8 1]3 per cent. of
wages. In several cases the contributions are subject to a
maximum of 50 rupees per month and a minimum of 1
rupee per month. Subseribers to the Imperial Chemical
Industries Provident Fund are entitled to choose a rate of
coutribution varying from 3 to 10 per cent. of wages. The
employer deducts the employee’s econtribution from his
wages and pays it to the fund. Once (sometimes twice) a
year he also pays into it, from his own resources, a sum
equal to the member’s actual contributions over the preced-
ing year (or six months). Rules are usually laid down for
the investment of the moneys in the fund and for crediting
intevest on the contributions m the individual accounts and
for the closing and winding up of the fund.

A member who leaves the service of the company main-
taining a provident fund automatically ceases to be a mem-
ber of the fund; an employee may, in some cases, resign
membership although continuing in his employment. On
withdrawal from a fund the subscriber i: always entitled to
repayment of his own contributions with interest. If he
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leaves the company as the result of ineapacitating illness,
reduction of staff or some other cause beyond his control,
he is entitled, in addition to his own contributions, to the
full amount of his employer’s contributions on his behalf,
plus interest; if he leaves voluntarily for any other reason
after a prescribed period ol service, he is entitled to his own
contributions and a percentage of his employer’s contribu-
tion, plus interest. This percentage increases with Jenoth
of service up to a maximum ol 100 per cent. The qualify-
ing period usually ranges Ivom 10 to 15 years and the per-
centage of the cmployer’s contribution payable to the emn-
ployee from 50 to 100 per cent. In several funds 25 per
cent. of the employer’s contribution is payable to an em-
ployee who withdraws from the fund after 8 years and the
full amount if he has 12 years’ serviece to his credit, while
in others 10 per cent. is payable after 5 years’ service and
100 per cent. after 20 years’ service. Should a member of
a fund be dismissed for misconduct, or leave without good
reason, and sufficient uotice, he has no claim on anry part of
his employer’s contributions to the fund and the company
is entitled to recover from its contribution to his account
any claim for loss, damage, costs or expenses against him
which results from his negligence, omission, fraud, or mis-
conduct.

The rules of the funds provide that a member may furnish
the company with a nomination, in an approved form, show-
ing how he wishes his share of the fund disposed of at his
death. The company ov trustees need not recognise any
ether assignment of his interest in it. When a member
dies, the trustees pay the whole amount standing tc his credit
to the persons or person entitled to receive it, irrespective
of the deceased member’s length of service.

There are also a few provident funds which do not meet
the conditions for recognition laid down in the Indian In
come Tax Act.

Statistics.

The effectiveness of a provident fund as a means of cover-
ing invalidity, old age and death depends on the proportion
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of workers who belong to the fund and the proportion of
members who qualify for substantial benefits. The few
statistics available for 1944 and 1945 would indicate that the
effectiveness of the funds is low, as regards the mass of the
insured workers.

Of the workers on State railways, less than 28 per cent.
belong to the fund. Among the 4,314 workers of the
Associated Cement Compauies, cnly 200 are members of the
fund, although membership is compulsory for employees
with a monthly salary of 25 rupees and over, and optional
for other employees remunerated monthly. About 5 per
cent. of the employees of two Bihar cement factories have
elected to join a provident fund which is open to all workers
having at least six wmonths’ service. On the other hand, the
Ewmpress Mills of Nagpur counts as many as 7,284 wmembers
in its fund, out of a labour force of 17,000.

High labour turnover prevents the average member from
acquiring a right to a substantial proportion of the em-
rloyer’s contribution. For example, the Delhi Cloth Mills’
fund had 11,267 members on June 1944; during the pre-
ceding twelve months 1,468 members withdrew, of whom 2
were entitled to the full amount of the employer’s contri-
bution and 68 to a percentage thercof varying from 25 to
75. This firm proposes to substitute compulsory life in-
surance for its provident fund.

Works Provident Funds in Burma

Several of the larger undertakings in Burma have set up
provident funds, financed out of employers’ avd workers’
contributions, and, as in India, many of them are entitied
to speecial treatment tfor income tax purposes.

The Burma il Company maintains one fund for employees
earning 30 rupees a month or more, and another for those
earning less but having at least six months’ service. The
membership of the first fund was 2,570 at the beginning of
1945, and during the yeur 434 persons joined and 294 with-
drew. Corresponding figures for the second fund were 1,321,
752, and 470 (including 136 persons who transferred to the
first fund).
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Provident Funds and Pension Schemes n Ceylon

In Ceylon, provision is made in the Income Tax Ordinance
for provident funq contributions to be treated as non-
taxable income. So far, 135 companies have received ie-
cognition of their funds for the purpo:es of exemption under
the Ordinance. The Government has established a IPro-
vident Fund for employees not entitled to pension, whick
covers 9,627 persons. The State contributes at the rate
of 7.5 per cent. of wagvs, the employee at 5 per ceut.

Fifteen funds have been approved under the Wages
Boards Ordinance for the purpose of deduction of workers’
contributions.

The investigation into employers’ services undertaken
by the Commission on Social Services showed that, in the
eleven years 1934 to 1944, 8,398 workers were paid benefits
(including sickness benefit) amounting to over 4,500,000
rupees under the welfave schemes reported to the Commis-
sion. The majority of the schemes were found in commerce
and business ; the schemes are generally contributory, the
most common arrangement being a contribution of 5 per
cent. of wages or salary by the employee and 10 per cent.
by the employer.

As previously noted, the Commission ha; recommended
the establishment of a comprehensive National Provident
I'und for all empioyed persons. This scheme wonld provide
for the continuance of existing funds where benefits 1o
'workers are not less favourable than those that would ae-
erue to them &s members of the National Fund,

Works Providemt Funds in Indo-China

In Indo-China, a certain number of large privete under-
takings have set up provident funds or have created super-
anntation funds, either for the whole of the personnel or
for the employees paid by the month. Some Government
undertakings offer their workers a choice, in particular, the
naval dockyards, where the workers can choose between
membership of the superannuation fund affiliated to that of
the French arsenals and participation in the Iocal provident
fund.
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WELFARE FuNnbps
China

in 1943 the Chinese National (Government issued regula-
tions requiring public aud private factories, mines ang other
industrial undertakings, and trade unions of craftsmen not
working for a specified cmployer to set np welfare funds,
committees and soecietics to provide living accommodaion,
hospitals, clinies, an. employment service and certain
amenities for wage carning and salarieq employees and their
families. Small concerns may set up joing welfare com-
mittees and societies, :

An cmployees’ welfare [und is financed largely by the
employer, who, on the establishment of his business (private
undertakings), sets aside a specified percenfage of the
capital investment for thiy purpose, amd thereafter a per-
centage of his payroll, of his profits (private undertakings),
and of the proceeds of the sale of waste material, while the
employees contribute 1|2 per cent. of their earnings. A
trade union welfare fund is maintained by an allotment of
30 per cent. of its membership fees. Under the chairmar-
ship of the administrative head of the undertaking an eleet-
ed committee of wage earning and salaried employees with
representatives of the trade union, where there is one, ad-
ministers the employees’ welfare fund, and the affairs of
their welfare society are in the hands of officials appointed
by this committee. The scciety draws on the fund to pro-
vide services for the employees, either free of charge or on
the payment of a small fee. Each fund must make public
its annual financial statement and keep its books open for

inspection by the competent authority.
India

Legislation hag been passed to set up in the coal and mica
mining irdustries of India welfare funds for the provision
of public health and medical facilities, water supplies, ade-
quate nutrition, housing, transport to and from work, and
educational and recreational facilities, and for the gereral
improvement of social conditions. The funds are support-
ed by a tax on coal and coke (1 to 4 annas per ton) and ow
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mica (present maximum, 2 1|2 per cent. ad valorem) res-
pectively. They are administered by the Central Govern-
meni, which, in consultation with advisery roc.mittees on
which employers and employees have equal representation.
may make grants to provincial Governments, local autho-
rities or mine owuers for approved welfare schemes,

The Coal Mines Wellare Fund extends its aetivities to
all aspects of the workers’ welfare, but it concentrates es-
pecially on sanitation and health services. It has contri-
buted 1,404,809 rupees to the Jharia Water Board to im-
prove its water supply, and has undertaken to finance a
water supply scheme for the Raniganj coalfield. Though
clinies are to be maintained by the mine owners {several of
whom already maintain dispensaries and hospitals) or by a
special contribution to the Fund by the smaller mines, the
Welfare fund is constructing two central and four regional
hospitals and ~everal maternity anq child welfare centres.
Besides taking extensive anti-malaria measures, the Fund
pays recurring annual grants to the local health authorities
for the imiprovement of sanitation, and has also supplied them
with ambulances. Tt has further recruited a tuberculosis
expert and is planning the control of venereal diseases. The
Fund, it may be added, plans to build 50,000 houses in self-
contained townships of 5,000 each. It has set up vegetable
farms, provided a mobile shop and canteen, and a talkie
equipment.

Instruetions have also beeu issued by the Central Gov-
ernment for the establisbment of welfare funds in its under-
takings. Bach fund will start with a contribution from
Government revenues, which will be gradually withdrawn
as other vcontributions beecome available. The provineial
Governments and principal employers’ associations have
been requested to take similar action,

Soo1an, ASSISTANCE
The Chinese Soctal Rehef and Assistance Act

The Chinese Social Relief and Assistance Aect, 1943 lays
down rules for the organisation and maintenance of social
assistance institutions by the Central and provineisl Govarn-
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ments, municipal and distriet authorities, private organisa-
tions and individuals. At these institutions, which inciude
Lomes, rehabilitation and training centres, and eclinies
attached to hospitals, certain indigent persons are to be
riven accommodation, training, and medical and wmaternity
care. Assistance is also to be provided to them in the form
of benefits in eash and in kind, low-priced foo:d, lew -rental
houses and, in cases of property damage by flood, storm or
plague, a remission or reduction of the land tax. According
to the Act any person who suffers through unexpeeted
calamities, such as war or famine, is entitled to emergency

relief.



CHAPTER 1V

BASIC ISSUES OF POLICY

Before a programme for the development of social security
services can be drawn up, certain basic issues of policy ought
to be decided. They include:

(a) the respective roles of social insurance and social
assistance ;

(b) the expediency of a speeial programme for pea-
sants ;

(¢) the expediency of unifying and.co-ordinating medi-
cal care serviens with wgeneral health services.

SociaL INsURANCE OR SocIAL  ASSISTANCE

The Income Security Recommendation, 1944, indicates a
definite preference for social insurance as the normal method
of organisation for income security services, but envisages
social assistance as the method to be used for furnishing
children’s allowarxes and, during a transitional period, for
relieving mnecessitous persons who are not insured. The
Medical Care Recommendation, 1944, looks to the develop-
ment of either a universal insurance scheme or a universal
free public service, with its own financial resources. The
distinetion between the two conceptions, when fully realised,
is of little practical importance, since in either case the
indigent are to receive the same care as those who actually
contribute. Thus, for the right to a cash benefit the ful-
filment of a contribution condition is imposed, whereas for the
right to a medical benefit, need is the only criterion. This
difference, it is believed, corresponds to present-day judg-
ment and feeling about what is practicable and desirable.

Tn Australia and New Zealand, the traditional forms of
social insurance have not been adopted: they have been re-
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Jeeted in favour of a universal income security service, the
benefits of which are available at the standard levels only to
pertons of small means, and a medical care sevvies (which
in Australia is as yet incomplete) freely available to all.
The two services are financed largely from a special ineome
tax, to which even the unskilled wage earuer is liable. Uatilk
recently the Australian scheme was financed from general
taxes, and the introduction of the special tax is a significant
change. The standard levels of the cash beanefits corrves-
pond to minima of subsistenee and are reduced in respect
of any resources of the beneticiary exceeding a preseribed
amount. This system avoids the keeping of contribution
accounts, and has the advantage of easy universality, but it
does involve the application of a means test, and therefore
delay, whenever a cash benefit is claimed.

It wonld seem that this syvstem can only be applied in &
country in which the collection of income tax is highly ovga-
nised and is effective in relation to all classes of the popula-
tion. At the present time the countries where this condi-
tion is satisfied are comparatively few in number.

A\ country has to raise money for necessary or desirable
purposes as best it can: it is never easy. If tangible bene-
fits, especially in cash, ire to be granted to members of a
group in cireumstances which, as each of them knows, may
well be his own, it has always proved possible to finanee the
benefits in part by an insurance contribution, where the im-
“position of a tax without immediate conneetion with the
benefit would have encountered strong resistance. But
only as regards wage eavners has a means of effectively col-
lecting coriributions from the mass of the population been
found: it is that of collection by the employer.

No method of equal efficacy has been found for levy'ng a
contribution or direet tax on independent workers of very
small means, and especially on peasants with an insignifi-
cant cash inecome. This means, not that imperfeet methods
should not be resorted to or new devices essayed, where the
classes concerned could pay without hardship, but that
general taxes may have to be drawn upon to finanes a mini-
mum of medical care for these groups, in the general interest
as well as for the benefit of the groups themselves.
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The Social Relief and Assistance Act promulgated by the
Nuational Government of China in 1943 is a comprehensive
colde of social security and welfare, generously conceived, pre-
viding every necessary torm of help and care to persons in
distress. The Conference will doubtless wish to learn what
vrogress has been made in the application of this law, and
what contidence the Governmont places in its future deve-
lopment as the principal guarantee of social security. In
view, however, of the fact that the law envisages general
taxation as the only source of revenue for meeting the cost
of the manitold benefits to be provided, it is te be appre-
hended, ror the reasons indicated above, that the application
of the law will encounter =erious financial obstacles. [f
the cost of mwaintaining persons who are unable to earn but
noimally belong to the wage earning class, and the depend
ants of such persons, is covered by the contributory income
of a social insurance scneme, and if the cost of a medical
care service iv likewise met from the same or a similar
source, the scope and burden of the residual services to be
furnished in the form of social assistance will be greatly
lessened, and the possibility of administering such serviecs,
stir]l extensive and variegated enough, on an aderuate scale
will be correspondingly more likely. The residual services
will be characterised by the abnormality of the individuals
or the situations with which they have to deal. They will
therefore include the relief of the vietims of natural catas-
trophes, and institutional eare for infirm and other persons
who eannot or should not live by themselves.

SOCIAL SECURITY FOR IPBASANTS

The overwhelming majority of the people of the countries
under consideration are engaged in agriculture or in othar
rural pursuits.  How can social security be provided [for
them ?

The Income Securily Recommendation, 1944, does not
single out agricultural workers for special treatment. It
is applicable to agricultural communities which operate
under a money economy, and in which social security neces-
sitates security of cash income. But it does not cater for
peasants cultivating on a bare subsistence basis
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It must be said at once that, with few exceptions, all
existing social insurance schemes have been designed with
the needs of urban, and especially industrial, wage earners
in mind, and the techniques they use are, for the most part,
only applicable to employed persons.

In so far as the agrieultural worker is regularly employed
as a wage earner he can be brought within the scope >f a
social insurance scheme of the same general form as that
estsblished for the uwrban wage earner: this would appear
to be possible at least in the case of workers employed on
large plantations. A definite wage exists, though it may
be only partly in cash; contributions can ke collected through
th employer; cash benefits can be administered efficiently;
the provision of medical care can be organised.

Aut the problem of social seeurity for the tenant farmer
and the peasant proprietor, not to mention the casnal farm
labouver, vequires quite a different approach.

F¥or the independent cultivator, whether he vents or owns
hi¢ nolding, social seeurity (supposing, indeed, that under
average conditions he can earn enough to suppori himself
and family) surely means first of all security against the
loss of his crop or his iivestock. The time when he is of
the greatest value to the community is in early middle life
when he is still strong and his family responsibilities are at
their maximum. At this time neither death nor serious
illness is likely. Yet the family can be brought to ruin,
comparable to permanent unemployment for the urban
worker, by a climatic catastrophe or by diseases destroying
plants or animals. These disasters are, to a considerable
degrec, preventable by agricultural engineering works or by
veterinary and weed and pest controls, and by instruetion..
The necessity of these measures is well undevstood by the
Governments of the Asiatic countries concerned, and their
apulication will certainly be greatly extended in the future.?

The risk that remains, however, may still be large. A
special relief organisation to deal with famine has long been
maintained by the Indian provinces and in Burma: the re-

1 See, for example, GOVERNMENT OF BOMBAY : Post-war Reconstruc-
tion, Bombay Province, 1945.
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lief normally takes the form of employment on public works,
preference being naturally given to irrigation works. The
Chinese Social Relief and Assistance Act empowers local
authkoritics ‘‘to set up granarvies as a precautionary measure
against a possible food shortage, so that foodstuffs may be
loaned to the poorer classes free of interest or at low rates
of interest, subject to repayment at the next harvest’’; it
also prevides for the remission of iaud tax to localities stricken
by calanities.

© In Ceylon, provision is made by law for special expendi-
ture up to 250,000 rupees—inecreased to 2,400,000 rupees in
1945-46—rFor velief of distress due {o failure of erops, floods,
and other exceptional causes. Granting of Zood and relief in
cash on account of damage to houses are among the measures
tehen in the event of floods.  The chief method of relief in the
event of drought or failure of c¢rops is relief work; free rations
are given where such work is not expedient, and free seed
is usually provided by the Department of Agriculture.

The development of ai 1vsnrance scheme to cover the loss
of crops and livestock is an idea which deserves examina-
tion. The Office has very little information on this sub-
ject, but it is obvious that such insurance faces very diffi-
cult problems of fraud and valuation besides necessitating
a very wide distribution of the visks. 1 is for considera-
tion whether the Office should endeavour 1o colleet informa-
tion ¢n this subjiect.

The fact that a small farmer’s or share farmer’s income
is 1rregular, while his expenses are bound to be regular
suggests the need for some kind of social system under which
he can obtain the necessnry advances of funds; for in the
absence of such a system, he frequently has resort to usurers
and falls seriously into debt. For small owners who are in
a position to borrow on the security of their property, rural
credit co-operatives can carry out this function. A simnar
institution based on co-operation would be useful for share
farmers, although more difficult to organise owing to tne
uncertainties of the harvest. The question of agricultural
eredit systems is disecussed in more detail in Chapter T of
Report T1. but their funeticr is in many respects too like
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that of social security systems for them mentioned not to be
here.

The risks of sickness, accident, invalidity, old age aud
even death do not have the same meaning for tha cultivator
as for the urban wage earner. His earnings do not take
the form of fairly equal payments received at short intervals,
normally throughout the year. In part he ccnsumes bhis
own produce, in part—often a minor one—he sells it, his
cash receipts being concentrated perhaps in a single trans-
action following the harvest of his main erop. Iis activity
is iikely to fluctuate greatly in intensity with the seasons.
All the family share as they are able in the work of the farm,
and the larger the family the greater the elasticity in the
distribution of the tasks.

The economic loss from sickness thus depends on the time
of year and it may be nearly the same whether it is :he
father, the mother or an elder child who is affected. The
loss, lowever, can, to some extent, be made up by harder
work on the part of other members of the family. In any
case, it will be d'fficult, if not impossible, to evaluate the loss
at all precisely, or to ascertain whether the person certified
to be sick is really abstaining from work.

Invalidity and old age need not signify for the cultivator,
as they do for the urban wage earner, the total cessation of
earnings, since the farmer can usually continue to carry
out some minor task in the family concern. Premature
&eath, involving the loss of the chief breadwinner of the
family, is an economic disaster; although, if the deceased
was the owner of the land he worked and was free from
debt, the widow will have some resources at her disposal.

Insurance against the three risks of invalidity, old awe
and death, in most countries, includes an element of zom-
pulsory saving, sinee the benefits are proportionate to the
number of contribut ons paid. The cultivator, however, is
likely to prefer to invest his savings in improving and ex-
tending his farm, expecting to get a larger return from them
by this means than by that of deposit with au insurance
Pund. Consequently, he may be reluctant to enter into an
insurance scheme of this type.
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A medical care service, inh contrast to the cash benetits of
sceial insurance, is as indispensable to the rural as to the ur-
ban population. Naturally, it is not easy to convince the
agrieultural community of the value of medical care to the
point of being willing to contribute towards the cost; but
eertitude that the service will ultimately be appreciated
warrants the public authorities in making the necessary
effort of propaganda and the necessary initial expenditure.

Tt seems clear, therefore, that the cash benefils of social
insurance are not a primary need for cultivators: for them
social security means first of all security that their -vork
will ke rewarded with an income sufficient for subsistence.

Nevertheless, even when the efficiency of agrieulture hus
been raised, and the average income has been increased, in
validity, old age an( death will continue to create indigence
in the villages, especially among landless labourers. It seems
that some attempt should be made {o organive the relief of
the indigent, and not leave them with beggary as their sole
resource. There is no question, at this stage, of introdu-
cing a formal scheme of compulsory insurance. It is
matter of considering what simpler arrangements could be
devised. Is the co-operative movement capable of colleet-
ing and distributing a local fund for general relief? Would
it be possible to revive or tortify the ancient charitable
institutions and customs, suceh as those still prevalent in
Siam, Burma, and other Duddhist countries? Could each
village or district set aside a piece of land the produce of
which would be used for relief. as in Annam, where there
still ave traces of the system of collective responsibility for
the village poor instituted by Emperor Gia-long a century
and a half ago?

The question of the possibility of paying contributions in
kind instead of cash also requires examination.

‘When, however, the cultivator’s economic condition has
risen well beyond the subsistence level, the arguments for
introducing cash benefits become stronger. Indeed, it is
only then that the principles of the Income Security Re-
commendation become relevant to the independent culti-
vator. As income increases, and a greater proportion of is
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is in cash, the cultivator can afford a contribution. Young
children and the wife take a smaller share in the work of
the farm, so that the dependence of the family on the con-
tinaed working capacity 0° the father is greater. Wide-
spread literacy and greater facilities for operating an effi-
cient administrative system. notably as regards medical
carc, should make possible the introduction of cortain eash
benefits for the risk of incapacity for work. At the same
time the cultivator becomes more aware of the desirability
of protecting his family against premature deaih, by some
form of life insurance. The family tends to become a
smaller social unit, n which the presence ol grandparents
is felt as increasingly irksome. It js then that the utility
of assuring the economic independence of the aged by means
of old-age pensions begins to be understood, not only by
the aged. but by their children as well.

The cash benefit that has been most widely extended to
independent cultivators is mdeed the old-age pension. In
Sweden and Finland, the old-age insurance scheme applies
to cultivators in the same way as to every other citizeu.
Bulgaria has a speeial old-age insurance scheme for peasants
who are members ¢ co-operative societies; it is financed by
a wuniform contribution from every member aad by a tax
on the exports of agricultural produce. In New Zealaud,
Australia and the United Kingdom, the universal social seeu-
rity schemes grant all or most of their benefits, ircluding
“old-age pensions, to all citizens, whatever their occupation ;
Denmark, Norway, Canada and the United States rovide
universal old-age pensions or assistance. All these schemes
draw a substantial part of their revenue from general taxa-
tion. .

A few counfries have made an effort to insure, not only
the agricultural employees, but also their employers against
accidents. While the accident risk becomes more serions
where power-operated rachines are used, it may be an im-
poriant cause of incapacity in other circumstances, for
example, where the handling of animals is involved. In
its application to agricultural work, ard especially to that
of the independent cultivator, the limitatien of the risk
novered to that involved in definitely agrienirural work
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seems unpractical and unnccessary: the risk should include
that of any traumatic injury not provoked by the vietim.
Further, the persons insured should inelude the members of
the family who work on the farm, as well as the hired
labourers. If the cash benefits are fixed according to a
simple, rough-and-ready scale, if they are granted only in
cases of a certain severity, and if an organisedl medical care
service is already available, an accident insurance scheme is
not diffiecult 1o administer for the agricultural population
which desires it.

ORGANTISATION OF MEDICAL CARE

The adoption at Philadelphia of separate Recommenda-
tions on income seenrity and medieal care was a sign of the
times, a veeognition of the supreme importance to society of
the health of its members and the necessity for a rational
organisation of health services generally. Hitherto, only
the well-to-do and persons protected by highly developed
schiemes of sickness insurance have enjoyed th: security of
being able to obtain adequate eare. It has now become a
question whether adequate medical care should eontinue to
be confined to a limited eclass of insured persons or should,
at lsast in prineciple, be rendered accessible to the people at
large.  This issne is disenssed in Chapter VI,



CHAPTER V

DEVELOPMENT OF INCOME SECURITY SERVICES
FOR WAGE EARNERS

INTRODUCTION

Assuming that the Asiatic countries will seek to develop
their income security services for wage carners on the hasis
of social insurance rather than social assistance, and that
the standards to be aimed at for these services should, gene-
rally speaking, be those laid down in the Income Security
Recommendation, 1944, a series of problems arises concern-
ing the transformation of the present elementary forms of
these services.

1t has been shown, in Chapter ILI, that workmen’s cow-
pensation and maternity henefit have been mads a legal
liakility for the employer in the case of industrmat undertak-
ings of a certain size or hazard and of plantations. In a
number of large undertakings the employer has, on his nwn
initiative, established sickness benefits of a modest, but
-still useful type, and provident, funds to care for the invali-
dity, death and retirement of his workpeople. In China
there is a scheme of social insurance for salt miners which,
alihough small and experimental, is the first to be put into
cperation in any of the Asiatic countries under considera-
tion. China has a tentative draft of social insurance for
industrial wage earners ; a Bill providing for the insurance
of persons employed in factories against sickness, employ-
ment injury, and maternity has been tabled in the Legisla-
tive Assembly in India; in Ceylon, a social insurance plan
for all employed persons and a social assistaves plan for
the population as a whole have been put forward by the
Commission on Social Se.vices.

In Buropean countries, 20 to 60 years ago, the tvpes of
income security schemes in operation were like those of
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ioday in the countries here considered, with the important
difference that in Europe there was already a lively mutual
&id movement among the workers. In a number of Asiatic
countries, such as India, Durma, Ceylon, and others, the
muotual aid movement in Kuropean countries has a parallel,
howcver, in the mutual aid given by members of a family
10 each other, and also in’ the assistance given in the name
of religion.

Until quite rvecently the evolution of social insurance
institutions followed the principle that the organisation of
insurance should follow the division of risks according to
causes, without regard to tne similarity of the consequences
which risks of different origin may entail for the victim,
Several branches of social insurance were recogiised and
developed for employment injury, sickness and maternity,
invalidity, old age and death, and unemployment. During
this long process, institutions speeialised in the administra-
tion of these branches took deep root and acquired a great
power of rvesistance to measures threatening their indivi-
duality.

The competence of the institutions might be loeal, regicnal
or national, or occupational : in (fermany, for example, sick-
ness insurance was local ; pension insurance, regional for
wage earners, national for salaried employees ; uneniploy-
ment insurance, national ; employment injury insuranece,
cccupational. There might he three insurance medical ser-
vices : for sickness insurance, pension insurance (treatment
of invalids), and employment injury insurance. Four dis-
tinet contributions might be collected in respeet of the same
insured person. Temporary loss of wages from sickness,
employment injury or unemployment might be compensated
in different proportions ; permanent ineapacity, in most coun-
tries, would involve a high benefit if the cause was un
employment injury, a low one if not. In sum, social
msurance, in the countries where it had the longest history,
the widest scope, and most extensive benefits, was exceed-
ingly complex, nnintelligible to the insured person, costly
to administer, hristling with anomalies. Of course, from
the standpoint of each branch of insurance, with its own
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traditions and philosophy, the provisions of its law scemed
consistent enough : the anomalies became apparent only te
the insured person and the employer in their c¢ontacts with
different schemes, and to the outside critie.

Nevertheless, a limited measure of co-ordination had beer.
schieved by 1939. The countries of eastern Europe, having
studied the complicated structure of the German social in-
surance system, and having a clearer ficld for their legisla-
tion, adopted schemes exhibiting greater unity and consis-
tency. The same policy has been followed in the schewmcs
established during the last few years in Latin America.
Finally, the United Kingdom and France have succeeded in
applying this policy in the codification, revision, and exien-
sion of their gystems ; while several other countries are plan-
uing to do the same.

In the Asiatic countries here under consideration, tha
question arises : shall they. in promoting the development
of sodial security services, follow, as the European coun-
tries did for many years, the line of least resistance, improv-
ing and extending each type of institution or law separately,
in acecordance with its inherent and, as it were, natural,
possibilities; or shall thev cndeavour to take a short cut,
straight in the direction indicated by the most modern
thought ; or is there some intermediate policy that would
be more expedient ?

In the following paragraphs an attempt is made to siate
some Important considerations that should be taken into
account in answering this question, which, the Office believes,
is the main issue in devising a social security policy. Prob-
lems of policy concerning the organisation of medical care
services are dealt with separately in Chapter VI.

DEVELOFMENT OF S0CIAL INSURANCE BY BrANCHIS

Schemes of employment injury insurance and sickness, in-
validity, old-age and survivors’ insurance could be developed
from the existing employers’ liability and voluntary provi-
gions to be found in Asia today.! For the “orkmon s cum-

% The unique and vxpcrnmenml Chinese salt mmers’ scheme is it
line with the alternative apvroach indicated in tle next scetion of

this Chapter (pp. 59 cf seq.).
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pensation laws, maternity henefit laws, sickness funds and
works provident funds «ould each be mnade to evolve into o
branch of social insurance. European experience shows that
this is possible and illustrates how the evolution might
proceed in the course of several decades. )

The transformation »f workmen’s compensation wmight
come about in the following way. The workers will press
for higher and still higher rates ol compensation, and better
medical care, and will succeed in their demand ; one veason
for their success will be that there is as yet no compulsory
sickuess, pension or nnemployment insirance to coupete
with workmen’s compeusation for a share of the product of
industry. The workmen’s compensation laws, based as they
are on the liability of the individual employer, will be found
to afford insufficient security to the victims of employment
injuries, and the situaticn will be aggravated by the higher
rates of benefits, Fmploy=rs will be required to find in-
surance companies to carry their risks. There will be com-
plaints from employers that the companies charge excessive
premiums or refuse to accept unprofitable risks. Trwployers
in this and that industry will set up their own mutual
insurance companies to operate at cost. The State will be
led to establish an insurance fund to compete with the in-
surance companies, give cover to rejected risks, and, by some
means, pay compensation in cases when the employer fails
to insure. Dissatisfaction will  arise among the workers
with the obstructive at®itude of some insurance companies
in the handling of claims. At last the State, in the face
of strong opposition from the now well-established insurance
companies, will take over employment injury insurance as
a moncpoly, to be administered with the participation of
representatives of labour and management,

This process may take fifty years, as it has dore in the
United Kingdom and France. The result is likely to be an
excellent scheme in itself even if, for lack of local organs, it
cannot be enforced upon small employers ; but its very
excellence will be an obstacle to its co-ordination with other
branches of social insurance, and the disproportionate re-
sources absorbed by it will prejudice the provision of a bare
minimum of benefits by the others
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Maternity benefit “will probably remain an employers
liability until a scheme of compulsory sickness insurance
Las been developed which can administer it. The grave
objections to placing the liability for this benefii on the
employer individually ave ihat he is tempted to discharge
his women workers as soon as they are known to be preg-
nani, and that they are afraid sometimes to claim the henefit.
For these reasons the Childbirth Convention, already in
1919, insisted that the benefit should be paid by a publie
fund or an insurance fund. Very few countries, however,
have opted fexr the creation of a public fund, despite the
eminent concern that the State might be expected to have
for maternity.

Compulsory sickness insurance might begin i the larger
undertakings of industry and commerce. Those with a
staft of say 500 or more wonld be required to set up a
works fund in conformity with a set of model rules, ¢on-
cerning membership, minimum contribution rates, the share
of the contribution to be paid by the insured person, the
nature and minimum rates of benefits, ete. Since the finds
would have to arrange for medical care of a certain standard
to be furnished to their members, and since the existing
medical facilities are presumably insufficient, sickness in-
surance can only be expanded as the development of thuse
facilities allows. The contribution, and particularly the
employer’s share of it, woukl have to be kept very low untit
substantially all competing undertakings have been brought
into the scheme. The inclusion of smaller undertakings
eculd be effected by setting up general local funds, to which
the workpeople of thes: undertakings would be affiliated.
Such was roughly the policy followed in Japan and most
FPiuropean countries for the introduction of ecompulsory sick-
ness insurance.

The works fund creates a desirable solidarity of interest
between labour and management and among the different
classes of the staff ; and easy mutnal supervision effectively
checks unjustified claims. The works fund can, if it wishes
supplement the minimum benefits prescribed by law and sn
adapt them to the peculiar needs of its membership. Its
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administration expenses are low. But the works fund has
serious disadvantages. Its sickness experience depends in
part on the kind of production in which the undertaking is
eingaged : benefit will tend to be low in the more unhealthy
trades. If the works fund is responsible for furnishing
medical care, it will probably have difficulty in malking the
necessary arrangements for an adequate service. Again,
the works fund shares the economic fortunes of the under-
taking, and the dismissal of a substantial proportion of the
staff or a reduction of their wages may upset its finances.
In Burope, works funds have constantly lost ground to the
general local funds. The works fund has not heen en-
couraged by the State because its efficiency and solvency are
difficult to secure by supervision ; and it has been disliked
by the trade unions because of the often preponderant in-
fluence of the employer in its administration.

General local funds, 1f not created at the same time s
sickness insurance is made compulsory, must be set up soon
afterwards in order to administer the insurance for workers
in the smaller undertakings and to take over responsibility
for insured persons whose works funds are no longer able to
operate. General funds have naturally a larger, more stable
membership and a more regular sickness experience than
werks funds, and if they have to organise the provision of
medical care, they are in a better position to make the
necessary contracts with the medical profession and the
hospitals. Though its administration lacks the intimacy
of a works fund, the local fund, grouping, as it does, a
variety of trades on the same terms, favours the growth
of solidarity among the working population of the entire
district served. The general local fund has been found to
he a suitable institution for administering not only sick-
ness insurance but also the local business of other branches
of social insurance.

The works provident funds which many large undertakings
bave established for their workpeople represent a praise-
worthy attempt on the part of the employers concerned to
ensure the payment of a benefit in case of invalidity, death
or oid age. A worker who remains in the service of the
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game employer for 15, 20 or 25 years and keeps intact the
sum accumulating in his account is entitled to a sabstantial,
#nd even adequate, benefit on retirement ; on leaving the
undertaking, however short his service has been, his own
contributions are always returned to him ; and he can, while
employed in the undertaking, boirow from his contributions
to meet certain emergencies. That the provident fund pro-
motes the social security of the worker is obvious. Com-
pulsory saving is even preferable to ecompulsory pension in-
surance as long as there is a large turnover among industrial
workers and the interchange of workers between industry
and agriculture remains frequent. The providen: fund,
meanwhile, encourages the formation of a stable labour
force. .

As soon as the labour 1n a particular area has, in the mass,
settled down to regular employment therein, it will be time
to eonsider converting compulsory saving into compulsory
pension insurance. The process might be somewhat as
follows. The larger undertakings in the area mighki be re-
guired to set up provident funds complying with uniform
basic conditions, one of which might be the obligation to
transfer the worker’s contribution and a proportion of the
employer's contribtion from one fund to another; contri-
Imtions would not be returned to a member unless he could
show that his intention is to leave definitely the {field of
employment embraced by the undertakings in question.
The benelit would normally take the form of a life annuity
bought with the proceeds of the worker’s and his successiv2
cemployers’ contributions. A minimum of protection in easc
of premature death could be secured by means of group
life insurance policies 4nanced by part of the employers’
contributions. A similar minimum in case of invalidity
would be more difficult to introduce: the risk is not one
which either a works fund or an insurance company is fitted
to handle.

Provident funds cannot be operated by the small under-
takings in which the majority of urban workers are em-
ployed. As in the case of compulsory sickness insurance.
it will eventually be found expedient to set up a general
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regional insurance fund to receive contributions from the
smaller undertakings. The bLenefits of the general fund,
however, will probably he of a more modest chaiacter than
those of certain works funds. Finally, we may expect to see
a single general scheme securing uniform basic benefits for
ail the employed persons in the region, and works funds
furnishing supplementary benefits for their members who
Lkave a long record of service in the undertaking roncerned.

The substitution of insurance for saving will afford a
high degree of income security to the worker in invalidity
or old age and to his dependants at his death. It will
deprive the worker of facilities offered by the provident
fund for borrowing in certain emergencies, but of these,
sickness and, later, unemployment will be cared for by
insurance. And it is pertinent to add that the pension
will not be subject to attachment for debt.

DeveELOPMENT OF Socian INSURANCE AS A WHOLS

In contrast to the policy of developing social insurance
by branches, which was followed in western Burop?, several
countries of eastern Europe and Latin America have, from
the outset, planned for the ordered extension of a single
general scheme of social insurance by adding new greups
to the insured population and covering new risks. The
following paragraphs offer for consideration the outline
of a policy that might be adopted in Asiatic countries for
the gradual creation of an integrated income security ser-
vice for wage earners, based on the method of social
insurance.

The first step is to set up an experimental schems for
the purpose of ascertaining : the most efficient adminiw
trative procedures for the collection of conditions and the
payment of benefits; the costs, and therewith the suitable
rates of contribution and benefits; the most suitable admi-
nistrative organs, with special reference to convenient co-
ordination with the medical care service, and to the effective
participation of insured persons and employers in the coan-
trol of the scheme. The area chosen for the experiment
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might be a town of medium size in which a variety of in-
dustries are carried on and which contains several large
factories, so that most of the situations and problems arising
out of the application of social insurance to urban wage
earners will be met with. An experiment in the orgauisa-
tion of an adequate and cconomical medical care service
should be conducted simulianccusly, and, in order to avoid
delay, it is desirable that the town should be one that already
possesses hospital facilities that are more ample and efficient
than those found in most towns of equal size.

The experimental scheme should be administered by a
board, consisting of experts appointed by the State and ot
employers’ and workers’ representatives. The board should
have wide powers of making regulations within the frame-
work of a law that lays down broad principles onlv. Be-
cause the scheme is likely to be expensive to operate at first,
and jn order to allow freer scope for experiment, the State
should, whether or not it intends to subsidise the permanent
scheme, take over part of the worker’s contribution, which
would be fixed at a merely nominal amount until a satisfac-
tory benefit service is provided. The employer’s contribu-
tion would naturally include the estimated cost of any henefits
for which he was previously liable but which are now fur-
aished under the scheme; it might well include also a portion
to be used for financing the capital expenditure needed for
the provision of medical facilities, if medical care is an
ingurance benefit. \

As soon as the application of the experimental schemc has
udvanced to a stage at which the main features of the scheme
zan be pronounced to be satisfactory, preparations can begin
for tke introduction of a permanent scheme in a number
of similar areas. Surveys of population, industries, and
medical facilities ean be carried out. If medical care is to
be furnished as an insurance benefit, it should then become
fTeasible to levy on the emplcyers of the future insured popu-
lation a provisional tax—in the form of the contribution
they will eventually pay or some other form—to be used
for developing the necessary medical facilities in their res-
pective areas. It is assumed that the State will meanwiilce
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have begun to encourage the training of medical and auxi-
liary personnel on a large scale.

The experimental scheme should preferably apply to all
undertakings in its area which are above a certain, small
size. The enforcement, from the outset, of the obligation to
pay contributions in the case of very small employers and
their workers is likely to prove too difficult and expensive:
the inclusion of the small undertakings should await the de-
monstration of the smooth working and utility of the scheme
as applied in the larger undertakings. The undertakings
t¢o which the scheme applies should, however, be a represen-
tative sample of the variety which will be found in other
urban areas. It is necessary to observe the relevant charaec-
teristics of different industries and sizes of undertakings, and
to follow the course of a worker from one undertaking to
another, his unemployment, and, it may be, his periodic
absences from the area.

Sickness, Maternity, and Employment Injury

The risks covered by the scheme from the- beginning may
include sickness, maternity, and employment injury. These
ihree risks have the following features in common : medical
care as the principal benefit, and cash allowance the acces-
sory ; the vivid awareness, in the mass of the insured popu-
Jation, of the distress caused by these contingenecies ; the
feasibility of covering these risks by insurance even in res
peet of a labour force which has a high rate of turnover.

Differentiation between Sickness and Employment Injury

Benefits.

A fundamental question that must be answered by the
designers of the scheme is : what place is to be given to
employment injury benefits as compared with henecfits for
contingencies having similar consequences for the vietim
but arising outside the time or place of employment?
There are, broadly speaking, two answers,

The first, which has the support of most countries to-day,
is to distinguish sharply between the rates and conditions
of benefit, according as the contingency—accident or disease,
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ineapacity or death——originated in the employment or not,
and to grant much more favourable treatment to the victims
of employment injuries. One reason for this differentiatior
is that, as already mentioned, workmen’s compensation start-
ed well before sickness, pension or unemployment insurance.
Another is that the ease with which the cost of compensa-
tion could be transferred through the employer to the con-
sumers of the products of dangerous work, could—as long
as insurance was not introduced—at the same time 2nccurage
the relatively safe undertaking : high benefits favoured an
active safety policy on the part of employers, who, and not
the workers, could initiate it. Even when employers, volun-
tarily or compulsorily, resort to insurance to cover their
liability, it is still possible to adjust premiums to the degree
of risk ascribed to undertakings individually in the same
branch of production. The limits within which it is possible
to vary premiums under a system of merit rvating are, how-
ever, necessarily narrow if the past experience of the under-
taking is to be the index, while the cost of detailed surveys
is prohibitive, save in the case of large undertakings, if
the actual machinery and discipline of the undertaking are
to be the index.

The second answer, even though it is but sparsely illus-
trated in national practice. may be the more appropriate
in Asiatic countries now, just as it may also gaia inereasing
favour elsewhere. It is to distinguish as little as possible
between the benefits of social insurance .on the ground of
their origin within and without employment respectively.

Especially in Asiatic countries, simplicity must Le a
primary consideration in the drafting of the scheme : there
can be no question of expecting workers, largely illiterate
or as vet uraccustomed to long-drawn legal procedure,
to acquaint themselves witl: complicated regulations. More
than elsewhere, rough, straightforward rules must be pre-
ferred to those which attempt, for reasons of fine equity or
of avoiding minor abuses, to recognise in their elahoration
of detail a multitude of variants in the circumstances of
individuals. Occasions for dispute, leaving a sense of injus-
tice ir. the defeated claimant, must be reduced to a minimum.
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The most important difference between employment in-
jury benefits and those of cther branches of social insurance
1g that the rates of the former are usually higher, sometimes
twice as high. Yet the nced of the sick or injured person
or his survivors is the same whether the accident or disease
occurred,. or was contracted, in connection with employment
or not. It is suggested that the rates of benefit in case of
ineapacity and death should ultimately be the same, irres-
pective of the cause of the contingeney. At present the bene-
fits of the workmen’s compensation laws of the Asiatic
countries are by no means excessive, and therefore it should
be possible, from the outset, to fix the temporary incapacity
benefit in case of employment injury and the sickness benefit
at the same vate under the experimental scheme; the same
basic wage and the same waiting period could be used also.
As a rule, therefore, it would not be necessary to prove that
an injury was connected with employment before any benc-
fit could be paid. Other differences usually made between
temporary incapacity benefit in respect of employment in-
jury and sickness benefit are less easy to remove: they relate
to the qualifyving period of insurance and the length of the
benefit period.

Benefit Conditions.

Whereas the temporary incapecity benefit is aiways grant-
ed without regard to the time during which the vietim has
been employed or insured, the grant of sickness benefit is
gometimes conditional on the claimant’s having been in-
sured for a minimum period. So long as the secope of com-
pulsory sickness insuranze s limited, individuals who know
thet they are bad risks can eunter insurable employment
in order to take improper advantage of the benefits offered.
The extent to which this practice is resorted to will depend
on scveral factors: the magnitude of th> benefit, the sprrad
of knowledge abcut the scheme, the number of persons not
m insurable employment but ostensibly eligible to enter it,
and the propensity of employers to help persons, aspecially
relatives, at the expense of the scheme. The danger of fie-
titious employment can hardly affect employment injury
insurance, but it may be appreciable as regards sickness in
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surance, while for pensiun insurance it may be serious. Tt
will be for the experimental scheme to discover whether it
18 expedient to make the grant of sickness benefit conditional
on the fulfilment of a quaiifying period of insurable em-
ployment. The decision has an important effect on the ad-
ministrative procedures of sickness insurance.

Temporary incapacity benefit in respect of employment
injury should, and in most countries, does continue nntil the
injured person is certified to be fit to resume work or to be
permanently and totally incapacitated; if the incapacity is
found to be permanent, a different and appropriate benefit
is substituted for the temporary incapacity benefit. Even
it the existing workmen’s compensation law of the country
concerned limits the duration of temporary ineapacity benefit
to a maximum number of weeks or months, this limitation
should not be carried over into the experimental scheme. 1t
is questionable, however, whether the same rational poliey
of supporting an incapacitated person until he ean resume
work ‘should be adopted from the outset in the case of sick-
ness benefit. Here, it seems, reason may have to give way
to prudence. Incapacity due to sickness is mady times more
frequent than that due to employment injury, so that there
is a serious cost factor to be ccnsidered if the duration of
sickness benefit is to be unlimited Again, it is not suggest-
ed that the risk of incapacity for work not originating in
employment should be covered in its entirety under the ex-
perimental scheme : lengthy illness and invalidity might be
excluded.

It may rightly be objected that it is inconsistent to pro-
pose that sickness benefit should be fixed at the same rate
as. the temporary inecapacity benefit for employment injury,
but that the maximum duration of the former, but not the
latter, might be limited, not only under the experimental
scheme, but also, in its initial phase, under the permanent
scheme. The reply must be that although the long-range
purpose is to treat contingencies of different origing but like
results in the same way, the process of assimilation can only
be gradual, and that the equalisation of the twn rates of
benefits seems a practicabls first step. It is hardly neces-
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«ary to explain that the provisions of the experimental and
of the permanent scheme have to effect a compromise be-
tween what the expert judges to be of advantags io the in-
sured person and what che latter, and his employer too, ap-
preciate, or can be led to appreciate, as insurance benefits.
Ifor example, the ordinary person knows that he often
suffers a short illness, appreciates benefit for that, and wants
the rate of that benefit to be as high as possible ; but he
does not expect to be the victim of serious illness and is not
interested in paying the additional contributiou required
to ecver that risk. , It is only gradually that the public learns
to be provident in the matter of contingencies that, though
serious, are unlikely.

The experimental scheme will of course provide benefits
in case of permanent incapacity and death that are caused
by employment injuries, for they are already previded by
the existing law. These benefits should be designed and
developed according to principles that can later be applied
te other cases of permanert incapacity and death.

For the sake of economy and efficacy, the secent of poliey
in relation to permanent incapacity will be on rehabilitation.
While one country can afford to pay substantial compensa
tion in case of mutiliation, even if no loss of earnings re-
sults, another country wmay have to content itself with a
nominal sum in such a case, provided that the injured worker
is rehabilitated to the point where he can effectively earn
as much as he did befor:. Compensation in serious cases of
permanent incapacity should always take the form of a
pension unless it is clear that the capital equivalent will
be used by the beneficiary in a more advantageous way.

The claim of the survivors entitled to compensation in
respect of death caused by employment injury should pre-
ferably be based on the fact of dependency, subject to the
overriding rule that the widow and the children too young
to work should be deemed to have been supported by the
deceased. Hewever, .it is questionable whether substantial
compensation ought to be paid to a young and childless
widow in circumstances where genuine opportunities for
self-support exist. In this connection the suggestion, con-
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tained in the Beveridge Report, that such widows should
be assisted to obtain suitable employment deserves atten-
tion. Although to compensate widows on the same terme
regardless of their earning capacity, if the death is caused
by employment injury, is almost universally the practice
today, yet, if the death is caused otherwise, the usual rule
»s 10 pay benefit to the widow only if she can be presumed
to be unable to maintain herself ; and there sesms no sufil-
cient reason—where economy is a primary consideration—
for not adopting the latter policy in all cases. Survivors’
benefits should, of course, be pensions payaple during widow-
hood or while the child is attending school, as the case may
be.

Funeral benefit may well be provided under tae experi-
mental scheme. It might be supplied in kind, in a decent
and economical manner.

Rates of Contribution and Benefit.

For the basis of contribution and benefit rates, the experi-
mental scheme can try using either the wages of the indivi-
dual or wage classes each ewbracing all workers whose wages
lie between the limits of the class; probably the latter will
be found the more convenient.- The fixing of contributions
and benefits at uniform absolute amounts, subject perhaps
tw variations according to the number of dependants, is
probably unsuitable in countries or communities where there
is a2 wide difference between the earnings of unskilled wage
earners. The employer’s contribution for employnient in-
jory and maternity benefits should be combined with the
soint contribution for sickness benefit and possibly medical
care, and should not, as a rule. vary according to the prob-
able risk or the actual experience of each undertaking :
uniformity of the rate of the employer’s contribution will
greatly simplify administration. The levy of an additional
contribution on large, dangerous undertakings may, how-
ever, be provided for. Reliance on merit rating to en-
ecurage accident prevention may be replaced by much more
thorough factory inspection, by education of employers and
workers in safety measuves. and by suing for the refund of
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benefits and prosecuting employers in whose undertakings
aceidents occur as the result of failure to observe legally
prescribe safety rules.

When the experimental scheme has found satisfactory
golutions for the many problems of detail that have been
met with, is working smcothly, and has elaborated com-
plete regulations, forms and an accounting system, it can
be made permanent. It can then be introduced successively
in all other localities where the conditions are broadly simi-
lar to those in which the experiment was conducted, as
soon as the necessary medical facilities are ready. Then,
for a large proportion of urban wage earners and their
families, there will be a sound system of income security in
respeet of sickness, maternity, and employment injury.

Otlher Risks

Uonsideration can then begin of the problems of adding
unemployment, invalidity and death not due to employment
injury, and old age to the range of risks covered. These
mew risks are characterised, much more than sickness or
maternity, by the fact that insurance against them can
only be organised if the insured population is composed of
individuals who are normally and regularly occupied in
insurable employment. For, so long as the scope of the
insurance scheme is limited, it will be necessary to impose
a substantial ualifying period as a condition for the grant
of any of these benefits.

Unewmployment Benefit.

Nevertheless, if a qualifying period of, say, six months
of insurable employment during the year preceding the
claim for“benefit has been imposed as a condition for the
grant of sickness benefit, it might be possible to grant un-
employment benefit on tahe same condition in areas in which
employment offices have already been set up and are
operating satisfactorily. In faect, the rate, waiting period,
and maximum duration of unemployment benefit might he
the same as those of sickness benefit ; and the two risks
might be combined, so that the total duration of both bene-
fits should not exceed a preseribed maximum. It should be
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noted that the imposition of a long qualifying period de-
mands that the scope of insurance should be extended to
the whole field of urban employment, and not only to
employment in undertakings of a certain size.

Pension Insurance.

The benefits of a general scheme of pension insurance
ean be designed according to either of two distinet patterns
or to a combination of hoth.

Pensions of the first pattern do not vary with the number
of contributions paid : the pension instalments may be uni-
form absolute amounts, or nniform percentages of a wage—
either an average wage for a group or for an individual.
Such benefits correspond to the notion of group insurance
in its present form. The insured group has a group risk,
mere or less constant from year to year, of invalidity,
survival beyond the peusionable age, and death. A cons-
tant premium enables benefits to be paid in respect of all
members of the group to whom these contingencies nceur,
without regard to the duration of their membership. So
long as the scope of insurance is limited, individuals who
know they are bad risks can introduce themselves into the
insured group in order to take undue advantage of the pro-
tection offered. It is therefore necessary to impose a quali-
fying period on new entrants, just sufficient to serve as a
deterrent; but in reckoning that period, the time that a
person has already spent under the sickness insurance scheme
ghould be included. Pensions of this pattern have the great
advantages that they can be awarded very soon after the
contributions in respect of them begin to be collected, and
that they can be made adequate for subsistence. But, sinee
the pension does not increase with the number of eontribu-
tions paid by the individual, an incentive to contribute ve-
gularly must be supplied by reducing the benefits of irre-
gular contributors and by keeping the insured person’s
share of the contribution quite low at the expenss of the
ewployer and the State. If invalidity is excluded, the ad-
ministration of the scheme is very simple—much simple:
than that of sickness insurance, for example. The expeeted
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growth of industry in the coming years will mean a rising
proportion of young persons in industry, and this is very
favourable to the success of such a scheme.

If the State subsidy is high enough—for example, one
third of the cost—the scheme may be found to be so attrac-
tive that it is largely self-enforecing, and can be applied
immediately .to an entire urban population, not only of wage
earners, but also of their employers and of independent
workers : in this way a large instalment of the social secu-
rity programme can be delivered with a minimum of delay.
1f, however, as may be expected to be the case in most
Asiatic couutries, the State finds it difficult, or would be
unwilling, to subsidise heavily a minority of the people, the
possibility of introducing pensions of this pattern is dimi-
nished. Without a State subsidy, they are evidently of
little interest to employers or independent workers, although
some of the former and many of the latter may need pen-
sion insurance as much as the average wage earner. Never-
theless, a scheme providing such pensions may still be feasible
for wage earners on condition that the employers pay the
larger share of the contribution.

Pensions of the second pattern are much more in the
nature of a saving, than of an insurance, process. Con-
tributions are proportionate to the wage of the indivi-
dual and each buys the right to a pension equal to a minute
portion of that wage ; the total of the fractions becomes
the pension to be paid in case of invalidity, old age or death.
The building up, by this method, of pensions sdequate for
cubsistence may take 20 years or more. Such pensions
offer social sccurity only tc those who begin to contribute
when young, and to them only in old age : they are alto-
gether insufficient jn the case of persons who begin to contri-
bute when past middle age.

" In practice such pensions must be supplemented by a
small basic pension of the first pattern, or else a pension of
niinimum absolute amount must be guaranteed, a compara-
tively short qualifying period of two to five years being
imposed as a condition for the grant of pensions with these
advantages, the cost of whiech can be charged against the
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employers’ contributions, in the absence of a State subsidy.
Here again, time spent under the sickness insurance scheme
may be counted towards the qualifying period. The basie
peunsion has to be so low that the total pension after 40 years
of insurance will not more than suffice to meet the rcason-
able needs of the beneficiary. The guaranteed minimum
pension will be extremely costly in the early years of opera-
tion of the scheme if it 1s to be adequate for subsistenee.
The contributory inerements are vulnerable to the depre-
clation, slow or fast, of eurrencies which the world has ex-
perienced in the last few decades and which may continue
in the future.

In the provision made for invalids under the pension
‘nsurance scheme, the emphasis should be on rehabilitation,
just as has been proposed in connection with permanent in-
capacity due to employment injury. As far as possible,
handicapped persons are to be rendered and lepr self sup-
porting—-by specialised care, training and placement, and
b)' a«n obligation laid on undertakings of a certain size to
ﬁl*ed to do.

The existing institutions-—workmen’s compensation, ma-
ternity benefit, provident funds—may be left undisturbed
pending the development of a rational system of social in-
surance. They do not cover satisfactorily the risks in res-
pect of which they provide benefits, but they are at least
partially effeetive, and thev operate with a mininuun of
administrative machinery, and in any part of the country.

‘When pension insurancs is introduced and applied to
workers in undertakings where provident funds exist. there
will arise the problems of the relation of an insured per-
son’s credit in a provident fund to his pension right under
the new scheme, and of ihe relation of the contributions
payable to the provident fund to those payable under the
new scheme. These problems have to be solved by the
pension insurance law. Clearly, whether the pensions are
of the first or the second pattern, the employer and the
worker must be allowed to deduct their contributions under
the new scheme from those which are preseribed for the
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provident fund. Again, where the pensions are of the
second pattern, the whole or a part of the sum credited to
the worker in the provident fund can be converted inte
pension rights in'course of acquisition under the new zcheme.
‘Where, on the other hand, the pensions are of the first
pattern, the worker’s existing credit with the provident
fund need not be affected, if the fund continues to operate
with reduced contributions ; but if the fund is wound up,
the question of converting these credits into annuities would
uevertheless have to be considered.



CHAPTER VI

DEVELOPMENT OF MEDICAL CARE SERVICES

The Medical Care Recommendation, adopted by the In-
ternational Labour Confevence at Philadelphia in 1944,
provides for two alternutive methods of extending medical
care to the whole population: social insurance and public
service. Under social insurance, every insured contributor
is entitled, in virtue of his contribution, to medical care for
himself and his dependants from the insurance medical ser-
vice; adults whose income is below the subsistence level and
tiieir dependants are entitled to care on the same footing
es insured persons, the contribution being paid on their
behalf out of public funds. Under a public medical care
service, every member of the community is entitled to care
from the service, without contribution or other qualifying
conditions ; the entire service is financed out of public fun.is,
either from general revenue or by a special tax. The
second form—a public service available to all withou* con-
tribution conditions—lends itself to a complete integration
with general health services, such as those for maternity
and child welfare, inoculation, health education, and the
like. The Conference may wish to consider which of these
two forms, insurance or puablic service, is the mores appro-
priate to conditions in Asiatic countries.

In view of the different nature of the problems involved,
separate consideration is given to the organisation of medi-
cal care for the rural and the urban population.

RuraL PoruraTion
The Problem in General

Most of the countries represented at the Preparatory
Asiatic Conference are predominantly rural : in China, for
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example, it is estimated that between 71 and 85 per cent.
of the population are to be found in rural areas ; in India,
the proportion was 87.2 per cent. in 1941 ; the 1931 figures
for Ceylon, Indo-China, and Indonesia showed percentages
of 84.8 (including 12.8 on estates), 90 to 95, and 92.5,
respectively. These rural areas, however, are often densely
pepulated : as a rule, the population is not, as in many
western countries, dispersed over wide areas in scattered
farms, but lives mostly in small, but compact agglomera-
tions of the size of villages or small towns, connected with
cach other by mud roads or bullock tracks. In some coun-
iries, such as Ceylon and Malaya, the villages often lie
aiong the main highways, and in Siam along rivers and
canals, but scattered farms are not infrequently encoun-
tered. Large plantations employing labour living ou tle
estate are, in some parts, of considerable importance.

The eastern village, usually consisting of small houses
built of earth or bricks and somtimes timber, does not offer
the same possibilities for the collective provision of medical
care, environmental hygienc, and general health care as a
large city. Nevertheless, il does offer certain facilities for
health organisation which are not to be found in sparsely
settled agricultural districts with scattered farms, more par-
ticularly if it acts in conjunction with neighbouring villages.
First, sanitlary engineering on a small scale is less costly
than for scattered farms, and would benefit the whole
closely knit community. Secondly, any general health and
medical care services centred in the village would be avail-
able to the whole community at a minimum distance. Third-
ly, the organisation of an ambulance service for conveying
patients to hospitals or health centres located in towns or
cities could be based on villages rather than scattered farms
and would therefore be both simpler and less expensive.
Technically, the structure of these densely populated rural
areas would thus favour a collective organisation of all
health care, based on villages as primary units and on areas
comprising several villages and one town as secondary unita.

Such an organisation, as attempted in China, Ceylon, the
French Tstablishments in India, and Indo-China, and
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propcsed by the Bhore Committee! in India, might consist
of a network of health centres in villages, linked up with
Lospitals in small towns or large villages, chosen in relation
to base, or central, hospitals in the . cities. It could be in-
tegrated or co-ordinated with the organisation of general
health care and, to some extent, with that of environmental
Iygiene, since general health care could be provided at or
from the centres where medical care is given.

Even a cursory survey of existing conditions in the rural
areas of Asiatic countries points to the conelusion that health
problems should, in faect, be treated as one and indivisible.
In the Indian villages the standard of sanitation is shown
by the Bhore Committee’s report to be very low ; water
supplies are not everywhere protected from contamination ;
in most villages no system of colleetion and disposal of night
¢oll exists ; and no attempt hay, on the whole, been made
for the collectiod and disposal of household refuse. Similar
conditions are found in China and certain other Asiatic
areas.

The inadequacy of existing medical care and general health
services has also been pointed out.

In China, only 13,111 doctors were registered with the
health administration in 1945 for a population of some
422,000,000, or one doector for 30,000 of population ; there
was one dentist for every 1,200,000 of population, one nurse
for 70,000, one midwife for 81,000, and one pharmacist or
assistant pharmacist for 81,000. In 1944, 398 hospitals were
equipped with 33,384 beds, and 938 district health centres
provided 5,450 beds, making a total of 0.092 beds per 1,000
of population. Some 100,900 ‘‘ old style ’’ medical prac-
titioners, however, are estimated to be practising in Chinas

In India (where there are similarly a number of old-style
practitioners), the most receni statistics show one doetor
to every 6,300 of the population, one nurse to 43,000, one
midwife to 60,000, one qualified dentist to 800,000. one health

1 The Health Survey and Development Committee was appointed in
1943 by the Indian Government, under the chairmanship of Sir Jossph
Bhore, to study health couditions and make recommendatioms for
future development. Tt issued its report in 1946.
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vigitor to 400.000, and one qualificd pharmacist (not includ-
ing compounders) to 4,000,000 of the population The
average rural population served by one medical institution
varies from 22,904 in Sind to 105,626 in the United Pro-
vinces. Moreover the time devoted to patients at dispen-
saries is, according to the Bhore Committee, ‘‘so short as to
make it perfectly obvious that no adequate medical serviee
was given to the people”’. In one dispensary visited by the
Committee the average number of cases seen in an hour was
75, and the time given to a patient therefore averaged 48
seconds. The Committee’s report emphasises the impor-
tance of training statf and construecting hospitals and health
eentres; the final aim proposed 1s the provision of 5.67 beds
per 1,000 of population, instead of 0.24 as at present; under
its programme the number of doctors will he 233,630 as
against 47,500 at the present time, that of nurses will be
670,000 instead of 7,500, that of midwives 112,500 instead
of 5,000, and that of pharmacists will be 77,880 instead of 75.
In Bombay province the Government intends to improve dis-
iriet hospitals, providing easch distriet with a minimum of
75 general beds, to appoint honorary physicians at a month-
ly honorarium of 150 rupees, and to train laboratory and
X.ray technicians for hospital out-patient daspartments.
Medical schools are to be vonverted into medical ecolleges,
and the qualifications required from doctors will be stand.
ardised. Facilities for training nurses are being extended
by the opening of new training centres and the establish-
ment of preliminary trairing schools.

In Siam, 50 general hospitals with 4,435 beds provide for
a population of some 18 million, the ratio being 0.25 beds
per 1,000 persons; 37 provinces are still without hospitals.
In addition, however, there are 12 special hospitals, 85 muni-
cipal or Government ‘¢ first class ’> health centres, with a
qualified doctor, a sanitary inspector, a public health nurse
and medical assistants, 451 second class centres, usually
staffed with a medical assistant and a midwife, and 5 mobile
units, 3 special units for yaws, 10 units for infectious
diseases and malaria sections in five divisions. There are
1,103 qualified medical practitioners, 1,193 nurses trained in
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midwifery and 584 ‘‘second class’’ midwives. The number
of sanitary inspectors is 74, that of medical assistants 757.

In Burma, 300 hospitals with some 8,000 beds cater for a
population of 16 million, the number of beds per 1,000 of
population being 0.5.

Conditions are more favourable in Ceylon, where 145 gene-
ral and 13 special hospitale, and 97 estate hospitals provide
for a population of 6,634,000, the number of beds being
roughly 2.7 per 1,000 of population. In addition, there are
250 central dispensaries in charge of apothecaries, 188 branch
Cispensaries, 427 visiting stations, and some 722 estate dis-
pensaries. Even so, the Commission on Social Services finds
that there is serious overcrowding of hospitals, and a lack
of staff and equipment, and that out-patient treatment is
frequently given by an apothecary rather than a qualified
doctor. At the beginning of 1947, there were 1,033 regis-
tered medical practitioners and 49 dental practitioners. Of
these, 551 were in Government service, 435 being actually
engaged in medical practice; thus, the ratio of practitioners
to population was approximately one for every 7,000 of
population. There were 545 apothecaries, 818 nurses, 1,643
inidwives and 787 pharmacists.

In the Malayan Union, the Government maintains 63
general and distriet hospitals, in addition to the special
institutions for lepers, mental cases, and infectious diseases.
The number of beds available for civilian patients ia the
general and district hospitals at the end of 1946 was 13,375,
for a population of just under 5 million, or abcut 2.7 beds
per 1,000. In addition, there are fixed dispensaries in most
small towns and travelling dispensaries for rucal areas.
The river dispensaries used extensively before the war in
certain regions are being restored. The number of attend-
ances at out-patient departments and dispensaries is greater
than before the war, and during the nine months April to
December 1946 totalled nearly 2 1|4 million, including 600,000
at travelling dispensaries. The estate’ hospitals functioning
at the end of 1946 numibered 156, with 6,423 beds.

In Singapore, where rehabilitation of the health serviees
has made similar progress, Some 2,400 beds were available
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. al the ens! of 1946 for » popuiation of 950,000, or 2.5 beds
per 1,000 persons. The strain on out-patient depart-
ments, however, has been ircreased by the shortage of staff,
due to enemy occupation during the war; from April to
December 1946, 164,688 attendances were recorded, as com-
pared with 87,447 in 1938. Early in 1947, only two general
hospital out-patient departments, one general urhan dis-
pensary, and a rural travelling dispensary were available to
the adult population. Municipal clinies and most rural
elinies dealt with children under 2 years onl'y, and the sehool
medical service had one clinie.

These often inadequate health services are faced by an
overwhelming task. Diseases, largely preventable, are wide-
spread. In Cliina, over one third of the whole population,
or 150 million persons, are estimated to suffer from tractoma ;
the number of lepers is estimated at 1 million. In India,
the number of deaths due to cholera in the province of Bihar
alone in the five years 1940 to 1944 has.been estimated at
over a million.t The Bhore Report, however, gives an
arnual average of 144,924 for the 10 years 1932 to 1941. At
least 100 million individuals are believed to suffer from mala-
ria every year and this disease is indirectly responsible,
through lowering of resistance to other diseases, for 25 to
75 million cases of illness « year. In Siam, the death rate
from malaria is over 8 per 10,000 of population. In Ceylon,
with a population of over 6 million, 103,167 cases of malaria,
were {realed as in-patients and 2,338,403 as out-patients in
1945: The probable death rate per 100,000 of population
from tuberculosis of all forms in the Far and Middle East
has been estimated by the United States Public Health
Service= at under 100 \n Ceylon, Palestine, and Syria, at 110
to 199 in Formosa, Indonesia (Java, Sumatra, and the Onuter
Provinces), Traq, Kwantung, Siam. and Turkey. at 200 to

1Cf. C. A. BozMAN : ‘¢ Health Conditivns in India in 1944 ’°, in
Iadinm. Heallh Gozetie. No. 2. April 1946. p. 1.

2 8arah E. YELTON : ¢¢ Tuberculosis Throughout the World *', 1 ;
44 The Pre-War Distribution of Tuberculosis throughout the World *?
(Public Health Reports, Vol. 61, No. 81, 2 Aug. 1946, p. 1145), The
1945 figure for Ceylon was 57 per 100,000 but a recent survey com-
ducted in a suburb of Colombo showed that the rate can rise as high
as 470 per 100,000,
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299 in Aden, Burma, Indo-China, Japan, Korea, Malaya
(former Straits Settlements), and the Philippines; and at
366 and over in China and India.

Death rates from all causes in 1937 were 22.5 per 1,000
of population in the former Straits Settlements, 22.4 in
ithe Indian provinces (21.8 in 1943), 21.7 in Ceylon (22 in
1945), 19.9 in the former Federated Malay States, 18.8 in
Java, and 17.0 in Japan, as compared with 9.4 in Australia
and 9.1 in New Zealand. For China, the death rate is
cstimated at 25 per 1,000. Infant mortality per 1,000 live
births in the Indian provinces was 162 in 1937 and 165 in
1943 ; corresponding rates for 1937 were 200 in China, 158
in Ceylon (140 in 1945), 156 in the former Straits Settle-
meuts', and 106 in Japan, as eompared with 38 in Australia
and 31 in New Zealand.

» The average expectation of life at birth in [ndia was
26.91 ycars for males in 1930-31 ; and 48.4 per cent. of
all deaths occurred at ages unded 10 years. The corres
ponding expectation of life in New Zealand was 65.04
years in 1931,

In view of these health and sanitary conditions, even a
perfect and complete medical care service would be faced
by the hopeless task of repairing damage constantly renew-
ed, unless aided by an effective organisation of general health
carc aimed at preventing illness and improving the state of
.health, and by measures of environmental hygiene laying
the foundations for a healthy community life. Collective
.provisions must first be made for such elementary measures
as the removal of refuse and night soil, a water supply
protected from contamination, the prevention of malaria
Ly the oiling of stagnant ponds or more modern methods,
the cementing or asphalting of village roads which now
turn into puddles or vivulets in the rainy season, the
ventilation of huts or houses to allow the  smoke to escape
and the air to enter, the destruction of rats and vermin,
and so forth.

» 3In Singapore, the infant mortality rate was 142 in 1940, bnt
only 90 in 1946. This decline is attributed partly to the high mortelity
during the war and partly to the free milk-feeding scheme and the
lack of unsuitable food such as polished rice.
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Similarly, the benefits of a medical care service will be
largely illusory without the organisation of maternity and
child welfare services and of health education for mothers.
It may be appropriate to mention, in this context, the school
of thought which contends that more food and satisfactory
control of infectious diseases would result in a further up-
surge in the rate of inerease of the population, and that
therefore a campaign to bring about a change in outlook,
especially as regards birth control, must take precedence.
Numerous investigations into population trends have shown
that the birth rate decreases in those areas and in those
social classes where the standard of living is rising, pro-
vided that young children are not treated as an economic
asset but are kept at school by compulsory education laws.
A rise in the standard of living brings a desire for greater
comfort, health and personal culture, and a recognition
of the dependence of these advantages on the size of the
family, Other phenomena of a rising standard of living
which tend to moderate the birth rate are the economic
ard mental emancipation of women and the sublimation of
more elementary instinets in work and in cultural, econo-
mie, political and artistic pursuits. Realisation of the im-
mense importance of health for personal and family well-
being is one of the first prerequisites for the attainment
of a higher standard of living that will eventually result
in birth control. Even more powerful a motive may be the
desire of parents, once they believe in a better economie
future, to give their children a decent education in order
to take advantage of that prospect. It must therefore be
one of the primary tasks of any health service to further
the education of mothers in regard to hygiene, more rational
nutrition! and, in general, the methods of making the best
possible use of the means et their disposal.

A

1At a Nutrition Exhibition organised by the Chief Heulth Officer
of Delhi provinee in December 1945, and visited by a great number
of people, suggestions were made for cheap diets for different cate-
gories of workers such as indoor workers, industrial workeis, agricul-
tural labourers, technienl labourers, ete., and for diets suitable far &
North Indian family, The composition of each diet was indieated
as weli as ils cost. ’
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Direct preventive measures such as vaccination and in-
oculation must also buttress the medical care service if this
is not to be rendered incffective in the face of epidemic or
endemic disease.

Thus, community structure, health conditions and the
general lack of health facilities in rural Asia would seem
10 create a strong presumption in favour of a public medi-
cal care service, for which the criteria are defined Yy the
Medical Care Recommendation, 1944, paragraph 10, as
follows : ¢ Where the whele of the population is to be
covered by the service and it is desired to integrate medi-
cal care with general health services, a public service may
ke appropriate.”’

The first step in the development of a public health ser-
vice would be the training of greatly increased numbers of
medical and other health personnel, without whom no care
can be provided. Such training might be the responsibility
of the central health authorities—federal, state or provin-
cial, as the case may be—which would finance the training
of doctors, nurses, dentists, midwives and pharmacists, on
condition that they subsequently accept employmérit’in’ the
public health service for a minimum number of years-and
agree to practise in rural aress. The principles of para-
graph 68 of the Medical Care Recommendation, 1944, would
be applicable; it stipulates that ‘‘ students of medical and
dental professions should, before being admitted as fully
qualified doctors or dentists to the service, be required to
work as assistants at health centres or offices, especially in
rural areas, under the supervision and direction of more
experienced practitioners ’’. During a transition period,
recourse might be had to the services of semi-trained staff,
such as ‘¢ feldschers ”’ and ‘‘ compounders’’.t* "The second
step would be the extension or establishment of medical

'In Siam, special schools have been established for training not
only sanitary inspectors but -also medical assistants or ¢¢ dressers ’’,
who undertake general health care at rural centres and also dispense
simple medicines supplied by the Government, They take a one-year
‘ourse, most of them having been male nurses in the army and navy.
The number of such assistants at present in charge of the small rural
health centres of the Government and the local authorilies is 737 ;
they are subject to the periodic supervision of provincial health
officers, or assist the doctors at the larger health centres.
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facilities in selected areas as outlined belowl, until, even-
tually, the service would have attained an adequate standard
throughout the country.

A. special question in the case of Asiatic countries is that
of the extent to which and the manner in which practi-
tioners of local traditional medical lore should be employed
in the development of a public health service. In recent
years the systematisation and modernisation of siieh schools
of medicine has received a great deal of attention in these
countries.

The Organisation of Health "Services
Government Health Services.

In a number of Asiatic countries, a public medical care
scrvice already exists, if only in an early stage, and in some
instances, general health care, such as maternity and child
welfare, vaccination and inoculation, and health education,
is combined with medical care in one and the same service.

China. The National Hearth Administration, which is direet-
iy under the 'Executive Yuan—the highest executive organisa-
tion in China—is responsible for the supervision of all health
services. The Department of Medical Administration super-
vises local and municipal health administrations and deals
with general medical practicz and drugs. The Department
of Health Organisation and Services is responsible for the
promotion of local health services, including medical care,
the training of personnel!, sanitary engineering projects, and
the control of food and drink and improvement of nutrition.
"The National Health Administration also supervises the
National Institute of Health, which carries on technical re-
gearch and trains public health officers. In the field of
medical care, the Chinese provincial health administrations
are responsible for the training of personnel, and for the
provision of hospitals, special diagnostic and consultant
services, and research facilities. The provincial health dir-
ectors are appointed by the National Health Administration,
which supervises and co-ordinates the work of the provin-
cial health admmlstratlonq glves them technical assistance

T See p. 117,
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and financial aid, and issues vaccines, sera, narcotics, medi-
cal supplies and equipment to all health services through
its national epidemiec prevenition bureau, its central nar-
eotics bureau, its central drug factory, and its surgical
equipment factory,

The Chinese National Health Administration aims at
establishing eventually, for the rural population, a com-
plete health service based on districts (‘‘hsiens’’), provid-
ing both general health and medical care, and available free
of charge to the population. There is to be one health work-
er to each group of 100 householders, and one oul-patient
bealth centre in each town cr village. Each distriet will
bave a hospital-health centre equipped with 20-40 beds, a
laboratory and a mobile clinic, and be staffed by a county
(ch’u) health officer, 1 to 3 doctors, 1 or 2 public health
nurses, 2 to 4 midwives, 1 or 2 pharmacists, 1 or 2 laboratory
technicians, and 2 to 1 sanitary inspectors, in addition to a
number of clerks and health workers. The district centre,
fed by some 4 or 5 county subcentres, will be under the direct
authority of the district government and undey the super-
vision of the provincial heaith department. This in turn is
supervised by the National Health Administration, which has
been subsidising 4 district health centres sinece 1941 for
purposes of demonstration, in addition to giving financial
aid to a much larger number of minor health centres. The
number of district health centres increased from 217 in 1937
io 751 in 1941 (in 13 provinces) and reached 938 in 1944,
The provineial general hospitals will have some 100-200
beds, while a base hospital cstablished in the provincial
eapital and attached to a medical college will have 500-1,000
beds and a complete medical centre. The health system
is completed by health stations along the main highways
with hospital wards and out-patient departments, where
medical care and general health care are.available to road
workers, travellers, and inhabitants within a range of 60
miles’ distance.

It should also be mentioned that under the Chinese Social
Relief and Assistance Act of 29 September 1943, certain
categories of persons are entitled to free medical treatment
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or 10 maternity services, as the case may be. These cate-
gories include the physically unfit over the age of 60, children
ander 12, the unemployed in need, pregnant mothers, ete.l

India. Under the Government of India Act, 1935, the res-
ponsibility for providing medical care, including the establish-
ment and maintenance of hospitals, clinics and asylums, as
well as that for providing general health care, including
medical education and sanitation, is placed on the provin-
einl Governments. The Central Government is charged
with international health obligations, control of the inter-
provincial spread of discase, medical care for seamen, and
a number of other special items. The Central and the pro-
vincial Governments each have a Minister of Health at the
hean of the medical care service and a public health officer
responsible for general health care and sanitation, except
im the North-West Frontier Province, Orissa, and Sind,
where both services are combined under one officer. Under
the chairmanship of the Minister of Health of the Central
Government, a Central Advisory Board of Healll, inelud-
ing amony its members the provincial Ministers of Health
and representatives of a number of Indian States, co-ordi-
aales the health activities of the central and provincial
Governments. Hospital and health centres iz 1most provinces
provide free care for the population, but accommodation is
not as a rule sufficient in view of the demand.

Provincial Self-Government Acts in India determine the
duties and powers of local boards, which, in rural areas, ave
district boards. In soma provinces, local boards have heen
set up for parts of a district area; again, village ¢* pancha-
yats > (village authority) or union boards have certain
health functions under the control of ‘the district board.
The local authorities have powers in respect of sanitation,
control of infectious diseases, registration of vital statistics,
control of food and water supplies, and regulation of hous-
ing construction. They appoint their own health officers,
subiect 1o previous approval by the provineial Goveenment.

¥See above, Chapter ITI, p. 41.
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The weakness of this locil organisation, in the opinion of
the Bhore Committee, lies in the limited financial resources
available to the health services, and in the delegation of
executive power by the local authorities to an elecied chair-
man, ‘‘ who often finds himself powerless .to enforce the law
tgainst vested interests, in the absence of a public opinion
sufficiently strong to demand such action in the interests
of the community '’. Moreover, the fact that the loeal
health officers and the provincial director of public health
can only give advice to the chairman of the local authority,
but cannot enforece their recommendations, helps to bring
about a low level of efficiency. In Madras, these detccts were
remedied by vesting the executive power in health matters
in the local health authorities vather than in the chairmen
of municipalities, and the power of general administration
in commissioners appointed by the provincial Government.
The director of health services was given authority to en-
forcé the execution of his recommendations by the local
authorities. Municipalities have to set aside 30 per cent. of
their revenue for health purposes, and distriet boards 12.5
per cent. In Bombay province, the organisation of medi-
¢al care outside Bombay; City is based on district hospitals
owned, financed and controlled by the Government, with
subsidiary Government-aided dispensaries, and supplemented
by a system of subsidised medical practitioners attending
to the rural population in the district. To the Jistriet
hospitals are linked, for the supply of specialist care, the
smaller bospitals and dispensaries of the local bodies, such
as district boards and municipalities. Existing rural dis-
pensaries give mainly out-patient care, and are equipped
with a few beds for emergen:y cases. The doector is aided
vy a compounder and two servants. The Bombay Gov-
ernment’s reconstruction plan provides for a considerable
extension of district hospitals . and the transformation of
rural dispensaries into cottage hospitals, at which 2 doctors,
2 nurses, 2 compounders, 4 ward servants,. 2 sweepers
aud a cook are employed. A subsidised medical practitioner
scheme is olso being developed (see p. 104).
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The Bhore Committee has recommended a 40-year pro-
gramme, paying special attention to the needs of rural
districts and providing for the establishment of a complete
free health service available to the entire population, and
a 10-year programme on similar lines but limited in scope
by the financial resources and trained personnel at present
available. Under this plan the ministries of health are
the ultimate authority for all health services within their
jurisdiction. At both leveis of administration, the depart-
ment of health is under the direction of one administrative
officer: the director-general of health services for the Cen-
tral Government, and the director of health services for
the province. At the local level, health services are orga-
nised on the basis of administrative districts under an
officer responsible for all services in his area. A couneil
of experts, including representatives of the medical and
allied professions, provides technical adv‘icé, to the Minister
c¢f Health, and district councils of experts aid the district
lealth board, on which health authorities and the people
are represented.

The 40-year programme of the Bhore Committee is based
on hospital-health centres providing both medical eare and
general health care. The administrative distriet is chosen
as the area for the development of the plan. The smallest
unit of administration of the district health organisation
is the primary unit normally serving an area with a
population of 10,000 to 20,000. The primary unit has a
75-bed hospital with its own nursing staff and a health
eentre ; its staff consists of 6 medical officers and 6 public
health nurses. The unit is utilised both for curative and
for preventive health services, such as welfare of mothers
and children and health of school children. A number of
primary units—some 15 to 25—together constitute a se-
condary unit. The latter has a hospital with some 650
beds, as well as a health centre and a staff larger than that
of the primary unit. Its administrative officer supervises
znd co-ordinates all health services in the area’ of the unit.
At its hospital, full-time heads of different departments of
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medicine, surgery, and pathology and of modern lahora-
tories attend to their hospital duties and also inspect,
periodically, similar work carried on in the primary unit
kospitals. Two senior public health nurses and two senior
sanitary inspectors supervise the corresponding work cf
the primary units. The assistant, public health engineer
of the secondary unit supervises all activities in connee-
tion with environmental hygiene in the area of the unit.
A varying number of secondary units—38 to 5--foria a
district health unit. The distriet health centrc possesses
general as well as special hospitals, with a total number
of some 2,500 beds and ‘¢ all the consultant and laboratory
services required for the diagnosis and treatment of diseass
on up-to-date lines ’’. More complicated cases are removed
from primary to secondary or district hospitals. Amba-
lance service and telephone connections between all types
of hospitals are deemed essential. At all the hospitals,
social workers are employed to visit patients in order te
ascertain the causes of disability and to serve as :ounect-
ing links between the public and the health services. In
the opinion of the Committee, the organisation wil! tend te
become a full-time salaried service devoting itself to the
health needs of the people. and the workers engaged in it
should not ecarry on private practice. The short-term or
10-year programme of the Bhore Committee stresses the
preventive side of the health organisation in view of the
limited staff and funds available, and concentrates on
primary and secondary units. In the opinion of the Com-
mittee, medical care should be available free to all and
financed by general ané local taxation; the Central Gov-
ernment, with its larger resources, should give financial
" ¢ssistanee to the provineial health schemes.

The Central Gowernment and the provincial Governments
have elaborated, and begun to carry out, comprehensive five-
year plans of social and economic policy. Central grants
will be given to the provinces on certain conditions, the
most important of which stipulates that the schemes under
each head shall form part of a policy or plan approved
generally by the Government of India. The expenditurc
proposed under the head of health services is about 990
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million rupees, or roughly 12.6 per cent. of the total ex-
penditure on all items, including irrigation, electric powes
roads, pests, agriculture, industries, education, co-operation,
ete. The provinees have been asked to include pilot schemes
for the cstablishment of a district health organisation w
selected arcas, in accordance with the standards suggested
by the Bhore Committee.

In Madras, for instance, all existing local fund and muni-
cipal medical institutions will be provincialised. A 20-year
plan is designed to bring medical care and genyeral heuith
care within reach of every village, none of which would be
more than five miles from a rural dispemsary. In heavily
populated areas, the population factor will be combined with
the distance factor, and a centre will be provided for every
10,000-12,000 persons. Kach rural dispensary will have
8 beds, including 4 maternity beds. Hospitals 'with 50-100
beds will be established at every local (‘% taluk ') head-
guarters, with special departments for tuberculosiy, leprosy,
venereal discases, and eye trealment. District hospitals will
provide specialist treatment, including dental care, and will
be equipped with a first-class laboratory and an X-ray depart-
ment. Altogether, 1,487 new dispensaries and 177 new taluk
hkeadquarters hospitals will have to be built under the plan.
Environmental hygiene and general health care will at the
same time be extended and improved through the establish-’
ment of health centres staffed with health inspectors, health
visitors, and midwives.

The State of Mysore has an extensive service uniting all
aspects of medical and hecalth care, and based on rural
health centres at which maternity and child welfare, free
out-patient care, and other services, such as anti-malaria
work, are or will shortly be organised.

A scheme for bringing medical facilities more readily
within reach of villages throughout the State has beén drawn
up by the Government of Hyderabad. Two mobila medical
relief units, each estimated to cost about 300,000 rupees to
furnish, and a similar amount yearly to maintain, are to be
established. These units will work on the lines of regular
hospitals, each having its own medical, surgical, publie
health, maternity and child welfare, rural sanitation, ophthal-
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mic, dental, and laboratory sections in charge of specialists.
Shey will be fully equipped and staffed, and have a capacity
of 100 beds. Suitable sites will be chosen throughout the
State, and at each of these a unit will camp for three or four
months. It is estimated that each unit will be able to cater
for the needs of people residing within a radius of 50 miles
from the camp. DBesides giving medical attention, the units
will carry on health propaganda, give advice on sanitation
and open temporary child welfare centres. The main object,
it is stated, will be to bring medical aid to people in rural
sreas and make them health-conscious, so that they will be
able to understand and take advantage of the facilities.

Siam. A health service providing both medical and gene-
ral health care as well as dealing with environmental by-
giene has been developed in Siam and is now placed under
the Ministry of Health. The Ministry is also in charge of
medical education. Government hospitals with out-patient
clinics under the medical department provide {res care to
those who, in the opinion of the doctor at the out-patient
eliniec, cannot afford to pay. Some 90 per cent. of the
patients are treated free of charge. Health centres, under the
Public Health Department, dispense medicines and treat am-
bulatory cases in the more populous districts, while smaller
rural centres dispense simple remedies, give first aid, and
undertake general health care, such as midwifery. The
Department also undertakes health education, promotes the
installation of sanitary latrines, and assists the provineial
authorities in fighting and preventing epidemic discases
through medical assistants and mobile units. Munieipal
bospitals and health centres work on parallel lines,

Burma. Before the occupation of Burma by the Japanese,
the Government medical care service and the public health
service were separate units. Since the resumption of civil
government after the liberation, both services have Leen
placed under the Director of Medical and Health Services.
The medical service supervises all hospitals through its dis-
trict medieal officers, the civil surgeons, and administers the
70 Government hospitals financed entirely from Government
funds. Under the Municipal and the Rural Self-Govern-
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ment Acts, a statutory obligation is placed on lceal autho-
rities—municipalities, rural district councils and deputy
commissioner’s! local funds—to provide hospitals avnd out-
patient clinies in their areas. There are 175 such local has-
pitals and dispensaries. All Government and local autho-
rity hospitals are staffed by Glovernment doctors, including
a few Indian Medical Service officers, some 100 civil assis-
tant surgeons with universily degrees, and about 300 sub-
assistant surgeons who have taken a four-year course at a
Government medical school. The number of private hospitals
is 33, of which 25 are subsidised by the Govermment; and
there are 25 railway hospitals. The number of nurses is one
to every 50 beds in Government hospitals, and to every 80 beds
in jocal authorily institutions. Medical care at out-patient
clinics and in public wards of hospitals is available free
to everyone. ublic health inspectors, vaccinators and sub-
assistant surgeons, epidemic mobile teams, -and anti-malaria
units are engaged in general health care and environmental
hygiene, which are the responsibility of the Government
public health service and its district health officers. In
many districts, the medical officer is also exr officio health
officer. Maternity and child welfare centres are the respon-
sibility of local authorities ; midwives and health visitors
are now appointed by the Government.

Village headmen and village committees, usually elected,
and subordinate to the deputy commissioner, who works
with the rural distriet councils, are concerned with health
matters on the instructions of the ecommissioner,

All Government and local authority health serviees, ex-
cept sanitary engineering, are placed under the authority
of the Social Services Department, which also plans rurai
development and housing. Local authorities use the pro-
ceeds of rates and income rrom public utilities for financing
health services. As a result of the war, however, local re-
sources have largely dried up, and the Governmeni gives
financial aid to the local h=alth services drawing its funds
from custom duties and land revenue.

The Government plans to set up township and village

1 Government representative.
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councils with a view to fostering the interest of the people
in toca) affairs.

Ceylon. The Government, through the Department of
Medieal and Sanitary Services, provides medical care at its
hospitals and clinics for all residents; in the case of inmi-
grant labourers on estates and other labourers aud their
dependants employed and residing on estates, the cost is met
by the employer as described below (under the head of
“Employers’ Liability’’). Out-patient treatment at hos-
pitals and ventral dispeasaries is available free of charge,
jrrespeetive of the patient’s income, as a public service. In-
patient care in public wards is provided free of charge to
persons with incomes not exceeding 50 rupees a month; per-
sors with incomes between 50 and 83.33 rupees are charged
0.30 rapees per day, and those with incomes of 83.33 rupees
or more, 0.50 rupees a day. In-patient care is thus pro-
vided on the basis of soclal assistance. The same Depart-
ment is responsible for general health care and environ-
mental hygiene. The Mmister of Fealth is the political
head of the Department, ind is assisted by an Executive
Committee consisting of seven members of the State Coun-
cil. The technical head of the Department is the Director
of Medieal and Sanitary Services, who has two deputies, the
‘Assistant Director of Medical Services and the Assistant
Direetor of Sanitary Services, and a team of special officers.
On the divisional level, the country has since January 1947
been subdivided into 13 districts with one divisional officer
in charge of both medical care and general health care (and
environmental hygiene) ; before 1947, the two branches had
been under separate divisional heads. There are three types
of Government hospitals: the central provineial hospital,
staffed by specialists; the district hospital, equipped for
normal cases of medicine, surgery or midwifery, but with-
out facilities for specialist treatment;-and the small raral
hospital, which is now generally associated with a central
dispeasary. Other central dispensaries give out-patient treat-
ment only. Maternity homes cater for normal cases of
pregmancy and labour and are usually in charge of a trained
midwife working under the supervision of a public health
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ndrse and the medical officer of health; in 1946, there were
8,316 deliveries in Goverrmeunt maternity homes. Special
institutions for tuberculosis, mental cases, infeetious diseases,
ete., complete the list of medieal institutions.

General health care and environmental hygiene are orga-
niged (n the basis of health units under a medical health
officer. The work of the health unit, based on centres sepa-
rate from those at which medical care is given, includes
care for mothers and children by midwives and public health
nurses (who also pay home visits), health educstion, malaria
control by the oiling of rivers and streams, entomological
work at observation staticns and the spraying of houses,
school medical service, and ine training of medical and health
personnel, ete. A health unit of 50,000 people would nor-
mally have one full-time medical officer of health, 5 sanitary
inspectors, 5 public health nurses and 10 midwives; special
services dealing with tuberculosis, venereal disease. and lep-
rosy are in charge of senior officers who work in eo-operation
with*the medical officers of health and their staffs in carry-
ing out field work.

Curative medical officecs ir. Government serviee are allowed
private practice, but new entrants are allowed such prac-
tice only in regard to their speciality, and provided there
is no other Government medical officer with a right to private
practice or a private practitioner in the area. Mediecal
officers of health-—engaged in genecral health care— are not
permitted to engage in private practice.

The Government Medical Department works in close ¢o-
operation with the local authorities. The three muniecipal
councils, however, are largely autonomous; they undertake
gereral health care and out-patient care, while in-patient
care is the responsibility of the Department. Other lceal
authorities are supplied by the Department with sanitary
inspectors and public health nurses' from a central pool.
about one half of their emoluments being paid by the local
authcrity; the authority bears the entire cost of employing
qualified midwives.

The Government of Ceylon spent 21.6 million rupees om
medical services in 1944-45, or 8.5 per cent. of fhe total
expenditure, and the estimate for 1946-47 is 34 million rupees.
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Inde-China. An lnspeclor-General of Public Hygiene
and Health, subordinate to the High Commissioner for
France in Indo-China, centralises all matters relating to
hygiene and medical assistance. In each of the five terri-
tories of the Federation. u gcneral delegate of the High
Commissioner is responsible for the co-ordination of the
services. Ilach territory possesses a Board of Health, which
administers the various medical and hygiene institutions,
its technical staff is composed of doctors, midwives, and male
snd female nurses. The Faculty of Medigine of Indo-China,
which was opened in 1909, has since 1934 issued diplomas
equivalent to those given in France, after studies of the
same duration, with the resvlt that the management of the
hospitals is by degrees coming into the hands of Indo-Chinese
doctors. Similarly, the Faculty undertakes or supervises
the training of Indo-Chinese midwives and of nurses. In
1937, the most recent year for which statistics have been
published, these show that the medical staff of the publie
assistance authorities comprised in all, for a popalation of
20 million, 240 Indo-Chinese doctors, 110 European doctors,
230 Indo-Chinese midwives, 1,600 civilian I[ndo-Chincse
nurses (male and female), 50 religious nursing sister:, and
50 Furopean nurses (male and female), in addition to 2,000
auxiliary staff. As regards the number of institutions in
existence, in addition to the maternity hospitals and hos-
pitals of Hanoi and Saigon!, there were in 1945, before the
damage caused by the Japanese oceupation and the subse-
quent fighting, one hospital at the capital of cach of the
88 provinces, cne maternity home at the centre of each
distriet, and rural first-aid posts under a male nurse and a
midwife. At all these, cut-patient care is available. The
rural posts serve as centres for the tours undertaken by
the unurses for the purpose of ascertaining cases of sickness
and those periodically undertaken by the doctors of the
public health service in rural areas.

All 6ut-patient care given bv the public assistance serviees.
is free of charge, as also in-patient care in ' the public

18ome of these are specialised, such as the. Ophthalmological Institute
at Hanoi.
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wards of the hospitals and maternity homes; no means test
is required. As an inducement, however, to the less well-
to-do members of the middle classes to have themselves
treated, the public health authorities were led some 12 years
age to institute a system of fce-charging consultations and
to open paying wards in the hospitals in the larger towns.
The fee chargedl is very small and does not cover the costs;
it serves merely as a means of selection among patients which
mcets the wishes of certain sections of the population,

Curative and preventive action against sickness and epi-
demics (hy vaccination, cte.) is usually undertaken jointly
by the public hygiene and health services. There is a system
of medical inspection of school chiidren in the larger towns,
most of which also possess municipal hygiene services. The
Pasteur Institute pays special attention to fighting social
diseases; and its malariological service directy or supervises
all nreasures for the prevention of malaria. In particular,
it must approve of the measures that the plantations are
required to adopt for this purpose. A considerable amount
of work has already been undertaken, especially zor the
drainage of polluted waters, which was financed out of a
loan issned in 1931, the costs of maintenance being met
out of the general budget. A substantial degree of sue-
cess was recorded before the war; for example, the malaria
index of Haghiang in Tonkin declined from 80 to 17 per
cent. The Pasteur Institute alsc combats epidemics by
the large-scale supply of vaccines (in the last cholera epi-
demie, for instance, 17 million ampoules were provided in
the course of a few weeks).

French Establishments in India. The organisation of the
public health services is based on the same principles as
those applicable in Indo-China, but the results attained are
proportiouately greater sinec, for a population of only
300,500, there are a genreral hospital in Pondicherry,
cottage hospitals with maternity wards in the other four
territories, and 15 rural dispensaries. The aggregate staff
consists of 32 Indian doctors or health officers, 5 Furopean
doetors, 15 midwives, and a corps of male and female nurses.
In addition, there are a public pharmacist and two veterinary
-surgeons. All treatment 13 given free of charge.
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Malaye. The Malayan Union has a well-developed health
service which is now vested in the Central Government,
under the Director of Medical Scrvices, although still admi-
nistered by medical officers of the States forming the Union.
As, in Burma, Ceylon, and Singapore, medical care, general
health care and environmental hygiene are organised as one
service. Some municipal areas have their own health ser-
vices undertaking maternity and child welfare and environ-
mental hygiene, but medical care is provided by the Gov-
ernment service only.

Medical care is available free at out-patient departments
of hospitals and dispensaries to the whole population except
workers on estates, who receive care in the event of minnr
injuries or ronditions at the plantation (see page 96). As
10 in-patient care in public wards, employers of plantaticn
labour and other large employers who send their workers to
hospital, usually on the recommendation of a private doctor
engaged by the employer to treat his workers, are uuder a
legal obligation to pay a fee towards the hospitalisation of
their workers. Otherwise, there is no means test, and it is
left tc the medical officer in charge to decide whether or not
the patient can pay; generally, care in third-class wards is
given free of charge.

Urban and rural hospitals, with out-patient depsrtments,
are supplemented by permanent health centres staffed with
o nurse, a midwife, a health inspector and a dispenser, and
visited from time to time by a doetor. Travelling clinies
with a nurse, a dresser or doctor, pay weekly visits to places.
not otherwise provided for. Maternity and child welfare
and care for mothers and children up to school age is under-
taken from large centres in cities, staffed with a lady doetor,
nurses, trained midwives; dressers, dispensers aund clerks,
whose doctors visit outlying clinics and whose public health
nurses visit village clinies, homes with babies, schools, and
other places where mothers and children forgather. At
the Kuala Lumpur Infant Welfare Clinic, the average
daily attendance is 200 (62,000 per year); in 1946, 225
districts were visited and 21,660 cases attended. Dental
care is given free at some 20 clinics to schoolchildren and
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cnildren of pre-school age who cannot afford a private
doctor, and to certain specified groups of persons ¥xpect-
ant mothers, patients at Government hospitals or eclinies
who need dentsl care and cannot afford private care, and
other persons earning not more than $M.100 a month are
admitted, but pay a fee unless specially exempted.

The tendency is to establish complete health anits with
emphasis on the preventive side. Health officers deat with
environmental hygiene, including anti-malaria control.

Singapore. All health services in Singapore are umited
in one Department, under the Director of Medical Serviees.
The two officers in charge of medical care, on the one hand,
and of general health care and environmental hygiene, on
the other, discuss health policy in regular meetings with
the Director. Medical care, both at out-patient depart-
ments and centres and in third.class wards, is given free
of charge, without a means test, but in-patients are cxpeected
to make a voluntary contribution if they can afford it.
The introduction of a means tert is under consideration, in
view of the overcrowding and shortage of accommodation
in hospitals. Venereal disease is treated at a special hos-
pital, which has proved a great success. There are no Gov-
ernment dental services at prusent.

Maternity and child welfare under the public health
matron, is provided in rural areas at 9 centres, which are
staffed with a resident nurse, a midwife, and an attendent
and 3 subcentres with a resident midwife and attendant.
In addition, weekly eclinics are held in other districts, on
such premises as are available. There is a constant and
onthusiastic demand for this work, and the local popula-
tion has offered to collecet funds to build three up-to-date
centres. Breast-feeding is  encouraged, and the resalte
have been remarkable; free milk in powder form is provided
free to expectant and nursing mothers, motherless infants,
and children aged 1 to 4 years. In the period April to
December 1946 attendances of infants under one year num-
beved 39,096, those of children over one year 45,309, ante-
natal attendances 8,983; 3.317 confinements were attended
to, followed by 20,339 nursing visits; home visits to infants
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up to 40 days numbered 28,563. In Singapore city, mater-
nity and child welfare are the responsibility of the muniei-
paiity.

The Department also undertakes anti-malaria work, school
medical inspection, port health work, vaccination and in-
oculation, medical education, and sanitation. Child feed-
ing has also been undertaken by a Child Feeding Committee,
supplemented for the 2-6 ycar group by the Social Welfarzs
Department?,

The total expenditure for the nine months from April to
December 1946 was just over $S.4,500,000. Plans have been
worked out for a considerable extension of health serviees,
to be achieved in stages. The programme includes among
other items the building and eulargement of hospitals, out-
patient clinies and health centres, anti-malarial and drainage
work, warer supply, ovganisation of school medical and
del@ta] services, and better accommodation for the staff.
Employers’ Liability.

In a number of Asiatic countries, the owners of large
estates, chiefly plantations, are liable to provide medical
care, and sometimes general health care, for all or certain
groups of their employees.

In Malaya. for instaunece, the superintendents of estates
maintain hospitals for their workpeople under the super-
vision of the Government, whose medical officers inspeet the
hospitals with a view to ensuring an adequate standard of
efficiency. The larger estates have hospitals of their own;
the smaller ones frequently maintain hospitals for a number
of properties in common. According to the Labour Adviser
to the Secretary of State for the Colonies, this system of
colleetively organised services might admit of some exten-
sion, since increasing availabilily of motor transport enables
patients 10 be sent over longer distances in reasonable com-

1 The Social Welfare Department has greatly contributed to the
improvement of the health of children and of nutrition for adults
by providing free meals for children under 6 years and ecstablishing
popular restaurants where nourishing meals are provided at 8 cents,
or, for the middle class, at 35 cents a meal. These restaurants have
been self-supporting, and have brought down black market prices
of rice and other foodstuffs by up to two thirds ; they have also
spread the habit of diets more nourishing than the traditional polished
rice and condiment diet among the Malayan population.
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fort. The reluctance of the labourer to be taken far from
his fawily must, however, be recognised. Before the Japa-
nese invasion, the largest estates had well-equipped hospitals
with modern wards and qualified staff, including midwives;
ihe ‘smaller, privately owned estates, however, sometimes have
very limited medical facilities. In the former Straits Settle-
ments, estate employers must provide medical eare, includ-
ing the supply of medicines and hospitalisation, for all
Asiatie labourers and their dependants residing on the estate.
The employer bears the expense of hospital maintenance and
cere but may recover a prescribed percentage from the
labourer under contract who has received, or whose depend-
ants have received, care and maintenance in hospital. Sucb
care may be given either in a hospital maintained by the
estatc or in a (Government hospital. The Commissicner for
Labour appointed by the Governor may order any estate
employer to construct and maintain a hospital and employ
a medical practitioner.

In Ceylon, medical care for immigrant labourers and cther
labhourers employed and resident on specified types of estates,
as well as for their dependants, must be provided by the
employer under the supervision of, and with assistancs from,
suitable agcencies and officers of the Government. The estate
superintendent may provide medical care of a standard satis-
factory to the district medical officer, or he may make use
of the Government facilities described above, in return for
the payment of preseribed fees for the visits of medical
officers br for hospitalisation at Government institations.
Government medical officers must wvisit sick persons on
estates and give directions as to their care, and also inspect
and report to the Director of Medical and Sanitary Ser-
vices on conditions in estate hospitals and clinics. The
Services provide drugs of limited value free to such hos-
pitals and eclinics. These must be erected and maintained
in aeccordance with rules laid down by the Government
coneerning the building site, the provision of bedding, diet,
and other matters. A Medical Wants Committee advises
ibe Government on matters relating to the administration
of these provisions, the cost being met from the proceeds
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of an export tax on tea, rubber, and cocoa. Employers
may claim a rebate of export duties if the estate has a hos-
pital or dispensary of its own. :

Similarly, in Indo-Chma, every labourer under coatract
is entitled, for himself and his dependants, to free mediecal
cave, including the supply of medicine, at the employer’s
expense. The patient must be placed in the infirmary of
the estate, or, if seriously ill, taken to a local government
hospital, unless the estate has accommodation econsidered
adequate by the health authorities. The employer pays the
local treasury for hospitai care and maintenance given to
his employees at a rate fixed by the local authorities. If
there is a risk of malaria, the employer must issue quinine
1o the workers according to the doses prescribed by the
Board of Health, and he must take any other measures
required by the Board in accordance with the recommenda-
tions of the malariological service of the Pasteur Institute.
If he does not carry out tliese obligations himself, they are
undertaken at his expense by the Board of Health. In
Cochin-China special regulations provide that undertakings
with less than 50 labourers must have a first-aid post, and
those with 50 labourers or more an infirmary and one or
more hospital wards with bed accommodation for 6 per cent.
of the workers employed on the estate. For 300 labourers,
there must be one hospital attendant, whose work is super-
vised by a doctor paying periodieal visits to the infirmary.
On discharge from hospital, the worker is given a mediecal
examination and the doctor decides whether he can carry
on with his vsual work or whether he should be employed
on lighter work or repatriated. Ambulance services must
be provided by the employer, the larger estates being re-
quired to keep a car for this purpose. The health authori-
ties may at any time order the distribution of quinine, vae-
cination or a free supply of hot tea or rice-water to some
or all of the labourers on an estate. Free labour employed
on the plantations is similarly entitled to medical care in
the event of accident and sickness directly caused by the
employment, In Cambodia, the employer of 6,000 labour-
ers or more must provide one French doctor, and the em-
ployer of more than 12,000 workers two doctors.
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in Indonesia (former Outer Brovinces), the prineiple of
employer’s liability for providing medical care was first
introduced in 1915 on the east coast of Sumatra. Previous
legislation for the various provinces was consolidated in the
Coolie Ordinance of 1931, which governed the employment
of immigrant labour—largely from Java—under long-term
contracts providing for penal sanctions in case of non-com-
pliance. These contract workers, whether employed in large-
scale agriculture or in industrial, commercial, railway or
tramway establishments, were cntitled, in case of illness,
to hospital care and maintenanee, including necessary medi
cines and dressings, for themselves and the members of
their families, at the employer’s expense. A worker, or a
member of the worker’s family, receiving hospital care was
entitled to a full diet of prepared food. When a worker
was hospitalised, his family received food free of charge
from the employer. The worker had to be placed in hos-
pital at a reasonable distance from the place of employ-
ment. Transport to and from the hospital or clinic was
provided free. Women were entitled to maternity rest with
pay during the last 30 days before and the first 40 days
after childbirth. With the gradual abolition of contract
labour and the repeal of the Coolie Ordinance in 1941, these
provisions ceased to apply, but draft Tmmigrant Labouor
Regulations, imposing similar duties on the employers of free
immigrant labour in the Onter Provinces, were submitted:
to the Volksraad in 1942. The war and subsequent events
have so far postponed their discussion and implementation.
Before the war, employers of free labour had certain, less.
extensive, obligations regarding the provision of medical
care, under an Ordinance of 1911.

Conclusions.

The existing organisation of health services in Asiatie
countries, as will be seen from the preceding pavagraphs,
as well as informed official ard expert opinion, would ap-
pear to favour a combination of all health services in one
organisation. Such organisation would be based on hos-
pitals and health centres under the supervision, of provincial,
federal or State authorities, as the case may be, but would
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rely upon local co-operation of the people for its day-to-day
administration. ‘‘No permanent improvement of the pub-
lic health can be achieved'’, the Bhore Committee in India
maintained, ‘‘unless the active participation of the people
in the local health programme is secured.’’t

In fact, paragraph 34 of the Medical Care Recommenda-
tion, 1944, stipulates that, ‘‘where no adequate Tacilities exist
or where a system of hospitals with out-patient departments
for general-practitioner and specialist treatment already
obtains in the health area at the time when the medical care
service is introduced, hospitals may appropriately he estab-
lIished as, or developed into, centres providing all kinds of in-
and out-patient care and complemented by local outposts for
general-practitioner care and for auxiliary services’’.

These medical care seivices would be combined with gen-
eral health services, in accordance with paragraphs 44 and 45
of the Recommendation ‘‘by establishing common centres as
headquarters for all or most health services’’. The -octors,
nuarses and other staff participating in the medical care scr-
vice and working at health centres would ‘‘undertake such
general health care as can with advantage be given by the
same staff, including immunisation, examination of school
children and other groups, advice to expectant mothers and
mothers with infants and other care of a like nature”’.

The local administration of medical care and general
health services should be unified or co-ordinated within
areas formed for the purpose and sufficiently large for a
self-contained and well-balanced service by one area autho-
rity. Such administraticn should be carried nut by or with
the advice of bodies representative of the beneficiaries, and
partly composed of, or assisted by, representatives of the
medical and allied professiens, so as to secure the technieal
efficiency of the service-anc the professional freedom of the
particulars doctors (Medical Care Recommendation, 1944,
paragraphs 24, 104 and 105).

1Report of the Health Survey and Development Commitice, op.
cit,, Vol. IV, pp. 13-14. Each village should, accordimg to the
‘Committee, have a health committee of voluntary members taking an
-detive .part in the administration of health services.
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The view expressed by the Bhore Committee that a sal-
aried medical staff would appear the most appropriate solu-
tion in an Indian public health service covering the whole
population is in accord with the provisions of the Recom-
mendation: paragraph 57 stipulates that doctors and den-
tists  working for a medical care service covering the whole
population may appropriately be employed whole time for
a salary, with adequate provision for leave, sickness, old
age and death, if the medical profession is adequately we-
presented on the employing body Similarly, according to
paragraph 61, members of allied professions rendering
personal care, such as nurses, health workers, compounders
and midwives, should be employed whole time for salary.

. Health work at village centres might, with advantage, be
combined with work for the improvement of rurval condi-
tions in general, much on the lines of the work of the Rural
Recenstruction Department created by the Government of
the Punjab in 1933 and of the rural welfare centres fin
Egypt.

According to the report on its work during the period
April 1940-June 1944, the Punjab Rural Reconstruetion
Department co-ordinates the work of different departments
and promotes, through propaganda and otherwise, suen
health measures as vaccination, control of mosquitves. venti-
lation, village sanitation, and agricultural improvement
through the conservation of manure, the distribution of good
seeds and the popularisation of newer and better crops, the
fighting of inseet pests and plant diseases, livestock breed-
ing, the organisation of the sale of milk and ghee 1 towns,
afforestation and improvement of grazing areas, as well as
the encouragement of cottage industries and education of
girls. The work is donc by means of films, plays, records,
pictures, exhibitions, competitions, ete. Village welfare
workers are trained by the Department and posted in
villages, where they maintain a model house and instruct
women in household management, special welfare and home
craft, sewing and knitting. reading and writing. ‘‘ix-
perience has shown that unless such help [from village
women] was fortheoming the male population of the village
could not achieve any remarkable results.”’
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The Fellah Department in Egypt has created rural wel-
fare centres and rural reconstruction societies for villages,
under 1he supervision of the Department, which also ex-
ténds financial aid to the societies. Reclaimed land is also
distributed free. Each centre has three resident employees
who study the people’s needs and try to organise the local
people. There js, first, the social worker, a graduate of
the Paculty of Agriculture, who aims at raising the fellah’s
standard of living by introducing new methods of agricul-
ture, selecting the best seeds, helping the farmer to market
his products, developing co-operation, introducing new
crops and cottage industries which permit the fellah to
earn a subsidiary income, ete. He also settles disputes and
organises charity, and, with the help of the peopls them-
selves, supervises the hygiene and sanitation of the village.
‘A full-time medical doctor gives a physical examination
to each inhabitant and makes a complete medieal survey.
He instruets villagers in hygiene and prophylactic measures,
treats the sick and distributes medicine free. He also under-
takes minor operations, while major cases are transferred
to the Government hospital. His task further includes the
inspection of food in the local markets and, generally, the
supervision of health conditions in the village. A qualified
health visitor, with training in social service, attends to
pregnant women and babies, teaches women cottage indus-
tries, dressmaking and the like, visits village schools to
instruet children in hygiene and cleanliness, and regularly
visits each house in the village and teaches and demons-
trates’ household hygiene.

Firancial Aspecls

Distriduirion of Wealth.

‘ Community structure, health conditions, and the type of
existing health facilities in rural Asia have been found to
favour a unified health service providing both medical eare
and general health care for tke rural population. How,
in praetice, could an adequale service of this kind, and
more particularly the medical care part of the service, be
financed ? The per capita income in most Asiatic coun-
tries is very low, especially for the rural population. In
China, for instance, the average annual income per head
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of the agricultural population in the period 1929-1931 was
73 Chinese dollars, as against 416 dollars per head of the
population engaged in modern industry. These figures, how-
ever, do not represent money income; in fact, a considerable
part of the output in agriculture is consumed directly by
the family of the farmier; a part, if he is a tenant, goes to
the landlord; and a part to the tax collector, either in cash
or in kind. An enquiry in China showed that on the average
as much as half of the harvest was paid in rent to the land-
owner.

Indebtedness has been very extensive, moreover: much
of the available cash income of the farmer has gone to the
mceneylender. Thus, in 1933 at least 50 per cent. of the
farmers in China were estimated to be in debt. It may
therefore be assumed that the income of the vast majority
of the rural population has not exceeded the subsistence
ievel and their money income has been very low indeed. TWor
the present, however, the situation of the farmers has been
creatly eased by the currency inflation, which has enabled
them to pay off most of their debts. In India, rural income
in 1931-32 was only 48 rupees per year per head, as com-
pared with an urban income of 162 rupees. In Ceylon, an
economic survey revealed that in 8 districts an average of
73 per cent. of the rwral families were in debt (percentage
varying from 57 to 100).

The Medical Care Recommendation, 1944, provides that
under a social insnrance medieal care service persons whose
income does not exceed the subsistence level should mnot be
recuired to pay an insurance contribution; equitable con-
tributions should be paid by the public authorities on their
behalf or, in the case of employed persons, wholly or partly
by their employer. In most Asiatic countries the majority
of the rural population wonld fall within this group of per-
sons for whom contributions would be payable by others.
The complicated mechanism of insurance would therefore
appear inappropriate in these countries. Social assistance.
granted on the basis of a means test, on the other hand, would
involve enquiries into the means of each applicant; but
since it is known that the majority of the population would
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satisfy the means test. this would be redundant for all
practical purpeses.

A public serviece availabl: without contribution conditions
or means test and financed out of public funds would there-
fore appear the most reasonable solution.

Possible Financial Resources.

i+ The next guestion, however, is how to rvaise the funds
required to finance such a service, in view of the generally
low income of the Asiatic countries. The funds at preseut
available for financing general health and medical care ser-
vices have as a rule proved insufficient for the maintenance
of an adequate standard of cfficiency, and supplementary
resources must therefore be found if health services are to
be gradually improved and extended. The Bhore Cew-
mittee recommended that every municipality in India should
earmark not less than 30 per cent. of its income from all
sources other than (Government grants for expenditure on
medical and general health care, and every district board
or panchayat noct less than 12.5 per cent. of its income, and
that Governments should be obliged to spend not less than
15 per cent. of their revenues on health activities. The cost
of the short-term programiue is estimated at 1 rupee 13 annas
ner head per year. In Dombay province, a scheme has been
introduced und¢r which medical practitioners are subsidised
by the Government on condition that they practise in rural
aveas. HBach subsidised medical practitioner regularly visits
three or four villages on definite days of the week. Rarly
in 1945, 333 such centres had been sanctioned by the Gov-
ernment and more are to be established. The reconsirue-
ticn schemes of the Government of Bombay morecver pro-
vide for the improvement of district headquarters hospitals
at a cost of 1,600,000 rupees. The total cost of the new
health schemes is estimated at 6,036,000 rupees capital ex-
penditure and 3,754,000 rupees recurring annual expendi-
ture. These plans, ag aiso those in China, provide for the
financing of medical care mervices out of general revenue.
It might, however, be well to set aside some special source
of ‘income for meeting the expenses of medical care, and
these expenses only.
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Some indication of the possible sources may be obtained
from the fact that a high proportion of the natioral incowe
appears to be concentrated in a few bands only. In India,
for example, one third of the national income is estimated
to be shared by not more than 5 per cent. of the popula-
tion: according to an estimate published in 1924, out of u
total population of 320 million, there were at one end of the
scale 30,000 persons (including 6,000 earners. supported
by incomes of 100,000 rupees a year, and at the other, somc
200 million people supported hy incomes of 50 rupees a year.
In Ceylon, in 1935, 78.16 per cent. of the incomes of residents
were below 25 rupees a month, 92 per cent. below 59 rupees,
and 97 per cent. below 100 rupees; the landowrer’s share
in 1he crops varies gencrally from one half to one sixth of
the yield. In China, 75 per cent. of all peasani; work on
farms of less than 4.9 ucres, 92-per cent. on farms of less
than 8.65 acres.

Those in whose hands a great part of the national wealth
is concentrated migit thus be called on for the raising of
special funds. As regards the rural population, the owners
of large estates employing agricultural labour, and those
whose estates are cultivated by tenants, might be required
to pay a share of the cost of medical care services in their
region. It may be recalled that, in a number of countries,
the owners of estates are in fact at present liable to provide
medical care for their labouarers. The health tax collected
from these landowners might be based on the area culti-
vated, having regard to its quality, or on the total net in-
come derived from the estate. Care should be taken that
this tax is not transferred vo the labourer or tenant, direct-
ly or indireetly, and that it is raised in the form of a tax
on income. .

Smallholders, that is landowners not employing labour-
ers on their land or leasing their land to tenants, might he
asked to contribute a small tax. This tax might be a per-
centage added to the land tax, where such a tax is payable,
or could be based on the area cultivated and the size of
the tamily, as well as on the nature of the erops, heing made
to depend on the area per head of family not employed
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otherwise than on the farm, so as to take account of the
nrumber of people whom the farm has to feed. The nature
of the crop 'is evidently of great importance in this con-
nection. 1f the area per head of family falls below a
minimum deemed sufficient only for subsistence, no tax
should be charged, as stipulated in paragraph 89 of the
Medical Care Recommendatiou, 1944, Generally, in Asia-
tic countries farms are smull; in China, moreover, it has
been found that the size of the family tends to increase
with that of the farm. An enquiry into the conditinns in
two Chinese villages showed that the farms yielded an
income which, after payment ol rent and the home-con-
sumption of rice, left a margin quite insufficient to cover
other necessary expenses.

The health tax so raised together with that collected
from persons residing in rural areas other than farmenrs,
wonld go towards the financing of the medical care services
administered centrally by the Government, and locally by
officers of the health authorities with the assistance of
representatives of beneficiaries and the advice of profes-
sional bodies. To the proceeds of the health tax would be
added a contribution out of general revenue towards the
expenses of central administration and general health care.
This contribution would be at least equivalent to the one
now granted and would have to be gradually inereased as
hieaith services developed and the national income rose as
a result of improved methods of farming, through irriga-
tion, the use of tractors and motorised transport, co-opera-
tive or collective farming, and the like.

Congideration might be given to the possibility of sthou-
lating the interest of the people in the medical care service,
and of encouraging self-help, by raising a very low contri-.
bution from all villagers, including tenants and labourers
as well as tradesmen, whose income rises above a prescribed
leval, to be fixed by the responsible authorities, which would
take account of actual conditions m each area.

Tt might be advisable for the State to raise spezial funds
for financing the building and equipment of hospitals, and
the establishment of health centres in those areas in which
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a health tax on income cannot be raised according to the
suggestions made above m conformity with paragraph 91
of the Medical Care Recommendation, 1944.

UrBAN aND INDUSTRIAL POPULATION
The Problem wn General

Health conditions and their counterpart, health facilities,
althuugh better in some urban areas than in many rural
varts of Asia, nevertheless fall far short of adequate stan-
dards in the mwajority of cases. Moreover, a number. of
factors aggravate the health situation in towns as c¢ompared
with that in the country. One of these is housirg, parti-
cularly among industrial workers. Figures quoted by the
Bhore Committee for India point to excessive overerowding,
both among industrial workers and in the urban popula-
tion in general. In 1938, 74 per cent. of the pcpulation
of Bombay, 62 per cent. of the families of Cawnpore, and
63 per cent. of those of Lucknow lived in one-room tene-
ments. In Bombay, such tenements constituted 81 per
eent. of all tenements. In Bengal, at the beginnicg of the
war, 150,000 workers in the Calcutta-Howrah area lived
in 4,000 one-room tenements. The Committee, deseribing
housing conditions in Calcutta ‘‘bustees’’ and in Cawn-
pore ‘‘ahatas’’, stated that as many as 8 or 10 persons not
infrequently live in one dark, dingy room of about 10
by 8 square feet, which neither air nor light can enter.
‘*Washing and bathing facilities are pften non-existent.”’
In scme cases, however, employers have provided their
workers with better housing conditions. Overcrowding is
also known to be severe in Chinese and other Asiatie citics
and towns. In Ceylon, however, urban conditions are in
general more satisfactory than in the other Asiatic coun-
tries under review, with the possible exception of Malaya.

In China, the effects of the Japanese oceupation and the
present housing shortage have together led to inecreased
adoption of the system of dormitofles for the workers,
A large number of undertakings which have installed such
dormitories in order to be sure of a regular labour supply
hzve done so in a haphazard manner, quite insufficient to
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provide for proper rest and personal cleanliness. More-
over, it sometimes happens that a two-shift system applies
in the dormitory as in the\ workshop. Further, in small
handicraft undertakings, the workers, and in particular
the apprentices, often sleep in the workshop itself, a cus-
tom which is also to be found in small workshops in otker
Asiatic countries, for example, in the Chinese wcrkshops
in Indo-China.

Under these circumstances, the so-called panel system,
under which doctors established in private practice treat
insured persons at their surgery, or at the patient’s home
when the latter is incapacitated, would appear impracti-
cable; no reasonably adequate care can be provided in over-
erowded oune-room tenements lacking air and lighi as well
as sanitation, or in overcrowded dormitories; still less can
it be provided if the worker can count on the use of his bed
only for one half of the day or sleeps in a corner of the
workshop. In view of the inadequate housing accommo-
dation, hospitalisation of the urban population in the cvent
of incapacitating illness would appear the only adequate
golution. As to out-patient care, in view of the scarcity
of doctors, their concentration in the wealthier distriets,
and the consequent inaccessibility of private surgeries to the
industrial workers and other impecunious ecitizens in towns
and cities, the provision of group practice at health centres
would appear to offer considerable advantages, as pointed
out by Professor Adarkar in his report on health insurance
for industrial workers, already cited.

Professor Adarkar has also drawn attention to ths dunge:
of laxity in certifying incapacity for work under a panel
system. In his opinion, a salaried service must be preferred
from this standpoint, and it has the further advantages of
facilitating group practice and providing an adequate in-
come for young medical practitioners, who at present are
handicapped by the poverty of the masses when establish-
ing themselves in priyate practice. A salaried service based
on well-organised health centres, staffed with nurses and
other auxiliary: staff to assist the doctors, and linked to
hospitals providing specialist care, may be expected greatly
to increase the efficacy of the doctor’s work., Such eo-
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ordination and co-operation, it may be hoped, would more
than compensate for the absence of commercial competi-
tion. ‘‘What is wanted’’, said the Minister of Health in the
British House of Commons, when the National Heaith Ser-
viee Bill was read a third time in July 1946, ‘‘is not a com-
petitive, but an emulative spirit.”’

The Organisation of Health Services

Government Health Services.

Government liealth services providing medical care free
of charge or subject to 2 means test, exist in many Asiatic
towns or cities, although they are frequently inadequate
tc cope with a demand which, owing to a higher prevalence
of disease in general, is potentially greater than in coun-
tries like Australia or New Zealand.

The organisation of medical‘care and general health care
in varicus Asiatic countries has already beea deseribed
earlier in this chapter. Large cities, such as Bombay and
Calcutta, are equipped with Government hospitals ccni-
prising free out-patient departments available to the whole
population, but the accommodation is, as yet, by no means
sufficient to provide effectively for the total number of
patients requiring hospitalisation or other care. In China.
the health centre system of public medical care is planned
mainly for the rural areas. Towns and cities have certain
obligations to provide hospital care for those wkn are not
able to afford it at their own expense. In Chungking, for
instance, the health authorities maintain a number of elinics
and medical units which provide medical care, undertake
health examinations, provide first-aid, assist in cases of
childbirth, and also econduct health education. At Canton
City, the municipality owns two general hospitals, one
hospital for infectious diseascs, one for mental cases and
oue for women and children, and also maintains a health
inspection institute, a dispensary, and district geuneral health
centres. The municipality moreover operates small first aid
and immunisation stations in the dormitories of factories.
Tha number of doetors in Canton practising western medicine
is 1937; those practising Chinese medicine, 1,562. There
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are als. 680 midwives, 157 nurses, 284 dentists, 12 dental sur-
geons, b pharmacists, and 52 dispensers.

With the exceeption of wage earners, the urban popwia-
tion in Axziatic countries consists chiefly of tradesmen, arti-
sans, and other classes of independent workers whose in-
comes may be assumed to be very low, although the pre-
sence of wealthy merchants and other well-to-do people .
towns and cities tends to raise the average inconic in urban
as compared with rural areas.

“The reasons militating against social insurance or social
assistance are therefore much the same as in the icase of
the rural population~and inelude the searcity of donciors
in the poorer districts, as well as housing conditions. An-
other point in tavour of a public health service, providing
both medical and general health care and co-ordinated w'th
environmental hygiene, is theefact that large agglomerations
offer considerable facilities for the collective organisatior
of health services and environmental hygiene. Moreover,
éven where the standard of living is high, the mechanism
of social insurance can only with difficulty be applied to
independent workers and the self-employved.

The development of existing urban Governmwenr services
on the lines of a hospital-health centre system would, for
the great majority of the urban population, appsar to pre-
sent the most adequate programme, and permit of the in-
tegration of rural and urban health services in one well-
sreanised, centrally controlled system. The financing of the
medical care facilities in towns and cities by a special health
tax on incomes above the subsistence level wonld be faci-
litated as a result of the accumulation of wealth in larga
cities.

Employers’ Liability.

In some Asiatic countries, the employers of industrial
wage curners are also liable io provide some form of medical
care for their workers.

In Ceylon, for instance, the Factories Ordinance provides
that facilities for rendering first aid and providing medical
care of a preventive nature shall be maintained by the
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employers “in factories.! JIn shops the employers must
provide for the workers’ ‘‘comfort and health’’. The obli-
gations of employers in Indo-China in respect of labourers
under written contract—mainly agricultural—have already
been referred to in this chapter. Employers of labour-
ers without written contract in such industries as mining
and railway construction are required to meet preseribea
standards as to the fcod and lodging provided, safety
measures, isolation of the sick and medical care facilities.
Larger establishments in Tonkin must provide a medical
station staffed by a medical attendant, an ambulance serviee
with a medical attendant, or a resident doctor. The cost
ol hospitalisation is met by the employer.

The effectiveness of such regulations evidently depends
on the extent of the supervision exercised by the health
authorities. In any event, the responsibility of provid-
ing medical care should not be placed on the employer
alone; it has been recognised, internationally, as a collee-
tive liability of society.

Social Insurance for Wage Earners.

In the West, and more particniarly in Burape, wmedica!
care for wage earners has bee:n provided largely through
the agency of social insurance schemes, which were gralted
on existing private medical practice and made use of pub-
lic and veoluntary hospitals for the hospitalisation of in-
sured persons and their dependants. Social insurance is 4
stage in the evolution from poor rclief vig social assistance
to a system under which the bereficiary emerges from the
status of a recipient of charity or a pauper subjected to
& means test and becomes a citizen entitled to medcicul car:
as of right. This -evolution, as regards medical care, seems
to be leading to a concept transcending both the concept
of rocial assistance and that of social insuranee, namely, the
concept of a public medical care service, available to all
without a means test or contribution conditions, and financed
from general revenue or by a speecial tax on income, com-

1 This provision has not Dbeen brought into force beeause of the
fabsence of a suitable technieal officer.
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parable to the public service of education as il is now com-
ceived in enlightened countries.

Public medical care services have been established in
Australia and New Zealand, and a complete public service
has recently been introduced in Great Britain. The intro-
duction of a public health service has been approved in
Sweden and is being planned in Czechoslovakia, where 1t
would supersede the existing social insurance mediecal care
service for wage earners. The Irish Government also in-
tends to initiate a policy that would put an end to the
dependence of both preventive and curative health services
on the public assistance system Mothers and children will
be the first to receive free medical care without a means test.

In Asiatic countries, with their predominantly rural
popiilation, the stage of poor relief or social aseigiance has,
in a number of cases, been bypassed, owing largely to the
inability of the masses, both rural and urban. to pay for
medical care, and the necessity to proceed by way of Govern-
ment aid rather than self-help. There, medica! care is pro-
vided as a publi¢ service. On the other hand, sickness in-
surance providing benefits in cash and in kind is almost
non-existent at present. The salt miners” insurance scheme
in China, the sickness funds in India, and the so-called
welfare funds in those two countries have been deseribed
in Chapter TII. In China, these welfare funds are more
in the nature of social insurance, being financed by contri-
bulions from or taxes on employers and workers; in Tndia,
the funds for the coal and mica mines are supported by a
tax on coal and coke or mica and are more in the nature of
public services, being administered by the Central Gov-
ernment, which may also make grants to such funds Plans
are at present under consideration to introduce social in-
surance for all factory workers, both in China and in India.

An interesting case of the organisation of medical care con
a co-operative basis is that of the '‘Shanghai (o-operative
Industrial Hygiene Cenire, which was organised in 1941 to
provide health care for workers of undertakings too small
to be expected to open a dispensary of their own. The prin-
cipie of the scheme is to set up a joint dispensary for a
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group of member factories which are situated about 10 to
15 minutes’ walk apart. By 1944 the Centre¢ had 476 mem-
ber factories with a total of 10,000 workers, aad it runs
5 dispensar‘es and a small hospital. :

[f medical care for wage earners were to be provided by
means of social insurance, part of the contribution raised
could be used to make available to insured persons and lo
their dependants special medica! facilities, either separate
and owned by the insurance institution, or, preferably,
forming part of the public medical care service and admi-
nistered under the supervision of the health authorities.
This method would have the advantage of hastening the
introduction of sickness cash benefit insuraunes, of giving,
insured persons better medical care than they would other-
wise obtain in the near future, and of establishing a cldser
link between cash benefit insurance and the medical care
service. Great care would have to be taken to preserve
intact the medical facilitics at present maintained by em-
ployers where these are of a high standard, as is not infra-
Guently the case in Asiatic countries. Provision might be
made for employers to continuc the management of their
own service under the insurance scheme, in return for a
pavment from the insurance fund.

It may, however, be questioncd whether, in tle given eir-
camstances, social insurance would be th: appropriate
vehicle for providing industrial wage earners with medieal
carc. They represent a very small percentage of the total
population and only a fraction of the urban population:
for the others, medical care wouil have to be provided in the
forr: of a public service co-ordinated or integrated with the
prevision of general health cars and environmentsl hygiene.
To single out wage earners for social insuranc: would be
contrary to the basic principles of a publiec serviee: equality
of treatment and universal availability, Further, the level
ot -wages is, in general, low and many wage earners’ in-
comes would be found to be below the subsistence levei:
contributions on their behalf would, accordingly, have to
be paid either by the public authorities or by their em-
pioyers. The social service would therefors be financed
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from the same sources as the public medical care serviee,
mamely, the incomes of employers, the incomes of wage earners
which exceed the subsistence level, and the general revenue.
Iun other words, under a social insuranee medical care service
for wage earners which is grafted on, or parallei to, a publie
medieal care service for the rest of the population, employers
and wage earners with taxable incomes would be paying
imsurance contributions on pav-rolls instead of the hcalih
tax on income outlined abovel, in addition to contributing,
threugh general income tax or otherwise by taxation, to the
general revenue, part of which would go to the financing of
the public health service. As contributions on pay-rolls
tend to hecome—from the standpoint of the employer—-pait
of the wage, and thus of the cost of production, the ulti-
mafe cost would fall on the consumer, without thi equity of
distribution inherent in the income tax system.

Mcreover, any special arrangements for providing insured
persons with better medical care would tend to throw out
of gear the normal deveiopment of the public service, and
workers moving in and out of insured employment would
be entitled to such special care only during their neriods of
imsurance, when they would obtain their medical carce trom
the special facilities placed at the disposal of the insurance
fond, and would be thrown baex on the general service when
out of insurance. This method would also resuls in diseri-
mination between different groups of beneficiaries of the pub-
ke medical care service. Such a state of affairs exiwis at
present in Chile, where the public hospital acministratioun
provides free care to all citizens, while the social insurance
funds have their own clinies, but avail themselves of the
facilitics owned by the hospital administration for the hos-
pitalisation of insured persons, in return for special pay-
ment. Insured patients accordingly receive preferential
treatment in hospitals. It mayv be mentioned that leading
experts in that country favour the eventual amalgamation
of al} medical ccre services in a public service providine
adequate care for. the whole poepulation.

18ee pp. 104—106.
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SuMmMARY oF ProposaLs

A Public Medical Care Service

A brief study of the structure of population, health con-
ditions and health facilities, the existing provisions for
health, and the tendencies prevalent among experts. as weil
as financial considerations, would appear to favour the cstab-
hshment of a public medical care service, integrated ov close-
Iy co-ordinated with the protision of general lealth care
and environmental hygiene, rather than of a system of sucial
insurance. The alternative of a social insurance service pre-
supposes a standard of living under which a majority of
the population enjoy an income, largely in cash, alicve the
subsistence level ; an ample supply and adequate distribution
of doctors already established in practice; and, so far as
industrial workers are concerned, stability of employment.
None of these conditions are fulfilled in the majorvity of
Asiatic countries. A means test, on, the other hand, would
appear redundant in view of the low standard of living of
the majority both of the rural &and of the urban population,
which leaves little doubt as to their inability to pay for
medical care. The need for health protection, moreover,
is universal, and calls for a form of organisa-ibn embrae-
ing the whole population, and the removal of all barriers
that tend to withhold care from those who need it.

The wealthier classes, including more particularly em-
ployers, merchants and landowners, may be called upon to
make the major contribution to the cost of the health ser-
vice, not only by way of ordinary taxation but in the form
of a health tax specially earmarked for medical care. They
will be entitled to avail themselves of the medical cave ser-
vice and will actually do so once the stapdard has been
raised to such a high level of efficiency as to make private
practice and nursing facilities redundant. At the same
time, all self-employed persons, whether farmers, wage
earuers, shopkeepers, artisans or others, whos¢ income in
kind or in cash is' in excess of the subsistenca level could
be called upon to contribute a health tax towards the cost
of a medical care service. The proceeds of this heolth tax
worid be used for the improvement and extension of a
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medical care service available free of charge to all residents.
In addition, a preseribed part of the general revenues of
central, provincial, State and local authorities, increasingly
large as the national income rises, would be set aside for
financing the ecentral services, such as general hospitals,
health centres for speecialist treatment, and special institu-
tions for infectious diseases, tuberculosis and mental cases,
and to meet the expenses of central administration.

Seme idea of the magnitude of the proceeds of a health
tax may be gained from estimates of the distribution, ae-
cording to ownership, of the rural area in Indiz. In 193%-
38, 25 per cent. of the total area under cultivation was
owned by landlords (‘‘zamindars’’), 39 per cent. partly
by landlords and partly by village communities, and 36
per cent. by peasants. It should be noted, hicwever, that
a very large number of persons not cultivating the land
derive thcir income therefrom. The intermediaries between
landlord and cultivator are very numerous, sometimes more
than 50, and rackrenting prevails in some areas 10 such an
cxtent as virtually to obliterate the distinetion hetween
the cultivating tenant and the landless labourer. Care
should presumably be taken to tax, first of all, those whe
derive income without themselves cultivating the land.

The health service would be based on central hospitals
equipped with complete out-patient departments providing
all kinds of specialist care, and complemented by smaller
hospitals at the more immportant population centres, suit-
ably distributed according to density of populavion. (‘on-
centric, rings of out-patient clinics located at health centres
providing also general health care, and distributcd over the
country according to density of villages, would send cases
requiring specialist care or hospitalisation to the vearest hos-
pital-health centre. Moreover, ambulant specialist services
could, where required, visit out-patient eclinics in villages
and small towns at regular intervals. For sparsely settled
areas, flying doctor services, providing first aid, general
practitioner care, and general health care, such as inoeu-
lation, could be organised much on the lines of the Austra-
lian Flying Doctor Service. Every village should eventually
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be visited periodically by doctors and have reasonable access
o an out-patient clinic combined with a health centre and
to specialist treatment at:the larger towns. So far as
possible, a child welfare centre giving advice and help to
expectant and nursing mothers should be set up in each
village.

This might be the long-term health programme in Asiatie
countries. However, in view of the relatively low income
both of the urban and of the rural population, the establish-
ment, improvement and extension of a public medical and
general health care service will probably be very slovw. It
might, therefore, be advisable to speed up the process of
improving the medical care facilities by concentrating efforts
on certain areas where funds could be raised more readily
than is generally the case. Such areas might include farm-
ing districts with a relatively high output of agricultural
produce per head of population and industriar areas, or
towns or cities whose inhabitants would be willing to make
a special effort. The health tax suggested abovz on incomes
considerably in excess of the subsistence level would first
be used for the construction or extension and the equipment
of health centres with out-patient clinics and ambulance ser-
vices in the area where it is raised. These health facilities
wonld be owned by and would form part of the public medi-
cal care service of the State or provinee in which ile area
is situated, and their administration would be in the hands
of the health authorities. They would be available to all
residents of the area concerned, whether or not they were
liable to the health tax. Jlealth boards representing the
local beneficiaries might be formed to advise and assist the
local health officers employed by the central, provincial, or
State health authorities, as the case may bey in the local ad-
ministration of the service. ‘

In the case of industrial workers who are also covered by
eash benefit insurance schemes, the social worker or other
officer—preferably a nurse—of the health service could be
entrusted with the task of visiting at their home and helping
incapacitated patients who are not hospitalised, and inci-
dentally of keeping a check on malingering. Health work
at village health centres could be combined with other orga-
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nised work for the improvement of rural conditions, through
the teaching of more rational farming methods, the better
selection of seeds, the imtreduction of subsidiary cottage in-
dustries, the instruction of women in handicrafts, and like
measures.

In this way, while a universal health service providing
medical and general health care would be intreduced and
gradually extended over the whole country, a medical care
service of a higher standard than would otherwise be avail-
able could immediately be developed in those areas where a
health tax could profitably be levied without delay. A small
part of this tax would evidently have to be set aside, not for
the improvement of local services, but as a contribution to-
wards the cost of administration by the health authorities and
also to secure, for the area in question, specialist care and
hospitalisation at larger hospitals and medical centres out-
side the area.

If this alternative were adopted, the introdueicn of sick-
ness benefit insurance for wage earners would have lo be
so timed as to coincide with the attainment of an adeqguate
standard of medical care in the areas where the wage earn-
ers reside. Without such adequate medical care, as pointed
eut in Chapter V, sickness insurance for cash benefits would
be impracticable.

Social Insurance

It may be argued that the development of a public medical
care service on the lines suggested in the preceding para-
graphs will be so slow as to delay unduly the introduction
of sickness-cash benefit insurance for wage earners, and that
the possibility of expediting the provision of adequate medi-
cal care for wage earners by the method of social insurance
should therefore be considered. Insurance contributions
couid, if this alternative were adopted, be partly applied
to the provision of special medical facilities for insured
wage earners within the public medical care service, pend-
ing the development of the latter. Clinics could be buiit
niear the places of work or residence of wage earners and
made available only to insured persons and their families
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and accommodation of a better class than that at present
provided in public wards could be made availablc to imsured
persons at public hospitals, conceivably by the comstruction
of special wings, and in return for payment by the insurance
fund.

The advantages and disadvantages of such a development
have been discussed in the preceding section of this Chapter.
If the achievement of a satisfactory and well-balanced medi-
cal care service for the whole population is deemed a pri-
mary aim of national social policy, the coverage of wawe
earners by the general public health serviee, withcut a sab-
sidiary social insurance scheme providing benefits in kind,
would appear to be the more desirable solution.



CHAPTER VII

LIST OF POINTS FOR DISCUSSION

‘The following list, which is not intended to he exhaustive,
imcludes only those poinis upon which discussicn appears to
be necessary in order to enable the main issues encountered
in the planning of a social security programme to be clari-
fied. It is assumed that the general principles of the In-
eome Security and Medical Care Recommendations, 1944,
are accepted as a final objective.

INcOME SECURITY

1. Desirability and feasibility of a separate income security
programme for peasants, providing for :

(a) use of co-operative societies as social insurance agencies;

(b) group life insurance and group accident insurance
covering serious disablement and death;

(¢) experimentation with crop and livestock insurance
which would cover the gravest risks to the peasant’s
income security and remove the main cause of his
indebtedness.

2. Desirability of gradually introducing an income secu-
rity system for employed persons, on the basis of social
insuranee, in which regard would be had to the following
principles:

(@) adoption from the outset of an integral long-term

plan of social insurance t be fulfilled by stages;

(b) insurance of all ecmployed persons in the area where

the system applies, subject only to the provisional
exception of workers in small and unstable undertak-

(c) benefits aimed at sffording at least a minimum of

subsistence ; )
(d) provisions governing contribution and benefit rates
and benefit rights made as simple as possible;
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provision for merging the rates of employment in-
jury benefits with those of the corresponding berefita
of sickness and pensior. insurance.

3. Consideration of the suggested necessary conditions for
the introduction of benefits for the several risks:

(a)

()

(c)

basic old-age and survivors’ pensions can be intro-
duced immediately for an urban populatior compris-
ing employed persons, employers, and selt-employed,
provided that the great majority of the insured popu-
lation will spend their working lives within the area
of administration and provided that a substantial sub-
sidy from general taxation can be afforded;

benefits in case of sickness, maternity, and employment
injury can be effectively administered tor all persons
employed in industrial and ecommercial undertakings
and on plantations, where the employers are large
and stable enough for it to be practicable to collect
contributions, provided that adequate medical faci-
lities exist for the treatment of beneficiaries,
benefits in case of invalidity can be effectively adminis-
tered only for persons who are insured for sickness
benefit and for old-age and survivors’ pensions;
benefits in case of unemployment can be effectively
administered for a population that is sufficiently large,
stable, and dense and that is employed in well-diversi-
fied industry and commerce, provided that an experi-
enced employment service is already in operation,

4. Desirability and feasibility of establishing a small ex-
perimental scheme of social insurance covering the risks of
sickness, maternity, and employment injury in order to:

(2)

(d)
(e)

develop suitable administrative machinery and pro-
cedures and to traiu personnel;

develop co-ordination with the medical care service;
investigate the morbidity of €he insured population
and ascertain the quantity and quality of medical.

. facilities required for adequate treatment,

(d)

work out suitable rates of contributions and benefits-.

MepicaL Care

5. Desirability of providing medical care for the whole
population on the basis of a public serviee, without contri-
bution condition or means test, rather than through soeial
insuraice or social assistance, in view of:
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(a) the predominantly rural character of Asiatie coun-
tries and their village economy;

(b) the absence, in many areas or communities, of »a
money economy ;

(e) thf low standard of iiving of the population in gene.
ra

{d) the general need for an extension of medleal care
facilities; and

(e) the prevalence of preventable disease.

6. Desirability and feasibility of integrating the public
medical care service with general health care services and,
to some extent, with environmental hygiene in one com-
plete health service, with a view to rendering the medical
care service more effective by strengthening and extending
preventive measures and environmental hygiene.

7. Feasibility of financing the public medical care ser-
vice by a special tax on incomes exceeding the subsistence
level, with a view to accelerating and facilitating the ex-
tension of medical care services by adding the proceeds of
the special tax to the funds coming from general revenue.

8. Desirability of first introducing the special tax in areas
where, owing to high agricultural output or a high average
level of income, the proceeds of the tax would be appreei-
able, and of using these proceeds to develop medical care
facilities in that particular area, taking into consideration
the fact that the raising of the standard of medical care in
the whole country may progress slowly.

9. Desirability of providing, for wage earners in urban
areas, special medical care facilities by means of social in-
surance contributions,

10. Desirability of vesting the ownership and adminis-
tration of such special medical care facilities for wage
earners, if any, in the health authorities administering the
public medical care service for the whole population or,
altelnatlvely, of vesting their ownership and admlmstra-
tion in the wage earners’ insurance institution.

11. Feasibility of organising the medical care service on
the basis of hospital-health centres providing all kinds of in-
and out-patient care, and complemented by local hospitals
and outposts for general practitioner care and auxiliary
services.

12. Feasibility of locally co-ordinating medical care and
general health care, rucit as maternity and infant ecare,
vaccination, examination of school children and the like,
by establishing common centres as headquarters for. all
or most health services, or alternatively, by establishing
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medical care centres in proximity to those for general health
care, )

13. Feasibility of organising travelling clinics in motor
vans or aireraft, or other mobile hospitals providing first
aid, dental care, general examination, maternity and child
care and possibly specialist care and temporary hospital
accommodation.
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