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TITLE OF THE PROJECT “ASSESSMENT OF QUALITY OF
FAMILY WELLFAR SERVICES IN




KARNATAKA : A CASE STUDY OF
BIJAPUR DISTRICT”

11 | OBJECTIVES OF THE PROJECT
*To examine the infrastructure facilities in Primary health centers in each Block
(taluk level).
* To recognize the facilities of indoor patients, ( Lab, Van) in each Block
* To assess the efficiency of each PHC Center,
* To assess the efficiency of each SC Center,
* To suggest suitable measures for the development of service center.
* To know the efficiency of each PHC center ,based on workload factor.
with the help of M Glashan’s formula.,
* To assess the Spatial distribution of Primary Health Centre in study region.
12 | WHETHER OBJECTIVES YES.

ACHIEVED : (Give Details)

The objectives of the major research project
were fully achieved by enumerating the
following points. The data on all the aspects
relevant to the study are collected, quantified
percentage technique is applied, analyzed and
interpreted statically during our study period.

The details are as follows

#* [dentification of SC,PHC and CHC with
special needs should become an integral
part of the micro-planning and selected

surveys centers




* Assessment of each identified SC, PHC and
CHC needs infrastructural facilities, staff
position should be carried out this
assessment and  recommend  most
appropriate placement for every SC and

PHc with special needs.

* As far as possible, every sub centre with
basic needs of water, electricity and

medical kits etc

* Intensive trained per medical staff ,should
be under placed in regular basis with needed

support services

* Special care has been taken for the indoor
patients like pregnant women and new born

children.

* Identified out of existing infrastructure like
beds, air coolers operation theaters
laboratories ,medical kits recommended the

shortage places

* Special care taken for Infants new babies

and their mother.

* Identified requirements of more financial
assistance for purchasing tablets, medicines
,and others based on pressure of indoor and

outdoor patients

¥ Special emphasis must be given to more
distance from Sub centre to Primary Health

centre.




SUMMARY OF THE FINDINGS (in 500 Words)

Researcher observations and depth interviews through health workers and
other employs of health centers in different taluka of the district. Researcher have
varied experiences of health workers in delivering the family welfare services in the

district .

Seventy- five health workers were interviewed, both male and female, out
of which ANM 30, Lady Health Visitors (LHVs) 30, and Health Supervisors 15
(HS) . Other employees of PHCs and SCs whenever we have inquired about them,

the usual reply was that they have gone for their routine fieldwork.

Most of the ANMs reported that due to some ( pulse polio, dengue, others)
campaign being launched twice or three times in a year, their workload has
considerably increased. Several of them grumbled that Aganwadi workers were
not helping them as required because they happen to be family members of
influential households of the villages. They spent more time in their own houses

and never think of their responsibilities as Aganwadi workers.

An ANM visits two days in a week to the PHC for meeting with the MOICs.
This leaves them virtually four days, out of which they devote one day at the sub-
centre for immunization. Rest three days they reported going to the villages for

immunization.

In most cases an ANM has to cover 8 to 12 villages and the distances

between villages range from 3 to 12 km approximately.

As per norm an ANM is expected to serve 5000 populations, but in
actuality they have to serve population more higher than this figure. It is reported

by LHVs that they are expected to visit 4-5 sub centers in a week’s time.

Due to retirement of male health workers and non-filling up of their posts
have increased their workload apparently. But actually ANMs are mostly confined
to the work of immunization and fulfilling their quota of sterilization allotted to

them.




Most of them believed that follow up services in case of family planning are must
for making good opinion about the health and family planning providers.

In the week, three days visit to meetings at health offices and PHC, Rest of
the days they visit field for counseling the couples and motivating them for
sterilization and Family planning . This gives very short duration of effective time
in the winter season. Lack of regular transportation and number of rainy days were
reported to be affecting the field operation.

Sub centers are usually located in remote areas and there is no timely
transportation to reach there place .Transportation is the main problem in the
movement of ANMs. During rainy season this becomes even acute because of
muddy roads. They have to depend upon their husbands or sons for their

movement.
There is a complete lack of support from the panchayat functionaries

Recently contract appointments of ANMs have also been made. The ANMs
are locally known as RCH-ANMSs. They have very subordinate position and are not
supplied with drugs and delivery kits. They have also not received salary for several

months as revealed during the interview. There is a lack of follow up services

Non-availability of lady doctors at the PHC level is a major hurdle. This

is one of the reasons why women are not coming for sterilization.

Researcher have given some important Suggestions to Improve the Family Welfare

services in Bijapur districts :

*There should be a well qualified lady doctor at the PHC level who should visit the

sub-centre at least once in a week.
*There should be at least one RCH camp in every month at the sub-centre level.

*No local ANM should be appointed
*There is a need to improve IEC in the villages. Lots of hoardings should be pasted

in the villages like pulse polio program.




There should be a provision for injectables in family planning programme.

* Help of functionaries working at village level belonging to different Govt.
departments other than health and family welfare are needed for the success of

family planning program.

* Routine vaccinations should be done on all working days at the sub center and
door- to-door immunization should be discontinued. There must be at least one-

trained Dai at every sub centre /village

* Sometimes because of the negligence of the doctors during operation, the clients

are getting hostile to family planning programme.
* Compared to the pulse polio programme they are not getting support from the
villagers to the family planning programme.

* There should be a provision of sufficient quantity of pills for distribution on

weekly basis at the sub centre level.

*ANMs need to take permission from the husbands of the respective clients.
Sometimes husbands do not allow them for operation. In such situation if male
workers, motivate the husbands, it would be very helpful. But male health workers do

not support them in this endeavor.

*There should be an Operation Theater for performing sterilization at every PHC.
* After sterilization proper attention should be given to the client.

*Vehicle should be made available for the client after sterilization

*There should be proper motivation similar to that of pulse polio program.

* ANMs should be given only limited area.

*Some schemes such as loan schemes should be given to the couples with 2

children
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Contribution to the society (Give details)

The study indicates the following points and hence needs the urgent attention
by the government and the people concerned to plan for relevant development
and policies.

This study reveals that, there is acute shortage of basic medical facilities in
rural areas culminating in their need to travel long distance for their medical
needs, if distance is reduced ,it will benefit the more people to get medical
facilities.

The common man in general and the poor man in particular spend large
amount of their earnings on health care for buying medicines and for
hospitalizations. So, Government should start the medical stores in SC,
PHC, and CHC and provide the medicine conscionable rate this will be
helpful for people

Publications of rate depicts the expenses lab test examination , tests to the
population on various ailments both communicable and non- communicable
diseases it is given the awareness of the above diseases for the public and
reduce the expenses.

Sub centers and primary health centers are deprives of adequate medicines
and even equipments lead in the rural people being devoid of essential
medicines and diagnosis. So, provided the more budget for the purchasing
the medicines it will be helpful to public health.

The study finds that shortage of skilled care manpower is necessary to give
the better service to the public. It is urgent need of the every health center.
The study shows that most of the community health centers are not provided
with specialty services including Trauma Centers, sophisticated clinical,
pathological Labs,CT Scan Doppler, CT Scanner,Laser Radiation,
Microscope and other equipments. If provide the above equipments it will

be helpful for the better examination of the health of the people.




7. Also the hospitals lack of blood bank facilities and health check up
packages. These facilities are required to the patients in the emergency
conditions. Such facilities will reduce the expenses of the patientsit available
at the PHC level.

8. Infrastructure is pathetically poor with respect to bed per indoor patients . if

government provides more beds to the PHC it can be control of the patients.

9. The position of doctor population ratio of Karnataka state as well as study
area in particular has only one Government doctors catering to the needs of
abovel3556 people. On an analysis dearth of doctors, it is found that most
of the doctors prefer to work in private sector to the get better remuneration
and perks. Government is not providing competitive salaries and better
facilities to the doctos, so they prefer urban area and private sector.
Government should provide sufficient salaries and facilities to young
doctors for the better services to the poor people and marginalized sections
of the society both in rural and urban.

The need of the hour is to provide good hospital with proper infrastructure
like adequate doctors, preferably with specialization , equipments and low
cost medical facilities. The government needs to immediately address the
ever increasing out of pocket expenses of the patients. This is all the more
necessary as insurance company do not reimburse for pre-existing diseases
and also exempt various ailments from the insurance reimbursement .one day
expenses of some of the minor diseases above ten thousand this amount is
not reimbursed by the insurance companies which require a minimum
hospitalization of one day. These expenses need to be treated as out of packet
expenses which are exorbitant for the poor and common man. There are
several other ailments that do not come within the purview of the insurance
companies for reimbursement. The government should provide medical

expenditure free of cost to the poor and common man.
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* “Inequality of health care delivery in Karnataka”
Published in under scheme of college with potential
for excellence Volume No 1 ISBN -13-978-81-
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* « Spatial differencials in health care delivery
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1 Project report No. 1 /2 /3 /Final Final
2 UGC Reference No. F - No 39-12/2010( SR) -23/Dec-2010
3 Period of report: from Final
4 Title of research project Assessment of quality of family welfare
services in Karnataka : A case study of
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original plan of work and towards




achieving the objective. if not, state
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iv)Please indicate the difficulties, if any,
experienced in implementing the project

If project has not been completed, please
indicate the approximate time by which it
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the work done for the period (Annual
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No

If the project has been
completed, please enclose a
summary of the findings of
the study. Two bound
copies of the final report of
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to the Commission
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(d)other impact ,if any

Two research paper and two abstract published
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Tt ciiots depends on the availabili

- an resources development C¢P ty and functio,
"‘"ﬂi“““n‘;‘}fﬁ;ﬁﬁ_ Social development cal be defined as the optimum yyj; Oting oo
n;ille'stsilblzﬂ : mou;i& ofthe people forthe balanced development ofthe people and of the coungy, (I)tn of
ge alc}n?:\'cd by providing the appropriate social infrastructures lhat_wﬂl P'°$‘°551V31Y be  instrup, tay
creating opportunities for all inbabitants on an equitable basis for their selfreliance atappropriate ool
The important socie] infrastructures are e facilities of education, medical, drinking water, electri, !
supply, transport network, etc.. &

“Under plazned economic development, infrastructure and other developme.m inStituiong
|opment process and make rural life more

being provided to rural areas to stimulate the deve i

combortable. Total services and facliiescan contrbute to the quality of human resources and to gy !

e at iving i el section. In the  view of Robdmell  th distibution of these seryic
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improving the quality b

of life”. Thatis why provision of adequate social facilities for the rural poor has accepted

constitutional goal B
Amodel of social inputs has been provided bythe UNICEF and the components included in jt

called "WHENEERS' denoting. -

W= Water for drinking and household use

H= Health care, preventive, promotivesaswellas curative.

E= Education, pre-primaryand primary as well as outof school education for children and women,

N= Nutrition, adequate for growth, playand work.

E= Economic activities especially forwomen.

E= Environmental sanitation includinglow cost drainage, and latrines.

R= Recreation especially for children

S= Shelter for healthyleaving.

Howeve-l:_mts; eicfzpﬂc;:ezilsvsoa;e r]:illadt:gn to basic needs of rural population and considered as social inputs.
et ct: and women who constitute the target group of UNICEF. The
by Geographers Ecunomine ar:‘llfl:lcaxg:es in ;he process of regional development has been recognized
without adequate infrastructural faciliti:,s. e pace of regional development can not be accelerated
“Health is considered as w ity whi
cultural and political dcvelopmcn‘: e?hh ofa commuity which undoubtedly determines economic, S0
caming capacity of people anddeterora e or e cads to lowering down the productivit 2
Therefore, the provision of medical sﬂ?{tes the quality and quantity of consumption and standard of ivi2é
resources ofan area”, ces 15 of a great importance in developing and utilizing o
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Planning commission (1985) adopted three tire system of health service: i

(CHC) _huvi.ng an area of one lakh or more popu]atior):, Primary H:z&lc:&izr?ggg;yhﬁ;llh3cocr(1)g(c)
population ina plain and 20,000 population in the Tribal or hilly areas, and Primary Health Su%; Ce'ntr
(PHS). hfavmg 5000 population inthe plains and 3000 population in the Tribal or Hilly areas Pl:mnine
commission has stated that, for the development of country’s vast human resources, for lhe.acceleratioﬁ
anfl speeding up of the total socio-economic development and attaining an improved quality of life. The
primary health care should be accepted as one of the main instruments of action. In the overall health
deve}opment programme emphasis should be laid on preventive aspects and organizing effective and
efficient health services, which are comprehensive in nature, easily and widely available, freely accessible
and generally affordable by the people. The primary health centre with immunization and auxiliary services
has no doubt an essential role, but to provide adequate services, is need to more community health services
and a very large number of dispensaries, both stationary and mobile. Apart from much larger programmes for
family planning than at present, in many areas. Altogether, anew conception of rural health, all embracing
and effective, must be put into operation. Researcher has taken as infrastructural variables viz; Medical
facilities like Number of Doctors per 10,000 population and Beds in Govt Hospitals per10,000 Population
for the analysis. The fore-going paragraphs revels spatial pattern of medical facilities in Karnataka.

Studyarea*

Kamnataka state is located in western part of the deccan peninsular region of India and lies between
15.35' North latitudes to 18-30' North latitudes and 74-5' East longitudes to 78-35' East longitudes. The state
is bounded by Maharashtra and Goa State in the North and Nort-West respectively, By Kerala and Tamil
Nadu State in the South and by the state of Andhra Pradesh in the East while Arabian sea in the west. Total
geographical area of the state is 1,91, 776 Sq kms , and as per 2001 Census the state's population was
527,33,958. State has 14625 registered doctorsand 39573 beds in Government Hospitals. For the purpose
of planning the state has been divided into four administrative divisions,. Viz Bangalore division consists of
51 talukas, Belgaum with 49 talukas , Mysore 44 and Gulbarga division 31 taluks ( total 175 Taluks 2001
Census) Physiographically the state can dividedin to following region 1) North Madan, 2) South Maidan, 3)
Malnad and4) Coastal region.

Objectives:

« Toassessthespatial distributionof! ‘medical facilities.

+ Toknow the spatial variations of doctors instudyregion.
+ To measure the bedding facilities for rural poors.

« Tostudy the required infrastructure facilities for the development of service centers

n , Quantitative and Statistical method have

Methodology : The study is based on the secondary informatio I method ha
thod used to measure the spatial distribution

been applied in cartographic applications, standard deviation me
of selected variables.

NUMBER OFDOCTORSPER 10000 POPULATION:

Karanataka has 14625 medical Doctors and this works out to be
doctorin Karanatakaserves about 3500 population.

3 doctors per 10000 population. Each

Spatial pattern of Doctors per 10,000 population:

page | 57
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i i le.
vhich me: bedsis serving for 400 peop '
— vernment hosp!

tion :
1s per 10,000 popula
Spatial pattern of number of bedsin Go tals per 19,

RARAVATAK ST NATAKA
i 0 Population 2001 Nm\:ﬁ of Beds in Govt
Number of Beds in Government Hospital Per 10000 Pop i mbe o Per s

—_L//T Population

N fudex No of Taluks pua

No

1 |VeryHigh 18 & AboveBeds 10 .

=17

2 | High 13-17 Beds 9

3 | Moderate 8-12 Beds 25

4 | Low 3-7 Beds 131

5 | VeryLow  2.99 &Below Beds Nil o

(T)Very high range of Number of beds ( 18 and above per 10,000 population):

In this category 10 taluks are identified. Four taluks are found in the South western part of Kamataka,
one taluk in the South eastern part of Karnataka, two taluks in Costal region, one taluk in Western ghat and t

-15
three taluks in Central part of Kamataak. Almost all the taluks of Northern Karnataka do not fall in this -
category.

(I) High range of Number of beds (13 to 17 per 10,000 population): |

In this group 9 taluks are identified, among them, Mundaged, taluk is in the Western ghats of North

westen Kamataka, Chitradurga taluk in central eastern part of Kamataka, Manglore in the coastal Kamataka, B
one taluk i.e. Mandy in Mandy district, three taluks in Hassan district, one taluka in Kodagu district and
another one taluka in Chikkmangalore district.

(IIT) Moderate range of Number of beds (8to 12per 10000 population): l

_ P
In this range, 25 taluks are identified. Out of th i Kam e | [
his 3 : em, five taluks are located in N hile
remaining 20 taluks are in South Karnatak including the coastal belt., orthen el ‘
(IV)  Lowrange of Number of| beds(3to 7per1000p population): “l ‘T
. . =
In this category, 131 taluks are identi
Kamataka, © identified. These are very well distributed over almost all over \ 13
The correlation analysis of numb, i
Number of Doctors. erofbedsingovernment Bospitals per 10,000 population and N
The correlation analysis of number of beds i \ A
The corrlation beds - ] ' . .
population_posiive withvery iy e co: glov_ernmsnt hospitals per 10,000 population with total 75 76 717 7l8
doctors per 10,000 population ®=0.83), elation with tots] Population (r=0.84),and numberof \ I :
Page | 60 \
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No of Be
Conclusion : The analysis of health care delivery system ( Ngbotf' Dooc’rE EZliE?nfraSh’uCtlﬂd: inplzr 10
Population ) revealed that there is an inequality in the Spa“?ll QistEbURon mpare torural . Low and “Mata,
i study period. The above factors are more concentrated inurban areas co Ent chould focus o o Very loy,
range of taluks are urgent need of development in above factors. The g(?vemxt]':ves to doctors and all tflTOVe .
extend the primary health care facilities to rural areas and give more incen © Staff ¢

health care systems in order to bring about a balanced state of facilities .

Reference: hsil Colonel Gani 1
) Mishra, O.P.(1991): “Planning for social infrastructure, A case study of tahsil Colonel Ganj, pyg,

2)  Meheta and Others (1983): “An action plan for removal of unemployment in rural India”, Navjevan pyy,,
Ahamadabadpp 33. ’ . .

3)  Rohdrclli, DA (1976): “Urban functions in rural development an analysis of integrated Spatia]
developmental policy USA” D Washington, pp.23. ) T

4)  Sharma.S. C.and Sharma. M. L. (1987) : “ Planning Strategy for Development of. SOC;‘;’{ acilities”. 4 casestug
of tahsil Darabganj, District Gonda (U.P,) the Deccan Geographers Vol. No. XXV pp 127.

J)

| ! - ' ibility for Human Resources Developmen;
Singh. B.RK. (1994): “Planning for Educational and Health Accessibility fo -
in riral areas”: Acasestudyofablockin Magadh region, Geographicalreview of India Vol No.4pp.21,
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ASSESSMENT OF FAMILY WELFARE SERVICES

IN KARNATAKA

M. B. Bhiradi

Abstract

The provision of medical services is of great importance in developing and utilizing human
resources of an area. The study is based on the secondary information, Quantitative and
Statistical methods have been applied in cartographic applications, standard deviation method
has been used to measure the spatial distribution of selected variables. The results show the
very high significant positive correlation with total population (r =0.86), and number of beds
in government hospitals per 10,000 population (r=0.88).

Introduction

“Health is considered as wealth of a
community which undoubtedly determines
economic, social, cultural and political
development of a region. Poor health leads
to lowering down the productivity and eaming
capacity of people and deteriorates the
quality and quantity of consumption and
standard of living. Therefore, the provision
of medical services is of greatimportance in
developing and utilizing human resources of
an area”.
Planning commission (1985) adopted three
tire system of health service: Community
Health centre (CHC) having an area of one
lakh or more population, Primary Health
centre (PHC) having 30,000 populationina
plain and 20,000 population in the Tribal or
hilly areas, and Primary Health Sub Centre
(PHS) having 5000 population in the plains
and 3000 population in the Tribal or Hilly
areas. Planning commission has stated that
the primary health care should be accepted
as one of the main instruments of action. In
the overall health care programme emphasis
should be laid on preventive aspects and
organizing effective and efficient health
services, which are comprehensive in
nature, easily and widely available, freely
accessible and generally affordable by the

people. The primary health centre with
immunization and auxiliary services has no
doubt an essential role, but to provide
adequate services, there is a need for more
community health services and a very large
number of dispensaries, both stationary and
mobile. Apart from much larger programmes
for family planning than at present, in many
areas. The present research has taken the
following as infrastructural variables viz;
Medical facilities like Number of Doctors per
10,000 population and Beds in Govt
Hospitals per 10,000 Population for the
analysis. The fore-going paragraphs reveals
spatial pattern of medical facilities in
Karnataka.

Study area ;

Karnataka state is located in western part of
the Deccan peninsuylar region of India and
lies between 15.35' North latitudes to 18-30’
North latitudes and 74-5’ East longitudes to
78-35' East longitudes. The state is bounded
by Maharashtra and Goa States in the North
and North-West respectively, By Kerala and
Tamil Nadu in the South and by the State of
Andhra Pradesh in the East while Arabian
sea in the west. Total geographical area of
the state is 1,91, 776 Sq kms, and as per
2001 Census the state’s population was
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9,27,33,958. The state has 14625 registered
doctors and 39573 beds in Gove(nment
Hospitals. For the purpose of planning the
state has been divided into four
administrative divisions, viz. Bangalo.re
division consists of 51 talukas, Belgaum with
491talukas, Mysore 44 and Gulbarga division
31 taluks (total 175 Taluks 2001 Census).
Physiographically the State can divided into
following region 1) North Madan, 2) South
Maidan, 3) Malnad and 4) Coastal region.

Objectives
The study is carried
objectives in ming
To assess the s
facilities,

To know the spatial variations of doctors in
the study region,

To measure the beddin
poor and

To study the re
for the develo

out with the following

patial distribution of medical

g facilities for rura

pment of service centers.

Methodology
The study is base

d on the'secondary
information, Quanti

tative and Statistical
methods have been applied in cartographic

applications, standarg deviation method has

been used to measure the spatial distribution
of selected variables.

Number of Doctors per 10000 Population
Karanataka has 14625 medical Doctors and
this works out to be 3 doctors per 10,000
population. Each doctor in Karahataka
serves about 3500 population.

() Very high Number of doctors
In this category 4 taluks
Sully and Mysore are i
and Sully taluks are |
Mysore is in extreme

dentified. Manglore
n the costal region,
South of Karanataka

quired infrastructure facilities -

l.e. Hubli, Manglore, ,
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Table 1
Karanatak State: Number of Doctors
per 10000 Population 2000

S. Index No of |

N Taluks
2 ——
1 | Very High 6.11&Above Doct| 4

2 | High 4.6-6.10 Doct 14

3 | Moderate 3.0-4.5 Doct 55

4 | Low 1.49-2.99 Doct 55

9 | Very Low 1.48&Below Doct| 47

Spatial pattern of Doctors per 10,000
population '

Therefore it is natural to have more number:

of doctors to render their services for the
region.

(I) High Number doctors

Inthis catgory 14 taluks are identified. These
taluks are scattered all over Karanataka.

(M) Moderate Number doctors

In this group, 55 taluks are identified; these
are also well distributed over the entire.
Karnataka. In this class highly urbanized
taluks like Banglore North, Banglore South
are also included. This shows that the high
density of urban Population does not share
good number of doctors for their medical
treatments. In other words, doctors have
enough-scope to Serve more number of
people and thereby they can earn more from
the urban population than the rural dwellers

as urban dwellers are more aware of medical
facilities and requirements.

(V) Low Number of doctors
In this range 55 taluks

are identified ang they
are well distributed o

ver the Karnataka.

(V) Very low Number of doctors

Inthis group, 47 taluks are identified. Among
them 23 taluks are distributed in Northern
Kar‘nataka, about 17 taluks are found in
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Karnataka and about 7 taluks in
part of Karnataka.

rrelation of number of Doctors per
10,000 population with Total Population
& Beds , ,

n this study an attempt is made to find out
the correlation coefficient of number of
doctors per 10,000 population and (table
No.4 A-3). The results show the very high
significant positive correlation with total

e

KARNATAKA DA
. Number of docters per )
|16 10000 population.

0118 aneve

13

12

r =0.86), and number of beds in

population ( + 10,000 population

government hospitals pé
' (I‘rlz?ngbsgr of beds in Govt. hospital per
,000 po ulation

?r? Karn';ta&a state about 39573 beds are
identified in Government hospitals. The
Government hospitals serve the genera|
public who generally pelong to economically
weaker sections of the society. The people
who are ready to afford high cost of hospitals
can opt private hospltals and nursing homes

52

to get the medical treatments. Therefore only
the Government hospital beds are
considered here for the present study. In
Karnataka about 8 beds are available from
the Government hospitals for every 10000
population, which means each beds is
serving for 400 people.

Spatial pattern of number of beds in
Government hospitals per 10,000
population

KARANATAK STATE

Number of Beds in Government
Hospital Per 10000 Population 2001

S. Index No of
No Taluks
1 | Very High 18 & AboveBeds 10
2 | High 13-17Beds 9
3 | Moderate 8-12 Beds 25
4 | Low 3-7 Beds 131
5 | Very Low 2.99 &Below Beds| Nil

(I)Very high range of Number of beds (18
and above per 10,000 population)

In this category 10 taluks are identified. Four
taluks are found in the South western part of
the State, one taluk in the South eastern part
of Karnataka, two taluks in Costal region, one
taluk in Westernghat and three taluks in
Central part of Karnataak. The taluks of
Northern Karnataka do not come under this
category. '

(1) High range of Number of beds (13 to
17 per 10,000 population)

In this group 9 taluks are identified, among
them, Mundagod, taluk is in the Western
ghats of North western Karnataka,
Chitradurga taluk in central eastern part of
Karnataka, Manglore in the coastal
Karnataka, one taluk i.e. Mandy in Mandy
district, three taluks in Hassan district, one

taluka in Kodagu district and another one
taluka in Chikkmanglore district.

—LLL
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(1) Moderate rango of Number of beds
(8to 12 per 10000 population)

In this range, 25 taluks are identified. Out
of them, five taluks are located in Northern
Karntaka, while remaining 20 taluks are in
South Karnatak including the coastal belt..

(V) Low range of Number of beds (3 to
7 per 10000 population)

In this category, 131 taluks are identified.
These are very well distributed over almost
all over Karnataka indicating deficiencies in
public health services,

Correlation of No. of beds in Govt.
hospitals per 10,000 population & No. of
Doctors

The correlation analysis of number of beds
in government hospitals per 10,000
population with total population is found very
high positive significant correlatioq with
total population (r =0.84), and number of
doctors per 10,000 population (r =0.88).

Conclusion

The analysis of health care delivery system
(No. of Doctors and No. of Beds per 10,000
Population) revealed that there is an
inequality in the spatial distribution of health
infrastructure in Karnataka during the study
period. Taluks with low and very low index of
taluks are in urgent need of development in
the above factors. The government should
focus to improve and extend the primary
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health care facilities to rural areas and give
some incentives to doctors and the other staff
of health care systems to bring balanced
health care facilities.
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ABSTRACT

Health is an essentia] input for the development of humz}n resources a.nd the
quality of life and ip turn the social and Economic development of the nation, A o
Positive health status s defined as a ‘state of complete physical, mental and social _WC” -
-being and pot merely the absence of disease or infirmity.(WHO 1946)’. Health is
regarded a priority for sustained development interventions both at the individual,

- COmmunity and national leves. Improved health is a part of total socio-Economic
development and is regarded as an index of socjal development.

» safe drinking water, sanitation,
an integral package to
th conditions of (fe people. Therefore the |

are delivery system is (o organize the he
optimally utilize the available resources, knowledge

preventing and alleviating diseases, disabilities

alth services and

and technology, wilh’n ViEW (0
and suffering of e people. i
The first level contact of an individual with the national health system that }
‘. brings primary health care to the people’s h i

(PHC). A pyramid of health infrastructure has beep established 1o cqy

in the country as well as the state, through sub —ceners, Primary hea
community health centers. The pri mary health (

er the rura) areqs
Ith center (PHC),

: centers(PHC) constitute the back bone of
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care provided such inputs,
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» One sub centre for 5000 population, one
for every 30,000 popul

ation, and ope community health
centre (CHC) fop Every  1,00,000 1akh pPopulation |

3000. 20,000 and 80,00_0 in Hilly/ Triba] and
these prcscribed‘norms, itis important to exa
in the State. Ag far ag sub-centers
National Norms of the people.

Difficult,@geas-respec'tively . Against
mine the health infra-structura] s

ituation
and PHCS are concerned,

Itis well within the

ABSTRACT :
Now they human resource development has b come the buzzword for Mmany

organisations. AlNorganisations are run and managed by human beings. Human bei
are resourceful entiNes. Human resourceg are the most

ngs
luable intellectual assets of

is one of the key
Divagsity,  Skills and
ation \operates. Human

human capita within an
ches) & municipality, region or nation. Hum

functions  of human resour
Qualifications are three major
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organisation or (in new approa
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ameXork for the expansion of
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1 the last 20 years, nearly 1200sq.kmyof forest has disappeared un various the government’s
programmes and much more illegally. Many species are threateneg f extinction, One of the major
challenges is food security for sing population. This woulgcause ecological imbalance. It is
therefore necessary to have atA€ast 30 % of the land undepAfic forest for the maintaining ecological
palance. Safeguarding and pfotecting our environmentfs"a prime responsibility of every individual,

_ society and institution. Systainable development should be at the core of any human activity if we are
really concerned of the environment, |

|

SPATIAL DIFFERENTIALS IN HEALTH CARE DELIVERY IN BIJAPUR
DISTRICT OF KARNATKA : AN APPRAISAL

Dr. M.B.Bhiradi, Department of Geography, New Arts College, Tikota, Bijapur.(.Karnataka)

Today the quality of life is considered as one of the fundamental rights of human being. The piece of
literature in human desire for health known to mankind in Rig- veda about family, healthy society and
a healthy country, drives individuals and governments. Health care is influenced by number of factors,
such as a adequate food, housing, basic sanitation, health styles etc. Thus health care comprises
multitude of health services , provided to individuals or communities by agents of health services.
There fore good health is a prime and vital indicator of the quality of life and Socio-economic
development of country. It becomes an earnest need to provide health care facilities and services to all
the citizens especially in rural areas . To day health care services to provide facilities to public health .
Several systems of medicine came into existence namely Ayurveda, Unani, Siddha, Allopathy,
Homeopathy etc. The rural health care delivery system in India comprises the hierarchy of the
Community Health Centre ( CHC) Primary Health Centre ( PHC) and Sub Centre ( SCs) to provide
cutative and specialized health facilities to rural population. The inequalities in the health care
delivery were studied by many scholars, based on these studied and end ever is attempted in the
- present paper to study.the distributional pattern of health care centers and their performance in Bijapur
district of Karnataka. .

- Being adry area , Bijapur district suffers form fever and diseases related to digestive system. The
registered administrative record reports the first case of plague in Kaladagi of Bijapur in the year
1896. The official record of Bijapur 1876-77 repotts that the district being a drought stricken region
with on spells of rain resulted in death of nearly 69026 people due to starvation and various types of
diseases. In this study data was obtained from all 54 Primary health centre and also 8 Primary health
centre under IPP programme, The data have been standardized based on population (201 lcensus) ,
collected from censes records and  fieldworks. Infrastructural facilities and other data analyzed
March 2010. Study area has 5 Allopathic, 14 Indian system of medicine, 62 Primary health centre , 9
Community health centre and 1956 bedded facilities. And also attempt to describe the present Spatial
pattern and efficiency of rural health care delivery system and to propose new locations of additional
health care facilities. Growing population and growing expectation of the people , rising costs of the

W
quartment of Studies in Geography University of Mysore, Mysore. Page 75
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medicine have produced a challenges for transforming the public health care in to accountabla
accessible and affordable system of quality of services. '
Key words: Health care facilities , Rural health care, Rural health care services , Quality of Services
Government programmes in health care, Infrastructural facilities and Spatial organization. '

STUDY OF DISASTROUS FLOOD IN KUDAR TEHSIL OF SINDHUDURG

DISTRICT, MAHARASHTRA '
Jagdish B, Sapkale *, Vaishali R. Madiwal #, Seema A. Mali # & Megha Y. Limbore #

, Shivaji University, Kolhapur, Maharashtra, India
graphy, Shivaji University, Kolhapur, Maharashtra,
Indiy

*Assistant Professor, Department of Geograp
# M.A./M.Sc.— II Students Dgpartment of Geo

- == Rivers are~powerful agent of erositn, deposition and tr:
when the river is in flood. This oding occurs when
discharge exceeded the channel or'in sankfull stage. It has td be considered that floods are the most
environmentally different and destructivdof all natural hazards.lundation of surface water in terms of
flood becomes disaster when it damages the property and agricultbal fands. In Sindhudurg district of
Maharashtra riverine and estuarine floods ard\the most prevalent hydrg- meteorological disaster.

"It has observed that, 03 persons lost their lives Juring the flood of 201052011, Approximately 123.48
hectares of paddy land surface was inundated b\flood-waters during tht same period and damaged
standing crops in Baw, Bambuli, Pavashi and Pandyr of Kudal Tehsil of Sindhudurg district. Present
study also reveals that overall damage and fitancial losses towards settlements and other

infrastructure due to flood and torrential rain in Kudal Yehsil has accounted for Rs. 4.88 crores during

the year 2011. The present study also reveals that confluence of river Pithdhaval — Karli and
confluence of river Hatteri-Bhansal are one of the reasons for inundation of water during monsoon
season. Therefore the present study attempts to understand the causes of flood and its severe impact
on settlements and agricultural lands in the study area.
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sportation processes which are most active
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e capacity of the channel to c:?ff?ilﬁe



