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Appendix 'C!

PPLICLTION FORM FOR TRAINING COURSE FOR SEMINLRIANS/PRIESTS/BROTHJRS/
RELIGIOUS SISTERS IN COMMUNITY Hi.LTH AND MEDICINE

Name: Aee: Sex: Male/female

Full postal address:
Qualification:

Present appointment (period of service including details of work done
in provision of primary health care in urban
and rural areas)

Details of previous health training obtained, if any:

Indicate special areas of intercst in the health field:

Date and time of arrival at Bangalore:

Signature of sponsoring Signaturc of applicant
authority Date:

Place:

Date:

Request regarding food requirement:

1 am a Y€gcfarian/mon-vegsdtarian

Signature
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TRAINING COURSE FOR S MINXRIANS/PRIESTS/BROTHERS/RELIGIOUS SISTERS
IN COMMUNITY HEALTH AND MEDICINE, ORG.ANIZED BY TH&u FACULTY OF
ST JOHN'S MEDICAL COLLEGS AND ITS HOSPITALS

1. Venue;

2. Faculty;

3, Programme Director:

4. Duration of Course:

5. Course Components:

6. Course Capacity
7. Date of commencement

8. Date of completion
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St John's Medical College and Hospitals

i, Dean, St John's Medical College

ii. Hospital 4dministrator and staif of
st John's Medical College Hospital (SJMCH)

iii. Staff of Depts of .inatomy, Medicine,
Physiology, Surgery, Paediatrics,
Obst & Gynae., Orthopaedics, Dermatology,
ENT, Opthalmology and Psychiatry

iv. Staff of Dept of Community Health and
Ross Institute Unit of Occupational Health

v. Medical Officer in charge of Primary
Health Centre/Units at Dommasandra
and Mallur :

vi. Visiting Lecturers from the Indian
Institute of Management, Bangalore,
Govt. Health and other Departments,
Natural Family Planning Unit and
gt John Ambulance Brigade

Major General B Mahadevan, PVSM L1VSM
Director of Rural Health Services and Training
Progrimmes, St John's Medical College Hospital

12 weeks (72 working days)

i. Concepts of Community Health Care -
total health care, maternal and child
health, family welfare, nutrition and
food hygiene, environmental sanitation
including village and home sanitation,
health education, control of communicable
diseases

ii. Clinical sessions in management of common
problems and emergencies in Medicine,
Surgery, Paediatrics, Psychiatry,
Orthopaedics, Obst & Gynae both in the
hospital and community. Treatment of
common ailments with simple drugs.

iii., Organization and management of health
services — simple techniques involved
in the delivery of Primary Health Care
to individuals and community. Maintenance of
medical records — basic concept of health
economics= social security - health
legislation

: 25
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(g) Participate in community development activities by
Qiscussing community problems with local leaders and
working out solutions for improving the quality of
life of the population

(h) Refer to appropriate centres all cases and problems
outside or above his/her compe tence

(i) Maintain basic medical records of vital events (births
and deaths in the community)

v

3. Course Components

A progrannme of lectures/group and trainee/staff discussios,

_ clinics, field visits, practical sessions and films on community
health subjects as per attached appendix 'A' & 'B'. The whole course
is designed and spread out over a period of 12 weeks of which 3 weeks
will be at the urban location and 9 weeks at a rural set up. While
certain topics and training will be imparted at St John's Medical
College and its Hospitals, most of the subjects pertaining to
community health matters will be dealt with in the ruwval field
centres, where it will be possible to cxpose the trainees to problems
and various approachss in comuunity health. Participants will be
involved in practice of actual proccdures like immunizations,
disinfections, conduction of antenatal and under five clinics and
treatment of patients for common complaints with simple drugs. The
acquisition of basic knowlodge, attitude and skills will receive

full attention througheut the course. Time will be given for
participants to speak, so that the faculty gets to ku:ow their problems
and find solutions to the same. Their active participation at all
stages will be ensured.

4, Registration

All candidates attending the course will duly £ill in the
attached proforma (ippendix 1¢') and mail the same along with boarding
and lodeing charges for the period of the entire course in favour
of Dean, St John's Medical College, through their Diocese, before the
end of March 1978.

5. Boarding and Lodging

Wwill be provided at St John's Medical College Hostel/Hospital
at the following rates:

Room - Rs.S/—
Meals etc. — Rs.T7/-

(The duration of the course will be for 12 weeks)

6. Transport

Transport for trips between the college and hospitals and
for field visits to rural areis, will be provided for the participants
and accompanying staff members.

7. Library facilities, teaching aids and equipments

The course participants may use the library during the
duration of their stay. Loan cards for rofcrence in the library will

< L -5
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7 The necessary teaching aids and equipments available
in the hospitals and in the Depts of .inatomy, Physiology, Pathology,
Microbiology, Preventive and Social Medicine of St John's Medical
College will be made use of.

8. Venue q

For all lectures/discussions/films shows will be in
room nos. 116, 117 of the ground floor and 241 of the first floor of
St John's Medical College.

Clinics will be arranged at STMCH. Suitable places will
be sarmarked for teaching at the various rural health centres and
Action Group Areas.

9. Expenditure

Expenditure incurred on transport, audiovisual equipment,
stationery and faculty time is expected to be RS.900/— per participant
for the entire course and must be paid in advance along with the boarding
and lodging charges.

e e e T T T e i T e T e T = e e e T e —

N.B. During the course, sumner conditions will prévail in Bangalore -
temperature varying from 16 deg C. to 35 deg C: Summer clothing
will suffice. Candidates are requested to bring mosquito nets,
bedding and linen.



Appendix 'A!
SUMMARY OF CONTENT OF LEARNING OF COMMUNITY HEALTH WORKER

(Mainly extracted from the Manual for Community Health
Worker issued by Ministry of Health and Family Welfare,
New Delhig.

1, Malaria

a. ldentify fever cases

b. Make thick and thin glood films of all fayer A«

‘c. Send the slides for laboratory examination

d. Administer presumptive treatment to fever cases

e. Keep a record of the persons given presumptive t reatment

f. Inform the Health Worker (Male) of the names and addresses of cases

from whom blood slides have been taken

gs Assist the Health Worker (Male) and the spraying teams in spraying
and larvicidal operations

h. Educate the community on how to prevent malaria

2. Smallpnx

a. Identify cases of fever with rash-and repnrt them to the Health
Worker (male)

b. Inform the Health Worker of infants aged zero to one year requiring
primary vaccination as followss

i. In the intensive area inform the Health Worker (female)
43.IIn the twilight area inform the Health Worker(male)
. Assist the Health Worker (male/female) in arranging for primary
vaccinatien
de Follow up cases who have been given primary vaccination
e. Educate the community about the impnrtance of primary vaccination

3, Communicable diseases
a. Inform the Health Worker(male) immediately an epidemic occurs
in his/her area
b. Take immediate precautions to limit the spread of disease
c. Educate the community about the prevention and control of
communicable diseases

4. Envireanmental sanitation and personal hyaiene

a. Chlorinate drinking water sources at ragular intervals

b. Keep a record of the number of wells chlorinated

c. Assist the Health Worker ( male) in arranging for the
construction of the followings

i. Soakage pitss ii. Kitchen gardens
iii. Compost pitss ; ive Sanitary latrines
Ve Smokeless chulhas

d. Educate the community about the followings

i. Safe drinking water

ii. Hygiene methods of disposal of liquid waste
iii. Hygienic methods of disposal of solid waste
ive. Home sanitation

Ve Kitchen gardens

vi. Advantages and use of sanitary latrines
vii. Advantages of smokeless chulhas

viii. Food hygiene
ix. Control of insects, rodents and stray dogs

R\, v X C T T



5., Immunization

a. Assist the Health Worker(male/female) in arranging for
immunization 0

b. Educate the community about immunization against diphtheria,
whooping cough, tetanus, smallpox, tuberculosis, poliomyelitis,
cholera and typhoid

6. Family planning

a. Spread the message of family planning to the couples in
his/her area and educate them about the desirability of the
small family norm A

be Educate the people about the methods of family planning which
are available :

Ce Act as a depot holder, distribute nirodh to the couples and
maintain the necessary records of nirodh distributed

de Inform the Health Worker(male/female) of those couples who
are willing to accept a family planning method so that he/she
can make the necessary arrangements

e« Educate the community about the availability of services for
Medical Termination of PregRaney((ATP)

7. Maternal and child car

- aa Advice pregnant women to consult the Health Worker( female)

or the trained dai for prenatal, natal and postnatal care

bs Advise pregnant women to' get immunized against tetanus

c. Educate the community about the availability of maternal and
child care services and encourage them to utilize the
facilities

de Educate the community about how to keep mothers and children
healthy

8. Nytrition

a. Identify cases with signs and symptoms of malnutrition among
pre-=school children (one to five years) and refer them to the
Health Worker (male/female)

b. Identify cases with signs and symptoms of anaemia in pregnant
and nursing women and children and refer them ta the Health
Workec{male/female) for treatment

ce. Assist the Health Morker(male/female) in administering vitamin A
salution as prescribed to children from one to five years
of age

de Teach families about the importance of breast feeding and the
introduction of supplementary weaning foods

e+ Educate the community about nutritious diets for mothers and
children

9. Vital events

a., Report all births and deaths in his/her area to the Health
Worker(male)

be Educate the community about the importance of registering all
births and deaths

10. First _aid in emergencies

a. Give emergency first aid for the following conditions, refer
these cases to the Primary Health Centre as necessary and inform
the Health Worker (male/Female)

i, Drouwnings ~ iie Electric shock
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Ve Vs Scoppion stings vi. vie .Inscct stingss
viie Dog bites viiie Accidents

b. Carry out procedures in dealing with accidents
ce Keep a record of first aid given to each patient

11. Treatment of minor ailments

ae Give simple treatment for the following signs and symptoms
and refer cases beyond his/her competence to the Subcentre
or Primary Health Centre

i. Fevers ii. Headaches
iii. Backache and pain in the joints

ive Cough and cold ve Diarrhoeag

vi. Vomiting viie Pain in the abdomen
viii. Constipation ix. Toothaches

X« Earache xis Sore eyes

xii. Boils, abscesses and ulcers
xiiie Scabies and ringworm

b. Keep a record of the treatment given to each patient

12. Mental Health

a. Recognize signs and symptoms of mental illness and refer
casos to the Health Worker(male/female) ,

b. Give immediate assistance in emergencies associated with mental
illness :

ce Educate the community about mental ildecss

13. Commynity Bevelopment 3

as Block Developmental activities

be Extension Eduecation

c. Agriculture, Pisciculture, VYeterinary and live stock
de Transportation



Appendix 'B!

PROGRAMME TOR TR.INING OF SEMIN I JNS/PRIESTS/BROTHERS/RELIGIOUS
SISTERS IN COMIUNITY Hi.LTH ..ND MEDICINE, ORG.NIZED BY ST JOHN'S
MEDIC L tolLLEGE

FIRST WEEK

DAY . - 9.00 am %0 12 moon _ __ __ __ __ _1.00 pm to 4,00 pm____

MOND LY Inauguration, Registration and Ainatony Physiology First
pre—cvaluation Aid

St John's Mcdical College (SJMC)

TUESDAY Com:ion ailments - Qut Patient
(Medical)
St Martha's Hospital (SMH) " " "

WEDNESDAY ~do—- n it "
THURSDAY —do— " 1 n
FRIDLY Common ailnents - Qut Paticnt

(Psychiatry) *

SMH " i "
SATURD.AY Group discussiong on common

ailments = SMH
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SECOND WEEK

DAY 9.00 am to 12 noon 1.00 pm to 4.00 pn
MOND .Y Common ailments — Out patient
(ENT) - SMH .natomy Physiology First Aid
TUESDAY Common ailments — QOut patient
(Oph) - SMH : First 1id lecture demonstration
UBEDNUSDAY Common ailments - Out patient : :
(Surg/Ortho) - Accidents Population Dynamics and Family
SMH Planning (Nitural Methods)
THURGDAY  Common ailments — Qut patient  1,00-2.30 pm 3.,00~4.30 pm
(Dermitology) - SMH _natomy Test Physiology Test
FRIDLY Comnon ~ilments - Qut patient .
(obst & Gynaec) = SMH First iid test ;

SATURDAY Group Discussion

T — e g T e ST e e T e T e el e T T e
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THIRD WEEK

DAY TCRIC
MOND.LY General management of patients - Home Nursing -

St John's Medical College Hospital (SJMCH)

Lecture Demonstration at SJMCH -
TUESDAY Multiple ctiology of diseases :

Role of socio—-cconomic factors in health and discase
WEDNESDAY Visit to Community Deveclopment Block, Yelahanka
THURSDAY Visit to Poultry, Piggery, Fishery etc.
FRID .Y Visit to Poultry, Piggery, Fishery ctc.
SATURDLAY Group Discussion (socio-economic aspects and health)
POUATH VBEK - (RURAL HEZALTH CENTRE)
DAY TOP IC
MONDAY Introduction to Rural Health - role of Hecalth Care -

Adninistration, Organization and Functions

Health and Environment (Introduction) - and survey and

discussion
TUSSDAY ater supply and wastc disposil = survey and discussion
WEDNESDAY Insects, rodents and live stock - survey and discussion
THURSDAY Tndustries - survey and discussion
FRIDAY Housing and accommodation — survey and discussion
SATURDLLY Survey of major resources and facilities for health

and welfare
FIFTH VEEK
pa¥ . ' momwmme . oo ... AFRERROOR
MONDAY Introduction to Maternity and Matcrnity and Child Health

Child Health gervices and Components*

TULSD LY survey of antenatals Registration
EDNESDAY Survey of antenatals Registration

THURSD.LY .intenatil Clinic Discussion



SIXTH WGEK

DAY MORNING \FTERNOON

MOND ALY Water borne diseascs survey of drinking water wells
(brief introduction)

TUESDAY Disinfection of water in Discussion
wells

WEDNESDAY Faecal bornc discases survey of latrines and methods

of waste disposal (manure pits,
compost ete)

THURSDAY —do-— -do—

FRIDAY Laboratory examinations
of urine and faeces Analysis of findings

SATURDAY  Group discussions

e e e e e T B e e i S e T e e e e e e T e e T e T e e e e e S e e

SEVENTH WEEK
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DAY TOPIC
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MONDAY '§ Relation of food and nutrition with health
TUBSDAY
WEDNESDAY

g (Topics: Introduction, balanced diet, cnergy require—
ments, dietary patterns, infancy (well fed and ill
g fed), pregnancy, lactation, cocking and culinary
THURSDAY ﬁ practices, food hygicne and food borne diseases,
FRIDAY § malnutrition and under nutrition, education on

Y nutrition and na‘tional applied nutrition programme
SATURDAY g survev, lectures, demoastration, films, discussions etc

e e e e e S e S e e e e e S T ...,—,,—:-::.-:—:.—_——_-__—_-_:....:—:-—:-—:—:-—-_-——:—':—

EIGHTH WBEK
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DAY MORNING AFTERNOUN
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MOND ¥ School health — introduction Visit to school and check up
of envirornmental factors ete

TUESDAYS Tmmunizations - procedurcs Visit to School and other
and practice community he:lth organizations

WEDNEGSDAY ~do—~ —do—-
THURSDAY —do— —do-
RIDAY —do- —do-

SATURDAY Group discussions -
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NINTH WELK
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DAY MORNING AFTERNOON

MONDAY Clinic - study of commorn Bducation in community,
diseases and treatment Personal hygiene, diarrhoea,
vomitting

TUESDAY ~do- Pregnant women, lactating
mother

WEDN G3DAY —-do- < Dict and nutrition
THURSDAY —do— Diet and nutrition
FRIDAY ~do— Scabies, leprosy etc.

SATURDAY Group discussion on common disecases and their trcatment

TENTH WEEK
DAY . TOPIC

MONDAY )
TULSDAY )
WEDNESDAY )
THURSDAY )
FRIDAY
SATURDAY

Morbidity enguiry in th¢ community - Drugs & Trecatment

B GVEN' DD

DAY TOPIC Rl e Tl
MONDAY i

TUESDAY § A - g .
WEDNESDAY g Assignment of studies and data collection =
THURSDAY

%RIﬁiY ] analysis and report writing

SATURDAY i

TWELTH WEEK

DAY TOPIC

MONDAY j
TUBSDAY

WEDNESDAY § Visit to Primary Health Ccntre - Study of structure

THURSD .Y and functions, job responsibilities

FRIDAY

SATURDAY Group discussion on primary health centre

e e e T T e e T e T e e T e e e Pt e T e e e S e e 2 e S e e T et e T e T e e T T e e T e




Appendix 'C!

JPPLICLTION FORM FOR TLLINING COURSE FOR SEMIN;RIANS/PRIBSTS/BROTHJRS/
RELIGIOUS SISTERS IN COMMUNITY H4 LTH AND MEDICINE

Name: Age: Sexs Male/female

Full postal address:

Qualification:

Present appointment (period of service including details of work done
in provision of primary health care in urban
and rural areas)

Details of previous health training obtained, if any:

Indicate special areas of interest in the health field:

Date and time of arrival at Bangalore:

Signature of sponsoring Signaturc of applicant
authority Daber

Place:

Date:

Request regarding food requirement:

I am a vegetarian/non~vegetarian

Signature



dept of community medicine
st john's medical college,

BANGALORE 560034
INTERN'S POSTING Date:

Name of intern:

Date of duty report at the Dept of Community Medicine:

The gbove intern is posted for training at the following
Centres snd Institutions for tho period shown against cach. The intern
will report himself/herself for duty to the 0fficer-in-Chsrge of the
Centres/Institutions. Detailed instructions will be issued separately.

(Maj Gen B Mahadevan PVSH AVSM)
Professor and Head of the Dept of Comiunity Medicine

i T T T s T e T e 2 e 2 e e
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gi. Institution .or CentreJFrOm To i From To Remarks
1l. Mallur 1 | E [
| { | i
( T
2. Siluvepura i { |
3. Uttarshally 2 : : b
4., Action GroqpﬁArea:- } i
| :
| | | |
5. Student Health i
Service l
T ! =
6. Ci ; ni i
Clﬁﬁfggglly_Plannlng l SRR e
A e T e e S e e T e I e T e S T e e e e e e e T e e S e e e e e e e e e e e
“7. Wationel Tuberculosis ' f ¥
Institute
8.
= !
10.
-=—=—=—::—=-—=-—=-—_-—=—=—=--=-—::—=—:-::-:--—:—:—-:—c:-:—:—.—:-L-—:—:-.:—:*L—:—-;—:—:—:—n—:_ R,
ce-to: 1.

The attendance of the interas with their dates of relief at

Centres may be despatched along with other technical, project and
gdministrative reports etec., etc. e

2. Intern's file



.38/ os0  [171-7% Pebruary , 1978

Your Lordship,
vk ‘ - S
Sub: Training of Seminarians/Priests/Brothers/
Religious Sisters in village level health work

Ref: Correspondence resting with my letter
No.3/BC/5048/77 dated August 17, 1977

I am attaching herewith a copy of the programme we have arranged

- for training of seminarians/priests/‘h¢=brothers/religioua sisters

in Community Health and Medicine, The programme 1ncludes organinational

details. I hope the schedule meete the requirement.

//we will undertake this training course more as a pilot projeét :

and consider the feasibility of conducting more three months courses
at Bangalore for various dioceses in India. Once a nucleus of cbmﬁuniy
Health Workers is built up, refresher courses could be conducted at

other centres in India.

//We should also, in due course of time, consider the feasibility

of building up a cadre of teachers-in Community Health and Medicine
by orgagising suitable teacher training programmes at Bangalore, for
selected supervisory staff of dioceses including doctors and nﬁrses.
Such trained teachers could then assist_the mobile teams from this
collegs and hospital in running refresher courses for their community
health workers Jfrom time to time,

//If the dates scheduled for this course€i=Lapproved, participants
may please be asked to comply with the organizational instructions
contained in the same, Selection may be made from amongst persons who
are motivated and dedicated to serve, especially those who are already
serving in peripheral areas.

//With best wishes,

'Rt Rev Patrick D'Souza

Yours sincerely,
Bishop of Varnasi

45 Varanasi 221002 Z /)7 ) (

N ) gyt LE
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BRIEF HOTH ON THE ORGANISATICH OF TRAINING COURSE FOR PRIMARY LEVEL HEALT

¥

WORKERS (VILLAGE LEVEL HEALTH WORKERS)

1. The Course will be primarily meant for those persons who ar: already
motivated and dedicated to serve, e@specially those, who are already
serving in the peripheral aress. A Primary Health Workor need not
necessarily be a member of the conventional health service stéff.

He/she nay be a villager.

2. The Course will ba for a period of 12 weeks with programmes for
5% days in a week.

3, While certain topics and- trsining will be imparted at the S5t John's
Hedical College and ifospital most of the subjecis pertaining to
comrunity health matters will be deeglt with in the rural field
centres where an exposure to problems of priority ie possible and
the varioudf approaches in community health could be demonsirated. The
participanys will be invelved ian practice of actual procedures like
immunizations, disinfections, conduction of antenatal and under. five
clinics, treatment ¢f patient etec. The acquisition of basiec Kaowledge,
Attitude and Skiils will receive full attention throughout the course.

4. Objectives:
Broad: To train a primary heslth worker male/female - who can deal
with problems of individusle and the comaunity.
Specific: To impart knowledge sbout

{a) CommunicableypRiseases;

(b) Maternzl Care; :

(c) Cchild Health; X\

(d) Nutrition and Food Hygiéﬁg;

(e) Village and Home Sanitatigﬁi

(£) Preatment of simple and coﬁﬁQg_ailments:

(¢) Health Bducation;and :

(h) simple techniques involved in the delivery of this Primar&
Health Care to individusls and community.

5. Faculty

It is prorosed to draw members of faculty from various institutiocns
and organisations to provide the roquired expertise (vide ippendix 1),

®Fxa .2
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6o Curriculum content of the Courses

The whole course is designed and spread out over a period of twelve
weeks of which three weeks will be at the urban location and 9 weeks at a
rural set up. Bach week will be a 5% days week with 6 hours a day as already
remarked (for details Vide Appendix II).

7. Methodology: Group discussions, seminars, use of audio-vigual equipment with

pre and post course evaluations.

8. Accommodation for teaching

i. At St Martha's Hospital: Since most of the teaching is in the

form of demonstration of cases ailing fron common diseases,
the out patient rooms of the respective depariments will be
made uge of for teaching. When discussions and seminars are
organised, they eould bs in the lecture hall or its annexe

at 54 Martha's Hospital whichever is free at the time

ii. At the St John's Medical College: The room Hos 116 and 117

of the ground floor could be used.

iii. At rural centres: A suitable place will be esarmarked

9. Teaching aids and egquipments

The necessary aids and equipments available at St Martha's
Hospital and in the Departments of Anatomy, Physiology and Preventive and
Social Medicine of St John®s Medical College will be made use ofe

CONCLUSION

Since this is the first attempt at 6rganising a course of
this type for Primary Health Workers, the various arrangements and teaching
schedules are likely to be of a nature which may not be actually fitting to
the requirements, Evaluation at each stage and the comments of the trainees
as to their requirement etc., will have to be given full consideration. There
should be no hesitation to modify or alter the programme now drawn in the
light of experience gained. We are organising the progreamme Qith full
knowledge of problems that may arige and we are prepared to find solutions to the
best interests of the trainees in their work. The future batches will certainlyr
be benefited,

"/



6. Curriculum content of the Course:

The whole course is deaigned and spread out over e period of %Swelvwe
weeks of which three weeks will be at the urban‘locution and 9 weeks at a
rural set up. Hach week vill be a 5% days weel with 6 hours a dey as already

remarked (for details Vide Appendix II}.

7. Hethodology: Group discussions, geminars, use of audio-vidual equipment with

pre and post course evaluations.

8. Accommodstion for teaching

1. At St Martha’s Hosnitals Since moat of the fteaching is in the
88 g

form of demOnstration of cases 2iling fron common diseasés,
the out patient rooms of the respective depariments will be
made use of for tesching. Vhen discussions and seminsrs are
organised, they gould be in the lecturs hsll or its annexe

at St Mertha's Hospital vhichever is free at the time

ii. At the St John's Medical College: The roum Hos 116 and 117

e S mann & Mt

of the ground floer could be used.

iii. At rural centress A sultable place will be enrmarked

9, Teaching aids and equipments

The necessary aids and equipnenis avallable ab St Hartha's
Hospital and in the Departments of aAnatomy, Physiology and Freventive and
Social Medicine of St John®s HMedical College will be made use ofe

co

NCLUg

!p-'

oOX

_Since this 1q the first attempt at organising g courge of
this type for Primary Health Worke s, the various arrsngements and ﬁeauhing
schedules are likely to be of a nature wh‘nh may not be actually fitting to
the requiremenis. Bvaluation at each stage and ths commanta of the traineas
as to their requirement etc., will have to be given full considerytion, Qh@ré
'should be no hesitation to modify or alter thu programme now dreun in the
light of experience gained. We are organising the Programne with fu)l
knowledge of problema that may arise aud we are prepared fo find golutisns to the
Abest interests of the trainees in their work. The futura batches will certainly
be benefited. : ;
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FACULTY

i. St John's Medical College : a. Pre=clinical -~ Depts of Anatomy anﬂvP

b, Para=clinical - Depts of Prev & Soc
ray be invited specia

c. Clinical ~ Depts of Medicine, Pa
Obstetrica & Gynaecol
Opthalmology
ii. S8t John's Medical College
Hospital : Nursing Superintendent - Home Nursing

iii. St Martha®s Hospital and Schoel of Nursing

iv. Others: : a. Dept of Community Development:

: . (1) pistrict Development 0fficer/Bloc
(ii) Extension Educator

(1ii) Agriculture, Horticulture, Piseic

Live stock (officers of the Depts

at Bleck Level - Block Level peop

b. Public Health Laboratory - Food adult

c. Natural Family Banning - Dr (Mrg) M M

d. Director, Ipstitute for Social and Ps
Identi$y of leadership and role of 1le
of community development and health p

e. Regional Coordinating Organization =
Programme, Jayanagar - Dr RG Roy

f. Regional Home Bconomist, Govt. of Ind

g- St Joha's Ambulance :

h. Indian Institute of Management

i. Leprosy = Surg Capt JT Marshall




FIRST WEEX

TRAINING OF VILLAGE LEV:SL HEALTH wORKERS

Day 9,00 am to 12 noon 1.00 pm
MONDAY Inauguration, Registration and Pre=evaluation -~ 3JNC Anatomy Ph
(st John's Medical College)
TUESDAY Common ailments - QUI PATIENT (Medical)
St Martha®s Hospital (SMH) Anatomy Phy
WEDNESDAY =d0- =d0~- =do.
THUREDAY = 0= —do- -do
FRIDAY =do- =doe =do:
SATURDAY Group discussions on common silments - SMH










FOURTH WHEEX

MONDAY

TUZSDAY -

WEDNESDAY

WHRUSDAY

FRIDAY

SATURDAY

(RURAL HEALTH CENTRE)

Introduction to Rural Heelth = Rcle of Heelth Centre - Adwini
and functions

Health and Enviromment (Introduction) — and survey and discue

) = = Survey ar

Water supply and waste dispocal ESESEEE

Insects,rodents and live stock = - Survey and discussion

Industries . - = Survey and discussion

Housing and accommodation - - Survey and discussion

Survey of major resources and facilities for Health and Well









SIXTE WBEK

MORNING AFTIRNOON

MONDAY Water horne diseases - Survey of drink

(brief introduction)

TURESDAY Diesinfection of water in wells Discussions

WEDNESDAY Faecal boxne diseases Survey of latri
of wacte dispos
compost etc)

THURSDAY e -do-

FRIDAY Laboratory exsminations of Analysis of fir

urine and faeces

SATURDAY Group discussions
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_s_i:'N“' Nama Bulk packing Approxecost Manufacturer
Rss Ps. ' ' -
Te Triple Sulpha - g.5 G :
sulpha triad 1000 98,00 Mm&B
2. Sulphaguanidine = 0.5 G 1000 tab 104, 49 IDPL
3, Met ronidazole = 400 Erazol 18 x 10 51.00 EROSPH
= 200 29.00 EROS PH
4e Pipsrazine citrate liquid
(Helmacid) 450 ml 9,36 GLAXD
(hott)
Se 8ephanium hydroxy naph
thxoate 10 packets 25.68 BURROUGHS
Alcapar 1 box REKKERUEWVELLCOME
Gs Aminophyllin tablet 10090 23,83 B.lWe
Te Tedral tablet 500 58,72 WARNER HINDU
8. Cough Syrup = Sedative and
Expectorant 5 1lit 5172 ARAVIND PHARMA
S Paracetemol 100 mg 1000 LBxBR ‘
1G, Aspirin 75 mg Baby aspirin 1000 20.00 INDIAN NAT IONAL
DRUG COM.
300 mge 1000 12,11 MIT LAB
11. A.R.Co. 1000 31.55 IDPL
12, Phenobarbital (30 mg) 1000 17442 IDPL
13, Chlorphenamine maleate 1000 22.88 INGA
14, Chlorpromzine (largactil)
(10 mg) 10 tab 0.53 Mm&B
(5 mg) 10 tab 0478 Mme&s
154 Multivitamin 5000 RALLIS INDIA —
16, Calcium Gluconate or ‘
Calcium sandoz 1000 2750 NAT IONAL DRUG COM
17. Ferrous Fumarate
(NORI-A) 500 tab 14.83 BURRDUGHS
- WELLCOME
18. Vit A & B Zaps (glaxo) 1000 tab 29,25 GLAXO
19. ISONEX 40 mg 5000 tab 106,74 PFIZER 5
20, INH <sonex Forte 300 mg 1000 tab 64.05 PFIZER
2. Thioacetazone - 75 mg Y 1SOZONE :
=150 mg JForte 1000 tab 113,39 PFIZER
22, Dapsine 5000 tabs p
23, Chlroquin - 150 mg hase 1000 116400 -ggg:’l‘cj':gm
e e i) e % Nt b VARNER HINDY.

~r Ca'minative mixture -4 BB L s 2
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EPIDEMIOLOGY AND MANAGDMsNT OF DIAARHOESL IN A VILLAGE COMMUNITY

(Madiwala, Bangalorc, India)
+

PURPOSE OF STUDY AND SERVICE

Diarrhoesa occurs predominantly in children under five ycars
age. It is often sporadic rather than epidemic, and the setiology
in 60 to 80% is not due to bacterie and parasites normally
associated with diarrhoca.l’Z’3 Recently a significant proportion
of gastroenteritis cases in industrial countries have been
associatad with an entericrovirus-like particle, the orbivirus,

rotavirus or duovirus 445,67

No epidemiological studies have reported using techniques
to detect this viral agent or agents in communities, but
preliminery reports suggest that a similar virus may be an
important cause of diarrhoeca in tropical and developing

countrieS.lO’ 12 L 1612055 25

In these countries diarrhoza in children is a major cause
of disease and death.S’ ° There is evidence that simple rehydration
can greatly reduce the mortality if it is started carly enough.26’ 27.
The reports so far indiczte the technigque is valuable in hospitels,
but it is uncertein how effective this therapy would be in a

village home situation.

Aims of the Project

1. To examine the actiology and epidemiolagy of diarrhoea in
tropical communitiés with an emphasis on the viruses
affecting the alimentary tract :

2. To compare the effects of nutrition, diet, and hygiene
on viral and other diarrhoeas in children

3. To relate the episodes of diarrhoea in children to other
illnesses in the individuals and families

4. To test how effective early oral rchydration is in
the domicilisry management of children with
diarrhoca.
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MARTGUANA SUTNVLEY U STTONMALR

Instructions

The use of marijuana has bscome a major health izsue. We feel that
it ie important {o determine the opinions of a group of gublic health professionals
in treining concerning thie icsue. Accordingly, we request that you cooperate
by answordng the guestiommaire below., ALl weplies are AHUNYMOUS and CONFILERTIAL,
Your participation is greatly appreciated.

Lo Bow would you rank marijusns as a problem?

~—agqual to nareotics (eg heroin)

———————gqual {0 prescription druge (eg., tranquiligers)
——————gqual to tobacco or alecohol

~e————=n0t a serious problem

2. Whare did you get most of your informetion about marijusna?

~=perscnal experienco

experdence of others (eg., clinieal cxperience, expgerience of friends)

—————econmmnications media (eg., radio, TV, magazines, newspapers)

T

professional sources {eg conferences, clinicians, journals)

3« In your opinicn, which of the following eifects are produced by marijuanaf

Yes flo Don®t know
ae Has habdit forming qualities
(addictive) F— e S
b, Potentially polscnous (due to its
Ce Docrsases inhibiltions e e - ——
d. Develops increasing tolerance
to the drug B —— e
e, Causea pernanent mental disorders
{eg., inugnity) oo e ——— PR
fo Lowers achieovement B —— e
g Provides unusual perceptusl
experiences (lightheadedness,
time distortions) P Meabe PERR
h. Increases aggressions B —— e

i, Improves social interaction and socig-

je Increasss sensitivity (eg to food,

music, sox) —— —— S
ke Increases passivity s — o
l. Worzens social relations N ——— ———
m. Increases asexual desire RS e e
n. Leads to other drugs {aspocially
0. Increases self knowl dge ——  —— —

Pe Leands to mental deterioration

o, kR SN 5 Ry Y
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5. What position would you advocate concerning future marijuana laws?
~-——a. Not avesilable legelly under any circumstances
~——bes Available by prescription only (and for m:=dical rezsearch)
——===C, Sam® availability and legal status as tobacco and liquor
~--—=0. Ko restrictions on its use
6. ¥hat is your gencral attitude toward marijuena now?
——————={avoursble w—————-unf{avorable —————— mixed feelings
T. How often have you used marijuana?
——————never =—————tried it a few times ————-upto 3 times per week
- more than 3 times per week
8. (a)If you DO NOT use marijuana, and it were legalized, would you then use it?
-yes ———N0 ————undecided
Sxxilxxz
(b) If you DO use marijuana, and it were legalized, how would your pattern
ol usage change?
-———increasad use mme—decroagod use ~—~——=Tremain unchanged
9. Hove your attitudes toward marijuana changed since you have been in the
School of Public Health?
-———-yes, mor2 favorable toward marijuana
-———=yeg, less Tavoravle toward marijusas
no, unchanged
10. If you have used marijuans, at what age did you first use it? ———=————-
11. ¥hich of the following drugs have you ever used "recrcationally®™ (ie., not
medically prescribed)? ;
———-=-0Opiates ~———Amphetanminas ("pep® pills) ~=——=Cigarettes (nicotine)
~-——-—-Hescaline ———-=Trangquilizers =wmmeflcohol
—————L3D ————-8leeping pills Coffee (caffeine)

————-=-Cocaine ——-=0th r (specify)

12. What percentage of pubiic hualth studenie do you think have tried marijuana?
What percentage of law schoul studenis do you think have tried marijuana?

13. Do you think that marijuann has votentinl for medicinal purposes?
———yes (if yes, pleass spocify Lelow) ———N10 ———-don't know

14. Do you think that marijuana has potential for medicinal purposes?
-—-yes &ifryzx ———n0

15. What would you advocate as American peliey in vletuam?
incraased military escalation
1i ited de escalation
~———=complete and immediate withdrawal
16. How do you feel about priusent abortion laws?
————f abortion should not bs legalizmed
b. abortion should b2 legalized under certain sxtenusting circumstances
-———=C. abortions should be legalizod
~————=d. abortion should be legaligzed and funded by the governzont

17. How dc you feel about the Gay Liberation Movemsnt?

favorable favorable ~undecided
Sex: —~-—female ————mpgle age_ s
Academic status; ———-~student faculty

Colleges major :
Usual occupations <=

Gitinenship:-—-

Ethinic group {plsase specify):
Batimgte inwhich of the following aocial class category your parents would fall:

lower lower clasg -—~—-upper lower clagss ————-lower middle clasg

e SRR SR e ey s SRR T e A G e e R gt TN B S TRt s S T et R o Ve Zas I S SRl Ty T S

%




i MARTIUANA SURVEY QUASTIONNAIRE

b8

Ingtructions

The use of marijuana has become a major health insue. We feel that
it is important to determine the opinions of a group of public health professionels
in treining concerning this issue. Accordingly, we request that you cooperate
by answering the questionnaire below. All replies are ANONYHMOUS and CONIIDENTIAL.
Your participation is greatly sppreciated.

1. How would you rank marijuana as g problem?

--equal to narcotics (eg heroin)
——————egqual to prescription drugs (eg., tranquilizers)
-———-gquzl to tobacco or alcohol

~————=n0t a seriocus problem

2. Where did you get most of your informgtion about marijuana?
———e——=peraonal experisnce
-«——-—-n--cxpcrioﬁce of others (eg., clinical experiencs, experience of friends)
omm———conmunications media (eg., radio, TV, magazines, newspapers)
——————-=professional sources {og confercnces, clinicians, journals)

3. In your opinion, which of the following effcets are produced by marijuanaf

Yes Ho Don't know
2e Has habit forming quelities
(addictive) o S R
b. Potentially poisonous (due %o its
hi;h toxiCity) csmesmex cocras —cponencs
Ce Decreases inhibitions ———eemam o —
d, Develops incr=zasing tolerance
to the drug —— —— o
€. Causes permanent mental disorders
(eg‘-, infﬂani t_y) o e e - —— [——
f. Lowers gchievement ——n —— e
. ge Provides unusual perceptual
experiences (lightheadedness,
time distortions) el A TR
h. Increases aggressions e — o e

i. Improves social interaction and socia- :

js Increasss sensitivity (eg to food,
music, sex)

k. Increases passivity ———— ——— ———
1. Worsens social relations — e ——
m. Incrcases sexual desire —————— — e
n. Leads to other drugs (especially :
ﬁ heroin) —— PO -l 2
\W_,__N_ 0. Increaszs self knowl:dge ety — e ._.4/-""/'
¢ B>——ta mental deterioration — i et T e
q. Any other ei%m%gsify) o — ! E, ..-a-— :

i
" il

A, How do vou feel aboil® m1 SoBl B e 0 2o e T ey k ; ™



. Ethinic group (pleass specify):
- Estimate inwhich of the following social class category your par@nts would fall:

' ————=lower lower class ~----upper lower claas ‘-—-——loweramidale clasg

2

5. What position would you advocate con:zerning future marijuana lews?

~——=—8, HNot available legally under any circumstances

———Dbe Available by prescription only (and for m=dical research)
———-—C, Same availabiiity and legal status as tobacco and liguor
~——~d, No restrictions on its use

6, What is your general attitude toward marijuana now?
=———-=favourable ——————=unfavorable ——————-—mixed feelings

7. How often have you used marijuana?

——————never ——————tried it a few times =——stip L0 % times per week
——~- more than 3 times per week
8. (a)If you DO NCT use marijuana, and it were legalized, would you then use it?

———-yes ———N0 ————eundecided

Sxxiayz
(v) If you DO use marijusna, and it were legalized, how would your pattern
of usage change?
-——incregsed vse w———docrzased us —-———=remain unchanged

9. Have your sttitudes toward marijuana changed since you have bcen in, the
School of Public Health?

———-—yes, more favorabls toward marijuana
-———--yesg, less favorable toward marijusna
-~—=no, unchanged

10. If you have used marijuana, at what age did you first use it? ———m—————e

11. which of the following drugs have you ever used ®recreationally" (ie., not
medically prescribed)? :

~———Qpiates ~———~Amphetamines ("pep” pills) ————-Cigaretties (nicotine)

—————-Hfescaline —=——=Tranquilizers —w~=—=jlcohol

—————-L3D —===3leeping pills Coffee (caffeine)
~Cocaine ———-=0th v (specify)

12, What percentage of public hwalth studenis do you think have tried marijusna? ———=%

What percentage of law schoul students do you think have tried marijuana?
13. Do you think that marijuana has potential for medicinal purposes?
-——yes (if yes, please specify below) ———=n0 ———don't know

14. Do you think that marijuana has potential for medicinal purposea?
yves fifxyex —===no

15. what would you advocate as American policy in Vietnam?
-——incraased military escalation
~———-1i ited de escalation
complete and immediate withdrawal
16. How do you feel about prosent abortien laws?
————g. aborticn should nct be legalized
b. abortion should be legalized under certain extenusting circumstances
-———=C. abortions should be legaliged -
——-=d. abortion should be legalized and funded by the government

17. How do you feel about the Gay Liberation Movement?

~———favorable =-—--—favorable _ ~undecided
Sex; =-—--—female ————-male age
Academic status: ~-student —=——Tfacul ty

College major =
Usual occupations

Citizenahipz—-———-w——-

*
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TRAIRING PROGRAMME FOR "GRAM SVASTHIKAS!
(Village Heaith Agents)

INTRODUCTION :

For the past 5-6 years the Indo Dutch Project has been function-
ing in 47 villages of the Chevella Block focusing attention on
health, education and nutrition. For the health inputs, the Ni-
loufer health team has been paying regular visits twice a week to
four subcentres. The Auxiliary Nurse Midwife experiment with an
extra input of training in skills as well as by reduC1ng the area
of operation of each AWM tec a population of 5,000 has helped in
using this important f functionary more effectively for health edu-
cation, care of minor ailments, referrals, family planning, health
and sanitation with a greater emphasis on the preventive sice,
Emphasis on health education and nutrition has been stressed not
only by the ANM but also the balsevika and the mother teachers
which has resulted in a multi-pronged impact on the rural fami-
lies. This experiment has now been spread to the entire Block
under the new Multipurpose Heal th Scheme. The Project Working
Group consisting of representatives from the National Institute
of Community Development, Niloufer Health Team, Department of
Heal th and jt‘am:t.Ly Planning, College of Nurs sing, College of Home
Science, the District and Block staff reorganised the centres of
the entire Blocik. Twenty four subcentres have been now formed +to
be manned by a male and female heal th worker to cover a population
of 5,000 per unit. Six zones have been formulated with a male
and a female health supervisor to be in charge of each zone to
provide guidance and supervision to the health workers in four
subcentres in eaéb zZone. This new scheme was inaugurated by the
Minister for ﬂealth, Andhra Pradesh at Shankerpalll in September
1976 when all the sixty health workers were provided newly design-
ed kits with drugs by the Project in addition to the special

training organized for them by the Medical Department,
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FOLE OF THE NILOUFER TEAM:

Instead of the regular visits to the four subcentres, the new role
of the Niloufer Teawm will be monitoring, training, evaluation and
on the spot éuidance to the Health staff of two zones covering
eight subcentfés manned by 16 health workers and four health SUperm

visors covering an area of 34 villages.
THE VILLAGE LINK —-~ GR2AM SVA STHIXA 3

One of the main objectives of the Project has been to encourage
local mothers to come forward +to take up responsibilities connect-
ed with health, education and nutri tion, Local mothers have bson
trained by the Projeét totrun creches and balwadis as mother toa-
chers. 1In order to strengthen the hands of the health workers, it
has been decided to select and train suitable village women who
have the minimum educational standards {at least 5th grade) for

one month to serve as effective assistants to the heal th wor kers of
the new scheme in two zanS. After considering several names for
this village woman the Working Committee felt that the term "GRAM
SVASTHIKA" would be appropriat- to bring out the main concept of

a village health worker who will have complete information about
the pregnant amd lactating mothers, number of malnourished children
and the details of births and deaths in the village, This GRAM
SVASTHIXA will be expected to fill in the cultural gap that exists
between the city doctor/nurse/paramedical workers and the id11dte-
rate rural families. It is planned to select 34 village women to
serve in the 34 villages of the two zones after they have been
trained at Shankerpalli for = peériod of one month. The main role
of the GEAlM SVASTHIKA will be to carry the message of health, edu-
cation, nutrition and family planning to the rural families and

act as a guide providing the elementary information required for ' &
health education so that the time of the health programmes could’

be better utilised during their visits to the concerned villages,
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Preference in selecting suitable women will be given to those who
have already been trained as mother teachers or indigenous mid-
wives., An honorarium ranging from Rs. 30 to 50/~ for parttime work
will be given to these women which will not be considered as a
salary but as an incentive foir the Qork and interest shown by them,

FUNCTIONS

a. The worker should have details of the names of families and
houses specialily of women who are in the age group of 15-ll;

also vital statistics {births and deaths).
b. She should make home visits on a regular basis to build up a
close rapport with the families and be informed of their wel-

fare and supervise the undsr five feeding programme; indenti-

fication of malnourished children.

c. She should be able to attend to minor ailments, dressing first
aid etc. and give necessary advice for maternal and child care,
deworming, vitamin A, follow up T.B. and leprosy patients amnd

family planning.

d. She should have complete information about the programmne of
doctors' visits to the key villages as well as the working

hours of the Auxiliary Hurse Midwife/Balsevika and Craft Teacher.

e. On a routine hasis she should take with her a few families to

the ANM subcentre for health checkups.

f. In case of emergency, she shomld inform the ANM/Health Visitor

to visit the village and also to inform the Medical Officers.

g+ In case of reflerrals and complications, she should accompany

the cases to the primary health centre.

h. She should act as an agent for family planning and use indirect

methods to encourage families to use the proper method suitable
to them.

i, She should provide necessary information with the help of flash

cards, flannel graphs to the families in the village for health
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education and emphasize on the priorities of the Projeect viz,,
encouraging antenatal care for expectant mothers, nutrition

and immunisation.

J. She should be aware of the type of diseases, epidemics and any
other outbreaks in the village so that she could inform the

subcentre and the primary health &8RAEFS.

k. In addition to health, she should also enicourage mahila man-
dals (women's clubs) and balwadis on the same lines as in the

key village.

1. She should act as an a2gent to provide the necessary informa-
tion about the integrated programme, The rural families should
look up on her as a guide in cases of heal th, education and

nutrition.
TRAINING PROGRAMME FOR GRAM SVASTHIKAS

Period of trainings: 12 working days on every Mondays, Wednesdays
and Saturdays during the period from 19th February to 21st March
1977 excluding holidays.

¥enue: Shankerpalli, Chevella Block,

Trainers: Niloufer cHealth Team, PHC Staff, Block Staff and Specia-
lists from the Department of Health and Family Planning,

the College of Home Science and the College of Nursing.

METHODOLOGY :

The syllabus for this course has been designed according to the
jobs to be performed by the Gram Svasthika. The following are

the units showing the weightage given to each in terms of days

and hours.



Theory Practicals
1. Maternal care 2 6 L
2., Child care 2 6 L
3. First aid 1 3 2
4, Nutrition education 2 6 L
5. Health and sanitation 1 3 2
6., Family Planuning 1 3 2
7. Records, rcports and
vital statistics 1 3 2
8. Collaborationa with PIC
workers and other 1IDP
workers in the Block 2 6 L
Total 12 36 24

After a brief introduction the trainers will spend more time in
demonstrations and field practicals. Each trainee will be given
an epportunity to complete the registers and other data as group
assignments in Shankerpalli village and as individual assignments
in her own village under the guidance of the concerned multipurpose
workers., A sct of simple registers will be prepared for each trai-
nee along “with simple visuals that she could make use of in her

village.
JOB FPUNCTIONS:

1. The Gram Svasthika will make frequent visits to houses in the
village, assigned to her, in such a way that each child and
each woman arse seen at least onee in a month, and that those

needing special care are seen every week.

2. She will detect pregancies early a2nd fill in the list of pre-
gnant women, so that early care during the antenatal period and

labour can be provided.

3. She will ensure monthly sequential weighing of children atthe
time of visit by Multipurpose worker and recording of their
weights on charts for evaluation of their growth and nutrition.,

4., She will maintain a list of children 'at risk! and a list of
other persons in need of special attention.

5. She will render first aid where necessary and refer sick children
mothers and other adults to the Multipurpose Health Supervisor
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(male and female) for checkup and treatment.

She will help the Multipurpose Health Yorker (female) in examination
of arm-girth of children with coloured bands etc. and distribute

nutrition supplements like tablets, protein packets (Hyderabad Mix)

entrusted, if any, to her, and ensure on the spot consumption of

the material by the beneficiaries, as far as possible, either indi-

vidually or. in groups.

She will organise immunisation compaigns with the help of the.
local comnunity, and will collect children and women for immuni-

sation when the Multipurpose health worker visits the place.

She will give nutrition education to the families based on food
materials available easily in the village amd teach them better
methods of cocking to ensure balanced diet and demonstrate the pre-
paratibn of weaning diets and supplementary diets.

She will educate the families on Health and Sani“ation with parti-
cular referemnce to perscnal aygiene, clean drinking water, treat-
ment for scabies and other minor ailments of common occurrence.

She will motivate the people to plan their families and bring to
the notice of the Multipurpose health supervisors {(male and female)
such cases of eligible couples as are not neadily coming forward

to accept one or the other method of Family Planning, It within

a fortnight of a missed period, termination of pregnancy is desi-

red, she will refer the case to Multipurpose worker for menstrual

regulation.

She will collect information on births and deaths occurring in the
village and naintain a record of the events.

She will help the Multipurpose Worker (female) in examination of
pregnant women and will distribute under guidance of the Multi-
purpose Worker (female) Iron and Folic acid tablets for 100 days
from the seventh month of nregmancy or to the extent possible as

instructed by the Multipurpcse Worker (female).

RECORDS TO BE MAINTATIIED:

1. List of ' regnant wouen

2, List of children under five

3., List of other unhealthy persons needing attention

4, List of births and deaths .

5, Particulars of immunisation and issue of Hyderabad Mix.
6., Drugs and equipment received and extent of utilisatigg,/”

- - - ;','?-Q
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DETATIED SYLLABUS FOR TRAINING OF GRAM SVASTHIKAS (VILLAGE WELFARE
AGENTS) WORKING UNDER THE INDO DUTCH PROJECT - HYDERABAD,

S1.No., Name of the Theory Practicals.,
Session

1. Maternal Care:

1. Antenatal care 1. Importance of early 1. Prepare a list
registration of all of pregnant
Antenatal cases women

2. Make sure that
they are regi-
stered by the
Multipurpose
Worker (F)

3. Ensure that they
are getting
antenatal care

2, Detailed examina tion 4L, Take the list

of all Antenatal cases of all high risk
at frequent intervals cases from the
to take extra care on Multipurposec

the high risk cases Worker and see

that they get
special atten-
tion,

3. Systematic follow un 5. Act on instruc-

of the cases with ad- *ions of the
ministration of Teta- Mul tipurpose
nus toxoid Vitamin Worker in distri
tablets, Iron & Folic buting Iron &
acid tablets etc. Folic Acid
tablets.

2, Postnatal care 1., Importance of watch- 1. Report emergen-

ing the health of the cies connectead

mother and child during with delivery

and also after delivery tc the MPW(F)
or MPS(F) or
the Medical Cf-
ficer of the
PHC

2., Report all cha-

nges in the
health of the
mother and chil:
to the MPW(F)

2. Taking care of the 3. Report delive-
health of mothers deli- ries conducted
vered by dais & Un- by local dai

skilled persons. to the MPW(F)



2.

3 Care of lacta-
ting mothers.

Child Care:

N
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The need for

the

mo ther,
of breast feeding

Importance of special
care for the health of
all children under five
years of age.

Combating malnutrition
in children under 5

Special care to ensure
propor growth and deve-
lopmen t in children

Checking eye diseases &
defeets in children

Preventing infections
diseases

Treatment ag2inst worm
infections.

nutritional
supplemaents to lactating
advisability

—

Act on instructions

of MPW in distribu-
ting iron and folic
acid tablets and

other nutrition supple-
ment to lactating

mo thew .

Introduce the right
technique of breass
feeding. :

Prepare a list of
children under five
years of age.

Get them registered
with MPW (F)

Assist the MPW(F) to
take the weight and
give the card by
charging 25 paise

Identify cases of
malnutrition with

the help of arm bards
and prepare a list

of children mneeding
protein packets.

Arrange for procuring
Hyderabad Mix packots
from Mahila mandals
ttwough the PHC Medi-
cal Officer and dis-
tribute these to the
necdy cases as inst-
ructed by tho MPW(F)

Prepare a list of
children needing va-
rious kinds of immu-
nisation & administer
oral Vitamin A once
in 6 months to cases
requiring it,

Collect children for
immunisation against
inf ectious diseases
& particularly DPT
and Polio

Collect children for
de -worming when MPW
(F) visits the villa-

g€



3., First Aid:

Lk, Nutrition
Education:

5« Health &
Sanitation:

6. Family

Planning:

$3:

1. First Aid in General i
emergencies

2. First aid in communi- 2,
cable diseases

3. Pirst aid in other i,
minor illnesses lead-
ing to de-hydration etc.

1., Knowledge about foods 1,
avaiiable in villages

2. Balanced diet

2
2. Supplementary and wean-
ing foods

» Advice on infant feeding

Attend on cuts, burns, falls
& fractures, Drowhning-bites.

Attend on scabies/conjuncti-
vitis
Attend on fever, diarrhoea

and vomitings

Prepare a list of sick per-
sons (other than under fives
and pregnant women) who re-
quire special attention by
the M,P.Ws.

Promote the practice of grow-

ing plants of papaya and drum-

stick etc.

Advise the families on bet-
ter methods of cooking for
prevention of loss of vita-
mins and minerals, ‘

5. Beliefs and taboos about 3., Demonstrate the prepara-

food practices

6. Importance of green leafy
vegetables.

1. Personal Hygiene 1.,
2, Clean drinking water

3. Lisposal of waste
wa ter

Preparation and maintenance
of family survey registers
and eligible couple regi-
sters; and using them as
the basis for deriving from
them the lists of couples
that can be treated as tars
get foxr amy particular
method of Family Planning.

tion of supplementary and
weaning diets.

Give proper bath-Keep nails
teeth skin and hair clean.,
Put on clean cloths.

Prevent water pollution and
drink purified water.

Zducate the families on pros+
per utilisation of latrines,
drains & soakage pits.

Prepare lists of target
couples in consultation wi th
MPW(F) and MPW(M) based up-
on the eligible cowle
register,

Bducate the couples regard-
ing the DF .P?. method acpro-
priate tec each one of them,
(Permanent-Semipermanent or
temporary as the case may
be )

[kt
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Circumstances in which it Motivate the families to adopt
is advisable to recomwmmend Pamily FPlanning and bring to the
induced abortion or men- notice of Mp¥W (F) and MPW ()
strual regulatiom. ! those that are resistent.

Refer willing cases for menstrual
Sy . regulation to MO, PIC early after
‘ 15 days of missing periods and if
abortion is desired arrange for it
early preferably within 3 months
of gestation.

7. Records, “cports T
and Vital statistics:

1. Basic records like Family Prepare list of births and
Health “egisters, Family ~ deaths occuring in the village
¥olders, Individual cards and show it to MPW{(F¥) to fa-

and charts and daily diaries. cilitate fillow up action whe-
rever necessary.

3¢ ]

« Reports such as monthly

progress reports. Maintain a record of the
supplies of medicines and
equipment r eceived showing
therein the extent to which
each of these items are
utilised.,

3« Importance of vital stati-
stics and prompt and com-
plete registration of births
and deaths.

8. Collaboration with other
workers of the THC and
other institutions of the
Indo Dutch Project:

1. Organisational set up of Observe the activities of
the PHC and particularly MPW (M&r), Balsevika, Craft
that under the MPYW Scheme teacher, mother teacher and
and the activities. associate with them.

2, The set up of Indo Dutch
Project Institutions like
balwadis creches mahila
mandals & youth clubs and
their activities.

3. The concept of Integrated
approach for dsvelopment
of child welfare and improved
socio~-ecounnmic status of the
rural folk,

4, Collaboration with all other
workers.

¥ssr:
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" . The Dean
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I have prepared a short brochure on the training
programne for Community Heslth Workers in Community
Health and Medicine(P.U.C. 1)

I would like you to go thnough it and make any changes
you desiro.

For the time being, we could cycloatyle about 100 oopies

of this training programme brochure and send it to all

concerneds The cover page would have to b rinted with
‘»(,-; p 2’4/

- the College emblem chmé’ €
ﬁ% OAf e /c+;¢e L vic i r€5

detailed. ~tra.i.n:lng programme of lectures, clinics etc,

" could be handed over to the trainees whenm they report at

the Institution.

You may like to have a look at the Indo-Dutch Project

for Child Welfare brochure which is placed below on which
our brochure has been patterned to some extent(P.U.C.11)

3 /{uM AR

19.5.78 = Director of Rural H :l:h Servieas
And Training *{Ogs ammes

SteJohn's Medical College
Bangalore.

!

Hospital Administrator
SJMC Hospital
Bangalore



ST.JOHN'S MEDICAL COLLEGE
AND
TEACHING HOSPITALS/RURAL HREALTH CENTRES

Johnnagara
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TRAINING PROGRAMME
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in
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By

Major General B Mahadevan
PROGRAMME DIRECTOR
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TRAINING COURSS FOR COMMUNITY HEALTH
WORKSRS IN COMMUNITY HEALTH & MEDICINE

Our Country is hopefully entering an era of social
and economic revelution. The Union Minister fer Health and Family
Welfare, Sri Ra) Rarain, has said in this context thet "The soul
of our country lives in the villages. 'The rrogress of the country
depends on the progrees of the iillagea. Unfortunately the steps
taken so far for the development of villages have not been adequate,
In fact, people's cooperation was not sought to moke rural development
a success. Thay were not given the opportunity iv rarticipate
in the activities sponsored by the Covermment nor were they given
the opportumity for doing these jobs themmelven',

Since independence, we have made substantial
investments in the production of medical manpower but the health
status of our people is still far from satisfaetory. Health service
hithertofore has been basically a service "distributed™ by a group
of health prcfessionals t¢c a comuunity vhose role was that of a
paseive recipient. There has been very little participation from
the community in solving its own problems. It L true that Primary
Health Care delivery is a difficult task. Health iz not & primary
felt need. Ecotnonic development and agricul tural improvements are
two more important sectors to the people and only after improvement
of these priority sectors, would health become a relevant issue for
the community.

In many gigantic tasks in the conirol of important
social diseases like tuberculoeis and leprosy and in nation wide
progranmes connaected with Maternity and Child Health(including family
planning), Care of the Handicapped, Fshsbilitation =nd Nutrition,
Voluntary Agencies all over the world, including our own country,
have provided the necessary lead. In th» field of medical and
paramedical education also,missionary edusationai institutions
have contributed a great deal in muprlementing prvermuental efforts
and programmes and have fumctionad as active partners im such
enterprises.

Teaching institutions should play their role in

vee2fw
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training the required number and type of Community Health Workers

to participate as "Comprehensive Grass-roots health agents within

the Community" who will find the needs, problems and potentials in
the Community in the field of health as well as other aspects of
life, thereby giving the required priority to community participation
in the planning and implementation of various nstion building

programmes.

The Community Health Workers Training Programme
being organiszed at St.John's Medical Collage and associated Teaching
Hospitals/Rural Health Centres envisapges such a coordinated effort.
OQur Community Health Workers will join the Army of Community Health
and Multipurpose Workers being trained by Govermment to develop,
expand and extend Piimary Health Care Services in rural areas and
urban slums. They will function as essential links between the
Community and established health agenciss to make rural heslth
progrﬁmmes effective, Thig programme of training has become possible
due tc the dymamiem and perseverance of our adninistrators, the
Dean, Dr.C.M.Francis and the Hospital Administrator, Sr.Carmelann
ably supported by the Governing Body of the Catholic Bishops
Conference of India Society for Medicel Bducatisn and various
sponsors.

The truining programme of 3umonths duration has
been made 23 practical, problem solving and action oriented in
nagture as possible. Euphatis is being laid on understanding basic
heal th neasures, nutrition, education, under five care, family
planning and welfarc and environmental sanitation. Nearly two
months of their training ie in rurasl areas, and therefore, the
boundaries of problem solving and action are limited to actual village
situations, avoiding unnecessary general and “"acadenic” discussions.
The workers will be given various practical assignments to equip
them with the necessary skills for identifying and solving health
problems. '

Selection of trainees is made fwom amongst persons
with a basic qualification of 3SLC or equivaleant, motivated and
dedicated to serve and who are already engaged in sccial, developmental
and health fields, in peripheral areas.

os oo 3=
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After conducting an adequate aumder of such
Basic Courses, it is proposed to run Refresher Courses for these
workers and finally Teaching Training Courses for Doctors, Nurses
and selected' CHWs. Refresher Courses will be conducted at suitable
centres in India. As the trainees hsil from all part of India, the
medium of instruction is necessarily in Englishe For the time being,
pelection for Basic Courses is being made from wongst seminarians/
Priosta/nrothors/Raligious gin%ers of variocus Diocese and Congregations
in India.

LEARNING OBJSCTIVES OF THE CQUESE :

The training gziver will amable the worker serving

a Community to
(&) Control communicable dizensas bys

- identifring, treating, advising and when necessary,
reforring patiente with fever, diarrhoea and respiratory
Clgeases

- preventing the spread of epidemics and notifying
such diseases

- undertaking vaccinations as approved

(v) Provide maternal care bg:

~ identifying pregnant women in the community, advising
thes and refsrring abnormsl cases to the health centre
or to the hospital

« proparing for delivery, assistance st child birth,
giving first care tc the mother and baby, calling for
assistance or referring cases vhen necessary

- giving post natal care, advice and fanily planning
information

- advieing, treating or sending sick women to the hospital

(¢) Provide child care by caring for bolh well ond badly
fed children and promoting nutritinn sducation

(d) Give primary care in case of burns, wouads, fractures,
bites, scoidents and refer them whem necensafy

(e) Concern himself with environsental healti problem by
advising the community oa water surely, excrets and waste

disposal, food protection and by proweting health

education in these areas.
o-c4/"
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(f) cépe with the following health problems by identifying,
treating with simple medicines provided and referring
cases when necessaryj askin diseases, eye diseases,
headaches, belly pains, pains in the joints, intestinal
worus, weakness and tiredness, diseases of the mouth and
teeth, lumps under the skin, mental and venereal diseases

(g) Take an interest in and participate in commundity
development activitiesm of various types including animal
husbandry, agticultural, horticulture, poultrwy,
pisciculture, piggery and so on, by discussing community
problems with local leaders and working out solutions
for improving the quality of life of the population

(h) Refer to appropriate gentres all cases and problems
outside or above hia/har competence

(1) Maintain basic medical records of vital avents(births
and deaths in the community).

LOURZE COMPONENTS s

A programms of lecturs/group and trainee/staff
discussions, clinios, field vieits, practical sessions and films on
community medicine and health subjects has bsen organiseds The whole
course is designed and spread owt over a period of 12 weeks of which
3 weeks will be at the urban locatiom and 9 weeke at a rural set up.
While certain topics and training will be imparted at St.John's Medical
College and its Hospitals, moet of the subjects pertaining to community
health matters will be dealt with in the rural field health centres,
where it will be possible to expose the trainecs to problems and
various approaches in community healthe Participants will be
involved in practice of actual procedures like immunisations,
disinfections, conducting of antenatal and under five clinies and
treatment of patients for common complaints with simple drugse. The
acquisition of basic knowledge, attitude and skills will receive full
attention throughout the course. Time will be given for participants
to speak, so that the faculty gets to know their problems and find
solutions to the same. Their active participation at all stages will
be ensured.

0005/"
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One of the highlights of the training programme is

the intensive exposure of trainees to various model development
activities in Karnataka's rursl areas, including economics of the same.
Information on how to start small scale projects in rural areas on
Poultry, Piggery, Dairy, Agriculture, Horticul ture(Applied Nutrition
Programmes), Pisciculture and Animal Husbandary is providodwm them.
The Community Health Workers thereby understand that l!lalthhnovolopnmt
are closely linked areas for the total development of a Community.

In the words of the Dean, Dr.C.M.Francis, the

participants will have at the end of the training «

" 1.

2.

Je

4.

Se

6.

Te

B..

9.

an elementary knowledge of the working of the bedy in health
and disease

acquired the attitude, skills and knovledge fo:jhmth education
at the individual and group levels in the community

developed an attitude of soecial concern for the disadvantaged
and sick

obtained some insight into the social effects of illness on

the individusl and the family and the role of secio eccnomio
fectors in health and disease

acquired skills in making cut the signe and aymptoms of the
common ailments in the community and the general rmanagement of
patients

an elementary knowledge in the organisation an‘ management of
primary health care for a community, including water supply,
environmental sanitation and immunisation

Imowledge of the working of the national health programmes
including nutrition and maternal and child health programmes
obtained an idea of population dynamics and family planning and
developed an attitude of thinking of development as a vhole
and not health in isolation™.

Yenue

1) S¢.John's Medical College and Hospital, Johnnagara,
Bangalore 34
11) Rural Health Centres, Karnataka 0 - Dommasandra(aneksl Taluk)
- Mallur(sidlaghatta Taluk)

cesbfw
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ZACULTY s

(1) Dean, st.John's Medical College
(i1) Hospital Administrator and staff of St.John's Mediesl
College Hospital (SJMCH)
(111) Staff of Departments of Anatomy, Physiology, Medicine,
Surgery, Paediatrics, Obst & Gynae, Orthopaedics,
Dermmatology, Otorhinolaryngology, Ophthalmology and Psychiatry
(1v) Director, Rural Health Services and Staff of Department of
Colmuni ty Medicine and Ross Institute Unit of Oeccupational Health
(v) Medical Officers and staff of Primary Health Centre/Unit at
Dommasandra and Mallur
(vi) ssaff of Providence Convent and Holy Cross Convent
(vii) visiting Lecturers from:
Indian Institute of Mansgemeni, Bangalore
 National Institute of Mental Health and Neuro Seiences,Bangalore
Natural Family Flanning Assoedation of I,dia, Bangalore
S%t.Johns Ambulance Brigade, Bangalore
- (vii1) Directorate of Animal Busbandry and Veterinary Services,Bangalore
Ministry of Apriculture and Irrigation(Regional Home Hconomist),
Bangalore
Directorate of Indian Institute of Horticulture Research(ICAR),
Hessraghatta, Bangalore
Director, Indo-Dane Project, Hessraghatta, Bangalore
Water Supply and Sewerage Board, Bangalore
Social Wglfare and Labour Dept, Bangalore
Directorate of Health and Family Welfare Services, Bangalore
Directorate of Fisheries, Bangalore
Dept of Women and Children's welfare, Bangalore
Dept of Public Imstructions, Bangalors(Chief School
Medical Inspector)

Duration of course * 12 weeks
Lourse Capacity * . N
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Boaxding and Lodging 1

Course ie fully residential. Tpainees are
accommodated at St.John's Medical Cdllege Hospital/Rural Heal th
Centres(Dommasandra and Mallur)

Room «  Re. 5/~ per day
Heals «  Rs. 7/- per day

ZIransport 1

Transport for trips between the College and
Teaching Hospitals/Rural Health Centres and for field vieits, will
be provided, for the participants and acoompanying staff members.

Library Faoilities

Course participants are pemitted {0 use the
College Library for the duration of the Course.

JBXPENDITUER s

squiplent, -t-ﬁmyﬂ : y{n 7‘ W

Bach participant is required to pay khe Course
Fees of Rs.900/~ to meet the expenditure incurred onm transport,
audiovisual equipment, stationery and faculty time, The course
fees will be paid in advance along with the boarding and lodging
charges.

Registration :

All candidates selected for the course are required
to £ill in the attached profoma(Appendix A) and mail the same
along with the boarding and lodging charges for the period of the
entire course in favour of the Dean, St.John's Medical College,
through their Diocese /Congregation.

ZIraining Programme !

The detailed Training Programme of Lectures,
Clinics, field visits, practical sessions, films on Community
Medicine and health subjeets, Topics of Group/Tpainee and staff
discussions, will be handed over to the candidates on joining the
course.

eee8/0
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SOURSHE CERTIFICATES ¢

Course Certificates will be presented to
candidates succeasfully completing the course in Community Health
and Modioine, First A1d and Netural Family Planning.
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The visit of the Advisory Committee for planning the peripheral
health facilities and the'Community Health Department of the
proposed Christian Institute of Health Sciences, Miraj.

Members: Drs. R.S. Arole, George Joseph, Abraham Joseph, Kalindi
Thomas and P. Zachariah. zDr. Irwin Samuel had been
invited but was unable to come).

The group met together for the first time on the evening of
February 2, 1989 in Solapur. (Dr. Arole joined the group the next
day at Pandharpur.) The plans for the field visits were finalised
and the demographic data and health statistics which had been
collected on these areas were circulateds There was also an
opportunity for meeting the Dean and Professor of Community Health
of the Solapur Medical College, Dr. Mrs. Shantabai Warerkar.

Traveling down from Solapur by road, the group stopped at the
Rural Hospital at Mangal Wedha in Solapur District. The hospital
was in a hired building, but a permanent Community Health Centre
with about 30 beds was under construction. The doctor in charge
was able to provide a good account of the organisation of the health
care system at the level of the Rural Health Centre (Cottage
Hospital/Community Health Centre) and the Primary Health Centres,
its administrative structure, its strengths and weaknesses. The
adequacy of the present MBBS programme and internship in preparing
graduates for work at this level was discussed.

The group then visited the former Mission Hospital Compound in
Pandharpur also in Solapur District, about 125 KM along good roads
from Miraj. This is a well-planned and well constructed hospital
complex with space for about 50 general beds, quarters for staff and
about 7 acres of land. The whole complex is not in use and is in
the possession of the elderly Christian doctor who was running it
successfully for a long time., If desired, it would probably be
available as a long-term lease. The surrounding community 1is not
impoverished and this hospital does not have any outreach work.
About one KM from this hospital, a well designed P.H.C. with
accommodation for staff etc. is almost complete in Kasegau. The
group also visited the Pradhan of the nelghbouring rural community
as well as the present P.H.C. for Kasegau and the new one under
construction. The Pandharpur town is a famous pilgrimage centre
for Hindus and the local community is predominently Hindu. The
local Christian congregation has only some 10 to 15 families.
Reviving the Christian Hospital under the auspices of MMC would
certainly be possible, but it will to begin a new. Developing a
community health project attached to this hospital will not be easy
and perhaps not relevant because of the new PHC coming up next door.
After considerable discussion, the group felt that in spite of the
ready availability of the physical infrastructure, Pandharpur would
not be the first choice for development into the "independent"
peripheral facility (see below).

(Dr. George Joseph had to leave at the end of the first day
due to unavoidable reasons of a personal nature).

On the second day, the group visited Kavathe Mahankal, a pa;tly
developed Taluka in Sangli District, 45 KM to the northeast of Mira)
accompanied by the District Health Officer. There is a well .
developed Community Health Centre there with provision for three

0 beds, and three outlying Primary Health Centres
?°E?9?5m??? 3?93§A§ ALr & i e i en sk i o dae sl AT oS
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of the Co-operative Sugar Mill in the neighbourhood. Though this is
not exactly an impoverished area, its optimal distance from Miraj,
the good physical infrastructure for CHC and PHC's and the co-operati
and effective local leadership make this a good governmental taluka
health care set up for use by MMC, provided it can be completely
handed over to MMC. Atpadl is a nelghbouring taluka to the north of
Kavathe Mahankal (85 KM from Miraj) with similar socio-economic,
health care and leadership characteristics. Jath Taluka is less
developed and sprawling taluka about 80 KM from Miraj. The need for
health care is greater there and the socio-economic conditions more
adverse. It is on the border of Karnataka State and the two language
groups are vying for dominance. So there is no stable political

leadership with which a voluntary agency like MMC can easily
co-operate. .

The group was also informed of the centre being developed by
MMC in Bedag, 12 KM outside Miraj with a grant of Rs. 21 lakhs from
DANIDA. A PHC type facility with a few inpatient beds and
accommodation for one doctor, one publi¢ health nurse and 20 students
is being-built. It will also have its own conveyance for serving
the surrounding population of 25,000, The Community Health Unit of
MMC has fairly good roots in this community and this miniblock is
within easy access from Miraj.

Following these visits, the group had extensive discussions at
MMC, in which the Director Dr. C. Thomas and Dr. Shaila Jacob,
Nutriionist in the Community Health Unit of MMC, also participatest.

?.- 0 OMM ONS
A, Clinjcal and Commynity Health facilities

For the purpose of the proposed undergraduate programme, the
following structure of health care is suggested!

I. Referral Centres This may consist of the subspeciality
departments in Wanless Hospital or, eventually, a separate
Speciality Hospital. Undergraduates will have only limited
contact thh this area, but should learn at what point cases
must be referred to this level.

II. The Tertiary Care Centret This would consist of the Departments
in Wanless Hospital dealing with the subjects in which an
undergraduate is normally examined. Eventually, this may become
a separate General Hospital with only these departments. Such
a hospital, physically separate from the Speciality Hospital
and in the same campus as the Medical College, will have a
number of advantages. Especially, the students could see the
basic clinical specialities taking care of most needs of patlent:
while also referring patients to subspeclalists where necessary-
(According to the MCI requirements, Departments of Radiology
and Anaesthesiology and Units of Chest Diseases, Dermatology,
Psychiatry and Dentistry must also be available for undergraduate
teaching., Some of them like Radiology and Anaesthesiolog{ may
have to be duplicated. Others may be based in the Speciality
Hospital, but also serve the General Hospital as necessary).
The undergraduate should not spend more than 50% of his
ncontact" hours (i.e. hours spent in health care facilities of
all kinds) in the Tertiary Care Centre.

111. "Peripheral facilities"




A )

Obstetrician) and acting as referral centre for the PHCs or
other primary care facilitles serving a rural community of 75

to 100,000, The nursing and paramedical services in these

areas should be fully integrated with the clinical and community
health services and accountable to the heads of these two
services. At the community level, health care should be

integrated as far as possible with comprehensive multisectorial
development activities.

The "integrated" peripheral area should be a relatively
underdeveloped taluka in the Sangli District between 30 to 50 KM from
Miraj, where MMC should receive from the government the whole health
care infrastructure and organise it as effectively as possible. The
Community Health Centre in this block should be manned by the four
basic specialistss MD/MS for Surgery and Medicine and diplomates for
Child Health and Obstetrics. If possible, this Centre should be built
up to a bed strength of 50 to 60. It would be good to keep the s taff
strength and budget as close to the governmental pattern as possible
exceeding them only if that becomes indespensable for the efficiency
and effectiveness of the programme as a model programme for the
training of students. Of the three talukas of Sangli District
mentioned earlier, Kavathe Mahankal Seems to be the most suitable for
the fleld area which is to be Incorporated into the medical college
programme in co-operation with the government.

It is expected that many of the MMC students will later serve in}
health facilities set up by the churches or other voluntary agencies. !
Therefore it would be good for them to have part of their peripheral
training in a suitable Christian hospital with its own outreach
programme and adapted for this role. Such an arrangement would also
make up for any deficiencies that may develop in the other "integrated"
peripheral programme. This "independent"'peripheral programme could

be based on the St. Luke's Hospital in Vengurla, Sindhudurg District,
which is in the underdeveloped Konkan coast, This hospital with

about 100 beds and a school of nursing has a considerable clinical

load from the surrounding area where the health care facilities are
inadequate. It has.a modest comniunity health programme in neighbouring
villages. MMC is to come to an agreement with the présent management

of the hospital such that it can be incorporated into the medical
college project. The staffing of the hospital is to be increased to

the five basic specialists (including Community Health) and the outreach
work expanded to cover about 70 to 100,000 population.

The main function of the two base hospitals (in Kavathe Mahankal
and Vengurla) should be to train the students in good secondary level
care outside the tertiary care centre, offering experience of almost
all clinical material that an undergraduate should reasonably know.,

The student should not onl{ observe the clinical work but increasingly
share in it. Though the clinicians have expertise in one speciality

or other, they must practise and teach multicompetent clinical care.
These hospitals should also demonstrate the referral chain from the
community to secondary level hospital to tertiary care centre. The
clinical staff of the MMC should spend about 25% of their working time
in the base hospitals of the peripheral areas demonstrating the
challenge of delivering fairly expert care under the limited conditions
in these hospitals. The student should be posted for 25% of their
practical hours in these hospitals, and another 25% in the community
itself (i.e. in the Primary Health Care facilities and other activities
relevant to the promotion of health).

It would be good to begin MMC's involvement in these communities
through health related developmental activities so as to develop
meaningful links with the peopte and to ensure that the programme
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Both these secondary care centres would be so distant from
Miraj that they will have to handle most of their clinical problems
on.their own, referring to Miraj only the cases which need speciality
care. But these distances will also require the scheduling of the
curriculum such that the students can be osted at these centres
for some weeks at a time ("block postings"?.

As soon as government sanction for starting the medical college
was assured, MMC should appoint two suitable Project Officers for
developing the two field areas as outlined above.

There would be aspects of CH teaching in which field exposure
is needed as a regular part of the schedule while the students are
at Miraj. It may also be good for each student to have some families
they are related to throughout the MBBS .course. For these purposes,
the elinical facilities and the fleld proiramma in Bedag should
continue to be developed as presently env saged, with staffing from
the CH Department of MMCs

B. The Commynity Health Department

It was suggested that MMC should plan for the following faculty
for a large Community Health Department.

(1) Head of .the Department: A Senlor Professor with commitment to
the goals of this venture, and the necessary experience and
expertise.

(2) Four lower level faculty members, each chosen with expertise in
one of the following special areas, with the intention that each
will develop his subspeciality within the larger department:

Biostatistics
Epidemiology

Health Education
Rehavioural Sciences
Health care management
Nutrition

Dr. Kalindi Thomas has been associated with the Community Health
activities of MMC almost from their inception and has the MPH degree
from Johns Hopkins University. But this degree is not recognised by
the Medical Council of India (MC1) as a postgraduate degree in
Preventive and Social Medicine (PSM). So she should be ennabled to
take MD in PSM through a neibouring medical college or the Diploma
of the National Board in Community Health. She indicated that she
could then be responsible for the Epidemiology subsection of the
Department. Dr. Shaila Jacob, also on the staff of the Community
Health Unit of MMC, has a Master's degree in Nutrition. It was
recommended that she too should acquire a recognisable postgraduate
qualification in PSM and plan to be in charge of the Nutrition
subsection of the Department.

Ce S Sandw %]

The present position of the Medical Council of India is that
oven innovative programmes should conform to the pattern of the
subject-based I, 11 and Final MBBS examinations, So the group
favoured a one year preselection training/orientation course preceedin:
the 4Y2 years MBBS programme. Only students who fulfil the minimum
requirements for admission to the MBBS course should be selected for
this sandwich course. During this selection courset

(1) The students should receive a good exposure to what ggﬂmgﬁity
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(2)

- B

oriented Medicine really means and what the role of the doctor
is in such an approach. They can then decide with greater
understanding whether 'they wish to be trained for such a career.

The college can also assess the candidates for their suitability

for such a programme in terms of their maturity, motivation and
commitment. b

(3) The candidates should also acquire the following knowldege and

skills to prepare them for the proposed "innovative" MBBS
programme:

(a) Working knowledge of local language

(b) Knowiedge of ‘English sufficient for acquiring necessary
information from standard sources.

(c) Basics of the following three Bs:

(i; Behavioural Sciences

(11) Biostatistics

(iii) Biology (human) - This is to facilitate
problem-based, student-centred learning
from the first year of MBBS.
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Background

In most rural and remote areas of India,
traditional midwives, popularly known as
dais play a critical role during
pregnancy, childbirth and in newborn
care. They are respected and trusted for
the care they give to the people. In
addition they are easily available,
affordable and culturally acceptable
particularly in interior tribal areas.

Dais are an integral part of the
community health resource and
therefore their support in reaching out to
people is greatly sought, Despite their
valuable contribution at the community
level, Dais continue to work in isolation
from the mainstream primary health
care system. Their integration with the
primary health care system is not
formalized and their role in preventing
deaths in rural and tribal areas is
questioned by several experts.

Before and soon after independence, the
Government of India (GOI) initiated
efforts to train the Dais with a view to
reach out to the community and make a
significant difference in the high
maternal and infant mortality rates.

During the second five-year plan, in
1957 the Government of India initiated
Dai training program under the Maternal
and Child Health Scheme, The effort was
to train women from rural areas for a
period of six months and a remuneration
system was worked out. In the
subsequent plans, various changes were
introduced and in the fifth five-year plan,
the duration of training was reduced to
one month and work in association with
the Primary Health Center, under the
supervision of ANM/LHVs. Other
changes include strengthening her
information base, involvement in Ante
natal and post natal care, family
planning counseling, provision of

delivery kits and remuneration for
normal child births and referrals.
Despite various efforts, not all the dais
could be trained. Little efforts were
made to make Emergency Obstetric Care
(EmOC) accessible in remote and rural
areas. (For detail information please refer
in Annexure-II)

While the Government Dai training
program has yet to show significant
changes, the NGO experiences have been
largely positive indicating the need to
integrate the Dais in the primary health
care system. A need to systematically
documnient these experiences has been
felt.

For more than a decade, CHETNA has been
actively involved in building capacities of
Dais and the Trainer’s of Dais. The
experiences have lead to a realization of the
critical role that Dai play ini reproductive
health of women and men. Their role has
been important to reduce the neonatal and
infant mortality, and also in reducing
maternal deaths when supported up by
Emergency Obstetric Care (EOC). There is a
need to recognize the role of Dais and
integrate them with the Government primary
health care system. Dai is a traditional
resource and her training needs to build on
her traditional knowledge, skills and wisdom.
Keeping the above in view, CHETNA
organized this consultation.

Objectives of the meeting

¢ To share experiences and concerns that
relate to Dais, their needs and problems.

¢ To review dais’ role in the
Reproductive and Child Health
(RCH) program.

e To design strategies to identify Dais
role in primary health care system



Background of the participants

A total of 23 participants comprising
activists, researchers, medical
practitioners and consultants from
various NGOs across the state of Gujarat
participated. Most NGOs were pioneers
in initiating Dai programs in remote and
rural areas. The discussions were held in
Gujarati. (Please refer to Annexure-I for
the list of participants).

Proceedings

Ms. Pallavi Patel, Deputy Director,
Women'’s Health and Development
Center (WHDRC) of CHETNA warmly
welcomed the participants. She
highlighted the critical need for Dais in
the coming years and expressed a
concern over lack of recognition of Dais
in the primary health system. She also
pointed out the need to define the role of
traditional systems in understanding Dai
practices and building their skills and
capacities.

After introduction, Vd. Smita Bajpai,
Coordinator (traditional health
practices), WHDRC- CHETNA, traced the
role of dais in a historical perspective.

The presentation highlighted the fact
that how, through the process of change,
people’s knowledge and wisdom has
been grossly marginalised. She explained
at length how, since time immemorial
dais particularly in rural and remote
areas have been performing a critical role
particularly during pregnancy and
childbirth. Though majority of Dais is
women, men were also called in some
interior adivasi and tribal areas to give a
helping hand in case of difficult birth.

Giving details about their social and
economic profile, she added that dais
generally belong to the oppressed classes
with little or no education, are poor
because they work mostly as agricultural
workers and cater to the poor class and
receive very little money in return for
their services.

Considering that Dai conduct 60-70
percent of deliveries in rural and remote
areas of India, she elaborated on the
efforts of the government to train dais
and involve them in providing health
care to women and children under the
various five-year plans. The government
initiated Dai training and has provided
them with safe delivery kits and
remuneration.

But of late, a shift in governmental policy
from home to institutionalized deliveries
(in order to bring down infant and
maternal mortality rate), dais have
received a major setback, their
significance notwithstanding. Vd. Bajpai
also discussed in brief the role played by
various NGOs in promoting dais firstly
through training them and secondly
through linking them up with the health
system for services and supplies.

In the discussion that followed, the
participants shared their experiences
and expressed opinions and concerns
about dais, their involvement and future.



Highlights of the Experiences of Working with Dai

SEWA-Rural, Jhagadia, Bharuch is a pioneering organization that has effectively
demonstrated the functioning of the primary health care system. Dai has been
identified as a key resource at the field level and her capacities have been
strengthened. Coordination between Dai, Angan Wadi Workers and Auxiliary Nurse
Midwives has been strengthened and the Dai is actively involved with the Primary
Health Center.

SEWA (Self-Employed Women's Association) Ahmedabad has been training
Dai and strengthening linkages with the primary health center. They are
actively involved in registration of the Dai by regular contact and
dissemination of information of the Government Dai training in their area. In
addition they have organized Dai and formed their cooperatives to ensure
quality care from Dai and coordination with Government functionaries.

St. Xaviers Social Service Society, Ahmedabad are identifying Dais in
Ahmedabad slums and upgrading her information and skills. They have
observed that registration of Dais and getting a registration card has build
the self-esteem of Dai.

Tribhuvandas Foundation, Anand, Kheda have strengthened the
coordination between the Dai and gramin swasthya sahayika or village
health worker and they are able to bring down the Infant Mortality Rate in
their area.

SARTHI, Panchmahals has identified Dai in the remote tribal areas and
trained them. They are linking the Dai with the Primary Health Care system
by taking a proactive role in registration of Dai and ensuring appropriate
remuneration.

CHETNA has been actively involved in building capacities of Dai in Gujarat
and Rajasthan in association with local NGOs. The training is based on
strengthening her traditional knowledge, skills and wisdom. Dai trainers in
‘the two states have been trained and efforts are being made to strengthen
Dai training programs. A comprehensive, multimedia kit has also been
developed, which is useful in building the capacities of Dai.




Major concerns and issues raised by
the participants are:

e Remuneration that dais receive from
the government is very little and also
irregular, and so is the community
contribution.

e A strong emphasis on referral has
started posing serious problems to
dais as they have started losing their
self-confidence and esteem. Many Dais
have now started referring cases to
First Referral Units (FRUs), even if it is
normal and within their capacity to
manage. What was once available at
the doorstep has now become outside
the reach and expensive.

While the need for referring critical
cases and making EOC accessible
cannot be overlooked, in the present
state of primary health care system,
when even Dais, who are already
playing a critical role in reproductive
health of women and men, start to
shrug their responsibilities, the poor
communities are at loss.

e Delivery kits always seem to be in
short supply. Tribhuvandas
Foundation, involved in producing and
distributing Disposable Delivery Kits,
shared that indent for the delivery kit
from government comes very late and
thus it affects the regular and timely

supply.

The requirement could directly reach the
production unit rather than going through
the bureaucratic system.

¢ In the primary health care system dais

are viewed as mere appendages than
integral part of the health system.
Very often, they are not even allowed
in the labor rooms and although they
are an integral part of the primary
health care delivery system, they are
not recognized or appreciated. When
the Dai brings the women at PHC or

i

FRU level, often slie receives
humiliating treatment from the
medical professionals. This adversely
affects her self-esteem and self image
at the village level.

A need to sensitize the doctors and other
health functionaries and create a positive
environment was strongly expressed.
There is a need to ensure better
coordination of PHC with the local Dai.
Where available, ANMs, Dai and AWWs
need to work together at the field level.

e Biases based on caste and class and
attitudinal problem often leads to the
poor treatment or neglect of dais. She
is viewed as one who collects and
cleans dirt. The consequence is that
her health needs remain largely
ignored. There is no provision of
health check up of the dais. Many
traditional Dais, who are good in
their work, are facing health
problems like cataract, which directly
affects their profession.

There is a need for special health care for
Dais.

¢ With modern medicines making deep
inroads, the indigenous treatment
adopted by dais, which is in-built in
their system, is on a decline.
Therefore, Dais are finding them
delinked in the process of delivering
primary health care.

Dai training needs to be sensitive to Dais
worldview and knowledge systems.
Involvement of other traditional systems
viz. Ayurveda, Unani, Siddha could
contribute a great deal in strengthening
Dais capacities.

e Dais and communities, in some areas
are practicing some harmful methods
like applying pressure on abdomen
during childbirth and giving
injections to speed up the process
labor.



Continuous training and monitoring on
the same is required.

Action plan for promoting Dai
tradition

The later part of the session was chaired
by Ms. Mirai Chatterjee, Secretary, SEWA
who revealed that most government
officials felt that despite extensive
training and special fund allocation to Dai
training, they have not been able to
reduce the mortality rates of new-borns
and the mothers. The environment is not
in favor of promoting Dai traditions and

practice.
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felt that ddis should be involved in
treating minor ailments by way of which
their acceptance in the community will
improve. There were some who also felt
their integration in the primary health
care system is possible if they are made
to work along with Auxiliary Nurse
Midwives or Angan Wadi Workers in a
team.

All the participants agreed that there
should be a regular updating of
statistical information on dais and they
should be given identity cards as a token
of recognition as well as incentives for
referrals.

Training of TBA alone, in the absence of
back up support from a functioning referral
system and support from professionally
trainbed health workers is not effective in
reducing maternal mortality- WHO 1999

Ref: Reduction of matermal Mortality-
WHO/ UNFPA/ UNICEF

The group very strongly expressed that
maternal mortality is a complex issue,
which cannot be addressed, by dais
alone. It has to be linked with
strengthening the referral system and
making emergency obstetric care
available in remote and rural areas.

However, a positive experience has been
observed in reducing Infant Mortality
Rate by NGOs. However they need to
strengthen their information base
regarding Dais and develop proper
intervention tools.

Some suggestions to strengthen Dai’s
role

Most of the participants suggested that
dais should be involved in ante and post
natal care after receiving adequate and
appropriate training, guidelines and basic
information. A suggestion was made to
involve the Dai in reproductive health
care. There were several participants who

Regarding Dai training

& Dai usually does not receive regular
refresher training. She needs to be
invited to the Primary Health Center
(PHC) meeting wherein she can share
her experiences, difficulties and
coordinate effectively with other team
members of PHC. During Dai training
they need to be made aware that for
what kind of condition, where to refer
the patient. This will save the time
and lives of women.

¢ Dai training needs to include
information on preparation of women
and helping families plan for delivery,
importance of motivating pregnant
woman for saving for emergency and
updated information on available
communication facilities to contact
'PHC or FRU (which telephone at the
village is in a working condition,
phone numbers of PHC and FRU etc).

¢ Dai has knowledge of the structure

and function of the reproductive
system, some common complaints of
Reproductive Tract and of the people
in the communities who are suffering
from it. This situation can be
strategically utilized in treatment and
prevention of Reproductive Tract




Infections, particularly in the RCH
program.

Linking up with the Panchayat system

Panchayats can play an important role
in providing necessary facilities and
support to the Dai. The women
member of the Panchayat can be
motivated to take up this issue at the
Panchayat level.

Providing Delivery kits

Each district needs to calculate the
local birth rate and estimate the
requirement of delivery kit. 25% extra
delivery kit can be added to the
calculated figure and the kits could be
regularly supplied at the district level.

Supplying delivery kit to the woman,
during pregnancy is essential and it
has proved to be useful in the past.
There was a further suggestion that all
the family members need to be made
aware of its use. This will generate
awareness among the community
members and they will start
demanding the same.

Registration with Government Health
System

The group felt that NGOs working with
Dai should take up a campaign to
register their names. For registration
it is mandatory that Dai participate in
the Government training. The NGOs
need to make sure that their dais
attend this program and as a result of
which become eligible for registration.
Meanwhile, NGOs can continue
providing training input and identity
cards to Dais in their area. An idea of
creating training schools for Dais also
came up.

The participants strongly felt the need to
discuss Dai experiences with the health

department. In this context, it was

suggested that

e NGOs involved in working with Dai
should prepare case studies and
substantiate the findings with
statistics to lend authenticity to
advocacy. :

¢ Institutions such as the Indian
Institute of Management can be
approached to mediate and organize
a meeting between GOs and NGOs
where these case studies can be
presented. The presence of dais and
beneficiaries can be worked out to
strengthen case studies.

~

s A list of traditional/Ayurvedic/herbal

medicine, which can be provided to
the Dai’s for primary health care

needs to be prepared. Its affordability

and availability needs to be ensured.

They will try to provide necessary
statistics and research data. The
Government Ayurvedic department
can also develop a training
curriculum for Dai based on the
principles of Ayurveda. Similarly
other indigenous systems can be
involved in strengthening the Dai
tradition.

(Vd. Parul Joshi and Vd. lla Deshpande
from Akhand Anand Ayurvedic College

have taken a lead to suggest herbs to be

kept with Dai)

s The group decided on a coordinating
committee consisting of the following

NGOs:

Tribhuvandas Foundation at Kheda;
SEWA in Ahmedabad; SEWA-Rural at
Jhagadia; SARTHI at Panchmahals, Dr.
P.C. Shah, Public Health Consultant,
Crime Prevention Trust and CHETNA.




Role of coordination Committee

¢ Contribute in planing and organizing
the GO-NGO meeting.

¢ Finalize case studies of NGOs on
experiences of NGOs.

CHETNA's Role

¢ Overall facilitator of the process and
information dissemination.

¢ Edit the case studies and coordinate
with the NGOs, if additional
information is required.

¢ Organize a meeting with Dr.Dilip
Mavlankar, IIM and discuss the
possibility and details of GO-NGO
meeting.

Conclusion

Over the entire group expressed that the
Dai training can be effective when
supported with a program to ensure
better care during pregnancy and after
childbirth and with Emergency Obstetric
Care within reach. While sharing the
training experiences the NGOs actively
involved in this area mentioned that
practical exposure of Dai in a hospital
situation is critical to strengthen her
skills.

If the Dai, as a resource has to be utilized
optimally, then certain issues need to be
debated and clarified at the conceptual
level. Some of these issues relate to the
integration of Dai in the primary health

care system, role of traditional formal
systems of health care in Dai training,
skills enhancement, remuneration,
sustainability and linkages with the
health system.

The meeting provided an unique
opportunity to share experiences and
concerns related to Dai tradition and
how to strengthen it. Willingness of
NGOs to coordinate and work on this
issue is bound to bring effective results
to strengthen the role of Dai.

Update

» CHETNA has already communicated
to the participants as well as other
organizations that have been working
with Dais inviting them to join this
collective effort.

e A preliminary meeting with Dr.Dilip
Mavlankar, IIM Ahmedabad has been
organized. IIM has shown keen
interest to host the meeting where in
the NGOs working with Dais and
concerned government functionaries
can be invited for a day’s meeting
with an objective to develop a
concrete strategy to strengthen the
role of Dai in health programs. He
suggested that once we receive the
documents from NGO's, a planning
meeting could be called to review the
case studies and plan the meeting.
He suggested having the preliminary
meeting in the month of June 2000
and the final GO - NGO meeting in
the month of August 2000.



ANNEXURE-I

LIST OF PARTICIPANTS

Ms. Manjula Patel
Ms. Mercy Christian

St. Xavier’s Social Service Society,
Post Box No. 4088, Navrangpura,
Ahmedabad- 380009

Gujarat

Phone: 7417654

Dr. Ranjani V.

Family Planning Association of India,
FPAI

Nashabandhi Compound,

Lal Darwaza,

Ahmedabad- 380001

Gujarat

Ph: 5507230

Ms.Mirai Chatterjee
Ms. Madhu Solanki
Dr. Renuka Patwa

Self Employed Women’s Association(SEWA),
Victoria Garden, Ellisbridge,
Ahmedabad-380001

Gujarat

Dr. Shobha P. Shah

SEWA-Rural

Jhagadia- 393110 District Bharuch
Gujarat

Ph: 20021

Dr. P.C. Shah
(Public Health Consultant)

Crime Prevention Trust(CPT)

42/436, Green Park Apartment Sola Road,
Naranpura

Ahmedabad- 380063

Gujarat

Mr. Rajendra Dabhi

Gramvikas Seva Trust Kharid Vechan
Sangh, S.T. Road,

Idar

Taluka Sabarkantha -383430

Gujarat

Mr. Swami Jivapuri

Bhansali Trust

Taluka Radhanpur,

Highway Charasta, Radhanpur-385340,
Banaskantha

Gujarat

Ph:77391
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. Mandaben Rishi

State Programme Director Mahila Samakhya
Society (MSS)

Govt. Polytechnic Compound
Ahmedabad-380013

Gujarat

Phone: 6306762/2935

Dr.

Nikhil Kharod

Tribhuvandas Foundation Rajodpura, Anand
- 388001,
Kheda
Gujarat
Ph: 51166/51266

Ms.
Mr.

Reshamben Kalaswa
Lakshmanbhai Paggi

SARTHI

Godhar (West)
Taluka Santrampur
District Panchamhal
Gujarat
Ph:02675-39306

. Dharmishtha

Narrotam Lalbhai Rural Development Fund;
Taluka Khedbrahma,

Dist. Sabarkantha

Gujarat

Ph: 20039

Ms.
Ms.

Parul Bhavsar
Ketaki Desai

SRISHTI

Indian Institute of Management
Vastrapur,

Ahmedabad- 380015

Gujarat

Ph: 6758235

vd.
vd.

[laben Deshpande
Parul Joshi

Akhand Anand Ayurvedic College
Lal Darwaza, Ahmedabad- 380001
Gujarat

Ph: 6753303

. Pallavi Patel
Ms.
vd.
vd.
Dr.

Ila Vakharia
Smita Bajpai
Lakshmi Bhatt
G.K.Trivedi

CHETNA

Lilavati Lalbhai Bunglow
Civil Camp Road, Shahibaug
Ahmedabad 380004
Gujarat

Ph: 2866695/8856




Strengthening Dai (traditional midwife) Tradition

Vd.Smita Bajpai and CHETNA team
(Draft not to be quoted)
The Historical Perspective

Since ancient times, pregnancy and childbirth has been women’s domain.
Women conceive and give birth in homes, with support and encouragement of
elderly, experienced and skilful women in neighborhood. They are called Dai,
Dayan or Dai Maa, meaning one who gives. Women have been nurturing the
communities since thousands of years, throughout Asia. In most rural and
remote areas of India, particularly where modernization has not yet reached,
Dai play a critical role to support other women in giving birth. Exclusively
handled by women otherwise, men are sometimes called to give a helping hand
in case of difficult birth or to expedite the process.

The Social and Economical profile of a Dai

Dai or Dayan is usually a middle-aged woman of Dalit or the oppressed caste
and poor. Inthe lower strata of the society, certain sub-castes perform the role
of Dai. In many states, women of the naai (barber) caste may perform the Dai's
role perhaps because of the association with their surgical tradition and
instruments. Similarly, women from chamar, basod or vankar (weaver) caste
may perform the role of Dai. In some communities, Dai is a member of the
community.

Among Rajput Thakurs, experienced and wise women of the house support
childbirth and Dai is called to cut the cord and clean up. In some tribal areas,
men may perform the role of Dai.

Most Dai's have hardly got an opportunity to go to school. Hence most of them
are illiterate or barely literate. However, their learning from life experiences
provides necessary skills to be able to support pregnancy and childbirth.
Mostly, the Dai learn her skills through apprenticeship and experience. A Dai
usually has the experience of giving birth to several children of her own.

As a young girl she accompanies her mother, mother-in-law or an elderly aunt
and observes. Gradually she starts assisting her and later on when she gains
the confidence, delivers the child on her own, with another learner by her side.
Usually, the Dai have a 5-10 years of formal learning, before she takes on the
tradition. However, some start the work, when they are compelled to support a
woman in crisis.



Most of them are engaged in labor or agriculture work. They support labor as a
part of their duty towards the community and assisting the woman in need.
Hence most of the Dai are economically poor. They cater to the poor class and
therefore and expect remuneration according to the condition of the family.
Many times they wait for hours together, barely drink a cup of tea and rarely get
enough money. With more and more families adopting the small family norm, the
number of deliveries is also reducing, which directly affects their meager
income.

We do this work because it is dharam ka kaam. We walk distances, wait for
hours together, risk our lives to go at any time and toil with the woman, still we
get paid very little. If the family is poor, we get a cup of tea or not even that.
Some families give us little grains or clothes whereas some give us 50-60
rupees. (A Dai from Maharashtra during healers meet organized by CHETNA)

Where as some Dai’s do benefit from the remuneration provided by the
Government, but for most, this money is difficult to obtain. At times, she has to
wait for an entire year before she gets money for her work.

Realizing the potential role of Dai during childbirth, the Government as well as
NGOs has made various efforts to strengthen the Dai tradition. This is in terms
of training, providing delivery kits, remuneration and referral services.

Government’s Efforts to Strengthen Dai Tradition

Dais represents the critical role being played by women in nurturing the health
of communities, particularly around pregnancy, childbirth and newborn care.
There are about 60,000 Dais in India. Official sources state that 50-60% of birth
are attended by Dais in rural areas (NIHFW, 1983). Studies indicate that as high
as 90% or more of births are attended by Dais (Kakar, 1972).

Over the years there has been a change in this practice to some extent. In the
areas where obstetric care is available within community’s reach, the number
of deliveries in the hospital has been on rise. With more and more families
accepting the small family norm, the number of births being facilitated by the
Dai’s is gradually declining.

During the pre independence, Dai training program were organized as an
integral part of maternity and child welfare. During the early post Independence
days, the Government of India initiated Dai training under the purview of the
MCH (Maternal and Child Health) program by the state Government.

During the second five-year plan, the Government of India initiated Dai training
program under the MCH programs as a centrally sponsored scheme. UNICEF



assisted project of training Dais began in 1957 and a remuneration system for
referring women for ANC or PNC was worked out. However, not all the dais
identified could be trained

The scheme continued during the subsequent five-year plans and during the
fourth five-year plan period it was transferred to the family planning
department. Till the end of 4" plan, only 40-42% of the set target was achieved
(15,000/35,000).

During 1967, the Government of India, through a program assisted by USAID
made efforts to stimulate the Dai training program. Components like provision
of special midwifery kit were added with a focus on motivation for family
planning. India was probably the first country to utilize Dai’s in a national family
planning program. Another effort to boost the scheme was made in 1971 by a
decision to train 75,000 Dais. However, due to various reasons like duration of
the training, lack of backup support, delay in distribution of kits and stipend etc.
the scheme did not catch up.

During 1973, the Government of India appointed a subcommittee to examine the
functioning of Dai training scheme. As a consequence, in the fifth five year plan,
the training content was expanded to include reproductive system, and care of
mother and child during pregnancy, birth and after birth, The duration was
reduced from six to one month and dais were to attend the PHC/SC twice a
week and for remaining four days under the supervision of the ANM/LHVs. The
stipend was revised to Rs.300/-- per month and a kit was provided free of
charge at the end of training. In addition she was entitled to a payment of Rs.
2/- for registration of each antenatal case at PHC and Rs. 1/- after each delivery.

Its emphasis from April 1978, financially supported by UNFPA, has been to
promote acceptability of small family norm, reduction in the rate of Infant
mortality and to improve community participation in Government health
services delivery.

Subsequently, The Government of India’s prospective pan for development of
health humanpower seeks to...”ensure one TBA for every 1,000 population
(India, 1981)

These efforts continued in the subsequent years, with changes in Dai’s
remuneration, introduction of Disposable Delivery Kits and training with an
emphasis on coordination with the local health care system.

With the Government of India’s decision of implementing the Reproductive and
child health program in 1997, the role of Dai has become all the more critical to
address women’s health concerns. Under this program, efforts are being made
to identify and register Dai’s in every village. These Dais’, after training are
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being recognized by the Government and paid due remuneration. With a view to
institutionalize all deliveries, a decision has been made to stop training and
recognizing new Dais.

Efforts of NGOs to strengthen Dai tradition

Realizing the crucial role of Dai in the community and the inadequacy of
Governments Dai training, various NGOs all over the country are training and
supporting Dai’s. Most of the training follow the curriculum laid down by the
Government. Additionally, there is a lot of follow up support.

NGO initiated efforts can be broadly categorized in to two

= Providing training input to Dais and linking up with the health system for
services and supplies.
= |nitiating their own program including services, supplies and training.

Specific efforts have been made to organize Dais and form their cooperatives
(Sewa in Gujarat) with a view to empower Dais and make them self-reliant.

Few NGOs have researched for Dai practices and are making efforts for
evolving a more sensitive and appropriate model for Dai training.

Discussion and concerns

A case of mismatch

Dai training in India, by the Government and to some extent by the NGOs, has
been a case of mismatch. We have linked a traditional practitioner, who has her
own worldview, experience and way of thinking and working view with a system
based on an entirely world, view. This system fails to understand and do justice
to the Dai tradition. Hence most Dais a re laden with information that has been
given to them with little effort to learn what they know and practice. The
training has almost no space for Dais knowledge and expertise of herbs and
rituals. Some practices like applying force and pressure on the abdomen, lack
of emphasis on asepsis, calling a person to give stimulating drugs have adverse
effects on woman and the baby but there are quite a few like giving stimulating
and energy promoting decoctions, providing support and encouragement to the
woman, massage, stimulating the placenta for new born resuscitation are a few
to indicate the positive aspects of Dai practices.

The formal traditional systems of medicine have been isolated and hardly
contributed to the Dai program, an area where their contribution could be
maximum.



Often, one gets to hear that they have to counteract with a variety of deep-
rooted traditions, which are difficult to change. Despite this fact, the Dais
continues to be trained byANMs/LHVs/Medical doctors who have little or no idea
of Dai practices.

The outlook towards Dai

Most communities have the idea that the woman is untouchable during
menstruation and childbirth and therefore is isolated. Some argue that these
practices allow rest and prevent infections. However, such practices lead to a
demeaning attitude towards women throughout their lives. The Dai supports
women when their families, but even she isolate them, as a woman has to bear
the brunt. Class, caste and gender biases lead to shabby treatment towards the
Dai. She is viewed as one who collects and cleans the dirt, which has been
collected since nine months. The consequence is that her own need remain
largely ignored.

In a healer’s meet organized by CHETNA during 1999, the Dai’s voiced the
following needs:

We want to get a health check up done, we require transportation to move to far
places, we need torch to be able to see in bad light, we need foot wear, glasses
to wear to be able to see clearly. But where do we get these

This attitude also affects the decision for referral. More often that not, the Dai is
held responsible for delay in referral in case of complications. However, a study
done by LSPSS/CHETNA in 12 states indicated that the Dais are generally
aware of their limits, however, the decision to take the women to the hospital
largely depends on the money available in the house, the family’s attitude and
value for the woman, available of the transport system and the distance of the
hospital.

The formal health care system views Dais as community workers who are
obliged and expected to support the program and accomplish the task allotted
to them. As a result Dais are made appendages to the formal health system
with few efforts to integrate them in the program. On the contrary, Dai’s have
been meeting the community’s health needs since thousands of years and they
need the support of strong and functional back-up systems.



The impact of Dai training

The impact of Dai training has been felt in two clear-cut areas, one reduction in
neonatal mortality due to Tetanus and in improving the referral system. The
most common criticism to the Dai training scheme has been the fact that it has
not been able to reduce maternal mortality rates. It is important to note that for
almost 50 years after independence, we have concentrated to training Dai’s
with little or no efforts to strengthen the referral system and making obstetric
care available in the remote and rural areas. In addition, maternal mortality is a
complex issue, which cannot be addressed with a one-point intervention.

Dai’s have surely benefited from the training in terms of increased recognition
in the community, breaking the barriers of class, caste and religion, learning
aseptic measures and so on. However, it is important to note that this has to
some extent hampered the Dai profession. As a Dai in Gujarat says:

Now we do not do much work. We do not like to take the risk, so when a woman
comes to us, we ask her to go to the hospital. We are not responsible if
something happens afterwards.

This standardization of referral has proved costly to the community. What once
was available at the doorstep has now become distant and costly. As is clear
from the statement of a Dai in Gujarat.

If they go to the Doctor, they would easily have to spend one to two thousand
rupees help them at their door step and they need to spend a hundred rupee or
so.



Conclusion .

The Dai’s have a critical role to play in the coming generations. It is important
that the tradition of giving births at home continues in the years to come.
However, there is a need to strengthen and upgrade the skills of Dais on an
ongoing basis.

It is important that the Dai training is based on her own knowledge, skills,
practices and experiences. The traditional systems of medicine (Ayurveda,
Siddha, Unani, Yoga, and homeopathy) play a critical role in understanding the
Dai practices and designing the curriculum of Dai training.

The Dai training program should be backed by strong and competent referral
system, including transport and obstetric care.

Economic viability of Dai tradition is another area, which requires lot of thought.
While the remuneration provided by the Government is essential but
inadequate, community remuneration is essential. There is a need to work out
locally acceptable remuneration systems, in terms of cash and kind. This will
also help to portray Dai tradition as a trade and encourage new Dais to take up
this profession.

Lastly, meeting the Dais own needs of health care and other supplies besides
the delivery kit is another concern. Some of the needs could be taken care if an
acceptable remuneration system is set up. However, there is a need to look
seriously to the health needs of the Dai.
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