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"Let us remember that two thirds of the world's
pecple are under-privileged, underfed, under-
healthy, under-educated and that wmany millions
live in squalor and suffering. They have little
to be thankful for save hope that they will be
helped to escape from this miserye. These
{problewns) are symptoms of a new evolutionary
situation end these can only be successfully met
in the light and with aid of a new organization
of thought and belief a new dominant pattern of

ideas, relevant to the new situation."

Julian Huxley, 1961
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EREFACE

A Project entitled "Research in the Hethodology
of Health Delivery" was supported by the Family Planning
Foundation of India from July 1972 to Decewber 1976 This
Project headed by Dre Jacob Chandy (Padwma Bhushan, Professor
Emeritus, Government of Kerala and retired Principal of
Christian Medical College, Vellore) experimented with the
possibilities of developing @ suitable cadre of community
health personnel ( referred to as 'community nurse’ in
this Project) by organising @ community based training
programme using an integrated approach in Medical Teachings
By its very nature such a Project cannot be expected to
be carried out in atrictly controlled situations since the
course and the training programme evolve with the increasing
interaction between the project team, the trainees and the
community itselfs Hence @ report on such a Project also
should attempt to highlight & developing and evolving process
rather than a statistical account of measured achiasvement.
During the period of this Project numerous reports were
written up from time to time by the team and by visiting
consultants and are available with the Family Planning
Foundatione A need was, however, felt to consolidate all

these unpublished reports and reviews of the Project and



present it as an overview of this interesting and creditable
endeavours [ was requested by the Family Planning Foundation
to undertake this jobe I did it by reviewing all the availe
able reports and by visiting Kottayam and the Project environs
and interacting with Prof. Chandy, sowe members of the Project
team especially Dr. Rex Thowas, wmany of the trainees and
menbers of the village communities covered by the Projecte I
also had an opportunity to meet some of the visiting consultants
from Kottayam Medical College, Trivandrum Medical College and
Christian Madical College, Vellore, who were associated with
this Project in various capacities. The report therefore is
based on information gathered from various sources wainly
through personal interviews. In a report produced by this
method there is bound to be certain discrepancies since it

is baged on the views of wany people and at some places the
reporters' own views and experience alsoc come into focuses

This is inescapables The report has been presented as
followse Chapter I outlines the broad developaents on the
Indian scene in the field of medical man-power aducation

in the countrye Chapter Il outlines the assumptions and
objectives of the Project teame Chapter III outlines the
wethodology used in the working of the Projects Chapter IV
outlines some of the actual events in the form of a process
reporte Chapter V highlights some aspects of the cost of the
Project and evolves & wodel for replicatinge Chaptexr VI

outlines the implications for the future including the



suggestions of various evaluating teaws and the responses
of the state health uoéQicaa in the Southern Arsa.

Chapter VII is a paper written by Profeasor Chandy ouamin§
up his own experience and making a plea for the davelopment
of Health Science teaching in the country. He is convinced
that the ideas enunciated in thtﬁ article represent the
essence of the entire experience in this Project and though
an innovative training programme was organised, the main
observations made by the project team justify this plea fox
increasing the health awareness of the community through
Health Science Teaching rather then only evolving wore
innovative paramedical teaching curricula. It is hoped
that this zeport of a very innovative Aproj-et. will
stimulate both enquiry and further research into evolution
of relevant teaching curricula for doctors and other
paraenedical personnel in the country as well as stisulate
serious consideration of this concept of Health Science
Teachinge If it does so it would have served its primary
purposese Further details, clarifications and the

complete syllabus can be had from Professor Chandy oxr the

Family Planning Foundation of India.

Ravi Narayan
20th Novumﬁaz. 1977
New Delhi-110 016



INITRODUCTION

In the last three decades since Independence, Indiu
has made considerable efforts in the development of a health
care delivery system which could ensure to all its citizens especially
the predominantly rural population the constitutional guarantee
of 'publiqﬂ/aaoiatanco in the case of unemployment, gigkness
digablawent, old age and any other cause of undeserved want".
With the Planning Commission established in 1950, the Government
launched a prograwme of economic and social development through
a series of fiveeyear plans starting in 19351. Health was
an important sector and the goal was "to provide scientific
medical aid to all who needed it end to promote public health
and preventive aspects of wedicine". With this goal in view
the main challenge to wedical educationists, planners and health
aduinistrators were
1« The organisation of training programmes for wedical
and paramedical personnel which would develop in thew
both competence and motivation to work in rural areas
where the majority of our people lived.
2e The repid expansion of wedical and paramedical manpower
resources to meet the increasing demands of the health

care delivery systame
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This challenge was even greater considering the fact
that we had inherited a system of hsalth cars and sedical

' education which had developed along predominantly British

lines and in which the philosophy of care and education had
been focussed on high quality care of the 1ndiv£dd¢1 patiente
Comnunity orientation to medical teaching of doctors, nurses
and pare-medical workers was discussed and stressed at numezous
meetings, conferences and eymposias HMany suggestions for
new programmes were taken up and sxperisented uitﬁ in numerous
training inetitutionse. However a well established hospitale
based curative system can bs very resistant to change end
reorientation, end hence by the sarly 1960s, it was evident that
this 'reorientation of medical education' was merely ‘conference
rhetoric' rather than conmitment to real changee A pradominantly
hospital based training with spologetic exposure to the community
renained the noxme

When John Bryant (1971) wrote th-i "in svery corner
of the world the products of such systsms have not only been
unwilling to work where they are most needed « that is a familiar
story = but they had limited caepability for working therss They
have not besn prepared to do what needed to be done® «» he was
probably echoing the Indian experisnce till th§ wide60's.
However, from the 1960's various innovative and . experimental

efforts began all over the country both in government health
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training institutions, wmedical and nursing colleges and various
voluntary health agencies to solve the problem of rural health
cares It was becoming evident that a health care delivery
system dependent on highly qualifigd doctors and nurses would
not be feasible with the economic constraints that we had

and therefore we would have to svolve cadres of health workers
with graded skills coordinated together in an integrated
myltietier system which would deliver comprehensive health

care to the community.

It would be outside the scope of this report to
discuss the various governmental and nonegovernmental efforts
in this very important task of developing teaching programies
and training of various grades of health workers relevant to the
needs of our health services.

However Table I briefly summarises thg Indian

zegponge to the delivery of Health gaze ieg. the four tiex

health cage systen and Table II indicates some of the
important institutions which were primaxly involved with

the development of the teaching curriculum and guidelines fox

these category of staff.
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Tier

Existing cadres to be reoriented/
retrained/wodified.

Bt

Community
*Doctor’
Health Supervisors

Assistants
Male/Fenal e

b
Multiepurpose

Health vWorkerx
Male/Female

|1

Community Health
Workex

MeBeBeSe Graduate

Lady Health Visitor
Public Health Nurse
Sanitary Inspector

Auxiliary nurse midwife, Basic
Health ¥YWorker, Smallpox
Vaccinators, Malaria Health
Workars, Trachoma,

Health Education Assistants etee

Traditional bhirth attendant, -
indigenous practioners, school
teachers etce Health volunteers.
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Category of Staff

Conmunity Orientation
for Medical Undexre
graduates

'Community’ Dector

Health Supervisors/
Assistante

Multipurpose
Health Worker

Community Level
Health YWorker

Pionsering Projecta/Institution

o

Rural Health Research Project, Narangwal
Comprehensive Rural Health Services
Project, Ballabgarh, AIINS.

Deptae of Preventive & Social Medicine
of Medical Colleges in Indiae

Gandhigram Institute of Rural Health

and Fawmily Planning,

National Institute of Health Administration
and Education,

Cowprehensive Rurxal Hesalth Services Project
Ballabgarh, AIINMS.

Central and Regional Family Planning
Training Centresa.

_Gandhigram Institute of Rural Health

and Family Planning

Comprshensive Rural Health Services Project,
Ballabgarh, AIINMSe.

Netional Instituts of Health Administration
and Education

Centrel end Regional Family Planning
Training Centres.

Comprehensive Rural Health Project,
Jankhed.

KASA wodel integrated Health & Nutrition
Project « KASA

Integrated Health Services Project, Miray
Voluntary Hesalth Services Project, ladras
Nutrition Rehabilitation Centres,iadurai.

Rehbar -e- Selol, Taqd K. GovF
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In the light of thess developments Profe. Jacob Qhandy'o
project entitled "Research in the Methodology of Health Delivery®
which is the subject matter of this report has added significance.
By using rather imaginative and unorthodox methodologies in the
training of a small group of girls now termed 'Community Nurses'
the Kottayam project has shown that if training courses for health
workers have to be really relevant to the needs of the couuunity
then major departures frowm traditional modes of thinking regarding
courses and training programmes and methods may be necessarye
The experiences of this project team are particularly relevant
to the training of Tier I and Il of our health care system

staff { refer Table I ).



(A)

2.1

1)

2)

3)

LCHAPTER 11

2. Qhigctives of the Projoct

A review of the Mealth Cere Delivery System in India

and the various training programmes for medical and
paramedical workers which have svolved over the last

few decades show certain characteristics in the pattemn
of development and certain lacunas which must be taken
into account while planning future health policy.

Based on the inasights gained by the director of this #:
project during the years of his involvement ig medical 2
education and health planning in this country the
following five assumptions were made as the basis for

the development of this project.

All the grades of health workers - Doctors, nurses and
paramedical workers such as Lady Health Visitors,
Auxiliary Nurse Midwife, Basic Health Worker etce

have besen given their training in a hospital setting

with emphasis on curative medicine. G ine
The westernised system of medium which we have adopted
and which is taught to these health workers raise many
cross=cultruael conflicts and problems. In addition the
workers are hardly trained to understand the sociological
and economic realities of the communities they serves

The para=-medical workers get a sketchy training which
doss not provide them with an adequate academic base =
to make them acceptable as health advisors to the

communitye



A

4)

5)

2.2

2.3

Most of the present grade of workers have not got the
necessary knowledge or competence in the field of health
education which is and should get the main emphasis.

The Doctors who are expected to act as leaders of the
health team are trained mainly to take care of the

sick and hence when asked to work in the community

they find that they neither have the competence or the

inclinication for it.

All these factors have resulted in a growing gap between
the health care delivery system and the community
especially the consumer in the village settinge This
project was therefore planned to try and fill this gap
between the health system and the patient in his home
with a new cadre of adequately trained health personnel
with the right type of community orientation and
experience.

Based on the above assumptions, it was decided that the
new category of medical-workers should necessarily

have the following characteristics as a corrective

to the present systemg

1) Recipient of community based training

2) Necessary understanding of the medical and
health problems of a community with specific
reference to the socio-cultural and economic

environment in which they occure



3) Adequate academic standing and technical competence
to be accepted by the community as health advisorse
4) Competence in the principles and practice of

Health Educatione

5) Such @ cadre would and should utilize the competence
Ve /5$7and knowledge of doctors and existing paraemedichl
A :
i workers in the fields
2.4 An Action-Research project was therefore undertaken by us,

sponsored by the CSI Madhya Kerala Dioccoon Medical Society
and supported by the Family Planning Foundation, New Delhi

with the following objectives in viawe

2.5 Spacific Obisctives

To evolve through a community based

a) training progremme a ‘Commynity Nyrsg' who
should be able tos
1) To collect, analyse and utilise important
demographical and statistical data of a

community required for planning health worke



b)

2)

3)

4)

5)

6)

7

8)

9)

10)

11)

12)

To organise and manage antenatal services

in the community.

To undertake and/dr supervise domieiliaﬁ/qnj

midwifery services in the community;

To organise and manage post-natal services

in the community; )
o

To organise and manage under-fife services

in the community;

To organise and manage school health programmes

in the community;

To organise immunization services for the
community especially mothers and children;
To organise, motivate and continuously
implement Family Planning services in the
community;

To organise and manage supplementary feeding
programme in the community;

To provide simple primary medical care for
the Community;

To identify and refer all problems that
require further skilled attention;

To provide health education and counselling
to the community to increase their health
awareness, utilization and participation in

the health care delivery system.

To continously evaluate the effectiveness of .«

the training scheme in making the trainees both

competent to take care of the above health needs



c)

and motivated towards being community
based personnel.

To evaluate the effectiveness of such a
cadre .. in a communitye.

To identify and enumerate the factors which
will lsad to the acceptance of such a cadre

by the communitye



BETHODOLOGX

3.0 The project by its very nature had to be tentative
both in design end approach. Based on the overall and
specific objectives laid down a zolg-dafinitign of the
Copmunity Nuzsq' was attempted to act as a guideline
to evolving the course methodologye

3.1 Ihe Bola Dafinition -

The *'Community Nurse' envisaged by the project team
would be expected to function in the following four
roles in any community in which she worked.

1) Health Educatox - She should be able to
increase the health knowledge and improve the
attitude, practice, utilization and participation
of the community in existing health services by
imparting hesalth education which would cover
the following aspects 3 Nutrition, Mother and
Child Care, Immunizations, Early detection of
disease and domiciliary management of minor
illnesses, Environmental Sanitation, Personal

Hygiene, Family Welfare.



3.2

2)

3)

4)

Eanily velfage VWorker 3 - She should be able

to organize and manage all peomotive and preventive
services requizred to improve the welfare of the
family especially the women and childrene This
would include antenatal care, domiciliary midwifery,
postnatal care, underfi¥e care, school health care,
family planning motivation, counsellinge

Bedical Agsistant 3 - She should be able to
diagnose and treat the simple medical problems

of a community and be able to identify and

rafer those who require a docter's attentione

She should also be able to follow up patients

seen and treated by doctors.

Hgalth Supervisgor 3 - She should be able to

involve other local health workers in the

fisld in all her activities and effectively

supervise theme.

SELECTION OF TRAINCES g -
The following criteria was used in the selection of

trainees for this project s

1)

Al _the trainges selected wexe femalgse This was

mainly because it was felt that the role definities
emphasised the need to work mainly with women

and children and only female-workers should be

able to establish the necessary rapport and

contact with this groupe


flmj.lv

e

2)

3)

4)

(same qualifications as required for waedical

college admissions)e This was insisted upon
since it was felt that the 'Community Nurse'
should be able to acquire adequate technical
competence and professional skill to be able to
make independent decisions and thus be acceptable
to the communitye In addition, with a sound
academic base she would be able to undertake

her work confidently and without any complexes.
Ihg treinges were dpown fiom lower 80Ci0-gEONONIS
gszeups and selected in consultation with the Jlocel
commynity leadexship to ensure that they were

able to fit in with the local socio-cultural

environment.

gritegia for selection teensure that the trainses

would accept their 'community role' and responsibilitye.

MUMBER OF TRAINEESS=

Based on the above criteria 9 (nine) girls were

selected out of about 52 (fifty two) applicationa.

The reasons for limiting the number of . .trainees

were two-fold -



3.4

1) Since there was no guarantee that the course
would receive official recognition by the
Professional Councils in the country and there
was a moral obligation to find.auitlblo employnent
for the students after the course it was decided to
get an undertaking from each of the ten mission
hospitals run by the CSI Madhya Kerala Diocesan
Society to absorb one of the trained ' Community
Nurses' into their staff and utilise thsm to
run suitable community health programmess

2) The second, though more important reasen was the
need to limit the staffe-student ratio and model
the community based training on the traditional
apprenticeship training at the 'bed side’
the Gurukula system so that the staff would be able to
help the trainses get the nscessary inaights and
experiences required for the success of such a
training programme. Since financial considerations
of the project, made possible a team of only three
or four doctor/nurses trainers - a group of 9-10
students was thought to be ;f:fct/ifggi; g

SELECTION OF TCACHING STAFE s

The project team consisted of a Project Director and

Resesarch Officer who were responsible for coordinating

all aspects of the project and directly in charge of

developing and implementing the teaching curriculum

and ite ongoing evaluation. However, for the purposes

of training the 'community nurse's' a team conasiating



3.5

of two young graduate dectors (M.B.B.S.) and a

Public Health Nurse (B.Sce) ware selectede. The

team was kept to a miximum of three to maintain

a good staff student ratio of 133 The reasons

for selecting a team consisting of graduate doctors

and @ Public Health Nurse was that it was felt that

i} Every Primary Health Centre (PHC) should
become a training centre for such para-medical
personnel in the future and most of them would
have doctors and public health nurses to
participate in the training programme.

ii) With the increasing durations of poating of
interns frow medical colleges in rural field
practice areas it was hoped that interns could
be used to train such cadrese This could be

as additional responsibility during their rural

postinga.

QRIENTATION QF STACF 2

To prepare the tsam for their role as tesachers of the
proposed 'community nurses' a teaching workshop was
conducted by the Christian Medical College, Vellore
at the beginning of the projecte.

In addition to the team of doctors and public
health nurse who were primarily responsible for all the
teaching, consultants and experts from various medical
cnliog.- and miesion hospitals were associated from time

to time in the teaching progranmes.



3.6

3.7

JRALNING BASE AND FACILITIES 2

The foremost principle in the planning and evolution of
the teaching programme for the project was the attempt te
doeinstitutionalise the training as far as possible. Keeping
this in view and also the factor of replicability of the
pro ject it was decided that from the very beginning inputs
into the developing of the $sraining base and teaching
facilities would be kept to @ minimum and the existing
resources and facilities available in the community

would be maximally utilised.

The training base therefore consisted of the CSI
hospital, Mundiapally a 60-bed mission hospital (general
and meternity beds, operation theatre, labour room,

Xeray and laboratory facilities) which served as the
*ecomaunity nurses' school and p:ovidid residential
accommodation for the staff and trainess as well as
accommodation for class rooms, office and librarye The
hospital was used for bedeside teaching and for managewent
of referred patients fromthe fiesld practice areas A
small library with importent textbooks and journals and
necessary audio-visual cic\> for teaching were ebtained
fron the project funds.

FIELD PRACTICE AREA 2

The main innovative emphasis of this project was to make
the training curriculum predominantly community, oz field

based so that community side teaching would be carried out



and community involvement and participation in project
planning would be ensurede For this purpose, three arcas
which were geographically circumscribed and consistaed of
people of lower socio-sconomic groups were salectede
These areas were all part of the catchment arca for
patients attending the CSI hospitel WMundiapallye The
three arsas were Elovanal, Thuruthumala, and Mundukotta.
Some of the important demegraphic data of these areas are
shoun in Table=I.

TABLE = I

!

DEMOGRAPMIC CHARACTERISTICS OF FIELD PRACTICE AREAS

l

Features Elagunal Thuruthamala Mundukotta Total
e ——————————

Total population 447 as2 1055 1854
Total number of

houssholds 72 53 165 290
Average family size 6.20 6.64 6.39 6.3

0 -5%years 63 30 168 261

6 -« 15 years 109 84 251 444

i5 ¢+ 275 238 636 1149

A very interssting and significant feature of these
populations were the overall literacy rate of Males « 97.5%
and Females - 94% (defined as reading and writing in

mothezr tongue)e The participation of the people in

these areas was ensured by adequate interaction and



contact by the project leaders with the community leadership
Since the staff and students of the project would be
involved with daily field work programmes of family

care in the area a good rapport with the community by
discussions and wmeetings was ensured at the start of

the projecte

TRAINING FROGRAMHE &

The training programme of the project was based on the

following guidelines

1) Teaching was gdidactic - lecture discuseions and
tutorials and pgactigal - clinical, laboratozy
and field work.

2) Teaching was en all working days - Monday-Friday
and halfeday on Saturdaye

3) There were four hours of class room teaching

( (everyday Monday to Saturday) and four hours
of community work (Monday to Friday).

4) For the purposes of field work the staff and
students were divided into three teams - sach
team consisting of one staff member and three
students. Each group was allotted an area for
total family health care, end all the families in
the area were surveyed and regularly visited by
the teame Definite guidelines for field work were

drawn up (ref. Appendix A) and specific records



were designed for the entire group of families
under the care of esach team (ref. Appendix-B).
The field work was so planned that in the initial
stages the field work was mostly observational .
but as the semessters progressed ths students

| were called upon to share growing responsibilities in t!

a « health care of the families. These responsibilities
were commensurate with the degree of their acquired
professional competence both in community and
clinical wmadicine.

5) The entire course was spread over a period of three
years - fiwe semesters followed by a period of

apprenticeship for 6 wonths.

3.9 SURRICULUN DEVELOPHMENT &

After having defined the broad objectives of the project

and after attempting a 'role definition’ of the community
nurse the actual curriculum was then developede The whole
methodology of development of this curriculum was iteself
very innovative in that it was not a once for all activity
but @ regular activity that continued throughout the project
plan and was based on a series of staff a.naﬁnta and
periodic meetings were sach and every detail of the
syllabus/curriculum was drawn up following the undere
mentioned guidelines



3J.10

1)

2)

3)

4)

5)

6)

The curriculum was designed so as to equip the
community nurses with the knowledges and skills
required for their zoles in the communitye

The basic aim was to cover all the subjects

within the six ssmesters.

In svery subject unnecessary academic minutiae
were to be avoided and stress laid on the practical
aspects of the matter coversde.

For each semester an outline of the course was
drawn up and the detailed syllabus worked oute.
Throughout the course a very good interaction was
maintained between staff, students and the community
and the field experiences were used as a feadback
to modify or reorient the course and even nake
mid=course changese. The trainse was as much
involved as the trainer in designing and making
curricular changes.

All the subjects were taught by the same faculty
thus incorporating the very important and relevant
factor of integrated medical tsaching.

SPECIAL _COURSES 2

In addition to the teaching curriculum svolved by the team

of doctors and public hsalth nurse certain special courses

were also arranged from time to time by visiting consultants

or by planning short trips to various institutions in Kerala

and neighbouring States. As the treining progressed the need
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3.12

for seme of these courses to be organised by skilled
specialiests in their respective fields was felt and

necessary arrangements made.

EVALUATION OF TRAINCES s

At. the end of each semester of teaching an examination

was held under the Chief Examinership of Prof. V. Benjamin
Professor of Community Medicine, CMC, Vellore and Dze(Mrs.)
Molly Phillip, Professor of Preventive and Secial Hodicinc.a
Medical College, Kottayame The examinations were conducted‘
in the main subjects taught during esach semssters The
examinations consisted of written (theory), practical

and vivaevoces During the fifth and sixth semesters -
pragticals and viva-voce were conducted in the community
itselfe In addition to these formal assessment, Sessions
there was a continuous but informal internal assessment

of each candidate by the project staff during the regular

tutorials and field work sesssionse

INTERNSHIC 2.,
On completion of the final semester of teaching it was

felt that sach of the successful candidates were to be
given a period of internship in a new area where the
independent work of the candidate would be observed

and assesseds Cach student nurse would be given two
hundred and fifty families to survey and organise and
manage a family health care programines Their work would
be supported by neighbouring wission hospitals where all

patients referred by them would be investigated and treated.



313 EVALUATION &

In addition to the formal evaluation of the traineses, the
project team invited many consultants and specialists from
medical colleges, mission hospitals and other health
institutions to cbserve ths projsct in action and suggest
suitable changes and give their critical assessmente The
project tesam also played host to svaluation teams from
‘the Kerala Government, and other interested institutions

and professional groups.



4.0

4.1

FBOCESS REPORYT 2

HBased on the methodology enunciated in Chapter [II
the project began in July, 1972 and was finally
completed in December, 1976¢ In a project such

as this the observations and results are more
egxperiagntigl rather than statistical and consist of
the development of a course-curriculum and evaluation
of the efficiency of the trained individuals in the
field situatione

JHE CURRICULUN 3

The Course that was finally developed consist.Qﬂéf the
following subjects (against each is shown the hours allotéed
which include both theory cum practical sessions)e A

detailed outline of the syllabus is given in Appendixe

Anatomy - 100 Personal Hygiene - 12
Physiology - 100 Nutrition - 35
Biochemistzy - T0 Parasitology - 20
Biostatistics -« 30 Microbiology - 30
Paychology - 30 Pathology - 20
Home Economics - 8 Clinical Pathology - 20
Seciology - 30 Community Medicine - 200
Fundamentals of Principles of Medical
Nureing care - 120 Care - 100
Principles of Principles of

Surgical Care - 60 0BG Care - 180

Principles of
Paediatric Care - 120

TOTAL HOURS = 1283



4.2 IHE SPECIAL COURSESS
The special courses arranged wers nine in number and

are shown below 3

Noe Subject Teaching Cantre Hours
1e MCH & Family Planning CMAI Team, Bangalore 75
2¢ National T.B. Contrdl NeTeley Blﬂgllon 25
3. National Filaria Control Filaria Control Unit,
Wuilon S
4+ National Leprosy Leprosy Sanatorium,
Control Nooranad 3
Leprosy Hospital,
Trivandrum 8 25
Leprosy Hospital
Oddanchatram 14
Se Health Education Deptte. of Community
".dgh. CMC, Vellore 158
6¢ Public Health Department of Social
Adminiastration, & Preventive Madicine
Netional and Medical College,
International Kottayam 8
Agancies, Health
legislation
Te Supervisory College of Nursing,
responsibilities Trivandrum 10
in Community Health
Practice
8¢ Hospital Nursing Fellowship Hospital
Care Oddanchatram,
CS1 Hospitals, 1200
Pallom, Kanakari
9« First Aid Red Cross Society,
Kottayam 16
1379




4.3

JTHE COURSE FROGRAMHE 2

The entire 'Community Nurses' course was divided into

five semesters followed by a period of internshipe. The

outline of the work done in sach semester is as

follows 3
1) Jag Semestex

2)

Subiects Covered : Sociology, Psychology, Biostatistics,
Personal Hygiene, Anatomy I, Physiology I, Biochemistry.
Field Work ¢ Staff members contacted village leaders,

did baseline surveys, gave health education talks and

provided free consultation services and treatment of

minor ailwments to the peoplee.
Special Cougaes s  Nil

dind Sgueatex

Subjgcts covered ¢ Nutrition, Community Medicine,
Microbiology, Anatomy II, Physiology II, Fundamentals

of Nursinge

Field Wogpk 3 During the field work students were allowed
to make indepandent visits and report their findings

and worke Immunization Clinice held and different

types of motivation wethods were tried oute School
health progremme started in @ neighbourhood schools

Special Couzses ¢ Nil



A

dllxd Semestax

Subiscts covazad s Community Medicine, Pathology,
Bactariology, Parasitology, Clinical Pathology,

Fundamentals of Nursing.

Eigld Wazk s A new area was seslected for community
health work and students asked to do baseline survey
themselves and analyse dats collectede Preventive,
promotive and curative services through home visits

to prsvious arsas were continued.

‘Eisldd Work i Target couple surveys done in all

areass Fawmily plenning wotivation begun in all

areas along with all other sexvices which were
continuaedes School Health Programme started in

second school.

Spacial Visits 2

Izivandzym @) Medical College & Hospital, Department
of Preventive and Social Medicine, Department of
Rehabilitation, Anatomy Museum, Histopathology luﬁo:lta:y
Microbiology Laborastoxy, Forensic Laboratozy, Mortuary,
Labour Room, Prsmature Nursery, Malnutrition Waxd,
Blooé Bank, Cobalt Therapy Unit.

b) Government Analysts Laboraetory, Water works, School
for Mentally R.tlrd.d)tontrd Dairy, Hindustan Latex

Factory, Poor Homs.

L (0\/

c) JBangaloxs ¢ Course on TB Control at Nut:}ﬂ.an
Tubsrculosis Institute.

d) Course ias Maternal ﬁd Child Health and Family
Planning by CMAI Team. |



4)

5)

JVth Semgetax

Subiscts sovared ¢ Communicable disesases, Pharmacology
and Therepeutics, Medicine, Surgery, Obstetrics and
Gynacology, Pediatrics, Domiciliary Nursing Care,

Home Economics.

Fiald dozk s Independent field work in field practice
area sncouraged. Participation in group teaching
sessions in all areas ensureds School Health Progranme
continueds Participation in antenatal care services
and in immunization clinice, BCG immunization done in
all arsas.

Special Visita/Couzsas 1

a) Couzrse in Health Education by Department of Health
Education, CMC, Vellore.

b) Kottavam Medical Collegs ¢ Posting in Department
of Preventive and Social Medicine and Primary Health
Centres and sub=centres to study smallpox, vaccination,
malaria blood surveys, working of SET centres, well
disinfection and other practical public hsalth

procedures.

dth _Sasestax
Subiscts cavezed 3 Medicine, Surgery, Obstetrice and
Gynecology, Padiatrics and Community Medicine.

Eisld ¥azk 3 Independent decision meking and assessment
encouraged in field practice area and all sextices

continuad.



dnacisl Visita/Couzags s

a) yuilen - National Filaria Control Programmes

b) Izivandsum - Leprosy Hospital, Colleges of Nureing
for course in -upc:viooiy rn-poniibiliticc in
Co-unify Health P:ictic-.

c) Qdanchatzaw - Leprosy Hospital, Fellowship Hospital
for t:niﬁlng in hospital nursing caree.

d) Xottavem -~ Red Cross Socioty'o First Aid Couzses

Wlmmnd_'
s 20 « 25 normal dnlivo:ic..

4.4  PROGAAMME SKILLS.a
Throughout the training programme special emphasis was
made to ensure that the trainess wers made proficient in
certain medical and community health skills. It was thus
ensured that they had the following definite measurable
okills.
o) Prametive and Provantive
i) Capacity to organise Community Health Suzvey with a
view to find out community chaeracteristics and the
morbidity pattern determined by socio-cultural
variants.
ii) Competence to organise under five clinics antenatal
clinics and school health programnes.
iii) Skill to screen patients and treat common ailments
including minor disorders of pregnancy, vitamins
deficiency states, parasitic infesctions, such as

hookworm, round worm and 8O One



iv)

v)

vi)

vii)

Skill to provide prenatal, intranatal and postnatal
care in the homes. (Each student conducted 2025
deliveries in hospital and dowmiciliary settings).
Competence to identify local leadership towards
involving them in health care planning and deliveryes
Skill in health education techniques at individual
and group level on problems related to nutrition,
environmental sanitation immunization and family
planninge

Skill to orgenise immunization programmes and
administer swallpox, BCG, DPT, Tetanus Toxoid,

TAB, Cholera and oral Polio vaccinese.

b) Luzative Skills

i)

ii)

iii)

Skill to diagnose minor ailments and treat them

e«ge Respiratory Tract Infections, Diarrhoesa,
Conjunctivitis, sar infections and common skin
infections.

Competence to diagnose the following conditions

with the aid of history, clinical cbservations and
laboratory investigations ee.ge urinary tract infections
specific vaginitis, helminthiasis, tuberculosis,
leprosy, eruptive fevers such as measles, chickenpox
and typhoid fever.

Skill to identify acOte and ewmergency conditions
which need immediate referral e.ge acute abdomen,

respiratory dictress, heart failure, severe dehydration



and shock, abnormal conditions associated with
pregnancy and labour eege ante-partum, haemorrhage,
moderate to severe pre-eclamptic toxaewia, cord prolapse
prolonged and obstructed labours

iv) Skill to follow up chronic casas such as hyps:tenoion.,
cardiac failure, diabetes, wellitus and tubarculog}’/kii//

v) Awareness of side-effects of routinrely used drugs
such as sulfonamides, penicillin, streptomycing
tetracycline, salicylates, antihelminthic drugs,
anti tubercular drugs etce

vi) Skill to use following diagnostic tools - Sthethescope,

sneilens vision chart, oral and nasal speculas

c)nmm;mx_m:xum.m

Special skills to adwminister domiciliary nursing care
in the following 3
i) Sick children e.ge measles, scebies, gastroenteritis
ii) Neonatal Care
iii) Puerpenal care
iv) Chronically ill and bederidden patients, esge postestroke.
They were also skilled in the following procedures -
i) Tube feeding
ii) Enema
iii) IV fluid therapy
iv) Injectionse

v) Vaginal douche



4.5

d) Diagngatic.Skills ¢
All the aninazvc.ndidutos were given necessary

training to carry out the following investigations §

i) Blood = Hemoglobin, total end differential WBC count,ESR

ii) Urine = Albumin, sugar, (tstones, microscopic -

®

'44i) Stool - Detection of ova, cysts, blood

iv) Sputum « for AFB

SXARINALIQNS 2

Samester Examinations were held at the snd of sach semsster

by @ group of external examinsrs under Dre Ve Benjamin,

Professor of Comnityg Medicina, CHMC, Vellore and included

Dre Molly Phillip, Professor of Preventive and Social Medicine,

Kottayam Medical College and other staff of CMC Vellore from

time to timees The distribution of the subjacts for examinations

by semeaters wers as follows

Jat dapaater
Sociology
Psychology
Bicstatiatics
Personal Hygisn
Anatomy 1
Physiolagy 1
Biochemistry

llnd Samepkex

Anatomy II
Physiology 11
Nutrition

fFundamentala of
Nurasing

J

1
1

Theory and Viva voce

Theory and Viva voce



Jllzd Seeeater

Community Medicine

Maternal and Child Health {
and Fawmily Planning

Pathology, Bacteriologys Theory, Viva Voce, Practichl

Parasitologys Clinical
Pathology

pUBETT TR

Health Education Theoxry, Viva Voce

Yih Scugatex

Medicine

. Surgery

Obstetrics & Gynecology
Pediatrics

Nursing

fFamily Care Pressntations

Theory, Viva Voce, Ward Cases

All the thsory papers were set up by the external exawiners
based on an outline of the portions covered in each semesster
provided by the teaching facultye The questions were not
theoreticel but oriented towards practical situations

(Refer: Appendix C)e A review committee appointed by the
Government of Kerala consisting of the Desputy Director

Health Services, Government of Kerala, Professor of Praventive
and Social Medicine, Trivandrum Medical College, and Principal
of the College of Nursing, Trivandrum participeted in the

final exauinations.



satisfactoxilyve All the candidates who were successful

were given the certificates shown in Appendix - D and

wera then given a period of internshipe.

4.6  INTERNSHIP 3

Following the final examinations the eight successful
candidates were divided into two batches of four each

and were posted in two areas Kanakari and Pallom where
each student was given independent responsibility for the
total health care of 250 families. The teaching staff

of the project wers posted at the wmission hospitals

in Pallom and Kanakari and they supervised the work and
supported the 'community nurses' by treating the patients
referred by them to the mission hospitalse During

this period, the'community nurses' did regular house
vigiting and took care of winor illnesses, wotivated

for family planning gave health education, conducted
antenatal postnatal under five and immunization clinics,
undertook domicilisry midwifexrye They were also
responsible for nutritional programmes for the children,
distribution of free milk and cereals and also giving
nutritions educations Thay maintained family records

for each femily under their care and analysed the date
themselves and used the information for the planning

of their worke


actori.lv

JABLE 1

= T = e NSH P
DEMOGRAPHIC CHARACTERISTICS  ©F INTERNS

CHARACTERISTIC KANAKARI - PALLOM
Nos of Families 1000 1025
Single Families 763 807
Joint Families 237 218
Total . 2. Population 6115 6449
Average Fawily 5ize 6e1 62
Male 2940 3074
Female 3175 3375
Under=5 605 641
Literacy 95% 93%

Employment




JABLE 1L

ERviRONMENT AL C HAR A TIERISTICS =
INTERNSHIP vilwAGES
CNQRACTER ISTIC KANAKARI PALLOM
Houses
a) Ouwn 955 906
b) Denation from Govte 45 119
Electzified 23 32
Nos of Rogug
i roow 328 297
2 rooms 592 475
3 rooms 80 253
Hagoz Supply
Protected 187 486
Unhygienic 813 539
Sanitation
Fair 370 223
Poor (without) 630 802




JABLE 111

IMMUNIZATION STATUS AND FAMILY PLANNING ACCEPTANCE

IN  INTERNSHIP VILLRAGCES

CHARACTEA;;;;C KANAKARI PALLOM
lmaunisation Statup (Uin0m %) €09 i
Smallpox 298 313
BCG 84 94
DrPT 218 236
3 doses 2
Polio 92 96
Family Flenning Acgeptance
Couples 805 825
Eligible Couples 610 613
Tubectomy 43 . 93
Vasectony 25 128
Tuco 3 18
Other weasures 23 122

NB g3 Kanakari has a large Roman Catholic Population

and hence the lower acceptance ratess



Table I and.Tabla I1 show the demographic and envigonmental
characteristics of the two areas selected for the intexrnshipe
It is svident from the tables that the main characteristics
of these areas are high literacy rates, average family size
of 6«7, increased percentage of nuclear families living

in their ouﬁ houses, poor environmental sanitation -« all

of which are characteristic of rural areas of Kerala.

Table II1 « Shows the immunization status and family
walfare acceptance -« these being taken as two indicators

of hesalth awareness in the area which inspite of a high
literacy rate is not as much as expected.

After @ period of six months the major thrust of their

work was directed towards teaching of health and related
subjects in the class rooms of local schools in the area.
Their responsibilities here were

i) to teach good health habits to children, starting

from Kindergarten to high schoole.

ii) to teach health as a science subject to grade 8,9 and 10.

iii) to take care of the health problems of the student bodys

iv) to visit the homes of the children with even minor health
problems and to create ewareness of the same in their
familiese.

In both the community and the school situations discussion
with village leaders and teachers, increasing community
participation,motivating community to accept and get
involved in these programmes - all this was done by the

trainees themselves.



Since the integnship was divided into two phases - the project
team got an opportunity to assess the impact of these trainees
on the health of the community in their two defined roles.
Phase 1 of internship was spent mainly as Community Nurses
where regular house visiting, organising WCH clinicas treatment
of winor illness and health education at individual and
community level was mainly dones

Phase«Il « of internship was spent mainly health educating
children at school level and providing a good school health
sexvice and using it as a contact point with the comuunitye

A comparison of the impact of these workers by the two approaches
was made possible and it was obvious that the participation and
creation of awareness in the community was wmuch higher by the
second approachs To Guote one example in one of the communities
there had been a ninety per cent hookework infestations The
trainees had been trying to get the people to accept better
sanitary conditions like building latrines, avoiding defecating
in the neighbourhood and providing footweare The response was
poors However during the second phase when the children were
educated regarding the problem of hookeworam in their schodl

and the families wers approached through their children =

more productive participation cawe from the sauwe communitye

4.7 Development of Appropriste Technoleav.i

close&

A very interesting outcome of this dose interaction
between the trainees, the teachers and the community was the

adaptation of some of the available local materials in medical



and nureing proceduress This innovative approach is a
necessary lesson in the training of health workers especially
in the developing world where finaencial constraints are a
realitys All workers must be taught to improvise and adapt

not only their skills but also develop newer and nore
appropriate technologies in their worke Only two examples
will be given from the many developed by the team to illustrate

this aspect of the worke

e Uag of dry pedicle of Axocanut leaf known a3 faala’
in Kexala 1

A good sised pedicle measures about two feet x 1 foot
This can be easily folded into any shape and fixed in that
shape by suturing with fibres The Paala was used by the
team for various 2¥rpus-n ()
i) As a haai@fggkbbllact urine and foces of patients
who are bederiddens
ii) As a baby tray to recsive the new born babye The
baby can also be given a bath in the Paalae.
iii) As a receptacle for the placenta during domiciliary

deliverye.

Since the 'pedicle' is freely available it can be
used as a disposable receptaclse. If necessary, it can also Be
washed and dried in the sun and used again.locally the Paala
in these areas has been used by the people for storing cuxd

or for drawing water from wellse



2« Ladves of peopex o plentan usod as aubatifuiss

for vasaling guaze s

Burns are not an uncommon emergency in rural areas
since open stoves are still the norme In the hospital set up
we usually use vaseline guaze dressings to prevent the dressings
sticking to the wound surfaces Vaseline is not so easily
available and therefore the project team improvised a
dressing using cleaned, smooth leaves of pepper or plantain
painted with gingelly o0il and warwed over a flamee The
leaves were then applied to the burnt area and ssrved the
sawe purposes Antibiotics and imnmunization against tetanus

toxoid wers given routinalye



AL S U L IS

" S+1 To summarise, the Kottayam Ploject has achisved the
following results o

fs It set out to produce s new category of health
workers (called Community Nurse) who would act
as liaison between the Doctor and the Community
and teke care of the comprehensive health needs
of the community directly and whenever ncéonun:y
through supervision of existing para medical
workerse. ‘

2+ It selected nine fewmale students with minimum
predegree alification, and from lower socio
economic groupss

3¢ With a small staff-student ratio of 133 it evolved
a community based treining prograemme wherein the
coppinity subatituted for the teaching hospitale

4+ The students were instructed by the same teawm of
preceptors in all the subjects basic sciences,
elinical medicine and community medicinee. This
team consisted primarily of two MBBS Doctors and

a BeSce Nurse.



e

Te

After dafining the role of this new cadre of worker

which included Health Educator, Family Welfare Workers,

Modical Assistant and Health Supervisor, it evolved
a curriculum by close interaction of preceptor and
trainees and edequate feed back from field work
experiences

The students were examined at various stages by the
same team of examiners (agein integrated approach )
The Final Examinations were attended by the visiting
Evaluation Team from the Kerala Governmente All the
candidates except one was found adequately prepared
with the knowledge skills and attitudes required for
their laid down roles in community health progrannese.
The aight students were given a year of internship
which was divided into two phases « the first one in
which they primarily worked as community Nurses and
the second phase in which they primarily worked as
Health Education in schoole.

The aight students ware then absorbed by the lission
hospitals of the CSI Madhya Kerala Diocesan hMedical
Society where they are to date involved with the
orgenization of cowmunity health progremwes in the
catchment arsas of these Mission hospitalse Decaeuse
of the cowprehensive nature of their training nearly
all of them work part time as Hoapital nurses as
welle



5.2

SUGGESTED MODEL FOR REPLICATION 3

Based on the experience of the project team the tentative
model evolved by the project team which could be used by

others interested in replicating the idea is as fallows 3

Define Role of Worker needed
in local situation

A4
Based on the Role Definition

evolve a basic curriculum content

|
\4
Select trainers and training
base from existing resources
available in the local arsa,
community and the existing
health infrastructure and
regional training institutions

N
Select trainees from existing
pool of pre-degree students
(sex, number, economic status,
motivation, aptitude etce being
locally defined). Whersver possible
get comuunity participation in

selection of traineea

\4



i
V
Organise a training programwe

which has the community as a
teaching hospital and didectic
teaching and field work and
field uimits are closely inte-
gratede Use the same preceptor
for all stages of traininge.
Duration of Course will vary
Aup.nding on course content.
Degree of Interaction between
precsptors and trainees should
allow for adequate feedback from
field work aupo:i;nco- to allow
for wmid-course changes in

curriculume. l/

Evaluate the trainees with a
suitably constituted examination
panel consisting of consultants
familiar with the role definition
of the grade of worker and the
course curriculum
\F
Plan a suitable period of internship
to assess the efficiency of the worker
in the actual field situation especially

where independent and unsupervised

decision making has to be undertaken



The Final Product of such a
programme will be a varying
comhination of the four roles

i) Health Educator

ii) Family Welfare Worker
iii)Medical Assistant

iv) Health Supervisor

This will depend on the manpower
needs and defined roles adopted

by the State or District Health

Service ‘L

Identify/create suitable job
opportunities where the products
of such training programmes could
be utilised and waximum utiliza-
tion of her knowledge skills and
attitudes could be wade under the

supervision of a Medical Officer

5.3  COST OF THE TRAINING PROGRAMME 3

At this stage the cost of the training programme asg
visualised by the above mentioned model should be
considereds Table ] shows the estimated expenditure
of the Kottayam Project. However, it is important
to remember that being the first of its kind such

a project has a research input in addition to the



B R S R T R S SRR

A« TRAINING PERIOD PER ANNUM FOR 3 YEARS
T A B R S A S SR RN s T R S IS T S S S SR S TR AR
1+ Teaching Staff Salaries 31,200 93,600
2+ Other staff salaries
(Pean, Watchmen etce) 4,200 12,600
3« Travel 5,000 15,000
4¢ Equipument Material and Booke
for Library 6,800 20,400
S« Contingent expenses including
stationsry and printing 7,800 23,400
6¢ Contingent expsnass on
vigiting consultants etce 5,000 15,000
7 Scholarships for students 25,000 75,000

& (9 students )

P

TOTAL 3 85,000 2,355,000

Be JNIERNSHIP PERIOR ( 6 wmonths period )

te Staff salaries 7,800
2¢ Interns Stipends 19,200
3¢ Petrol/0il 6,000
4s Incidental expenses including
stationary stce 6,000
Se¢ Drugs etce 12,000
P e

TOTAL 51,000
GRAND TOTAL s 3,056,000



cost of the training inputse The former being the
cost of planning, evaluating end recording all aspects
of the training programme with the view to evolving a _
strategy for replicatione However, once this is done
then the cost of the replicative model will only be
the cost of the teachers aaia:ioa plus ancillary

staff salaries plus travelling grant for field work
and field visits plus contingent expenditure for
stationery specialist visits, examinations etce

plus cost of teaching aids, library books plus cost

of drugs, vaccines and basic equipment for compre=
hensive home-based healthcare. A major part of

these costs will also be mainly capital and not
recurringe In addition if an adequate inventory

is made of available training wanpower and material
resources in the health infrastructure and training
institutions of the area even the recurring costs

can be markedly reduced.



ENXALUATION

The evalustion of such a project in quantitative or
qualitative terme is a very difficult proposition because
the application of any pre-planned evaluation criteria to
a continous evolving and developing process such as the
training progremse in the Kottayam project would neither be
justifiable nor be successful in giving us the real
achievenments, failures and implications of such a projecte
A good training programme should be sensitive to the socal
environment of the community which it seeks to serve, and
constantly adapt itself to the changing requiremsntse. Measuring
this sensitivity or adeptability to local nseds is also &
difficult taske Morsover, in any attempt to evaluate this
project one must not loose sight of the fact that the whole idea
and sxperiment developed in the state of Kerala where the
socioecultural and political milieu is Guite different fron the
rest of Indiae In an ares of high literacy rate the pesople
are more aware of their rightse In addition, with a mors
esquitable distribution of wealth and @ more plenned distribution
of health infrastructure the peopls will demand not only
better quality of service but alsc better quality of hsalth
workerse Professor Chandy's project is thus an attempted

answer to such a nsede



6.1 AN EVALUATION o

In a comprehensive svaluation report written on this
project Professor George Joseph, Head of Centre for Community
Medicine, All India Institute of Medical Sciences has conncnfcd
that "This project aims at filling up the gap that is falt to
exist between (hn home and the hospital with a new cadre of
adequately trained health personnsl with the right type of
community experience so as to achieve the sffective integration
of the four-fold dimensions of health right at the hub of the
field of action {(which psrforce the family has to be)".
Commenting on the conceptual wodel of this project hs further
states that "The project is an attempt to establish the feasibility
of an intermediate lavel health worker who will have greater
independence and initiative and therefore must have bettex
professional training than their counterparts today. Such a
cadre of health personnel howsver is not devsloped as an
'alternative' to the existent cadre of Basic doctors/community
physicians but to complement and supplement theme It must .
hers be stated that so far we have not identified the ideal
type of health functionary who can be expscted to deliver
the goods in & comprehensive health care delivery system in the
rural settinge The emphasis on better training for this new
category is well placed in the context of the continued and
continuing disparity, betwesn the standards of health sesxvices
in the - . urban end rural settings. As these personnel are

meant to function in harmony with the home settings in the



rural milieu this can effect a breakthrough of the accessibility
barrier of modern wedicine. Hore so because either consciously
or imperceptibly they have to indulge in health education in the
given context, they are ;xpcctod to possess the required expertise
to deliver comprehensive health care upto a level beyond which
they function in consultation with the physicians at the rural
hospital or the health centre (existing network)s A close function
integration therefore is postulateds The point behind emphasising
the technigues of community organization in the training progranwe
for these personnel is to enable them to wmake use of the existing
potential including the indigenous health wanpower (dai, village
physician etc) on a better scientific basis.
The envisaged shift in orientation may perhaps be explained
thus instead of having the health establishments representative
in the community in the present set up it is desirable to have
the community's representative that the community nurse is wmeant
to be in the health establishwent.® Commenting on the methodologicel
aspects of the programme, Professor Jospph mentions that
i) "the making of the community the sole field for training
is both innovative and corrective®.
ii) "the initiation of trainses into & community survey and
its contipund and committed follow up offers a venue for
training in comwmunity medicine in the traditional sense

and eclinical wedicine in an unorthodox way."



iii) "The constant presence of the preceptors with the
traineses in the family satting made the training both
natural and realistic and the project proved that clinichl
instructions regarding the normal and deviations
therefrom can be adequately imparted in the home
satting." :

iv) "It desires mention that the Project Director had a
weekly session with the team (teacher and trainees)
when the work done in each week was reviewed and
evaluatede Suggestions that could thus be given
as guidelines for training thereafter helped to make
any mid course corrsctions that was necessary. It is
significant that sveryons concesrned participated in
this process.

v) "Since the objective of the project was to evolve a
group of health personnelwith a minimum of inputs
preserving at the same time an optimum standard of
training, institutions based instruction was reduced
to the minimum and the training facilities that were
roadily accessible were maximally used and to greater
advantages Another aspect of the same idea was the
greater utilization of the facilities available in the
conmunity.fox orgenizing training and community service
programmnes (e.ge school, panchayat building, churches etce)

All these helped to minimise programme inputs.

Finally comsenting on the overall relevant end replicability

of this project he states



"The replicability of any projeect can only be inadequately
discussed in isolation from the feasibility of its laid down
objectives Ideally, considerations of replicability should
not be allowed to obscure the relevance of the objectives Even
so, the project under evaluation appears wholesome, in this
context due to the minimal requirements of inputs which is a
direct result of its conceptual reorientatione It appears
therefore highly desirable that instead of the traditional and
‘eupanaivs inafitution bases, this project has accepted the
community setting on the whole as its venue for traininge The
organizational structure is simple enough, the preceptorial
role resting with two doctora and & Public Health Nurse, in the
praesent inatances

The emphasis on a betéer quality of training thet is aimeduat
augurs well in the context of our old misteke of diluting rural
health services. This c hanged emphasis is evident right from
the outset, fromthe fact that the minimum elegibility qualifie
cation is pree-degree, and can thersfore presuppose a fair
grounding in basic sciences. This has facilitated their
improved image and acceptance in the community where they can
command respecte In @& community like the one in which the
trainees were posted which is considerable enlightened (base=line
survey conducted by the trainess haes revealed an overall
literacy rate ranging between 93% and 95%) it is unfair to
send @ poorly trained and diffident community health woxker.

Even in communities with a less impressive literacy rate, thers



is no excuse for sending a semiliterate, illtreined, illeequipped
health worker to represent the promise of modern medicine to surdl
folke It should be omphn-ized‘that the trainses as far as poesible
should be drawn from the respective communities so as to emphasize
the local singularities in the delivery of health cares The
posaible apprehsnsion about the possibility of attracting local
talents of some standing (such as possessing basic educational
qualification) into such & training programme will be misplaced
not only because of the promise that the present programms holds
out but also because of the everye-growing problem of the educated
unemployed in ths countrye.

A concrete product of the project was the gradual evolution
of a core curriculum which for purposes of national adaptation
may be critically checked up against the professional skills
aimed at, in the light of the overall health policy of the countrye
This in itself can have far reaching consequencess Once this
is achieved, any health organization withthe requisite training
manpower uﬁd effective links with the community (futuristic
role of any hospital including the teaching hospitals) can be
expected to undertake the responsibility of trainings The
Department of Community Medicine in various Medical Colleges
in collaboration with the other clinical and preclinical
departments and the existing nuraing colleges/schools can take
up this challenges In this context, the kind of training prog:na#u
envisaged can be doubly beneficial in enhancing the medical
training programmes say of Interns and Postgraduates with
direct experience in the community as a badly needed category

of health worker is being moulded."



6+2  LMPACT OF THE PROJECT s

A very good method of evaluating a project could also be
by studying the impact that a certain project has on existing
training programmess This impact could be by the diffusion of
the ideas and experience gathered in the project and digseminated
through discussions end reports of the projects In this particular
context the Kottayam Project has been particularly successful in

a) making an impact on the B.Sce Nursing training in

Keralay and
b) laadingéiha introduction of a B.S5ce Health Science course
in Osmania Universitye
(a) A Report of the Committee appointed by the Kerala

Government to evaluate the training prograwme for comnunity nurses
at Kottayam observes "That the standard shown by the candidates
at the examination was quite satisfactory and they were found
to possess a good background of community health work esesecsee
Based on the observations of the performance of the trainses in
the V Semester Examination and from the information that could be
gathered by scrutiny of the curriculum and by interrogatien
of the teachers and organisers of the progranme and the traineesge.
the Committee felt that the training programnme had been conducted
well witﬁ a group of dedicated teachers who have been successful
in motivating the trainees for community health works" Thay
further observed that the objectives of the course as contemplated
are to prepare a new category of Health Superxvisory Staff to

render comprehensive health care in the community, to plan and



to supervise the cars given by the peripheral health workers and
to assist them in their personal and professional development so
that they may make their maximum contribution to society as
individuals, citizens and health workerss The products of this
course cen render better service to the community than the present
Public Health Nurses as they are better equipped to function
independently to a certain extent." After a few further obssrvations
on the needa of increasing the training in effective supervision
of ANMs and health visitors and adding some hours on theory |
and practice of supervision, administration personnel management
and educational psychology and counselling as well increasing
institutional experience in the clinical subjects the revisw
comnittes made this rather significant observations "The present
4 year B.Sce Nursing mey be suitebly modified to prepare health
supervisors of this categorye The first ysar of the present
B.Sces may be allotted for Basic Sciences end fundamentals of
health caree At the end of the first yesar the students may be
given an optionsssesss of sither a course leading to degree in
community Health Sciences or to a degree in Hospital Nursing
worke The community oriented training (as in this project) for
the dogree in Community Health Sciences can : prepare perasonnel
of the right typs - to replace the present category of Public
Health Nurses in due course” -

(b) B.Sge Health Science Couxsg et Ogmanis Univexsitv.a

At the Convocation of the Osmania University in

March 1976, Sri Pe Jagan Mohan Reddy, Vice Chancellor mentioned
in hies report thas institution of the new Degres course on Health

Sciences and observed "This Degree course on Hesalth Scisnces



will be adminiatoftﬂ by the Faculty of MHedicine and will be of
great interest to the youth of today because it is jobeoriented
in its very conceptions The key word of this new course is
'Awareness' « to make our student body aware and through

them make the whole population aware of the scientific and
technological knowledge end practice of positive healthescss
One of the objectives of this scheme is the integration of
family planning with health and nutritive facilities working
in the context of wodern societys This new course is ained

at creating a new cadre of personnel who would be adequately
trained in the scientific knowledge of healths It will be
comuunity orientede These graduates will, therefore, fulfil

@ vital need by becoming the teachers of the impressionable
winds of school children and bringing about health awarenass
among people of all ages." He later went on to add that the
whole inspiration and guidence for such a course came from the
experience of the Kottayam Project directed by Professor

Jacob Chandye.

(e) The Tamilnadu State Health Services vhile considering
plans for development of their Health Assistance Course, has it
is reliably learnt studied the experiences of this project and
takes the course syllabus into consideration and suitably wodified
it to meet their local needs.

Thus it would not at all be an exaggeration to
suggest that this project has already had a very important and
pionesring role to play in the developuwent and modification of

training progremmes in the Southern regions of the country.



6¢3  CORGUNITY EVALUATION ¢

After considering the evaluation reports of some of the
consultants and the impact that this project has had on various
existing and new training programmes in the south I would like
to end this chapter on Evaluation by quoting from an interview
I had with @ group of wothers living in Mundiapally village -
ong of the areas where the Cownmunity Nurses workede It wmust
be remembexed that in the final analysis the evaluation or
success of any cadre of health worker will depend on what
the community thinke of him/her and perceives as his/her role.
This is the ultiwmate and real evaluations When asked of what the
community thought of the nurses who had been working thare and
why? The answers (translated from Malayalam) put together were
"The Community Nurses were of great help to we mothers in the
area because they geve medicines during our children's illnesses
and advised us on how to bring up our children in a health way «
with cleanliness and good foode In the hospitals we visit)thn
doctor gives a prescription and the nurse some wmedicines but
neither seem interested in listening to our problems or worries.
The main difference with these nurses was that they were
sympathetic to our problems and had time to explain why the
problem had arisen and what all should be done to kackle ite
This interest in spending time with us to discuss our worries
was modt preassuringe When the nurses were here, sores had
nearly disappeared and now it sores have become even worse
than before. When they were here there was a motivation to

follow their advices Now we are net getting the health talks

and _the gontinous advice from them. Wetherefore follow somatmie



follow their advices Now we are not getting the health
talks and the continous advice from theme Ve, tharefore,

follow sometimesy We forget wostly.®



N\

HEALTH AWARENESS AND HEALTH SCIENCE

Health education and consequent experience
of scientific knowledge as an instrument in
the dynamics of developwent in the developing

sountzigg.

“Thu creation of awareness is the sineequaenon of
developuent of man and his environment, and as such assunes
unigue iwmportance in the context of a developing economye
Development can only occur if the individual can becoue
aware of his own needs and can take responsibility to meet
those needse A scientific understanding of his physical,
socialogical and intellectual life and needa, and a means
of realizing them without institutionalising them, is esssential
to enable wan to delight in the joy of livinge All education,
ideally, should lead to the individual accepting responsibility
for himself rather than seeking for service agencies to protect
and preserve hime Consequently, Health Education énd the
experiences gained from this scientific knowledge, can create
the health awareness which will lead to developuents Health
education, to become meaningful, has to be associated with
health cares Throughout the world, in the developed as well as
in the developing countries, we have been seeing the futility
of & quantitative proliferation of health care facilities
aimed at enriching healthful livinge Wellemeaning and colossal

investment in this direction, without adequate efforts to create
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health awareness among the pesople, had been juat like hoping

to entertain & blind man with a really superior mirroxe It

has taken years of trial end error to realize that the provision
of health care facilities alone does not assure their utilization
by the communitye.

The |ignni importance of the creation of health awaresness
being recogniied, it reamins to be considered how best this cen
be achievedes Surely people cannot be ordered overnight into
awarenesse Considering the human drama involved in this process,
it is necessary to identify effective breakthrough pointas in the
life of the individual, for the infusion of enlightenment into
the human minde 1 am convinced, and I am surs you will agree,
that they receptive minds of children at school are precisely
at such a point in developmsnte

I don't have to emphasize that habits are developed vexy
early in life and underfives are, thersfore, the most vulnerable
groups Incklcation of healthy habits has to start as early
as possibles |

The vital role of health educaetion in health care efforts
ia, conceptually, but now axiomatice Yet in all developing
countries it is waiting for a systematic attempt at dissemination,
with the school child as the focal pointe Only programmed and
formally imparted health knowlsdge and education, with a hard
core of the scientific sxposition of "Health Sciences™, as

against half-hsarted and episodic attempts at health propagands
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can save the situatione It is the coming generation, with
the scientific understanding of the necessity and urgency
of family limitation, who will be able to nullify the

ill effects of population growthe Hence there is an urgent
nead to introduce the teaching of "Health Science", as a
separate subject, at the secondary level of schooling in all
the developing countriess It becowes clear that there
should be a steady progression from health habits learned
garly in life to the scientific awareness created through
forwal education, which is the dynamics in developuent

for the attainment and maintenance of healthe.

It is necessary here to distinguish "Health Sciences"®
from "Medical Sciences", in their present pattern. Health
Science is @& discipline that seeks scientific and
technological compilation of facts regarding positive
health aspects of man and his environment - in its totality
and the systematic dissewination of this vital knowledge
in the cowmunity, which will facilitate the enjoyment of
healthful livinge It is necessary to ewphasize this
distinction because of the fact that “Medical Sciences",
in gensral, have been assuming and asserting their major
thrust end orientation towards sickness and curative efforts
rather than positive health and promotive efforta for better
livings The essential ingrediants of "Health Sciences",
as they are envisaged to be taught at school level, may be
eutlined as follows g Population Dynamices Family Life and

Sex Education, including need for family size limitationg



Home Economic, Dietary needs and Practicesg Normal Pregnancy
and Deliverys Child Developmentj Child Rearing; Personal
Hygiene and Habits; Preventive Health Care; including '
Immunization, Environmental Health, including common oceupational
health hazards, socioecultural, as well as psychological and
motivational factors influencing health and disease. Unless
it is realized that "Health Science®™ is an important scientific
discipline needing inedspth comprehensive knowledge, it way not
be possible to have its full influence on health policy and
socio=cultural and economic goals, with their resultant impacts
on the dynamics of development. It is, therefore, unrealistic
to assume that any teacher, with only a short orientation course,
or anyone from the existing health man-powsr could be invited
to carry out this onerous responsibility et the secondary school
levels Personnel who could be expected to satisfy the
roquirenents of this commitment are, to my knowledge, not
availables This highlights the need for a full-fledged degree
course comprehending the various facets of "Health Sciences®
envisagede This discipline of "Health Sciences" will include
sufficient competence for the following @

1) Developing positive health habits from the lowest

classes onwardse
2) Teaching "Health Sciences® in the senior classess
3) Ozrganizing and maintaining school health care programmes
for the entire student and staff population of the

schoole



4) Eatablishing contacts with the community as a
natural expansion of the school health programme,
through the parents of the students.

§) Creating awareness in andenlisting the participation
of the school teaching staff for the total care of

the studantse.

I was able to convince the authorities of the Osmania
University at Hyderabad, including its enlightened ViceeChancellor,
of the need for introducing @ 3 year degree course in "Health
Sciences" for this very purposee The course, which has also
found favour with the Governwent of Andhra Pradesh, has since
then been instituted.

The easy modus operandi, at least for the time being,
is to incorporate the course into the medical cullogaa.'nakinq
the departments of Social and Preventive Medicine responsible
for organizing it as a part of their faculty commitmentse. The
junior faculty, as wsll as interns, can be given training
respongibilities in the field worke This programme must be
essentially community based and comwunity orienteds It is
important to note that these arrangements help to minindie
additional financial inputs into the training programmes Also,
there need not be wmuch difficulty in starting thin'p:ogtamno
in any Arts and/or Sciences College with sufficient financial

inpute
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The desirability of introducing Health Sciences
as j separate subject at the school level and the framework
of the degree course in Health Sciences have emerged from an
action ressarch project in the "Methodology of Health Care®
that was organized in Kerala State, India, through the C.S5.1.
Madhya Kerala Medical Society, and funded in part by the
Family Planning Foundation of Indi@eccecccsveccccssscnse

I am convinced that we in India should strive towaxd
inatituting & degree course in "Health Sciences® in all our
nediceal or ailiod colleges, so that we will have tsachers to
teach "Health Sciences™ as a subject in all of our high
schoolse As thess teachers alsc look after the school health
programme and extend health educetion to the community,
thers will be traensforwmation of school children into torch
bearers of enlightened health awareness, which in turn will
bring about positive dimensions of health into the way of

life of ths people in our count:y."
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APPENDIX - A

THE PLAN OF ACTION FOR COMMUNITY WORK

Selection of Area:

In selecting the area for community work, priority was given to
an area with a low economic background and where health facilities
were meagre.

Contacting the leaders: and arranging a meeting with them.

The objectives of the work and the modus operandi were explained
to them and their co-operation solicited. Suitable places and buildings
to conduct Under Fives' Clinics and Anternatal Clinics were selected
with their help.

Baseline Survey and Mapping of the Area.

Analysis of the Baseline Statistics.

Socioeconomic Status
Main sources of income
Literacy status
Source of water supply
Sanitation
Housing conditions.
Kitchen garden, crops etc.
Poultry, cattle etc.
Utilization of health services
Types of medical care available
Demographic data:
.Total population
.Sex distribution
.children - Pre school & Infants
Target couples § Eligible couples
Family Planning Acceptors.
- Morbidity Characteristics:
Common morbidity conditions
Usual modes of treatment
Knowledge, Attitude and Practice on
Water Supply
-Sanitation
Nutrition
Immunization
Family Planning
Common Communicable Diseases

Mortality:
No. of deaths in five years preceding the work: Age, Sex, Cause.
Deaths during the plan period, Age, Sex, Cause.

A



(A)

Regular and follow-up visits:

The students are expected to keep a daily diary in which they
note in advance the houses to be visited and the type of visit
(regular or follow-up). They present their plan for the day and the
concerned staff member gives necessary instructions.

Records are maintained on:

Morbidity Statistics Age and sex distribution
Maternity Services No. of pregnancies

% - Type of Antenatal Care

(home or clinic)

Health talks given

Family Planning motivation

Mode of delivery

Postnatal follow-up

including nutriton education,

Infants,

Growth and development
Nutrition

Immunization
Morbidity Conditions.

Under Fives - Immunization
- Nutrition
Morbidity conditions
School Health '

Types of Service given:

Health education - Individual and group
Free consultation service : Early diagnosis and
management of minor ailments,
Follow up of Chronic Cases
Tuberculosis - Case fimding, treatment, health education,
midwifery services and follow up
Underfives' Clinics - Health Education
Assessment of growth and development
Immunization :
Nutrition Programme

School Health Programme - General check-ups
- Treatment of minor ailments
- Health Education

Improvement of Socioeconomic Status:
Motivation for kitchen Garden and Poultry
Improvement of Sanitary Facilities:
Health Education
Exploring possibilities for subsidizing
Sanitory latrines andprotected water.



(A

Family Planning - Motivation and Referral - Follow up

Nutrition - Education

Exploration of possibilities for nutritional
supplementation including tapping of the
locally available resources.
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MATFRICITY RECORD
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CHILD WELFARE RECORD (MNFANT)

FJFVE0.
Cololioe
Nanet Ages  Sess Date of Birtnh
Fathor's lano: Hotherts Hames
Addresss

Date openods Date closods Reason?
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