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Preface

Medicine 4s £ast undergoing change in its
pattern, concomitant with advance in the f£ield of natural
and applied sciences. The impact of these changes on the
Society has become a fertile f£ield of study for socdial
scientists, Although much has been accomplished 4n the
£ield of medical education, rapid gocial ¢hanges and f£ast
groving population in develcping countries have throwm
additional demands on the wmedical profession and indirectly
on the planning of medical education. There is & persistant
demand for more and better health services in greater
quanticty and increasing coverage,

In the last 38 years, medical efucation has
undergone rapid growth and development in India and theye
has been & constant atitempt to reorient the system, to
prepare the undergraduates for his changing role in the
commni ey .

Medicine is a Social Science. Man 48 interested
in health to the extent that it makes pessible for him to
gchieve his primary needs. &0 the heslth needs have to be
considered in the context of overall needs of the Society.
The subject of medical efueation and health care delivery
is as much a sociological challenge, as a medical one.
Unfdrtunately, social sciences® consideration does not
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seem to have exerted much influence on the formulation
of policy and plans for developing a3 sound medical
education system or for extending health services o
largs sections of the population,

In this dissertation the trends in medical
education in India are reviewd with special reference
to the scheme of Re-Orientation of Meddical Egucation
(ROMBE), this study is mainly from a sociological
perspective, Two Government medical colleges and two
private medical colleges in Karnataka State, were selected
as the gample.

3 do not claim that the present study is an
@thaustive one. However, an attemp® has been made to
conduct an in-depth study of the implementation of ROME
scheme in ¢ medical crlleges referred to above 4n
Karnataka State more from g social science angle. It is
my desire to present the facts £rom a £irst-hand experience
that I gained from these colleges and their field practice
areas as I could observe, see and perceive the {(rathey
Gistorted) implementation of the scheme of ROME f£rom a
¢lose quarters during my 3 month long £ield work in the
districts of Bangalore.Chitradurga, Dharwad and Belgaum,



Z wish ¢o record that at no stage the officlals
at the Directorate of Medical Egucation or the College
authorities refused access to any information or document
during the course of my study. On the other hand, I have
been given all cooperation, éncouragement and necessary
facilities for pursuing my research on this topics The
Government of Karnataka by & separate order accorded
permission for my study and for this purpose allotted the
two CGovernment and ¢wo private wmedical colleges in four
64 £ferent dtstricts of the State., The CGovemnment on their
part alsp wrote to the Principals of these four medical
colleges requesting them 0 mgke necessary arrangements

f£or my research study.

It 19 my endeavour to present the facts as it
18 without any distortions, mis-interpretstions and mige
judgements., However, Lif any inaccuracies have crept into
this work, it is purely unintentional and by sheer
inadvertence.
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CHAPTER -~ 4
Introduction

SECTION = A

The scientific and ' technological pace of medicine
has experienced phenomenal growth in the past few decades,
Yet, these advances in medical sciences have not reached
the vast majority of people living in rural areas. At a time
when health care is considered a right of every citizen,
there are those who receive very inadequate care or none at
all, For this reason, Auring the recent years the medical
education in India has come in for a gpate of criticism from
the public, the politicians as well as f£rom the medical
educationists, The Government is earmarking a consgiderable
amount of funds for medical education. The doctors trained
at public expense do not like to go to villages or remote
areas vhere ¢ighty per cent of our population live, %"The
present day medical education {n India has not only failed
in delivering its objective but has failed miserably"?,

"It is generally accepted that ocur medical education is
neither need based nor relevant but is obsessed with disease,
hospitals, specialization and sophistication, These are
the reactions of some of ocur medical educationists, towards

present day medical education in our country,



At the time of independénce we had only 25 medical
colleges and within three decades the number rose to 306.
Thus the saga of modern medical edusation in our country
is indeed a glorious one. One can take a (false) pride
in its growth and development. It is a gtofy of explosive
expansion Quantitatively even though the standerds of
excellence at all levels may have fallen short of

expectation of all concerncd.

then this realization purturbed the minds of early
planners of medical education in the country, an attempt
was made to put the tiedical education in the right track
by establishing a department of Praventive & Social Medicine
in each medical college. This was as early as in 19585,
After two decades the planners realized the bitter truth
that their earlier prescription was not all effective and
they were in search of a better cure for the maladies of
medical education. The new pill was found ~ &n the form of
Re~Orientation of Medical Education (ROME) programme,

The ROME scheme is in operation gince 1977. 106
madical colleges have been involved in the scheme ané each
medical college was supposed £o have adopted threg Primary
Health Centres (PHCs) to start with, for the implementation

of the scheme,



The overall cbjective of the ROME scheme was the
involvement of medical college., is.e. faculties and gtudents =
both undergraduates and interns ~ in the community health
sctivities with the object of providing (a) rural orientation
to the facuities, students and the internsy (b) channelising
the potentials of gservice and training components of a
medical college to the rural community for improved health
care and (c) ultimately such involvement of medital college
with 4¢s faculties should spreasd up to the district ¢through
the existing health care delivery infrastructure,

A good educational system should be sensitive to
the social environment of the community, which it seeks to
serve, and constantly adapt itselt to changing requitemenes“sg
It is from this angle the scheme of ROME 48 to be looked upon
as an attempt to relate the system of medical education to
the needs of the people at large,

Nine years after implementation of the scheme in 106
medical colleges in the country, oupr prescnt study makes an
attempt to portray a true picture of different aspects of
the programme ag implemented 4in the four selected medical
colleges 4n Rarnataka State. In order to obtain 3 composite
view of the structure, organization of the programme and
its inpact on the beneficlaries ths study ¢ried to include

all concernsd to the programms as respondents,



Foreing lopsided developmental programmes on
the people whose basic amenities for living are not
adequately med and into a situation like this such
scheme can lead to further deterioration of the quality
of their socloecultural development,

In this study on ROME schems in medical colleges
in Rarnataka, the characteristics of this phonomenon will
be focused upon as Karnataka is riddled with many problems
covering different facets of medical efucation anmd gural
health gervices,

We have attempted to analyse the subject on the
following format, 80 a8 to understand the issues in &
wider perspective and the factors exerting in€luence on
the scheme of ROME,

FPiretly, we have attempted to provide & brief
overview of medical education by recapitulating and
tracing the historical evolution and development of the
systen of medical education and the early medical education
policies in the country, including the role of associations
snd organigations which have shaped the Indian medical
sfucation system to the present form viz., the Indian
Rssociation for the ASvancement of Medicel Biucation
(IAAME) and the Medical Council of India (MCX). In the
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next section we have made an effort to understand the
objectives of medical educatlon in fndia, and the neecd
for reorientatiocn, The subsequent section deals with

the philosophy of reorientation and the actual objectives
of the ROME scheme as laid down by the Government of India
including a description of 'one of its major component e
the 318 medules imported from U,K, at an enormous qost for
providing rural health service in India as part of the
scheme,

In Chapter 2, we reviewed with an interwdisciplinaxy
perspective, some of the available literature on medical
education in general and ROME scheme in particuiar giving
a dimension of its historical growth and development, The
available relevant literatuzres have been classified into
Committee Reports, literature on a historical approach,
social sciences approach and other related literatures.

Chapter 3 descxibes the methodology and design of
the study,

Chapter 4 deals with the analysis, interpretation
of the data. Here a number of case studtes have been
included from a gociological perspective.

In Chapter 5 we discuss some of the pertinent
issues and problemr areas which have ¢ome in the way of
effective implementation of ROME, Chapter 6 covers the
summary. conclusion and suggestions which are made based
on the £indings of the study,



Development of Medicsl Bducation in India

The training of physicians and organisation of
medical care in our country dates back to very ancient
times, and these were usually founded in the proximity
of religious institutions; Cradually, the training of
physicians became more instituticnalised and hospitals
and other treatment centres became associated with the
responsibility both for providing heslth services and
also for the training of physicians. In Burope, Quring
the period of Renaissance such institutions gradually
asgumed the charscter of the present day medical schools,
and the training of health man-power became a part of
educational process undertaken by the Universities.

Organised medical training in India was started
4n the 19th century. The first medical school was started
in Calcutta in 1824 followed by one at Madras. Both the
Ayurvedic and the Allopathic systens were taught in these
schools for a decade after which they conf€ined themselves
to the Allopathic system,

In 1833, lord William Bentick appointed a Committee
to work out the principles on which medical efucation should
be established in India, The Committee's recommendation



get the pattexn for the development of medical colleges

in India. Those were ¢ (a) that all pupils be required

to learn the principles and practice of medical science

in strict accordance with mode adopted in Burope;

(b) that instruction be given through Engilish; (¢) that

the course should be for 4«6 yearsy (d) that the pupils

be instructed in Anatomy, Surgery, Medicinz and Fharmacys
(e) that the pupil witness the practice in various
hogpitals and dispensaries; and (€) that the public

service be supplied with doctors from these‘institutionsé'so

In 1835, the medical school in Czloutta was
converted into a College and another medical college was
started in Bonbay in 1845, 1In 1846, a medical school was
started in Hyderabad and in 1848 a school in Indore
folloved by many schools in different parts of the country.
The army trained "hospital assistants” on a two-year
course, who after qualifying, were employed in the army
and some ¢civil Covernmentss With the eatablishment of
universities in various places, the medical colleges were
affiliated to these universities. Or similer lines
medical colleges were established all over Indis. Soon
new departments of Chemistry, Physiology, Midwifery,
Ophthalmology, Medical Jurisprudence, Dentistry and
Hygiecne were established in addition to the existing



departments of Anatomy, Surgery, Medicine and Pharmacy.
Later University affiliation was obtained, admission of
women introduced and recognition received by the Royal
College of london, Dublin and Edinburgh. These developments
took place under the supervision of the Ceneral Medical
Council of Great Britain,

The Msdical Colleges at Madras, Bombay and Calcutts
were taken over by the Universitics which granted the 1LMS
gqualification for those who joined the course after
matriculation exsmination and the MBBS qualification for
those who joined the College after the intermediate
examination, The MBBS degres was pecognized by the CGeneral
Medical Council of CGreat Britain as the standard of medical
curriculae was in par with the one laid down by the Council®,

Earlier, the Government also established medical
schools to train subordinate medical staff, known as
licentiates, By 1938 there were 27 medical schools, 9 of
which were under private control. The medical schools had
lower admission requirements and ran shorter cougses than
did the medical colleges and the licence holders were almost
always restricted to the lower levels of the admission
hierarchies, Unlike the college students, many of the
pupils in the medical schools received stipends from
public funds, and had entered a bond to work for the eivil

or military services after receiving their l&cences’.



An act was passed in 1933, and Medical Council
of India (MCX) was established to coordinate degree
standards and to negotiate international gecognition of
degrees, The medical schools and licentiates were
excluded f£rom the purview of MCI,.

At the time of independence, India inherited a
gystem of nedical education which had developed@ along
British lines under the cloze supervision of the General
Medical Council of Great Britain. The philésophy of
medical care amd education of health personnel had been
focussed on hich quality care of the individual patients,
Therefore, the main challenge that faced medical
educators, administrators and members ¢f the medical
profession was the re-orientation of the system to make
4%+ more relevant ¢o the neels of our predominantly rural
society.

The existing medic2l education system was meant
to train Goctors for work in large city hospitals modelled
on the British and American patterns, Hence a departure
£rom the conventional urban, hogspitale~baged pattern of
training to a community oriented system was beccming
imperative.



Table 1

Health Services in Rural and Urban India

Raral Urban

Population 80% 20%
Boctors 20% 80%
Hospital Beds 17% 83%
Protected Water 4% 0%

Source : Sheila 2urbrigg (1984). Rakku's Story - Madras,
- George Joseph, p.83 -« Quotes D, Banerji's
"Social and CQultural Foundations of Health
Service Systems of India", Inquiry/Supplement
to Vol.XIX, June 1975; also, Pocket Book of



PHC's Sub-Centres in India since I Five Yoar Plan

PHCS Sub=Centzes
Pizrst Plan 725
Second Plan 24565
Third Plan 4,631
Inter-Plan Period 3 Years 4,919 22826
4th Pive Year Plan 5,283 33,509
5th Five Year Plan +400 38,115
6th Pive Year Plan 6,375 78,236
As on 31-3-1985 (Provisional) 7,250 83,000

Securce : Hand Book of Health Statistics of India, 1985
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SECTION « &

The Scenerio Today

The medical students continue to receive thedr
training 4in large well equipped hospitals, vhere teaching
is heavily loaded with study of disecase and individual
care, mainly within ¢the hospital. "The specialist teachers
are not familiar with ¢he cdmmen conditions or facilitdes

outs&de”io’zae

Their undue dependence on sophisticated
diagnostic and therapsutic aids are passed on to the
medical students., Docters have becoms estranged and
aljenated f£rom the people by thig, Teaching hospitals
provide advanced cara to those few who come € i¢,
noglecting promotive and preventive services to the
majority. “0ne of the saddest ironies of the medical
education system in India is that the resources of the
commanity are utilised ¢o train @octors who are not
suitable for providing services in rural areas where the
vast majority cof the peopie 2ive and where the neefd is
desgazate"lz,

The working group on “Medical Edjucation in relation
to the country's changing neeés“as states that the existing
system of madical ¢ducation which is based on curriculum
and subjects as taught in the western countries, where too
much emphasis i4s laid on curative medicine and too little

on preventive and social mgdicine,
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“over emphasis of curative services, specialization
and super-gpecialization and concentration on hospital
services, gives the students the wrong notion that hospital

care is the bese“14

+ But the fact remains that 4¢ is very
expensive (to the person, his family and to the country)
and uncomfortable and inconvenient for the patient and
family, neglecting their own living environment, where
possible health care would have been most appropriate.

The enormous investment on modern medical institutions in
urban areas i3 quite out of proportion to the availability
of medical aid to the bulk of pecple who 80 not idve in
urban arcas (Table~?2), Thug a paradox exists in that a
time when medical knowledge and clinical capability and
trained medicel man-power are at an all time high, s6 also
48 the dissatisfection with health care services - both
gquantitative and qualitative. It 4is real and widespread,
anrd 4t comes from all quarters - Govermment, consumers,
providers of care and those who pay for the caye as third
parties.,

“In the context of the Directive Prineciples for
State Policy of the Constitution of India and the political
commitments, laaders of independont India unhesitatingly
defined the social objective for medical education to
ensure that medical and health gservices are available to
the entire population of the country. Teking very
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deliberately & gocialistic attitude towards the health
services, the aim was to make available health services
particularly to those seetions which had so faxr been
{gnored. All the documents of the Pive Year Plans
dutifully enunciated these social objectives of the
medical education {n Inaia“zs.

Following these social objectives and on the
basis of the recommendations and the dseliberations of
the National Health Education Conference of 1955, jointly
organized by the Ministry of Health and Family Planning
and the Medicsl Council of India, Departments of Preventive
& Soctal Medicine werc established 4n medical colleges to
act 8s catalytic agents to bring about social orientation
of medical educaticn in India, by (&) giving a social
perspective to health problems and health practices in the
country (b) interacting with teachers of other disciplines
to provide a social dimension to their teaching and
(¢) knitting together concepts and methods Of the
conventional Yhygiene and public health® with those from
other related medical disciplines to impart teaching of
comprehensive health services to undergraduate and

postgraduate studentsxﬁg
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SECTION = D

Medical Council of India

While tracing the historical development of
medical education in India, one will be convinced that
the MCX had played a very crucial zole in shaping the
medical education to its present day status.

The Medical “ouncil of India is the body which
controls medical education in the country, Its
recemmendations give the basic regulations and requirements
of the training programmes of medical courses,

This statutory body was c¢reated by an act of
Central Ilegislature as early as 1933, 1Its twoefold
responsibility is to maintain uniform minimum standards
of university medical qualifications in India and to
further the recognition of the qualifications outside
India. “Bfficiency at home and honour abroad® was the
watchvord. The important function of the medical education
by the Council are : Uniform minimum stsndards of
qualification in mediciney Uniform curriculum for undere
graduate stuides; Pixing standards regarding staff,
buildings and equipment; prescribing qualifications for
teachers; f£ixing the number of students and the standards
for training and examinations of postgraduates; Inspection
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of medical colleges and the examinations heldy

inproving stamdards of both undergraduate and postgraduate
education, improving the standards of teschers and
stimulating reseagchy plan medicsl manepover requirementsy
obtain recognition of Indtan qualifications abroad on
reciprocal basis,

Medical Council of India, from time to time has
been yecommending suitable modifications in the present
system of medical education in order to indrease community
based training to the medical students, In 1977, MCI
recommended that second clinical year medical students
should be posted in the department of Preventive & Social
Medicine for a period of one month, and on ¢ach day the
posting should be atleast of 3 hours duration basides the
reviged rural internship for six months. This is termed -
as “community medicine posting®, It is envisaged that
the students should either be posted in health training
centres, PHC « attached to the medics)l colleges or such
postings should be given by visits to the field practice
areas according to the facilities available.

Indian Association for Advancement of Medfcal Education

A gtudy of the historical development of medical
education would not be complete without a reference to the
voluntary body which nurtured the growth of medical educatio
in this country to a great extent.
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For improving the quality of medical education
in india, a voluntary association called the Indian
Association for the Advancement of lMedieal Education
(TAAME) was inaugurated in 1961 at Hyderabad by the
Founder President Dr. A.L. Mudaliar, 7This Association
during the last 25 years has been rendering ycoman
service in this field. It has opened chapters or
branches of the Agsociation in most of the States
publishing its owm journal and holding annual conferences
on important aspects of medicsel efucation, In 1962, the
Seconl conforence fecussed on the Lmportance of social
and preventive medicine in medical curxiculums

In consonance with the trends 4n the world
medical education and on the recommendations made by the
Medical Efucation Conference, c¢onvened by the Ministry
of Health in 1955, the Agsociation was founded in 3960,
It was thought that such an Association could play a
most valuable role 4£ it were a voluntary association
of teachers and noneofficial in character,

Although the Association hed not been able to
achicve some of its objectives it has served ¢hrough its
journal - Indian Journal of Medicai Education. (IIME)
and annual conference to focus attention on some of the
important issues in medical education especially the
social aspects,
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SEGT:ON - B

The Objectives of Medical PBducation in India

The objectives of the medical education has to be
to produce "basic doctors® and other heslth personnel
according to the local needs of the community and the
nation. In other words the purpose of medical education
is to serve for the people, the best services the modern
medicine can make available, "Social objectives determines
the educational objsctives of medical education in any
country. Because of the difference in social objectives
there are differsnt educaticnal objectives in different
countyies, Edueational system in USA, UR, Western Burope,
Soviet Union and East European ¢ountries, China, Latin
America ani Agrican count:ieé reflects the different social
objectives. At one extreme, a social objective of medical
education in a country can be to ensure that the efucational
system prepares physicians who are specially moulded to
serve the requirement of the countzy”17. However, the
Draft plan on National Medical EQucation Policy stresses
the two fundamental objectives of medical education,
They are : the development of the basic knowledge and the
othep the development of medical and allied manepower to
provide the services,
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The WHO &n its inter-regional conference (1966)
£or establishment of Basic Principle for Medical Pducation
in eny desveloping countries laid down the following
objectives : that every practitioner in a developing
country shouid be as familiar a3 possible with all aspects
and their implications, preventive and curative, of the
prevalent medical problems of his country; that he should
be compatent to contribute effectively to their solutiong
that he should be 5o imbused with the principles of learning
and skilled in the method, that he will be able to continue
further education in meaaeiaerﬁer the whole of his
professional 1ife. One most inportant chjective of medical
cduration ig the training of an adeguate number ¢fF
paraeciinical personnel to provide the supporting role to
the doctors, Some medical eﬁucaticaistsaa have pointed ocut
and added the latter which was one of the very important
objectives of medical education which the WHO at that time
perhaps over«~locked.

Since the national needs are different in the
developed and developing countries, the objective of
medical education would be varied in these two contexts
in training our futwre health man-powar., "Medical Education
should aim to give the student a comprcehensive concept of
man and his disecase and to inculeaste those habits of mind
which will enable him to enter withcut handfcap any ofie of
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the ficlds of medical praetiée and research, be i¢
medicine, surgery, psychiatry or public health“zg.
Creation of positive attitude towards the patient,
family and commnity should be the foremost objectives
of medical efucation,

SECTEON = P

Nead for Re~oricntation

Az seen earlier, adopted from Western countries,
medical education in our country has mostly remained
tradition bound and a carbon copy of that in the Western
countries, instead of being developed according to the
special heaith needs of the country. Without adoption of
the concept of producing a good kasic doctor, who is well
conveyrsant with the day to day health probiems of the rural
ard urban communities and who can plan an effective role
in the curative and preventive aspects of the national
health problems, the medical education system 4s almost
Off the track tnday. There £s a need to re-orient the
system of medical) edvcation for achieving the above

mentioned objectives,



Breryone seems to0 bs 4in agreement that medical
education has to be dynamic and it has to adopt itself
not only to the new discoveries being made in the
scientific and technical €icld, but also to the social
realities,

The Ministry of Health and Family Planning,
Government of India, seized with the problems facing
the Qeldivery of Health services identified certain areas
in medical education and support man-power for attention,
The main problems identified in the efucation and training
vere s Urban crientation of medical education, heavily
based on curative methods and very little on preventive
and promotional aspects; Lack of orientation of wmedical
teachers $0 the needs of the country especially of the
commanity in rural arecasy lack of integration of family
welfare education in general medical educationy; Lack of
proper training of medical students in the f£ield of
mitrition, family planning and M.C.He services;
Deprivation of services by qualified dectors to the gural

corrmnities,

The need for a change in the structure and enphasis
on medical education to meet the changing requirement of
the rural community was taken note of andthe Ministry of
Health and Family Planning appointed a top level Committee
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¢alled the CGroup on Medical and Support Manpower
(Srivastav Committee) and the report of this group
submitted to the Govermmant in 1974, The recommendation
of the group were duly processed by the subscommittee of
the Ministry of Health and Family Planning and a congrete
plan of action was drawn up which was adopted by the
Third Joint Moeting of the Central Councils of Hgalth and
Family Planning in its resolution was later on ratified
by the conference of Deans and Principals of Medical
Colleges in India,

A8 2 followwup of these deliberations, the
Sovernment of India decided to implement the part *C¢
of the plan of action namely, involvement of medical
collcges in commnity health problems and re~orientation
of medical education should be underteken with celerity
and promptitude by cach of the coneerned State Governments/
Union Texritories, on time bound priority so that the much
aspired social objectives underlying &t can be achieved in
the countxy to a considerable esttent,

Initiasl proposal was to implement the programme in
25 selected medical conegeszo. later on the Ministry
decided to implement the scheme in all 106 medical colleges

.,/‘Qar.-i'ﬁ

which were recognised by the MCI (Plate Nopi)s 7
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SECTION = G
Zhe Philosophy of ROME

Apart from the recommendations of the Medical
BEducation and Support Manpower (Srivastav) Committee,
in May 1977, the 30th World Health Assembly decided that
World Health Organization and the member-Governments
should strive to provide to all the citizens of the world
the kind of health and medical facilities which would
enable them by the year 2000 to lead a socially and
economically productive life. Towards this end, the
International Conference on Primary Health Care which
took place in September 1978 in Alma-Ata (U.S.S5.R,.)
adopted a declaration emphasizing the importance of
primary health care in order to fulfill the target of
Health for All by the year 2000 A.,D. Thus ROME programme
received an additional impetus after Alma-Ata declaration.

As a signatory to the declaration and also to the
South-East Agian Charter on Health, the Ministry of Health
and Family Welfare set up a working group on "Health for
all by 2000 A,D,", whose report is an important landmark,
Mmaummmum-m:“.

Government of India and Medical Couneil of India

therefore have adopted a plan of reorientation of medical
education in 1977 by involving each medical college in



adoption of three PHCs where undergraduate medical
students would be posted for a period of one month and
exposed to management of manifold community health
problems and study the role of envirommental, socioe
economic and cultural factors in disease causation.

For this purpose three PHCs in the area adjoining medical
college were to be selected and residential facilities
for the staff and students were to be provided so that
the students can be posted for a period of one month at
these centres to participate in the comprehensive health
care delivery to the areas covered by these three PHCs,

The administrative and technical control of these
three centres are to be vested vith the medical colleges2Z,
Thus a change in the structure of medical education to meet
the changing requirements and to provide adequately for
future needs, particularly of the rural community was
envisaged, The graduate on completion of his studies must
be able to manage on his own even if he has to work in a
remote village with nominal facilities and inadequate
technical and laboratory support. 7The young doctor should
confidently tackle all the cases coming to him, including
mwgnﬁmazmmmxw
programmes and be able to spot out abnormalities which he
cannot manage himself and refer them to hospitals which
are better equipped and where such cases can be attended
0.
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The salient features of the scheme has been
embodied in the recommendations of the MCI on undergraduate
medical curriculum which makes it mandatory for each
medical college to adhere to them, The implementation of
the scheme, therefore, becomes statutorially necessary,
as, otherwise, the medical college concerned will stand
the risk of de-recognition by the MCI®S,

When MCI revised the curriculum of undergraduate
medical education so as to incorporate the provision of
the ROME scheme by providing for compulsory internship
posting for the community health work for a minimum pericd
of six months, this aspect of rural training has been

The objective of the scheme broadly is to
reorient medical education by exposing the students and
the faculty to the rural enviromment and to upgrade the
quality of health care services in the rural and
peripheral areas by providing meaningful referral service
system linking the remotest peripheral health units with
the colleges as well as the PHCs,
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The medical college is also expected to accept
the total respomsibility for promotive, preventive and
curative health care programmes of three PHCS (i.es
three Developmental Blocks) in the first phase and then
to cover the entire district in a phased manner over a
period of three to five years, by each of the 106 medical
colleges. In each phase three PHCs will be attached to
each of the medical colleges and ultimately they will be
allotted nine PHCs?> each to implement the scheme.

The three Mobile Clinics supplied by the
Government of India under the programme will be utilised
for providing the curative services in the rural arcas
and for training the undergraduate and interns
{(Photograph No.l). The Mobile Clinic will visit the
rural areas attached to the PHC with students, interns
and faculty on a pre-determined programme regularly after
giving due publicity/information both to the PHC
muummmuym“.

mmqummozmmqu'
demonstrate and teach the students and interns on
diagnosis and management of common ailments in rural
areas and guide the students in clinical skilis and

procedures,




3 Mobile Clinics (Medules) allotted to each of the 106 medical colleges
which has become an integrated component of ROME scheme since 197980,
The vehicles were fabricated by Bedford Company of U.K, The cost of each
of this vehicle is s, 8 lakhs., The villagers have nicknamed these
vehicles as "White Elephants® due to its unusual size.




In addition to clinical procedure and methods,
the students will be involved in collection of baseline
data of the concerned rural areas and actively participate
in the health promotion and specific protective activities
such as communicable diseases control, including
immunization, maternal and child health care, family
welfare services, health education, nutrition, counselling
and rehabilitation, environmental sanitation ete.

Each medical college will evolve with the active
involvement of district hospitals, taluk/tehsil hospitals,
sub-divisional hospital and primary health centres, a
welleknit referral service system, The PHC which are
nearer to the medical colleges are supposed to be chosen
for the success of such a referral system,

The staff of the medical colleges will be required
to attend the district and taluk/tehsil subedivisional
hospitals by rotation for the purpose of improving the
hospital services. The medical college will also extend
cooperation in providing the peripheral units mainly with
expertise and assistance in laboratory services, radiology
services, clinical services, implementation of national
programmes, control of communicable diseases, mutrition,
maternal and child health services and family planning.
By this scheme the resources of medical colleges, district
hospitals and tali/tehsil, subedivisional hospitals amd
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PHCs will be pooled together in respect of manpower,
transport, equipments, mﬂwm.&.{&mﬁu
@ well-knit referral system.

The programme also desired that a part of the
training period of undergraduate students may be spent
in district end taluk/tehsil, sub-divisional hospitals and
PHCs, They have provided sn annual posting of 8 weeks in
rural areas during the undergraduate time-table.

The programme envisaged that the entire period
of internship will be spent in suitably upgreded district
hospitals, taluk/tehsil, subedivisional hospitals and
PHCs, Depending upon the availability of facilities at
the district hospitals, the number of interns posted at
the wedical college hospital will be reduced,

The medical colleges were expected to coliect
baseline data about the health status of the community
80 as to enable them to evaluate the lmpact of the entry
of the medical college periodically.



One of the integral components of ROME scheme
is the 318 Mobile Clinics imported from U.K. which were
distributed among 106 medical colleges in the country.
Mobile Clinics as a means for providing rural health
services has its origin in Rajasthan, The Govermment
of Rajasthan started a mobile surgical unit in 1955 to
provide surgical facilities in Rural Rajasthan. By 1967
the unit developed into a 400 bed Mobile Hospitals fully
equipped with operation theatre, laboratory, blood
transfusion unit, xXe-ray van, dental unit and a generator.
The mobile hospital could provide facilities for all types
of general surgery, ophthalmic and dental surgery, amd
surgical sterilization. Included in the functions of these
mobile units were immmnization, health education and
family planning advise, Interns from medical colleges in
Rajasthan attended the camps organised by this mobile
unit. The successfyl working of this scheme encouraged
the Government of India to sanction smaller 50-bed training
units to 21 medical colleges in 1970, It was hoped that
these units could be used by senior members of the clinical
staff to acquaint themselves with field problems in rural



areas and methods to provide specialist services in
such situations® *2%, The effectiveness of these units
in the teaching programme is yet to be evaluated in a
scientific manner,

Taking & cue from its success, the Govermment
of India made an attempt to introduce this mobile clinie
service through a new schems called "Chittaranjan Multie
purpose Mobile Training-cumeservice Hospital®, during
early 1970's. The objective of this programme was to
orient the final year medical and mursing students and
interns to the curative, preventive and promotive aspects
of rural community health to enable them to practice in
rural areas, and to render competent health and medical
care and specialist and family plamning services to the
hitherto neglected rural population near their homes with
the help of teachers from medical colleges working in this
S0-bed tented hospitals®®, During 1970's the MCI has
prescribed three months stay in Rural Health Centres as a
part of internship training., Since many of the medical
colleges did not have their own field practice areas and
if at all they have had, most of them were inadequately
staffed. Moreover, with increasing number of students,
they fall short of the commitments. In order to overcome
these shortcomings the Government have decided to attach
a S50«bedded Mobile Training-cumeservice unit to all medical
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medicine to undergraduate and interns in rural setting,

while simultaneously providing comprehensive health care
to the mq”.

Medical Bducation Committee Report’l also
recommended introduction of more mobile training-cume
service units popularly known as "Chittaranjam Mobile
Hospitals® to be allotted to all medical colleges and
senior teachers to provide specialist services in their
respective field practice area.

Although very little is known about its efficacy,
suitability, desirability and the cost benefit in rendering
rural health services in our country, the scheme of
Chittaranjan multi-purpose Mobile Training-cumeService
Hospital is in vogue in the field practice arcas of
different medical colleges including one at the Bangalore
Medical College., Its success in certain parts of Rajasthan
in delivering rural health services perhaps might have
prompted the Govermment of India to procure 318 ‘'Medules’
~ fabricated by the Bedford Company of Great Britain at an
enormous cost of 15.90 crores*.



During the regime of Janata Government, when

Shri, Raj Narain, was the Union Minister of Health during
1978, he showed a lot of enthusiasm on the British made
mobile hospitals called "Medules®, The Government of
India procured 318 of them valued i5,15,90 crores*>* for
India under a medical aid programme, The cost of each one
of these mobile clinics is 15,16.5 lakha*, BEach of the
106 medical colleges have been allotted 3 Mobile Clinies®?
to cover the areas of three PHCs already assigned to them.
They are specially designed, highly sophisticated clinics
capable of rendering a variety of general and specialised
services, BEach Mobile Clinic is designed and equipped to
serve as a small hospital on wheels,

The clinics are of two types, namely, 4ewheel
drive and 2-vheel drive’?, 4ewheel drive mobile clinics
which are comparatively smaller, are to meet the
requirements of difficult terrains, whereas the 2-wheel

m»iwnwummemmwzmxm
of the villages®>,

The rural health service mobile clinics have
three sections : Doctors consulting chamber, pharmacy
dispensing window and operation theatre (Photograph 3 & 5).
Bach of the wvehicle is equipped with water storage tanks
examination couch, operating tables, sterilizer,
refrigerator and anaesthetic equipment.




Specialists examinating patients under the
extended tent of the Medule.







A rural clinic run by the faculty from the
Medical College




An ENT specialist examining a patient inside
the consulting chamber of the Medule




Medule with the extended tents at & rural health
camp. (The Mobile Clinic has provision for
extended tent to both sides of the vehicle)
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The anaesthetic eguipment supplied in the
clinic inciudes an E.M,P. apparatug, oxygen cylinders,
gssential resuscitative egquipment, endotracheal tubs
of assorted sizes laryngoscope etc.

The mobile clinic is also equipped with four
midevifery kits containing all the essential instruments
for domicillary obstetric practice. The clinics have
their own electrical generators and standby battery
units. 70 enable to conduct operations in the night,
operating lamps and half a dozen tube-lights have been
provided. In addition to tubeliohts, which works on
AC & DC currents, a number of exhaust and wall fans have
been provided. It has also got extendable tents to both
sides of the clinic (Photograph No. 2 & 6). The first
bateh of these mobile clinies were handed over to the
Indian authorities at Bombay on 15th November, 1979,

According to the Ministry of Health, “No
reorientation of medical education is achievable in
practical texrms, unless the medical students, along
with the medical specialists and experts constituting
the teaching faculties in the various medical colieges
actually and directly deal with all aspects of
immunization, detection anmd cure of disease, whether
existing in a remote village or in the nearest urban
slum, It 4s imperative that in the achievement of such
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an objective, mass immunization, treatment O0f locally
endemic diseases, maternal and child health services,
carrying out minor surgical interventions including
operations under the family welfare programme, prevention
of blindness, school health proggammes etc¢s are duly
covexeaaﬁ. The mobile clindcs, according to the
authorities, can also be gainfully used for the

screening and treatment of specially vulnersble
population groups in backward areas, tribal belts and

in pockets vhere outbreak of epidemics 4s threatened,

if the communications and programme scheduling could be
properly initaced37
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CHAPTER ~ II

REVIEW OF LITERATURE

SECTION.

The major issues and perspectives which dominate
the literature on medical education ars mostly subscribed
by medical educationists from within the profession who
are invarliably part of the system they examined, Though
they have brought in their discussions certain amount of
bias and lack of objectivity, by and large these
literatures provide an over vicw ¢o the system of medical
education, Unfortunately our major handicap is that there
is not much literature available on this specific
programme ¢f medical efucation, f,c. the Scheme of
Reorientation of Medical Egucation, Though a few individual
studies were conducted here and there, in most of them an
epideniclogical perspective was iacking, besides they ¢ould
not be considered comprehensive or exhaustive on the
subject,

A, The Bhore Committee Report

The important document on medical education is
in the form of a8 Committes report known as the Bhore Committee
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reportd, this drew up o detailed health plan which
subsequently became the frame work for national health
policy after independence, Plans for ths new rural
hoalth care system were innovative and bold, envisaging
massive extension of primary, curative and preventive
services. "Yet, in their essence they simply added a
rural dimension to the curative physician - dominated,
urban pattern of services which had developed over the
previous century of British zule"z. The most regressive
part of the report was their vehement arcument for the
abolition of licentiate in the name of hidh quality
professional education keeping in pace with the standard
léid down by the West. However, the positive side of the
report wag the recommendation for the establishment of a
Preventive & Social Modicine Dopartment in every teaching
Institution and three months rural internship and the
change suggested in the teaching curriculum of the medical
course could be considered the first ever step towards
socdal orientation,

Bs Report of the Medical EBducation Committee

Another important document again in the form of a
Conmittee Report on Medical Education (B.Pe. Patel) is the
report of the Medical Education Ccmmittee3
attempt to define the 'basic doctor® and advocated certain

wthich made an

measures that would encourage the doctors to go to villages.
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Same of their recommendations especially in the area

of ixproving the infrastructure at the PHCg and for the
provision of adequate 1iving and working accommodation
for the doctors and the medical suxiliaries in the
villages with modern sanitary facilities én parts, can
be considered as an emerging thinking., The prescription
of mindmum service in rursl areas before c¢rossing
cfficlency bar or grant of promotions and also the idea
of granting special med;cax allowance for service in
difficult areas, were based on practical wisdoms The
Committea’s xectmmendation on the admission policy on
medical efucation that the University should svolve a
common and uniform qualifying exemination for entering
the medical colleges was equally important. The
involvement of senior teachers of the medical college to
provide service facilities in respective rural field
practice areas for providing reorientation of medical
education for community health services is yet another
welcome step. The thinking that reserving certain
percentage of geats in medical colleges for candidates
from other States would have definitely helped create

a sense feeling of national integration. The most
important point to be noted in its recommendation on the
need for the entire gamut of medical profession
(Professors, Elders and Leaders especially) is to undergo
corresponding transformation in concern for health care

in rursl areas.
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this report also, in part, showed certain
progressive, innovative and emerging thinking in medical
education, but certain recommendations like implementation
of moxe Mobile Trainingecum=-Service Upits (Chittaranjen
Mobile Hospitals) to all medical colleges for rendering
rural health care was not based on any scientific
evaluation of the cost benefit or efficacy of such
progammes, Though these mobile hospitals were successful
in parts of zural Rajasthan due to its peculiar geographical
situation, such a scheme may not be relevant if it dg
transplanted o the rest of the country for the conditions
in other regions are different from that of rural Rajasthan.

C. Sprivastava Committee K

Yet another equally important and one of the
recent Committee Reports on medical education is the report
of the group on Medical Education anmd Support waowez
which is popularly knoun as the Srivastava Committee repoxt
of 39754. The Committee analysed the contemporary medical
education problem in a wider perspective and their
recommendations turned out ¢o be an important milestone
and could possibly be considered the most innovative exa
in the new thinking of community orientation of medical
education,
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Though i¢ may not be palatable ¢o the people
at the holm of agffairs, the Committee strongly gecommended
to stop increcase in the number of medical colleges and
admigsions, The Committes pleads for generating a national
heslth manepover policy along scientific lines and
gdvocates the evolvement of a national system of medicine
by integrating modern and indigenous systems of medicineg
to establish a medical and health education commission,
bosides ¢training of interns in district/sub«-division/
Taluk/Tehsil hospitals and not in the hospital of the
medical coliegs., Creation oOf referrsl gervice complex
by the development of proper linkages between the PHC and
higher lovel referral and sexrvice centres and iavolvement
of the teachers of medical colleges in extending primary
health care to the peripheral and remotest areas suggested
by the Committes, are equally important.

These recommendations were landmarks in the
history of medical education, more 0 by the reason that
the committee censidere@ the PHC as the nucleus of health
care delivery system in the country and gecognised the
pivotal role of support manepower, i.e. the para-~medical
and health ausiliaries in delivering rural health care
sexrvice.
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The report c¢ondemned the metropolitical bias
of health services which have dQeprived the gural arcas
of their basic facilities. The report advocated that
the process need to be reversed and a programme of
national hisalth services is to be built with the community
itsel€ as the central point, The Committee opinad that
the over emphasis of provision of health services
professional staff is counter-productive, It makes a
major shift Sor the creation of the large band of pards
time, semieprofessional, trained health auxiliaries in
the community who have the advantége of accesseibility
and cultural kinness ¢o act as & link between the
community and ¢he multiepurpose workers. To suppore
them a3 hichly competent, dedicated, easily-accessible
reforral system, for the minority of complicated cases
which need specialist treatment 48 also envisaged, By
and large the Committee has taken a comprehensive approach
.. §n $ts effort in providing relevance to the medical
eduaation in our country.

D, Report of the Working Group on ‘Health for all «
An alternate strateqy

In the document on 'Heoalth for all « an
alternative stratefy® the roport of the Working Group

made recommendation for a sweeping change 4in the entire
health service system including the medical education
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in ¢tho country. The recommendations are radical and

the report envisages the complete transformation of
medical education and health sexvice system based on

the socioecconomic political nceds of the country. The
document places greater emphasis on cultural, social

and moral aspects of medicsl actions and purposes, and
xeiceratés that there 48 no need to over emphasize high
technology and the need for evolving similar technologies
required for our villages and the medical t¢raining to be
based on gocial, cultural and economic profile of people.
‘The group believed that over education is counter
productive and man and environment to be presented as a
bioscultural science in an inter-disciplinary holistic
approach. It also mooted the health team concept,
inclusion of socdal sciences and the structure of socliety
in the curriculum spart from topics on health management «
cost of effectivencss, logistics, personnel management
etce, it emphasiscd ¢the need for empathy with the people
to reduce the over emphasis of postgreduation and
integration of modern medicine with indigenous systems of
medicine, Though the document has many lacunae, &
ambiguity and lack of clardty of thought especially with
regard to the practical implementation of the ideas
discussed, However, it is an important document since:
it has come out from a Government organ and showed a
change in their thinking on the contemporary igsues in the

health service and medical education system,
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SECTION « IXX

Social Seience Approach

Banerjd (197‘7)6 who traced the evolution of
health service in India with a cocial science perépecuVe
gave a wider dimension to the subject. His éppraoch was
multi-dimensional and multi-disciplinary and he was able
0 present an overall picture of medical education, its
growth, development, problems and its future. The health
Service ocystem according ¢o this analysis is shaped by
two Rey political decisions of the naw leadership after
independence, A noteworthy feature of health sgervice
development in India according ¢o Banerji is that
throughout the past century and a half it has been
influcnced by two powerful forces which had been pulling
i1¢ in different directions : the colonial approach which
continuas ¢£0 bs nurtured by the privileged classes after
independence, pulling in one dircetion and ths antie
colonial struggle, which later on took the form of &
struggle for democratisation, pulling in andther
direction’,

Banerji's analysis also identified the drave
backs of existing approach that instead of improving
avareness and gelfe-reliance has tended to enhance
dependency and weakened the community’s capacity ¢ cope
with its problem, The prevailing policy of training
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health and medical personnel has resulted in the
developmont of a cultural gap between the people and

the personnel providing carei Therefore he called for

a8 complete reestructuring of health services. %Inspite
of all the radical declarations, however, nc attempts
were made to change the mentaldity that the senior members
of the medical profession and teachers had inherited,

nor were attempts made to open medical education to the
poorer classes of societygq

Banerji‘s anaiysis®’i0

on health service
development in India 4is quite comprehensive, extensive
and elaborate and the vital points, issues and 4its
implications cannot be discussed in great detail in a
paper like this, However, certain pertinent issues needs
spacial attention., “Pretending to follow the recommendate
ions of the Bhore Committee, soon after independence
upgraded departments or Preventive & Social Medicine were
¢reated 4n Medical Colleges, at the instance of the
Covernment and of the MCI, to act as spear-heads to bring
about social orientation of medical education in India.
However, as 4n thel@se of s0 many other ambitious and
morally lofty Government programmes, concurrantly it was
also ensured that the very spirit of this programme 4is
stifled, 4f not totslly destroyed, by sctively
discouraging in various ways its actual implementation.
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for instance, instead of mobilising the finest brains

in the profession to bring sbout social oxicntation,most
of the positions in the departments of éreventtve & Social
Medicine were filled by the discards, who were often found
intellectually inadequate to get into the highly
competitive and prestigious clinical disciplines, or even
the parag-clinical disciplines, This gave enough
opportunities to the threatened fogeign trained supep
specialists to ridicule the entire discipline of preventive
and social medicine and bring it down almost to the bottom
of the prestige hierarchy of disciplines in a medical
college®.

Whiles analysing the so¢ial objectives, Banerji
identified the objectives of the department of Proventive
& Social Medicine, for vhich it was crested in all medieal
colleges : to act as catalytic agents to bring sbout
social orientation ofrmedical education in India, by
(a) glving a social perspective to heslth problems and
health practices in the c¢ountry; (b) interacting with
teachers of other disciplines ¢o provide a social dimension
to their teaching and (c) knitting together concepts and
metheas of the conventional “hygiene and public health"
with those from other related medical disciplines to impart
teaching of comprehensive health sexvices to undergraduate

and postgraduate stuﬂencsz;g
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¥hile tracing the growth of medical education
in the country he says "the phenomenal growth of medical
colleges in the posteindependence period has led to @
gross dllution of standards in education, In addition
there has been a culture of *glorification of mediocriey'z‘z.
In the sbsence of adeguate number of well qualified
teachers all and sundry have been promoted to positions of
leadership and important academic levels., These people
not only lack the vision or the academic maturity, but have
terded to form ‘mutual admiration societiecs' around them to
pad up their owm complcxes and limitations?®,

The spectrum of literature, Banegji produced is
quite large during the last (wo decades and constitute a
large chunk of material available in the country on medical
education,

SECTION « IV

Studies on a Historical Perspective

Ceytain writers on medical education, like
Jeffery (1979) have provided a historical perspective
of the system of medical education in India in i¢s search
for relevance and this has provided us a deep insight into
tle evolution of the policies on medical education,
Commenting on the early policy, he states “The idea that
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only one type of medical education was releovant ¢o
Indian conditions, namely, as close gpprozimation as
posoible to medical education in Britain, had finally
aestabiished, Independent India has taken many decades
to overcome the dead welght of this idea and 4i¢ &s

still not clear that the Dattle for more ‘appropriate*
educational patterns haove been wn"?3, He also mooted
the idea that “¢he current conventional wisdom on
medical education is that medical standapds should be
specific to the concext in vhich thoy are to be used and
tha cruciel members of the health team axe those below
the level of the full filedged doctors”s He was highly
critical of the policy on discontinuing licentiate
training tha* Ythe cost must be cut according to cloth,
angd 4t must be sepiocusly considered vhether standard set
on what i3 requirved in Gpest Britain or the rest of the
Enpire and world are necessarily or applicable here”,

The article entitled 150 years of medical
e@ucation - Rhotoric and televance“ié. Ravi Narayan (1984)
traces the history of medical education in a chrohological
ofder, right £rom ancient period to the present day and
ralses certain pertinent questions and issuves the medical
education in India faces today. He also critically
examines the report of various committees on medical
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education and health service with specisl emphasis on
community health, While discussing the policy on medical
etlucation during Plan periods, he says "The Fif¢h Plan
document stated that *teaching in medical colleges still
requires a radical change! and 4n parroteliks fashion it
repeated the exhortation that ‘the undeprgraduate medical
education would have o be reoriented towards the nceds
of the country and emphasis would have ¢ be placed on

- commnity care rather than hospital care®, On the
attitude of medical teachers and their orientation towards
their profession and discipline, he says, that "Because

of the professional vested interests in medicine, the
medical profession has refused to accept the fact that
all doctors cannot necessarily be good teacherss
EQucational science and pegagogy are smportant foundations
on which medical curriculum should be organised whatever
the content and relevance of the course, Teachers in
medical colleges 4n India seldom join bocause of a love
for the *vocation of teaching?, A& base in the medical
college is helpful in the cutethroat competition of private
practice spart £roir being itself a channel of referral to
one's own private clinic, This 4s inspite of the fact
that MOZ recommends fulletime non-practicing teochers.

The remuncration offerred to medical teachers further
compound this problem. It is only, as late as 1977, HCX
has stated the nsed faé teachers to undergo course in
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pedagogy. However, oven nov this is not mandatory.
What is worse is that all the recommendations for
community and rural) orentation have never included the
single most relevant one for change, ie.es reoricntation
of the medical college feculty. When all of them have
1ietleknowledge/sensitivity or skills to work with
people in the community, how is it sver possible to
bring sbout a social orientation in the envigonmont OfF
medical colleges®

A historical anslysis of medical education in
India right from Vedic pericd to colonial period and
from colenial to the present day situation has been made
by Thimmappaya®® in a lengthy article giving vivid details
of each stage which has passed through, This article add
a new Gimension ¢to the knowledge of present day medical
education in the context of its historical evolution.
The suthor also examinss the associations and organizations
that have helped in shaping the medical education policies
to the present day level like IAAME, MCX, IMA etc.

Yet another document by Ramamurthy’® which
appeared in a scientific journal and also in a popular
magazine more or less in the same period, also analysed
medical educstion f£rom a historical perspective « its
growth in different eras and also a ecritical evaluation
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Of the contemporary medical education has been made in
the context of the objedtives laid down for the medical
education in India, UIt is seen that amongst the medical
profession itself, there is a fair amount of confusion
about the aims and objectives of medical education. It
will be & great step forvard i€ the medical profession
understands what it wants to produce at the end of the
undergraduate medicsl education < a produet that would
best suit the needs of our country®. The author
(Ramamurthy) in introspection poses certain questions ¢o
the profession of which he is a member and expresses his
sericus doubts on its competence, credibility and
relevance, "It i1s in this changed atmosphere with the
public having creeping doubts about our compstence and
credibility, that we have today to face the challenges
thrown upon by societys, The question is « are we facing
them boldly and reacting appropriately? or are we losing
orip, allowing othexrs to take over?“n

SECTION = V

Other Related Articles

One of tho papers presented at the conference
on Social Agpects on Medical Education &n India by
Maﬁhavanlmetzy"e deals vith development of new curriculum
for delivery of health services in India. Besides it
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traces the growth and development of medical education:
right from independence period an@ the various changes

and modifications effected in the medical education policy
in general and teaching curriculum in particularx,

including suggestions to develop g curriculum keeping in
view the system of medical education required for the
country. He makes a plea to include more of social sciences
input in the curriculum,

“I'hé £indings of a study conducted by Singh and
others? in a medical college, ¢o assess the view of the
teachers on ROME programme; provided certain cues to the
ﬁ:obxem studiéd especially in the area of the perception
of teachers and thelr response to ROME programme.

According to the published data, the study revealed that
only 36% of the teachors vere optimistic sbout the ROME
scheme and only a mere 8% favoured rural area for ROME
training wvhile others lingered with the present systems,

The study revealed a high degreec of reluctance from the
teachers to move into rural arcas and 80% 4id not agree
that the rural education would help in making the knowledge
more comprehensives 72% of the teachers, according to the
study, were not keen in staying in villages for more than

overnight,
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Though ¢the sanmple consisted of teachers Srom
clinical and P&SM departments vho had a minimum of three
years experience in a particular medical college, the
outcome is not isolated. It only reflects the general
outlook of medical teachars demonstrates the différence
betwveen the precept and practice.

A yehiment plea was made by Hanﬂezo for
creating § department of gencral practice, According
to him what India needs today is large number of general
practitioners and not specieliats and super-specialists.
He makes & sStrong plea for a greatest motivation of our
young graduatée towards genegal practice, “Any number
of specialists, cach decply proficient in small area,
cannot produce the needed changes in the face of India‘s
health. On the other hand, well trained highly motivated
dedicated general practitioners can be much more effective
in this regard, That is vhy we want a basic doctor ¢o be
well versed 4n the components of P&SM, cpidemiology,
sociology, psychiatry, ability to diagnose medical,
surgical and obstetric emergencies, mother and child

care etc."

* While suggesting alternatives in rural health
care, Satyaprakashg1 has gone too far.and his suggestions
undermined the establishment of health care institutions
in the peripheral areas. "Numerous studies have shown
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that smail hospitals, for the same service, are
uneconcmical and it is better to provide €£ree or choap
transport tham to have small ineffectual medical caré
clinics, It may be remembered that more than medical aid,
villagers need roads, schooling, ¢lean water and various
other w¢ssential amenities. In the absence of these
amenities, posting of a doctor in an illecquipped and
inadequate centre will only mean loss of an expert and
rendering him ineffective and £rustrated"

While endorsing his view that the necd for
gocivecconomic development more than establishment of
rural health care institutions in the peripheral areas,
one might like to pose a question to him, that, should
the milidons of rural people wailt patiently until such
time a socio«economic development ¢takes place in the
country for meeting their basic health needs? T41)
then should people die in the villages for want of
preventive and curative services? Though ovérall socioe
economic developments should be an ideal or a desired
goal, in the given situation in India, the same may not
materialise in the immediate future Gue to many sSociow
political reasons. The villagers need something €0
€a8ll back upon at least as crumbs in the form of a net
wrk of primary health centres and sub~centres till
then., One might accept his criticism that ¢the conditions
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af such instictutions in the rural areas are far f£rom
satisfectory and as such they are uniereutilised to a
large extent,

In an article by Auanﬁzz exclusively on the
never borit discipline, i.¢. Department of P&SM and its
roie in oyienting madical education ¢o the neels of the
country, he examines ¢the development of the department in
retrospect and analyses its objectives and the image it
poi’ﬁrasts to student community and also to the rest of
the medical gratornity. The suthor (Anand) richtly
concludes that the department even after ite existence
of 30 years, i¢ looks as though its gestation pepiod is

not yet over,

A pertinent issue of primary health care and

the role of medical college has been raised by Remxezahexr33
vho éxamines the medical technology of today in the
contat of prinedple laid dowm in the delivery of primary
health care. A detaeiled enalysis of the rolae, structure,
function of tf&Sxe Gepartment has also brought within the
purview of analysis. Iie emphasizes inter-=disciplinary
and holistic approach in the problem of medical eaucaﬁ:ibn
facing today. To him the answer lies not in medical

sciences but in the social sciences.
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The deficiencies of the medical curriculum has
been well discussed by Raghava P:asaﬁ‘?’é and ¢the arcas of
lacunae are identified and the has presented a welld
thought out and a selentifically dravn sylliabus giving
the importance to social sciences,

The ¢wo articles on the expericnce of ROMB
programme in theiy respective colleges, Narasimhan end
Agarwa1®®26 provide an insight into the problems faced
during its actual implementation in these colleges,

Both of them studied the role of PHC which occupies a
central position in ehe ROME scheme, They have brought
out the problem areas of the scheme, especially in terms
of its logistics ana administration of the programme.
They point out the major hurdle in the implementation of
ROME &8 that the PHCs are directly under the State amd
District health authorities and as such medical colleges
or even the Directorate of tedical Education have no
administrative control over them, which in turn has
resulted in providing parallel services in ¢the villagers
by modical colleges as well as the PHCS.

Health gervices of a country and system of

medical education are aluays intar-woven and the latter
| decides the quality of the former. 70 that extent the
analysis of health service system in Indias & an exXpression
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of socioecconomic inequalities provides & valuable
insight ¢o the crux of the problem. Qadee:” makes a
distinction between health and health service system in
the very beginning and also critically examines the
definition of health propounded by World Health
Organization, besides making a camparison of medicine in
Westorn and gocialist countries, The ifnequalities within
the system are identified and its distinct characteristics
are cnumerated, Though she makes only a8 passing reference
© the system of medical education in our country, the
analysis on ths health service system in India is quite
extensive,

Prabha Ramalingaswami®s studics on medical
education®®?? oxamines certatn vital issues on medical
education. The study on the image of P&SM reveals that
the speciality of R&SM 8oe3 ot enjoy an important place
in student's preferet;ae, She identifies certain factors
responsible for the unepopularity of the dlscipline of
P&SM, like unattractive curriculum, ¢the low status of the
P&SH ¢eachers in the medical szet up and lack of monetary
ratic end lack of practice ete.

“rRural training should be a well-planned, well
coord@inated and well supervised programmes to make this
training useful to the stulents, The prevailing zxural
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training programne in most of the ¢olleges leave much

to bo desired. The students do not develop a senso Of
commitment under these circumstances. The existing

rural ¢training programme in most of the colleges 4o not
give the slightest suggestion of professional and academic
growth for an young intexrn®, she remarks,

Bafore concluding this section, we would alsd
make an attempt to geview draft plan of National Medical
Education Policy which was ¢irculated by the Ministry of
Hzalth & Family Welfaxe at the time of National Conference
on “Medical and Health Education® organised at Al India
Institute of Medical Sciences (ARIMS), New Delhi, firom
27th to 30th August, 19790, according to araft Gocument,
the twin objectives of the national education poldcy sre ¢
the development of the basic knowledge and the other is
the development of medical and allied manpower to provide
the sexvices. The document states that carlier attempts
0 develop an integrated system of medicine vere tiot
successful, HRurther, because of the fact that 4n the
medical field both the public and the private sectors
have been jointly operating,there has been inadequate
manpower planning.

It focuss our attention on the fact that in the
£iecld of medical education, thers has been a cultural
dichotomy, coupled with parallel development of the various
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systens of medicine, The modern medical system has,

to a large extont, kept pace with the developments in
the rest of the world, However, the type of education
imparted, particularly at the undergraduate level, i@
heavily hospital oriented and has very littie relevance
® actual Indian situations, This makes a fresh graduate
unsuitable to handle situations in the community and
unable ¢o appreciate the problem and dilemmas at that
levele The indigenous (traditional) systems of medicine
like Ayurveda, Unani, Siddha, Yoga, Neuropathy amd
Homeopathy, have after years of comparative neglect,
startef coming into their own. Uhile there need be no
attenpt to fokeibly integrate the modern medicine with
the traditional systems of medicine, it is essentisl from
¢he point of view of optimal utilization of national
resources that each system should realise in the Indian
conditions the limits as well as potentials of the othey
gystems and draw inspiration from them, A}l the systems
shiould support cach other nutually.

The National Medical Education Policy seek to
achieve the foliowing : Ruantitative and qualitative
developmant of adequate trained health personnel of all
categorics; Development of programmes of training for
different categorics of health personnelp Dgvelopment
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of agencies for implementation of the educational
programmess Organization of an sppropriaste structure
in oxder to bring asbout necessary modification 4n
education depending upon the changing national needsy
Dewvelopment of a proper and adeguate evaluation system
for health professionals anf health programmes,

There has to bo a balance development of
araduates and specialists of medicine (of all systems)
as also of other health personnel like Dentists, NMurses,
Technicians, Hgalth Workars, Health Supervisors ete.

The draft plan also envisages the establishment
of the Madical end Health Education Commisaion and
compulsory rural service in an effort to spatially
distribute medical and health personnel g0 a8 €0 provide
suitable health coverage in rural areas. The document
also calls for the need for continulng education,

Though the document 48 brief asd 4nspite of
the sweeping statements mede, there was no goncreate
cfforts to implement these idealds in practical terms cven
after 7 years after the documents was first eirculated.
The £ate of the document itself 45 not known as to vhether
this Draft plan has been put into coldwstorage . will all
these ideals will ever take shape by actual implementation?
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CHAPTER = 111
DESICN OF THE STUDY

e T e

SECTION =» I

o 1Y

A, Need for the Study

The type of Medical ESucation chosen in a
country decides the qualdity of the health sexvices 4n
the sense that the former moulds medical personnel,
required for the latter. In any problem oriented
research g holistic approach is necessary and medical
education is no exception. Though a nunber of studies
have been carried out on Medical Education in general,
only 8 very few studies have been undertaken in the area

Of reworicentation of medical education.

Despite the fact that the scheme of ROME was
implemented as early as 1977, no'comprehensive study was
conducted till now to agsess amd evaluate the perception
and the response of the partics concermed, i.e. the
providers as well as the beﬁéﬁiciazies, Though the
programme has been implemented for over nine years in
106 medical colleges in the country, at an enormous cost
of several hundred c¢rores 0f rupess 1ts ¢ost effectiveness
and coat benefit is yet to be asgsessed, What required was
epidemiological approach., Though some individual
preventive & social medicine departments conducted a few
evaiuative studies for assessing their own programme of
ROME 4in their colicge, no major multi-lateral study
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govering a large sample was undertaken earlier. Hence

thore was an urgent need for such a stwdy of ROME £rom
& socciological perspective.

To realise the social objectives of the medical
edutation, the Government created an upgraded depaxtment
of P&SM in all the medical colleges in India, as early as
&9551. However, this department, for many reasons,could
not ful€dl this task satisfactorily and hence another
attempt of giving relevance to the medical edueation was
conceptualiced in the scheme of ROME, I¢ was the firm
belief of the planners that the scheme of ROME would bring
about an attitudinal change among the students and their
teachers and it would cure many of the maladies of
contemporary medical edugation, apart from extengding the
provision of health coverage in the peripheral areas,
Hance it was imperative that the implenmentation of the
scheme ba brougnt for a comprehensive sociological study.

Following the conceptual framé work that we
have formalated in the preceeding chapters, the byroad
objective of the study 4s derived. That 4s to ¢

examine whether the scheme of reoricentation

of medical education was successful in
giving community orientation to the undexr-
graduates and their teachers in providing
health coverage to the rural communities
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With this objectives in mind, an attempt is being made
to study the following aspects s

3. T0 study as to vhat extent these medical
coileges vere able to implement the different components
of the ROME programme $

2. To cvaluate vhether they were able o achimve
the cbjectives of ROME programme as envisaged, during the
last nine years of its existence, f.e. orientation of
medical students, interns and their teachers; the health
coverage o€ the population in three development blocksy
development of a sound roferral system from the peripherry
o the teaching hogpitals in integration with PHC, Taluka
and distriet hospitalsy provision of specialists services
at the peripheral arcas otcss

3. % study the perception and vieuws of the
students, teaching faculty; the lMedical Officers (MOs) of
the PHC and the comminity and their responge to the
programme #

4, To atamine the degres of involvement Of the
students, the faculey and the commnity and their particie
pation in and response to the programme g

5. To analyse the financial and other resources
available to the institution in implementing the scheme §
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6+ To identify the shortecomings, arcas of
Jacunae and problems faced by the colleges in implementing
the scheme with pegard to its conceptual, infrastructursl,
peésonnelo logiseic, administrative and other problemsy and
to make sSuggestions to the concerned authorities based on
the £indings of the study. '

L]

SECTION « IX

Data Collection

Considering the major objectives of this study,
it 48 necessary ¢to collect widesranging information on the
ddsferent aspects of tho schems and from different
categoriecs of respondents. The following data at objective
and subjective levels are collected for this purpose s

(a) The sociowcconomic profile of the students ;

{b) The time allotted in the students' teaching
curriculum £or ROME programme and the actusl period of
axposure #

{¢) The type of service provided to the rural
conmunity 2

{a) The level and degree of teacher*s involvement
in the programme ¢

(¢) The involvement of clinical, para~clinical and
prewclinical departments other than P&SM in the programmes 3



72

(£) the reactions views and response of the
students, interng and community on different aspects

to this programme,

Considering the complexity and the intorw
discipliinary nature of the problem, a variety of tethods
sre employed to ¢ap the fata, Research tools such as
bibliographical studies, informal group interviews,
discussions, case stulies, observations, questionnaires
and difforent types of interview schedule have been
formulated for different categories of respondents.

i; Bibliographical studies ¢ This includes 3

(a) Published data from Govermment departments,
viz, Ministry of Hedlth & Pamily Welfare, Pirectorate
General of Health Ssrvices and State Directorate of Medical
Education on varicus aspects of ROME acheme »

(b) Published study reports on the scheme by
medical colleges and P&SM departments on Vvarious aspacts
of ROME schems 3

(¢) Articles published in the IMNE on this subject.

In order to get qualitative data regaxrding the
effectiveness and impact of the scheme, informal group
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intorvicws were ¢onducted with some key informants such
as informal leadaprs of the village belonging ¢o all
sections, school teachers, the undergraduate students,
interns and aaceozé of the PHC, Informal group intervicws
and discussion yielded much more reliable data than the
one obtained by gquestionnaire and interview schedules,
especially regarding the community perception, thedr
reactions and response to the programms. Informal group
aiscussions also helped in identifying lacunae’Problem
areas in the effective implementation of the scheme,

3. Case Studies

for Social Scientists, espeeially for Sociologists,
the case stuly method is a valugble technique for an intere
digeiplinaxy social sciences research like this., On certain
aspects of the problem studied, data has been coliected by
enploying this method, especially from students, interns and
PHC doctors, ‘

4. Obgérvaticnal Mothod

The actual programme implementation at various
wedical colleges has been observed from close quarters as
the researcher lived in the actual setting for a considerable
period, The researcher also participated in soms of the
activities in the village along with the faculty from the
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medical college such as the organisation of Mobile Qlindcs
and specialist cemps, immunization prograwmes, Health
Bducation sctivities, conducting gocial surveys ete, These
observations were recorded in a ficld diary.

5. Questionnaire

A detailed questionnaire was formulated covering
the following aspects for administering the undergraduaties
and interns

(a) General socio-cconomic profile of the unfergraduate
students 3

(b) The students involvement 4n the programme 2

(¢) Their teachers! response to the scheme 3

(d) Their vicws on different aspects of ROME scheme,
compulsory rural internship, compulsory rural service and
also their orientation ka future rural carcers,

Many of the questions of the questionnaire sre of
the open~ended type. so as to enhance the reliability and
validity of the data to Xe obtained,

6, Intorviey schedules

Four Aiffeorent types of interview schedules were
formulated for purpose of administering ¢o different
categories of the respondents viz, the doctors of the PHC,
clinical and P&SM ¢eaching faculty, officials of Directorate
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of Medical Biucation ia Karnataka and Delhi and the
members of the community.

C. Samole and Sampling

A sample of four medical colleges situated in
four ajfferent districts were selected for thig study
out of the nine medical colleges where ROME programme
has been implemented in the State ofKarnatska? The
criteria for selection of the medical colleges wexe s
tuo medical colleges in the private sector and two medical
colleges zun by the Covernment, The gecgraphical
distribution of the medical colleges were & one in the
State Capital (Bangalors), the second medicsl college at
a district headquarters (Bslgaum), third one situated near,
8 Municipal Town (Hubli) and the fourth one in a
predominantly zural area (Davangare). At all ttefour
medical colleges, there were facilities for postoraduate
gtudies in most of the Aisciplines. While Government
owned medical colleges selected students on the basis of
marit, the other two private medical colieges admitted
predominantly students on the basis of capitation fes
paid, baring certain percentage of seats reserved for the
Covernment merit pool. The four medical colleges
selected were also affiliated to three different
Universities,
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The respondants selected for this stwdy were (Table © & 10) ¢
(1) Final MBBS ptuflents ofithis four medical collegess

(14) The clinical and P&SM teaching faculty who were
actually $nvolved in implementing the programmep

(341) The interns/house surgeons doing theiy 3 monthaa
rural internship

{(4v) The MOs of thas 3 PHCs allotted to each of the
medical colleges j

(v) Community momrbers as informal aroups and

(i) The Deputy Director and Director of Medical
Education in the State and the Director In-Charge
of the Medical Education Wing of the Directorate
General of Health Services (DGHS), New Delhd.

Besides, the Principals of these colleges, were also
intervicwed at the end of the study in cach of these medical
colleges for the purpose of obtaining certain clafifications
and his own view as a medical teacher. The selection of the
respondents ware based on the following criteria s

1. Mefical Students

The entire medical students of the £4inal year MBBS
clags were selected for the studys The questionnaire
specifically formulated (Appendix 1) for them were administered
in their clags rooms and the absentees were £followed up in the
next three consecutive classes and remaining absentees who



Pinal year MBES students

Community Henbers/ Groups

} PO 392
| 2. Incerns S0
3. Hledical Officers of the mz 28
| G clmcal Teachexrs 33
5. BaSY Teachers as
6 s o 102




meﬁicai Ceiiege-mise)

@i o - wc Jmic  Total
i‘_. &ég;egga ?:mal WEBS éﬁu&mﬁs 219 | £0 | _9&' ‘113 392
2 o igg g;:gf‘gosm o 45 2 13 7 o4
3, Cilinical Teachers 7 12 4 10 3.
4, F&SH 'machers 6 S 2 2 35
G, MNMedical Officers of the BIC 2 6 8 6 28
6. Comunity mombers/Groups 35 @0 15 11 102

JIMMC

JIC

«»

Bangalore Medical College (Covernment)

J T8, Modical College, Davangere (Brivate)
Karnataka Medical Colicge, Bubli {(Covernmunt)
J.H, Bedical wllege, Belogaunm {(Private)
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vere considered as habitual absentees and hence could
not be covered.

2. Interns

This group of the gsample constituted those
who are presently doing their rural pdsting in different
PHCs allotted ¢to the wmsdical colleges: and we have ensured
a fair mix in the sample of interns of various stages of
the training, {.e. beginners as well as those who were
about to complete their rural training.

3, Modical Officers of the Primary Health Centres

Medical Officexs of all the §2 PHCs allotted to
these four medical colleges were also constituted ag
respondents undexr this categoxy.

4. Teaching faculty of P&SM and Clinical Departments

While solecting respondents £rom thisgroup,
care has been taken to include more of those who have bean
exposed to the programme and have been actively involved
in it implementaticn. However, a small percentage Of
teaching ﬁ;:culty who have not been exposcd wvere alsd
interviewed to elicite their vicws on ROME programme,
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Se Officials of the Directorate of Medical Education

From this category the top axecutives of the
Dircctorate of Medical Education ;cere included, f.c, the
Director and Deputy Director of Mgdical Education £rom
the State and the Director In<Charge of Mgdical Egucation
3¢ Directorate Ggenersl of Hapalth Segvices (DGHS), New Delhi.
Also included in this category was the ROME Workshop
Directoy at DGHS, New Dglhi.

6+ Members of the Commund

Members of the rural commnity adopted by these
medical colleges and who constitute the lardgest single
beneficiary of the programns were covered by means of
informal group interviews in selected villages, especially
in their fieold practice areas of these medical colleges.
This group consists of village leaders, school teachers,
users and noneusers of the services belonging to Gifferent
caste/clagss groups.

SECTION « 313

The Stufly
The study was conducted in two phases, the pilot
study and the £inal study,

A, Pilot Study

Pilot study was conducted at ¢he Bangalore
Medical College during September«October, 1985, During
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the pilot study, the questionnaire and interview schedules
were pre~tested on a sample at Bangalore Medical College,
The operational questions were identified and retained in
the schedule after making nocesgary addition, alteration
and modifications. It was realised that the questionnaire
devised for the undergraduates may not be relevant 4f the
students have not been cxposed to ROME programme as
prescrided by the MCX, They will not be able ¢o comment
upon the different aspects of ¢the scheme or the sudtability
of Medules in rendering rural heslth services unless they
are familiar with its equipments and facilitics provided in
it., Again the interview schedule formulated for interviewing
the nembers of the community was found ¢o be inappropriate
as the majority of the patients who avatled the sexvices
provided at ths Mobile Clinic were women and children and
they were not able to comment upon the quality of drugs or
to {dentify the different types of medical porsonnel visiting
their villages or the system of referrals under ROME schemes
Hence, this categoxy of sample was modified to include
villagers as groups (from different cast and class groups)
andinformal group interviews were thought as a more
appropriate devise toslicite their views on ROME programme.

B, The Main study
The main study consists of administration of

questionnaire and different intervisw schedules to various
categories of the respondents in the four sample medical
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colleges in Karnataka. Apart f£rom this, other data
¢ollcction techniques mentioned earlier are also used
side by side. The researcher himself recorded the
responses, baring the responses to the questionnaire,

el ther at the time of the interview or immeéiately after
the intexview.

Ce Procedure followed

In the case of madical students and interns,
almost the entire group envisaged undex the study could
be covered, whereas in the case of teaching faculty, the
sample was very selective so as to include the teachers
who were gctively involved ia the programme. This is
done on the agssumption that ondy those who have been
regularly attending the programne, will only be able to
give a good feedeback ag to the efficacy of the programme,
the lacunae and problems f£aced at various st¢ages and
levels, Though it was planned o include oniy medical
officors of the PHCs the investigetor could collect data
from a £eW MOS of the Primary Health Units (PHUs) who
wore involved in ROME programme. ZInformal groups intervieus
were conducted with elders of the vwillages and also with
formal and informal leaders belonging to both caste and
class groups. An indepth case stuly of certain PHCs/
villages, undergraduate students/interns and PHC doctors
were conducted from @ sociological perspective, whereby
the social science input to the study has been enhanced,
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D+ Rationale behind the guestionnaire and interview
Schedules

A questionnairs was thought ideal for obtaining
responses from the undergraduate students and ingerns, aince
this can be administered to them &s a group in a class room,
Since the nmumber of medical students to be covered for this
study was quite large, no othor tools would be suitsble
other than the questionnaire. Vhile f£raming ¢the
questionnaire, care has been taken to elicite a comprehensive
view from the undergraduates not only on medical education,
but also about health services in general and individual
faculty mombers, perception and response to rural programmes.
Before afministering the qusstionnaire the purpose of the
study was explained o them. Since they are the beneficiaries
of the programme, it was thought nefessary o give due
fimportance ¢o the students? views and ¢o provide them &
chance to come out with their ideas on this schemes, They
ware encowraged to ask ¢uestions &£ they had any
elarifications ¢o sesk. It is only after the students said
they were ready toanswer the questions, this was admintsterxed.
This helped in establishing rapport with the students and
ensured the quality of the responses.

The interview schefules were formulated in such
a way that it cross-checks the views expressed by other
categories. The MOs of the PHCs were asked not only about
ROME scheme but also about their living conditions and the
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practical, administrative and other problems they faced

in the rural gituations. VWherever found nccessary,
additional data has been obtained f£rom all ths categories
by probing questions end also by interviewing the Principsals
of medical colleges.,

EBs Piold of Study

This study was conducted in four selected medical
colleges of Karnataka State. Karnataka has the dubious
distinction of having the largest number of medical colleges
in the country, with majority of them in the private sector
based on ¢apitation.

The study was ¢onducted during the period between
September 1985 and February 1986 in twe Government medical
¢colleges amd two private madical colleges in Karnataka State
where tho scheme of ROME has been Smpze’menteaé‘. The medical

colleges selected were ¢

3. The Goverument Medical College, Bangalore
(BMC)

2+ The Government Medical College (Karnataks
Me@ical College, Hubli (KMC)

3. J.J.M, Medical College, Davangare (JINC)
(Private)

4. JoN, Medical College, Belgaum (INMC),
(Private)
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P + lOcation

The prime consideration far selecting Karnataka
as a field area was basicelly due to the fact that the
State has largest number of medical colleges in the countyy
and could be considored as leaders in medical efucation in
that respect.

Here, out of the 19 medical colleges, only nine
are recognised by the MCX, Honce, the reworientation of
medical education programme was officially implemented only
in these nine medical colleges « four GCovernment medical
colleges of Bengalore, Mysore, Bellary and Hubli and §
private medical colleges « St. John's Medical College,
Bangalorep J.J.M, Medical College, Pavangarep J.N. Madical
College, Balgaump Kasturba Medical College, Manipals and
Mangalore and MR, Medical College, Culbarga’.

The sample chosen, i.e. the medical colleges
were selected taking into account the nature of institution
(undergraduate and postgraduate with or without cducation
of other health profession) ownership (State and Private),
oize, admission criteria (mexrit and capitation),
geographical locations (State capital/metropolis) district
headquarters/town, tehsil or rural area. The four medical
colleges selected are situated in four different districts
(Bangalore, Dharwad, Chitradurga and Belgaum {Map 3 and
Table=2) and they are affiliated to three @ifferent
Universities (Bangalore, Mysore and Karnataka University,
Dharwad) .
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Table ?

Population and Literary Profile of the Sample Districts

STATE/DISTRICT ggﬁ:% Total Population Literate and Edncated Persons
Urban Persons Males Females Persons Males Females

§9) (2. (3] (4 ) () D (8)
BANGALORE DISTRICT T 4,947,610 2,582,539 2,365,071 2,539,251 1,540,254 998,997
1,754,394 900,579 853,815 552,645 384,575 168,070
3,193,216 1,681,960 1,511,256 1,986,606 1,155,679 830,927
BELGAUM DISTRICT T 2,980,440 1,523,311 1,457,129 1,092,059 741,130 350,929
R 2,309,022 1,175,142 1,133,880 712,624 508,775 203,849
v 671,418 348,189 323,249 379,435 232,355 147,080
CHITRARURGA DISTRICT T 1,777,499 914,214 836,285 679,827 445,944 233,883
R 1,359,756 694,778 664,978 445,218 304,613 140,605
U 417,743 219,436 198,307 234,609 141,331 93,278
DHARWAD DISTRICT T 2,945,487 1,511,688 1.433,799 1,247,691 819,967 427,724
R 1,907,229 973,470 933,759 698,313 482,445 215,868
U 1,038,258 538,218 500,040 549,378 337,522 211,856
KARNATAKA STATE T 37,135,714 18,922,627 18,213,087 14,282,717 9,236,276 5,046,441
R 26,406,108 13,352,400 13,053,708 8,197,913 5,616,633 2,581,280
U 10,729,606 5,570,227 5,159,379 6,084,804 3,619,643 2,465,161

Source : Census of India-1981, Series-9, Paper 1 of 1983, page-6, Table 5.
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SECTION » IV

A. The Rarnataka Scena

The State of Karnataka apart from _1ts rich
cultural heritage, presents certain unique features, Thouch
the State cannot claim the high l4iteracy rate iike one of
hor neighbours (Kerala), Karnataka can take (3 £alse) pride
in the murber of medical, engineexing, pharmacy, dental and
teachers® training colleges, which is highest in terms of
pumber in any Indian Sgate. T411 early January 1986, the
total number of medical colleges sanctioned in the State
stood at 19 and ocut of this, 15 medical colleges are in the
private sector., Out of the 1S private medical ¢olleges, 14
medical colleges are capitation fee-based (the ¢apitation
feos sometimes as high as sixn lakhs, though the Government
has permitted private managements to receive only Rs.60,000
£rom Karnataka students and 83¢3.25 lakhs £rom noneKarmataka
students,) |

However, thére was a genexal feeling that the
standard of medical education has been diluted over the
yoars in this State due to the mushrooming of the capitation
based msdical colleges,

The capitation fee maenace has 4its origin in
Karnataka. Way back in 1953, one could wangle a seat in a
medical college for Rs,300/=, The demand for such seats
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grew over the years and the State amd politicians
patronised several mere such institutions.

In the history of medical education, 3€ one
gbes:badk to the £5§§§£§§ past, one will pealise that
Karnataka played the role of a villain, during 1974 when,
due to the inadeguate teaching, training and laboratory
facilities in six medical colleges (including two Government
medical colleges), the MCI deerecognised these colleges.

Ag a consequence, the General Meodical Council of Great
Britain, de~recognised all Indisn medical qualifications
and thé MCI retaliated by a reciprocal action.

‘Though prompt political pressure brought back
the recognition, the colleges had to reduce its intake of
undergraduate students drastically snd to improve the
clinical, laboratory and teaching facilities in part with
the recommendations of the MCI,

B. The Administrationof ROME programme in Karnataka

The ROME gcheme commences in the State vhen the
Government by its spocial order allotted three PHCs to each
of the four Covernment medicsgl colleges and £ive private
medical ¢olleges in 1977, and in the second stage three
mobile clinics were allotted to these medical colleges
during 1980-81°,
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The schame is a centrally sponsored one with
a 50:50 basis between State and Central Covernment. The
State suthorities ars supposed to provide axpenditure of
recurring nature for provision of additional faculty,
drivers, steno-typist, drugs, POL, contingency etca’

As per the initisl pattern of central assistance,
each medical college is eligible for one-~time nonerecurring
grant=in«aid of R3:4,79 lakhs for covering three development
blocks under Phase I of the schemea. Covermment of India‘'s
revised patterng provided additional £inancial assistance
to ths tune of 9,60 lakhs to each of these medical colleges,
424 3420 lakhs por PHC for covering additional structural
costs, RB.75,000 for procurring a Mini Bus, $%.90,000 for the
construction of three garrages for the Mobile Clinics. In
all, additional financial assistance of R5:11.25 lakhs have
been‘pnovided by the Centre during 1981«82, However,; the
amount released by the CGovernment of Karnataka was 4in a
different pattern,

In 1978-79 the Government of India releasef
B.41.11 lakhs as central assi{stance for ROME programme and
the Govermnment of Karnataka released to each of the
medical colleges a sum of R3,%,25,000/~ £rom the central
assistance, towards construction of residentisl quarters
(dormitory type for lady students) and Bs,30,000/- for
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congtruction of seminar and lecture rooms etc. Fupther,
R5:85,000/e was ear-marked for addition to the faculty and
83,418,500/~ towards salary of Steno-tyg’gé@,and driver,
ad@itional recurring expenditure was provided for drugs,
suxgiéal egquipments etc. ¢o the tune Of &5,60,000/«, Under
the nonegecurring head, 450,000/« was initislly earemarked
for procuring & Mind Bus and R5,45,000/« for making suitable
alterations and additions ¢o the PHC operation thegtre and
wards, A scparate budget of Rs,54,000/- was made svailable
for procuring furnitures and at least 100 books and other
edueational aids. Thus a total of £5,4,97,500/« was allotted
in the first phase of the programme to all medical colleges
dn the state, 4.0, 341,487,500/« per PHG‘O. However, this
was later on revised and more funds were provided to maet
the escalation of the cost under different heads, Upder
the new budget each medicsl college has been provided
23.16+04 lakhs under recurring and nonerecurring heads, which
included £3,75,000/« for procuring a Mini Bus for the
purpose of transportation of the students and teaching
faculey from medical college to PHC for eonducting ROME
programme, 2In the revised budget a sum of B,60,000/= has
been made available for purchase of surgical eguipments

and instruments and Rs..5,000/« for purchase of necessary
furniture and books. A sum of B5,40,000/« has been earsmarked
for addition to the faculty which included 4 drivers,
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4 cleancr-cum-peons, 3 cooks and helpers, one Stence
typist besides addition to the P&SM facultyil,

Though ROME scheme i8 a centraily sponsored
schemg, the onus of implementation of the scheme rests .
with the concerned State Governments/UTss All regurring
and nonerecurring expsnditure over and above the central
granteineaid for the scheme in the lisgbility of the
concerned St-.at:e/ws"z‘

The Covernment constituted various coorxdination
committecs at the State, College and PHC 1cvel for both
Covernment and private medical colleges for implementing
ROME programme®® and also decided that the MOs of the BHCS
allotted for RGME programmne will be designated as Honorary
Lecturer in Community Medicine and the Districet Health &
Family Welfare Officer {DHO) will be designated as Honorary
Additional Professor in P&SM “._

According to the decision taken in the meeting
in which the Ministry of Health, the Officials of the
Directorate of the Medical Egucation, the Deans/Principals
of the medical colleges took part, the following conditions
vere laid de:«mzs apart from the conditions in the agreement
entered into between Pirxector of Medical Education and
MG"I‘G s POL charges to be borne by the management of the
. colleges; They have to attend to any repairs and replacemsnts




at thelr cost; They have to maintain and Xeop the vehicle
in road-worthy conditions Vehicles may be withdrawn by the
Covernment any time 4f found necessary; The college
managements shall pay the taxes, i£ eny, due on the vehicle
as well a4s the insurance which shall ke comprcehensgive and
keep the tax and insurance payments upeo;aatep A monthly
report on its utilization and condition shgll be sent té
the DGHS agnd State DPirector of Medical Education by 10th
of each month,

SECTION - ¥

PROFILE OF THE MEDICAL COLLEGES STUDIED

The BMC was started in the year 1955 by a
private organization, namely, the Mysore Madicel P&ucational
Society founded in 1954, It was taken over by the
Governrent of Mysorexv in 1987, The college was affiliated
to the University of Mysore till Novemver 1964, After the
inception of Bangalore University, this wedical college
has been affiliated to Bangalore University.

The ¢ollicge has steadily grown in strength in
texms of admission, staff, equipmont and physical facilities.
The intake capacity was initially 100 undergraduate gstudents, -
which has grown later to 225 with postgraduate ¢raining
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facilities in major pre=clinical, para-clinical ard
clinical aisciplines, The intake was reduced to 178
afeer the MCE de-recognisation in 1974, The noneclinical
departments are located in the college premises while the
clinical ones are the four teaching hospitals, i.c.
Victoria Hospital, Vani Vilas Women & Children Hospital
and Minto Ophthalmic Hospitals in the adjacent campus angd
the Bowring & Ledy Cupgon Hospital situated in the
Cantonment area, There are full fledged departments in
811 the major subjeccts and specialities.

The ROME scheme has been implemented since 1977
in this medical college., Prior to the implementation of
ROME scheme, the c¢ollege hag taken up the Chittaranjan
Miltd~purpose Mobileecumegervice Hospital ia the early
1970s and 4¢ 48 stil) continuing. Under the ROME scheme,
the CGovernmont has allotted two more PHCs, namely, the
PHC at Hesserghatta and the PHC at Kaduguntanahalld
(K.C, Halli) besides their existing Rural Health Training
Centre (RHTC) at Nelamangala on the Tumkur Road,

The three months rural interanship training as
par the Bangalore University syliabus is still practiced
at these three PHCs in rotation for one month each,
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Rural Hsalth Training Ceontrxe at Nelam is

This was the second rural health centre
established by the BMC and developed as theipr field
practice ared £for the pugpose of providing gural training
of undergraduates, para-medicals and austiliary health
personnels, The £irst being the PHC at Ramanagaras which
later on Qeveloped into Taluka hospital. The centre is
situated about 24 kms away £rom Bangalore on the Tumiur
Road (Bangalore«Pune National Highway).

The RHIC at Nelamangala has a 30 bed hospital
and 5 medical officers (1 medical officer with postgraduate
qualigication exclusively for gural health ¢training, '
i Medical Officer of Health (Administration), one lady
Medical Officer (1M0), ome Medical Officer wnder Community
Health Wlunteer Scheme (CHV) and one dental surgeon are
posted to this centres, The RHTC has hostels meant for
boys and gixls separately and ancther doxmitory constructed
under the ROME scheme. The college bus €xom BMC visits
this centre twice a week with teathing faculty £rom clinical
ang P&SM departments amd they make their onward trip from
Nelamangala to a subecentre village in the Mobile Clinie
along with interns from the centre., Interns doing theix
three months rural posting spend their £irst month in
Nelamangala and then move ¢o Hesserghatta and at the .
3rd month they are posted to K.®, Halli PHC.
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The Mobile Clinic visits this centre tuice 3
week and the mddus operandi of the rural health service
is ¢o c¢oncentrate in a village for a month giving curative
services and then move to another village in the second
months The RHTC at Nelamangala is directly under the
administrative control of the Principal and Professor of
P&SM department uniike the other two PHCs, which are
directly under the District Hpalth & Pamily Planning
Off€icer (DHO) and the college has no administration control
over these PHCs,

Hegserghatta PHC

This PHC ig situated about 20 kms awvay from
BMC on a deviation from Bangalore-Tumiur Road and 4n
proximity to the Indo-Danish farm and Government of India'sg
Insticute of Horticultugal Sciences. The PHC has thiee
}M0s sanctioned and at the timd of the study, one post of
MO sanctioned under Community Health Volunteers® scheme
was found vacant. Though dormitory and garrages undey ROME
scheme had been completed these have not yet been handed
over to the college/PHC authorities: Hence the interns
doing their second month of rural posting commute every
day from the City to the PHC, The ¢linical faculty from
BMC vigits the village twice a week in their college bus
and from the PHC headquarters they go to interior



923

villagesin the Mobile Clinic. BHere also the services
are given to a village only Sor a period of one month,

Raduguntanahaili PHC

This is the third PHC allotted under ROME
programme to BMC, which 48 situated about 15 kms away
from the college on the Tannery Road. Interns are posted
for one month during their third month of rural posting.
The mobile clinic operation is same as mentioned under
other two PHCs., The dormitories and garrages under ROME
scheme has not been completed. Henee the interns commute
every day.

B. Rarnatcka Medical College, Hubli (KMC)

The KMC, Hubli, in Dharwad district was started
in 1957, by tho Government of Karnataka. The Government
of India contributed a sum of Bs.1.50 crores towgrds the
establishment of ¢this College and a 600 bedded hospital.
Consequently the MBBS course tras started in 1960. The
college has made steady prograss since then and now it
admits asbout 175 students and they have the facilities for
postgraduation in most of the disciplines, The medical
college is affiliated to Karnateka University, Dharuad.l®

KMC has got a very good campus with its teaching
block, college, hospital, O.P.D. block, hostels and staff
residential block « all situated in one of the best 1laid out
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campus in the State, Hubli-Dharwad are twin cities and
the district headquarters is situated at Dharwad which is
agbout 10 kms gway from Hubli. KMC 48 situated about 4 kms
avay from Hubli Railway Station andL80 km away from
Bangalore,

ROME Programme

For the training of interns, one of the PHC3 was
developed 4nto a Rural Health Training Centre (RHIC)
Kalghattgi, which since then has become their field practice
areas Though ROME programme was implemented im 1977, and
the PHCs of Kalghattol, Alnawar and RKundogol, were allotted
to KMC, the ROME programme has almost been asbandoned since
1981, as the Government failed to provide adequate transport
facilities for the teaching £aculty and the students o go
to the rural areas, The college bus has gone out of order
during 1981, and has been condemned and surrendered to the
Director of Medical Pducation in Bangslore. The college does
not have any other wvehicle except a 14 year oild universal
Jeep supplied by the UNICEF. The three Mobile Clinics given
under ROME programme have bsen handed over to the concerned
PHCs to operate it in their respective arcas,

Internship Training
As against the three months rural internship
programme in different Universities/Mefical Colleges in
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Karnataka, the interns of KMC are posted for only one -
nonth €0 thae RSTC at Kalghattgi. The remaining two months
they are rotated, 15 days at the postpartum centre (PPC)
and 15 days at the Epidemiological Unit, where they assist
the P&SM faculty in immunizing c¢hildren with ¢riple antigen
and oral polio vgceine. Remaining one month thoy are
posted to the Forensic Department to familiarise themselves
with postemortem procedures. This constitutes the three
months rural internship of KMC,

Ralghattad RHTC

Kalghattol RHIC 48 situsted 35 kms away $rom RMC
on 8 Jttle deviation from the Bangalore~Pune highway. PHC
has got a good building including the £ac&11ty. of a telcphone.
There are four posts of MOg (MOH ~ 19 CHV MO « 15 10 - 1
and additional MO for rural training - 1),

The dormitory amd the garrage comstructed under
ROME programme have been handed over to the college/PHC
authorities and the inteerns have occupied them, Interns
assist the MOS in the routine OPD woxk 4in the PHC and
apart from that they are not involved in any way in ROMBE
programme as no gpecialists oxr faculty from P&SM visit this
gentre, Besides, the Mobile Clinic given to this PHC has
gone out of order since over an year. aAccording to the MO,
they used to operate Mobile Clinics to three villages on
alternate days with ¢the MOs and staff of PHC along with
the interns posted there,
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Alnawar PHC is almost 65 kms away from KMC on
the Bangalore«Pune hichway on its deviation ¢o Panaji.
Alnaway is' 8 Manicipal Town and also a ratlway Junction
on the Bangalore-Pune metre gauge to Dandeli amd Panajd.
The PHC is situated on & hill top on ths side of & small
river, All around Alnawar are the reserved forests and
timber is the major industry and activity in this areas.
The total population of Alnawar is around 67,500 and
there are four MOg posted ¢o this PHC, (1 Adninistrative
M0, 1 10, 3 under the CHV scheme and 1 under ICDS gcheme).
™vo of the MOs are provided with residential quarters in
the PHC campus and others commute f£rom Dharwad every days

Tha dormitory and garrages under ROME programme
are ready to be handed over to the FHC guthorities, The
tobile Clinic given to the PHC is used to visit certain
sub=centre villages once in a week by the PHC staff Quring
the afterncon hougs,

Rundugol PHC

Rundugol 4s ¢the third PHC allotted to KMC for
dmplementing ROME schemes This PHC is about 24 kms away
from KMC - on a 15 kms deviation from the Bangalore-Pune
highway.
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There are three MO8 posted to this PHC and ¢wo of
them have got postgraduate qualifications. Though quarters
have been provided to all of them, only one MO lives 4n the
campus due to the fact that the ares where PHC s situated
is one of the drought-hit areas of Karnataka and there is
an acute shortage for drinking waters Though many boree
wells have been sunk (4ncluding two in the PHC campus) it
was not successful, Puec to this reason, althouch the
doyxmitory and garrages under ROME s¢heme are completed the
interns arec not posted to this PHC: The Mobile Clinic
allotted to this PHC has not been operating since 4 months
as the vehicle has gone out of order. '

Location & Profile

Davangare Town is located 286 Bms from Bangalore
on the BangaloreePune hichway. £t 45 & Tsluk headquarters
under Chitradurga District, Davangere is well connected by
zoad (Bangalore-~Pune highway) and rail (Bangalore-Miraj-
meter guage line). The population is roughly.10,67,300
(ehiiéé&uxga - Table«2). The main agricultﬁral crops are
Bajra, Ragi, Rice, Cotton Seeds, Sulflower, Sugar-cane etc,
In and ayound Davangere there are large number of
industries, especially Sugar, Cotton mills, The Davangere
Sugar Company and Davangare Cotton Mills are prominent
among them. In the neighbouring taluk of Harihar, the
Birla owned Harihar Poly Fibre is located.
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Davangere has got a Medical, Engineering, Dental,
Pharmacy and few Arts, Science and Commerce Colleges,

JMME was established in 1966 by the Bapuji Trust
wvhich runs a large number of educational institutions, in
different parts of Davangare Taluk. This Trust 4is an
off~shoot of Vecrashiva sece (ldingayat Community). %Though
the Government has permitted the intake of undergraduates
to a maximum of 125, the actal intake touched 209 last
yvear and out of which 50% of the seats were €£illed by the
Government unfer their merit quota.

The clinical facilities for teaching are provided
at Chigateri Coéneral Hospital (C,G, Hospital) which 18 the
Taluk headquarters hospital having 900 bedss The Bapujd
Trust has established their owh campus tesching hospital
having 400=-bed (Bapujs Hospital) vith only payswards ang
no free bads, The C,G, Hospital is situated in close
proximity to JNMMC campus. The college has a School of
Mursing, & _Pharmacy College and a Dental College within
the same premises.

JIPMC 48 a capitation based medical college and
the Government of Karnataka has permitted them to receive
Rs¢60,000/« £rom Karnataka students and Rs,3.,5 lakhs from
non-Karnataka students like other capitation based private
medical colleges,
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The C.CG. Hospital has excellent clinical
facilities andlit is wellemaintained unlike other
Government Hospitals. Here the Agsistant Surgeons and
Civil Surgecns of the Covexnment are working along with
the clinical faculty of JOMMC, JIMMC is agfiliated o
Mysore University.

ROME gcheme

Three PHCs have been allotted to JIMMC under
ROME scheme, they are s the PHCs of Anaji, Siregere and
Kodaganur (Plate 5 & 6). The college has received three
Mebile Clinics (all 2«wheel drive models) Auring 79«80,
Since the dormitory and garrages are not yet completed
in the PHCS of Siregere and Koflaganur the Mobile Clinics
manat for these PHCs are still stationed at the college
rremises and these vehicles have been made use of for
conducting family planning camps. The third Mobile
Clinic has been kept at the disposal of the Anaji PHC
where the garrages have been constructed under ROME

programne,

The college authorities have gelected six villages -
for ROME programme - two villages eac¢h from three of the
PHCs allotted to them. The team of c¢linical faculty along
with P&SH teachers visit these villages once a week in the
Coliege Bus and render essential curative services. The
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Mobile Clinics are not put into use foxr ROME programme
ue to its high fuel consumption (less than 3 km/litre
of diesel) and also due to the distantce involved.

Internship Progremme at JJMMC

S4nce the dommitories are not completed in the
two PHCg allotted to JIMMC, the intexns do not live in
the village Guring their three months rural posting.
However, during all week days they join the ROME team
and visit differont villages. Thelr period of exposure
is only £rom 8 asme to 12,30 p.m, (including the time
taken for the travel).

Though three PHCs are alloted to JIMMC, the
college authorities have no administrative control over
the PHCs, Since there is no close liaison between the
PHCs staff and college authorities the PHC staff are not
involved in any manney in the implementation of ROME
programme. The sexvices provided by the wllege are
almost parallel to that of PHC and there is no integration
in their sctivities, within the PHC arves,

The college authorities felt that the MOs of the
PHCs are resisting the implementation of ROME and the
posting of interns in their PHC area, as they fear that
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it would affect their private practice. This situation
has resulted in poor coordination and ladk of proper
comminication between the college and the PHC, The
clinical faculty visits six villages once a week along
with students and interns (Honnuru, Anagodu, Deverbelekere,
Dharamasagar, Mayakonde, Lokikere villages). The Siregere
PHC is an upgraded PHC under IPP programme.

The JWMC, Belgaum, is sponsored by the Karnataka
Liberal Egucation Society, Belgaum'® belonging to Veerashiva
sect (Lingayat Commnity) which controls a large mumber of
educational institutions in the district, In the City of
Belgaum alone, the Society runs about 37 educational
institutions of various nature.

2s early as in 1957, the then Government of Bombay?"
contemplated for the starting of medical college in Bglgaum,
After the re-organization of the State on linguistic basis
then Mysore Government permitted establishment of a
medical college under the administration of the above
Society in 1962 and consequently, the college started its
first MBBS course from June 1964. The Government agreed
to provide clinical facilities at the Govermment Civil
Hospital (District Hospital), Belgaum. The college has



101

now facilities for postgraduation in selected disciplines
and its own 450 bedded campus hospital is getting ready
for commissioning. The medical college is affilitated
Karnataka University, Dharwad, The District Hospital have
a bed strength of around 900, This college is also a
capitation based medical college like JOMMC and both these
colleges were de-recognised by MCI in 1974 along with
four other colleges in the State, for lack of sufficient
:mumaumgnmwmmm.

Belgaum City lies in the boarder of Maharashtra
and it has assumed a lot of importance, at least in the
political eircle, as theboundary dispute for its inclusion,
between the States of Karnataka and Maharashtra. While
the Marati speaking residents of Belgaum would welcome its
mergeh with Maharashtra, the Kannadigas would not budge to
leave an inch of Belgaum to Maharashtra., There are constant
clashes between the linguistic groups belonging to these
categories and the Karmataka Govermment's recent language
policy has aggrevated the boundary dispute further, This
development has affected the growth of the Belgaum City
and its economic development.

For the implementation of ROME scheme three PHCs
have been allotted to JNMC, They are 3 Hirebagewadi,
. Uchagaon and Nandagad PHCs. During 1979-80, three Mobile
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Clinics (all 2-wheel drive models) were allotted to this
medical college and these vehicles have been kept under
the administrative control of the District Surgeon. The
Mobile Clinic team consisting mainly of postgraduates
students and interns, visit three different villages under
these three PHCs once a week. The villages are Sindolld,
under Hirebagewadi PHC; Hamnihal under Uchagaon PHC and
Prabhunagar under Nandagad PHC, All the three Mobile
Clinics are stationed at the college premises and out of

the three vehicles allotted to them only one is made use
of.

Internship Training

Interns of this college are not posted to any PHC
for their rural posting. Out of their three months rural
posting, for one month they join the Mobile Clinic team
on alternate days during the morning hours, The remaining
two months of the rural internship are spent at the
Bijapur Civil Hospital which by no means can be considered
as a rural hospital. According to the college authorities,
this is done due to the lack of living facilities in the
PHC areas as the dormitories under ROME programme are yet
to be completed. In certain PHCs where dormitories are
completed there is lack of necessary living facilities,



103

This PHC is situated on the Bangalore-Pune
highway, 20 kms away from Belgaum City towards Bangalore
(Plate No.6). The PHC has three MOs and two of them
have been provided with residences in the premises. For
the third M0 (cHV MO) quarters is being constructed under
the Indias Population Project (IPP), One of the MO has a
postgraduate Piploma in Clinical Pathology (DCP),

Dormitory and garrages had been constructed and
handed over to the PHC authorities. The dormitory has
got all the facilities like Kitchen, dining hall, seminar
rooms. There is a bore-well with an attached hand-pump
situated right in the campus which is said to have been
dug by the previous MO by the Award money he received
when he won a State Award of R,25,000/« for having
exceeded the family planning target many times over the
one fixed.

The PHC have been provided with two vehicles =
one petrol jeep (UNICEF) and a Hindustan Diesel Trekker
under IPP. It looks as though the main thrust among all
programmes of the PHC, is family planning and the PHC
has a continuous reputation of always exceeding the
target fixed for them.
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| The college administrations'! explanation for not
posting interns to this PHC was not based on facts as there
exist all necessary facilities for their stay and training,

Uchagaon PHE

This is éhePHc which 48 nearest to the JNMC
situated at a distance of 18 Mms. The location of the PHC
on @ hill top with no water facilities and the iand for
the PHC was donated by the local Patils since this land
cannot be used for any other purpose as 4§ vas a waste
land with rocks and the Government accepted 4t for
constructing PHC building here though the PHC ayea extends
another 20 kms sgway from here and PHC headquarters situated
in the extreme end 0f the area of its jurisdiction, Thers
are supposed to be three MOs, 23 female health workers,
28 male health workers besides other usual para-medicals
and auxiliaries, However, on the days of visit except &
Pharmacist and & MO no one was found in the PHC, The PHC
ared looked desolate hardly with two or three patients in
the OPD, Acotrding to the MO the strength of the OFD
normally i very thin as most of the people coming under
the PHC go to other health centres since ¢the PHC is
situated in one corner of the area allotted o it.
Another reason he cited is since Uchagaon village is very
close to Belgaum City., people instead of coming here usuvally
go directly to district hospital at Belgaume
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The population of the village 4s rouchly arcund
1,747,000, The PHC has been provided with one patrol jeep
and another diesecl jeep (under IPP programme). The
dormitory and garrages have been constructed here for
ROME schems, though no provision has been made for water
Supply.

Nandagad PHC « has been dealt separately (Refer
- ¢case stufy of a Medical Officer of @ PHC).

Though three PHCs are allotted to JNMC for the
implementation of ROME programme, they have not been able
to take over this PHCs Que to many ressons (distance from
the college, lack of living facilites ete.). Thexefore
the medical college faculty and interns delivery some
curative services in selected villages under these PHCs.

Hanndhal is a tiny village very near to Belgaum
airport, under Uchagaon PHC, The JNMC faculty - mainly
consisting of PGs and interns, visit in the Mobile Clinic
this village on every Saturdays. This village is 2lso
very acar to the Belgaum Adrforce Sgation. The distamce
from JNMC to this village 4s about 17 kms,

The second village selected for the ROME proggamme
i3 Prabhunagar, a tiny sleepy village 25 kms away from JINMC
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on the Khanspur Road (Road to Pansji) under Nandagad
PHC, The patients' strongth on the day of my visit was
hardly 8:; The reason attgibuted to this low raesponse
from the community was that 4t is situsted on the side
of the national highway and since they have access ¢o
go to Belgaum and get better care from there. Again
Mobile Clinic visits thig village only once a week, 1.0
every Tuecsday.

The third village selected for implementing
ROME schems {8 the Sindoli village under Hirebagewadi
PHC vhich 4 only 13 kms away from JNMC, The ¢team visits
this villsge on every Thucsday,
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to the Heslth Secretary of States/UTs.
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dated 10/1/1981 from Pirector of Medical
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Karnataka was then knowun as Mysore Seates The
nomenclatureg of the State was changed 0
Karnataka during 1971.
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18, Dharwad District is also called Dharvar. Dharvar-
Hubli are twin cities and all the administrative
0ffices are gituated 8t Dharwad. )

19, Karnataka liberal Bducation Society was formerly ksoumn
ags the Karnataka lingayat Educational Society -
The nomenclature c¢hanged later on due to its
caste overtenes in its name.

20, Barlier to the linguistic re-oprganisation of the
State, Pslgaum was part of the erstwhile
Bombay States
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Our endeavour in this research study vas €0
collect data from the concerncd respondents to see as to
vhat extent these medical colleges were able to fmplement
difforent components of the programme, and whether they
wore able to achieve the objectives of the scheme as
énvisaged » primarily the attitudinal change in terms of
motivation tovards rural health care service on the pare
of the students, interns and their teachers and also to
gssess the nature of health coverage provided to the
masses and the referral system developed as a result of
the extension of heslth coverage in three PHC areas.

. We have collected data for the £irst objective
from the medical students, interns, teaching faculties and
the doctors of the PHC to see vhother these medical ¢olleges
vere able to implement all the components of the scheme
(Table Noge. 22=33).

Mot with regard to the second part of the
cbjective, f.e. to cxamine whether these exposure to the
programmes has resulted in any corresponding benefit to
the students, interns and their teachers in bringing sbout:
motivation or a favourable attitudinal change tdwards
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community orientaticn . Sor this, ve have relied solely
¢fi responses to certain quastions. It is a ldmitation 4n
our study that we could not assess their motivation and
commitment to a future rural cayeeyr, or community
orientation on an ‘affective level'., What wo derive out
of the data 4s merely at a ‘cognitive level! response in
terms of a few words in which they expressed theiy
tnelination, It need not reflect the actual orientation
or lack of 4it, It is pogsible that by reasons of ’sociale
desirability ! quite @ large numbsr of students have
expressed their willingness to serve the rural masses
after completion of their cducation, #t is also possible
i€ given a chance, they may not ¢ake up rural garesr at
a1l and might look for bettar pastures., Thus an ‘*affective-
level' orientation could not be assessed in this study.
vhat we derived from the responses are basically the
coonitive«ieve} orientation (Table Nog. 18422)¢

The perception amd views of the students and
interns on Qifferent aspects of the programme obtained
are indicated in Table Nos$:23+35 and also in the case
study No«Ze

the faculty participation and theix response
to the programme are represented in the Table Noge 18y 19
& 26“300
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The PHC doctors?® role $n the programme, their
involvement, vicws snd vesponses are expressed in Table
Nos. 31«33 and 2lso 4n the case study No.3.

In oprder to obtain qualitative data on the
subject we have s8lso relied on a number of cese studies
from a sociological perspective, dbesided the data obtained
from questionnaire and interview schedules. These inedepth
case studies have been incorporated tovards the end of this

The comminity's response to the programmz and
their visws have aleo been presented in tha form of a case
study towards the end of this chanter (Case Swudy Ro.4é),

% balance it, we have also obtained the views
and the policy bzhind the dAifferent aspsects on ROME scheme
from the peopie oh the cther side of the fence - L.c. the
sponsors of the programme. The vicws of the top cxecutives
of the Directorate of Modical Bducaticn at the State and
Central ievel have been presented in a separate section,

Pirst ve hgve anslysed the socioeccotiomic
background of the studenty, though it &id not form an
objective of the study. The purpose of this exercise 4s
to cross check vhether the degree 0f orientation the
students possceaes could be correlated with their socio-
economic background, In the absence of proper exposure
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of etudents ¢ the villages under ROME scheme in two
Covermment modlcal ¢olleges, wherdby and large students
£oom the nitddle and lower-middle sociowcconcmic strata
are predominsat, wg could not correlate the sbove subject.
However, the socloeaconomic data was quite useful as o
know the trends in medical collegs admissions and to check
whether there is any shift in 4its class<bias,

The parents* occcupation; annual income and
education have been ¢lassified into four groups and used
in cur analysis of socioeeconomic background,

Socio-Economic

One rovealing finding (vhich is inecddentad
to the study) is the predominence of female students in
the Government medical colleges 4n the Capital and the urban’
background of students in both private amd Government
medical colleges, 56.4% anl 73,87 % gespectively
(Pable 11 & 12).

The data as presented in the Table 43 A, on
the otcupation 0f the parents also ghatters one of the
earlier myths that the students who take up medicine are
predominently from elite cless and higher sccio-econcmic
strata of the society. However, our findings is that
the majority of the students in the oernment medical
colleges-over 50% belongsd to middle or lower middle class

gven their parents'® occupations varying £rom mason,
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-

PARSINTS OCCUPATICH PRIVATE MEDICAL CGLLEGES GOVERIBENT MEDICAL COLIEGES;
JIWC % S % BIC % Xe %

Category - A 19 2395 3% 30,63 st 28,38 18 15,78
Catiegory - B 35 43,75 @ 42 37.85 2 26.% 27 20.67
Category - C 17 21.23 28 25,22 23 20.00 24 | 26.37

-;aee@w - D a 1,25 6 5.48 28 22,72 16 17.58
No responsq &  10.00 1 0.0 2 xh.’sa 6  6.59

80 100,00 111  100.00 130 100,09 o1

Category = & & Consists Profesasional groups like DoctcXs, Bngineers, Scientists,
Lawyers, Judges, Hedical Teachors, Coliege Teachers cte.

B : Canpany and Bank anployces, Businessmen, Govermment/Defence Service,
School Teachers etc.

C : Retired Covormment/Defence Officials, Clerica Cadres, Agriculturists,
Para-medicals .

D % Masons, Drivers, Housewives, Self-amployed, Petty Businegsmen,
Class 1V anmployees
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waaver, tatlor, atterder, petty businessmen, agriculturist,
clarical cader etc. In terms of annual income of the
parents apound 38% are from the gzoup carning velow 83,20,000/4«
(Table 14 A), The pessible explanation for ¢his cuxious .
£inding could o the raservations made available at the
Governmpent medleal Collegrs and the quota of seats carmarked
i the private medical coilege for the Government merit pool,
for the ST/8C and cconomically weaker sections, With regard
to theiz fathers! educaticn only 30% belonged to the
grofessionsl group (Table 15 A), A significant number of
the studenta’ fathors elther $lliterate or nonematrics

(32,35 %). Tha matriculates arve 22,75 % and the graduates
pedeentage £6 33.47 ¥, This trend even holds good 4in the
¢casg of mothers'® educational background (Tabie 16 A).

Socio«Economic background of the interns

The data obtalnéd from ¢ths interns on this
subject was not different £rom the one obtained from the
undergraduates, We £ind, @ comparatively large number
of lady interns in the Government medical colleges in the
Stete Capital doing their wral intarnship than in
private medical colleges, There 18 also a trend of large
scale migration of students £rom other medical colleges
of the state o the capital for purpose of internship
training (47% - Table 11),
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PARRETS ' ANNUAL INCQME

Private Hedical College

TTHE

%

JRHC

%

E

130

GROUP -~ A 34 17.50 11 990 8 7. 3 3.9
. @owe-s 17 zx.zs d0 36,03 21 26,54 21 23.07

®ROUP . C 2 M. 3 a2 3 2363 B 32,96

ROUP - D 22 2.0 25 22,52 46 40.00 31 36,06
‘v No' Response 2 250 2 1. 5 4.5 6 6.5
- &0 331 o1

Cgoup « & & Above 15,50,000/-
Growp -~ B t Botueen i, 20,000-49,000 /=
Group = € 3 Between i5.10,000-1%,000/«

Growp - D ¢ Less than £,10,000/~
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PARENTS' LITERACY
(FATHER'S EDUCATION)

Private ﬁe&ﬁcé&

co&mge

Coverment Medical cgllejges

JIRRIC

%

T

24

b=

et ()

%

2l

33,75

43

38,75

312

28.18

-

23

23.07

Class « XX

23

28.78

24

21,62

3363

30.76

Ciess - 13T

X325

%

24442

22

20%09

21 .97

Class « 3V

10,00

8

£3.5%

10

© e

5,09

i6

27.58

B owg e

fio Response

1.8

3

2,70

64,59

Class

Class
Class
€Class

3 NMedicalfBngincecing/lay Pegrec/Doctorates/
HBAG etc.

+ Degree holdorg/PGs &n Arts, Science & Comperce
¢ Matrics, R

¢ Illitcerates, nopsmeteics
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PARENTSY z.msnm' | Private MedicaX Colleges ~ Covenment Medical Colleges
(IOTHER*S EDUCATION) ’ . , : s e P

FEMC % 2 owe % 0 BC . % . KC % ..

e P MY geens po e F- U

Class - I% 4 .50 s 12.6% % 23,63 8 6.59

Class - IXX 39 48,75 50 45.04 48 35436 35 38.46

e g0 P

Class « 3V 19 23,75 37 33,33 2% 19.09 36 39,56

* e

No Response 4 8,00 3 2,70 3 2,72 9 9,89

R IR A R cRRT N

Class « £ © Medical/Engincering/taw Degree/PCay/Doctorates/
MBAY/IASE

Clags « XX ¢ .Degree holders/PGs in Arts, Science & Commerce
Clags « X1 fatrics, FUC
Clags - IV 3 IXlldterates, non.-matrics

i
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The background of the interns are predominently
urban (72:3%). The occupation of their parents could be
¢lagsified into mostly of middle clags families (Table
14 B, 15 B & 16 B), This middle class bais was further
established in their annual incomes. Majority of them
belonged to the annual inceme hracket of less than
Pss20,000/= éspecially in Sovernmont medical colleges (60%).
The children of the professional group were obiy 5% 4n the
Covernment medical colleges, while their nunber
sl gnificantly increassd in the private medicsl colleges
(21%), The edweational qualification of the parents were
predominantly nonegraduates (S5%) and significant percentage
(27,8%) were nonematrics and iiliterates,

Bfialysis of Students' and Interns® Pasponses

Gut of 392 students exemined by a questionnaire
none of them wars able tO answer the first quaestion, f.¢.
all the objectives of the ROME progranme, This indicates
that either the students were not bsiefed about the
programne properly or 4t shows their own leck of interest

in the programme.

In medical colleges where ROME programme has
been implemented the students were enthusiastic especially
in the inttial stage. Fowever, their period of axvosute
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FRIVATE MEDICAL COLIEGES  GOVERNMSENT MEDICK, COLLEGES
FARENTS® GOCUBATICN — R

| aéf«xﬁc % Towic | % BaC % mc [
Category « & 12 41,37 3 16,28 12 26,66 2 15.38
Category - B | | 5 o 17.26 4 87.38 12 ‘26‘66' 7 63.8@
Ce&e@xy - 3 37.93 2 28,57 xa 3.1 4 30,76
Catempry - D o2 3. 44 - - 5 3ita1 - -
_No Response | - - - - 2 8.0 o -

Category - A, & Consists Professional croups 1ike Doctors, Bngineers, Scientists,
Lawers, Judges, Hedical Teachers, College Teachers etc.

B : Company and Bank Executives, Buginessmen, CGovermpent/Defence Service,
School Teachers

€ ¢ Retired Covermmentflefence Officials, Clericsl Cadres, Agriculturists,

D ¢ Magsons, Drivers, Housewives, Self-employed, Petty Businessmen,
Class IV emplovees
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FRARENTS ' ANWaL INCGME

Private Hedical Colleges

Government Medical Colleges

JINEC

%

3&%:

%

%

pied

%

ROUP - A

4

13.79

2

7.69

GROUP -~ B

1

34.48

2z

0,76

GROUP . C

34.48

28,52

3

30.76

4

GROUP -~ D

13.7¢

18

40,00

23.07

1 Response

3.44

a8

769

45

13

Qo - A
Group « B
Croup - €
Group - O

3 Above 15,50,000/ =
t Between $5,20,000 « 49,000/~
3 Botwesh £3,10,000 - 19,000/~
* bess than 15,30,000/=
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L A R T ©

mma * LITERACY
GIOTHER 'S EDUCATION)

 Private Hedical Caneges

Goverment Medical Colleges

JAWC % Jqe %

e %" om0 %

Class « IX

e e

Class « IV 33 44,82 3 42,85 26 35,55 K § 53.84
No Response - - - - 4 B.68 - -
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was confined to a bare mintmum. Out of the 392
undergraduates examined by the questionnaire only 3190
admitted to have ever gone o a rural area (468%).

hose of the students visited village for a period

less than one month (17,.6%) and the total time spent

in the village (including the time taken for the travel)
is 2 hours (33%),

Weh regard to the students' views on the
faculey involvement, maxisum rating 19 given ¢o P&SM
depavtment (323%) followed by Gopartment of Medicdne
(18%), Obst. & Gynae, (12,3%), Pacdistrics (11%), The
specialiste involvement &s maximum a¢ the level of
postgraduate students; if we can them specialists
(d8%)and interns{45%). Among the penior faculty, the

dnvolivement tas tmore at the lavel of leoturcrs (38.4%)
and Agsistant Profeassors (20.5%) (Table 20).

Table 17 provides the studenta’ oxposure to
ROME programme, both in terms of time of exposure and
tie total perlod of exposure,

Ag we could see, in two Government hedicsd
colleges almost 95% of the stwdents have not Yot been
axposed to ROME programmes



vew e

L = T

»- -~ rep m

A m,ggg, thr. % 2tr. % 3ht. %  &hr. % B.lggged % Reggonse %
Time at a1l Co T
mc 2 1.8 8§ 7.2 1 0% - - % 8.8 9 83 __
KHC s 5.5 1 1.3 2 2,22 1 1.0 68 787 3 3.3
Inme 8 10,0 S0 62,5 28 .00 & 50 - - - -

T awee 13 1.7 ¢ 38 8 7.20 6 Sed & M4 - - B
@ic - - - - - 15.45 .. _.723 1.8
RiC 3.20 3,29 3.29 - - - - 81,3 8.7
Jamic 3250  1.25 7.5 2.5 . 1.25 2.5 50W00  1.25 -

" - 9:9%0 .80 13,52 ~ _41.88 B9

6,30




[/ were

125

In the case of other two medical colleges where
students have been exposed to rural training in a limited
way, the period of exposure is barely 2#3 hours - including
the time taken for the travel.

The students who were fortunate enough o get
exposed to ROME programma, the response was that they could
notspend sifficient time in the village 80 as to interadt
wih the villagers and to develop raport uith them, Since
major part of the time fs taken foar the travel they could
not spent more than an hour in ¢he village and the faculty
members and the students/esger to yeturn to their Clinies,
Hence they did not bensfit much f£rom these rural visitse

out of the 392 atudents covered by the study,
the majority of the students; i.,e. the students belonging
to two Government _medﬁ.e‘al colleges had not even one
exposure t0 ROME programme during their last four years of
medical training. The pescentage of students who had
exposure to ROME programme is only 48%) while thelr time
and periocd of ewposure s about 2«3 hours for a month
during the entire period of medical education (Table 17).

A = Ngcessary E « Pragticable

B « Unnecessary F » Impracticable
C - Useful G « By reasons of social
obligations

D « Not very useful
H « Unethical
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The reactions of the undergraduates and interns
vere expressed on the above scale on three aspects of
thaiz role aftey completion of their MBBS axamination,
i.c., on the presemt thee monthe rural internship, the
proposed six months rural Saternship recommanded undep
ROMB schems and two year rural serxvice suggested for as
8 preeraegquisite for postgraduate medical education.

Responses to these questions ware ccnsidered as an
indication, at least in the ¢ognitive level, thelr community-
orimtation.

A higher percentage has indicated favourable attitude
tovards the existing three months ! ruxal internship (both
undergraduates and itterns), while the relative scoring
for the proposed sit months ¢ rural tratining under ROMB
scheme and rural ssrvice as a preerequisite for postaraduate
medical education was more on the scale expressing thely
dis-inclination and could be considered a&s lack of
orientation, The majority of the students and interns in
the four medical colleges expressed their views as
“unnecessary”, "not very useful®, "inpracticable® and even
“unethical?, on the last two subjects, '

Q_&‘No,a.e (Ml@ 22!

The students have been asked to score on two
elosed guestions on rural teaching and training &5 to
whaethey it is s
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A. Relevant and useful
B Not vexy uscful

Thedr preference to rural training have been
gcored as under s

A, Rural teathing/training botter then didactic class
room teachdng

B. Rural teaching/¢raining better than hospital eclinics

€., Rural teaching/training not bstter than didactie elags
goom teaching

D, Rural teaching/training not better than hospital
clinics,

With regard to the relevance of rural teaching and
training, the stufients, interns have given very high rating
oiving their reasons. However, on 2 comparison with
hospital clinics (Q. 9) the students did not consider rural
teaching and training better than hospitel c¢linics am
they considercd both are essential and complementary 0

each other,

Q. _No.,16 ¢ Should the ROME programme be
A - restricted to & particlar year of study ?
B « or shoud it be a8 continuous programme
extending over the entire period of
medical cducation.
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{Responses fram Undeporaduates)

Private T Govermment
-¥edical Colleges Medical Colleges
JoM2 e 2J(o] me

g{, 4

 $. Anglonmy - - - -

2, Pysiology - - .- -

et

P

3. Biochemistry - - . =

4, Pathology - - 346 1:09

8 mamécology - - -

el

' 6@: M:cmbiojogy - - - 35&9 L

9. Popensia Medieihe - - 27 230

'8 Camunity Medicine 93,9 8744 810 8.8

0, None of the above 93,7 &7 o6 45,0 769

As we could see in this table, the involvement of
Pre & Paretiinical departments, other than P&SM din RMME programme
is almost nil, This 495 contrary ¢ the Covernment 0f Indis/MCX
directive that the entire teaching community including those of
Pre & Para.Clinical departments are opestied ¢o involve in the
schane in an cppropriate integrated rural tcaching for the
undergraduates,
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¢

Designat
(Analysis of Untergradustes and Interns Responses)

Medical,
fon-wis

P&iﬁaﬁe iaea&ca! Coxlegea

Goverment Medical Colleges

% ntgms % Mtgms -ggj Intgros  Uga  Imegms

14.2

262

1, Professor 45,0 41.3 34 - -
. 2+ Associate ?rofeéser 43.7 | 55.3 4 42.8 o 6% -

3. Assistanz Professor 38.75 62,0 28 28.5 - 44.4 ..

4, Bpiamlogsse - - - - - - -
5. Seatistician - - 2'.‘. | - - :. .. )
6, hecturer 43,7 620 40 97.1 - 55.5 23.0

7. Registrars - - - - - - . - e
8, fostaraduates 40.0 75.8 45 85.7 — 64.% 30.7
9. SHOs 125 -« = - - - T

Interns 32,5 4 8.7 -  100.0 200,0

i,
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U& 3Integrns UG  Inteens

UGs Inters - UCs .. Interns

meernship

X o ¥ wm P O w >

Pregent 3 nonths
cepulsory

Training

%
32,5
37
32,5
3.2
18,7

-

b3
6.5
0.8
15.6
214.3
10.0
3.5

oo

4e5

%
28,7
30.8
2040
227

34,2

47

%
28,5

286
14,2
28.6

-

)

% % % %
31,28 28.8 302 X758
45 2e2 5.4 28,7
18.X 44,4 18.7 18.3
9,02 11.3 2.19 @03
230 6.5 16,5  13.6
- - 209 -

E
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Privete He@ical Collsges .« Covermment Hedical Collcges -

YGs  ZIntarns S  Inteme  UGs Interns UGs  Intesns

% % % 0 % % i .

Rupal service as &
pre-gequisite for

2e8 Bd 90 e 2T . 15,8 2765 284
60,0 23,0 64,8 42,8 35,6 62,2  88. 538 .
25 - 360 > 36 20,0 BB Tub
750 533 00 569 428 200 . (B8 bed 385
37 - 1.8 = = - 484 88 154
4.2 - 68,9 47.7 14.3 27.2 27.7 "R 4641
12,5 17.2 - 113 - 36 333 e 2365 .

PG, Medical Educaticn

Biajwjuivliaofwls

( Key givem L A-H] v poge He. 125 & 126 )
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(Relevance of Rutal 'Beacj.ng & ‘I‘ra.tning)

r & L

Private Medical Colleges Government Medical Colleges: r-oc- -
SRR, & 7 11 (oS, £ 5 2 o BMCer s e oKMGer e e s
UGs  Interns UGs Interns UGs Interns UGs Interns
% % % % . % ®H o B R S
ge . A 90,0 58,6  63.0  71.4  81.8 73,3 65,9 38,4
~ B 6.2 27,5 33,3 28,6 14,5 22,2 . . 32,8 61810
Q.9. ® 76 .2 62,0 71,2 21,4 - 79,0 80,0 -~ 56.0 - 26.d e
B 27.5 20,7 16 .2 14,2 22,7 - 28,8 - -T6.9  T6uBrsicr -
c 22,5 20,7 27.,0 28,5 0,0 17,7 - 2001 . 6ulierees o
D 62,5 68,9 €0,1 85.7 TOLY 1 66.46: v rr Tl v 2Fe® prme s ¢

The students cited the following feasons for 8A - why the rural teaching is rclevant
and useful and why they prefer it better than didactic class room teaching ;
7B - gives the reasons why they do not prefer ROME teaching

¢

@.8% - Why ¢ 1. More practical (37) eB. Why =
2. Better doctor-patient relationship (43) 1. Paculty is not inter@Skead (us)
3¢ Holistic view of disease (3%8) 2. Very few cases (ke)

4, Can g8ee casgses at their + 3. o real teaching takes
enviromment. (33D actual place during rural trips(38)
5. Better and more vari 4, Too ruch time takes for
ried emperiences (11 the €ravel (31D
€3 = ne Inquing of Asgbon 222 5. Frequent breakdown of

vehicles (2%)
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Q. 6K 2778

G 16 B 81,6 %

Qe X1 B 74,7 %
Q. 17 8 10.2%

Toable M0+23 provides the information with regard

o the nature of rural health care provided under
RGME programme in thelr colleges whethep it 38

p rimarily curative (74.7%) and only in a very

smail percentage hag marked that £t is a cembination
of preventive and promotive (30,2%) (Q.Ne-17,AB8C )

In ¢his ¢table, the $tudents have indicated their

view vhether the RONE programme should be a continuous
one extending through cut the period of medical
education (81.,6%) or it should be restricted to a
particular year of study (2,7%) (@ ks 3 165 J

(et Pada 136 for 1K fnld quikion)




.47 (1) Adequate - 30.7% %
Madeguata - 9 2.19%

(11} Adeguate - 8,38 %
Inadequate - 55,60 %
(441} Adequate » 4480 %

Inadequate - 58,67 %

o . ; i (Reb. page 136 )

he reason cited by the stidents for the
inadeuate qurative, proventive and pranotive haalth sepvice
previde an part of the ROME programme {Q. No.i7 (4)-(iis)
are {1) lack of adequate transport availedility, (14) Irreoular
visits t the villegss, {3814) Teachers are not camitted to go
and gepvs the viliagers (4€) the viilagers allotted are very
far from the golleée¢ {9 noneoperation of PHC staff and
(#1) ZInadequatz drug and PO budget ahc.
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The majority of the students, as indicated in
Table«23 were of the view that it should be a continwous
programmne extending over the entire period of medical
education.

Q. N0.17 « indicstes whether the ROME programme in their
medical college is (Table 23) ¢

(a) primarily curative
(b) a combination of curative and proventive
{c) a combination of curative; preventive &

promotive,.

The majority of the students indicated that the
ROME programme in their colleges is primarily curative
(74,7%) and the smaller percentage (10,2%) indicated that
it is a combingtion of preventive and curative.

Table 18 pepresents the students georing in a
preferential scale indicating vardous clinical departments®

involvement in ROME programme.

The department of me@icine especially in JUMMC
has scored highest rating, This trend 413 also seen in
othar medical colleges followed by department of
paediatrics, Third in the order is the department of
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Permatology and then Obstetrics & Gynaecology. This
hidher scoring for some department in ROME programmes
The explanation for the JJMMC phenomenon is relatively
simple, as the Professar of Medicine is the Co-ordinator
of ROME, who according to many students and Sculty, has
a very d&fﬂerent view on ROME scheme uniike other
clinician who try to condemn the scheme, Earlier, the
Professor of Paediatrics was the Cowordinator at JIMMC,

The following nine gtatements were the most common
occurred among the responses of UGs and intems with regard
to the benefits they have derived from gem exposure or
micht have derived 1€ they were &xvosed to ¢

1, Can see the cases at their own environment (121)
2, Social etiology and epidemiology of disease (o)
3« Loarm about social habits and customs of
the rural people (76
4, Cultural aspects and their role in diseases (65D
S« Resulted in better approach to the patient (S 3)
6. Came to know the facilities and living
conditions in the village (50D

() = w - Fraquanty o8& Azpewnea.
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Table~24 - cont@icese

7. Could modify the treatment based upon
sociowseconomic status of the patients(3S)

8., Study of discases in its entirdty (232D

9, Better understanding and interaction with
the rural commnity (25)

With pegard to 0, 21 of the questionnaire seeking
their opinion on the suitability of the present Bedford
Mobiles and its equipment in rendering rural health service
in our eountry, most of the students were not sble o
comment upon this subject since they Afd not had suffictent
exposure to the vehicle or access to it.

UGs and interns have given their suggestions o
improve ROME programme, vizss, (8) in the area of patient
care in the village, (b) 4n the area of rural training of
the undergraduate, (¢) in the area of logistics and
administration of the programme « in response to Q. No.22¢
These suggestionshave been presented in a table form
(Table 25), in order or larger frequencies of occurrence.

TABIE « 25

@, 22 (A) 1, Increased visits/stay in the village (149)
2. Improve the facilities at the PHC/SubeCentre(99)



3¢

4
5.
6.

Vs

8s
Do

10,

9922(8) p 38

24
3.

4 &
5.

6o
74
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Botter egquipment, more drugs and duty
conscious dogtors (both at the PHC/College

 tevel) (16

Improve road and communication facilities
in tho viliage (1)

Refular and good followsup of cases (58)

A cound referxal system (SO

Making aware of ¢he programmes to the
viilages ( 50)

Participation of the villagers in the programme (39)
Implement all the programmes ¢ontent of ROME
properly (3%

Establish more health centres at the
peripheral areasC1z>

UGs should stay in the village with €acuity of
@11 departments C1'%4D

Ropeat owposura every yoar (153)

Aduquate number of experienced, committed and
motivated famulty (1s))

Moxe agtivities in the field«specific=tasks (1y71)
Involvement of all pre. para and clindcal (
departments (\11)D

Allot more time to rural visits (105)
Exposure to different villages for varied
experiences (103D
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9

10.

Q.22 (C)

140

Decrease the mumber of intale in medical
colieges (too large batch is dig€icult for
rural training) C1s0 )

Honest implé‘mem:atien of ROME scheme in all
medical colleges (92D

Decrease the number of students in batches
posted to village (10-15) (70)

i, Dedicated, motivated and commiteed persons
to coordinate at the college level,
preferably on a veluntary basis, (72)

2, Burecaucratic delays should be cut down (53D
3. More funds - POL, Grug budget to increase (MoD
4. More vehicles - Matedor, Van etec -
3 éach/colielye (Hed
5: Additionnl parsoanel exclusively for the
progromme (Monitory/Supervision) (22D
6+ Effective supervision by State Government
& Mex (21D

() = = fagwancy of  Aagponsi.
Interns® Vieu on ROMBE Programme
There is a definite and striking contrast seen in
the response obtained f£rom the Government medical colleges
and the private medical colleges in the State, As regards
the stuients training provided at the Government medicsal
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colleges, the one provided at the private medical colleges
48 conparatively better in terms of thelr rural exposure.
However, this trend was greversed in the internship training.
Hera, the private medical colleges were lagging behind

very much with not only regard to MCR regulations but also
to the extent to vhich the Government medical colleges have
implemented them,

Out of the two Government medical colleges, in one
madical college dnterns are trained for thres months in
thros difforant PHCs for a period of one month each and
they get a wﬁal three months etposure, While in the other
Government medicsl college, the total gural pesting is only
£or one menth and the remaining ¢two months they are posted
in the teaching hospitals and para-ciinical departments,

In both private medfcal colleges, the interns are
not posted ¢o the PHC at all, in the sense that they do not
1ive in the PHC areca &s gequired. The interns only
accompany the ROME team to the villages in the moxning

hours,

The interns® views on the existing three months rural
internship, the propesed siz wmonths zural internship and
the rural service as a prew-requisite for $,G. medical
education has been represented in Tgble 2i. Here, what
is mere significant is that vhile they do not mind the
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éxisting three months rural internship being continued,
the proposed six wonths rural posting and rural service
as a pre-requisite for P.G, medical efucation have been
at¢sliked by an overvhelming majority. In the preferential
scale they have scored these ¢wo changas as ‘unnecessary',
'not very useful!, *impracticable’, ‘unethical’ etc,

SECTION « II

Reg

The responses gbtained from 15 P&SH teachers and
35 ¢ldnical teachers heve bean represented in Table Nos.
26-30, (Appendix - TEX).

} On an individual analysis, thepe is a distinct
contrast on views expressed by the P&SM teachers and the
teoachers ¢f the clinical departments on ROME programme,
The views expregsed by the PAGSM faculty by amd large
xefleats a favourable attituds ¢o the programme, the
clinician do not seems to have a high opinion about the

scheme,

Tabie 26 provides us the views of teachers on
various issues in relation to RGME scheme, viz,, the
departmentsthat are involved in the rural training, the



143

Resg

Q.1. Yes - 100%
Mo - .-
Q.20 Medicine - 83,3%
Surgery - 20,8%
Paediatrics - T79.3%
Chat, & Cymaz. w 45.,8%
ERTY » 37+5%
Dermatology - %?7'.,‘6%
By - 37.5%
P2s™ - $3.39.
Q.2B. No ~160.0%
0.33. Good - 58.3%
ot vary useful - 346,6%
Q.3B. Yes - 87,9%
No - 5241%
Q.4. Students are interested 52.1i%

Students are not

interested - 47.9%

(Pl ned. Appannduixk - I

Q“&m

.48,

Q O'4c-q *

&*®

{ox W& quetiong )

1, Necessary i
2. Useful
3. Hot very useful i
¢ 4.2%
4. Unnecessary

Proposed 6 months yursl internship

i, Nevesssry
2, Useful
3. Not very useful
T0.8%
4. Urmecesssey
1. Kecessary |
| 29.2%
2. Useful
3. Hot very useful ,
70.8%
4. Unnecessary

Compulsory Rural Sexvices

—
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elequacy of scudents exposure, the guality of rural
teaching in comparison to usual tlagse-roon teaching
and hospital clinfcs, This tahlee alsc represents
their vicws on the internship programme and also the
corpulsory rural service,

while majority of the teachers have expressed
very serongly 2goinst 6 months dnearnship and compulsery
rural gexvice, they are guites favourable towards the
sisting 3 wonths zurel internship,

Table 27 meéprasents the vieuws of the teachers
as the appropriate pericd which they think the stulents
age £it €0 ba aosed tu ROME and whather the cposurs
should e a continuous programme or L& should ke
restricted to a particular year of the study. This
table alse cives their responses in terms of designaticon
of tho teachers involved in AGME gcheme and also the
sverage OPD strength ab the rural ¢linics zun by them.

Table 28 lucsdifiecs the activities which the
students are ontrusted Quring ROME programng.

Table 29 throws light on the téachers' views
cn dpug supply, the manner of coordination of ROME programme
and their view on the possible impact of the programme,

Table 30 S{llustrates the teachers' visw on the
suitability and desirability of Medules and their
suggestions to {mprove ROME programme.
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TABLE - 27

Responses from P&SM & Clinical Faculty
{contd..)

0.5, Should the students be exposed to ROME
profirame before the beginning of their
clinical years 2

Yes - 312.5%
Mo -  B7.5%
Q.5A, Should the programme be a ¢ 7. Averaqge Omsxﬂg;al clinics
Restricted - 32.5% 1 = -
Q.5B. <Continuous - 87.5% 5e10 = 27.0 %
R.68., Categories of staff involved in Rural 10-15 -« 37.5 %
Health Service & Training 15«20 « 50,0 %4
Professors e 36.6% 2025 = 12.5 %
Associate Professors - B.3% 2530 - 29.1 %
Lecturers -  31.2%
PCs - 58.3%
Interns - 62.5%
PHC doctors - 8.3%
Q.6B Para-medicals (Not - 100.0%

involved)
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TABLE - 28

(contdes,)

Q.8, Whether surgical pmcedurés are undertaken ¢
Yes -
No % 100%

Q9. Adtivities the students and interns eatrusted with s

i. Assisting in OPD Registration ('3
2, Case Examinations (<’

3. Domicilliary visits (&)

4. Hegalth Equcation (6)

8+ Immnization (>

6+ School health (3>

7. Collection of bageline data (3D

t Immantzation (L)
Environmental sanitation (&

Q.308: Promotive activities 8 Health Education (3)
Rutrition Education (1>

() = n - Frequinty oé Aazpomier.
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Q.13,

Bs Inadeguate ¢ 300 %
B(1) Reasons

i. Drug budget inmadequate (4\)

2+ Choice of drug in the list does not mest actual
goquirement (1q)

3, Date expired, nearing expiry dzugs (11D

4, Mot able to give full course of supply (‘1D

5. MOs of PHC does not supplement with his stock ()

Q.12,A, Comments on Druq sSupply

1. Full) course is not given (32)

2. A3l @ssential drugs ars no% available (o)

3, Date expired and useless drugs (2o)

4+ Drug budget inadegquate(24)

8, No continudty of treatment (252

Role of P&SM department & ROME coordination

1. It should be a voluntaxry xotation among
department (21)

2+ Principal should be the Cooxdiunator (10)

3+ Extisting system is okey (3>

4. P&SM Professor may be the Cooxdinator (3D

5 An external pergon may de the Coordinator ()

Q.12.8,

Q413. jul contribution to PHC

Yos 3 37.5% Ho 8 31.2% Doubtful ¢ 33.,2%




R.14.

2. Spares & parts are not availsbie (\2)
3: tow mileage (11D

8, Mot £it for InGlen village rosds (V1)
5. Cost of the wehicle is oo mich (13)
6. Vehicle is not strong and stuwdy (12)

Q.14A, 1. Yes t 16,6 %
3. Mot useful ¢ 83,3 %
Q.15 Suqgesticns to improve ROME Programme
(a) In the avea of Potiene Care in the villages
1. More Mind Buses to be given to the college (H3)D
2, Senior cliniclans on a c¢ompulsory rotation (2!)
3+ Every day visit to the villages (15)
4., Provisicn of more drugs (142
5e Fall course Of treatment (%)
6. Invoivement of para-madicals and medical
auxiliaries in the programms (6)

(b) In ¢
1. Students should stay in the willage aleng L'1)
with senior faculty from all departments
2. Specific Zasks allotted o stubnts (l6)
3. Repeat rural posting every year (!S2
4. Involve PHC 8taff in rural training (1)
S« Suitable rural training curriculum (&)
6. Intagrated teaching (32D

the area of students yural tratning

COﬂtd.g) P
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Table « 30 (ch@&...)

Q.15, () In the ares of logistics administraticn of the
Programmne

1. Increase POL charges (22)

2+ Administration contyoi of all the 3 PHCs (20)

3. Supervision by BME, DGHS & MCX (a)

4, Additional staff to be appolnted for the
programme (3D

Qs16. Yes ¢ 83,3 %

(Y = n

SECTION w» IIZ
Presentation of dats obtained from PHC doctors

The responses obtained from the 28 medical
officers of the PHC 38 of greater importance as the training
of the students and interns were in fact within theilr dominion
and they vere expected to supervise their rural postings and
training. The responses grom 28 MOs from 312 PHCs attached
to these ¢ medical colleges obtained by an interview schedule
(Appendix « II) revesled the following inSormations
pertaining to ROME programme in particular and rural health
service in general (Table 31+35),
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The majority of the MOs do not beleong to the
village, towm ox Gistrict vhere the PHC 45 situated (82,1%)
and & quite significant pumber of them are in the same
PHC for more than 2 years.

In Table 3%1. the PHC doctors gives a clear pleture
of the stuflents and interns postings to thelz PHC, As
presented in this table, no students are posted to their
PHC, or do they stay in the PHC/vSllage except in the case
of BME, According to the PHC doctorszag mz(xiéems stay in
the village vary from one month {7,1%) to 3 months (10.7%)
thile higher percentage (75%) of interns are not living in
the PHC villages at all. |

Table 32 portraits the activities which the
interns are invoived &n the PHC durding their rural posting.
The second pazrt of thie table provides the infarmation
regarding specialiste’ involvenent in rural health
programme and freguency of theldr visit., It is quite
evident from the detas, that the Lntroduction ¢of Mobile
Clinic service to the village, did not gesult {n the
additional services of laboratory. Herav, or surgical
procedures as expected.

Table 33«35 lucidified the working of referval
gystems at the PHC level and also the PHC Qoctors views
on the present 3 months internship, the proposed 6 months
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rural posting and the rural service 4z 8 preerequisite
for PC medical cducagion.

PHC
While majority of the deetors are not favourdble

towards ides of enhanted pexiod of gzural internship, they
have overvhelmingly suppoxts the idea 0f cempulsory rural
gervicse

As response to Q.i.13, the PHC doctors have
gratiped the difficulties which they £ace in their daveioe
day administration and their stay {n the villages, As
sesponse ta the question Ho,i3(b)s fe.es the factors
responsible for the new graduates lack £ intexrast in rural
sexvice, they have given the posaible reasons which arve
represented 4n Table 34, This table slso incorporates
theip commnents on Medules with regards to §ts sultability,

Table No,35 throws iight on thz patieants®
response ¢ curative sasyvices provided by the coliege
through obile CGiinics, and the benefits the PHC derdived
out 0f ROME programms. Majority of the PHC doctors
(65,5%) am shown in this tsbioc, ars not happy about ¢the
present style of ocurative services previded by the colleges
in their PHE areas. ALl of them believe that the patients
prefer PHCs 4o Mobile elinics as the former has continuity
of treatment and also accessibility.
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&eas thea 3 PaE - w.\% 2 ynors o 50,0%
3 yeor o 37,68 Heeo than 8 yoasn « 231448

Qo2

Qeds Znvolusment 4n tho Sosching and Traindng of
_— / Y@ﬁ © 36.33% , Y@a w  42,05%

TntoEns
T~ - 65,73% s » 57343

@30,

2 Won o {2,898 Vo e 57.4¢%

2% Yeos - o W o 1008
B35,

Rebs

Qo0

ReéBs

Ho RW@& mam:s 75.0% 2 months - -
3 wonth o F44% 3 wonths o 30,7
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Qe76

Q.8

Q.8h,

Q.88,

- 3100
Timo allotted for ROME scheme 48
Adequate - 17.8% Inadequate - B82.1%

Activies of the Interns durding rural pesting

1, Assisting in the OPD (D 4. Domicillitary visits (V)
2. MCH & ANC Clinics (m) 5 Under § Clinicsg ¢V

3. Health Equcation ()

of Mobile Clintc visit to the village

Everyday - - nece a week = 4644%
Tuice 8 week «  53.,6%

Specialists visit to the village
Everyday - - Once 8 fortnight « =«
fuice a week - 83,6% Once 8 month - -

Once @ week e  4644%

Departments involved
Medicine - T.4% ENT - 37.8%

Surgery - 28,5% Eye - 21.,4%
Pacdiatrics =« 67.8% Dermatology o 46.2%
Obst, & Cynaee 28.5%

Pe eam - ¢7.81.
Bpocialists invoived

Professors - 7@‘% viecturers - 32.,1%
A5s0C, Prof. « 7.1% Postgraduates - 60,7%

Agste. Profe = 25.,0%
(Y =m

contdeee
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Table 32 (contdeess)

No - 100%

_~Yes = M
- 100%
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TABLE = 33

[

Responses from the PHC doctors

Qs10R,

Q.11.

Qe11A,

Qe.11B.

Q.42A,

0,128,

Useful o 28,57% (Pathe, Micro., etecs)
Mot useful - 782,404

‘ Yes » Wil ‘ Yes -
Taluks District

Good »  35.,7% Not satisfactory o
O.K, » 17.,8% Not functioning -
at ail

} 92,8% UnNocessary -
Negessary f
Useful

' 17.8%  Unnecessary -
Necessary Impracticable -

25.0%

300%
Ml

21.4%

2540%

T:1%

10.7%
74 .4%

Contde s
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Table 33 {(contGe...)

Q..azc.' Compulsory rural service

Q.13,

Useful
Necessary

tUnnecessary - Ni

Impracticable « 28,5%

Hardships and Problems of PHC doctors

1.
2.

,3'
4.

5.

B

)

Lack of sufficient quantity of drugse (27)
Vehicle to transport patients (213D
Interfere of local politicians (110

Lack of living facilities at the village (1s)

Shift of emphasis in other programmes and
targees (8)
Wrong transfer policieg (&)

T hn
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TABLE - 34
Responses from the PHC doctors
{contd...)

R.44.

235,

Poor living conditions in the village (29)

Lack of facilities at the PHCS/PHUS (22)
Un-attractive salry and gervice conditions (12D
Corruption involved in the selection, &5
promotion and transfers (P

political interference in the Qay«toeday
a@ministration (§)

Family planning targets and dis-incentive for
non-attainment of targets (%)

lack of recreationsl facilities in the village (3)

5

B

()

- 44.82% No = 35,74% 1Not sure « 17.85%

Inadequate ( 26D
Not integrated and coordinated with PHC service ('3
No continuity and follow wp of treatment (12)

Mall course of Arugs not given )

Fyequency of visit very few Ci10)

Senior doctors and specialists are not
participating C1o)

= N - lrrqumnmay od  Asgpbantes,

mmat_g [ 2
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Table 3¢ (contdd..)

Q+15A: Proventive Aspects of health

Yes e 42.85% No - 857,14%
0,36,  Dzug supply to the BIC To Mobile Clinic
AQeguate - F,34% Adequate o 71.42%
Inadequate - 92,85% Inadequate - 28,87%
LEEE
Qel7s
Good - 3291@% ‘%ﬁSfQQQOﬁ w 065,51%
Q.17A,
R.18.

Drugs w 25% Specialist

, 75,0%

Bquipments o 46.42% Sc:tvﬁ-.ces " ,
4 . 2 LHverage © eao,
AJa1.Buildings « $00% Soverage Of ) 60.71%

More referral ”
facilities i 50.0%

ccl‘!td. X ]
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Table 38 (@Qﬂtﬁtgo)

Whether ROME complement tho service of the PHC
Yes « 46.42% No - 83.57%
Whether ROME scheme has been Snteqrated with the PHC

0.18A,

| Q.,188,

Yesg o 46,42% No - 53,67%

Q.19, Jhether Medules are useful

Yas o= 25,009 No - 75,00%

0,198, Comments on Bedfo
Vehicie is too | Dif€icuity An
75,00%  maintenance & }+ 89.38%
large repair

ow mileage - 894,28%

Vehicle 4s not very strxong and sturdy - 10,71%
For Family Planning camps 4¢ is ideal - 60.,71%
Not €it for rural wqu - 02,85%

Q.20. Buggestions to improve ROME Programme
(a) In the arca of patient care

i, More and freguent visits by the specialists
to the villages C1Q)

2+ Periocdical multi~disciplinary specialist
camps C1)

3¢ Medical ¢ollege should adopt few villages
for fntensive health ecare programme (%)

4s More ambulance to be provided to the PHC (%)

5. Increased drug budget. to PHC (&)

6+ More egquipment and better buildings for
PHCs, PHUs and sub-centres (%)

(ccﬂﬁdéao)
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Table 35 (contdees)

QQ“ZOQ (b) _1& X

i. Smaller batch of students should be
posted ()S)
2, The students should stay in the village
for 15 days to 3 month with their
teachers ()
3, Goof rural teaching and training
currieuium (1) |
4s More vehicles for transporting students. (6)

In the area of logistics ond admindetration
of the Proqramme

3:; More POL and drug budget (26D

2. Honsyrariagn £orr PHC doctors and DMOs as
honorary Iectugexs C1%D

3+ Garrages and dormitories should bs
completed with all ldving facilities ()

O =r

(c)

SECTION - IV

PHC -the Nucleus in ROME Programme

Along with the data obtained from the interview
sche@ules used £or interviewing PHC doctors, we have alsoe
obtained qualitative data by observation and informal
aroup discussions. The dats obtained by the latter method
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found to be much nmore rellgble for our purpose. TO sum
up, these £indings axe presented as under ¢

One is foreibly struck by the extreme contrast
betuecn the sophistfication of the urban mdical institutions
and primitivencss, and poverty of heaslth care facilities
for the rural duellers in our country. UWhen the 20% of the
urban population has all thebenefits of sophisticated
institutions, the remaining 80% of the rural population has
to £all back upon the PHCs and most 0f these PHCS and rural
dispensaries are either illecquipped or not equipped at all.
The annual drug grant of R,10,000«15,000 may appear a big
sum but considering for a population of one development
block which i zoughly around one lakh and taking into
gecount their daily OPD attchdance it would work shout to a
paltry sum of few palse per patient. The shortage of drugs,
equipment, transport and other facilities make even the
curative care provided at the PHCs subestandaxd,

Transferring the admindstrative control of the PHC
to the concerned medical college 45 an essential pree
requisite for the effective impliementation of ROME schems,
Accoréing to P&SM faculty, there was 3 perceptible change
in the attitude of PHC staff vherever the change over of
control was effected, If the Government really means
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business total control of the three PHCs allotted to
each of the medical collegss, irrespective of their
ownership, should be vested with the respective medical
colleges, inecluding £inancial control 1ike budget,

purchagss ete,

The PHCS and $ts staff in ¢he existing style of
functioning are not groomed to suit the purpose of ROME
training for many zeagons, They are almost taken unawares
to dischorge these fresh Quties, The staff of the PHC to
which the mobile clinde is attached arec expected to assdst
the faculty of medical college in their teachingecums
service activities by coordinating and cooperating with
them Quring the performance of their own Guties,

The Covernment of Karnataka issued a separate
order transferring the throe PHCY completely under the
administration control of these medical conegesi.
However, the DPirector of Realth & Pamily Welifare Services
esspressed coertain ﬁouhtsz regarding the practical problems
involved in transfoering the administrative control of the
PHCs completely ¢o the medical colleges, thoreafter the
Govermnent went back in its eardier comztments anf
Centres® direction ¢o vest the complete afministrative
control of those three PHCs allotted to medical colleges
for implementation of ROME programme has been ignored,
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The Govermment of Kapnataka had a second thought
on this subject and felt that the scheme did not call for
a transfer of administration control over the PHCs, to
the medicsl collages, Instead the Covernment sugoested
the constitution of coocrdination com&tzi:eea‘ and Fevised
the Government order stating that the supervisory and other
functions will notwbe exercised by the Director of Health
& Pamily Welfare and the Pistrict Health & Family Welfare
Officer as before and the status quo maintatined,

It is learnt tO have brought out in the college
and pegional levels goordination commipttce meetings that
the PHCS are not opened at the scheduled time and the
medical and para-medical aculty Soes act attend the PHC
in time, as a result the concerned medical colleges are not
able to imploment ROME scheme in the mamner envisaged by
the Govemnentso

The PHCs way of functioning has aleo come in the
way of effective implementation of theprogramme, The
general attitude of the PHC MOs and suxiliary stagf is
nothing but indifference ¢o0 the programme and they consider
that this pregramme ig an additional burxden to then without
any extya benefit thatsosver,

Thus instead of being the nucleus of health and
a first leval rural referral structure, the PHCs has become

merely an outpatient curative centre for the surrounding
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villages and a Government agency to propagate amd
promote famidy planning , The head of the rural health
team « the medical officer of the PHC has noither the
training nor inclinstion to lead & health team or
efficiently utilise para-medical workers. The MOS have
therefore tried to transpliant the urban<hospital mothods
of working to the PHC,

Mogt PHOs visited for the study lack full ocomploment
ofstagf and this may bz beetause of poor accommodation
facilities, Uhen accommodation provided, other dasic
amenities will be lackinge BuS even those with a full
complemont staff function inadequatelys Because most of
the staff are not from the PHC area a5 pointed our in some
earlier stuiies® a cultural barricr has arisen between the
vilicger and the gtaff, This is especially true of the
doctor who considers himself superior ¢o the rest of the
tcam because of his professionai training. Conzeguentiy,
villagers parely avail of the PHC's inepatient favilities
bacause of pdor Iiving conditions and lack of interest of
the statf,

Apart from the ¢ultural bayrier bstween the
people and PHC, theprs is professional barricy between
the doctor and the other cadres of staff, and the “team”
concept 48 yet to be taken root in the organisation and
structure of PHC,
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SECTION - v

A Government order has heen prorulgated as
early as 4n 19807 that the medical officef of ths PHC
vhese ROMB programme has been implemented, will be
designated as Honarary Lecturer &n Community Medicdne
and the District Health & Femily Welfars Officer will
be designated as Honorasry Additional Professor in
Preventive & Soctal Medicine, UWowsver, the 10s of the
PHCs brought under the present study not only been given
this Honorary status but also they were not cven aware
ofsuch a decision, This clearly shows the communication
0ap batween ehe spex of health administration and their
peripheral units. I the proposed designation has dbeen
conferred cn the MOs of the PHCs and District Health &
Family Welfare Officer (DHO) they would have naturally
shown some {ntersst in the programme, re intriguing
is the fact that in the sald Government order, there was
go mention of the amount of honorawium for these
additional role as teachers ¢o the medical students and
interns., Sren the concerned colleges wers alsd not seemto
have taken the order seviously, as there was no attempt
©0 involve these homorary teachexrs in the regular P&SH
teaching either in the ¢ollage or 4ir their field practice
areas.



166

There are genuine Gifficulties which the MOs
are feced with, The villagers are not so simple or
gullible as one thinks, The village soceial structure
and the powver politics is much more complex than
probably that of the cities, In such & situation his
oun survival there hecomes difficuls,

The PHC doctors' knowledge of community health,
administration, cemmanicable disease, hygiene and maternsl
and 'mw health i8 at best thecreotical, and in pxact&ée
often inferior to that of the parasmedical personnel whom
he is supposed to quide and supervise.

for a meaningful implementation of ROME, there
should be a compiete coordination and cooperation between
the PHC gtaff and medical college faculty., The teaching
setivity is shared by the PHC gtasf for which they mast
be suitable, Here the role of medical officer is very
inportant. For PHC staff 0 be fully involved, the MO
should be thoroughly motiveted and well trained to
organise the teaching programmes,

Unless the MO 4s trained in such activities he
does not £it into the programme, Ho was €11l recently
an easentially curative practitioner with hardly any
training in community work. No training was provided
for medical officer of the PHC, in any comminity health
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programme either before plecemsznt or in service, This
43 the missing link in ¢he plan that has to be supplied
because he is designated as ex~officio lecturex of
comrunity weficine,

The HOs of ¢he PHC3 feol that since most of the
PHCs avre having postaraduate KOs, there is hardly any need
for the specialists' visit, More-over PHCs doctors feed
that i¢ ¢hey refer the patient ¢o visiting speclalists,
it would amount to their admitting incompetance in front
of lowal population, which would bz ¥ery dameaging t0 thsir
private practice, This has alee come in the way of
supporting whole~heoartedly in the programme, However,
there are others tho think that the wisit of the specialists
wuld boost thoir own Smage and they nead not have %o refer
the patient elsevhera. In any ¢ass, the ¥O3 will be agked
to provide the folldw«up treatment cf those ¢ases seen by
apecialist and hence it would not affsct tholr orivate

practice in any tateer.

SECTION ~ VX

The vicus of the Sponsors of the Progranme

By intervicwing the officials belong to the top
hierarchy of the Directordte of Medical Bgucetion in
Karnstaka and the officiais inw-charge of Medlical Egucation
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Cell at the Pirectorate~General of Health Service at
New Delhi, responses viere obtained from them, especially
on the policy and administration of the programme.

The Director and Deputy Director of Medical
Bducation in Karnataka and the Pirector (E,M.R,) who 48
now inscharge of Medical Egucation Cell at DGHS, New Delhi
were interviewed. The ROME Workshop-Direcctor (DADG of
Burcau of Planning, DGHS) was alsd interviewed. Interview
revealed the following informations (Interview Schedule «
Appendix « V).

The Government have allotted three PHCs each ¢o
nine medical colleges in Karmataka State and 106 medical
colleges in the country. So also the case with the
imported *Medulest. There was no official information as
to any medical colleoe having refused o take three PHCs
required under ROMB scheme. According to the “Quarterly
Report® sent to the Director of Medical Egucation and
Directorate«General of Health Services all medical colleges
are implementing ROME scheme and operating medules for
rendering rural health services. The officisls admitted
that the educational component of the programme in many
instances have bech pushed to the background, However,
they showed their helplessness in taking action against
the erring college managements, There is no major change
or modifications envisaged in ROME proaramme for the
immediate future according to them.
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The officials consider that the budget grent
allocated under various heads are adequate, including
the hudget for drugs and POL. The officials rely only
on the quarterly rcports sent by the Principals of the
College and they believe that the additional posts
sanctioned under ROME scheme has been £illed by the
¢ollege managements and the programme has besn implemonted
in all colleges,

To them, the choice of coordinators for the
progranme $8 entirely a college level decision. They
4id not consider that by changing P&SM Professor as
Coordinator would improve the image of the programme.

They also believe that the referral system
envisaged under the scheme linking PHCs; Taluks, District
and taching hospitals has been developed or the colleges
are in the process of developing it. Preventive and
curative services providedby the Mobile Clindics are also
satisfactory according ¢to them.

With regard % the delay in the reimbursement
of the cxpenditure incurred by the managements of private
medical colleges, the State authorities attributed it to
the delay in auditing etc, by their finance department.
 To them there is not much of qualitative difference in the
Bservices .prov&ded by ehe medical colleges in Covernment,
Private, Voluntary and Charitable Sector.
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The officials are not fully satisfied with the
implemantation of the programme as many O0f the components
are yet to be introduced in many medical ¢olleges. One
such area 45 the formation of the coordingtion committees
and {ts periodical mectings.

They do not admit that Medules are used only for
family planning camps but it 4is genuinely used for ROME
training also. %hey believe that the “Quarterly Reports”
are bhased on facts and they do not consider the need for
any surprise visits and they said they cannot venture into
that arca due to paucity of funds and personnel.

They think £t is not fcasible to invoive the
doctors from other gystems of medidine in the programme
and nor 4t is necessary to effect any major shift in its
emphasis after the ROME workshope. The officials consider
the Medules are suitable in zendering rural health service
in Indta,

With regard to compiementing to the service of
the PHC, the officials at the State Medical Egucation
Dircotorate said that since the PHCs are under the Directoér
of Health Services (DHS) they are finding it difficult to
integrate the services of the FHC with ROME, Though the
State suthorities passed an order for handing over the
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administration control of the three PHCs t0 all the
medical colleges, this had to be withdrawn in ths wakse

Of DHS's protest and on his report that such an arrangement
is not feasible in Karnataka Sgate, The DGHS officiale
aleo cxpressed their helplessness as health 4s g state
subject,

The delay in handing over or completion of
dormitories, garrages etcs undep ROME programme 48 due to
the fact that the State PWD had entrusted the work to
private contractors. Since the PWD engincers are slow on
the matter, it has token almost 5«6 years to construct
theze buildings and &n many instances these are yet to be
completed,

The most important and revealing £act is that
for these 318 Medules, the Governmment of India does not
have any spares and the programme would come to 3 stand
still very soon if spares are not procured f£rom the
manufacturer from Britain, With regard to the Mini bus
sancsionea 0 8ll colleges under the programme £or carrxying
the teachers and students to the villages from their
coliege, the Government of India has sanctioned £5:75,000/-
per medical college. Iy was the failure of the State
Government to procure these vehicles ané give to the
concerned medical colleges even after S years.
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Many statements are made in defence 6f existing
practices and the state of ROME programme implementation,
Since ROME workshop has focugsed on many issues in ROME
implementation and the Goverrnment has agccepted them and
taking steps to streamline the progzamme,

However, the officfals at both State and Central
level admitted that the cducational component (o0f under-
graduates) has been given a very low prioricty &€ not
ignored altogether what is taking place in the name of
ROME &s nothing but a rural OPD using tobile Clinics.

SMIQNV o VEX

Profile of a PHC village - an indepth &

amony the %2 PHOs attached ¢o the four medical
colleges brought under the gtudy, one PHC area was selected
for an indepth study, 80 as ¥0 assess the fmpact of the
scheme of Re-Opientation of Medicdl Egucation and the
rosponses of the masses ¢o this programme, The PHC at
Kodaganur in Dgvangere Taluk of Chitradurga District was
chosen for this purpose (Plate No.4). This PHC i3 one of
the centres allotted to J,3,M.M.Coy. Davangere, for
juplementation of the ROME programme.
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Davangere Taluk has two blocks each one having a
primary health c¢entre, namely, Kodaganur and Anaji. Kodaganur
is situated 65 ¥m sway from the District Heoadquarters =
Chitradurga. ©On the way to Pavangere & deviation to Anagodu
Jeads to the PHC, Rodaganur,

The PHC area is sbout 860 Sg.km., the population of
the PHC ares is 1,28,948 as per the 1981 census,. The density
of the population is 150/sqg. ¥m. area. The PHC area is
gurrounded by PHC Sizegere (which is also allotted to JIMMC)
4n the North, PHC Kerebilichi in the South, PHC Holaulakere
in East and on the Wost PHC Anaji (allotted to JMMC).

The avarags rainfall 4in ¢he area is 500 @ and the
mastioum temperatuge around 38° and minimum temperature is
around 28°2,

Kodaganur is having railway accessidbility directiy
to the State Capital, i«e¢ Bangalore, as the Bangalore-Miraj
metre~gauge railuay line passes through Kodaganur. The
State Capital is at g distance of 306 km by rail., Motorable
road is connected to Davangare through Anagodu and Covernment
buses ply twice a8 day and as such the transport facilities
are not satisfactory.

There are 139 villages attached to the PHC Kodaganur
and there are three hoblies, namely, Mayskonda, Anagedu and
Hadadi. A total of 32 villege Panchayats are wozking in
the PHC areas of Kodagamur.
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The main crops of the area are Jowar, Paddy, Ragi
and Bajra and cash crops like cotton, sugar care amd
groundmuts. There are series of water canals from
Thungabhadra River which irrigates the paddy and sugar cane
fields. The eucaliptus trees are grown in quite an extensive
area under the garb of "Social Forestry” in vhich the Forest
Department: patronises to & large extent, This is inspite of
the warning given by the Sciencific Comminity of University
of Agpicultural Scionces in Pangalore that the large scale
plantation of Eucalyptus ¢an result in drought situations
as the xoots o€ the cucaliptus plant ¢an ¢o as deep as 40 t.
ané drain out the undereground water., The reason forr Forest
Departments ovér-enthusiasm is not fayr to £ind as the Birla
owned Harihaxr Poly Pibres is situatedin the &djacent Taluk
of Harihar on the banks of Thungdbhadra river polluting the
Bhadra water and the atmesphere there, The basic rawve-material
used for the manufacture of synthetic yarns and paper here
4s Bucalyptus and in Karnataka it iooks as though the omus of
providing a continucus supply of this pawematerial is teken
up by the forest department even at the cost of the public
out=cry against such vandalism whereby the marginal of farmers
who are prédximate to the Eucalyptus plantation are the worst
agfected,
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Again in this PHC area, there are reserved areas
for growing toddy palms. The rationale behind this
activity 4s higher revenues and for providing good quality
toddy (a6 welfare moasure indeed (8. | '

There are many Mahila Mandal and Youth Clubs in the
PHC ares and according to the Medical Officer 4n the PHC,
they fully cooperate in the Government programmes and also
in the heslth gervices activities. According ¢o him, the
Kasturba Women & €hild Centre 4s very active especially én
motivating for family planning methods and alsy in copducting
immunigetion programmes, This centre is gituated in the
headquarters of Kodaganur ani they are also conducting
occupational training for the women and also educate them
on family planning metheds.

Anganwadi Centres are also cooperating with the PHC
in its activities like fmmunization to children under 0«6
years and supply oi‘ matritional food, antenatal check-ups
and headth edufation, There are a total of 74 Anganwadd
Centres and each one is manned by an Anganwadi Teacher
(€emale) under the Integrated Child Development Services
(2.CeD,S,) programmes

There are large number of educational institutions
spread all over the PHC area, According to statistics
available at the PHC, there are 150 primary schools, 32
middle schools and 6 high schools,



176

Out of the 119 villages under the PHC, 110 villages
have been electrificd,

the people are well cxposed to the mass media,
There are over 5000 radio sess, large number of T,V, sets
(there is a low power T.V. Transmitter- a Satelldite relay
station installed at Davandare which is hardly about 30 kms
away). Both Bnglish and Kgonnada news papers and periodicals
are available in ¢the village.

The major source of drinking watexr is the tube wells.
Bach of the villages has been fitted with tube well and in
addition to it cach A.N.Ms Subecentre is fitted with tube
wall either under India Population Project (IPP) funds ox
the heslth funds. This has: of course, resulted in
drastically refucing the cases of gastroenteritis and other
water borne infections, sccording to the MO of the PHE,
since the chanaes of water contamination and po&z.ueiox; is
ruled out in tube well technology. Thexre are 20 AN,
gubecentres under the PHC contzol and 16 A.N.Ms Subecentres
under the direct adninistrative control of medical officers
of the concerncd PHUs., On an gverage each A.N.M. covers
3,000 population. |

dhe A,N.Mes subwcentres has been sanctioned axe as
follows ¢ MCH subwcentres ~ 04p Famdly Planning Centres « 02p
India Populagion Project - 09y Integrated Child Development -
04; Mininmum Needs Programme - 04,
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The predominant ¢aste group is Hindus and majority
of them belong to Veerashaiva sect (Lingayats), The majority
of the eauca&on institutions in this area as well as in the
Northern Karmataka belt are zun by EQucational Societies
belonging to this sect, including JIMMC, Davangere and JINMC,
Belgaum, Other major *non«titndu’ caste group 45 Muslims
vhich constitute only a microscopic minority. Within the
village ares, the Harijen colonies are well Qemarcated and
usually found at the outegkirts of the village limites,
These Hardjaon colonies have separate wells (either open
wells or tube wells). Their occupation varies £rom
agricultural casual labourers ¢o0 cobblers, dhobis and
such other menial jobs. Majority of them do not own land
£i¢ for cultivation, The Covernment Janeta HpusingScheme
does not seem to have made @ large scale entry heye since
most 0f this group still continues to live in nud huts
with thatched xoof,

ROMB Programme in the villade

The faculty from the JIMMC has chosen two villages
in this PHC areca for ROME programne, Ihey do not visit
the setual PHC headguarters, nor the tobile Clindcs are
bought to the FHC, The dormitorxy snd garrages constructed
at this PHC though completed, have not been handed over o
the college authoritics. Hence the Mobile Ciinic meant
for Kodaganur PHC 4s still stationed at the JiiM Hospital
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at Davangez?é. and 4t has been made use of for conducting
family planning camps, The JIMIC makes use of their college
Bus (since Mobile Clinics are expensive to run such long
distance considering the low milecage given by the Matules)
and visit Mayakonta and Anggodu subwcentre villages of
this PHC twice a week with the faculty from the department
of Medicine, Suxgery, Obstetrics & @maecclogy, Paediatrics
and Dermatology. Since there is no facflity at the monent
for posting the interns ¢o the PHC the interns doldag their
rural posting join the Mobile Clinic team along with

PG studentss The service provided by the Mobile ¢linic
team &n these vin.ages are almost parallel to that of the
PHC and there is a lack of coordination and integration of
service with the PHC. The health care provided by the
college in the villages are predominantly curative with
very 1ittle preventive and promotive activities, Even the
curative services are not continuous or proper £0lloweup
of the cases are given. %he team also f£ailed to involve
the auxiliary and parawmedical personnel of the PHC
vorking {n that area for preliminary screening and
identification of cases for the specialdsts cayes The
drug supply also €all short of the normal regquirements

as the full course of the treatment are not normally
given, Often patients are sent back agfted; giving one or
two days?® dose with an advice to collect the remaining
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from the PHC or to buy £rom outside medical shops.
Domicilliary visit by students and interns are seldome
done. The interaction between the village community and
the students and faculty of the medical college is
limited to 3 bare minimum, The community?s response
therefore t© ROME programme was consequently not very
good. The community consider thie exercises only as part
of stwdents training and not really to help the villagers.
Probably for this reason there i8¢ certain amount of
indifference noticed from the part of community,

The PHC's main activity and thrust is in fulfilling
the family planning targets £ixed for thems The curative,
preventive and promotive heslth care aspects ¢takes 8 sSecond

places Tha present couple team of MOs have made & mark in
etceeding the family planning targets many foldss This 48
testified by the news paper clipping exhibited prominently
at the PHC,

It was on a pleasant evening when after having dinner
at the Anand Upper Mess of the Karnataka Medicel College at
Hubli, X noticed a group of young men discussing about their
future prospects as doctors. The discussion interested wme
s0 much that I soon joined thems X was not unfamiliar to
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them since for the 1last two wecks I have been in the midst
of them « living 4n the campus and having my food f£rom the
same Anand Upper Mess.~ They were frank enough to0 express
their experiences in the campus as students and some as
interns. A}l of them had completed or cofpleting thedr
MBBS from Xarnataka Medicsl College, Some ©f them are
doing their internship which will be ¢ompleted &én a couple
of months, Hence, they are all 4n the ¢crueial stage of
planning thedir career as doctors.

Ajayeo one of the young doctors, was born in Mysore.
His father was an employee with Life Insurarmce Coxporation
and hence kept on getting transfers very often, Heo had his
education all over Karndtaka State. Now for ghod they are
all settled down in Bangalore. He belongs t0 a middie class
Hindu family. He is one among the gtudents passed@ out from
KMC who has some inclination at least in a cognitive level
towards a rural job and has been keeping in touch with many
organizations involved in community health, He did his one
month rural posting at Kalghattgi RHTC and the remeining
two months ¢f the three months rural internship he was
posted . like 81l other interns of the RMC, to gpidemiological
unit, vhere he administered DP,P,T: and oral polio vaccine
to the children, for 15 days. Again another two weeks
posting was given to him 4n the Postpartum centre of the
Hospital where he was asked to give advice and motkvate
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eligible couples for contraception besides obscrving
tubectomy and laproscopic camps, KMC hogpital, he said,

is one of the regional centres for laproscopic sterilization
training ¢entre in India, Then he was posted for one month
to the Dgpartment Of Forensic Medicine to ses autopsy
being done, Since the college authorities feit that as
future MOs of the PHCS they should be well versed with the
procedures of postmortem cases, This is how he spent his
three months rural internship posting in KMC. Hg said he
i3 yet o understand and realize the actual objectives of
the R&SM department and its role in medical education. Our
P&SM faculty, he sald, never took classes during the entire
poriod of MBBS course. “Our classes were entrusted to the
PGs doing thedr MD and DPH courses in P&SH. Aafter all, our
P&SM faculty consists of only two persons - one Professor
and one Lecturer”, he commented.

A¢ this point, other £4inal ysar students also
joined in the discussion amd said that even the one Professcr
and the Lecturer, they have in their department, were t60
busy with a host of things other than academic. The varied
interests and the consequent involvement of faculty are
well indicated by the fact that as the Professor of the
P&t also the Warden of boys® hostel, Secretary of the
Coliege Cooperative Society, Mamber of the Canteen Committee
and some religious Trusts, besides Chatrman, Campus Bcology
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Conmittee. “We were never taken out for any f£ield visits
nor for any rural programmes Quring this 4% years of course
period, on the gpound that the college does not have a bus
0 transport usﬁ. The ¢ollege Bus when gone out of oxder
in 1961, was surrendered to the Directorate of Medicsl
EQucation in Bangalore to be édndemned. "We 444 not want
to resort to what BMC students 4id in 1979, They burnt
the obsolete College bus Quring their protest struggle
against Government sanctioning more capitation feewbased
medical colleges &n the state. We were hosieiul that the
Government would replace the college bus soon. This proved
wrong. In a way the BMC students were right®, one éomeneed.
“gince they burnt the coliege bus, they got a newr college
bus immediately”s

"Io be honest, I do not know what this woxd *RoME!
stands for®, Another intern said, "We,4in ocur student days
were never exposed to such programmes. Even during oup
one month rural internship at Kalchattgi RHIC, ve were only
running an OPP there, under no supervision of our teachegs
or MDs, All the doctors of the PHC have their own private
practice and they are normally not available at the PHC,
uniaess a local VIP turns ups Then the para-medical staf€
summons the 4ootoxr by a telephone ¢all and he attends to
the VIP only to return to his private clinic%,
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They were all furious about the present style of
internship training, Though the rural internship may be
of six months in other states, however, they felt even
the one month rural posting of KX is a meaningless
exercise. Internship, they said, is & part of the
training under the MBES curriculum amd the University
confers the MBBS degree to them only after the 'successful
complstion' of this training and as such 4t is only
reasensble to believe that we need to ba trained under the
supervision and guidance of some teachers and we cannot
get trained ourselves, We need to be trained under the
guidance of some teachers of the P&SM or the MO of the PHC
and they are not bdthered to come to the PHC, If this is
the attitude of the pecple who are supposed to train us
e do not £ind any purpose cven in this one month posting
and, we, no doubt consider this ono month posting as a
punishment of exile to a village, instead of considering
this as 3 part of our traininge

They all relterated "we are interested in rural
training and possibly in rural service, primarily due to
our gural background. But are they prepared to train us ?
Has @ single Professorfrom the Cilinical depsrtment of KMC
eéver ¢ome to Kalghattigi RHIC even once during our one
month potiting there ? ~ they asked, "ie know that we are
not fuily equipped to meet the challenges of running a PHC,
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OFD independently. Somehow we manage with *SIMS & MIMSY ,
We ¥now we are not doing & godd job but in a given situation
like this we cannot Go bhetter. Most of the essential drugs
are not there in the PHC. We apprehend that there is large
scale syphoning of drugs by the staff concerned. There is
an' acute demand for imjections from the patients « 8 culture
fostered by the successive MOs a8 3 strateg@ to improve
thelr private practice, and everyone 4n the village only
vanted injections and not tablets or capsules, Injections,
they think is the only effective modicine in Allopathy,.
Apart from running the OPD, the only other job we d is
assist organising family planning camps which seems to be
the most important task given for the PHE,

The villagers know that we are only trainees and
they do not consider us as fullefledged doctors, They have
no faith in the treatment given by us. Yany @ not even
bother to consult us and seeing us managing the OPD they
turn away. It is sometimes very frustrating as well as
huniliating, It i8 also a fact that we do admit that we
do not have sufficient confidence 4n our cliniceal skill &ue
to the 4nsufficient and inadequste training we received".

Another student from the group pointed out the
problem of language in medicsl educations According to
him, & boy - howaever, briiliant he is, inspite of his high
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percentage of magks, in the pre-university examinsgtion
(ang possibly obtained the medical seat on the mexit
quota), still if he had studicd in the Kannada medium
scheol ox college and then switched overnight to English
on a medical college that too Srey's Anatomy or Wrigcht's
Physiology, for months and years he £inds himself uwnable
to cope up with his language vhereas the other group,

vho probably might have purchased the geat giving many
lakhs {especialiy in private medical college having both
quotas) ut had the good fortuns to have English Medium
Equeation in a Public School, fair well in the MBBS theory
and Viva-Votce Examinaticn, mestly because of his Sluency
in English language abpd that sometimes becomes the criteria
of his performance.

All of them said in one voice that they are
prepared to take up prural service as their future career,
since they do not have rescurces ¢o start their own
independent clinics. Hpowever, they said they are not in a
position ¢o0 pay the current mavket rate of 8,400,000/« to
60,000/~ for getting selected to the Covernment sexvice.
e feel bétrayed vhenever our successive Health Ministers
of our State makes a gtatement that ¢he doctors are
unwiliing €0 go and serve in the villages”, They said
that "they all aze prepared to go to any part of the State
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or oven outside, gven to the remotest corner, i€ a decent
job is provided without the ‘mamool' of #.40,000/~ to
60,000/=, Our parents have already spent quite a lot money
for our education during this last 5% yesrs. It will be
unfair on our part to demend another half a lakh oy more
for securing a Covernment job., Even L€ we are able to make
up this amount by some means, what motivation and commitment
will we have to serve the community? We, 1ike others, will
only be eager to make as much monsy as possible to make
good the money paid, even at times resorting to foul means
and corgupt practices, even at the cost of the suffering
patients, When we give this half a lakh, we also gell out

conscience also €0 them.

Wo often hear the accusaticn of cuorruption in the
PHC, especialiy at the level of MOs, but in the present
oontext, when they pay helf a lakh as bribe to get a job,
can one really expect a botter sexrvice from them! Hare,
vho 48 at fault? The corrupt buresucracy or the pHe
MOs?

"There are many thousands of doctors reaistered at
the Bmployment Exchanges 4in Kornetska and waiting their
turn for Govermment jobs. By no means, the Covernment of
Karnataka can ever induct all of them €0 services. We
have to look for other avemues. The source of migration
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has also been plucked for gocd or bad. Them vhy should
Government sanction medical colleges like primary schools
in each and every towns in Karnataka. Not only the medical
eduastion 48 in search of relevance, we all are in search
of relevance in this predicamental situation., Ue believe,
it i3 our teschers who need, more than us, community-
oricntation. Once they are oriented and their mental

out look changed, naturally the students will follow the
suit?®,

Tough. their statements were loaded with emotion
and cazégin‘amonnt of frustration, probably their xeactions
are not »aelly unfounded, My observation and the data
collected from other medical colleges only supported what
they said and not a single statement contradicted.

Partly the reascn lies in the faot that rapid
mushrooming of medical colleges with the unavoidaeble infiux
of inexperienced teachers, lack of gppreciation for the
endeproduct needed, out-moded teaching methodology, lack of
teacher training programmes and an ancient examination
system « all contributed their might towvards creation of
8 situation like this,
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Case Study = 3
Cage Stufy of PHC doctors
The three PHCs allotted to Jawaharlal Nehru
Me@ical Coliege at Belgaum are by no means neer the
medical college., The third prls gliotted to this medical
college is at Nandagad, almost 65 to 70 Ims away from
the college on the way to Sirsi.

I boarded the Sirsi bound Bug in the morning and
for the next 3 hours bug travelled through the thick
Government reserved forests of Khanapur Range, @n a
deviation from the roal to Panaji, After about 8 kms
from Khanspur was the Nandgad viliage. While getting down
from the bus X could not believe that thore is a village
in that areca since all round the viilage was rothing but
thick forests amd there were not smuch human habitation,
The mejor occupation and economic activity of the area is
timbexr industry, After walking about a kilo-metre from
thebus stop, I reached the PHC of Nandgad.

Out of the tlree MOs there, one is a couple team
(Administrative MO and LMD) who happened to be the graduates
of JNMCs Once they finished the morning rush in the OFD,

I could have a long chat with them and this 1ed me to get
bit of an insight énto the problems vwhich MOs in such

remote areas are faced with, By no means, what these
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doctors said wasg differcnt from other MOs I met a)l other
PHC in this State.

They said "we did not want to use the influence -
poiitical or otherwise, or monsy to get transferred t a
better place and we are prepsred to work in any part of
Karnataka. 3 years ago we were working in Shimoga Pistrict
in d remote village and this place Secms better than the
earlier oney Our only regret is that we are not able to
provide good education to our children as there are no
iEnglish Madium Schools arcund 80 we sent our children to
Marathi or Kannada Medium schoolsgg

The couple team seems ¢o be very dedicated to the
profession as also theyare very popular in that locality
uniike some other PHCs T visited., I found the OPP strength
quite ¢good, Though both of them are young, their
professional commitment and their attitudes towards paticnts

looked impressive to me,

Nandgad is one of the drought-hit areas in Karnataka,
There is a power shut down every éay for 6 hours in the
morning which affects the running of the BHC aspetiadlly
vhen minor surgical procedures are to be done.

The MO8 at the Nandgad PHC said : “This area is also
noted for KAYSNUR FOREST DISEASE (KFD) due to the migration
of monkeys f£rom the neighbouring districts of Shimoga ard
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Sirsi owing to the large scale deforestration in those
districts, ©So alsc there were & number of cases of Japanese
Encephalitis vhich 1s due to the increased pig farming in
the boarder state of Goa which is not very far from Nandgad
PHC area. The PHC has got good buildings and undsy the ROME
Scheme a new operation thpatre, garrage, seminay halls and
dormitories have come up. Though they have not been handed
over to the PHC authorities, the construction has been
completed. This PHCs also come under the IPP and under this
project additional quarters for the staf€ members have been
buile,

The MBs X met at all PHCs were quite f£rank while
recounting thedr experiences in working &n PHCs in the rural
areas, They were highly critical about the Government®s
policy of transfer which £s nothing but "pick and choose",
It is not unusual to £ind MOs working continuously for 15 to
20 years in remotest villages vhereas others who are near
the power and politics will never be disturbed for decades
from their comforts of city life, Again they will 3lso be
deputed for further training and will be chosen for promotioﬁé,
thy said, while the man without any influence is neglected

in all these respects,

The MOz were of the view that if the Government was
keen in msking pPHC aveilable to the masses ldving in the
gural and paripheral areas, then they should have provided
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the basic infrastructures amd living conditions for the
doctors who has ¢o0 live in villsges, Many & time, their
guarters, if it {s constructed, are in dilapidated
condition and without s sanitaxy latrine or drinking
water facility. It will ba too much to expect a dogtor
tc live and serve in the villages in these conditions,

Theymade a comparison with the deputy Commissioner/
Techsildars who have been provided best bungalows, vehicles
and all amenities, who are in fact equivalent to them in
cadre and designation, Unless facilities for the education
of their wards and basic emenities for thedr stay are
provided, doctors may not stay in the village though they
might accept such postings. %hey were of the opinion that
it would bs unfair to generalise that all s of the PHCs
are corrupt. Though there are a few bdack sheeps among
them, by and large, the younger group oi MOs have & sense
0of conmitment and they do not indulge in such malpractices,
Accoxrding to theml, the major causes for such incidents are
the wide-spread corruption in recyxuitment, transfers, in=-

sé@rvice training and promotion in the bureaucracy.

With regard to the introduction of ROME programme,
they said they are in the midst of pre@ﬁzment because of
the dual authority exercised over them, "Administratively
the MOs of the PHC come under the direct supervisional
control of the Pistrict Health and Pamily Welfaxe Officer
(DHO) and in turn under the Director of Health Services (DHS)
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However, under ROME & parallel linc of authority has now
been exercised by the Director of Medical Egucetion

through the Principals of iadical Collegew. Since we are
bound to £fulfil the targets set by tho DHO especizliy on
Family Welfare Progrommes this additionsl tesk of ¢raining
of students and interns poses g deflnite problem to us",
Msny MOs, they said, have taken a stand ¢f Lgnoring the
directives of the Director of Medical Educstion and Principals
of the colleges, zince the MO of a PHC is ¢nly answerable to
the DHO who it seems is not very enthusiastic about ROME
activities in most cases. He said, there is a definite
commntecation gap between MO0s of the PHC and the Directorate
of Medical Egucation and they are not consulted even while
constructing additicnal building or modifying existing
structures within their own PHC campus¥, We 4o not even
know that we have been appointed as Honorary lectures of
P&SHM of these medical colleges®,

"The family plenning targets set for each of usg
sonmetimes burns our owm fingers and we ave bound to pay
additional incentives to the acceptors in order to fulfil
the terget®,

Though dormitory, garrages are constructed and there
is vater facility in the cémpus he was doubtful that medical
college authorities will ever venture to pest their students
and interns to this PHC considering the distance invdlved
and other resources and inputs required £rom their side,
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Case Study - 4

The Role of Community in ROME Scheme

Though the benefit acerued to the community is
incidental, they constitute the largest single gategory
of beneficiary. Villagers in 318 developmental blocks/
PHCs attached to the 106 medical colleges, roughly
constitute 3,18 crores of pecple who are supposed to be
the beneficiaries to the scheme,

Our study reveals that 98% of them ara not avare
of the actual objectives, philosophy of ROME progranme and
their own role in it. What they have understood is only
in terms of training programme for the “Doctor Makkalige®
and “Chicka doctors” (doctor students and junior doctors).

They have not availed the services from the Nobile
Clinics, as much as they wanted to, The reasons are manye.
Generally the Mobile Clinics visit to thér village is a
once a week affair. Therefore they prefer to go to a local
private practitioner or in his absence to PHC/PHU doctor
vhoge services are availableat a nominal cost on § contimious

basis.

They consider the me@icines given at ths Mobile
Clinicsfgﬁéap amd ineffective, Moreover, as one school

teacher complained, normally they do not bive medicineg
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for more than a day. The villagers are asked to go to the
PHC doctor for the remaining days®’ dose. "Once we are there
the PHC doctor chases us out stating he does not stock
medicine for the Mobile Clinic doctors”. Apparently there
is a clash of ideas between the Mobile Clinic team and the
PHC staff, 1In cffect the villagers are made to run from
pillar to post.

The students, interns and their teachers who come
£0 the village to have a first hand experience 6f the rural
enviromment » their housing, ssnit¢ation,hygiene ard their
health needs, refuse to come out of the Mobile Clinics.
Practically no interaction takes place hetween them and the
villagers, Uo health educaticn, surveys or preventive or
promotional health service worth ite nanz is being carried

ocut in most places.

People of the Hannihal village maid"seeing this huge
vehicle amd the noise produced by its generatoy a large |
willage crowd is attractsed to ¢the Mobile Clinic due to the
curiosity and inquisitivensss. Most of the patients are
womzn and children and most of them have conly imaginary
symptoms and thedir main purpcse is to have a closer look at
the vehicle. Since the Mobile clinic facility in this
village is only once a week and the community has access to

a private allopathic doctor within the village and also to
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the PHU doctor at Sambar (5 kms away)., most patients make
use of facilities other than Mobile Clinic. Again their
own PHC at Uchagaon which is situated 20 kms away from the
villagzs on the other end, is also ignored éué to
inacoessibility.

YAt £irst we went there out 0f curicsity to know
what this ‘white elephant! is 31l about, We were greatly
impressed by the inside of the Mobile Hospital, the roarding
sound the Generator produced, Oux childfen enjoyed most
from their weekly visits. “Dodda doctors" (Senior Doctors)
visit to the village is s rare svent,often the student
tratnees (interns) only examine us", paople of Hamnilal
village said,

The days of visit to the village is fixed according
to the convenience of the college faculgy. "If the visit
was synchronised with the day of the village shandy (market)
we would have greatly benefited from the Mobile Clinic as
everybody takes a aa§ off f£rom the farm on the shandy day"
said an old faxmex,

Majority of the people who uses the services are

tiomen and children., Others cennot attend the clinic as

they are busy in thelr farms,

The villagers wWere not aware their role in the

programme more than that of mere recipients of the curative
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sexvices provided by these colleges: The villagers were
not consulted nor their views obtained before fixing the
days of visit to the village or given them representation

in the various levels of co-ordination committees.

Thus all our tools of data collection = intensive
observation, informal depth interviews, case studies, data
obtained by questionnaire and different types of interview
Schedules revealed the rather distorted implementation of
ROME scheme in the sanple medicsl collegesstudied,

Keeping the objectives of the study in view, certain
parameters have been drawn up which would possibly Indicate
| thessudents commnity orientation. Their response to certain
questions were take as the criteria for deciding their
comminity orientation.Bince the majority of the students’
response were on the negative side, we have concluded tﬁat Y
the students® inclination torards rural health services-;s/
is very low, This could be attributed to the teacherp’
tiis~inclination towards rural health services. Thd
specific areas of deficiencies will be discussed/in the

/

next chapter.
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CHAPER « V

DISCUSSION
SECTION A

A society can make rapid progress if there 4s
high relevance in its ideas and values, policies and
practices and organizations and institutions, Whatever
the efficiency of an enterprise or sophistication of a
system, 1€ its output serves only the private gain of a
fow then its social relevance is lost. ©On the other hand,
the social relevance of a society can be deemed to be
high wvhen its economic, social ard political ideologies,
prolicies and instruments are oriented ¢to meet the felt

1
needs of the masses I

It is thirty eight years since India has attained
her independence. During this period, there has been an
explosive increase in medical education in our country
(Chart - 3). %This phenomenal growth can be compared
favourably even with the more developed countries of the
wrld, However, two cardinal face;rs have wiped out the
apparent advantages of this commendable increase, isce
inspite of the encgmous growth rate of medical personnel,
the benefits of the health care delivery system have not
percolated to the periphery to the extent one would like
and has not reached the grass root levels in our country
(Table - 2). Therefore, the vast number of villagers are
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Table 3

Medical Education in India since Ind nc;-eng:e .

Total No. of No. of students
Year : Medical S

Colleges ""ﬁmitteﬁ T Qualified

194748 28 1750 1051
195051 | 28 2675 1557
1960-61 60 5874 3387
1970-71 95 12029 10407
1580-81 106 10934* 12170%e
198182 106 10749% 12278%¢
198283 106 11054 | 9659%e
1983-84 106 g521¢ N.R,

#* Data not received from one Medical College in 1980-81 and
6 Medical Colleges in 198182 and 1982«83 and 32 in 1983-84.

#% Data awaited from 4 Medical Colleges in 198081 and 6 in
1981-82 and 22 in 1982.83,
N.R, = Not Received

Source : Medical Council of India
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still without ostensible wmedical care. It has often been
cmphasized that the real India is in the villages amd it
is in this vital sector of our social fabric the poverty
of health care delivery is acutely and keenly felt.

Today the majority of medical colleges (nearly 90%)
in India age Sovermment colleges funded by the revenues of
our State Gevernments and Central Govegnment. Without
going into the statistical detalls of the cxact quantum of
money spent from public funds to produce a medical graduaééb
suffice it tO state that quite a considerable amount is
spent for the samz. It is, therefore, Smperative-thaelthe
sociaty shouldreceive the benefits of such a costly project.
This can bes done only i€ the system of medical education
can produce doctors capable of, and willing to pay back %
society the benefits that they have geceived in the shape
ofhaealth care service. For this we require well trained
physicians, who are leadexs of the medical team and who
have the expertise of clinical and social skill gpart from

proper emotional mileau.

There is always a wide gap between the ideal and
the practical. Pedical education 13 expensive and the
nearer it appreaches the ideal the more expensive it becomes.
Medical education has therefore to be related both to the
resources that are available and to the needs of the country,
It has to be cast within the framework of tho general
educational system in the country.
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Any amount of time can be spent by going on an on
at length about the pit-£3ll and lacunae in the programme
of ROME as existing at present. 3ut it would be more
rewarding 4if we spend sometime to delinecate some areas im
which ve are more concerncd and separate the pertinent issues,

and causitive factors for our discussiong.

SECTION - B

Implementation of ROME - Has the Cbjectives Mot 2

The schame has essentially two componentse ©One is

the clinical teaching and training of the undergraduates,
and intexns in g rural set up and theother is making up

the basic health care to the rural population especially
those who are residing in remotest areas and those who

cannot afford. Further, the services of the specialists
are to ba made available either by referrals or by active
participation of the clinical specialities moving to the

rural areas to the extent possibie,

Now when we analyse the data collected, in the
above context, we find that the programme has not made a
conceptual entry even at the cognitive level to the
undergraduates and their teachers, leave alone developing
commitment, motivation or even a favourable attitude to
community health. This is primarily because the college

managemeats, especially the Government xun colleges have
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not yet made a sincere attempt to give a trial to the
programme. The common excuse the Principals and Professors
offere@ was that such 8 wéeks posting under ROME scheme

will upset the teaching programme of the students, especially
the hospital clinics. Thus, by and large, the educationsl
component in the progranme has been pushed to the background
(Table 27 & 20),

The training programme for the interns under ROME
scheme is equally neglected. As against the MCI recommended
6 months rxural posting, in most medical colleges, the posting
is only for one month, except in one medical colliege where a
three month programme is implemented. In most cases the
faculty neither visits the PHC during their posting nor
¢closely supervise their training. %They have been left at
the merey of PHC M0 who is egqually ignorant about the
philosophy, objectives and implications of ROMP scheme and
who is otherwise occupied with host of other activities.
Hence the majority of the interns do not attend the PHC
posting regularly and the absentees manage the situstion
through the proxys.

With regard to the second component providing health
care coverage to rural population of three developmental blocks
(three PHC areaz) by the medical college, the study reveals
that the service provided in a few villages by these colleges
are essentially curative, with very little followeup treatment.
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The services are often parallel to that of the PHC and
it has not been properly coordinated or integrated with
the working of the PHC, Rupther, the noSus operandi of
the services provided i6 also far from satisfactory. For
example in some instances the service is provided to a
particular village for a period of one month only. Then
the programre is shifted to another village and thus to
return to the first village {t would take minimum of 2
yearse., Hence the continuity of service is lost, There
4s hardly any domicilliary visit to the patients' home,
The specialist services is nothing short of a glorified
rural OPD conducted inside the Mohile ¢linics, mostly
by PGS

The first objective of our study is to £ind out
as to what extent these medical collefes were able o
implement different components of the ROME scheme. From
the data ¢ollected, we arrived at the fact that the
aducational and training components in the programme
have not been implemented in three medical colleges ocut
of the four medical colleges studied. The second objective
of our study is to evaluate whether these nedical colleges
were able to achicve the objectives of ROME scheme, i1.e¢
the community corientation of UGs and their teachers and
extending rural health to peripheral areas of the three
PHCs allotted to them by creating :eferrél complex linking
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PHCs with Tehsil/Taluka, District and teaching hospitals.
We have alsc een that this objective has not also been
successfuliy realized, except some rudimentary form of
curative services which the colleges have been providing.
Our third major objective is to examine as to what extent
the ruwral communities have benefitted from these programmes,
their role, perception, reactions and response ™ the
programme. This we have discussed in the earliexr chapter,
in the faxrm of @ case stuly. Now the major task within our
objectives is to identify the problem areas, lacunae and
the difficulties in implementing the schemes We shall

di scuss these under specific hsadings.

SECTION = C

Let us begin this Giscussion in a conceptual level
and consider the logistics of the scheme, WHO has defined
primary health care as “esBential care based on practical,
scientifically sound and socially acceptable methodology
mad® universally accessible to individual and families in
the community through their full participation and at a cost
that commnity and country can afford to maintain at every
stage of their development in the spirit of seif reliance
and self Getermination. It forms an integral part, both of
the country's health system of vhich it is a central function
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and main focus, and of the overall social and economic
development of the community. It is the first ievel of
contact of individuals, the family and the communith with
National Health System, bringing health care as ¢lose as
possible to where people live and work, anf constitute
first element of a continuing health care processv,

To ecrystalise, the primary health care has 0 be
casily availsble, accessible and continuous andits success

depends on three essential prewrequisites

i, Maltiesectoral approach, co-ordinated €actors
with other dovelcpment pxogrammes

2, Commanity involvement «participation of people in
planning, wmanagement and supporting the health care

3. Apprdpriate technology » scientifically sound
tochniques but f£inancially feasible and operatable by less
gkilied at community level,

Now let us consider the ROME scheme 4 relstion to
the prénciples of primary health care, as this scheme 48
considered- as a means to achieve the "Health for All Ly
2000 Ap®, The pertincnt guestion at this stage is whether
the ROME scheme was drawn up keeping this philosorhy of
primary health care at asll.
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Will the scrvice provided under the scheme, in
terms of ecasy . ' availability, accessibility and contimmity
of health care, ever qualify to consider that 4t is dased
on primary health care principles? Wiat are the components
for multi-gectoral approach im ROME and vhat is the &egree
of community participation other than a mere recipient of
of services from the providers{ Though there are &ifferent
co-ordination committees, at the levevl of PHC, College,
Region, State and Nation anmd it is a hard fact that no
pommanity participation, not even of the slightest deéree
is incorporated in the programie either in the identification
cf problens or in planning, programming execution, management
and support, Among the community health jargons. there is
no other word as abused as community participation. Though
it has become a ¢li che, many consider 4t f£ashionable to
mention sbout communivy participastiocn ard we also see this
in almost all documents on ROME, When we consider the
philogophy of primarxy health care, it also means the social
contzrol of the technology, and use of appropriate technolegy.
which in cther words the subordinastion of technology to the
people, The technology should be seientifically souné but
financially viable and operatable by loess skilled at
commnity level. ROME programme ean never boost to include
within the €rame work of any of the above principles, The
tMequies? come from Britain and they are not at all
appropriate, taking into consideration the conditions of
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our villages, and the rudimentary form of curative service
provided to the commiinity is not baged on the felt needs
of the commnity.

The second and the probably the most fundamental
issue we could raise at this point is the very basis of the
philosophy and objective of ROME, The ROME {s primarily
o reorient medical education by providing sufficient
exXposure to the students and the teachers in rural areass
Madical college is not a sexvice organization. I¢s primary
function is to impart medical education to the students.
Theraefore ROME naturally for them 4s only part of their
teaching exercise and it is possible that they may not be
concerned much beyond their prime consideration of teaching
and training medical students., Here, when we talk about
medical colleges, it includes private capitabion based
medical colleges run purely on a commercial basis. HEnce,
would it mot be too much to cxXpect that these medical colleges
will provide health care coverage tothe population of three
developmental blocks (roughly 3 lakhs) which is cheap,
effective, accessible, easily available and on continual
basis, considering the 111 equipped departments they have
in their colleges, and thaching faculty always precariously
below the MCX guideline., Secondly, why should as a matter
of é@éﬁe. the community look upon towards such private and
Government medical colleges for provision of their primary



206

health care? Is it not yet another bureaucratic game of
®passing the buck® by the Covernment to some one else whom
they know that they cannot deliver the goodss Every

citizen of India has a right to get medical and health
£acilities and this right has been embodied in our constitution
too. Then wvhy should the community look up to these illwe
equipped medical colleges for their health needs which by no
means 4s qualitatively satisfying, By the present scheme
neither the commnity is benefitted from the poor quality
services provided in 3 haphazard manner,; nor the students are
oriented by a few gural visits to watch a ‘rural OPD'., Again,
is 4t physically possible and practicable for any medical
college to provide, within the given infrastructure of the
coneg'e: and taking into account additional inputs given £rom
the scheme, to take up the onerous yesponsibilicy of health
coverage of 3 lakh rural population cxcept to provide a
referral system as envisaged under this scheme., A via medda
would be to give freedom to the medigel college to take wp

2 o 3 remote subscentre villages situated in the periphery
of the PHC area and hiaving roughly a population of S000 each
and to aive intensive, preventive, promotive, curative and
rehabilitative care until these centres are well~develcped,
for a period ranging from 3.5 yocars, and then the college
can select three other sub-centres and concentrate thore,
This suggestion is based on the assumption that during this
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3«5 years period, the Government will be able to esteblish
health care infrastructure in these remote subwcentres by
making 4t a PHU or by the input of sufficient numbers of
health suxilliaries (CHV/MBB etc.) |

Thus the community need not look forward ¢to the
haphazard services provided by the colleges which fall like
crumbs, The responsibility of providing reasonablg good
health care facilities proximate to their villages chould
be the sole concern of the Government and not of a few
medical colleg Deans or P&SM Professozrs, vho stay in cities
60=-70 kms away and make a 2 hour visit to the village once

a week.

It was a great mistake on the part of the Government
o allow the private capitation fees~based medical collegee
to proliferate which arc operated only with an eye on the
big money involved, Taking advantage of the laxity of MCI,
these colleges sprung up all over the state and now
Yovernment's plan of rural health care with medical colleges
involvement has been thwarted. Neither they are able to
hand over the administrative control of the three PHCs to
them, possibly due to the dangers involved, nor they are
in a position to withdraw from their commitaent. In the
bargain unwillingly or otherwise the community became the
victims,
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During 1277, when the ROME scheme was launched,
all the 106 medical colleges were anoeteq 3 PHCs fop
teaching, training the undergraduate students and interns
and for providing health coverage ©@ these three development
blocks, UWhile distributing these PHCs to the colleges,
no thought has been given to allot PH@s which are proximate
to the colleges for effective supervision and easy
accessibility. Thore are PHCs allotted to colleges which
are as far away as 70 kms from the collegef, In such o
situation effective supervision by college authorities on
interns and UGs training are bound to be affected. So also
the specialists service provided to these villages. Almost
3 hours will take for travel one way alone and thus the
faculty will get hardly an hour t0 spend in the village.
Moreover, the fuel bill also goes mounting in such cases
considering the fact that POL charges per vehicle is only
B¢ 500/~ per month. X£€ 3 PHCs allotted are in close
proximity to the college, then it could have saved quite a
lot of time, fuel bill, in addition ¢this would have ensured

an effective supervision and coordination of all programmes,

Though the I recommended 6 months rural training
out of the one yscar compulsory rotatory internship training,

none of the medical colleges under study seems to have
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{mplemented it for more than 3 months period, In two medical
olleges interns are posted to rural centres only for one
month, while in two other medical colleges, even during this
one month's posting they do not reside in the PHC area as
required, They merely join the ROME team on the days of visit,
However, in one medical college, interns are posted to 3
different PHCs for a period of one month each on a gotation

basise

As it is, the interns training programme at the
moment is a poorly srranged and illesupervised. The rural
internship programme, vhich was meant to familiarise medical
students with rural heslth problems has come to be viewed as
- a necessary ritual, It is not uncommon for students to £ind
ways of evading this stint, though they are there officially.
Intexnship ¢raining is to be used to secure 1linkagses between
medical colleges and community by shifting such training
programues away f£rom the medical colleges to selected PHCs,
taluka hospitals and district hospitals. This has a twowfold
objective, i.c. Oof training the students in an environment
which he £s 1likely to comfront in his actual life az a
community physician and that of an emeraing health cere ‘
delivery services in the periphery as a result of the input -
of additional medical personnel in those regions £rom the
teaching hospitals and the stimulus resulting there from,

Thus the rural internship programme which the students
undegzgo under the supervision of the department ©f preventive
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& Sociel Medicine is far from saeisfaceozy; In most cages,
the teachers are neither orienteé to community nor to their
own disciplina, hence one cannot expect much from such
eeachez-é to impart rural orientation to the studentss The
prevailing rural training programme in most of the medical
colleges leaves much to be desired and only meant for
satisfying the MCX Airectives for the recognition of the
¢colleges, The students do not develop & sense of commitment
under these circumstances, Perhaps one of the areas vhere
a radical change in the curriculum will be most effective is
in the intermment training proégranme.

Administration and logistics of the Prooramme

Thoueh the scheme was started as a centrally
sponsdred programme with 50350 share with State CGovermments,
it put a heavy financial burden on the medical collegess
especially on the private medical colleges, The Government
of Karnataka clarified the policyz to the management of the
private medical colleges that the cost of petrol, oil and
lubricant charges in £ull in respect of the mobile clinics
have to be met by the custodian of the vehicles - L.
concerned aolleges, and Government of Karnataka oould
reimburse this amountonly 4§ the CGovermment of India
provides any assistance in this regard,
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ﬁhen one considers the genesis of the capitation
based@ private medical colleges in Karnataka and the purpose
of their existence, itis unrealistic to expect tham to
spend lakhs of rupees annually £rom their hands to run ROME
programme in an €fective manner as desired by the:Gbﬁernment
by meeting the expenditure on POL charges, repaires ami
maintenance charges ©of the vehicles given under the programmes
Since ¢their motives are clear, cven 4if£ thoy take up rural
hzalth care under the threat of MCX's nonerecognition, those
attempts will be nothing short of a farce.

Pinance and Budget CGrang

Thcugh & sum of 85,10,000/= has been allotted per
centre making a total of R5,30,000/- for the 3 PHCs under a
medical college for purchase of supgical equipments,; in many
cases either the budget granted lapsed or when procured, it
is ddverted for use in their own teaching hospitals,
S4milar was the fate of the budget grant Of 15425,000/«
sanpioned for furniture and books, Again, there is a
provision of rural library at each of the PHCs under ROMB
progyamme, However, there were no such facilities existing
in any of the PHC studied, obviously, either they have
managed to get the budget lepsed or the books might have

found its way to some other places
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Government *s Avathy

Though Government of India has provided 41,11 lakhs
Guring 1978479 for ROME programme which includes provisgion
for the purchase of a Mini Bus® as the 4th vehicle unfer
the scheme which was meant for transporting faculty and
¢he medical students from the college to the PHC areas,
This has not been procured by the StateGovernment, though
they received the Central assistance as carly as 197980,
T0e nonesupply of Miniebus was cited by most medical college
Principals as the yreason for not taking the students to the
villages,
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colleges skip their responsibility towards the rural
community to accept the health coverase of three develops
ment blocks unlike the MCI zeocognised colleges. The
decision of Kernataka Covernment to sanction several more
capitabion~based private medical colleges should 3ogically
spur the Union Heslth Ministry and MCI into gction, but
going by i;‘:s track recoz@ one ¢an safely predict that this
will not disturb the Ministry’s and naturally MCI's state
of inertia, though both 0f tham periodically threatens with
a move to amend MCX Act, fowever, knowing the power of
political iobbying for such private enterprises in this
countyy one can gsafely presume that these threats may not
materialise in the near futurs.

Despidte a perceptible decline in the standorad of
nedical education cver the ysars, the Unfon Ministxy of
Health has neither formilated a national policy on medical
education nor given the MCI cuough powecrs to retrive the
gituation, A3 a result many illeequipped medical
institutions have sprung up in the state in recent years
in contenptous diseregard £or the norms laid down by the
e,

Megules

Government of India, imported 318 Medules, each
costing R.845 xakhss - 4 vheel drive smaller vehicle which
i meant to manocuvre difficult terrains gnd kutche village
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zoads anf hilly tracts asnother 2-whecl drive large
vehicleos meant for mofuseil areca where botter poads are
available, Deliberately or otherwise, we £ind all the
2evthecl drive lagge cehicles are dumped on to the private
medical colleges and the devheel dpive smalleyx Medules
were retained by the Covernment medical collegen in the
State. Does this mean that ¢he PHC arcas allotted o
private medical colleges have good roads and viceeversas
The private ¢ollege authoritics have now reaslized that
2-vheel Grive large vehicle cannot manoguvre the village
roads ia the FHC areas allotted to them, Such diserimination
in alloting mobile clinics by the CGovernment, whethey
doleberate or otherwise, was not in good taste, The
authorities should have ensured 8 fair mix of vehicles of
these two types £o that college authoritics could use them
accogding to their discretion,

Since 1979-80 ¢this Medules have bacone an {ntegral
part of ROME scheme and in many instances the faculty and
students Ysve unflerstood ROME progranme only in ¢texms of
Mobile clinics, 2In other words, the Mobile clinics have
become synonymous with ROME schewre,

Thore hag been mixed reaction to these cl:itxiés
and some scepticism has been raised regearding their
functional utility®, The utilisstion of these clinies
has varied from one institution to another depending on
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difforent factors., There is, nc doubt, an urgent need
£or evaluating the efficiency of the c¢linies to identify
activities of optimal utility of total health cere
strategies for the rural greas, since the cipenditure
involved &in procuring and maintaining these vehicles are
€noLmous o

The Ministry of Health had given specific instruction
that the Mobile clinics are not to be utilised for transporte
ation nor should it be brought €0 the headquarters
umecessaxily’. It should be stationed at the PHCs whexe
separate girrages have been constructed, However, vherever
the vehicles are put o use for ROME programme it is made
to travel between the college to the village along with
£aculty and students,

yhen Soverament realiced that nobile clinics given
to medical colleges are not put ianto use, the DGHS expressed
their desire to withdraw two of these mobile clinics from
thogse medical collegesi where they have not been put to use
pmpexlyaéa and $o0 re-distribute the same. However, all
medical coilege authorities painted a posy picture On
ROME Smplementation in their colleges and managed to retain
all the three Medules, for conducting fomily planning and
other camps or to keep it a8s a status symbol, Another
reason for not roturning these vehicles were that most of
its expensive equipments have already found thejh way to
theiy teaching hospitals.
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The Mefules have been fitted with heaters = a
necessity in Britain but absupd 4n India -~ which made working
conditions unbearable inside the vehicle. Inside these
vehicles, there {s no place for awniliary personnel.. The
most fmportant problem was its low-mileage « it morely rxuns
less than 3 km/idere of diesel.

The vehicle §s also not very strong, especially
the interior furnighing, the shelves and pharmacy cup<boards
given avay within a fow years of its uge. dhen the most
revealing €fact comes out that these cupsboards have only a
wod f£inish with sunmica/formica coating and inside it is
£411cd with saw dust, An Indian Company could have
£abricated a botter, strong and sturdy vehicle which is
suitable to Indian road condition for just half the ¢ost.
Bven the two vheel drive wvehicles are unable to negotiate
interior village roads. These vehicles have also carned
a nickengme "White Flephants” due to its unusual size
(probably this name is appropriate not only beceuss of the
Jarge sige but alsop considering the expenditure  $nvolved
in maintoine 4t).

YTha scheme has not baen successfuly implemented én
most medical colleges. One of the rceasons for this may de
that the type of vcehicle which was provided has not really
dons the job and on the contrary has brought f£llefome ¢o
the scheme"...’f'O
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Now most of these hospitals on wheels given to
these medical colleges are gathering dust and rust, Its
doors are janmed, keys are lost and a lot of the expensive
equipments has vanished mysteriously. The CGovernment
apart from the actual cost Of R5,8.5 lakhs and annual POL
charges of f5,6,000/~ has to pay onyearly insurance premium
of 142,500/« on each of these medules.

Az & newspaper repome&“ “The spirit was willing
but the flesh was weak and after sweating 4t out for a short
wvhile, the doctors gave up. And thus another grandiose but
short sighted scheme hitc the dust®,

However, on an fmpartial view one would agree that
Yobile Cliniecs can occtipy an fimportant and definite places
in the planning of compgehensive health care for the rural
areas, 4f 4ts services are made availsble on a continuous
basis and made acecessible to a2ll segments of population,
particularly the vulnarable secticns in the rural and
peripheral aresas, The domicillary suirgical sexvices through
Mobile camps in most places have been well received,

SECTION » P

with 2 weekly visit ¢ an area, as practiced in
some places and providing services contimucuzsly for & month
and then shifting thoir services (in which case, it will
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ultimately take 203 years €o retusns to the same village),
there 45 no continuity or follow up of trestment given,
Sugh programme probably would help the ¢ollege management -
to palnt g rosy picture to the DGHS authorities sdtting in
Dalhi about the health coverage provided to the villages.
Howevar, to the villagers such a hephazardly organisecd
progrommes could not be of mueh help.

Bven vhen uvsehly visits are provided by the
medical ¢olleges, 4t remaing as a parsllel services, as
it i not integrated with the sSexvices provided by the
PHC, In a few cases, the PHC authorities aré not even
aware when the faculty Srom medical ¢ollege would visit
tholr PHC villages. The much nceded followwup of the
cases by the M0s of the PHC s aoct forthecoming,

By and large, the drug budget of X,15,000/- por
Mobhile clinic for a population covering 3 Qevelopment
blodk is by sll means dnadeguate. EBven 4f£ vwe are taking
into consideraticn the PHC annuel drug budget of 5,310,000/«
drug dudget foxr the gpproctimately one lakh population is
a vory meaore amoint. One has to take into account the
pilforage at various points and therefore the only &
very small percentage of medicines goes o the people for
whom it 45 meant for. & section of students accused the
P&SH faculty for misappropriating ROMB drug stock, while
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some of the villagers ¢think that the ¥0s indulge in
misuse of drugs and other corrupt practicese

There was also wide spread discontent among ¢the
¢iinical faculty, interns and PGs as to the dgugs supplied
¢to the Modile Clinics. Iioet of the drugs given are not
useful in common practics and in some cases outdated drugs
or dsugs nearing enpiry date were also found ¢o be in use,

In most of the villages the druns are given for
one or two days only. Tho pationts are expected to buy
drugs for the remadning days. IFor many reasons « either Gue
to noneavailability or noneaccepsibility to a drug shop or
:ion«aﬁfo:dabns.tm this is seidom dones

Hence ¢the sc:f{@neiﬁcany trained speciallsts sre
doing more harm than good, especislly wvhile dispensing
antibiotics for & day or two Kaowing that the patdents
cannot procure the gemaiging éose of such costly dsuags.
e college authorities pass the bugk to PHC suthorities
stating that the PHC doctor 48 supposed (o provide
follow=up care and hence the patients can collect the
remaining Gays? dose from the FHC, But in the actual
situation vhere PHC having 7,500-10,000 annual drug dbudget
for a liakh of population, can never afford to give those
antibiotics prescrided by the Mobile Clinic team (vexy
often in the PHC's list of drugs, such antibiotics axe
not included).
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The Mobile ¢linic doctors spoke in defence of
this practice of giving one day or two days Gose of dguas.
It is to "inculcate 8 sense of value ¢o0 the villagers
othorwise thoy will throw it off i£ the entire course is
given to them®,

One who has slightest knowiedge about the village
life will know that their sense of value of a villager is
suaech higher than that of an gvorage urbanite, This
aroument is nothing short of “rationalisation of an
drpational action®.

One of the objectives of ROME is to got the
specialists deal with common ailments and tyain students
¢to provide health care under rural conditions: Such being
the case, will the posting of SHO, PGs and interns %0
Mobdle Clinics ir the pluce of clindcal specialities,
veally help the students? Though they can help in the
initial screening o2 patients and £ilter the cases for
specialist eare and stullent teaching, the PGs and interns
should be under the guidance of thelr senfor teacthers,
There $s no involvament of para-medical vorkers &n the
Mobile clindcs, s0 also essential lad, X.ray and surgical
faciditics,

The present complaint of insufficient clindcal
material at these posting arises out of puor coordination
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with FHC peopsonnel and conséquent nonepublicity of the
spacialist®s srrival in a particular village on & given
date, Xf the afvance progeamme 48 sent to the PHC and
the MO takes interest to sond his BHWS of the sres
concerned and gives due publicity about the gpocialist
arrival in advance, thoy would naturally make use of the
gacilities made available at their door stepa,.

Though the Community Health Volunteers (CHVs)
constitute the largest single health auxillfarics in Indte,
i.0. One for every thousend population, their role gnd
funceticns have not yet been Qefined inROMB scheme nor
their services have been integrated in the programmes A
a result the servicesduillions of CHVs in the country
remain unutilised &n this vieel sector, especially in
preliminary screening and identifying of cases that reguire
gpecialicts sttention, referrals frxom his village o the
ehile Clinic or through them to the teaching hospital.

He could have been an useful link for the students end
the faculties in establishing rappoxt with ¢the village
commynity end they could have made & successful enty to
the village through him 4in solving the village health
problems.
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SECTION » G

Referrals

Ong of the inportant objective of ROME scheme
vas to create a viable "Referral Service Complex® linking
PHCS, Taluka/Tehsil, District and Teaching Hospital of
the college, at different levels 8o as to form a functional
system having direct inks with commnity arcund them,
Hovtever, 4n the melical colleges under study, this concept
is yot %o take root. The cases seen at the villages, &€
they are serious cnough to demand admission, such cages
are hrought to the teaching hospital, but once they are in,
the situation is by no nmeang dbetter, The patient has to
¢o through the usual buresucratic hurdles to get himself
admitted and the conditions of tho hospital, quality of
troatment, the drugs supply ~ all leave much to be desired.

Again the propesed *Referral Service Complex' &8
short~circuited by linking the subscentre village (vhere
Mobile clinie is being operated) Qirectly to the district
hospitals or teaching hospitals of the college, by-passing
the linkages in-betveen (1.,0. intermedisry links in the
chain, iike PHC, Taluka, Tehsil or sub-divisional hospitals)
whenever the PHC doctors refer cases, they also send them
directly to the District hospital, by-passing the taluka
hospital, Here again the tesching hospital of the medical
college 4o {gnored.
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The scheme even after existence of almost a
decade, 48 yet to develop a viable referral system
linking all institutions in the hierarchy., So also it
has not succecded in providing the mmey an
acceptable, reasonably good care to the referred patients.
This is basically due to the fect that the scheme has not
been integrated into the woxking of the PHC and its
objective. &S long as the present practice of conducting
parallel service by PHCs and the medical college team is
in prevalence, this idea of creating a viasble ‘referral
sexvice complex® may not materialise. Again under the
scheme the Covernmment has only visuslized the dovelopment
of infrastructure at the PHC, while at the other links
{(Taluka and subedivisionsl hospitals) corresponding

inprovements are net envisaged,

Amb4. in Government/MCL Dircctives

Students exposure

The Central Coverrment/MCX Qircctive 4s not cleasr
in the follcwing issues s

1, Batch(es) of students to be posted

2+ Optimum number of students per mobile clinic
3. Puration of posting

4, Contents of the programme

Therefore the individual colleges interpreted the ROME
scheme S0 as to suit to their convenience and implemented
it in their own way. Again clarity. lacking on the
folloving matters @
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s Whether this suggested 8 weeks programme €0
be taken place Quring their pre-clinical or clinical years.

2¢ Vhother this 8 weeks posting to be made at one
stretch or in a staggered manner.

3, Repeat rural posting should be made in the
following year or not.

4, How these postings can be effected without
affecting their usual teaching curriculum and hospital
clinics.

SECTYON = H

Sceial Sciences dnput in ROME Proqramme

"Medical efucation if i¢ is divorced f£rom the
study of humanities wiill tend ¢ profuce only a technician
and notfphysician endoved with the capacity to deal with
hunan problems oy with the sympathy and understsnding
necessary %0 win the confidence of the patients he txeats"zc
The relationship betwesen doctor and patient 4s first and
last a very intimate human relationship the quality vwhich
is of the utmost importance ¢o boths The more a medical
man acuired for himself an understanding of human nature
and of social relationships, the better does he equip
himsel€ for the wise use of his professional knoviedge

and experience for the benefit of his patients,
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The expectatilons of the socicty that a medical
graduate will be a scientist, a humanist, as well as &
fellovw citizen with & gense of responsibility to the
community ¢o offer his services whensver they are needed,
will have to be fulfilled,

Successful practice of medicine depends not only
on the clinical skill of the physician but also on his
undeystanding of the psychological, cuitural and social
factors infiluencing the patients® response to treatment.
It 4s therefore essential that the doctor should be
£amiliar with the concept of soecial science as &n importent
component of medical practice.

Subjects such as Economics, Demooraphy, Socioclogy,
Psychology and other social sciences should form an integral
part of this package deal. It is only by evolving such a
miltifaceted approach to the study and unferstanding of
the comminity*s problems can the medical student and the
doctor be made aware of the significant pivotal rele he
has to play in this dynamic endeavour, and not allow him
to geduce himself intd a technicien with his technical
know-how, ready to work in & piecemeal nmanner ag certain
wvalnerable points,

The ROME programme should have been the most
appropriate relm to introduce an increased input of social
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sciences to the undergraduates which would have helped
then to relate their professionsl skill to thepecple at
larges Unfortunately, in the colleges brought uhder study,
no such attempts seems to have been made &n this direction,
that was more distressing is the fact that ROME programme
has been reduced into & conventional P&SM fieldd visit and
it has no way tried ¢o improve the Social science skill of
the young graduates,

Paculty Pooition

The faculty position at many medical coileges is
very precarious, In the Covefnment run KMC at Hubli, the
department of P&SM has a very pathetic condition with
regard ¢o teaching faculey, The departument which conducts
undergraduate and postgraduate courses (M,D.) and Diploma
(pPH) 4s manned only by a Professer and & Lecturer. This
is inopite of the specific recommendations made on these
aspects of ROMB at the 8th joint Conference of the Central
Council of Health and the Central Family Welfare Council
held in New Dolhi on 18th-20th August 3982‘3‘; ™y haye
zecomnended that posting of requisite staff in the attached
PHCs as well as in the P&SM and other participating
departments of each medical colleges are o bs ensured.

The joint Conference also envisaged the establishment at
the State level and in each medical college, ©f a standing
machinery to review the implementation of the gcheme

every month and to forward progress reports regularly ¢o the

Mindstry of Health & Pamily Welfare, however, this did not
happen in mest cases.



227

One of the fmportant factors for creating a
frame of mind suitadble for the practice of community
health orientation is needed the attitude of medical
teacherse. I€ senfor clinicians have an adverse attitude
tovards community health 4n general and on ROME programne
in particular, then the students will naturslily £ollow
thedr lead to the detriment of the cause. The involvement
ofthe f£acuity from clinical departments 4in. “he training
of madical students 4n the commnity settind, 's an essential
premrequisite o achieve the desired results.) As Banerjd
ft??&)%p‘oxnts out “inspite of all the radiclé’ Jeclarations,
i‘lét_-}efrer. no attempt hag been made to change the |rentality
that the senior members of the medical ptofessldn and
tegchers hed inherited, nor were attempts made ;zo open

|
medical profession to poor classes of the sociel y”,

Many £ the wmeddical teachers are on the )b=for
many reasone other than the aptitude or inclination for
teaching. It will be tco much to expect goed teaching
£rom such teachers, The selection of teachers in most of
the medical colleges is mede on many criteris of which
academic attainment form only a very nominsl parte. In
addition a good student need not necessarily be a good
teacher. %he major drawback ©f ROMEscheme is that the
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faculty has not been groomed for this task , For the
students orientation, it is necessary that theipr educators
ba oriented £irst.

15 comments “Betauge: of the

As one medical teacher
professional vested interests in medicing, the medical
profession has refused to accept the fact that all dootors
cannot necescarily be goof teachers. Educational science
and pedagogy are important functions on vwhich medical
curriculum should be organised, thatever the content and
relevance of the course. Teachers in medical college in
India seidom joins because of their love for the ‘vocation
of teaching'. A base in the madical college 48 helpful in
the cutethroat competition of private practice gpart from
being itself a channel of referral to one's own private
clinics, This 4s inspite of the fact that MOL recommends
fulle-tims non-practicing teachers. The remuneration
offered ¢ medical teachers fLurthey conpound this problem.
It is only as late as 1977 MCI has statedethe need for
teachers to undergo a course in pedagogy. However, cven

now this i3 not mandatory®,

This state of affairs has resulted in the clinicians
generally developing quite an unfavourable attitude towards
rural training of undergraduates and interns,
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The programme has bsen coordinated under the
rosponsibility of the department of P&SM in most medical
oolleges. This had led to some clénical faculties and

interns to look upon this scheme as a programme of the
department of P&SH,

The faculty drawn for the P&SM was mostly composed
of those who in the early poriocd came from the fiold and
thoreafter completed postgraduate studies to quality as
teachers. They were considered outesiders to the academid
world who get rapid promotions because of the vacancies
that existeds Even today the faculty members in this
Gepartment os one teacher stated ‘continue’ o be second
class citizens', The panking 48 not se much as a result
of 2ack of professional ¢training., It {s a part of mental
block mostly attitudinal, vhich accepts the presence of
community medicine Qepartments in medical schools with

regsezvations,

Secondly, it also nesds t© be noted that Lf the
early ¢teachers in the subject lacked acadzmic conpetence,
today they are handicepped with lagk of adequate field
experiencae. EBithey of the two situstions prevent optimum
grovth and professional recognition. Since the P&SHM
pFofessors are the ROME Cowozdinators in most medical
colleges, this affected the image of the programme in
general and P&SHM has a very poor image among the students
and their own clinlcal Sreternity.
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Thirdiy, the stufient porception of the role of
comminity medicine in their professional development 49
yot another important areas In most of the para and
eclinical departments students get falr tist of learning
opportunities, In this lcarning experience, the teachers
are active participants. ©On the other hind, the teachers
in commnity medicine act throuch and with the cooperation
of the staff in health centres, Very often the discussions
in the classroom £ind 1ittle relevance in every day work
expericnces. In such 3.situation student is likely to gat
an impregsion (and very naturally) that community medicine
is a concept that is o be talked about and discussed but
1t is not useful in daywtoeday practice £or 4t is vague
and not very useful,

These amoxpacus concepts of Comminity Health taught
to students do not tellvhat sort of economic and sociald
procsses are 8t work vhich produce huge difforences in
economic and socisl opportunities to different social
groups, which heve/close boaring on the health statuses
of the cmmmﬁtyas‘ In the teaching ©f ¢community health
it is often ignored that heslth should bz sgen in the
context of over all socicecconomic development 6f the
community. However, those of the dootors who were inducted
into as PHC medical officer, repented fior not taking theirxr
p&S"classes seriously when they were students, as they
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have now realigsed that what they practice nov is 80%
P&SH and other sudjects which they thought as the best
did not come to their gescue in the rural health practico.

Medical University

Many States, including Karnatake have been
spinning the idea of establishing a medical University
in this States in order to improva the standard of medical
education and implement ROME scheme effectively. Even
at the national level for sometime i¢ has been debated
Whether sucn an orientation and development of relevant
medical cducaticoprogramme will be achieved bettor by
setting up 3 Medical University for the entire countyy
in c¢ontrast to the present system of affiliating medical
colleges to the local general Universities. In the State
of Karnataka the® medical colleges (MCI recognised) are
affiliated t0 § different Universities with siightly
difforett curriculun, examination and semaster systems,

Bstablishment of a Central Hedical University
will indeed bring about an unifomity throughout India
in the syptem of medical sducation. The University will
besble to enforce uniform admission requiments, curziculum
and syllabus content, iaterns training, examination
atanderds etc, DMoreover, an all India merit basis admission
o different maedfcal ¢olleges, irrespective of its geographical
location, will now he possible, if such a8 nlan is materialised,.
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The MCI, the highest technocratic body which had
earlicr undertaken the task of remodelling undergraduate
madical education was unable to corréct the prevailing
problems in medical edusation, especially in Karnataka
Sgates

"BEven though the MCX has laid mindmum standards
formadical colleges inciuding the qualification amd
experience of teachers it 1s 8 welleknown f£act that these
standards have been follcwed in default rather than in
écceptance, It would not be rash to state that if an
objective svaluation were to be made of the 320 cdd medicel
colleges using the soecsalled minimum sequirements of the
MCY, more than 56% of the colieges would have to be closed
down immediately. This exercise would itself e;@ose the
complicity of MCYI inspectors in the dilution of standards
in the eountry”.

Our present study only re-af€irms the above
statement. In most medical colleges, some of thepara
and pre-ciinical departments especially the department
Of P&SM exist only for the sake of MCI recognition with
Q skeletal stagf, We £ind the Government often threatens
stating that they are going to amend the MCX 3ct €0 curb
the mushrooming of capitation based medical colleges.i®
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Unfortunagtely the threat has not Hoen materialiscd and
more and more private capitation f£se-based medical colieges
have sprung up with the blessings of every suéfessive
Mintetries.

All the unrccognised medical imnstitutdens owe their
exigstente to theanomalies in the Indian Medical Council Act.
Qurrently, a8 college is opened once the State Government
gives fts sanction, The Universities are almost taken for
granted and university affilistion is given without much fuss,
Several yoars hence the college authorities approach the
Medical Council for recognition. The Council sends its
inspoction team and basef on the report 0f the inspeclors
ofthey grants orx rejects recognition. Thus one ¢an have an
unresognised medical college, vhose students are awarded
degreas recognised by the MCEZ, The MCI has found that
colleges are not housed in proper buildings. Necessary
equipnents and ladboraoty facilities are noneexistant. Most
of the colleges donot have attached hospitals and therefore
the nost dmportant component of medical efucation -« clinical
training - &8 missing, Under the existing rules in Karnatska
the Goverament can confer affiliation to a medical college
@irectly over-ruling the University decision. In a given
situation like ¢his, how is CGovernment ¢oing o hand over
the responsibility of rupdl) health carc of 3 development
blocks ¢o these medical collgges ?
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Literature on Medical Egucation

thile reviewing the relevant literatures on medical
education, it 4s focund that the writers on medical education
seems to be obsessed with undergraduate and postgraduate
medical education and their discussion primarily confines to
these two levels., However, when we consider the objectives
of a medical college amd its functions s not only to
produce medical graduates end postgraduates alome but it has
also to meet the national health manpover requirements.
When we consider the €act that the doctor 45 the leader of
a health team, he is not the only important person. The
paraenmcdical and auxilliary health personnel play a pivotal
position &n providing comprehensive rural health care,
Hence, tragning of an adeguate nmumber of porasmedical
personnel to provide the supportingrole £o the doctors would
be an important function of medical education, which should
be given prime importence., However, their training proevisions
in these medical colleges=have been largely ionorcé by many
of the medicel efucstionist (Table 8, 5, & 6 and also Chart
Nos2)e These psrsonnel need to be produced in a much greater
proportion than that of the Qoctors. lHowsver, the paradox
in our country is that though the undepgrafidate and
Postgraduate medical education has developed manifold over
the years, the training programme for the para-medicals and
auxiliary medical personnel has not been given its due
importance. There is a perceived £elt need for these
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{Doctors & Murses)

Yeai Doctors Mrses
1951 61,840 16,550
1961 80,084 35,584
1971 1,51,129 80,620
1980 - 255,138 1,46, 20%
1981 2,68,712 1,50, 399
1982 2,71,598 1,62,875
1983 278¢,265 1,764,421
1984 297,228 +

4+ 3 Not available

Medical/Dental/Mursing Council of india
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3352 Categoxy sanctioned Position
1. Doctors at P.H.Ce 20115 18962
2. Docters at allopathic Dispensaries 7856 €849
3. Doctors at ISM Dispensaries 3276 3142
4., Health Workers (i) 75319 71968
5. Pharmacists 20433 18640
6. Lab. Technicians 6935 5973
7. Block Extension Educators 4850 4494
8. Health Supervisors (i) 23868 20451
9, Nurses/Micdwives 9394 8708

Source ¢ Hand Book of Health Statistics of India, 1985
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categories of trained workers in the rural aveas. However,
the medical education literature scemed to be obsessed with
only UG and P96 medical education completely neglecting this
vital area,

Loordination Committees

The Covernment has Spelled cut its policy with
regard to the coordination committee mueting at variocus
levels such as PHC, College, Reglonal (District), State and
National (Appendix VI), The Government communication in
this regazrd maRkes it clear that officers of the Government
vwho do not attend this meetings will be treated as dereliction
of duty on the part of the MOs, and are liable for immediate
suspengion and departmental enquiry. Hovever, this has not
happened 4n the actua) practice. During the last one year
éven Directorate of !edical Egucation £ailed to convenue
the state level meeting: The £ate of the coordination
committees at the level of colliege and PHC coordinaction
commitiees at the level of college and PHCwers also not
different. It at all convcned, these meaetings were poerly
represemted especially the DHO, and Government Officials and
the deliberations of these moetings uvere not necessarily
followed up vith actions. In most cases, the DHO or his
nominee has not shown much interest in inwilving himszeif
in tha college level meetings.
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It ig also interesting to note that though
Covernment has worked out detailed plans on the constitutéon
of varlious levels cooxdination cormitices » at the level of
PHC, wedical college, District, State level ete. in none of
the committees, the actual beneficiary of the programme,
i.0., community members were representeds

thile the factors listed out in earlier sections
have all contridbuted to stifile the programme, they are ali
basically symptomatic of one root cause,; L.¢. the total
lack of community's participation in the programme., Ail
manner of services and, programmes at all levels hagve been
planned by people who have little, if any, knowledge of the
rural arecas or the villagers perceptions to health programmes.
Their felt needs, wishes, views and ideas have never been
consulted or respected and lack of their involvement has
affected the programme to 3 great extent. Possibly, the
¢entrallised bureaucratic approsch nowr followed in the
programne has dissuaded the commnity €rom involvement in
the very progromme cimed at their welfare, Wcnever a
programme £3iis there {8 often tendency to blame the
community and we have,f\&scapeogoawachanism by saying
‘because people are ignorant and guperstiticus the programme
did not make the desired impact'. The ROME programme 45 not
an exception. e have heard this same theme in many
variations many times, £Lither those who makes such statements
are rash and careless or they betray sexious geps in theirp



237

knowledge of community perception, Programme implement-
ation in xrural setting is an extremely complex. Hence
compronises are inevitable, But thecompromises should
bendinimum so as not to affect the basic objectives of
the scheme.vhen DGHS dr MCI formmlate g rzural health
policy it is taken as granted that its %% represents
all segmente of the scciety. However, in practice they
are somotimes ao:ﬁna relevance ¢o the masses..

This fact is clearly issustrated in our data too,
presented in the preceeding chepter in the form of a case
study (Case Study~d).
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SECTION . X

The £4ndings of the study 4s no way encouraging,
The CoVermment itsslf &9 turnsd cut to be the main culprit
4n riot impiancnting the programme in & Mode and gpirit 4t

was envisaged.

The vast majority of rural people, for whose
benefit the progrgme was launched {besides UGs and
Interng) were left out in plennsing as well ag detemmining
the goals, which were meant to cater to théir needs.
Neither has the camunity been encouraged to contribute
to the progrimne nor theigruishes are sought oF respecteds
In £act, in the name of the ney scheme, the trend has
reversed - a total dependeney on the medical profession
has been promoted,

It hag falled to motivate the students, even
at a ecognitive level tovards rursl orientation 4n relation
o their Suture carper. The attitudinal change expected
from the teachers tovards comunity orientation hag scme how
worked in the cpposite direction, Most of the clinicians
reacted violently wwuards the programme and they maintained
a perpetual hostility towards the schame ridht from the
beatnning,
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While the privsts medical colleges made some
sttanpts to implement the scheme in their medica) college
those under the Government control, which are expected
o get an exsmple to others, have turned out o be the
biggest defaulters in all respects, I£ the Govermment
wvag earnest in implamenting the scheme and g sincere
effort was made, the programme would not have guffered
to this eoxtent, Even the Govermment's fallure to release
the Central assistance for puychase of a Mini Bus'® ¢o
wach of the medical colleges concerned has cogted the
programe very deakly. S slso was the case when
Covernment in 8 mpst rotrograde and regpessive step,
decided th withdraw the 6.0, on handing over the
adninistrative control of the Fils to the concerned
medical colicgess The stand taken by the Govermment
{DCHS & MCY fnciuded), by rolying solaly on the ‘Quapterly
Repores® sent by the Principals and not making ite owm
effort to verify the facts with Tegar8 ¢o programe
{opiamentation, has given & chance o the college managements
to be lax on the fgsue., Goverment®s insbility to swpepvise,
control and monitor the progress of the schane has resulted
in the schane being neglected by all concerned. We believe
that these measures adopted under the gardb of RMME to make
the medical efucation 4n India vesponsive & social need
far froam progressive, they are mepely cosmetic changes,
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aAccording to the original plan of the ROME
programme, during the seconﬂophaae which was supposed
o camence after 5 years, the medical colleges were
expected to take another sot of 3 PHCs and ultimately
the entire district was to be covered, Howewer, thisg
sccond phase 814 not at aXl materialise in any medical
college. Bven in the £irst cet of 3 THCs the programme
is functdoning ot a hichly ungatisgfoctory level,. Thus
the entire health coverage of Gistrict midht renain o3
an 'utopia cr g distant dman in the given situstion of
this state,

ROME 45 a new concept, a novel philosophy and a
strategy towards a gpecific and of giving relevance for
medical education in India to be eperimented in the
scttings of a medical college and practiced in theiy
£icld practice arxeas, jointly by the entire gamut of
teaching fecuities with their full pearticipation and
support. Howevez; by rot showing paticnce to give &t a
fair triel the clinical teachels in most medical ¢olleges
threw the %bgack o the lgp of the RSH dcpartment 0
carry on i€s nurturing and they have taken the stend of
a casual onlocker and sometime even beceming increasingly
aggreasive and hostile towards the programme. Whateover
1ittie the F&BM department does, 48 undone by the
remaining clinical Gepartments in most cases. Most
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clinicians have congider the implementation of RGHE
programne &2 the individusl) responsibility of P&SM
faculety and they have nothing to contribute to it,

Equadly responsibie for the state of akfasr
are the officials at the DAS vho provide the finance,
but do not 'dnterfere' further in the matter and leave
t the State Government to run it in their owm way,
The MCI ghould also share a larger part of the
responsibility for the feilure to tahoe coonigance on
those defaulting medical eolleges for the gross violation
of its directives, with regard to RGME impleamentation,
egpecially in matters like students rurxal posting,
rura), internshdp training end for got having full
compiement of teachers in vardous departmentss

Al)l these factors have contributed their might
to seo that the prooramme is ¢grounded before its tako.of$
an@ the Govermment of India's share of 3,17 crores gpent
on this scheme between 1977-85 414 not denefit the
benegiciarios much, "We all know that medical colleges
as ingtitutjons are fap too zicitland too bogged.Gowm
in quagnire of unhealthy values, wrong priorities and
practices” Then i¢ would be teo much to expect them to

give a n&w lead in the search for relevance,
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The gsearch for relevance is still within the
four walls of the medieal colleyes and the truth o be
found out s in the villages quite ewey £rom thefe,

BECPICN o

O

&

Re-orientation of meaiéal education schene wag
launched by the Government of indis &n 1977, to introduce
community orxientation of the medical students and their
teachers based on the philosophy of making a medical
college totally responsibie, in a phased mannor to provide
health care to the entire population of the district in
which 4t i8 located, Fuxtharmore, it was euvisaged that);
along with the undergraduate students, the entize gacul ty
will be invoived in the shift Cowards cumnunity
orientation. he entire period of intcrnship training
wasg proposed to be spent at tho primery hcalth centras),
subwdivigional hogpitale and dieteict hospitals,

The present gtudy covars the entire agpects
concerning ROME - Final MBSS studenis of the ¢ medical
colleges, the interns doing their rurpel posting, the
medical offivers of the #HCa, allotted to these 4 medical
colicges, the tcaching faculty of the PF&SM and clinical
departments, the menbers of the yural conmunities who
are also the beneficiaries of the scheme, the officials
of the Director of Medica) Education in the State and |
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DGS at the Centrewho sponsored the programme vere also
broucht under the seudy as respondants to obtain & composite
vier on RGME, %he gtudy covered two Covernment and 4o
privete meaical collegies 4n Kapnateke State and their field
practice arcas.,

The main objeotives of the study were O exspine

to vhat extent these mefice) colleges were ale to impiement
the di¢ferent componets of the schane and whether they
were able to realise the cbjectives of the pregramme Guring
the lest 9 years of dts axistence end to assess the
peraeption, viewe and vesponse of the partiss coucerned
with the prooramme « 4.0, madical studeats, interns, medical
officers of the PHCa, village compunity and the spousors.
The study covesed 392 medical students, $0 integns, 28

iical officers of the PIXs, 33 toschizg fsoulty frem
eiinical departments, 18 teachers of the &6 Separlments,

gpart from over 100 members of the Fural osmmunity and ¢he
top executives of the PDirectoratc of Medical Shwation
at State and Central jevel,

The study revealed, among other things that the
students ara not at cll cxposed to ROE programre as
envigagad unfer the MCY rogulation in two Goverrment
medical colleges, IR that respect the private medicsi
oollages vere better, though ¢theilr RGE progeramme hey
been hephepardly organiged and there 19 not much of
lgarning process, ospeddally of social skills to the student,
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With regard to the rural training progremme
of interns, no medical college have implancnted the
6 months rural internship presceibed by the MCZ. Oply
two meddcal @olieges (oue Sovermment and one privets)
have implemerited the 3 months rural ¢reining and in the
other two medical colleges the rural posting s only for
ong month,

The ¢caching faculty*s regponse to ROME gehame
49 ecqually dis-heartening. Bven those medical oolieges
where the specialist o % & village, he conduet a zural
OPD smitting inside the mobile clinics with ¢the help of
¢the PGs and interns herdly interacting to the village
canmunity. Acein, Bardly no tcaching take place in the
village by the ciinical facuity, |

Canmundty has no role or gay in the progsamne,
excapt as the mere recaipient of this rudimentary four
of curative services,

The cfficials at the State and Centgal level and
the MCZ geem ¢ be indiffeorent to the situntion. There
&8 no check over its implementation effectivencss, from

the concesrned Goverrment Gepagtnents,

The students and their teachers fdentdfy and
percaive REME progremme in terms Mobile Cistnics (Beduldes)
and ROGME programme has become synonymous with Mobile
Clinics,
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e rea) cquestion posed at this state s how
¢ transfer these othemwige good objeetives end values
into tencible peality 7 Basically the REME progranme
is & £leld programme and {t has to be based in the
community, taking family as @ Ynit. The teachers
involved in the programe has to be well versed with
sociomcconomic and cultural aspects of heslth and the
practical realities in zural life. The teacheps have
to be aware of the probleans ensuring compunity participation,
This did not hapren in the actusl progremme fmplanentation
in the colleges studied. %he teachers verd cut-off from
the realitics of rural life and thedr perception of rugal
13€e was quite differaent,

The philosophy of ROME gusentially includes the
tagk of meking the curpiculum to tailor to the dafined
objectives of heslth care delivery to the rural masses,
Toppic the exigting priorities, divert the large gegrent
of rasources to noglected zone. Essential ingredient 48
3 political commivnent blanked by a majot shift of priorities
£rom wellegsopved to the iil.Served areas.

hs we gaw in the precasding chaptars that the
axpert committees one after another were recommending
‘progressive changes'Zmedical education to make $& more
regpinajve o social needs. Atleast part of the problem
¢ould have been solved by implementing thege progressive
changes honestly and sinCerely.
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RENE stands for Re.oricntation of Medical
Bducation, However, ve £ind that the educational
component in the programme being campletely neglected.
What these medical colleges do under the garb of RGME,
s nothing but xunning a Qlorificd OPD at the village
sitting 4nside the vehicle,

" fhus the ROME scheme has falled, faliled miserably,
icaving many thousands of students many hundreds of interns
msniéns of villagers ell over India, in a state of
congusion and digsiliutioment,

The medica) education £n India and Sts scarch
for velevance hag just bogun and it 4s a long way to g
before it can zelate it to the people at large and the
neefis of the countzy.
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In many cases the three PECg allotted €0 medicsl
colleges for implamenting ROME programme are not in
proximity to thair colleges, Scme of them are at a
distance of 60«70 lms from the c¢ollege. This has
come in the way of the effective implanentation of
the schanes

The Govermaent of Karnatake's decision not to hend
over the administrative control of the PICs allotted
to the inclfcal colleges has in effect resulted &n a
Scvere set back €o the programe,

The ‘Mini Buses' meant for transporting students and
tho tencherxs ¢o the village, whichwma sanctioned by
Coverneent 6f InGia in thelr 1979.80 budget and the
State Coverment's, fafiuvre ¢ procure ther has become
a ready made exouse for the participating colleges
for the non-impicmentation of the programme,

Thore §s hardly any communicaticn dbetween the FIC
Goctor and the birector of Medics) Education or the
Principal. Since the itne of authority axcrcised
over the PHC doctors 3 by 58 and DMO, this dual
adninistration and lack of communication and
accountability (to DME and Principal) has vesulted
in poor coprdination of the progwvemmae at the PIC
isvel) ®

Though the Govermment of Karnatake has made an order
conferring the P1C MO and BHO the status of a honorsry
Lecturer of 2SM and Visiting Srofesoor of F&SH
regpactively, the communicaiticn has not reached many
PHC doctors even after the dgpse of 4 years., 2aain
1o honorarfun wss gpecificd in the gaid ¢,0, Thus &t
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it d4d not work as an incentive to them for the
additional responsibilities which they are expected
to undertake,

The choice of vehicle (Medule) for rendering rural
health service especially in the interior parts of
the country® ag not based on practical wisfem., Ewen
the ¢ vhee) drive vehicles fail to negotiate ‘kutcha’
village roads. Therefore the 2«vheel drive large
vehicles allotted to private medical colleges are
aimost ussless otcept in mofuselld areas.

Most of the BHGg Jack Living fadtlitics for the
students, intexms and their teachers for implementing
RCOME programe, The domitories constructed at the
Pils &n most casaes have not yet been handed over,
Wherever they are comploeted other facilities like
watér, casential furniture and personncel are lacking,

The stagf pogition in the teaching departments of

the colleges &n many cages are very precarious and they
£all much bolow MCX requirement, The most dismal
pioture 48 that of P&SH department, Lack of full
complancat of Staff has seriously affected the
pLooramne, Bven additional staff¢ sanctionéd under ROME
has not been fiiled wp 4in most colleges,

Since the inage of the IO among their clinical
fraternity 38 very low. the RO progrstme has also
suffered ag the programe in most ¢nileges are
coordinated by Professors of F&M.
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Lack of community participation and their nofie
inclusion in the @iffcrent level of coordination
conmittees have rofuced the comunity €o a state
of passive gecipient of their sexvices with m
say whatsoover in the programme,

The #MCI and Covermment directives are quile
ambioucus and lack clarity e¢gpecially with gegard
to students posting to RCME progranme, such ag
nwber of students tw e posted in s bateh, thelir
rural tecaching cupriculum, ¢he yeur and pegied of
the @posurg ot

At the medical colicge devel there &s not enoudh
reeponse frem the clinical teachors and genepally
the Principais of the college take ¢asurl vicw of
the implemantation of the programne {since he is
also part of a ciinical faculity in most cases),
e participation by the entire teaching community
¢f the Wwiliege as envigaged 48 not forthooming én
any aage,

Thouch the Coverrmant hag constituted various lovels
of coordination comittecs they are seldom convened
and conducted serfously, Fron the CGovernmond side,
in most cases the BMO who 4s suppesed to attend the
college and regicnal level meetings, has shown very
1ictle interesy in these mestings,

the idea of the RAME was that iis prograime wvould
integrate with the gexvices of the PG and strengthen
its activities. Bug 4n actual practice, it is
nothing Dut providing parallel gervices in the PHE
area without any integration of cto-ordination between
the o,
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The parawmedical and cuxiidary healeh persennel
t,nc.zixaisng the large band of CHVz are not involved
in the programme, especfelly in case identification
requiring specielist services and aleo interns
gural training,

Even vhere the ROME gchame has been implemonted

the tcachers accompanying the students act in a
typical preventive and sociael medicine way teying

to 44g souk pits end Jooking at privis, of coursc)
1ttede bit of fmmundsation with hardly any followewpe.
A compychensive and epidunjological approach 48
1atking in thelr activieies,

The reoferrsl systan envisaged under the programme
hag not yet been Hilly developed. The axisting
gystan has shofteciroudted the intermediate links
in the chain, Byspassing Taluka/Tehsil hospitald,
the cages arve directly veferred to district or
teaching hospital of the ¢ollsgea

In many cases the State Goverrment has failed to
gcleage the Central Grant or the State's share in
time, S50 aleo the reimburgement of expenditure
incurred by the private mefidcal college authoritics.

Suparvision and mondtoring of the progrsmme is not
done in an effective manner by the Directorate of
Medical Education at the State level and the DEHS
at the Central ievel,

Laxity on the part of HCT &n not taking stringent
action enthe erring colleges (non-implenentation of
RCME, 4nsdoquate staff cve,) oné their faliure to
conduct perfodical inspection on this regard has
resulted the college mapaganents taking a very casual
vicys on ROMB,
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smong camponents of the ROME scheme there are no
pregrames aiming at sociow-econcnic development of
the epmmunity which could act as a lever for the
overall Gevelegment of the community including that
of health,

An epidomiclodgical percpective was lacking dn its
entire approachy

The drug and FCL Mudget provided to the college 48
go meagre and no meaningful rural health service can
be provided with 13.15,000/~ annua} budget for drugs
and 853,000/~ budget for POL charges for covering a
PHC area having epproximately one iakh population.

At present half of the Medules gippiied to the
colleges sre rotting in thelr garrages for want of
gpares fvhich was not fmported along with the vehieles).
&ven the ranaining vehicles will grind ¢ a haig
unless spares are procuged from the manufacturers from
UK,

NMany of the gugal health teams from the colleges £ind
thensleves helpless to deal with extra medices)
dinensions of health care, which probably only a

social scientist s more appropriate to handle, Since
the medical teatn 35 not fully cquipped with these social
sciences gkiils, the programme could not make a feal
dmpacet,

In many instances the tesms from the medical colleges
ware disappointed by the gact that no immediate
perceptible chenge in the cutloock of the villagers
ware forthcaming which affeceted their enthusiasm,
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Having spent ®.17 ¢rores of country's gcarce
resource on thig scheme, the programe need to be salvaged
out of the present crisis, From our analysis 1t 48 quite
evident that the ROME schame is practical and pragnatic
anf ¢ an ke implanented in ancffective memner, provided the
genor clinica) teadhors Show sgme attitudinel chenge
towards the programme and ¥CX show thelr will to snforee
the rule mude by them.

¥We have ddentificd gone Speclfic areas vhexe,
Af some changes are effected, We are hopeful that the
programme could be put back on the twack,

Rural pesting of the UGy may be for 15.20 days
aanually to beuin with and repeat podting every yoar.
The gSendor teachers in the depsptments of Meficing,
Surgery, Cbet. & Gynae,, Paeiiatrics, Demmatology and
PESM may atey with stuSents and interns on rotation,
Yaculty from EN?, Eye, Orthopsedics, Dental etec, could
Join the rural camp periocdically.Bven ¢he facuity Seam
pre & para~clinical departments,ezperially, Vathology,
Microbiclogy, Bloechemistry could join in an intograted
toaching and zlge involive the students $n providing
¢linical laboratory weEminations 4in the By,
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A woll-drawn out rural tegching and training
cupriculium for UCs and interns ;

tnder the present practice of meking P&SM Professor
as Co-ordinator of RCME has ied to scmé ciinical
faculties and interns to Jook ipon this scheme a3 &
progranme of P&SM department. We feol that the
coordination should be the responsibility ¢f the
Dean of the Coliege, who may appoint cne of ciinical
Head, on & voiuntary and rotation basis, g9 RGME
Comordinator for a pariod of 2«3 years,

ENES ¢ The adminfstrative control of the PHCs ghould
be handed oVer to the c¢oncerned madical college
{4xrespectiva of Private or Coverrment) as desired by
the Covernment of India.

Iyahdoort ¢ Pegides the 3 Medules allotted to each

of the medical colleges, 3 mind buses need o be procured
for cach of the medicsl college for transporting students
and teacheps to villages and the POL budget needs to be

Faoudty position ¢ MCX must enforce the yule strictly
wigth regard to facuity strength in teaching fcpartments
especially of B&SM deparwnent,

additional Pnatas for RGME ¢ 213 posts needs to be
created at the Coliege level (as teaching facuity in
PaM) of Social Scientists, Lecturers in Sociasl Sciences,
Programme Cowordinators - with Social Science background,
who trould also support P&SM teaching,
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Indot village lcaders in all levels of coordination

thay falr répresentation in these beddes

Monitoring of the programne implementation may be done
Both at Stato and Central level end periodically
dnspection by DHE, PGHS & MCE officials 18 & must,

An Dpidemiological and long.temm &pproach 45 ¢ be
emphasizged in rural teoching and tyaining 1inking the
$ndividual or family health problem with that of national
health programme.,

To Adentify and detemine priority areas jn ROVE
teaching, training and service

Streamline the reforral systan by connecting the missing
1inks in the chain, f.ce Talukas, Tehsil and sub.divisicnal
haspitals,

o include programmes of Sccio-Eoonmmic developient and
integrateo it vith the scheme

Thare should ba a more reliable feelhack mochanisn fran
the PHG/Collage to the DME/DEHS unigtke the present
Teuarterly Progress Répores?

Imcressed drug dbudget for PHC 55 well as Mobile Clinic
SeXVices
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Govermment/MCZ must curd the menance of ¢apitation
£ee-based private medical colleges having insufficient
infrastructure for teaching and training of students,
MCX must ensure that fts dircotives are folloved
meticulously by all the colieges and the epring
colleges must be dewrccognised, Goverrment of In€ia
must deal with an fron hand on the unrecognised medical
colleges existing in the countey,
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A POSTSCRY

PRSP WORROHOP  OH_ RECRIBNTATION OF NMEDICAL _EDUCATICN

Puring the period of the study the Bureau of
Planning, DCH3 organised the fiprst ever workohop on ROME
schére at Pelhi fron 28.31 August 1985,

Principals and Progfessors of RESM of 106 Medical
Colleges were invited to discuss tho pybblens faced in the
effoctive drplamentation of the Schance

This Workshop was followed by enother meoting of
the Health Secretaries of the State from 27.2B Sept, 1965,

e have interviewed Dr. S.M, Bagehl, Director,
Bupceau of Planning, BAHS, vho was also the Workehop Director,
$mmebiately aftey the Workshop and follow-ipy meeténg,

Though the Workshop identified certadn gpecific
problana or bottlenecks faced by She colleges in offectively
implenenting the schane, 4% has not achieved any thing great
beyond documenting these areas of lacunaeg, bottlenecks and
problems; The workshop wag able & focugs the attention of
the ®vermment and the HCI on certsin igpases £eoom their
side, This workshop made numerous suggestions for
congideration by the Covermment for stremnlining the programme,
This aspart, the workshop hes not resulted in any radical
change in the progranme inpidhentation,
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STUDY ON RE-ORIENTATION OF MEDICAL EDUCATION
(ROME)

{Questionnaire used for undergraduates and
Interns posted to rural centres)

The data on this project is collected for the purpose
of conducting social research on ROME programme, from selected
Medical Colleges in India., The study will cover undergraduates,
Interns, Medical Officers of the PHCs, members of the rural
communities, officials of the Directorates of Medical Education
(both in Karnataka and in Delhi) to obtain a composite view on
ROME programme. The data collected is purely for research
purposes and the responses of the individual will not be révealed
to anybody under any circumstances. So kindly give your frank

opinione.
Centre of Social Medicine & Joseph Panackel
Community Health Research Scholar

Jawaharlal Nehru University
New Delhi - 110067

Medical College 3

Name /" ' 7 Class /-7 Sex [P 7
Background /Rura ‘ban/ Parent‘s Occupation /_
Parent‘s Annual Income ? Father's Education /.
Mother's Bauecation /. .7

Home Address/Town [/ —————

NN

esece 02/"'



2

INSTRUCTION : Please mark /7 if your answer happens to be

1.

2.

3.

4.

Se

6.

7.

any one of the given alternatives

What do you think the objectives of ROME programme are ?

How often are you taken to rural areas for ROME programme $§
once a weck /7 Once in a fortnight /7 Once in a month é
once in two months /7 Any other (Piease specify £/ J
On an average hew much time do you spent at the villages on

cach visit (not including the time taken for the travel)

one hour /7 Two hours /7 Three hours
Four hours /7 One full day /7

Po you stay in a village overnight (residential) as part of
the ROME programme ? /¥es/No/

If yes, what is the duration of your stay ? ‘

Is the time anettea per montb to ROME programme adequate ?

Why ?

What of these clinical depts. are involved in ROME pmrame
training at the field practice areas :

Medicine J= 7 Surgery [/ Paediatrics /7 Obst. &
Gynae {77 Dexmatology L7 BNeTe [77 Bye [ 7
Orthopaedics /7 Dental L:? Psychiatry /7
Anaesthesiology /7 Radiology /7 Urolosy /7
Neurology /7 Any other (Please specify) /. ' —7

Which of these para-clinical departments are involved in ROME
training programme at the f£ield practice areas ?

Anatomy /7 Physiology /__7 Biochemistry /7
Pathology /.7 Pharmacology /__/ Microbiology /7
Forensic Medicine /__/ Community Medicine /7

None of the above /__7

00003/"



8¢ wWhat do you fecl about this ‘out-of-class room' teaching
under KOME programme (4.e. in the Mobile ¢linic)

10,

Relevant and useful /7 why 2 £ ——
Wotveryusesal L 7wy ? /7
Any other (Please specify) Y AR - -

N

J

Db you prefer such teaching in ROME programme better than
{a) dldactic class room teaching / Yes/To / thy 2

(b) Hospital Clinics /¥

How do the faculty, in your opinion respond and react o ROMB
programme ? What is the genmeral attitude of faculty from

DEPT. OF MEDICINE

DEPT, OF SURGERY

oo e e e e e e e

DEPT, OP DERMATOLOGY

(FRcelve Involvement
Co=opexative / _/ e
Poes it chly because it is mandatory /
Indifferent /7

active involvement /7

Co-cperative [/
Does it only bocause it is mandatory /
Lindifwferent '

Active involvement /7

Co-operative _ ‘
Does it only because it is mandatory C:

Indifferent

Active involvement /7

Comoperative /___/ o

Does it only because it is mandatory /7
Indifferent /7

active involvement /77
Co=operative R I
Does it because it is mendatory

Indifferent LA




DEPT, OF COM.MED(PSH)

11,

11a.

12,

Active involvement L7

Co=operative ‘ .
Does it only because it is mendatory /__7
Indifferent T

Which of these following categories of medical personnel does
Join you in your £ieid trips ?

Professor /__7 Assoc. Prof., /__J Reader/Asst. Prof. /_ 7
Statistician/Epidemiologist /__/ Lecturer/Tutors

Registrars /7 PGs /.7 SHos /-7 1Interns /7

Out of these categories, who are the commonest in your trips ?

1.
3.

What are your view on 3

The present 3 ronths
compulsory rural
internship programme

6 months rural Internship
as reconmmended by Medical

Council of India

Rural sexvice a8 a
pre-requisite for
postgraduate medical

education

24
4.

Necessary /7 Unnecessary £/
Useful not very useful Lj
Practicable /7 Impracticable q
by reasons of social obligation /7

Unethical /7

Necessary /7 Unnecessary /7
Useful /7 not very useful
Practicable /_/ Impracticable /_7
by reasons of social obligation / /7
Unethical /_/

Necessary /_/ Unnecessary /7
Useful /7 not very useful /7
Practicable /_/ Impracticable L7
by reasons of social obiigation / 7
Unethical /_/



13,

14,

is.

16,

17.

Will you take the career of a medical officer of a PHC
(even if remote) if offered to you ?

Please mention the reascns @

Do you think the present package of ROME programme can
motivate students and interns for a future rural career ?

Yhy ?

Are you of the view that the students should be exposed to
ROME programme before the beginning of their c¢linical years ?

Why 2

Should the ROME programme be 2

(a) restricte@ to a particular year of study ? /.7

(b) a continuous prograrme extending over the entire pericd

of medical education /7

gg you think that the RCME programme in your medical college

(a) primarily curative /_ 7
(b) a combination of curative and preventive
{c) a combination of curative, preventive & promotive /7
Piease comment on the @ '
{Adequate/Inadequate/
if inadequate, why ?

(i1) preventive health services /Adequate/inadequats/

if &nadequate, why ?

(i) curative services

{4ii) promotive health services /
if inadequate, why ?

i8. DO you think that the drugs supplied to ROME programme i8 s

2 o

Do you have any comment on the way in which the drugs are
dispensed ?



19,

20.

21,

22.

' Registration of O.Pe /7 Maternal health services [/
Madical check ups /7 Under 5 clinies 7
Dressings and inj. /.7 Mutrition education 7
Lsb, investigation /_7 P.P, services & advice 7
Dispensing drugs L7 PF.P, camps 7
Immunization /] Assisting the physicians /7

& Surgeons
Health education /7 Any other (Pl. specify) L7

What are the activities in which you are involved while
you are posted to Mobile Clinies (ROME programme)

Collecting demographic data and baseline surveys /7

27

that are the benefits, you think, ycu have derived from the
euposuge to zural communities through ROME programme 2
I‘ist ﬁ em .

1.
2.
3.
4,
5.
6
what is your opinion about the suitability of the present

Bedford Mobiles and its equipment in rendering rural health
service in our country ?2

What are your suggestions to improve ROME programme ?

4n the area of patients
care in the villages

in the area Of rural training
of undergraduates ,

n the area of logistics &
administration of the programme




APPENDIX ~ IIX
S "

STUDY Ol RE-ORIENTATION OF MEDICAL EDUCATION
INTERVIEW SCHEDULE
(7o be used for M.05 of the FHCs)

PHC 3 /7 HName of the M0, £ 7

No. of subecentres - /7 No. of M.0s sanctioned - Fillea [ 7
Under /""" medical College. P.G. Qual. of the

MO« /7 If yes, the area of specialization /[ 7
Where studied & No. of years of Ewperience [x 7 /7

No. of beds availeble at the PHC /7 Vhether upgraded PHC/YSs/To/
Res. Qtrs. provided to the M.O,
Presently staying at [/ ) = ) —— 7

»",

i. How long have you been working in this PHC C::::?

2. Do you belong to this Village/Town or District /Yes/ M

3, Are you involved in teaching and training of Interns /¥es/
and undergraduates /fYes/No/

3a. Do you maintain an attendance register for the interns
and the students posted to your PHC

arity and punctuality

3b. Do you have any comments about the re
of interns posted here / N

4s Has the dormitory and garrage under the ROME programme bBeeén
constructed here ? f¥es/No/

4a. Do the interns live in the village
If yes, what is the duration of their stay /.7

4b, DO the students also live in the village as part of ROME

5. Do you think that the time allotted to Intems m mral centres
for ROME prograrme is adzquate ? UTt

6, During their postings to this PHC what are the activities 8o
the interns undertake in the PHC/Village

i, 2e 3e 4. Se



7. How often the Mobile Clinics visit this PHC with clinical faculty
and students from /7 Medical College m

8. How often the specialists visits this village/PHC / ~— "/

8a,. Which are the departments providing gpecialised services here
1. 20 3. 4. Se S

8b. What are the categories {(designation) they belong to ?

9. Do they provide diagnostic facilities such as Xeray /7
Lab, investigations Minor surgical procedures /7
in the Mobile Clinic

10. Do thestaff from para-clinical departments ¢oo visit PHC with the
students ? [Yes/No/

10b, Do you think that they are of any use im rural training ?

ii, Uhat is the response of specialists at the Medical College
Hospital on the referals sent f£rom PHC ?

11a, Do you sent referals to the Taluk /__7 and District Hospitals /__
i1k, How is the referal system working ?
12, As a M0, of the PHC what is your opinion about
(a) Present 3 months compulsory internship e
(b) Sisxt months rural internship as recommended by MCY se
(c) Rural service as a pre-requisite for P.C., Medical Equcation s=-
13, that are the hardships and problems (administrative or otherwise)
you have faced as 8 M.0, of the PHC ?

13a. According to you, what prevents the new graduates from taking up
rural health services?

14, Do you think the present package of programmes under ROME will
really motivate students to take up rural services ?

i5. Do you have apy comment about the adgquacy and quality of curative
service provided at the Mobile Clinics ?

i5a. Do they undertake preventive and promotive health care ?



16. What is your comment on the supply of drugs {as to its adequacy)

17, How do the patients react and response to the service provided at
the Mobile Clinics ?

17a. Do they prefer PHC over Mobile Clinics vhen they fall sick ?

18, Have the PHC got any extra benefit f£rom ROME pmérme.~ such as
additional staff w arugs /7 equipments /7 buildings /
beds /7 or extending primary health to more remotest areas /__

18a. Do they compliment the work of the PHC /Y&s/No/

18b. Do you consider that the ROME programme has been well integrated |
into PHCs cbjectives and programmes fYes/No/

19. Do you thick that Mobile Clinics under RONME programme can provide |
(Zes/Nop |
What is your opinion about the present Bedford Mobiles and its

a meaningful rural health services to the masses ?

equipments in rendering rural health sexvices in our country ?

20. Uhat are your suggestions to improve ROME programme 3

{a) in the area of patient care in the villages
{b) in the area of rural training of undergraduates
(c) 4n the area of administration & logistics of the programme



ADPENDIX o IIT
STUDY Off RE~ORIENTATION OF MEDICAL BDUCATION (ROME)
ANTERVIEW SCHEDULE

. ) - j Medicsl College
Weme /o pestgnation £ ]

Depazﬁnent[‘" RN 75\:11-*%3121%&:2:&%&%( 7
Length of sexvzce[i 7

1

3.

2

S

Qe

P pou think ¢hat the time allotted to students for ROME programns
is adeguate ?

€ not, how much time do you suggest ?

what agre the other dopartments that join you in these oubereach
programme ?

Doecs the faculty from the parasclinical deportments also attend
thie mobile clinics 2

¥hat is your opinion as @ teacher about this “ocut of class room®
teaching that is imparted to the gtudents at rural ceontres and
mobile clinies ?

Do you prefer this kind of teaching over the usual classezoom
toaching and hospital clianies ? _

As & geacher and as 2 clinical faculty what is your assessment

of students/interns gttitude to ROME programme

that is your opinion gbout sisx months conpulsory

rural scrvice as & preo-reguisite for PG, mdmax e&ucaeion as
roccsmended by M.Co.X. a5 compared o the present three months
posting ¢

Po you agree with the view that the students should be exposed ¢o
ROHE programme before the beginning of thoir clinical yeaxs ?
Should thic programme be postricted to a particular year of study
er it should be a continucus programse extending over the entire
poriod of medical efucation 2

hieh ave the categories of staff that joins for the fioid trips?
Do para-medical workers too join io the ¢eam iun the Modlile Clinices:




7. that is the average patient attendance et these elinics 2

8« Do you undertake any surgicsi Wemmﬁenz@ aé these clinics 2

9, that are the activities that students are cntrxusted during their
posting 0 ROME progremmd 2

10. What are the proventive and promotive activities that you ask
the studants to do ot these villagses as part of the ROME pregramme

42s Do you think that the mat&ve sezvmes pzoviaeﬁ at the Mobile
clinies are asdequate ’. /Jifcqunte/inctcmustey
£ not, please testify the areas af lactma and whoe gamedial
aeaseres do you suggest 2
that are your comments on deug supply ?

iia. Do you have any comment on the way im which the drugs arxe

3 f. cpenaafl ?

12, uhat is your opinion about the role of PSM department in ROMES
programme 2
Should the pesponsibilicy of coopdinating ROME programe be
vested in PSM dopartnent or it should be entzusted to o ¢linical
cor parawcliinical department 2

313, Do you conpider that ROME programne can moke & meaningful
contribution in the ares of primary health cage ?

24, Do you have any comments in the suitability of the present
YBedford Mobiles® and its equipments/Sacilities for renfering
ruxal health sexvice in our country ?

142, Will you stay in a village asiong with interns and studeonts £02
8 fow duys ¢on rotation ?



15, Uthot are your suggestions ¢o fnpdve ROME progromme 2

in the arca Of patients
cére in the villages

-

in the arez of rural
$ratning of undergraduates

in the azea of logistics &
adninistration of the programme

16, Do you fool that the students are interested in this programme ?
that is the genoral attitude of the studants/interns €0 ROMB
progromme and zurel pesting 2



1

7 3#

3

4o

Se

N

K S

8.

ATDENDIX « XV
STUOY OR RE-ORIENTATION OF ,mxm EDUCATION (R

{to be used for &amewmg patﬁeats/mmbezs of the comminity.
{¢o be translated into Kannada) |

Howv often m’bﬂe ennics ema ﬁ' chors

£rom the MeAical College

visit your village 2 /7 &
How Yong do they stay in the village £ 7
Are you gotting the services from the specialists coming ferom

~ the VMedical College 7

Do the Mobile Clinic team conduet ony multiediscipiinary speeialist
camp in this village ?

Do you 1ike to make use of the services of those specialists ?
Hormaily who cxasines you in the Mobile Clindes ¢
Hede students/Interns/SH0s/L

Do they provide fasilities like Xevay /7 Blood /.7 Grine [ 7
sputun /7 esamination and minor operations L7 in the tcbile
clinte or you have beer asked to ac it ouvside ?

PO you get cured with the medicines given at the Hobile Clinics ?
Do they give you medicine for the whole week or just for a day 2

tibve you been askel to pay for the wolicines given or iloboratory
investigatione or operations done at the Mobile Clinim 2



G,

1Ge

13,

32.

33@

14,

iSe

Bo you go to other edical Practitioners when you £all sick ¢
In vhich of the Practiticners Go you have more £aith ?

Mebile Clinic doctors/ doctors of the PHG/private allepathic
practitioncrs/practitioners of {vdigencus syster of medieine/
traditionel village healers.

are you satisfied witﬁ tho segvice provided at the mamza |
etinie [ "7 ond at the wHC /T e 7

Do tho students visit your home and conduct |
Do they conduct any bealth cducation programme in your villasge ?

Do the students and $nterns live in your village ?

£ oo whet is the duration of their stay ?

Do the doctors of the PHC live in the village or do they
comate cvery dsy ¢

Have you ever boon zeferred to a Hedical Cellcge Hogpival op
District Hospital ?

How 44 they looked after you of the Hadieal Collcge Hospital/
Districe Hospital 2

Wag the treatment £ree ?
Jo Marijan pationts only

Do you think that the Harijons apd poor people in the village
are getting the same type of treoatment as the high castes & pich 2

whether any discriminationin the matter of cxamination,

lshoratory investigations, operation or supply of mediecines 7



APPENDIX = V
~ SIUDY ON RE«ORIENTATION OF MEDICAL EDUCATION
INTERVIEW SCHEDULE
(For interviewing the officials of Co-ordinating Agencies of ‘ROME

programme, l.e. Directorate of Medical Equecation, Bangaloré and
D¢GeHeSe; New Delhi)

Name of the Official = Designation 3
Office of the 2

i. How long have you been working in this dopartment ?
2. bhat is your areas of specialization ?

3. Presently how many MedicalColleges in this Country/State have
been allotted 3 Mobile Clinics each

{a) Is there any incidents vhere a Medical College failed to
take 3 PHCs as required under ROME programme ?

(b) Was there any case wherein an unutilized mobile clinic being
withdravn from a medical college ?

4. Do all the medical colleges operate the mobile clinics regularly
to PHC areas allotted to them 2

{a) Did you receive any complaints on this context ?

5. If I say that the component of training and education in the
programme has been completely neglected {undergraduate training)
and the students are not adequately exposed (in certain cases,
not e€ven once during their entire period of medical education),
will you deny &t 7
{a) ¥hat action/modification you plan to take on this score ?

6. Uhat is your comments on the budgetary grant f£or ROME programme
under different heads 7

(a) Are you of the opinion that these are adequate ?

{b) Have you received any complaints about short supply or delay
in drug supply ?

{cd Do you believe that the patients are getting full course of
treatment (medicines) instead of one day day ?

(@) Is there a need for increasing drug budget 2



7.

8.

9

10.

it.

12,

33:.

14,

is.

16.

Did all the medical colleges appoint the additional staff
Sanctioned under ROME programme ?

(a) Do all the PHCs allotted to Medical Colleges have got the
dormitory and garages constructed 2

Do you think that the first phase of the programme hag been
implemented effectively by all the Medical Colleges ?

(a) Are you planning to allot the second set of PHCs as per
the original programme of ROME 2

What is your assessment on the quality of sexvices provide by
the Mobile Clinic ?

(a) Do you believe that there is a powerful lobbying against
Mobile Clinic by the cliaicians ?

What is your opinion about the role of PSM department as the
cooxdinating department £or RCME programme ?

(a) Do you prefer a clinical department for ccordination ?

(b) Do you agree to the rotation of cocordination job among
various depagrtments since the image of the PSM department
among the medical f£raternity is not very good ?

Are you satisfied with the working of the referral system f£rom
PHC to Medical College Hospitals/District Hospitals ?

Bo all the medical colleges provide free lab,. investigations,
surgical facilities and drugs at the mobile clinics as well as

cases referred to their respective hospitals ?

Is there any delay in the reimbursement of expenditure incugred
by the medical collegesin implementing ROME programme ?

Have you noticed any qualitative difference in the sexvice
provided by Government medical colleges, private medical colleges
and medical collegen run by voluntary organizations ?

Did all medical colleges receive one Matador Van/Mini Bus for
the transportation of c¢linical faculty and students as part of
the original ROME programme ?

If not, vhy ?

Do all the medical colleges provide curstive, preventive and
promotive health care programmes &n the villages ?



17.

18,

19,

21,.

22,

23,

24.

25,

3

Do you think all the medical colleges have implemented all
the important components of the ROME programme 2

{a) Are you satisfied with their performance ?

(b) Is there any overe-emphasis {from State or Centre) of family
planning, as made out by some critics ?

How about the functioning of various advisory committess
proposed at a different levels ?

(2) vhat are your comments on their effectiveness ?

How you come across any incidence of miseuse of mobile c¢linics,
equipnents or drugs 2

(a) Do you consider the monthly report which the medical colleges
sent to you reflect the actual situation ?

(b) Do you think a surprise visit to these colleges will yield
hetter results ?

¥hat is your opinion sbout the suitability of the present

Bedford Mobile Clinics (MeGules) for rendering rural health service
In India, since many £ingd the vehicle and its egquipments useless
and costly 2

Do you agree to the proposal that doctors from other systems of
Medicine should also be involved in the ROME programme ?

(a) Do you have any such proposals ?

Is there & proposal for any drastic changes in ROME programme or
shift 4n emphasis 2

'{a) Did the workshop on ROME resulted effecting in any major
changes in the programme 2

The Mobile Clinics under ROME programme are supposed to strengthen
and compliment the work of BHC in providing primary health care in
the yural parts. Hasg the ROME programme been well integrated into
the objectives and activities of the PHC 2

In most medical colleges we £ind the Qormitories and garrages
constructed at the PHC compound are not cccupied. Do you proposed
to take any action on this matter ?

What are the facilities you have for the repair of these mobile
clinics and its equipments ?

{a) bo -you have sufficient spares ?

{(b) How long the present stock of spares will last ?

Do you consider that after almost 9 years of launching ROME
programme, it has benefited the undergraduate medicol students

in giving them the necessary orientation in their medical
education ?



APPENDIX » VI
CONSTITUTION OF VARIOUS COORDINATYON COMMETTEES

1. STATE LEVEL CO-CRDINATION COMMITTEE

() Secretary to Govermment, -~ Chairxman
Health & F.W, Department
(£4) Director of Medical Education «» Meumber

(111) Director of Health & P.W, Services « Momber

(iv) Deputy Director (Medical Blucation) = Convenor

2« COLLEGE CO-ORDINATION COMMITZEE (GOVERNMENT MEDICAL COLLEGES)

() Principal of the Medical College -  Chaiyman
(11) District Health & P.W, Officer -  Member

(1i4) One Professor each from Fre-clinical,~ Members
Paraeclinical and clinical sections
(to be nominated by the Director of
Medical Education)

(iv) Professor of Preventive & Social = HMember-Secretary
Medicine

3, COLLBEGE CO~ORDINATION DITT

(i) pistrict Surgeon and Superintendent « Chatrman
©of the teaching hospital

(11) Principal of the Medical College » Co=Chairman
(414) District Health & P.W, Officer w  Member

(iv) Cne Professor ecach from Pre~-ciinical,« Members
Para=clinical and clinjical sections

(v) Professor of Preventive and Social « Mcomber-Secretary
Medicine



4, COLLEGE CO~ORDINATION COMMITT

E_FOR ST. JOHN'S MEDICAL COLLEGE,

-

NGAL RE
(1) bivisional joint Director of Health,
Bangalore Division
(i) Pean of the College
(141) District Health & F.W, Officer

(iv) One Professor each from pre-clinical,
para=clinical and clinical sections

{(v) Professor of Prevensive & Social Medicinew

S5e

{4) Professor of Preventive & Social
Medicine

(1i) District Health & P.W, Officer
(4i4) Block Development Officer
(4v) One Asst, Professor each from clinical,
para=clinical and pre-clinical sections
{to be nominated by the Director of
Medical Education)

{v) Madical Officer of the PHC

PHC_LEVEL CO=ORDINATION COMMITTEE (GOVERNMENT MEDICAL COLLEGES

L

Member-Secretary

Chairman

Member
Member
Members

Member-Secretary

6. PHC _LEVEL CO-ORDINATION COMMITTEE (PRIVATE MEDICAL COLLEGES)

() District Health & F.W. Officer

{ii) Professor of Preventive & Social

(434) Block Pevelopment Officerxr

(iv) One Asst. Professor each from clinical,
para=clinical and pre~clinical sections

(v) Medical Officer of the PHC

-

-

Chaixman
Co-Chairman

Membex
Members

Member-Secretary

Source : Government Order No.HFW 8 MPS 80, dated 1-8-1980,

' Government of Karnataks, Bangalore.
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