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MEDICAL LDUCATION AND RURAL INTRINSINES

Of special relevance to the practical question of what can be dene Lo
get doctors into rural work 1s an evaluation of the mmpact of present
patterns of wmedical education and the rural internship In the
questionnares, we asked interns their opinions about thewr preparedncess
for vanous types of professional work and estimates of theirr own
professional ability We also asked them to make judpgements about
the ment of specilic activities 1n the mternship, to record the tune
actually spent on these acfivities, and to estumate how much they had

learned Lasily, we asked how they thought the internship nught be
improved

FProfessional Preparedness

Expectations obviously influence evaluation of preparedness, and
thus their responses can be judged only in relative terms  Rather than
attempling to set standard cnteria against which judgements would be
made, we decided to have each intern score himself agamnst hus own
expectations of the demands that would be placed on hin were he a
full-fledged professional This was because we were specially mterested
in whether their confidence in their own prolessional compelence
would effect thewr willingness to serve in villages  From o bsl of ten
items, ntems were asked to score on a four-point scale then responses
to the question, “Thus far in your travung, how well do you feel that

you are prepared for each of the lypes of professional aclivities listed
below?™
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The mierns revealed « geneial fecling that they did not really feel
rcady to assume independeni professional responsiballity (Fig 7 1)
The inghest mean values were for worh m government hospitals and
for urban private practice, but even these values were well below the
moderately prepated ranking Ranked somewhal lower were rural
private practice and primary health cenfre work  Adminwsirative
positions 1n health and hospital services ranked last, after teaching and
service 1n Lthe armed forces

After the rural mternship, the greatest unprovement in self-
conflidence capectedly occurred mn reference to rwal private practice
and prnumary health centie work While this mcreased confidence 1s
encouraging, considering the purposes of the miernship, the mean 1n
both mstances still baely reached the midpoint of the scoung scaie

The relationship between gencral attitudes towards rural service
and the feeling of preparedness for prunmary health centre work 1s
strikingly shown m Figure 72 Al the begmning of ihe mnternship,
those with grealer mterest i rural work feit beiter piepared for
pumary health centre work than did those who had shight or no wlerest
mn rural work The group interested in rural work also registered the
maximum ncrease 1 fecling of preparedness at the end of the
internship  The mean score for those not mterested recorded no
perceptible improvement and remamned well below poorly prepared
Those having shght mterest showed a moderate gun dwung the
wmternship Interns who were interested 1 primary health cenire work
also felt better prepared for government hospital work and rural private
practice

Cross-tabulations of prepaiecdness agamnst residential bachground
(Fig 7 3) showed less marked differences than when related 1o mierest
m rura] service Nevertheless, the residential backgrouna s of mierest
because this vanable may be useful as a basis for selecting medical
students Interns with a rural background considered themselves
substantially betler prepared for work n primary health centres than
did those wilh urban backgrounds By contrast, the urban group
reported that they were better qualified Lo engage th urban prvide
practice and prnvate specially practice Lxpectations  obviously
mfluenced this relationship

Professional Ability

As a further exercise 1n self-evaluation, wierns were asked to grve
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an estimate of thewr abiity to perforim specific functions as compared
to thewr expectations of what a good doctor at Lheir stage of develop-
ment should be able to deo  Sixteen functions were listed, and
evaluation was again on a four-pomt scale

The iighest score recorded was for their ahility to establish good
relationships with patients and families, but this may merely reflect a
lack of apprecialion of the special slalls thal are rcally repired  Also
rated close to good were the shills of usmg simple clmical methods n
making a diagnosis, managing the treatment of patients, and suggosting
practical means for discase prevention (Fig 74) Rated lowest was
their opmion about their abiity in reference to a cluster of skills related
to publie health and preventive medicine, such as being able Lo manage
and supervise a pnmary health centre and to mobilize communty
participation  The lowest score was for thewr abihity to investigate
health problems and do research

Interns who were interested in rural work scored themselves
higher for itents relaling to health centre work than did other groups
(Fig 75) The greatest differences belween those interested and those
not interested were in theiwr estimates of their ability to manage and
supervise a pnmary health centre and to work with public health
auxihary workers The before and after questionnawres of all groups
showed an increase 1 confidence 1 this abihty during internship
Again, 1t 15 evident that the interns wilth greater interest in primary
health centre work seemed to have gained most {rom the experience

Worthwhileness of Internship

To get some 1ndication of the relationship between expectations
and the actual internship experience, we asked the interns at the begin-
ning of thewr rural rotation to score nineteen activilies according to
their anticipations of their relative worlhwhileness At the conclusion
of the internship, they were asked to rescore these activities in teams of
how worthwhile they had actually becen Generally, most activilies were
seen as less worthwhile after the internship than had been anticipated
at the start This was especially true of “‘control of communicabie di-
seases™ and ‘‘inpatient care,’” both of which had been laoked Tarward
to with considerable expectation On the other hand, the high expect-
ations for “outpatient care’ were met (Fig 7 6)



Chapter 7 page 4 (space at top for running head and page number)

As shown in Figure 7 7, clinucal care items (e ¢, outpatient cate,
maternal and chud health, and family planning clinics) were considered
very worthwhile Control of commumnicable diseases ranked sccond,
even though opinmions aboul the worthwhileness of this activily dechined
during the internship Community oriented and public health activities
were rated lowest (e g , studying the community development organiza-
tion, gathering routine data for administrative purposes, and freld sur-
veys) IDhidactic teachung was ranked very low (d realistic appreisal be-
cause very little teaching took place 1 most of the mternslups} In
snite of all these deliciencies, it must be emphasized that seventeen ol
the nineteen activities were rated moderately worthwhile or better

In a continuing pattern, interns interest in rural service tended to
attach more value to public health and social medicine activities than
othier groups (Fig 7 8) Furthermore, those mteiested in rural service
showed greater acceptance of such activities as field surveys and time
spent in learning about rural hfe as being useful as a result of the
mternship expenence

Knowledge Gained During Internship

The interns were asked to score on a five-pomt scale from
“nothung' to “‘very good™ the amount of knowledge they had gamned
in twelve areas (Fig 7 9) The means for ten of the twelve items lell
between “‘farr” and “‘good,” wmdicating a generally favourable apprasal
It was encouraging that the interns reported thal thewr greatest gain
m knowledge during their rural mlernship was an ability to learn from
practical experience, abiity to establish good relationslnps with
villagers, and an understanding of socio-economic factors in disease
These are clearly among the main purposes of rural ntemnship
programmes Ewidently, the least learning was 1n methods of reseaich
and community surveys, the application of communily heallh measures
and the orgamzation of primary liealth centre aclivities - again,
activities that are also listed among the main purposes of the ruaal
internshup, even though they are often largely i1gnored i day-lo-day
work

On the whole, those who were shghtly interested m ruial service
said that they had learned more during their internship than either of
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the other groups of interns (Fig 7 10) Expectedly, the non-interested
group leamed the least The group with greatest mterest reported
almost as much learning as the shghtly mterested group m knowledge
of rural life and ability to establish good village relationships For the
items ability to learn from praclical experience, getting along with
professtonal colleagues and auxiharies, and understanding socio-
economic factors in disease, the mean values for the shghtly interested
groups were well above the scores of either of the other groups This
suggests that learnmg was greater among those who, while not rejecting
the experience, were not as well mformed uubally as the greatly
mteiested group

By cross-tabulating knowledge ganed from the miernship against
residential background of interns (Fig 7 11), we found that those
wilh a rural background tended to report a somewhal greater gain in
knowledge durmng the internship than either of the other gproups lhis
apphed even to such items as learning about rural life

Finally, intermns were asked to answer the open-ended question,
“How can the rural internship be improved?” Table 7 1 recorded the
frequency of twenty such 1esponses according to sex and interest m
rural health centre work The first three 1tems m order of importance
were (a) improved lwng conditions, (L) improved health centre
equipment and resources, {c) better plenning, guidance, organization,
and superuviston of the internsfiipp Male interns seemed more concerned
than females about hving conditions This was also true of the fourth
ranked 1ssue of monetary benefits, with males showing much more
interest in pay than female mterns Interns who were greatly interested
m rural health centre service emphasized the need for improvement n
health centre equipment and resources more definitely than others

Dailly Log

Interns wete asked to maintam a daly log of their activities so as
to provide descuiptive informatien on how they were spending their
time  Pretestuig included having them heep a daly diary, mcluding
their subjective reactions to the village experience Wiile these made
fascinating reading, the resuits were impossible to quantify

A very simple daly time record with precoded entries was finally
developed which seemed relatively easy to use and gave a simple
quantitative record 1t did reguire, however, considerable effort from
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the mierns and from the social scientists who had to see that all forms
wele completed  Data collected duning the first year provided a clear
pattern of how the mntems’ tune during internship was being allocated
It was, therefore, decided to discontinue the admintstration of daly
logs after the furst year

To show the range in responses, Table 7 2 piesents the data on
the six medical colleges and the aveiages for all colleges It 1s evident
that the biggest preblem 1s that inlerns were not busy enough to be
stimulated, or perhaps conversely they were not stimulated enough to
keep busy Almost sevenieen houis pet day were consumed i pelsonal
aclivities, about five and a half hours a day were spent in professional
service, and about one and a half hours per day i direct educalional
endeavors

Differences between the inteinship progamines thal stand out
are the range from almosi four hours to 0 1 hours In time spent 1
curative work, a sinular range in preventive work, health education and
family studies, all schools were making some effort to provide educa-
taonal expericnces

Superuvisor’s Check List

Another research mstiument which  was discontimued atier the
first year was the Supervisor’s Chech List  Alihough this repiesented
a theoretically important pat of ow data gathering, we reluctantly
stopped the effort because of resistance fiom the facully members
responsible  They said that 1t requied too much elforl and thal they
had too many mlerms to do an adequate Job of scoiwmy thewr
performances

Some results were gathered dunng 1963 on 143 wmnterns from
five medical colleges which are shown in bigure 712



Table 71

Mecasures for Improving Ruial Internships
Suguesied by Mule and kemale Inteins

Malc Female lotal
(N 964) (N516) (N 1450)

Improved hving conditions 50 37 46
Improved health centre equipment and resources 46 39 41
Better planrung, gmidance, orgamization and

supervision of intcenships 313 3t 33
Monetary beneflits 26 9 20
Improved quabty and quantity of health centre

persannel 21 17 10
More contacts with the rural areas 17 17 17
Greater independence and more responsibilities 17 11 16
More curative work 13 16 14
Better interpersonal relalionships between interns

and health centre staff 13 16 14
Decrease duration 15 4 13
Increase duration 11 6 9
Less field work 9 9 9
More semunars, discussions and didactic teaching 7 6 n
More preventive work without chnical bias 5 9 6
Contact wath PLIC, its admimistration and [uncuon 7 5 G
More prevenlive work with clinical tas 3 7 5
More [ield work 4 5 4
Less semunars, discussions and didactic teaching 3 6 4
Less curative work 2 1 2
Miscellaneous 38 28 34

Percentages add up to more than 100% hecause of mulliple suggestions
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g 74

Interns’ Estimales of Ability to Peifoun Selected Activitics

(After Internship)

EBstablish good relations

wilh patients' families [ l 212

Use simple elinical methods

i making diagnosis L ]1 94

Manage treatment of patients | —I 199

Suygest practical means

of disease prevenlion l J; 77

Apply communily measures

to improve health [:::] 123

Manage and supervise

prumary health centres :: 118

Work with public health

auniliary workers [:: 109

Mobilize commuty

participation [:: 89

Investigate health problems

ot do research E:j 28
— } 4 {
0 1 2 3

Mean Estimate of Abihily
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Interns’ Opumions About Worthwhileness of Selected Activities

(Before and After Internship)

Qut Patient Care l j 171
166

Control of
Communicable Diseases

MCII and
Famuly Planning Chaes

School Health

In Patient Care [ , 163

Freld Survey [ 94

Didactic Teaching l:: 106

Gathering Rouline Data [: 69

RNy 72
Study Development Block l_____l 78
T 71

- } }

0 1 2

Mean Estimate of Worlhiwlileness

|
'l:] Before
|

Afller (Rural Internship)



Fig 17

Interns’ Opmions Aboul Worlhwlulencss of Selected Aclivilies

{After Internship)

Out Patient Care ————
Commumcable Discase Conltrol A |

MCH Farmuly Planmng Climes | A

School Health 7
Reading Mcdical Literature C———
Individual Discussion C———
With Teaching Staff
Senunars with Tcaching Staff 1
knvironmental Samtalion |
In Patienl Care —/ 3
Learn About Rural Life ———
Specialty Clinics A
Family Care C——1
Community Health I
Preventive Services | R
Vital Statistics  I——
Ficld Survey | |
Didactie Teaching C—/———
Gathening Rouline Dala I
Study Development Block —

0 1 2 3

Mean Estimate of Worthwluicness
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Fig 79

Interns’ Opimions of What They Learned Durnng Inlernship

{After Internship)

Lewrnmg fiom practlical
experience { |

Establishing good relationships
with wvillagers l [

Understanding socio economic [ ]

factors

Gelting along with professional ]
colicagues and auxiliaries

Learning about rural hfe ! 1
Clinical practice under rural ]
condilions |

Heailh education | |
Applying preventive principles l J
in practice

Understanding epidemiclogy ]

and natural history [

Orgamizing primary health I ]
centres

Applying mass community

hiealth measures l ]

Undersianding research and
survey methodology l::)

} 1 " }

o] 1 2 3
Mcan Knowledge Ganed



Fig 710

Interns’ Opuuons of Whai They Learned During Internship

Compared With Inteiest 1n Rural Service

C
Lesnns feom practieal G777

experience

Establishing good relationships 77727 77777777 2 2 7

with willagers

factors in disease T e L P e o 1 RN o S

1 }
Learning about rural hie U il 7l e 74

T e hr s e bl b WY b LA EE e

— 1]
Organizing primary 727 s L s

health cenires [T TR T RN I

:| None 0 1 2 3
Shght Mean Knowledge Gamed
B Great or Moderale

Interest 1n Rural Service



Interns’ Opimions of What They Learned During Inteinstup

Fip 711

Compared With Residential Bachground
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with wllagers

Understanding socio economic
faciors 1n disease

Learning about rural lLife

Health education

Chinieal praclice under
rural conditions

Applying pnnciples of
prevention in cliucal practice

Organizing primary health
centres

Applving mass community
health measures
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Supervisors’ Raling of Rural Interns at End of Internship

and Improvement Duning Internship
(1963 Only}

Professional Shills

— —
FRLARRUR RN

-

General diagnostic ability

Alnliy to apply
clinical treatment

'

Profussionnd relationships and J]
adminstrative ability UL RN
Abihty to create rapport L ]
with patients and families ANUERRURARARANANANY
Understinding and abihity to r ]

L b [
o ohcal practiee " ATEERITERERRRTRN
Understanding souio economic [ 1
factors 1 manayement of m
disease

s

Abihity to apply commumty
nealth measures

%

Unds rstanding ol causation,
natural history and
epidemiology of disease

]

|

Abily to use epidemiological B

mformilion {0 awd ehncal
diagnosis m

Abality Lo see — ]
community as a whole

& 1 2 3 |
[T Status at end of mternship Mean 1t iting

(NSNS Improvement during internship
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THE NLED FOR A NEW RURAL HEALTH SYSTEM

Through the years, mnumerable pohtical speeches have exhorted
doctors to go to the willages Socially conscious medical educators
have cnticized themselves because they have not been able to imbue
thewr graduates with either the orientation or the motlivation to serve
rural people

Early in this research 1t became evident that the whole rural health
care system is inadequate and at fault, not medical education alone
The blame for the lack of health care in willages cannot be placed on
doctors alone The deficiencies of doctors, both numerically and in
their preparation, are only a part of a more general problem Doctors
cannot be effective in rural health centres until these peripheral units
are made decent places for doctors to work With the progressive
mmprovement of physicai facilities 1n health centres in some states of
India, 1t 15 ncreasingly evident that there are even more senous
organizational problems From a continung series of research projects
at Narangwal, we have learned a great deal about what 1s needed 11 the
reorganization of the rural health system

Basic Elements of the Health Centre Approach

The problems of the rural health system are so fundamental that
varnous partial and piecemeal efforts to rearganize services have
obviously not been radical enough The Bhore Commitiee and sub-
sequent planming groups conceptudlized a regionahzed comprehensive
care system that made good theoreiical sense Progressively there has
been considerable advance i providing the structure of the system, but
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there are major gaps and 1t has never developed smoothly functionmng
mterrelationships

In the first volume to come oui of our Narangwal studies (Tuhuha
et al, 1967), we described the twelve basic elements of the health centie
approach, these are summarized in Chapter 1 An all-or-none principle
was delined We postulated that it 15 necessary to reorgamze all these
elements 1n oxder to get the system to function effectively In the past
there was too much tinkering m that only two or three elements would
be changed at a time One of the most deleterious aspects of the
present system 1s the contmuing tendency to carry to the villuges the
western health care pattern, cxemplhiied by pulivale praclice and
hospital outpatient services, with the physician functiomng only as a
salo practitioner

Traditionally, health <ervices tended merely to respond to
patients’ initiatives as they came seeking health caie  As the orentation
now shifts Lo mclude the preventive part of comprehensive care, 1t
becomes mereasingly essential that the health services take the mmitiative
This, 1n turn, requires a clear defuution of professionally determined
need 1 the commumty in addibion to just respondmng to mdividual
patient demand A balance must be maniamed with participation of
the whole community in planning which leads to local determination
of prionities

Mass Needs of Villages Cannot be Met by Doctors Alone

A fundamental reality is that doctors can never meet the mass
needs of villages by themselves Doctors will not go to remote villages
mn sufficient numbers, and 1t 15 mcreasingly evident that the government
would not be able to pay all of them if they did go (Alexander 1366)
lvidence gathered mn our research demonstrates clearly thai the
expectations of both the medical profession and society generally are
such that the physician will probably still be expected Lo fill the role
of leader of the health team Expectations must change, however, lo
recogmize that he should not be required personally to iry to provide
all primary medical care Furthermore, the analyses show Lhat this
irend 15 probably appropriate i ensuring the best use of physicians'
time A whole new onentation and role for the doctor will have to be
worked out as the health syslem 15 rationalized and this will require
major changes 1n present orientation and preparation
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This study showed thal young doctors reflect peneral urban
attitudes m ranking haghest those clinucal specialties that have particular
dramatic appeal (Fig 5 1) The order in which climeal specialtics were
ranked suggesis rather clearly that the drama of prompt cue 15 a
dominant factor in social prestige, recogmtion, and remuneration The
ranking, progressively moving downward from surgery to public heallh,
suggests that those prevenlive and commuuly activilies which lead to
deferred and less dramatic resulls have minumal prestige, even though
they may m fact produce greater improvement i general heaith

A similar orientation 1s reflected in the mterns’ choices of types
of professional activity—with the rank oidering ranging from specialty
private practice at the top to primary health centre woirk at the bottom
(Fig 5 2) That this 1s not related solely to financial remuneration 1s
mdicated by the umportance accorded to tellectual satisfaction, the
factor ranked highest in career chowe (Fig 5 7)

The fact that 1ural service has hittle appeal as a career 1s neither a
surpris¢ nor an mnsuperable obstacle Doctors may be willing to go to
the wllages, but conditions will have to be modified fnst There seems
Little reason to expect many doctors to develop missionary motivation
But this study has clearly shown that most doctors are willing to serve
 rural heaith centres if basic personal and professional considerations
are met Almost equally important, they do not want to be stuck mn a
rural setting for life (Fig 6 1)

Three observations support the mterns’ intuitive recognition thal
the solution does not hie in a massive flow of doctors 1o the villages
The fundamental problem is economic Few villages can aflford to pay
doctors the remuneration they expect in solo praclice of pnimay
medical care Doctors are oo expensive, and modern medical care
costs too much Nor does 1t make sense Lo prepare a highly skilled
professional to use sophisticated technigues and equipment and then
put hun i siluations where he does not have access Lo such expensive
facilities

It follows, then, thal a health manpower policy that concentrates
mainly on producing doctors 158 mappropnate An unbalanced
educational system concentrating mawly on Lramng doctors mahkes
neither political nor economic sense  ‘The cost of medwcal education
by 1tself requires that therr numbers should be smaller than the
supporting categories of paramedical professionals and auxiharies
Many devecloping countries have, however, rushed mto unbalanced
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production of doctors, partly because doctor-population ratios have
become prestigious, nternational mmdicatols of a developed health
systern  Recent pressures to open mote medical collepes also show
that many famihes want to expand medical education to provide
career opportumtles for thewr chiidren  The resulting distortions
produce a manpower profile shaped like an hourglass rather than a
pyramid, wath only a few health workers supporting the doctors and a
large number of indigenous health practifioners working independently
n the vitllages Rational manpower planning requires « truly pyramdal
balance between doctors and auxiliaries to get the most cost-elfective
manpower mix

Finally, we observe that efforts to provide all medical care by
doctors does not necessarlly result i the best health care  Auxiliaries,
tramed specifically to do particular routine jobs, seem better able to
produce a consistent quality of work than the more broadly prepared
doctors This 1s especially true 1n situations where auxihanes are closer
to the people and can, because of this, apply prompt care which can
offset further progression and complications The auxihary learns a
routme and tends to be satisfied to carry it out A doctor forced into
a posilion where he 1s performing only rather simple routine tasks
quickly becomes bored, dissatisfied, and neffectual

The fact 1s that primary medical care tends to be monotonous
because common iUlnesses are reacdily cared for by routine procedures
Doctors 1n solo practice tend to fall quickly into what Osler called
“penny n the slot” patterns of practice, with a statement of a chief
complaint eliciting a reflexive presenptive response  One director of
health services told one of us that a PHC doctor had been commended
officially because he was seemng 700 patients m a moming Detailed
work studies of more typical health centres indicate tine allocation of
an average of one to two minutes per patient Even with this ndicu-
lously high work ocutput, the doctor can only serve fewer than 5,000
people living within a few miles of his health ceniie, rather than a
whole community development block of more than 83,000 people

A heavy load of curative work has emciged, then,as a primary
obsiacle to the eifcctive prowision of compreliensive care  As long as
doctors are overloaded as they try unsuccessfully to meet the mass
demand for care of simple illnesses, theie 1s litlle chance that they
will effcctively organize a health {eam to provide an appropriate
balance of preventive work Because of archaic traditions thal make
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clinical caie the particular preserve of doctors, preventive work has
been declegated to auxiharies, wiath the subtle mmplication Lhat
prevenlive scrvices arc relatively unimportant and simple  There 1s
also an 1mplication that if preventive services are impioperly done
there will be less polental for doing harm than with curative work

In our continuing rural health research (Taylor and Takulia
1971, Taylor 1970), we have tued to gel away from professional
stereotypes and develop a more rational delinit:on of the doctor’s
role We have attempled to redllocate funcuons mn the health team on
the basis of carcful evaluation of the skills and competence requred
to perform specfic actmaties ‘The principle is that all functions that
can be easily routinized should be assigned to appropnately tramed
auxiharies ot paramedical workers Only tasks requiring broad
understanding, the judgement to make complicated decisions, or
complex skills should be referred to doctors We found that ninety
percent of pnmary medical care was, in fact, casily routunzed and
simply treated, while the other ten percent can consume as much time
and money as can be made available Auxiliaries can be trained to
diagnose common conditions on the basis of symptoms and simple
findimgs  Then, clear instructions for prevention and {reatment can
be buill into standing orders (Ubcros et al 1974)

Furthermore, simple routines for referral to a plhysician can be
based on well defined iindings or the patient’s faillure to respend to
standard treafment i a specified time The screeming function is a
relatively straightforward skill which can be taught In fact, too much
medical knowledge 1s likely to mterferc with efficiency n this kind of
routine task because knowledge of all 1he alternatives 1s distracting

The more soplusticated a community becomes, the more they can
learn to take care of routine problems themselves Oftentimes health
centres n developing countries are crowded partly because people aie
still sorting out the relative value of vailous sysiems of medicine
Because they are still no{ sure what scientilic modern medicine wall
cure most readily, they bring all their minor complamis for diagnosis

For referral procedures to [unction efficiently, an mformation
system should be set up to record unfortunale sequelae If they
become recognizably frequent, they can be identilied as havang special
prionty, and special referral routines can then be cstablished  Siice
such special routines must be shaply lumited to the highest prionty
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problems, the guiding principle in keeping the standing orders simple
must be the general public health dictum that the objective 15 adequate
care for all rather than unlumited care for a select {few

Preventive routines also may be either routine or complex Some
mass prevenlive measures can be almost mechanstic—{or example,
spraying for malangd, routine weghing in nutrition surveys, doing
unmumzations, or conducting environmental control procedures The
types of preventive services Lhal require changes in personal hving
habits and those that mvolve commumty diagnosis and measures to
mtroduce social change, however, have as much variely, uncertainty,
and ntellectual challenge as the ten percent of climical cases which
need referral for specialized care During a home wisit, for mstance,
considerable social and scientific sophistication may be needed to work
out the dynamics of changing personal living halts [low can one
routinize the greatest mass need of all in India, which 1s to standardize
the motiwvational approaches that will convince parcents to practice
family planning® These skills require sociologieal, psychological, and
community traiming for all members of the health team

To have aumibaries distmbuted n subcentres throughout the
health centre area, 15 also the only way that medical services can he
made geogmaphlcally accessible to all the willages of a community
development block Women and children do not have the mobiity of
men who can get on a bicycle and travel to a health centre several
miles away Coverage should be increased by ensuring that a subcentre
13 within a mile or two of every village family, and that the auxihary
staff there can provide comprehensive plimary care

The realities of the rural health situation require an mversion of
present roles m the health team Instead of doctors providing curative
care and auxiharies downg the preventive work, the delegation of
responsibility for both curative and preventive services should be
based only on whether safe roulines can be established Daclors can
function effectively as leaders of health cenire teams only 1if they are
relieved of responsibility for the ninety percent of curalive care that
deals with common and uncomplicated 1illnesses m a system that
provides screening for the more sertous conditions ‘'lhere must be a
concurrent reorgamzation of medical education and the iraming of
other members of the health team Even mote fundamenially, the
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whole system of values must be changed to revise medical cthies (o
accept these changed roles

Raole Definitions in the Health Team

Two divergent points of view need to be placed n perspective 1n
the current crisis of medical care 1 most countries of 1he world They
are the contrasting scientifically based prolessional view of doctors and
the public’s view of what happens to them when they are sick

Doctors increasingly consider the traditional pubhe image of the
family doctor to be mostly a sentimental nostalgia for a pallem of
service which 1s mcreasingly difficult to achieve m the modern world,
and essentialy impossible in poor countries It 1s well to remember
that the memory of the family physician 18 chenshed by Lthe lumited
public 1n most of the world who really had access to geneal
practitioners The present fiiend among affluent groups 1s to reeslablish
family medicine by raising it to the status of a specialty The content
of medical knowledge and the range of medical skills is too great to be
handled by any one person Speciaization 1s growing because doctors
feel that 1t 1s necessary for them to focus theiwr learning and skills fanly
narrowly m order to have the personal satisfaction that 1s derived ioin
competent performance Doctors geneially feel obliged to handie
common problems with a thoroughness thal will take mnio account rare
possibihities mn differential diagnosis and complications, and only the
affluent can pay for this service

In today’s trend toward specialization, then, the growing problem
15 for patients to find primary care physicians with sufficient generalist
understanding to keep the whole range of their health needs in
perspective and (o help the patient find his way among the maze ol
specialists A good specialist can usually diaghose elusive and compli-
cated medical problems 1 a shorter time and with more precision than
a general practitioner—provided, of course, that the patient gets to the
rnight specialist In the meantime, however, the patient usuaily suffers
the hazards of progiessing disease and the cost and personal danger of
mappropriate diagnostic and therapeutic measures

The public, nevertheless, continues to be concerned with matters
which have been 1gnored in the scientific era of medical progress They
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want a doctor patient relationship that includes hand-holding and time
spent 1 eaplanation  These qualities provide a basis for coulidence,
patients [eel the need for someone who caes, somcone to whom thcy
can turn over the worries assoctated with ill health

For most of the people of the world, there seems te be no way n
which the combimed functions of applying the best of medical wisdom
and technical skills on the one hand, and human caring and emotional
support on the other, can be built 1nto a one-to-one conlinuing human
relationship with a single family doctor Ewven the most affluent are
having trouble gaining access to such care To apply the best eapertise
within reasonable constrants of efficiency and economy, we are having
to turn to orgamzation of multiple skills within a system  People aie
not used to personalizing a system sufficiently to develop real confi-
dence 1n and affection for 1t We must, however, learn to approximate
the 1deal 1n a way that provides more equalization of access to services
People want to know that thewr needs have, at least, been taken into
account

An elfective health system, then, requires two components First,
the primary care contact should be the pomt at which the continuing
human support relatienship needs most to be developed This 1s wheie
kindness and caring must be evident 11 a personalized relationship with
an mdmvidual who 1s readily accessible With such a person to do the
mterpreting, it will then be easier to encourage the nnpression, and
hopefully the reality, of caring m the whole system The second
charactenstic of an ideal system requires the developmeni of mech-
anisms so that the technical needs of patients will be cared for by the
person who can best and most efficiently and economically apply
appropriate specialized skills and understanding n diagnosis, therapy,
and prevention Such a system requues a good screening procedure
and easly accessible referral

To allocate responsibihities rationally, 1t would seem best to enlist
for the pnimary care contact persons who have come from a socal and
educational level relatively close to the community they serve Unlort-
unately, this seems to imply that more affluent, educaled groups will
have access 1o more highly trained family doclors, winle poor and
uneducaled groups will have to be satislied wilh somcone coser to
their own group who will probably be an auxihary This arrangement
seems realistic, though, 1 improving care paticrns because 1t 15 well
known that professionals who are socially distant from the communi-
ties they serve have trouble in bndging the wide mnterpersonal gap
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Such professionals can, however, bring prestige and suppoit to an
auxiiary On the other hand, 1t 1s also mmpoiianl that the primany
care person should mmmediately command respeet in the community,
and thus requires a readily recognized level of special preparation and a
widely supported process of building up the distiictive image of the
health care auxiliary

When a highly tramed professional has Lo perform routine and
borng tasks in mass primary care, his only recompense for the lack of
mntellectual challenge willi be some other direct reward For instance,
a doctor wil attend faithfully to the care of normal colds, Monday
mornimmg headaches, and smoket’s cough only 1f Le 1s paid well, if hus
patient 15 poltically powerful or socially prestigious, if he happens to
be unusually charitable, or if he just cannot find any other way to
make a hving A doctor with an affluent private practice of simple
Ulnesses may rationalize his contribution by stressing the need for
considering abstruse possibilities in making a differential diagnosis m
order to add a few percentage pomts of betler care for nnportant
patients, or he nugh{ get his gratification from the contribution he
occasionally makes by encouraging personal preventive measures such
as stopping smokmng

By contrast, if the lack of prestige can be overcome, with
changed role expectations, motwvation and traiming, many doctors
could find the role of bemng a community physician challenging and
attractive They can work through a team of auxilianes Lo reach large
populations and can learn to cope with complex commusity problems
In an increasing number of countries, even those which have been
considered affluent, economic constraints are forcing the new approach
to mass comprehensive care based on paramedical or aunibary workers

To make the system run efficiently, attention must also be pawd to
the logistics of transport and commumecation  Records must move
with the patient, both centnpetally and centrifugally, as he 1s referred
to appropnate speclalists and then returns home Both at the periphery
and centrally in the regionalized system, each stage nceds the benefit of
a summary of what others have learned and prescribed But at cach
stage, responsibility should move with the referral

Perhaps most important for maintammg the service tone mn such a
syslem is routine but not regular (in the sense of being expected) visils
by trained supervisors to support auxihiary workers ‘This supervision
must be educational rather than pumitive If an elfeciive carcer laddcer
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within the system has been developed, one feature 1 the seleclion of
those who will move up should be the opimion of field supervisors
This selection, then, would go beyond academic performance A
specific characteristic found in the good professional 1s the abihty to
balance alternatives in complex judgements To mainiain a quality of
carng throughout the system, the selection process should also ensure
consideration of community reactions and an opportunily to reflect
therr feelings about whether the imdividual bewng considered for
employment or advancement 1s one to whom they would hike to go
for health care

It 15 evident that doctors need special preparation to manage a
health team  While the general 1dea of integration has been widely
accepted for some time, all that has been done practically has been
to throw trachtionally trained doctors into a wvillage setting with the
exhortation that they be team leaders Comprchensive community
care mcludes some of the more complex arts in the practice of
medicine Rather than expecting the recent medical graduale to solve
such problems without guidance, the management problems requre
concentrated research attention The findings that come out of
research must then become a part of medical traming

It 1s the professors who should go to the field to develop the new
health system, rather than hiding in the protective security of teaching
hospitals  Chmwcal professors are especially needed because they,
presumably, can separate out the core of what 1s absolutely essential
from ntualistic fringe activities in medical care They should also be
better able to apply cost-benefit judgements in developng routines of
simple care 1o meet the mass needs A better balance should be
achieved beiween field research on practieal problems and the general
tendency to do increasingly sophisticated and expensive studies on
tare diseases

Comprehensive care packages of service must be designed Lo
ntegrate activities When a mass campagn 1s developed for malara,
it remains efficient, only as long as a particular pattern of coverage
with DDT spraying 1s mamtained for a large number of people When
malana programmes reach the mantainance phase, they must be mte-
grated with basic health services, even though this 1s difficult It has
proved efficient to send health workers to villages to do only one
task and then have several dufferent types of workers trying to make
home wisits The new comprehensive care package can be designed to
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get maxamum trade-offs between those activities that will be syner-
gistic  Qur other projects at Narangwal have shown that services can
be designed m lield research to produce simple service packages for
women’s services, child care and {amily planming which are appropnate
for replication and mass implementation There 15 need for field
research on the whole comprehensive care package

Political considerations are increasingly requiring a more uniform
distribution of health manpower over the total population Thisisa
direct move away from the focussing which results from the atiraction
of urban centres for doctors A phased approach seems necessary
during an intenim period One compromise has been to draw mlcnsive
coverage circles for limited populations immediately around health
cenires and subcentres The full package of comprehensive care 1s
provided only in the ntensive area, wnile people can come on thelr
own mitiative from the wider areas

Simple but extremely important geographical hmitations cantrol
the coverage that can be expected from one subcentre A commeon
mistake 15 to try to get health auxiharies to cover too large a
population In our functional analysis of health centres (Reinke et al,
1974), we found that in Mysore, where auxshary nurse-midwives were
expected to cover 10,000 population, they spent forty-five percent of
thewr time just wallang from home to home In the Punjab, with the
same general coverage of a subcentre population, ANM’s were only
required to do home visiting 1n an intensive area of 3,000 population,
here they only spent twenty-three percent of their time in travel
Local transport arrangements and distance between population units
will nfluence the balance between work and travel But nn general it
seems reasonable to have more multipurpose auxiharies travelling
shorter distances, even if this means spending the same amount of
money to hire workers who are less qualified n theirr tramning To
develop maximum coverage withm constramnts of cost, such muumally
fraimned auxihiary personnel may have to focus thewr activities on the
most limited and simple components of the service package Having
several single-purpose workers cbvicusly multiphies travel lime  Suce
people tend to be more expensive than mmproved transportation,
greater use should also be made of simple technology, such as bicyles

Perhaps the greatest reduction of cost m the functional redistiibu-
tion of roles n the health team will come from moving responsibnhities
back into the community Many of the acute and comman illnesscs
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which overload the present health centies can readily he cared for in
the famiy Self-trealtment or maternal treatment of minor complants
can be mncreased through health education For mstance, most of the
severe morbwdily from the massive prevalence of dianlicas among
children could be readily prevented by carly oral fluid replacemont
therapy If packages of the appropnate salts to be mmed with water,
with clear mstructions for their use were available in all village homes,
the need for much fime-consuming medical care for rehydration wouid
be greatly reduced

The Highest Prioruty - Family Planning and MCH

The greatest health problem in India is rapid population growth
The unfavourable effects on the physical, emolional and socdl
well-being of indmduals, families and commumties have been well
documented (WIIO 1970) As with other mass health problems of
high prionty, carly stages of program development may be amenable
to a mass campagn approach In India, such approaches have thus far
dominated the family planning effort, with sterilization camps having
recelved the greatest publicity

Inchan policy has, however, moved toward recogiition of the
need for the long, slow effort of bulding continuing local services
that integrate health and famly planning Family planning and health
have a two-way interaction Noi oniy 1s family planning a principal
means of improving maternal and child health, but maternal and chid
health also greatly strengthens family planning

Up to an as yet undefined threshold of socio-economic develep-
ment, health motivations are probably more important in gamning
consistent practice of famiy planning than other factors such as
education, economics, and the status of women Among the health
motiwvations for family planning, the most clearly identified are those
that relate to maternal health ‘The success of post-partum programs
15 a clear indication of the recadiness with which women accept family
planning when 1t 1s provided 1 the contexl of maternal care

A presumably mmportant but little understood relationship s the
effect ol child health and survival on famly plannmg motivation  The
common sense notion, which has yet to be scientifically demonsirated,
15 that 1t 18 unreaiistic to expect parents to stop having children until
they have some assurance that those they already have are gomg to
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survive  {Qmran 1971; Taylor 1965, Taylor and Hall 1967, Taylor
et al 19743 This child survival hypothests presumably 1s subconscious
and condioned by expectations that are developed durmg an
mdividual’s own carly experiences If one's siblings and friends dicd
early, then there 1s a built-in subconscious feeling that exira children
are needed to end up with the desired number When children’s
survival 1s assured, 1t would presumably lake at least one generation
for these eapectations Lo shift The ntegration of family planning
with child care could set up conditions for reducing this lag pernod
{Taylor and Takuha 1971)

In addition to mortality eapectations, there 15 perhaps an even
stronger effect of morbidity (Taylor 1970) llnesses of chiidren seem
to influence family planmng motivation, and our research at Narangwal
suggests that the care of certan ilinesses, such as marasmus, have more
mmpact than general medical care mn demonstraling the availability and
effectiveness of chuld care

At Narangwal since 1966, a majo1 research project has been
defining the relative impact on {family plannimg utilization of vanous
modules of health service input (Taylor and Takulia 1971) We have
shown that 1t 1s possible to develop an integrated wllage-based service
using family health workers to provide nminety percent of medical care,
as well as nutntion, immuntzation, pre- and post-natal care, and family
planning For deliveries, we have learned thal 1t 15 best Lo support the
dar {mdigenous mudwife) rather than trying to replace her There are
several key elements mn making such a service module work Firsi,
there should be weekly supportive supervisory visits by a family health
supervisor and separately by a doctor to sce referred pabients and to
help with community diagnosis There should also be one-day traimning
sessions every other week when all auxiharies are brought into the
centre for intensive sharng of expermences and working out new
solutions  Furthermore, there needs to be adequate logistic support
The famidy health worker should have access to medicine and
procedures that really work, rather than being left i a poor competi-
tive position with indigenous practitioners who preferentially search
out the slrongest wesltern medicines Perhaps mosl important, there
must be standing orders and operating manuals thal are clear and
practical

Bullt mio the health care roulines arc a series of “entry puals™
for family planrung These inelude those pomnts 1n the reproductive
cycle when parents are most ready to talk aboul famuly planning
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Wiliingness of Doctors to Work in New Healih System

Perhaps the greatest contrihution of this study 15 the oplimistic
finding that these doctors reported that they were ready to go to the
villages 1f better professional and personal conditions of service were
provided (Fig 61) The motwvations of these young medical
gracuates seem sincere, realistic and relatively humanitanan They rate
professional biocks to rural service of greater importance than peisonal
considerations (Fig 67) It 1s worth noting that the problems ihat
bother them most are ones whuch can be corrected

At the top of the list in all geographical arcas was concern
about the lack of drugs and supphes The only reason given for the
remarkably frugal practice of providing a bare muumum of drugs and
supples to health centres is the fear that they will be sold for personal
profit This argument 1s not vahd economically A total mvestment of
lakhs of rupees (100,000 rupees) m the health centre and 1its staff 1s
essentially cancelled out just in order to prevent the possible waste of
a few thousand rupees which mught be lost m black market drugs
Surely administrators can find better ways of controlling diug
mventories than by emasculating the whale service  One alternative
would be to encourage panchayats (willage councils) to put up money
raised from the village people to pay for the drugs m health centres
and subcentres Villagers are usually more ready to pay for drugs than
for any other item Then, if this 1s clearly identified as ther own
money, highly effective local controls will develop automatically,
since vilagers do not take kindly to anyone wasting therr money as
distinguished from what they view as being the Governmenl’s money
Experimentation 1s needed to develop health insurance mechanisms to
distribute costs of local services to the consumers

The next three professional obstacles to recruiling doctlois to
wilage serwice relate Lo the difficulties rural doctors expenence m
mamtanmg thewr professional competence Particularly imporlant 1s
lack of opportwuty for professional advancemeni  This was also
frequently eapressed m the concern that once they got out m a willage,
everyone and especially their superiors and medical teachers would
tend to forget about them Then, ranked alinost as highly are concerns
about the lack of opportunities for postgraduate educalion, poor access
to libraries and reference matenals, and scarce opportututies f{or
consultation  These are reasonable concetns with readily avalable
and effective solutions
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Among the alternative solutions, the most desnable would be Lo
develop a regronalized relationship i which medical colleges reach out
to the health cenires If medical college ‘aculties were to develop an
interest in or perhaps to take responsibility for the primary health
centres i districts around them, they could keep m touch n a
number of practical ways These mught include periodic senmunars and
refresher courses at the medical colleges Even if a PIIC doctor weie
visiled only twice a year, 1t would do a great deal for his morale
Medhcal college hibranes could circulate mformation and btoature
through many different technical media  More elaborate possibilities
include mmnovations such as a radio network

Another major but relatively simple adminmistrative device would
be to ensure rotation out of a village assignment to compens«ate for the
mtern’s fear that he will “get stuck i the village for lfe ™ NMany young
dociors say they would put in a period of service 1n villages at an ealy
stage of their careers, before they have school-age children  Village
service should be made a prerequisite to any kmd of professional
advancement, whether 1t be post-graduate tramming, advancement n
government service, or a foreign fellowship Two years of service by
all medical college graduates would staff every health centie in India

A final pomnt needs to be macle about the recognition and piestuige
accorded {o wvillage service ‘The medical souial structure cleatly puts
health cenlie senvice and preventive work at a low level, of virtual
untouchability  The real excitement and challenge of community
medicine can and should be built mmio the career eapectations of
doctors and of society at luge Symbols may be impoitant, such as an
annual award to the best PIIC doctor n a state or a district  The fact
that low salary ranked eighth among the obstacles to rural seivice
shows that doctors® motivations are not purely matenalistic  Adequate
rural allowances would, of course, be an important way to show that
the special contributions of rural doctors were being rcecognized
Another simple device would be to make sure that at least one village
doclor 18 asked to present a paper at cach medical conlirence
Simularly, they could be encouraged to publish m medical journas
Occastonal articles 1 newspapers and magazines about a parbiculaly
effective health centre team would influence favourable public
rccognition
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Comparative Studies of Rural Orientation

The problems discussed w this book are, of coumse, not unigue n
India They are universal, and the more affluent countiies have much
to learn from those countries where hmited resources require more
efficient use Our studics m other developing countnes, using tesearch
methods developed in Narangwal, have revealed many similarities

A health manpower study of Turkey provided an opporiunity to
adapt the battery of tests developed in India Four groups of doctors
n rural service for varymg lengths of time were compared with a
control group of residents in Ankara hospitals In addilion, lifty-eight
doctors were tested as they began thewr government assigniments in
rural health centres in Eastern Anatolia and agan one year laler
Detailed data are reported in a scparate volume (Taylor et al 1988)
Some conclusions that we reached were

1 All doctors 1n rural service differed from hospital residents

m showing greater mterest w1 general praclice, public healthy
rural work, and willage people That this was not merely due
to self-selection was shown by the fact that a distinct shift
toward the above parameters occurred during the year of
rural service

2  The Turkish doctors’ frank evaluation of the problems of

rural service replicate remarkably the findings in India
Ranked highest as unfavourable factors were 1nadequale
medicine and supplies, supervision by non-medical persons,
lack of professional meetings and stimulating professional
contacts, unqualified assistant staff, and lack of educational
facilities for physician’s children

3  The ranking of the relative impoitance of various heallh

centre functions showed the mrrelevance of curtent medical
education Greatest umportance was attached lo serving as
leaders of the health team and working with health unit staff,
prevenlive scrvices, and commumity studies—all neglected
subjects m medical cducation

4  Groups with the least acquantance with wvillages showed

polar reactions to questions about thewr athitudes to villagers,
mcluding holh unfavourable and favourable responscs, while
doctors who had worked 1 wvillages had more casud and
realistic opimons
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A similar comparative study was carmed oul m Iran by Alelna
(1962) In addilion to using an adaptation of the sanie hatlery of tests
on three groups of rural health centre doctots, this study also mcluded
groups of hospital residents in Teheran, final-year medical students, and
first-year medical studenis Agan, responses showed simular patteins

1 Fist-year medical students 1deahized the prospects of ruial

service, while final-year students showed a more mactical
approach

2  Doctors serving in nural areas ranked the problems in village

service with remarkable unifornuty lack of opportunity for
postgraduate education, 1nadequate drugs, supplhes, and
equipment, lack of educational facilities for children, lack
of medical meetings, no libraries, no outside consullants,
and nadequate transportation and housing Not enough pay
ranked twenty-fourth out of the twenty-seven items histed

3 Responses to conditions under which rurdl service would be

considered acceptable showed a strong preference for a
required rural rotation of all doctors

4  One group, the health corps, received preparatory and

mservice traiming The favourable effects showed up clearly
in their onientation This was especially true of preventive
and publiec health measures and the mobilization of commun-
1ty action

5 Reasonable motivations for service and altruistic aititudes

characterized the responses of most groups Siudents and
hospital residenis tended toward polanzed viewpowmts, em-
phasizing  both positive and negative characteristics of
villagers, while rural practitioners tended to have more
neutral feelings

Suminary

A new pallern of health care 15 evolving which pronuses to mecd
mn a more adequate way the needs of the people, winle still providing a
reasonable basis of gratification and satisfaction for health woikeis
The service must be regionalized mn the sense of having mutually
strengthening Iinkages between all levels of the health care system The
team concept 1s central, and a totally new approach is necessary [or
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reallocating 1o0les In particular, rouline medical cae must be tuined
over to auxibaries to permit professionals to concentiate on the more
complex problems, especially those mvolving community diagnosis and
therapy Young doctors are reasonable m recognizing then responsi-
bility to provide comprehensive wvillage care if it can be done as a rural
rotation early in thew medical careers But such rules should apply
uniformly to everyone Presumably this will lead to more effective
selection of those few who will choose rural and family medicine as a

speclalty and will move to positions of leadership 1n improving rural
services
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ANEW PATTERN OF RURAL MEDICAL EDUCATION

The health system can be changed only if the onentation of the people
who make up the system 1s changed

Medical education in India 1s stili too imuch a replica of British
medical education of fNifty years ago  Most systems of medhcal
education around the world share the same problems, although there
have been significant efforts at reform in the past twenty years In
India, modifications have consisted principdlly of adding new course
matenial, often without sufficient cutting of lower pniorily material
to make room in the curnculum Much of the specialized mformation
now ncluded 15 useful only to chimcal specialists in particular fields
It 1s almost nevitable that when specialists do most of the teaching,
they will emphasize what they know best

The crowded curriculum has jeopardized preliminary eiforts m the
last twenty years to introduce a community orientation Curriculum
congestion also causes a ngidification of both content and methods of
teaching  Students have no time for anything but rote, didactic
learnming to pass the examination hurdles The situation has been
sharply aggravated by a massive expansion n both numbers of colleges
and si1zes of classes Overwhelming shortages of qualified teachets and
adequate facilities created concerns about gualhty control which led to
an unhappy fixation of inflexible patlems in the mass production of
doctors

In the medical profession generally, a serious dechne i the spirit
of scientific enquiry, a lack of mnovative sharnng of wisdom and
experience to new generations of doctors, and espeanally a dummishing
evidence of a sincere and dedicated concern for service have been noted
n mny speeches by medical leaders over recent years That these
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concerns are shared by the public 1s indicated by numerous lettots to
newspaper editors Theire has been a growing awareness that the
present Liends must be reversed ‘The ieal leaders of medical education
and health services have been making slow but steady progiess m
finding solutions, rather than just jonung in the recriminations

India has been caught in an acute manifestation of a manpower
plannimyg crisis that we have rcferred to elsewhere as “The Qualitative-
Quantitative Dilemma * (Taylor et al 1968) Under the British Ray,
the emphasis was to hinat the coverage of health services to a select fow
but to mamntain lugh quaiity The masses of village people weie largdly
wnored  With mdependence, the greater concirn for common people
demanded a sharp shifli m policy  As m all demoaratic political
structures, therc is an egalitanan compulsion to disinbuie scervices
rather than restrict them to the chite  ‘Lhe voles are i the villages, and
polilicians found it useful Lo mahe speeches promismg fice medical
care  Political reabties then made 1t necessary f{or India Lo sactilue
quaity 1 a rapid espansion Lo obtan yuanbitalive coverage lhe
phenomenal speed with which the country was covered with primary
health centres 15 4 taiuly remarkable achievement

Doctors have always been the obvious symbols of heallh care
An exagperated mystique imphies that mcreasing the number of doclors
will automatically lcad to betfer health Poltical compulsions led to
crash efforts to satiate rapidly the demand for doctors It is, however,
not easy Lo turn off a manpower production flow, and an creasing
number of Indian states now face the yimpending dilemma of ovel-
producing doclors—in the limited sense that money 18 not availlable to
absorb them nto orgamzed government services Since the scope for
lucrative privale practice 1s not mexhaushible, an increasing proportion
of doctors are escaping mnto the world market for physicians through
the much publicized brain drain

Anolher pohtical compulsion further tlls aeusions to the
quantitative side of the production balance The hgh prostiye of
medicme leads childien {rom elile famubes, and secondarily all
acadenically qualified candidates, to demand as a 11ght the oppottunily
10 become doctors The fascinating phenomenon of prvale medieal
colleges being estabhished with excibitant capitation tees 1s now being
supplemented by stiaightforward politieal pres,ute to force contimng
cxpansion of goveinment fimanced medical colleges  This pressure aso
1s directly counier to the planning priorities of meeting the service gap
i villages, since {hese students certainly do not picture therr own
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medical careers as bemg to serve rural areas ‘This conlmumg political
pressure comes at a time when the only thing that makes sense from
the planning pamt of view 1s to level off the production of doctors
To offset the bulge at ihe top of the manpower hourglass, 1% 1s essential
that a massive concentration of educational efforl be focussed on illing
out the thm neck of the hourglass Lo converl 1t inlo the desned
manpower pyramud by producing supporting personnel and auxiliaries
ws much larger numbers than doctors

In summary, then, a period of massive quantitalive expansion of
medical education m the past {wo decades was probably mevitable 11
1s now time [or this curve to plaleau The emphasis must shift back Lo
qualitative considerations But this requires a new defimtion of quality

In the past, quality of caie has been defined only m terms of
medical care for the mdividual More and more knowledge, skill, and
soplusticated technology were appled to improving the care of specific
illnesses without regard 10 cost By contrast, 2 modern defuution of
good quality care for the community starts with recogmilion that the
goal must be adequale care {for the whaole group rather than excellent
care for the few Thus immediately introduces a need for cost-benefit
judgements because resources will always be hmiled  The great
challenge 15 {0 learn how to 1dentify those problems for which the most
can be done with the hmiled 1esources available

When quality 1s defined i1 community terms, the localion as well
as the content of medical education must be rethought There is no
excuse for limting practical tramning just to teaching hospilals i 1s not
desirable for students to leam how to work only with elaborate
equipment, since the professional carcers of most doctors will not
permit them access to such facilities ever again  Even more important
than the straightfoiward issue of learning wnappropriate skills 1s the
more subtle psychological impact of teaching based eaclusively on
hospitals  During the umpressionable medical college years, the young
doctor has set before him a value system, role models, and professional
expectations, thereafier, he measures all Ins aclivities agamst the
ongmal teachmg hospilal expenience A subconscious reflex judgement
leads to a downgrading of other types of practice 1f the doctor
remembered only the ntellectual and scientific atmosphere of the
teaching hospital rather than the matenal environment, then this mighl
stil be good More often, however, his standard of judgement becomes
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the physical plant, complicated technical equipment, and evidences of
affluence ostentatiously display ed by clinmical professors

The result 15 thal most physicians then go thraupgh then profes-
sional lives with a sense ol fallue because they have not met the
standards set by thewr professional 10le models When the gap between
the “1deal” and their own practical worhing situation 15 moderate, they
presumably expenence a heneficial psychological siress which may be
a valuable source of professional stimulation  As v other sitess
conditions, howevel, when the gap belween expectations and perform-
ance 1s as great as in the rcality ol most medie 1l practice situalions
m India, the young doctor finds that he has httle basis on which to
adapt to lus field reahties the excellent techmques that he learned in
medical college e just sives up because good quality seems unpossible
and, therefo e, 1rrelevant

A practical solulion would seem to be to distnbute the practical
traming over some combination of four levels of facihties Certanly
some ume m teachmg hospitals 1s needed to provide undersitanding of
what 15 posstble 1n quality care for the seilously 1l individual Then a
period 1n a more average district hospital would [ill the gap mn relation
to the usual hospital care patterns Thudly, there s need for intensive
experience 1 a teachig health cenlre where community care 1s
demonstrated as 1t should be provided Finally, some time i o more
average health centie would round out the student’s range ol practical
experience By being exposed to scientific and mtellec tual stimulation
and good care n all these siluations, the young doctor will learn to
separate the realities of what 1s necessary for good care 1 the majonty
of ilnesses from the less essential extra refinements that have become
symbolic of the leaching hosptal

The basiec philosophy 1epresentea by this new defimt.on of a good
quality of community heath caue leads to the concept of a medical
college without walls The community and its health tacilities would
be as much a part of the medical college as hospitals and laboratones
Following this broad review of implications for medical education, we
tumm to some specific findings from this reseairch

Selectron of Candidates

A major conclusion of this study 15 that m order {6 produce
doctors with a rural orientation 1t 15 necessary to select students who
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have the best prospect of developmg this quality It will probably
never be possible for the medical college and mternship eaxperience by
wself to consistently ensure a rural otientation

Interns from o rural background expressed grealer interesl in
primary health centre wolk than other interns They alse appreciated
the importance of subject matter relating to rural practice and by every
critenon measured they showed greater abilily to profit from theiwr
rural tramng  Sunilar but less clearcut iesults were observed n
students from poor families To get rural doclors, then, a fnsl step
15 to create scholarships for wolthy students from ruial and pom
families so thatl thewr rural ougm or linancial status will not prevent
them from getting a medical educauon, but mstead will open Lo then
an epportunity to obtain a good medical education

In this study, it was possible to pget dunect and apparently
meamngful responses about the level of mterest in rural health Our
questionnaire approach would obviously not work as part of a selection
process because all students would soon recogmze that statements
showmng mterest mn rural service would ncrease thew chance of
admission

Innovations m adnussion procedures which pget away fiom
standard exammations graded with pseudo-mathematical precision will,
of course, run into serious challenges because of possible distortions
and the mewvitable accusations of favourttism However, the assumption
that there 1s much sigmficant association between “ment” and exam-
mnation results 1s paiently fallacious

As a more promising alternative, our research experience with the
Rural TAT suggests that it might be worth a tnal as a selection
mechamism Using the standard coding manual, rather accurate sconng
proved possible for characteristics defined as favourable responses Lo
villages (V+), and unfavourable responses to wvillages (V—) Long
eaperience with TAT tests suggests that it 1s difficult for responses
lo be faked except with a rather sophisticated understanding of the
psychological basis for the test

One of the most delimie conclusions of this research is that
greater oppartunities 1n selechion for medical education neced to be
provided for rural and poor studenis Smce lhis requires general
recruiting, something should also be done to provide opporiunitics
for candidates who are not admitted io medical colleges I an
adequate expansion of paramedical and auxihary education 1s achieved
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the same promational cffort could be used to aliract candidates vo the
whole range of posilions 1n the manpower pyramid and to arange a
flow upward within the system

Undergraduate Medwal Education

Courses during Lthe medical college years should be designed
primanly to provide understandmg and skills in the basic disaplines
of community medicine, while the rural intetnship will provide
opportunity to practice these skills These undergraduate tequuements
can be summarized as follows (Taylor 1970)

A DBasic Sciences of Commuinly Medicuie
1 Leology
2 Social Scienees, including health econonics
and community organizalion

3  Statishics

4 Lpidemiology

5  Demography

] Genetics, Nutnition, and Chuld Growih

and Development

B Applied Sciences of Commuauty Medicine

1 Admnstration of [leaith Care, and
Integration of Basic IHealth Scrvices

2  Management of the Health Team

3  Community Disease Control Measures
(samitation, vector control, community health
education, orgamzation of programmcs for
spectfic health services such as immumzation
and nutntion

4  TFamdy Planning

C  Basic Changes in Attitudes and Values
1 Learng to rank puoiibties among health problems
and Lo concentrate resources on priorily problems
2  Learnmg the doctor’s new role in the health team

To provide opporbuniltes ta practice basic skills such as eprdemiological
survey techniques, health education, and the diagnosis and amelioration
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of community problems, it 15 mmportant Lo have a communny
laboratory  For undergraduate teaching m the villave seiling we refer
to the study willage as a laboratory rather than a ficld practicc area,
because students should bhe learning specific skills and gaming under
standing ralber than learning how to implement a general service
programme 1l 15 especially important for students Lo learn to work
with famiies and neighhourhood yroups Observalion umits must be
small enough to be readdy understood and analysed, Ii 15 hetller to
incorporate relevant eaperiences i a graded sequence throughout the
medical curnculum than to attempt to crowd them al ato the
mternship period

General Organuzalion of Rural Inilernships

The focus of this research project has been on the rural internshap
because 1t provides the most umportant opporiunity for practical
orlentation to village work Durmng the medical college years students
usually wisii, villages only for an afternoon or a day They are m groups
Il properly run, the eapenence can be suffliciently stunulating to be
interesting  During the mternship, however, the youny doctor should
actually live in the willage Village problems take on much more reality,
even though there 13 more chance for negative reactions

A pood iternship in any subject should prowide progressively
increasing responsibility under supervision  Too many internships fal
just because 1t 15 simpler to have wnierns observe than to have them
actually do the work,

Another general dictum 1s that there 1s no pomt m spending tune
m the rural mternship domg things that can be done more efficiently
4 hospital, such as cluncal medicine The time 1 rural comimumilies 1s
precious because it 15 so hard to arrange  Thransportation and logistius
Iimit the time available, but there are many valuable lessons that can be
learned only 1 the health centre and community

In view of the multiple obiectives and orgamzational possibnhitics
of wural mternships, it seems worthwhile to summanze our preseni
thinking about cducational objectives and activities based on thas
rescarch  Qur ranking of actwvitics 1s very differcnt fiom the priorities
attached by the interns {o a doctor’s health centre responsibilities
(Fig 612)
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{A general comment needs 10 be made ahout our mternsiup data  We
have not reported indwndual medical college differences as part of vur
research results nor reletled these to programme components in those
wnternships, although there might be much to be leained from such an
analysts The numbers from some of the colleges wetre not large enough
for separate analysis The mawn reason, however, 1s that we had
promwed the medical colleges ot the start thet no menlion would be
made of wdwndual college differences because wnvidious comparisans
would be wnevttable  We did give each college 1ts own sel of 1ovcarch
findings to be used to unprove s owa wmlernshyp moegiemme  lo
provide descriptions of some waoarluble programme allernolives that

have been tried, the college programnmes have been described n
Chapter 3 )

Specific Objectives

Management of a comprehenswe care team s a general shill that
can be learned only m a field practice mea  Smce 1l represents a
primary iesponsibihity of health centre dogtors, 1t probably desernves
Lop prioutty  Interns should be placed m working relationships with
other members of 1he hedth team so they can learn the achwvities and
capabtlities of other categories of personnel Specific situations can be
st up which require the exereise of management skills

Another mmportant set of shills 1s community diagnosis  This
requires a worhing knowledge of [licld epidemiology and slafistics
The communmty physician must follow commumt)" 1ates and wvilal
statistics as carelully as & climéian obscrves Lemperature, pulse, and
laboratory findings It 1s alse important to lean practical and
simphfied socal science shills and prinuiples because many communily
problems relate to social variables moie than biological causes  Some
expericnee with environmental sanitation 15 woithwhile, even if not
rated high by the interns

Because fesability 1s nocessary madapbing a health seivice Lo local
needs, the health centre doctor must learn how o plan  One ol the
most imporiant stéps in the planmag process 1s Lo speafly puontics
Tlus requires some mathematical caleulations but even more neccssary
15 practice 1 balancing judgement to make approprate cost-benefit
and cost-effectiveness decisions  Presumably by making analyses of
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puionities as they relate to famihes and small groups, exprrience can be
gained that will prove useful in dealing with larger commumities

There are, of course, many other things that ean profitably be
leamed 1n the rural internship  Some experience mn heaith centre
chrnical work 15 desirable, especially smce this 1s rated highest by the
interns  All clinical activities should demonstiate how the doctor and
his associates can use simplified procedures [or diagnesis and lreatment
It 15 more mmportant, however, that emphasis be plwed on getting the
fee]l of how the doctlor can support the auxilaries who are responsible
for carrying out primary medical care, and how best to voih within
the simple standing orders that provide adequate routine care for most
patients

One thing rural internships should not do 15 Lo simply provide an
unsupervised chance to practice clinical medicine The sad truth 1s that
m a village, interns can often do things they would never get a chance
to do mn a hospital because there 1s no competition from the chinwcal
hewrarchy above them Most chnieal experience can be gained moie
usefully in hospital wards and outpatient departments

Principies in the Orgamzation of Rural Field Practice Areas

Our thunking about practical field training has changed consider-
ably during this study We are no longer salisfied with Lhe 1dea thatl
a single willage health centre can provide an adequale teaching base
An area 15 needed where all the regional health service components
are functiomng Two major lessons have been learned about how
village services might be organized in such a demonstralion area

Furst, 1t 1s essential to have a genuine, working service Too often
In the past we have merely tossed mterns inlo o village to learn what
they could do on their own wilthout any suppoiling services  This 1s
equivalent to sending students for chnical instructions nlo a lmge room
containing patients lying m beds with no supporting services No ane
would call such an arrangement a teaching hospital  Wilhout nursig,
labowatory, X ray, diet, and other supporlive services, students would
learn little about modern medical care Simlarly, communily caie of
good quality requires a full health team within which the younyg doctor
can work 1n order to learn how a programme should be run

Furthermore, there has been tao much msistence by some that the
teaching health centre should he kept at the functional and {inancial
level of an average PHC As indicaled earlier, interns need to have
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assurdance that the village health problems we not imselubly Then they
should also spend some time m ap average pumary hedth contie to
learn how optimum methods can be adapted

The second madjor consideration s that it 15 importanl to get
respccted clinicians nvolved 1n both service and research m the Held
practice area A major psychological need 15 to show 3y oung doctors
that rural work 1s respectable  Nothing wiil add respectalnlity as much
as seaing clintcal professors peniodically participating in health contre
activitics  Thie simplest thing to arrange, psually, 15 & woekly chine
which can be used for tcachmg  Lven more uwseful 15 to el chinal
faculty mvolvea in jownt clinical-c prdemiological research m which
students can parlicapate This has the advantage thatl chimaans will see
that they, loo, can get something cut of the experience

The Qualitics of Field Teachers

Field teachmg will change ornentation and motwvation only 1if
teachers can creale an atmosphere of excilement and challunge 1t as
of primary mmportance that they redly know the willage through
prolonged personal nvolvement A problemn m finding staff for
teaching health centies has been that those who volunteer tend to
gel stuck m the wvillage just like PHC doctors A mote equitable
arrangement would be to require a 1otation of service fiom all the
commuinity medical staff

The most mportant personal characlenstic to ensure  good
teaching 1s enthusiasm  'This 15 espeeially true where difficult ficld
work makes 1t ull ton ecasy [or teachers to evade difficull tashs under
ngorous conditions by tclling the mterns to do the work and not
participale themselves  The teacher must believe 1 village worh and bhe
optumstic about the chance for change e must lhike village peopile
His interests should be bread enough to cover a wide range of rural
development subjects, such as agriculture and anthropology  Enthu-
siasm must be blanded with concernn to produce a service niotivation
that 1s contagious

Relation of Commwiity AMedicine Teachiny mn Medical Schools to
Graduate Educalion e Public Heallh

A final comment must be made on the much discussed subject of
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the relative 10les of community medieme teachnyg i medical < hools
and graduate education mn public health An artificial canfiontation
often  develops between the iwo educational aclivitics which 15
unfortunale, wrelevant and diversionary  Some mternational consult-
ants conbimue to push the idea that medical schools should absorb
schools of public health A 1elated argument 1s that commumty
teaching m all departments of a medical sthool will eventualiy make
depariments of community medicine unnecessaty  The fallacles in
these ponts of view are numerous but they are rooted m the supcieil
10us attilude that only doctors can cope with health concerns because
the problems are fundamenially elimical

Public health inc¢ludes a wide range of professionals other than
doctors — 1e, sambary engineers, stalisticlans, nutitiomsts, social
seientists, econonusts, planners, administrators, and several kmnds of
biological scientists It 15 not just another medical specialty such as
surgery or 1adiology, therefore, graduate traming in public health
cannot be ftreated as just another process of gettny: a group of
doctors through speaalty traimng There ame greal benefils n
providing graduate training for this mull-disciplinary group of puhblic
health specialists, includig doctors, m a shared environment  Where
schools of public health are run as departments of medical schools,
there 1s an mewvitable focussing on chmcal preventive mediane and
medical speciatties

The argument that depaitiments of community mediine should
cventually be elimmnated as therr work 15 absorbed into chnal
departmenls 1s even more damaging to a strong community emphasis
An equivalent argument would be that since all doclots should hnow
pathology and pharmacology those depatmenis should also be
absorbed by climical departments We have 1epeatedly stiessed n
this volume the necessity for chinical departments to be actively
mvolved, especially n teachung and 1esearch w the Neld practice arca
This requires <onstant stimulation and cooldination  provided by
specialists 1 community medicine, otherwise long term nleiest and
continuity 15 calremely uncertain The dohns 1llophms Medical
School provides an example of the almost total withering away of
an excellent teaching programme i preventive medicne after the
department of preventive medicine was abolished in 1947, making 1t



Chapler 9 page 12 (space al the top for runnmg boad wid page numbery

difficult for the school of public health to pich up the responsinlidy
because there was na focus m the medical school with which to worl
The oplimuimn 1s to have a department of community medicine in the
medical schiool and a separate school of public health—but no arrange-
ment 1s automatically fast or easy The old proserbh applies bie,
“What s everybody's business, soon becomes no oite’s business’
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