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Oibjective To implement rehabditation serdces in a rum| area of Raigad distict, Maharashina, India

Methads We piloted a sehabiltation serdce delivery model thecugh the Mahatma Gandhi Mission institute of Health Sciences, in
villages. The institute pesfonmed participatary rural appraisal and focus group discussions with stakeholders to identify general iss
i willage life that could affect deliveny. To integrate rehabilitation service delivery inta the existing primary case system, a beanm from
institute developed a strategic plan thiough rutidisciplinasy clinical restings. A rehabalitation team conducted a doce-to-door sur
and referred people needing rehabilitation senvices to the outseach wisits the team was making to the peimarny health cenee twice 2 we
If needed, patients could be refermad to  university teaching hospital for tertiany-level care.

Findings The rusal appeaal identified lack of awasenss, inadeguate workfoscs and infrastructuse as key issues for ehabilitation seni
defivery. In responss, we conducted saaseness camgaigns and formed a rehabilitation team consisting of personn el and students from
instituite. Betwesn 2018 and 2021, the team provided cans to 1800 patients, ofwhich half (200 patients) had musouloskeletal disoaders. A
rehabilitation, 360 (40%) of these 900 patients performed daily-ving acthities and continued o work with reduced pain within 2-3d
aftes rehabilitation. The team peovided antenatal case to 1629 peegnant women with musculoskeletal pain or stress urinary incontien
Con chusbon Provision of rehalbiitation serdces built swarerness 3 bout prysiothes py, develioped 3 rehati Btation cae patfnsy and esta bl
a need for regular services. Uising existing resources of the institute and iroling students rendered te model sustainable.

Aibstracts in s R, Framgals, Pycowwid and Espaol at the end of sach article.

Introduction

To achieve universal health coverage, rehabilitation needs to be
integrated as an essential health service for people across their
entire life-course. Although rehabilitation enhances quality of
life and contributes to several sustainable development EﬂﬂJl\,
rehabilitation services are under-prioritized within health-
care systems in most parts of world, particulady in bow- and
middle-income countries.'

In middle-income countries, integrating rehabilitation
services within health-care systems poses huge challenges
becanse such services require multilevel and complex delivery
models. Far :Ji.:l.l'rrple..lu:li.n's]argc population, of which the ma-
jority reside in rural settings, stark diversity in socioeconomic
conditions and inadequate resources challenge the autharities
to deliver appropriate services. The pace and extent of integra-
tion af rehabilitation services into the health-care system do
nat meet the rising need for rehabilitation services due to lack
of skilled workforce, infrastructure and resources. ™" This gap
exists despite the fact that India’s 2017 Mational Health Policy
focuses on preventive and promative health care and universal
access to gaod quality health-care services with attention to
disahility and rehabilitation services.

In the Ilai.;ﬁad district, a rural area in Maharashira state,
the Mahatma Gandhi Mission Institute of Health Sciences - a
higher education institute with an affiliated university teach-
ing hospital - has provided community health-care services
simce 2008, Studies conducted by the institute between 2015
and 2018 showed poar knowledge of immunization; noncom-
pliance with treatment of hypertension and dizbetes; lack of
trained workforce for newborn care; and elderly people expe-
riencing poor health-related quality of life."* These chserva-
tions prompted integration of rehabilitation experts within

the community medicine team to deliver compreher
multidisciplinary rehabilitation services. Here we describe
a service delivery model for rehabilitation was impleme
in the rural areas of Raigad district, using 2 community-b
participatory approach.

Methods
Local setting

Raigad is the second largest district in Konkan region af
harashtra state in India with a population of 2634 200 (:
census), of which 63% {1 639546 people) live in rural ar
The district faces comman rural health challenges, such as
prevalence af communicable diseases, malmutrition in chil
and elderly people and urinary incontinence in women.

The public health system consists of one primary h
centre at Nere village and a subcentre at Dhamani village.
health-care team at the primary health centre includes a me
officer, a resident auxiliary nurse, a midwife and a multzpur
worker. The Mahatma Gandhi Mission Institute of He
Sciences community medicine team consists of preven
community medicine doctors and a medical sedal worker.
team is assisted by mobile community health workers (CH
including one accredited social health activist worker anc
gamwadi workers (that i, rural childcare workers). Befon
implementation, the primary health centre and subcentre
no employed rehabilitation personnel.

For this pilot implementation, the Mahatma Gar
Mission Institute of Health Sciences included a duster of
villages with a total population of 4571 {Dhamani, Dhea
Diehrang, Tawar Wadi and Waghachi Wadi) incloding its s
lite habitats encompassing the entire Maldung gram parnch
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of Panvel Tehsil. We selected these vil-
lages because the institute participated
in the Unnat Bharat Abhiyan flagship
scheme of the Indian government Min-
istry of Human Resource Development
and adopted these villages through the
Mahatma Gandhi Mission Community
Health-Care Project.

Participatory rural appraisal

In 2018, the community medicine
department of the institute performed
essential participatory rural appraisal
in the villages. To identify general is-
sues in village life, including health
problems and other challenges, the
community medicine team adopted a
community need assessment approach.
Villagers, including people living with
disabilities, and accredited social health
activist workers participated in infor-
mal discussions with the team during
transect walks, and village mapping was
conducted in all five villages. Transect
walks were organized to follow the
geographical map of each village. Village
mapping was organized in an open space
outside the anganwadi (rural childcare
centre). One anganwadi worker, one
youth volunteer and a few villagers
participated in village mapping. The
youth volunteer drew a rough sketch of
the village map on the ground soil with
a stick and ash. Thereafter, the detailed
sketch was drawn on chart paper with a
pencil, and coloured pens were used to
mark critical landmarks in the village
such as the anganwadi, samaj mandir
(community hall), Dhamani subcentre
and schools.

Additionally, the community medi-
cine team and a medical social worker
held focus group discussions with per-
tinent stakeholders, namely: district
officers, gram panchayat (council for
a group of villages), a medical officer
and a resident auxiliary nurse from the
primary health centre, local leaders,
primary school teachers and CHWs.
Topics of discussion included health
issues such as prevention of infectious
diseases, noncommunicable diseases,
breastfeeding, supplementary nutrition
and anaemia.

Service delivery model

To integrate rehabilitation service deliv-
ery into the existing primary care system,
a team from Mahatma Gandhi Mission
Institute of Health Sciences (including
physiotherapists, preventive-community
medicine doctors, nurses and medical

social workers, along with members from
obstetrics—gynaecology, paediatrics,
medicine, otorhinolaryngology, ophthal-
mology, dermatology and orthopaedics
departments) developed a strategic plan
based on findings of the participatory
rural appraisal. This team held monthly
integrated multidisciplinary clinical
meetings at the institute to discuss imple-
mentation of the strategies developed.
During these meetings the following
activities were undertaken: (i) designing
of a comprehensive multidisciplinary
rehabilitation framework; (ii) scheduling
of monthly visits to the primary health
centre and subcentre; (iii) identifying
members from involved health disci-
plines who should be included in the
upcoming outreach visits; (iv) optimizing
the use of the institute’s resources; (v) re-
viewing the patient referral protocol; and
(vi) brainstorming on feasible preventive
care measures.

The multidisciplinary rehabilita-
tion team from the institute included
two community medicine doctors, two
gynaecologists, two paediatricians, one
general physician, one orthopaedic
surgeon, and one resident each from
otorhinolaryngology, ophthalmol-
ogy and dermatology departments. The
multidisciplinary team also included a
physiotherapy team comprised of one
faculty member, one master’s student,
one PhD student and five bachelor’s
students from Mahatma Gandhi Mission
School of Physiotherapy. The team’s task
was to visit the primary health centre,
subcentre and villages twice per week
to address the health and rehabilitation
needs of the population.

The institute also organized a mul-
tidisciplinary programme to address the
identified health-pertinent issues dur-
ing the rural appraisal. The programme
consisted of: (i) health camps delivered
by the multidisciplinary team including
the physiotherapy team, who clinically
evaluated pregnant women and managed
identified health concerns; and (ii) com-
munity health education programmes.

This service delivery model used
qualified workforce and resources avail-
able at Mahatma Gandhi Mission In-
stitute of Health Sciences to strengthen
existing government efforts (Fig. 1). The
institute developed this model in align-
ment with the recent updates in national
health-care policy,* which attempts to
address the growing burden of noncom-
municable diseases; reduce unsustainable
health expenditure; fill gaps in infra-
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structure in health-care facilities; and ad-
dress scarcity of CHWs and community
rehabilitation personnel, especially in
rural areas." Gaps in implementation of
existent policies, especially in the area of
health promotion, prevention and man-
agement of commonly reported health
conditions, led to the development of the
service delivery model.

Implementation

In 2018, the physiotherapy team con-
ducted door-to-door surveys in house-
holds and screened all the present vil-
lagers for major health conditions, such
as musculoskeletal pain, neurological
conditions, cardiorespiratory condi-
tions, and women’s health issues such
as stress urinary incontinence and uro-
genital prolapse. Following the survey,
patients requiring rehabilitation were
referred to the primary health centre
for physiotherapy. The referral protocol
instructed the physiotherapy team to
refer patients with a medical history
indicating a risk of having a serious
disorder, such as infection, cancer or
fracture,'” to Mahatma Gandhi Mission
University Teaching Hospital, Kamothe
for tertiary-level multidisciplinary care.

Household members identified with
rehabilitation needs received informa-
tion about the outreach visits. CHW's
reminded the patients about these
visits a day before the planned visits
through public announcements on a
loudspeaker.

The multidisciplinary team made
day-long (8 hours) outreach visits to
the primary health centre and Dhamani
subcentre twice a week for the delivery
of rehabilitation services for patients
identified during the survey. On the
first visit to the primary health centre,
patients were attended to on a first-come
first-served basis. The services were free
of charge to all patients. Patients with
identified health conditions were given
a follow-up appointment at the next
outreach visit. CHWs reminded patients
about follow-up visits through public
announcements on a loudspeaker. We
used existing resources of the institute
to deliver rehabilitation services, and
the institute supported the costs for
the travel of the team and for portable
equipment.

For the health camps, the multi-
disciplinary team used the Surakshit
Matritva Din platform offered by Prad-
han Mantri Surakshit Matritva Abhiyan
to deliver antenatal care to pregnant
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women at the primary health centre once
a month. This scheme is funded by the
government to ensure comprehensive
and quality antenatal care, free of cost
across the nation on the ninth day of ev-
ery month.” The team prescribed medi-
cines and nutritional supplements and
provided physiotherapy. CHWs helped
with dissemination of information about
the camp and assisted with the registra-
tion and crowd management. Before the
camps, the team obtained medicine and
consumable supplies from the university
teaching hospital. The institute supported
the transportation of supplies.

To discuss the logistics of creat-
ing awareness, review the activities
conducted and strategies to garner
community support, regular meetings
were held every 6 months. These meet-
ings included members of the gram
panchayat, a public health nurse and a
medical social worker of the community
medicine team, and university teaching
hospital administrators, and took place
at the Maldung gram panchayat office or
the university teaching hospital.

To build awareness regarding the
role of physiotherapy in women’ health,
we adopted strategies to reach women
and children in need of rehabilitation
by approaching them during antenatal
health check-up and immunization
campaigns at the primary health centre.
Simultaneously, community health edu-
cation programmes delivered by resident
doctors and physiotherapy master’s stu-

dents built awareness regarding the need
for rehabilitation among villagers and
CHWs. The team used various strategies
such as health talks, awareness rallies,
poster exhibitions and street plays, as well
as the distribution of informative picto-
rial brochures, the display of educational
charts, and the provision of exercises,
yoga, ergonomic advice and home-based
self-care strategies to empower patients
through self-rehabilitation.

Results

Findings of the participatory rural ap-
praisal and focus group discussions
revealed lack of awareness, lack of health
facilities at village level and in hamlets,
lack of CHWs in one village, lack of
medical doctors at the subcentre and
lack of rehabilitation personnel in all five
villages. The rural participatory appraisal
also revealed health-pertinent issues such
as infectious diseases, noncommunicable
diseases and anaemia (Table 1).

During the door-to-door survey,
we questioned 2073 people about spine
care. The point prevalence of low back
pain was 4.9% (101 respondents) and
neck pain was 2.9% (61 respondents).
Among the 250 tribal people surveyed,
10% (25 respondents) had low back
pain and 3.6% (9 respondents) had
neck pain.'* Additionally, screening for
developmental disorders revealed lack
of knowledge among 500 new mothers
about age-appropriate, neurodevelop-
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mental milestones and need for postna-
tal exercises for new mothers.

To address the rehabilitation needs
identified through the screening, the
physiotherapy team offered physio-
therapy care through the outreach visits.
During the implementation, an average
of 50 patients (range: 35-55) attended
the outreach visits per month. In total,
the physiotherapy team provided care for
1800 patients, of which 50% (900) of pa-
tients, including elderly people, presented
with musculoskeletal disorders, such as
knee pain and spine pain; 10% (180) with
neurological disorders; and 40% (720)
were women who received postnatal care
during immunization campaigns.

Between 2018 and 2021, 40 health
camps were conducted, and the physio-
therapy team delivered antenatal care
to 1629 pregnant women with muscu-
loskeletal pain or stress urinary incon-
tinence. On the Surakshit Matritva Din
platform, the team educated pregnant
women about antenatal physiotherapy
care, offered antenatal physiotherapy
care, and then followed them up during
consecutive outreach visits.

The multidisciplinary team offered
rehabilitation services to all patients
who reported disability due to musculo-
skeletal, neurological, cardiorespiratory
or geriatric health problems or women
requiring antenatal or postnatal care at
primary care level. None of the patients
required referral for tertiary care at the
university teaching hospital. Of the 900

Fig. 1. Existing and proposed model of care adopted at Mahatma Gandhi Mission Institute of Health Sciences to integrate rehabilitation

into primary care, India, 2018-2021
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patients with musculoskeletal disorders
who underwent rehabilitation, 360
(40%) performed daily-living activities
and continued to work with reduced
pain within 2-3 days after rehabilitation.
In parallel, the pilot implementa-
tion of the service delivery model helped
to sensitize and train 945 bachelor’s
students and 67 master’s students of
physiotherapy in service delivery at
primary care level through a real-life
problem-solving learning approach.

The estimated cost for delivery
of rehabilitation services per year was
computed by accounting for the cost
of human resources, capital resources
including rental of the primary health
centre building, medicine, transport,
equipment, furniture, stationery and
printing. Total in-house cost of delivery
of rehabilitation care was 876 277 Indian
rupees (about 11033 United States dol-
lars) per year. However, projected cost
for rehabilitation service delivery in

Research
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primary care by an external dedicated
rehabilitation service agency is likely
to be higher, as the current model was
embedded within the resources of a
multidisciplinary health institute.

Discussion

Our experience of providing rehabili-
tation services in a rural part of India
taught us several lessons (Box 1). The
model of service delivery resulted

Table 1. Key problems identified and lesson learnt during integration of rehabilitation services into primary care in a rural setting,
India, 2018-2021

Key problems Processes identified Key findings Lessons learnt
identified®
Lack of awareness - Villagers were introduced to - Increase in awareness regarding - A specific in-depth need

regarding need for
rehabilitation and
available health-care
solutions

Inadequate qualified
multidisciplinary
rehabilitation
workforce and lack of
access to care

the health-care team during
survey, camps, health check-
up, antenatal check-up and
immunization drive conducted
at primary health centre

- Awareness talks by
physiotherapists on specific
health conditions

- Distribution of informative
pictorial brochures to patients
and caregivers

- Use of informative charts and
street plays to highlight benefits
offered by rehabilitation

- Door-to-door screening for need
assessment

- Strengthened workforce in
the community through using
resources of the university
teaching hospital, namely
experts in community medicine,
physiotherapy, orthopaedics,
gynaecology and other
disciplines, faculty members,
postgraduate students, interns
and residents

- Use of university transport to
reach distant locations of rural
villages to offer rehabilitation
services

the need for rehabilitation in the
management of various health
conditions such as spine pain, knee
pain, antenatal care, postnatal care,
developmental disorders and stroke
among people in the local setting

- The screening survey identified
the need for rehabilitation over the
implementation period

+ 900 adults with musculoskeletal
disorders

- 180 infants, children and adults living
with various neurological disorders

- 1629 antenatal women with
musculoskeletal pain and/or stress
incontinence

- The model is sustainable as the
workforce resources of the health
institute are available consistently

- All specialty services provided by the
multidisciplinary rehabilitation team
exist at the health institute

- Faculty members are experienced in
evidenced-informed care

- A large taskforce of postgraduate
students and interns are involved in
delivery of care enabling a greater
reach-out

- Students can connect with local
problems faced by the community and
are exposed to real-life situations which

assessment for rehabilitation
services is essential to plan required
resources for uninterrupted care

- This rehabilitation service delivery
model can be used to initiate
improvement in attitudes,
correct beliefs about various
noncommunicable diseases,
maternal and child health, and
developmental disorders, increase
awareness regarding rehabilitation
options and encourage people
to seek care early on to minimize
disability and optimize functioning

- Workforce reconfiguration with
inclusion of dedicated and qualified
multidisciplinary rehabilitation team
members and offering services
within the community to increase
the use of rehabilitation services

instil critical thinking for problem solving

Lack of infrastructure
and resources at
primary health centre
and subcentre

- We encouraged use of tools
available in local setting, e.g.
use of mud packs for local heat
application in patients with knee
pain

- Students feel a sense of societal
contribution
- Patients do not need to travel long

distances to access health care, therefore

the model is economically viable for
patients

- Use of portable resources of university

teaching hospital to offer rehabilitation

services in primary care

- Resources of the university teaching
hospital can be used to initiate care
at primary level.

- Infrastructure needs can be met
by engaging in research-driven
activities, engaging the local
governments and developing
industry partnership

¢ We identified the problems during a participatory rural appraisal and a door-to-door survey of villagers.
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Box 1.Summary of main lessons learnt

Rehabilitation service delivery offered by health institutes needs to be complemented by
the rehabilitation workforce including full-time physiotherapist and visiting speech therapist,
occupational therapist, prosthetist and orthotist at primary care facilities.

The multidisciplinary rehabilitation workforce needs to be strengthened by partnerships
with industry and nongovernmental organizations.

Toimprove detection, rehabilitation and monitoring, new technology needs to be integrated

into the service delivery model.

in changes for various stakeholders,
including patients and caregivers, the
health institute, community volunteers
and policy-makers. This approach
helped to build knowledge and aware-
ness about rehabilitation needs, leading
to increased demand for physiotherapy
services. The approach also helped to
improve attitudes and beliefs of patients
and caregivers, through first-hand ex-
perience of substantial improvement in
functional status and well-being.
Raising awareness among policy-
makers — such as the gram panchayat,
government officers and local leaders
- through focused group discussions
and meetings, facilitated delivery of
rehabilitation services. The experience
gained during the implementation of the
service delivery model helped to orga-
nize basic infrastructure for a full-time
physiotherapist at the primary health
centre using human resources and
portable equipment from the institute.
The service delivery model in-
formed the institute’s strategic research
planning framework. This framework
guides the institute to design and
conduct implementation research that
identifies evidence-informed, cultur-
ally acceptable models of rehabilitation
service delivery. Linking the model to
student training at the institute made the
model sustainable, both economically
and workforce wise. The model was also
used for engaging students in the com-
munities and in social responsibility,
by conducting community-based par-
ticipatory research. Training students
in real-life problem-solving learning

approaches is pivotal in creating a future
trained and sensitized rehabilitation
workforce.

The service delivery model faced
various challenges at the beginning of
implementation such as community
acceptability due to lack of knowledge
about rehabilitation, the team’s access
to remote areas and transport for the
workforce. We gained community ac-
ceptability by adopting a participatory
approach, wherein CHWs were engaged
along with community leaders in sensi-
tization of people (Table 1).

We anticipate that the magnitude
of rehabilitation need in the district is
higher because we were unable to survey
the entire population of the five villages,
as a few houses were closed at the time
of the survey, some people were at work
or migrated to other areas.'* Therefore,
further need assessment is essential for
precise planning of necessary resources
for rehabilitation services. Alongside
this, the service delivery model created
a need for development of a central da-
tabase spanning across district, state and
national levels to monitor rehabilitation
outcomes.

The service delivery implementa-
tion model faced disruptions caused
by emergencies such as the coronavi-
rus disease 2019 pandemic and heavy
monsoon. The climatic conditions made
access to the primary health centre and
villages difficult. Other challenges caus-
ing disruptions were limited transport
facility and time constraints caused by
academic engagements of faculty mem-
bers and students.
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Therefore, we recommend making
provision for a full-time dedicated phys-
iotherapist at primary health centres
supported by visiting rehabilitation per-
sonnel (Fig. 1). Furthermore, strength-
ening the model through partnerships
with industry and nongovernmental
organizations (NGOs), sharing similar
ideologies, is essential to augment gov-
ernment resources. We are currently
attempting to partner with NGOs work-
ing in this field and are seeking funding
from the industry through corporate
social responsibility initiatives.

In addition to the need for training
caregivers and CHWs, formal engage-
ment of people with disabilities into
the planning and implementation of the
rehabilitation service delivery model is
imperative for the outcomes.

To reach more people, integrat-
ing technology into service delivery
is warranted. We are in the process of
developing mobile-based applications
to strengthen existing capacities for de-
tection, rehabilitation and monitoring.

By involving the large network of
government and private health institutes
in India, the service delivery model
presented here can be scaled up, lead-
ing to more people with rehabilitation
needs improving their functional health.
Subsequently, this improvement will
contribute to the overall sustainable de-
velopment of the rural health sector. B
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Résumé

Mise en ceuvre expérimentale de services de réadaptation en milieu rural en Inde

Objectif Proposer des services de réadaptation dans une région rurale
du district de Raigad, dans le Maharashtra, en Inde.

Méthodes Nous avons déployé un modéle de prestation de services de
réadaptation dans cinq villages par l'intermédiaire du Mahatma Gandhi
Mission Institute of Health Sciences. L'institut a procédé a une évaluation
rurale participative et organisé des discussions au sein de groupes
de réflexion impliquant différentes parties prenantes, afin de repérer
les principaux probléemes rencontrés dans les villages et susceptibles
d'affecter les prestations. En vue d'intégrer les services de réadaptation
dans le systéme de soins primaires existant, une équipe de I'institut a
élaboré un plan stratégique lors de réunions cliniques multidisciplinaires.
De son coté, une équipe de réadaptation a effectué une enquéte en
porte-a-porte et proposé aux personnes nécessitant de tels services de
se rendre dans le centre de soins de santé primaires, a l'occasion des
visites de proximité qu'elle réalise deux fois par semaine. Si besoin, les
patients pouvaient étre transférés vers un hopital universitaire pour des
soins de niveau tertiaire.

Résultats | 'évaluation rurale a permis d'identifier les obstacles majeurs a
la prestation de services de réadaptation: un manque de sensibilisation,
ainsi que l'absence d'infrastructures et de personnel qualifié. Pour y
remédier, nous avons mené des campagnes de sensibilisation et formé
une équipe de réadaptation, composée d'employés et d'étudiants de
I'institut. Entre 2018 et 2021, cette équipe a pris en charge 1800 patients;
la moitié (900 patients) souffraient de troubles musculosquelettiques.
A l'issue de leur réadaptation, 360 (40%) de ces 900 patients étaient
capables d'accomplir les taches du quotidien et ont repris le travail 2
a 3 jours plus tard avec une douleur moins vive. L'équipe a également
prodigué des soins prénatals a 1629 femmes enceintes présentant des
douleurs musculosquelettiques ou une incontinence urinaire a I'effort.
Conclusion Les prestations de réadaptation ont permis de faire
connaitre la kinésithérapie, de développer un parcours de soins en
la matiere et d'exprimer la nécessité d'une régularité des services.
Lutilisation des ressources de l'institut et I'implication des étudiants ont
assuré la viabilité du modele.

Pesiome

MunoTHOe BHeApeHVe peabunuTaLMoHHbIX YCNYT B CeJIbCKOW MecTHOCTU, NHaunA

Llenb BHepeHue peabunmTaLmoHHbIX YCyr B CENbCKO MECTHOCTM
paroHa Panrag, wrat MaxapawTpa, MHavs.

MeTopapb! [Tpy copenctsmm VMHCTUTYTa MeAVNLMHCKIX HayK UMEHN
MaxaTmbl [aHAW B NATY AepeBHAX Oblna SKCNepUMeHTanbHO 3anyLleHa
MOAENb NpefoCcTaBeHNA PeabnUTaLMOHHbIX YCAYT. VIHCTUTYT npoBen
B CENbCKOM MECTHOCTV COBMECTHYIO OLIEHKY 1 0OCYKAEHNA B OKYC-

rpynmnax ¢ 3aMHTepPeCcoBaHHBIMIA CTOPOHaMK C LeNbio BbIABNEHNA
o0WKx Npobnem B »13HW JepeBHN, KOTOpble MOTYT MOBAUATL Ha
npeaocTaBneHmne yciyr. Ytobbl MHTErpUpoBaTh NpefocTaBneHre
PeabUNUTALMOHHBIX YCIYT B CYLLECTBYIOLLYIO CUCTEMY MePBUYHON
MeANKO-CaHWUTAPHOM NOMOLLM, KOMAHAOM MHCTUTYTa Obln pa3paboTtaH
CTpaTernMyeckni NiaH B Pamkax MexancUMnAnHapHLIX KIMHUYECKIX
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coellaHwit. [pynna no peabunutaumm nposena NogoMoBON ONpocC
1 HanpaBuia Niofen, Hy»KAALLMXCA B peabninTaLOHHDBIX YCyrax,
Ha KOHCY/bTaLWM B LIEHTP NMEPBUYHON MeVKO-CaHUTAPHON NMOMOLLM,
KOTOpble MPOBOAMINCH [Ba Pa3a B Hefento. MNpn HeoOXoAMMOCTM
nauveHTbl MO ObITb HAaNPaBEHb! B KIMHUYECKYI0 60MbHALLY Mpu
MHCTUTYTE A1 NONYYEeHWA CNeLmnani3vpoBaHHOMO MeaULIMHCKOrO
00CyKMBaHW.

Pe3ynbtatbl [0 pe3ynsTatam OLEHKM, MPOBeAEHHO B CeNbCKON
MeCTHOCTW, K/loyeBbiMM npobnemamy Ana npenoctaBiaeHuns
peabunnTaumMoHHbIX yCnyr 6binn NpusHaHbl HegoCTaToOYHan
OCBEAOMIIEHHOCTb, HEXBaTKa paboyelt Cuibl U MHGPACTPYKTYpbI.
B oTBeT 6bINM NpoBeAeHsl MHPOPMALMOHHO-NMPOCBETUTENBCKNE
Kamnauum n chbopmmpoBaHa rpynna no peabunurauymu,
cocToAlada 13 COTPYAHMKOB W CTYAEHTOB MHCTUTYTa. B nepuoa

Rajani Mullerpatan et al.

2018 no 2021 rop rpynna okasana nomous 1800 nauneHTam, 13
KOTOPbIX Y MOMOBMHbI (900 NauneHToB) Habnoganvch 3abonesanHma
OMNOpPHO-ABMraTeNbHOro annaparta. [locne peabunutauum 360 (40%)
13 3Tvx 900 NaLMeHTOB BbINOMAHANM NMOBCEHEBHYIO eATENBHOCTb
1N NPOAOSIXKaNy paboTaTb C yMeHbleHNeM 60n B TeueHne
2-3 gHen nocne peabunutauymu. [pynna npeaocTasna 4OPOA0BOe
HabnioneHne 1629 GepeMeHHbIM KEHLLIVHAM C MblLLIEYHO-CKENETHOW
601110 WIN CTPECCOBBIM HEAIPKAHMIEM MOYM.

BbiBog [penocTtasneHie peabnnmnTaLoHHbIX yCITyr ClocobCTBOBANO
MOBbILLIEHWIO OCBEAOMIIEHHOCTM O dU3MoTepannn, pa3paboTke
nnaHa peabununTaummn NaunMeHToB 1 GOPMMPOBAHMIO NOTPEOHOCTH
B MONYYEHNM PEryNAPHbBIX YCyr. VICNonb3oBaHve CyLeCTBYOWMX
PEeCypCOB MHCTUTYTa M NpuUBREYeHve CTYLEeHTOB NpuBenu K
YCTONYMBOCTU MOAENN.

Resumen

Aplicacion piloto de los servicios de rehabilitacion rural en la India

Objetivo Establecer servicios de rehabilitacion en una zona rural del
distrito de Raigad, Maharashtra, en la India.

Métodos Se puso a prueba un modelo de prestacion de servicios de
rehabilitacion a través de Mahatma Gandhi Mission Institute of Health
Sciences en cinco pueblos. Elinstituto llevé a cabo una evaluacion rural
participativa y debates en grupos de discusion con las partes interesadas
para identificar los problemas generales en la vivencia del pueblo que
podrian afectar a la prestacion. Para integrar la prestacion de servicios de
rehabilitacion en el sistema de atencion primaria existente, un equipo
del instituto elabord un plan estratégico mediante reuniones clinicas
multidisciplinares. Un equipo de rehabilitacién realizé una encuesta
puerta a puerta y remitié a las personas que necesitaban servicios de
rehabilitacién a las visitas de promocién que el equipo realizaba al centro
sanitario primario dos veces por semana. En caso necesario, se podia
derivar a los pacientes a un hospital universitario para que recibieran
atencién de nivel terciario.

Resultados La evaluacion rural identificé la falta de concienciacion, la
falta de personal y los problemas de infraestructura como problemas
clave para la prestacion de servicios de rehabilitacién. En respuesta,
se organizaron campanas de concienciacién y se formé un equipo de
rehabilitacion compuesto por personal y estudiantes del instituto. Entre
2018y 2021, el equipo presté atencién a 1800 pacientes, de los que la
mitad (900 pacientes) tenian trastornos osteomusculares. Después de la
rehabilitacion, 360 (40 %) de estos 900 pacientes realizaron actividades
de la vida diaria y siguieron trabajando con un dolor reducidoenlos 2 a
3 dfas posteriores a la rehabilitacion. El equipo prest6 asistencia prenatal
a 1629 mujeres embarazadas con dolor osteomuscular o incontinencia
urinaria de esfuerzo.

Conclusién La prestacién de servicios de rehabilitacion permitié
concienciar sobre |a fisioterapia, desarrollar una via de atencion a
la rehabilitacion y establecer la necesidad de servicios regulares. La
utilizacién de los recursos existentes en el instituto y la participacion de
los estudiantes hicieron que el modelo fuera sostenible.
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