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I mplementation of Family Adoption Program (FAP)
in medical collegesof I ndia: A snapshot

In India, 65.5% of the population residesin rural areas (as per 2020
statistics) whereasavail ability of healthcare servicesisbetter inurban
areas. Accesstohealthcarefor arural citizenisof major concern. Issues
such as health illiteracy, ignorance about communicable and non-
communicablediseases, meanstoreachahealthfacility, etc. aresome
of thehurdleswhich need to beaddressed.** Community engagement
inmedical educationgivesstudentsaninsightintotheliving conditions
of thepeopleand how they influencetheir health. VV ariousdeterminants
of healththat caninfluencepatientsinreal life can also beunderstood
through such interactions.*

Thefamily adoption programme(FAP) isapart of theundergraduate
curriculum of community medicine.*? Being a‘new’ initiative, itis
expected that it would have its own challenges and opportunities. It
involves alotting families to each student and following them up
throughtheundergraduatecourse. Hence, itisimportant to understand
and address the challenges faced by the colleges in the process of
implementation of FAP.

We did a cross-sectional study over 6 months in 2023 after
obtaining institutional ethicscommittee approval. A semi-structured
guestionnaire, asaGoogleformthrough WhatsA pp, wassent to heads
of departments of community medicine of medical collegesin India.
Wereguestedthat theform befilled by thedesignated FA Pcoordinator/
FAPinchargeof their institution. Theresponsesfromtheformswere
exported to Microsoft Excel and the data were analyzed.

Of the 52 respondents (<10% of all medical collegesfrom India),
28collegeswereprivateinstitutions, al hadimplemented FAPand 24
were government colleges, of which 20 had implemented the FAP
(Tablel).

Seventeen (36.2%) collegesallocated 5familiesper student, while
in 3 (5.8%) colleges a single family was shared by more than one
student. The manpower allotted for conducting FAP visitsincluded
faculty, field staff (auxiliary nurse midwife, medical social worker),
postgraduate students/junior residentsand senior residents. However,
11 (23.4%), colleges, along with the above staff, included interns as
well aslaboratory technicians, health educators, public health nurses,
attendants, local community influencers, etc.

Prior sensitization was conducted for both students and staff
membersinvolved inimplementation.

Thirty-two (69.6%) medical colleges used in-house transport
facilities, while 10 (23.9%) outsourced it. Minority used a hybrid
mode of transport.

Most of the colleges which implemented FAP from the academic
year 2021 had challengesintermsof transport, lack of manpower, time
constraints, etc. The factors which facilitated the smooth imple-
mentation and conduct of FAP included proper planning and
coordination, faculty commitment, adequate manpower, availability
of transport, prior sensiti zation of thefamilies, cooperationfromlocal
leaders, student’ swillingness, etc. However, 11 (23.4%) of the study
respondents felt that in addition to the regular staff, enrolment of
interns, and other hospital staff namely clerical staff and laboratory
technician aided in the conduct of the programme.

Wenoticedthat amajority of hurdleswerestudent-rel ated 28(57.4%)
followed by logistics 27 (55.3%) and faculty related 19 (38.3%). The
student-related hurdles were lack of interest, clinical knowledge,
absenteeism, languagebarriers, and syllabusoverload. Faculty-related
hurdleswerecentered on staff shortages, particularly during vacations,
and coordination difficulties. The absence of transport facilitieswas

TasLE|l. Medical college and family adoption programme (FAP)-
related information

Variable n (%)
Zone wise distribution*

North 11 (21.1)
East 8 (15.3)
South 17 (32.7)
West 16 (30.8)
Number of students admitted annually

100-150 29 (55.7)
150-200 14 (26.9)
200-250 8 (15.3)
250-300 1 (1.92)
Implementation status of FAP

Yes 50 (96.2)
No 2 (3.9
Year of implementation

2021 39 (75)
2022 13 (25)
Number of FAP visits per week

1 49 (94.2)
2 3 (5.8)
FAP schedule

Weekday 23 (45)
Saturday/Sunday 37 (70.6)
Number of students in an FAP visit per visit

Entire batch 16 (31.4)
Subdivided into groups (in rotation) 36 (70.6)
Number of batches (subdivided) per FAP visit

1 13 (25)
2 7 (13.5)
3 7 (13.5)
4 10 (19.2)
>4 17 (32.7)
Number of families allotted per studentt

One 17 (36.2)
Two 9 (19.1)
Three 8 (17)
Four 10 (21.3)
Five 2 (4.3)
Family shared by more than one student 1 (2.1)
Manpower allotted for the FAP visit (n=47)

Faculty 45 (95.7)
Senior resident 24 (51.1)
Postgraduate students/Junior Resident 32 (68.1)
Field staff (ANM, MSW, etc) 37 (78.7)
Others 11 (23.4)
Sources of transport facilities

Entirely owned by the medical college 32 (69.5)
Entirely outsourced 11 (24)
Hybrid 3 (6.5)

* as per Development Commissioner, Ministry of Micro, Small and Medium
Enterprises ANM auxiliary nurse midwife MSW medical social worker

amajor obstacle to FAP implementation, while some colleges faced
challenges in arranging logistics such as weighing machines, BP
apparatus, and medi cations. Othersencountered obstaclesin sel ecting
implementation sites, coordinatingwith field staff, liaising with other
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departments, insufficient support fromlocal bodies, family preference
for private facilities hindering cooperation.

TheNational M edical Commission hasmandated FAPfor medical
studentsfrom thefirst year and continued throughout the curriculum.
The majority of colleges preferred to divide students into teams and
rotate them with the other preclinical departments. Since the NMC
criteria states that the villages adopted have to be beyond the field
practicearea, collegesmay havedifficulty incomplyingtothe5family
per student norm.

Arumugan et al .° posted theentirebatch for FAPwherein students
were divided into 3 batches which was further divided into smaller
teams. Prior sensitization was carried out for the students, faculty,
paramedical staff, etc. inall themedical collegesinthe current study,
which was comparable to the study by Langde et al.®and Arumugan
et al.® Assuggested by Vanikar et al.?itisessential tointroduce FAP
to the villagers and the stakehol ders by addressing Gram Sabha sto
sensitizethevillagers and gain their confidence and acceptance.

Vanikar et al.2recommended that at | east 10 visitsmust beplanned
inthefirst professional year which wasfollowed by 36 (72%) of the
colleges. They alsoinsist that studentsmust betrainedtointeract with
thefamiliesprior tothecommunity exposure. Thereshould beat | east
one ASHA worker with every 25 studentswho will be entrusted with
theresponsibility of training studentsto facilitateinteraction withthe
familiesand gaintheir confidence.?

We observed that the mgjor hurdles encountered in the smooth
implementation of the program were mainly due to lack of transport
and|ogistics, shortage of manpower, languagebarrier, lack of interest
andclinical knowledgeinthestudents. Similar concernswerereported
by Y alamanchali etal.” and Langdeet al .® It was apparent that proper
planning, coordination and support was crucial to facilitate smooth
implementation of the programme, thiswas comparableto theviews
expressed by Langde et al.®
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M ovement disorder sin diabetesmellitus:
Our observations

We haveread with interest the case report by Nahid et al.,* regarding
diabetic striatopathy (DS) in an adult with ketotic hyperglycaemia.
We commend the authorsfor their contribution and wish to elucidate
several vital aspects.

1. Contrary to the authors' depiction of DS as a rare and ‘life-
threatening manifestation’ of diabetes, we contend that the
condition’s relative rarity and under-recognition stem from
anecdotal evidence such as case reports/series and a handful of
retrospective studies.?® Thus, comprehensive analyses on long-
termprognosis, recurrence, theemergenceof comorbid conditions,
and mortality trends are pending.23From our observations, while
DSaffectsthequality of lifeif untreated or mismanaged, fatalities
specifically attributed to DS have not been reported.

2. Indefining DS, theauthorsalignwith Chuaetal. (2020).°However,
anewer and broadly accepted hypothesis by Dubey et al. (2022)¢
encompasses symptomatic DS, clinically isolated DS, and
radiologically isolated DS, challenging the necessity of striatal
hyperintensity on T 1-weighted magneticresonanceimaging (MRI)
and contralateral movement disorder as definitive criteria.® This
underscorestheprevalenceof clinical—radiol ogical discordanceand
indicates that diagnosis extends beyond mere blood analysis and
neuroimagingfindings.®

3. The report does not address the lack of awareness among
neurologists—and by extension, general physicians and
endocrinol ogists—regarding the spectrum of acute onset de novo
non-choreoballistic movement disordersassociated with DS, which
are as prevalent as the classically described hemichorea—
hemiballism.#%° This oversight by Nahid et al.* underscores the
need for broader recognition of DS’ sneurol ogical manifestations.

4. Although the authorscorrectly identify poorly controlled chronic
glycaemia as a pivotal risk factor for DS and related movement
disorders,* this does not account for the instances where rapid
correctionof hyperglycaemiaprecipitatesor exacerbatesmovement
disorders.?* This suggests that both chronic hyperglycaemiaand
acute glycaemic fluctuations, potentially due to disruption of the
basal ganglia circuitry and failure of striatopallidal blood flow
autoregulation, contribute to the pathophysiology of DS.6

5. Wequestion Nahid et al.” sinterpretation® of T1 hyperintensity in
Figure 2 of their manuscript, proposing instead that the imaging
might depict a T2-weighted fluid-attenuated inversion recovery
(FLAIR) sequence. The distinction between T2-FLAIR and T1-
weighted images, particularly in cerebrospinal fluid darknessand
grey—whitematter contrast, iscritical .**Furthermore, wechallenge
thepurported clinical—radiol ogical corroborativeintensity changes
over theright striatum.®

Hyperglycaemia-induced movement disorders often demon-
strate remarkablereversibility with correction of hyperglycaemia
alone.***Weaimto amplify theimperativefor cliniciansto employ
a broader differential diagnosis approach for abnormal limb
movements in patients with DS, emphasizing the criticality of
precise movement semiology identification, stringent and prompt
blood glucose management, and the utilization of appropriate
neuroimaging for expedited diagnosis and prevention of
complications. Such diligence can facilitate early diagnosis,
circumvent severe complications, reduce unnecessary expenditures,
and prevent diagnostic and therapeutic errors.
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