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1. INTRODUCTION 

1.1 The First Regional Seminar on the Teaching of Community Health in 
Medical Schools was held in Manila from 7 to 11 April 1975, with 18 
participants from 12 countries of the Western Pacific Region (See Annex 1). 
UNICEF was represented by an observer. Three consultants prepared and 
conducted the Seminar, one of them acting as Seminar Director. The 
Programme of the Seminar is attached as Annex 2. 

1.2 As the meeting was organized in the form of a problem-solving 
workshop, no chairmen were elected. Some of the participants were, 
however, requested to serve as rapporteurs. 

1.3 The working languages were English and French. 

1.4 A number of working papers were issued to the partiCipants as a 
basis for the discussions. They are listed in Annex 3. Copies are 
obtainable from the WHO Regional Office, Manila, on request. 

1.5 The original objectives of the Seminar were: 

(a) to define the desirable objectives of teaching community health 
to medical students, the subject areas to be covered, the various types of 
learning experiences to be offered and methods for assessment of student 
performance and evaluation; and 

(b) to identify the main areas where improvements in existing 
courses were needed and how best to implement them. 

1.6 It was, however, felt that the objectives could be attained only 
after examination of the relevance of medical education to health service 
needs in countries. The Seminar therefore concentrated first of all on: 

(a) Consideration by representatives of Ministries of Health of 
the relevance of medical education at the undergraduate, postgraduate and 
continuing education levels to meet the present and future needs of their 
countries. 

(b) Consideration by deans of medical schools of the objectives of 
oedical education, including attention to curriculum planning, relevance 
of courses to the conditions of medical practice in the country, and the 
type of evaluation techniques employed to determine whether the objectives 
have been reached. 

2. PROCEEDINGS OF THE SEMINAR 

2.1 In his opening address, the Regional Director spoke on the 
importance of considering health manpower training, i.e., the training of 
doctors, as an integral part of a continuous process of health service 
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development. Only when objectives in medical doctor training are clearly 
defined, and based on present and future health needs of a country, can 
undergraduate teaching of community health be prescribed. 

2.2 The participants were in three broad categories: 

(1) health services managers and planners 
(2) deans of medical schools concerned with the medical curricula 
(3) teachers of community health. 

By way of introduci.ng themselves to their fellow participants, 
they commented briefly on their respective fields. 

To facilitate the functioning of the problem-solving groups, 
Dr Rae West of New Zealand, Professor Ng Woon Kwee of Singapore and 
Dr Goasa G. Damena of Papua New Guinea agreed to serve as rapporteurs for 
the first, second, and third day sessions respectively. 

2.3 Field visit to Barrio Talon, Las Pinas, Rizal 

Prior to the visit, the Regional Adviser on the Strengthening of 
Health Services, Western Pacific Regional Office, briefly outlined the 
aims and structure of the WHO-assisted project - G~neral health services 
development, being conducted in Rizal province. As in many other 
countries, there is maldistribution of physicians in the Philippines rather 
than an overall shortage. Despite an annual increase in the total number 
of Philippine physicians by approximately 1100, over 50% of the new graduates 
of the medical schools emigrate within one or two years. The indigent or 
semi-indigent population, particularly in the rural areas, is without 
adequate medical care. Sixty to seventy per cent. (60-70%) of people who 
die in rural areas have had no qualified medical attention during their 
terminal illness. 

To try to remedy this situation in Rizal, the project has provided 
additional training to midwives, enabling them to give some primary care. 

The group then visited Las Pinas, a town covered by the project, 
with the WHO project leader. First, the party stopped briefly at a 
PRIMARY CARE CLINIC in Barrio Talon: where they were greeted by the 
Provincial Health Officer, the Municipal Health 'ifficer and his staff and 
an opportunity was taken to talk with the rural health midwife and other 
staff about their activities. The care of the patient as part of his 
community was emphasized and at the Rural Health Unit headquarters in town, 
a roundtable discussion raised issues such as: the shortage of manpower 
in rural areas: the need for teaching in community medicine to take account 
of this: the need for university medical schools to undertake some 
community work; the pros and cons of compulsory rural service: and some 
highlights of the manpower and supply problems of the Rizal project. 

According to the MuniCipal Health Officer, physicians on leaving 
medical school were inadequately trained to serve as rural health 
physicians 50 that some supplementary training, a short 3-month public 
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health course was thought necessary. The function of the physician in 
this project was of particular importance. Evaluation of physicians' 
workload showed 36% was direct clinical work, much of which could be 
undertaken by others in the health team. After revision of objectives 
and deployment, direct clinical work fell to 12% whilst supervision of 
the work of others in the curative and preventive fields increased 
correspondingly. 

A useful written summary of the work of the project and the 
statistics of the area was also provided. 

2.4 Format of the seminar 

In order to facilitate the interaction of the three groups of 
people represented, namely, the health services planners, educational 
planners and teachers of community medicine, it was decided to focus 
attention on each group separately and allow them to highlight their needs 
and concerns. This was done by organizing a modified panel discussion, 
according to what is sometimes known as the "fishbowl" technique, in which 
a small group of four seated in the midst of the seminar participants at 
each problem-solving session actively discussed the problems among 
themselves with occasional stimulus and guidance on objectives from the 
rest of the participants. Each group was given a problem as a starting 
pOint, with several aspects of the question outlined in rather general 
terms. Each session lasted one hour, and the composition of each of the 
inner groups varied from session to session, but on any given day the 
inner group focused either on the health planners, the curriculum planners 
or the teachers in community medicine. By changing two of the participants 
in each group of four for each seSSion, some continuity was maintained -
each participant thereby taking part in the inner group for two hours. 
To complete the numbers, the consultants and members of the secretariat 
also joined the inner group. The first and the final sessions of each 
day were plenary sessions. 

The approach worked well within the limits imposed by the need for 
simultaneous translation and the availability of electronic equipment 
which allowed for only four persons to take part in the inner group. Daily 
evaluation questionnaires showed positive response of the participants to 
the method and satisfaction increased as experience was gained. 

2.5 Discussion: health administration 

For the first day of problem solving the main title was "The health 
services and medical manpower" and the Seminar Director briefly introduced 
working paper No. 1 "Medical manpower and health planning" (WPR/HMD/35). 
The small group then discussed the first problem, viz, the health 
administrator's requirements for doctors on graduating. It was noted that 
hospital experience is not compulsory in all countries of the Region but 
where it obtains, little thought appears to be given to its relevance to 
ultimate practice. Some participants criticized the graduates' competence 
particularly for "solo practice" in rural areas. It was felt that as far 
as new graduates were concerned, there were insufficient skills to deal 
with the simpler acute medical and surgical emergencies and a lack of 
understanding of the doctor's role as the leader of a multidisciplinary 
health team. 
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In most countries health administrators felt unable, at present, 
to influence the type of product coming from medical schools but there 
was no evidence of any work/studies being done to see in what specific 
way needs are not being met. 

It was apparent that medical manpower planning was the most 
neglected aspect of country/national health planning. As in most 
countries, lack of any control of graduates and freedom to migrate made 
any long-term planning exceedingly difficult. 

There was an interesting observation from one participant that 
medical services and public health services were different. Although this 
might be a question of semantics or administrative convenience, it was 
generally agreed that health manpower planning must take into account 
government and private services as both provided curative and preventive 
care to individuals. The avoidance of a rigid division between government 
service and the private sector, between curative and preventive medicine 
and between urban and rural problems would do much to foster a better 
attitude of the student to the problems of the community as a whole. 

The health administrators suggested that the best way out of this 
dilemma was the establishment of an overall health service and manpower 
development planning committee consisting of representatives of the 
ministry of health and, where applicable, the ministry of education, deans 
of medical schools, directors of institutions for training allied health 
personnel, profeSSional organizations and the public. Development of such 
a scheme should be a continuous process, and some facilities for evaluation 
of results Hould be required. 

2.6 Discussion: deans and curriculum planners 

The second day of problem solving was devoted to discussion on the 
subject of "Medical education - planning and relevance". It was based on 
working paper No. 2 prepared by Dr Pigott (WPR/HMD/37) and three questions 
posed to the problem-solving groups. The questions related to the goals 
of medical schools, the appropriateness of the educational methods and 
the relationships between the doctor and other health workers. The fourth 
problem-solving session looked at the relationship between medical schools 
and other bodies in setting goals of medical education. 

In the initial discussion of "Medical education - planning and 
relevance", attention was paid to a diagram emphasizing the relationship 
between all the factors. It was the consensus that professional competence 
should be equated to the educational programme's goals, methods and 
evaluation. 

The discussion in the first problem-solving session highlighted the 
difficulty of setting goals that were fleXible, and in collecting and using 
data which would allow the setting of such goals. Some thought that a 
baSic, undifferentiated physician should be produced while others regarded 
such training as inefficient and supported the training of a more 
differentiated or specialized graduate. Points discussed covered a range 
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of philosophies and included: knowledge, principles and methods of 
medicine; knowledge and skills of general practice; background on which 
to build specialist training; and the need to recognize or identify 
individual health needs, to be conscious of and responsive to the health 
requirements of a community, to develop respect for human life and the 
ethics of the profession, to realize the value of the scientific method, 
to be able to change and respond to change, and to be able to develop 
educational skills. These goals were expressed in terms of the aims of 
a programme of education and of what a graduate should be able to do; but 
no priorities were set. 

Although goals are different, curricula are generally overcrowded 
with too many subjects and too much didactic teaching. There is much 
resi.stance to change by faculty members who do not understand or share 
the goals of the school. 

In the second problem-solving session, discussion of the issue of 
teaching methods was pursued, with expressions of the need to upgrade the 
quality of teaching. Many teachers were untrained for their role, and 
were unaware of the general goals and thus unable to relate to each other's 
teaching. Current efforts directed towards teacher training were mentioned 
as a solution for this problem. Emphasis should be placed on self learning 
and learning as a continuous process. Integration was discussed from 
several points of view, and support expressed for correlation and integration 
of community health teaching with that of other subjects; integration of 
curative and preventive aspects; and integration of hospital-based and 
community-based teaching. Brief mention was made of problem solving 
appropriate to learning, and ways of promoting appropriate learning methods. 
This point was further elaborated on the following day. Medical schools 
should be able to respond to change both in the skills required of the 
graduate, and in teaching and curriculum planning. 

In the third problem-solving seSSion, doubt was raised as to the 
availability of time to teach all that was planned and to develop all the 
skills and aptitudes required. This was related to the problem of "over
teaching" mentioned at the end of the previous session. Skills in 
management and leadership were discussed and it was suggested that medical 
school goals should express concern for attitude change, and for change 
in the roles of doctors and their relationship with other health workers. 

In the fourth problem-solving session it was noted that all the 
decisions should not be left to the planners of health services. The 
medical schools, and in particular their departments of community medicine, 
should also be concerned with identification of health needs and the way 
they are being met. This highlighted the need for cooperation between the 
medical school and the ministry of health. It was considered that decision 
on the content of a course in community medicine could not be made until 
the goal of the medical school was made clear. 

2.7 Discussion: teachers of community health 

On the third day of problem solVing the subject was the "Teaching 
of community health". 
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There are many ways of defining community health and the term 
itself was not regarded as satisfactory by all. Alternatives such as 
comprehensive care, social medicine, etc., also have disadvantages if 
the terms are used for other purposes in different countries. The problem 
of translating the term into a concept understood by students could be very 
real. 

However, the teachers in this field found their aims were very 
similar. Whatever the term used, flexibility is necessary and definition 
and aims will become less rigid rather than the reverse. 

Medical curricula are already overcrowded in most medical schools 
and the appropriate amount of teaching cannot be determined until a 
decision has been made or the goal of a medical school and, particularly. 
on whether the school is to produce "undifferentiated" physicians or 
whether some two level teaching programme is practicable as discussed on 
the previous day. 

Very varied teaching methods may be applied involving: student 
participation in determining the health needs of a community; self 
learning; the application of problem-solving methods; and the integration 
of community health teaching with clinical medicine, particularly in 
paediatrics. 

Where these techniques were used, the students were well motivated 
but where lecture courses to large groups prevailed, stUdent apathy \~as 
fairly general. 

Timing of teaching was discussed. The general feeling was that 
continuous teaching throughout the present medical course was not 
necessarily desirable as it led to over-teaching and too great a teaching 
load on the community health department staff. 

Teaching of community health should ensure that the student 
understands the health needs of the country; and much benefit could be 
derived in this connexion from surveys that can or should be done by the 
department of community health as a service or for the purpose of research. 
Fulfilment of this service/research role would place the department in a 
similar position to other clinical departments. 

Competence in team leadership was discussed and it was felt that 
this skill could be demonstrated well in the community health field, 
where the importance of other health professional's skills was so obvious. 
It also brought the students more in contact with the public as consumers 
of community health care, and made them aware of the increasing need for 
public participation in the planning and delivery of health care. 

2.8 Final day 

On the final morning of the Seminar there was a plenary session in 
which statements relating to participants' opinions and to rapporteurs' 
reports were discussed to see if they represented the consensus of opinion 
of the partiCipants. 

These are presented below as conclusions. 
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3. CONCLUSIONS 

3.1 Development and planning of health manpower and national health 
services 

).1.1 Health manpower development must relate realistically to national 
health services development. 

3.1.2 Health manpower planning must take into account both the government 
and private sectors, as government health professionals have to work with 
physicians in private practice. 

3.1.3 The ultimate responsibility for the development of national health 
policies and planning to implement those policies should lie with a single 
authority, i.e., the ministry of health, which can interpret national 
development philosophy from the political and socio-economic standpoints, 
as regards the delivery, financing and payment of different types of health 
care, and the development of the required categories and numbers of health 
manpower. 

3.1.4 Effective health service planning requires the close integration of 
development policies and broad national health manpower planning with the 
more detailed planning of specific education programmes in the nation's 
various educational institutions. This integration involves continuous 
evaluation of health services and the use of different types of health 
manpower in relation to the duration and type of educational programmes. 

3.1.5 Having regard to both the difficulty of achieving such integration 
even within a single ministry, and the need to involve a number of 
existing agencies in the planning process, it was generally felt that the 
most effective integration of health services planning with health manpower 
training might be achieved through a national planning committee which 
could advise the national health planning authority. Such a committee might 
consist of representatives of the ministries of health and education, medical 
schools (dean), directors of schools for training other health professionals, 
professional associations and national accreditation authorities. 

3.1.6 It was felt that where the ministry of health was slow in initiating 
such cooperation, it might be necessary for medical schools, in association 
with other agencies, to stimulate governments by producing reports on 
manpower studies. However, as manpower development must be a continuous 
process, with scientific evaluation, it was not a proper role for a medical 
school to do other than stimulate continued concern. 

3.1.7 Any increase in the output of medical graduates demands attention 
where neither the Government nor the private sector can satisfactorily 
utilize or provide an adequate reward for their skills. 

The same applies to the encouragement of particular types of 
postgraduate education when suitable opportunities to utilize the training 
are not available in the public or private sector, or promotion within the 
fields is too slow for professional satisfaction. 
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3.2 Goals of medical education 

3.2.1 Lack of clearly defined and flexible goals is a major problem 
facing medical schools - a shortcoming reflected in the existinii curricula, 
wiLLch are overcrowded and insufficiently oriented to the skills required. 

3.2.2 With regard to these skills, health service administrators anci 
r<imners have called for a wide range of competence in their operaLionai 
Ilea'th personnel (medical and auxiliary), including the ability: 

to render certain types of curative and preventive services 
to face problems, cope with, and manage limited resource~ 
to relate to community needs 
to lead and coordinate a team, understand and work with other 
health workers and agencies 
to train and supervise auxiliary personnel 
to carry out health education and family planning. 

3.2.3 The participants suggested that medical schools should produce an 
adequate number of quality graduates who have the skills, attitudes and 
knowledge to practise both curative and preventive medicine, and who are 
responsive to the health needs of a particl:tlar community. 

There was a call for closer cooperation between medical schools and 
ministries of health in setting goals. 

It seemed that the products of medical schools could be placed in 
at least three categories: 

(1) graduates trained to be able to work alone, dealing with 
medical, surgical and obstetric emergencies and supervising government 
Leal th services, particularly in isolated rural areas; 

(2) graduates who, after hospital experience, are considered 
competent to enter general practice; 

(3) graduates who are qualified in the general principles of 
medicine but who will be given additional training in the skills of the 
various specialities including comprehensive care/general practice/ 
community medicine. 

3.2.4 Vlhile accepting the importance of curative medicine, it \"ias felt 
that curricula needed to be more oriented towards community heal~il. 

3.2.5 In some countries, the preoccupation with the very real problems 
of rural areas may lead to the assumption that all is well with total 
heal th care in urban areas. An answer may be to locate teachir,g of both 
c';rative and preventive medicine in urban and rural settings. 

3.2.6 Compulsory rural medical service was regarded by some as desirable 
for teaching young doctors about the needs of the communi ty, but its malo 
purpose is to meet service needs in the rural areas. 
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Rural service is unlikely to be fully successful without financial 
remuneration and professional satisfaction comparable to that obtainable 
in urban areas. If this cannot be achieved for many years, doctors should 
not be deployed in such areas until work studies have shown what skills 
are required and specific training programmes have been set up to provide 
them. 

3.2.7 Medical schools should be aware of developments in medical 
education in other countries, but should not simply copy other programmes. 
They should seek ways of meeting their national needs more effectively, 
~d less attention should be paid to the question of reciprocity. 

3.2.8 There is a need to examine educational methods, and to determine 
whether or not required skills are being developed, and whether the goals 
of the school are being achieved. 

There should be promotion of self training and self evaluation, with 
emphasis on the need for attitude change, and the development of problem
solVing skills. 

It was agreed that an adequate academic background is important but 
that the graduate needs to learn to rely on himself and accept the 
continuing nature of his education. 

3.2.9 Emphasis should be on student learning rather than on staff teaching. 
This will be important in determining curriculum content and teaching 
metbods. The latter should include the use of various teaching techniques, 
subject to efficient utilization of staff time, individual preferences of 
students and their varying needs for guidance. 

3.2.10 There should be promotion of teacher training activities to produce 
changes in the attitudes and skills of teachers. 

3.2.11 Finally, there has been a continual change in the role of the doctor, 
particularly in relation to other health workers, whose roles need to be 
better understood by the medical student. 

Although there was criticism of some doctors' inability to fit their 
specific roles, in general little real knowledge of the process of 
adaptation of the young doctor to his ultimate vocation is available. 

3.3 Community health teaching 

3.3.1 The term "community health" was criticized by some and the term 
"comprehensive medical and health care" preferred. Some equated such 
care with modern general practice but others did not. Whatever name is 
chosen it is likely to have some disadvantage in a particular country due 
to the use of the terms in a specific context. 

The teachers in this field, however, showed no obvious major 
differences of approach or aim. 
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3.3.2 The ~ in teaching community health care are to produce a better 
doctor in the broad sense, concerned with preventive, rehabilitative as 
well as curative aspects of medicine. He should be aware of the ~ocial, 
economic, cultural and political and other aspects of health and disease. 

3.3.3 With regard to the scope of the training, there are real problem~ 
in developing the teaching of community health during the undergraduate 
stage to the point where a doctor is equipped and skilled to practice 
comprehensive care in the community. 

One solution would be to recognize the need for two levels of 
teaching in community health. 

(1) An undergraduate level of teaching directed towards ~tudents' 
attitudes and views with regard to their role in health care delivery, 
comprehensive care and response to community needs. 

(2) A postgraduate level of sub-specialty/specialty training with 
academic and apprenticeship components for those who completed the general 
medical course. At this level the doctor would be equipped to practise 
comprehensive care in the community. 

Any other solution to the problem should be realistic and relev~~t. 

3.3.4 Teaching of community health should be carried out using a proble~
solving approach, with identification of skills and competence required. 
Students should be placed in situations where they would learn by experience, 
emphasizing development of their own problem-solving skills. 

3.3.5 Change in attitude of clinical teachers in medical schools can occur 
through feedback from students who have experienced good teaching in 
community health. 

3.3.6 Other important considerations in teaching commun1ty health are: 

motivation and student interest; 
evaluation and, particularly, the development of self-evaluation 
skills; 
the need to develop skills in teamwork and management; 
students teaching others, and each other, as a learning 
experience; 
the need to correlate and/or integrate the teaching of co~muni ty 
health with teaching in other parts of the medical course; 
timing of the teaching: early or late? 

3.3.7 Teachers of community health can make important contributions in 
relating medical education to health needs by carrying out research in thi~ 
field. They are or should be well equipped for such research. 

This could involve aspects such as assessment of community needs, 
evaluation of services, and studies on the effectiveness of medical 
education as a whole, or of individual subJects. 
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Some research may be done at the request of ministries of health 
and deans or departments of medical schools, but research must also be 
independent. This will enhance the academic standing of departments of 
community health, and such independent research should be financed 
accordingly. 

The service role is also important in teaching the student about 
community health. 

4. CLOSURE 

The Regional Director, Dr F. J. ny, in closing the Seminar referred 
to the important conclusions arrived at, particularly on the need for 
integration of health services planning with manpower development, 
the necessity for medical schools to examine the content and duration of 
training in relation to the goals of the school which must be related to 
community needs, and the impossibility of defining content and duration of 
community health teaching without classification of medical school goals 
in relation to the type of doctor to be produced during the undergraduate 
phase of professional education. 
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PROGRAMME OF WORK 

Introduction 

Opening of the meeting by the Regional Director 
Introduction by the Seminar Director 
Election of Rapporteurs 
Outline of the general health services project 
in Rizal - Dr G. Emery 
Observation of the Rizal project 

Medical manpower and the health services 

Working paper I (General discussion) 
Problem-solving session 1 
Problem-solving session 2 
Problem-solving session 3 
Problem-solving session 4 
Implications of Problems and Solutions 
Evaluation 

Medical Education - Planning and Relevance 

Working Paper II (General discussion) 
Problem-solving session 1 
Problem-solving session 2 
Problem-solving session 3 
Problem-solving session 4 
Implications of Problems and Solutions 
Evaluation 

The Teaching of Community Health 

Working Paper III (General discussion) 
Problem-solving session 1 
Problem-solving session 2 
Problem-solving session 3 
Problem-solving session 4 
Implications of Problems and Solutions 
Evaluation 

Discussion of summary findings and evaluation 
of the Seminar 
Conclusions 
Closure of the meeting 
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MEDICAL MANPa-lER AND HEALTH PLANNING 

Health services in developed countries have grown up as a result 
of factors such as the supply of personnel, the need, the demand and with 
virtually no overall planning. What planning has been done has been mainly 
in the field of traditional public health and to deal with problems such as 
tuberculosis, infant care, etc. and this has usually been carried out in 
isolation from the main fields of curative medicine either in hospital or 
in the community. It is assumed that doctors, the most expensive member 
of the health team to produce and, even more important, the controlling 
factor in the use of drugs, laboratory, X-ray and other expensive services, 
are good value for money, no matter in what way they are employed in the 
medical field. 

Developing countries have tended to adopt the same philosophy but 
the realities of the situation have forced them to train and deploy many 
other kinds of health workers to provide curative and preventive services. 
Developed countries have., however, started to use non-medical personnel for 
services both in hospitals and in the community which were previously 
performed by doctors. 

What effect has this had on the training of the doctors? In many 
cases, very little, as medical faculties appear to know by divine inspiration 
what a "good" doctor should be taught but surveys done on young graduates 
suggest that about a half of what they are taught is considered irrelevant. 

The solution of the problem must be in the integration of planning 
of health services with planning of medical manpower. In almost all 
countries we are not starting de novo but from some existing situation 
where medical care is provided by someone and not only from orthodox 
medical practitioners. 

Integration, therefore. must be a continuous process. The health 
manpower need is a developing process and must determine how the doctor 
should fit into the plan at different periods of time as patient need and 
demand changes and within the economic capacity of the country to provide 
adequate care. 

At some time, in his training the medical student must be prepared 
for the skills required to provide the kind of services relevant to him in 
the overall health planning. The success of this deployment must be 
determined by some evaluation system feeding back into the cycle of 
planning of services and the production of doctors. The ultimate measure 
is how much improvement occurs in the health status of the population. 

A further factor is that doctor utilization can not be regarded 
in isolation as with the increasing development of multi-disciplinary 
teams in the provision of preventive and curative medicine within the 
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hospital and in the community. Medical educators must take into account 
the tasks for which other personnel can be effectively and economically 
deployed and the leadership role which the doctor should undertake in 
many health team situations. 

As the doctors working life is approximately 40 years, medical 
education must take into account not only changing drugs and clinical 
procedures but probable changing deployment. 

The main concern of this meeting is how to achieve integration of 
the planning of health services with the planning and delivery of medical 
education which must include undergraduate, post-graduate and continuing 
education and in which the teaching of community health could play an 
increasingly important role. 
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MEDICAL EIXJCATION - PLANNING AND REIEVANCE 

Background 

are: 
Two significant aspects of current thinking in medical education 

(1) awareness of the importance of defining the aims or goals 
of an educational programme - allowing for the choice of 
appropriate teaching methods and response to changing health 
needs in the community; 

(2) focus on the stUdents' learning - looking at what he must be 
able to do, and listening to educational psychologists who 
tell us what students learn better when, among other things: 

(a) they are actively involved in the learning process; 
(b) they are motivated to learn, (preferably self motivation); 
(c) their learning occurs in a situation which is similar to 

that in which it will be applied; 
(d) they are challenged; 
(e) they see the relevance of what they are learning; 
(f) they get adequate feedback and reinforcement. 

The present situation 

A medical school can be considered to be a team of people with 
varied expertise working together to enable a group of students to develop 
the skills, knowledge, and attitudes necessary for the practice of medicine. 
A team needs a common goal - so that the members of the team can complement 
each other, work and make best use of the limited resources (time, money 
and people) that are available. There are many examples of medical schools 
in which a large team of teachers has but a vague idea of the things a 
student must know and little understanding of what the student must be able 
to do in the health care system he is being trained for. The teachers 
often have their own idea of what is good for the students and these ideas 
bear no relation to the aims or intentions of other teachers or to the 
needs of the health care system, or the students. The community expects 
that students are learning how to meet some of the health needs of that 
community. Methods uRed in teaching frequently do not take into account 
the competence or skill required for this. Nor do they take into account 
his learning for the future. The student often finds himself in a situation 
where he trains his memory so that he can pass an examination. He becomes 
like a programmed sponge, gathering vast amounts of information, with no 
time to learn how to use it, and with certain knowledge that varying 
amounts of it will be out of date in five years. His attitudes, and the 
diagnostic and intellectual skills needed for his professional career are 
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pushed aside and have to be developed in the overwhelming work situation 
in which he finds himself immediately after graduation - without the 
support and guidance he might have had in the medical school. The 
pressure of work during the course removes him from any overall view of 
the health needs of the community. Many students are initially aware of 
these needs, and question the relevance of their course. They soon lose 
this ability to question, as they learn to survive within educational 
systems that have unclear goals, questionable relevance, and little 
regard for either the students'role in the learning process, the limits 
of time, or the constantly changing nature of the art and science of 
medicine. 

Implications 

These issues raise several questions about planning and student 
learning. 

Re : planning 

Does the medical school have goals or aims that are shared by the 
faculty, and understood by the students? 

Do the goals reflect the needs of the community, the profession 
and the students? 

Are the goals allowed to change as needs change? 

Have priorities been set in terms of resources available (including 
time) to achieve these goals? 

Re: the students 

Should the medical school aim to produce competence - giving the 
student the ability to do something? 

What are the skills needed to meet the health needs of his 
community - does he need to be able to think, to define issues, gather 
information, solve problems? - Does he need to be able to continue to 
learn for the rest of his career? 

Are the teaching methods and the curriculum design appropriate for 
the development of these skills? 

Does the student know where he fits into the health service - does 
he know what the needs of the community and the profession are? 
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THE TEACHING OF CCMMUNITY HEALTH 

The objective in teaching many subjects in the medical student 
curriculum is determined by their importance as the basis for 
understanding disease processes, or they are sub-sections of the general 
field of clinical medicine, if this is, as it usually is, the product at 
the graduate level. 

Community Health on the other hand can be divided into a number 
of components some, for example, individual or group preventive medicine. 
such as immunology, screening techniques, occupational medicine, are 
related to the practice of medicine. Other fields are the organization 
of health sarvices in which the doctor's role is examined in relation to 
the total provision of health care. It also includes the medico-legal 
aspects of practice what the doctor ~ do; medico-social: what he should 
do - his ethical standards, and what he may do - his professional freedom. 

With the increasing recognition of the part played by other health 
workers in both curative and preventive medicine there is a need to 
recognize that the doctor, even if not a member of a multidisciplinary 
team and practising in the private sector, is a part of the total medical 
manpower force. 

Although health service administrators frequently ignore the private 
sector (non-government service), medical education has so far made no 
distinction in that the undergraduate training of all doctors js to a 
common plan, often, orientated away from government service. 

Community health, therefore, is a rather unique field which 
includes teaching the student not only procedures related directly to his 
practice of medicine but the relationship of the medical profession as a 
social service with other health professions, and the social and economic 
relationship of health care with the community needs for development in 
the fields of education, economic growth, protection of the environment, 
etc. 

The provision of primary care in the community is of great importance 
if the escalating cost of hospital based care is to be controlled and 
brought into line with the socio-economic value of such services. The 
doctor who provides or even remotely supervises the provision of primary 
care by other health workers cannot do this without considerable training 
in this field. If this is to come out of the normal undergraduate 
training programme there must be a considerable amount of time devoted 
to it at the expense of other subjects. The alternative, which could 
also in the long run lead to a reduotion in the length of the basic 
undergraduate course, would be for community health to be recognized as 
a speoialist post-graduate subject for those doctors giving or responsible 
for primary care in the same way as orthopaedic surgery or cardiology are 
post-graduate fields. 
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The objective in teaching aommunity health in such an u~dergraduate 
programme would be limited to the understanding of the philosonhy of the 
integration of medical practice with the needs of the community. the 
ethics of inter-professional cooperation and the epidemiological aspects 
of disease as the basis of preventive medicine. As such it would not 
compete to any great extent with the other subjects required in a basic 
curriculum. 

It would however, be necessarY to devise an adequate post-graduate 
training programme in community health/general practice in which personal 
and community, preventive and curative medicine would be taught in 
considerable depth. Part of this training would be academic but the major 
part would be on the supervised apprentice system found necessary for the 
training of other specialists in the medical field • 
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SOME NOl'ES ON A CURRICULUM FOR COMMUNITY MEDICJNE 

Underlying the concept of people as a human ecosystem in human 
life science is the fundamental idea of the community. Perhaps this 
concept should be called a reacknow1edgement. What is involved is an 
understanding of the process of attainment of health for the community, 
in keeping with the principle of respect for human dignity, and as a 
major factor in the development of the community. 

Medical care and its socio-economic aspect must be reconsidered 
from the community viewpoint. In the light of recent advances in social 
SCience, it is apparent also that an approach of this kind will help to 
improve the overall welfare of people in this region. 

A curriculum for educating tomorrow's doctor for community medicine 
and/or health might be established on the following pattern: 

Community medicine _________________ Social application 
of health science 
or comprehensive 
medicine on a 
community basis 

Community health (community medicine) 

Health administration 
Health education 
Medicine service 

Health science _____________________ Health promotion 
Prevention 
Clinical medicine 

Curative medicine 
Rehabilitation 

Human biology and human ecology (human life science). 
Basic sciences for human life science. 

• 
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In drawing up a medical curriculum oriented to community 
medicine and/or health, the following table could be used as an 
indication of the approach to be adopted. 

Approaches in the social application 
on health science and/or medical science 

Clinical approach 

Micro 

Public health approach 

Macro 

(Start with individual care) (Start with mass care) 
I I 

Community medicine (health) Community health (medicine) 

1 
Content of 

Integration on 
community basis 

health care and/or medical 

Health promotion 
Preventive medicine 
Curative medicine 

Rehabilitation 

Medical rehabilitation 
Social rehabilitation 

1 
care 

The classical medical curriculum which is pathology centred is 
important as well as the introduction of a way of thinking centred on 
community medicine: these two approaches can be integrated to form a 
community health core curriculum for medical education. 

Medical curricula of this sort have been discussed and put into 
effect in certain parts of the world. As assessed at present they seem 
favourable for educating tomorrow's doctors to meet local and international 
needs. 
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