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1. INTRODUCTION 

The Fifth Regional Meeting of Deans of Medical Schools was convened 
by the World Health Organization in Manila from 5 to 9 December 1983. A 
total of twenty participants from ten Member States attended, together with 
five temporary advisers. The Secretariat comprised WHO staff members from 
the Western Pacific Regional Office and three consultants. The President 
of the World Federation for Medical Education was present as an observer. 
(See Annex 1 for list of participants.) 

The Regional Director, WHO Regional Office for the Western Pacific 
(WPRO) , in his opening address (Annex 2), emphasized the health for all 
policy of WHO. He asked the Deans to consider the role of their faculties 
in the light of this policy, On the basis of the three questions: 

"How can medical schools contribute more to the achievement of the 
nation's health?" 

"What is the most useful contribution a medical school can make to the 
health services?" 

"What reward is there for medical schools for this involvement 1n the 
health services?" 

In his address, he examined some of the more obvious factors that 
needed to be considered in approaching a solution of the problems he had 
raised, such as a reappraisal and design of better methods of health care 
delivery and the training of doctors with an expanded job description, 
including "promoter of efficient health care". He indicated that more 
credit and support from political decision makers might flow from such 
changes in emphasis, leading to greater likelihood of total cooperation in 
the common goal of health for all by the year 2000. 

The objectives for the meeting had been defined as follows: 

(1) to review the developments and progress in medical education 
since the fourth meeting in 1979 in the Region; 

(2) to consider medical education in relation to the strategies of 
health for all by the year 2000, using the primary health care 
approaches; 

(3) to discuss the roles of medical schools in health manpower 
training in general and in public health in particular; 

(4) to develop a mechanism and system for exchange of information 
and collaboration between the medical schools in the Region; 

(5) to promote health manpower, health behaviour and health services 
research to improve the relevance and effectiveness of health practice 
and the health manpower development process. 
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When the final report of the Fourth Meeting of Deans of Medical 
Schoolsl was analysed, it appeared that relatively little action had been 
taken towards achieving the objectives outlined at the conclusion of that 
meeting. The 1979 meeting covered many areas, perhaps too many to 
formulate satisfactory policies for action. It was unclear how wide the 
distribution of the report had been. Remarks by the participants in the 
present meeting, at least one of whom was totally unaware of the existence 
of the 1979 report, suggested that the distribution could with advantage 
have been more widespread. (See recommendation 7.4.2 from the present 
meeting.) 

While, therefore, the working papers and discussions of the previous 
meeting remain a valid and stimulating set of documents relevant to medical 
education and faculty issues in relation to health for all goal, and are 
still worthy of consultation by medical educators, it was felt that the 
present meeting should attempt to address some more limited and specific 
issues relevant to the objectives listed in 1.3. 

The meeting was therefore organized (see Agenda, Annex 10) to examine, 
in plenary and small group sessions, four major areas, each supported by a 
background paper, with the aim of obtaining a set of more practicable 
recommendations for implementation. The titles of the background papers 
were: 

0) "Medical schools and HFA 2000" by Dr Kenneth R. Cox (Annex 5), 

(2) "The Medical Faculty and the Community" 
by Dr Geoffrey M. Kellerman (Annex 6), 

(3) "The role of medical schools in the promotion of health 
research in relation to national health development" 

by Dr Y.H. Paik (Annex 7) and 

(4) "Medical schools: their relationship to health policy 
development, to health services management and to health 
services delivery" 

by Dr Harmen A. Tiddens (Annex 8) 

The background papers were made available to partlclpants on arrival, 
and the keynote addresses were based on these papers. Small group 
discussions on carefully selected related topics followed, and a cumulative 
stimulation of interest resulted in the preparation of the final 
recommendations (Section 7) on the fifth day of the meeting. 

lReport, Fourth Regional Seminar on Education and Training: Meeting 
of Deans of Medical Schools, 5 - 11 December 1979, Regional Office for the 
Western Pacific of the World Health Organization, Manila, Philippines. 
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The questionnaire sent to deans prior to the 1979 meeting was sent out 
again in an attempt to judge progress (for summary of Questionnaire, see 
Annex 4); its analysis formed the subject matter of a plenary address by 
Dr C. Boelen, following which he discussed his working paper entitled 
"Regional inventory of innovations in medical education" (Annex 9). 

The participants elected the following office bearers: 

Chairman 
Vice-Chairman 
Rapporteur 

Dr Fernando Sanchez, Jr. 
Dr Qu Mianyu 
Dr R. David Stewart 

2. MEDICAL SCHOOLS AND HEALTH FOR ALL BY THE YEAR 2000 

The first keynote address was delivered by Dr K.R. Cox, based on his 
working paper entitled "Medical schools and HFA 2000". He emphasized the 
theme of whether training in medical faculties should be directed towards 
health care or illness care, and analysed changes in emphasis in education, 
research and health care delivery which would be necessary to achieve 
health for all 2000. 

Dr Cox discussed a range of factors which determine the content of the 
medical task, and how those factors will predictably change in the next two 
decades. The principal factors were the epidemiological patterns of 
mortality and morbidity combined with demographic trends, the funding for 
health, the structure of the health system, the numbers of doctors and 
other health workers, national health policies and the effects of 
specialization and technology. 

The critical choice for medical schools was whether teaching should 
continue predominantly within urban, specialist hospitals dealing with 
end-stage disease, or whether it should embrace the whole spectrum of 
disease wherever it occurs, toget.her with the building of cooperative links 
with all the other groups and facilities handling health problems out in 
the community. 

The meeting then broke up into four smaller groups to discuss the 
issues raised by Dr Cox. In the small group discussions, each group had a 
different topic and set of basic questions to consider. 

(1) What responsibility do medical schools share in ensuring the 
effectiveness and efficiency of health care? 

The group perceived that, while government health care agencies 
generally expect medical schools to advise on, evaluate and promote these 
issues, in general medical schools are seen to fall short of these 
expectations. Suggested causes are lack of understanding and incentives, 
and lack of resources. From the small group and plenary discussions, it 
emerged that many medical schools may not accept this role expected of them 
by governments, and that this difference in perception could well lead to 
conflict. 
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The group recommended that medical schools should actively promote and 
encourage evaluation research in health programmes in several ways, and 
that student curricula should include appropriate consideration of these 
issues. 

(2) What can the medical school do in providing health care, and linking 
health activities, outside the medical school? 

The group recommended that all medical schools should become involved 
in teaching students and providing of health care outside the hospital, and 
in community education; that all staff including any paramedical staff 
should have some community involvement; and that medical schools should be 
involved in teaching paramedical students. They emphasized that community 
medicine can, and should, be included in a medical curriculum without 
sacrificing intellectual standards. The curriculum can be organized so 
that students see patients in homes, and become involved with health care 
delivery in the community. 

(3) What aspects of health problems sh0uld the medical school study ~n the 
community? 

A number of aspects were identified, including those diseases endemic 
in the catchment area of the school, the general pattern of disease, the 
causes of the Gisease problems including social, environmental, economic 
and psychological factors, and the development of preventive techniques. 
The development of systems of health care delivery, including cost benefit 
analysis, was seen as important. 

Some priorities were identified. Medical schools must study and teach 
all aspects of health problems together; they must study the provision of 
health services for identified problems; they must teach students how to 
study illness and health care outside the hospital; and at least some of 
the staff must be involved themselves with provision of health care in the 
community. 

Problems still outstanding at the end of the discussion were listed: 

(a) Community involvement may threaten the actual identity of the 
faculty 

(b) The degree of availability of tertiary care and high cost 
biomedical technology and research in various communities needs to be 
defined. 

(c) Should all medical schools have the same complexity of 
education, research and service, or should some sort of stratification 
occur? 

(4) What difficulties does a medical school face 1n aChieving direct 
involvement with health care in the community? 

What can be done about each? 
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A number of difficulties were identified, including staff attitudes 
and knowledge, lack of staff understanding of community needs, funding 
problems of the University and income of the staff themselves, and various 
sectional and specialty interests. The need for flexibility in graduates, 
and the restrictive effect of licensing examinations administered by very 
conservative groups or overseas countries were stressed. 

To solve these problems, the discussion highlighted the need for 
improved communication between medical schools, government agencies and 
registration boards. The group identified appropriate faculty development 
programmes as a technique to improve attitudes towards the community needs, 
and encouraged the expansion of teaching and learning activities into the 
community. Mention was made of the initial importance of appropriate role 
modelling by staff in generating attitudes of new graduates. Finally, it 
was recognized that the term "primary health care" was not understood in an 
identical manner by all groups, and that the roles of preventive 
strategies, health promotion, health education and primary illness care all 
need to be considered in the definition of the term. 

2.4 Summary of discussions 

A thread running through all four group discussions was the need for 
expsnsion of medical education into the community, and for improved 
communication between the medical faculties on the one hand and government, 
other administrative and community agencies on the other. The need for 
appropriate resource allocations, and for appropriate attitudinal changes 
in the faculty was identified by more than one group. 

Implications for faculty structure and organization and curricular 
design were noted. 

Finally, the possible conflict between community service by faculty 
staff and the function of the faculty as a centre of excellence in 
education, research and service was noted, as was the need to protect the 
identity of the faculty as a corporate body during any changes in its way 
of operating. 

3. THE MEDICAL FACULTY AND THE COMMUNITY 

The second keynote address was delivered by Dr G. Kellerman, based on 
his working paper entitled "The Medical Faculty and the Community". 

He concentrated in his talk on issues that had been raised in the 
previous day's discussion. An analysis of contributions by the community, 
the medical profession, the Government and the faculty to medical training, 
health care and policy development shows that there is a great disparity in 
their interests. A proper synthesis will require an expansion of the 
faculty interests, and far better communication among the groups 
mentioned. A short summary of the Newcastle Faculty's programme 
highlighted the efforts to achieve community objectives. These include the 
student selection process, the design of the course and especially its 
"population medicine" strand, the assessment procedure and the post 
graduate programmes. Stress was laid on the time frame for effective 
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establishment of a faculty policy and presence 1n a city or region, from 
immediate objectives to those spanning a whole generation. The role of the 
faculty as a catalyst for change in the health system was analysed, as was 
the way in which it could inhibit desired changes. Finally, the challenge 
represented by th.e need to enlarge the mode of operation of the faculty 
without loss of the current excellences of education, research and service 
was identified. 

In discussion, the advantages possessed by a new faculty in setting 
objectives, consistent with the health for all goal, were contrasted with 
the inertia possible in older schools, and a number of suggestions for 
change in the latter emerged. The need for proper evaluation studies of 
new educational and other programmes was emphasized, particularlY in 
convincing both government agencies and other faculties that aspects of the 
new programme are worthy of wider adoption. The importance of faculty 
budgets, and the advantages of a non-departmental structure, were discussed 
in some detail. 

The meeting then broke into three smaller groups, each to discuss the 
specific and general aspects of a community-oriented problem, respectively, 
aging, infantile diarrhoea and drug-resistant malaria. 

(1) The problem of aging was discussed more in relation to its 
specific aspects. 

It was stressed that a natural consequence of improved health care 1n 
early life was that a larger number (and proportion) of the community 
survive to suffer from the chronic and often multisystem degenerative 
diseases of age. Consequently, health care costs per person over the 
entire lifetime in terms of facilities, man-hours and money rise as the 
general level of community health increases, albeit there is a lag of 
decades in a developing society before the full costs become manifest. 

Health care planning and educational planning must take this into 
account in preparing for the future, especially as it has such great 
effects on social organization. Priority setting in health care 
expenditure for the aged, and in the organization of community facilities 
for them, is an inescapable need even in the most affluent countries. 

It was recommended that the faculties of medicine should accept a role 
as part of a general multidisciplinary community involvement in the care of 
aged persons. Their curriculum content and organization should reflect the 
increasing numbers of old people, and their need for continuing care both 
in hospital and in the community. The faculties should initiate action and 
cooperate with government and private bodies in these fields; these should 
undertake widely based medical and sociological research into the problems 
of the aging community. 

(2) The discussion on the infantile diarrhoea problem dealt only 
initially with the specific aspects. 

It was freely accepted by all participants that graduates need to have 
adequate knowledge, understanding and technical skills in the diagnosis and 
management of such conditions as they are likely to meet in their daily 
practice. The aspects of prevention of such conditions, and of community 
education in such measures as must remain the responsibility of the 
individual citizen, were also discussed briefly. 

1 
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The discussion then concentrated on the more general issues of the 
role of medical faculties in response to health problems in their 
communities, and changes in their organization and behaviour necessary to 
influence those health problems. 

Recommendations included the recogn1t10n that medical schools have a 
responsibility to contribute to the solution of health problems of their 
commun1t1es. This activity will include research on the epidemiology of 
the community and will improve the education programme for future graduates 
of the school as the students will be able to learn more both in and about 
the community. -

Improved communication will be necessary between the medical schools 
and other medical schools, outside health agencies, the community and other 
teaching programmes, and the actual curriculum expansion, which will 
include sociological and psychological aspects as well as the usual 
biomedical aspects, can be facilitated by such interactions. 

The organization of the school becomes an important matter for 
consideration, as community health problems cannot be properly covered by a 
single (often small) department. Interdepartmental action, faculty 
committees or orders from the Dean are possible faculty mechanisms; 
otherwise outside influences such as government will exert pressure on the 
school. Proper management skills in the faculty should be developed and 
could improve the chances of avoiding government take-over of faculty 
priority setting. 

A major problem raised was the separation of responsibility for health 
care delivery and medical education in many countries as between different 
government departments, ministries and other agencies. This fragmentation 
works against proper priority setting in both fields, and medical schools 
should endeavour to improve communications at this level, as well as at the 
more obvious level of information sharing. 

Finally, it was stressed that, if the medical profession wishes to 
retain a leadership role in health policy direction, medical schools must 
effectively teach and research health issues of public concern, or 
effectively interact with those who do. During plenary discussions, the 
comment was made that it is often inappropriate or impossible for 
government agencies to communicate with or otherwise use the expertise of a 
"medical faculty" as a whole, but that individual staff members were very 
frequently consulted on matters within their areas of personal expertise. 

(3) The problem of drug resistant malaria and its threat to the 
overall malaria control programme also led more to a general discussion of 
the issues rather than the particular aspects. 

The major direction taken was to analyse the reasons why progress by 
medical schools toward involvement in community issues is so slow, and to 
suggest strategies to overcome the obstacles. 

The obstacles were identified (rather similar to those described in 
the the previous day's discussion, para 2.3(4) as residing in faculty 
attitudes of specialty interest, personal objectives, conservatism, 
paternalism, problems of working in teams, inappropriate reward systems 
(personal income or ego rewards) and inadequately informed or motivated 
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faculty. Likewise, there are poor coordination systems in the community, 
and involvement in the community is seen as disruptive of normal academic 
life. 

Strategies suggested to overcome the obstacles included attitude 
alteration by meetings, workshops, recruitment policies which favour 
community-oriented staff (easier in newer schools) and adjustment of the 
reward system in the faculty. There should be better promotion of the 
school in its community, better communication with all levels of government 
agencies, possibly with joint appointments if this is organizationally 
feasible. The educational programme arising from a school with the altered 
attitude should be more appropriate and a positive feedback effect may well 
become apparent. 

3.4 Summary of discussions 

During these sessions, the major points to emerge were the inability 
of many medical schools to adapt, the problem of separation of medical 
education from health care, and the need for continued contact among 
medical schools to aid the development of educational objectives. Problems 
of organization within the school, leading to special difficulties, are 
departmental autonomy and the use of departmental instead of faculty 
budgets. 

The general tenor of all the recommendations was that medical schools 
should promote policies which can result in increased involvement by staff 
and students in health problems of direct relevance to the community 
served, including their educational and research aspects, through 
organizational and attitudinal changes. 

Schools should seek closer relationships within the health agencies in 
their communities, both local and national. Ways should be sought by which 
educational objectives identified at the meeting can be promoted actively 
throughout the Region. 

4. THE MEDICAL FACULTY AND HEALTH RESEARCH 

The third keynote address was given by Dr Y.H. Paik, based on his 
working paper entitled "The role of medical schools in the promotion of 
health research in relation to national Health development". 

He stressed the need for adequate health behavioural research and 
health systems research , in addition to the biomedical component so 
prominent in many faculties up to now. He illustrated this thesis by 
reference to examples such as diarrhoeal diseases, acute respiratory 
infections and mosquito control programmes. Analysis of the major 
programme structure of WHO shows that the primary health care package 
requires an input from all three types of research listed above. Further 
illustrations of the interaction were given with reference to tuberculosis 
control by BCG vaccination, and mosquito spray campaigns. The need for a 
healthy balance between free, or unprogrammed, research of a "pure ll nature, 
and controlled, planned or programmed research of an "applied" nature was 
stressed. 
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Following the address, the three small groups discussed respectively 
sexually transmitted disease, hypertension and stroke, and helminthiasis, 
all from the research point of view. 

(1) With respect to sexually transmitted diseases, many aspects of 
research were identified, including incidence and prevalence figures, basic 
biological information on the organisms involved and on the host response, 
sociological and behavioural information, well beyond the bounds of 
traditional medicine. 

It was agreed that medical schools will need more resources, both 
human anq material, to study these issues, as well as personnel experienced 
in the discipline of epidemiological research. Government cooperation in 
the release of information arising from notification of data of a 
confidential nature may not be forthcoming, and this could impair effective 
research work. 

Collaborative studies between the faculty and outside agencies are 
therefore seen as essential; these will involve more than the sharing of 
tasks, and will include coordination of numerous field workers, possibly 
aided by exchange of personnel, to overcome the problem of different 
employer loyalties. Diagnostic and reporting techniques need improvement, 
and public education and behaviour modification need to be addressed. 

It was concluded that, while a medical school could at present 
potentially contribute to this area of research, and could with more 
resources contribute ~ore, the entire area is beyond the capacity of any 
medical school and needs widespread cooperative study. It was noted that 
the practical achievement of control may not be feasible in view of 
behavioural and other factors in society, even when the basic biological 
information is available. 

(2) The 
to biomedical 
necessary. 

hypertension problem led to the conclusion 
research, extensive behavioural and systems 

that, in addition 
research is 

Highlights among the biomedical needs are identification of 
priorities, provision of resources and continuity for long-term studies on 
this chronic condition. Behavioural research needs especially resources -
financial and particularly expert staff in relevant disciplines - as well 
as changes in attitude in both faculty and public. Health services 
research needs are seen to include a better reward system for becoming 
involved in it, better recruitment and more effective identification of 
priorities. 

Medical schools have the important additional research role of 
evaluating the outcome of their education systems in all respects. 

The government role in this type of research, apart from the already 
emphasized need for cooperation with all agencies, including medical 
schools, was seen to lie in priority setting, funding especially with 
long-term commitments, provision of relevant information, and establishing 
proper recruitment policies. 

(3) The discussion on helminthiasis stressed the lack of an 
effective health information system, inconsistency and outdatedness of 
statistics, lack of attention to such diseases overall and inappropriate 
data collection. 
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The medical school's role in promoting research was identified as the 
advancement of knowledge, assistance in decision making, the maintenance of 
a milieu of intellectual endeavour, the proper training of students in 
habits of thought, and ensuring the personal development of the faculty 
members. 

Problems in promoting research include staff interests which confine 
them to certain areas, funding policy, manpower shortage, especially if 
faculty must "earn their living 11 in practice, and promotion policy 
favouring some types of work. 

Solutions proposed include encouragement of students to take part in 
small scale cooperative research projects, both for teaching and as pilot 
studies, collaboration with public health officials (joint projects) with 
co-authorship, and action as advisers or members of funding agencies to 
influence the direction of funding. 

5. THE MEDICAL FACULTY AND MANAGEMENT 

The day concluded with the delivery of the fourth keynote address by 
Dr H. Tiddens, based on his working paper entitled "Medical schools: their 
relationship to health policy development, to health services management 
and to health services delivery." 

The address laid particular emphasis on some of the management issues 
that are dealt with in the background paper, and stressed the need for 
involvement of medical schools in matters such as the development of 
national government policy on health. 

It was observed that, if medical schools and the medical profession do 
not demonstrate clearly their perception of community needs, they will be 
by-passed in the health decision process. The medical profession may be 
caught in the conflict between the vested interests of the profession and 
those community needs. It is up to the medical schools to take a clear 
stand and to prepare their graduates for a future in which such conflicts 
have been resolved. The basis for such position taking should lie in the 
outcome of research into health and health systems. 

If there is doubt in the medical school on the need for change, then 
it is unlikely that change will occur. New schools are in a somewhat 
better position; change in existing schools may require more energy. In 
both cases, however, there is a need for clearly stated goals for 
development or change. Predetermined objectives, clearly defined and 
accepted by the organization, are indispensable. There should be 
synchronization of action in education, research and service. 

This requires an appropriate flexible organization and an appropriate 
use of managerial tools such as budgets. 

Deans must be prepared to assume clear and effective leadership. To 
that end, they must be trained in managerial skills and they will need 
adequate managerial tools. Management takes time and, unless deans have 
the needed time for motivating, stimulating and directing the organization 
and its environment, it is unlikely that course changes can be made. A 
charismatic leadership may give the best guarantee of success. 
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In the discussion, the question of leadership in the coordination and 
integration of health care and education of the health professions was 
raised. How far should medical schools try to take the lead? 

It waS noted that not all deans are charismatic. The question was 
raised whether it is nevertheless possible to influence conservative 
faculties, led by conservative academics. It was observed that proper 
grounding in managerial science can be very beneficial. Change may be 
threatening but becomes less so when objectives are stated and restated. 
What is unacceptable today may become quite attractive tomorrow. 

Finally the respective roles of recommendations by outside consultants 
and of propositions generated from within were discussed, and it was 
suggested that the latter, which alresdy implied acceptability to the 
faculty, would be more rapidly effective. 

6. ANALYSIS OF QUESTIONNAIRES - REGIONAL INVENTORY 
DEVELOPMENT OF RECOMMENDATIONS 

6.1 Analysis of questionnaires 

At the beginning of the fourth day, there was a plenary address 
delivered by Dr C. Boelen on an analysis of the questionnaires sent out to 
Deans before the meeting. This analysis showed the following major points: 

(1) With respect to the relevance of the existing curricula to 
community needs, few respondent faculties had any input from health 
services; most had community influence by way of epidemiological data but 
not from consumer consultation. About one third used information from 
health manpower studies, and a similar number had initiated community 
health programmes. 

(2) All faculties had curriculum committees, about half with student 
membership. Only two of these had good terms of reference. About one 
third used formal educational objectives, and about a half used problem 
solving strategy in the educational process. Student clinical experience 
in most was almost exclusively in teaching hospitals, with one school 
reaching 25% in community health centres. 

(3) The majority of faculties had little investment in community 
medicine or educational methodology, although about half the individuals 
may have some skills in the latter. The majority claimed that promotion 
procedures take this factor into account. 

(4) The majority of schools saw a need for change, but no clear 
pattern emerged as to the direction or nature of the desired change. 
Obtacles to change included staff attitudes and funding shortages. 

(5) Most faculties saw the need for a much more effective exchange 
of information. 

6.2 Regional inventory 

Dr Boelen presented some data based on his working paper entitled 
"Regional inventory of innovations in medical education". 
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He stressed the existence of many useful items in various places, and 
indeed suggested that, if only one could tap the available work, a solution 
for practically any problem was available somewhere. 

He indicated the possible role of medical schools in this process, 
provided that the information can be gathered together. 

6.3 'Developments in medical education' 

The formal session continued with a much abbreviated talk by 
Dr Kenneth R. Cox on "Developments in medical education". He listed new 
subjects, new methods of assessment and developments in the curriculum. As 
no working paper was available, the headings under which he organized his 
presentation are given in Figures 1, 2 and 3. 

Figure 1. 

NEW SUBJECTS IN MEDICAL FACULTIES 

COMMUNITY EDUCATION 

Family Medicine/General Practice 
Obstetrics 
Pediatrics 

Mental Health 

CLINICAL EPIDEMIOLOGY 

OCCUPATIONAL HEALTH 

BIOMETRICS AND CRITICAL ANALYSIS 

HEALTH ECONOMICS; HEALTH SYSTEM 

DECISION MAKING, DECISION ANALYSIS 

BEHAVIOURAL SCIENCE 

Medical Sociology 
Medical Anthropology 

ETHICAL DILEMMAS 

ORGAN IMAGING (IN ANATOMY) 

CLINICAL SKILLS (IN ANATOMY) 

HUMAN GENETICS 

HUMAN REPRODUCTION AND FAMILY PLANNING 

GERIATRICS 

ONCOLOGY 

RHEUMATOLOGY 
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6.4 Development of recommendations 

The remainder of the fourth day was largely occupied with small group 
discussions of the interim recommendations and conclusions of the previous 
three days. The three groups first collated and firmed up recommendations 
respectively in the areas of research, curriculum and community 
involvement, and then each group examined carefully the suggestions of the 
other two groups, in preparation for the formulation of the definitive 
recommendations on the morning of the final meeting day. 

6.5 Introductory comments 

The recommendations which follow (para 7.1 to 7.4) emerged from 
discussions on the final day of the meeting. 

During the discussions held in the course of the meeting, it was 
apparent that what is being sought is an expansion in the manner of 
thinking and planning by medical faculties, to incorporate additional 
fundamental concepts and aspects of education, research and service, rather 
than the mere substitution of one form of operation by another. The 
priority setting and detailed planning necessary to encompass the 
additions, without loss of the essential elements of what is already 
achieved, and without overloading of staff and students, represent the 
major intellectual challenge raised at this meeting. 

It is accepted that emphasis on health care rather than on illness 
care alone is one long-term health for all objective. It is recognized, 
however, that there is an existing burden of illness in communities which 
will continue to require proper treatment, that better overall community 
health will lead to changing illness patterns, that all persons ultimately 
die and that medical care will continue to be necessary. The medical 
education process will need to prepare doctors to work in an era of 
changing health problems and medical imperatives. 

The group recognizes the need for further knowledge and study in a 
number of areas if there is to be progress towards health for all by the 
year 2000 and accepts that research is only one function of a medical 
school. Research is, however, important in teaching students to deal with 
future problems, in contributing to knowledge of and possible solutions to 
local and other problems, in relating the school to the community which it 
serves, in establishing the prestige of the school and in enabling it to 
attract funds and staff of high quality. 

7. RECOMMENDATIONS 

In view of the structure of the meeting, recommendations emerged under 
four main headings: the community, the curriculum, research and some 
general recommendations. In some cases, a number of examples are given of 
ways in which medical schools have been, or would be, able to progress in 
the area of the recommendation. 
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There is some overlap in the recommendations in paras 7.1 to 7.3. and 
onents of those in one area are e uall a licable to other areas 

or examp e. t ose 1n para .2. are 1mportant also for research. para 
7.3). However, in view of the importance of maintainin¥ the true sense of 
the meeting's wOrdlng. no attempt has been made to comb1ne or otherwise 
alter them. 

7.1 Recommendations concerning the community 

7.1.1 
(that 
which 

Medical schools, should increase their involvement in the community 
is. outside the medical schools and teaching hospitals) in the areas 
follow. 

(1) Student teaching: 

Examples of such initiatives are: 

(1) Allocation of students to a normal family where the mother 
is in the early stages of pregnancy. to follow this family 
throughout the duration of their medical education. 

(2) Allocation of students to participate in community-based 
general practices. 

(3) Increased use of district hospitals. 

(4) Increased use of outpatient departments. 

(5) Increased use of various community health facilities for 
teaching/learning: 

blood transfusion serV1ce 
ambulance service 
village mid-wives 
child health centres 
telephone crisis centres 

(2) Provision of health care (by staff and/or students) 

Examples of such initiatives are: 

(1) A department of Toxicology or Pharmacology running a 
poisons information centre. 

(2) A sexually transmitted disease clinic run by a Department 
of Community Medicine. 

(3) Tuberculosis and Leprosy Control run by a Department of 
Community Health. 

(4) An Occupational Health Service run by a Department of 
Community Health 

(5) A health team sent to rural areas. squatter communities or 
urban slums. 
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(3) Community-based research 

Examples of such initiatives are: 

(1) Epidemiological investigation of important community 
health problems: 

nutrition 
health behaviour 
endemic diseases 
epidemic outbreaks 

(2) Health Services Research 

(4) Health education of the public 

Examples of such initiatives are: 

(1) Development of suitable audio-visual information/teaching 
programmes 

(2) Community seminars, e.g. stress management in factories to 
prevent occupational disease or accidents. 

(3) Maternal health education at well-baby clinics, for 
example, about infant feeding and nutrition. 

7.1.2 Improved communication should be developed between medical schools. 
government agencies, health service agencies and medical registration 
bodies. so that medical schools may become more aware of community needs 
and aspirations, and community decision makers more aware of the 
capabilities and limitations of medical schools. 

Examples of such initiatives are: 

(1) Joint appointments for staff when possible. 

(2) Inviting participation by community agencies in medical school 
activities. 

(3) Encouraging faculty staff to become representatives on community 
agency boards, e.g. a Council for the Aging. 

(4) Development of a regular purpose-specific dialogue between Deans 
and the staff of medical schools and government ministers and 
officials in health departments, education departments and local 
authorities. 

7.1.3 Each medical faculty should formulate a programme of faculty 
development. particularly directed towards change in the attitudes of staff 
towards medical school involvement in the community and its problems. 
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Examples of such initiatives are: 

(1) 

(2) 

(3) 

(4) 

In-service training (workshop and seminars) to improve staff 
knowledge of community needs and to change staff attitudes. 

Active support for faculty staff to attend and participate in 
activities, meetings and conferences with a community 
orientation. 

Selection and appointment of staff with the desired 
community-oriented attitudes. 

Provision of funds for community-oriented projects. 

(5) Development of illustrative teaching materials, e.g. case study 
of a community health problem. 

7.1.4 There should be a reorganization of faculty structure and management 
to meet the community-oriented educational and research programmes which 
the school is trying to achieve. 

Examples of such initiatives are: 

(1) Review of departmental structures 

(2) Review of budget allocation procedures 

(3) Senior university administrators, such as Vice-Chancellor 
(President) and governing bodies such as Senate or Council, will 
need to be involved in any significant faculty reorganization 
and their sympathetic cooperation is essential. 

7.2 Recommendations concerning the curriculum 

In all these recommendations, the term curriculum is used in the wider 
sense, including process and assessment as well as course content. 

7.2.1 Medical school curricula should be oriented to meet the needs of the 
community a8 identified in agreed health policies, 8ince the curriculum 
taught in a medical school will influence the delivery of health care in 
the community served by that school. 

7.2.2 Medical schools in the Region should be encouraged and helped to 
achieve curricula aperopriate to health for all needs wherever the present 
curricula are not sU1table. Appropriate curricular characteristics include: 

(1) Community orientation 

of course content 
of clinical experience 
of staff attitudes 
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(2) Integration to encourage tea_ork and "holistic" medicine, 
including 

horizontal and vertical integration of courses 
learning with related health care workers 

. (3) A proble~based learning approach rather than didactic teaching, 
1n an effort to ach1eve better problem solving skills and attitudes in the 
graduates. 

as 

(4) Flexibility 

in course content 
in learning methods 

(5) Acquisition of knowledge, understanding and skills in such areas 

human behaviour (as individual or in groups) 
management (leadership) 
decision making 
use of appropriate technology 
health economics (cost-effectiveness) 

(6) Assesament' and/or exapinations appropriate to the atated 
curriculum objectives, it being realised that the stulients will adjust 
their learning objectives to match the perceived objectives represented by 
the assessment or examinations. 

7.2.3 The following actions will" promote the achievement of the desired 
curricular objectives: 

(1) Review of the organization and administration of the medical 
school to achieve 

flexibility in staff deployment 
flexibility in budget allocation 
a reward system for staff consonant with the objectives 

(2) Determination of curriculum content by a group committed to the 
achievement of the agreed curricular objectives 

for example, by a faculty committee rather than by individual 
departments 

(3) Introduction of methods of teaching consonant with the 
objectives by 

retraining of staff as required, including establishment 
of, or close interaction with, $taff development programmes 
modifying ataff attitudes 
modifying student attitudes 

, , 

I I . , 

i i 
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(4) Increased student learning and experience in environments which 
promote the desired objectives 

for example, small groups rather than large lectures, experience 
in the community rather than in hospitals 

(5) Establishing assessments and examinations which promote the 
desired objectives 

for example, problem-solving rather than knowledge testing, 
on-going or in-service rather than end-of-course 

(6) Community input in curricular development should involve 

providers of health care, such as general practitioners, 
public health nurses 

consumers of health care - the public 

7.2.4 It must be recognized that worthwhile progress towards the ultimate 
objective of health for all by the year 2000 can occur through curricular 
change in the medical school, of the Region, but that: 

0) It will 
need to be set for 

take time to achieve such 
the most urgent actions. 

change, and priorities will 

(2) An atmosphere supportive of change must be generated within the 
faculty. 

(3) Encouragement and collaboration with the institutions from 
outside will be needed. This may include: 

more frequent meetings of Deans or other appropriate 
faculty representatives 

workshops with visiting consultants 

staf.f training programmes or fellowships for special 
training within the country or abroad 

all of these to be considered in the light of their 
cost-effectiveness. 

(4) Curricular change within the school and application of the 
skills and attitudes of the graduates in the community will be facilitated 
if the involvement in community-oriented service and research by the school 
increases at the same time. 

7.3 Recommendations concerning research 

7.3.1 Research should be regarded as an essential function of a medical 
school, and incorporated into its administrative structure through the 
establishment of a Faculty Research Committee. 
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7.3.2 The research undertaken should be relevant to the major health 
problems of the communit in which the school is located and within the 
ca aC1t of the staff fac111t1es and c1rcumstances 0 the schoo. 
D1 erent,schoo s ~ay spec1a~1ze.1n b~sic biomedical, clinical, 
demograph1c, behav10ural, ep1dem1010g1cal or community research. 

7.3.3 Research emphasis at this time should be directed towards the 
achievement of the ultimate objective of health for all, including 
community-oriented projects and projects in social and behavioural 
sciences, including health care delivery systems and health care costs. 

7.3.4 Evaluation of all aspects of ~edical teaChing, research and practice 
is mandatory. Research is required 1nto develop1ng unproved methods of 
evaluation, as well as putting into practice known methods of evaluation. 

7.3.5 Research must be considered an integral part of the health area; its 
funding is therefore a responsibility of the government and should be 
included in allocations. There should be a balance a ro riate to each 
commun1ty or country , between short- and lOng-term projects, basic and 
a lied research and reco nition of ro'ects s ecific to the communit 

such as aging • 

7.3.6 Many types of research require cooperation and collaboration between 
university groups and outside bodies including government and civic 
agencies. At the international and regional levels, the World Health 
Organization can playa major role, directly and indirectly. 

7.3.7 The meeting recommends that the difficulties in establishing and 
maintainin¥ research be recognized. Medical schools may need substantial 
strengthen1ng as institutions to permit research into complex health 
problems. Difficulties include lack of facilities and infrastructure, 
staff trained in research methods and library facilities, as well as 
pressure on staff time. 

7.4 General recommendations 

7.4.1 Action should be taken to promote faculty development and augment 
staff training programmes to promote the general objectives of health for 
all by the year 2000. Medical schools should seek necessary support and 
funds from all possible sourCes to accomplish these objectives. 

7.4.2 These recommendations should be disseminated widely 1n the Region, 
in particular to all medical schools. 

7.4.3 The great appreciation by the Deans of the good offices of 
Dr H. Nakajima, Regional Director, WHO Regional Office for the Western 
Pacific, his staff and consultants should be recorded, and special thanks 

iven to the Chairman Dr F. Sanchez and the Ra orteur Dr R.D. Stewart 
for the way 1n w 1ch t ey con ucted an recorded the proceed1ngs.of the 
meeting. 

, 
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8. CLOSURE OF MEETING 

The proceedings of the meeting were formally closed by the Regional 
Director, WHO Regional Office for the Western Pacific. In his closing 
address, the Regional Director summarized the result of the meeting and 
encouraged the Deans to stimulate their colleagues to tackle the complex 
and difficult health care problems of the world. 

A short evaluation was made based on a questionnaire on the conduct 
and some aspects of the content of the meeting. (Annex 11) 
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REGIONAL DIRECTOR'S OPENING ADDRESS 
FOR THE FIFTH REGIONAL MEETING 

OF DEANS OF MEDICAL SCHOOLS 

Monday,S December 1983 

Ladies and Gentlemen, Dear Colleagues, 

ANNEX 2 

It is a great pleasure to welcome you to our Regional Office for the 
Western Pacific on the occasion of the Fifth Regional Meeting of Deans of 
Medical Schools. 

I hope that in this meeting you will come to grips with several 
questions which seem of first importance. 

The first is: "How can medical schools contribute more to the 
achievement of your nation's health?" 

We live in a world in which the proper use of scarce health resources 
has become critical. We believe that medical schools can and should become 
driving forces in the reappraisal and design of better methods for the 
delivery of health care. There are basically two reasons for this: first, 
the effectiveness of our health services will benefit, and, second, the 
medical schools themselves will benefit by involvement in the real world of 
health problems. 

My next question is " What is the most useful contribution a medical 
school can make to the health services?" 

Obviously, the production of doctors is the first answer which comes 
to one's mind. The doctor is and will remain a leader in the delivery of 
health care. However, he will need to expand his job description to 
include becoming the promoter of efficient health care (in which he may not 
be the prime decision maker). We expect that in medical school he will 
have acquired appropriate skills and attitudes in integrating curative and 
preventive actions, in considering the needs of the community at large as 
well as those of the individual members, and in coordinating the activities 
of all those assisting in the patient's care. 

In training doctors with this added emphasis, medical schools will be 
contributing greatly towards the provision of adequate health care for the 
majority of citizens. 

But medical schools can train such a doctor in an efficient and 
convincing manner only if their faculty members as a whole themselves 
understand and accept practical involvement in community health activities. 
Teachers should leave the confines of their teaching hospitals, focus more 
on investigating health as it exists in the larger community, and orient 
their teaching, research and service accordingly. 

We ask you to find practical ways to develop a partnership between 
faculty members, practitioners, public health administrators, health 
services staff and cOlIDDunity organizations in working out the opt ima 1 u:", 
of health manpower and health reSOurces. 
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Annex 2 

Your responsibility should go beyond the production of doctors. You 
should also be concerned with their proper orientation and use. 

My final question is " What reward is there for medical schools for 
this involvement in the health services?" 

Medical schools, being university bodies, are in key positions to 
promote the linkage of activities of different sectors, especially if they 
are consistent with the primary health care philosophy. If medical schools 
are involved in the design and implementation of community health 
programmes, they will be able to integrate around them the now dispersed 
interests and activities in health and social development. 

Through their active participation in epidemiological studies and in 
operational research in health care, medical schools could gain much credit 
and support from political decision-makers. They would be in harmony with 
the most striking health issues felt by the society. As a result of this 
reorientation, they would acquire the necessary experience to help them 
review the curriculum of the medical students and thus improve its 
relevance. 

It may also help them to reorient their bio-medical approach in the 
broader interests of the socio-economic development of the nation, and to 
assess their general effectiveness in providing appropriate health coverage 
for all citizens within the limits of available resources. 

All these issues are important for the achievement of our common goal 
of Health for All By the Year 2000. These educational problems are a180 
not easy to tackle; their implementation will need courage and 
enlightenment. 

I wish you successful work and a productive meeting. 
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REGIONAL DIRECTOR'S CLOSING ADDRESS 
FOR THE FIFTH REGIONAL MEETING 

OF DEANS OF MEDICAL SCHOOLS 

Friday, 9 December 1983 

Friends and Colleagues, 

ANNEX 3 

You have worked long and hard for the past five days, and have 
produced a stimulating set of recommendations to be followed. 

I congratulate you on the directions you have taken, and the goals you 
have set. For a time it has seemed that medical schools were becoming less 
and less relevant to meeting our health needs. I am most encouraged that 
you will be bringing medical schools back into the mainstream of health. 

You have examined the role of medical schools in achieving Health For 
All, and you have decided that medical schools should direct their efforts 
both at health care and at illness care. 

You have looked at some of the implications of that decision and have 
spelt out the clear responsibility of the medical faculty to be involved in 
the community - not only to teach about community health care, but to be 
immersed in community health care. 

You have seen the wide range of areas that are in need of research of 
many kinds if health problems are to be solved. Your medical schools 
harbour a rich resource of brilliant minds, but their attention is 
currently turned inwards to the finer points within their discipline. Your 
task as Deans is to turn their attention outwards to help tackle the 
complex and difficult health problems which involve systems as a whole and 
not just parts of the system. 

Your task will not be easy. We know that medical schools 
resistant to change and that you will confront many obstacles. 
responsibility as Deans is to provide leadership on the way. 

are 
But your 

We wish you well, and the World Health Organization will do what it 
can to support your endeavours. 

Your active participation in this meeting is proof that you are 
seriously taking up the challenge. I wish to thank you for your 
contributions. and your intensive and productive efforts. 

I would like to express my sincere thanks to the Chairman, Dean 
Sanchez, for his valuable guidance, as well as to 
Professor Cox, Professor Kellerman, and Dr Tiddens as consultants; 
to Dr Nowotny, Dr Cuyegkeng, Dr Howells, Dr Park and Dr Miura as temporary 
advisers for this meeting and to Professor Walton as observer. 

Again, my congratulations on your work in this meeting which I now 
formally bring to a close. 

Thank you all and bon voyage. 
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ANNEX 4 

QUESTIONNAIRE DISTRIBUTED PRIOR TO THE MEETING 

BASIC DATA 

1) Your country: 

2) Your medical school: 

3) Your name, academic title, and specialty interest: 

4) The duration (in years) of your medical course: 

5) The approximate number of students entering your school in 

1983: 

1982: 

1981 : 

1980: 

1979: 

1978: 

1977 : 

1976: 

1975: 

6) The number of graduates produced annually by your school during 

1983: 

1982: 

1981: 

1980: 

1979: 

1978: 

1977: 

1976: 

1975: 

7) The number of full time (and full-time equivalents) teachers in your medical school: 
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PLANNING AND RELEVANCE 

8) Please comment on the extent to which the planning and implementation 
of your medical course has been influenced formally or informally, by those 
who are responsible for the organization and delivery of health services in 
your area: 

9) Please indicate the extent to which the planning and implementation of 
your medical course is influenced by a consideration of the incidence and 
prevalence of diseases in your area (if such considerations have been 
derived from formal epidemiological studies, please say so): 

10) Please indicate the extent to which members of the community (users 
the health services and other informed citizens) have influenced the 
organization and delivery of your medical course. If this influence has 
been a significant one, please indicate the mechanism(s) through which it 
is exerted; 

11) Have you any evidence to indicate whether your students are, on the 
whole, satisfied with the relevance of their medical course to the health 
problems that they will be required to manage after graduation? If there 
are any areaS of dissatisfaction expressed, please identify them. 

12) Please indicate if your medical school has taken an initiative to 
collaborate with health authorities to design and implement community 
health programmes? If so, describe briefly. 

of 

13) Please give your views on the extent to which the research programmes 
conducted in your medical school are relevant to the health needs of your 
area: 

14) Please indicate the extent to which your medical school's policies and 
programmes have been influenced by health manpower studies in your area. 
If reasonably recent studies of this kind are inadequate or non-existent, 
please indicate the assistance which you consider the medical school might 
derive from properly conducted studies of this type; 

15) Please indicate the extent to which medical students in your school 
share educational experiences with other health professional students, e.g. 
nurses, medical assistants) and 80 on: 

16) What mechanism exists in your school for review of the curriculum? If 
your organization makes provision for an on-going curriculum (or education) 
committee, please indicate its composition, its power, the method by which 
its members are chosen, and the approximate frequency with which it meets: 

17) All of the following issues are generally regarded as warranting 
serious consideration in the formulation of the medical curriculum. For 
each topic listed below please indicate your views and tell us of your 
school's experience and practices in this regard: 

, , 

I I , , 
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the use of educational objectives, for the medical school as a 
whole and/or for some or all of the component parts of the 
programme: 

b) the use of problem-solving strategies in the educational process: 

c) encouragement of the medical student towards seeing the doctor 
as one member of the health professional team, and thus 
assisting him to acquire skills in teamwork: 

d) techniques of assessment (examination) designed to test more 
than the student's factual recall of information: 

e) the importance of compassionate caring within the doctor-patient 
relationship, and an emphasis on this during the medical course: 

18) To what extent are the following subjects taught, as "core" subjects, 
within your medical school? 

a) Behavioural science: 

b) Biostatistics: 

c) The organization and management of health services: 

d) Health care evaluation: 

e) Epidemiology: 

f) Health economics: 

Please indicate whether any of these subjects have been introduced for 
the first time, or have been substantiailly strengthened, during the past 
five years: 

19) Indicate the percentage of each student's clinical experience acquired 
in: 

a) major teaching hospitals: 

b) smaller district or base hospitals: 

c) community health centres: 

d) general practices: 

e) elsewhere (specify): 

20) Do you consider that, on the whole, the academic staff in your medical 
school lay appropriate emphasis on the importance of educational 
methodology and community health activities rather than giving 
disproportionate time to research and/or the provision of clinical 
services? What proportion of faculty time is devoted to each ot these 
components? 
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21) Does your faculty, or your University, have an appropriate reward 
system for those who commit themselves to extensive participation in 
activities related to educational methodology and/or community health 
activities? 

22) Please indicate whether you consider that, on the whole, your medical 
school staff have acquired an appropriate level of skill in the performance 
of their tasks in relation to educational methodology and/or community 
health activities. If so, how was this acquired? If not, what steps might 
be taken to improve their skills, and what assistance might you need to 
bring this about? 

23) To what extent have you used consultants in the further development of 
your faculty's skills in educational methodology and community health 
activities, either from WHO or from some othere source? Do you consider 
that there is room for improvement in this regard? 

CONTINUING EDUCATION 

24) Please indicate 
continuing 
specialist 

education 
the extent to which your faculty 
of its graduates, over and above 

is involved in the 
the pursuit of higher 

qualifications: 

FUTURE 

25) If you would like to see substantial changes introduced into the 
programmes of your medical school in the areas of teaching, research or 
service, please identify the most important forces which you consider are 
working against such developments: 

a) Please indicate in which directions these changes should be 
leading: 

b) Please identify the most important forces which you consider are 
working against such developments: 

26) Are you exchanging ideas, experiences and/or faculty with other 
medical schools (in the country, in the Region, in the World) on subjects 
related to educational methodology and community health activities? 

If so, is it done on a regular basis? 
annual meeting, collaborative production of 

(e.g. joint research project, 
learning material ••• )? 

27) What could be done to improve the exchange among medical schools and 
between medical schools and other agencies to help your medical school to 
move towards the directions expressed in question No. 25. 

OTHER ISSUES 

28) In the remaining space, please feel free to comment at greater length 
on any of the preceding issues, or to raise other matters which you regard 
as being of considerable importance in your medical school but which have 
not been mentioned in this questionnaire. 

II 

II 

II 
II 

" 
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MEDICAL SCHOOLS AND HFA/2000 
by Dr Kenneth Cox 

ANNEX 5 

What role medical schools will play in relation to health and health 
care across the next 16 years is largely in the hands of medical schools, 
and strongly affected by the leadership which Deans can provide. Of the 
many choices facing medical schools, the central issue is whether the 
medical school is preparing doctors to handle a medical task focused on 
illness care and/or on health care. 

Many factors impinge on that choice. The factors differ from country 
to country, and many will alter significantly by the year 2000. 

Let us set out those factors which influence the content of the 
medical task, the job you're educating them to perform. 

CONTENT OF MEDICAL TASK 

1. Epidemiological patterns of mortality and morbidity; the mix of 
communicable disease, occupational and environmental hazards, nutritional 
deficiencies and degenerative disease which determine the illness profile 
of a country. 

2. Demographic distribution and trends; the birth rate, family 
planning effects, migration, and ageing of the population which determine 
the (triangular or rectangular) survival profile of a country. 

3. The public money available for health and the effectiveness and 
efficiency of its expenditure, health insurance, and the growth of private 
hospitals and private medical practice. 

4. The structure of the health care system, its orientation towards 
curative services, its reward system, its referral patterns, and its 
relationships with community organizations, particularly the changing role 
of the hospital to become the organizational base for a wide range of 
linkage activities within the community. 

5. The expectations (wants and needs) of patients, family and 
society, including expectations expressed by media, writers and 
politicians, and including the community's readiness to take responsibility 
for some aspects of its health. 

6. The numbers of doctors and of other health workers available. 

IDirector, WHO Regional Teacher Training Centre for Health Personnel 
in the Western Pacific Region, The University of New South Wales, 
P.O. Box I, Kensington, NSW, Australia 2033 
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7. Manpower policies on the numbers of doctors and of other health 
workers being produced, and on the allocation of health care tasks among 
the various health professions. 

8. Policies for equity of access, of financing health care, and of 
distribution of expenditure, particularly in policies which link health 
with development. 

9. Continuing growth of biomedical knowledge, forcing progressive 
specialization in medical practice with consequent fragmentation of patient 
care, plus growth and differentiation of medical school departments 
unrelated to health needs. 

10. New technology altering the opportun1t1es and constraints within 
medical practice e.g. the effects of dry testing, low cost CT scanners, 
facsimile despatch of test information, data-bases for patient management 
and continuing education. 

11. The services the medical profession chooses to provide or not to 
provide. 

12. The abilities the medical schools choose to develop or not to 
develop within their graduates. 

Each medical school chooses which of these factors affecting health 
and health care it is willing and able to help its students learn about. 

ILLNESS TASK and/or HEALTH TASK? 

Is the medical school preparing graduates solely for managing the 
illness task, waiting for established disease to present for diagnosis and 
treatment at a building where the doctor chooses to practise and at times 
he is prepared to be available? Such management may be efficient for the 
doctor and often effective for the illness. Many properly strive for 
"excellence" within such an approach, but with little comprehension that 
what may be excellent management of illness may have little impact on 
health. Coronary artery by-pass surgery is an effective and efficient 
intervention in some patients with angina but has no impact on mortality 
from coronary artery disease (and has consequently been termed a '~alf-way 
technology"). 

Success is likely to be measured solely in regard to the medical 
profession's (often elitist) view of the intervention, and not in regard to 
impact on the whole spectrum of disease (and certainly not in terms of its 
cost-effectiveness compared with other interventions). 

To the extent that illness is defined as disease the medical task is 
diagnosis and treatment of disease. Those tasks of diagnosis and treatment 
determine the disease-oriented behaviour and the technological imperatives 
which are part of doing the best job possible, given the curative mission. 
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The medical school can choose to be solely part of a (hospital) 
organization created to meet the needs of illness care, to say "Here we are 
working and teaching in an identifiable and efficient component of the 
health care "system". 

ARE MEDICAL SCHOOLS EXPECTED TO BE SOCIALLY RESPONSIBLE? 

But is that hospital organization consuming an appropriate proportion 
of health resources? Should equity of access to adequate, acceptable, 
available, affordable health care be a prior condition to be met before 
further investment is made in urban, specialized care? Is medical 
education to be concerned about the most effective use of the health dollar? 

What rationale would we use? Is it to be humanitarian, providing 
health care to all the prematurely born, the disabled, the disintegrating 
elderly? Is it to be utilitarian in restoring health so the patient can 
return to work, or at least stop being dependent? If so, we could not 
accept spending such a large chunk of the (hospital) health budget on 
people who will die within a year. 

Are medical students to debate the ethical trade-offs between equity, 
humanity and utility in the medical services they provide? 

Do medical schools take any social responsibility for studying the 
planning or effectiveness or efficiency or economics of the health care 
system in which their graduates will work? The growth of private hospitals 
in Australia, for example, is likely to lead to: 

over-use of services (pathology, radiology, unneccessary surgery, 
over-visiting) 

over-emphasis on technology 

"cream-skimming" of some patients and dumping of others according to 
their profitability 

non-market growth of costs, S1nce doctors, not patients, decide what 
services are needed 

medicalizing illness by insurance reimbursement categories and 
"health" being equated with procedures and services. 

If medical schools have never examined the design problems of health 
care or linked with the heal th care delivery system, they cannot complain 
if the system is not as they wish or if the disjointed health services do 
not function effectively as a system. Who advises the planners and 
decision-makers of the health system? Deans of medical schools can be 
highly influential if they can put forward a reasoned and documented case 
for change. 

Doctors often represent themselves as passive agents in these social 
changes, but they are powerless only if they choose to be. 
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Universities and medical schools will be under financial constraints 
for a long time to come, partly because they haven't demonstrated to 
political decision-makers a serious relevance to current problems at the 
macro level. Will the medical school's accountability to society and its 
political representatives be a retrospective justification through 
recounting some outstanding individual achievements? Or will it be 
prospective planning to tackle current health problems perceived by its 
community? 

A COMMUNITY OF SCHOLARS or SCHOLARS OF THE COMMUNITY? 

Is the medical school preparing graduates for managing the health 
task, to cover the whole spectrum of study of the origins, distribution, 
and possible interventions in complex health problems? Is the medical 
school solely a community of scholars developing and passing on a body of 
knowledge, or is it to turn out scholars of the community, capable of 
managing (not just knowing about) all the tasks involved in analyzing and 
dealing with a whole health problem (not just the end-stage disease part)? 

Are you producing analytical doctors who will become progressively 
more focused on smaller points? Or integrating doctors who can encompass 
the linking involved in management of the whole? 

If medicine is an applied science, to what problems should it be 
applied? 

Is a physician managing patients with heart disease and stroke in the 
hospital to work with others on how to detect hypertension in the 
community, how to lower hypertension by lowering salt intake, or by weight 
control, or by stress management, or by exercise? And if pharmaceuticals 
are needed, will he understand what factors influence the patients to 
comply or not to comply with the regimen? If only 50% of patients comply, 
who is responsible for such massive ineffectiveness and inefficiency? 

Should we be waiting in hospital until a severely dehydrated child is 
brought in too late for resuscitation , or should we be ensuring the 
availability of oral rehydration fluid and the mother's understanding of 
when and how to use it? 

Should the medical school be studying where health care can have the 
maximal impact on mortality and morbidity? 

IS THE MEDICAL SCHOOL ACTIVELY PART OF THE HEALTH SYSTEM? 

Is the medical school part of the community, ego running a clinic in 
an urban slum, or studying the clinical epidemiology of common hospital or 
occupational diseases, or teaching in stress management or smoking 
clinics? Or is lip service paid to the community by a few hours of 
lectures on epidemiology and biostatistics plus some discussion of social 
issues plus a few weeks watching a general practitioner in action? Talking 
in words and concepts about complex illness problems cannot induce serious 
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understanding of what patients and the community really want, of how the 
system works, or of what the health task entails. Students and staff need 
direct, active experience working with the confusing mix of factors 
involved in the resolution of any health problem. 

Do you want walls around your medical school? Or do you want a 
community University? 

BARRIERS TO HEALTH CARE 

Be careful, however, before you opt for the health task as the goal of 
your undergraduate training. 

First, changing medical education doesn't change medical practice. 
Your graduates will find jobs only as part of the curative health system, 
will work in urban hospitals, and will have few opportunities to follow 
their patients out into the home and to link their patient's care with the 
support services in the patient's community. You could be preparing 
graduates for tasks which do not exist (yet). 

Second, the health system may actively resist any medical school 
involvement in health services, or even discussion about how health 
services could be provided. Places must be made, functions altered, 
resources found. Vested interests are threatened by any questioning of the 
current pattern. Note that the pressure for change is usually applied to 
the education system, not the health system, on the medical school, but not 
on medical practice. 

Third, the definition of the health problems is imprecise, uneven and 
incomplete. Exactly what health care responsibilities should be accepted 
by whom is far from clear. 

Fourth, the management of health problems is currently fragmented 
among Government and private practice, among health professions and various 
voluntary and municipal organizations. Working with such a mix of bodies 
with different responsibilities and funding can be extremely time-consuming 
and difficult. Doctors are accustomed to control, and to tidy end-points, 
both of which are not available. 

Fifth, in their struggle for excellence in the face of rapidly growing 
science and technology, doctors specialize and concentrate on a part of the 
health problem. Specialists don't address the whole problem and often 
don't want to know about it. 

Sixth, medical school staff may want no responsibility for helping 
with problems larger than the part they study and service. A respiratory 
physician may refuse to share in planning a smoking clinic, or a 
cardiologist to consider the cost-effectiveness of screening for 
hypertension, tasks for which they have not been trained. 

A medical school cannot teach what it doesn't practise. 
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Seventh, if medical students are to comprehend what health care 
entails, they must have direct experience of handling "messy" problems in 
the real world. Health care is not to be lectured about, but to be 
participated in. But the amount of student involvement which is 
practicable is uncertain. 

Eighth, medical schools are not easy to shift towards corporate goals 
outside the University system. The "loosely-coupled" system of Departments 
which control their own teaching, research and rewards, and which have 
their own independent goals, is difficult to guide into a collaborative 
activity for which no pay-off to the Department is apparent. 

Ninth, any shift requires the support of Government policy (and 
perhaps funding) and of the health establishment. A shift towards 
resolution of community health problems immediately competes with the 
pressure for specialization and expensive technology. 

WHAT CAN DEANS DO? 

Deans face a considerable leadership challenge if they are to involve 
their medical school in health care. Changes are required within many 
Departments, across Departments in the structure of the curricular 
activities, and in relations outside the University with bodies which deal 
with health care. 

Without training in leadership and management, Deans must manage an 
important, complex and expensive enterprise which operates with a mix of 
bureaucratic, collegial and political governance. Each of the four major 
functions (administration, education, research and clinical service) in a 
medical school requires a different organizational framework, some 
hierarchical, some collaborative, and some with almost total independence. 

The variety of structures and functions fosters mUltiple sub-cultures 
in the medical school and multiple goals most clearly seen in discipline 
Departments (described as loosely-coupled, or as organized anarchy). Some 
of these compete, particularly the teaching and research subcultures. 
Interdepartmental rivalry leads to attempts to strengthen demarcation 
boundaries, especially when resources are shrinking. 

Corporate goals are difficult to achieve with this structure (although 
they may often be subscribed to verbally in the medical school's 
objectives). How is the Dean to facilitate consensus on what's wrong, what 
needs to be done, and who will do it? That is, what health problems are to 
be addressed, what solutions are available, and which medical school staff 
will participate in working on those solutions? 

Consider two strategies, one above-down, the other below-up. 

In the above-down approach, policy is translated into plans and 
implementation. possible steps could be: 

1. Dean and Faculty Executive review the emphasis on health care 
and disease control within the medical school. 
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2. 
Health, 

Policy seminar (involving Dean, Faculty, students, Ministry of 
community) considers priority health issues and policy directions. 

3. Task group under Dean recommends specific set of activities by 
the medical school in concert with other health service and community 
bodies. 

4. Faculty approves plans for implementation, including monitoring 
and evaluation mechanisms. 

5. Political, administrative, health services, and funding support 
secured. 

6. Implementation, and so on. 

Such an approach should ensure full support from the powers above 
(especially in national health policy and in University policy on external 
involvement) which will be sustained across many years. Lessons from the 
involvement should be regularly fed back to policy makers. 

Such a comprehensive approach may not fit the political and power 
structure within a particular medical school, especially where corporate 
goals have proven difficult to implement in teaching and clinical service. 

The below-up approach "de-couples" the organization to allow 
adaptation in a part without having to reorganize the whole medical school. 

Incentives can be offered for innovations (especially if political 
support and funding for pilot studies have been stimulated), particularly 
studies which flow from the clinical task (such as studies on effectiveness 
and efficiency of various interventions). 

Rather than addressing the organization as a whole, what is sought is 
the "idea champion" who provides the energy, generates a proposal, and 
faces the organization with a specific decision about an innovation. 
Rather than policy and preferences determining action, the action forces a 
preference and builds policy consensus. The sum of the actions shapes the 
organization's real goals as expressed in what the medical school actually 
does. Such trial and error behaviour is more typical of innovations in 
loosely-coupled organizations like medical schools, and of thoughtful 
professionals operating with a high degree of independence. Innovations 
appear in many places with no single person orchestrating the creative 
process. 

The task for the Dean is to create a climate which encourages 
innovation in the direction of health cares which provides incentives, 
which secures funding and political support, and which can respond flexibly 
when some change in organizational structure is required by the innovation. 
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MEDICAL FACULTY AND THE COMMUNITY 
by Dr Geoffrey Kellerman l 

1. THE CURRENT POSITION 

1.1 Historical perspective 

We have all accepted that health education in its totality involves 
the community, its needs and its disease pattern, its real and perceived 
problems. In Australia, that is manifest by the involvement of governments 
and their administrative departments, teaching hospitals, technical 
colleges and colleges of advanced education, community groups, Rnyal 
Colleges, post graduate institutes, and so on, in addition to medical 
faculties, in the total health education of doctors and allied health 
professionals. In the past, the medical faculty itself was responsible for 
undergraduate education alone, and limited its educational input to those 
aspects of medicine which could be covered in university lecture theatres 
and in the tertiary level, high technology teaching hospital. Depending on 
the personnel and facilities, staff were also involved in research and 
patient care. 

The university lecture theatre transmits, with more or less fidelity, 
a small proportion of the currently available information on many medical 
sciences, particularly the so called basic or preclinical sciences. In 
association with laboratory classes, many teachers believe that students 
acquire research capacity, orientation to research, and technical or manual 
skills. The teaching hospital exposes students to patients at the extreme 
end of health breakdown, including massive trauma, widespread carcinoma, 
organ transplantation, multisystem disease of great complexity. The more 
technology oriented and rich the country, the more exotic the conditions 
seen in these hospitals. 

1.2 Recent developments in Australia 

There has been a gradual extension of this structure, to involve 
students in general practice, in smaller and lower technology hospitals, 
and in elective studies of a wide variety. New subjects have been added to 
the course especially in the behavioural area and in the community oriented 
area, albeit often as formal lectures. Different Australian schools have 
opted for a variety of different emphases in these extensions. Besides, 
the increases in University funding, and hence staffing in the last 20 
years have led to very great increases in research potential. It is 
therefore appropriate to ask how well the current faculty programmes enable 
students to learn about the large bulk of medical problems, such as mild to 
moderate anxiety states, acute on chronic bronchitis, mild but progressive 

lDean and Professor of Medical Biochemistry, Faculty of Medicine, 
University of Newcastle, N.S.W., Australia 2308. 
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cardiac failure, behavioural problems in children and adolescents, prenatal 
and p~stn~tal care of normal pregnancy, allergies, immunizations, care of 
ChrOn1C d1seases such as arthritis, var10us skin and eye diseases? How 
wel~ do they learn about assessing and improving compliance with prescribed 
reg1mes such ~s drugs, ~x~rci~e, weight reduction? How do they learn about 
ways of b~hav10ural mod1f:c~t10n, either of individuals (usually 
therapeuti~) or of :ommun1t1es (usually preventive)? How do they learn of 
cost benef1t analys1s, how do they learn about optimum distribution of 
hospital and community based care, especially for aged people or for 
chronically ill people? 

It may well be asked how much students should learn about these areas 
in their undergraduate course. How much should they pick up from 
colleagues, or sup~riors, or other sources after graduation, during formal 
post-graduate studies or by a process of osmosis during continuing 
education? For many, it may take years or never be accomplished; one 
obvious reason is the absence of basic skills, motivation and interest 
amongst the objectives provided by our standard courses. Analysis of the 
questionnaires which you have completed reveals a very variable input in 
many of these areas in the medical schools represented at this meeting, and 
probably there is an even wider overall variation in the Region. 

1.3 The health priorities of the community. 

Discussion to this point has omitted many issues and is quite 
unbalanced in terms of real community priorities. It is, furthermore, 
almost entirely couched in the illness mode - reactive to disease as it has 
developed - rather than in the health mode. In that form it is certainly 
unjust to some progressive Faculties or Departments, but it reflects fairly 
accurately most of the hospital and medical thinking at present. Some of 
the more obvious omissions include problems of nutrition, of transmissible 
disease such as bacterial and viral disease, malaria and metazoan 
parasites. There is no mention of problems relative to cultural 
differences, and limitations to health care posed by religious and other 
taboos. There is no consideration of shortages and unavailability of 
essential resources such as equipment, drugs, hospitals, sterilizers, 
health care personnel of all types, and of the need, and the means chosen, 
for rationing or otherwise limiting access by the community or its members 
to expensive items or services. It assumes, without actually stating it, 
that the services will be available equally to all members of the 
community, and that all members of the community are entitled to the same 
type of general health care, while we know that in many countries access is 
extremely limited for a very large number of people, with the financial 
resources being limited to very few dollars per head per year. There is no 
mention of the need for, or means of, educating the community in ways of 
promoting its own health, and of encouraging them to accept the need for 
this personal involvement. Above all, from the point of view of the 
education of doctors, there is no discussion of the identification of 
common process objectives which could hopefully guide a graduate of any of 
our schools to be able to function in a wide range of community settings. 

1.4 What do we train doctors to do? 

Many of our curricula and programmes are geared to outside constraints 
and criteria - accreditation by the General Medical Council, congruence 
with American Boards, acceptability for postgraduate training in other 
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countries, membership of the "worldwide network of medical scientific 
excellence." Many graduates are trained to function best in large city, 
technology dominated institutions. Small wonder that many settle in the 
most pleasant parts of their country for practice, such as Sydney, Manila, 
Beijing, or go overseas. Perhaps freedom of the individual requires this 
mobility, but what is the real medical imperative? Are we not there to 
train doctors to identify the health needs of the community, to plan best 
how to supply them, to treat the disease burden and lead the people in 
health promoting behaviour? And should our graduates not be flexible in 
their approach, in the certain knowledge that if they are successful in 
controlling the health problems of the community, the very nature of the 
community and of its health problems will alter during their lifetime? 
With control of high infant and child mortality rates from infectious 
disease, a lowering of the birth rate, an improvement in nutrition and 
education, life expectancy increases markedly and the requirements change 
from paediatric rehydration to geriatric maintenance. During our lifetime 
in medicine, countries such as Cuba have moved from one end of this 
spectrum to the other, and the entire needs of the health care have altered 
over a period of 20 to 30 years. 

The challenge is many sided: to achieve the community orientation, 
without losing the intellectual excellence; to train doctors who can deal 
with local conditions, without losing their international credibility; to 
achieve the outcome objective of commitment to the community and its 
health, without losing the sense of personal freedom. What help can 
medical faculties - and their deans - contribute to meet this challenge? 

2. THE NEWCASTLE EXPERIENCE 

To focus discussion, a short summary of efforts in Newcastle at 
integration with our own community is provided. This explores some of the 
successes and remaining problems in our own faculty. 

2.1 Staff activities 

From the point of view of staff of the faculty, it was recognized very 
early, well before our first students arrived, that links had to be made 
with the community health services at all levels. The existing hospital 
structure precluded the building of a new "University Hospital", and 
financial stringencies especially with hospital budgets restricted many 
options. Strategies adopted included the following: 

2.1.1 The usual arrangements were made with the hospital staff, at 
resident medical officer, staff specialist and visiting medical officer 
levels to carry out the bedside teaching duties in the clinical areas; 
several very committed members of this group have become very intimately 
involved in course design, especially in their field of expertise in our 
programme based learning strand and the professional skills area. 
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2.1.2 Three local general pract1t10ners with special interest and 
experience in educational matters received half time faculty appointments 
under the general control of the professor of community medicine. This has 
since been increased to two full-time appointments in general practice. 
General practice exposure of students commences during the second year of 
the five-year course at the level of one afternoon per week. This 
continues during the third year (one day per week for at least one term) 
and a four week period in the fifth year. Furthermore, many students 
undertake elective studies with general practitioners in the region and 
elsewhere for periods anywhere from two weeks to two months. In addition, 
many of the learning experiences of our students must perforce be linked 
with private practitioners and private patients rather than public hospital 
patients, as so much of the patient care load in our community is carried 
by private practitioners. Collaboration in this way has been very 
effective and freely given. 

2.1.3 Many of the tutors for our small group discussions, which are one of 
our major educational strategies, are drawn from the community of 
practitioners who take part in the teaching process and also learn along 
with the students. This has been a very powerful stimulator of continuing 
education for a number of these interested and dedicated practitioners. 

2.1.4 Almost all full time academic staff members have become involved in 
extensive post graduate educational issues with the community, either 
linked with specialist college programmes for continuing education, through 
the postgraduate medical institute, or through resident medical officer 
training programme in their hospitals. 

2.1.5 The foundation professors, wherever possible, were given the title 
and duties of "Regional Adviser to the Regional Director of Health" in 
their special areas. This impressive title lay relatively fallow until 
fairly recently, much of the advice not apparently being heeded because of 
lack of commitment or funds at various levels of the state health 
department. We would see this as one of the major disadvantages under 
which we have had to labour as a community oriented faculty, in that our 
influence in health planning and health delivery was minimal during our 
first few years due to lack of utilisation by the government agencies of 
the help, information and work which the faculty could supply at the stage 
when we had more time and optimal interaction during course design would 
have been possible. 

2.2 Design of Course 

2.2.1 Overall, a problem solving course was planned, with the problem 
strand (about 60% of study time) based on an integrated, non-departmental 
approach. The problems were selected from the general Australian 
experience as either common, effectively trestable or preventable. 
Students study in groups of 8 with a tutor, gradually moving over into 
clerking duties with individual tutorial relationships or various sized 
groups in the later years. Initially, a professional skills stand (about 
20% of time) involves learning of interview skills, physical examination, 
counselling skills, ordering and interpretation of tests and so on; this 
strand merges with the problem strand by the third year. A third strand, 
called population medicine, occupies about 20% of the time; it is partly 
separate and partly merged with the other strands. 
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Course content moves from single systems based problems in years 1 and 
2, through multisystem problems of the adult in year 3, to problems.of 
growth and ageing in year 4. Year 5 and to a lesser extent year 4 1nvolve 
the students in clinical clerking in hospital or other types of practice. 

Formal periods for elective studies are set aside in years 1 and 2 (2 
weeks each), years 3 and 4 (8 weeks each). 

2.2.2 The population medicine strand is planned to ensure a more extensive 
exposure than usual to community issues. Initially expected to occupy 
students for up to 20% of their time during the year, it involves community 
surveys, epidemiology, biostatistics, design of experimental protocols, 
critical reading of literature, community issues, various health care 
issues such as cost benefit analysis, all on a project basis in teams of up 
to eight students. Reports must be written, intervention studies planned 
and even to some degree commenced, with evaluation of results. This strand 
is particularly stressed in the first year, so that students obtain an idea 
of the emphasis which we put on this area. There follows the planning of a 
complex project in the third year and its carrying out in the fourth year, 
and final assessment of community based objectives is carried out in the 
final year. In addition, where possible, the problem-based learning strand 
emphasizes community issues such as prevention, occupational medicine and 
so on as much as possible. The final assessment (our word for 
examinations) of the course is divided into five domains, each one of which 
must be passed satisfactorily to graduate, and population medicine 
represents one of these five essential domains. 

2.2.3 Students have a total of 24 weeks of official elective studies 
during their course, and many spend one or even two 8-10 week periods in 
community studies, frequently far away from Newcastle, in other parts of 
Australia or overseas. These elective studies must be planned several 
months ahead, and encouragement is given when possible to community 
interest, prevention, analysis, or planning, rather than spending the time 
in teaching hospitals on more conventional studies. It has been our 
experience that many of our students have done very effective projects in 
this area, and reports which they write and deliver orally have been most 
stimulating to staff and other students. We see this interaction of senior 
students with more junior ones as improving the education programme and 
putting even more pressure on successive cohorts of students to involve in 
the community issues. 

2.3 Involvement with country hospitals and practitioners. 

Apart from the teaching hospitals and practitioners in Newcastle and 
surrounding towns, the faculty has been able to negotiate with a number of 
smaller district hospitals up to 300 kilometers distant from Newcastle, to 
have them involved in the delivery of particular components of our course. 
Each student spends approximately 12 weeks away from Newcastle in such 
hospitals during the five year course. The sub-components of the course 
which are covered in these hospitals and by the practitioners in the towns 
associated with the hospitals include emergency care, certain special areas 
such as eye, skin, ear, nose and throat, paediatrics and some obstetric 
work. There is also the chance to become involved in specialised local 
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initiatives or problems - retirement villages, sheltered workshops for the 
mentally handicapped, aboriginal medical problems, problems of distance 
from medical care of isolated rural workers. 

2.4 Current development in health system 

2.4.1 Recently, there has been a very significant change in the personnel 
of the State Health Department, from the Minister down. There has been an 
extensive replanning for the resiting and rebuilding of our major teaching 
hospital, and upgrading of our other associated teaching hospitals. 
Faculty members have been prominent in planning properly integrated 
services involving teaching hospitals, university staff, community 
practitioners, nursing and other domiciliary care staff in a number of 
special areas. In this way, we hope that we will be able to encourage the 
entire health care system in our region to organize to deal with overall 
community problems, rather than just to concentrate on the referral 
hospital level. There has been a very significant deficit in resources 
available to the community based sector since our faculty began, commencing 
with the cancellation of the building of the community health centre in one 
of our more populous suburbs, and manifest throughout the entire 6 or 7 
years with a deficit of community physicians, district nurses, 
physiotherapists, nutritionists and so on, in comparison with the city of 
Sydney. The previous administrators of the department of health were not 
particularly supportive of the community sector, and the faculty is doing 
its utmost at all administrative and political levels to improve 
collaboration between state government, university and community to close 
gaps in the necessary facilities. 

2.4.2 The faculty has provided half of the salary for a professor of 
occupational medicine, the other half being promised so far by business and 
trade unions. The incumbent professor has just arrived and we are 
optimistic that he will build links between the workplace and the 
university. It is hoped that Cownonwealth Government initiatives in 
forming a National Institute of Occupational Safety and Health will involve 
him and his Sydney colleagues. 

We are now negotiating for the establishment of a chair of geriatrics 
with the State Health Department. It is one of the paradoxes of the 
region that some 20 years ago, very effective care for the aged was put in 
place by a farsighted physician, but since his death, the entire system has 
stagnated with the provisions of very inadequate resources. The 
rejuvenation of interest in this important area is essential, and will 
prove a good test of the bonafides of the department of health. The 
faculty has been energetic in negotiating and in leading planning 
committees, but the provision of resources to cover the area has not yet 
been guaranteed. 

2.5 Evaluation 

Evaluation (our word for judgment of the success of the course) of the 
success of the Newcastle educational experiment is difficult, and the 
attitudinal changes in our students cannot yet be measured. It will 
require at least 5-10 years, and our first graduates are only now 

• 
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completing their first year as interns. The opportunity to demonstrate 
community orientation during that year is vanishingly small in the 
Australian system, as they work full time in teaching hospitals. Our 
Programme Evaluation Committee is engaged in data collection, to answer the 
question whether our graduates ultimately develop effective skills and 
interests along the lines discussed already. We will inquire whether they 
take part in health care delivery and research of a community directed 
type, and especially whether they are converted to the more conventional 
medical model by the peer group pressure in the large hospitals in which 
they spend their intern training. 

3. THE WAY AHEAD 

Our own attempt at proper involvement of our faculty and its community 
in the educational process, from goal setting to delivery of educational 
programmes, in health care delivery and its planning, and in health care 
research, has identified many questions, largely as yet unanswered. Some 
of them are local issues in our own community, but others are we hope 
applicable to countries in general. Many of our faculty members have 
fortunately had the opportunity to collaborate with WHO, Australian 
Development Assistance Bureau, Rockefeller Foundation and various 
government consuitancies, so that we have become familiar with problems of 
a different kind from our own. 

3.1 Some of the questions can then be listed as follows: 

3.1.1 What, if any, are the general skills needed by students in any 
faculty? Can we identify a core, probably of process nature, that can be 
useful to them as their society evolves towards better health care (or 
breaks down due to poverty, revolution, war, etc. into a medical anarchy)? 

3.1.2 What forms of student assessment (examinations) are most 
appropriate, so as not to counteract the faculty objectives? 

3.1.3 What structural reorganization is necessary within faculties (if 
any) to optimise the community orientation? How far should 
interdisc'iplinary activities be encouraged, and by what means? 

3.1.4 How best should research efforts be organised? Should faculties 
concentrate on particular areas of research? 

3.1.5 How should the Medical Faculty interact with other faculties within 
the same University - for example with sociology, anthropology, psychology, 
education? 

3.1.6 What is the role of doctors vis a vis other health professionals, 
especially in primary care? 

3.1.7 Do the special content skills relevant to a particular society or 
area of the world impose special educational requirements? Or is it 
possible for us to overcome special problems in general course design? 
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3.1.8 What are the appropriate links to be built between the academic 
members of the faculty, the community health services and the government 
departments including health and education, to enable optimal development 
of doctor training programmes for Health for All? Are these so different 
in different countries that everyone of us must negotiate within his own 
environment, or can we identify helpful guidelines and goals which we can 
all follow? 

3.1.9 What are the roles of the Faculty in the coordination and actual 
delivery of health care? 

3.1.10 Undergraduate, post-graduate or continuing education? What are 
their relative roles and the degree of overlap between them in different 
societies in the quest for Health for All? What is the role of the medical 
faculty in these areas? For example in Australia, Universities receive 
funding only for undergraduate education needs, not for post-graduate or 
continuing education, and input by faculty members into these areas must be 
in their own time and without any payment. 

3.1.11 What is the role of student selection, if any? How do we select 
the right type of students to produce community oriented practitioners? 

3.1.12 Does the financial structure of medical practice and health care 
delivery in a particular country preclude a rational solution to Health for 
All problems? Clearly, if the rewards for what we see as the right type of 
medical behaviour are less than those for what we do not see as the right 
type of medical behaviour, the wrong type will remain and progress will be 
impossible. How does one therefore involve the faculties, the he"lth 
professionals and the government in a productive collaboration which leads 
to appropriate reward systems so that the correct type of behaviour will be 
encouraged? 

3.1.13 Does "freedom" include "the freedom to be ill" due to one's own or 
other people's activities? Should there be official restraint on illness 
producing activities such as smoking, industrial pollution, environmental 
destruction, inappropriate food aud water usage and so on? 

3.1.14 Finally, what sort of evaluation studies should be planned, to see 
whether what we do, or commence to do, is actually having its desired 
effect? 

3.2 Problem discussions 

To aid in reflection on all of the issues, and to enable participants 
in the meeting to make suggestions and identify solutions to some of them, 
four separate problems have been set for small group discussions. Each of 
these problems covers a number of above issues, with some overlap. 
Synthesis of the outcome of these discussions will enable conclusions to be 
drawn on some issues, as well as providing an introduction to the next day~ 
discussions. 

• 

• 
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THE ROLE OF MEDICAL SCHOOLS IN THE PROMOTION 
OF HEALTH RESEARCH IN RELATION TO 

NATIONAL HEALTH DEVELOPMENT 
by Dr Y.H. Paikl 

1. INTRODUCTION 

ANNEX 7 

The improvement of the level of health of individuals and communities 
has been closely correlated with research on the causes of diseases and the 
development of curative and preventive technology. Health research is 
therefore an essential tool for health promotion and receives special 
mention in the Constitution of World Health Organization, which stipulates 
in particular that the Organization shall "promote and conduct research in 
the field of health" (Article 2, item "n"). Moreover WHO resources should 
be used to provide Member States with valid information on health systems, 
research findings and health technology. 

The Thirty-fourth World Health Assembly in May 1981 adopted the global 
strategy for health for all by the year 2000. The strategy was agreed upon 
by all WHO's Member States; there are now 161 of them. The strategy 
outlines the measures to be taken to reach the goal of health for all, 
first and foremost by the countries themselves. An important part of the 
strategy is the consideration by countries of their health research to meet 
the needs of their health strategy and the reorientation of research 
appears to be necessary. 

2. Research and strategy for health for all 

One of the main pillars of the strategy is the use of appropriate 
technology. The use of that term was accepted at the International 
Conference on Primary Health Care in Alma Ata. Appropriate technology means 
technology which is scientificallY sound, adaptable to local needs, 
acceptable to those who apply it and to those for whom it is used, and 
which can be maintained at a cost the community concerned can afford. As 
for the acceptability of technology to those for whom it is used, this has 
rarely been in the minds of developers. It calls for the kind of 
behavioural research that is all too rare, and as a result too many people 
do not accept even simple measures that could promote their health, or 
restore it. 

The costs of health technology are jumping by leaps and bounds every 
year and this is having a serious impact on health care delivery systems. 
Thus, the economic aspects of health technology particularly the costs of 
delivery, needs to be studied and accorded as much importance as the 
biomedical aspects of health technology. 

lChief, Research Promotion and Development, WHO Regional Office f'"r 
the Western Pacific, P.O. Box 2932, Manila, Philippines 
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A second pillar of the strategy for health for all is the political 
commitment of governments. Without that no health strategy can succeed, as 
its implementation will depend on optimal allocation of resources to the 
health and health-related sectors. In spite of the impeccable logic of 
introducing primary health care widely, all too often primary health care 
still does not get the priority it deserves. Research in this area too 
cannot be overlooked. If the very concept of health for all is carefully 
studied, it will be seen that Our research interests cannot be restricted 
to disease prevention and control or to Clinical and rehabilitative 
technology alone but will have to deal with a broad spectrum of issues 
aimed at among others the safeguarding and promotion of proper nutrition, 
safe drinking water, adequate housing, environmental health, mental health 
and the health of specific population groups such as children, mothers and 
elderly. 

Mention must be made of the sound infrastructure that deliver health 
programmes using appropriate teChnology in supporting primary health care. 
The backbone of any health infrastructure is the people who work in it. 
Our knowledge of the way to plan and manage health manpower is so 
rudimentary that research in health manpower is also essential in the light 
of the strategy for health for all. Our knowledge of the planning, 
organization and managing of health services is very limited. There is 
therefore great scope in every country for health systems research. To 
recapitulate, the concept of health for all implies research activities 1n 
the political, economic, social, behavioural, environmental, 
epidemiological and managerial spheres in addition to biomedical research 
as that has been understood until now. 

3. Reorientation of health research 

In WHO terminology, the triad of health research includes biomedical, 
behavioural and health systems research. It is perhaps too early for 
health systems research, a relative newcomer to the triad to have 
infiltrated the health services to the extent that it influences attitudes 
of health planners and decision-makers but it is imperative that it should 
eventually do so. 

It is futile to argue about the relative importance of biomedical, 
behavioural and health systems research. There are no sharp boundaries 
between them and together they form the spectrum of health sciences. They 
are dependent on each other and all must be taken into consideration in the 
formulation of a research policy. It is in the interest of the country as 
a whole to promote research policies which will maintain an effective 
balance between these three branches. 

In the context of the strategy for health for all, they will have to 
be oriented towards dealing with problems relating to the formulation and 
implementation of national policies, strategies and plans of action. 

The aims of health systems and behavioural research are to generate 
knowledge of ways to make health technology, that is the products of 
biomedical research, available to prevent, control, treat and thus 
eliminate disease and to restore function or minimize disability. Thus, 
biomedical, behavioural and health systems research are complementary, 
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although at times the boundaries between them ar~ unclear. If we fail to 
develop a sound health infrastructure and to arr1ve at the b~st way of 
incorporating knowledge or appropriate te~hnology developed 1n th~ 
laboratory into the health systems, espec1ally at the le~el of pr1~ry 
health care, we cannot realize the full benefits of our 1nvestment 1n 
expensive biomedical research. 

It should be realized that access to the fruits of biomedical research 
depends to a large extent upon the organization and financing of effective 
and efficient health services, and that at times health technology needs to 
be supported by human behaviour to serve its purpose. Change in the 
behaviour or life-style of the population can promote health or accelerate 
the healing process. Behaviour, which is influenced by cultural, social, 
economic and physical circumstances, is a prime factor in maintaining good 
health and preventing many diseases. It forms the basis for one of the 
most cost-effective approaches to improving health. Thus, the need for 
research leading to better behavioural support of technology and the 
development of behavioural alternatives to some health technology cannot be 
overemphasized. 

4. Planning of research programmes 

Much controversy has tsken place over planning in research. The main 
disagreement is on the relative merits of "pure" and "applied" research, 
what proportion of the research in a country should be planned, and to what 
degree it should be planned. The extreme advocates of planning and control 
consider that the only worthwhile research is that which is undertaken to 
meet some rteed of society, and that IIpurell research is time-wasting. On 
the other hand, the anti-planners maintain that the research worker when 
organized becomes only a routine investigator because, with the loss of 
intellectual freedom, originality cannot flourish.l 

"Organization" and "researchtl seem to be two contradictory terms since 
the characteristic of research is to enjoy the maximum of freedom and the 
characteristic of administration is to establish constraints.2 

However, the phenomenal growth in the sophistication of research 
techniques and the scope of biomedical and health research in an attack on 
major health problems have had two major implications. First, there is a 
compelling necessity for a multidisciplinary team approach, which in turn, 
demands a high level of organization and coordination. 

It must be recognized that any of the health problems facing us today 
require contributions from many disciplines. 

IThe Art of Scientific Investigation, by W.I.B. Beveridge, 
Heinemann, London, 1979. 

2Medical Research, Priority and Responsibility, C. LO.M. S ./WHO, b 10 
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Second, the rapidly rising costs of research have increased the need 
for, and dependence upon, funding from public sources. This has resulted 
in a growing demand for research that is directly relevant to the health 
problems of society. 

Under these circumstances, a dual support system or a plurality of 
system has been employed in many developed countries to maintain a 
compromise between the need for certain constraints and the freedom 
required by the research worker. In this system, some public funds are 
made available in a non-selective manner through the University Grants 
Committee to provide support for unprogrammed research; at the same time a 
selective division of public funds is made through the national research 
councils or ministerial research committees by the award of grants to 
support work on programmed research of high relevance to national health 
development goals. 

Research work in developing countries, apart from being expensive, is 
beset by innumerable difficulties. There is great shortage of adequate 
financial resources, well equipped institutions and trained research 
manpower. There is accordingly a crucial need to select research topics 
judiciously and coordinate research efforts to avoid unnecessary 
overlapping and duplication within a country and in the Region. Many 
developing Member States cannot afford to pursue research for its own 
sake. Research must have well-defined goals and a realistic chance of 
contributing to the solution of health and health-related problems. 

5. Role of medical schools in the promotion of health research 

Medical schools can play an important role in national health 
development by carrying out health research. They have a critical role in 
educating the next generation of doctors, not only in today's knowledge, 
but in a positive attitude to research - doing it, reading it, stimulating 
it, as appropriate in their terms of practice. The findings of research 
studies carried out by medical schools can serve as the basis for defining 
national or local health policy and also for the development of special 
health programmes by national Or local health authorities, e.g. 
immunization schedules and community-based hypertension control. The 
importance of close collaboration between medical schools and ministries of 
health in order to meet the changing priorities in community health and in 
the national system for health delivery has been repeatedly emphasized at 
many WHO-sponsored meetings. They have also called for the greater 
involvement of medical schools in the study of health problems of nstional 
or local importance in support of the implementation of the national 
strategy for health for all. So far, most medical schools in both 
developed and developing countries have concentrated mainly on the training 
of professionals to provide care for individual patients in the hospital 
setting. However, health perceptions are changing throughout the world. 
Greater emphasis is now being placed on primary health care for a more 
equitable distribution of health resources. 
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At the national level, the pattern of health research management 
varies from country to country. In some cases, one central body is charged 
with the responsibility of defining objectives of health research and 
assigning priorities, while in other cases, several agencies are involved 
in the processing. However, in many developing countries, there is as yet 
no effective national organization for the management of health research at 
national level. The establishment of national health research management 
systems based on a sound national research policy attuned to particular 
needs is highly essential to ensure continuing support for health research 
that is relevant to well defined national health development goals. 

If such a mechanism for national coordination or research exists, 
close consultation and liaison between medical schools and the national 
health research councilor its equivalent would be most useful for the 
formulation of medical research policy and national health research 
priorities, bearing in mind their social relevance. Such a consultation 
would prevent duplication of research and lead to maximal and optimal 
utilization of funds and resources available for research. 

Medical schools will become irrelevant if they do not perceive and 
develop practical and substantial roles in relation to the health for all 
goals, which are internationally accepted. In this context, ministries of 
health should promote the establishment of health systems and health 
behavioural research units in universities to focus attention on the 
importance of the new roles of medical schools and of curricular changes in 
achieving national health goals. Medical schools should initiate and 
develop research units in the area of health planning and delivery, and 
health behaviour. Activities of these units would facilitate curricular 
changes and help improve the training of doctors in community health 
practices in experimental stations by monitoring health needs and by 
designing health care systems. The work of these units should be relevant 
to health ministries' priorities in health systems research. 

It is expected that, through such collaboration, the research 
activities of universities will be directed towards solving problems 
related to health in the community. 
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MEDICAL SCHOOLS: THEIR RELATIONSHIP 
TO HEALTH POLICY DEVELOPMENT, TO 
HEALTH SERVICES MANAGEMENT AND 

TO HEALTH SERVICES DELIVERY 

by Dr Harmen A. Tiddens l 

ANNEX 8 

The World Health Organization under the inspiring leadership of 
Halfdan Mahler has launched the "Health for All" movement and so induced a 
growing commitment to bring essential health services to entire .' 
populations. An essential element in such developments are un1v~rs1tles 
and medical schools. The Fifth Regional Meeting of Deans of Medlcal 
Schools, as can be deduced from its stated objectives, will aim at 
improving and stimulating the input from their institutions in national 
health care development. 

The relationship of universltles, medical schools and the communities 
they serve, repeatedly and often exhaustively have been discussed in the 
last decades. These discussions unfortunately do not often result in 
concrete changes in actual health care delivery, nor do they lead to 
changes in the functioning of medical schools nor in the relationship 
between the systems of health care education and of health services 
delivery. There are notable exceptions however. The WHO sponsored 
"Network of Community Oriented Educational Institutions for the Health 
Sciences" brings together some striking experiments in close cooperation 
between schools and the practice of health care delivery. The secretariat 
of this Network is in touch with many places where experiments are in the 
planning stage or where they just have been started. 

The author of this working paper has been actively engaged in such 
experiments. This experience has given him a very optimistic view of their 
potential and a realistic view of the energy required to make them work. 
The paper itself does not offer any solutions but rather puts forward 
issues that may be taken up by participants at this meeting. The resulting 
discussions could then lead to developments (or further developments) in 
the role their institutions play in the redirection of national or regional 
health care systems. And for those who are already in the fortunate 
position of providing such input: they can and will undoubtedly share their 
experiences. 

• 

lprofessor of Health Care Administration, University of Tilburg, The 
Netherlands, Director of the National Aerospace Medical Centre, P.O. Box 
22, 3769 ZG Soesterberg, The Netherlands 
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In this working paper I shall make use of some material produced in 
countries with a very high level of development and with large, complex and 
costly systems of health care and education. Increasingly it becomes clear 
that a study of the actual problems of these countries indicates the 
pitfalls and mistakes that others, at different stages of development 
still may be able to avoid. ' 

In fact, if one studies closely for example the work done by the 
Organization for Economic Co-operation and Development in the context of 
their programme "New Directions in Education for Changing Health Care 
Systems", one is struck by the similarity of problems in highly 
industrialized countries as compared with the problems of countries 
operating at lower economic levels when redirection, change and development 
of health care are involved. The level of expenditure may be very 
different, the inability to change course, to change is strikingly similar. 

Universities rarely act as effective change agents in the health care 
delivery of the community in which they are operating. Their contributions 
to health policy development are limited, they spend very limited time, 
energy and talent in the study of health or health services. As health 
care providers they tend to favour complex specialist curative care 
regardless of the needs of the population they serve. 

In the following pages I quote some recommendations of a meeting of a 
group of OECD experts, that took place in Paris ten years ago and leave it 
to this meeting to discuss their applicability to the countries where the 
different participants come from. l 

Recommendation l: Clearly expressed national health policies should be 
developed, preferably by permanently established planning mechanisms in 
which providers and consum"rs of health care playa participatory role. 

There is no doubt that more profound changes in health care delivery 
have taken place only wherf' a clearly enunciated healf:h policy existed. 
For the discussion in this meeting the crucial question is: What input in 
the formulation of such policy can be expected from universities? 

The development of policy requires vision, an ad,'quate data-base and 
specific training of all the partners in the process of 1ts development. 
Implementation is possible only if proper management for change is 
available and if serious efforts are made to monitor result. or study the 
absence of results. 

In the view of many, universities should be a primnry source of vision 
and inventiveness when social development is under di8cussion. Their 
educational programmes should derive their Objectives from comprehensive 
concepts of the desirable future, and their students should be trained to 

1 New Directions in Education for Changing Health Care Systems • 
OECD/CERI, Paris, 1975 
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support the desired developments. Universities should be the sources of 
the badly needed data in policy development. Some favour however a certain 
isolation of academia from the problems and workings of society and fear 
that quality will suffer from too close a linkage with day to day practice 
and politics. 

In November 1982, the XVlth CIOMS Round Table Conference (Ibadan, 
Nigeria) was devoted to "Health for All - A Challenge to Research in Health 
Manpower Development".l 

Participants, drawn from a wide variation of academic disciplines 
underlined the importance of Health Manpower Development Research. Only if 
HMDR is vigorously promoted as a field of science and if national foci are 
developed for such research will the conditions be met for proper healt~ 
policy development. The contributions of universities to HMDR in many 
countries are very limited. This slows down considerably any effort 
towards a more profound reorientation of health care. 

Recommendation 2: National health care policies should foster conJ01nt 
education/health care action at the regional level and institutions at that 
level should establish mechanisms to implement such action. 

The primary health care approach brings with it a rather profound 
rethinking of essential functions in health care and of the training 
programmes needed to prepare people (lay and professional) for these 
functions. Medical schools tend to prepare physicians along traditional 
lines stressing content and learning environments that often draw attentiun 
away from PHC roles. Other schools for health personnel may not be as 
strongly influenced by tradition and may be more in touch with the 
community to be served, but still are often some distance removed from the 
ideal of a close integration of education and service requirements. 
Efforts at the stimulation of integrative processes at the national level 
may fail because of unawareness of the true nature of the local 
requirements. One approach that warrants serious consideration is the 
concept of regional institutions that cooperate closely with the community 
in the development and implementation of programmes for education, research 
and health care delivery in an integrated fashion. One can then truly 
speak of a "regional health university" that works closely together with 
regional health authorities. 

Recommendation 3: Permanent means of coordinating and integrating 
government action in health care and education of the health professions 
should be established. 

I Health For all - A Challenge to Research in Manpower Development. 
Highlights of the Ibadan Conference. Published by the Council for 
International Organization of Medical Sciences, Geneva, 1983. 
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The OECD expert group underlines the fact that: 

"Within whatever policy, and with whatever structure of health care 
and education t government is the dominant figure". 

When, within government, control of health care and of education are 
vested in different ministries, much depends on the effective cooperation 
between these ministries. 

If health authorities regionalize, and educational authorities are 
unwilling to promote similar policy, predictable conflicts will result. 

If health authorities pursue PHC-based approaches but educational 
authorities lock teaching institutions to specialized hospitals, the 
support of the medical profession of the new approach will be compromised. 

Many more consequences can easily be listed. 

The question for this meeting is: Can universities and medical 
schools influence government policy in the direction of the needed 
coordinated and integrated government action? Or do they, willingly or 
unwillingly contribute to the continuation of isolated action? 

Recommendation 4; Government agencies, educational institutions, and 
professional organizations should encourage innovation and experimentation 
in different health care systems and make adequate provision for research 
into and evaluation of these programmes. 

The "Network of CODDDunity Oriented Institutions for the Health 
Sciences" counts in its membership a few true "Regional Health 
Universities". Why is it that so few institutions of higher learning can 
be found in the world that have encouraged innovation and experimentation 
in health care delivery in this fashion? The reasons may vary from country 
to country, from institution to institution; there are however common 
elements that contribute to a conservative, sometimes rigid attitude. 
These common elements are issues that lend themselves well for cooperative 
international study in which the sharing of experiences and the discussion 
of common problems may help to speed up the search for solutions. 

One such element in the author's opinion is the limited attention many 
universities have given to their organization and management. Often the 
tools are lacking that are needed to effect course changes. In fact many 
universities and medical schools move in an unpredictable fashion, the 
driving element being the Brownian movement of departments and individual 
professors. Organization and management are not in keeping with the 
complexity of their tasks. This problem is discussed in appendix A of this 
paper. 
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SUMMARY 

On the basis of the recommendations of an DECD expert group, drafted 
ten years ago, several issues are brought forward that require attention to 
ensure the conditions needed for radical change in health care delivery. 
The PRC-based approach requires such radical change. This paper aims at 
introducing in the discussion issues that directly or indirectly have to do 
with university or medical school inputs that are of crucial importance for 
such change. They concern development of national health policy, regional 
integration of education and care, proper cooperation between responsible 
bodies at the national level and the need for experimentation and 
innovation at the level of service delivery. 

It is important to detect the common elements that hinder universities 
in fully supporting national and regional health development. 
International cooperation can help overCOme the obstacles. Deficient 
organization and management may be one of these elements. 
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REGIONAL INVENTORY OF INNOVATIONS IN MEDICAL EDUCATION 

Dr Charles Boelenl 

This paper presents the rationale and the methods for organizing a 
regional inventory of innovations in medical education. As such a project 
will only be viable if there is active communication among teachers in 
health sciences, it is essential that we make ourselves clear and define 
the terms "inventory", "innovation" and even "medical education". 

Medical education can be defined as an organized set of technical, 
scientific and managerial initiatives taken by training institutions to 
provide society with personnel capable of solving its existing and 
potential health problems. 

An innovation is an obvious product of change. We presume that it is a 
new thing and a good thing. An innovation in medical education is a 
contribution to the proper development of the medical profession which 
encompasses not only the employment of appropriate teaching and learning 
methods and techniques but also the decision about and formulation of 
instructional objectives and work programme for the appropriate use of 
doctors and other health personnel in the society • 

A regional inventory is an effort to make known the worthwhile 
accomplishments of every medical school in the Region with regard to 
medical education to any other school so that exchanges in this domain can 
be activated. The way to facilitate the exchange will be described further. 

for 

The regional inventory should include innovations in S1X areas such as: 

1. organization of medical school 
2. curriculum planning 
3. curriculum development 
4. instructional methods and materials 
5. evaluation 
6. participation in the regional health service 

IRegional Adviser, Health Manpower Development, WHO Regional Office 
the Western Pacific, P.O. Box 2932, Manila, Philippines. 
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A number of questions are then considered in each of the above areas 
and a number of items in each of the questions so that a comprehensive 
review is secured. 

RATIONALE 

We will try to answer why a regional inventory of innovations in 
medical education is a desirable goal. 

1. Medical education needs to be given more attention and therefore 
more visibility 

Compared with the bio-medical disciplines, which have been expanding 
in depth and width for decades, the field of medical education is rarely 
recognized as crucial for health development. Few departments of medical 
education have been created, few symposia and meetings are convened, and 
only a few publications are circulating. 

Medical education looks at the process and at the outcome of the 
medical school. It can have a tremendous impact on the quality of health 
personnel and subsequently on the quality of health care, provided medical 
education hss its aims, its field boundaries and its performance indicators 
well spelt out and widely recognized. 

The regional inventory is an illustration of such an effort. 

2. Need for an extensive examination by all concerned. 

As medical education and its specific body of knowledge has been only 
recently disseminated, there still exist a number of uncertainties in the 
mind of many regarding the feasibility in coping with the magnitude of the 
problem. It is. true that, if one has to rely on medical education 
specialists to orient or reorient medical schools so that they take an 
active part in the design and implementation of solutions to the society's 
health problems, particularly through mOre relevant training, research and 
service activities, then certainly there is ample reason for hesitation on 
the part of all teachers in health sciences and for reluctance on the part 
of specialists in medical education themselves. 

What we are aiming at is institutional change through the development 
of a critical mass of faculty. It is an astonishing fact that of the 1 200 
or more medical schools known in the world, less than 30 are officially 
grouped in a consortium of "coamunity-oriented and problem-solving medical 
education", although it is our conviction that the majority of schools have 
something to offer in this domain. We feel that those who have done 
something should be encouraged to show it and that those who have done only 
a few things should be incited to start doing more. 

, , 
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The publication of a regional inventory will undoubtedly and in this 
way, it is hoped, medical education concerns will not be restricted to a 
small number. 

3. Need for proper use of existing resources 

Few medical schools could comply with the majority of the criteria 
listed in a so-called "optimal educational prof~le". Expertise ~s . 
scattered. The regional inventory seeks to ach1eve complementar1ty as 1t 
is our conviction that if innovations are identified and put in a regional 
"basket", they would constitute a capital of expertise that could cover 
almost all the spectrum encompassed by medical education. 

The diversification of channels of cooperation, the achievement of 
technical cooperation among developing countries (TCDC) and consequently 
the building up of national self-reliance should be the natural returns of 
this open way of communicating. 

4. Periodical assessment is to be encouraged 

The questionnaire which will help to track down worthwhile innovations 
for inclusion in a regional inventory is in itself an assessment device for 
medical schools so that they can visualize where they stand and how much 
needs to be achieved in the future. It is intended to give a comprehensive 
and coherent view on medical education issues. Linkages between different 
components of an "optimal educational profile" will hopefully appear as 
well as priorities for future action. 

METHODOLOGY 

In order to know what has been achieved in the field of medical 
education as defined earlier, it is essential to ask the deans of medical 
schools to complete a questionnaire. Making a questionnaire attractive so 
that a majority of respondents will enter relevant, reliable and complete 
information is a challenge. We wish to recall two experiences related to 
the collation of data on medical education through a questionnaire sent to 
deans of medical schools. 

One was conducted among a group of twenty medical schools in West 
Africa inquiring into the use of instructional (or behavioural) Objectives 
in the medical curriculum. After two reminders, the rate of completed 
questionnaires was 15%. 

The other was conducted among 79 French-speaking medical schools 
located in four Regions throughout the world (Europe, Africa, Middle-East 
and America), and was a comprehensive inquiry about the status of 
educational development along the lines we have presented earlier. There 
was no reminder after the expedition of the questionnaire. The return rate 
of completed questionnaire was 68%. 
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We think it is worthwhile examining why the deans contributed 
massively to this last survey and how we should follow a similar course if 
the desire is to make a regional inventory of innovations in medical 
education. 

1. The questionnaire was comprehensive but not overwhelmingly 
compl~x. ~e draft was revised by a group of experts. The 
questLonnaLre was composed of six areas (already mentioned 
earlier) amounting to 24 questions, which then comprised a 
total of 121 items for response. 

2. The terminology used in the questionnaire was accessible to 
any person not specialized in medical education. Whenever a 
word could be interpreted in different ways, a definition was 
given. 

3. The need for writing was kept to a minimum. Only innovations 
that deans thought could be shared with other medical schools 
called for further information on the back of the 
questionnaire. 

4. It was made clear that the aim of the questionnaire was to 
help medical schools to achieve more in the area of medical 
education through an organized mechanism of exchange and not 
just to make a theoretical appraisal of achievements to date. 
An abstract of the questionnaire is presented below (Table 1, 
page 5). The format of which is consistent with this aim. 

5. A promise was given that the results of the survey would be 
published and dispatched to all French-speaking medical 
schools one year after completion of the questionnaire. 

The publication comprised FOUR TYPES OF INFORMATION 

1. The identification of medical schools participating in the 
survey. 

2. The presentation of the results of the survey describing the 
current status of medical education. 

An "optimal educational profile" was computed On the basis of 
121 criteria - items, stressing strengths and weaknesses by 
region and by country. 

3. The analysis of factors responsible for educational 
development in medical schools. 

4. Finally, the inventory of educational services offered, which 
is the most important section. As a matter of fact, this is 
the basic reason for the existence of the survey. It provides 
a list of achievements which each individual medical school 
can document and for which it is ready to share information 
with any other medical school requesting it. 
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RupolI.6e 

"ASSESSMENT" "SERVICE" 
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the bac.1l 06 the quulionmwt.e. 
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Below is an abstract of the inventory under area 3 "Curriculum 
Development", question 12, exploring the achievements in 
reforming existing medical curricula (Table 2, page 7). 

Services offered are shown on the left, medical schools making the 
offer on the right. For a given service, several offering schools can be 
listed. As can be seen, they are established in both developed or 
developing countries and within different continents. 
It is up to the user of the inventory, say, a dean or a teacher, to make a 
choice and to request the services proposed. 

CONCLUSION 

1. Educational achievements were identified in the community of 
French-speaking medical schools for each of the 24 questions on the 
questionnaire. So it is surprising to note that plentiful resources do 
exist and that innovations do occur, covering almost the entire spectrum of 
medical education. It is our conviction that the experience in the field 
of French-speaking medical schools can be duplicated anywhere else in the 
world. 

2. Deans and respondents to the questionnaire were very supportive of 
the idea of an inventory. This can be appreciated by the high return rate 
of completed questionnaires, by the expectations expressed in their 
accompanying letters and finally by their readiness to use the inventory 
soon after its publication. 

3. The most satisfying observation one makes when looking at 
contributions from the different regions of the world is that the spirit of 
emulation remains intense among deans and teachers with respect to creative 
thinking and work in medical education. 

This leads us to believe that the medical schools can become part of 
the driving forces in society's quest for appropriate health care services 
delivery, if proper advantage is taken of the great opportunities for 
research and development in medical education. 
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Table 2. ABSTRACT OF INVENTORY 

PROPOSED SERVICES 

AREA 3 CURRICULUM DEVELOPMENT 

12. Reform of medical studies curriculum 

Full text of principles underlying the 
reform to modify the duration of medical 
studies. 

Post-graduate curriculum for general 
practitioners extended from one to 
two years~ 

Community medicine taught throughout 
the whole medical curriculum and 
comprising theoretical courses and 
training outside the hospital. 

Further development of the curriculum 
in the field of nutrition. 

Text of the reform of medical sciences 
in Algeria, 1971. 

Reformed curriculum with the following 
characteristics: 

semeiology and immunology in PC2 
clinical anatomy and neurophysiology 

in DCl 
introductory hospital training .n PC2 
introductory clinical training in DC2 
(integrated with semeiology) 

training with practitioner in DC2 and 
upon completion of the curriculum 
(2 half-days a week for 3 months) 

Revised curriculum in terms of the 
characteristics of post description 
for the general practitioner. 

Integration of basic sciences 
(or mixed explanatory document) 

Allocation of clinical sciences and 
basic sciences over the second and 
third years of medical studies 
(explanatory document) 

Integration of basic sciences 
(or mixed sciences) and clinical 
sciences (with the deifinition of 
objectives for working groups) 
(explanatory document 

MEDICAL SCHOOL 

Li~ge (Belgium) 

Xavier-Bichat 
(Paris VII) 
Bobigny, Paris (France) 

Sousse (Tunisia) 

Caen (France) 

Constantine (Algeria) 

Toulouse (Rangueil) 
(France) 

Alger (Algeria) 
Brazzaville (Congo) 
Garches (Paris V) 
( France) 
Montreal (University) 
of Montreal), Canada 
Port-au-Prince (Haiti) 

Montreal (University) 
of Montreal), Canada 
Port-au-Prince (Haiti) 

Xavier Bichat 
(Paris VII), (France) 

Montreal (University of 
Montreal, (Canada) 
Xavier-B ichat 
Paris (VII), (France) 
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AGENDA 

Registration 

Opening ceremony 

Address by the Regional Director 
Introduction of participants, 
consultants, temporary advisers, 
observers and secretariat 
Election of officers: Chairman, 
Vice-Chairman, Rapporteur 
Administrative announcements 

Group photograph 

Coffee break 

Session I 
Presentation of objectives and 
methods of meeting 

Topic 1 - MEDICAL SCHOOLS AND HFA 2000 

Session 2 
Discussion 1U groups 

Lunch break 

Payment of per diem at Conference 
Lounge 

Session 3 
Discussion 1D groups 

Development of recommendations 

Coffee break 

Session 4 
Plenary session 

Group presentations of 
recommendations 

Reception by the Regional Director 
WHO Conference Lounge 
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Tuesday, 6 December 

0830 0930 

0930 1000 

1000 1015 

1015 1200 

1200 1330 

1330 1430 

1430 1500 

1500 1630 

Wednesday, 7 December 

0830 0930 

0930 1000 

1000 1015 

1015 1200 

1200 1330 

1330 1500 
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Session 1 
Plenary session 

Review - Preview 

Topic 2 

Session 2 

THE MEDICAL FACULTY AND 
THE COMMUNITY 

Discussion in groups 

Coffee break 

Continuation of Session 2 (Discussion 
in groups) 

Lunch break 

Session 3 
Discussion in groups 
Development of recommendations 

Coffee break 

Session 4 
Plenary session 
Presentation by groups 

Session 1 
Plenary session 
Review - preview 

Topic 3 

Session 2 

MEDICAL SCHOOL RESEARCH 
IN HEALTH CARE 

Discussion in groups 

Coffee break 

Continuation of Session 2 (Discussion 
in groups) 

Lunch break 

Session 3 
Plenary session 
Presentations by groups 



1500 1530 

1530 1630 

Thursday. 8 December 

0830 0930 

0930 1000 

1000 -1015 

1015 1200 

1200 1330 

1330 1430 

1430 1500 

1500 1600 
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Coffee break 

Session 4 
Topic 4 

Session 1 

MEDICAL SCHOOL AND 
MANAGEMENT 

Plenary session 
Collation of questionnaire 
responses on medical education 1n 

the Region. Regional inventory. 

Topic 5 

Session 2 

DEVELOPMENTS IN MEDICAL 
EDUCATION 

Discussion in groups 
Recommendations from Days 1,2.3 to 
be developed into concrete plans 
for curriculum, community 
involvement and research by medical 
schools 

Coffee break 

Continuation of Recommendations from 
Days 1,2.3 to be developed into 
concrete plans for curriculum, 
community involvement and research by 
medical schools 

Lunch break 

Session 3 
Discussion in groups 
Finalization of Recommendations 

Coffee break 

Session 4 
Discussion in groups of 
recommendations from other groups 
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Friday, 9 December 

0830 1000 Session 1 
Plenary session 
Discussion of Recommendations 

1000 1030 Coffee break 

1030 1115 Session 2 
Discussion of Recommendations 

1115 1200 Closing ceremomy 
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EVALUATION 

A simple evaluation questionnnaire was distributed after the end of 
the meeting, based on chat issued following the previous meeting of Deans. 
It asked about general issues related to travel and accommodation, the 
pre-workshop questionnaire, the timing of the meeting and the out-of-hours 
activities (Q. 1-9). General issues related to the meeting itself included 
administration, the timing, location and function of the plenary and small 
group sessions, and the amount that the meeting attempted to cover 
(Q. 10-18). There followed 5-6 questions related to each major topic 
covered, with reference to the plenary lecture, the working paper, the 
function and outcome of the discussions (Q. 19-44). Two final questions 
dealt with the evaluation questionnaire itself. 

The responses were invited as strongly agree (scored 1), agree 
(scored 2), undecided (scored 3), disagree (scored 4), strongly disagree 
(scored 5) and not applicable (unscored). The mean score for each question 
was calculated by summing the responses and dividing by the number who 
replied. All those who attended returned the questionnaire. 

As is shown in Table 1, there was overall agreement to strong 
agreement (mean scores between 1 and 2) that the sessions were well 
prepared, well conducted and productive. 

With respect to the general issues, there was overwhelming praise for 
the travel arrangements and the reception in Manila (score 1.17). The 
quality of accommodation, the pre-workshop questionnaire and its treatment 
at the meeting, the social activities and the chance to make contacts at 
the meeting all scored between 1.46 and 1.94. There was considerable 
indecision (score 2.58) as to the relative value of out-of-hours 
discussions in comparison with working time discussions, justifying the 
arrangements that left considerable uncommitted time. Slightly more 
support was given for the Monday to Friday meeting format than for the 
previous one which spanned a weekend, but opinion was quite divided 
(score 3.16). 

With respect to the general conduct of the meeting itself, the members 
were very satisfied with the meeting places and functions of both small 
group and plenary sessions. They felt that the number of issues covered 
was satisfactory for the time available and that in depth discussion of 
important issues could occur (overall scores were between 1.48 to 1.78). 
There was somewhat qualified support (score 2.04) for the distribution of 
time between small group and plenary sessions, suggesting that some members 
may have preferred more plenary sessions. There was also qualified support 
(score 2.22) for the statement that the administrative arrangements were 
completely satisfactory, but no comments are available as to the nature of 
possible improvements. Finally, the meeting was rather undecided as to the 
value of this questionnaire (score 2.25) and expressed qualified pleasure 
about filling it in (score 2.0B). 
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Table 1 

SESSION NUMBER 
QUESTION 2 3 4 5 6 7 

Lecturer spoke clearly 1.48 1.50 1.58 1.44 1.78 NA 

Lecturer gave good summary 1.56 1.69 1.68 1.42 1.85 NA 

Small groups made progress 1.88 1.88 1.75 NA NA 1.81 

Convinced topic important 1.54 1.58 1.77 1.46 2.04 1. 96 

Gained useful ideas 1.52 1.58 1.60 1.54 2.04 2.15 

Working psper helpful 1.48 1.65 1.62 1.48 1.83 NA 

In this table, the "sessions" are numbered according to the section 
headings on pages 3, 5, 8, 10, II, 14 of this report; thus "Session 2" 
refers to the "Medical Schools and HFA 2000" discussions, and so on. 

The entries in the table are the mean scores, calculated as described 
in the text. 
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