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INTRODUCTION 

Community medicine, as broaZly &fined, is the study of the application 
of modern medical technology to the identification and solution of health problems 
in a community. Community medicine is not a pure science in an academic sense, 
as it includes and nlakes use of the arts and sciences, pure and applied, such 
a:; sociology, psychiatry, epidemiology, bio-statistics, econonics, medicine ?.ad 
surgery, in dealing with the health problems in a community. Hospital medicine 
likewise includes the application of both the arts and the scientific knowledge 
and skill of macy clinical disciplines to the solutions of health problems of 
individual patients in a hospital. 

Community health care describes various activities that go alone with 
community medicine much in th? same way as medical care describes activities of 
the science and art of medicine. Community medicine, or community health cars, 
has to be adjusted to fit the need of each particular institution or country, 
depending on the health care delivery system and the system of medical educa- 
tion in that particular setting. 

The definition of community health care used in the Ramathibodi progl-ame 
described in this paper is the delivery of comprehensive and integrated cari - 
preventive, promotive and curative - to a defined group of population by a teziz! 
of health workers led by a doctor, in order to im~rove the health of the 
community. 

The particular community chosen in the Ramathibodi Community Health Care 
Frogranme is a rural district of 50 000 people, which is served by one primary 
health ccntre and a number of satellite centres with one doctor as the leader 
of some 20-25 membzrs of the health tern. This health teal" is 
responsible for the he~lth and welfare of the population of the 
district. 

The focus of attention on a rural setting in the Ramathibodi programme 
stems from the Medical Faculty's consideration of various factors affecting 
Thailand's national health situation and from the implications of recent legis- 
lation, which requires Thai medical graduates, after their one-year internship 
period, to go out to serve in the rural areas, either in hospitals or health 
centres, for two more years. 

1. RATIONALE UNDERI;YIMG THE CONCEPT OF COMMUNITY MEDICINE 

The three factors affecting the national health situation which have 
determined the concept, philosophy and rationale of m e  Ramathibodi community 
health caFe programme are: 

(1) the population characteristics; 

( 2 )  health care delivery systems, and 

( 3 )  the education and training of health manpower. 
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These problems will not be elaborated in detail in this paper, as it is 
felt that enough has been said about them in discussions of many other community 
health care programmes, the same or similar problems being faced by nost deve- 
loping countries. However, there are a few points which deserve special emphasis. 

1.1 Population Characteristics 

A survey was recently conducted in Thailand jointly by the Ministry of 
Health,,the Faculty of Public Health and WHO to find out "what people do when 
they get sick", in a random sampling of 30 districts. This survey showed thc 
following behavioural reactions: 

Behaviour 
Percentage of popu- 
lation surveyed 

(1) Buy medicine on their own 52% 

(2) Visit clinics 22% 

(3) Visit hospitals 11% 

( 4 )  Visit traditional healers and quacks 8% 

(5 )  Visit health centres 4% 

(6) Take treatment, do not answer questionnaire 3% 

(7) Visit special control units - venereal-disease, 
tuberculosis, etc. 1% 

It has also been estimated by a reliable authority in Thailand that the 
population at large spends some 6 000 million bahts (300 million US dollars) 
per year on medical care. Judging from thc above findings in the "illness 
hchaviour" survey, one begins to wonder about the quality of medjcal care - 
received by the population. If some of this money could be channelled to Finance 
modern medical care in hospitals and health centres, it is conceivable that 
better health care for the population could bc provided. 

1.2 Health and Medical Care Delivery Systems 

In a broad sense, the systems include modern as well as traditional 
facilities, ranging from the sophisticated services manned by high-powered 
specialists to the village drug stores selling some traditional herbs. The 
systems, disjointed and fragmented in organization, do not conform to the 
unified concept of health care. Co-operation and collaboration are lacking 
at all levels, even in the delivery system of the Ministry of Health. There 
are shortages of health manpower of all categories, and of those systems in 
3pznation, especially at tha health centre level, the activities do not provide 
an adequate "outreach" to the peripheral populationl. The health budget from the 
Government is low, amounting to about 1.5 US dollar per person per year. 

l~eport on a study of activities of health personnel working in health 
centres in Thailand, by Miss M. Reid et al. WHO Project; Thailand 0089 -- 
(document SEA/Nurs/238). (Some graphs from this report have been re- 
~roduced here as Annex.) 
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Recently the National Executive Council of the Thai Government decided 
to amalgamate the main divisions of the llinistry of Health in order ti. bring 
about uniformity and collaboration of hospital and health centre services, in 
line with the unified concept of health care. It is hoped that this step will 
lead to better organization in the health services. 

The present situation in th? Thai Government's health care delivery 
system dictates the pattern followed by the programme, i.e., that there should 
be one doctor leading a health team raspocsible for thd health welfare of 50 300 
people in a district. Suitable education of these doctors in terms of knowledge, 
skill, attitude and willingness is therefore crucial. 

1.3 Education and Training ci Health Msnpower 

j There are serious problems when the system of education and training of 
j l medical and paramedical manpower is carried out following the conventional lines 
i of the more developed countries. While this system may provide the graduates 

with the requisite knowledge and skill for work in hospital wards and elsewhere 
in the urban situation, it does not equip them with the proper. knowledge, skill 
and attitudes for dealinfi with the unconventional types of health problems 
found in communities in rural areas. As in many developing countries, the 
small pool of health manpower in Thailand, suffers from the "brain drain". 

It appears from the above considerations that improvement in the health 
of the community may be achieved by having: 

(1) A well organized and well functioning health service delivery 
system, unified in concept, sufficiently budgetted and adequately 
equipped. 

(2 )  Well trained hcalth personnel to fit into the system at all 
levels. 

(3) Measures to bring ?bout community participation. 

(4 )  Measures to provide and supervise programmes with better 
"outreach" to cover the population at the village level. (The 
question of including traditional health care systems should 
receive serious consideration.) 

( 5 ) Full-scale co-operation with economic, educational and social 
agencies in order to raise their status in the community. 

2 .  OBJECTIVES OF TCACHIW CC!IE','NITY ML'DICT!!E I!i TPE 
MMATYIBCDI p3OGF&!4i%! 

On the basis of the above considerations, the Medical Faculty decided in 
the early stages of curriculum planning to include courses explicitly concerned 
with the problems of health care delivery in rural areas and with the prepara- 
tion of physicians to meet rural health care ntieds. 
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In addition to its commitment to academic excellence and a high standard 
of patient care, the Faculty tried to develop educational programmes that 
would be effective and relevant to the role to be played by its students after 
graduation. 

It appointed a Sub-committee on Development of Community Health Care to 
examine the place of community medicine in the medical curriculun, define the 
objectives of the teaching programme, determine the role of the programme and 
finally, work out the organizational structure and the details of the teaching 
course. 

The Sub-committee on Community Health Care has been very fortunate in 
having received most valuable assistance from the Rockefeller Foundation. 

On the basis of trial and error, the Sub-committee made the following 
recommendations to the Faculty: 

(1) That the definition of community health care (or community 
medicine) should be, as mentioned at the beginning of this 
paper, the delivery of comprehensive and integrated health 
care - preventive, promotive and curative - to a defined 
population group by a team of health i.?orkers (led by a doctor), 
in order to inprove health of that community; 

(2) That, in the initial phase of the programme, priority in 
selecting a site for teaching activities should be given to 
a rural district with a population of about 50 000, but that 
in the later stages, as the programme developed and expanded, 
an urban site should be added, and, finally, 

( 3 )  That the community heal-th care programme should include: 
(a) teaching, (b) service, and (c) research. 

2.1 The Teaching Activities 

These are aimed at: 

(1) Providing learning experiences in dealing with Thai national 
health problems, especially at the district level, for medical 
(and nursing) students to enable them to understand and become 
concerned about these problems, and 

( 2 )  Developing knowledge, skill and proper attitudes in using the 
"basic tools", i.e., epidemiology, biostatistics, behavioural 
sciences and economics, for the identification and solution 
of health problems of the community in the district. 

The overall objectives of the teaching activities are for the students, 
at the end of their learning experiences, to be able to: 

(1) formulate health problems in the community; 

(2) develop and operate effective programmes to meet these problems; 
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( 3 )  develop effective relationships wi-th the community; 

(4 )  know how to mobilizc and utilize community resources; 

(5) understand the role of the health team and the contributions 
of each of its members; 

( 6 ) continue learning, and 

( 7 )  assume responsibility, knoi; their own limitations and show a 
willingness to consult those who know more. 

2.2 The Service Progrmme 

Here, the aim is : 

(1) To share the service responsibility with the official health 
personnel in much the same way as the medical teaching staff 
shares the responsibility for patient care with the nursing 
stzff in th.c hospital ward; 

(2) To use the whole district as a "con-:~?:ty ward", and to be 
coxcerned about the community health problems; not only of 
patients who attend, but also of those who cannor come to 
the health centres, and 

( 3 )  To provide and operate an on-going service programme for the 
teaching activities. 

The ultimdte objective of this joint service responsibility in the 
rural district is to develop a "micro modal" hedlth planning programme ar the 
district level, which will have wide national application. 

2.3 Research 

This part of the programme includes: 

(1) research in teaching methodology for medical students, 
nursing students and paramedical personnel, and 

( 2 )  operational research in health care delivery. 

3. PRINCIPLES OF ORGANIZATION OF THE PROGRAMME 

3.1 The Inter-departmental Approach 

This type of approach is considered relevant for the following reasons: 

(1) The programme is directed towmd total, integrated health 
care, not toward preventive medicine alone; 
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( 2 )  The expertise of many clinical departments is needed to assist 
both in routine patient care activities and in the design and 
developnient of programmes focussed on specific health problems 
of the community; 

(3) By using an inter-departmental approach, it would seen] to be 
possible to avoid the familiar response of individual clinical 
departments, i.e., "Community health is not our responsibility!'; 

( 4 )  It helps to show the students that "real doctors" are also 
concerned with community health problems, and 

(5) It may serve as a means of increasing the knowledge of 
community health problems on the part of the staff, as well. 

3.2 Partnership with the Ministry of H-alth 

The reasons for this joint partnership in running the programme are 
25 follows: 

(1) The l aw does not allow the Faculty of Medicine to take tie 
responsibility for health welfare cf a rural district. This 
responsibility belongs to the Ministry of Health; 

( 2 )  Joint partnership with the Ministry keeps the programme 
activities from drifting away from realities; 

(3) Any success or failure of the propanune will have a feed-back 
to both the Faculty and the Ministry of Health; 

( 4 )  If a model progranlrne shouid be developed out of this joint 
endeavour, it is more likely to be accepted and applicd on 
a national basis by the Ministry of Health; 

( 5 )  There are some health care activitxes at the ministerial level 
that may be related to those at district level, and 

(6) The district with "teaching and service activities'' may be 
looked upon as a field laboratory for health care delivery 
by the national health plan division of the Ministry of Health. 

3.3 Guiding Principles in the Design of Teaching Activities 

These are that: 

(1) Early exposure of the students to learning cxperionces in 
commnity health problems and the community situation is 
necessary; 

(2) Piccording to modern medical education technique, active 
learning or participation should be encouraged whenever 
possible ; 
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(3) Tile problem-solving approach should be used as a learning 
experience; 

( 4 )  Elements of the "problem-solving cycle'' d~veloped by the 
Sub-committee on Community Health Care programme should be 
uszd as guidelines for the design of integrated and progressive 
learning activities; 

( 5 )  There should be some flexibility and feed-Sack in the programme, 
depending on the response - verbal and non-verbal - of the 
learners ; 

(6) A realistic setting, i.e., in 2 rural area, should be provided 
for the learning experiences. 

The above recommendations were approved by the Medical Faculty and by 
the Ministry of H?alth, and the Sub-committee was then given the task of 
implementing them. For the last four years or more, the Sub-committee, whose 
members have been extracted from various major clinical departments (and who 
are not experts on community health), began to implement the above recommend- 
ations. There have been successes as well as failures. There have been periods 
of enthusiasm as well as long, dull periods of disappointment. Nevertheless, 
the Sub-committee, o.i the whole, feels that the programme is making good progress. 

A sketch map af the Ramathibodi Community Health Care Programme's 
rural district of Bang PI-in is given on plze 13; Figure 1 gives the organiza- 
tional chart of the programme; Figurc 2, is the inter-departmental organization; 
and Figure 3, is a diagramatic representation of the teaching activities. 
Finally, in Figure 4, the problem-solving cycle is depictad. 

4. DESCRIPTIONS OF INDIVIDUAL TEACHING (LEARNING) COURSES 

Course I: Hezlth and PenoLp-phic District Survey 

This is a four-week voluntary course given during the summer 
vaccation period between year three and year four. The survey was 
first conducted with the 1968 class and has been continued in 
subsequent years. One third to two thirds of the total class 
of 62-64 medical students. A varying number of nursing students 
( 6  to 18 each year) have also participated in the survey. 

The purpose of this course is the gathering and processing of 
data, carried out hy means cf exposing students to actual life situa- 
tions in the community of the rural district. The first week is spent 
in organizing the survey and designing a questionnaire, the next two 
weeks in conducting the actual field survey (the "community interview") 
and the final week in processing the data collected. The primary res- 
ponsibility for all aspects of the survey is on the students, but field 
guidance and assistance from members of the Faculty are available if 
needed. 
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After the one-,nonth field survey coursc, many students taking 
the course continue wrh-ing o? the datl collected to prepare them for 
use as teaching materials for the second course. During this period, 
they have, in data processing, the opportunity to work on the IBM machina, 

Course 11: Analysis of Community Health Problems 

This is an elective course of 112 ho-as offered during the first 
semester of the fourth year. The class is held for two and a half to 
three hours twice a week (Wednesday and Friday mornings). It is attended 
by 80% of the total class (40-50 students out of a total class of 64). 
This is considered the basic course in community health, in which 
students are introduced to the problem-solving cycle (see Figure 4) and 
learn the methodology for the formulation and analysis of health problems 
within the community. .' 

The data collected during Course I are used freely and are 
presented to the whole class by teams of students, who are given the 
responsibility for processing the information. Basic epidemiology and 
biostatistics are taught and used,along with the analysis of community 
health problems. Certain health problems, such as malnutrition in pre- 
school children, rapid population growtt. '--arquacy of ante-natal and 
post-natal carepeceive detailed attention. 

Course 111: Planning for Community Health Care 

This is a required course of 26 hours - two hours a week for 
13 weeks for all students in the class of fi4. 

The primary objective is to lead students through the steps in 
the problem-solving cycle for thc planning of integrated health care 
activities with very limited personnel and resources. Factors affecting 
the assignment of priorities to health problems and how to evaluate 
health programmes are aiscubseci, as are topics such as the community's 
view of health problems, the importance of health education, health 
care resources of Thailand, and comparison of Thailand's health care 
system with the systems in other countries. 

In this course, emphasis is placed on the analysis of an actual 
system designed to meet health problems. 

Course IV: Clerkship in Community Health 

This is a required course for all sixth-year students, who (in 
groups of ten or eleven) spend six weeks living and working in Bang Pa-in 
District. In the ideal situation where some effective programmes car1 be 
implemented in the district, the clerkship students, such as those in 
various clinical disciplines, should participate in the on-going health 
care programmes. Unfortunately, this ideal stage of service development 
has not yet been reached in the teaching district health centre; a make- 
shift programme has been designed for thew students and is supervised 
very closely by one of the Sub-committee members. This course consists of: 
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(1) Orientation - discussion of the purpose and general objectives 
of the course. 

( 2 )  ?edical care - at two health centres where students learn to 
apply clinical skill in managing sick patients who attend. 

(3) Follow-up on special cases seen at the health centres by 
visiting the family in the village. 

( 4 )  A family assignment for each individual student as part of 
the whole village assignment for the group. 

( 5 )  Student projects - chosen by the students themselves to be 
carried out and completed in four weeks. 

( 6 )  Clinical epidemiology. 

(7 ) Journal clubs. 

( 8 )  Nutritional programmes. 

( 9 )  A field visit to nearby health centres to observe the 
health team at work. 

(10) School health programme and eye clinics. 

At the end of their six-week period of clerkship, the students 
report on their activities to the Sub-committee, which meets for this 
special purpose. The group of clerkship students then submits their 
written report which j s  studied carefull.] by the Sub-committee. 
Criticisms and suggestions are found to be most useful in shaping the 
teaching course. 

Course V: Internship in Community Health 

This is 2 required course of one month for all interns,who (in 
groups of two or three) spend their time in the rural district. The 
internship programme suffers from deficiencies similar to those in the 
clerkship programme. Fortunately a make-shift programme, which has 
been implemented for the past year, has given some satisfaction to the 
interns. This programme is as follows: 

(1) The first two to three days of the course are spent in 
various dqartments of the Ministry of Health, where health 
c m e  organization is discussed at the national level. 

(2) During the following week the students m e  assigned to a 
provincial area,where they learn about the various activities 
carried out in the health programmes of the province concerned. 
Three provinces near Bangkok are selected jointly by the 
Ministry of Health and the Faculty Sub-Committee as being 
suitable places to which to send the interns for training 
and education. 



(3) The third week and part of the fourth are spent in an urban 
health centre in Bangkok, as arranged by joint agreement 
betwcen the Sub-committee and the Municipal Health Authority. 

( 4 )  The students levote the last few days of the month to writing 
up their reports. 

Again, the Sub-committee on Community Health Care meets specially 
for the final presentation of the report by the interns. Criticisms and 
recommendations on the written report are sent to the institutions for 
feed-back. 

5. EVALUATION OF THE MMATHIBODI COMMUNITY EEALTH CARE PROGRAMME 

The programme is evaluated from two aspects: 

(1) The organization of the "core staff" by means of an inter-departmental 
and joint partnership (with the Ministry of Health) a~proach, and 

(2) The effectiveness of the programn? in teaching and in service: 

(a) Teaching 

(i) the teaching activities, in terms of their operations; 

(ii) the learning objectives, in terms of the learners' 
knowledge, skills and attitudes, and 

(b) Service 

(i) the service activities, in terms of their operations; 

(il) the health service objectives, in terms of the improve- 
ment of the health situation in thc community, e.g.: 
reduction in the numbers of malnourished pre-school 
children, reduction jn morbidity and mortality from 
certain diseases, etc.; 

(iii) a combination of (i) and (ii) above - the degree to which 
the service programme is approaching the "ideal health 
care delivery model" in the di=+*ict. 

The Ramathibodi Community Health Care Programme is only four years 012. 
It is therefore too early to evaluate all aspects of the programme activities. 
Two classes have been graduated from the Medical School, and ten of the 1971 
graduates will serve in the rural health centres during 1972 and in the provincial 
hospitals in 1973. 

5.1 The Organization of the Core Staff for the Community 
Health Care Programme 

The advastages of such organization are as follows: 
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(1) The programme has the pariicipation of at least one member of every 
clinical dcpm ti~~nt. 

( 2 )  Feed-back from clinical clepartments helps the core staff of the 
programma to deflne more clearly the role of the clinical consul- 
tants in the programme. 

(3) The participation of some members of every clinical department 
makes the whole staff become less resistant to the idea of trying 
to take care of the health welfare of the rural community. 

The disadvantage is that as the programme has no departmental base, it 
s-ffers from the disadvantages of budgetting, recruitment and space allocation, 
but tkese defects are being overcome with better administration and the continuing 
and unfailing support from the Dean and Heads of the clinical departments. 

5.2 Co-operatim with the Ministry of Health 

This has been improving very slowly. The relationship between the 
faculty's core staff in the programme and the health personnel of the health 
centre is still weak, but it is hoped that it will be improved as better 
understanding betwecn the Faculty and the Mini>,,- '_ established. 

5.3 Effectiveness in Teaching and Service 

5.3.1 Teaching activities 

(1) The operational aspects of teaching activities 

These activities seem to go well, as each course is assigned to at 
least one member of the core starf ui iiie LUI~IIILUII~LY lledth programme, who is 
responsible for its operation. The students ?arthipate actively in the course. 

( 2 )  Thc learning aspect of the teaching activities 

There is not yet any clear, objective evidence of the students' attitudes, 
but as far as knowledge and skill are ccncerned, the multiple-choice examinations 
for Courses I1 and I11 have shown satisfactory results. Course I, "Health and 
Eemographic Survey", cannot be evaluated objectively. A very favourable 
impression has been gained by the staff, as the students participate actively, 
and some of them, st the end of the one-month course. assist with the prepara- 
tion of data for processing. 

The objective type of evaluation for Course IV, "Clerkship" and Course V, 
:'Internship", has not yet been devised, so as to test each student and each 
intern. The subjective information gained by the Sub-committee on Community 
Health Care, however, appears most favourable. The students and interns who 
have been participating in these courses for the past year have thought the 
learning activities worthwhile. Some of the interns show a: willingness to go 
to serve in the rural health centres for the period required by the Government. 
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5.3.2 The service programme 

This cannot be evaluated at the present stage, as the whole health team 
at Bang Pa-in is just being organized. The amalgamation of the Department of 
Medical Services and the Department or Health of the Ministry should bring 
about an imprcvement in the national health situation in general and in the 
organization at the Bang Pa-in health service in particular. 

6. DISCUSSION AND SUMWAFY 

The Rmathibodi Community Health Care Programme for teaching, service 
and research for undergraduate medical education is described. The programme 
is besed on the following principles: 

(1) An inter-departmental approach 

( 2 )  Joint partnership with the Ministry of Health 

(3) A realistic setting - the Bang Pa-in rural health centre 

(4 )  Early exposure of the students to community health care 

(5) Active participation by the students in community health care 

( 6  The problem-solving approach 

( 7 )  Flexibility and feed-back. 

The method of evaluating the p2ogramme has been outlined. 

The Ramathibodi Community Health Programme is only a description of one 
programme and not a prescription for an ideal one, as there are many problems 
involved, some of which remain unsolved. It is hoped that this programme will 
make some contribution to medical education in developing countries in general 
and to the medical graduates who will have to serve in rural areas in particular, 
so rnat better health care can be brought to the population as a whole. 
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Figure 2 
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Figure 3 

DIAGRAMATIC REPRESENTATION OF COUUUNITY HEALTH PROGRAMHE'S 
TEACHING ACTIVITIES. 
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STUDY CF ACTIVITIES OF PERSONNEL WORKING I N  HEALTH CENTRES IN THAILAND 

I. WHERE HEALTH PERSONNEL SPENT THEIR TIME 013 DUTY IN TEMS OF LOCATION 
Percent of the total time 

0 20 40 6 0 
I-- --C-----4-- 

Doctor 
Firs t  class health center 

Publ~c  health nurle 
Firs t  class health center 

Nurse m.- 'lu lt'e 
Firs t  cldss health center 

Nurse midwife 
Second class health center 

Midwife 
F i r s t  class health center 

Midwife 
Second class health center 

Midwife 
Midwifery center 
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XI. WHERE HEALTH PERSONNEL S P I  
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111. DUhAfION OF SERVICE CONTACTS BY HEALTH PERSONNEL 

IN VARIOUS LOCATIONS 
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IV. DISTANCE TRAVELU.3 BY PATIENTS COWING FOR SERVICE I N  HEALTH CLNTRLS 
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