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Foreword

This book has its origins in the conference on Alternative Medical
Curriculum organised by the Gonoshast haya Kendra, (GK)
Bangladesh in March 1983, Some members of the medico friend
circle (mfc) had received an invitation to this conference in mid 1982
A critique of the existing pattern of medical education, which was al-
ways on the mfc agenda, assumed an immediate significance.
Though the more active amongst mfc members had expressed their
views in the mfc bulletin there was no in depth discussion on it in mfc.
Al this point, however those members who were to in a way represent
mfcat the GK conference feit the need for an in-depth discussion and
a consensus support from the groap.

In February 1983, a discussion was planned on the day following the
Annual Meet held at Anand. The aim was to help mfc participants in
the GK conference to contribute to the conference and hence to “dis-
cuss the question of medical education concretely” after agreeing
upon certain broad principles.

After the GK conference, it was decided 10 pursue the question of
medical education by devoting the forthcoming Xth Annual Meet at
Calcutta to this theme. It was attended by a large number of medical
students, and interns from Calcutta, Calicut and a few other medical
colleges. :

Informal exchange of views have since then continued with medical
students as well as doctors who have left their medical college era far
behind.

‘The present anthology therefore, is an outcome of a lon g process of
serious discussion, study and sharing of views and experiences by a
large number of people, both from within the mic as well as outside. It
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also carries the inevitable stamp of the experiences of the early mem-
bers of mfc. After all, mfc has been an off shoot of the student’s move-
ment of the pre-emergency period.

We are very happy to present this anthology — the fourth from mic
— 10 you, dear readers. This anthology has now assumed a topical
relevance in the light of the proposal 1o experiment with an alternative
curriculum in a few of our medical colleges. We are sure you will find
it interesting and hope that it would spur further debate on this
theme. ‘

We shall consider our effort worthwhile, if this begins a process of
rethinking amongst the medical students, medical teachers and
others involved with medical teaching. What follows is only one of the
alternative views possible. Our wish in presenting this view is to begin
adialogue which, while aiming 2t a fundamental change in the process
of education, at least culminates in far reaching and real reforms in
the present pattern of medical education. Your active participation in
this process is essential,

This anthology of articles and papers looks at some of the important
aspects of medical education, making a critigue of the existing pattern
and suggesting, explicitly or implicitly, alternatives. Some of the ideas
put lorward here, may sound utopian, but as a friend always likes to
put it, “was not the idea of Independence of India thought to be
utopian in 1920's™?

An alternate medical curriculum, reporting on the Anand discussions,
reflects the general direction of what is to follow. In this anthology, we
present a historical outline (130 year's of Medical Education, Recom:-
mendation on medical education) of the progress of medical educa-
tion critiques of some of the assumptions made while formulating the
exising curriculum (Pre- requisites), methodology of training (Criti-
que of existing methodology... ) methodology of teachin £a particular
subject (A nore on reaching of conununity medicine..., Medicine and
Society..) and of ideological underpinnings in medical education
(Sociology and Ideology in Medical Fducation, Medicine and
Society...). We suggest alternatives by pointing to experiences in other
countries (Innovative Programmes: case sidies ) ot by su ggesling ex-
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penments in some areas (Integration of Traditional Medicine and
Modern Medicine.., Sociology and Ideology..., Pre-requisites...) or by
suggesting reforms in the existing pattern (C ‘ritique of the existing
methodology..., A note on the teaching of community medicine,...).
"This anthology is an outcome of prolonged and extensive discussions
within and outside mfc. In this respect, it has been a truly collective ef-
fort. However, we feel particularly grateful 1o Dr. Zafarullah Choud-
hury and other friends from Gonoshasthaya Kendra, Bangladesh,
without whose challenge by way of the invitation to the conference on
Alternate Medical Curriculum, we would not have been motivated to
undertake an extensive debate on this extremely important theme. It
is always difficult to choose from mfc members who and whom not to
thank, all the more difficult this time, because almost all of the active
members - the core- group - pooled in their ideas and experiences (o
tome out with this concrete critique of the existing medical education.
['would like to mentiof; here the special efforts of Anant Phadke, who
as the then convenor responded to GK's invitation by initiating a dis-
cussion within mfc and of Ravi Narayan, who as the convenor for
1984 and 1985 first perceived the need for an mifc statement on
medial education and mooted the idea of this anthology. Without
their efforts this anthology would not be in your hands now.

And finally, it is you dear readers, who have given us the necessaryen-
touragement to publish our fourth book, by showing an avid interest
in the topic. We thank you for that.

— Dhruv Mankad
Editor
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Introduction

As Anant Phadke, mic's convenor at the time of the GK conference,
aptly put it “Medical education involves specialised technical training.
But that is not all. A medical student imbibes certain values - medical
education imparts a certain conception of causes of diseases in our
society and their remedy, and the role of doctors in the remedial
strategy. Hefshe imbibes the values of today's medical profession
from his/her daily contact with the teachers: attitude towards the poor
and rich patients, nurses, drug companies, social aspects of health
care etc. etc. By the very natur~ (hese conceptions relate to social
reality and are not technical questions. An alternative medical cur-
riculum and teaching method should build up alternatives on all

aspects of medical education...... The clinical/technical aspect is never
purely technical but has social connotations , and there is a link in the
social functionsof the medical profession and the technical content of
medical education™. MIlc believes that it is within the above
framework, the whole question of medical education should be con-
sidered.

Secondly, the aspirant seeking admission to a medical college is not a
blank slate. His/her education has already begun in the society and
family s/he lives in. He/She carry predominant values [rom his/her
background. They too, have a bearing upon what the doctor ultimate-
ly is going to be.

And thirdly, the values imbibed by the student during his/her period
of education get further emphasized (or come in sharp conflict) in the
milieu of the area and place of his/her future assignment. FFurther
education is carried on, not only formally through journals and
papers, if at all, but informally also by way of one's experiences with
patients, colleagues and superiors,
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Therefore, mfc believes that it is important to clearly define the fol-
lowing pre-requisites of a doctor, before launching any reforms in
medical curriculum:

1. The social milieu of the place of work.

2. The exact role that the doctor is to play in society.

3. Criteria of selection of students.

4. Nature of the training setup.

With regards to above, mfc assumes (a) that the future place of work
for a doctor would be a primary health centre type of organisation
where a team consisting of doctors, paramedics and non-medical
workers carry out health programmes in close association with the
poor, downtrodden majority of the people living in the area. The at-
mosphere will be such that it would foster democratic values, mutual
support and respect for human dignity and a community health point
Of view of the disease process.

b) that the doctor would be called upon to work in a team, as pointed
out above, catering 10 10,000 population.

€) that the criteria of selection would be such as to get students con-
forming to the value which are pro-people and democratic.

d)that the training set up would conform to the final role that the doc-
tor is expecied 1o play. Further that it would nurture democratic
values, leam work and a community health approach to diseases in
society.

It must be pointed out, however, that here, we are not talking about
reforms within the limits of the present system. We are talking about
a radically different sysiem altogether. Though, we are aware that
thereis plenty of scope even without radically overhauling the existing
patiern of medical education for meaningful reforms.

Once, these *pre-requisites’ are clearly defined, then and'only then,
there is any meaning in discussing the methodology and content of a
medical curriculum.

The existing methodology of the study of the human body and its in-
teraction with its internal as well as external - biological, physiochemi-
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cal and sociocultural - milieu, in normalcy or otherwise, converts this
total and dynamic interaction ino comparimentalised subjec
categories, viz. Anatomy, Physiology, clinical subjects and community
health. Such a compartmentalised view resulls in the students adopt-
ing an attitude which tends 10 convert the lively art and science of
Medical Science into pigeon holes of preclinical, clinical and paraclini-
cal subjects. Not only does it over-burden the student with a lot of un-
necessary information but the relevant logical connection between
the study of basic science like Anatomy, Physiology and the disease
processes encountered in the clinic and in the society 1s also lost on
him/her.

Secondly, in the present mode of teaching, community health has
been pushed into its own very special compartment. We believe that
community health is not a subject, it is an attitude, an approach to the
whole question of the disease process. It shifts the focus of the study
of human diseases from the clinic 10 the society, locating it in the living
Interconnections with other aspects of social life like poverty, housing,
sanitation or even, conflicts of interest. Thus, for example, a study of
tuberculosis from a community health point of view should not in-
volve only a study of its pathology, its clinical manifestations, its diag-
nosis, and 1ts clinical management. It is atleast equally important 10
include its epidemiology, of factors that lead to its continued presence
amongst us, including poverty, overcrowding and malnutrition, as
well as the necessary remedial measures, Clinical teaching should be
placed within the context of this epidemiology. An alternative
methodotogy must contnuousty impress this upon the student for all
the disease processes.

‘Thirdly, the way in which medical sciences are taught at present, rein-
lorces certain values by its overwhelmingly didactic and theoretical
approach. It inculcates an awe for authority, curbing questioning and
sclf-search for answers. It imparts a halo to “information” as against
“knowledge™, to theory as against practice and to intellectual work as
agamnst manual work. An allernative methodology must overcome
these weaknesses and make the education a process of participatory
self learning, and learning by doing. Less lectures and more of par-
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ticipatory methods like seminars can be one answer in this direction,
allowing senior nurses, dressers and technicians 10 teach relevant
topics can be another method.

The contents of the present curriculum does not seem to follow any
clear cut directions. There is an overwhelming stress on the clinical
and paraclinical knowledge, on the one hand, while on the other,
preventive and social medicine has come to occupy an important
place. Increased importance attached 10 paediatric and infectious dis-
cases like TB and leprosy goes hand in hand with higher course con-
tent allowed for orthopaedics and biochemistry. In absence of a
clearly defined role for the product of our medical colleges, this is to
be expected. Each department pushes forward its own importance.
The result is an “all round incompetence”. Such a doctor is pulled by
the forces of market (o go towards profitable, specialised, high tech-
nology, curative urban practice. It is this implicit social function which
ultimately determines the content of the medical curriculum. The
content of an alternative medical curriculum must conform 1o the
role that the doctor is expected to play. It would mean curtailing the
irrelevant portions of anatomy, biochemistry, physiology and so on,
though we are aware of the fundamental importance of teaching basic
sciences. Its only that we do not want students to learn as much of
these basic sciences as the respective experts want 1o teach irrespec-
tive of the needs of a “Basic Doctor”. Therefore, an alternate cur-
riculum would also mean reducing the existing burden and of learning
uncommon diseases or those requiring highly specialised treatment
on the one hand and putting more emphasis on frequently en-
countered conditions amenable to simple medical techniques for in-
stance childhood tuberculosis on the other hand. Even such a clinical
leaching must be integrated with taking a community health ap-
proach to health problems. In order to adopt a community health at-
titude the student may have 1o study newer subjects like sociology,
economics, history as related to health and medicine.

Finally, we believe that education is a life long process. It continues
even after one has left the formal educational institutions not only for-
mally through journals, and papers but informal y through the milicu

xii
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inwhich one works. As of today, we do not have any mechanism foran
organised continuous education for doctors. As a rese’ “he drug
companies have a field day.They fill in the lacunae with dlf truths
regarding drugs - new or old. An alternate curriculum, therefore,
must include an aspect of continuing a doctor’s education beyond
his/her formal college education.
An alternate Medical Education will have to tackle these issues to be-
come an alternative in the real sense relevant to the needs of the
majority of the people in our country.

— medico friend circle.
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Callit by whatever name, the need 15 for a new breed of physician, who
has a broad understanding of human biology, who is imbued with the
ingredients of rural and periurban societies and their way of life, who
an communicate effectively with the patient’s family regarding the
nature of the ailment, who can address himself to preventive aspects
in the homes, who will be an eliective leader of health workers, and
who will use his knowledge to stimulate other community huilding
programmes. We need in effect a social biologist. Mass public health
and hospital patient care, however well developed cannot fill this gap.

— Ramalingaswami, 1968,
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150 YEARS OF MEDICAL EDUCATION
Rhetoric And Relevance

Ravi Narayan

L. The Background

Medica Education in India has a long history, dating back to the
Vedic p riod. The development of Ayurveda, the training of ayur-
vedicdox tors, the compilation of textbook (samhitas) by the physician
Charaka nd the Surgeon Susruta, the seven year medical course of
Taxila Un iversity, the contributions of teachers like Atreya and the
developme n! of the hospital system for men and animal under
patronage « f Rahul, son of Buddha are well known facets of this his-
tory. With t %e advent of the Mughals, the Graeco-Arabic system of
medicine wa 5 al. o introduced into the country. Through free interac-
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tion with the indigenous systems it developed into the Unani system
with its own chain of *hakim’ practitioners and centres of learning.

The system of medicines evolving in Europe (the Western system)
was [irst introduced into the country by Portuguese in the 16th cen-
tury with the establishment of the Royal Hospital in Goa in 1510. Two
hundred years later in 1703, a rudimentary form of medical teaching
was also started in this hospital. Meanwhile the East India Company
had begun its mercantile operations in India and in 1679, the Madras
General Hospital was built. In 1740, the medical department of the
company was created and the Indian Medical Service established.
Physicians and surgeons of the LM.S. (all expatriates) trained local as-
sistants, dressers and apothecaries 1o form a subordinate medical ser-
vice. The first medical school to train local doctors was established in
Calcutta (1922) followed by Bombay (1826) and Madras (1927). Wil-
liam Bentinck appointed a committee in 1833 to work out the prin-
cipales on which medical education was 1o be established in India. The
first important recommendation of this Committee was that the
“principles and practice of medical science™ to be taught would be in
“strict accordance with the mode adopted in Europe”. This, there-
fore, set the foundation for the evolution of a system of education cut
off from 1$ own local cultural and historical roots and completely
Westward-looking in its orientation and direction.
The review that follows (Section 1I) will attempt to highlight
chronologically the events, the developments, the experience, the at-
tempts at re-orientation and the concerns of medical educationists in
the 150 years that have followed this Committee’s recommendations.
In Section [11, an overview of these trends will be attempted (o high-
light the factors that continue 1o maintain the status quo of ir-
relevance. The National Health Policy document of 1982 describing
the existing situation candidly confirms that ‘the almost wholesale
adoption of health manpower development policies and the estab-
lishment of curative centres based on the Western models....are inap-
propriate and irrelevant 10 the real needs of our people and the
socio-economic conditions obtaining in the country!

150 YEARS OF MEDICAL EDUCATION

IL. A Chronological Review (1833-1983)

18_.33:' The Com_miuee appointed by William Bentinck outlined six
principles on which medical education should be established in India
The first medical college established in Calcutta and Madras incor:
porated these recommendations. Today, a hundred and fifty years
iatf:r. these six principles still from the sacrosanct pillars on which the
edifice of medical education in India rests.
1_833-1 932: The century that followed this committee’s recommenda-
tions saw the following important developments, Medical colleges
were established in the main centres of British India provinces Thé
{iui?JECls of chemistry, physiology, Ophthalmology rne:dical
jurisprudence, dentistry and hygiene were introduced in;n the cur-
qculum. Admission of women was introduced and University affilia-
tions for college were obtained. Recognition of colleges by the Royal
Colleges of London Dublin and Edinburgh was received. All these
:;:c;kf i&:;rltr;ler the strict supervision of the General Medical Coun-
1933-1945: The Medical Council of India Act of 1933 was promul-
gated creating a council to provide uniform and improved standards
uf_ miwl education in the country. Many provincial governments
missions and private organisations established another category of a;
institutions called ‘medical schools’ to train students for the degree of
([),;tccnpat:e Medical Practitioners. The LMP course was for 3-4 years
eninthe vernacular and t ini jce
oo el;i training was geared 1o general practice

In 1943, the government of British India appointed a Health Survey
and Development Committee (popularity known is the Bhore Com-
mittee) 1o make acomprehensive survey of existing facilities for medi-
cal care and suggest the future course of developments. In [Sce Note|
its four-volume report it suggested that the licentiate course should
bg abolished and India should produce ‘only one and that the most
hlghl}t lfaincd type of doctor”. Such a doctor was to be ‘basic docto.r‘
cumbmlmg both curative and preventive functions. The committee
made important recommendations for curriculum changes 10
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produce such basic doctors. Two features of this report seldom high-

lighted but very significant are:

1. the committee emphasised that “wide margins should be allowed 10

individual colleges and universities to experiment with the curriculum

and develop their own potentialities”. This was never allowed in the

decades that followed!

ii. the decision to abolish the licentiate course was opposed by a group
of dissenters on the committee who felt that ‘medical education” in

India should develop along the experience of the ‘feldshers’ in Russia

- this being more relevant to the Indian situation. This dissent was
recorded in the report but generally ignored.

It must be recorded to the credit of the Bhore Committee, however,
that it made a very strong case for a radical, social and community
oricntation of medical education in India so that it could serve the
masses who had been ignored by earlier policies in British India. 1946-
1956:India attained independence and the Planning Commission was
established. The Constitution of India declared ‘the right of every
citizen to public assistance in the case of sickness... The first ﬁvc-y_ear
plan was launched in 1951 with the goal ‘to provide scientific medical
aid 1o all who needed it andto promote public health and preventive
medicine’. Medical education began to develop along with the health
services using the Bhore Committee recommendations as the blue
print. Its social objectives were reiterated in all the policy documents
and there was a quantitative growth in services - both in terms of
hospitals and health centres and medical colleges, heavily subsidies by
the State.

The First All India Medical Education Conference was heid in 1955
{0 outline the importance, the scope, the aims, the physical and cur-
ricular requirements of the departments of Preventive and Social
Medicine that were being established in all institutions. In spite of all
the radical declarations, however, no attempts were made to change
the mentality that the senior members of the medical profession and
teachers had inherited, nor were attempts made to open medical
eaucation 1o the poorer classes of society (Banerji, 1977). The elite
structure controlled by the educated, westward looking upper classes

150 YEARS OF MEDICAL EDUCATION

of India both among the medical profession and the political leader-
ship continued to develop a hospital-based system on British and later
American lines which catered mainly 1o the privileged sections in the
community and supported the growing industrial interests.
1957-1967: The Government of India appointed the Health Survey
and Planning Committee (popularly known as the Mudaliar Commit-
tee) in 1959 to assess the progress of medical care and education after
two plans and 10 see whether the targets of Bhore Committee report
were relevant. The Committee stressed the need for more realistic
targets (modified some of Bhore Committee recommendations) and
emphasised the need to shift attention from opening new institutions
1o improving existing services. In the field of medical education it
reiterated the importanee of compulsory pre-registration internship
with three months rural posting and the importance of field practice
areas for the new departments of PSM (where staff of both the clini-
cal and PSM departments should participate in joint teaching
programme ). This was particularly important since most medical col-
leges till the fate *50's had paid littie attention to the PSM depart-
ments.

Even the Medical Council of India which was established primarily 1o
maintain unform standards 1ook time till 1964 when it, for the first
lime clearly outlined:

i. a curriculum of social and preventive medicine extending through
the course;

ii. the administrative, preventive and clinical objectives of rural train-
ing during rotating housemanship and prescribed it as mandatory
standards for medical education all over the country.

1t also stressed that the PSM curriculum was to be a joint programme
with all departments to give students’ a comprehensive picture of
man, health and illness. Interestingly enough in the same meetings
when the social orientation of medical education was being con-
cretised the pressure to keep up with developments and standards in
the west were not ignored and the Committee had no hesitation in in-
troducing courses in Genetics Biophysics, Electronics, Space
Medicine, Concepts of molecular biology, Radioisotopes and Nuclear

5
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Medicine along with Psychology, Statistics, Elementary Social Scien-
ces, Family Planning and all other components of the teaching in
PSM. In 1960, the Indian Association for the Advance of Medical
Education (IAAME) was established as an independent forum for
exchange of views by medical teachers. It annual workshops and con-
ference and its publication. The Indian Journal of Medical Education
Wils meant 1o create some interest in Issucs relevant 1o medical educa-
Lion.

1968-1973: As part of the populist upsurge of the late sixties another
medical education commillee wWas appointed to study and recom-
mend the changes in training of doctors in the light of national nceds
and resources since earlier rhetoric and recommendations were not
making much of a dent in the general trends of medical education.
For the first time the committee clearly defined the terms ‘basic
doctor’. This Committee like the previous one suggested some more
changes in the curriculum in order to produce the basic doctors.

In 1972, the twenty fifth anpiversary of independence became an op-
portunity 1o review the growth of medical education in the country.
Statistics showed that there had been a phenomenal quantitative
growth. However, in terms of the people’s and country health needs
the developments were far fromo satisfactory. Qualitatively the cur-
riculum was still very urban- orented with little emphasis on preven-
tion and promotional aspects of health and education was cut off
from the national programmes resulting in ‘rural communities being
still deprived of doctors in spite of the increase in total stock”. The
Fifth Plan document stated that ‘teaching in medical colleges still re-
quires a radical change’ and in parrot-like fashion it repeated the ex-
hortation that ‘the undergraduate medical education would have 10
be reoriented towards the needs of the country and emphasis would
have 1o be placed on community care a rather than hospital carc’.
1974-1983:The last decade has seen certain changes and develop-
ments which for the first time indicate that the government and the
expert committees are seriously seized with the fact that the medical
cducation developed in the last 150 years has failed to make any im-
puct on the health needs of the masses in our country and thata radi-
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cal revision in the curriculum—in spirit, methodology and contont are
required. A special group of expert medical and social scientisls were
constituted 1o study the problems of ‘Medical Education and Supporl
Manpower'. Taking a very comprehensive view of the matter they
have critically diagnosed the existing problem (13ox on page 5).

‘The Commitice made many recommendations of its own and en-
dorsed some made by previous Commitiees. 1t also sought 10 StOp IN-
crease in medical colleges and admissions: 10 generate a manpower
policy along scientific lines ona national Pasis: 10 evolve @ national sys-
tem of medicine by integrating modern and indigenous system of
medicine; to establish 4 medicial and health education COMMISSION 10
implement the needed reforms and ‘initaning and nursing the change
process’.

In 1979, the Sixth Plan document realistically stated that “the he-
haviour of a doctor as anyone else 18 determined largely by the s0¢0-
economic and political structure of the society and not merely the
undergraduate medical education. Market improvements can, there-
fore, be expected onlyifand when the socicty is restructured for social
justice. But within the limits placed, we can achieve a considerable
amount in changing attitudes, skills and knowledge if the medical col-
leges restructure the educational programme”. The statement was
significant because it was for the first time that the planners were ac-
cepting in an official document that socio-political change was pre-
requisits, before a more community/people oriented doctor L
medical education process could be developed.

In 1980, a joint study group constituted by the Indian Council of So-
cial Sciences Research and the Indian Council of Medical Research
outlined an Allernative Strategy for Health for all in India. ‘Ihewr
report initiated a nationwide debate on the subject.

‘Ihe Aliernative Health model had elements in it which clearly indi-
cated the pre-requisiie of an allernative socio-political structure that
was ‘democratic, decentralised and participatory'.

‘This group endorsed all the recommendations of the Srivastavi
Report on the re-orientation of medical education and pleaded for
the re-orientatiofi of medical cducation and pleaded for the aba ndon-
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ment of the existing flexnerised model of education and ‘th.€ adoption
of an interdisciplinary holistic approach’ which was ‘sevyrely more
practical and field oriented”. It recommended some more acditions to
the curriculum and suggested that a deliberate effort should be made
to throw the net of selection of medical students wider so that more
people whose social and cultural backgrounds were closer 1o the poor
and under-privileged groups could be included. It also suggested that
there should be aclose collaboration of health services with the medi-
cal colleges.

In 1982, the Government for the first time in 35 years made a ©om-
prehensive National Health Policy statement in which it emphatizally
«ated that “the entire basis and approach towards medical and health
education at all levels should be reviewed in terms of national nec.ds
and priorities and the curricular and training programmes restruc-
wred to produce personnel of various grades of skill and competencic
who are professionally equipped and socially motivated to effectively
deal with day 10 day problems within the existing constraints”.
During this decade IAAME also began to consider these new issues in
their annual conferences and from 1972, they began (0 Organise stu-
dents interms seminars to elicit junior doctors views on many of these
matters. However, these meetings were no better than the average
‘paper-reading sessions’ common in professional association meeting
and lacked the punch both in debate or recommendations, to make
any impact.

‘The Medical Council of India in the same decade has been as usual
very cautions in its approach to change. While not removing or altern-
ing any part of the basic curriculum, it suggests some additions in
response 10 the recommendantions of Srivastava Report and the
growing dissatisfaction in government and public circles with the ir-
relevancies of our educational process, The curriculum as it stands
today—1977, 1978 and 1981 meodifications-tries 1o incorporate some
new ideas towards a greater social relevances but its wording is both
adhoc and full of jargon. The Plan itself is disjointed contradictory For
example, while preamble 1.3 states that the graduate medical cur-
riculism is oriented towards ‘training a physician of first contact whois
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capable of looking after the preventive, promotive and curative and
rehabilitative aspect of medicine’ preamble 1.6 and 1.7 at once con-
tradicts it by stating that ‘graduate education per se cannot be tailored
10 a service situation’ and ‘has to be flexible in nature to offer a wide
range of employment opportunity. However, for the first time in
decades the MCI recommendations include, since 1977, a paragraph
on Teachers Training Workshops for teachers of medical college on:
i) ‘problems of community health and delivery of health care, and

ii) ‘Pedagogy!. are recommended. This marks the beginning of a new
realisation that the major block in medical €ducation is not ‘cur-
riculum content’ or * quality of students’ but the ‘disorientation of
faculty’.

111, OVERVIEW

In the last 150 years Medical Education in India has continued to
develop within the contest of its own historical roots in the Western
situation. There are many historical, socio- political, professional and
other factors which have maintained this trend of inappropriateness
in India. Bryant (1971) has said that ‘in every corner of the worldi the
products of such systems (i ¢ doctors trained in large city hospitals
modelled on the British and American patiern) have not only been
unwilling to work where they are not needed, that is a familiar story-
but they have had limited capability for working there. They have not
been prepared to do what needed to be donc”.

Some of the important factors are outlined (many of thesc have been
further described in earlier mfc sources/bulletins).

Colonialism

Even though nearly four decades have passed since we achieved inde-
pendence the colonial mentality of the medical profession, the elite
bureaucracy and the political lcadership have not disappeared. The
‘brown sahebs’ who rule Indian, have very deep rools in their back-
ground and education which make them sec the dictates of Western
sociely as more important than the basic needs and aspirations of our
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own people. Heirarchical trends in administration of medical colleges,
non-democratic spirit in curriculum planning and authoritarian
methods in bringing about changes in medical colleges have
prevented serious and meaningful change in the inherited structures.

Pseudo-socialism

The political leadership and the leaders of the medical profession
have found it important in the interest of the elite and privileged scc-
tions of the community, whom they represent to cry out from the so-
cial objectives of medical education in keeping with the demoeratic
and socialistic spirit of our constitution. However, in actual practice
they have built up hospital structure mainly in urban areas with highly
sophisticated technology which serve their own class. All this has been
done through heavy subsidy by the government in the name of the
people. This pseudo-socialism is seen hest in situations like:

i) months of profession, public and government debate had 10 take
place before the CHW scheme was introduced while high powered
technology like cai-scan and linear accelerators are sanctioned in
minutes during cabinet meetings for our elite institutions which in
their own reports accept that they da not cater to the masses:

ii) the drug budgets of the PHCs which cater 1o the masses in the vil-
lages;

fit) the indecision regarding the mushrooming capitation fee medical
colleges;

) the hesitation in taking action on the drug policy recommendations
of the Hathi Committce and so on,

The Medical Council and the medical profession have shown the
same trends since (he decision-makers among them have been less
personal experience of the social realities of rural India,

Dilution of Standards

The phenomenal growth of medical colleges in the post- inde-
pendence period has led 1o a gross dilution of standards in education.
[n addition there has been what Banerji (1977) has called a culture of
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“glorification of mediocrity’. In the absence of adequate number of
well qualified teachers, all and sundry have been promoted 1o posi-
tions of leadership and important academic levels. These people not
only lack the visio or the academic maturity but have tended to form
‘mutual admiration societies’ around them to pad up their own com-
plexesand limitations. Even though the Medical Council has laid min-
imum standards for medical colleges including the qualification and
experiences of teachers it is a well-known fact that these standards
have been followed in default rather than in acceptance. It would not
be rash to state that if an objective evaluation were to be made of the
120-0dd medical colleges using the so-called minimum requirements
of the MCI more than 50 per cent of the colleges would have to be
closed down immediately.

Non-teachers

Because of the professional vested interests in medicine, the medical
profession has refused toaccept the fact that all doctors cannot neces-
sarily be good teachers. Educational science and pedagogy are impor-
tant foundations on which medical curriculum should be organised,
whatever the content and relevance of the course. Teachers in medi-
cal colleges in India seidom join because of a love for the ‘vocation of
teaching’. A base in the medical college is helpful in the cut-throat
competition of private practice apart from being itself a channel of
referral to one’s own private clinics. This is in spite of the fact that
MCI recommends full-time non-practicing teachers. The remuncra-
tion offered 1o medical teachers further compoynd this problem. It is
only as late as 1977 MCI has stated the need for teachers 1o undergo
course in pedagogy. However, even now this is not mandatory.

What is worse is that all the recommendations for community and
rural orientation have never included the single most relevant one for
change, i e, reorientation of the medical college faculty. When all of
them have little knowledge sensitivity or skill to work with people in
the community, how is it ever possible to bring about a social orienta-
tion in the environment of medical colleges?
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Schizophrenia in Educational Objectives

The Todd report in UK commenting on under-graduating medical
education clearly pointed out that ‘every doctor who wishesto exercise
a substantial measure of independent clinical judgment will be re-
quired to have a substantial post-graduate professional training and
the aim of the undergraduate course should be 1o produce not a
finished doctor, but a broadly educated man who can become a doe-
tor by further training'. While continuing the same curriculum that
Todd comments on the Medicat Council of India and the Govern-
ment of India expect that the graduate in Indiawill be capable ofinde-
pendent decision making and effective health team funetioning
necessary in community health practice!
This schizophrenic trend is objective spills over to the curriculum as
well. There is a constant pressure within the profession to keep up
with the latest and introduce it into the educational process. At the
same tme in response (o all the rhetoric there IS @ pressure to make
the course more socially relevant, Nuclear medicine is added along
with rural sociology, concepts of molecular bilogy added alon 2 with
health management principles and so on. This is primarily due to the
Fact that the medical profession all belong to the upper elite sections
of Indian society, While seeing the need to appear relevant and radi-
cal, the options of goin g abroad and working in situations forwhich
‘one is better trained are always kept open!

Myths of PSM?
In the Bhore Commitiee Report, Dr. Grant and other stalwarts had

visualised the depariment of PSM as initiating primarily:

i)an extension link for medical college hospitais with the communities
rural urban around them!

i) an association with clinical teachers 1o stimulate them tosee the im-
portance of socio-economic, cultural and ecological factors in
management of health and discases,
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Preventing and Social Medicine was to be a process of re- unc:[tll:l%
the existing faculty and the inherited curniculum and not just an
specially or para-clinical subject. |
’IFI)'lcc h1s-mry]:' the evolving PSM department has been very dif fcrcnr:
and there is no doubt today that there is a gross confusion tml\]vcc
means and ends. On the one hand PSM departments have lncraldytr;(;
contact with hospital teaching or service and on the olhgf hm:}
rural and urban field practice areas under their SUP.CI'\‘I.\IOII'I“!'FCI 50
severely under their own management, with next i{})‘mll Paﬂ.“_:’rlj‘mmf
by facu'lty of the hospital departments 11:1::_11 today 1 .‘:M. Lurtgt.u’urn is
becoming the producer of many myths. The t;ommunal,ﬁt l‘x.'mg. !
Myth I - that there are two a'pcma{i_tius - c.hmr:al mcqtcmc .md'mr:;f
community medicine. The latter being a diluted substandard type
the former, .
Myth [I- community medicines/PSM is poor quality mf:d'l(j'mu dalsrii
out by disgruntled and disinterested staff in and adhoc fashion to ¢
equally dis-organised and divided community. =
Myth [JI- Community Medicine, rural reorientation and rc<11:1(i"r;|i:‘[
tion of medical education s the lhanktcg& responsibility of lh:.“-l _
faculty while other departments will continue 1o teach borrowed, in-
appropriate western medicine.
"[:[::scpmwhs created by the PSM depar:mcn;s as they th:sl today
need 1o be squarely confronted with the following max;rns .
i) There is only relevant, medicine and that is ‘medicine’ with a PS}
ientation. ‘
t:: Community medicine is the best qu_ality of care w:lh:rj lht:‘ a.\;u_labli
resources or local constraints (espc(‘::aily‘cmnnm.tc) n..n‘dv.rt \|r}c:; ’
organised manngr, sensitive to the people’s needs and based on sci
ic principles.
::lr] Ese-uriimattnn of Medical education towards :«:c.l:i_ifru‘ralfhczl_r:;
munity relevance is the responsibility of every member of the medice
college faculty.
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A serious movement in the direction is necessary to prevent PSM
departments from becoming even more counter-productive than
they already are.

Nil Evaluation/Experimentation.

In spite of cicar exhortations from time-to-time in all the expert com-
mittee documents that experimentation in curriculum within the
overall context of the social objectives of medical education must be
encouraged and [ully supported (in order to evolve our own relevant
Indian curriculum) it is a sad fact that this has nol taken place.
Volumes of papers in conference have been read but real hardeore
planned and evaluated experimentation in medical curriculum has
not taken place in the country, The Jamnagar experiment and the
Kottayam experiment are the only two real attemplts and even these
have neither been well recorded or circulated 1o the teaching medical
profession for debate, consideration or emulation. The Indian Jour-
nal of Medical Education is full of ideas within the constraints of the
existing curriculum—~family health advisory service, clinico social casc
conlerence, students/staff health service, rural orientation camps and
so—but all these have been adhoc unevaluated intervention within
the existing curriculum mostly by PSM faculty. With the ethos of
medical colleges being what they are today, any hope that any of these
would bring about attitudinal changes in the students was unrealistic.
It is also unfortuante that the MCI in 1981 has glibly stated that ‘no
scientific evaluation of what has been in vogue for more than two
decades has been undertaken nor a study made of medical graduate
from different colleges in the country’. It further-adds that “deficien-
cies which exist at present are attributable more 10 a failure of im-
plementation of the council’s recommendations and the absence of a
system of continuous monitoring and not due to defects in the course
and curriculum prescribed. Surprisingly in spite of this statement and
inspite of all the rhetoric neither MCI nor ICMR has yet planned an
evaluation or encouraged experimention!
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Stress on Problem/Content Not on Process

Change can take place only when the change agcpts nrc.scnsn.we 10
process, i €, sensitive 1o an evolving scheme of :hmgs n?gpcndm; I::
underlying socio-political cconomic, culu._lrai. technical &fcu?:?s. e
expert committees since 1946 have outlined the prublurm. an- :
recommended curricular changes—never mcnuomn;l; ‘pra.c.sv. of
change i.c., How to get 10 where we want 10 get Irorq uh‘t..ri‘::u.han. ?
Who will do it? How will those who have to do it themselves gel the re-

quire experience or skill? This explains why there 15 a knowledge ex-

plosion in the curriculum but no change in attitudes, vision or
relevance in the carcer aims of medic3s today.

IV. Conclusion
A hundred and fifty years have passed since ‘hf’ present dWeslrI:;Z
oriented system of medical education was cstahhshmfj n lnl ia. i
first century saw the establishment of the cducfumn_a Sys
transplanted in toto from the British and Furopean situation.
With resurgent nationalism, the next forty years (bo_m pre and post-
independence ) saw lip-service paid 10 1th- reorientation n.r edu;‘gno:
10 make it relevant 1o the people’s need. I'he last ten ycars.lffsr llf:n ‘-
new spirit of introspection which at least accept that mcdlu'i uan:
tion has failed the people but still lacks the political will to take any
radical action. \
However, behind the continuing rhetoric, it must be emphasised th‘iﬂ
in the last decade there habve beenin gmcmmcnt and other dt:'xpurl
commitiee documents some critical ana_iysus and recommen ations
for curriculuar change of far- rcachingllmpnﬂ_ancc. Medm‘o-fnerjds
and others seriously concerned with issues in medical education
would find these of some support 10 their own search.
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APPENDIX
Recommendations on Medical Education by various com-
mittee appointed by the government.
Recommendations of bhore committee (1946) for the
evaluation of ‘Basic Doctor’.

1. Emphasis on under-graduate teaching of principles and methods
which would enable a student 10 learn for himself, think, observe and
draw conclusions.

2. The student must be made 1o realise that throughout his career
general science and medicine have many points of contact and are
both continually progressing.

3. This principle (2) will be exemplified by clinical teaching in pre-clini-
cal periods and extension of pre-clinical teaching in clinical area.

4. Teaching of Anatomy/Physiology: the number of didactic lectures
to be radically curtailed and lecture demonstrations be increased,

3. Saff-student ratio in pre-clinical subjects 1:15. Mechanical equip-
memts e.g., microscopes etc. should be adequate.

6. Courses of elementary psychology and elementary pharmacology
should be introduced during the fatter half of pre<clinical studies.

7. At the beginning of clinical period short courses in:

i. methods of clinical diagnosis.ii. laboratory techniques;

iii. elements of nursing;

iv. elements of dietetics;

v. introduction to social medicine.

8. In clinical subjects, there should be an attempt at integration not
compartmentalisation.

9. Number of beds per clinical unit: 40: 8-10 students/unit
Junior teachers 1:8 students.
senior teachers 1: 10 students.
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10. Teaching of pathology should include microbiology and parasitol-
ogy: More emphasis on post-mortems.

11. Department of PSM in every teaching institution. Teaching of
preventive aspect of medicine should be stressed in every subject
during clinical course. Necessity of hospital social service,

12. No stercotyped curriculum for whole country. Minimum stand-
ards to be laid down. Experimentation/reforms and improvements to
be allowed.

13. Internship: After final qualifying examination at the end of the
fourth year the student should have one year’s internship during
which he should work under supervision and not be given full rights of
A practitioner. Exact manner of spending the vear left to the
authorities but at least 3 months to be spent in a public health unit.
14. Research should be stressed throughout the course and whole-
time teachers should themselves be engaged in research.

(2) reorienting of Medical Education for community health
services (from Medical Education Committee Report 1970.).

Recommendations:

1. Definition of ‘Basic Doctor";

2. Measures 1o encourage doctors to g0 1o villages:

I. provision of adequate living and working accommodation in villages
with modern sanitary facilities.

ii. supply of vehicles to PHC:

iil. prescription of minimum service in rural areas before crossing ef-
ficiency bar or granting of promotions.

iv. opportunities for refresher and advanced 1raining in India and
abroad.

v. professional contacts through visits of specialists to such centres.
3. Na revival of licentiate or diploma courses.

4. Entrance qualifications:

1. 13 years prior education before MBBS course.
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ii. Premedical course should comprise physics, chemistry, biology,
basic mathematics in relation 1o physics, languages and social scien-
Ces. Al least 2 years,

5. Admission requirements: Universities in a state should evolve a
common and uniform Qualifying examination for entry into medical
colleges,

6. Astudy tosuggest a balanced Supply of basic doctors and specialists
within the limitations of finances 10 meet our needs,

7. Duration and curriculum of MBBS course.

) 4 1/2 years - 18 months preclinical and 36 months paraclinical and
clinical instruction 1o pe followed by compulsory internship for one
year with at least 3 months in rural surroundings,
b) Improve Quality of teaching by using suggested curriculum,
methods of assessments and €xamination, €ncouragement of re-
scarch and teaching methods.
of health promotion, growth and develop-
unisation, heaith education, family planning,
S, check ups and environmental sanita.
tion,
d) PSM should form an integral part of MBBS and marks obtained in
this discipline ranked €qual to those of other disciplines for the award
of MBBS degree.
¢) General practitioners of €xperience and standing should be as-
sociated with education/ raining of undergraduates,
8. Methods of Teaching:
Reduce didactic lectures and encourage seminars. group discussions
and clinico-pathological conferences.
9. Examination.
25 per cent of tota marks allocated for university examination should
be earmarked for internal assessment,
10. More mobile raming cum service units (Chittaranjan mobile
hospitals) 1o be attached 0 medical colleges. Senior teachers ta pro-
vide service facilities in respective rural field practice areas.

18
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L1. Medium of instruction: English to continue.

12. National integration:

5-10 per cent of seats in medical colleges to be reserved for candidates
from other states,

13. Reservation:

Continue practice of 5% reservation of SC/ST candidates. Allot 5%
reservation for candidates who undertake (0 serve in rural areas,

13. Participation of Medical Profession:

Need for the entire medical profession (professors, elders and leaders
especially) to undergo corresponding transformation in concern for
health care in rural areas,

(3) Report of the group on Medical Education and Support
Manpower (Srivastava Committee 1975),

Recommendations:

1. To stop the increase in medical colleges and admissions

2. To generate a manpaower policy along scientific lines on a national
basis.

3. Toevolve a national system of medicine by Integrating modern and
indigenous systems of medicine.

4. To establish a medical and health education commission 0 imple-
ment needed reforms.

5. Medical curriculum should be reoriented as follows:

a) Frame work of natural sciences, humanities and social scicnces in
premedical education.

b) Community medicine: Joint endeavour of the whole faculty and not
only PSM.,

€) Rural and urban field practice areas with active health service
programmes.

d) Principles of educational sciences 10 be used in the curriculum,
particularly self-learning and small group techniques.
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¢) Appropriate preparation of teachers and production of effective
teaching/learning matenials.

f) Reform of hospitals attached to medical colleges,

£) Reducing duration of the course by 6 months to a year.

h) Training of interns in district/subdivision/Taluka/Tehsil hospitals
and not in the teaching hospitals.

i) Continuing education of all doctors after graduation as a joint ac-
tivity of medical colleges, the professional associations and the health
services.

(4) Health for all - an alternative strategy (1981)

Recommendations on Medical Education

1. Greater emphasis on cultural/social aspects of medical action/pur-

poses.

2. No need to over-emphasise high technology.

3. Continuous effort 1o evolve simpler technologies.

4. Training on social/cultural/economic profile of people.

5. Large base of primary health care.

6. Regional health care:

—  Preventive/promotive/curative problems/solutions identified
at each level,

—  skill/facilities at each level,

7. Personne] -specific training.

—  over-education is counter productive.

8. Man and environment 1o be presented as a biocultural science. In-
terdisciplinary holistic approach.

9. More practical curriculum:
—  Morbid anatomy

—  surgery.

—  rare disease.

10. Skill development

150 YEARS OF MEDICAL EDUCATION

—  surgical/orthopaedic
—  anaesthelic.
11. Health team concept
12. Sociology
—  Human behaviour
—  Social/Political structure of society,
13. Practical field oiiented training in
—  epidemiology,
health education.
. Management of health services,
cost effectivernicss
logistics
personnel management
methods of purchase and accounting
—  medical audit
—  basic knowledge of vehicles.
15. Empathy with people.
1) Selection of people closer to poor and underprivileged groups.
ii) A non-alienating training process.
16. District health care
17. Remuneration of doctors.
18. Reduction of over-emphasis on post-graduates.
19. Continuous education.
i. Courses;
ii. In-service training;
il library facilities;
iv. Dissemination of information through circular/newsletter
20. National orientation.
a. Ashram concept of life,
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b. non-consumerist approach

€. community/individual responsibility in health care
d. Yoga,

e. Herbal medicines.

f. Ayurveda,

2

PREREQUISITES OF TRAINING “THE
BASIC DOCTOR” : A CRITIQUE

Dhruv Mankad

The Medical Education Committee (1969), appointed by the
Government of India, observed that medical education should be
need based and oriented to produce a basic doctor. The Committee
defines, * A basic doctor is one who is well conversant with the day-10-
day health problems of the rural and urban communities and who is
able 1o play an effective rofe in Curative, preventive and promotive
aspects of the regional and national health problems.” By no stretch
of imagination can it be claimed that the product of existing medical
education has come anywhere near (0 even this vague definition,
Today, at the end of his/her training s/he aspires 1o go for post-
graduation or o go abroad (o a more “civilised™ culture. S/he feels

23
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more comfortable in the alienated and alienating culture of a large
hospital among rare, ‘interesting cases'; unable 10 diagnose clinically
common cases bul making ‘spot diagnosis’ of syndromes with un-
pronouncable names, unable (0 see the patterns of health problems in
a particular community, but asking for the smallest diagnostic test for
an untreatable condition.

Who is at fault? The student or the education system? or both? Both,
probably, but the responsibility of this sorry state of affairs rests solely
on the system of medical education for not recognising the fact that it
takes more 10 (raining a basic doctor than rural medical col-
leges sophisticated competitive tests, large departments of PSM and
Six months internship at PHCs. Even when the need for change is
recognised, what is ultimately affected is a single coat of thin
whitewash.

Ifeducation is considered to be a process of imparting to an individual
Lraining necessary (o fulfil a specific social role, then any change in the
system of education necessarily presumes a changed social role and
social set-up. This premise is forgotten and this leads to an idealised
process of education which has time and again proved disastrous,
Conscious realisation of this premise is missing from the existin g Sys-
tem and thus, any change made ieads to a result directly opposite 1o
the professed objectives . This has been the experience of several ex-
periments carried out in the name of producing alternate rural and
community-oriented doctors,

The existing systems and the alternatives tried out so far have ignored
the fact that the social role which the basic doctor is to fulfil presup-
poses a valuc system radically different from that of the existing
profit-making and elitist medical profession. Factors other than form
and content of the curriculum, location of the college....etc., have a
determining influence upon the trainee-doctor's values and attitudes,
Thus, while considering any changes in the system of medical educa-
tion the following crucial questions must be settled before changing
the curriculum:
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1) What will be the socia! milieu of the area and the place where the
basic doctor (Primary Health Care Planner as s/he should be more
appropriately called) would subsequently work?

2) What would be his/her exact role and what are the objectives of
his/her education?

3) What should be the criteria of selection of the students?

4) What should be the nature of the training set-up and the orienta-
tion of resource personnel?

Let us now see how the present system is al fault in case of these pre-
requisites and what is the allernative to it.

Social Context

Majority of medical students have flocked to the medical colleges be-
cause today the medical profession is a prosperous one. However,
many medical students at the time of graduation may have a correct
attitude towards health care: preventive and community-orientation,
understanding of common-ilinesses, the human aspects, but his/her
entry into the centralized, ¢urative and individual oriented hospital
system slowly rubs off his/her right orientation and makes him/her
Into what s/he has become 10- day,

On the other hand a perfect alternate curriculum may produce an ex-
celient basic doctor but s/he will soon become frustrated and cynical if
not given a working environment where s/he is able 10 fruitfully apply
the skills acquired. In that case, s/he would have been trained for a
non-existent, aliernate social set- up.

On both these counts, the existing system as well as the previous at-
tempts to change it have failed. There has not been any fundamental
change in the existing PHC set-up where the basic-doctor is expected
to wdrk. It still works basically as a rural dispensary-cum-government
health-office. 1t still remains hierarchical with the medical officer as
the "boss’ and the auxiliaries as his subordinates. The PHC too, in
turn, is subordinated to the District Health Office, blindly carrying
out its orders, leaving little initiative in the hands of the medical- of-
ficer, of planning for interventions in any community health problem.
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Thus the only activity initiated at the PHC leve| is curative, which is no
different from any private or public hospital or dispensary. Lack of an
Opportunity Lo initiate community oriented activities results in even
the most sincere basic doctor becoming indifferent at first and later
s/he accepts the existing values of elitism and profiteering that charac-
terise the profession. Moreover, lack of a democratic mode of
functioning and an inegalitarian structure at all levels, makes him/her
behave in a similar fashion towards people in general,

Secondly, and more importantly, the present medical education con-
siders health problems in isolation from the total socioeconomic and
political reality, It claims by implication that the health status of the
peaple can be improved by medical interventions without prior im-
provement in their socioecanomic status. It has been shown convine-
ingly that in Europe and in India too, the health status of the people
has improved subsequent 10 improvement in their living conditions,
and not by medical interventions alone. Even in India, some of the
doctors working towards change in the health status of the people
Were actively associated with the independence movement which was
directed towards a fundamental political change. Thus any attempts
10 place health interventions in isolation from a socioeconomic and
political change are bound to be frustrate, -

Given this background, it is necessary for the basic doctor to possess
anelementary knowledge of the socioeconomic reality of the area and
1o be associated with forces of democratic and egalitarian changes in
the socioeconomic status of the People, in order 10 be really effective
and relévant. Not only is this point neglected at pr::sem, but students
and doctors are actively discouraged to think about and intervene in
these non-medical

processes,

Roles and Objectives

Although, the definition of a basic doctor mentioned earlier does in-
clude the role of such a doctor, but in very vague terms. The concept
of what role in concrete terms such a doctor would play is not at all
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¢lear. In practice though, the training is imparted keeping his/her fu-
ture role as a specialist or at least, that of a pure ¢linician.

+ Given the health needs of the people, the primary role of the basic

doctor would be to plan and carry out health interventions for 10,000
people residing in a well-defined area 10 be executed through a team
ofdoctors, CHVs and paramedics, Failure of defining the role in such
clear-cul terms has resulted in failure in setting clear and relevant ob-
jectives of the medical education ar present. In practice again, the only
objective of the existing system seems 1o provide humanpower 1o the
fast expanding business of medicare.

Training of basic doctors with the above roje inmind would require to
set objectives such that s/he acquires the following skills:

1) Understanding the social and political reality of the area in par-
ticular and society in general, At present, as pointed out earlier, this
aspect is positively discouraged by the whole culture of the medical
college and the education system. The doctors remain totally
alienated from the conerete lives of the people who they are supposed
to care for.

2) Arriving at a community diagnosis of health problems. This would
require a variety of clinical and non-clinical skills like screening
methods, sampling and surveying techniques and statistics. At
present the teaching of non-basic clinical facts and skills like iden-
tification of fourth heart sound receive priority over teaching of basic
non-clinical skills, for example, how to formulate a questionnaire fora
health-survey which is essential for arriving at a community diagnosis.
3) Training community level workers and paramedics, This would re-
quire simple skill in communications-ability 10 hold seminars and
group discussions..etc,

4)Planning education programme for public at large on public health
problems and other health issues. Presently, this role of doctor as a
teacher is entirely neglected even though the CHV- scheme under
which the CHVs are trained at the PHC, is around six years old.

5) Clinically diagnosing common diseases prevalent in theéir area with
the help minimum investigations and treating them.
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6) Managing cfficiently a small health centre. Book-keeping, and
storekeeping techniques and administrative procedures are some of
the skills without which s/he will not be able to carry out the role of a
planner.

7) Carrying out simple community based research. At presept, it isim-
pressed upon the student during his/her medical training that re-
search is 10 be carried on only in institutions with sophisticated
equipment and/or obscure, highly specialised themes by persons spe-
cially trained for the purpose. This results in research remaining ir-
relevant (o the needs of the majority and becomes a monopoly of a
privileged few. It also results in the neglect of community health
aspects of various health problems.

Atthe end of the training s/he should have internalised the "multidis-
ciplinary” nature of the health problems and the “collective” nature
of their solutions, thus leading to de- emphasising his/her role as a
leader at the top rather than as a member of the team. "The existing
set-up fosters a value system which makeés the doctor either a func-
tionary carrying out a ‘job’ or a ‘Godman’ bringing about miracle
cures in individual patients,

Criteria For Selection

Several years of experiments with selection criteria and procedures
have not solved the basic problems with the existing system of medical
education : the alienation of the doctors from the people and their ir-
relevance 10 the health needs of the majority. On the other hand, the
sophisticated competitive Lests, selection on the basis ol high percent-
age of marks at the qualifying examinations has reinforced the
medicos’ belief in their superior status.

All this sophistication in selection procedures overlook certain fun-
damental issues:

1.Almost all the candidates belong to high castes, upper- middle and
middie classes of urban origin, whose values and culture are quite dif-
ferent from those of the majority of our people- the lower and middle
castes, working-classes, and people of rural origin, and who are also
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looked down upon by the former. When such a person goes to the
PHC, s/he seen either as a distant God or as an alien enemy by the
people with the consequence that his/her role as a basic doctor is to-
tally negated. Generally, such students uncritically swallow the ex-
planations doled out for the extreme paverty in the country, Sth as
‘population explosion’, ‘to0 much drunkenness’, ‘no habit qf
saving'...etc. Thus the social background of the st udent playsa crucsgl
part in determining his/her attitude towards pcu_plc and their
problems. A person is less likely to imbibe such unsympathetic at-
titudes uncritically.

2.Al present, the minimum education qualification for getting admis-
sison 1o a medical college is completion of two years of junior college.
In the circumstance, where only a small percentage of people, mostly
male, of higher castes and upper or upper- middie class can afford to
enter colleges, keeping such a high educational qualification as a
criterion of selection discriminates against women, lower casies and
working-classes, who are more likely (0 possess the right attitude ac-
cording 10 the above criteria. Thus, the minimum qualilication neces-
sary should be no more than the school-final to ensure a minimum
knowledge of basic science and @ minimum intellectual discipline.
3.Al present, though tests of questionable validity like intelligence
tests are carried out, no attempt is made (o assess the motivation and
attitudes of the candidate, which would later determine his/her ability
1o fulfil the role of a basic doctor. Although they are difficult to judge,
scientific methods 1o evaluate them can be found out.

With the help of these scientific methods, the community from which
s/he comes can decide about the student’s attitude.

At present, criteria like intelligence-tests and high educational
gualifications have become unchangeable gospel truths, thus denying
an otherwise suitable candidate the opportunity to train himsel{/her-
self as a basic doctor. The criteria should be considered in total and
should be flexible. Any absolutisation of one or the other criterion
would defeat the very purpose of training a basic-doctor.
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Training Centre

The basic-doctor is supposed to be trained as a part of the complex of
primary health centres, Keeping this in view. the present training
centres-the medical colleges with large urban- based hospital wards
and OPDs, sophisticated diagnostic instruments and treatment
facilities are totally out of tune with the culture and conditions of a
PHC. Astudent used 10 Studying in such a place can't and doesn't find
his/er bearings in the rural based, poorly equipped, small PHC.
Moreover, the problems seen commonly in the wards of a teaching
hospital at present may be quite rare in the community. Thus a dis-
torted answer and wrong health profile is presented 10 the trainee.
Also, the centralised Set-up of medical training discourages the stu-
dents to look for other avenues of obtaining knowledge. In the field.
when faced with a difficult problem, s/he feels lost without the support
of the medical college, being unable to turn to other sources,

Lastly, one of the major drawbacks of the existing training setup is
that despite large PSM departments, because of the Very nature of
the set-up, the community health aspect of a health problem is a
never emphasised. Community health is taught as a separate subject,
but does not form an integral part of the teaching of medicine,
surgery, paediatrics...cic.

Ifthe basic doctor isto be really relevant to the actual health problems
of the community, the training place should be a community health
project attached to a referral centre not larger than a district hospital.
A large part of the training should be imparted at the actual field
levels i.e. at the level of PHC and sub-centres so that the trainee is
able to study the problem in its 1otal tontext as it exists in the com-
munity, Atall the levels the problems must be taughr with the com-
munity health aspect receiving importance,

Selection Of Teachers

In the existing medical education System what is true for the selection
of students is also true for the selection of the teachers, Many of the
teachers are excellent clinicians (or even bad ones but primarily
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clinicians, never the less) individual and disease nncpt'cc_l. m.n cgn:-
munity and patient oriented, Their value s;,vs_h':rm‘-T motw‘flm‘ns in h‘a;r—
titudes are never considered while appointing him/her as a t?-dlc :
His/her ability at community diagnosis nor his/her lcacpmg skills arf;'
criteria for his/her selection. In which casc, what better can Dnc exp'cc
from the existing medical colleges other than Lo turn oul privale prac-
tice and/or specialisation oriented, misanthropes? .
/ith all these disqualifications, the teacher remains above evalu.liuor;
and criticism by the students, thus missing an cxcclh.:nl n‘ppnrlum.li.}; 0
self-improvement and imparting to the students a »crm; of hUF‘!"IiI v
In summary, the existing medical education starts with _unmonvtﬂ}d
students, elitist clinicians in a big hospital setting, and \&‘llh(?ut a ]L.I;.zsr
objective of what type of doctor is o be created, A wrong ?tarl _tjmﬁ
toa wrongresult. Unless these basic faults related 1o 1hf: pr(.rcqulih L
of medical education are remedied nulamoum of r:han‘gcsl'- in other
aspects of medical- education would bring the desired result.
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Medicat graduates in deve

Sttutions which have been

They use developed country textbooks and take developed country
exams. The doctors thar emerge are fitted 10 practice urban medicine
with immediate aceess 10 a farge hospital, Such medicine is largely ir-
rlcl_uvam to the health prablems of the rural POpulations and 10 llfmc
living in uraban slums, |

— Earthscan, 1978.
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CRITIQUE OF THE EXISTING
METHODOLOGY FOR TRAINING OF
MEDICAL STUDENTS

K.J. Nunavati und N.C. Pandya

Methodology puts concepts into practice. Both the concepts and
methedology should be sound as they are closely inter-related.
Guidelines about the methodology 1o be adopted in medical leaching
arc provided in the recommendations of the Medical Council of India
and the curricula of the U niversity. But there are several problems.
One, they are of a general nature. Secondly, they are not shown 1o all
the teachers nor the teachers care (o see them. Systematic discussions
On-and periodic review of met hodology in medical colleges is hardly
done,
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i ted at
The decisions and plans about methodology of lram:ng I'onn!l.:la:mplc-
the top level by politicians and admintslra:qrs are ultimate '};ions #
mented by the teachers. The prevailing sacm-gullural condw; i
top-down decision making and the undemocratic mluer?; e
m&cly prevent newer developments of methodology o ; -
;\n attempt is made in this paper to outline our_r.'i_'lncal ohcd.'hcrv:;nm‘c
after reviewing the existing methodology of training an !
alue system, :
quent value sy ! il
1. Lack of proper direction of deveiopment anld a oc?mm;n::umm rﬁ:g
h;:tlwccn adminisiration and teachers :"IT?cre Isno olrn;mr i
training programme for teachers in medical mlt::gc:.;juaw g
: duig DSL-gra
ities evaluate dergraduate or post-g
abilities evaluaied at un Ok ad . 42
Ingndh[ ast 1wo years of post- graduate training in {htrgrrciid
ons, Las A " . 5
:'::-ildcncy programme are considered as_[cach_mg LKPC\'ICI:C:; . .;xdo
'r;!d\.I:IIL‘S Either they don't teach during this period, o :
8 5 B 9e)
. . . .d. ‘
they are not supervise . . .
l -lhc absence of any definite orientation the 1L.ICh'LI' !Fa‘;)(;:king,
nn /h r:mn waty, This would depend on his/her own n:rc.nm..[ e
1s/he V. : : b
ability and will to communicate, his/her own ea:.m:giri ek
fom » departmental traditions where he/she is
from the seniors, the deps i o
Ing, motvation with which he/she becomes a teache -.. -y
‘l':uchmu in medical institutes assumes the form of wm;.r\ i
d‘;mm;lcul'ur rhythm! All good doctors are not good teachers &
hwe H ) 3 :
=achers are not good doctors! L . ‘
S Py Teaching Programmes: These include
2. A Lack of Stimulation in IL.uhip_., i il
rr’ldnu mal didacuc lectures with ur“-ilhuulm_}k:n. au ihn .I o
pl:'lcllasis casc demansirations, scmmng wurh urh\:;:;!h:";cmws :
‘ ” 2le. Merits and demerits of eac .
active participation ele. Merits an oy et
.r:t?f\';gdthc »r:mpc ol this paper. On the whn!l.. wrczpectl :u i
mgllhuJ It 18 our experience that we are breeding me ;:.)::nzs e
crc'nwc.lhmking. 1ail 10 show the vastness apd L;}-mui;mcmory i
i e E Srpetuate the tyrannic roie
subject of medicine and perpe : i
Ihcjc training programmes which bccome‘ P’?jr'mi(:;?;e b
Ilu;:nuswcral.bn':rimiurlimc. Decper understanding
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is relevance 1o Our country’s health problems and SOCI0-Ceconomic
Situations are hardly emphasiseq (though the ¢y rriculum does),
A Dverlappmg of examination and pre-examination time {(during
which the studens generally don't artend clinical 1erms ang theory
classes of medicine, surgery and Eynaecology and obsterrics ) of Ind
th clinical terms of clinical subjects is g regular feature in
' raining remains Very poor Specially if
teular time belong 1o subjects Jike
B psychiatry, ete., for Which the period of
POSUNg is as short as 15 days 1o one month in the whole Span of three
years of clinieal teaching,
4, Disharmuny in teaching of various subjects: Each deparimen of
teaching hospitals has become a separate Compartment at least in the
hing. (‘.onhnuiiy in the study of the subject is not main-
morning the students attend a clinical term, then s/he
dtrends theory lectures onadifferent subject and Pertorms practicals
in the afternoon 0n a different lopic.
Altempts of integrated teaching (anatomy, physiology, pathology,
medicine, surgery and pharm.'imfngy of a given disease being taught
simultaneousty In & single session) are Very primitive,
A programme under the name of integrated teachin & was started in
the early sixties in afew medical colleges of Gy jarat. Awareness about
the importance of integrating community medicine teaching also
brought about inclusion of Community medicine teacher in the
Programme. But in these Programmes also each Specialist discusses
the topicin hismer own rigid stereotyped framework and the disezse
or the paticnts with the disease are NOLseen within the 1o perspec-
tive. For exampie, the chnical teacher himself/herself has no orientsg-
Hon or connection With the utility of community medicine! Hence,
there is no real integration in teaching or in learning,
Secondly, there 4r¢ many clinical topics discussed in the subjects of
anatomy and physiology. These are taught in the form of theory fec-
tures by teachers and are crammed by students without proper un-
derstanding. This leaching is ineffective and it consumes g Jor oftime
and energy since the Same topics have 1o pe taught again when the
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students come to the clinical side. Even pathology and pharmacology
are taught in the same way in spite of the fact that the students are
really on the clinical side at that time. Such a situation calls for an in-
tegrated teaching system.

5. Hospital based teaching: Most of the clinical and paraclinical teach-
ing is in the hospitals and on the indoor cases which are not so com-
mon in general practice. From amongst these indoor patients, the
teacher is proud of and prefers to select the patients with less com-
mon ailments like hemiplegia, paraplegias, cardiac murmaurs, huge
splenomegaly, jaundice etc., rather than patients with enteric fever,
malaria, viral hepatitis, chronic bronchitis etc., which are also avail-
able in the teaching hospital wards (thanks to the poor development
of the referral system and PHCs)!

Even after selecting uncommon problems, there is a temptation 10
emphasise (and create a halo around us) the rareaspects of that prob-
lemwhich may not have a significant relation to ¢ither the practice or
to the broad understanding of the subject. For example (continuing
the afore-mentioned selection of cases), we the medical teachers dis-
cuss more of the various syndromes with foreign names (no grudge
against ‘foreign’ please !), refined procedures of angiography, scan-
ning, cardiac catheterisation, echocardiography, (E.C.G. is getting
‘old’), leukacmia, latest haematologic technigue, hacmolytic jaundice
€1C., on these cases as compared 1o the discusgion on immediate and
long term care of hemiplegias and paraplegias, cheaper and effective
treatment of sore throat 1o prevent rheumatic fever and consequent
valvular lesions, abuse of drugs in all of these cases, viral hepatitis eic.,
which could very well be discussed on the same cases,

Outdoor departments in teaching hospitals provide more oppor-
tunities to teach commoner problems; but the teaching in the out-
doors is neglected in most of the teaching hospitals. Even if some
teaching time is available, it is spent on teaching the indoor group of
cases attending the outdoors! A different dimension of teaching
medicine in ouidoor is neither appreciated nor exploited hy medical
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Some artempts are being made to reduce the hospital based‘teaching
and 1o begin community based teaching. This is only a physical
change! Essentizlly it continues 10 be a hospital based -and biased-
teaching being taught ifat all, in a rural or a slum set up. We only take
munjature teaching hospitals to the community, There s no com-
munity orientation in these programmes in terms of the hours of visit,
types of doctors manning the programme, commitment of medicos
and paramedics, diagnostic and therapeutic approach to the illnesses
prevalent etc.. Neither are the students taught the realities in the rural
areas nor are they encouraged 10 find solutions (o these problems.
The only idea - an erroneous one - they get is, perhaps, that medicine
cannot be practiced scientifically among our ignorant and poor
crowds!
6. A newer programme or a new subject of teaching is almost always
anaddition to the already existing teaching programme. For example,
Biochemistry, community medicine, pacediatrics, ophthalmology are
added as new separate subjects with a [ull question paper at examina-
tion over and above the subjects general medicine, general surgery
and obstetrics - gynaecology. There have been recommendations to
include some aspects of administration, economics ete. New addi-
tions, without curtailing unnecessary existing “portions of syllabus
would become burdensome.
7. Examination oriented approach: Our education system in general
trains the studenis (right from K.G.) for examinations - learning the
subject is a by product of that process. By and large what is evaluated
is the ability 10 memorise (or mesmerise 7 ). This trend is reflected in
medical education also. Standards and level of examinations are far
below the desired ones due to well known reasons; hence, even the ex-
amination has ceased to be a motivational factor for good study.
Examination, one of the possible tools of education, has assumed im-
portance of such an immense proportion that some people have
started recommending changes in the examination system with a view
1o initiate reform in medical education. They perhaps fail 1o realise
that the same teachers are going 1o be the examiners.Reforms in the
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cxamination system without simultaneously changing the orientation
of teaching is therelore bound (o be ineffective.

8. Assigning responsible work to students: Learning through sharing
respansibility is an effective means of education which has not been
applied in our methodology of iraining and therefore, there is no
sense of involvement amongst the students. Without this, education
has become a passive process.

9. Students are not inspired and encouraged to artend the ward work
even during the routine fixed three hours of ¢linical teaching - not 1o
talk of their involvement or even attendance in ward work beyond
these three hours, Utility of ward work or attending emergencies can
hardly be over emphasised.

10. Language of instruction has been a great source of heated
debates. In medical education, we think, it poses some problem only
atthe beginning. Superiority of learning in the mother tongue can not
be underemphasised. But, the issue is so complex that [ would only
say that this problem would not be on @ high priority on our scale as
far as the MBBS course is concerned.

11. Lack of an evaluation system for methodology, absence of clear
guidelines about methodology, poor dialogue between ad-
ministrators and (eachers, teachers and teachers, teachers and stu-
dents, health services and medical education departments as well as
the serviee conditions (promotions, transfers, facilities of accom-
maodation and transport) of teachers are also important factors
having a significant bearing on the methodology of training in medical
education,

Having reviewed the salient features of the methodology of training,
we would like o point out the value systems generated by (or is it just
the reverse) the existing methodology.

1) Technical social hicrarchies -
a) It starts with a super specialist, the general specialist, gencral prac-
titioner (MBS, of course !),paramedics and then the poor patient !
Practitioners of other pathies are all “quacks™

e a1
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b) There is another informal hierarchy in medical colleges also viz.
clinical teachers, pre and paraclinical teachers and then the teachers
of community medicine.
€) Formal hierarchy of the institutional set up is obviously there.
There are many sub-divisions of each of these categories. In every
hierarchy each one looks down or has a grudge towards lhg mh_er and
students learn this and perpetuate this. The subjects are given impor-
tance by the students according to these patterns of hierarchy.
2) Dichotomous thinking about “theory™ and “practical” has grown
to enormous and equally erroneocus proportions. Lack of knowledge
has come to be identified (and dignified) as “practical”. It is often
heard, “He is a good clinician though he is poor in theory”. One knows
what it means! How can one be sound in theory without being sound
in practical or vice-versa ? But this dichotomous thinking r!as reached
a dangerous level diverting the students from acquiring proper
knowledge and skills.
3) Attitude of discouraging “bookworms” (students who might be
studying regularly and sincerely) by passing adverse mmm'ents apd
remarks and that of taking pride in passing the examinations with
eleventh hour preparations,
4) Competition for entry into medical career is so fierce that the stu-
dents struggle very hard for scoring good marks and undergo a lot pf
tension, Hence, admission in a medical college has become the goal in
itself - once you are in, you are going to become a doctor! This may be
one of the reasons for the slackness observed amongst the students,
5) Our system of education as a whole tends to inhibit creativity and
originality. It inculcates an attitude of studying only under the com-
pulsion of examinations and that of forgetting the subject aljter pass-
ing the examination. The same attitudes, more devastatingly the
latter, continues even after joining a technical course like medicine.
6) No systematic knowledge is given about the health care delivery
systems or institutes. On the contrary remarks are constantly r_nadc.
comparing the system or institules in our country o 1_hosc in thc
developed countries. No attempt is made to discuss the differences in
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the socio-economic and cultural constraints under which our system
works. As a result, there s a feeling that due 1o inadequacies in the
technology available in the country we can’t practice “ideal” medicine.
And this acts as a justification for practicing and promoting unscien-
tific medicine!

7) Values of industrialisation and urbanisation have not stayed away
from the field of medicine. Pair for a refined and soft life, superiority
of “intellectual™ work over “physical” work overdependence on tech-

nology, individual freedom and growth without due consideration of
athers, super specialisation isolating one from general affairs are
some of the symbolic expressions of the rapidly growing process of in-
dustrialisation.

‘Toconclude, there are many loopholes in the existing methodology of
training including the value system that it breeds in the culture of
medical schools. Proper training of the teachers (like B.Ed.?), and
restructuring of various departments are the measures urgently
needed in order to bring about a meaningful integrated, need
oriented teaching with creation of the same doctor as an objective.
Further, introduction of periodic evaluation and review of syllabus
and methodology, continuing education of the teachers elc., would
helpin ﬁllmg up the loopholesin the existing mode of teaching. Ex-
periments in educational methods, like joint training of paramedics
and medical students, general preventive and curative clinics etc.)
must precede any large scale changes in the methodology if they are
10 be relevant and long lasting.

o

4

TEACHING OF COMMUNITY MEDICINE
A Critique And A Few Suggestions

Anil Patel and Ashvin Patel

One of the criticisms mic faces is that it is always criticising and there
have not been enough constructive suggestions, Hopefully the 10th
annual meet of mic at Calcutta will help correct this impression.

A Clarification on Use of Terms

At the very beginning we would like to clarify that the terms ‘com-
munity health’ and ‘community medicine” have been rather loosely
used in the sense that they are both interchangeable. They both may
have different shades of meaning in different contexts, but for our ar-
gument, we would like to skirt the whole debate on the precise defini-
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tion of the terms ‘community health’ vs. ‘community medicine” simply
because they serve no purpose other than diverting the attention
from much more crucial and difficult problems.

What is Community Ilealth? : A Problem and Its Scope

A friend, final year medical student, fine fellow, sensitive, intelligent,
concerned, and eager 1o know about the wrongs in existing health sys-
tem once asked “but what is community health? how does one
‘practice’ it? [ can understand and make clinical diagnosis but how can
[ make ‘community diagnosis’ or how can [ ‘do’ community - treat-
ment?”

This note keeps these and similar questions and similar medicos in
mind whose concern for social ills is beyond question, who are not
self-seckers or purely career-oniented. They are not blind 10 problems
of neglected, explotted unorganised poor people. These questions
have to do with teaching of community medicine in the medical col-
leges in our country today. Before we go further we must stress one
point that it is not and can not be a tharough-going, fully-developed
argument. The teaching of community health is too vast and compli-
cated a problem to be dealt with full justice by a small group like us
with a limited experience in community health.

Hold of Traditional Medical Education on Its Critics

We start with the very choice in this meet of teaching of community
medicine as one of the subjects in medical education. This is a mistake
in our opinion and reflects the strong hold the orthodox and tradition-
al mode of teaching health sciences still has on our minds despite our
vast valiant efforts to throw away the hidden assumptions and
theories of teaching health sciences in traditional ways.

Another aspect of the same phenomenon of the hold of traditional
mode of medical education on our minds is 10 be seen in the fairly
widespread belief even amongst the critics of medical education that
a number of progressive changes have been made in the series of
recommendations made by various high level committees on medical
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education since independence. The enitics feel that atleast part of the
problem can be solved by implementing the progressive changes
honestly and sincerely, We believe that far from being progressive,
they dre merely cosmetic changes. They do not pravide for any
progress in medical education.

In the traditional way of teaching, the science of health has been
hrokendown intoa series of rigid pigeon-holes (e.g. anatomy, physial-
gy, pathology, medicine, surgery, abstetrics and gynaecology, com-
munity medicine ....etc.) precluding almost any interaction among
them. The organic umity of all disciplines in the context of their ap-
plication in practice is disrupted mindlessly for all practical purposes.
A sort of divisions of disciplings is necessary on practical grounds only,
but when community medicine is included as one among many sub-
jects Lo be learnt, the situation begins 1o approach absurdity. A couple
of years ago a well-known community health worker in India made a
very significant observation, that creation of Departments of Preven-
tive and Social Medicine and subsequent separation of subject of
PSM in the medical colleges (progressive change) had dealt a severe
blow 10 the development of the concept of teaching and practice of
community medicine. Now since the departments of PSM were there,
it was their sole responsibility to teach community medicine, other
departments could carry on as they liked! The harmful harvests of
such thoughtless and shortsighted decisions are being reaped now.
‘I'ne notion of community medicing as a separate subject has its roots
in the way the problem of dealing with ill health has been posed. This
particular way of posing a problem generates other assumptions,
theories and action prugrammes which ultimately mould ideas of
both supporters and critics of existing medical education! Of course,
the interests of various power centres in the society do influence and
mould a particular form of medical education; but clearly this is not
an adequate explanation, because it stll leaves open the interesting
problem of explaining criticism of a segment of critics whose align-
ment with the power structure is unthinkable, voiced within the same
framework which is a problematic essentially because il poses the
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problem in one way and not in another way. The critics must chal-
lenge the way the problem is posed.

Problem Posing (of 11l Health) - The Traditional Way

Traditional medical education largely seeks to equip students to deal
with an individual patient who comes to the doctor for help. Virtually
the entire medical education starting from anatomy, physiology
through pathology and pharmacology 1o individual clinical subjecis is
geared towards an individual who perceives iliness and secks help
from a doctor at a pre-decided place called dispensary or hospital
(here again mostly hospital).
Of course, what can be called basic sciences like physiology, bacteriol-
ogy, pathology, biochemistry, parasitology, immunology, pharmacol-
ogy ... et¢, in their usual settings outside the world of medical - colleges
donot operate on such a narrow base and in such a disjointed manner
asthey do in medical colleges. Their stupendous growth has been pos-
sible in the first place because they have successfully blended study on
populations with study on individuals. One without the other is, of
course, impossible. The pundits of medical education seem 10 have
achieved impaossible 1o wit, sever the individual from his social, physi-
cal and hiological settings !! Alas ! The interpenetrating reality is no
respector of such arbitrary human divisions! In this framework ill-
health is seen in a person in the hospital ward. His body and his blood,
heart, liver; lungs, intestines, brain, stool and urine only brought
under incredibly deep serotiny. This narrow focus, unfortunately the
only focus, on an individual and his bodily functions keeps out this
person s a member of his family, of much larger social groups to
which he belongs through kinship. residence, occupation, religion,
beliefs ... etc. and his conditions of life, his work, his economic and so-
cial placement and culture, his physical and biological environment.
Fhe whole education is a gigantic exercise in bedside pathology and
therapeutic methods. The discase in a person who presents himself (a
a doctor in hospital is more often than not a tail end of the entire dis-
ease process in an individual. Natural history of the diseases in in-
dividuals has no place. Some of the
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sciences and so-called clinical subjects. At this stage, we would like to
louch yet another controversy in the current debate on medical
education: whether the basic sciences should be taught at all? If yes,
what; how much; and at what stage? In our opinion it would be noth-
ing less than a monumental blunder to do away with the teaching of
basic sciences. We also express our deep reservations about the ten-
dencies to suggest deep and extensive cuts in the basic sciences on
very superficial grounds of their supposedly limited utility in actual
practice, Community health must remain rigorously scientific. The
deep nsight they have developed in the life processes are vital for the
development and growth of community health. Although we are
proposing that basic sciences must be taught within the framework of
community health, we hasten to add that we do not know enough to
suggest the precise manner in which this can be achieved. Qurs is an
attempt to establish a proximate principle; the detailed working-out
will call for much larger efforts by people of various skills, experiences
and background.

Another major consequence that follows from our main thesis that ill
health of man in society and not ill health of man in the hospital ward
should be the focus of medical education, is what are the health
problems medical education should be focusing on ?

This point is of crucial importance if the foregoing argument is 10
retain its validity and sharpness, Indeed, without the unambiguous

answers 10 these questions, the thesis we have proposed can be

twisted 10 serve more or less the current model of medical education.

Disingenuous interpretations may be attached 10 it 10 mean:

whosoever comes in the hospital his/er social setting will be taken

in10 account, succegding thereby in retaining more or less intact the

present model of medical education. Paler versions of such ‘society-

oriented’ teaching programmes (progressive ?) are 1o be seen in

today’s family visits or integrated clinics (a teaching session in the

wards jointly conducted by a stalf member each from clinical

medicine and PSM). A selection of a case in this exercise is a function

in the first place of selection of patients for admission which has little

relation to the health problems prevalent in society.

46

TEACHING OF COMMUNITY MEDICINE

To avoid such deceptions, we should say a little more precisely, it is
not ‘man in society’ in the hospital who moves under the focus of
medical education rather the focus of medical education now moves
out of the hospital to be trained on ‘man in society’.

Selection for medical education of health problems in society ShOI.!ld
naturally depend on society’s experience of most common and sig-
nificant disorders which cause most mortalities, suffering agd dis-
abilities. Selection of such problems not always easy- even if we ignore
the pulls and pushes exerted by the powerful in society. Some give a_md
take is always inevitable. Even so what goes on in today’s medical
education is so out of piace, so other worldly (we mean the worlds of
the rich and powerful in the cities of India, USA & UK), so unrelated
10 India’s major health problems that it cannot be criticised enough.
The actual regulative principle which guides the design ufcun:riculum
is completely at variance with this regulative principle to wl:mh most
of those who are somebody in medical education pay a lip service
only.

Let us try Lo take a stock of the health situation in India and see how
medical education measures up 1o serve il

Mortality is heavily coneentrated in young age groups. 45 to 50% of
total mortality occurs in children below 5 years of age who constitute
15 to 18% of the total population. Of these deaths more than 0%
deaths are preventable,and should be prevented eventually. In any
developed country children below S years contribute less than 1% of
the total deaths. Comparatively a high proportion of death rate is
found to be concentrated in the elderly population (more than 65
years), What is more, very little can be done to prevent these deaths,
or to prolong life very substantially.

Deaths associated with pregnancy in our country are atieast 20 10 30
times more than in well-developed countries. Again as large as 95%
of these deaths can be prevented by intelligent human intervention.
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Why these preventable deaths occur 2

The most important causes of infant deaths (deaths below 1 year) are:
(1) complex interplay of Protein-Energy-Malnutrition (PEM) and
most common infections like diarrhoes, respiratory infections, and
skin infections, and (2) habies born with low birth weight (lessthan 2.5
kg.) which is substantially a function of material malnutrition (PEM).
Deaths in children (1105 year) which are 50 to 60 times more com-
mon than in a well-developed country is almost exclusively a function
of common infections and PEM.

High maternal mortality is again a function of iron deficiency anaemia
(which is almost universal), PEM, infections after delivery and inade-
Quate monitoring and care during pregnancy and labour,

Hundreds of thousands of children lose their vision due to Vitamin A
deficiency. Communicable diseases like gastroenteritis, pleumonias,
scabies, malaria, T.B., leprosy, measles, and many others continue to
play havoc in the community without meeting any significant resis-
tance or fight. The list of the problems can be made much longer than
this, but suffice it to say that most mortalities and morbidities are due
to either deficiency diseases or infectious diseases or both. Many fair-
minded people might think that we are stretehing our argument (oo
far. They might argue that many progressive changes have been intro-
duced - more rural orientation, more about common diseases elc..
We would like to assure them again that it is not so,

Several years after smallpox has been eradicated from India, one
wonders how many medical students or for that matter members of
the teaching staff, except perhaps members from PSM Departments,
know the most outstanding elements of stralegy and rationale of it
which achieved such amazing results. A pretty dangerous disease was
conquered (without any active involvement of medical colleges) and
we have taken no note of it. The history of malaria eradication is even
more instractive. The ambitious grand strategy was based on one of
the finest cpidemiological models man has developed of infectious
discases. Superb organisational efforts went into it. Fine statistical
and epidemiological 1ools were developed to implement the strategy.
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It reached a dizzy height of suecess and then came tumbling down,
Why it achieved what it did? And why did it fail? While this great
drama was being played out in the five lukh and sevenly five thousand
villages, batches atter batches of medical students were gongthrough
the mation of medical education without much # do about malaria
epidemiology and the sirategy. And this is not merely @ question of
teaching malaria. Full 10 years after the clegant model of maluria
epidemiology was perfected and the grand strategy 1o eradicate it was
preced together; the expert commitiees one after another were
recommending ‘progressive changes' in medical education 10 make it
MOre responsive 1o social needs, taking not so much g note of malaria
epidemiology and eradication strategy. As we shall see presently the
teaching of sound epidemiology is fundamental 10 teaching of com-
munity health. Malaria epidemiology and use of epidemiological and
statistieal 1ools i the eradication Strategy could have provided a
SMpong base dnd an impetus o the robust teaching of community
health 1o medical students, but it seems nothing was further from the
minds of these experts than this relationship. “The result wis loss of a
great opportumty on the one hand and adding trivial notions in medi-
cal education, on the other hand. Those who are still convinced about
‘the progressive changes' should ask one question 1o themselyes:
what welght is given 1o these chunges in the examinations both writien
und oral?

Medical cducation in U.S. puts Ischemic Disease of Heart (1H1D) on
a priority list, o does (almost) our own medical education, IHIY s the
2nd most prevalent disease in U.S., first heing hypertension. [HD is
the number one killer in the US. In the US infant mortality is 7 times
fess thitn in Indtia. “There are not any relinble studies in India 1o give s
relisble prevaience rate of HHD; but it is almost certaim: thit
prevalence is bound to be much lower than two percent found in US
because of the simple reason that the proportion of adult population
atrisk in India is so much lower than in the US. Also most of the adult
population which lives in the rural areas is (0o poor, and oo hard
working 1o carry the load of risk factors which the US adult popula-
ton carries. The contribution that 1HD could be making 1o ital mor-
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tality in India is bound to be infinitesimal. In any well- developed
country where infant mortality is approaching 10/1000, in a popula-
tion of the size of Gujarat there would be less than 10 deaths in infants
because of diarrhoea every year; where as in Gujarat where infant
mortality is much more than 100/1000 the total number of deaths in
infants every year because of diarrhoea is expected (o be 60,000 !!
(based on B. Nicholas and H.Soriano in The American Journal of
Clinical Nutrition 30: September 1977). Another false notion which
has gone round in recent years and this time mainly from the critics of
the health system is that most prevalent diseases in India are simple. If
there was a case of more simplification than is possible or necessary
this is the one. This injurious beliel we suspect is even shared by the
medical establishment. The dangers of such beliefs are clear. They
may well lead 10 a kind of smugness and complacency in which it is not
considered necessary o understand thoroughly the dynamics of dis-
eases most prevalent in the society. This undertaking can be as trying
as - if noL more - the one that has to be undertaken to understand the
diseases which dominate western medical education as well as ours,
This argument is not to be interpreted to mean that the study of
degenerative and neoplastic diseases is 10 be completely removed
from the medical curriculum; it is to argue only that sense of propo-
tion is needed. In this connection let us stress again that basic sciences
are as hasic 1o understanding our diseases as they are in degenerative
and neoplastic diseases. Protagonists of their drastic curtailment must
pause and ponder. The ignorance of medical students and teaching
staff of medical colleges about the dynamics of infectious discases and
deficiency diseases which cause most of the mortality and morbidity is
10 be seen to be believed.

It is impossible to defend the current focus &f medical education in
India rationally. One may, of course, invoke the argument of balance
of power in society but it is not a rationale as the word is normally un-
derstood.

Instead of meeting this massive challenge of infections and nutritional
disorders which kill and maim children and women of poor familiesin
rural and urban areas and sap the energy of working men and women
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all over the land and lead 1o their premature deaths, what we have
done is to insert one subject called community medicine to be learnt
by and large from one texk book of preventive and social medicine
(textbpok of Preventive and Social Medicine by J.E. Park) in the
medical curriculum. This, to say the least, is a mockery of the concept
of community medicine.

The Methods and Tools of Community Health

What we have said so far in this note is to state the objectives, the ra-
tionale thereof and overall framework in which the problem of ill
health in society should be viewed. We have also briefly alluded to
values that normally should go with this,

The real question now is: how 1o transfer these objectives and values
Into a tangible reality?

The methods and tools by which the objectives as described above are
10 be realised assume importance and receive the attention they
deserve only when they are viewed in such a conceptual framework of
values and problems. In absence of such an overall framework, as is
the case now, the vitally important methods and tools are tucked away
in neat and well-circumscribed chapters of textbooks of preventive
and social medicine. These methods and tools are then converted into
one of the countless topics 1o be studied during the whole course of
medical education (endless debates go on amongst experts as 1o at
which stage of medical education these ‘topics are 10 be laught'!).
Instead of forming the skeleton and sinews of methods and logic upon
which is built the knowledge of commonest disorders of body and
mind in a society, they are turned into trivial, peripheral, dull,
mechanical, botherseme, puny little things to be borne with fortitude
until the time of examination. Once this ritual is over they are per-
manently forgotien and discarded without any sense of loss.

How many times we have seen total incomprehension writ large on
the faces of otherwise intelligent, well-established doctors at the men-
ton of words like ‘epidemiology’, ‘demography’, ‘statistics' ... etc.
After a prolonged silence and of rummaging their memories all they
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can recall are words they have heard in the-distant past and unarticul-
able, unpleasant associations with them!

Yes! they are the tools and methods of learning and doing community
health pius the core theories and elements of social sciences. There
are yet others but we will not discuss them here.

Epidemiology is neither a bundle of definitions nor a kit of tools nor is
it merely a lifeless scheme of a triangle of an agent, host and environ-
ment s it is naively made out to be. It is the method and logic of
health sciences rather than a science itself. It is in the framework of
epidemiology that one can understand, study and analyse happenings
like various health disorders in man and in society. It is with the help
of epidemiological concepts and tools of apalysis, longitudinal and
cross sectional studies, case-control studies and methods and tools
horrowed heavily from demography, that we can understand as to
why a particular disease gets established in certain age, sex, social
8roups at a certain place, at a certain time. What keeps it going?
When it changes these characterstics and why it does s0? And how it
relates o other diseases in the society? The understanding of distribu-
tion and determinants (causes) of the most important disease com-
plex of a given society provides us clues, pointers and methods to
intervene so that their hold on society may lessen progressively until
the time when they are ciminated completely or tamed considerably.
Similarly statistics is not 1o be looked upon as highly abstruse mathe-
matical formulae which are largely irrefevant for our purpose and
loaded with jargon. It should be viewed as an invaluable aid to intro-
duce necessary nigour in collection, arrangement, and analysis of ob-
servations in human or any living/non- living populations and deriving
accurate inferences from them.

[tis said about statistics in a negative sense that'it can be used 1o prove
anything, thercfore not to be relied upon. There is some truth in this
charge but fault is not of statistics as a method or a means but of the
Faulty way it is used. The best and most rational way to fight abuse of
such a fine 100l as stausucs s 10 understand it ourselves, know its
fimits and worth. The ever-growing literature of health sciences is full
ol rontending theories, ideas and interpretations. A doctor must be
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able to make a reasonable assessment of these competing ideas him-
sell/hersell. ‘This is possibie only when they have a sound grasp of
basic epidemiology and statistics. When this is not so most doctors are
reduced 1o either falling prey to any claim that appears in ‘pestigious’
journals or 1o stick to his/her outdated textbooks or 1o adhere dog-
matically to his/her own clinical experiences which is very ofien a rag-
bag of impressions only, or 10 accept meekly what drug industries tell
them through the fiood of literature which many a times is dubious,
deceptive and dishonest.

Demography as alluded abave provides many tools and methods to
epidemiology. In the present medical education they have
degenerated into another bundie of information to be learnt by rote
without any understanding or insight into these concepis. (€.4. life ex-
pectation at birth or at one year of age crude death rates, birth rates,
standardisation —- direct and indirect, sex- ratio, fertility rates, infant
mortality, childhood mortality, life tables ... etc., etc) These are not
mercly numbers to be memorised because a pedantic or eceentric
professor choases to ask such silly questions in the ¢xamination,
These statistics, in fact, represent in a distilled form information
about changes in the size and structure of the population and the for-
ces which mould them. They help shed light on immensely complex
and subtle processes of health and disease in society. For instance a
high rate of infant mortality in one society as against the low rate in
another society says so much aboul the possible differences in the (wo
societies which otherwise would not come 10 our notice and we could
not have guessed the role they play in shaping the events. Life expec-
lation at birth is not merely a two digit number which changes
mysteriously every decade. It isa composite figure arrived at by taking
into account mortalitics at diffcrent ages in a population. Tt should
prompt us to ask further questions of the pattern of mortality at dif-
ferent ages and the reasons thercof. The terni 5 year survival rate we
have come 1o be familiar with in cancer treatment and prognosis is
based on the methods of demography. Needless to say its utility is not
confined to cancer only.
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Thorough analysis of the processes that determine the values of these
statistics has helped attain a high degree of refinement amongst
health professionals in the West whereas we still do not have a reliable
system of collecting information continually from the whole popula-
tion on such vital events to tell us what is £oing on in the community.
Itis symptomatic of a deep malaise that has set in our medical educa-
tion with its totally upside down priority of problems and methods,
that major and crucial debate on causes, extent and effects of such
vital events as infant mortality, malnutrition in children, reversed sex-
ratios is being conducted in non-health Journals like Economic and
Political weekly. Need it be said that barring afew notable exceptions
the participants in this marathon debate are non-health profes-
sionals? Medical profession has by and large no competence and no
will 1o discuss such issues which are at the heart of the health of the
society.

With this we come 1o yet another tool of community health: the
thearies and methods of social sciences. They are indispensable to
grasp social processes as they effect the health of the commiunity.

In the foregoing discussion we have stressed the heavy inter-
dependence of the methods and the tools of community health. This
i5 true of social sciences also. If epidemiology is the study of the dis-
tribution and determinants of health and discase ina population, part
of its province is the study of social factors. Indeed every
epidemiological variable in some sensc is a sociological variable. The
factors affecting the distribution of diseases in a Populanon may be
biological and/or environmental, and both have social implications.
Aliributes such as sexage...etc. have traditionally — in the etiology
section of the most of the textbooks of clinical subjects — been
treated as biological attributes only; but they obviously have a social
meaning. Concentration of diseases and deaths in certain sex and age
groups may also mean that they suffer from certain disadvantages be-
cause of status in the family and society and norms associated with
them. (e.g. greater female infant mortality, greater prevalence of
severe forms of PEM in female children, reversal of sex-ralio, ex-
tremely high prevalence of iron deficiency anaemia in young women,
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and higher rate of PEM in women are not a function of biology but a
result of the siatus of women and children in family and society.)
Disproportionate concentration of deaths, diseases, and disabilities in
rural poor-landless fabourers, marginal and small farmers, unor-
ganised labourers in urban areas, tribals, harijans, their women and
children cannot be understood by such dull and monotonous intona-
tions which occur regularly with little change in the different chapters
of texthooks of preventive and social medicine like ‘poverty, ig-
norance, superstition, lack of personal hygiene, overcrowding, poor
sanitation... ete.!

These amorphous concepts don't tell us what sort of economic and
social processes are at work which produce huge differences in
economic and social opportunities to different social groups, situated
atdifferent places which all have a close bearing on the health statuses
of the group concerned. Further more these factors are in urgent
need of more refinement and differentiation in relation to each dis-
case. They call for much harder work and analytical skills than today’s
medical schools are ready for,

The Result

When a conceptual framework like the one discussed above is missing
and perception of need to incorporate the tools and the methods of
community medicine in a manner such as discussed above is very dim
what happens can be seen, even if hazily, by a few cxamples given
helow,

1. It was a health camp of medical students. They were asked 1o carry
out a nutritional survey (anthropometric) of under 5 children. They
came back bitterly complaining, ‘it was of no use. No mother can
remember the birth dates of her children, What sort of mothers are
they? If they can't remember dates even, how can we teach them 1o
care for their children better?" This is not an isolated experience. It is
part of a pattern. City-bred medical students cannot imagine let alone
understand that poor mothers in the villages do not organise their
lives by the Gregorian calender (loosely spoken as English calendar.)
They are not in the habit of being asked such ‘pointless’ and isolated
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guestions. 1f you have time, patience and understanding of their time
Iramework then you get birthdates of their children which are ac-
curate enough for the purpose of either monitoring growth or assess-
ing their nutritional status. They recall vividly the days and weeks
when their children were born in relation to various points of season’s
cycles, agricultural cycles of various crops, Hindu or Muslim calen-
dars or festivals, provided we know about these cycles and calenders
ourselves. Not many of us know this of course. This is a very small ex-
ample, but it illustrates rather well that medical education has no use
of social knowledge and experiences.

2. A mother comes 10 @ hospital out patient department with a
moribund childin her hands. The child is severely dehydrated because
of diarrhoea. Almost immediately a chorus of indignant voices arise
from doctors, nurses and medical students. ‘Flow ignorant is she...
how callous of her to have brought the child at such a late stage...
whenwill these people learn 1o be more responsible and caring...! She
will not and cannot say that she has to go 1o the fields every morning
unlil evening Lo earn wages which are always much less than that
stipulated by the Minimum Wages Act which nobody wants to see im-
plemented seriously. She leaves the small ones in the care of older
ones. If she does not go 1o work they go without food. Behind this
dumb mother and moribund child lies the hideous social reality which
nobody wants 10 know or cares about,

ORTor LV. drip? This is not a purely technical question, It is certain-
Iv an instance of imbalance of salt and water, of acid and base in a
child’s body Nuids but we should remember that similar imbalances
oceur throughout the year in millions of human bodics who are scat-
lered in hundreds of thousands of villages who have no aceess 1o
health services. When thousands die because of such imbalances they
(these imbalances) no more can remain confined to biochemistry,
and medical education must impart this perspective 10 the students.
(How many medical colleges today teach ORT with the intensity and
interest it deserves?).

3. Sometime back we were invited 10 a meeting where the question of
high intant mortality in Gujaral was 10 be discussed. (Gujarat has the
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third highest infant mortality in India.) Questions were put to a panel
of pacdiatricians. Pat came the answer without a moment's pause:
‘because people are ignorant and superstitious. For instance in meas-
les peopie believe that it is due to visitations of a goddess and the child
cannot be taken to a doctor for treatment, they therefore, don't seek
carly medical help'.

Again thisis not an isolated instance. We have heard this same theme
In many variations many times. Either those who make such state-
ments are careless or they betray serious gaps in their knowledge of
the type we have been discussing.

a) Iis true that a child suffering from measles is not taken to a doctor
once rash begins 1o appear on the body; but then at this stage of the
discase the dector cannot do anything to alter the course of the dis-
case either, even if the child is brought 1o him.

b) Most of the deaths occur because of bacterial - pneumonias which
oceur after rashes have begun 1o disappear; the time when parents
are quite ready 10 take the child to-a health service centre provided it
15 readily available and reasonably cheap. The question is: when an
epidemic of measles sweeps through the remote villages are there
adeqguate health service networks 10 cater to their needs?

Larger and more loaded questions like why measles which is sup-
posed 1o be a minor ailment without any consequence in well-
nourished children extorts a heavy price of monality (15 10 20%), ex-
tensive-and serious morbidities such as loss of vision in thousands of
children and precipiiation of severe nutritional erisis ina high percent-
age of poor parent’s children.

A camp was organised to understand etiology of PEM and infant
mortality. Two bright medicos asked: is measles really a problem?
Isn’tit supposed to be a mild disease after all? We were not surprised
to hear these questions. Look for the reason — if you are surprised -
in the textbook of preventive and social medicine (referred above) on
pages 356-58 (4th edition) where measles is discussed. How casually
and cursorily it has been discussed! One almost gets an jmpression
reading his nccount of meastes that he is writing for and about the
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upper socio-economic stratum of society. His chapters on history of
community health, epidemiology, concepts of community health in
which on page 48 occurs a paragraph of about 200 words on com-
munity diagnosis which is not so bad as far as the contents £0 but
which is clearly meant to be memorised by medical students and not
10 be taken more seriously, sociology and health, nutrition and health,
and so on not withstanding; a great violence is done to the cause, con-
cept and theory of community health. This book is supposed to be the
main source of *knowledge' of community medicine for the medical
students in India!

Conclusion

In this concluding part we would like 1o discuss the role of voluntary
health groups.

[tis true that voluntary health groups like MFC have done a good joh
10 help focus on grave problems that beset the health system in India.
‘These groups have either implicitly or explicitly criticised the system
for its excessive biases for : (1) curative medicine, (2) hospital-based
health care, (3) cities, (4) the rich and powerful sections in the cities,
(5) disease pattern predominent in the West, and ina tiny fraction of
the population in India.

The logical compuisions arising from such a damning critique are now
pushing these groups to move foreward, extend their role into the un-
charted territory of aliernatives to the present health system whaose
one subset is medical education. Let there be no misunderstanding
here that those who discuss critically the present medical education
and alternatives 10 it are under obfigation to run a medical college
based on different objectives, values, curriculum and methods. This is
a false alternative; it can lead to inaction.

However, the groups themselves have to respond intelligently and
sensibly 1o basic issues 10 ill health in society discussed in this note. It
is through continuing analysis and actions of various groups on atleast
some of these problems in a similar perspective that refevant, du rable,
and realistic pieces of knowledge are going 1o be built. Without such
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necessary ground work even @ crude pratotype of relevant alternative
medical education is not feasible.

Al this point we would like to direct a searchlight of criticism on our-
selves,

We all know that medical colleges as institutions are far too rigid and
100 bogged-down in quagmire of unhealthy values, wrong priorities
and practices 10 give a new lead. To expect these institutions 1o in-
titiate refevant changes away from such tendencies is unrealistic at the
moment. What has been the performance of voluntary health groups
in this regard?

Two broad responses can be discerned, One response has consistent ly
been to fament the fact that forces generated by a particutar form of
social and economic organisation are responsible for this state of af-
fair. As long as they remain in foree, any well meaning attempt to look
for an alternative or 10 try to evolve one-even if rudimentary - is
bound to fail or 1o be crushed by the powerful system. This position
has a degree of plausibility when a problem of ill health of community
is seen at a very broad level and analysed in terms of categories like
gradient of morbidity and mortality along the social classes, unjust
characteristics of economic system manifesting itself in income dis-
parities, poor samitation, poor housing, poor nutrition... elc,, erc. Iis
truthfulness is not in question, as is the truthfulness of the
monotonous slogan ‘poverty, ignorance, lack of sanitation, poor
housing..." which we have felt compelled 1o criticise in the foregoing
part of note.

The second response has been 1o take certain heaith activities in the
field. The common elements of such efforts are broadly as follows: (1)
They work mainty amongst rural poor, (2) they have a ream of village
health workers, (3) they carry out activities like - (a) immunisation of
children and pregnant women, (b) run antenatal and under 5 clinics
and (¢) do health education. Now there 15 nothing objectionable
against these elements of activities per se. Doubtlessly they are steps
in the right direction,

The real problem does not lie in actual activities but lies in the
theoretical understanding of the complexity of disease processes in
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the community that inform these activities. Even a more pertinent
point of view is whether the understanding of diseases is considered
insufficient and therefore in need of continual improvement which
can be done only by conscious Gevelopment of abilities and com-
petence in the methods of community health.

Voluntary groups are under obligation 10 learn new methods and
tools to further extend and develop relevant, useful and durable
knowledge of diseases in the community. Whatever are the restric-
tions of the system, it does provide enough scope to develop such ac-
tions. The trouble seems 10 lic somewhere else; voluntary groups are
by an large ticd down by their own training (this we have discussed at
length above) and have also accepted uncritically the notions such as
‘most of the diseases are simple and can be treated easily.' The ‘fell
need” of voluntary health groups excludes these methods and tools.
‘The result is only growth of mechanical, lifeless structures of activities
and tlourishing of stereotypes without any insight or understanding.
Fhe uncritical acceptance of notions such as ‘discases are simple...’
which themselves are a product of the ideology of “ill health in man in
hospital® have pushed them if unwitlingly info extending outpatient
care 1o the door-steps of individuals,

Lhe eriticism which applies 10 the structure, the content and the
methods of teaching of community medicine in medical colleges ap-
plies to voluntary efforts also. if with diminished force.

"The glaring gaps in knowledge, the biind spots in epidemiology of dis-
wases, as they are found in our situation, the methods of translating
this knowledge into useful health activities, knowing the society and
sociadl processes which alfeet the acceptance or rejection of such
health activities await serious exploration and trials on a large scale.
Only in this context we Sy 1o ourselves: it is not enough 1o interprete
and criticise the health system as it is today; the point is 10 change it.

5

MEDICINE AND SOCIETY
Socio-History In Preventive And Social Medicine

Padma Prakash

The practice of medicine has undergone tremendous expansion and
diversification. In the last century several factors have contrubuted o
the transformanion of medical practice, some internal and ot hers ex-
ternal not the least significant of which have heen social, political and
cconomic. From time (o time medical education has reflected these
changes in the practice of medicine. This amalgamation of curren
practice with training has not taken place in either o smooth progres-
Sion or asa matter of course. For example while improved methods of
diagnosis and treatment have become part of the training of medical
graduates with relative rapidity, the growing hody of knowledge in
epidemiology and in the sociology of health and iliness have been all
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bul ignored in the undergraduate medical curriculum. This mar-
ginalisation of the sociological perspective in has had consequences
for the development of medical education and inevitably for the na-
ture of health care.

rwhich society at any given point of time wishes 1o
. : iety is hardly a homogeneous entity —not only dies
it comprise people of different age groups and sexes, but also ethnic
and cultural groups and socio- tconomic groupings as well. Con.
ceivably, the health needs of these
ments of medical practitioners,

What determines the trends and content of medical education then, is
the character of the dominant group/section/class in society. This
dominance however, is not because of numerical strength but is a
consequence of the historical development of society. Again, what
constitutes the requirements of this dominant class is not just a
derived from the health charecteristics of the class/group. For the re-
quirements are rooted in the socio-political needs of the class in
charge. In fact not only is the curricula determined largely by these
factors, but even the content of these disciplines is tailored 1o match
and sustain the ideological requirements of the dominant class, To il-
lustrate we examine in the following the history and curriculum con-
tent of one undergraduate department, viz.,preventive and social
medicine (PSM). This is relatively new field, having been introduced
as a distinct discipline only in the second quarter of this centurye. In
India seperate departments of PSM were established only in the late
fifties.. What were the factors leading to the introduction 0f PSM inta
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the undergraduate curriculum? what has been its oriemation and
what is its current content?

Preventive And Social Medicine In A Historical Perspective

The term came 10 be first used in the middle years of the nineteenth

particuiarly in France and Germany with reference 10 an orientation
which maintained that “resistance 1o disease was not purely biological
but depended on class and social position™ [1] Following from this, it

was pointed out that prevention of discase wiis possible through chan-
ges in the social structure. This position was of course based on the
anticontagion theory, the more radical version of which held that dis-
ease arose out of social conditions of poverty, filth, lack of food and
the oppression resulting from emerging capitalism. This posttion is
typified by Frederick Engels who firmly grounded disease in the
emerging capitalist system and showed how the distribution of
moubidity was class-related [2]. In the same period Rudoif Virchow,
in reporting the typhus epidemic in Germany called for measures
directed at changing the social conditions of the sufferers rather than
mere sanitary reforms|3].

The libera! version of anticontagionism atiributed diseases (o purely
biological causes, in this case the ‘miasmas’. The emphasis was there-
fore on removing the ‘local sources' of diseases. This led to the
sanitary reform movement in America as well as in Rritain, brought
about major changes in the living conditions of the poor, but left the
core of the economic system, which in fact was the root cause of the
rampant spread of disease, umouched [4]. Thus it was, that *social
medicine’ as understood by Virchow and others rapidly lost ground.

The fate of social medicine in the nineteenth century in fact, -
lustrates well the framework on which this paper is based. By the mid-
die of the century the deteriorating living and working conditions of
the masses had not only sharply visible but in a variety of ways, had
begun to impinge on production, profit and the lifestyles of the
dominant class. There was for instance, no way of confining diseases
10 the working class papulations, when the system demanded their in-
teraction, even if minimal. Morcover, voices of protest were being
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heard not only among the liberal sections but also from among the
lubouring masses. However, accepting the radical thesis of “social
medicme’ was clearly antithetical 1o the growth of capitalism. Sanitary
relorms offered a practical solution, which while mitigating the ap-
palling social conditions of the working cluss aliowed for the unim-
peded growth of capitaism, Necessar ly 1these issues more or less went
OuLol the purview of medicine, The cmergence of the germ theory in
the tollowing decades gave further impetus 1o the firm demareation
ol the medical causes of discase and the socil,

From here on while it was acknowledged in medical praetice und
Iraining tnat social conditions — that is, conditions in which people
live, eat, sleep mainly, and perhaps work — influenced the spread of
histase, this was clearly outside the sphere of medical work. Medicine
could, however, attempt to eliminate the microorganisms which were
the cause of diseases, Desese thus became firmly rooted in pathology,
with sodial conditions being & contributing factor and preventive
medicine wais 10 comprise entirely of bivmedical methods (and
chemical) of preventing ifiness |5}

By the first quarter of the century the concept of preventive medicine
was lairly well-entrenched in medical disciplines. The American
Medical Colleges and the American Medical Axsociation had since
1920 stressed the “great pecd lor teaching preventive medicine and
public health in the curriculum of the modern medical school. " [6], In
136 the U.K. General Medical Council suggested that the study of
preventive medicine be emphasised because “it is desiruble 1o seek ns
promote measures other than those usually employed inn the practice
ol remedial medicine, for the protection of the individual and of the
community uginst such forees as interfere with the full development
and maintenance of man's mental and physical capacity,” “Towards
thisend it suggested that throughout the whole period of study the at-
tention of the student should be directed by his teachers (a) W the im-
portance of the measures by which normal health may be assessed
and maintained, and (b) 1o the principles and practice of the preven-
tion ol disease. “[7]. Bul “preventive medicine although of un-
doubted importance had not vet developed clear cut and generally
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accepied objective so far as the teaching of the undergraduate medi-
cal students in concerned.”

By the early 40s, the post war years, the role, location and content of
preventive medicine had undergone some change. It continued 10 be
acknowledged that “preventive medicine constitutes a part of clinical
medicine, obstetrics, paediatries and psychiatry and even much of
surgery.” However the fact that these ideas had not been incor-
porated into medical training was also recognised. As the Report of
the Inter-Departmental Committee on Medical Schools in UK.
noted in 1934:" It appears (o have been assumed that the teachers
Would have this objective in mind throughout their courses of instrue-
tion and would give cqual Wetght 1o it as 1o the diagnosis and cure of
finess. ‘There 18 no evidence that such a course I8 being followed ex-
Cept 1o a limited degree in the teaching of obstetrics, infectious dis-
Cases, tubereulosis and by a few exeeptional  physicians  and
surgeons.”[8]. The logicat outcome with this dissatisfaction with the
teaching of preventive medicine as part of other courses led 10 a
general consensus in the international medical community of the time
that it separate and well-defined department must be constituted for
the purposc. The professor of preventive medicine in the vanderbilt
umversity, U.S.A defined the scope of preventive medicine in contrast
10 thitt of public health tor Hance and Pandit in 1945 thus: “Its pur-
POSE I8 10 avert thuse disorders for which there are specilic preventive
Medsures and 1o deteet early by accurate and thorough methods of
diagnosis the beginnings of iliness for which remedial therapy should
be effectively applied. fis objective is 1o wid in the solution of SOk,
ceonomic and welfare problems of the community in relation 1o dis-
case, It involves the use of a Special leehnigue in dealing with the
public.” [9],

Itis pertinent here 10 observe that communicable diseases which had
climed thousands of lives in the fate nineteenth century and the carty
years of the twenticth were 3 thing of the past i the western
countries.  Communicable  discases  had long since  become
troprcalised”. Thus the medical gruduate of the day did not have 1o
contuont communicable disease on us large a seale us say a third of a

65




MEDICAL EDUCATION RE-EXAMINED

separtate department of preventive medicine was both sufficient and
necessary. Sufficient because this allowed for a general understanding
of all communicable disease, their diagnosis and control under the
discipline while making room for a mor specialised training in specific
diseases under say, the department of medicine. Necessary because
recent advances in the field of social sciences, say, the use of social
statistics, or anthropology could be properly incorporated intg the
traning.

This redefining of preventive and social medicine was a part of the
genetal restructuring of medical education taking place in the west in
the 1940s. The main purpose of these reforms was Lo incorporate into
the training of the medical graduate, the scientific and technological
advances in the inter-war period and during the second world war.
The establishing of PSM as a separate department facilitated this pur-
pose in an impaortant way. It was now possible 1o dissociate the social
from the medical [ 10].(This gave rise 10 newer profesional categories
such as medical social workers and the health educators)the curative
and the preventive, [t allowed medicine 1o become more inward look-
ing where pathalogy was paramount. All this was ultimately 10 result
in the greater use of chemotherapy and its further Jdevelopment as
well as of medical iechnologies.

Why did PSM go the way it did?

Let us at this point digress very briefly and loom at how the growth of
sacial knowledyge and social instituions takes place. One might say that
it is the internal dynamucs of the particutar discipline which determine
the direction of its growth. But this does not explain why prominent
arcas of research in science and medicine were given up al particular
or encouraged in particular time periods and socio-economic condi-
tons. There 1s sufficient material today to state that social knowledge
and socal institutions, medicine included, is greatly influenced, even
directed by factors outside the field . They are structured 10 suit and
reinforce the needs of dominant eviasses in society in any period of
history| 11]. [l we accept this, then the changes in brought about in the
training of medical graduates in the 1940s in the west, particulary
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U.K. and U.S.A. must also have been so directed. I'T is beyond the
scope of this paper and the data base of this author to go into this in
any great detail. But it might be a good idea to ennumerate the socio-
political and cconomiuc changes which were taking place during that
penod.

First, there were socio-economic and political changes which had oc-
curred in the previous two decades. Capitalism in its newest garb was
transforming wartime economies 1o suit its peace time requirements
of expansion and growth. Scarce human resources acted as a spur 1o
the growth and development of technologies of production. Al the
same time the war and other political events had opened up new
markets for a variety of goods and potential spheres of influence
which needed 10 be consolidated. The field of medicine was one small
thrust arca where these factors operated.

Incorporating into medical training the advances in the under-
standing of disease and its cure — which were as much a consequence
of the war time demancds on medicine as the application of the basic
scienices (0 the art of healing — was imperative 10 the post-war
capitalism. the miracle drugs following upon the fantastic success of
penicillin could hardly be produced and sold if medicine did not
maodernise. Together with this preventive medicine too was taken out
of the cupboard, dusted polished and put on the mantelpiece. Under
the new light preventive medicine became mainly a vehicle for ped-
dling the extensive use of chemicals such as DT and for prophylactic
measures such as vaccination. Under this discipline could be sub-
sumed all those vexing issues such as the social factors in the spread of
disease, sanitation, community action [12] ete which were of par-
ticular interest for the third world.

Situation nearer home

This was the status of medicine and medical training when an inde-
pendent India began to remodel its medical insticutions. The Nation-
al Committee went to some lengths 10 suggest improvements and
included a detailed syllabus or the courses suggesting the inclusion of
preventive and sodial medicine at the post graduate level. The Bhaore
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Committee’s exhaustive chapter on medical education was based on
the report of the spectally constituted committes of two J.B.1lance
and C.R.Pandit |14] 1o vistt the various medical institutions in
U.K.and the U.S.A. to study the recent changes. [15] They paid par-
ticular attenuon 1o the teaching of preventive and social medicine in
both the countries. The Bhore Committee recommended the estab-
lishment of a department of preventive and social medicine in every
medical college “so as to give the student an insight social health
problems by contacts with home and community life"[16]
‘Ihe medical educanon system in India was thus a transplant of the
modernised medel emerging in the post-war west. While it hud a
rootedness and a  history there, here the new model was
alien| 17).L=arly attempts to integrat indigenous systerns into the medi-
cal curriculum and evolve a uniquely Indian system of medicine,did
not even take ofl 18], And the adoption of a curriculum which com-
partmentalised preventive and sociil aspects of medicine under PSM
as disastrous. While as we argued earlier, it may have had a certain
logic in countries where the major communicable diseases had been
Ciadicated where a minimum of living standard were accessible to all,
In India with its huge burden of communicable diseases among all
classes social factors could and did overwheim the practice ol curative
medicine. Moreover, neither was it passible for the “medical’ dis-
ciplines to fully take advantage of the advances in these areas, al-
though it did modernise enough 1o provide a market {or the range of
new drugs coming oul of the wesl.

Critigue of P.S.M. as mirrored in a texthook

For the purpose of examining in detail the undergraduate curriculum
content of PSM we have taken the textbook of Preventive and Social
Medicine by LE. Park and E. Park as a typical illustration(19]. The
content preventive and social mediane can only be understood
against this background. Specifically, we have looked ai Parks’
texthook of Preventive Medicine assuming it (o illustrate the typical
curriculum followed in the department in any undergraduaie course.
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We do not therefore, take into account the numerous attempts in in-
dividual institutions and departments in colleges (o make the subject
more relevant to the situation. These would incoude material
prepared by indivuduals as well as the innovative teaching methods
used. The 1extbook has gone inlo ten editions since 1970 and has been
a basic reference 1o thousands of medical graduates. While it is neces-
sary to examinge all the material used for teaching PSM as well as take
account of the teaching methods utilised to undertake a eritical
analysis, as a preliminary exercise a critical understanding of the con-
tent of Parks’ textbook is useful.

The textbook is divided into 18 chapters which don't appear to follow
any particular sequential logic. A first chapter on what is presumably
meant to be a history of medicine 18 followed with a series — genetics
and health, sociology and health, environment and health. In a sense
ofcouese, the chapterisation is indicative of the entire approach to the
subject — that the understanding of the peventive and social aspects
of medicine ean be so compartmentalised. There appears to be no
continuity between the chapters. This eriticism will perhaps become
clearer when we deal with these chapters in greater detail.

Our main criticism is that the book projects a certain picture of
medicine , medical practice, and of the role of the doctor, This creates
and reinforces an ideology which is biased against certain sections of
society, Moreover it delineates for the medical graduate a methodol-
ogy for understanding social phenomena which views society as a
static, rigidly divided structure. according to this viewpaint the com-
ponents can each be studied separately, can even be modified, im-
proved, changed. For instance, that health behaviour ean be changed
without allering the social location of the individual or family com-
cerned. This affords the right grounding for the view that medical
solutions car: not only be independent of social factors, but in fact they
override the [utter and can even affect social change. While undouh-
tedly medicine in history has contributed to socio-cultural changes,
that it has nself been a product of society is something which isentirely
missing in this workdview projecied by textbooks such as Parks’,




MEDICAL EDUCATION RE-EXAMINED

Simultaneously, the book also projects society as a homogencous en-
tity where everyone has equal access to the conditions which make for
heaith. There is no recognition of the fact that health stat us, especially
in third world conditions is an indicator of the class location[20]. This
may be best illustrated by the manner in which the duthors discuss the
problem of malnutrition. Socio-economic factors are listed only as
One among the many aspects of the ecology of malnutrition. To
quote:Malnutrition is largely the by-product of poverty ignorance, in-
sufficient education, lack of knowledge regarding the nutritive value
of foods, inadequate sanitary environment, large family size,
ete."[21].The text maneges to deemphasise the fact that mdinutrition
especially under-nutrition which is the major pronlem in India, is lar-
gely rooted in the lack of purchasing power of certain sections of the
population which in turn is again both a cause and consequence of the
tack of political power to demand and obtain the wherewithal to lead
comfortable lives, live in healthy surroundings and work at non- haz-
ardous occupations. Leave alone the issue of class in society, the book
does not even admit sex discrimination in society. Surely a book pub-
lished in 1985 must cannot claim to be unaware of data on this matter.
Any number of studies have shown that women suffer to u greater ex-
tent from the problem of malnutrition than do men. Again, in dealing
with tuberculosis, the book fails to acknowledge the class-wise dis-
tribution of the disease, even though the age and wex trends, time
trends and the rural-urban differences are remarked upon.

In general the book tends to medicalise all problems concerning
health. Such as for instance malnutrition. Clearly, a social problem it
is regarded as a medical problem with social causes and repercus-
sions. Even worse is the way the authors treat mental illness where al-
though social pathological are listed — only third to organic and
heredity — the solutions offered stress mainly early diagnosis and
rehabilitation just as in any medical problem. The point is except for a
small proportion of cases which have organicand hereditary roots, the
majority are symptoms of social distress which become manifest in in-
dividual aberrations, They can hardly be resolved by early diagnosis of
individual cases. ‘I'he solution lies in the early diagnosis of social dis-
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tress, which ciearly according to the Parks is beyond the purview of
the doctor,

Not surprisingly, the solutions offered by the authors 10 any of the
range of health problems are either individualist or abstract. That is,
what the individual can and must do 10 avoid falling ill or how the
government or more often the health services can offer appropriate
measures. That prevention of illness can most effectively be brought
about through social action of a group or community. Thus it com-
pletely messes out the crucial role the doctor can play in such action
by providing the Eroup or community with information etc, In fact
righy through the book the doctor is regarded as a person being aparl
and slightly above the rest of society,

Let us now look more closely atsome of the chapters in the book.

A historical medicine

The first, purported to be a history of medicine runs to nine pages, It
IS pertinent here 1o note that this is the only department in the under-
graduate medical course where the history of medicine figures at all.
It was in 1955 recommended the introduction of history as part of the
HSM curriculum. The objective was so that “it would help place the
picture of modern cedicine in its proper perspective and to indicate
how much the developments of the physical and bivlogical sciences
has contributed 1o the interpretation of health and disease.”[22] In
Parks’ textbook we have a travelogue through time, ennumerating
the “advances’ of medical knowledge rather than an account of the
dynamic interrelationship between medicine and society. The authors
appreach is ahistorical dealing with the developments not in time
perioms taking into account the social and cconomic structures of the
time, but rather as geographical categories. We have for instance,
paragraphs dealing with ‘primitive medicine’, Indian medicine,
Chinese, Egyptian, Greek and so on. This gives a false notion that the
growth of knowledge in medicine has been circumscribed by houn-
daries of nations and states. In fact, althou ghthere were charecteristic
developments in different countries in numerous periods of history,
there has also been a process of dissemination and assimilation be-
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tween the vanous centres of civilisation. Modern medicine has its
roots in this body of knowledge even though today it may bear little
resemblance 1o it. In consequence the contributions of carly medical
practitioners and thinkers such as Hippocrates, Galen, are regarded
as distinct and separate from that beginning with say, Parcelsus (who
“publicly burnt the works of Galen and attacked wuperstition and
dogma in medicine™), Vasalius (who demonstrated some of Galen's
errors”) and Ambuoise Pare (who “revived surgery and became the
father of modern surgery.”) While it is true that developments in
medicine after the sixteenth century represent a break with the past,
the continuity of empirical traditions which is so charecteristic of the
field does not feature in the narration.

The middle ages (dismissed by the authors of the book as the dark
ages'|22]) saw the development of two distinet traditions of medicine,
which were 10 become competitive in a later period. The inflexibility
of the codes of the Catholic church, the widening gap between church
medicine and the people, the famines and plagues, the growing im-
poverishment provided an impetus for the growth of 4 more acces-
sihle cheaper medical care. Folk medicine which had continued 1o
exist outside the Church, largely in the hands of women, began to
encroach upon Church medicine[23]. Many historians have seen the
witch hunts which were rampant in Esrope in the tenth 1o fourth cen-
turies as the manilestation of the attempts by the Church to usurp the
folk knowledge and guell the competing tradition of medicine, one
monopolised by the rich reudal lords, the richest of them being the
Church, and the other practised by and aceessible (0 the lay poor{24].
Park reviews the beginnings of modern medicine, that is in the
16/17th centuries without even referring to the tremendous chunges
that were oceuring in the social fabric of the time. S0 greal was the in-
tellectual impact of these discoveries in the field of medicine, that they
in turn influenced other sciences and social ideas as well. For instance
William Harvey was the first 1o consciously use scientific methodol-
ogy in the biomedical sphere. He also used concepts of quantification
lo-arrive at ahypothesis. And used the eoncept of the human body as
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a mechanical system with the heart as a pump. These are concepts
which are integral 1o clinical medicine today.

Parks' history fails 1o recognise and trace the ideological trends which
arc current 1o this day in medical practice. This would have been pos-
sible only if the dynamic interaction beiween medicine and sociely is
admitted. For example, the predominant social structure of society,
cultural practices and prejudices of the seventeenth (o the nincteenth
centuries, were assimilated in some form or the other into the con-
cepts and content of modern science and medicine’s model of a
‘normal’ human being was a white, adult male. By defivition, there-
fore, women and non-whites were ‘abnormal’, These ideas have in-
fluenced the development of medicine and set limits on the
understanding of particular pathologies and illness syndromes.
Similarly, the mechanistic concept of the body as a machine, as dis-
tinet from the mind was to limit the growth of edical knowledge for
generations.

Al the same time because medicine adapted the dominant ideas of
the period, and because it continued 1o retain its long- standing status
insociety, it was used to reinforce and substantiate these social myths.
Thus for example, because women were by definition all physivlogical
conditions experienced by them, menstruation, childbirth ete, were
regarded as biedng abnormal and treated as illnesses| 26]. Society in
turn promoted and perpetuated these ideas by taking resort 1o medi-
cal opinion. This fact that throughout history medicine and its prac-
linoners have largely been oriented towards supporting and
sustaining dominant ideas, oftem to the detriment of the sucially op-
pressed classes is an important aspect of history unfort unately givena
miss by Parks textbook. In short, the first chapter of the book is a dis-
oriented, disjointed account of history which really ought not to have
peen there at all. If at all the history of medicine is to be taught 1o
medical students, it ought to reeeive a more coherent, sociological
treatment then the one presented here.
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Sociology in Medicine : A jaundiced view

We now look al two chapters which give us an idea of the sociological
concepts presented by the authors. The book deals with sociology
more as a set of terms to be defined rather than as a body of
knowledge with & long history. Like other disciplines sociology 100 a
plethora of theories, orientations and schools of thought have richly
contributed to its development. Park however, is cither unaware of
these developments or regards but one school of thought as being im-
portant. This approach will undoubtedly leave the medical student
with a slightly jaundiced view of the discipline. More importantly, the
book dies not deal with methods of sociological analysis which are so
necessary for the delivery of health care,

The chapter on 'sociology and health’ deals with the following “con-
cepis in sociology™ soclety, social structure, social institutions, role,
soctalism, socialisation, social control mechanisms, customs, culture,
acculturation, standard of living, social problems, social pathology,
socidl surveys, case study, field study, communications and social
detence in that order. Need we say anything at all about this? One is
hard put to understand the logic and the purpose of such as list of
‘concepts’ Admitiedly these are terms which need 1o be explained, but
they are not concepts. Even the terms cannot be understood by
mechanical delinitions. Each has to be undersiood historically, its
meaning ofien having changed with time and the context. Moreover,
even the choice of concepts so defined appears biased. Such impor-
lunt concepts as social movemenis,or social change and what they
constitute do not figure here.

It ia also significant that in defining social structure the inherently
cinflicting relationship between classes (or stratas, as Parks world call
i) Is not recongnised, The fact is that some groups are more ¢m-
powered than other and that these power relationships cannot be al-
tered without shaking the very roots of society.

Society has been defined ina number of ways by different sociologists,
In the evolutionary model all societies pass through definite stages of
development. For some social thinkers like Durkhiem the most im-
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portant dimension of society is the degree of specialisation within it
which is progressively complex as societies pass through the different
stages. In the structural functionalist model it is the interrelationship
ofsocal institutions rather than the individual or groups which isto be
emphasised[27]. Talcott homeostasis and sawsociely as constantly at-
lempting to balance its equilibrium by automatic adjustments when
upset by internal or external forces,

Parks' textbook appears 10 have no use at all for this variety of ways in
which thinkers have understood society . This is even more true of the
other ‘concepts’. Certainly it is utterly ridiculous to try to define
soctalism in 14 printed lines.

What little there is of sociology in the textbook is almaost entirely Par-
sonian. Taleott Parsons developed the concept of the sick role in His
writings have greatly influenced medical sociology. According to this
understanding there are four essential aspects of the sick role — the
sick person is exempted from his normal social role responsibilities;
the sick person cannot help being ill; the sick person is expected to get
well as soon as possible and finally he is expected 1o seek help in get-
ting well. Parsons therefore emphasised the need to control sickness,
Consequently, social control is clearly a function of the medical estab-
lishment [28].

Not surprisingly of course, the textbook deals with social institutions
such as the family a6 being “the most powerful example of social
cohesion™ which have existed in all societies. “The family is a primary
unit in all societies.” It is well- aceipted 1oday that the family, defined
as the authors do viz, “a group of biologically related individuals living
together and cating from a common kitchen.” not in fact a primary
unit in all societies. Quite clearly, the parks notion of the family is
patriarchal: “The family is a bridge between generations and between
fathers and sons.” And again, “The family provides social care by ...
gIving status in a society Lo its members i.e. use of family names..." At
ane point the book talks of how the “freedom of wives” has enlarged
and ol how “the young wife in India ... brings 10 a marriage not only a
dowry but a professional or semi- professional education and she
seeks a professional carcer.” There ure several points o be made
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here. First, the changing family structure is a conseguence of a num-
ber of faciors, economic, cultural and social and second, the status
women in the family and their role, as well as the functions of the
family are not universally the same. Even within one country they vary
with class, region and culture. And third, while it is true that dowry is
widespread phenomena, 1o refer 1o it as an inevitable and accepted
feature of society is not quite correct.

“I'he discussions on the family in the textbook are particularly inpor-
lant because social and community medicine confers an significant
role on the family in disseminating its message. Thus for instance, the
family’s traditional role or rather the role of the women in the family,
in childrearing, health and nursing care, are the via media through
which ideas ¢an be propogated from generations 10 generations. thus
ensuring the perpetuation of the social structure as it exists currently,

Community Health : where is the community? What is
“health™!

Another chapter which is @ hotch potch is the one on community
health, After attempting to define health in a crudely mechanistic way
and outlining the refationship between health and development, the
chapter moves on (o a definition of disease — the interaction of the
agent, host and environment etc, and then on 10 a description of
health situation and the health services. While such an explanation for
understanding disease may be useful, it can also tend 100 mechanical
. Evidently the result of the interaction of the three is ofien much
greater thun the a sum of the three. Moreover it is not possible 1©
change the nature of one without inevitably attering the other two. Al-
tering, say the disease agent may not be possible without simul-
taneously changing the charecteristics of the other wo,

Nowwkere in all this do we find a definition of community . Thisis a
concept which has ereated much discussion among soctologists. 1f by
community is meant a group which shares common socio-political
features, then a village comprises several communities and it is absurd
10 wlk of a village commuvity as if it is homogencous. Community
medicine is a meaningless concept if community is not defined.
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"T'o sum upin this book preventive and social medicine has the follow-
ing charecteristics: ( 1)1l health is viewed as a consequence of the in-
teraction of man and nature where the changes in the latter are
beyond the our control. The essence of medicine is 10 help ‘man’
make the necessary changes 50 as 10 balance the changes in nature.
(2) I'he acuvities of the individual are the major reasons for ill-health
— viz, use of unclean waler sources causes typhoid, cholera ete,
smoking causes cancer, inadequate iron intake causes anacmid,
babies die because mothers don't breastieed, workers die becituse
their work environmient is unhealthy and so on. The ubject of PSMis
to teach medical students to help individuals alter their lifestyles
without damaging social nstitutions and norms. (3) The social and
political forees in society do not significantly affect the development
of medicine or health policy, and the history of though (including
medicine ) may be viewed as a set of solable, disunct phascs with little
spillover. (4) Society is generally unitormly cohesive. Although there
are groups and stratas, they do not have inherently contlicting inter-
ests and may live together in peace and healthy (5) The human body
is & mechanical system and org:ans are component parts which may be
repaired or replaced. In the same fashion all health problems may be
reduced 1o the matfuncuioning of a particular part of the subsystem.
Biological man rather than the socisl human being is the ideal. (6)
Health is defined and understood in terms of an individual 's produc-
tive capacity and not the quality of life. By this definition @ worker is
termed healthy as long as he can achieve a certain level of produc-
tivity. The individual must therefore be helped 1o maintain this leel of
productivity irrepective of whether s/he feel healthy. In short, PSM
justifies existing socio-economic and political formation by arguing
that the aberrations seen in the system are nol mirmsic to il but arca
result of individual behaviour and may be smoothed over by persuad-
ing individuals in communities 10 accept their fault and remedy the
siwustion . An approach to medicine which has the potential to show
up the inherent contradictions in patriarchal class society which in
reality determine the health status of a sogiety, has effectively been
delused.
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The exercise undertaken here is only illustrative, but it does indicate
that the orientation of preventive and social medicine reinforces thwe
socio-political framework which papers over major contradictions in
society. [t helps to justifies existing socio-economic and political for-
mation by arguing that the aberratins seen in the system, in this case in
the health status of the population, are not intrinsic to it but are a
result of individual behaviour or minor faults which may be smoothed
aver or repaired. If the practice of medicine is 10 become more
relevant, it is here in the department of PSM that the restructuring
must start,

Notes:

1. See Birliner, Howard $, and 1. Warren Salmon, The Holistic Alternative to
Scientific Medicine: History and Analysis, Radical Joumal of Health |': 2,
September 1986,

2. Among the earlies descriptions of working class life, Frederick Engels’ The
Condition of Working - Clasy in England. 1969 Panther Books the account is
considered a primary source of information on the social impact of capitalist
industrialisation and urbanisation in nineteenth century England."There are
few vigorous, well-built, healthy persons among the workers ... Nearly all suf-
fer [rom indigestion, and consequently from a more or less hypochondriac,
melancholy.irritable. nervous condition.” Quoting from official reports En-
gels shows how for instance the mortality in certain streets in a city is higher
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the kind of accidents which claim lives.

3. Virchow's report on the tvphus epidemicin a remote area of Prussia which
he was sent 1o investigate contained recommendations which had little 16 do
with “medicine’. 1t called tor hegher wages, better nutrition and sanitation,
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liner, Karl Figlio and others in the Jmternational Journal of Health Services
hive discussed Virchow's report in detail. Unfortunately, most medical stu-
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wits more or less forced 10 go back te the laboratory.

4. Chandwick's report has been a subject of interest and discussion among his-
torians, us well as health sociologists. No course in public heatlh would be
complete without relerence 10 the report. Perhaps the earliest to placeitinits
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ledged today. The first exploration was Hessen's “Social Roots of Newton's
Principia” which when it wis presented in 1920 caused a great deal of con-
stermation. Either to sociul factors were not seen as being signilicint to the
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integral aspect of the evolution of socicties in different periods, See [or in-
stance, 11D, Bernal's classic Scienece in history. Others like rebert Merton view
the impact of social factors in # more mechanical fashion,

12, The decades soon after the war saw o great deal of interest amony, US
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LK. mast of which hadio do with the expansion of fundamental sciences in
the interwar period. Moreover, the stress even in “social medicine’ was more
in hygiene, nutrition, health education ete snd less on communicable diseise,
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the best of the indinenous and the allopathicsystens o create an Indian SVN-
tem of medicine. [V win completely ignored in il later debates on the health
svsten.

192 This is true of western countries is well, The controversinl Rlnck Report
which the British government sought 1o suppress showed the linkage be-
tween social Cliss and a deterivration in health status, Fora discussion on the
report, see Rudical Communiy Medicine, specinl issue on health nequalitivs.
Spring 1987, s

MEDICINE AND SOCIETY

20. p.113 Park and Park.

21. Proceedings of the Medical Education Conference, 1955,

22. Bernal in fact delineates the significant contributions of medeivat chris-
tiandom 1o science while al the same time cautioning against the trend to
glorify the period. Modern science grew out of (he superceding of the
medeival world picture.

23. See The Political economy of Health by Doyal and Pennel, Pluto Press,
4. Leo Huberman Man's Worldly Goods, 1968 and Hughes Penethorne,
Witcheraft, 1965, Penguin.

25. See Brian Easlea, Science and Sevual Oppression, 1981 for critical reading
of nineleenth century biology and Hilda Smith “Gynaecalogy and Ideology in
17 century England” in Liberasing Women s History by Bernice Caroll, 1976,
26, Barbara Ehrenreich and Deidre English, Witches, Midwives and Nurses,
Glass Mountain Pamphlet, 1980,

27. A brief but comprehensive introduction 1o sociology which defines the
canvas of the discipline is Alex Inkeles, What is Sociology? published by pren-
tice Hall in the Foundations of Modern Sociology Series, 19,

28. Talcott Parsons, The Social System.




MEDICAL EDUCATION RE-EXAMINED

\--,, .--.

‘I must be close to the common people, live like
I them, eat whal they eat—' he said, and was away
just for a day, Doctor—!

6

SOCIOLOGY AND IDEOLOGY IN MEDICAL
EDUCATION

Anant R. Phadke

In this note [ would try (o argue that -

1) Medical education is not purely technical; whether we are aware of
it or not, medical education involves reinforcing of dominant social
values and understanding of social issues amongst students alongwith
the technical education they receive about the human body.

2) An alternative curriculum in medicine should contain a eritique of
this ideological role of medical education and impart/strengthen a dif-
ferent type of social values by integrating a pro-people medical sogiol-
ogy in medical education.
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A few suggestions about what could be the contents of medical sociol-
ogy in an alternative medical curriculum are presented at the end.

The Social Background of Medical Students

Like any other social activily the process of teaching medicine is not
merely a technical matter but simultancously has social (economic,
political, cultural-ideological ) aspects.

Medical education involves spending money - by the Government,
community and parents. Not all parents can afford to send their
sons/daughters to the long duration and expensive medical education
as of today. This excludes many from the poor/subaltern social layers
from entering the medical colleges. Long, arduous training which is
intellectually demanding and exhausting (but irrelevant and sterile 10
a large extent) requires students having a social background of a cul-
ture and tradition of institutionalised education. Such a medical train-
ing has a social function of building a system which tends to exclude
the poor and the deprived. This exclusionary aspect of medical educa-
tion was one of the conscious aims of the medical education in
Europe and America in a period where doctors and their associations
tried all sorts of means to wrest control from traditional healers and
create a professional guild of their own.

A large percentage of medical students come from an upper middle-
class or well-to-do background. They inherit the social values of their
class through their family, community and school. What are these
values? — respect for money, authority, “knowledge™ (whatever it
may mean), indifference and distrust (if not contempt and hostility)
towards the poor people, lower castes, women. They do not realise
that their education is paid for by the common people by paying taxes
on kerosene, matchbox, clothes... and they owe a [ot to the common
people. Some students are influenced by values like honesty, hard-
work, equality, democracy. But by and large these values are sub-
merged by their opposites. The teachers in medical colleges generally
have a much more elite background and many of them have in addi-
tion a subservient attitude towards anything Western.

SOCIOLOGY AND IDEOLOGY IN MEDICAL EDUCATION

The understanding of sociely that medical students inherit is also typi-
cally middle-class. The cause of poverty is gencrally attributed 1o

“population explosion”, “ignorant, superstitious, lazy people of our
country”etc..

Elitist Values

Orthodox medical education does not induce students to question
these values and opinions on the basis of a scientific understanding of
society. On the contrary it reinforees the elite values and opinions that
students have inherited. This occurs both inside the formal cur-
riculum taught in the classrooms and outside it, Let us first briefly see
the latter mode where unconsciously certain social assumptions or
values enter the teaching of medicine.

When students learn technical matters from their teachers, they
simultaneously imbibe the manners, values, opinions of the teachers,
They thus learn to behave “like doctors”, learn to look down upon
paramedm, look at patients (espcc:ally poor pancnts) as mere “inter-
esting cases” or “routine cases”, as

objects of their intellectual exercise, look down upon non- allopathic
systems of medical care.... Performing heroic surgery, sophisticated
batteries of investigations, making spot diagnosis.... is regarded by the
teachers as the ideal. Discussing with patients, understanding social
aspects of health as waste of time unworthy of doctors. Students are
carried away by the intellectual abilities of their teachers and uncriti-
cally imbibe their values and opinions about society,

The opinions and values of teachers are not only expressed informally
as side-remarks but also appear in the text books, Feminists have
documented the irrational, prejudiced opinions of authors about
women as seen in medical text books.

Ideology in Contemporary Medicine

Clinical teachers unconsciously project a certain image of causes of
diseases and their treatment. The immediate, biological cause (bac-
teria, cholesterol ete.) of the disease is regarded as the cause of a dis-

(N
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ease. Consequently the treatment is primarily seen in terms of drugs,
surgery, specific dictary advice etc. It is forgotten for example that
tuberculosis in West European and American societies ceased 1o be a
p blem (due to rise in living standards) before the advent of modern
antiiubercular agents and that the problem of tuberculosis in
developing countries is not receding inspite of modern drugs since the
problem of poverty is not being solved. This neglect of social aspects
oceurs because the basic pattern of medical care is premised on a
market economy wherein medical therapy becomes a commodity
sold by an individual doctor to an individual patient, A doctor in such
aset up s interested in treating only his/her patient. This concern for
an individual patient abstracted from the social pattern of diseases in
that society very well serves the purpose of the market in medical
therapy - though from a scientific view point this is a myopic view of
medical intervention. The individualism of the market economy thus
puts limitations on the perspective of medical intervention.

Monopoly over and mystification of medical knowledge has been the
predominant feature of the medical profession. This is reflected in
medical education also. “Health education” as a subject has been ex-
clusively reicgated to the compartment called PSM. Aspects of health
education important 1o a clinician are not taught during clinical teach-
ing. The ieachers are hardly ever scen explaining to the patient the na-
ture of the disease, ils whys and hows, dos and don'ts etc., The
unwritten assumption is that it is no good wasling one’s time in such
matiers. “This is especially true in government hospitals where the
poor patients are looked down upon and generally not tatked 1o, Even
educated patients are not told anything beyond a few dos and don'ts,
that 100 without explaining the rationale or the principles behind
these instructions. Inability to explain complicated things in a simple
and vernacular language is not considered a deficiency, on the con-
trary use of medical jargon ( necessary or otherwise ) is considered
one of the hallmarks of medical profession.It is no wonder that even
nurses use many English and jargonish words while talking to the
patient.
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Health or ill-health 1s a product of social relations. Thus for example,
the fundamental cause of the widespread problem of diarrhoea in
children in developing countries is poverty, lack of proper water supp-
ly and heaith education. The logic of the market in medical therapy -
its individualism cannot by its very nature conduct its practice on the
basis of an understanding of the fundamentally social character of the
problem of diarrhoca because this practice is premised on the sale of
medical therapy to an individual. It is natural that such a perspective
sees the cause of diarrhoea mainly in terms of invasion of a human
bady by pathogens, This perspective sees causes of diseases in the
natural environment only, being blind by its very nature 10 the social
cause and hence the social solution o the problem. This naturalisa-
tion of causal relations serves a useful function for the vested interests
since there's a “scientific” explanation 10 why a person has fallen sick
and how she can be cured by the grace of scientific medicine
(equated with drugs, surgery). Since market cconomy and hence
commercialised medical practice is presumed by studenis and
teachers, the perspective that discases are caused by disequilibrium
‘vith the natural environment need not he argued gut. It can be and
also 15 assumed without any awkward questions being raised so long
as teaching takes place at the level of a doctor treating a patient. It is
only in the preventive and social medicine department (which has
been converted into a compartment - water-tight at that !) that social
aspects of medicine are raised. But how and to what effect?

Ideology and Social Function of Preventive Medicine

In other departments students uneritically and unconsciously
strengthen their understanding that diseases are caused by pathogens
or bad habits. It is only in the PSM department/compartment that
there is an explicit discussion on social aspects of health and we must
naw examine what kind of medical sociology is taught here. But
hefore proceeding towards this inquiry, one would like to emphasise
that the paradigm that reigns in the clinical departments is not socially
neutral. The “germ theory of disease” has the social function of
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naturalising and obscuring the social character of health/ill-health, a
process that helps the vested interests.

The concept and practice of public heaith came into being in Europe
when the limitations of the paradigm of an individual doctor treating
a patient as an individual were exposed by epidemics caused by the
barbaric from that industrialisation and urbanisation assumed during
late 18th and early 19th century when workers were not able to
defend even their most preliminary rights against their employers.
Epidemics could be controlied and prevented only by public health
measures. Hence the rise of the concept of public health. The
paradigm of public health was a definite advance over the ideology of
individual doctor treating an individual patient. But “public health”
limited itself only 10 the task of ensuring the smooth functioning of
the market in medical therapy. The development from “public heaith
and sanitation " 1o “preventive and social medicine” (Community
medicine is today a mere phrase) has made inroads into the ideology
of individualism in medical practice, of “germ theory of disease” but
the sociology that informs PSM renders it incapable of a scientific un-
derstanding of social production of health/ill-health. What germ
theory of disease does at the individual level, (obscuring the social
causes) PSM does at he social level by converting the question of find-
ing out “what changes in social relations and medical technology
would be necessary (o attack a particular health-problem™ into a
purely technical question of “which technology would reduce the
problem to a socially acceptable level”. This is done by refusing 10
Question the particular pattern of social relations which gives risc toa
particular health problem. Thus we have programmes of distribution
ofiron tablets, distribution of Vitamin A doses, mid-day school meal
programmes as a solution to the widespread problem of malnourish-
ment in children. Such a strategy is the result of the inability of PSM to
See anaemia , vilamin A deficiency, protein-calorie malnutrition as
part of a single entity of malnourishment due to poverty, and ils cory-
panions. Such a strategy thus offers a purely technological solion to
what is primarily a socioeconomic problem. PSM devises technigues
of medical intervention on a social scale and thats ulll Many of these
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techniques can be valusble 1ools, Just as antibiotics can be valuable in
dealing with health problers in developing countries. (Not all techni-
ques in PSM are useful or innocuous). But the problem is that PSM
looks upon techniques as the solution and not as aids to a social
Strategy aimed at a protlem of health seeq, primarily as due 10
socioeconomic conditions,

Text books of PSM do mention about social-pathology (*Systematic
study or inquiry into the relationship between human disease and so-
cial conditions™) as part of study of PSM. But when the ‘ext book dis-
cusses concrete health problems it does not RO upto the real social
causes. For example, when it discusses Venereal Disease Control
Programme, there is no mention of how 1o deal with the problem of
prostitution (see textbook of Preventive & Social Medicine by Park).
While discussing social factors “associated” with V.D., this book men-
tions “Urbanisation and industrialisation” as one of the factors which
predispose to the spread of venereal discases, This is nusleading since
Only in an economy geared 1o individual profit-making and money
making, where everything including the human body is sold, does in-
dustrialisation and urbanisation 1ake g wi.ked form and lead 1o in-
human living conditions, to rampaut prostitution and venerea|
diseases. Vietnam and China mn-c or Jess eliminated prostitution &
V.D. simultaneously with v vanisation and industrialisation. Thus
PSM tends 1o obscure th- real specific social causes by resorting to su-
perficial explanati~ns which do not touch the heart of the problem,
Heart disear s, cancers, accidents are thus seen as discases of
“develop.d society” without referring 1o the method of development
of these societies - capitalist or socialist. There's no realisation that in-
dustrial accidents would not be substantially reduced by the “vaccine”
of “safety education™ unless work is not made faster to make more
profits, that heart diseases would not substantially come down so long
as agro business manipulates the needs and food-habits of the people,
that cancers would not recede so long as profit-oriented industrial
torporations discharge more and more cancerous agents into the en-
vironment. Health-education is not at all sufficient 1o prevent acei-
dents, heart discases and cancers, PSM is permeated by a superficial,
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eclectic empiricist sociology which refuses to go'into the heart of the
problem. PSM gives an appearance of considering the health-
problems within a social perspective. But in reality it does so only su-
perficially and obscures the deeper social causes of health-problems.
If we want to formulate an alternative curriculum in preventive and
community medicine we would have to make & much more detaiicy
eritique of the unspoken assumptions and the role of conventional
PSM, as well as the sociological concepts and explanations it offers.
Such a substantial, detailed eritique can form part of an alternative
curriculum. It is hoped that the critical remarks made above would
stimulate efforts in this direction,

Some suggestions towards an alternative

As shown earlier, medical cdu. tionis not purely technical. The ali. . -
native medical eduzation should iWentify, analyse and reject the
sociological presuppositions and concepts, perspective and analysis
thit permeates conventional medical education (along the lines indi-
cated above) and replace these with alternative presuppaositions,
perspective and analysis. What follows are some fundamental, broad
hints about how sceial science can be integrated into medical educa-
tion.

History, economics, politics cannot be taught in a medical college, but
a list of classics in these subjects should be given to students as recom-
mended readings and his literature be made available in the college
library.

Medical sociology should however, be included in the formal teaching
course in community medicine. It should consist of -

1) A critical history of the medical profession, throwing light on how
doctors have helped to reinforce the status quo.

2) Political economy of health - A study of how health/ill- health is
fundamentally a product of socioeconomic relations and how tech-
nological measures can have important but subordinate role 1o play.
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3) Political economy of commercial medical care - role of doctors,
drug companies, health insurance companies and hospital equipment
manufacturers.

4) Critical analysis of the value-relations that are necessarily estab-
lished by conventional type of medical practice - respect for money,
“expertise”, belief in technological gadgets ete. Identifying which
values we want 10 enhance through our medical work - importance of
collective work, democracy, demystification of medical technology,
social character of health problems elc.

3) Identifying the blind-spots in conventional medical thinking -
women and medicine, occupational health, medico-social problems.
6) A critique of conventional medical ethics and a study of new medi-
cal ethies.

7) An account of different experiments in alternative methods in
medical care.

8) What should be the ultimate goal of socially conseious medicos,
why and how to achieve it.
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The doctor who will be likely to be happy and contented in rural arcas
I5 the doctor who has been born, grown up and been educaied there.
In the future not only must his primary and secondary cducation but
alsoa high proportion ol his medical education be undertaken in rural
areas. “This lawer 1s particulary difficult as the majority of present
medical leachers would themselves be at a loss how 1o provide medi-
cal care in i rurgl setting.

— David Morely,

7

AN ALTERNATIVE MEDICAL EDUCATION
A report of discussion at Anand.

Ashvin Patel.

In 1983, a few members of mic were invied 10 Dhaka, Bangladesh, by
Gonoshasthaya Kendra, 1o participate in @ workshop on an Alterna-
tive Medical School for traming a doctor suited to the needs of health
services of less developed countries, with a distinet rural bias and with
primary health care as its goal,

in order that the interventions of the mfe members in the coming
workshop be meaningful and be supported with the group’s consen-
sus views, a meeting was organised at Anand, just afier the IX Annual
Meet. The main aims of this meeting were 1o define the role of the
new doclor - or primary health care provider, as the meeting
preferred to call him/her, to define the main categories under which

923
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the question of an alternative curriculum could be discussed and to
arrive at a reasonably deep consensus and understanding about some
of these categories. What follows is a brief report of the main points
on which some common understanding was reached.

Some time was spent to decide terms of reference. The following
painits emerged out of that effort:

1) Although the whole exercise was being done in the context of a
workshop on alternative medical curriculum organised by G.K.,
Bangladesh, we should also think in the Indian context.

2) The exercise would not sugges! reforms or alternatives in existing
medical education given by medical colleges.

3) The exercise was being done 1o have a “model” medical school
which may produce primary health care providers who would be com-
petent 1o plan and implement health care services 10 meet the needs
of a population in a defined geographical area, say a block or popula-
tion of 10.000. )

4) It was then agreed upon to work out some details of various
categories in the following order.

(a) Social context in which the primary health care provider (“doc-
tor") is to work.

(b) Role and objective of the education.

(¢) Criteria for selection of students

(d) Nature of setup of training centre and resource personnel.

(¢) Selection and reorientation of teachers.

() Methodology and content of course.

(g) Structure and content of course.

(h) Method of evaluation.

(1) Ongoing education,

It was felt that unless this model school effectively demonstrates the
competence of its graduates 1o meet the challenge, it would not make
any impact 1o initjate changes in present medical education. Neither
should it try 1o enter into competition with present medical schools
nor should it strive for recognition in terms of future post-graduation
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study. This may lead 10 compromising the spirit of the endeavour.
However, questions like the place of the new graduate in the hostile
existng system would pose a lot of problems as regards its viability.
Apparently objectives, course contents, methodology, the nature of
the setup etc., may look similar 1o, if not identical with, some of the
programmes or schools which profess 1o play the same role as the
proposed school. Then the crucial question is, where does this schoal
differ? Though there may be apparent similarities in various
categories, minute and specific details of each category would point 1o
the direction of the alternative, Due Lo lack of time, all categories (ato
i) could not be discussed. Again it was not possible (o go into minute
details of the categories discussed. Only important issues and broad
agreements were delineated. 1t was thought that we would have to do
4 lot of homewaork on these issues and categories and meet again 10
share and discuss. It may require two or three such meetings to reach
a reasonably sound and informed view about the alternative medical
education.

Now various issues, agreements, views, etc.about categories “a” to
“I" follows:

) The social context in which the primary health care provider is to
work:The opinion which ultimately prevailed was that students
should be trained for various activist and development groups and
voluntary health projects working for people’s health. He/She should
be trained 1o work as a part of & team.

Another opinion was that he/she should not be bound by’such context
and must be competent enough 1o practice in individual capacity as
well. Social context peeds a lot of exploration and sharpening.

b) Role and objectives of the education:

She/He would

—  be able to plan and execute health programme for a defined
population,

—  beabletorelate to the perspective of the group with which s/he
is 1o work.

—  be able to understand social reality and processes,
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he able (0 make community diagnosis and train CHVs

be able 1o use cliical skills and preventive methods 1o meet the
needs of the peopie.

have developed managerial skills and ability to integratc
various programmes.

realise his/her role as a participant in a group and de- ¢m-
phasise his/her role as a “leader™ at the 10p.

have increased his {earning capacities.

e able 10 identify areas of the relevant research and carry out
such research programmes.

¢) Criteria for selection of students:

Students would be selected and sponsored by her/his group on
guidelines provided by the school . One of the teachers would
discuss guidelines personally with (he Lroups.

Final screening and selection would be done by the school.
Minimum formal education qualification may pe final school-
ing.

Social criteria like palitical perspective and attitude for NEW
role should be examined.

Judgpng the motivation of # student i a difticult urca and needs
further exploration.

How 10 increasc acceptability by the community and decr- €ase
the drop-oat rate also peeds exploration.

Selecting C.1LV.s, ANMs, etc. may be useful, but de- con-
ditioning of previous [raning may pose 4 problem.

' ¢) Nature of setup of training centres and resource
personnel:

Training centre’s setup should be appropriate 10 the social con-
text and the institutions in which the student

is going 10 work in.

A
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There would be a central institution with minimum structure
providing learning of basic science and clinical practice like
general medicine, SUrgery, obstetrics and  gynaccolOgy,
paediatrics, epidemiology, elc.

Institutions would neither be a big regional hospital nor a small
upgraded primary health centre, 1t would be of of the size of a
district hospital with community health as its priority No 1.
There would not be special traditional departments.

There would be peripheral exiension rural units where stu-
dents would spend considerable time for learning.

All aspects and areas of training would not be located inone in-
stitution. Different resource centres including existing medical
colieges, voluntary hospitals, P.H.Cs, privale practitioners,
non-medical persons and institutions would be identified for
various components of training. Such centres and persons
would be competent and approp- riately oriented ones.

This setup would be devoid of hierarchical refationship among
various categories of staff and staff-patient relation. The whole
setup would reflect practice of egali- tarian values in its day to
day working.

Various categories of workers like M.P.Ws., nurses, C.H.Vs.
would be trained together in relevant (OPICS.

Though there would be no specialisation, elective con- centra-
tion in some area may be promoted.

Training would be in modern medical science (allopathy) only
looking to limitations of our understanding of other systems of
medicine. Traditional medical systems like Ayurveda, Unani
Homeopathy etc., would not be incorporated. But positive ef-
forts would be made to break communication barriers 10
premoie understanding of other systems.
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€) Selection and reorientation of teachers:

right attitudes and Proper orientation of teachers about the
values, structure.content and methodology of training
programmes are of paramount importance, Necessary com-
petence and knowledge are of equal importance. To gel
teachers with such a combination may be a real boltleneck.
Taking up an exercise of in-depth case study of a community
health project may expose Prospective teachers 1o the in-
tricacies of the problems and may help them to grasp a
perspective and to reorient themselves.

Continuous group evaluation with students abour teaching
programmes may also help considerably,

Visualising training role by observing C.H.V.s practicing in the
field may help the teachers.

Teachers may collectively define the area of further learning
for themselves and get trained in those areas.

Non doctors, like C.H.Vs, nurses, dressers would have an im-
portant role in training,

) Methodology of training:

Regional language would be preferred as a medium of instruc-
tion and learning.

Theory and practices would be integrated, e.g. anatomy may be
learned in context of its practical application,

Students would be given Specific responsible work, .g. posting
In pathological and biological laboratories,working with
dressers and nurses. Hear hefshe would work under direct su-
pervision of these personnel.

Community medicine would not be taught in isotation, it would
form an integrated and indivisible part of all disciplines.

Clinical and pre-clinical subjects would be learned in an in-
tegrated way.

———y-
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Audio-visual aids which may not be relevant for use in com-
munity may not be used in teaching students,

Bed-side manners, respect of patient, i.c. ethical norms, would
be evoived and practiced in leaching and learning.

Various methods to increase capabilities 10 learn onese!f and
to discriminate between contradicting, conflicting and confus-
ing informations is an area for further exploration,
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Is our counfry that shori of doctorsi
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SOME ISSUES FOR GROUP-DISCUSSIONS

Ashvin Patel

Itis not that, only we are dissatisfied with Medical Education in India.
Developed countries are also not happy with their Medical Educa-
tion. Lot of research about educational inputs, curriculum,
methodology of teaching and learning and evaluation is being done in
other countries, We have defined the objectives of Medical Educa-
tion and nature of itsend product. Question still remains, whether the
doctor we want, would demand less capabilities than the present one;
or he would be more versatile and competent 1o correlate various for-
ces, factors and happenings; in particular socio-economic and cul-
tural situarion 1o the health and diseases of people. Would he be able
to respond intelhgently and in a more informed way than what today's
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doctor does? The answer 1o this question would determine the struc-
ture, contents and methods of an alternate Medical Education.
This meet is to discuss three catagories of issues :

1) Content and structure of pre-clinical, clinical and para-clinical

subjects;

2) Content and structure of community medicine and

3) Methodology of today's Medical Education.
All the three issues are so closely inter-refated that many issues would
he common to all of them. Questions formulated below are to focus
on some issues in each category; and questions are not necessarilyin a
logical sequence and may be apparently disconnected Lo each other.
Numbers in bracket refer 1o the numbers given 1o the passages in the
* random notes "at the end of these questions.

A) Structure And Content Of Pre-Clinical, Clinical And
Para- Clinical Subjects

. I8 this division correct or rational? What does it indicate?

. What are the determinants of curriculum content : Job
Analysis i.e. actual utilisation of concepts and techniques by
various practitioners in the field; or actual long term needs of
the population?

3. What functions inform or guide the structure and content of
curriculum : i.e. (a) cognitive functions dealing with concepts,
knowledge and intellectual skills and abilities; (b) affective
functions dealing withattitudes, values, doctor- patient
relationship. mode of response, ethics, motivation....etc. (¢)
Psychomotor functions dealing with skills? Why?

4, Who shouid plan the curriculum? for Whom™

5. What are the criteria 1o decide the time allocation 1o particular

subject, may be pre-clinical, clinical or para- clinical? What

contents should be weeded out, what contents should be
added? Why?
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6. When and to what extent should basic sciences be given &
place? Why?

7. Why more weightage 1s given 10 clinical sciences as compared
to non-clinical subjects’

§. What are the roles of : a) fxed curriculum; (b) clearly defined
flexible-core curriculum and (c) a free elective curriculum?

9. How would one make sure that relevant contents are learnt ac-
tively by students? Do we have such methods worked out and
their efficacy having been tesied?

10. Do we have a perspective regarding secondary and tertiary
health care in organic link with the perspective and the ap-
proach of primary health care?

| 1. Why the sa-called progressive changes in Medical Education
have not heen implemented effectively, i it @ lack of
knowhow.a lack of imaginative minds, or a lack of will?

B) Content And Structure Of Community Medicine

1. Does community medicine or P.S.M. need separate depart-
ment, or teaching in the first place?

1.1. What are the consequences in terms of (a) content, structure
and methods of teaching community medicine due to such an
isolated view: (b) teaching basic pre-clinical sciences and chini-
cal sciences; (c) the uluimale image of the commuty-
medicine approach, on the students and the teachers?,

2. What leads to a tension between basic sciences and clinical
sciences? Is this tension real?

3. How arethe priority problems being dealt with in P.S.M.1cach-
ing and text-hooks?

3.1. How arewomen’s issuc, occupational health...etc. being dealt
with?

4. How effectively are students introduced to various methods
and tools of community health like epidemiology, demog-
raphy, statistics, theories and methods of social sciences, S0 as
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10 equip them with understanding of problems in the overall
social context and with problem-solving abilities?

4.1. What exactly is wrong in the teaching that leads to incom-
prekension about these tools?

4.2. What place has been accorded 1o control and eradication
strategies for smallpox, tuberculosis and malaria?

5. Do the health determinants taught in P.S.M. reflect the social
process?

5.1. What place does political economy of health get in the present
teaching?

6. What value system, attitudes and positions doesthis utter
failure of community medicine teaching lead 10? How can it be
corrected @ by reducing contents and time, improving the

- methods of teaching and employing the latest audio-visual
aids?

7. Dowe have enough understanding of disease (health) in com-
munity which can lead us to social action for durable results?
What can be the role of concerned and competent voluntary
organisations?

C) Methodology Of Training

1. Is the present methodology ineffective in serving its objective,
1.e.10 produce hospital oriented doctor?

L1 Isitaquestion of improving methods or making it more inter-
esting?

- What is wrong with the methodology : lack of proper com-
munication - methods and media; sequential teaching instead
ol integration; disassociation between theory and practice;
ieacher oriented methods; curriculum is defined in terms of
time rather than performance; lumping students together in
one class instead of dividing according to common aptitudes,
needs and abilities; or something else?

M
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. Innovative methods of teaching and learning like group - dis-

cussions, seminars, case-studies, ficld-visits, assignments, in-
tegrated clinics, practicals, laboratory work, bed side leaching,
student teaching, responsible job- work, audio-visuals....etc.
have been used now; then what more - or different - do we
need? Why?

- How and where dothese methods lack the approach and

perspective of community health?

. How and why do they fail to impart new values, altitudes, skills,

knowledge/abilities 1o comprehend and solve problems?

. Is it just a question of pedagogy?
. What sort of efforts are needed to muke these methods effec-

Live?

. What is the role of various types of examinations as a subtle

method deciding the outcome of medical education?
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10 try moulding a doctor's aspirations after he has graduated from

mudical sehool is absurd. Doctors should be trained at least partly in

the places where they are likely eventually 1o find themselves working.
— Earthscan, 1978.
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REPORTS OF GROUP DISCUSSIONS AT
TENTH M.F.C ANNUAL MEET

Group A: Structure And Content Of Pre-Clinical, Clinical
And Para-Clinical Subjects,

The group consisted of about 15 people of varying backgrounds - so-
cial workers, doctors, teachers, interns and medical students.

At the beginning of the Meet, we were given a sct of guestions
prepared by Ashwin Patel, related to the topic to facilitate the discus-
sion, and three main areas were identified from amongst them: (1)
Process of formulation of curriculum. (2) Structure and contents of
the eurriculum. (3) Implementation and evaluation of the cur-
riculum,

1. Process of Curriculum Formation: The discussion was initiated by
pointing out that the curriculum formulated by the British did keepin
view the job analysis of the doctor i.e skills essential 10 serve the
British Army and the local elite. The present curriculum is based on
the British pattern but the job analysis has became blurred as a result
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of changes brought about in the curriculum and the health set-up. Ac-
cording to one view, there have been changes like addition of preven-
tive and social medicine in rural internship to serve, at least on paper,
the rural based PHCs, A super-imposition of this on the existing
British pattern has made the implicit job analysis hazy and confused.
These changes may be in wrong direction but their significance should
not be overlooked. An opposite view contented that these changes
are superficial and not fundamental, “only quantitative but pot
Qualitative™. Though the job analysis on paper has become hazy but
s a determinant of curriculum content, it still remains the same! To
serve the interests of the local elite, It was felt that the discussion
could be better understood in the light of Ravi Narayan's article in the
Bulletin on “150 years of medical education”. Proponents of both
views agreed that the curriculum content is certainly not determined
by the long term needs of the people.

Here, it was suggesied that if the curriculum is 1o serve the real needs
of the people then certain guiding principles should be fixed at the na-
tional level but should have enough flexibility for covering regional
variations and problems. This was countered by another view arguing
that the present curriculum itself provided enough flexibility for a
such an exercise. It was even possible to formulate a people’s need-
oriented curriculum within the present structure, only it required a
meaningful and strong-willed application. This was opposed by point-
ing to the inadequacies in the ‘flexibility” of the present curriculum c.g
it cannot accommodate teaching of skills required for managing a
small heaith centre, paramedic training or planning a health educa-
lion programme. At best, it provided for a possibility of laying stress
On this or that problem included therein, Since the question of adding
new skills and their teaching was raised, the students were asked to
share their opinion. They feit that if the subjects taught had the right
orientation, contents and methodology new subjects would not be
burdensome to the students. However, a question was raised, as to
why there should not be minimum Jevel of skills and knowledge laid

REPORTS OF GROUP DISCUSSIONS

down in the curriculum itself. That would reduce a lot of unnecessary
teaching and learning giving more scope for new, more relevant
topics. Presently, the curriculum £ives an area o be studied which 15
vast, almost unlimited,

ly means training a doctor better suited for
the role envisaged for a basic doctor and limiting the teaching only to
areas relevant 1o performing such a role. It may also mean widening
horizons in certain other areas like political economy of health, and
demography.
One participant felt that the Student should be given some idea about
indigenous systems of medicine because a doctor is often asked by
patients about a certain therapy or drug or certain beliefs based on in-
digenous system and he/she does not have any idea about these. Two
different views favouring the Proposal emerged. One view that the
basic principles should be taught so as to enable the doctor 1o under-
stand and respect other systems of medicine. TH€ other view favoured
imparting of a limited awareness regarding:
- People’s beliefs based on the Indigenous system.
- Possible toxic effects of drugs used in these system,
This equating of indigenous systems with people’s beliefs was ob-
Jected to, on the grounds that indigenous systems should be eon-
sidered as proto-sciences with a rational body of knowledge and
concepis having a potential of developing scientifically.
A totally differing view opposed any inclusion of indigenous systems
at all because:
- & short eourse would be inadequate 10 understand even the basic
principles;
- their concepts are so different from allopathic system that they
would cause a lot of confusion,

It was important 10 develop a correet atlitude towards these systems,
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Ultimately, the group agreed that there was a clear need 1o impart
some knowledge about these systems but there is no clarity about how
much and what was to be taught because the efficacy of these systems
is not properly understood.
The discussion on who is 10 from the curriculum was initiated by in-
forming the group about how the curriculum is formulated at
present. The group was told that is a committee consisting of senior
professors of various faculties of medical colleges that formulates the
curriculum, This system was found (o be grossly defective by the
group because.
- Such a commitiee does not and cannot reflect the real needs of the
people, not being in living contact with the people nor being sensitive
to their needs.
- It is not directly involved with day-today teaching,
- The members are primarily clinicians not necessarily well versed
with the science of education,
Thereafter, two divergent views emerged on a relevant alternative,
One view opted for a curriculum planning committee consisting of
elected representatiyes of student bodies, teachers the University and
of the people. It was argued that although a people’s representative
might not be able 1o contribute to the academic aspects of the cur-
ficulum but could certainly opine upon ethics, doctor-patient
relationship etc. Similarly a student’s representative would more
meaningfully contribute 1o the methodological aspects. There was a
suggestion for co~opting members from the non-governmental health
sector involved with innovative health work and amongst the
educationalists.
Varianis of this view suggested consultation with senior students and
Junior teachers before formulating the curriculum.
The opposing view proposed a committee consisting of concerned
prolessionals working in the field in the non-Governmental sector be-
cause, they alone can reflect the needs of the people. This view ob-
jected to represemative body because they felt that the students and

REPORTS OF GROUP DISCUSSIONS

the teachers not only cannot reflect the People’s needs bur also, a
present they are, concerned with their own interests.

These arguments were countered by the opponents by pointing out
that first, the students and the teachers’ orientation can be presumed
o be pro-people §r it is the alternative as envisaged in the “Prereg-

ic:;re people’s organisation or a pro-people student’s body to make an
pact.

_2. Structure and Content of Pre-clinical, Clinical, Para. Clinical Sub-
jects: Tu begin with, it was generally felt that the very terminology
used In this division is clinic-biased and reflects a lack of under-
standing of the concept of community medicine. It was conceded
though, that divisions are essential 1o ensure a smooth fi um:tiuniné

genera!!y the group felt that an integrated systemwise teaching follow-
ing a brief course in basic sciences would be better. It should include

wards and.in community. By systemwise teaching it was meant teach-
ing the anatomy, physiology, pathology, medical and surgical condi-
lions and interventions, pharmacology of the drugs of a particutar
system, all this with a predominance of community health orientation,
Sugh 4 system was preferred because jt provided an approach for an
holistic understanding of the human body and its problems and it
prevented medicine from becoming an academic exercise.

The dissenting viewpoint contended that the present system was bet-
ter because in order 10 understand the pathology of one system it was
often necessary to know the anatomy and physiology of some other
System/s as in the case of cardiovaseular and respiratory systems,
Similarly, drugs used in diseases of one system might have side effect
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on another system the physiology of which must be known in order 10
comprehend pharmacology. .
But, it was argued, the integrated approach had other advantages like
it avoided duplication of teaching the same facts of anatomy and
physiology. Moreover, it was argued that the problem is not just that
of interpreting pre-clinical and clinical subjects but more mag of cor-
relating constantly what was being taught throughout the period, and
imparting 10 it a community centered orientation.
“Two divergent views emerged on the guestion of time allocation and
weeding out/adding of contents:
One view argued that the contents be strictly determined by the ul-
timate role that the doctor'was going play. It would certainly mean
curtailing of irrelevant aspects like rare health problems or those no'l'
amenable to, simple interventions, alongwith their “Pre-clinical
aspects. Moreover it would mean addition of new aspects and lherpcs
like demography, political economy of health or practical skills hk‘e
reduction of Colie's fracture management of childhood tuberculosis
ete.
The opposing view contended that nothing should be weeded out and
the academic standards of the MBBS course should not be com-
promised. The doctor should be trained to'be a master clir}ician which
requires a sound foundation in pre-clinical and clinical scacnce&'o\lso
some aspects might seem 10 be irrelevant but they were esseptial 10
build up a scientific upproach to 2 problem. L
But, it was argued, what peopic needed was not a master clinician but
a basic doctor who is expected L be amore relevant, better equipped
“MBIS" doctor.
In the context of basic sciences the group feit that the conients
relevant to the health and other problems that the basic doctor would
tackle should be retained, the rest weeded out. But it was thought
prudent Lo reserve judgement regarding a specific theme as no cor-
relation had been shown experimentaily between the contents of
basic sciences and the ultimate results.
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Several factors contributing to more weightage being given Lo clincal
sciences were identified. They were:

- more material incentives 10 itS practitioners bothiin private as well as
hospital practice,

- clinical practice being more prestigious as a clinician can show a
direct result in the form of immediate relief.

- Traditianal belief that the doctor should be a climician healer,

Next, after clarifying its understanding of the terms fixed curriculum,
clearly defined flexible core curriculum and free elective curriculum,
the group felt that the present curriculum fitted into the first category.
But, the group thought that in view of the previous discussion if one
considered itas flexible enough then after reformulating the contents
the structure of an alternative curriculum could remain the same.

But, a participant contended that a free elective curriculum gives the
student an opportunity 10 explore various areas of his/her choice not
necessary with a view 1o specialise. A differing opinion argued that it
may be relevant for developed societies as they offered a wide scope
of productive activities after graduation but when we have a relatively
fixed role in mind its relevance is lost. Morever, making available
facilities for a large number of elective courses would involve extra
expenditure.

This view was countered by pointing out there was enough scope of
offering electives even within the framework tosuit the role envisaged
by us. Over and above learning the fundamental aspects of areas like
rural pediatrics, simple anesthesia, sociology community diagnosis
and demography etc., a student should be given an opportunity to
upgrade his/her understanding/skills in those areas il he/she chooses
to dose by offering them as electives. The group aceepted this point
unanimously but a few modifications were suggested.

One proposal was 10 allow the student 10 choose even conventional
subjects like physiology, pathology, opthalmology etc. as electives, but
that the university/medical college should formulate special courses
only for priority areas. A differing view proposed offering only the
priority areas as electives as under the existing predominance of clini-
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cal medicine, such a choice would mean a rush for conventional areas
like pediatrics.

Anather suggestion that an incentive be offered to those opting for
priority areas in the form of credit marks/priority for getting a job/post
graduation in that department was opposed by pointing out that in-
centives kil initiative and students would be attracted to priority areas
only for those credit marks. It also makes a mockery of the freedom in
choosing a particular area. The suggestion that degree be not
awarded till one elective course was completed was opposed on the
same grounds.

After much deliberation regarding the time duration and the period
when elective should be offered, the group came to the conclusion
that it was desirable to have a fixed basic curriculum tailored to the
needs of the role expected of the basic doctor with elective courses,
provided that enough time to grasp the principles/enhance the skills is
allotted to the elective, preferably within the period of graduation and
that there is a mechanism which prevents an undue rush in any one
area.

It was suggested that as an immediate demand, at least those areas
which are not all included in the existing curriculum like political
economy of health, community diagnosis ete. be offered as vacation
clectives so as 10 give a chance toa sensitive and interested student to
achieve a better understanding of his/her role.

3. Evaluation and Implementation: The group felt that to ensure a
correct and effective iearning of thefrelevant contents a relevant
methodology also needs 1o be developed. As another group was al-
ready discussing this theme, it was not discussed further.

The group felt that the concepts of secondary and tertiary levels of .

health care need 1o be clarified. It was suggested that they be seen as
levels of health care according to the sophistication of ‘knowledge and
equipment required”. The group fell that there is a need to give at
least a generalidea of what forms other levels of health care. Since the
basic doctor is expected to be equipped for primary level care only,
special training would be necessary for him/her 1o work at secon-
dary/tertiary levels.

7
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The group thought that the reasons for non-implementation of so-
called progressive changes in the curriculum were different at the
level of policy makers and at the level of health activists like MFC. For
the former it cannot be said that there is a lack of will or imaginative
minds or lack of knowlegge because the will, and knowledge and the
imagination are manifested when it come 10 making of and im-
plementing of policies in the interest of the elite classes. It is not true
that due'to active resistance of the health burcaucracy and the tech-
nocracy, new pro-people proposals of varlous' committees go
unimplemented.

Al the level of health activists where the will to change is present often
inability to innovate or a lack of knowledge and skills do come in the
way of effective implementation.

Actually, both these reflect the undemocratic culture generated by
our society. Activists 1oo have no initiative, no self confidence 10 in-
novate. The entrenched bureaucracy and the technocracy has no in-
terest in having a dialogue with the actual implementors, field
workers and the people at large. The group felt that this was true
sometime even for the health activists. It was suggested that at least
they should try 1o overcome this stranglehold over their thoughts and
actions and strike at the problem lying at the root of the social struc-
ture.

Dhruv Mankad.

Group B: Content and Structure of Community Medicine.

“This was the largest of the three groups. Mast of the non- medical
participants of the meet opted for this group and so, thee discussion
rightly focused more on the sociocconomic aspect of community
health. The complex interaction of socially conscious medical stu-
dents, doctors, sociologists ele. led to a very lengthy but intensive dis-
cussion which helped in developing further understanding of
relationship between socioeconomic order and health. Time was in-
sufficient and even after an additional session many issues could not
be discussed.
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The first question that was posed by the participants was: “What is
communily medicine?” One participant felt that in one of the back-
ground papers bio-medical intervention is emphasised more and so
we should make more efforts 1o find out other forms of interventions.
Alter discussion, Iwo suggestions were made: (1) In community
medicine, we do not make mere medical diagnosis of the disease e.g
when we see a case of tuberculosis, we also try to find out from where
that person is coming, to which socioeconomic section of the popula-
tion he/she belongs, what are the conditions of that section which
makes them more prone to that disease etc., Treatment also is not
curative not sufficient to talk in terms of diseases only, but social ill-
nesses like market exploitation should also be included. It was agreed
that such social iliness impinge upon health disorders in saciety and
need to be included but while keeping the focus on the health issues.
Here the participants added that in certain disorders like mental
problems, the social forces are primarily responsible for those disor-
ders and so they should be given greater emphasis.

While responding 1o the question whether community medicine or
PSM needed a separate department, the participants agreed that ir-
respective of the fact whether there is a separate department or not,
PSM teaching should be integrated with the teaching of order sub-
jects, In this context, a discussion on hospital and community came
up. One suggestion was that hospital ard community should not be
counterposed. Many of us counterpose them as we separate secon-
dary and tertiary aspects of health care from primary health care.
Present day medicos remember more of secondary and tertiary
aspects of health care while primary health care is usually forgotten or
neglected. Il we take them as an integrated whole, then we realise that
hospital is nothing but an extension of the community. It was pointed
out that if doctors are 10 make community diagnosis, they must un-
derstand what society is. This point led to the discussion on what we
mean by the community. It was agreed that community is not a
homogenous entity but there are many divisions/differences within it.
On this a question, was raised: Why call it community medicine and
not social medicine? ‘Ihe latter would explain the nature of the com-
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munity we are dealing with in India. Two viewpoints were put for-
ward; (1) One was that the word community, medicine better explains
the type of approach we are taking up and at the same time we should
keep in mind the divisions within the community. (2) Another view
was that the word community has a connotation of community and so
sometimes the understanding of the divisions within community gets
blurred. On the other hand, if the word *social’ is used, it will better ex-
plain the differences and inherent conflicts in the society. This discus-
sion was not continued further as it was understood that both
viewpoints, agreed on the content of our understanding  of
‘community’ and ‘society’,

Al this point one participant argued that it is not enough to say thal“.'

community is divided within itself but we should also recognise that
the tools of community health have been developed in a particular so-
cial structure and so, they are not value free,

It was agreed that we should know how such tools have been
developed but some participants felt that they were not so value
loaded that they should be altogether disordered. Merely because
some people have misused and are misusing them they do not be-
come invalid. On the other hand they very same (00ls can be utilised
by the exploited masses 100 fight against the system iself.

In response some participants argued that it was not a question of use
and misuse or validity of the tools but the need to understand that in
every Lool there are some ideological constructions which ‘are in-

‘herent and which should be exposed. Thus, it is not sufficient to say

that community medicine should recognise divisions and conflicts in
the society but to question the ideological substructure of the tools of
community medicine. It was agreed that tools are value loaded and
they have limitations, but are these limitations inherent? Here, the ex-
ample of the stethoscope was given and argued that it is used for the
same purpose for all. Others argued thar this is not necessarily so. A
hoe used for tilling land is used by the children as toy. Some par-
ticipants contested two points made in one of the background papers,
These were: (1) We do not have relevant, useful and durable
knowledge of disease in the commu nity, and, (2) we must consciously
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develop abilities and competence in the methods of community
health. It was suggested that examples should be given to prove that
these tools are so value loaded that they cannot be used at all,

In response, the example of psychometric method was given. It was
argued the psychometric methods of measuring human behaviour
mystifies the social reality. The very act of quantifying human be-
haviour makes the psychometric methods biased.

Some participants further suggested that concepts historically
develop in sacio-political system and therefore, concepts have an
ideological substructure. This ideological substructure should be
made explicit and exposed. We should use these tools remaining con-
seious of their ideological substructure and inherent limitations; only
thus, can better tools or concepts be evolved. Since participants
agreed (o disagree, this debate was stopped at this point and the
group went on to discuss other points.

Next, the context of preventive and social medicine was taken up for
discussion. Park’s textbook on PSM was taken as a case study. Par-
ticipants made the following comments: (1) Park’s textbook is a use-
ful book as It discusses certain aspecis like epidemiology. But there
are certain weaknesses also. For example, agent, host and environ-
ment are given equal importance, which is actually incorrect. (2) The
book has failed in motivating students., students have nochance
to put into practice what they learn. Il response to this comment
some participant said that motivation does not come from the book
alone. (3) Areas of limitations in this book were mentioned but were
not discussed in detail. One such area that was mentioned was oc-
cupational health. Here it was stated that the role of social conflict is
more or less ignored in Park’s textbook. (4) One participants said that
Park has formalised what is going on in the medical system, Park’s
book 15 in some ways a dictionary from which you cannot understand
the dynamies of the disease process in society. In briel, Park is only
helping the medical students to pass the examination. (5) In the sec-
tion on social sciences, sickness is defined as an individual's attempt (0
escape from the society. The doctor’s role is seen as persuading the in-
dividual to go back to society. (6) Theory of social seience is explained
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as definitions of various terms. As any other science, there are various
theories in social sciences and they cannol be reduced to mere defini-
tion of terms. (7) The boak perpetrates the idea of blaming the
patient for his/her ill-health.
The content of teaching of pre-clinical sciences was reviewed by the
participants. In preclinical teaching almost everything in anatomy,
biochemisiry etc. are taught without explaining their significance in
community health. Everything is given equal emphasis, but actualiy,
in the community we come across more problems of extremities and
not of head and neck.
“The next question was: What leads to tension between basic science
and clinical sciences? Is this tension real?
It was felt that basic sciences should be understood in the context of
the problems in the community. For good community health work
knowledge of basic sciences is required. Only this will help us to know
what type of distortions have taken place in actual practice 2.g when
we advise peopie to prepare oral rehydration fluid from the substan-
ces available in the community we can know the knowledge of basic
sciences is good. Therefore, it was suggested that the tension between
basic sciences and clinical sciences is apparent and not real.
The next question was: How are the priority prob}c'ms being dealt
with PSM teaching and textbooks? Some participanis pointed out
that poverty, inequality, exploitation etc. are priority problems of
society. Against this it was argued that since the doctor is involved in
health work, the social problems should be explained through the
medical priorities in the community. 1t was suggested that since our
integrated as priorities of people and not of doctors. People’s educa-
tion also plays an important role in removing ignorance and that'in
turn heips in improving health standards. An example of improve-
ment in nutrition status of children through health education of
mother was given.
On the point of setting priorities, some participants felt that who sets
the priorities is important, If the priorities are set by the people them-
selves then they may be different from our own concepts of priorities.
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Due 10 lacks of time it was not possible 1o discuss many other issues,
The group did not come out with any recommendations or concrete

conclusions as clarification of the issues involved was given impor-
tance.

-Amar Jesani,

Group C: Changing the Methodology of Training in
Medical Schools:

Change in methodology could be discussed from two stand points.
One, with the long term perspective of it being part of a wider move-
ment for alternative structures in all aspects of life; two, critical inter-
vention in the existing medical education in order 1o accelerate the
process of the emergence of socially conscious and concerned health
personnel.
“The group felt that at present, in the absence of a wider political

movement, it was essential (o think of ways of intervening in the
present system.

Before the discussion on the actual methodology, a few points were
made:

- Change in the methodology cannot be seen in isolation from
“the other aspects of medical education i.e s¢fction of

students curriculum ete.

- Itwas agreed that change in methodology will have to be discussed in
the context of Wider social, political and economic forces within the
society which maintain the present distortions in medical educat on,
For instance we would have 10 discuss changes in medical education
n the context of changing the whole educational system which
deliberately perpetuates a set of values. However, the limitations of
doing so was realized by the group and it was agreed 10 focus the dis-
cussion on what could be done to influence the non-going medical
education keeping the constraints in view.

An attempt was made by the participants to list the qualities expected
i a sacilly conscious health personnel. He/She should.
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- be able 1o see a patient as a human being rather than a diseased en-
tity.

- have an understanding of the socio-economic-political roots of the
disease.

- have an understanding society and its dynamics and be able 10 in-
itiate change.

- be able 10 work as a member of a team and assume leadership if
necessary.,

- be able 1o function effectively and find solutions to problems with
whatever resources available using his/her ingenuity, innovativeness
and initiative.

- be able 1o have an insight into the non-material rewards which are
more satisfying in the long run,

- be able to face chalienges, frustrations which will be a part of Com-
munity Health work and be willing to undergo & certain amount of
emotional isolation.

- be equipped with knowledge and skills related 1o health care, train-
ing of other health personnel and basic rescarch.

It was emphasized that we were not trying 10 train health personnel 1o
fit into the existing health care system rather, it was hoped that the
new health personnel would be instrumental in changing the direction
and structure of health care system to meet our peoples’ nceds.,

"The group felt that at present the health personnel involved with basic
health care dre given low status due 1o the general illusion that the
skill and knowledge required to perform this function is *basic”. In
reality, such a health person has to be much more competent and
capable than he/er colleagues working in institutions which have an
array of infrastructure facilities and support.
‘The qualities enumerated above, triggered off a discussion on the
selection process of the medical student which is inherently based
against the emergence of a socially conscious medico.

"The pros and cons of selecting students from rural-urban back-
ground, age of entry inta medical school, blockwise or selection by
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Panchayat were discussed. For instance, some participants felt that
there should no upper age limit while some other felt the younger the
student, the easier it is 10 ‘mould’ him or her. Others felt that the stu-
dent should enter medical college after they have experienced some
social reality. The group moved on todiscussing the values inherent in
present methodology which prevent students from becoming sensi-
tive to realities.

The present methodology

- perpetuates a hierarchical structure

- actively discourages questioning

- gives the doctor a superiority complex about his/her

knowledge,

- discourages innovation and sell-learning,

An effective methodology would therefore be one that can counter
the above values and inculeate a different set of values into the train-
ing programmes.

Same suggestions made by the participants were:

1. Introduce field visits soon after the students are admitted for the
programme. In this context the present method of students “looking
after” 2-3 families was criticised. The rural internship is 100 late in the
programme. 'The duration is short, and nﬁi‘t?er the student nor the
teachers are interested 10 carry out this activiiy sincerely.

2. Problem-solving methods should be be used more often.

3. Participatory method of teaching should become the norm.
4, Some participants felt that the mother tongue should be made the
medium of instruction but this point was not discussed any further.
5. 'T'he training should be conducted in rural areas, but it was em-
phasized that it is not enough to merely locate the building in a rural
area. Rather, the whole cultural milieu of the medical college/hostel
needs 10 be changed.
A few questions were raised about the role of the teacher since they
are the ones who would have a major role to play;
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- Is it possible 10 train the present teachers 10 use a different
methodology?

- If this were not possible where does one find new teachers?

These questions were not resolved. At this point, another question
was posed as to where such a training could take place. Should a new
institution be set up or should the a'ready available facilities in both
Government and voluntary sector be used?

It was felt that the existing voluntary agencies arc not readily
equipped in terms of knowledge and competence to train medical stu-
dents. There is very often a contradiction between the ideology that is
preached and that actually implemented. The unfortunate thing
about voluntary agencies is that having reached a level of complacen-
cy, they actively discourage questions regarding their in-competency,
incapability and lack of political will. Further they are overburdened
with their day to day activities and training of medical graduates will
not form a priority with them.

However, it could be worthwhile if voluntary agencies collaborate
with medical colleges in imparting a different kind of training to medi-
cal students. The exposure to @ voluntary agency could start carly in
student life. A minimum of three months would be necessary. The
student should be exposed be to voluntary agencies based in both
rural and urban areas as well as those operating under different
ideological framework. The ideological bias inherent in the activities
of voluntary agencies might influence the student adversely and
thtrefore the student should be exposed 1o different voluntary agen-
cies be encouraged 10 question the activities themselves. The role of
the trainer was re-emphasized as this would play an important part in
developing the critical faculty of the student. Some participanis
feared that this exposure might be viewed as an imposition on the stu-
dents. It was pointed out the the present educational system itself is
an importance.

A question was raised as to whether the energies o focused upon
trainers, students or planners. Medical students are often operating
under economic constraint but the past experience of working with
medical students has shown that even though the students do not take
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up community health work, a different exposure helps them to be
“hetter” doctors, (better in terms of rational therapeutics, sensitivity
etc.). Teachers who are already thinking differently should be con-
tacted and drawn into a common pool. The innovations they could .
make would give the necessary feedback for further analysis and in-
novation. But it was pointed out that in order toeffective it is essential
that the alternate medical education should be as forceful (based on
| concrete facts and scientific evidence) as the conventional medical
| curriculum. This is all the more important as these two divergent 1 0
| types of medical education perpetuating diametrically opposite t
‘ values are going Lo exist side-by-side for some time 10 come.

| There were also suggestions regarding the production of ‘kits' for
| medical students and organising distance teaching, (correspondence TOWARDS A CLINICAL SYLLABUS FOR
. course) for students. ALTERNATIVE MEDICAL CURRICULUM

An important arca of the methodology of evaluating the student’s
performance was not discussed due 10 lack of time.

Anant R.S. Phadke

Medical education involves specialized technical training. But that is

not all. A medical student simultancously imbibes certain values -

medical education imparts a certain concept about the causes of
b ¢ health - problems in our saciety, and their remedy, the rolc of doctors
inthe remedial strategy. He/She imbibes the values of today's medical
profession from his/her daily contact with the teacher : attitude
towards poor and rich patients, nurses, drug-companies, social
aspects of health etc..et¢. By their very nature, these coneepls relate
_ tosocial reality and are not technical questions. An alternative medi-
4 cal curriculum and teaching method should build up allernatives on
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all aspects of medical education. The socio-cultural aspect of medical
education would have to be dealth with in a separate paper.

“I'he question of the basic purpose of an alternative medical college, of
selection of students and teachers, location of training, methodology
of training, evaluation, the question of recogaition 10 the product of
this college ... all these guestions are also extremely important and
they too have 10 be dealth with in a separate paper. However, here we
would concentrate only on the clinical aspect of medical education.
The clinicaltechnical aspect is never purely technical but has social
connotations and there is a link in the social function of medical
profession and the technical content of medical education. For ex-
ample, the undue importance 1o major surgery, heart murmurs ele.
and the neglect of minor surgery and subjects like leprosy reflects the
social function for which a medical graduate is trained. But here we
would deal with social aspects only when they are directly related to
the technical content of medical education.

Principles for Clinical Syllabus :-

‘The syllabus for doctor's technical education should depend upon -
1) The health-situation in the country;
2) The health-culture and system of delivery of medical-services
in that country.
We would assume that we are aiming at formulating a curriculum for
doctor’s education in a poor, developing coufiry where the system of
delivery of health services is being organized on a rational basis.
In rural India, we have the following chain of health- workers : CHV
- Multipurpose Workers/Nurse-Health Supervisor - doctor, Simple
cold, cough,ordinary diarrhoea, routine MCH work etc. would be
taken care of by the paramedic. In urban area also, there should be a
layer of very well trained paramedics to take care of such simple
problems.
Under these circumstances what would be the principles for for-
mulating a syllabus for a doctor’s technical education?

TOWARDS A CLINICAL SYLLABUS

1) There should be a clearcut distinction between those clinical condi-
tions which the basic doctor should be able 1o +diagnose and manage
completely on his/her own, and which conditions he/she should mere-
ly suspect at an early stage and refer them to higher level (afier giving
emergency treatment if indicated.) Without such a distinction, a stu-
dent is burdened with a lot of unnecessary details about complicated
diseases with the result that he/she forgets even those things which
must be known to a basic doctor.

2) Which clinical conditions the doctor should manage on his/her own
would depend upon -

(@) how common and serious is the condition.

(b) whether it be diagnosed and managed without resorting to
sophisticated techniques and skill not available a1 the com-
munity centre. For example, details of diagnosis of inguinal
hernia should not be taught since herniorrhaphy will not be
done by the basic doctor. He/She has just to suspect this disor-
der and refer the patient to a higher level. However, he/she
should know the pre-referral emergency management of a case
of obstructed inguinal hernia.

Uncomplicated tuberculosis in children should be taught in detail
(unlike today) 1o enable the basic doctor 10 manage such cases com-
petently, since this condition does not require sophisticated techni-
ques for diagnosis and management.

(c) whether a condition is life-threatening and does not reuire
costly equipment 1o manage it. For example, foreign body in
Irachea.

3) All the clinical teaching should be directed 1o the tasks he/she is ac-
tually going to perform. Anything not essential to perform these tasks
should not be taught. For example ; it is not necessary 10 teach about
heart-murmurs beyond how to distinguish between a physiological
murmur from @n organic one; or how 10 diagnose and mcdiEal!y

manage acute rheumatic heart disease, a fairly common condition in
India.
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4) All the teaching in preclinical subjects be directly subordinated to
the clinical tasks that the doctor is going to perform. Anything which
is not directly relevent should be left out. For example, when phar-
macology of adrenaline is being taught, only those pharmacological
actions which are relevent in clinical practice (use, side effects, toxicity
poisoning) should be taught. It is not at all necessary 10 teach in detail,
effects of adrenaline on all systems in the bady in an exhaustive man-
ner.

5) Preclinical and clinical subjects be taught simultenously- one sys-
tem after another. For example, afier a very brief introduction to
general features of human anatomy physiology, pathalogy, phar-
macology, students can be taught a system like cardio-respiratary sys-
tem - its anatomy, physiology, pathology, pharmacology, diagnosis
and management - for say 3 months. Thus all the relevant aspects of
clidio-respiratary system are 1o be taught together along with the so-
cial aspegts of gach of the diseases.

6) Learning be combined with responsibilities in work. Dressing and
bandaging, minor surgery, management of simple clinical conditions
should be done in the manner of sharing the work with the medical
stulf of the community centre under their guidance.

Based on the above principles, an attempt will be made below (o for-
mulate a syllabus for Anatomy/General surgery, (o demonstrate by
way of example, how the above principles can be integrated in con-
cretely formulating the alternative syllabus, The time required for
each topic however has not been worked out. [/

Instead of listing each and every condition, the category of conditions
or sometimes the upper-limit would generally be specified, meaning
therehy that all conditions in the same category below that level would
be taught. For example “minor surgery upto removal of small cysts,
lipomas™ would include a host of conditions in this category and
below,

TOWARDS A CLINICAL SYLLABUS

Anatomy and General Surgery

Following conditions should be managed by the basic doctor com-
pietely on his/her own without refering to higher level -

Wounds

—  Management of wounds except when
— nerves and tendons are damaged

—  vessels are injured 1o such an extent that the organ is
Jeopardized.
—  blunt or penetrating injury to abdomen and chest lead-
ing to internal haemorrhage.
Radial, ulnar, median, femoral nerves are most commonly damaged
and hence the anatomy of these nerves should be taught to the extent
that the doctor should be able to diagnose injuries to these nerves and
refer the patient immediately 1o @ higher level. Similarly tendons
around the wrist, and tendoachillis should be taught with special em-
phasis.

Traumas and Burns

Head injuries except those with intracranial bleeding.

Minor Burns

Ali cases of injuries leading to damage to internal organ (rupture of
urethra) or internal haemorrhage and all cases of major burns requir-
ing plasma transfussion should be referred after giving pre-referal
treatment if any. Similarly all cases of fractures except colles’s,
clavicle, crack-fractures, should be referred to a higher level. Com-
pound fractures and fractures involving injuries 1o nerves and vessels
should be referred as mentioned above.

Surgical Conditions:

(A few illustrative examples)
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—  Cysis, uleers, carbuncle, abscesses, swellings like lipoma, minor
surgery ol the hand.

—  However, no surgery in the neck and Axilla especially TB
Nodes,

Local Anaesthesia/Anal Gesia in Minor Surgery

—  piles, fissure in ano

—  tOnservative management of cholecystitis,cholelithiasis,
—  renaland ureterie caleuli - (1o be taught in medicine?)
—  Pre-reveral management of acute abdoman.

—  bladder stone.

T vasectomy, phimosis, mearal stenosis, detection of congenital
dislocation of hip-joint, CTEV (10 be referred promptly) -frac-
ture ribs, pneumothorax, cmph i

Certain Procedures

—  Giving pentothal anaesthesia and doing intubation to conduct
short. simple procedures like ) & Cin Gynm:culug}-; reduction
of Colleses Fracture,

—  Cardio Respiratary Resuscitation.

—  Management of Air-way in uncorfscious patient

—  Emergency tracheostomy

—  Heimlich Manoeuvre

—  Venesection, catheterization

All the conditions mentioned above should be taught throughly. All

other conditions should be taught only to the extent o enable the doe-
10r 1o suspest the case early, and 1o refer it 10 a higher level.

In teaching anatomy, application should be the overiding considera-
tion. Gray's Anatomy should only be used as a reference book and not
as 1ext book. The ook by Last dissection but should be given dis-
sected body to get i three dimensional view of human body. Students
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would be expected to learn functional anatomy. Thus it is not neces-
siry 10 know attachments of each of the various muscles to different
parts of bones, or details of refations of various muscles to different
parts of bones, or details of relations of various anatomical parts un-
less this is going to be directly useful to the kinds of tasks he/she would
be actually doing.

Astudent taught in such a manner would be more competent 1o deal
with the probiems faced at a Primary Health Centre or in General
Practice than the product of the existing medical teaching, We are not
aiming at a second-rate doctor, but an appropriately trained doctor
with minimum expenditure of thme and other resourees.

(This is a slightly modified and abridged version of a not [ had
prepared a few years back, on the basis of discussions [ had with
friends in Medico-Friend Circle and other medicos. Though I have
been selective about suggestions made by others, this note is basically
a product of collective work - Anant Phadke.)

»
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He is woiting for the press photographers and reporters—
this emergency operation, he says, is going o be on unique

11

INTEGRATION OF ‘TRADITIONAL’
MEDICINE WITH ‘MODERN’ MEDICINE IN
AN ALTERNATIVE CURRICULUM

Dhruv Mankad

Introduction

Human beings si.2e the dawn of their history have been using various
vegetable, animal ana mineral matter from the immediate surround-
ings 1o treat the sick rmembers of their species. The empirical
knowledge gained over centurics of using such medicines, cvolved
within cach culiural and geographical set up into a logical set of
coherent concepls e.2. Ayurveda i India, Greek medicine in the dark
ages of Furope, Unani medicing in the Arabic world, each having
been influenced by the others 1o a greater or lesser extent, Thus these
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‘traditional’ medical systems represent histarically specific stages in
the development of ‘Modern’ medicine. They combine the ad-
vantages-of cultural aceeptance, decentralisation and local resources
utilisation.

Modern medicine which evolved under the specific historical con-
ditions of Europe, came 10 the third world countries with their respec-
tive colonisers during the nineteenth century. It embodies the then
newly emerging values of positive sciences empiricity, secularity and
rationality. It also brought with it scientific testing and experimenting
technigues and revolutionised the understanding of diseases in the
colonies, Al the same time, it boreon it the stamp of the politics of im-

perialism. All efforts were made to suppress the practice of traditional

medicine, first of all by impoverishing the people so that ‘they were
unable 1o maintain the health services, which they had deVeloped as a
component of their overall way of life'.(1) Other more direct methods
were also used. In China for example, the ‘pro-Western' Nationalist
government put forward mepsures to abolish Chinese medicine
which included restricting its practice, a ban on setting up schools of
traditional medicine and a ban on publishing literature.(2) All this was
done, unlike the European countries, without the welfare measures
of extending health services to all people. The vacuum thus created
was filled by faith-healers, sorcerers, and quacks ¥ ho made money
from the sufferings of the people.

In the post independence period despite extension of health services
and some achievements in improving the health status of the people,
these countries have not seen major changes in practice so far as
traditional medicine 1s concerned. Even though, many Ayurvedic and
Siddha medical colleges and research institutions have beenset upin
India, they continue 10 receive a step- motherly treatment from the
state as well as the ‘modern’ medical elite. Even the doctors trained by
these colleges get co-opted in the generally exploitative, multinational
dominated ‘modern’ medical system. A lack ol @n organic synthesis of
the “traditional’ and *modern’ medicine in the service of the people,
has resulted in the people being exploited on the one hand by char-
latans and sorcerers and on the other, by the ‘medern’ elite doctors.
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They are denied their rightful participation in caring for their own
health and that of the community.

Organic Synthesis of the *Traditional’ and the ‘Modern’

Now, the question remains: what constitutes ‘organic synthesis’ or
‘integration’ and how to achieve it in the framework of an alternative
medical school.

‘They exists among those who uphold the idea of integration of various
‘pathies’, a diverse understanding of the concept of integration. They
are

1. Each of the medical seiences, the traditional as well as modern are
culturally specific closed entities having its own internal logic and
method of obtaining knowledge and therefore are incomparable. Any
criticism made must be based on its own internal logie. For example,
Ayurvedic concepts and practices cannot be critically examined on the
basis of the view of modern knowledge of pathology and pharmacol-
ogy. This liberal view allows a non-integrated juxtaposition under the
name of integration of all the various therapies existing with the result
that people contnue being exploited both by ‘modern’ and
‘traditional’ quacks.

2. A second view holds that ‘modern’ medicine has grown out of the
traditional medicine and has developed its concepts and methodology
after a conscious critical examination of all the other medical systems
existing. Therefore, if at all, modern medicine has to integrate only
these therapies and drugs which can be verified by iis own methodol-
ogy. By implication it means that it considers the concepts and the
mglhodulogy of modern science as complete and non-changing en-
Hues.,

3. A radical view of integration holds that science itseif is developing
and s0 are the concepts and the methods of science. Having evolved
under different historical conditions traditional and modern medicine
embaody different sets of strong points and limitations. Integrating
traditional and western medicine and pharmacology does not mean
simply adding the one 1o the other. “What is meant is the organic
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combination of the two filling in the weaknesses of the one with the
strong points of the other and raising the level of both, eventually
evolving & new medical science incorporating the best features of
both”.(3) This implies that even the concepts and methodology of
both the systems would have to change depending upon the scientific
evidence obtained from social practice. One could look at the Chinese
experiments in integration to find out what the above view means in
practice. The Western style orthopaedists’ principles for treatment of
fracture are extensive immobilisation and complete rest. They stress
the role of external means in achieving total anatomical alignment
and immobilisation bul overlook the role that movements and sur-
rounding soft tissues play in aligning the broken bones and immobi-
lising them enough to promete healing. The traditional bone selter
advocated combined movement with quiescence but they did not
have access 1o modern diagnostic and anaesthetic procedures. There
were no standard methods of external immobilization nor did they
have the modern knowledge of post fracture pathological changes.
Combining the best of the two, the Chinese doctors have developed a
qualitatively different method of fractde treatment, better than
either the modern or the traditional one. It consists of X-Ray diag-
nosis followed by reduction under anaesthesia. The fracture is then
immobilised using appropriate splints from a standardised set of
splints, but the joints above and below are left free to do standard ex-
creises developed for that particular type of [racture. This has
resulied in marked speeding up of healing and a satisfactory return of
function, even in the case of fractures of lower imb (4).

Organic Synthesis in Practice

a) A team of doctors comprising of the practitioners of traditional and
modern medicine, who are open o the various theories and practices
of one another and are willing to learn to put them into practice,
should run such a hospital.

b) Such a team should diagnose and treat various ilinesses, judiciously
combining the techniques used in both types of medicine. Ornce again
to illustrate this point, we turn to the Chinese experience. In case of

136

ALTERNATIVE CURRICULUM

acute abdomen, the diagnosis regarding the condition is made using
modern techniques but as in the case of perforated peptic ulcer,
decision whether 1o operate or not is taken on the basis of the amount
of exudate, size of perforation etc., which are diagnosed using the
traditional techniques. The patients not 1o be operated are further
treated conservatively using antibiotics, fluids; acupuncture and
herbal medicines. In case, there is a lot of exudation or the condition
worsens, the patient is promptiy operated upon (5).

¢) Joint elinical research should be conducted at the hospital level in
determining the scientific basis of any of the traditional therapies. An
example of such a research is found in a study conducted on the non-
surgical treatment of extradural hacmatoma using Chinese herbal
medicine. In this experiment, nine patients of extradural haematoma
without any signs of active intracranial hacmorrhage or herniation of
brain were selected. The haematomas were diagnosed using modern
techniques - X-Ray, angiograms etc. The symptoms were interpreted
in terms of the traditional concepts and medicines were prepared as
per the traditional chinese material medica. It was found that inall the
nine cases treated, the haematomas resolved without any surgery (6).

Change in the Curriculum

In order that this integrated approach is learnt by the student- doctor
in an alternative medical school the curriculum should expose the stu-
dents to combined practice of traditional and modern medicine.
Some of these changes can be stated as:

a) The student should be acquainted with the basic coneepts of the
traditional medicine and should learn the elementary principles of
traditional diagnostics and therapeutics by participating in
demonstrations of such techniques and by using them in one's clinical
apprenticeship.

b) Vacation courses in (raditional medicine and various other
‘pathies’ (homeopathy, acupuncture, acupressure, yoga etc.) should
be held to encourage the student to study at least one other form of
medical system, so that he or she develops critical insight into both the
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upon traditional forms of healing (64% on the local healer and 15%
on home treatment ) and only 16.6% had access 1o modern treatment
(8).

d) The drugs can be prepared locally from relatively easily available
resources. It is generally seen that the diseases that are widely
prevalent over a particular geographical area also finds its treatment
from herbs available widely in the same area. A herbal garden must
become a part of the activity of the alternative medical school. Also, a
survey of medicinal herbs available in its immediate surroundings
must also be an exercise worth taking up for the student-doctor,

PROBLEM AREAS :

All this is easier said than done, for such an experiment poses several
problems which must be resolved. We would be dealing with a
‘science’ which has gone through many distortions and is so
decentralised that there is no standardisation of techniques and
medicines whatsoever. These are the problem areas which would
need further theoretical and practical exploration before any integra-
tion is passible 1o achieve.
1. Ayurveda, the Indian traditional medical science literally, science of
life - has over the centuries, become a strange, illogical mish mash of
science and metaphysics, facts and myths, experiments and rituals. In-
dian scientists in the past have had Lo make very heavy compromises
to save their work from being destroyed by those denying any direct
knowledge of nature to be the truly valid knowledge. (Science and
Society in Ancient India, D.P. Chattopadhyay, People’s Publishing
House, Bombay) To come to grips with the ‘scientific’ concepts em-
bodied therein strenuous efforts will have to be made.
2. Many of the traditional practitioners - some of them quite success-
ful - are spiritualists and charlatans, claiming possession of seeret
prescriptions of divine origin for curing a certain disease. Many tradi-
tional practitioners are found 10 be using modern drugs like steroids.
As with the body of knowledge of traditional medicine, so with the
possessors of such a knowledge, the chaff will have 1o be separated
from the grain.
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3. Many of the traditional practitioners and modern doctors are so
dogmatic about the superiority of ‘their’ medicine that they are not
prepared to look with an unbiased mind at the results obtained with
the others knowledge and skills. To gather a team of modern and
traditional doctors with an open outlook would be a difficult task.
4. As mentioned above, different practitioners employ different
methods, making any standardisation almaost impossible. A careful
+ analysis of results using various methods would have to be carried out
10 bring about such standardisation.
5. Clinical efficacy of many herbal medicines is known at the moment
only through the subjective experience. Clinical studies will have to be
carried out using combined modern and (raditional diagnostic and
therapeutic techniques.
6. Many times the mode of action of a traditional medicine eludes the
researchers. New approaches will have 1o be thought of. One such ap-
‘proach can be the study of drug action at a molecular level, Plant ex-
tracts and active constituents should be “studied for their elfects on
enzymes, RNA and DNA synthesis, membrane transport etc.” (9).
In conelusion it can be said that serious efforts on IWI of modern
doctor to understand the scientific basis behind the empirical
knowledge obtained through centuries of practice - what is called the
traditional medicine and willingness on the part of traditional prac-
titioners to imbibe the tremendous strides achieved in the knowledge
ofour bodies and the diseases over the last century, in short ‘making
the past serve the present’, can achieve a true synthesis richer in con-
tent and higher in theory, in the form of people's medicine.@ind =
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INNOYATIVE PROGRAMMES IN MEDICAL
EDUCATION: THREE CASE STUDIES

Compiled by C, Sathyamala

L Institute of Medicine, Tribhuvan
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mity in the content to the education they and received which affected
their functioning as a team in the national health service. Hence, the
training of students outside of Nepal was considered inadequate both
in terms of knowledge and skills for the needs of the country. This
combined with the fact that Nepal had insufficient number of doctors
to meet the requirements for the health care system, made it neces-
sary for the country to open its own school of Medicine, Since this
decision was taken only in the mid-seventies, the debate on medical
education in the Internationl scene influenced the shaping of the cur-
riculum and made it easier 1o formulate a progressive educational sys-
tem, designed 10 meet the social needs of Nepél.

‘The Institute of Medicine admitted the first batch of students for un-
dergraduate medical education in 1978.

b) Role and Objectives

The objectivee is L0 produce a person with adequate skill, knowledge
and attitude 10 function in all types of environment existing in Nepal.
The biggest hospital in Nepal has only 300 beds. Wi king conditions
in the district hospitals are far below the standard of PHCs in India,
Most of these health centres are expected 10 remain in poor standard
for another 10-15 years. Health problems vary from malnutrition,
communicable diseases, respiratory problems to high fertility rate. As
the region is hilly, and transportation poor, patients cannot be trans-
ferred from one centre 1o another, in other words, referal system does
not exist.

A doctor working in these circumstances, has 10 have adequate
knowiedge 10 handie all these problems and skills to take appropriate
measures 10 save life, be it obstetric or surgical emergencies. Most of
all, the doctor needs to have the necessary attitude 10 work under
such difficult conditions.

“I'he basic role envisaged for the physician is 1o render sccondary care
at the 15-50 bedded district hospital. Broadly, the doctor 15 expected
0
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—  institute lifc saving measures (cg. relieve obstructed labour,
perform simple surgery, give anaesthesia, and deal with medi-
cal emergencies

— recognize his/er imitations and refer patients 1o approprraite
authority

—  organize preventive health services through the district

—  health officer.

—  Supervise the work in the health posts.

—  educate and train the paraprofessionals and auxiliaries at-
tached 1o the health teams with-in the districts.

¢) Criteria for the selection of the student.

Entry into the medical college is open only to the middle level workers
already functioning as part of the health care system i.c Health assis-
tants, Staff Nurses, lab. Technicians, Radiographers, Pharmacy
Technicians, Ayurveds. The only pre- requisite is that the applicant
should have completed a minimum of three years service in health
field as a trained worker.

d) Structure of the training

Medical education in Nepal forms part of 4 system in which the stu-
dent enters theinstitute after school leaving certificate and undergoes
a basic paramedical training. After graduation, the graduate is sent ot
a health post or hospital to work as middle level worker. From this
group, anyone desirous of joining the medical college, can do so after
three vears of service.

“T'his two-tier plan was seen to have an added advantage as it would at-
tract the ‘best’ studenis thereby improving the quality of all levels of
warkers in the health care system.

University Certificare Course
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General
Schoal Medicine 2 & halfyrs | |3 yrs dyrs
leaving Pharmacy 2 & halfyrs | | service MBBS
certificate Laboratory in

Technician “ health

Radiography “ field I

Ayurved 3 yrs

Nursing* 3 + (1)

- . v - I

The basic nursing course is of three years duration bul it nurse in-
tends to enter into medical undergraduate programme sfe has 10
complete a further one year of basic science course.

The four year curriculum is divided into 3 phases :

Phase [ - (1 half years) Community Medicine for 5 months

Study of basic science subjects
coordinated on system hasis

Phase Il - (1 halfyears) :  Theoretical and ‘practical
background in patient management
skills
Community Medicine

(epidemiology)

Learning 10 manage a district
hospital (5 months)

Development of Clinical Skills

€) Methodolagy of teaching

Phase 111 - (1 year)

The course begins with the theoretical teaching of Community
Medicine at the campus. At the end of this programme, a period of 5-
G\fceks 15 spent by the students with their su pervisor in rural areas for
doing health refated surveys. Problems thus identified form the basis
of some of the corrective measures the student may undert  .etoim-
plement during the course in future,

Tad
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“T'he programme for the study of bais science subjects is coordinated
on system basis. The course begins with instensive topographical
study of anatomy for two weeks followed by systems. In each system,
the student correlates the structure (anatomy), and the function
{physiology), studics the pathophysiology on the patient by taking his-
tory and dotng clinical examination. Emphasis is laid on the common
problems prevalent in Nepal. In all area, study of controversial or un-
proven theories are avoided as far as possible. At the end of each sys-
tem the students try tosolve some clinical problems presented on the
basis of the study of anatomy, physiology, pathology and pharmacol-
ogy.

During the system study, time is spent both in the campus and in the
hospital to correlate the basic sciences with clinical science. Students
also visit the homes of chronically ill- paticnts and study the family 1o
identify the socio-sconomic- cultural-environmental factors which
may hav a bearing on the discase and its outcome. Hospital manag-
ment is taught in district hospitals.

f) Nature and set up of training centres

‘I'he Institute does not have a hospital of its own. The clinical teaching
15 therefore done in the hospitals belonging 1o the Ministry of Health,
“I'he programme now in its final year is using all the uvailable hospitals
in Kathmandu valley for teaching purposes.

5-6 weeks of the imitial part of the first phase s spent in rural heaith
posts. .

5 months of the third phase Is psent in district hospitals (which have
purposely not been upgraded into teaching hospitals as they are used
for siuanonal learning) outside Kathmandu valley.

g) Faculty

Experienced and motivated teachers wre not available in the field of
Community Medicine. Since there was a strong emphasis on Com-
munity Medicine and as it was introduced right from the beginning,
the programme had to be run with young and inexperienced faculty.
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75% of the senior consultants in the hospitals selected for weaching
purposes are helping the Institute as part-time visiting professors.

h) Difficulties encountered

— - Lack ol the right Kind of staff members especially in the ficld
of basic sciences

— - Inabifity of the stalf members 10 conceptualize the decom-
partmentalization of the different disciplines

— - Lack of mnovative teaching methods and equipment, more
suitable for this inpovative education

—  Lack of lcaching hospital facility

[1. The Institute of ealth Sciences, Tacloban University of Philip-

pines

a) Rationale

In the Philippines, it normally takes nine years for a standard medical
school 1o produce a physician. [n addition the product of the medical
schools are generally disinelined 10 serve lun the rural communicaties.
Medical sehools have rigid entrance requirements and the cofipeti-
tion for places in the college is intense. The selection mechanism
therelore tends 10 favour those who comie from the privileged sector
of the national community. Due to their dependence on sophisticated
medical technology the standard medical traiing also makes the
graduate unfit lor rural practice.

‘Iheretore a need was [ell to health personnel who would be com-

petent and desirous of working with rural commumlies.

‘The Institure of Health Sciences was set up in 1976 as an experimen-

tal school to train health personned 10 [ulfill this need. The three broad

objective of this Institute are;

— 1o produce a broad range of health manpower (o0 serve the
depressed and underserved communities in an Eastern region
of Philippines;

— o design and test programme models for health manpower
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developmnt that would be replicable in other parts of the
country;

— tomonitor the development of rural communitiesin relation to
the effectiveness of the health care system operating in these
communitics

b) Role

The student is expected to return 1o hiher community and function
as a community bealth worker. He/She is expected to plan, imple-
ment, evaluate health programmeswith the active participation of the
community, provide leadership aand orgamize the community
towards better health,

—  ¢) Criterta for Selection of Students

‘There 1s no entrance examination. The admission policy is based on
the assumption that a person recruited from the depressed and un-
derserved area and trained for the necessary health and community
organization skills would become a health worker 10 rural communiy
service.

“T'he students are recruited primarily from communinues which are
budly in need of health workers. The first step 13 the identification of
target barangays (communitics) i the seicction process. Indicators
used are:-

—  the availability of health personenel

—  mortality and morbidity raie

—  peace and order situation

—  economic status

‘I'ne students for thse target harangays are nominated by their com-
munities in an open village meetings. As regards the nomineees the
Institute requires that he/she should be a high school graduate no
more than two years out of school, 2 resident of the barangay for at
least ane year, and willing to return o th harangay after iraining,
Upon nomination, the student with the consent of his parenis,
pledges 10 return 10 the community to render service as a health
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worker. This pledge operates as a type of social contract and is
entered into by the student and the community. The community in
twrn pledges 10 provide a measure Qrsupport 1o the student while at
the Institute. This suport includes transportation, medical kits and
participation in the health Pprogramme the student will set up upon his
TElurn 1o the community. This piedge or resolution is (o be signed by
atleast 70% of the households,
The final criteria for admission is based on 3 weightage system in the
following way :
—  Community of origin - 30%

Barangay council endorsement - 20%

Training programme

selecred
Midwifery -20%
Nursing -20%
BSCH - 3%
MD - 5%
Motivation - 5%
Aptitude - 5%
d) Structure of the training /

Unlike the traditional medical schools, the institute is not concerned
Wwith the training of physicians alone. Its cy rriculum has a ladder Iype
Ofacourse, with various points of entry and exit,

Students admitted to the Programme intially go through a paramedi-
caltraining known as the Barangay Health Workers programme. This
lasts for eleven weeks (or one quarter). Afier this, the students return
to their barangays where they perform activities tha require them to
apply the knowledge and skills they have learned. This service leave,
as it is called, lasts for three manths. The student is provided with a
checklist of activities which Includes assessment of the health needs of
community planning, Nutrition, Environmental Sanitation, MCH,
Control of Communicable Diseases, treatment of common illnesses,
First Aid and Emergency care.

Ifthe student satisfactorily performs his tasks and ifhe is endorsed by
148
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his community again, he returns (o the Institute 1o follow (he next
programme, the com munity health workers programme. It lasts for
55 weeks (5 Quartersjand the contents are in part determined by the
Philippine Government's rule pertaining to midwifery curriculum

The ladder type curricutum of the
Institute of Health Science
(1 quarter + || weeks)
Doctor of Medicine
Doctor of Medicine Programme (12 quarters)
with alternating service leave
Servige Ieave
Bachclor of Science in rural Medicine
Programme (2 Qariers)
Service leave
Community Healh Nursing Programme
(<4 quarters)
Service |eave
Community Health Worker Programme
(5 quarters)
Service [eave
Barangay Health Worker Programme
(1 uarter)
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‘The community Health Nursing programme covers [our additional
guarters ol study towards the bachelor of Seience in rural medicine,
‘T he person whoe comes out of this programme sucessfully s allowed
10 join the 2 vears medical education (MD) programme.

During the service. leave @ faculty member visits the community
where the student 1s placed 10 support and strengthen the link be-
tween him and the community.

¢) Methodology of teaching

‘The faculty uses lecture-cum-demonstrition and group dynamics as
hasic teaching methods. Individual reporting is not usd because of the
low reading comprehension of the students and their difficulty with
the inglish langunge. Participative learning in taking care of patients
isreinforced by case presentation and case study. Weekly ward clusses
arc held after each ehinieal exprience. Application of theory is learnt
during their service leave which is part of the field experience. There
is & strong emphassis on the community organization and the student
is given politicsl knowledge and skills to understand and help the com-
munity.

Faculty members are required to indicate exactly in which aspeets of
the course the student is deficient. The tutorial scheme is providedd
for individual tuition for students fagging behind.

) Assessment of the students

There 15 no standard grading system that awuards numencal
equivalents 1o the guality of students” performance. In the course a
student is rated in terms of whether he has reacned the ninimum ac-
ceptahle level or needs more instruction i certain branches

During the service leave the student 1s assessed by the rurdl health
unit (RHLU ) the commumiyand the Municipal Development Olficer.
Evaluation torms gre provided for cach student, This includes cheek-
list of acuvities, anudingl evalution seale, ancedotal report and clini-
cal performance rating seale. The resulls of the evaluation are
discussed in the barangay assembly miceting, the minutesol whichare
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accompanicd by the numes and signatures of all rgistered members of
the barangay assembly who attended the public meeting. The stu-
dents are also asked 10 do a self- evaluation based on competency
levels and commitment 1o their communitics.

‘I'he final evaluation is made on the basis of feed back from the RHU,
community, Municipal Development Officer and the students.

g) Difficulties encountered

—  Students in the nitial entry all had the impression that,
provided that they maintained good academic records, they
would eventually follow the MDD course. It therefore became
difficult for the Institule to leave some students out of the
programme on the strength of their being needed by the com-
munity.

—  The age range of the first bateh of students ran from 17 to 28
years and some of the older students had previous college ex-
pericnce that placed them ahead of the younger ones 1n
academic competence and maturity of outlook.  This
heterogenity made it very diflicult for 1eachers (o adjust their
perspetive and teaching strategy.

—  Even though the Institute wished to create a programme that

s specially tallored 10 the needs of the rural communities, it
could not disregard the existing governmental tregulations (eg.
the student has 1o pass Government board examination prior
10 practisimg midwifery)

—  Since majority of the poiner faculty came from the college of
nursing, the nursing orientation was used in leaching of mid-
wilery courses,

HL The University of New Castle, New South Wales Australia.

#) Rationale

The Australian health care system is based on compulsory health in-
surance scheme subsidized by the Government. In recent years, with
the escalating cost of health care, the Governemnt has been [oreed to
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d) Me(hcdolngy and structure of the training

The entire educational programme is constructed, from the
around the process of clinical problem solving, From the first term of
the first year, the studeny is involved with real, five clinical problems

level of complxity as the cours progr
sciences' will be derived from the Study of these problems. The clinical
problems themselves have been selected afier 4 close study of
detailed Australian epidemiological data,
An exampie of such a probiem is pain in thye chest, Learning will in-
clude the biochemistry of cardiace muscle, the Physiology of pain, the
anatomy of the hiood und nerve supply 10 the heart, risk factors,
epidemology and prevention. physical Cxamination, appropriate in-
Vestigation, management of the pauent, Copying with the relar ives, ¢f-
fects on the Lamily, any CoOmmunity care and rehabilitation,
Thus the basic science will not be learned as Separate disciplines but
will be studied and appliedin a clinical context from the first 10 the fayt
day. (However, it has 1ot been possible to miergrate the learning of
basic Comunication and clinical skills inlo this method of learning),
The five year curriculum is divided into four phases :

Phase | = (10 weeks) introduction 10 curriculum and
Problem solving

Phase [1 = (3years) Problems of the adult, system by
system al first and ending with muly system
problcems

Phasc1nr (1 year) Problems of the newborn, children,
adolescents and (he aged

Phase v = __

(1 year) A form or mternship. The student will
undertake ncreasing responsibility  for the
management of parients of all ages, both in
hospital and in 1he commmunity,
The initial emphasis is on practical experience and analysis of humean
behaviour in the student group, hefore mOvIng on 1o interaction with
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strangers and then with patients. “Tutors for these small group ac-
tivities include local practuitioners and other health professionals.

¢) Nature of training set-up

The students receives a substantial part ot their education in the local
community Le in general pracutioners, OPDs, Community Health
Centres, and other health and welfare agencies,

I Assessment of students

Twa types of assessments ae made. First informal assessment oceurs
during learning so that students can manitor their own progress. The
seeond type is done towards the end of each 10 week termand is to as-
sess the students’ difitness 10 proceed 1o next stage. The results are
not made on passifail basis but on whether the student his reached
the regquisite stundard or pot. The students are given complete feed-
back on the assessment in order 1o help them undertike remedial
work before redassessment.

¢) Fuculty

An educator, 8 behavioural scientist and a professor of community
Mudicine were appointed first. A professor of Clinteal Pharmacology
und Psvehiatry were then recruited and at a comparatively carly stiage
in advancement of the recrutment, in Pacdiatncs, Obsietries and
Givhaecology and Surgery

Conclusion

In all these three Gises, the educational programmes dre uming il
producing health personnel better equipped nterms of atinude,
skills and knowledge 1o responud 1o the needs o the particulr country,
‘They are mpovative i terms of the eriteria used for selecnon of stu-
dents and 1n terms of eontent and methodology of truning. Philip-
pwes and Nepal are aitempting to mike medical education an
integral part of the overall education of health personnel. Philippines
is one step ahead by making the community the “ultimately
beneficiany™ and not the individual student alone. b
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I lowever there are certain contradictions which necd 10 be explored
more. The career-orented ladder-type ol curniculum could become
its own nemesis. The students joinmg this type of educational
programmes generally are interested in reaching the highest rung. It
also seems contradictory 1o find a country like Philippiness with its op-
presive Giovernment 10 have apparently the most politicised medical
education and produce health workers whose main function 15 10
| mobilise the community. Finally, the students (rained in these

“free” market forees stll dominate.
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Health services and systems of education must be organised for the
£ood of the people and not 1o meet the personal needs of a certain
cadre of doctors for material gain or scientific satisfaction.

— Carl Taylor, 1970.

13

AN ANTHOLOGY OF IDEAS
The Framework of an Alternative

Compiled by Ravi Narayan

[This docament is based primarily on the discussions at
Anand (Gujarat) and Calcutta (West Bengal) in 1983 and
1984 respectively (reports appear elsewhere in the anthology)
and includes ideas also explored in the reflections. It must be
read in the context of and supplemented by the rest of the
antholoyy.

In kecping with the participatory and democratic traditions of
mfc we have attempted (o evolve a consensus on many issucs.
Where this was not possible, the divergent opinions which
emerged have been included. Any groups using this dogument
will have to make their own decision in aspects where
alicrnate viewpoints are mentioned.]
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1) Preamble

L1

These recommendations on an alternative curriculum
are df.:slgned for a *model” or *altemnate medical college’
that is :.;criuusly committing iself 1o producing a
Community Oricnied socially  conscious, Primary
Hedlth Care provider, who would be competent o plan
and implement health care services 1o meet the needs of
the towl population of a defined geographical arca., .

S}pcc_ the ‘ulternaive doctor’ can  function most
cli.fn-llvcly only inan “whernative health care syswn;‘
\\'lflch is 2 product of un ‘alternative social system’
neither }Jf which exist at present, it js important Lh;u ll'iis;
aliernative  curriculum  should not - create  health
personnel 1o 1t into the existing health System but be
mstrumental and skilled in changing the dircction and
structure of health care 10 meet our people’s needs.

The medical college attempting such an experiment
should not enter into competition with other existine
colh:ga:s_ of the ‘conventional® type nor slrivc- !'n:r"
recognition in terms of future post graduation study

supcr-spcgnlismion and so on. This may lead lt;
compromising the spirit of the endeavour,

Even though many of the objectives, course, contents
melhmlu_lﬂ!é}’. the nuture of the college set up and uthc;
as;_)c:‘:ls In our recommendations may seem similar to
existing “conventional colleges’, the management ang
fa;ully of the aliernative college must be clear of the
perspective and qualitative dilferenges in all aspeets of
the organisation of such a college,

I.5. The conventional medical cducation is the product of
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both a conventional educational perspective as well as a
conventional understanding of medicine and health and
the role of a doctor. An alternative community oricnted
perspective on health/medicine and the role of a doctor
by its very nature will demand changes in all aspects of
the conventional curriculum and organisation. An ability
to critically evaluate the existing structure and content
and an openness and fexibility 10 evolve/experiment
with alterative approaches has 1o be a crucial part of
the allemative experiment.

1.6. The community oriented, Primary Health Care doctor is

by no means a 'basic’, second rate, or low-skill doctor as
is made out by the protagonists of the conventional
curriculum She/He needs greater compelence  and
capability 1o work in the community and has to develop
multidisciplinary skills, knowlcdge and attitudes far
beyond conventional medical  boundarics.  Her/His
specialist collcague, while certainly being necessary for
delivering highly technical medical services has the
disadvantage that she/he can lunction only at secondary
and tertiary levels with an array of infrastructural and
technological and senior peer group support. But in the
present system she/he is at best a glorified technician.,
This shift of emphasis is basic to the development of the
communily oriented doctor,

1.7. The social context in which the community oricnted,

Primary Health Care provider will be located has always

been a controversial issuc in the context of the nature of

health care delivery today. She/He could be trained 1o

be one or more of these alicrnatives.

1) A tcam member of a health/development voluntary
agency (NGO) group working for people’s health.
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| 2) A team member of the existing governmental
' primary health care system,

3)  An individual community physician compelent to

, practice and provide comprchensive health care
with a suitable tcam,

The medical college embarking on such an alternative
i curriculum has to decide this issue for itsell and gear afl

aspects of planning and training 1o the specific role
| model/s and social context identified/selected.

I.8. The alternate curriculum shouldd be cvolvedmased on
concrete lacts, well planncd relorm, scientific evidence
and meticulous documentation of both content and
process. It will have to exist side by side with the
existing conventional medical curriculum for some time
to come before it can establish its superiority in terms of
promoting  skills, knowledge and  auitudes for
community hcalth action, Changes from the conver
tional curriculum must therefore be made with Couri
tempered with Nexibility and creativity.

2) The Objectives Of Education

The curriculum must cnsure that the student of the course
should at the end of the training -

2.1. be able 10 analyse suci;rlfsocimulfcommunily realitics
and social processes and able 1o participate in chunge,

22. be able 0 muke 2 comprehensive community
diagnosis  of health, undersianding  the  socio-
economic-cultural-political roots of discase,

2.3. be able 1o plan and exccute comprehensive health
programmes for a defined population.
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2.4, be able to use clinical and preventive skills to meet the

ely all the
needs of the people and to manage effectiv
more common discases and health problems,

2.5. have developed managerial skills and ability to plan

and integrate various programmes.

2.6. be cquipped with knowledge and skills related 1o

health care training and supportive supervision of
health team personnel,

2.7. ‘be able to train and supportively supervise community

health volunteers,

2.8. be able to plan and execute ‘cducation for health’

programmes for the public/community on health
problems and health issucs.

2.9. be able to identify arcas of relevant ficld research and

carry out such simple community bascd rescarch
projects.

2.10. be able 10 constantly upgrade and improve her/his

knowledge and skills through continuing  sclf
education.

2.11. be able to function effectively and find solutions 1o

problems with whatever resources atrz!ilifblc. using
her/his ingenuily, innovativeness and initiative.

2.12. be able 1o work and participate in a health / develop-

ment tcam de-emphasising his/her role as a leader
from the top.

2.13. beable to'face (;hallengc and frustrations which will be

: : o
of community health work and be w:u lilng to un
ﬁa certain amount of professional/social isolation,
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2.14. be able to have an insight into non-material rewards

which are more satisfying in the long run.

2.15. be able to have internalised the multidisciplinary

nature of health problems and the collective/societal
nature of their solutions.

3) Admission Criteria And Selection Of Students

Students should be selected and sponsored by a group
commiticd to providing Primary Health Care / Comm-
unity Health Care (o an under priviliged region of the
country.

. The selection/sponsorship should be along guidclines

provided by the alternate medical college. The final
screcning and selection should be done by the college

itsell.

_ Minimal formal cducational qualification should be

final schooling.

. Age should not be a barricr. There should not be an

upper age limit, (A younger student may be easier 10
mould towards a new direction but an older may have
experienced greater social reality which is cqually
crucial 1o the new direction as well)

Al studenis should have expericnced  work in a

community situation.

Motivation is difficult 10 asscss but methods must be
evolved and experimented with.

Social criteria like socio-political and socio-cultural
perspectives and attitudes for new role should be
examined and given due consideration.
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38, Selecﬁmcoof corppe:m paramedical workers like
ANMs, Community Health :
e y workers etc., should also

39 N:Du clndlcna should be absolutised and all the criteria
s .bc taken together in totality allowing a lexible
approach. The selected criteria will have 0 be
constantly reviewed, modified or increased dependin
on student motivation and performance. X

4) Duration of Course

;I;:c.hc_:onvcgqonal medical course consists of 9 semesters of
teaching 972 ?'cars) and one year of compulsory rotatin
mlcmsl.np. This has not arrived at out of any !ogicagl
evaluation of course content, time required 1o develop skill
cic., but has the weight of tradition behind it S

'II‘hc allcn.la!iv? curriculum if intcgrated well, need not lake
ong but it is important for the students to develop adequate

community level skills through re i
requires adequate time. e

4.1. For the present, the duration planned for the course
may be the same as the conventional course, to be
reviewed regularly. )

5) Medical Curriculum - Overall Design

5.1. Following a coursc in basic sciences
‘ : : » (anatomy, -
siology, baocheanstry. biophysics) geared 10 anyimpchg{-
ated ‘um'lmlandmg of human biclogy and health
functioning of the human body, the rest of the cmirz
::mfse shouifl be an integrated systemwise and proble-
: wise teaching with an early exposure to health pro-
lems as encountered in the wards and the community
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5.2. By systemwise/problemwise teaching it is meant that

5.3.

all the information, issucs and problems that are
presently taught in the conventional curriculum under
different paraclinical and clinical subjects are
integrated into a series which tackles medical/health
problem by problem in ecach system pulling in the
necessary detail from Medicine, Surgery, Obstetrics
and Gynaccology, Paediatrics, Psychiatry, Pathology,
Microbiology, Pharmacology, Forensic Medicine and
Preventive and Social Medicine and other medical/
surgical subspecialitics. This integration would help
the student 10 understand medicine/health problems in
a wholistic way.

An integrated approach would avoid duplication of
teaching and would help swdents to correlate and
integrate facts throughout the course in a betier way
than at present.

The contents of this integrated teaching should be
strictly determined by the ultimate role of the swdent
as a luture primary health care provider. The process
of integration would have to be preceded by a
thorough indepth review of the content of all
curriculum. This review would

prioritisc all contents according to their relevance/
importance to the primary health carc/community
health context.

weed out minutiaefirrelevant  details  which  tax
memory and do not support the development of
diagnostic /curative / epide-miological skills in the
clinical or community setting.

-- curtail irrelevant aspects like rare health problems and
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those not amenable 1o primary health care/community
level interventions.

Cleariy define practical skills linked o each problem
al curative, preventive and promotive levels for the
development of which adequate community/hospital
level exposure has to be provided for

This process will modify the tradition of giving equal
importance to all systems and details and will give
greater  importance to  problems that have a
signilicance for the community/national situation.
Some disciplines like Paediatrics, Psychiatry and
Obstetrics and Gynaccology neglected at present will
become of greater priority.

The curriculum should have a clearly defined flexible
core curriculum tailored 1o the role expected of the
doctor in the future and a supplementary free clective
curriculum, This will ensure a basic common level of
oricntation, knowledge and practical skill for all
students but also allow students o explore various
other arcas and skills of their choice particularly
relevant to their future arcas of work.

5.5. The curriculum plan should gwc more time 1o

development of practical skills than the conventional
curriculum. Ward posting and community posting of
longer duration and geared to cnabling the student 10
lake graded patient and community responsibility, The
passive, observation process of the present curriculum
must be drastically changed. Ward work and
community work beyond timetable provisions must be
stressed 10 gain confidence in  emergency/crisis
management.
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The electives programme must be flexible enough to
allow the students to further upgrade their practical
skills of their choice be it rural paediatrics, simple
anacsthesia or community diagnosis.

To enhance the community level knowledge and skill
of the student the present content of Preventive and
Social medicine curriculum (conventional) should be
integrated with rest of the teaching. Certain areas such
as socictal analysis, community diagnosis, exploring
the macro level, non-medical dimensions of health
problems, cvaluating the socio-cultural responses Lo
health and health care must be included/strengthened.
Vacation clectives to give a chance o a socially
sensitive/interested  student to achieve a better
understanding of her/his role in a ficld situation must
be encouraged.

The cuwrriculum in the conventional patiern is put
together by a commiltce consisting of scnior
Professors of various facultics of a medical college
This system is inadequatc 1o ensure thal the
curriculum is constantly upgradedémtdificd o mect
the emerging social/health-needs of the majority of our
people.

The curriculum planning process should be a more
participatory process involving clected representatives
of student bodies, teachers, medical college manage-
ment, university, representatives of people/ commu-
nity, professionals from non-medical disciplines and
members of the NGO sector involved with innovative
health and community education initiatives. Senior
students and junior faculty should also be consulted.
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Once the overall plan emerges from the participatory
exercise the contents and actual details of the course
curriculum should be worked out by a core team of
faculty representing various disciplines, all of whom
should have had a substantial and relevant exposure to
the community situation in which the graduate of the
alternative college would ultimately work. (That the
development of a core community oricnted medical
cducation faculty tcam is one of the most important
pre-requisites for success in the venture cannot be
overemphasised, since ‘role models’ and ‘precept’ are
key to the development of the alternative doctor with
an alternative perspective,)

6. Nature and Organisation of Training Centres

6.1,

6.2

6.3.

64.

6.5.

The training centre organisation should be appropriate
10 the social context and institutions that the student
will be going to work in, finally.

There should be a central base institution with
minimum structure providing learning resources for
basic sciences and clinical practice.

Such an institution should not be a big regional
hospital moving sicadily towards specialisation nor an
upgraded primary hcalth cenwre or  community
hospital. It should be an average district hospital with
the basic-core clinical specialitics and a strong
community health priority and orientation.

Even if there are conventional divisions into different
departments  for organisational efficiency, the
departments and all their efforts should be geared to
integrated teaching.

There should be a peripheral extension rural units of
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both  the govemmental and non-governmental
voluntary agency type where Students should spend

ning should not be located
in one institution, Different resource centres in the

neighbourhood including medical colleges of the
conventional type, voluntary hospitals, Bovernmental

hospitals and  healh ccnwres,  dispensaries  ang
community health projec

ts, general Practitioners, non-
medical institations and others should be identified for

6.7. The teaching centres dj

6.8.

6.9,

categorics of staff and in the staff-student, staff-
patient, student-patient interactions 1o g more
participatory nonhcirarchical  ethos, The whole
organisation should reflect the practice of cgalitarian
values in its day 10 day working,

The centre should not move lowards compartme-

nalisation and specialisation byt lowards greater and
greater integration, Flexibility for clectives in student
and stalf programme should be promoted,

The training cenire could ultimately gear itself 1o the
training of nurses, multipurpose  health workers,
community health workers and all of them
trained along with the alicrnate  doc
relevant topics. A health
encouraged in the training.
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7. Methodclogy of Training

7.1. The present methodology of medical education as it
has evolved over the years

Perpeluates a heirarchical Structure
= actively discourages questioning

= gives the doctor a
knowledge

-

superiority complex aboyt her/his

== discourages innovation
- discourages ‘self learning"

An clfective methodology  would therefore be one that

counters the above valyes and inculcates g dilferent sct of

values suitable for health lcam work in the community,
7.2. The training should restrict didacti
minimum and emphasisc
approaches 1o lcaming,

Problem solving methods should be emphasiscd and
the students should be cncouraged 1o explore issucs
individually and in groups,

74. Small Eroup methods should be Promoted at all levels
and phases in the curriculum,

7.3, Various methods 0 increase
scifand 10 discriminate

7.3.

capabilitics 10 Ilcarn one-

and critically analyse facts and
contradicting, conflicting and confusing information in

any arca of health should be evolved and emphasised,

7.6. Theory and Practice should be inte
levels as possible and praclical skill
be strengthened,

grated at as many
development must
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Exposure to hospital and community situation should
be started soon after admission to the programme and
mainained throughout the course. Students should be
given specific tasks and full responsibilitics when in
hospital, laberatory and community and not be passive
observers. Learning by doing should be emphasiscd.

Audiovisual aids particularly those which are of
greater relevance for use in the community should be
used in the tcaching. Rather than sophisticated
clectronic  gadgetry the emphasis should be on
participatory, low cost communications that are 1wo
way in their approaches.

Respect of patient, bedside manners, cthical norms,
approach to the community, health team concept, no-
heirarchical  functioning,  participatory  docision
making, social-cultural  sensitivity especially 1o
marginalised and poor ctc., should be taught by the
faculty through ‘precept’ and accepted ‘cthos’ of the
institution rather than as topics of diductic tenching.

Similarly the community ficld practice centres be they
focussed or urban slums, rural or tribal arcas must be
built around a new value orientation that reflects the
cgalitarian values for which the institution is working,
Merely licating the training centre in the community
and then continuing with the usual urban  clite
aricntation of the centre and student hostel within the
walls of the institution would be counter-productive.

8. Teaching of Community Health/Community Medicine/

Preventive and Social Medicine

8.1, The evolving discipline of Preventive and Social

Medicine which has its roots in the carlier depariments
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of public health and hygiene has gradually scen a shift
in recent years from an academic discipline consisting
of a large number of inter-related and not so related
topics taught in the paraclinical level to a slightly
more practical discipline focusing on the emerging
needs in urban and rural ficld practice communitics
outside of the hospital setting, (Hence the change in
nomenclature o community medicine/health) however
its separation from the clinical disciplines in the
hospital setting has been complete leading 10 a counter
productive situation where hospitals/clinical medicine
and community medicine arc scen by students of the
conventional curriculum as two scperate disciplines.
The alternate curriculum must reverse this trend.

Whether the department of PSM/Community Medi-
cine/Community Health is a scparate department or
not the whole of its teaching should be inegerated
with the teaching of all the other subjects. The hospital
and community should not be counter poscd as two
situations but taken as an integrated whole and the
components of diagnosis and carc at  primary,
secondary and teritary levels of health care delivery of
cach health/medical problem should be explored.

Whatever name is given to the department/unit the
alternate curriculum must stress that community health
is not a subject or a disciplinc but an attitude of mind,
a point of vicw, a way of looking at and dealing with a
medical/health problems in individuals/groups in their
physical, biological and social setting. The focus in on
the health of all individuals in the community and not
in an artificial and unrealistic sciting called hospital.
The shift of focus from hospital to community/society
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methods of community health leaming — demography,
epidemiology, statistics, behavioural sciences. These
must be emphasised and thoroughly developed by the
alternative curiculum,

8.6. Practical skills in community diagonsis, preventive
and promotive health care including health cducation,
community organisation etc., should be stressed and
adequate time and opportunity given 1o the students Lo
develop the skill and analytical  auiwdes for
community based work.

8.7. Appropriate technologics like indeginous calenders,
waler  and  sanitation  technology,  nutritional
asscssment technology, health education methods,
ORT and a large number of creative adaptations that
arc constantly taking place duc to the efforts of groups
committed to cvolving aliemative health carg
approaches should be included and stressed in the
curriculum,

8.8. Concepts and terminologies like poverty, ignorance,
superstition, lack of personal hygicne, overcrowding,
poor sanitation, lack of motivation, defaulters in
trcatment eic., must be explored in more relevant
depth so that students can understand the social-
cultural-cconomic-political processes in sacicly which
pruduce the inequitics and disparitics in the social
opportunitics 1o different social groups in our society
and maintain conditions of ill-hcalth which are often
wrongly described through generalities as above,

8.9. The community health tcam of the allemative college
should explore with the swudents a serics of lopics
which would help them to contextualise their role in
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within the teaching of all the departments and in the
problem wisc/system wise teaching mentioned carlier,
The alternative curriculum would have succeeded if at
least all the so called preclinical/paraclinical/clinical
teaching of the present curriculum is modified and
given a thorough community/preventive/promotive
orientation, prioritisation and review.
The community health team/department  would
therefore be chiefly a facililatinycnablinglrcoricming
department  rather  than just a  component
subjecspeciality. The faculty of PSM departments of
the conventional colleges would require an orientation
in this direction just as much as the laculty of all the
other departments.

ection and Re-orientation of Teachers

Right attitudes and proper oricntation of teachers about
the  values,  structures, objectives, content  and
methodology of this experiment. Equally imponant is
the necessary competence and knowledge. Selection
of faculty must thercfore be done with great care and
certain degree of sclectivity and imagination.

The faculty will have 1o be selected from the available
pool, the products of the conventional curriculum and
sp~ialisation cthos. A process of reorientation is
thercfore crucial,

Exposure 1o existing health care delivery systems in
the field/community where students may practice in
the futre may help the teachers define  the
training/learning objectives.

Faculty with experience in middle level or peripheral
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hospitals or community health projects should be
selected in preference 1o others.

Molivation, attitudes towards evolving new relevant
curriculum, social sensitivity ctc., should also be
evaluated and given preference.

Reoricntation will be a contnous and concurrent
process built into the medical college programme.
Faculty may collcctively define arcas of further
learning for themselves and cvolve suitable learning
expericnces as well. Exercises of indepth case studics
of cxisting ongoing, community health projects may
expose faculty to intricacies of the problem and may
help them 1o grasp grass roots perspeclives important
for the teaching.

Faculty should rotue through training centres and
extension field practice arcas irrespective of the
primary departments 1o which they belong. Since the
focus of the cntire training is on integrated and
comhmunity oricntation, faculty must be geared to play
morc multipurpose roles and beyond conventional
classification of responsibilities and skills.

Continuous participatory group evaluation by staff and
students together of the evolving teaching programme
will help considerably in gencrating morc relevant
curriculum,

Though there would be a core community oricnicd
faculty of the college various other resource persons
like nurses, paramedical workers, health and
development workers in the hospital and community
should also have an important role in training. The
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faculty and students must be ready to leam with
interest and humility from anyone at any level who
has knowledge and skill.

9.8. All faculty should be given a thorough training in

participatory small group oricnied, problem solving
pedagogy so that they can facilitate effectively the
leaming experiences for the students,

9.9, Teachers must have a well developed critical faculty 1o

analyse and assess social and technical problems and
dimensions of health and an abilily to develop the
sume in the student.

9.10. There should be a continous and concurrent system of

continuing education for all the faculty.

10. Evaluation / Examination

10.1. To cnsure a correct and clfective lecarning of the

relevant contents of the course and the emergence of
the aliernative ‘role model’ and “perspective’ an
¢lfective methodology of cvaluation has o0 be
developed.

10.2. The evaluationfexamination should  discourage

competitivencss and become more and more a criteria
for sclf-evaluation and weaching evaluation.

10.3. The methods should not be a test of memory but must

promote and cvalvate logical and creative thinking.
The focus should be on approach o a problem not
minute facts and details.

104. In keeping with the overall oricntation towards

‘integrated medicine’ and ‘problem solving approach’
in the curriculum the examinations also should tend o
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be not subject wise but system and problem oriented
so that students are encouraged to pull in information
from various subjects and integrate them while solving
the problem.

10.5. Examination and pre-examination time should not
overlap with on going theory and clinical classes to
ensure that non-attendance at such concurrent classes
does not become serious in the learning cycle.

11. Internship

As in the conventional medical curriculum a year or more of
compulsory rotating internship which includes postings at
both hospital and community level should be an important and
final component of the curriculum. While the overall pattern
may be similar 10 the present one, the postings should be in
wards and centres where skill development can take place and
in situations which are closer to the reality of the future work
of the alternative doctor in the community situation. There
should be supportive supervision and concurrent and terminal
evaluation of skill development at hospital/community level.
The duration of postings and priority of departments may need
10 be modificd in the context of the community situation.

12. Additional Features

12.1. Regional language should be encouraged as a medium
of instruction and learning. Even in colleges with an
all India character drawing swdents from different
parts of the country, a commitment by the
management to enable students 1o get an effective
working knowledge of the local language in the region
in which the college is situated must be ensured. Even
though the course may be in a link language like
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English, the students must be encouraged lo gain
proficiency in the local language so that skill
development and patient communication ar¢ not
hampered.

Voluntary agencics involved in Health/Development
initiatives at the community level should collaborate
with the medical college in imparting a different kind
of training and oricntation to the students. The
exposure 10 voluntary agencies should start carly in
student life. A period of three months or more would
be necessary. The students should be exposed o both
rural and urban based voluntary agencies and those in
tribal arcas. The exposure Lo agencics operating under
different ideological framework should be ensured.
The student posted in the agency should be
encouraged 1o reflect and raise questions about the
ongoing activitics and the perspectives of the agency.
The voluntary agency should be suitably oricnted
towards this aspect of training.

For the present, training would be predominantly from
the perspeetive of the dominant allopathic system with
a strong public health oricntation. Positive cfforts
should be made 1o promotc an openness and some
understanding of the other systems and 0 break the
orthodoxy of the dominant system. However since
Integration in the present plural context of Indian
health care delivery is still a distant concept, we must
accepl this limitation for the time being.

Students and staff could be acquainted with the basic
concepts of traditional medicine and medical systems
and some of the clementary principles of diagnostic
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and therapeutics by short elective courses and by short
term clinical apprenticeships. This will encourage the
student to develop critical insights into both the
allopathic and traditional systems. A team of doctors
comprising of practitioners of traditional and modern
medicine who are open o various theories and
practices of one another and are willing to learn
together should run a small health centre or medically
plural dispensary. Joint diagnosis and treatment and
mutually determined  clinical  rescarch  would
strengthen such an initiative and provide the students
of an alternative college with a relevant field practice
situation ag some later time atleast.

12,4, A spirit of enquiry and critical analysis is the starting

point as well as a crucial determinant of change. The
‘aliernative  curriculum’  develops from a  critical
reflection on the existing conventional curriculum, an
assessment of aliemnative ideas and approaches and a
constant cvaluation of the components of the
aliernative as they emerge and evolve in a concrele
situation. Research into the content and process of the
alternative curriculum as well into the problems of the
conventional curriculum  must be  an  important
commitment of the management and faculty of the
college. This spirit of enquiry must be imbibed by all
the students themselves through precept and practice,

12.5. An interdisciplinary educational research tcam must be

an important component of the medical college plan.
This will constantly research/evaluate imporiant issucs
like

a. Research into teaching methods and examination/
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evaluation methods
b. Teaching in vernacular medium

c. Link of educational effort with community necds
and priorities.

d. Role of NGOs, GPs and other institutions and
resource persons in training programme.

c. Social content of teaching at all levels/phases
. Gender bias in content of curriculum,

¢. Conceptual and organisational framework for
integration of medical sysiems,

h. Assessment of cultural/traditional responses (o
health care.

Muny more issues will emerge from participatory reflections
of stall and studems concumrently during the emerging
curriculum. The results of this research must be fed back into
the curriculum. The research cell must not only be well versed
in conventional education/rescarch methodology but must be
willing 1o explore and establish alierative forms of rescarch -
action research, participatory rescarch, interactive research
and so on.

12.6. The college cvolving and organising the alternative

curriculum should not work in isolation and become
self-centred and inward looking. It should seck ideas,
suggestions, approaches from others involved in such
an initiative in other parts of the country as well as all
over the world. It must submit itself - its organistation,
its curriculum, its training methodology and ils
programme o regular concurrent, peer group review
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and evaluation. By such a commitment to networking
it can ensure than unlike many other-efforts in various
aspects of health care delivery the evolution of an
alternative curriculum will not be marginalised but
will be cross fertilised by all those who are keen 1o
reform medical education whether they are working
within ‘conventional constraints’ or are evolving
‘alternative approaches’

12.7. The alernative approach would have succeeded if it

can effectively demonstrate over a period of time, that
graduates of the college are emotionally, socially,
professionally, technically more competent 10 work in
the Primary Health Care/Community Health siwation
than the graduates of the conventional medical
colleges. This would be reflected in carcer options,
professional performance and increasing effectivity of
PHC delivery in the years ahead.

14

RECENT INITIATIVES TOWARDS AN
ALTERNATIVE

Ravi Narayan

This last chapter was writien, to locate the mfc reflections on
medical education and the ‘alternate curriculum’ in a current,
Indian context. It is an overview of important initiatives and
trends in the 1980's which are bound to have an effect on the
directions and focus of action, aiming towards reforms in
Medical Education,

The overview is not exhaustive but tries 1o collate the salient
features of thesé initiatives/rends so that readers of this
anthology are kept informed about the evolving situation,
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1) The National Health Policy

The National Health Policy statements in the 1980's
repeatedly state that,

“the entire basis and approach towards medical and
health education at all levels should be reviewed in
terms of national needs and prioritics and the
curricular and training programmes restructured 10
produce personnel of various grades of skill and
competence who are professionally cquipped and
socially motivated to effectively deal with day 1o day
problems within the existing constraints,”

While setting the mood for the 80's and reflecting the
introspective spirit of carlier reports, the policy statcments do
not mention who will ‘review the curricultum’ and how ‘the
review' will be translated into action. No action is proposetd
lowards the setting up of the National Commission on
Medical and Health Education proposed by carlier expert
commitees nor is the Medical Council of India strensthencd
for such a review. Whether this is another cxample of
‘populist rhetoric” or just a case of ‘inadequate planning” only
time will tell,

2)MCI Corriculum of 1982

The Medical Council of India's recommendations on Graduate
Medical Education - 1982 makes an renowed atlempt o
incorporate a wide varicty of recommendations 10 increase the
‘health orientation’ of the course as well as increase the
exposure of students 1o ‘community aspects of health care and
rurdl health services.”’

While setting the goal as ‘the training of the physician of first
contact. Who is capable of looking after the preventive,
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promotive, curative and rehabilitative aspects of medicine’ it
does not drop anything from the previously packed, disease
oriented, compartmentalised, clinical/mospital  focussed
curriculum arguing that the ‘graduate must continue to have a
wide choice of carcer responsibilitics and his training must
continue o be brdad based and flexible.'

The key recommendations of the MCI include :

— Reduction of companmentalisation and introduction
of integrated inter-departmental teaching,

— Emphasis on  fundamentals and  avoidance of
unnecessary detail and arcas of sophistication.

— Educational process 10 be more community based
than hospital based,

— Emphuasis on ‘logical and scientific thought’, clarity
of expression, “independence of judsement’ and *self
education.”’

— Reduction in “didactic teaching’ and increase in
demonstration/clinies/practicals/fickd work and group
leaming experiences.

— Focus in all subjects on common discases/problems
encouantered in the community.

- Clinical  teaching  shoukl  be primarily  in
outpatieni/emergency  department  and peripherul
health care institutions in the community.

— Faculty of all disciplines to be posted in PHC's and
peripheral health centres,

Apart from these recomendations the MCI also laid down a
very detailed  ‘Community Medicine® PSM  curriculum
extending throughout the curriculum, The package included:
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Preclinical phase

*  Three months devoted to History of Medicine, Nutrition,

Health  Economics, Sociology,  Demography,
Normal/Social psychology, Urbanization, Ecology,
Community  behaviour and  social  [actors in
Health/Discase,

Hospital visits to understand principles of nursing and
medical  practice, record keeping,  doctor-patient
communication, medico social work and immunization.
* Visits 1o community and health projects,
Clinical phase

*  Teaching in Community Health/Rural Health, Health
Promotion,  Health  Education, National Health
Programmes, Family Planning, Epidemiology, Health
Care delivery Systems, MCH, Occupational Health,
Non-Communicable discases, Comprchensive Medical
Care, Biostatistics, Health administration

All faculty 0 be posted 10 ruralfurban ficld practice

arcas with students to enhance community orientation of
training

Students w be posted in primary Health Centres/rural
hospitals/urban lield practice arcas o participate in
. preventive/promotive health programmes,

Internship phase

*  Six months intership in PHCs and peripheral centres and
FP clinics with ‘raining for instittional/domiciliary
services

* Rural expericnce 1o involve community based Health
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activiies and  administrative/technical supervisory
responsibilities as well as health education.

In two dewiled appendices the MCI outlined the upgraded
curriculum in Preventive and Social Medicine and the
integrated curriculum in Family Planning.

The main critique of this reoriented curriculum, is that it
builds up a parallel track under the department of Preventive
and Social Medicine/Community Medicine so that students
see “orthodox clinical medicine” and ‘community medicine' as
two alternative options in opposition rather than an ‘integruted
preventive and socially oriented medicing’. While all the other
departments continue 10 teach the conventional curriculum
with marginal interest in community needs and problems, the
PSM  faculty 1akes on the entire responsibility  of
socizl/community orientation of training throughout the
course increasing its alicnation from the mainstream, In
addition the MCI has proposed little in terms of aliernate
pedagogy or examination/evaluation relorm,

However nnlwithsmnding the above criticism, it is important
0 emphasise here that the 1982 curriculum gives adequate
opportunity to all college faculty, 1o innovate creatively within
the overall constraints of conventional subject classification
and examinations. Our expericnce at the Department of
Community Medicine, St John's Medical College, Bangalore
from 1974-1983 bears this out well, With all these
recommendations in operation the graduates of our college
had a real-life experiecnce of rural/social realities and a
relatively  good skill/awitude  oricntation to health care
challenges in the community, However, the curriculum
reorientation in PSM made little impact on the rest of the
conventional curriculum of other subjects and less impact on
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the overall ethos of the mstitutions and teaching hospital.
Career options were thus hardly modified with most students
preferring  the supervised/supported  ethos  of the
secondary/iertiary health care System predominantly in the
urban arca, This would probably be the experience of other
mstitutions in the country like CMC (Vellore) JIPMER
(Pondicherry) MGIS (Sevagram), AFMC (Pune), BHU
(Varanasi), AlIMS (New-Delhi) and a few others who have
made some efforts to operationalise these recommendations,

It could however be said with some degroe of certainty that
the 1982 recommendations have generally been ignored by
the majority of the other medical colleges in India. Those in
the business of running medical colleges refer 10 the MCJ
regulations on minimum siandards and teachers qualifications
rather than the recommended approach to education. MCJ
INSpectors 100, tend (o concentrate on infrastructure and siff
Position rather thun quulity}mmhudolngy of education. Hence
these recommendations have yetto have the im
have had on studenty/facult
seriously,

pact they could
¥ experience had they been adopted

3) *A plea for a New Public Health'

From the Centre for Social Medicine and Community Health
of the Jawahurlal Nehry University a *plea for o new Public
Health™ has been made in a series of publications and papers
by Prolessor D Buneryi based on an analysis ol Health and
Family planning scrvices and public health practices in India.
In his poswlaes of a theory towards an  alternative
understanding of ‘community health’ he outlines a series of
issues which should form part of any educational strategy for
producing community health oricnied  physicians in the
country, These include :
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a. Developing a  historical perspective  of  the
democratic movements and relating it o a historical
account of health service development;

. Adoption of an epidemiological approach for the
analysis of national health programmes  and
formulating aliemative approdches;

C. Analysis of the political cconomy of health, health

services, population control, maternal and child
health and nutrition;

d. Addition of eeological, social and  culwral
dimensions 10 observed epidemiological  and
demographic phenomena (cg, in Kerala)

It is hoped that such a curriculum reoricntation will enable the
development of ‘a critical mass of community health
physicians' who will participate and build a health service
structure, seeing it is ‘a socio-cultural process, a political
process and g echnological/managerial process with an
epidemiological and social perspective,”’
While these suggestions are very
that the JINU department has becor
because of its *critical questioning”
and are unlikely o be taken seri
medical establishment,

relevant, it is unforiungic
ne somewhat marginalised
and overall *radical’ image
ously by the conservative

4) The New Education Policy-1986

The National Education Policy enunciated in 1986 by the then
newly created Ministry of Human Resource Development has
been the subject of much debate because of its commitment 1o
a multifaceted package. On the pne hand it stresses ‘operation
blackboard’, equalisation of educational development of
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women, scheduled castes and tribes. non formal education,
continuing  education,  universalisation

education geared 1o the dis-advantaged of the present system.
On the other hand it is also

computer literacy, modern communication 1
clectronic audio-visual cquipment to help the *haves’ school
keep up with the rest of the world.

of clementary

commitied to pace-setting schools,
echnologies and

The government had promised w0 follow up this policy
Statement with a separate one on Higher Technical Education
but none has bee
statement one has 1o study the Educational Policy and
pointers towards new directions in
Health policy for the 90,

nannounced so Far, In the absence of such g
terive
Medical Education and

nt brings out the following

A commitment of human values and social Justice

Equal access o education of comparable quality 10 all

. irrespective of caste, ereed, location or SEX

A core curriculum promoting common India heritage,
democracy, secularism, cgalarianism, cquality of
Scxes, protection of environment, removal of social
barricrs, small family nom and scientilic lemper,

Fulre thrust o “open’

and distance learning  and
continuing education,

Strengthening National Councils like UGC, MCI, ICMR

cle., and promoting integrated planning and functional
linkages, :

Explore and operationalise health-related vocational
courses by interlinking health planning. health service
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management and health manpower training

*  Promotion of autonomy/frecdom of educational centres
with accountability.

*  Improvement of pedagogical skills of teachers at all
levels.

*  Examination reform.

*  Curbing commercialisation of technical and prolessional
cducation and preventing emergence of substandard
institutions.

*  Regular review of curriculum to phasc out obsolescence
and introduction of new dimensions/disciplines,

*  Overhaul in management of cducation with promotion
of perspective planning, decentralisation, dulonomy,
people’s involvement, greater role to women and
accountability.

-

Increasing role of communitics in school education and
greater role for  NGOs/Voluntary  agencies/Social
activist groups in educational cfforts,

It is clear that Medical Education reform cannot oceur in a
vacuum in 1990's and will be affected by the above changes
in orientation if *political will’ can actually see it through,
beyond t™he paper phase. Though three years have dlready
passed since the policy statement, this *political will® is yet Lo
be perceived.

5) Some Disturbing Trends

The National Health and Education Policies have clearly
defined their overall options for social justice and reducing the
disparitics in standards and opportunites and the ‘haves' and
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advertising of high-tech diagnostics under health
oriented insurance schemes,

f.  Corporate takeover and investment in high-tech oriented
; chams of hospitals,

Decrease in govemnment investment in_ health c::::
” centres/hospitals and increasing privatisation of healt
care,

: ; . ol

h.  Increasing privatc practice by I'ull-urng b(?v_cmt.n?:r

' doctors and increasing ‘monctary considerations fo
postings, promotions, transfers and appointments,

i g lucer axis. The ICMR-
Increasing  Doctor-Drug prod i 18
) ICSSR challh for All Report has noted this u:g._m'l W thl;:
concern and exhorted eternal v.:'glluncc ?gdm.sl
‘vested interest in the abundance of il health

The absence of clearly formula{{.:d policics on ‘;nli l::]. ;b;):‘j
trends by Government of lndm._ State .g(m_.m;n ool
professional  waichdog  bodies  like _MU. anc ‘nlmmum“
Academy of Medical Sciences has mc‘;mll'a‘:‘c" i '[;
ambiguity of commitment 1o “curb these trends’ as

promole them'

p() - C b, I .lﬂﬂ(!ul dh U’

6) The ROME Experiment

The Reorientation of Medical Education Schclrlr;‘c (Thg ?‘mo;\dii
Scheme as it is ofjen called) was launcl!cd wi? . muuinmucc
by the Janata (People’s) government in 19 mhcm T
muniiy orientation of medical students a.nd teac -
f):n:aarlicr ‘expcn committee’ recommendations, The sc
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was based on the philosophy of making a medical college
totally responsible in a phased manner (o providing health
care to the entire population of a district in which it was
located. It was envisaged that the entire (aculty along with
undergraduate students would be involved in the shift towards
the community. The entire period of intemship was proposed
to be spent at the Primary Health Centre/Sub divisional
hospital and district hospital. To support this programme cach
participating medical college was suppliecd with three
mammoth mobile clinics, imported from UK which became
the symbol/mascot of the entire programme. The ‘reform
programme” when it was lirst conceived was relatively well
thought out and supported with ‘political will' though this
changed with political changes in the country. The actual
implementation ook time and the early eightics saw these
‘white clephants lumbering on the national highway unable to
rcach the unrcached due to inaccessible or inadeguate roads.”

A study conducted in Karnataka state by JNU Community
Health Department in 1984-85 was very revealing, It coverwd
392 medical students, 90 interns, 28 medical officers ol PHCs,
33 faculy of clinical departments, 15 faculty of PSM
departments and 100 members of the rural communitics
served by the programme as well as top exceutives ol the
directorate of Medical Education at the State and Central
level.
Eight ycars after the formulation of the scheme and its
operationalisation it was found that :
a.  "Students were inadequately/or not at all exposed 1o the
. programme. Where exposure took place the programme
was haphazardly organised and there was not much
‘learning experience’ or development of social/
community skills,
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b.  Faculty played a very passive role running OPDs within
the mobile clinics with the help of intems and post-
graduates. There was no interaction  with
village/social/community realities and no comunity
based action.

c. The community served, has no say in the programme

except as mere recepients of rudimentary form of
curative services.

d.  The officials of Centre/State government and MCI were
indifferent to the situation. There were no effective
checks  on  implementation  or  evaluation  of
effectivencss.

¢.  Students and teachers perceived the ROME programme
as synonymous with mobile cilnics, unaware of all the
other objectives of medical college involvement in
district health care elc.

This study is a ‘sobering” cxample of the end results of a lotof
relevant reform  programmes, which even though well
conceived meet the now accepied  ‘burcaucratic” and
‘professional disinterest’ and the ‘vested interest of the
established system.’

Good conception of plan/reform and political will are two
important components but in order 1o energise the system 1o
accept and support reform, much more needs to be donc.

7) The Kottayam Experiment

While exploring the disturbing trends in (5) and the present
status of the ROME experiment (6) one may perceive a sense
of despair and hopelessness in the situation in India - charged
with populist rhetoric and faced with burcaucratic and
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professional inertia. However this is nol inevitable as the
kottayam experiment bears oul.

This experimental project carried out by prof. Jacob Chandy
(a neurosurgeon and ex-Dean of Christian Medical College,
Vellore) from 1972 10 1976 was a pioneering forerunner for
alternative curriculum efforts. Little is generally known about
this experiment since documentation was its weak point - not
an uncommon problem among NGO innovators in India.

The Kottayam Project (Kerala), set out 1o Lrain a new category
of health worker who would act as a liasion between the
doctor in the hospital/clinic and the community - luking care
of comprchensive health needs directly or through the
supervision of a team of paramedical workers.

The roles for the ‘Community Nurse’ as she was 1o be called,
included Health Educator, Family Welfare Worker, Medical
Assistant and Health Supervisor.

Nine girls from a lower socio-cconomic group with pre-
university qualification were taken through a three year six
semesier community based training programme, conducted by
a weam of two doctors and a nurse, who instructed them in all
the subjects and were supervisors of all the ‘learning
expericnces.’

The curriculum evolved by class interaction of preceptors and
students and their feedback [from community cxperience
which began from the first semester itsclf.

A fixed team of examiners drawn from conventional medical
colleges examined the students at the end of each phase and
the final examination was attended by an Evaluation Team of
the Government of Kerala as well. All the candidates except
onc was found adequately prepared for their role in the
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community and the examiners agreed that they were better
than the *average medical intem’ or *public health nurse’ from
the conventional colleges. After a year's internship in which 6
months were spent in community heaith work and 6 months as
health educawors in village schools, the cight ‘community
nurses’ were absorbed by Mission hospitals of the CSI
Madhya Kerala dioceses to continue ‘community oriented
work' in outreach areas of the hospitals. The keyword of the
experiment was integration and “communily orientation' at
all levels.

At the end of the project prof. Chandy was convinced that the
experimental project had paved the way primarily for the
development of Health Science Education for village schools
rather than an alternative doctor/nurse. However three
southern state governments adopied the course outline and
elements of the experiment for three grades of health workers,
Kerala for BSc Public Health (Community) Nurses training,
Tamil Nadu for Health Assistants Course and Andhra Pradesh
(Osmania University) for BSc in Health Sciences geared to
training teachers of schools in Education for Health
Programmes.

In spite of inadequate, concurrent documentation a report on
this project was built up through terminal interviews with
students, perceplors, cxaminers, representatives of village
communitics covered by the project and a detailed process
discussion with the coordinator of the project. This report
available with the Family Plannning Foundation of India
brings together the key ideas and expericnce that are of great
relevance to all who hope to develop an alternative
curriculum. With a little better planning in the process of
documentation/evaluation, this experiment would have had a
much greater impact on health manpower training. It at least
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showed that with ‘adequate will, commitment and
imagination” experiments such as this were possible on the
Indian scene.

8) Network of Community Oriented Health Sciences
Institutions

A network of *health sciences educators' who are interested in
making ‘cducation of health professionals more atuned 1o
health needs in socicty' has been formed with the support of
WHO and PAHO alter an initial meeting in Kingston, Jamaica
in 1979. The network which in 1987 has 25 full time members
and fifty associate members has st five primary goals for
isell ;

4. Swrengthening institutions  for  community  oriented
learning and appropriate instructional methods

b.  Strengthening faculty capacity for community based

cducation

¢.  Development of technologies, approaches,
methodologies and  ols for community oriented
curriculum

d.  Promoting population concepts in health services
systems and curriculum

o

Assisting institutions in countrics that have a political
inlention to introduce innovations in training of health
personnel in the context of “Health for Al

Over the years, additional objectives geared to curriculum
development, epidemiological health reseach, establishments
of relationships between health care services and delivery and
development of organisations/management  strategies 1o
maximise goal achicvements have also evolved. The Network
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organises workships and International Scientific conferences.
Task forces have been established to study and report on
specific topics of concem. A series of reports, books,
monographs and a newsletter are being published.

A very quick perusal of the literature and newsletter of the
Network shows that there is a growing enthusiasm, the world
over for

a.  Shifting of focus from hospital to community in medical
education.

b.  From ‘didactic’, conpartmentalised teaching to more
‘problem centred’ and ‘leamer cenired” integrated
modules

c. From Tertiary/Sccondary care orientation  of
conventional curriculum 1o more Primary Health Care
oricnted curriculum,

However the ‘social movement' which cnvisions a new
*socio-cconomic-political-cultral order® in which ‘Health for
All' can be a reality for the whole community is not being
adequately explored. Action is scen as the cvolution of a
technological/managerial/pedagogical fix rather than as a
social process/movement in which altemative pedagogy,
appropriate tcchnology and participatory management are
only components.

All the same the development of such a network on the world
medical education scene is a concrete and welcome ‘morale
booster’ for all of us who believe that an ‘alternative
curriculum’ is necessary and possible.

9) The Alternative Track - 1988
In January 1988 an exploratory meeting was held in the
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Medical Council of India premises in which the Chairman of
the above Newwork (see 8), WHO officials and Deans/Senior
faculty of five premier medical institutions participated. The
agenda was to discuss the possibility of developing and testing
an experimental parallel curriculum in Undergraduate Medical
Education for India, as a joint project of MCI, Ministry of
Health and WHO South East Asia office.

The proposed curriculum was 1o be problem based (Mc
Master  University Model) Community oriented (ROME
scheme of Govi. of India) and learner cemtred. The
alternative track was 1o consist of 7 units of 7 months cach - 3
devoted to human biology, 3 to Primary Health Care and 2 o
Tertiary Health Care. The internship would consist of 6
months of Rural health care and 6 months in clinical
departments. Both the conventional curriculum and  the
“alternative track” would be compared in their effcctiveness in
the context of Primary Health Care and Health for All,

The meeting decided on a three stage process. A visit by an
Indian delegation of MCI representatives and Deans of
participating colleges to programmes in Thailand, Indonesia,
USA, Canada, Egypt and Holland followed by a faculty
raining programme by guest faculty from the above
programmes  (1988-1990) and the beginning of the
cxperimental curriculum in 1990-91. A subscquent meeting
held in January 1989 afier *operation tourism® was ended on a
somewhat dismal note with the MCI insisting that the
‘alternative track” would have to be developed within the
constraints of the three professional examinations system of
the conventional, curriculum  including  the subject
classification. MCI's hesitation to grant 'creative autonom y' o
even a few premier institutions, arose from the situation of
‘unplanned” and ‘politicised” expansion of medical education
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in the country, as well as the delay in the passing of a MCI
related bill in Parliament giving it greater powers. Where the
‘alternative track’ proposal will now head or whether it has
been “derailed’ is an open question.

10) Decision based approaches to evaluation/innovation:

A high powered symposium entitled *Medical Education and
Primary Health Care Needs - experiences of successes and
failurcs’ was organised at the AIIMS New Delhi, in 1987
sponsored by Ministry of Health, WHO-SEARO, UGC,
National Academy of Medical Sciences, USAID and the US
Public Health Scrvices. The participants included four premicr
medical colleges - AIIMS (New Delhi), BHU (Varanasi)
CMC (Vcllore) and JIPMER (Pondicherry)  and
representatives of all the sponsors as well as ICMR, Planning
Commission, Indian Medical Association and the College of
General Practitioncrs,

Resource persons from innovative educational programme in
Egypt, Thailand, China and US were present and one of the
key rcsource groups was the Centre for Educational
Development (CED). University of Hlinois (USA).

The symosium cxplored a wide range of issucs but the key
feature was four Action Study groups on stratgics for
curriculum, innovation, health services rescarch, decision
based approaches 1o evaluation and innovation in Medical
Education and preparation of lcaders for innovation in
Medical Education.

The symposium hoped that the four Indian institutions who
already have sorhe expertise and on going programmes would
pool their resources/experiences 10 form a working
consortium, The four centres would be linked by a common
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In the absence of real-life field
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11) The Miraj Manifesto

The project proposal for the development of the Christian
Institute for Health Sciences by the Miraj Medical Centre
which is now doing the rounds among . governmental/non-
governmental circles and all those interested in alternatives is
an important and positive development for all of us in mfc,
and should be a cause for enthusiasm, The ‘Miraj Manifesto’
which is the Preliminary working document summarising the
perceptions of a small group of faculty available in Miraj, has
enough  allernative  vision in objectives, methodology,
student/staff selection and curriculum training, evaluation and
plans for peripheral health facilities to Jabel it a very
‘promising project’ worthy of our interest, critical atention
and suppont. The sponsors have clarified that the ‘Christian
character’ of the institution allows it 10 sclect students and
staff according to the objectives of the project, (since minority
institutions in the country have this freedom) an important
pre-requisite for the altemnative.

Though there is much homework still 10 be done, the Miraj
Sroup are more keen to learn from cvery group, initiative,
experiment in the Country that has relevance 1o medical
education rather than promoting a pre-packaged alternative
curriculum based on the McMaster or CED-Illinois or any
other model developed in another social reality which is often
the problem with various planning strategics in India, While
‘premier institutions’ may not have all that much 10 offer there
is an increasing wealth of health  manpower training
experiments and alternative approaches in the NGO/Volag
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training together. Among the participants there was only one
medical college (St. John's, Bangalore). The Network which
has just been formed is beginning to collate a directory of
training programmes and innovative methodology. By casting
its net wider and at more grass roots experience level the
Miraj Project could hope to build on such relevant Indian
experience. However not surprisingly, ncither the state
government nor the Central government or the MCI have
shown much enthusiasm in this proposal as yct. However
even in the cvent of a delay in such recognition, a conerete
and continued project planning cffort would be a contribution
especially il it pulls wgether ideas and micro efforts from all
available sources in the country.

12) The Health University Development

The 1980's have also scen the development of the “Health
University’ concept bringing  together medical colleges
primarily and other health manpower training institutions and
tcaching hospitals under a single technical university
jurisdiction. Tamilnadu already has one and so also Andhra
Pradhesh, Karnataka and other staies have proposals under
consideration. While the objective has been  primarily
administrative reform and standardisation of curriculum and
facilitics, the *Health University” concept has great potential if
its sponsors can explore the idea with greater crealivity. A
network of community health enthusiasts in Kamataka state
have placed a memorandum before the expert commitice
studying the Health University project making a plea for
social sciences orientation, community oriented ficld training,
pedagogical training for tcachers, small group/participative
and interactive learning expericnces, bridge/option selective
courses between disciplines and systems of medicine,
curriculum research, vernacular bias, removing gender bias
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and radically altering the curriculum of all grades of health
manpower. The health university could bring together
gradually, medical colleges, nursing colleges, rural health and
family welfare training centres, specialist institions and
teaching hospitals, institutions of other systems of medicine
and interact with other departments of the gencral university
as well. The scope is enormous but centralisation could also
have its own problems including the further marginalisation of
health/medicine from the general educational sysiem and the
domination of the hospital oriented clinical faculty on all
efforts at all levels,

13) The National Teacher Training Centre

The MCI Recommendations of 1982 suggests that all Medical

College faculty be in trained cducational science and

technology. However this aspects is still very much neglected

in the Medical College planning cfforts as well as in post-

graduate training of future tcachers. This is surprising since as

carly as in 1975, the Ministry of Health and Family Wellare

cstablished National Teacher Training Centre (NTTC) at

JIPMER, Pondicherry 10 promole

i. training of icachers in  cducational scicnce and
technology

ii. development and application of systematic educational
process such as cducational planning, curriculum
development, teaching  techniques,  instructional
materials and evaluation.

iii. educational research

This pioneering centre has organised regularly a National
course on Educational Sciences which is geared to provide a
‘critical mass’ of teachers in cach medical college trained in
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the areas relevant for redesigining medical curriculum. The
NTTC has also focussed on the Medical curriculum at
JIPMER and contributed to sensitising educational planners,
medical teachers and PG students. The NTTC has also been
exploring new arcas like Primary Health Care reorientation of
Medical Education and Application of Management
techniques in training of Health professionals. The Centre has
been in existence for nearly 15 years and it is time (o evaluate
how many of the participants of these innovative courses have
actually managed 10 introduce more relevant and innovative
curriculum as well as make impact on the carcer choices of
medical graduates in the country. Even if the impact is not as
much as hoped for by the Centre it may be a good idea 10
document all the small but relevani.changes that facultics have
managed even within - the constraints of the existing
curriculum and the MCI regulations.

14) Strengthening epidemiological skills

Onc of the key arcas of skill development crucial for this
shilting emphasis from individual centred clinical medicine 1o
community centred medical and health action is the
development of epidemiological skills, While epidemiology is
an important part of the PSM curriculum, as prescribed by the
MCI in its guidelines, the eaching of epidemiological skills
has still a long way to go sinee most medical college Faculty
including the faculty of PSM/Community medicine
departments have little practical experience in using the skills
in the investigation of hospital and/or community based
problems. In the absence of this practical experience the
teaching remains textbookish and dogs not generate interest
and commitment in the medical students. While some of the
carlicr centres of public Health excellence, like All India
Institute of Hygiene and Public Health (Calcuua), Armed
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Forces Medical College (Pune) and ICMR Rescarch Centres
like National Tuberculosis Institute, National Institute of
Nutrition, National Institute of Communicable Discases and
others have done good epidemiological work, skill
development in this important discipline has still to become an
integral part of undergraduate or post-graduate medical
education in India. In recent years three related initiatives
have begun to make some headway. The Ford Foundation has
funded epidemiological initiatives for All India Institute of
Medical Scicnces (New Dclhi) Indian  Institute  of
Management (Ahemdabad), Institute of Health Management
(Pachod), Tata Institute of Social Sciences (Bombay) and
Christian Medical College (Vellore). These institutions have
formed a network which has carried out a few joint
programmes including workshops for faculty with the main
aim to strengthen epidemiology in Community Medicine
Departments.

The Christian Medical College (Vellore) in addition started
the Epicdemiology rescarch centre which is an  inter-
departmental activity bringing together six of its depariments
to collate, disseminate, cnable studies in the ¢pidemiolegy of
health problems. One of its major aclivilics is organising
epidemiology training programmes of two weeks duration for
facuity of medical colleges, medical officers of government
health centres and voluntary agencies. They also have plans to
conduct workshops on topics such as cuse control studies,
survival analysis, diagonostic tests, and health information
systems.

The Rockfeller Foundation started a network known as
INCLEN to influence the medical profession on the use of
epidemiology by involving climicians so that clincal practice is
strengthened and improved. They also make clinicians aware
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of the need for population based data for health management.
They support training of selected faculty in ‘developing
country” institutions o get training in four centres - McMaster
(Canada) North Carolina and Philadelphia (USA) and New
Castle (UK). In India, five institutions have recently been
selected. These include All India Institwte of Medical
Sciences, Trivandrum Medical College, Lucknow Medical
College, Madras Medical College, and Christian Medical
College, Vellore. Apart from training, INCLEN provides

funds for rescarch as well as orgainises regional and
international meeti ngs.

While these are welcome developments, only time will show
whether the epidemiologists developed through these efforts
will be able to adopt their skills 1o the socio cultural realities
of health and health carc in India. To better understand the
dynamics of health care especially in countries like ours the
behavioural scicnces have 1o play a more important and
crucial role in the studics of health sitation than they have
played in the West and hence there isa need lor a creative and
* innovative development of a relevant socio-cpidemiology.

15) The Edinburgh Declaration

In August 1988 the World Conference on Medical Education
of the world Federation for Medical Education ook place in
Edinburgh. The Edinburgh Declaration clearly stated that the
‘aim of medical education is 1o produce doctors who will
promote the health of all people and that th i aim is not being
realised in many places despite the enormous progress that has
been made during this century in biomedical sciences'. It
exhorts medical educators “to affirm the health needs of the
human race and of the whole person’ and calls for a twelve
point charter of medical education reform that brings 1ogether
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many i It
nany of the i mfc reflecions have explored.
= M fhe ug:pr::d commitment 10 actit?u.. .wg’oruus
'gan:d political will to redefine priorities’ and
resources available. Will the 1990s sce the
sustained efforts towards these goals?

réammmwa plan for 2001 AD

i i z the Role of
And finally carly in 1989 a perspective plan on .
'm'm::lm}é 'rec:nology for 2001 A.D. presented to the Prime
cr of our country by his Scientific Advisory Comm:uet;
”:'T.légclher three major thrusis o uck!c lhf: problcs:n 0
ulation’ and the ‘curse of malnutrition,” unhygicnic
environment and communicable diseases, in the country.

: aintained between indigenous and
‘Right balance to be maintained b

western systems of medicine a8 the former arc llkqlgc‘m ;natﬁz
4 valuable contribution to the gencral well being o

population’ |
‘Educating multipurpose workers, technicians unfl nurses ;r:
our villages may be more important than raming mo
- S

doctors’ e
‘Population problem to be tackled on a Mission mode wi

widespread cducation of women as the mai_n thrust, bie;lcr
opportunities for women and guaranteed sccurity for the o

(Incidentally the use of the term “Curse” in .1 st.;cr;;-f
document is surprising and is the very anuthcs:? of the
scienlific temper which the document trics 1o promolc.)

The document is a clear indication that all of us who nrlcn;s:
busy exploring alternatives at the grass roots have given li

time for lobbying with planners and experts amli our .cfforisd
are still of marginal interest to the promoters of ‘Science an
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