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In Ilorin, Nigeria, a first-year medical stu-
dent of the University of Ilorin is prepar-
ing for her first six-week rural posting.
She will work in a Shao village in Moro, a
district of 300,000 residents where care is
provided by just one physician. Her as-
signment is to act as an assistant to the
physician and the other health care
workers in the area and to provide simple
health care under supervision. In addi-
tion, she will undertake a survey investi-
gating the prevalence and causes of sum-
mer diarrhea in newborn infants. Her
medical school hopes that through this
experience she will acquire a deep under-
standing of the real health problems of
her community and of her possible role in
alleviating the burden of illness.

~Within the medieal education-commu--

nity, there is an increasing interest in
providing students with experiences like
the one just described. For instance, the
Edinburgh Declaration,! adopted by the
World Federation of Medical Education
and by many governments and regional
medical education bodies, calls for a
worldwide change in health professions
education such that the actions of gradu-
ates will contribute to the improved
health status of the population:

“l. Enlarge the range of settings in
which educational programmes are con-
ducted, to include all health resources of
the community, not hospitals alone. 2.
Ensure that curriculum content reflects
national health priorities and the avail-
ability of affordable resources. 3. Ensure
continuity of learning throughout life,
shifting emphasis from the passive
methods so widespread now to more ac-
tive learning, including self-directed and
independent study as well as tutorial
methods. . . .”

These statements reflect the ideas in
the 1987 AAMC report “Physicians for
Twenty-First Century.””?

The Network of Community-Oriented
Educational Institutions for Health Sci-
ences represents a group of schools that
have pioneered in this area for more than
ten years. In doing so, they have gained
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experience that may be of use to others
who are planning to take a similar
direction.

Network Goals

Nineteen like-minded medical schools es-
tablished the network in 1979, at the in-
stigation of the World Health Organiza-
tion (WHO). By that time, it was felt that
medical education was no longer respon-
sive to the health needs of large segments
of the population, both in the industri-
alized and in the developing world. Two
different but related problems were
observed.

The first problem was felt most deeply
in rural areas in Africa and Southeast

.Asia but.was. also.felt. in. medically under- .. ..

served areas such as rural New Mexico
and northern Canada, and in the inner-
city slums of large metropolitan centers.
It is the problem of unequal access to
health care. About 60% of the world’s
population cannot consult a physician
when needed. Graduates of medical
schools tend to practice where opportuni-
ties for private practice exist. They want
to work in places that have adequate
technical resources and educational facili-
ties for their children and in places where
they themselves came from originally, the
middle-class neighborhoods of big cities
or medium-sized towns. The problem is
particularly dramatic in the developing
world because its graduates tend to leave
for overseas studies and not return. Many
of the nurses and other health care per-
sonnel decide to remain in the United
States and in the Arabian peninsula; in
the Philippines close to 70% of each grad-
uating class of medical students and
nurses do not return from overseas
studies.?

The second problem has to do with the
nature of medical education itself in that
students are typically trained within a
hospital context. Their clinical training
takes place in tertiary care hospitals that
have facilities not available elsewhere in
the country and certainly not available in
the places where students are supposed to

work after graduation. Hence, students
generally have serious trouble adapting to
environments alien to those in which they
were trained. In addition, the population
of patients seen in an academic tertiary
care setting by no means resembles the
populations normally seen by physicians.
People who are referred to an academic
center tend to be more seriously ill, suffer
from more uncommon diseases, and show
more atypical symptoms as compared
with the “normal” population of patients.
White and colleagues demonstrated that
in the course of their training students see
only 1% of the spectrum of patients nor-
mally seen by physicians in the com-
munity.*

In the late 1950s and in response to

these.problems, WHOQO and other organi- , .

zations began to encourage the establish-
ment of departments of community medi-
cine in medical schools. This approach,
however, did not seem to work as in-
tended. Although these departments ac-
complished many good things, their status
within an academic environment forced
them to consider the community as a lab-
oratory and to use students as data gath-
erers rather than involve them in the
community to learn and gain the neces-
sary experience to function as a physician
in later professional life. In addition, ex-
posure to community problems was so
limited in time and so peripheral to the
objectives of most schools that these ex-
periments were bound to fail. However,
some programs, such as those of the de-
partments of community medicine at Aga
Khan University in Karachi, Pakistan,
and at Christian Medical College in Vel-
lore, India succeeded.

The group of representatives of 19 med-
ical schools that was brought together by
WHO in Kingston, Jamaica in 1979 had
decided independently not to make the
same mistakes and pioneered a radically
different approach. Rather than having a
single department oriented towards the
community, these institutions had
adopted an approach in which the prob-
lems of communities played a major role
in determining the curriculum. In addi-
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tion, these schools emphasized problem-
based learning, mainly because of its em-
phasis on actual health problems as a
stimulus for learning and the promotion
of student independence in learning.®
These two characteristics were considered
important for preparing a health profes-
sional who is able to creatively and inde-
pendently solve health problems. Third,
the schools recognized that an active in-
volvement with the regional health care
system was mandatory if the strategy for
change, as stated in its academic objec-
tives, were to succeed. At the Jamaica
meeting, these representatives concluded
that they would be unable to accomplish
these goals without each others’ help. In
this respect, the establishment of the net-
work can be considered an attempt at en-
abling schools to strengthen each other’s
efforts in this domain.

At the meeting in Kingston, the schools
established the aim and objectives of the
network. The general aim of the network
is to provide mutual support to member
institutions that wish to adapt their cur-
ricula to the health needs of the commu-
nities they serve. There are five primary
goals:

¢ Helping membership institutions re-
alize the importance of community-
oriented learning and appropriate in-
structional methods

¢ Strengthening of faculty capacities

related to community-based educa-

tion

Developing technologies, approaches,

methodologies, and tools appropriate

to a community-oriented curriculum,

such as problem-based learning

Promoting population concepts in the

health services system and the

curriculum

» Assisting institutions in countries
that have a political intention to in-
troduce innovations in the training of
health personnel, with the ultimate
goal to improve health care and to
contribute to the  achievement of
“Health for All”

Community-oriented Education

A community-oriented medical curricu-
lum is a program whose content takes into
account the major health problems af-
flicting the population served by the pro-
gram graduates.® This definition implies
several things. First, curriculum content
is no longer defined by the internal struc-
tures of the disciplines contributing to it.
Rather, these disciplines are relevant to
the curriculum to the extent that they
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contribute to a deeper understanding of
the problems that define the curriculum.

Second, the programs differ from each
other depending on the specific natures of
the priority health problems in particular
populations. Why should the University
of Khartoum medical school in The
Sudan have the same core curriculum as
the University of Cambridge, England,
when these countries have few health
problems in common?

Third, these curricula are highly adap-
tive to changes in the environment, be-
cause today’s problems may not be tomor-
row’s. An example of this adaptability is
provided by a curriculum reform at
McMaster University Faculty of Health
Sciences a few years ago. The original
McMaster curriculum was designed in the
late 1960s. By the beginning of the 1980s
it became apparent that the changes in
the delivery of Canadian health care were
not reflected in all aspects of the program.
An empirical and theoretical analysis of
the prevalent priority health problems
and those to be expected in the next three
decades led to a major curriculum reform.”

Quite naturally, these programs tend to
be thematically arranged, that is, subject
matter from various disciplines provided
to students is selected such that it fifs the
theme at hand. These themes may vary.
Some curricula are made up using the pri-
ority health problems as organizers,
others use the natural histories of diseases
or organ systems as organizing principles.
The medical curriculum at the University
of Limburg in The Netherlands, for exam-
ple, is partly based upon an epidemiologic
analysis of the symptoms and complaints
most often encountered by family physi-
cians in that country. Hence, students
work in units with titles such as “Blood
Loss,” “Fatigue,” and “Pain in the
Chest.” In each of these units, they ac-
quire not only clinical but also biomedical
and behavioral knowledge.®

But the representation of major health
problems of a population in itself is not
considered sufficient. As argued before,
clinical training in tertiary care hospitals
provides medical students with a distorted
perspective on the nature of the problems
encountered later in professional life and
on the facilities available for diagnosis
and treatment. The technological outlook
of medicine, even in Third World aca-
demic hospitals, is not what is to be found
in regional hospitals, nor will the technol-
ogy be available to the same extent in
primary care. In the front line of medi-
cine, in particular in the preindustrialized
world, physicians predominantly have to
use the tools of their heads and their

hands to provide care. In addition, health
promotion and prevention are far more
important to the health status of a certain
community than is the application of
scarce technological resources. Therefore,
it was argued that students should be ex-
posed to the realities of health care in the
community as soon as they enter medical
school. These postings in the community
should not be brief, transient experiences
but an important and integral part of the
curriculum. A medical curriculum should
be community-based.®-1° It is important to
note here that community-based educa-
tion is useful only if it is a regular and
frequently used part of the curriculum. In
addition, the use of a variety of health
care facilities, not only hospitals, is essen-
tial for medical training.®

A final issue is that the students’ activi-
ties in the community should not be lim-
ited to clinical training. Their activities
should also cover issues in prevention,
health education and promotion, and
health research and should involve the
community in improving its own health
status. Experiences of students of Suez
Canal University in Egypt provide an ex-
ample of such involvement.

Schistosomiasis is the major endemic
disease in Egypt. Half of the population is
exposed to this infection through daily
contacts with the canals of the Nile River,
which are infested with the intermediate
host, a snail. Several years ago, as part of
national development plans for the Be-
douin-inhabited Sinai Desert, water for
irrigation was channeled from the Nile
Valley to canals constructed in Sinai to
feed new agricultural projects. What is
the public health impact of bringing the
Sinai Bedouins in contact with the snail-
infested Nile water to which they have
never been exposed before? Have prophy-
lactic measures been taken and, if so, how
efficiently? Such were the questions that
a group of six fourth-year students of the
faculty of medicine at Suez Canal Univer-
sity, bordering Sinai, decided to answer
during their six-week elective by design-
ing and implementing a field study. They
defined the demographic features of the
community, examined the canals for in-
fected snails, interviewed the population
at risk, and examined the residents’ ex-
creta for parasite eggs. They found that in
spite of prophylactic measures, the canals
harbored infected snails and that the Be-
douins were infected. The students re-
ported their findings to the regional
health authorities, with whom they dis-
cussed the recommended prophylactic
measure. This example shows a learning
experience that incorporated identifying a
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priority health question and approaching
it as a problem by a community-based
study.

The Organization

Presently, the network consists of 54 full-
member institutions and 80 associate
members. Associate members are institu-
tions that have demonstrated a commit-
ment to innovation in medical education
and probably have already carried out
some small-scale experiments but have
not yet fully implemented a community-
oriented approach, as the full members
have done. Member institutions are scat-
tered around the globe:

* Africa 22
e Americas 45
* Kastern Mediterranean 21
¢ Europe 39
¢ Southeast Asia 20
*» Western Pacific 20

In 1979, the network had approximately
20 member institutions. In 1985, the
membership had increased to 50, and in
1990 it had risen to 167.

The network .is. led by.an.executive
committee consisting of members from all
continents. The present committee con-
sists of representatives of schools from
Egypt, the Sudan, the Philippines, Uru-
guay, the United States, Canada, The
Netherlands, and Nigeria.

The network’s Secretariat, located at
the University of Limburg in The Nether-
lands, supports the organization of var-
ious meetings and is responsible for
communication among the member insti-
tutions and with the outside world. Every
six months, the office issues a newsletter
that is distributed to all medical schools
throughout the world and contains brief
information about individual member in-
stitutions, important events, and relevant
literature. The Annals of Community-Ori-
ented Education is a journal that pub-
lishes scholarly articles on issues of inter-
est, selected by an international editorial
board. In addition, the Secretariat renders
various services, such as serving as a
clearinghouse for publications on commu-
nity-oriented education and related topics
and maintaining an electives “bank”
through which members offer opportuni-
ties for students to follow elective pro-
grams in other institutions.

Since its establishment, the network
has organized seven large conferences on
various topics for wider audiences and nu-
merous smaller meetings. The latter in-
clude workshops introducing the concepts
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of community-oriented and community-
based education to selected groups of
schools. Examples of successful confer-
ences are the Symposium on Problem-
Based Learning (Maastricht, The Neth-
erlands, 1983), the Conference on
Evaluation of Innovative Programs (Is-
mailia, Egypt, 1985), and the conference
on Progress and Challenges for Health
Professions Education (Pattaya, Thai-
land, 1987). An example of a workshop
intended to introduce key concepts in a
certain region has been the workshop on
innovative undergraduate curricula that
took place in Harare, Zimbabwe, in 1987.
The purpose of that workshop was to as-
sist the staff of the University of Harare
to start community-based postings in
rural areas. Because of its perceived rele-
vance, however, it was attended by more
than 60 participants from 12 other medi-
cal schools in southern Africa.

Over the years, much has been pub-
lished about the network schools’
endeavors.'!-18 Special mention should be
made of the 1990 book by Nooman and
colleagues,'® which contains a large num-
ber of studies comparing the effects
of community-oriented, problem-based

.schools with those of other schools.- A-re- -

view of 16 studies on this topic was pub-
lished by Schmidt and colleagues in
1987.% The latter authors concluded that
problem-based schools provide a student-
centered learning environment, encourag-
ing an inquisitive style of learning in their
students, as opposed to the learning strat-
egies induced by conventional medical ed-
ucation. In addition, they suggested that
community-oriented schools appear to in-
fluence the students’ career preferences,
since the data available showed that sig-
nificantly larger proportions of graduates
from these schools had sought careers in
primary care. Some of the studies re-
viewed suggested that the students in
conventional programs perform some-
what better on traditional measures of ac-
ademic achievement as compared with
students in problem-based curricula.
However, these differences, if any, tended
to be very small.

A Review of Achievement

In its ten years, the network has had sev-
eral key achievements.

1. Perhaps the main contribution to
health professions education has been
that the network has provided a forum
and a focus for bringing together “like-
minded” institutions that share the goal
of producing graduates whose motivation

and competencies are more attuned to
community health needs. Network mem-
bership has shown a definite increase in
the last five years, even though the
schools are required to meet certain pre-
requisites in terms of institutional goals
and the nature of their curricula before
they can join.

2. The network is a “laboratory” for
testing new educational strategies and
models of community-oriented and com-
munity-based education of health profes-
sionals. An example is the use of an “in-
novative-track” strategy for introducing
and testing educational methods in a sep-
arate segment of the curriculum.!

3. With a growing number of institu-
tions testing these new approaches, the
network has become recognized by other
agencies as a source of ideas and experi-
ence. This recognition has come from
WHO, of which the network is now an
officially recognized non-government or-
ganization affiliate. Several member insti-
tutions are designated as WHO Collabor-
ating Centers. At the 1988 World
Conference on Medical Education, the
network was specifically identified as a
group of institutions having experience in
community-oriented medical education. It --
is also developing links with other inter-
national initiatives such as the Interna-
tional Clinical Epidemiology Network
(INCLEN) and the Commission on
Health Research for Development.

4. The network has continued to recog-
nize the importance of student-centered
learning and the power of providing ac-
cess to “real-life” experience for students.
This is exemplified in the widespread use
of problem-based learning as a key
method of learning and by having stu-
dents learn by living and working in var-
ious community settings.

Lessons Learned

One important lesson learned is that, con-
trary to common belief, innovation is not
necessarily restricted to the establish-
ment of new schools. Certainly, the new
schools had the opportunity to reconsider
old values and take a fresh look at issues
in education and health care delivery.
However, quite a number of initiatives in
established schools show that a shift
toward new goals is possible even there.
Provided that conditions are ripe and a
determined leadership is in place, existing
schools can change directions in nontriv-
ial ways. The most publicized example is
probably the medical school of the Uni-
versity of Sherbrooke in Québec, Can-
ada,?! but there are others. A particularly
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successful program is the “alternative-
track” strategy pioneered at the Univer-
sity of New Mexico.”> An advantage of
this approach is that attempts at renewal
do not disrupt the school as a whole. New
ideas can be assimilated gradually into
the existing curriculum. The alternative-
track approach has found much resonance
in other countries, among the China and
Thailand.

Second, we have recognized that simply
implementing innovative, community-ori-
ented curricula is not enough to produce
the desired goal of producing physicians
who will contribute to the health of indi-
viduals and communities. We have
learned this lesson the hard way by dis-
covering that our graduates have, at least
in the short term, less impact on the
health of the communities than was
hoped and expected. We see now that a
more precise analysis of the political and
socio-economic environments within
which the schools operate is necessary. In
many countries, the existing realities of
the health care delivery system signifi-
cantly influence the ultimate perform-
ances of our graduates, probably more
than the types or. qualities .of the educa-
tion they receive in our schools. By per-
formance we mean not only technical
competence but also their career choices,
the positions they occupy, and their
chances to exercise the full ranges of com-
petencies they have. The problem is that
in many countries a system of health care
delivery is either largely nonexistent or in
such a state that it is highly unattractive
or even impossible for our graduates to
become part of it, let alone play a con-
structive role in it. Generally, the locally
available resources are scarce, and there is
no appropriate social and cultural context
that enables the young physician to sur-
vive. The net result may be that graduates
from network schools will choose the
same careers as their counterparts from
conventional schools, although we are not
yet certain of the extent to which this is
the case. This analysis leads to a number
of questions:

* Are network schools’ graduates actu-
ally entering the regional health care
systems for which they were trained?

o Are there examples of the schools or
their graduates being able to influ-
ence health care delivery systems?

¢ Which kinds of positions are taken by
these graduates and what are the rea-
sons for their choices? Which condi-
tions are crucial?

* How can we encourage these gradu-
ates to take positions where they are
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needed most in order to have an im-
pact on the health status of the
people?

e Which competencies are we trying to
instill in our graduates? For which
tasks in the health care system are we
actually preparing them? The answer
to this question is not at all self-
evident.

Many within and outside the network
share the romantic view that we are pre-
paring our students to become what could
be called “an expensive barefoot doctor.”
If that is not our goal (and will not be in
the foreseeable future), what kind of doc-
tor is trained at our institutions? The
central issue here is that the primary goal
of medical education is to prepare gradu-
ates who will function effectively in alle-
viating the burdens of illness and improv-
ing the qualities of life in their
communities. What exactly is the range of
competencies implied by this broad goal
of medical education that our graduates
should be prepared to acquire? What
functions should these competencies
qualify our future doctors to perform? Is

. it enough to send the student to the

“field” and consequently claim that we
are ‘“community-based”? What about the
broad range of analytical, managerial,
problem-solving, and other competencies
that the “trainee should master to provide
relevant care in the community? How far
do we agree that such competencies
should be represented in our curricula?

Perhaps the most important lesson
learned is that attempts to improve health
care in a given region may turn out to be
quite futile if this activity is not embedded
in an integrated approach to rural devel-
opment that encompasses economic, so-
cial, agricultural, and educational needs.
Consequently, the isolated efforts of med-
ical schools may be fruitless unless the
schools seek like-minded partners within
the universities or outside to undertake
an integrated approach.

Dr. Schmidt is a professor of educational psy-
chology, University of Limburg, The Nether-
lands, Dr. Neufeld is director of the Centre for
International Health, McMaster University,
Canada. Dr. Nooman is dean of the Faculty of
Medicine, Suez Canal University, Egypt. Dr.
Ogunbode is former dean of the Faculty of
Health Sciences, University of Ilorin, Nigeria.
All authors are members of the network’s exec-
utive committee. Requests for reprints should
be addressed to Dr. Schmidt, Department of
Educational Development and Research, Fac-
ulty of Health Sciences, University of Limburg,
Peter Debijeplein 1, 6229 HA Maastricht, The
Netherlands.
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