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FOREWORD

27th Febroary 1993

Anunderstanding of the determinants and dynamics of thechange process inmedical education
is of crucial importance at this junclure. The rhetoric for reform in medical education has gone
on [or far oo long; it must yizld place o Action and Action must follow Analysis and
Assessment. The three A s -*The Triple A Cycle” - held the key o reform in medical educalion,
Much of the literature on medical education had been filled with what was wrong, a case of
over-diagnosis and under-treatment  There is a need 10 chronicle Lhe efforts made in the past
10 inlroduce change, ko ovaluale critically the success and failures and out of such an cxercise,
10 indicate the possible steps o be taken in the Tupure.

This is precisely what the authors of this monograph - Dr.Ravi Marayan, Dr. Thelma Narayan
and Dr. Shirdi Prasad Tekur, rescarchers from the Society for Community Heallh Awarencss,
Research and Action, fram Bangalore - have attempled to do. The result is an outstanding
success.  Initiatives at reform in medical education are reviewed in cxlenso with special
reference o their social relevance amd community orientation, vsing both classical and
interactive methods of study. Local initiatives and innovations are analysed. The views of
mesdical college facukics, of medical education innovaters and of young gradnaies working in
Peripheral Health Institutions have been oblained. The findings presenied in tables and
supported by interesting animation give a sealistic bird’s eye - view ol the strengths and
weaknesses of the ongoing efforts. Some of Lhe lessor known and inadequately reporied
initiatives in the Indian scene have been brought uader review.

The: principles of educational reform may be applicable globally but the solutions have a
location specificity. The intrinsic elemants of the change process are the tcachers, students and
institutional framework; the exirinsic elements are political will, administrative commitment
arxl social pressure.

There is a message of hope in this monograph even as the obstacles o change are identified
clearly and the many disturbing tremls in medical education amd practice are outlined. The
monograph makes a positive contribution (o relorm in medical education and the authors
descrve praise and pratiude.

V. Ramalingaswami

Chairman, Task force on Health
Research for Development, Geneva, and
Professor - Emeritus

Al! India Institute of Medical Sciences
New Delhd - 110029,
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1. INTRODUCTION

MEDICAL EDUCATION REFORM

Medical Educztion and its social and community otientation has been,a subject for discussion
and dialogue in India especially,since he Bhore Commiitee Report of 1946, During the fimst
three decades after independence there wore:

i many cxhortations and much rhetoric;
ii. a few concerted altempts by keen medical educalors and institutions;

iii. some progressive recommendations by the Medical Council of India (1) and other
professional bodies,

but litlde overall change.

The Srivastava reporl in 1974 (2) diagnosed the problem and outlined the challenge very
effectively. {Sec Box 1 & 2)

“DIAGNOSIS OF THE PROBLEM™ (11

"The siranglehold of the inherited system of medical education,
the exclusive orientation towardy the teaching hospital,
the irrelevance of the training to the health needs of the community,
ike increasing trend towards specialisation and aequisition of posigraduate degrees,
the lack of incentives and adequate recognition for work within rural communities,
and the auractions of the export marke!t for medical manpower,
are some of the facrors which can be identified as being responsible for the present
day aloafness of medicine from the basic health needs of the people....”




“THE CHALLENGE AHEAD" I-—@—
"The greatest challenge to medical education in our country is to designa
system, that i deeply rooted in the scientific methad and yet is profoundly
influenced by the local health problems and by the social, cultural and
economic settings in which they arise......
We need to irain physicians, in whom an interest is generated to work in the
community and who have the qualities for functioning in the communify in
an effective manner”.

Since the Srivastava Report, there has been a growing spirit of inttospection and some
comaitment pwards reorientation of the cumiculum, to suit our own ‘needs’ and *socio-
cultural realities”,

Al Lhe national level there have been many developments.(3) These include:
i Reorientation of Medical Education Scheme, 1975

ii. 1CSSRACMR Study group report on Health for All : An allernative strategy - 1981 :
fii. ~ The National Health Palicy 1982 '

iv. The Recommendations on Undergraduaie Medical Education of Medical Council of
India (1982) :

v, The National Education Policy, 1986
Vi, The development of 1he Healih Untversily concept, amd
vil. The draft National Educational Policy for Health Sciences {19849)

Within the medical oellege sector, there have been serious efforts by a few colleges W evolve .
community oriented training straicgies based on the MCI guoidelines and somelimes going
beyond it Their efforts have been interesting bul of limited impact, due 10 many {ackers
including inadequaie Faculty response and the changing social ¢lhos and value system ol the
medical college entrants, The absence of the concept of ‘autonomy” in the medical education
secior in the couniry, preventing the development of experimental aliermnative curriculum or
‘parallel tracks’ is also an important factor.

Some medical colleges have been involved maore recently in pelworking around various new
directions including ‘epidemioiogical orientation’, the “alternative wack” concept, and the
‘inquiry driven’ apptoaches o evaluation/innovation’ (3 & 4).

Many have been participating in the annual deliberations of the Indian Association for the
Advancement of Medical Education.

The efforts of the National Teacher Training Centres for medical college eachers at JIPMER,
Pondicherry and PGI-Chandigarh have also been significant (3).




Outside the medical college sectos, there has been experimentation and seflections on
alternatives. Key among these are, the ‘Kottayam experiment’ (5), the medico friend circle’s
*Anthology of Ideas’ for an aliernative (6 & 7), the INU plea for a *New Public Health® (8),
the Miraj Manifesto {¥) and others.

A number of innovative community health oriented wraining programmes for health personne!
especiatly within the voluntary seciar have also developed and are of significance to Medical
and Mursing Education. *Similatly ouwlside (he health secior, in the development and informal
educationsectars, there have emerged anumber of *aliernative training * experiments, thathave
pedagagical innovations relevant to medical education (140).

SOME LACUNAE IN THE PROCESS

Alengside the above, evidence of the spiril of introspection and *immovation', which could
stimulate change in the 1990s, there are some associaled features that are not so healihy and
could be considered lacunae, and even going countet 10 the cmetging process.

Firsily, therc is not much imeraclion or dialogue hetween the comparimentaliscd wniverse of
government health services and trainiag centres, medical colleges (government and privale)
and voluntary agencies amxd other groups interested in aliernative medical education. Even
within these companments, there are divisions and inadeguale neiworking. Groups arc
therelore unaware aof cach others” effons.

Secondly, there has been inadeguaie publication of the sirengths and weaknesses of these
dillercnt initialives. Even though there is a growing mass of *grey literature” - reports aml
handouls and circulated papers - these are not casily accessible 10 the *serious’ medical
educatots in India, who arc therefore not aware of the wealthof expeticnce in the country itself.

Thirdly, the innovators within and withoul the system have not subjecied their own *innova-
tions™ or ‘rellcclions’ any type of ‘objective evaluation” or ‘peer group assessment’. [nsome
instance, where this has been attempied, the results are not easily available, [or others 10 learn
and reflect upon.

Fourthly, in the absence of this awarencss of the diversity and multifaceted cxpericnee in the
counlry, there is a tendency among medicat educators to be carried away by “ideas”and *cxper
advice’ that have originated in other countrics - in sitaations of dilferent socio-economic-
cultural conditions and in dillerent educational systems. Some of the recommendations and
suggestions are therefore nol adequately grovnded in local realities and experience.

Finally, there has been inadequale allention given to the tmditional sysiems ol medicine and
healing as well as the prevalent health culture and folk health practices.

DISTUREBING TRENDS

Simullanecusly, the 19808 have alsoseen the emergence of a large numberof disturbing trends
in medical education and health services development in the country, which may have far



reaching consequences, to the concept of social/fcommunity orientalion of medical
education (3).
These inclwde:

iy the growih of capitation fec colleges,

i) the mushrooming ol instilutions based on casic and communal allilialions,

iy  the privalization of health care, '

) the mushrooming of private high wechnology diagnostic centres and the concurretnt
glorilication of high technology, through high pressure advertising in the media,

v) the unresolved and probahly increasing problem of private practice among full time
teachers of medical colleges,

vi) the increasing “doctor-drug producer axis’ with *vested inlerest” in the 'abundance of
ill health’(11)

vii) ihe rampanicorrupsion ihal seems tobe accepied as routine practice and the increasing
crosion of norms of medical ethics, with resulting increase in medical mal-praciice,

viii}  the preoccupation of medical educators with illness care in 1erliary care centres, and
the disregard for primary health/commtunity health care.
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Taken togeiher, they are heginning to have “an insiduous bui defnitive, eroding effect on the
focus and orientation of health service development in the country as well as the nature of the
human powcer education’ investment of the Staie.

This grawing ‘dialsctical temsion* between the increasing enthusiasm for reform of

medical ediecation towands greater social relevance aad comoutiily orientation in

the 19805, witk all its imadequacics and the simultancously grawing irends towards

frivatization, commerciafisation and higk-teck tertiary care form the background

scepario for the CHC gudy which is described in sabsequent chapters.



2. BASIC PREMISES OF THE STUDY

The basic premises of the study were the Tollowing:

A.

RECOQGNISING SECTORS OF INNOVATION

There arc atleast four sectors of innovalion [rom which stimulus for relorms in medical
education can and have emerged (18):

i)

H)

i)

The Expert Sector

Starling from the Bhore Commitlee Reporl of 1946 1ill the recently circulated draft
outline of the National Education Policy for Health Scicnces (Bajaj Reporl - 1989)
there have been a series of expert commitiees in India offering ideas and recommen-
dations of geeal relevance 1o the Indian siation.{13, 11, 14)

The Medical Collcpe Sector

A few medical colleges have made serious efforts w operationalise some of the cxpert
‘ideas’ and recommendations and some have gone further 0 evolve their own
community oriented training stralegics. Much of this reform is within the mamewotk
of the “structore” and *function” stipulated by MCL

The *medical college’ seclor inchudes ileas and recommendations put forward by
prolessional associations at their annual meetings and also covers much of (he
material 1hat has becn regolarly presented and discussed at the annuoal meclings of the
IAAME and published in the indian Jowrnal of Medicat Education.

The ‘Expert Sector’ and the “Medical College Sector’ would tagether
constitute what we would like o term as ‘orthodox expertise’,

“Voluptary” Training Sector

Since the 19705 a large numbser and variety of innovative community health oriented

5



lraining programmes for dilferent types of health personnel have developed, especially
within e volunlary sector. Many are geared to training or reorienting doctors and
nutses (produced by 1 orthodox system) lowards community health oricnted work,
Many athers train ‘lay people’ {(non-doclor, non-nurse) in community health work
(15). Alarge numberof ‘alternalive training experiments’ supplementing these efforts
have alsa emerged in other sectors. While these may appear to have developed in a
*separale universe”, there is growing recognition, that theit approaches and methods
have greal significance for professional humanpower edocation in the country (10).

iv) 'The graduate with PHC experjence’
There arc alarge number of young graduates of the existing medical education system
who have worked in small peripheral cural hospitals, primary health centres and
community health projects and have had to creatively adapt their own inadequate
education to the *professional challenges™ and ‘emotional demands’ of community
oricnted health care. Mostofthese ‘creative tensions” and *appropriate responses™ and
idcas are waiting to be systematically tapped and explored.

The "Yoluntary training secior’ and the ‘graduate with PHC
experience’ would logether constitute, what we would like to
lerpt as the ‘alternative’ expertise.

B} NEED FOR DIALOGUE AMONG SECTORS

The second premise of Lhe *interactive study” was, that while the abowe sectors of ‘innovation’
have, separately and taken together, a lot of inleresting ideas 1o offer, 1o all of us, who scck to
reform medical education, there is inadequale documentation and reporling and inadequate
networking and dialogee Hence this expertise lies relatively unknown within seclors and
between seclors. Medical collepe based innovaiors kowrw little of whai cach other are doing;
the valuntary seclar trainers have litde dialogue even among themselves; the graduates in the
periphery ate seldom contacted for feedback: and therefore there is a ‘gross” lack ol awarcness
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of the wealth of experience available in the country itself. Unless all these kleas, suggestions,
experiments apd innovelioas are available logether in some sort of compilalion/pubtication
there is little chance of a cross fertilization of ideas and for dialogee between the innovators
and 1he enthusiasts of all the sectors. [1is now more than clear that any farm of allernative
medical education or experimental parallel curriculum can emerge only if atlempls are made
lo bring the orthodox expertise lo dialogue with alternative expertise and evolve an integrated
stralegy.

FACULTY DEVELOPMENT - A NEGLECTED ISSUE

The third premise of the study, which has greatly determined is (ocus and scope, particularly
in the context of the *end products® is thal the ‘Faculty” of a medical college are very important
for any relortn process. Facully development has however been, the sinple bippoest casually in
the Indian medical education scene. There hax been a lot of rheloric and some Lip service 10
facully development but " facuity development and training” is al the bottom of the priority list
of medical college leadership.  Teaching in a medical college is still nol comsidered an
independent and important enough *vocation® and tends to be still relegaled to a sort of
‘appendage’ sKill or a1 best an unavoidable task, not requiring much special effort or
preparation,

If reform in the 19905 has to have relevance, ngour and mlleclwc mmm:tmf:nt, then

mgﬂmlﬂm;aﬂm is an urgent ncocssu:f and this study WAS I:lrm'mnl}.-I oricnizd to suppurung
Llhat Lask.

We have tried to build some "stnicture” and a Mmamework owards this *"facully development
process’. The availability of faculty role models in the institution are crucial for inspiring
students wowarnds more corumunity orented and socially relevam vocations in medicine. This
task can no longer be ignored.

“Call it bywhaiever name, the need is for anew preed of physicign, who
has a broad understanding of human biclogy, who is imbued with the
ingredients of rural and peri-urban societies andtheir way of life, who
can communicate effecrively with the paticnt's family regarding the
waiure of the ailment, who can address himself to preventive aspecis
in the homes, who will be an effective leader of health workers, and
who will use ftis  knowledpe to stimulate other community building
Progranumes.

We need in effect, a_sorial biofopist. Mass public health and hospital

ptient care, however well developed,  cannot Jill this gap.™

Ramalingaswami, 1368,




3. EVOLVING THE OBJECTIVES

A, The Steps in the Process

The objectives of Lhe study, based on the premiscs described earlier evolved through 4 sieps.

i} A project proposal was dralicd in Janvary 1990 and circulaicd to the Advisory
Commitice, Peer group and a group of selected resource porsons in the country.
(Appendix 2)

in Several comments, reactions, suggestions were received and were considered by the
researchers,

fif) Al the [irst mecling ol the Advisory Commillee in May 1990 all the suggesiions were
considered and distussed. A modified set of objectives, keeping in mind limitations
and constraints especially of time frmewark, were evolved.

v} As 1he project evolved and the ficld visits and interactions twok place, and fecdback

from respondents and peers came in some of these objectives got further modified in
terms of focus, priority and significance.

This pracess symbolised the interaciive aspecl of the action-research.

B. The Final Objectives
The Key [inal objectives of the study were:

L To document descriptivelyianalytfically - key recommendations
| experiments [ innovatipn | experienice in medical edu cation.

2, To review key alternative iraining experiments to identify
issues, perspectives, ideas, pedagogy relevant to medical educa-
tion.

3. To build an Anthology of Ideas from a sample af recent medical
graduates with primary/peripheral health care experience.




4. METHODOLOGY
A mulupronged data collection methodology was uscd that included both “classical’ and
‘interactive” approaches, These were as follows:
A. LITERATURE REVIEW

Identification of key experiments/innovations, cxpericnces aml ideas was done through an
extensive literature search which included the foilowing components.

i Libmry Reference

While reference o several prolessionz] journtals were made, the key [ocus was ona
detailed search through the Indian Journal of Medical Education from the late 1960s
to date. .

b. Project Announcements in Bulletins and Journals

i.  Several bulletins and journals published by professional and the “voluntary”
secior, as well as a [ew daily newspapers were contacied for announcements
about the projeel.

e Peor contribulion
Some “peers’ provided substantial information and materials.

B. LETTERS TO MEDICAL COLLEGES

a. Leliers werd senl to the Deans/Principals and Professors of Community Medicine of
125 Medical Calleges in the country in Junc - July 1990, {Appendix 3 & 4)

b. Reminders wore senl in January and March 1891,

c. Allthe responses received were [ollowed up by comespondence eliciting furtherdelails

abaut the initiatives, experiments amkl curricular changes described.

€. LETTERS TO COMMUNITY HEALTH/DEVELOPMENT TRAINERS

a. Lellers were sent to sclect group of Comm unity Health and Development Trainers in
Qciober 199, (Appendixs 5)

b. Reminders were senl in January 1991,

cC. Many trainers sent annual reports and training reports and further details wherever

required, was licited through ongoing correspondonce.

d. Informal discussions wore also held with some of the treiners with whom the CHC
team had contact due 1o ongoing linkages.

£ The CHC documentatin vnilalready had substanlial malerial onmany programmcs.

D. SURVEY OF MEDICAL GRADUATES WITH WORK EXPERIENCE IN
PERIPJERAL RURAL HOSPITALS AND HEALTH CARE PROJECTS(189)

a. A preliminary proforma was developed by the researchers after a group discussion
with a few doctors who had worked in peripheral rucal hospitals and were presently

]




tacully members of 5¢. John's Medical College, Bangalore. This college has a rural
piacement scheme far its graduales as well as gives preierence in PG and staff
selection, to hose with rural experience.

b. This was pilot lested on 10 posigraduate students who had peripheral health care
instilntional expericnoe and then finalised.
C. The pre 1ested questionnaire was distributed

i)  atthe post-graduale enrance cxgmination ¢f one college 1that gave specific
preference jo candidaics with rural expersience.

i} 10 eligible respondents in another college by one of our advisory commitiee

members
iif) W eligible respondents also at the medico friend circle annual meeting in
Sevagram in September 1960,
d Thequestionnaire was fairly exiensive with 38 different sub-sections. Table 1 lists 0w

the components of medical education on which feedback was elicited.

TABLE I
GRADUATE SURVEY COMPCNENTS

Lre-Clinicg)
1. Anatemy, 2. Physiology, 3. Biochemistry/Biophysics, 4. Biostatistis, 5. Sociclogy,
6. Psychalogy, 7. Others.

Paga-Clinical
8. Pathatogy, 9. Microbiology, 10. Pharmacology, 11. Forensic Medicine.

Clinica)
i2. Medicine, 13. Surgery, 14. Obs. & Gynaecology, 15. Pacdiatrics, 16. PSM/
Coemmunily Medicine, 17. Psychiatry, 18. Dermaiokogy, 19. Ophthalmology, 20. ENT,

21. Radiology, 22. Anacsthesiology, 23, Dentistry, 24. Orthopaedics, 25. Medical
Elhics, 26. Others. '

Oiher Skills
27, Basic Nuvrsing Procedures, 28. Communication, 29. Management, 30. Training of
Health Workers / Othet Personnel, 31. Any other skills.

Other Isspes

32. Imternship Training, 33. Seleclion Process, 34. Teaching Methodologies,
35. Curriculum-$ructure, 36, Examination System, 37. Any aspects of content/process
cnvitonment ot base of teaching, 38. Measures 0 enhance social/emotional prepared-
ness for C.H work. (Source : 19)

10




F.

INSTITUTIONAIJ, VISITS

Visils werc made 10 seven medical colleges which were identified; in the ongoing
project as having programmes of sighilicance. The field visit opportunities were
utilised for interactions with staff and wherever possible with a group of inlerns who
had experienced most of 1he innovative proprammes being studied.

The objectives af the ficld visits were, o obscrve innovative programmes whenever

feasible and to have informal discussions with Facully and inerns, regarding various

programmes and initialives of the respective institution. This onsite visits and

informal discussions helped us to identily, the strengths and weaknesses of variouy
programmes, as they emerge in the field operation with trainees - a dimnension seldom

explored adequaiely in college annual reports or published reports.

The institutions visited were:

Christian Medical College, Ludhiana;Chestian Medical College, Vellore; Mahatma
Gandhi Institute of Medical Sciences, Wardha; St. John's Medical College, Bangalore,
King George Medical College, Locknow; All Tndia Institule of Medical Sciences, New

Delhi; and JIPMER, Pondicherry. (Appendix 6)

All the colleges included in the original protocol could nat be visited but the *seven

college field ylsits’ was a very usefvl experience and definitely gave additional
perspeclives that was not possible 1o get from reports axd cotrespondence.

MEETINGS AND INTERACTIVE PIALOGUE

From the very beginning it has been decided that the study would have a strong
interaciive component and the researchers would use every available apportunity for
discussion with peers intcresied in medical edocation alternatives,

Some of the meetings heiped 10 clarily iSsues and ideas and others helped 1o stimulate
further thinking on different aspects of the problem.
The key mectings are listed in Appendix 6.
This interactive dimension of the project was further emphasised by the following
actions:
i1 Many discussions with the Advisory Committee were not just organisational
bul interactive, Several issues were raised and explored at length,
ify  Discussions with peers with relevanl experience were held whenever possible
during visits to CHC and/or Bangalore or clsewhere,
iiiy Comespondence with peets and contacts throughout the stxdy.

iv) Three reporls were senl out to all our cantacts in November 1990, May 1991
and Japuary 1992, Some peers responded to ideas and project developments
tnentioned in {hese repors. .

G. APPROACHES : CLASSICAL AND INTERACTIVE

Asa genceral policy of the project, and keeping inmind CHC's own approach and commitment

1



to networking, the approach to research was a combination of *classical’ as well as interactive
{See Table I1).

TABLE I1
Research approaches In the Study

Classical/Established Interactive

* Literature Revicw * Peer Group correspondence
and meetings.

* Leuers to Colleges * Field visits to colleges and

(with reminders) greup discussions with faculty/

interms.

* Letiers to Trainers . Comrespondence with medical

{with reminders) College respondents and

Community Health Trainers,

* Questionnaire Survey

(Graduales)

While “classical’ approaches helped to standardise procedures and bring in the required rigour,
the interactive approaches helped 1o increase the sense of participationand involvementamong

respondents as well as ofien helped o 1ap the ‘affective domain® as much as the ‘cognitive'in |

the data coliection process.

Very often we could find out what people felt about things not only what they thoughl. Many
negative impressions and aften more reflective responses were picked up by this method. Also
different perspectives on the same programme especially from “organisers’ as well as
‘panticipants’ were explored. All this would not easily be possible through an objectivised
standardised questionnaire. In the {inal analysis combination of methods helped to gela wider
qualitative impression of the diversity of innevations.

“The prirpose of medical education is not to produce Nobel Prize
winners bt to provide dociors for health services, who will pieer the
health needs of the cowntry in which and for which they are reeded”,

WHO Regional Commitiee for South East Asia
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5. RESULTS & FINDINGS

The outcome of the study in 1erms of the r&;pﬂmﬁ received, resulis and findings may be
discussed under the [ollowing subheadings:

Al

E

C.
D.
E.

Literature Review

Medical College Survey
Altermative Training Sector Survey
Graduales Survey

An overview [rom ficld visits

A. LITERATURE REVIEW

)

iii)

The literature review led 1o the identification and compilation of over 750 references
on vatious aspects of Indian experience in Medical Educalion which have been
arranged into a bihliography {arranged alphabeticallyy. While the main source was
the Indian Journal of Medica! Education, articles from other: Indian Journals and
articles on Indian expetience in WHO/Torcign journals were also klentified. All the
personal communications and unpublished repors amd papers received by the
researchers during the phase of study have also been included.

4k key titles were also identified and an annotated bibliography entitled Stimulas for
Change was prepared as a basic collection for a medical education cell of a medical
college.

An important aspect of the lilcrature review was a thorough study of what the ‘expert’
committees have said aboul Mcdical Education and a detailed compilation of
recommendalions from Bhore Report {1946) il the Drafi National Education Policy
for Health Sciences [ 1989) under diffcrent sub headings/aspecis of medical education.
These inchaded :

What's wrang with Medical Education; Type of Doctor;, Objectives/aims of medical
education; Learning objectives for undergraduate medical eduecation; Recognition
amkl contrel of colleges;  Pre-medical education;  Admission requirements and
selectiom criteria; Duration of course;  Medical curricutum : overall principles;
Educational strategies; Nature and organisation of Teaching Hospilal, Nature and
organisations of community centres for teaching; Pre-clinical phase {PhaseI); Para-
clinical phase (Phase ITy;, Clinical phase (Phase IITY, Preventive and Social Medicine
{(Community Health); Integralion; Examinations; [nternship; Teachers -selectiony
development;  Research - General; Medical College facililies, General
Practitioners; Electives; Continuing Education;and National System of Medicine
and integration with ISM and a few other ssucs.

This ‘ready reckoner” would help medical colleges to locate their own strocture and
cwrriculum framework against the key recommendations of the expen commitiecs

13



TARBLE Il
Medical College Sorvey (Sample: 125)*

Respondents - Statewise Distribution and Sources

sL. STATE NO.IN  RESPONDED FROM VISITED TOTAL

NO. SAMPLE TO SURVEY LITE-

RATURE

REVIEW

a b
{. Andhma 9 2 1 {1y 3
2. Assam & North East 4 - - - -
3. Bihar 3 - - - -
4. Gujarat 6 1l 1 - 2z
5. Haryana "1 - 1 - 1
6. Himachal Pradesh 1 - - - -
7. Jammuw/Kashmir 2 - - - -
8. Karnataka 14 2 - 1 2
9. Kemala o 1 - - 1
10. Madbwa Pradesh & - - - .
11. Maharashtra 14 7 2 1 (1~ o
12, Drissa 3 - - - -
13. Punjab 3 2 - 1 2
14. Rajasthan 5 1 - - 1
15. Tamilnadu 13 4 - 1 4
16. Uttar Pradesh 9 1 1 i 1
17. West Benpgal - - - -
18, New Delhi 2 1 1 3
19. Oiber Union Territories 3 2 - 1 2
125 25 7 T (P 32
* Source (16)

.. Ostoania Medical College, Hyderabad end LTM Medical Coll=ge, Sion, Bombay were visiled by Lhe
researchers incidentally, Mot included in formal field visits.

14




i

v)

most of which focus on social relevance as well a8 communily orientation.

The titerature review also identified some ideas/innovation within medical colicge:
and within other sectors of innavation which were not identified by surveys and
interactive methods.

All this will farm parl of a Faculty Resource book which is being compiled.

MEDICAL COLLEGE SURVEY

25colleges responded (o our praject, cutof the 125 colleges inoursample - this meam
a 20% response.

While we cannol conclude that the non-respondents are necessarily non-innovaters,
we could identify only 7 more colleges from the literature review, who had reporwed
innovative programmes in *literature’ but had not responded to our fetier. This brings
the total upto 32 (23.6%).

Table I1I shows a statewlse distribution of the ‘respondent” colleges including the
saurces of identification. 7colleges, one each from seven States visited by rescarchrs
are also shown,

Recent *guestimates' ol the Health Ministry and Planning Commission of the G.O L
are that the number of medical colleges in the country as of 1992 is betwecn 140-150.
Mast of these are of tecent origin, mostly “capitation fee’ colieges in the stztes of
Kamataka, Maharashira and Tamilnadu, Since most are not recognised by MCl they
have nol begun to appear in official statistics. Forour survey we restricted oursclves
e the 125 which were listed in a guide-publication on medical colleges for entrants
in 1990.(16)

We did notiry to geidetails ofthese newer colleges parily because they were dillicult
0 el through other sources and parly because of o assumption that they were tow
pew, andd o preoccepied gelling established, (o iniliate cxperiments or intiatives in
sacial/community erientaucn.

Tables [V-VIEE list out key ideas/and jnnovations that were identificd thro .
various meihods

The ideas are divided into five groups

- General Objectives and Cwriculum conienis
- Pre-clinical Phase
- Para-clinical Phase including Community Medicine (PSN - oacaing,
- Clinica} Phase
Inteenship

15



TABLE IV

Medicl College Strategles
Objectives and Curriculom Stroctere - General

Dufining Insliulkona] (bjectives
Defning Intermveciate (Ttprrtiwemal) and Loxtructionsl objective
Developmemt of Medical Edoeition Cell with adjosct Eacalty
Faculty Training Frogrammes in mwedical 2cucation skills
Selcrdon Procedwe olher than scademic merit {Psy chologicalSocial skillieadasbpfvalos orisptation)
Semicelym development inciuling

iy Itegrulion,

ily identification of com abilibes,

iiiy priceitizatlon (curicalam plamiog commiliees)

I¥) kientifylng skills
7. Exasioelion Reforios

L

] abjective examinioon
i} resirocioring s iewards HEAFHC priorilies.
a Facultymmacien) srvolvenent in Medical Educarlon  [eedback/reacarch.
. Tukorinl 5ywiem
10 Shideal sectives.
1L Smdenix iwvalvostst ip Rkrareh
12, Begular Fculty mesting/Taculty zmdent meliogs
it cunricalum bt
[} Social-Socieial e
13. Student narisre programmes - curiculonex i amicular
14. Funl Bond (Plaorment) Schemn
15, Continwing Medica] Education for slemnusfaihers.
(for Tarther details lochuding oolleges involved, refer Appendix 7 )
TABLE ¥
Medical College Strategies
Pre-clinkal Fhase
16, Foundatron Course for tanants
L7 Community-hised eneatuion programmes
13, Tntrodection of Mew Subjects.
L} Bebavioural Scieaces i} Eihica
41y First Aid iv) Wursing
¥) nkegrited Growih & Developmeni
19, Clmica! Orienttion in pre-clinical phasa
.18 Humarication of pre-ciindcal peacticals
-1 N Sarnviun Modicine - interperscnal il
- Lirbas-slom besed-mold-disciplinary sindent proprammes.

(For funther detalls incinding cobeges iovolves refer Appendlx )
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TABLE ¥1

Medical College Strateges
Para-Clinleal including Communlty Medicine Teaching

Fal Reorienting Phapmacalogy Treining
i} Ratloral Therapeutics
if) Essentist Dyugs Concept
i) Clintcal Qricolation

24 Sy pchmonization of pam-clinical gubgect kectures with dinkcal teaching
5. Involvement it lntegrated eaching
i Para-cHnical and cliseal subjocts
it Clinico-Pathelogical-Social Case Conferences
26, Community Bas¢d Family Care Programme/Family Health Advisary Service
. Community BPlock Posting (Fimst Clinical Year)

18, Junlor Clinical Clerkship
. Special Training Programnes -
i Epidemivlopy 1) Bicsmtictics
i) HealthEducation vy Clinical Epsdemiology
] ¥} Management vi} Health Economics
0. Rural/Urban Slum healih visits/comps
il Community Block Poasting (2od Clinical Year)
Senlor Clinical Clerkship (2nd Clinical Yenr)

EpidemiclogicalPublic Health Projects.

{For further detils including collépes imvoleed refer Appendix 7)

TABLE v1Ii
Medical College Strategles
Clinical Phase

Iniegrated Teaching {intcrdeperimental)
Genera! Outpuiient Department (GOPD)
Curative Previnitive Geperal Prackios Unit (CPGP)
Chindeal Clerkship in Primary Clinical Depatiments

Training in
il Bmerpency Medicine il Social Facdinwics
i}  Soeial Obsctrica i) Clizical Phennacology

Community vigils by Chinical Departments - Camps and regular clinics ig Rural/Urban fisld practics anas
ROME Scheme
[mtendepanmental Cooedinated Clinies in Hospim] Programocs

Petiphesa! Hlospital Postings

™ ii)  Lepmsy

il  Eye Hosplal iv) Rehabilintion Ceptres

v hLolation Hoepitlinfechious diseres vi) DistrictPeripheral Hoepitols

(Font further details including lleges imwmlved refer Appendix T)
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¥il,

An overview of these fifty strategies shows that there are six broad thrusis in this re-
orienlalion process

A,

Educational Technology

Improving pedagogy of Medical Education by clatifying objectives, goals,
methodologies at institwlional snd departmental levels and improving staff
skills in modemn education techniques. (Items 1-%, 12, 15 and 50 fall into this
calegory)

Widening Horlzoas

Inteeducing new arcas, concepts and perspectives as sub-units of existing
subjects or as additional subjects. (Items 18, 21, 23-292, 37, 48 fall into this
calegory)

Improving Skill Development

By providing grcater time in the curriculum for inservice training including
praded responsibilities in actual procsdures 1o allow skill development. (Ttems
13, 21, 28, 32, 35, 36, 41, 44, 47, 49 fall into this category)

Moviag Beyond the Teaching Hospital

Exploring greater community based learning opportunities inchading cxperi-
ence al different levels of health care, primarily ai Primary Health Care level
and the periphery. (ltems 17, 22, 26, 27, 30, 31, 33, 39, 41, 43-46 (all into this
calegory)

Transcending Compartmentalisation

Introducing efforis at imegration of subjects and phascs of medical education
and inchading greater problem solving orientation. These also include founda-
lionforienlation experiences that help ta fink up different aspects of eaching.
(Tiems 12, 13, 16, 19, 20, 21, 24, 25, 34, 35, 40, 42 {ail into this calcgory)
Promoting Self Learning

Improving opporlunities for studcnts to decide for themselves and explore new
arcas independently even owtside the curriculum structure, (Items 10, 11, 14,
46 fall into this category)

These 6 thrusts and Fifty sitalegics, taken o gether, collectively represent, an evolving,
altermative medical curriculum, within the existing MCT determined framework.,
These alsosymbolise, the Indian experience, towards social levance and communiry
orientation. It is significant that cven (he recommendations of MCl on need-based

educalion as recent as August 1992 does not represent all this existing wealth of

cxperience and perspective, and we hope, thatoursiudy would be a majorcontribution
t £ifl this lacunae.
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TABLE ¥III

Medical College Strategies
Internship Phase

47,

44,

Interns orientation programme

Community Health postings in Raral/trhan field Practice areas

Community based camps/clinics by clinical departmenis

Posting 10 Government PHCs and sub-cenlres

Involivement of interns in special situations

at  Epidemic control b}  Disaster relief

¢)  Plankations d) NGOs Health Projects

¢}  Immunization programmes ) FP motivalion

Involvement of Interns in Primary Health Care Training of Health Workers, Dais,
Auxiliaries

Imernship training in specific additional skills

iy  Rational Drug Lisc il  Management

iiiy Ethics vy  Heabth Edueation

v)  Epidemiological Projects vi}  Clinical Research
Iniermship training in special clinics in Hospital situation - Curative Genera! Practice
Unit/GOPD eic.

Internship Assessment/Evatualion.

vili.

(for fusther details including calleges involved refer Appendix 7)

[1i% important to clarily here that since the survey, through the letler, was openended,
initially, it primarily helped to boild a wide-canvas, qualilative, picture of Indian
expetience, providing insights ino the ranpe amd diversity of inpovative strategies.
The colleges,who have cxperience of Lthese strategies have been indicated in Appendix
8 and also mentioned in the accompanying publication - Stimulus for Change. What
pereentage of our stwdy respondents or of all thecolleges in the sample, have actually
experimnented with each strategy, could not be quantified, becawse of the nature of our
survey. This will require a State of Art Survey which has been described in our Post-
scripl (See page 47)

From thesurvey and Literature review we did identify 6collepes that may be considered
fore-runners or pacg-seners in terms of communily oriented strategies. They had tazge

encugh onmber of jpgovations and a relatively sustained process of reorienialion in
their programmes to qualify for this label.

Tablc [X outlines some of the key characierstics of these colleges. Itis cvident from
this lable that the reasons for their sustained commilment 10 both “quality’ and
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i)

xii)

xii)

‘reform” include a combination of predisposing factars which are:

a)  Esuablished with specific/focused mandates.

b)  Smaller number of admissions {50-70).

€)  Aulonemous or privale management,

d}  Own entrance examinations and seleclion pracedures.

&) Adequate teaching hospilal beds.

fy  Well organised rural and urban ficld practice arcas.

Table X outlines the key innovations that we identified in each of these pace-selier
colleges. These show some similar thrusts as well as a certain degres of diversity.
None of the pacc-sciters had inlemalised all the irnnavatiens, thovgh CMC-Vellore

would probably be the one college with the maximum number of operational
strategies, The other five pacescliers also had intredduced multiple innovations.

Amang the larger mainsireamess - ic., collepes with large mumber of admissicns and
run’by gavernment without autonomy or minority status, a few colleges showed an
increasing openness and involvement in reorientation. From cur study the Muncipal
Medical College in Ahmedabad (NHMLC), BJ Medical Collepe, Pute; SV Medical
College, Tirupathi; Rangaraya Medical College, Kakinada;, TN Medical College,
Bombay and Kottayam Medical College were an the move 1owards a strategy ol
change with NHLMC, Ahmedabad demonsirating a very suslained and piznncd
commitment to change. KMC, Manipal was identified as 2 privale institmtion with a
large number of admissions which was also cxperimenting with some change.

However, a word of cantion is necessary. With an open-ended survey il is not
completely valid to make inlercollege comparisons and hence these stawemeints reflect
a qualitative judgement of the researchers.

An interesting finding was, that a significant association like the Indian Association
for the Advancement of Medical Education, was not adequately involved in keeping
tralk of these: innovations or initiating studies or imeractive processes 1o document or
research the evolving strategics. Though some ol these ideas and innovations werc
presented by the colleges al IAAME annual conferences and some, even found a place
in the recent issucs, of their somewhat irregular journal, our overall conclusion was
that JAAME and iis journaal - the Indian Journal of Medical Education wete not [ully
in touch with evolving Indian experience in recent times. Considering the objectives
of the association this was a growing lacunae in its effarts,

The Indian Council of Medical Research had shown some interest in Medical
Education research in the 1960s byl from the mid 19706 it seemed 10 have been
completely dropped from Lhe agenda of research In the country.

What was however, both an inleresiing but in a way disconcerting finding, was that
most of these pacesetier and mainstreamer colleges were not aware of each mhbers’
initiatives. There was litde formal or informal dialogue or netwarking on medical
education matters, inspite of the presence of an association like [AAME, a fore-runney
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xiv)

i)

iii)

af its kind, when it was first established. However, she recent establishment of the
formal consertium network and the informal CMC Network have both been positive
steps in the direction of imcractive dialolgue Tor the 1990s.

Anequally surprising finding was that while many of the innovators were awarc of the
telails of experiments in McMaster, Maastrict, Albuquerque, Dundee, Bersheva -
Israel, and Suez Canal - Egypland other community oriented experiments abroad they

knew litile aboul each other’s local initiatives - reinforgine ope of the hasic premises

of our stud 1 medical educa i ia wen: unawa limnited but
significant Indiap experience.

Our field visits 1o seven of the respondent colleges and infotmal interactive discussions
with faculty and interns led 1o an klentification of key factors that promoted change
as well as major obstacles and barriers to change. These will be listed ont in the next
chapler. Some general observations and an averview from our figld visils arc
mentioned in Section E

ALTERNATIVE TRAINING SECTOR - REVIEW

Building on a sizcable collection of community health training maierials, from
dillerenl training groups in India, already available with the CHC, at the beginning of
the project, the letler oy health and development iRiners led w the identification of
many meTe courses, “kleas’ and methodologies.

Table X7 lists out the key programmes included in the survey ot studied through
literature survey.

The major contributions of this group of trainers (10) are:

Experimentation with an altcenative philosophy ol education which is more
participatory, expericniial, lcarner centred and action oriented.

*  Introduction of a farge mumber ol *small group® techniques and methodologics
in the learning process.
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MEDICAL COLLEQES AND COMMUNITY HEALTH TRAINERS
INCLUPED N STUDY

- A rzgional distvibnlion

55903
Hd

INDIA

& - Medical Colteges (4otal - 32)

O - Caumumrﬂ !Im%/h%ehpmmi Trainers (4otal-22)

23



aintaeidol g
i 2oy Auniswe)

& LJEIS 01 Funuem {Furuiesy aoue1syT) T map]

mzafoag watklolanag {WodHD) (IVHA) =1paj jo
atsuosing {1 1. T wawadvuvy QUH (1 LONRDOSIY G1)esH Aivunios 9

" m._..w._..:u._.—t.uﬂ_._.-

‘RIPOM EHYSRIEYRI pMpPE]

[BLIOS *230500¢] wamadeney
‘sREmp JORE0OON (I AN G usuadenep qesy mny () IESH IO HAmspsu] S

_ awoedoeg ‘(ENVHWIN)

1230 M YITESH aHDy R SCUIS CININ B YijEey
pue 10100 () Fyam - 16uap Ul Fuwesy, (1 Aoy Jo ANUEY] [Fnoney

(201955 DON) ‘e ryEIeweY - u0|eoeg
900 I3 () SYIUOW § Awnmmeny o semosy meeg {1 28a)j00) [EOFpRYY 5.0q0L 1S €

) ‘dn Ao

-apeaa) Arosiaaados . joomEiatadne ‘ammmefon EXeTENIEY “a00|zTueq

15 Ha30m Jumndoaasy LS| Fomeay, mamdaian {¥SNI) e1pu] - voneewssy
- poeyymag {1 + B3 O] Pueipresp] jemy [ 201a1a3 SIRINY (ECONBWAIL] 7

ooT)ae WzuaTeugy pue
LT ATTUNGE RS 1) Fomuzl] uonesmaediy
parsUAT Sasuade qoom ¢ Yy Amunmmon {1

AN oA L]0 pUE PEGEINPnIRG

SUONA ST JAqUiam fumump “PIPUE J0 UOTELOSTY
WL MOoL] SAIEpIDUE]) WEST, Yifeaf] Aunmmo (1 Tendsop} showien T

a o q LA |
dooary iz, WONEIN] 2 ¥EMO0T 0o adi T amEeyy oy 18
(838INCD AWOE JO SFOLY) . .

HLTVIH - HOLJdSs DNINIVAL TIVNHALTV
IX - ATdVI



Toardojasap 1R admoonnm o) pantwTRos pue Arenydosipmm 81 el 5|edeoy [wns ur
Funyom oo 3] Femeo digesoq(z) aenprifisod Jead ¢ ¢QgaT UF PROOPONTI 581 [y 40 PAITHIDENEOUIIOS [EDIPIR J0 AMIpesy uensyq) Sy,

{(pammis oFE awam 5271 Jo Fa0dal poe semeo Logs ssTeedio os|e sdacu® s |y o
-Faympesd QI AN
jExIpam gsang (N Fyjuom g 01 3smos DopelERug (N

rwardopanaT w3 g1 e jeduag ram
0] #341EUCTLHm) SO ¢ FEIMOD L0 U0 RUNED - (INLD)

1eas] appIN {1 -vie 9 wamdopas WISHSOMNHDN (! SOnsu] pRN-CI-PIND ET
apwn IR TR Ky
saL It wamdojasag pue anua) qiesH AOommo

"uImcA puk o Sunog, () BIE3A T mwH U s emoidiq  (f dnysaoqlsq wemengy  -Zy
*|9AS8] TONISE PUE S[PPIO 1€ npEL|Tiie] “a07an,
sardiade juamdo)aasg] affo| oD Tpep UEHSUL
P qiesH o oSSRy YITEIR {YSHNA) ‘shely |eros

Funpom pouosing (1 syIuow ¢ 1 Aymnmmeyy ur emopyy () ¥ yiesy wguun vy i1

"BOROY Y1 €N paseg ANtMUTICD
SOON Wwolj i sAep 01 w1 Bunneyy Aordonieg (U

S3)EppuED pasosucds ] apenpimey
. "JveH Aluneomg) seipey ‘memdnypaeqroaa

A Y2 g ut asine)) digsiapery (1 221U Bujuier] nypueqEoaaq Ol
"B EPICUED wamdolzaag EFFL}

09N prosucds () LW 9 pue P(vap Aunwuy {1 avEdHL &
(1)
‘Bunnen a1e]) Glj=3y i3 AaN “(T¥IALD) “Bipu] Jo
sffeuen poford (1 sdep <1 Ao paseq Aiwommon {1 DO FEXSSY [EDIDSPY CENEND) '8
._wﬂ_w__n._.wﬂ.ucun_ THIA [T )

olag jenolaegag Y™ PYHPRH 11 m9N (NN

Fusmpy/Eapap () lead 7 Ayuamrmoy o) wasep (1 Ansiaamu) nIYSN [epeyesef L

ad b} d ¥



*  Suong community vricntalion in the methods since maost of the rmining is
community based and non-hospital aricnied.

* Strong social analysis, which explores broader [actots in society that affect
heatth exploration of community/socielal responses and initiatives 1o problem
solution. This is very different from, the preoccupalion with individual/
medical/protessional problem salution, which is the currenl ericmation of
orthodox medical education.

* Focus on skiil development especially those important for community based
work viz., planning, organisation, communicaticn, health education, Lraining
of health workers, community diagnosis, needs assessment, participatory
management, evaluation elc. Thete is greater emphasis on learning by doing.

* Grealer learner centredness with participants of training programmes involved
in planning and giving shape to leaming experiences through [eedback, much
more actively than medicos in present day Medical Education.

*  Exploration of training bevond ‘cogmitive aspecis’ 10 include training in
‘affeclive aspects’ of work/skills ¢.g,, value otfenlation, motivation, self
apalysis, group dynamic skills, leam wark eic.

. Evolution of numerous case studics, simulalion games, rale models and other
interesling problem soiving and situation analysis learning methods that help
participants ge1 a decper and more relevant understanding of the rcalities in
which they have to operale in their future work.

While much of this experimentation and innovation is not direcily “translatable” to
medical educalion, when it is hospital/clinical oriented, these innovations can be a
pood stimulus and greally enrich any process of shifting focus, to community based
medical educalion.

TABLE XII

Alternstive Training Sector
(Key Idens)

Aliernative Philosophy of Education Small group lechnigues/methods
Strong Community Orientation
Social Analysis and Societal/Community Jevel problem solving
~ Focus on skill development
Participatory Plamﬁﬁg."Eualuation
Training in affective aspects
Learning Exercises

Case Shdies/Simulation Games
( ) Souvrce {10}
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Medical educalors experitnenting with community orientalion camps, commtnily
block postings, community based adhoc or planaed experiential learniag, and all lield
based learning activities beyond the teaching hospitals and in health seilings, lower
down in the pyramid of health care, can learn a lot from this experimentation in the
alternative seclor,

Very few medical colleges (probably only SIMC-Bangalore and CMC-Vellore) had
contacl and some idea of the evolving methodologies of this sector. Most others - even
the pace-selers were unaware and therefore untouched by this wealth of alternative

experience.

D. SURVEY OF GRADUATES WITH PRIMARY HEALTH CARE
EXPERIENCE

i}

The pilot survey of graduates of the 1980s was probably ‘qualitatively” the most
productive method utitised in the stndy. Most of the responses from participants in
lhe pilot survey were serious, offering many construclive suggestions for imptove-
ment in the existing lraining programmes and for additional initialives, to make itmore
socially relevani and comtimunily aricnled.

The dialectic wensdons, faced by these young praduates in health care service
siluations, for which thgy were inadequately prepared by the existing ‘medical
education” system, led to some *gut level® and very frank suggestions which could
prove very useful to medical educators. This pilotsurvey was particularly significant
since the graduaies had two years field experience in the realjties of Primary Health
Care.

TABLE XII1
Graduate Survey (Smmmary [)
Ares for Skill Development/Competence

a)  Basic Nursing Procedures

by  Emergency Medicine

€y  Minor Surgical Procedures

d)  Obsletrics

g) Local Aneasthesia

fi  Running a simplc Laboratory and Pharmacy

g)  Basic Managcment Skills

h)  Basic Communication Skills

iy  Assessing Community Health Needs and evolving simple strategies

i) Training Health Workers
Source {19)
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TABLE XIV

Graduate Sorvey (Summary [I}
Curriculum Structure/Framework

a) Introduce integraled teaching focusing on common on common problems/
clinicat applications

b}  Reduce unnecessary detail in theory

¢)  Reduce Pre-Clinical phase to 1 year

d)  Teach Sociology/Psychology/Nursing Procedures in 6 months gained from
pre-clinikcal reduction

€} Inceease responsibility and decision making capacily in ward work

f)y  Long and shon postings - stress importance of both

g)  Final MBBS/Internship postings in anciilary hospital departments:
Pathology laboratory/pharmacy/records depaniment/blood bank/acecounts sec-
tion

h)y  Final MBBS/Intemship - involvement in training of heatth workers,

Source (19)

i}

For all colleges inlcrested in preparing praduates for commmnity health/primary
health care vocations this graduale survey feedback will be very relevant. It is
probably the first time that the *consumers’ of medical education are giving feedback
afeer experiencing clinical/community wark inzitwalions of primary care - a supposed
goal of att medical education in India from the Bhore report of 1944 to the NEPHS
Policy document of 1989.

A delailed summary of the feedback from 53 respondents in this pilot survey has been
complied in a companion publicalion 1o this report entitled *Graduaic Feedback from,
Peripheral Health Care Inslitutions”

Al this functure we list oul a summary of the salient findings of the survey. The focus
is on general aspects and not what has been suggested, for ezch of the pre—clinical,
para-climical and clinical subjects. Table XIIfand XIV summarise the main points
about skill development and cutriculum strocture and framework.

The Examipation System came under intensive review in the feedback. The
weaknesses of the present examinalion system were feld to be, that it was subjective,
unrelizble, cutdated, irelevant to actal practice and sometimes unetthical and even
carmupt. The challenge was Lo reorient and restroctyre £xaminations to :

*  Assess basic knowledpe/skilis
* Facus on approach 10 diagnosis and treatment
*  Focus on common problems

*  Ewolve continuous assessment process

ELI]
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Increase use of multiple choice questions
Increase short case discussions

Many interesting suggestions of a more general nztore also came in. These included:

Lectures on principles, advantages, limitations of other systems of medicine;
Reflections on ethics and health practices af different religions;

Sharing of experiences with undergraduates by those who have worked in
peripheral health institwiions (PHIs),

Visits of specialisis 10 PHIs;
Internship postings 1o PHIs
Career guidance celi;and
Preparation of graduales opting for rural services through orientation pro-

gramimncs.
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From the above sm‘nmary it is evident that sw:h a

pamculaﬁy uscfu] and sausfymg a.spect of uus Stl.li‘j" eru]e it supports some of the expert
recommendations, it detives [rom practical experience and not just empiricism.

AN OVERVIEW FROM FIELD VISITS

Ina previous chapter, we had mentioned the additional dimension of intemctive dialogue, that
wiis added ta the methodology. ‘This included dialogue with interns, faculty members and peers
on medical education innowation. While this was introduced at every opportunity, the field
visits to seven medical colleges pravided much scope for this dimension. This interaction was
particularly significant, because il gave us a ‘real life* feel, about some ol the ongaing
innovations and also gave us [cedback, that was “affective’ in nature, supplementing the
'cognitive’ feedback mostly available in published and unpublished reports about innovations
and stralegics.

——
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Some overall gencral observations, thal can be made about strategies for reorientalion of
medical education, based on this interactive dialogue and particularly in the context of field
visits to the pacesclters are as Jollows ;

Iy

ii}

iy

¥Y)

A Peripheral Agenda

Reoriemation of medical education iowards social and community relevance is on the
periphery of the agenda of most medical colleges - even the pace-seniers and the
innovative mainsireamers- because of Lhe established raditions and ongoing demands
of orthodox medical education. These include - the need to be competitive; o move
towards high tech; and to pay well and provide perks to staff.

Dialectics of Change

Where change is laking place the institulions are caught on the hoins of a dilemma of
being socially relevant as well as being professionally excellent.

Since this excellence is mosi often, defined in high technology and specialisation
terms, it means in practice, that the shwdenis are trained ina tertiary care environment
of the teaching hospital, with increasing levels of exposure 10 primary health care
situalions’ oulside the 1caching hospitals. The glamour of the [ormer far outweighs
the chailenging stimulus of the latier.

Changlag ¥alue Systems

The value syslems of siaIf and siudents are chanping over the yearskeeping in
line,with the materialist and consumerisi values, of the wider *class saciety’, of which
they are pan.

Stress on academic merit in compelitive enlrance cxaminalions of the pace-seter
institution ensures thal snajorily of the students are still ‘middle class” with elite, whan
oriented, professional goals.

Quality education, a sign of the pacesetters also ensures an advantage in the
competition af the market economy - bath naticnal and international, affecting career
choices.

Cuolture of Medical Education

The culture of *medical educalion institutions® is severely “elite, urban, middle class'
and the observed similarities of dress, cullural aspirations, hosiel life, personal needs
among studcnis in all the seven colleges we visited, was mosi siriking. We will need
more than a ‘Mandal Commission’ if the culture has tc change, to prepare them for
life among the larger masses, that form the “Bharat” of this country.

Ewven if selection procedures change owards a focus on students with disadvantaged
casic and class background, the dominating culiure of medical education is more
likely,10 give them urban aspirations, rather than build on and stimulatc in them a
longing for the macal Jife,

Established Urbax asplrations

Many interns whe spoke very encouragly about the different innovations in their
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college, giving both positive and some critical feedback, were however quite clear
about ‘large,urban, specialist,hospital® aspiralions intheir future vocation. Theeffect
of the reorienting efforis, were nol going 1o alfect career choices.

All one coyld conclnde, was that the reorientation had made them sensitive 10 “needs”

and *sitwations’, which would modify their attirdes and make them more humane and
sensilive, to patient needs even in the tertiary care vocations of their choice.

Culture of Faculty

The *culture’ and ‘aspirations® of the faculty are even more severely “clite, urbhan,
middle ¢lass’ than the students and sinwe most of them have never had exposure 10 the
realities of ‘Bharat’ except through lhe news and TV media, their ability o pass on
this*sensitivity” towards wider social realitics or enthuse the students, towards
communily oriented vocalions, were limited.

While many institutions we visited, had increasing [aculty exposure (other than
communily medicine departmentfaculty), to the realitics outside the teaching hospital,
this was still nol on a very continuous or sustained basis, @ make an impact, on the
teaching of other departmenits.

' Enthuslasm for ‘High-tech/Foreign® medicine

Facully enthusiasm for high technology advances in medicine, the super specialist
ethos of medical care and keeping up with 1he “western'model” were high, Hence the
few faculty of community medicine departments and the fewer taculty of other
departmenis invelved in sirategies 1owards social/community relevance were mar-
ginal o the dominant culture. In terms of attitudinal change, they wene working against
a ssrongly established tradition. - '

‘Arm Chair’ Community Medicine

Evenamong the innovaters, iheir knowledge of “westem communily oriented models’
and the *aspirations for WHO assignmenis® also reflected a failout of the same
tradition.
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Many o! the younger faculty, of community medicine departments were therefore, not
#0 enlhusiastic about "community based healthaction’ and ‘community based training
initiatives”, They were caught up with the *public health specialisation’ aspirations
towards health management, operations research, epidemiology (especially clinical)
bealth planning, health economics and so ol

Demystification of health knowledge, training of health workers and auxiliaries,
health education and low cosl communication efforts, exploring the people’s local
health culture and traditions etc., were low priority, again reflecting the dominant
culture,

The ‘Medicat Covncil - Bogey or constraint ?
A reassuring finding was that, the Medicat Cousxil of India regulations were not the
‘bogey’, it i5 sometimes made out o be. Most of the innovalcts were trying oul
experiments, that seemed Lo fit in within the wide margins of experimentation, that is
already avaiiable, within the existing framcwork

Where major changes were madc, such as block community postings and chanpes in
pattern of inlernship, there seemed (o be litile problem with MCI or University
regulations. This was even less so if the college faculty wers themselves senior in the
university faculty heirarchy, in their own specialisations.

The two major consirainis were the divisions inlo pre, para and clinical phases and the
consequent phasing of the examinations; and the resulting companimentalisation that
ihey caused.

Resistance to Change

However, it is more thanobvious, for the present atleast, that if these two components
of the framework were accepted as “basic stroclure’, there was no other major
obstacles to innovation other than established tradition and *resistant attitude’ 10
change within college faculty mosily, and college management sometimes.

Infact, a carclul reading of the {981 MCI curriculum guidelines, will indicate a large
amount of stimuls and freedom, to innovate and operationalise change.

QOur study of the puidelines has convinced us that even the ‘pace-setters” are still nol
utijising the “stimulus’ and the freedom adequately, In g paradoxical sonof way MC]
i5 still ghead of mosi of them.

Committed Leadership

Committed deans/ principals and professots of community medicine and 'critical
masses’ ofenthusiasticfaculty, were sceming rbe geiting over these,above mentioned
internal colicge constraints without much difficelty in many cases, thereby proving
that ihere were no structural constraings but only attitudinal ones.

In this context, however we also found that waxing and waning of enthusiasm and
commitment of the leadetship of instimticns, and the leadership of PSM departments,
also contribuled to phases of growth and phases of status quo.
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Oflen routinisation and hwreavcratization took over, affecting the enthusiasm of
facilty and the stimulus to students.

Some instituions were not aware of innovations in their own institutions during earlics
phases which we picked up through literature review 1!

Need !ﬁrr Insplruthnll’ and ‘Infections’ Commnnity Orlented Faculty

established as 8 maior criteria for change. The morale of the facully and their

development as ‘innovalers' and inspirers ol change seemed very crucial.

Tt seemed very important therclore 1o be very selective in faculty selcction for this
depariment.

The atlitudes of the inlemns, scemed direcily proportional to the morale of the faculty.

aculty w thusiastic, oULgoi jeld wo i ml mmml
ickin infection. [F i
cynical and nLhusiasli ut comemuni work. the i WEre
ing up the 'cynicism’ *elcy ',

The demands oncommunity medicine department facully, in terms oflime, wide range
of knowledge and multiklisciplinary skills are increasing day by day. Facully, who
aspired for the mote limited framework and security of a paraclinical - preventive and
social medicine department, are increasingly proving to be mismatched wilh Lhe
derpands of an aclive, community oriented/community based department of comrmu-
rli1]||r medicine.

StafT Selection and Development

Ako the increasing challenge of "converting” colleagues, from all the other dcpart-
ments, from marginal int¢rest in social/community orientation, 0 co-workers and
panners in mutpally planned and organised iniiatives, is a major challenge requiring
a ‘laciiilation’ and “communication’ skill, of a different order.

lection and wo na taff devel apd traind

Total Faculty l’lvohement
Involvement of the Eaculty of all departments, in the processol reorientalion, was a
greal stimulus for both success, as well as for maintaining, the cominuity of change.

Where ‘critical masses” of facnlty enthusiasis {beyond communily medicine depan-
ment teams) were available, initialives, experimentation and reflective dialogue were
getting well established.

Where most of the reoricalation was seen as the primary responsibility of one
department; of was being projected as having to suppart one departments” wraining
programse; of being introduced as statutory rules of the instilution; - the significance
of the rearientation alempt or the enthusiasm of the [aculty, was being negatively
affected.
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Projection of programmes a5 the collective responsibility of faculty, in their role as
socially relevant and community oriented medical educatars, was resolting ina morc
positive image and greatcr sustained cnthusiasm,

Basitig Change on Feedback

The use of faculty and stixlent [eedback {pre, para and clinical studenls, interns and
senior houscotficers) was only gradually gaining ground, evenamong the paceselters.
Howewver this was still adhoc or research project oriented and not a vegular part of the
planning cycle. )

There seemed still, a2 major lacunae in ‘consumer involvemenl’ in medical edocalion,
notwithstanding the feci that the “consumer experience’ within medical college would include
only ‘medical college ethos” and *teaching hospital practices’ and not bring in the wider
societal/consumer needs or perspectives.

Our siudy fe elicit feedback from medicat graduates who have
aclually worked cutin peripheral secondary and primary health carc
(Hiving out, as it were, the stated objectives of medical education in
India) is therefore a first step. While what has been said and collated
is very useful, we wish to emphasise that 1his oo should become a
regular feature of the curriculum planning cycle, with institinions
involving atumni (who specifically live out stated instilntional goals)
in the planning process.

In canclusion, while the medical collepe survey, community health trainers survey and

the graduate feedback survey led to the generation of a large amount of quatitative data on the
initiatives towardssocial relevance and comsunity orientation as well as practical suggestions
for reform, the field visit observations and the interctive discussions led 1o the identification
of issues and constraints thai dewermine the long lerm sucoess ot failure of attempied reforms.

=

To summarise Medical Educafion reform is still very much on the periphery of the
agenda of medical educators, all the rheforic notwithstanding.

Those involved are caught up in: the dialectics between the needs of Primary healith
care and the demands of secondaryitertiary health care; the changing value systems
of students and teachers; the established middle class culture of education; the
strong urban praciice aspirations and the infectious enthusiasm for *high-tech’ and
‘foreign’ ideas. i
While the Medical council of India regulations are not as constraining a factor as
popularly imagined, a relatively arm chair Community medicine faculty have not
been able to provide adequate inspirariongl leadership, 1o get over the resistance
o ‘moving out’ by rest of the college faculty.

fmadequate siaff selection and orientation kave further compounded the problem.
Without the realistic stimulus of student and graduate feedback, efforis ot reforms
continug to be adhoc and empirical, Total facuity involvement is still a niyth.
Change in the 1990s can be brought about only if all these contributing factors are
tackled with a courageous, dynamic and creative collectivity.
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8. SOME REFLECTIONS ON CHANGE

The Srivastava Report {2) has outlined Lthat there are *three ingredients of every educational
change” - These are content, stoclure and process. While efforis in India, have concentrated
mostly on contenl and sometimes on structute, the process of change has nol been adequately
defined and evolved.

The inleractive dimension of our sludy, including the ficld visits o various paceselter colleges
and discussions with faculty aml intems, was mainly aimed, 2t wrying tounderstand the process
of change, in these instittions, Our inlormal discussions, helped us 10 identify several [actors
that seemed 1o predispose of promote change and many ethers that act as an obstacle or barrier.,
It is obvious that any change process initiated Yy any college has o give serious attention o
both these faciors.

FACTORS PROMOTING CHANGE
The key faciors that promote change in 2 medical college arce the following

| Institutional Mandate
An ipstitytjopal mandate and charism wwards socjal relevance and community

oriemation is the foremost factor, This means 4 management commitment 1o primary
health care, peripheral rurl hospital service, gencral praclice and community health.

L Institutional Ohjectives

The availability of defined Instilutional Objectives,in the context of the mandate, are
a great stimulus, lo kecp the management as well as faculty of ail departmenis, aware
of their focus and commitment to change

L Instructional Objectives
The evolution of Instraction ar lintermediate ohiectives, keeping

»



institutiona] pbjectives and institutional mandate in context, helps faculty commit-
ment to change. It also ensures thit the students will experience, the phil osophic
commilment of the institution a1 the practical level.

Medical Edocation Cell
The presence of a critical mass of enthusiastic faculty ina formal linkage «a medical

education cell, unit or depanment, collecuivises effort, a5 well as establishes a
continuity in the process of change.

Faculty Development Process

The presence of @ planted process of Facuhty Development and enrichment towards
their role as *medical educators” and “inspirers’ and *facilitators’ of chanpe is very
imperianl. This means in practical terms the creation of faculty role models,who are
‘prolessio compeient’, ‘sacially relevant’, ‘commupj H:tited® 'cducation-
ally alive*,

Field Practice Areas

Availability of or development of field practice areas and health service linkages,
beyond the teaching hospital, (a teaching community)where viable, efficient and
rcalistic commugity health and development service activity lake place, ate a crucial
requirement for change. Side by side, while buflding the ieaching community, there is
necd far promoting greater and grealer linkages aof all depariments with the teaching
commumity - through pragrammes evoived by voluntarism and creative choice and not
through cenlralised coercion.

Institutional Policy Supporting Community Health

Developmenl of an jpstitulional policy of sta ining and ion which is
focussed owa unity health apd ptima Ith care is very helpful. This
means that in all depariments,siaff are encouraged,and facilitated wwards greater
expericnce, involvement and expertise, in health care - beyond the cxisting teaching
hospital focus and tertiary care oricntation of medical colieges.

Cultural rapsformation and Valoe Orentation
A _copscious value ofjenlation apd cultura! lepsformation in institwional ethos,

management praclice, staff and student valves and aspirations,with increasing
institwional commitment to sgcial jusijce issues and societal/national peeds is an
urgent task. This has to be bronght about, through informal processes of d Beussion,
dialogue and reinforced by stalfand management precept The focus should be onthe
needs of ‘Bharat’ {large majority of Ihe rural poor) rather than the clitist aspirations
of the urban middle class and the market ecanotmy.

Netwarking and Dialogoe
A commitment 10 petworking and dialogue with a wide range of groups, enthusiasts,

*experimenters” and ‘innavaters® within the formal medical college system and outside
of it, helips the academic environment of the medical college, tobestimulated and cross
fertilized by the evoiving wealth of Indian grassroots experience, We need to move
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lowards a Medijcal college without walls, in its true philosophical sense.
10. Reflective Evaluation

A commitment to copcurtent,  reflective, evaluation of the change processes is
crucial. All the introduced changes, experiments, initiatives should be subjected to
review through regular faculty and student feedback and participatory evaluation.
This should alse include regular feedback from all the ‘consumers of medical
education’ especialty those who are “living oul’ professicnally the aspirations of
Indian medical education - the basic doctor goal. (the general practitioners, the
primary health centre doctors and the doctors in primary health care).

Ameong all the pace-setter colleges mentioned in the earlier chapter, which we visited
during the stwdy, we fourd that the first six factots, had been operative in stimulating
change in their instimtions, While the last four had occasionally been [ocussed upon,
these had not received adequaie long 1em commitment.

B. OBSTACLES/BARRIERS TO CHANGE

The obstacles and barriers tochange at medical college level, which we identified through our
discussions and field visits wers many. For the purpose ol description, we have given each
obstacle a “‘clinical label” 10 emphasise the key aspects of the ‘pathology’.

1, ‘Menmtal Disorientation’
A copfusion in medical college leadership objeclives about the change process is the
first important barrier. This manifests as a confusion - primarily bebweeq the pursuit
of technical excellence for the sake of professional satisfaction versus Lthe pursuit of
technical excellence for the sake of social relevance.

2, Nystagmns’
The second important barrier, which is complementary to the first is the absence of
clearly defined instiltional and instructional objectives leading 10 a continuous shift
in focus between primary health care orientation and tertiary health care orientation
in all the eftorts.

kX Optic Atrophy’
Continuing ‘cultural colonialism® manifesting in the belief system that "whai is west
i5 best’, resulis in the pursuit of some il defined International MBBS standard. In
practice it means that community needs, socially relevant issues, local bealth culture
and tradition and focal grassroots inmovation are outside the field of vision of medical
college faculty. This reduced field of vision, limits the stimulus for change.

4. Awemin
Promotion of individual professionalism, or al best departmemdalism, in career
advancement rather than collective institutional team work, results in weak individual

responses ) reform. Sometimes the change process is unidepartmental making listle
dent on the system and causing the efforis to become rather anaemic.
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Cancer

Inadequate management planming including improper financlal resource manage-
ment, lead to an initially insidious, and later rapidly growing, entry of the canctr of
markel economy in medical practice, cost of services, prescribing and lechnology
policics in the institution. This defeals the purpose of reform by bringing in double
standards.
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Manic-Depressive Psychosis

When planning for change (ar sutweighsimplergentationo! change, there is increasing
rheloric amd simullzreous growth in faculty cynicism or dissatisfaction. The
institution then passes through,manic phases of planning followed by deprussion,caused
by limited funds, flagging institutional Icadership and inadequate foilow-up.

Atopia - Allergy

Abscnce of viable and efllective linkages, between colleges and  the “teaching
community” and the health care delivery system beyond the tcaching hospital, results
in aghoe, imyegplar, ii} planned community ¢xposure programmes that cause “allergy”
rather than ¢nthusiasm in the students. This atopic respense severely affects the re-
orientation process, with community based experiences becoming counter-produc-
five.

Atherosclerosis

Burcanerpiization and ropuinization of effort leads to changes becoming statutory and
imposed - promoling an atherosclerosis of creativity, This is also symbolised by the
absence of aclive fecdback [rom studerus, [acolty and community, 10 maodify
programmes and keep them responsive 10 change. This leads to a resisiance, o new
{deas and decreased circulation of enthusiasm lowards community orientation.
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12.

Schizophrenia

The growing dicholomy between community medicine and clinical medicine is 2
serious abstacle, caused atleast partially, by the creation of separate prewventive and
social medicine departments and forcing a rural arientation mandate on their faculty.
This has mw:ant, that while one department pushes towards (he health care challenges
of ‘Interior India’, the rest of the deparimenis feel psychelogically [ree, to push
wwards the ‘East Coastof USA’. This growing dicholomy, produces schizophrenic
tesponses in students and facully, alike.

If PSM Depanmenis also show these schizophrenic responses, ihen il can be
disastrous for change.

Gralt Rejection

Caulion is required in the planning and evolulion of community oriented experiments
and innovations. Care must be laken (o ensure that, the problems caused by
iransplanting weslern high technology hospital models are nol repeated when we
accept “community oriented cducation models® that have been developed in different
cultures, health care systems and ¢ducational sysiems.

While we need to learn from dillcrent experiments all over the world, we should
critically evaluate ieas, in the comext of our own, tather different, socio-economic-
political-cultural realities, as well as different educational environmenl and aspira-
tions. This will prevent costly and painlul gralt rejections, at a laler date.

Autism

The danger of too much rhetoric and too litde active promotion of change by
management, or of disconlinuous experiments, waxing and waning in inicnsity leads
to aulistic response in the (acnlty and more and more of them insolate themselves and
withdraw from involovement in change. This is nol an uncommeon feature of many
institutions incloding those with historics ol pioncering efforts in the past

Senile Dementia

Finally the most important barrier to change is a combination of commilment tostatus
quo; a defensive response to critical reflection and evaluation; & rtionalisation of
inadequacies; and a lack of openness 1o criticism and new ideas.

These lead 10 the seiting in of a senile demeniia in the institulion. Management and

leadership controlled by the ‘orthodexies’ of Secondary and Tertiary Health Care
professionals susiain this responsc greatly.

To reiterate, the ealth of the medical education reorientation ¢ffort towards
socialicommunity orientation, will depend primarily on the clinical acumen
of medical college leadership, in the 1990s, keeping away the pathologies
described above, from setting into the college educational planning system.
As in clinical medicine, prevention will prove better and cheaper than cure.
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7. CHALLENGES FOR THE FUTURE

Our study, led us 1o identify a large number of ideas, experimenis, inmovations and prescrip-
tiens thal conld slimulate the ‘content of change’ in the 1990s. An overview has been given in
previous chapiers and details are being brought tgether in the Facully Resource Book and in
the complementary publications, that are in the process of being completed. (Appendix)

While our effotts wers to locale Lhe content and [ramework of the ‘curriculum change’ in the
conlexi of the larger social reality, we consciowmsly avoided getting too distracied by the pursuit
ol a broader social analysis.

Qur (ield visits and interaction wilh peers, faculty, interns, junior doctors, posigraduates,
principals, policy makers, academics, activists and a host of cotleagues and associates from
various backgrounds have led 15 10 identify some challenges ahead:

A. CHALLENGES BEFORE US
The key challenges before medical educators in the 1990s, are the following:

L

IL

1L

I¥.

Urgent Need for change
There isa grawing disatisfaction with all aspects of medical education - the content,
the focus, the methodology, the process and therefore there is urgent need for action.
Mult} pronged effort
This action has (0 be part of 2 multipronged effort at different levels of the system.
*  Atpolicy making,
* Al human résqQurces planning;
Al administration, governance and organisation of medical education;
Al social control of medical education;
* At health care service delivery linkages and a host of other levels as well,

Curriculum change :

A change in the carriculum - in objectives, content, focus, methodology and Lraining
base has to be an integral part of this effort and within the ¢ongext of the broader
framework of change.

Emerging new Framework

The cmerging alternative framework could include the 50 sirategics Lhat have been
identified by the survey, building creatively on Ihe diversity of experiences of atleast,
25 or more colleges, that have attempied ‘change® and constilute the Indian onhodox
exXperience.

Experimental Cerriculum

There is urgent need, (o evolve the concept of an experimental pamllel rack or
curricylum and allow a few selecied calleges, 1o integrate these 50 stralegies and go
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Y1,

VIL

¥IIL

IX.

beyond, the constraints of the existing compartmentalisation of phases and examina-
lions in medical education. Colieges selected for this purpose, musi have demon-
strated their competence o evolve,sustain and evaluate the process of change.

Graduvate Feedback

Our survey of graduates, with experience of work in peripheral health care institu-
lions, has demonstrated that this sorl of [cedback i an essential component of the
planning of medical education and cumriculum change. R belps us, 1o move from
‘empiricism’, 10 change, derived (rom experiential feedback and inquiry.

Positive Factors for change
10 factors described in the nextsection have been identified as those thal promote and

sustain change. Medical Coilege leadership must promote these positive factors,
actively in the 1990s.

Negative factors affecting change

12 faciors described in the next section have been identified as those that act as blocks
or barriers 1o change. Medical Collepe leadership must counter these negalive factors
actively during lhe 19905,

Inspiration from Alternatives

Many emerging alternative formulations, prescriplions and training experiences have
been identified. These should be laken scriously and must inspire the effortsat moving
medical education [rom Lhe Leriary care siteation o the primary health care sitation
- [rom the “leaching hospital® to the ‘teaching community .

An active imeractive dialogue between the *orthodax® and the “alternative’ sectors of
Indian experience identified by the study musi be encouraged and further (acilitated.
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Faculty Development Key to Change

Finally all these efforls would be unsuceesslul if the medical education process
caetnot provide faculty role models, who are inspiring and enthusiasiic about, the
challenges of social relevance and communily ockenlation in Medical Education.
Faculty development and Lhelr conlinuing oricntation and educalion is the ultimate

key 1o Change.

TASKS FOR THE FUTURE

At the end of the suxdy, 6 key tasks come to mind in the light of our efforts and findings.

3,

Task to inform

W hope Lhat the cutputs of the study - the publications and the facully tesource book
will help the process of facully commitment to change, by putting them in touch with
the ‘inspirational and creative stimulus® of Indian experience. All efforts need o be
made to reach these publications, to all those concermned wilh change in the 1990s.

Task te experviment with alternatives

There is need, 10 slimulate a process, within some instilutions atleastto initiate a well
planned facolty enrichment/developmenm process warnds 4 commitment 0 an
cxperimental parallel curriculum. To slart with, these may be within the existing
conslrainis, but efforts could be initiated wwards an alicrnative framework ulti-
mately. This task will need institulional commitment 10 a medical cducation cellfunit
or depariment, thal moves bevond educalional lechnology, 10 conlenyprocess of
change as well. A core tcam of [aculty with cnthusiastm and creativity, will be a pre-
condition.

THE NEEPR FOR, INTEQRATION

Task to Network
The ongoing networks and fora including the TAAME, the Consortium of medical
colleges and the CMC Network, need o be nudped wowards a greater cotlective
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commilment and a networking process. There is need 10 widen these nelworks and
[ora and upenihem o all who are interested and commilied tochanpge. These networks
also nced iy he made mare open i pulling in inspiration from the diversc seclors ol
expericnce, idemtified by the study. Equally importany, is the nccd 0 move Lheic
reflections from focussing on cxperl empiricism, to  imguiry amd evaloated
CXPLTic noes.
4. Task to Integrate

A camfully planned workshop shovld be organised between the medical college sector
and the volunlary training sector o help in injecting and adapting the technigques and
insights of the latler ino ihe thinking and methads of the former. Ultimalely this could
grow inte a mually inleraclive and eariching proccss, recognising the common

commitnent of clforts and goals. Groups wilh sirategic Llinks with both sectors and
commilment Lo cross-ferlilizalion will have to facititate this.

5, Task to Evaluate Collectively

All changes, innovations and cxperiments introduced, should be subject 10 critical
feedback from siafl, siudcnus, inwerns, graduales in peripheral heallth care instilutions,
community health projoect inilialors, general practitioners and health aclivists, This
needs o move from adhoc events and research projects, 10 making these efforls #n
intcgral part of the *platning cycle”, within institutions. Ultimalely, peers from other
inslitutions, initialing similar changes, should be invalved in such process evaluation
as well.

6. Task ta Change
Finally, thc most urgent task is the commitment of all our cnergics and efforis, 10
change. Thix is not for the sake of chanpe, but becawse he urgent health needs of
people, particularly the impoverished and disadvantaged and our constitutional
commilmenis lowards their amelioration, can wait no longer.

THE PROCESS TOWARDS INCREASING SOCIAL RELEVANCE
AND COMMUNITY ORIENTATION IN ALL OUR EFFORTS, WILL
PROBABLY BE, THE MOST CHALLENGING PROFESSIONAL
TASKS OF THE 19905

C. IN CONCLUSION
The Communily Health Celi initialed the projoct cnuitled *Strategies for Socjal Relevance and
i jentation j j ucilion - Building on the Endian tience” in April

199} with two primary goals:

The first one, was "o pull wgethet a handly releeenee book of local innevation, an anthelogy
of kleas emerging from local experience and a resource directory of local experiisc, in socially
relevant and community oriented, medical education in India."
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The second one, was to use the research project, as a means 10 ‘initiate a process seeking
collective commitnent o appropriate medical education”

The first goal, was pursued by a multi-pronged methodology which atiempted (o pull 10gether
the multifaceted and molii-dimemsional expetience in India and produece a set of documents,
that build on the tality of the national experience.

The second goal was pursued by an aclive communication strategy, pect group reviews and
dialogue, planned mectings, opportunitic use of ongoing network meelings and an active
correspondence.

While, the first poal is reaching completion, through a series of project publications, the second
goal, can be said fo have been inétialed only partially, in that 50 many people have been
informed, involved and stimulated o think about the issues of medical education reform.

(Appendix B).

We hope, that the definitive outputs of GOAL ONE will itself become instrumenis [or GOAL
TWO and take the “initiated process’ 10 its legical end,

As ‘actionoriented’ researchers, we are very glad that interaction, participalion, collaboration
and flexibility were the hallmarks of the evolving experience. Along with our (wo chief
sponsors, the CMAT and CHAJ we hope that this modest project *paintgd o the broad canvas
of multisectoral Indian expertise” will be a stimulus as well as one of the instruments for change
inprometing the experimentation lowards producing the “new ype of Health Professional "who

is both socially relevant and community oriented.

Moving beyond the *philosophic rhetoric” that abounds in medical education circles, we hope
that our efforts will prove meaningful and relevant 10 ali those, (particularl ¥ faculty of medical
colleges) who wish to be invalved in initiatives towards an “appropriate medical education” in
the 1990s. We hopc that shese initiatives will then help to produce 'the dector,” the country
has been waiting for all these decades

- ihe Socia) Physician ol the Bhore Report (1946) and the Mudaliar report (19613,

, Wufﬂm Patel reporl (1970,
- the Fami a4l pencral praclilioners wi i jblity of the
Srivasiava Repert (1975),

- the Community oriented physician for comprehensive bealth care of the ICS5R-
ICMR Health for All report {1981); and :

- the ‘Community Physician' of the recent draft National Educational Palicy for Health
Sciences.

HEALTH FOR ALL 2000 AWAITS THIS RESPONSE.



8. A POSTSCRIPT

Sinoe the Society is committed to action-research, the methodology for the project evolved from a basic
framewvork in 2 Dexible manner. [nter-active dimensions were given great importance withoul dilubing
techoical rigour.

]n retrospect, same reflections on limitations end suggestions for follow-up include :

1.

iit.

iv.

¥i.

Orthodox literatore review and exploning cross referencing was of great value, as always. While the
use af *latters ta the Bditar® of profeasional journals and newspapers was not very useful, personal
cornsspondence with lmown enthussasts and peers proved to be very productiive.

The averall response to the sending of letters of enguiry lo medical colleges, mspite of three
rerninders, was not very encouraging. This was not only in terms of quantity of materials received,
hut alsa in teems of quality and relevance, to the overall project objectives.

This could primarily be due to lack of aclual innovationsfexpermoents in medica) colleges and
parlially due to absence of 3 check-list of ideas/issues as @ stimuhua in the beginning. This was
bhowever, added m the reminders and the response improved slightly.

The response to lelters 1o community health and developmenl beiners, was much betler, bolh in
qualily and quantity. This supports our basic premise, that dialogue with the altermahive seclor
would be extremely beneficial to the progress of medical education in the cowntry.

While qualitatively, the graduate survey was valuable in gencrating ideas supportive of chiange,
i.e, responsive to grassroots experience, 2 word of caulion is necessary. The sarple formed only part
of the primary bealth care sector - because it focussed only on small mission bospitals and
community health programmes. Togeta more mprehcnsive picture, gileast two more sub-samples
of primary health care practitioners should be studied, viz.,

i Medical officers of governmeni Primary Health Centres and Primary Health Units.
.  Cenera) practihoness in small towns and villages.

The feedback from these two sub-samples would further entich the ideas that have been
identified by cur study and help the development of & more corprebeasive Primacy Heslih
Care oriented curriculum.

The institutiona) wisits were not standard ised due io problems of logistics, communication and time
schedule. However, since the Facilitators of the focus group discussion were the same in all the
insitutional visits, many getweralisstions from discussions could be made. The absence of rigorous
standardisation hewever meant that intev-college comparisons were not possible.  However,
comparison ated cvaluation were not key aspects of the study. The focus was on compiletionf
collection of ideas on the content, structure and process of change and this objective was admirably
sarved by The ficld visits,

From the firdings of the stody, there is now a phenomenal scope for developing a more detailed
check-list proforma and initisling a State of the At survey covering all the medical colleges onee
again. However to ensure a greator response, 1h: survey would gain credibility if it was sponsored
by MCT, ICME, [AAMYF ot all of Hiewe.

While cur project e (forts have contribuied 10 2 qualilative picture of [ndian experience, the Stale of
the Art supvey would help to have s quantitative estimate of where we arc in 19905, in the coniext
aof the tofality of medical education in the couniry.

Building on the gualitative pictare, that has emerged from our study, and the quantitative picture,
that could emerge from such a tollow-up State of the Aft survey - policy makers and medical
educators would get adequate stinzulus, o move from “expert entpiricism’, fo change based on
*grassroot realities” and a rigorvs situation analysis,
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APPENDIX 1
ORIGINS AND SCOPE OF THE STUDY AND ITS LINKAGES

ORIGINS

A.

The study arose oulolan ineraction between different groups, eachone with is own particolar
interest in health human power education in general and ‘medical education” in particular.

THE RESEARCHERS

The praject cootdinators had a long history of interest in *appropriate medical cducation’
arisit outof inlermshipexperiences ina Bangladesh refugee camp (1971)and Andhra Cyclenc
Disaster relief camp {1977) respectively. The experiences of *medical carc in conditions of
acule mass paverly” and ‘disaster linked environmental reatilies” led ia a process of reflection
an the relevance of high technology, teaching hospital oriented medical education in preparing
doctors for the challenges of Primaty Health Care. This interestled toa decade of involvement
with the community cricnlation of medical education in a socialy relevant medical college in
South India lollowed by the development of a *grasstoots” lechnical resources centre {CHC)
lo promote communily health action through voluntary effort in Sowh India. During these
years therc were many opportunities and initiatives 10 reflect on appropriaie medical
education”. [Lwas these varied experiences, that led 1o the evolution of the project so that the
restarchers could build [urther on all the past elforts {refer Appendix 1A).

THE SPONSORS

The sponsors ol the study - the Christian Medical Associatisnol India (CMAT) and the Catholic
Hospilal Association of India (CHAI) are mmembership associations in the voluntary sector
which together network around 2, 700 institutions inthe couatry. By virlugoftheircommitment
Lo healthcare particolarly focused on the ‘marginalised and underprivileged” they are inlerested
greatly in all efforts 10 produce more “socially relevant” and *communily oricried” health
professionals in the country, They were therefore eager 10 associate and support the project
as soon it evolved and they were conlacled for support

OTHER LINKAGES

The facilitation of the first network meeting of four Medical Colleges by the CMAT and the
invitation 10 CHC 1o provide the *Keynole stimulus’ led w0 an establishment of an informal
linkage between the researchers, the sponsors and the four medical colleges of the CMC
Network, All these colleges wete interested in community oriented and communily based
education and therefore agreed Lo parlicipale as an ‘interactive peer group' in the evolving
study.

SCOPE

The study emerged through an interaction between the three groups mentioned above, The
scopeof the study was to explore, researchand docoment *innovations” and relevantreflections
on Mcdical Education in India, which wauld be of practical use to those, who wish to explore
medical education reform in the [ulure.
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The study focused primarily on Indian expeience and used a multiprenged and &n interaclive
process. (described in chapter 5)

The study sought to put together:

“a handy reference manual (resource book} of local innovation; an anthology of ideas
cmerging from lacal experience, and a resource directory of local Indianexpertise™....
in communily orienled and sacially relevant medical education and health training in
India. {12)

Alfter much deliberation the researchers decided that the key Larget group of the project would

be the “faculty of medical colleges™ who wish 10 reflect and experiment with aliernative/
relevani ideas.

Other target groups were also identilied during the process and it was decided that, a summary
document of the key findings amxl conclusions of [he swdy, would alse be sent to these other
groups as a “lobbying for change® process.

The researchers and the CHC ieam had good contact and linkages wilh the “aliernative training
sector’ and with “young graduates inrural centres’ due to the nature al CHC work in past years
and this ‘network of linkapes’ was used with greal advantage, for the evolving project



APPENDIX 1A

INITIATIVES OF THE RESEARCHERS WHICH FORMED THE
BACKGROUND TO THE STUDY

YEAR INTTIATIVE PUBLICATION/REPORT
1972 Refugee Camp Experience Making Medical Education
Relevant to 1he needs of
Society - Intemn's reflections.

1973 Dissertztion for Training Doctors for Community
Diplemsa in Tropical Health Service (Trends in
Public Health (London Undergraduate Medical Education
University) in Imxlia),

197383 Community Orientation Moving beyond the Teaching
of Medical Edwation Hozpital.
- 51. John's Medical
College, Bangalore
(vanious experiments}

1977 Term Project for The Kollayam Experiment:
MD a1t AIIMS, New Delhi Training Programme for
{Interactive Evaluation) Community Nurses/Health Supervisors.

1982 Year of Travel and Notes on a year of Travel and
Reflection with Comm- Reflection {ir the contex] of
vnily Health Aclion Social Orientation of Medical
initiators al the Gmssroots College Educalion).

1984 i.  mfc Annnal Meeting on Background paper :150 years
Medical Educarion - of Medical Education -
{Calcutia) Rhetoric and Relevance .

ii. Worshop for Ruml Beport of a Workshop fur Ruml

Bond Scheme Picneers Bond Scheme Pioncers.
(SIMC/CHAI/CHC)

1980 i.  Network of Christian Kevnate Address: Towands
Medical Collapes Greater Social Relevance.

i,  Facilitation of first Repert on Proceedings of 1he

dialogue of Community Trainers Dialogue,
Health Trainers in India {VHAI)

199091 mfc Anthology - Medical 3 articles in Anthology inclu-
Education Re-Examined ding Antholegy of [deas -
{Planning and Alemative Framewotk of a
Collective Process Cumculum (Compilation).
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APPENDIX 2

SOME ORGANISATIONAL DETAILS

Three components of the Organisatiogial dynamics of the project are ontlined. These include:
a. The Advisory Group

b. Peet Group Suppott

c. Project time and process schedule
The Advisory Group
A small advisory group with 4 resource persons was formed. These included:

1. Dr. C.M.Francis - Previously Dean of St. John's Medical College and Kottayam and

Calicut government medical Calleges and presently Dircctor, St. Martha's Hospital,
Bangalore,

A Dr. P.Zachariah - professor of Physiology of CMC-Vellore and Coordinator of the
Mirzj Medical College Project (when on Sabbatical).

3 Dr. V.Benjamin - Previousty Professor, Community Healthand Developmeni Depart-
ment of CMC-Vellore and presently Training Consultant 10 CMAl, New Delhi.

4. Dt George Joseph - Previously Professor, Centze for Comammunily Medicine, All India
institute of Medical Sciences, New Delhi and presendly Executive Director, CSI
Ministry of Healing in Madras.

The resource persons were sclected for theirconsisient interest inthe challenges ol ceoriemation
of medical education and for their previous track record insupporting and being pariof medical
college innovations. They also represented perspectives in medical education from different
types of expetience, viz., pre-clinical 1eaching, community medicine teaching, administration
and research. This greatly enhanced the overall planning of the study.

Peer Group Support and
Institational Linkages - Formal and Informal
The project proposal had envisaged collaboration and suppont from other instinnions amd

associations 10 widen its scope, as well 25 10 ensure that it would be of significance and
relevance to a larger number of people and initiatives in the 1990s.

As the two year project evolved the following linkages were established:

Formal

i) CMAI (New Delhi} and CHAI (Sceunderabad) co-spansered and funded both Phase
I and Phase 11 of the praject.

ii} CMC-Ludhiana provided some financial support for Phase Iof the project and offercd
peer group support throuph their Principal.
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i)

CMC-Vellore, St John's - Bangalore and Mimj Medical Centre offered some peer
Etoup support Lhrough their nominess.

Informal

Informal links and contacts with some of the faculty fmembers of a larger pumbur of inslitutivns
and iniliatives was esiablished. Some previous links already established by CHC were further
strenglthened. These included :

Voluntary Health Associatien of India, New Delhi; Evolving network of Community
Healih Trainers in India, Foundation for Research in Community Health, Bombay;,
medica ricad citcle (Bombay - Punc); Centre for Social Medicine and Communily
Health, (Jawaharlal Nehru University), New Delhi.; National Institute of Advanced
Studics, Bangalere, Network of Christian Medical Colleges, National Teacher
Training Centre (NTTC), JIPMER, Pondicherry; Mahatma Gandhi Instilute of
Medical Sciences, Sevagram, Wardha;  King George Medical College, Lucknow,;
Centre for Medical Educational Technology, AIIMS, New Delhi; NHL Municipal
Medical Collepe, Ahmedabad, Indian Association for Advancement of Medical
Education; A.P.Health Universily, Osmania Medical College and Social Paediatric
Unit, Nilufer Hospilal.

Project time andd Process Schedule

The praject time ramework can be divided into three phases, as il evolved since the idea was
[irst concieved in February 1989 by CHC.

i)

ii)

)

A Pre-project phase from February 19821ill March 1990 when the idea evolved into
4 project proposal and the sponsors and linkages were identified.

Phase [ from April 1990 1ill June 1991 when the objeclives were clarified by an
inleractive process, and then opetationalised through a multidimensional methodol-
ogy. Dala cellection was initiated and completed by June 1991,

Phasc It lrom July 1991 w December 1992 when Lhe data was analysed and compiled
ino a4 range of definitive outpuls. This phase was also marked by the beginning of a
collective dizlogue and lobbying process which included the Community Health
Traincrs dialogue in Celober 1991, and the Medical Educators Review Meeting in
June 1992, {See Appendix 8)
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APPENDIX 3
Content of letters to Colleges

STRATEGIES FOR GREATER COMMUNITY ORIENTATION AND SOCIAL
RELEVANCE IN MEDICAL EDUCATION

COMMUNITY HEALTH CELL Mo 326, ¥ Main. | Block
[A Health Policy Research Group) Koramangala, Bungalore-34
Ta

The Principais and Professors
al Medical colleges and all Medical Educaiors.
ATTENTION
Participation Reguested
Over the last few decades there has been a graduat growth of commined intraspeciion and initiatives/!
recommendations owarnds a more Appropriale Medicaj Educatiozn for ndia.

These have been by differenl groups including Government Policy Makers, Medical College Teachers,
Professionsl Associalions and Health/Social Aclivisl organisations. Tn addition, innavative training experi-
menls in the Voluntacy healih/deve | opment sector arc of increasing relevance o professional educalion.

The 19909 have seen a series of new initialives and plans towarls an appropeiale cucriculum, Simil tancously
there have been disturbing trends in the medicsl vducation and health sector &5 well.

Tie project is shwlying the spectrum of key expenieacees focusing primarily on all thal is signilicant for social
relevance and community orientation of Medical Edueation.

[t iz bringing together 2 relerence manual of local innovations, a resouree directory of lacal expertise, and an
anthalogy of ideas.

If your collcge as a wholc orany of the departmenis have experimented o innovated wilh any aspect of medica)
cducalion, please send us deiails 1o be included in the aptholegy/direciory. Any publicalions or evaluations
af the effocts will also be very welcome. The areas OF expetience focused upon are Listed below.

Please respond prompily - LATEST BY 15T MAY 1991 The materials/communications may be sent 1o Lthe
vesearchers al the above address.

With Best Wishes,

Yours sincerely,

Ravi Mamayan MD,DTPH.D]H Thelma Narayan, MBRS, M5c {Epid)

Nuole: The medical college experience will be complied under the [ollowing sub-
eeclions:
1. Enstitutional Objectives, 2. Insfructional Objectives, 3. Sclection/Admission
Crileria, 4. Curriculum Fratsework, 5. Training base, 6. PSM/CM Dx:pantment,
7. Pre-Clinical Reform, 8. Pars-Clinical Reform, 9. Clinical Relorm, 10.
Selection/Reorientation of Teachers, 11. Pedagogical Reform, 12. Examination
Reform, 13. Internship, 14. Rursl Bapd and 15. Other [nitialives.

(1f you would like your college or department experience 1o be included, please
send details/reports/papers by 1st May 19981).
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- et APPENDIX 4
" LIST OF MEDICAL COLLEGES
{to which letters were sent)

ANDHRA PRADESH
Andhra Medical Collage, ¥ishakapyinam,
Gandhi Medical College, Hyderabad.
Gunhur Medical College, Guntur.
K=zkatiya Medical Collegs, Kurnool.
Kumool Medical Coltege, Kumoo].
6. Osmania Medical College, Hyderabad. (32)
"7, Rangrays Medical College, Kakinade. (7)
8 Sidhariha Mcedical Callege, Vijayawada.
*Q. Sn Venkaleshwara Medical College, Tirapaihi. (&)

okt o

ASSAM/NORTHEAST
10.  Assam Medicsl College, Dibrugmh.
1. Gauhaii Medical Colicge, Gauhali.
12.  Silchsr Medical College, Silchar,
13.  Repional Medicel College, Imphal.

BIHAR
1. ANMagsdh Medical College, Gaya.
15. Bha gal pur Medical Colle ge, Bhagalpue.
14. Darbhanga Medical College, Laheriasarai.
17 M.G.M. Medical College, Jamshedpur.
18. Walanda Medical Cojlege, Paloa.
14 Patna Medical Collage, Pama.
20 Rajendra Medical College, Ranchi,
1. Fatlipulkta Medical College, Dhanbad,
22. Sri Krishna Medica! College, Muzaft'arp[nr.

GUJARAT
23 BJ.Medical Coliege, Ahmedabad,
24. Governmenl Medical College, Suml.
*25.  Medical College, Baroda. (10)
26 Shri. M_P Shsh Medicsl College, Jamnagar.
*27.  Smt, NH.L Municipal Medical College, Ahmedabad. (9)
28.  Seth K.M. Schoal of Posigraduate Medicine and Research, Ahmedabad.

*1.  indicales the colleges which responded to letters, _
2. Numbens in brackels indicate the code number given o these colleges (refer Appendix 7)
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HARYANA
*29.  Medical College, Rohtak. (1)

HINACHAL FRADESH
30, Indira Gandhi Medical College, Simla.

JAMMU & KASHMIR
£ ) Goverpment Medical College, Jammu.
32 Government Medicsl College, Srinagar.

KARNATAKA

Bangalore Medical Colloge, Bragalore,
Dir. B.R.Ambedikar Medical Coltege, Bangalore.
Government Medical College, Bellary.
Government Medical College, Mysore.
J1.M. Medical College, Davangere.
Jawaharlal Nehru Medical College, Belgzum.
Karnataka Medical College, Elubli.
Kasturha Medical College, Manipal. (12)

M. Kempegowda Inslitete of Medicsl Sciences, Bangalore.

42. M.E. Medical College, Gulbarga.

43 M.5 Ramaish Medical College, Bangalore.
"4d. 8t. John's Medical College, Bangalore. {3)

45 Al-Ameen Medical College, Bijapur.

46 BLDEA's Medical College, Bijapur,

47 Xasturbe Medical College, Mangalore,

48.  15.8 Medical College, Myeore.

S8R S8R E

KERALA
*49, Medical Cellege, Kottayam. {13)
0. Shri Chilra Tirural Institule for Medical Sciences and Techrology, Trivandrum.
'51.  Medical College, Calicut.
2. Medizl College, Trivandrum.
53. Medical Collsge, Mulankunnathukava.
54. T.D.Medical College, Alleppey.

MADHYA PRADESH
Gajraja Medical College, Gwalior.
Gandhi Medical College, Bhopal.
Government Medicsl College, Tabalpor,
M.G.M. Medical College, Indore,
P1. Jawaharlal Nehru Memodal Medical College, Raiput.
Shyam Shah Medical College, Rewa.
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MAHARASHTRA
*6t, Armed Forces Medical College, Pune. (14)
*/2. BJ. Medical College, Pune. (15)
63, Gavernment Medical College, Sangli.
*B4, Government Medical College, Nagpur, (26)
65, Governoenl Medical College, Aurangabad.
*56. Granl Medical College, Bombay. (17)
67, lodira Gandhi Medical College, Nagpur.
68. Krishna Institute of Medical Sciences, Sama,
B9 Lokmanya Tilak Municipal Medical College, Bombay. {18)
*70. Mahatma Gandhi lnslitole of Medical Sciences, Wardha. (5)
7l. Seth .5, Medical College, Bombay.
" Ramanand Tirth Rural dedical College, Ambajogi (193
3. v, Fanjabrza Deskmukh Memorial Medical College, Amravati.
*14. Topiwala Mational Medical Caoliege, Bombay. (20)
*75. Dr. V.M. Medical College, Sholapur. (21}
6. Bural Medical College, Ahmednagar.

ORISSA
. Maharaja K.C. Gajpaii Medical College, Berhampur,
78, Sninm Chander Bhanj Medical College, Cullack.
79, Veer Surendra Sai Medical College, Sambalpur.

PLNJAB
Christian Medical College, Ludhiana. {6}
Dayanamd Medical College, Lodhiane. (22)
Government Medical College, Paliala.
Guru Gobind Singh Medical College, Faridkot.
Medical College, Amritsar.

R S

RAJASTHAN
Jawahzrlal Mehru Medical College, Ajmer. (23}
Ravindrz Nath Tegore Medical College, Udaipur.
. Sampurna Nend Medical College, Todhpur.
Sardar Patel Medical College, Bikaner.
B9 5.M.5. Medical Coliege, Jaipur.

E3IFG

TAMILNADIL
™). Chengalpaitv Medical College, Chengalpaiu.
*01 . Christian Medical College, Vellare. (1)

92, Coimbaiore Medical College, Coimbatore,
93, Madras Medical College, Madras.
94, Madurai Medical College, Madura).



*05,

*0.

100,
101.

102,

102,
14,
*1405.

106.
07,
*108.

109,
116
111,

12
113,
114
115.

114.
112
1184.

11%.

*120.
*121.

122,
"123.

*124.
*125.

Government Kilpauk Medicsl College, Madras. (33)

Stanley Medical College, Madras.

Thanjavur Medical College, Thanjavur. {31)

Tiranelveli Medical Callege, Tiruneiveli.

Rajah Muthiah Medical College, Anmamalainagsr.

P56 [nstitute of Medical Scdences and Reszarch, Coimbailore. {24)
SBalem Medical College, Salem.

Sri Ramachandra Medical College & Research [nstitie, Madras.

UTTAR PRADESH
B.R.Dr Medical Cotlege, Govakhpar. '
G.5.¥.M. Medical College, Kanpur.
lnstitute of Medical Sciences, Yaranasi. {25)
Tawzharlal Mehtu Medical Gollege, Aligah.
King George's Medicsl College, Lucknow, (26)
L LR.M. Medical College, Meeral. { M1
Mahzrani Laxmi Bai Medical College, Jhansi.
Motital Nehru Medical Collepe, Allahabad.
B.N. Medical College, Agra,

WEST BENGAL
Bankura Sammilani Medical College, Bankura,
Burdwan Medica| College, Burdwan.
Calcutta Nalional Medicai Cotlege, Calcutta,
Medical College, Calcuna,
North Bengal Medical College, Darjeeling.
Nilratan Sircar Medical College, Calcuatta.
R.G. Kat Medical College, Calcutta,

CHANDIGARH
Post Graduaie Insiimbe of Medical Education and Reseanch, Chandigarh.

NEW DELHI1
All India Imstitaie of Medicel Sciences, New Delhi_ (2)
Maulana Azad Medical College, Mew Delhi. (27)
Univemity College of Medical Sciences, New Delhi.
Lady Hardinge Medical College for Woraen, New Delhi, (28)

OTHERS
Goa Madical College, Panaji. (29)
Jawahaciaj Institute of Pustgradnare Medical Bdocation and Research, Pondicherry {4)
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APPENDIX 5

Alternative Training Sector
Community Health and Development Trainers Contacted for Study

Stale Commwwrty Health Development
Trainer Trainer
Andbra Pradesh 1.  Catholic Hespial -
Association of [ndia Secunderabad.
Gujarat *2. CHETNA, Ahmedsbad 1. Behaviourat
Science Centre Ahmedzbad.
Karnzlaka 3. [Ioternalionsl Nurses Z. SEARCH,
Services Agency, Bangaioee Bangalore
*3. Indian Social
4. 5L John's Medical Inslitute,
Cotlege, Bangalore Bangalore
5. NIMHANS, Bangalore, 4. Institute for Culteral Research
amnd Action, Baogalore,
Maharathira &. Institule for Rural 5. Troce Team,
Health Management - Pachod. Nanducbar,

. *1. Comprebensive Rural
Health Project - Jamkhed.

MNew Delhi 8.  Voluotary Health 6. Indian Social
Associalion of India. Institute.
9. Jawaharisl Nehru
Uriversity - Dept. of Social
Medicine & Communily Health.
10, Chrastian Medical

Association of India,
Crigse *11. Thread -
Tamiinadu 12. Deenabandbu Training Centre

Deena bamdhupuram.

13. Rural Unit for Health
and Somat Affairs, Kavanur.
*14. Christan Fellowship
Community Health Centre, Ambilikai.

West Bengal 15. Child in Need Insliuie, Calouils.

indicales nil response (o project leter but CHC Documentation Unit had matenal on courses.
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APPENDIX 6

INSTITUTIONAL VISITS AND MEETINGS LINKED TO PROJECT
Institutional visits

1. Christian Medical College - Ludhiana (February 1990}
Mahatma Gandhi Institute of Medical Sciences, Wardha (August 1990}
King George Medical College - Lucknow (October 199)
Christian Mcdical College - Vellore (December 19903

Jawahatlal Institute of Postgraduate Medical Education and Research, Pondicherry,
(January 1991}

6. All India Institute of Medical Sciences, New Delhi (April 1991)
7. 5t John's Medical College, Bangalore
Meetings Linked to Project
Project Related
Peers Mectings, Bangalore (Tuly 1990)
Graduates with Rural Experience {November 1990)
Community Health Trainers Dialogue - Bangalore {Oclober 1991)
Advisory Commitiee Meetings { 5 formal and several with imdividual members)
Medical Educators Review Meeting {(fune 1992)

S

CMC Network Meeting I {August 1989)
CMC Network Meeting Il (March 1990)
CMC Network Meeting ITT{ March 1991)
CMC Newwork Mceeting 1V (February 1992)

Others
NIAS Health Policy Workshop, Bangalore, September 1990,

{Paper on Alternative vision of Education for Decentralised Health Care was
presented)

2. Annual Conference of Indian Association {}l"Physiclngi,sts and Pharmacologists,
Bangalare, December 1991,

{Resource person in UG Medical Education symposium)
3. IAAME Anrual Conference, Bombay, January 19492,
{Two Preliminary communications from project were presented)

i
1.
2.
3
4
5

i)  Complmentary
1
2
3
4

lid)
1.
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APPENDIX 7
Initiatives by Medical College®

General/Sroctura]l/Process

o1 Defiring [pstitntional Objectives (1,2,3,5,6.9)

o2, Defining intermediate (Deparimental) and [gsipuctional objectives {1,2)

03 Developmen of Medical Eduglion Cell with adjunct Eaculty (234,691

a7.

i} Conducting Workshops
i) BEvolving objectives;
iii) Developing MCQ banks, ele.
jnin ent f1-4, 60.12,15)
i) Bducsliona! Technology
ii)  Problem based leaming
iy Tutar raining for FBL
W)  Assessment/Bvaluation lechnigue

v) Research
vi}  Self leaming methods.
Selection Progedurssd other than Academic merit (3.1}

i} Psychological lests

ii}  Group observations on social skills/ values ofentztion/malivation
iif]  Problem solving abililics

iv]  Leadership skitls.

Cumicylum deve]opmenticontent through curriculum planning commiliee
i) Integration of teaching )

iiy  Hentilying core abilites/ skills (3,25}
iiiy  Priorldzation of topics within depariments (k)]
Examinatiop Reform

] Objectivised assessment OSPE/OSCE {2)

iiy  Restructoring assessment towards HFA-PHC {4
Facultyfstudent invelvement in medical Educalion Reform {1,2,46)
i}  Faculty survey - cumicatar (4.1.2)
i) Swdenl survey - curricular deficiencies (4

i} Intem survey - curtioular deficiencies (1)

*Note: Numbers in bracket refer to college code -see Appendix 4. Cotleges are included
if they sent us information about this aspect/or sirategy. Since the survey was
thrcugh an cpen letter and ol a checklist questionnwire, this table coly indicales
passible sources of Further information on this strategy. Clher collegts may have
similar programmes bot this information has oot been senl to us.




i¥}  Department programmes svaluation - students (L3}

v}  Department progrommes evaluation - fculty L}
vi]  Sell Assessment by faculty 18)
04, Tusorial syabem for stedent support counselling, development {1,3
10, Smdents Elecgjves - during clinical years (1.3
11. Shadent igvolvement in Research Pre/Para/Clinical phases (137
. ¥ Pegular Faculty Mecting {inter and iotra departmental} and Faculty-students meetings) (9)
13. Student purture programmes Cutticular/cocurricular activities including NSS/NCC (16, 7)
14, Rural Bond Scheme (1.3)
i) Placement in peripheraliconal hospatals for 2 years posi-internship experience.
i} Preference for RBS candidales in PG selections.
15. Contipving Medical Educalion {1.3)
Programme fior alumni/gradustes especially those in general practice orsmall periphers] hospitals and
health projects.
Pre-clinlcal phase
14, TFoundation Covrges for snlrmnts
i)  Community oriented - Gandhisn Philesophy and values course - self help, dignity of labour,
simple living, etc. {5)
i) Stady sKills course - Group dynamics, Educational Objectives, Tests for leamning  skills,
commurication, reading skills, History of Medicine, National Health Policy.
(21
iif)  Foundalion Course - Group dynamics, Team concept, linkages between basic sciences amd
health care, self directed learning communication skills, valoe based eduation {1}
17.  Community Orientation Programmes (Rural)
i) COF - 3 weeks bock posting {1)
i}  ROP- 2 weeks ruml camp (¥
ili] Social Service Camp - 2 weeks (5)
ivi  OOTP- 2-3 weeks (24)
vl Past COFROP knowledpe attutide evaluation (1,3,24)
vi)  Tovalvement of predinical [acolly {noo PSM) (1,3
18, Introdustion of dditiona] subi
i} Behaviounl Sciences (1,3.24)
iy  Bthics (3
iiiy  Firs1 aid (3
i)  Muming 3
19. Clinical orientation in preclinical phase
i} Implementation of MCT 1982 guidelines (26)
(3)
20. a0z, f Physig Hicls (1.2)
21. Samar tan Medigne - to make students attentive listeners, compassionate and skilled in inter < esonal
relalionships {visiting palients and their relatives in bospital) (&)
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22, Multidisciplinary shudent teams training in arban slum setligg (urbsn equivalent of COP} {6)
c Paru-clinical Phase/Teaching

23, jenting pharmacelogy Trminin
i} Irstructional objectives (15
ii))  Human experiments (15)
iii}  Orienlation to Rational Drug we and Essential Drug Concept (1,54)
Wy  Clinical orienlation )

24. Synchronezation of Theory lechires (L))
in Medidinefpharmacol ogy/pathology

25, lavolvementin Integried Teaching - (8.29)
i) inlegrated seminars .

ii}  dinico-pathclogical-social conferences,

-In Community Medicine

26. Fami e mme - community based
i) Family carc programme {ruml) 1si year till inlemship (5,13.20)
i} Family care practice (Urban) throughout sradentahip (2}
iii}  Family Health Advisory Service in 4th year. Three week family siudy + cne week clinico-
ancial case review. {28)

27. Community Block Posting (first clinical yeat)

i) CHP-1-Hock posting it [ivst clinical year lo be exposed to Epidemiology, Healik planning,
health administralion and national hezlth programmes (Heal(h Planning exercises) (1)

i) Community Diagnosis Camp 2nd clinical level (24)
28. Jugior clinical derkship in Communily Cente
i) 12 weeks urban health cenlre posting. (2

29 Special focus traiping programmes is
i) Epidemiology and sialistics (through problem onented teaching melhods)

(1,2,3.28)
iiy  Heslih Education methods and preparation of F[E aids {200
i  Clinical Epidemiclogy (1)
i¥]  Health Econmics (1)
vJ  Managerial Skills (1,4,4)
vi)  Initegrated Health team (1,6,34)
vii}  Orientation to other systems of medicine (3)
0. Rursl/usbon - glum health tps o peipheral cents (7
{Health BEducation/minor ailment care/MCH motivalion/ celerrals)
31, ommunity ¥ock posting in 2nd dinichl ves {1)
i) CHP-I for learning experiences in epidemiclogical snudies, evaluating nations! health and
development programmes 2t periphery, organising health education.
3z Senior dinical clerkship in Community Centre 2

i} Posting in rural health centrefaub cenire in second chinical year,
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F.

i} Medicine synchronised with Patbology and Phamoacology {9}
ii} PEM/Pasdiatrics/Chat. and Gyn. imlegration (20
iti] Special focus inlcgralion courses/seminars
a) Human reproduction, FP and population dynamics {8)
b) Human sexunlily and FE {16}
<) Epidemiclogy and control of TP, heprosy, smalipax, preventable blindness [2¢
dJj MCH, EF, and School Health {29}
£) [nt&gram:l Ieprmjr courss (33)
Run by PSMATM Depa:tmml - coordirated with Hﬁdmmfﬁu:guyfﬁ'aadmlnm Obst. & Gyn.
i) G.0.F.D Programoie 5
i}  Stuwdent clerkship in Medicine/Surgery Paediatrics (103
38, Qinical clerkship i Pomaty Departments
i) Posting in Obs.& Gyn. Department  (all colleges)
iiy  Shent cleckship io Medicine/Surgery Pacdiatrics {134}
LTS Training in epezgeney careMedicine {4
38, Community visitefprogrammes by clinical depariments
iy Field vizils by OBG department for family welfare motivation and services (7}
ii)  Specialist camps in Feld practice arsas {diagoostic and surgical) (1.3,35,7)
3s. Recrientafion of Medical Educgiion (ROME) Scheme of GO (3,13,29)
i) First yesr till iolernship-graded exposure and responsibilities (13)
ii}y  Two month posting it 2nd/3rd clinical year (29
40, Inter departments] eoordination in clinics in Hospital programme itself  (11)
i} Anlersatal fpostnalal clioica
(1) Under five clinicfwell baby clinic
iii)  lmmunization clinics
i¥)  Family Welfare Programme
v]  Heallh Education in Houpitals
vi)  Hospilal extension services 1o pewighbourhood.
41. Peripheml Houpital Posting
] Posting to amall- peripheral mission hospital for a month during vecation in pee final
year. (1
Intermship
4. lnlems Orienistion programme
3] Integrated ofieptalicmprogamme (doctor patient relationship, Rational deug prescriptions.
and invesligations, medical reconds, medico legal aspects) {4)

il Ilnlems Oientation Programoge (Hippocrates Oalh, Altitutes-relationship building, Diagno-
sis and teatment within resources/kmowledge updatefresearch)  (17)
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46,

417,

49,

50.

ii) 6 months = 2 months GOPD + 2 months PHC +2 mionths sub ceotre {5)
iii)  Village based CH clinics in baiches of 2 (3)
ivi & months - CH internship in 2 week unils 17}

v} Internship detailed guidelines for posting {1.3)
Community based camps and clinics with clinical departments (interns accompany clinicians)
i)  Departmental Scheme in coordination with PSM {135,158
i}  ROME scheme (13,29)

iii)  Mobile Rural Hospitals scheme {11}
Interns pestingferpericnce at Government Primary Health Centre and snb centre {nrany)

i) Crienlaton 1o functions/organieation
i)  Orientalion to work of specific team member.

lnvolvement of Interns in specis) sitnations (2.9

] Epidemic control (9

i) Dizaster relief (3]

iii]  Plantations (3)

iv)  Voluntary Health Projects {3)
[nyolvement of [n i esn Primary Hea workets {3,13)
[nterns Teaining ; i i 5

i} Rationa! Drug concept and essential dmg use {4)

iy  Management skills (4)
iii)  Fthics (L3)
iv]  Health Education skills {20}

v} Clinical research {gleclives) (3

i jtgng in special clinics i ital sitpali 5

i} GOFD for general practice origntation f1o)

ii)  CPGP Unit H :

i) ANC/PNCFamily Welfare clinic {11.17)
%)  Under five clinic/Immunizetion clicics {12
Intesriship AssessmentBvaluation (128)

Nate : All theae Stestegies ave included in the Facalty Resource Book which is a companion publication



APPENDIX 8

STIMULATING COLLECTIVE COMMITMENT
- An Overview

The project proposal and process inftiated by CHC in April 1989, was basically motivated by
a desire to initiate a “process seeking colleclive commitment to appropriate medical
education™.

Therctore piven this additional ebjectives of the project, the outcome canmot only be looked at
in terms of the final publication/s and reports but, must also be vnderstood in the wtality of
all the complementary and supplemcnlary activities, that were undertaken as part of 4 process
of reflection, dialogue and building collective commitment 10 a socially relevant medical
education syseem.

Six 1ypes of "inleractions® emerged from the project, as part of the process.

)

b

Interactions with Individual Colleges

The project led to the establishment of a credibility for the researchers, in the context
of their imerest and commitment, 1o appropriate medical education.

Five colleges - the four CMCs and JIPMER, Pondicherry (especially through the
NTTC) have begun to gradualiy involve the primary researchers in some aspects of
development of medical education inmovationsfinitiatives. This involvementkas heen
muiually supportive, providing the researchers with a lot of opportunities for
dialogue, discussion, clarification as well as for learning and growth.

Atthe same time it was also an opporiunity o share ideas and perspectives that wonld
be a “stimulus’ for the medical collegs injtiatives themselves.
The opportanities have included:

I.  Feedback and responses to proposed courses and injlialives

II.  Discussion with adjunct faculty of the medical education ceils

1. Participation in group observation tests during college enirance scleclion
procedures,

IV. Lectores and oralions at collcge mectings, and

V. Intcraclive dialogue on proposed rescarch peojects and studics.
The Commuonity Health Trainers Dialogue - October 1991

CHC initiated a process to organise a dialogue of Community Health and Develop-
ment Trainers. This was to collectively reflect and respend to the draft naticonal
Education Palicy for Health Sciences {Bajaj Report), which had been circulated by the
government 1o medical colleges, peior o apptoval and anncuncement. While this was
not directly linked to the project objectives’, it gradually became a ‘supplementary
initiative’, since exploring the relevance of the pedagogical innovations, of the
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alternative health and development trining seclor to0 medical education, was an
objective of the projecL

Our evolving links with the trainers through the survey ol ideas, one of the methods
used in the project, builtupa linkage and a coramon trust. The response to the Trainers
DHalogue held in October 1991 was very enthusiastic and encouraging.

The statement of “shared copcern and evolving collectiviiy” that emerged al the end
ofthis meeting (of 28 healthand development trainersyand the * Proceedings® have been

circulated 10 all concemed,
Participation in the Network of Christian Medical Colleges

The regular meetings of this network since 1989 is an important development, and
has been a great opporiunity to the project rescatchers providing a regular forum for
sharing and dialogue,

The researchers provided a stimulus to the first mecting through a keynote address by
providing lessons from history; overview of recent developmenis and iisling ocut
challenges for the network of colleges, 1o consider as they evolve.

Insubsequent meetings however their rode has been calalytic raising ideas and sharing
experiences based on grass roots, non-instittionalised comnumily experiences as
will as emphasising social/socielal relevance.

Stimulus through concurrent publications

An additional feature of the praject was that tather than the usual focus on the final
report or terminal publicalion, bringing together the process and [indings of the
tesearch study, the project tried w produce 4 continuous outpul of 'stimulus” 1o the
interacting and participating respondents and peers. From Lhe 28 publications listed
in Appendix - 9 of the report, 18 appeared concurrently and were circulaled as part
of angoing stimulus from the project.

The communication stralegy therefore consisled of a special issve of a magazine
{Health Action) on Medical Education and 17 technical and process-linked aticles
and repotts that were sent 10 31l the contacts of the medical education project.

The Medical Educstors ReviewMeeting - June 1992

Since Phase IT of the projcet chded in June 1952, a meeting of medical educatars from
the CMCs and halla dozen other colleges inthe country, identified by the project was
organised. The objectives of this meeting were:

1.  Toconsider the findings/output of the CHC/CMALCHAL Medical Education
Praject especially the propesed Faculty Resource Book and discuss possible
foltow up within institutions,

2. To share institutional plansfinitiatives in Medical Education reform for the
1990s.

3. Toexplbre the formation of an informal skady graup of concerned individuals
10 carry on collective reflection on key isswes.

L



4. Tohutldupa collective response to the mfc Axithology of ideas, which has been
submitted by CMC-L to Punjab University, as a plan for an ‘alternative track”.
The institutions involved apart frorr CHC, CMAL CHAI and the 4 CMCs (the
original partrers of the project) were TPMER, Pondicherry; CMET-AIIMS, New
Delhi; MGIMS, Sevagram; NHL Municipal Medical College, Ahmedabad; Goven-
ment Medical College, Bangalore; Foundation [or Research in Community Health,
Bombay; Voluntary Health Association of India, New Delhi; WHO-SEARO, KSSP-
Kerala; King Geerge Medical College, Lucknow and a [ew cihets. While al) were
involved in the inleractive process which preceded the meeting, some were unable 10
attend the actual Review Meeting.

A preparatory process inclugded an opinion survey among the participants en
i)  Keychanges 10 be introduced into Medical Education System.
iy  Innovations/cxperiments currenly inpractice which will help this reoricntation.
iify Critical reflections on diffetent aspects of the mfc Allernative Curriculum
Framework, )
This meeting, symbolised a sort of “end point” for this two years exploratory and
interactive projectand was an indication of the level of collective cornmitment that has
been stimulated by the medical education project. A detailed proceedings is available
scparately.
Final Publication
The resource materials ctnerging [rom the project will consist of a * resource book” as
well as 5-6 olher final complctoentary publications.

i)  Sirategies for Social Relevance and Community Qrictitation in Medical
Education - Building on the Indian Experience™. This praject report will
highlight the findings from the dilferent sub-units ol the stody and oulline the

. key aspects of Ihe process.

iy Step by Step - Towards an Allcrmalive Medical Education (an anthology of
CHC papers and initiatives before the project was mitialed).

i) Evolyvin ] icitlu u dua lor back: based on
expericnce in petipheral health institutions.

A detailed report and compilation of feedback from praduate doctars,; with
peripheral health care experience collecied through an exploriory survey.

iv)  Stimulus for Chapge
A Bibliography with some annolations and a directory of resources in India.

v)  The Key o Change

A small booklet, thatbrings together the salient featores, the key findings and
the recommendations of the study for lobbying purposes.

Tl



vi) A Faculty Resource Book
A resource book, in a loose leaf file format will be the key end product of the
project. It will bring together information on all the strategies for community
orientation and social relevance identified from the review of Indian experi-
ences and the surveys. It will incorporate all the ideas, classified into 6-7
subsections.

A note on the tentative content {ist has been sent to a wide circle of peers,
requesting furiher suggestions.

vii) Laying the Foundation:

This monaograph will include a collation of the philosophy, objectives, peda-
gogy, learning experiences of community health and development training
centres in Indialt will also suggest applications of this experience in the
evolution of foundation courses/community bascd leaming experience in
medical colleges.

Since these experiments are builion an ‘alternative framework”, translating or
extrapolation from them inte the medical curricelum framework is a creative
task, that will need (o go through a more rigorous process. This task will be
completed as an ongoing assignment in 1993-94.

Note: In order o continue, to stimulate collective commiltment and to
share ideas in solidarity, drafi pre-publication manuscript reports of
itemns {f) to {iv) of ihe final publications have becn circulated to many
peers who participated in the project and also to MCI, ICMR, TAAME,
IMA and some of the participating colleges.
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APPENDIX 9

REFORTS/PUBLICATIONS/PAPERS ARISING OUT OF THE CHC/CMAI/
CHAI MEDICAL EDUCATION PROJECT APRIL 1990 TO OCTOBER 1992

03,

3.

&

10,

11.

12

13

14.

ocial Relevanes and Commupi edical Educalion : Building on the

Indian fience

(A project proposal}

Towards Greater Social Relevanee jn Medical Edvucation - a keynote presentation at the fitst Nelwork
Meeting of CMCs in India, Awgust 1989, CMAT Jowimal, Vol, VI, April-June 1951,

An Alicrpative Vision of Education for Decenirlised fealth Care - Paper presented at a Workshop

on “Towards A Decentralised Health Care : A fresh look at1be National Health Policy™ organised by
the National Institute of Advanced Studics, Bangalore. (Proceedings of workshop being published)

A brief progress report of the Project - 15th November 1990,
A brief progress report of the Project - 1s1 May 1991,

Medical Educalien - where does it lead - special issuc of *Health Action' magazine, Vol IV, No. 6,
June 1991 poblisked by BAFA Trust. (Health Action, P.B. No 2153, 1576, Stalf Road, Gunrock
Enclave, Secunderabad - 500 003.)

Includes Yead anticle “Trining of Doctors for India™ by T. Narayan
Key compenents which should form pariof aneducs tiop policy for Health Science in India - collective

concerns from an opinion po]l. (Community Health Trainers Dialogue - Background Paper IT)
Key jzsnes which are important 1o seview in orler o enha pee the contritution of Community Health

Trainers in Indis - collective concerns fromanopinion poll - (Community Health Treiners Dialogue,
Background Paper 1[T}.

Overvoming Nebulows thinking and action on medical education in india {Debabar Banegi}
(Commnwnity Health Trainers Dialogue - Background Paper IV).

- 50TE ViEW points - T
Amis Rama Rao, Rajaratnam Able, C.M.Francis, Ulhes Jajon, George Josepb and M.J. Thomas
(Cotmmunily Health Trainers Dialogue - Background Paper ¥).

The Bajaj Report - some view points - 11
Vijaya Sherry Chand, Thelma Narayan (Community Health Triners Dialogue - Background Paper
V1)

Education Policy for Health Sciences - A statenyent of shared concern and evolving collechivily - a
collective statement from the Community Health Trainers Dialogue, Oclober 1991,

Procecdings of the Community Heallh Tminers Dialogue, October 1991. - Towards an Educational
Policy for Health  Sciences.

Bebuilding the Foundgtiops : Re-examining preclinical Medieal Education - H.J. Mchia Oration -
1991, delivered by Ravi Narayan al 5t. John's Medical Collepe in December 1991,
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15

16.
17

18.

19,

20,

21,
22,

aljon j - Towspds o culiuge iipation and valus ofjentatiop - a reflection
on the project, LINK (Newsletter of Asian Community Health Action Network} Yol. 10, No. 2, Dec
1991,

A bric[ progress weport of the Project - 151 January 1992,

nlhn: IndmnExpgncne: {Apmllmlmrymmnmmm[mn} Namyan R, Naray:n T amichkurShlrdI
Prasad.

Curriculum : Buildg duate doclor feedback of peripberal bealth care experience - an
explomiory sppvey - (A preliminary communication), Narayan, T and Narmyan,R.
{No. 17 apd 18 were prosernted at the 30th Annual Conference of the Indinn Association for the

Advancemenl of Medical Education on the theme *Research in Education for Health Sciences’
Bombay - January 1992}

orpmmn sunr:y {Backgmund paper [‘ur Me.dlcnl Educators Rcwew Mr.ctmg, June 1992}

. 3
= w ]

(an antbology of CHC papers and initiatives befoee the project).
Stimutus for Chanpe - An Annotated Bibliography and & directory of resources in Indis.

entation in Medica

ucalion (Building on the

Indian Experitnee)
A Project repord, April 1993 - June 1992,

raduat 1ot Feedback: based one, jence inperiphemal
Wﬂm an cxplonatory study, June 1992,
Collective Commiimert for Change : Preceedings of a Medical Education Review Meeting, June
1992,

IN ANTICIFATION
The Key to Change : Summary of Ihe Froject.
(A Booklet for Jobbying)

A Faculty Resource Book on ‘' Strate gies for Communily Orentation and Social Relevance in Medical
Education ;: Building on the Tndian Expericnce”.

The mfc Anthology of ideas - a colleclive responsc.
{Pre workshop survey for Medical Edocators Review Meeting, June 19492)

Laving the Foundatiop - Towards community cxperiences in medical educalion - A CHC monogeaph
ie be compiled In1993-94,
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The Community Health Cell (CHC) is the functional unil of the Society for Community Health
Awarcness, Researc hand Action - a registered antonomons Soclety in Bangatore, Kamnataka.

Its aim$ and objectives inclie:

*  creating an awareness in the principles and practice of community health and
*  promoting community health action in the voluntary and governmental sector.
*  undertaking rescarch;

* evalving educational stralegies;

*  dialogue with health planners and decision makers and

*  providing information and advisary service,

For further information coniact:

Coordinator,

Community Health Cell

Saciety for Community Health Awareness, Research and Actlon,
326, Fifth Main, First Block,

Koramangala

BANGALORE 560 034,

Complementary Publications from Medical Education Project:

Graduate Feedback Survcy
The Key to Change
Stimulus for Change
Faculty Resource Book

BN~
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