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I INTRODUCTION 

1. The regional seminar on the Development of Field Training Areas in support of the teach- 
ing of maternal and child health and family planning to health personnel was jointly sponsor- 
ed by the Government of Iran and the Regional Office for the Eastern Mediterranean of the 
World Health Organization, and was hosted by the University of Isfahan at its campus from 
25 to 30 May 1975. 

2, The seminar was inaugurated at the Pahlavi Hall of the University of Isfahan under the 
chairmanship of H.E. Mr Akbar Zad, Governor General of the Province of Isfahan, who gracious- 
ly delivered the inaugural address (Annex V). He welcomed the participants to the city of 
Isfahan and the meeting, assured theh that the theme' of the seminar was of utmost importance 
and that practical suggestions for rehted problems were expected. 

3. The programme of the inaugurative session was announced by Dr M. Sarram, Director Popu- 
lation Studies Centre, Isfahan University, who also welcomed the participants. 

4. A message of welcome from H.E. Professor A. Pouyah, Minister of Health, was then conveyed 
by H.E. Dr A.M. Sardari, Under-Secretary of State for Population and Family Planning, who, 
after adding his welcome, read his own address highlighting Iran's needs and experiences in 
the area of the seminar's subject (Annex VI). Dr Sardari hoped that the seminar would 
establish some clear conclusions and detailed recommendations. 

5. The message of Dr A.H. Taba, WHO Director for the Eastern Pecliterranean Region was then 
read by Dr A. ~obertsonl (Annex VII). Dr Taba emphasized the importance of the meeting and 
its wider impltcations in tiel$itig-'st%&ntb aHi& fitulties t o  achieve a baIanc3d outlook on 
social needs and the objectives of the health care system as a whole. Dr Taba drew attention 
to the need for field training areas to serve as wide windows on the community, in order to 
help keep classroom and bedside teaching in proper perspective and on the right course. 

6. An address of welcome was then read by Professor A.M. Behbehani, Vice-Chancellor for 
Renearch, on behalf of the University of Isfahan and of H.E. Dr Motamedi, The Chancellor, 
who was on official travel abroad (Annex VIII). Dr Behbahani thanked WHO and the Regional 
Director, Dr Taba, for co-sponsoring the seminar and holding it at the University of Isfahan. 

7. The subject of the meeting was then briefly introduced by Dr S.A. 2afir2, Secretary of 
the Seminar. Its high degree of need and relevance was obvious as less than 10 per cent of 
the medical schools in the Region had so fat used the approach of establishing and develop- 
ing field training areas in relation to the ptofeksional training of medical students. He 
reiterated the appreciation and thanks of Dr Taba to the Government of Iran and the University 
of Isfahan for holding the seminar, and conveyed his thanks and the appreciation of the 
participants from Egypt, Pakistan, Sudan and Syria, at having the opportunity of visiting 
the historic city of Isfahan and its young and vigorous university. 

8. After the inaugural session, the meeting reassembled in the seminar hall of the Univer- 
sity. The following were elected as office bearers of the meeting: 

Dr M. Sarram (Iran) - Chairman 
Dr N.H.A. Khan (Pakistan) - Vice-Chairman, 
Dr M.R. Anbari (Syria) - Vice-Chairman 
Dr L.M. Kame1 (Egypt) - Rapporteur 
Dr M.I.A. Omer (Sudan) - Co-Rapporteur 

'public Health Mmioistrator for Health Manpower Development, WHO. EMRO, Alexandria 

2~egional Adviser, Family Health, WHO, EURO, Alexandria 



The provisional agenda of the meeting was adopted without modification. The provision- 
al programme was slightly changed to permit one full day's field visit to Najafabad 
Shehrestan on the second day and none on the fourth, this time to be utilized in group dis- 
cussions; some small changes in timings of plenary sessions and group discussions were ac- 
commodated as required. 

11 OBJECTIVES OF SEMINAR AND PLANS 

The objectives of the meeting were described briefly by Dr Zafir, in terms of immediate 
objectives of the deliberations, including behavioural objectives of the participants, and 
the ultimate objectives resulting from the meeting (Annex IX). 

1. Long-term objectives 

The ultimate objective, through the establishment of field training areas (FTAs) in 
support of medical schools and other health professional institutions, is to help improve 
the coamunity orientation of members of health team and the co-ordination between them ao 
as to provide balanced prwentive, curative and promotional health care services to the com- 
munity. 

2. Imediate obiectives 

The following were the illmediate objectives of th. meeting! 

(a) to provide the participants with an opportunity to exchange views and experiences, and 
to discuss the needs and advantages of FTHs for the teaching of population dynamics, MCH, 
family planning and related subjects to medical and other health profeseional students; 

(b) to establish recommendations for developing field training areas for the teaching of 
population dynamics, MCR and family planning and the teaching of community aspects of medi- 
cine generally. 

3. Behavioural objective 

It was intended that after participating in the meeting, the participants would assess 
the need for developing FTAs in support of the teaching and learning process of students, 
and outline plans for establishing FTAs in situations with which they are most familiar,i.e. 
their own countries and/or institutions. 

4. Plans for the meting 

The meeting was planned as both a seminar with presentations and discussions during the 
first half, and a brief workshop mainly in the last two or three days consisting of small 
group discusaions, when individual participants cou$d summarize and outline their thoughts, 
and after discussion arrive at agreed joint group conclusions. The views and suggestions 
of these sub-groups would be presented to the whole group for discussion leading to the 
meeting's report and recol.~cndations. 

5. Grauv dbcussions - Group size and members hi^ 
The participants agreed that mall groups (preferably not much larger than five persons 

each) for detailed discussiom be cmtituted by countries with one or ton WHO cansultants/ 
advisers or other partieipants/observars as resource persons. Guidelines for these groups 
were distributed in advance to a11 participants (@ex X). The group discussions were to 
focus on needs of countriar and institutiom from which the participants came, and in most 
groups there was a reasonable complcrentarity of faculty disciplines. 
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However, there was not enough time for the groups to address themselves to all points 
in the guidelines. 

The reports of the groups from Egypt, Iran, Pakistan, Sudan and Syria provide very 
useful proposals for consideration and implementation in the respective countries (Annexes 
XVI - XX). 
6. Field visit 

On the second day a field-visit was arranged for all participants to Najafabad town- 
ship and three neighbouring villages, Galaa Safid, Galaa Shah and Khorasan, by courtesy 
of the provincial health department (Dr H. Loghmani, Deputy Dlrector General, Health Depart- 
nent, Isfahan Ostan, himself a participant, was the main organizer) and with the co-operation 
of the Najafabad Shahrestan Health Department. The participants divided into several small 
groups,each accompanied by an Iranian colleague to interpret during house-visits to families 
selected on-the-spot. The families'co-operation, mostly women being present in the houses, 
was spontaneous and of a high degree. The viaitlng groups had been briefed and given a list 
(Annex XII) of questions which could be expended according to the needs and objectives of 
the surveys. A report of findings was later distributed and discussed in a plenary session. 

The main purposes of the fieldlisit were to introduce the atmosphere of the field to 
the meeting, and to demonstrate to participants the ease and simplicity, albeit with some 
planning and due regard to the convenience and people's feelings, with which contact could 
be established with communities and information gathered to solve problems and improve serv- 
ices. In these respects the field-visit was very rewarding 

Another aim was to review sQme local, national and international experiences with 
regard to health related family planning services. Three presentations were given and 
discussed in the Najafabad health centre: first an information and communication in sup- 
port of family planning, presented by Dr M. Laghmani and Mr R. Gillespie of the Population 
Council, the second by Dr G.A. Leilabadi, Director General of Health, Ostan of West 
Azerbaijan and Dr M.C. Thuriaux, W O  Medical Officer, was related to the Health Services 
Development Research project; and the third by Dr G. Zatuchni of the Population Council 
briefly described and discussed the evolution of an internationally organized post-partum 
family planning programme to the comprehensive MCH-based family planning which is now being 
field tested in several areas of the three main developing continents. 

111 BACKGROUND STATUS OF FTAs IN HEDICAL SCHOOLS 

There are some fifty-six medical schools in the WHO Eastern Mediterranean Region. 
That less than 10 per cent of these schools have FTAs was seen from responses to a brief 
questionnaire sent to the participants well before the meeting (Annex XI). The majority 
of the medical schools have field training visits but fully functioning FTAs still need to 
be developed partly because some medical schools in the Region tend to be rigid and 
especially resistant to change. Medical schools carry on traditional patterns and are 
hesitant to introduce recent worldwide accepted advances in medical education, perhaps 
because of a sense of insecurity and in order to get recognition. 

1. Inflwnce of the status of departments of community medicine on FTAs 

FTAs in medical schools are usually attached to a department of community medicine. 
This raises the question of whether the inferior status of coormmity medicine as a discipline 
in the Region is responsible for the poor progress in establishing FTAs. Some possible 
explanati~ns for the low status of c m i t y  medicine, that were considered were: 



1.1 The greatest difficulty is that the health system care is often contrary to a comwnity 
emphasis because it is controlled by elitist clinicians with a purely institutional orien- 
tation. 

1.2 Health conditions in developing countries produce heavy morbidity and a tremendous 
demand for curative medicine and symptomatic relief. The public therefore also tends to 
emphasize curative rather than preventive medicine. 

1.3 Entry to medical schools often is not related to a sincere desire to practice medicine, 
but rather to economic and material expectations on the part of the future physician. 
Altruistic motivation in medicine is especially difficult to maintain because this profes- 
sion provides the best opportunity for upward wbilityofany occupational opportunity. 

1.4 The student tends not to be attracted to community medicine because he compares the 
status of the professor of co~lmrunity medicine with professors from clinical fields who have 
more glamour and a higher income. 

1.5 Students share the general idea that a successful career as a practising physician 
depends only on treating individual patients. 

1.6 Students feel that comaunity medicine does not offer sufficient challenge to their 
intellectual abilities. 

1.7 Faculty in departments of community medicine tend to receive minimum co-operation when 
co-ordinating teaching schedules with other departments. Because of competition for the 
time of students it is especially difficult to introduce innovative methods based on the 
use of FTAe because this requires blocks of tint away from the campus. 

2. Enhancing the status of community medicine 

To compensate for their continuing lack of acceptance the following suggestions well- 
considered to make comaunity medicine more attractive are worthy of careful attention and 
implementation: 

2.1 To co-operate and not compete with other clinical departments. 

2.2 To emphasize education in modern epidemiology and use opportunities for epidemiological 
research to show clinicians the potentials and challenge of community involvement. 

2.3 To include general practice opportunities in the programme of comunity medicine as a 
natural means of demonstrating clinical involvement in integrated comprehensive care. 

2.4 To emphasize prwentive measures for individuals and families rather than just focus- 
sing on comaunity measures. 

2.5 To reduce the teaching of hygiene and sanitary engineering, since medical students 
tend to view these activities as being extraneous to the doctor's job. 

2.6 The point was mentioned that medical students are exposed to camwmity medicine and 
field training late in their medical curricqum, whereas experience in rhng places shows 
that it is much better to introduce c m i t y  aadicine at the beginning and have progressive 
and sequential developmnt of collunity experience in each year of the medical course, 
including the internship year. 
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IV OBJECTIVES FOR THE DEVELOPMENT OF FTAs 

Field training areas (FTAs) should be developed with the broad goal of providing com- 
munity-based facilities and services to be used by educational institutions for teaching, 
research and service. This involves a series of more specific objectives which are 
presented here from the perspective of students, teachers, health services, and the community 
being served. It is important to keep a balance between these objectives; though none of 
them are competing, they do require co-ordination. 

1. Student-oriented objectives 

From the studentsqpoint of view field training areas may be used: 

(a) To provide students in medical schools and other health training institutions with 
a knowledge of community health problems, to develop skills in making a community 
diagnosis and to promote a community perspective, which requires an awareness and ap- 
preciation of the satisfaction of working with coamrunities and families as well as with 
individuals. 

(b) To develop understanding of the special problems of rural people, skills in pro- 
viding rural services, and attitudes favourable to working with underserved populations. 

(c )  Because of the great importance of MCH and family planning in the countries of this 
Region, to provide practical opportunities for learning how to study the problems of 
women and children and apply effective measures based on deep understanding of home 
conditions. 

(d) To demonstrate the integration of community health with other disciplines which 
contribute to development such as social sciences, agriculture, education, etc. 

(e) To give practical experience in comprehensive care by combining curative and pre- 
ventive services as they are made available in the home, health centre or hospital by 
appropriate categories of personnel and with continuity in time. 

(f)  To provide opportdtiea for students preparing for all categories of workers in 
the health team to have opportunities to work together to learn how a team functions 
and the role and relationships of all team members. 

(g) To bridge the present gap between education in tertiary care hospitals and the 
usual working situations in health services facilities, by providing in-depth experience 
under conditions that approximate future working conditions, but to show also how these 
typical situations can be improved. 

(h) To structure the field work so that students actively participate in conrmnity 
studiea and in providing sewices wlth the particular objective of learning practical 
approaches to problem-solving. 

2. Teacher objectives 

From the teachers' point of view the field training areas may be used: 

(a) To produce a marked shift In  teaching methods in kaeping with the general pedagogic 
principle that learning through participation gives much better results than any didactic 
methods, even with the use of audio-visual and other special aids. 



WHO Em0 

(b) To provide unique research opportunities for all members of the faculty by pro- 
viding a base for data collection at minimum cost to the investigator and little or no 
trouble to the community; the range of possible research to include: 

(i) descriptive epidemiological studies to define the incidence and prevalence of 
local health problems especially relating to nutrition, child growth and develop 
ment, health problems of women and the results of hyperfertility, 

(ii) analytical epidemiological studies to elucidate causation, 

(iii) socio-demographic and ecological studies of community characteristics, 

(iv) operational studies of utilization and the relative effectiveness of various 
health measures, especially those related to MCH and family planning. 

(c) To provide a framework for a community orientation amDng teachers from other 
medical and health disciplines through their participation in research, service and 
teaching. 

3. Health services oblectives 

From the point of view of the providers of health services, field training areas may be 
used : 

(a) to ensure that health personnel have a practical orientation to the provision of 
health care in the context of local conditions, 

(b) to provide a sound basis for the analysis and monitoring of local health probleme, 
especially those affecting women and children, 

(c) to work out new approaches to health care and practical means for testing in- 
novative progranaaes before general implementation in national or local programmes, with 
particular attention to MCR and family planning. 

4. Coannunity objectives 

From the point of view of the community being served, field training areas may be 
used: 

(a) to ensure the provision of good quality care which should enhance the health 
statue of the people, so as to make it worth their while to co-operate in training and 
research activities, 

(b) to develop greater capacity in families and the community to look after their own 
health problem especially as they relate to MCB and family planning. 

V CRITERIA FOR THE SELgCTIOll OF P T h  

(a) The criteria for the selection of FTAa are directly related to the defined objec- 
tives. Since tbere is much evidence that learning through personal experience and 
participation is the most effective educational approach, judicious involvement of the 
learner (health trainee) in community health service activities is essential and should 
start e8rly. 
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(b) In medical schools the  involvement of c l i n i c a l  departments i n  the a c t i v i t i e s  of 
an FTA is essen t ia l ,  although d i f f i c u l t ,  but good co-operation can be achieved by joint  
research and involvement in-service a c t i v i t i e s  re la t ing  tlmstly t o  common diseases and 
simplified approaches. 

(c) The questions of distance,  access ib i l i ty ,  s i r e  of population and re la ted  physical 
c r i t e r i a  must be decided i n  accordance with loca l  requirements. Experience shows tha t  
a reasonable range within these charac te r i s t i cs  is needed for  f l ex ib i l i t y .  Rather than 
being highly spec i f i c  therefore some general pr inciples  a r e  presented: 

( i )  The distance should not appear tw great  t o  facul ty  and students and t h i s  w i l l  
depend largely  on such issues a s  the  ava i l ab i l i t y  of transport ,  student and facul ty  
time and a balance between hardship and convenience. 

(ii) The population should not be so  small as t o  become quickly over-saturated 
with student contacts, nor so  large a s  not t o  be amenable t o  a good qual i ty  data- 
base. 

(d) Much of the  discussion revolved around the "quality" of the  FTA services  - should 
it b e a n y  area in to  which the  students could be thrown t o  get  the  experience of real- 
l i f e  constra ints ,  o r  should it  be a specia l  area  with adequate f a c i l i t i e s  and personnel, 
o r  a t  least better than average f o r  the  country. 

( i )  While an FTA of average qual i ty  is re la t ive ly  easy t o  set up and has the  
advantage of providing students with a t a s t e  of r e a l - l i f e  s i tua t ions ,  the  hazard 
of producing too strong a negative reaction and turning off student i n t e r e s t  should 
not  be overlooked. 

( i i )  Poor l iv ing  condition8 ( for  students and facul ty)  i n  an FTA a r e  not conducive 
t o  a good learning experience. 

( i i i )  For long-term effectiveness,  i t  is desi rable  t o  s e l ec t  an area  which can be 
progressively improved, thus demonstrating the  incremental impact of hes l th  measures. 

(iv) Graded experiences f o r  students with services a t  various qual i ty  l eve l s  within 
an FTA night  range from working i n  PTAs with sparse f a c i l i t i e s  t o  more idealized 
arrangements s o  as t o  provide exposure t o  a l l  types of conditions. 

(v) Thereshould be co-operation between the  health teaching i n s t i t u t i on  and l oca l  
heal th  services  with both contributing t o  the  del ivery of health care  and t o  the  
learning experience. 

(el  Disaster r e l i e f  can be arranged i n  almost a l l  countries a t  one t i m e  o r  another 
(e.g. floods, earthquakes, cyclones, etc.). These provide a par t i cu la r ly  good oppor- 
tuni ty  f o r  students t o  gain f i e l d  experience, especia l ly  i f  they are accompanied and 
supported by the  family members. Such ra ther  unusual opportunit ies of extreme expo- 
sure  mostly give a feel ing of considerable s a t i s f ac t i on  and accomplishment, although 
these are generally short-lived experiences. Of course, such r e l i e f  a c t i v i t i e s  are 
no r u b s t i t u t w  f o r  continuing experience provided by F T b .  

2. Specif ic  criteria f o r  aelect ion and deveiopasnt of A A s  

(a) The primary requirlmant is provision f o r  the  continued maintenance of a high level 
of acceptabi l i ty  and s a t i s f ac t i on  in  the  coanunity, the  heal th  service  system, the  
teaching facul ty  and t he  students. 

(b) The qua l i ty  of ex i s t ing  services should be a t  a level which w i l l  provide a good 
learning experience i n  the  context of l oca l  servlcea norp and the  regional po ten t ia l  of 
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developing good health services in the future. This means that students should work 
in situations which show what can reasonably be accomplished within the range of local 
resources and manpower and also that they should be exposed to current real-life situ- 
ations. In any case, the FTA should provide an environment which is similar to the 
students' eventual work expectations. Living conditiom in FTAs should not be so 
deficient am to discourage students fron further interest in rural services. 

(c) Mstance/a~censibility, site and characteristics of population, social and economic 
conditions, the distribution of health problems and the rurallurban balance should be 
representative of the region. Arrangeaents should promote good supervision while 
students are learning through practice to carry out a full range of WCH and family plan- 
ning activities. 

(d) Support of and linkage with secondary and tertiary levels of health services should 
be available through a good referral system. 

(e) Supervision by the staff from various clinical departments in addition to overall 
direction provided by the department of community medicine should be combined to pro- 
vide a co~prehcnsive comunity approach. If students are expected to reside in the 
field then their supervisors should also do so. 

(f) The staff-student ratio should be balanced so as to encourage self-directed learn- 
ing and to provide support by faculty rarbus when students need it and turn to them 
for help. 

(g) Team w r k  experience should be built into routine activities so that a11 members 
of the health team become avare of the roles and responsibilities of others. This 
should combine sufficient exposure to activities which are part of the responsibility 
of each type of personnel, so that they can really develop competence, and also some 
exposure to activities of other team aeabers to ensure understanding and co-operation. 

(h) The FLA should provide exposure to locally unique or important cultural and 
religious characteristics of the population. This should lead to understanding of 
ways in which health services can be provided to accommodate such issues as the changing 
role of woaen. 

(1) The primary criterion for choice of faculty is that they must have had in-depth 
field experience themaelves in order to communicate underatanding about communities to 
their students. For faculty members who do not have auch a background, the FTA should 
provide opportunity to gain such experience on a rotational basis. 

PI SUPPOR!l' AND UTILIZATION OF F l ! h  

The background papers in the annexen provide systematic consideration of s o w  relevant 
issues. Iha real problem l a  irplemmntatlon and this can be crystallized by taking some 
specific qucstlomm that have arisen during efforts to develop F T h .  

1. Questions f r a  the students' ~rmectives 

Q.l W h t  is th. best staging or phasinp of FTA progr.l.cn to meet objectives? 

A.l The basic principle is that student time in the FTA is extremely precious teaching time; 
therefore, it should be wed only for activities that cannot be carried out elsewhere. Any- 
thing that can be done in the hospital or clasaroaas should not taka up tins in the FTA. 
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A.2 Start contact with FTA early in the students' professional education, from the first 
year if possible, and extend it right through until the internship training. This should 
be done by using field visits early in medical or health training to begin to introduce at- 
titude changes to overcome the cultural shock of first exposure to the villages while students 
are still idealistic. It is also the beat time for learning basic skills of c o m i t y  
service. Then, towards the end of the medical or health course, an in-depth, prolonged 
residential experience in the FTA is essential to get real understanding and opportunities 
for field practice of management of the health team in a total care system. 

9.2 How can functional analysis and role definition be related to FTA use? 

A. No progress can be made in developing proper team relationships until the roles of each 
member are clearly defined. There are now good and simple scientific techniques Lor car- 
rying out functional analysis. Job analysis then leads to direct application in education- 
al planning. The balance of time allocated to specific functions in the F T A  experience 
should be directly derived from this job analysis and from clearly stated objectives. The 
following grid was developed to relate a set of objectives to a varying definition of em- 
phasis (ranging from + to ++++) required for orientation of the various members of the health 
team, in accordance with their expected and actually observed roles. This method will 
permit semi-quantitative determination of the amount of teachingllearning experience needed 
and represents a modified Delphi approach to priority setting. The example was taken from 
the Iranian sub-group's statement of objectives. 

Grid - 
FTA use 

9.3 The concern is frequently expressed, will students learn vrong information 
and techniques from auxiliaries? 

Ob j ectives 
C 

1. Understand problems 
of community 

2. Provide means for 
trtility regulation. 

A. If job descriptions are properly prepared before-hand for all levels of workers, 
including the auxiliaries, and kept up-to-date on the basis of actual performance, the 
relationships will be established in an organized manner and any apprehensions will be seen 
to be ill-founded. In fact auxiliaries in a well-organized system can be especially ef- 
fective teachers of professionals who normally rank higher in the formal heirarchy. 

4.4 What is meant by: "The doctor is leader of the health team"? 

Behvara 

+ 

++++ 

A. A leader should be humble and gentle and well aware of the roles of all team members, 
and the probledm they face. Such avareness Will bring recognition of the fact that rou- 
tine activitieo can be done batter by specially trained auxiliaries than by the doctor. 
This includes routine primary medical care and screening of cases for referral. The best 
leadership is by example and by non-formal educational support to raise constantly the 
quality of work of all members of the health tern. 

Behdashtyar 

+ 

+ 

Nurse 

Imp. ++ 

++ 

l4ed.Doctors 

V. inportant 
objective 

++++ 

++++ 
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9.5 ! L a b t h e  def in i t ion  of good qual i ty?  

A. Good quali ty care in community terms means the best  possible care  f o r  a l l ,  r a ther  than 
excellent care fo r  the few o r  the  elite. This is t o t a l l y  contrary t o  usual medical thinking, 
especially i n  medical schools where excellence tends t o  become the  enemy of the good. Good 
qual i ty  is  not t o  be found i n  super-specialization, high technocracy and consequent imperson- 
a l i za t ion ,  elaborate hospi ta l  buildings and expensive equipment, o r  dramatic f e a t s  of last 
stage curative heroics, but by res tor ing a sense of concern fo r  t o t a l  heal th  ca re  fo r  the  
comon man. The community doctor must learn t o  make d i f f i c u l t  decisions i n  a l locat ing 
rescurccs i n  accordance with pr inciples  of soc ia l  equity. I f  doctors do not take the 
3 I Fa ~ e e t i n g  demands f o r  soc i a l  j u s t i c e  i n  medical care  unpalatable controls  a r e  
sure to  be imposed by society. 

9.6 What i s  the  r i gh t  balance of supervision? 

A . l  Field uupervisors should all have had adequate previous f i e l d  experience. 

A.2 Supervisors should be avai lable  i n  the  f i e l d  when help is needed by students. More 
supervision w i l l  be needed during ea r ly  exposure t o  the  FTA than l a t e r  when students a r e  
taking more responsibi l i t ies .  

A 3 Supervisors should be open and gent le  i n  velcoming requests f o r  help but t h i s  does not 
mean spoon-feeding s ince students should a l so  be given independence. 

A.4 Supervisory support should never mean taking away the  usual r o l e  o r  r e spomib i l i t y  from 
+.by i d t a g o ~ y  ,,f worker. For instance, doctors should not  automatically take over when 
~ c l t - y  visit an auxi l iary  i n  the  f i e l d  and i n  each s i t ua t i on  he should respond only i f  expres- 
l y  requested by the  auxi l iary  o r  i f  it seems expedient f o r  some emergency need. The basic  
dicttuu is tiler the s t a t u s  and confidence of the  auxi l iary  should be higher a f t e r  a super- 
~ I L V - Y  L L J X C  ehan before. Therefore, supervisors need t o  devote spec ia l  e f f o r t  t o  develop- 
ill:: tht>se q iu l i t i e s .  

~ , 5  Good ~ucrervision is  always primarily an educational e f fo r t .  

O 7 **er =..=-appropriate f a c i l i t i e s  f o r  an FTA? 

a.1 For reaiclences f o r  students and facul ty ,  v i l l age  housing can be improved qu i t e  cheaply, 
t r p  be a a ~ q e a t e  and acceptable. New urban type of s t ruc tures  should be avoided a t  a l l  costs ,  
as rhey .,et the ETA personnel apar t  from the  community and t e d t o  bind the teaching i n s t i -  
-,utL~n w~duly  t o  an area which later may become unpracticable. 

ii.2 Drugs and equipment should be simple and of d i r ec t  relevance. This should no t  become 
cm hi-& for money-saving. The list of drugs and equipment should be prepared i n  the  FTA 
i v  p z r .  ati with f i e l d  experience and not  i n i t i a l l y  by the facu l ty  i n  the  campus o r  hospital .  

9 e e e i o n e  from the  facul ty 's  ~ e r s p e c t i v e s  

Q.1 H w  much f i e l d  experience should facul ty  members have? 

A . 1  Clinicians drawn i n t o  f i e l d  work should be given the  opportunity t o  dwelop in-depth 
understanding of community problem. It is even more important t o  develop a process by 
which those vorldng i n  tha f i e l d  already vho are par t i cu la r ly  e f fec t ive  w i l l  be d r a m  i n t o  
teaching posit ions.  This mearu t h a t  the  mst ef fec t ive  teachers already working fo r  heal th  
services  would be given facul ty  p o s i t i o ~ o u t s i d e  the  u s m l  appointment regulations.  

Pacrrlr, eppaintments should go t o  individuals who genuinely l i k e  people and therefore  
can hnderstand the problems of needy people, especia l ly  those from r u r a l  areas. 
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A.3 Teaching i n  the f i e l d  especia l ly  requires  an understanding of health team and super- 
visory relationships.  

A.4 Community health departments should make use of part-time people through j o in t  appoint- 
ments with other f a cu l t i e s  and with the  health services.  

4.2 What is an appropriate inter-disciplinary balance i n  the  teaching facul ty  f o r  PfAs? 

A . l  It is essen t ia l  t o  have a co-ordination department, such a s  the  community heal th  depart- 
ment, which st imulates the involvement of other  departments and provides fo r  coverage of com- 
munity aspects of heal th  care  as w e l l  as comprehensive care  f o r  individuals. Some c l i n i c a l  
departments can a l so  occasionally be prime movers in organizing the FTA (e.g.paediatrics). 

A.2 I n  programme implementation i t  is e s sen t i a l  t o  ~ e t  maximum involvement of facul ty  members 
from other c l i n i c a l  departments and re la ted  disciplines.  This is  necessary t o  ge t  student 
recognition of the multidisciplinary nature of comprehensive coamtnity care and a l so  t o  make 
the  work respectable, especia l ly  f o r  c l i n i ca l l y  oriented students. 

A.3 The facul ty  members who do become inwlved w i l l  f ind st imulating opportunit ies f o r  
research and service  i n  addit ion t o  making a profound teaching contribution. 

4.3 How much par t ic ipat ion of facul ty  should there  be i n  the  ETA? 

A. I f  facul ty  members, especially department chairmen, are unwilling t o  l i v e  and work i n  
the vi l lage,  the  whole a c t i v i t y  w i l l  continue t o  be unpopular and have a low s ta tus .  It is 
essen t ia l  tha t  the  facul ty  provide leadership i n  the  sense of going f i r s t  t o  the  v i l l age  t o  
show tha t  the  problems can be solved. 

4.4 Haw can the  facu l ty  ensure enthusiasm? 

A.l  Enthusiastic facul ty  members w i l l  produce enthusiasm i n  students - o r  a t  worst tolerance 
by the least interes ted students. 

A.2 Good team work provides a good learning environreent. 

4.5 Hov can larxe moups of students be handled most e f f i c i en t l y?  

A . l  The poss ib i l i ty  of using careful ly  se lected student leaders i n  an appropriate r a t i o  with 
other students represents a tramendous unused resource. 

A.2 Self-directed learning should be promoted, including the  development of programed 
ins t ruct ion on specia l  subjects such aa s t a t i s t i c s  and epidemiology. 

A.3 Hore precise  objective-setting so students and facul ty  lmov precisely w h a t  they should 
be doing is an obvious matter t h a t  is of ten ignored. 

A.4 There is a tremendow avai lable  resource i n  the poss ib i l i ty  of using some leadership from 
the commity .  It has been c lea r ly  shown tha t  in some FTAa community leaders take great  
pr ide  in par t ic ipat ing i n  teaching on a continuing basis  and become par t i cu la r ly  e f fec t ive  
in the i r  a b i l i t y  t o  cormunicate rea l i ty .  

A.5 The use of paramedical and aux i l i a ry  health workers t o  teach medical students a s  wel l  
a s  students i n  a l l  of the heal th  profes~iozm repreaents a log ica l  extension of the  basic  
concept of team work. 

A.6 Finally, there  should be wide recruitment of part-tine teachers from a l l  departments of 
the  i n s t i t u t i on  f o r  f i e l d  rotation.  
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3. Questions from the community's perspectives 

Q.l How can cormunity saturation and fatinue be minimized' 

A.l The community should be involved in all stages of the work so that they become proud of 
their role as hosts to an important educational activity. 

A.2 Periodic meetings with village elders should be held to discuss plans and problems. 
It is important to give the village leaders credit when government officials come from out- 
side and in all publicity and publications. 

A.3 Even after an FTA has progressed substantially it can continue to be used as a demons- 
tration of how an ideal field programme should be run while an average area nearby can be 
started to extend the activities into an area with more challenge. 

A.4 It is especially important to handle crises in community relationships very carefully. 
and especially to guard against and be alert for rumours which should mobilize as much control 
effort as any epidemic. 

Q.2 What can the community contribute? 

A.l The opportunity should be offered to the coumunity to contribute a h s t  anything within 
its capability. This may include housing or clinic facilities, food for a feeding centre, 
payment for drugs and many other direct contributions. In this process community satis- 
faction and a sense of pride in hosting the FTA should be maintained. 

4 .  guestions about the data bane 

9.1 What are the uses of field data? 

A.l To help the community in its micro-planning of its own health services. 

A.2 Routinely collected information regarding the community is like routine clinical data, 
such as temperature and pulse which helps to monitor the condition of a patient. It pro- 
vides a baais for judging changes in health status which are important in good teaching. 

A.3 Aggregation of information provides broad epidemiological appraisal of health status 
and understanding of causal relationships. 

A.4 Continuing data collection or repeated surveys give the best bases for evaluating the 
effect of programer. 

4.2 What sources and kinds of data should be collected in FTAs' 

A.l Data should be streamlined and kept to a minimum. 

A.2 Routine community data should start vith basic vital statistice covering births and 
deaths and causes of illness. 

A.3 Clinical data should be collected from all unite providing health care to get inform- 
ation on morbidity and mortality. 

A.4 Data should be identifiable and crosa-referrable in terms of identifying individuals and 
families. 

A.5 Special eurvey and research data collection should be self-limited and not go on 
indefinitely. 
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A.6 Well-planned longitudinal studies data can be collected for long periods if well plan- 
ned, monitored and used. 

9.3 What constraints are there on data collection? 

A.1 The greatest constraint is the lack of good ideas and initiative. 

A.2 Associated with that is the difficulty of transmitting and getting acceptance of idea. 

A.3 Funds. 

4.4 What controls should be applied? 

A.l It is essential to maintain a tight control on unnecessary data collection which does 
not have precise use or objectives, since there seem to be an inevitable tendency to merely 
accumulate information. A limited amount of good quality information is much more uaeful 
than large amounts of poor data which can be terribly misleading and therefore dangerom. 

4.5 How can provision be made for data far speaial research? 

A.l A general data base makes for a very efficient arrangement for special studies, especial- 
ly in epidemiological studies and health services research. 

A.2 Exchange of ideas with colleagues is ofton dependent 6n quantftativa data.' Z%ib is - 
especially important in the highly desirable connunication that should be promoted between 
academic and service personnel. 

Q.6 How do you provide for teaching and evaluation? 

A. These activities should be built into the objectives of routine collection of inform- 
ation. To make cbamunity teaching scientific it is necessary to have quantitative data, 
siPlilarly evaluation depends on meaauring change. 

5. Questions relating to attitude change 

Q.l How do attitudes of health personnel change? 

A.1 Role models are most important (e.g. medical students follow the example of their profes- 
sors, especially the clinical professors). 

A.2 Some supervision is needed to provide a minimum discipline base in the buildi~ of pro- 
fessional habits. 

A.3 The gratification response which comes froa the performance of good work which is ap- 
preciated by the people served is a very important motivating force for doctors. This is 
obviously one reason for the natural tendency to emphasize clinical work because sick 
patients tend to be more grateful than normal people who are kept healthy. 

A.4 Attitudes are supported or mdified by rational thought, a presuaahly intellectual 
process of understanding and explaining which can perhaps be better transmitted in an academic 
environment than any other mean8 of attitude change. 

A.5 Social pressure is a powerful force in attitude change. It is particularly influraced 
by peer pressure within student groups and also by the response of the colaunity which is 
being served. 

A.6 Administrative regulatory presoures can be strong in developing habits of behawimr 
and this applies especially to administrative recognition, appreciation, rewards, iaccntives 
and a whole armamentarium of punitive aeasures. 
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A.7 A skilled teacher learns to use frustration among students carefully. This powerful 
force gets directly into the process of value change. Teaching at the cognitive levels 
only has minimal lasting effect and one of the characteristics of exposure to community need 
is that students get impatient and frustrated. The energy generated should be carefully 
channelled to promote continuing motivation. 

0.2 What is wrong with the present values of health personnel? 

A. Most health personnel fall too easily into patterns of elitism and selfishness rather 
than fine dedication to service. Realth sewices are structured to suit the convenience of 
providers rather than the public. A frequent problem is to minimize the exploitation of ill 
health for private gain or status by publications. 

9.3 What are the most useful practical means of summarizing the use of FTAs for attitude 
change 

A. The PTA provides an ideal opportunity for graded doses of exposure to situatione which 
will in themselves produce attitude change. The opportunity is to set up a whole environ- 
ment in which the proper values underlying community care can be demonstrated and encouraged 
rather than expecting students to pick up these values on their own. 

9.4 &ow much frustration can students stand? 

A. Appropriate irutructors must always be present when students are in the field. They 
should be mensitive to the w m o n  occurrence of frustration among students exposed to the 
extreme needs of rural ccclmunities. They should be able to provide moral support and sug- 
gest practical measures for doing something about the seemingly hopeless problems encountered. 
Although some feeling of frustration is frequently useful since it involves the affective 
level of learning, it must be watched and attended to carefully, and suitably channelled 
and utilized. 

VII CONCLUSIONS AND RECCWENDATIONS 

1. Conclusions 

1.1 The Seminar concluded that higher priority and more specific orientation needs to be 
given in the health training institutions of the Region, including the medical schools, to 
the teaching of conununity aspects of medicine, and especially to the teaching of MCH and 
family planning. 

1.2 The Seminar further concluded that for effective teaching of these subjects, it is es- 
sential to develop appropriate field training areab (FTAs), carefully selected, in order 
to provide adequate learning opportunities to students. 

2. Recommendations 

2.1 To universities, medical schools and other institutions teaching health personnel 

2.1.1 The Sedaar recommends that increased priority be given to the teaching of the crultiple 
aspects of coa~unity medicine, in all health training institutions of the Region, specially 
medical schools. 

2.1.2 A revision of the curricula of medical schools and other educational institutions is 
urgently needed to provide a new community orientation with special priority to the needs 
of MX and family planning. This should be based on careful definition d t h e  objectives 
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of the educational process which should start with a functional analysis specifying the 
roles and responsibilities of each member of the health team. This may require significant 
changes in the regulations of national regulatory councils controlling the educational insti- 
tutions. In developing the new curriculun changes there should be phased introduction of 
the basic sciences of community medicine and then the applied community sciences. 

2.1.3 It is reconmmded that all training institutions give top priority to establishing a 
sound organizational base for the development of F T h  by providing the necessary support and 
facilities, arranging for and ensuring allocation of student time, and appointing properly 
oriented staff, including clinical teachers in medical schools. Noreover, the work of 
students in FTAs should not be confined to health centres, but should be extended to families 
in their houses. These aspects are important to ensure proper moulding during the formative 
period of the students. 

2.1.4 Because a community orientation to the massive needs of rural areas, especially for 
MCH and family planning, requires continuity and careful staging of the educational sequence, 
it is recommended that learning experiences in the FTA start from the first year and extend 
throughout the training period. 

2.1.5 Educational institutions should take the initiative in approaching official health 
agencies and gwernment departments (including those for finance and planning) so as to 
ensure co-operation and full participation of health services personnel in teaching, research 
and service activities. It is also essential to ensure the involvement and co-operation of 
communities in both planning and implementation of FTAs. 

2.1.6 Health service personnel should be delegated, as much as possible, to part-time teach- 
ing in the F T h  and such contributions should be recognized through faculty appointments, 
adequate remuneration, special educational opportunities for continuing and advanced edu- 
cation, leading wherever possible to advanced degrees, and other appropriate incentives. 

2.1.7 The necessary changes should be made in the methods of appointing faculty members so 
as to make it possible officially to designate as part-time faculty selected highly skilled 
community physicians working in routine health services who can bring realism and practicality 
into the educational process. 

2.1.8 For continuing preparation of faculty to staff FTAs, special residencies i n  coaunity 
medicine should be set up to provide graded experience, vith field work on rotation, leading 
to advanced degrees and specialization. 

2.2 To ministries of health and other concerned official gwernment agencies 

2.2.1 Since official health agencies will benefit most from innovative efforts to produce 
community-oriented health personnel, especially those who will work in UCli and f&ly plan- 
ning, it is strongly reemmended that they actively promote and support the establishment 
and continuing dwelopment of FTAs. Special emphasis should be given, in collaboration 
with teaching institutions, to improving data collection and record keeping in the teaching 
health centres. 

2.2.2 Official health agencies have also much to gain from field research on c-nity serv- 
ices, especially those oriented to NCH and family planning, and including demographic and 
epidemiological surveys. Therefore, it is strongly urged that health ministries and other 
concerned official agencies sponsor and support such surveys and research efforts in ?TAs 
actively. 

2.2.3 For each PTA, it is recommended that a joint connuittee with representation from the 
teaching institution, official agencies concerned and local coarunities, provide co- 
ordination, planning and ipplcncntation. 
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WHO BMRO 

2.3 To the World Health Organization 

2.3.1 Recognizing the valuable contribution of the World Health Organization in its continuing 
efforts to promote commitment to the use of FTAs for the teaching of community health, lICR 
and family planning it is strongly urged that these highly commendable efforts be expanded 
through continued direct contacts and negotiations with governments and institutions to 
stimulate the required educational innovations. 

2.3.2 To follow up this seminar, it is recomended that an appropriate implementation mecha- 
nism be established, preferably through direct contacts with individuals in key positions 
throughout the Region and through the provision of a continuing flow of infornation and edu- 
cational material. 

2.3.3 It is recormended that further seminars and meetings be held at local, national and 
regional leve$s to promote an expanded educatio~l inpact and implementation. 

2.3.4 Two-way visits are also recoawnded. there should be arrangements for coneultants and 
advisers to visit institutions which are establishing FTAs, and the staff of such insti- 
tutions should have opportunity to visit ongoing successful FTAs. 

2.3.5 Because successful implementation of FTAs depends largely on faculty development, it is 
recomnended that the World Health Organization fellowship progralmne give priority to the 
training of teachern in the disciplineo of community medicine, MCH and family planning. 
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Si te :  University of Isfahan 

SUNDAY. 25 May 1975 

1.30 p.m. - 2.00 p.m. 

Afternoon - half hour 

HONDAY, 26 May 1975 

Afternoon - half  hour 

- Registration 

- Opening of the Seminar 

- Recess 

FIRST PLENARY SESSION 

- Election of Officers 

- Moption of the Agenda 
- Introduction - Objectives a@ Programme of 

the  Seminar, by D r  S.A. Zafir  - The present s i t ua t i on  - Field t ra ining 
areas  i n  countries of the  Region, 
by D r  S.A. Zafir  - Brief repor ts  on individual country 
e i tuat ions ,  ceord ina ted ly  by par t ic ipants  
(10 - 12 minutes each country) 

- Consideration of objectives f o r  development 
o f f ie ld  t ra ining areas,  
Panel - D r  N.H, Fisek - Maderator - 

D r  H.A. Ronaghy 
D r  M. Sarram 
D r  R. Aghaie 

- Discussion 

- Steering Committee Meeting 

- Introductory f i e l d  v i s i t  t o  Najafabd Shahrestan 

- The Population Council's approach to  coapre- 
hewive  MCH based family planning by D r  G.I. 
Zatuchni 

- Discussion 

- Training i n  maternal and child health,  M a /  
family planning fo r  f ron t  line he4lth ubrkcrs 
i n  West Azerbaijan (Health Servicm Lkvelopment 
Research Programne), by Dr H. V n k i l  

Dr G.A. h l l ~ b a d i  
D r  M. Thurinux - Discuemion - Steering Committee Meeting 
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TUESDAY. 27 May 1975 

10.30 a.m. - 11.00 a.m. 

11.00 a.m. - 2.00 p.m. 

WEDNESDAY. 28 May 1975 

Afternoon - half four 

FRIDAY. 30 Map 1975 

8.30 a.m. - 11.30 a.m. 

SECOND P W Y  SESSION 

- Criteria for selecting fieM training areas 
(in relation to objectives) to support train- 
ing institutions (with examples of ekisting 
or potential FTAs) 
Panel - Dr M. Loghmani (Moderator: Dr R. Aghaie) - 

Hiss A. Riahi 
Dr H.M. Hamaam 
Dr M.A. Ansari 

Discussion 

- Recess 
- Workahop type group work and group discussions 

THIRD PLENARY SESSION 

- Support to and utilization of field training 
areas within a country (and as inter-country 
facility), by Dr C.E. Taylor 

- Recess 
--Panel - - the same subject Dr C.E. Taylor - 
Moderator - (5 members oi the panel to be 
announced) 

- Discussion 
- Workshop group discussions (cont'd) 
- Steering Committee Mreting 

- Workshop group discussions (cont'd) 
- Recess 
- Workshop group discussions (cont'd) 
- Joint group discussions 
Caaparison and consolidation of groups' 
report. and recomuendations 

- 'Steering Comittee Ueeting 
-' (Preparation of report and recolpcadations) 

FOURTH PLENARY SESSION 

- Presentation of report and recorandations 
- Diwussion 
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- Recess 
- Approval of report and recmmnendatfona 
- Closing Session 
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ANNEX I V  

BASIC DOCUMENTS AND BACKGROUND HATERIAL 

B a s i c  D o c u m e n t s  

PROVISIONAL AGENDA 

PROVISIONAL PROGRAMME 

PROVISIONAL L I S T  OF PARTICIPANTS 

INTRODUCTION - OBJECTIVES AND PROGRAMME 
by D r  S.A. Z a f i r  

THE PRESENT SITUATION - FIELD TRAINING 
AREAS I N  COUNTRIES OF THE REGION 
by D r  S.A. Z a f i r  

CONSIDERATION OF OBJECTIVES AND CRITERIA 
FOR DEVELOPMENT OF F IELD T W I N I N G  AREAS 
by D r  N.H. Fisek 

OBJECTIVES AND CRITERIA FOR DEVELOPMENT OF 
F IELD TRAINLNG AREAS I N  SUPPORT OF HEALTH 
TRAINING INSTITUTIONS 
by D r  M.A. Ansari 

CONSIDERATION OF OBJECTIVES FOR DEVELOPMENT OF 
F IELD TRAINING AREAS I N  MCR AND FAMILY PLANNING 
by D r  H.A. R o n a g h y  and M T.A. S c h w a r t z  

CONSIDERATION OF OBJECTIVES FOR DEVELOPMENT 
OF FIELD TRAINING AREAS 
by D r  M. S a r r a m  and DT R. A g h a i e  

TW POPULATION COUNCIL APPROACH TO 
COMPWXENSIVE MCH-BASED FAMILY PLANNING 
by D r  G.I. Zatuchni 

TRAINING I N  MATERNAL AND CHILD HEALTH, MCH/FAMILY 
PLANNING FOR FRONT L I N E  HEALTH WORKERS I N  WEST 
AZARBAIJAN (HEALTH SERVICES DEVELOPMENT RESEARCU 
PROGFW4ME) 
by Dr F. A m i n i ,  Dr H. V a k i l  and D r  M. T h u r i a u r  

CRITERIA FOR SELECTION OF F I E L D  TRAINING 
AREAS TO SUPPORT TRAINING INSTITUTIONS 
by D r  H.M. Hammam 

CONSIDERATIONS FOR SELECTING F I E L D  TRAIWING 
AREAS I N  RELATION TO NAJAFABAD AREA 
by Dr M. L o g h m a n i  and D r  R. A g h a i e  

SUPPORT TO AND UTILIZATION OF F I E L D  TRAINING 
ARWS WITHIN A COUNTRY (AND AS AN INTER-COUWl'RY 
FACILITY) 
by D r  C.E. T a y l o r  
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Background Material 

The Integration of MCH and Family Plannihg Activities in the Ceneral Health Services, 
EM/RC21/Techn.Disc./2 

Maternity-centred Family Planning Programme, Guidelines, MCH/71.2 Rev.1 

WHO Technical Report Series No. 400, Paediatric Research 

WHO Technical Report Series No. 428, The Organization and Administration of Maternal 
and Child Health Services 

WHO Technical Report Series No. 442, Health Aspects of Family Planning 

WHO Technical Report Series No. 457, The Prevention of Perinatal Mortality 
and Morbidity 

WHO Technical Report Series No. 476, Family Planning in Health Services 

WHO Technical Report Series No. 483, Health Education in Health Aspects of 
Family Planning 

WHO Technical Report Series No. 485. Human Development and Public Health 

WHO Technical Report Series No.508, Education and Training for Family 
Planning Bealth Services 

WHO Technical Report Series No. 558, Cormounity Health Nursing 

WHO Public Health Paper No. 17, Paying for Health Services: A Study of the Costs and 
Sources of Finance in Six Countries 

WHO Public Health Paper No. 47, Aspects of Medical Education in Developing Countries 

WHO Public Health Paper No. 49, Interrelationships between Health Programmes and Socio- 
Economic Development 

WHO Public Health Paper No. 53, Family Planning in the Education of Nurses and Midwives 

WHO Public Health Paper No. 57, Teaching of Human Sexuality in Schools for Health Profes- 
sionals 

Comprehensive Family Plannine Based on MCH Services, A Publication of the Population Council, 
Studies in Family Planning, Vol. 2, No. 2, February 1971 

An Integrated ~ealth/Family Planning Programme in Etimesgut District, Turkey, A Publication 
of the Population Council, Studsea in Family Planning, Vol. 5, No. 7, July 1974. 
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INAUGURATION ADDRESS H.E. AKBAR ZAD, 
GOVERNOR-GENERAL OF THE PROVINCE OF ISFAHAN 

H.E. Dr Sardari, distinguished guests and participants, ladies and gentlamn, 

On behalf of the people of this province, I wish to welcome you warmly to the city of 
Isfahan. We feel happy and fortunate in being the host to this Regional Seminar on the 
nevelopment of Field Training Areas, which is held by the World Health Organization, and 
the University of Isfahan in our historic city. In the Province of Isfahan there is a great 
attempt to put into action the progressive desires of our beloved King, the Shahinshah 
Aryamhr in filling the gap of improvements between our urban and rural coanunitt Our 
socio-economic prosreas for the region within the framework of the national policy is forpu- 
Lated in such a way that it will provide equal public services and opportunities to all the 
people whether they live in cities or villages. 

In such achievements, we have a long way to go. However, being inspired by the sound 
ideas and brilliant guidance of His Imperial Majesty, we have no fears but the courage to 
pave such a road. Our intention is to develop the province in a way that culture, side by 
side with industry and agriculture, plays its role for betterment of the life of the 
inhabitants, and their increased happhess. 8uch midaa is not only limited to the region 
of Isfahan, but covers the nation as a whole. 

Having this concept in mind, I aesure you that the theme and concluaionn of this WHO 
Seminar are of utmost importance to us and will give us =re insight in our future planning. 

Here I wish to extend our thanks and appreciation of the authorities of WRO and the 
eminant scientists and experts for coming to Isfahan and holding such a fruitful Seminar in 
our city. We definitely look forward to have concrete and practical suggestions for solving 
our related problems. 

Ladies and Gtntlencn, may 5 wtsh a great succesr for your Seminar and sincerely hope 
that your stay in the historic city of lsfahan will be a happy and ~remorable one. Thank 
you. 
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ADDRESS BY H.E. A.M. SARDARI, M.D. 
UNDER-SECRETARY FOR POPULATION AWD FAMILY PLANNING 

MINISTRY OF HEALTH, =HERAN, IRAN 

Ladies and gentlemen: 

It is a great pleasure f o r  m e  t o  address t h i s  Seminar on Development of Field Training 
Areas, t he i r  Heeds and Advantages for the Teaching of MCR and Family Planning t o  Health 
Personnel. 

I would l i ke  t o  thank WHO and the University of Iefahan fo r  organizing t h i s  Seminar 
t o  enable us t o  discuss t h i s  very important and necessary subject f o r  the progress of 
health standards i n  the Eastern Mediterranean Region. 

The growing importance of providing su i tab le  t ra ining opportunities i n  the  various 
aspects of population and family planning t o  physicians and other health personnel during 
t he i r  basic professional training, hae been duly f e l t  i n  the developing countries, a s  has 
been the need for  providing the  t ra ining i n s t i t u t i oa s  involved with the  various means and 
tools  t o  make t he i r  teaching effective.  

-67 ,r 

Different countries have already established, o r  are i n  the process of establishing, 
such t ra ining centres i n  locations where f a c i l i t i e s  f o r  f i e ld  t ra ining a re  available,  so 
tha t  t ra inees  may observe progtames i n  action i n  the  cormmity. In  Iran,  we  have estab- 
l ished s i x  family planning and MCH t ra ining centres i n  large provincial  c ap i t a l s  f o r  in- 
service t ra ining of health personnel. One of these centres is located in Isfahan. These 
centres have been functioning from the s t a r t  of the  programme. Physicians, midwives and 
other health personnel from the  provinces where the centres a r e  located, a s  w e l l  a s  from 
neighbouring provinces, par t i c ipa te  in the  courses held a t  these t ra ining centres. The 
t ra inees  comprise both Ministry of Health personnel and the  personnel of other health organ- 
izat ions  which co-operate i n  the Iranian Family Planning and HCH Progranmes. 

The various subjects a r e  taught jo in t ly  by university professors and MCH and family 
planning experts of the  Ministry of Health i n  t ha t  area. The courses a r e  mostly of one- 
month's duration and a r e  given during ten consecutive months of each year. The par t ic ipants  
spent half t he i r  time I n  the health centres actually observing and practising what they have 
learned i n  classes. We have attempted t o  provide model health centres i n  the c i t i e s  and i n  
the adjacent r u r a l  areas fo r  the pract ical  t ra ining of the par t ic ipants .  

Since the beginning of the Population and Family Planning Prograaaae, these centres have 
trained over 8 416 physicians, midwives, nurses, nurse-aides, r u r a l  midwives and motivators, 
and prepared them t o  work i n  family planning and MCR centres throughout the country. I n  
addition, extensive family planning and MCH t ra ining has been given t o  members of the Women's 
Health Corps i n  t h e i r  eight t ra ining centres throughout the  country, i n  o r d a t o  prepare them 
to  work i n  family planning and MCH cl inics .  The t ra ining period for  Health Corps members 
is s i x  manths and takes place twice each year. Up t o  the  present, 6 443 Women's Health 
Corps members have been trained i n  population, family planning and MCH during twelve conse- 
cutive t ra ining sessions. They have been working fo r  eighteen months i n  d i f fe ren t  areas of 
the programue, as physicians, r u r a l  midwives and population education, motivation and collmu- 
nication agents and s t a t i s t i c i ans .  

In  the army t ra ining camps, t ra ining i n  these f i e l d s  has a l so  been given t o  members of 
the Hale Health Corps, by population, family planning and MCA experts. Already, 10 279 
Corps members have been trained and assigned t o  r u r a l  areas throughout the country, t o  operate 
as mobile health teams. One of t he i r  main functions is family planning and MM ac t iv i t i es .  
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The t ra ining of health personnel i n  the f i e ld  of family planning and MCH has consistently 
expanded gnd it is expected tha t  the number of t ra ining centres and par t ic ipants  w i l l  continue 
t o  expend i n  the coming years. 

This Seminar provides an excellent opportunity t o  the par t ic ipants  t o  exchange t he i r  
vievs and t o  discuss the needs and advantages of f i e l d  t ra ining i n  the a reas  of teaching popu- 
l a t ion  dynamics, family planning, MCH, and other re la ted subjects t o  health personnel. The 
recommendations of t h i s  Seminar w i l l  have great e f f ec t  on the improvement of teaching and 
f i e ld  t ra ining a c t i v i t i e s  of such centres and especially w i l l  have great impact on improving 
the t ra ining opportunities fo r  health personnel i n  the areas of co-ordination and teamwork, 
which a r e  s o  urgently needed fo r  t he  progress of family planning, MCH and other public health 
PrOgFaIWleS. 

I hope t ha t  t h i s  Seminar w i l l  a lso discuss the subject of teaching population, family 
planning and MCH i n  mediaal, midwifery and nursing schools, as we have experienced that  the  
inclusion of these subjects in the basic professional t ra ining of future  health mrke r s ,  
is very essen t ia l  and of the  utmost importance. 

In  Iran,  we  have included the teaching of population, family planning and MCH i n  the 
curriculum of a l l  medical, midwifery, nursing and nursing-aide schools from the  beginning of 
the progr-. The co-ordination and standardization of teaching these subjects i n  the 
un ivers i t l es  gnd i n s t i t u t i ons  of higher education in Iran, was the  topic of a seminar held 
i n  Shires two y u p s  ago. This seminar w a s  held under the j o in t  auspices of the I l inis t ry  of 
Health and Pahlavi University of Shirae. Par t ic ipants  included representatives of various 
universit ies.  The rec-ndations of t h i s  seminar have helped great ly  i n  achieving be t t e r  
r e su l t s  i n  our basic t ra ining programmes f o r  health personnel. 

I hope t h i s  Seminar dl1 be successful i n  reaching its goals and that solre clear  con- 
c lusiom and detailed recommendations w i l l  be established for  the planning and development 
of f i e l d  t ra ining areas. 

Finally,  I hope t h a t  a l l  pa r t i c ipmts ,  especial ly  our guests from countries of the 
region, w i l l  have a pleasant s tay  i n  t h i s  h i s t o r i c  c i t y  of Isfahan. 

Thank you. 
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MESSAGE FROM DR A.H. TABA 
DIRECTOR 

WHO EASTERN MEDITERRANEAN REGION 

It gives me  g rea t  pleasure t o  convey these words of gree t ing ,  welcome and good wishes 
t o  t h e  p a r t i c i p a n t s  of t h i s  important regional  meeting. I r e g r e t  t ha t ,  due t o  my pressing 
commitment t o  a t tend t h e  World Health Assembly i n  Genwa, I am not  a b l e  t o  a t t end  personally 
as I would very much have l iked  to. 

I should l i k e  t o  express my thanks and deep apprec ia t ion  t o  t h e  Imperial Government of 
I ran ,  and t o  H i s  Excellency Professor  A. Pouyan, Minister  of  Health, f o r  host ing t h e  Seminar 
i n  the  country, and t o  the  Universi ty of  Isfahan and t o  H i s  Excellency Chancellor Ghassem 
Motamedi, who have provided the  f a c i l i t i e s  of  the  Is fahan Medical Faculty as the  venue f o r  
the  meeting. 

The sub jec t  of t h e  meeting is  extremely important t o  t h e  teaching and prepara t ion  of 
medical s tudents  a s  wel l  as other  hea l th  personnel, and t h i s  i s  no t  only from t h e  poin t  of 
view of s trengthening t h e  teaching of MCH and family planning which, of course, has been 
l a rge ly  neglected i n  the  p a s t  and because of its considerable consequence f o r  t h e  present  
and f o r  the  f u t u r e  needs cont inual ly  t o  be  more and more emphasized. I bel ieve  t h a t  t h e  
meeting is of wide ranging importance, and t h e  importance goes even beyond t h a t  which has 
been implied i n  i ts  t i t l e .  It provides an essential opportunity of camnunity observation 
and experience t o  he lp  achieve a balanced and r e a l i s t i c  outlook of both t h e  s t u d e n t s  and t h e  
f a c u l t i e s  towards the  s o c i a l  needs and ob jec t ives  of  the h e a l t h  ca re  system as a whole. 

As a l l  of us know, t he  education and t r a i n i n g  of hea l th  personnel, t he  development of 
manpower needed f o r  our  hea l th  se rv ices ,  has come t o  be  recognized as a much more complex mat- 
ter than we may have thought only a few yea r s  ago. 

When "classroom learning" was what was thought t o  be  needed i n  o rde r  t o  t r a i n  good 
doctors,  good nurses and o t h e r  good h e a l t h  workers, then our concern f o r  learn ing f a c i l i t i e s  
w a s  more o r  less confined t o  t h e  provision of a few w e l l  designed classrooms, some adequate 
l abora to r i e s  properly equipped, and some h o s p i t a l s  and o the r  h e a l t h  i n s t i t u t i o n s  i n  which 
they could observe and work wi th  t h e  s i ck ,  whom they were being t r a i n e d  t o  help. I n  recent  
years  w e  have r ea l i zed  t h a t  hea l th  is much more than  curing t h e  s i ck ,  and t h a t  learn ing is 
much more than l i s t e n i n g  and observing. 

For t h e  teaching and l ea rn ing  process of h e a l t h  personnel, s u i t a b l y  se l ec t ed  f i e l d  t r a in -  
ing areas a r e  l i k e  wide windows on t h e  c m n i t y  which he lp  keep classroom and bedside teach- 
ing  i n  proper perspect ive  and on t h e  r i g h t  course, since they make i t  poss ib le  t o  observe 
indiv iduals ,  f ami l i e s  and communities a s  a whole, in  both h e a l t h  and d isease  and i n  t h e  
context  of t h e i r  t r u e  environment. Hospital  out -pa t ients  are a l s o  some s o r t  of  i n d i r e c t  
peep-holes on t h e  communities they serve, but  they are r a t h e r  gloomy and of l imi t ed  value as 
they have the  tremendous handicap of providing a coloured and biased v i s i o n  of segments of 
cormmunities, through s e l e c t i o n  of people by illness, and what is no less d i s tu rb ing ,  t h e  
indiv iduals  a r e  observed o u t  of context  of  thqir fami l i e s  and genera l  environmental s i tua t ions .  

The World Health Organization has an abid ing i n t e r e s t  and commitment in t h e  people's 
hea l th ,  i n  its physica l ,  mental and s o c i a l  aspects ,  and f o r  i t s  p ro tec t ion  and promotion. 
Human reproduction and family planning are se- t o  be  c lose ly  r e l a t e d  t o  people's hea l th ,  and 
i n  t h i s  respect  the  r e so lu t ions  adopted by t h e  World Health Assemblies s i n c e  1965 have given 
the  Organization a broad mandate t o  work i n  these  h e a l t h  r e l a t e d  areas. WHO is thus  enabled 
and is providing a s s i s t a n c e  t o  i n t e r e s t e d  coun t r i e s  on a broad f r o n t  of human reproduction, 
family planning and family heal th ,  i n  terms of research  a c t i v i t i e s  o r  se rv ices ,  depending on 
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national policies. WHO assistance is specially focussed on the training phase of health 
personnel, both basic professional education and post-basic, and therefore our emphasis on 
the subject of this meeting is intended to provide impetus to the formerly neglected subject 
of maternal and child health and family planning, and at the same time to help balance the 
teaching and learning process in classrooms, bedsides of patients and laboratories through 
continuing contact with live and representative communities. 

It is now increasingly realized by countries as well as by some international agencies, 
specially WHO and UNICEF, that the vast majority of populations in developing countries tend 
to be rural and under-provided in the context of general socio-economic activities of the 
country, including the health care services. It is therefore being increasingly appreciated 
that health care systems should not operate as islands in and around urban areas in a country, 
but should grow out of the needs of, and extend into, the remote rural areas through graded 
facilities and efficient referral systems, and above all inter-link with, strengthen and 
rationalize existing indigenous health care systems however rudimentary and primitive. This 
is one of the basic principles of primary health care which is receiving growing attention 
internationally and in the World Health Organization. 

The importance of using field training areas and thus providing contact of health per- 
sonnel trainees with the comrmnity, especially of medical students, was stressed in the 
Second WHO Conference on Medical Education in the Eastern Mediterranean Region held in 
Teheran in 1970. It has also been stressed in other national and international meetings. 
However, in our Region this aspect has not yet received adequate implementation. 

I would like to take this opportunity to recall the privilege and honour I was given to 
address the Third Pahlavi Medical Congress at Shiraz in April 1972, and would request your 
indulgence to repeat here a few points from that occasion. I had quoted the words of 
Professor Walsh McDermott of the Cornell Medical College (1966) that "to graduate superbly 
trained physicians is not a social end in itself ...". I had emphasized that the physician 
of today and tomorrow must be more than superbly trained scientist and technologist; he 
should have opportunities of knowing his community first hand and should then be able to 
endeavour and contribute his share to the improvement of society; in short he should under- 
stand and play equitably his role as an agent of social change. On that occasion, as on 
so many others, I emphasized the relevance of medical, and other health professional, education 
to the needs and demands of communities, the importance of defining of our goals in this 
regard, and of providing for professional satisfaction through broad-based and balanced train- 
ing keeping in mind the cornunities to be served. I feel that these points can bear re- 
emphasis. 

The objectives of this Seminar are to provide participants with an opportunity for 
exchange of views and ideas on the subject; to establish recommendations for the development 
of Field Training Areas as learning facilities for health personnel; and ultimately, with 
the establishment of suitable Field Training Areas to provide health personnel with organized 
occasions, during their training and thereafter, for appreciating the need of balanced health 
care services, and of co-ordination and team work among themselves. 

I have observed from the agenda and programme of the meeting that you, the participants, 
have interesting and stimulating presentations and discussions ahead of you. I wish you 
all fruitful deliberations and a successful meeting. 
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WELCOME ADDRESS ON BBIULF OF TIE UNIVERSITY OF ISFAlUN 
BY PROFESSOR A.U. BERBEHMI, VICE CfUIOCELLOa FOR RESEARCH, UNIVERSITY OF ISFAMN 

your Excellency, Governor General Mr Zad nnd your excellency Dr Sardari, dI8tinguished 
participants, and guests to  the  Srrinnr on the Davmlopmmt of Field Training Areas, the i r  
Needs and Mvmtager for  the Teaching of UCH and Fmi ly  Planning t o  Health Personnel, on 
behalf of the Chnncellor H.E. Dr Motamedi who asked .a t o  convey t o  you h i s  regrets  and 
apologieq for not being here today, I should l i ke  t o  welcow a11 of you t o  the University 
of 18f8h.n. 

A. you a l l  c m  ree, we are a young University, but we consider Seminnrr such a s  these 
of *me importance i n  our e d u c a t i o ~ l  development uul the service tha t  our University 
w n  perfom fo r  the population that  we serve. Hot only a re  such WHO Seminars of great 
inportnnce but training in  the f i e l d  of health personnel is very clone t o  the h e u t  and 
special in te res t  of the Chneel lor  a s  nn epidemiologist and public haalth and comunity 
medicine man. 

A. nn e x n q l e  of thm irportaace tha t  we a t tach t o  t h i s  f ie ld ,  ve hnve eatablirhed r 
Centre for  Population a t  the University, physicnlly adjacent t o  the Department of Public 
Henlth and C a u n i t y  Medicine. As pnrt of the Utter, w have recently begun the establish- 
uot of fqur f i e l d  stat lo^ f o r  nadic.1 under$r.dwta training rind r u u r c h .  Each s ta t ion  
l a  being ertablished t o  take ndvantagm of a different  par t icular  huam ecological environ- 
ment much as urban, wuatain,  etc. I .I sure thnt  within the context of the discwsions 
during the next few years you w i l l  henr mare about our plam. 

We would lib t o  thank D r  Taba, Regional Director of WO, fo r  the opportunity of having 
thin Seminar a t  the University of Imfnhan and the Chnncallor nnd I, an mentioned ea r l i e r  to- 
day, w i l l  be looking f o m r d  t o  the results of your discussion8 and recaundat iona .  

A. we a11 a re  awnre, t he  raal cuefulness of WHO semlaurs is the prwis ion  of t h e  and 
opportunity f o r  d i rec t  axchange of i d a u  a d  the reflnmmsnt of theme idea t o  the point 
uhere they u y  be uaad u pract ic8l  r v n d a t i o l r s  for  i rp leantn t io l r  in m d i c d  education 
o r  pract ise  i n  our Region. One masure of success, obviawly, is how expl ic i t  uul con- 
c re te  these r e c l t i o l u  and caaclwiolu a r e  expressed m d  rtith time, the number of 
r e c a r a d a t i o n 8  tha t  a r e  nctunlly implamented within the Ragion. Let r wish you, the 
Participnnrs, a very f r u i t f u l  conference and i f  you are in naed of mything, our s ta f f  w i l l  
do tbnir  utmost t o  oblige. Thmk you. 
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INTRODUCTION, OBJECTIVES AND PROGRAMME 
BY 

DR S.A. ZAFIR 
WHO REGIONAL ADVISER ON FAMILY HEALTH 

I INTRODUCTION 

1. Histor ical  

The his tory of medicine is almost a s  old  a s  human history,  and s t re tches  back in to  the  
long dim unrecorded past. However, s o w  of the  ancient magical and supers t i t ious  practices 
which denied d i rec t  observation and defied logic  and ra t ional izat ion,  still tend t o  rub 
shoulders with the  s c i e n t i f i c  mystique of modern medical techaology. Whereas the  ancients 
were frequently the victims of t h e i r  own fantas ies ,  thus losing track of reason and relevance, 
the  modem heal th  workers a r e  not infrequently side-tracked by undue pursuit  of d e t a i l  and 
by isola ted e f f o r t s  i n  t reat ing the  s ick,  out of context of the l a t t e r ' s  family add natural  
environment. Caution has been sounded against  such misplaced emphasis many tlpcs since t he  
time of Hippocrates, and various remedial measures have been advocated and adopted, some of 
which need wider emulation. 

While trying t o  remve the  cobwebs of supers t i t ion from around epilepsy, Hippocrates 
sa id  ''Every disease has its own nature and a r i s e s  from external  causesW.(l). He is famous 
fo r  viewing disease with the eye of a na tu r a l i s t ,  f o r  studying the  en t i r e  pat ient  i n  h i s  
environment, and f o r  laying emphasis on observation, logic  and reason. H i s  b e t t e r  known 
book " Air, Water and Places" is a t r e a t i s e  on human ecology. He is thus credited fo r  laying 
the  foundations of s c i e n t i f i c  medicine, which was b u i l t  upon by great  phys cians and "wise 
men" who followed him, ~ u c h  a s  Galen, E l  Razi, Avicenna (Abu A l i  Ibn-Sins)', and others down 
t o  our t i m e .  

2. I n s t i t u t i ona l  versus community-oriented medicine 

However, during the l a s t  hundred years o r  more medicine and i ts  pract ice  has become more 
and more ins t i tu t iona l ized ,  pa r t ly  from necessity because of the  growing need fo r  laboratory 
investigations and the increasing demands of medical technology, and par t ly  because the 
medical profession tends t o  be t rad i t iona l  and conservative, seeking refuge o r  g lo r i f i ca t ion  
i n  the  "ivory towers" of hospi ta ls  and other specialized ins t i tu t ions .  Medical education 
has generally tended to  follow i n  these footsteps. However, a refreshing breeze of skeptic 
counter-current has picked up f o r  some the ,  and hopes fo r  achieving a balanced approach 
seem t o  be well  founded. 

3. MCH and family planning aspects 

Another aspect of the conservatism of the health professions i n  general and the medical 
profession i n  par t i cu la r ,  is the  f ac t  of t he i r  insuf f ic ien t  involvement i n  the  heal th  aspects  
of family planning. This is par t ly  due t o  the  cu l tu ra l  value systems and notions about 
family planning of those soc i e t i e s  within which the  heal th  professions ex i s t ,  and with 
charac te r i s t i c  high regard fo r  t he i r  reputation the  heal th  personnel tend t o  accept change 
of a t t i t ude  on t h i s  subject  more slowly than t h e i r  parent cultures. I n  t h i s  connexion 

'1t is in te res t ing  t o  r e c a l l  tha t  almost 950 years ago, the  great  Avicenna, Prince of 
Physicians as  he was l a t e r  cal led i n  t he  West, arrived i n  t h i s  famous c i t y  of Isfahan t o  
spend the  remaining most f r u i t f u l  fourteen years of him l i f e ;  the  teaching and pract ice  
of medicine had not  ye t  re t reated behind closed doors. 
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Dr Taba, in a message to a national seminar in another country of this Region said: 

"While the problems and treatment of infertility on the one hand 
and of venereal disease on the other have been readily accepted 
as health related responsibilities, the needs of contraception, 
birth control and other sex-related aspects have been side- 
stepped for long. The time has come now to meet these health 
related needs of society lest insufficiently trained personnel 
step in to supply the services." (2). 

It is therefore, intended that this meeting will address itself to the above-mentioned 
twin problems of insufficient community orientation of students of health professions in 
general, and medical students in particular, and their insufficient involvement in the 
teaching and learning of MCH and family planning, during their basic professional education. 

4. Previous recommendations 

Although the emphasis of this meeting is on the teaching of MCH and family planning 
and to help establish and use FTAs for this purpose, the first step of locating suitable 
co~lmunities and developing them as FTAs in affiliation with respective health training 
institutions has to be taken first. This implies integrated teaching of UCH and family 
planning with other subjects such as preventive medicine, public health nursing, preventive 
paediatrics, domiciliary midwifery and others. 

There have been previous recowmendations on the subject of conrmunitv-oriented teaching, 
but the results in the countries of our Region are far from complete. There is considerable 
room for more initiative and efforts. 

The CENT0 Conference held in Shiraz (1961)(3) on Teaching of Preventive Medicine recom- 
mended field training for medical students; the Second WHO Conference on Medical Education 
in this Region, held in Teheran (1970) (4) recommended community-oriented teaching and more 
recently the WHO Group Meeting on the Teaching of MCH and Family Planning held in the Eastern 
Mediterranean Regional Office (1973)(5), while suggesting various steps in the role of respec- 
tive departments, recommended the following under the heading of "Other activities": 

II Series of learning experiences at both pre-clinical, clinical and 

internship stages would be highly desirable. Students should be 
familiar with crucial health problems and their consequences in the 
local context through performing health and demographic surveys; by 
analyzing and resolving community health problems and by planning for 
total community health care. This would include clerkships and intern- 
ships in community health with residential assignments and responsibilities 
to communities and the regular health service staff". 

I1 OBJECTIVES 

1. Long-term obi active 

The ultimate objective, through the establishment of field training areae in support of 
medical schools and other health professional institutions, is to help imprwe the comrnity 
orientation of the members of healthteam and co-ordination among themselves, in order to 
provide balanced preventive, curative and promotional health care services to the comunity. 

2. Immediate objectives 

The following were the ipplediate objectives of the meeting: 
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(a) t o  provide the par t ic ipants  with an opportunity f o r  exchanging views and 
experiences, and holding detailed discussions on the  needs and advantages of 
f i e l d  t ra ining areas  fo r  the  teaching of population dynadcs,  MCX, family planning 
and re la ted subjects t o  medical and other heal th  professional students; 

(b) t o  es tab l i sh  recornendations fo r  developing f i e l d  t ra ining areas f o r  the  teaching 
of population dynamics, MCH and family planning and the  teaching of community aspects 
of medicine generally. 

3. Behavioural objective 

It is expected tha t  a f t e r  going through the  experience of the  meeting, specia l ly  the  
experience of f i e l d  v i s i t s ,  group discussions, individual readings and some group work, a l l  
the par t ic ipants  w i l l  be able t o  make t he i r  own asswsmenK of the need fo r  developing f i e l d  
t ra ining areas  fo r  supporting and supplementing the  teachi- and learning process of students,  
and t o  make ou t l ine  plans fo r  es tabl ishing FTAs,as appropriate. 

This meeting is intended t o  provide y e t  another l ink  i n  the chain of supporting events 
being ass is ted by L e  WHO Regional Office towards strengthening of teaching MCH and family 
planning i n  t h i s  Region. Previously, nat ional  seainars on the  subject  have been held i n  
three o r  four in teres ted countries i n  collaboration with respective national au thor i t i es ,  
followed by a Regional Group Meeting. Currently an exchange of professors of Preventive 
Medicine, Obstetrics and Gynaecology, and Paediatrics,  among medical f a cu l t i e s  of at l e a s t  
three countries has been s ta r ted ,  t o  par t i c ipa te  i n  the  teaching of MCH and family planning 
i n  host i n s t i t u t i ons  along with host  colleagues t o  help strengthen the  integrated teaching 
of these subjects.  

111 PROGRAMME AND METHODS 

1. Nature of the  meeting 

The meeting was intended t o  be both i n  the  form of a seminar with presentations and 
discussions during the  f i r s t  ha l f ,  and a l so  i n  the  form of a br ief  workshop comprised of 
small group discussions in the  l a s t  two o r  three days, when individual par t ic ipants  w i l l  
be i n  a posit ion t o  put dovn t h e i r  own thoughts i n  the  form of sumar ies  and out l ines ,  and 
a f t e r  discussing them i n  small groups t o  a r r ive  a t  agreed jo in t  group e f for t s .  The views 
and suggestions of these sub-groups w i l l  then be presented one a f t e r  another t o  the  whole 
group, f o r  discussion leading t o  the  meeting's report  and recommendations. 

IV CONCLUSIONS 

1. It is proposed t o  focus the  sub-group discussions on respective country needs vhere 
the  par t ic ipants  have come from, with group members generally representing complementary 
facul ty  discipl ines  (mainly medical and some nursing), with one o r  two health services  
administrators t o  help bring i n  the  heal th  services  objectives and points of view fo r  future  
strengthening of professional training.  The generalizations that can be gathered from the  
country-oriented sub-groups' discussions and ou t l ine  proposals would become the  whole meeting's 
conclusions and recommendations, while the  country proposals themaelves ( i n  b r ie f  and c l ea r  
out l ine) ,  could w e l l  become practicable proposals f o r  respective countries,  and could be 
included a s  annex- to the report. 

2. The problems and d i f f i c u l t i e s  i n  re la t ion  t o  already functioning FTAs, described by 
some par t ic ipants ,  would seem t o  require considerable review and discussions i n  the  sub-groups, 
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and more so in the whole meeting when the sub-groups come together from time to time or once 
towards the end, according to the preference and decision by all the participants. These 
issues of problems and difficulties as well as the suggested solutions need to be identified 
in terms of their general applicability as distinct from rare or unique country situations. 
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ANNEX X 

GUIDELINES FOR WORKING GROUPS 

Make-up of groups 

There w i l l  be f i v e  groups4 Each group v i l l  c 0 ~ i S t  of the par t ic ipants  from one of the  
countries represented (Ewpt , Iran,  Pakistan, Sudan and Syria), p& one Iranian obaerver , 
and one resource person from the  secre ta r ia t .  Three resource persons (Drs Taylor, Robertson 
and Zafir) w i l l  revolve between the  f i ve  groups. 

Each group w i l l  s e l ec t  its own moderator, frsr qrrpagqt its par t ic ipaa t  members, and a 
group rapporteur who, jo in t ly  with the resource person, w i l l  prepare the  report  of the group. 

Reports of the groups 

Each group is asked t o  prepare a report. 

Each group should respond to  the f o l l d n g  q ~ 8 t i 0 n S :  

Bearing in mind the t ra ining va t t e rm  and the  needs f o r  heasth personnel in  your country: 

1. What would be the objectives of an FTA (or F T h )  whgch you would l i ke  t o  see 
developed? 

(The group nay wish t o  consider the  following points: 

(a) Learning objectives (knowledge, a t t i t ude ,  s k i l l s )  
(b) Remearch objectives 
(c) Service objectivas 
(d) the interrelationshipm between (a), (b) and (c), above 
(el An FTA is i t s e l f  a too l  f o r  the  achieveaept gf a vide raage of learning objectives, 
but - 
( f )  The question: "Jut what is thi. PEA m'has t o  be answered t o  avoid over- 
generalization and loose thinking). 

2. What c r i t e r i a  should be l a i d  down for t he  select ion of an area t o  be cued as an 
FTA? 

(The group m y  wish t o  consider the following points: 

(a) Size (population and area) 
(b) Nearness t o  o r  distance from the t ra ining i n s t i t u t i on  t o  which it is a f f i l i a t e d  
(c) Rural/urban make up 
(d) Ethnic, occupational, general socio-economic, 
(e) Whether t o  be with services run by the  t ra ining ins t i tu t ion ,  or t o  develop a col- 
laborative re la t ionship which public/private heal th  service  provides 
( f )  How much do exis t ing health s e rv i ce s , i n  t he  area have t o  be suppl.wnted?) 

3. How would you build up the  Data Base required t o  make tha mA an ef fec t ive  le8rnfag 
resource? 

(The group may wish t o  consider the  followlag point.: 
(a) Use/aduptation of ex i r t ing  data 
(b) Survey techniquee: which kind? 



EM/MCH/108 
Eu/DEV.FTA.MCH.FT.HP/~~ 
Annex X 
page ii 

WHO EMRO 

(c) Use of students in collecting and collating data and learning by so doing. 
(d) The simplest information: the least expensive approaches. 
(e) Time constraints). 

4 .  Organization and sequence of FTA utilization: 

(a) How would you achieve the right balance between observation and responsible 
participation by the students and staff concerned? 
(b) How would you involve your students in the health team approach' 
(c) How would you ensure that your students learned proper approaches to an integrated 
kind of health care' (Curative and Preventive; MCH, Family Planning; lz Care, 
at appropriate levels, 2 z  and 3 z  Care referral mechanisms, supervisory patterns) 

(d) How will you ensure that your students will learn to build in a measuring approach 
to everything they do' 

5. W,at do you see as the essential prerequisites to setting up an FTA: 

Attitudes of teachers and the teaching institution3 
Student attitudes' 
Funds' 
Personnel" 
Structures? 
Contractual relationships (e.g.between UniversityIMinistry; Training School1 
Health Authority, etc.) 
Facilities (HealthICentre: local clmics. etc.) 
Transport? 

6. What do you see as the main challenges in implementing an effective FTA? 

(The group may wish to consider the following points: 
(a) Adapting clinical and other scientific skills to community ends' 
(b) Gaining acceptance for emphasisftime etc., to rank equally with clinical, class- 
room and laboratory learning experiences' 
(c) Gaining community acceptance for the FTA? 
(d) Preserving the usefulness of an FTA and preventing oversaturation? 
(e) How to make community training as intellectually stimulating and enjoyable as other 
forms of learning') 
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SURVEY OF SlJMMARY INFORMATION 
ON EXISTING AND PROSPECTIVE FIELD TRAINING AREAS 

It will greatly help to bring about good discussion at the Seminrr if we can have avail- 
able some up-to-date information about felt needs for establishing the field training areas 
(FTAS), where they do not exist at present. We are, therefore seeking f r w  each participant 
some background information, along the lines shown below and in the accompanying "Outline". 

Please attach all information and responses in double-spaced typed sheets. 

Your co-operation in providing this requested information by 31 March 1975, will be 
greatly appreciated. 

1. In case your institution is already using or about to use an FTA as a supporting facility 
to the teaching of medical/nursing students (even if family planning aspects are not included), 
please use the attached outline of headings for preparing a description. 

2. If your institution is not using an FTA, are you aware of any other health personnel 
training institution in your country, which is using such a facility? (Please mark the 
applicable) Yes ......... No ............ 
3. In case your answer is "yes" to the question above, please obtain and provide as much 
information about the FTA(s) as possible, using the attached outline of headings. 

4. If your institution is not using an PTA, and assuming that you agree with the objectives 
of this meeting, please consult your interested colleagues in the Faculty (specially in 
Departments of Public Health/Preventive/ Community Medicine, Paediatrics, Obstetrics and 
Gynaecology), prepare briefly and kindly send us the following: 

(a) a statement of objectives for establishment and utilization of an ITA, for teaching 
the subject of cormamity health/medicine to medicalfnursing students/ or any other health 
personnel considered desirable. with special reference to aaternal and child health. 
f wily planning and pop~lation~d~naraics; and an indication of expected results of such 
teaching; 

(b) an outline proposal for the establishment and functioning of the proposed PTA, using 
the attached outline of headings, to the extent feasible; 

(c) a concise yet complete review of expected problems and difficulties (mainly by 
listing them+ brief comments), in the matter of establishing a functional FTA, e.g. 
area, size of population and distance of a possible target community; funds; transport; 
curriculum committee support; student attitudes, etc. 

5 .  You are invited to make any other connnents and suggestions you consider relevant. 
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OUTLINE OF HFADINGS AND SUB-HEADINGS FOR DFSCRIPTION OF FUNCTIONING FIELD 
TRAINING AREAS 

(for education and training of health personnel, including teaching of MCH. Familv 
Planning and Population Dynamics) 

1. General Description 

(a) location (distance from a known point, e.~. a medical school, etc.); 
(b) size of area, in sq. miles/kilometres, localities (villages/towns, etc.), 
( c )  general socio-economic characteristics of population; 
(d) demographic information on population, e.g. urban/rural, sex and age composition 

(population pyramid), vital rates, inlout migrations; 
(e) other relevant information, e.g. specific features of access, logistics, co-ordination 

with local administration/health services, etc. 

2. Existing Health Services 

(a) physical facilities, types, locations, utilization by population, etc.; 
(b) staff, categories, numbers, in case of special categories some description of previous 

education and health training, etc.; 
(c) functional and operational aspects; 
(d) existing health conditions, e.g. IMR, leading causes of morbidity and mortality, 

notable health problem, etc., 
(e) special health plans, e.g. periodic health plans for expansion of health services, 

physical facilities, training of health personnel, etc., 
(f) please enclose a set of blank record cards/forms, e.g. family and clinical records. 

3. Services in Relation to Family Planning/Family Health 

(a) kind of services - please give broad details; 
(b) acceptance - data - please give broad details, 
(c) RAP study reports, etc.; 
(d) please enclose a set of blank record cards/forms, e.g. family and clinical records. 

4. Teaching Activities 

(a) main institutions/departments responsible, staff involved in teaching in the field; 
categories, designations, numbers, etc., 

(b) arrangements for students, e,g. years/categories; numbers, manner of involvement 
(data collection, participation in health care, etc.); daily visits to hostel 
arrangements, etc. ; 

(c) teaching schedules, time-tables, weekly/monthly; hours of each activity, 
(d) teaching methods used, e.g. lectures, group discussions, practical work, supervision, 

etc.; please give a brief description of how these and other methods are utilized vith 
coPlPents on their effectiveness and shortcomings; 

(e) assessment of student participation, e.g. examinations, maintenance of field-work 
journals/diaries, written reports, etc. 

5. Conclusions 

(a) brief caancnt on your general satisfaction or otherwise with present status and arrange- 
ments at the FTA; 

(b) brief coement on preserving the usefulness of an FTA - main problew in this connexion 
lad their solutions; 

(c) any planned changes or modifications; 
(d) any other cament. 
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ANNEX X I 1  

HOUSEHOLD SURVEY 

Check L i s t  for  Interviewing Midwives and Other Field Workers 

Would you t e l l  m e  what is your working routine in a day? 

Do you have an area t o  cover with home v ie i t ing?  and do you have a regular schedule? 

How many families a r e  i n  your area? 

Do you plan t o  continue t o  work i n  t h i s  area  o r  do you want t o  be transferred? 
( i f  yes) Why? 

What kind of t ra ining did you receive before s t a r t i n g  t o  work? 

To whom do you regularly report? How frequently do you see  him (or her)? 
Do you want t o  see  him (or her) more frequently o r  l e s s ?  

What kind of help does he (or she) give you? 

Do you k n w  every pregnant woman i n  your area? What is your responsibi l i ty  i n  ante- 
n a t a l  - n a t a l  - postnata l  care? 

How do you motivate women t o  use family planning? 

What kind of food da you suggest f o r  an in fan t  at six months of age? 

What diseases cause the  most deaths i n  children? 

Have you seen any cases of tetanus neonatorma? What should be done t o  prevent i t ?  

QUESTIONNAIRE FOR NAJAFABAD HOUSEHOLD SURVEY 

Rousehold Composition 

a. Lis t ing of household members 
b. Age - sex - education 
c. H w  many pregnancies were there  - h w  many children died and age at death? 
d. Occupation of fa ther  

Where was the  last chi ld  delivered and by whom? 

For each member of t h i s  household, h w  many i l l ne s se s  have occurred i n  the  past  hro 
weeks and what were they? 

For your care: 

a. To whom did you go - o r  did you uee home remedies' 
b. How long did  i t  take t o  ge t  there? 
c. What w a s  done? 
d. Hov much d id  it cost? 

d i r ec t  
ind i rec t  

What preventive servicee reach your co~llnunity? 

a. Imrunization 
b. Malaria control  
c. Nutri t ion 
d. Family planning 
e. nCH 
f. School health 
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6. What are the main problems you face in getting health care? 

1. Household Composition - Identification Number ..... .................... 
Occuvation of Father ........................... 

List Of 
Members 

1. 

2. 

3. 

4. 

5 .  

6. 

7. 

8. 

9. 

10. 

11. 

12. 

Children 
who died 

1. 

2. 

3. 

Education 

Cause of 

Age 

Death 

Source 
of Care 

Illnesses 
in past 2 

weeks 

Sex Time to j What 
get there 

7 I 
was 
done 

Cost 

Iirect Indirect 



WHO Em0 

ANNEX XI11 

CONSIDERATION OF OBJECTIVES AND CRITERIA FOR 
DEVELOPMENT OF FIELD TRAINING AREAS 

* 
Dr N.H. Fieek 
WHO Consultant 

* 
Professor of Caauaity Medicine, School of k d i c i n c ,  b c e t t e p e  University, Ankar* , Turkey. 



WHO Em0 m/ncI1tisa 
EMlDEV.FTA.MCH.FP.HP/l5 
Annex XI11 
page i 

Mebcal practice has been l lmited f o r  centumes t o  the  treatment of pat ients  and injured 
persons upon the i r  request. The gradual development of preventive and aocial  medicine 
since the mid-nineteenth century has added new dimensions of social  responsibil i ty t o  medicine. 
The new f ac t s  and ideas whlch have emerged may be summarized a s  follows: 

- Promotive, preventive, curative end rehabi l i t a t ive  a c t i v i t i e s  i n  medical practice ahould 
be intagra".ed and co-ordinated a t  a l l  l eve l s  (hgure 1 ) .  

- primary and secondary prevention and medical care should be given the highest p r io r i ty  i n  
health care. 

- The most important diseaees are the ones which a f f ec t  most people, not the cases which are 
"interesting" from the  standpoint of c l i n i c a l  p a c t i c e .  

- Contemporary medicine require8 consideration of health problems at  family, community, 
country and world leve l s  in addition t o  the individual level .  

- The d e v e l o p n t  of social  sciences, e s p c i a l l y  human ecology, has influenced ttunLing 
about the practice of medicine but now needs t o  permeate practice.  Leading phyaiciana have 
real ised the necessity of considering mnn i n  re la t ion t o  his whole envaronment; this is a 
complex and in te rac t ing  aysten consis t ing of physical, chemical, biological, soc ia l  m d  
cu l tu ra l  elements. 

- community surveys have demonstrated t ha t  most pa t ien t s  do not go t o  phyaioiana even i f  
they are severely ill, especial ly  i n  the  developing countries. Therefore, a l l  measurea - 
such as home service, periodic eraraination of people a t  riek, f ree  core, e tc .  - should be 
mde a v a l a b l e  i n  order t o  obtain betterment of health f o r  every human being. 

- Contemporarg medicine can no l o n e r  be practised by a s ingle  doctor. It r s q n i r e ~  team 
work. The craatlon of a health team crea tes  new reepons ib i l i t i es  f o r  phyaicims, i .e., 
providing leadership f o r  the  health term and t ra in ing  team members on the  job. The physi- 
cian'8 contribution i n  t hem mattere becomes more v i t a l  when eome of the function8 of the 
physician a r e  transferred t o  hia  o r  her  associates. 

- The pattern of dimeases i n  the community is very d i f fe ran t  from the p t t e r n  i n  hoepitale. 
I f  students a n  not exposed t o  the aapects of health and dieeaee i n  the community, t h e i r  
t a i n i n g  w i l l  not be complete. 

- Total health care,  which i a  the implementation of the  contenporarg phrlosophy of medicine, 
requires taking c a m  of individusla throu#~out t h e i r  l ivea,  both in heal th  and in aiclmeas. 
The hospi ta l  is not a su i tab le  ground f o r  this purpose. Studente should obaene  and p r t i c i -  
p t e  i n  health practice i n  the community as membem of a heal th  team o r  oe c l i n i c a l  c lerke in 
firaily practiae i n  order t o  learn how t o  serve both the healthy and the nick i n  coamunitiee. 

These developments in medicine as well a e  radical  social  thanes in the world have cauaed 
the emergonce of a new philomphg of medicine. Today, i t  i a  aooepted that the purpow of 
medicine i a  "to secure the  higheat a t t a inab le  atmilard of heal th  f o r  every hwaa  baing without 
die t inot ion of race, re l igion,  political bel ief ,  economic and aoc ia l  condition." 

This end cannot be at ta ined solely  by t r ea t i ng  the pat ient8 who coma t o  hospi ta ls  o r  
surgedes on t h e i r  o m  in i t i a t i ve .  It requires the  implementation of a comprohaneiva health 
p r o g ~ a n e  which includes promotive, preventive, curat ive and rehabilitative a o t i r i t i e a  and 
which considers the individuals, the environment m d  the cornunity am a whole. 
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This change i n  the philosophy and practice of medicine has s ta r ted  t o  influence medical 
education, i n  fac t  some medical educators have been i n  the  forefront of the new developments. 
Training medical students i n  a hospi ta l  and teaching them only biological and c l i n i ce l  
Sub~ectS have been insuff ic ient .  Therefore, medical educators have suggested tha t  social  
science subjects re la ted t o  health care should be included m the medical curriculum, t ha t  
epidemiology should be more extensively taught than before and tha t  f i e l d  t r a m i n g  areas  
should be established. 

The rest of t h e  paper w i l l  focus on the question of f i e l d  training. 

THIS OBJECTIVES OF FIELD TRAINING 

The purpose of f i e l d  t ra in ing  is to  combine the teaching of the new aspects  of community 
medicine with preparing etudents t o  practice medicine within the constra ints  of ex i s t ing  
f a c i l i t i e s  m t h e i r  own communities 

The main objectives of f i e ld  t ra in ing  then are:  

1. t o  t r a i n  students i n  the study of community heal th  problems, 

2. t o  prepare them t o  practice t o t a l  health care,  

3.  t o  enable them t o  work with a health team i n  a community. 

These objectives a r e  val id  fo r  the f i e ld  t ra in ing  of students both i n  more developed 
and l e s s  developed countries the l a t t e r  a r e  more acute. Therefore t h i s  discussion nll 
focus on defining the specif ic  objective8 f o r  f i e ld  t r aming  of students i n  LDC's. 

In order t o  a t t a i n  the  above+iientioned objectives, students should acquire knowledge 
and gain experience dunng  t h e i r  f i e l d  work i n  the following areas.  They should learn: 

1. the difference between the  pat terns  of disease and causes of death i n  hospi ta l  popu- 
l a t i ons  and i n  the community; 

2. about t he  great frequency of undetected cases of serious diseasee a t  the pre-symptomatic 
stage ; 

3 .  that  hlgh f e r t i l i t y  i s  a major problem of heal th  and family welfare, 

4. the influence of environmental factors ,  nu t r i t iona l  s t a tu s  and ava i l ab i l i t y  of health 
services on the health a ta tus  of the individuals;  

5. how t o  balance the fac tors  a f fec t ing  u t i l i z a t i on  of available health services  by the  
people and ways of increasing the  use of such services;  

6. how t o  design, implement and evaluate community s tudies  using epidemiological methods 
as too l s  f o r  the  dialplosia of community health problemel 

7. how t o  oooperate with soc ia l  organi-tiona whose help is needed i n  providing be t t e r  
heal th  cam t o  the public; 

8.  the n l u o  and l i n i t a t i ona  of periodic examination of persons under increased d a k  - such 
as child-, pn-t women and aged paraonas 
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g. how t o  orgaaise hone oare f o r  pat ients  and espeoially tho management of the aare of 
pat iants  eufforing from ohronio diseases;  

10. how t o  provide pat ient  oaro w i t h  l imited f a c i l i t i e s ;  

ll. how t o  work out pattern8 of cooporation botuc)m hospi ta ls  and homo and ~rabulatory 
care semicee;  

12. how t o  integrate  provention a d  primary care;  

1 the Iapor tuco  of heal th  education of the public and how to do i t;  

U. how t o  observe and r u p a n i r s  health teaa8 i n  rot ion with undorr tading of t he  dutiea, 
problem and oontributionr of u e h  t e a s  member end how t o  m l u a t o  t h e i r  p e r f o m ~ o o ;  

15. the  need f o r  msoarnh f o r  Improving tho delivary of health oat.; 

16. how t o  euperviaa with the in ten t  of motivating, eupporting uid braining t.u maabors 
on the job; 

17. the advantape of' following the heal th  s t a tu s  of people from b i r t h  t o  bath and- 
keeping health records; 

19. how to  observo and understand the  rwlo-ooonomie problem8 of tho 00amunSty and how 
t o  view health problear as part of r widor eooioaoonomip rystom. 

THE FACILITIES FOR FIELD TRAINIWG 

Student8 m y  be trpinod in community praotioe i n  W t h  oon tn r ,  i n  the offioea of 
family phyeiairne o r  in e p o i r l i a e d  publio har l th  uni te  - ruoh ao  tub.rauloai8 dirponearios 
and XCB centroe. 

Eealth aontrer when, pationt o a n  and a l l  pnven t i r a  ao t i v i t i o s  a r e  aarr ied out  am 
the  n0.t sui table  oeiltros f o r  t ra in ing  students. However, t h e w  cen t r r r  a m  u~wi l l t  
wry orowded, under-rtaffod and poorly equipped i n  lee@ dme1op.d oomtriem. Ilhder thew 
aonditions, rtudent8 may only get t o  800 the low qua l i ty  of oaro uhioh i8  prorfded t o  tho 
pqblio i n  those centzwr. Thie oay obsaun  tho EON h p o r t u ~ t  feature8 of oomp1yhanain 
wdioino and they may not learn t o  appsmoirte the s i g n i f i o u ~ o e  of t o t a l  health dam rhiah 
i n  r priaery o b j o c t l ~ .  I n  eatabl+.hing f i o l d  t ra in ing  aroa8. Thorofon,, a p o i r l a l l - p r p o w  
ho+lth oen t r r r  should bo e8tabli.h.d f o r  tnching studant8 i f  tho n z r i o o a  readend i n  
o r i e t i ng  centres a m  not  u t i r f r c t o r g  for tn r in ing  purpwea. Spoaidl a t ten t ion  & o d d  k 
directed t o  enaurs that the  toaohlng heal th  oentsmo have r wrl l -orgn laod  HCB and family 
planning sorvioe maohin& w.17 h o r n  both f o r  holu-oaro d pnvsnt ion,  lStir..gut H e a l t h  'P  str riot examplifies this typm o i  e f i e l d  training a l ~ . ( l  

(1) &a Awount of t he  Aot ivi t ior  of the Et imanut  R-1 HrJtb 1967- 
moat tops  mra ,  1970 

FISEX, N. H., An Intograted Health m d  l b a i l y  Planuing PFOgrama in  Btimagut 
~ i r t r i e t ,  hrckoy - ~ t f td lo r  in mails P ~ u u I ~ ( ~ ) ,  210&2Q, 1974 
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h a l te rna t ive  t o  the  establishment of teaching health centres is the u s  of family 
physicians f o r  t ra in ing  purposes. I f  echools prefer  t o  employ family physicians f o r  
t ra in ing  students i n  the f i e ld ,  these physicians should not function merely an p r imry  care 
physicians but they should a l so  be responsible f o r  prevention i n  families under t h e i r  ca rs .  
 he preventive services should include periodic examination of children, pregnant women 
and aged persons; a d v ~ a i n g  on oontraception; lmmunieing family members when necessary; 
educating family members f o r  be t t e r  health:  hygiene of houeing. Family physicians may 
be 8010-practitioners, but i t  i s  be t t e r  t o  have teams of physicians and nurses. This i s  
desirable not only f o r  increasing the  efficiency and effectiveness of the service, but a leo 
f o r  teaching both medical and nursing students in the s a m ~  environment. It should be 
noted here that t h i s  pa r tne r rkp  is mdiapenable  i n  countries where the number of physicians 
i s  limited. Nuraee in s w h  teams ahould function a s  public health numee and do home 
v is i t ing .  In  addition t o  nursing services they may carry out perlodio examinations of 
children, pregnant women and aged persons, i n  order t o  separate the normal oases from 
potent ia l ly  complicated ones, which should be referred t o  physicians. The physicians i n  
charge of running centres associated with medical schools should be under the coordination 
of a department such a s  the department of social  snd preventive medioine but i n  addition, 
t h e i r  work ehould be coordinated with the c l i n i ca l  departments i n  order t o  maintain a 
sat isfactory qual i ty  of medical care. 

Inst ructors  who work as family physicians, nurses and other  associated profeesionals 
can contribute t o  teaching the new f e a t u r w  of heal th  practfoe, but they cannot teach 
enough about the ex is t ing  health oare system of t h e i r  countriel .  Therefore, echools should 
arrange f o r  the involvement of local  o f f i c i a l s  t o  famil iar ize  studente with the r e a l i t i e s  
and liznztations of presently available community services. 

Specialized centres and dispensaries lray a lso be used f o r  t ra in ing  students. MCH 
centres  p ~ v i d i n g  family planning and both preventive and curat ive semicea  are especially 
uaeful because of t h e i r  comprehenaire approach. Training i n  disease oriented centres  may 
give students a l i a i t e d  view of health care. 

.?OK& PRINCIPLES FOR FIELD TRAINING 

1. The basic principle f o r  the f i e l d  t ra in ing  of students should be t o  get t h e i r  act ive 
p r t i c i p t i o n  i n  routine work. Student. a t tending centres only as obaervem cannot be 
trafned Ilcltisfactcrily. The work of the students should begln under c lose  superviaion of 
ins t ructors .  However, they should be allowed t o  ac t  more independently during l a t e r  periods 
of t h e i r  f i e l d  study. 

2. The standard of medical practice ehould be maintained high enough t o  aa t ia fy  rrtudents. 
To employ atudents at crowded and poorly s taffed oentres causes more harm than good. These 
studente a r e  discouraged from working i n  such oentres a f t e r  t h e i r  graduation. 

3. The heal th  record8 of pereons who are wrped by the centre  should be well kept. 
Detailed morbidity and mortali ty s t a t i s t i o a  f o r  the area should be available t o  a t d e n t a .  

4. The ins t ruc tors  ohould ba reaponsiblo both f o r  del iver ing health ca re  t o  the  people 
and f o r  t ra in ing  students. Their work Would permit them t o  a l loca te  enough time f o r  
teaching. 

5. The studentfinatmator r a t i o  i m  cruoial  i n  f i e l d  t n i n i n g .  The number of etudenta 
per i n s t w t o r  at  a given time should desirably be 2 o r  3.  

6. The duration of f i e l d  t ra in ing  is  r l m  important. It ahould provide f o r  a t  l e a s t  2 
months of i n  depth practice.  Otheni re ,  i t  will be d i f f i c u l t  f o r  studentm to  become oompe- 
t en t  i n  the wide nn- of undemtanding and skills needed f o r  prarrtice i n  the community. 
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ANNEX XIV 

CRITERIA FOR SELECTION OF FIELD TRAINING AREAS 
TO SUPPORT TRAINING INSTITUTIONS 

BY 
DK H.M. HAW* 

WHO TEMF'ORARY ADVISER 

INTRODUCTION 

Medical education must become more practical and thus requires the provision of oppor- 
tunities to practise. For basic science students in biology, chemistry and physics an 
exposure to laboratory work is necessary. For proper orientation in clinical medicine 
students need ample opportunity to learn to be practitioners by examining cases in the 
hospital or out-patient services. Equally important is the exposure of students of cornmu- 
nity medicine to field training to deal with the total problem of people8 and to learn to 
work in a team. 

As the need for nAs with particular emphasis on family health care (covering MCB and 
family planning) has become more widely appreciated for all categories of health personnel, 
it has become evident that both a pre-service orientation and continuous in-service training 
are equally necessary. It seema better to start by training arch category of health worker 
separately on intensive basis, but later in pre-service training there should be opportunities 
to work an part of a team to build up the understanding and skills to work effectively in 
leadership and membership of a team. 

In setting criteria for selecting FTAs as part of training inatitutioas, some variation 
must be expected to accommodate certain local conditions. Cantinuous evaluations of output 
by reports of the performance and effectiveness of trainees and by giving due co~ideration 
to direct feedback from trainees at a11 levels should provide for continuous betterment and 
developaant of FTAs. 

1. BASIC REQUIREMENT W R  FTA PROGRMUES 

1.1 There must be a good ratwort with: 

1.1.1 Local wblic health departmant - through: 
a action research programme to serve the purpose of upgrading the health services 
as a model for the rest of the country; 

(b) providing pre-service and in-service training opportunities for local health 
personnel of all categories (administrative, physicians, nursing auxiliary, etc.); 

(c) entertaining actual involvesent of senior public health perwnaek ia field training 
activities, supervision and discussions; 

Professor and Chair-, Deputacnt of Epidemiology and Preventive Medicine. Faculty of 
Micine, Assiut University, &slut, Egypt. 
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(d) incentives for all levels of public health personnel and auxiliaries to share in 
research, service and teaching activity. 

1.1.2 Local. wdical or public health institutions - throu~h: 
(a) applied field research touching on areas of interest to these institutions, data 
collection and research activities can be accomplished throuph vell-supervised activity 
of trainees; 

(b) providing training opportunities for undergraduate and post-graduate students and 
all levels of practitioners (interns, residents, demonstrators, young faculty and other 
paramedical groups); 

(c) incentives for anybody who shares in field activities from the institutions. 

(a) developing proposals and information to mobilize support especially to meet the 
great need for transportation, equipment and occasionally for experts or fellowships 
to prepare trainers; 

(b) regular reporting of achievements and provisions for the exchange of experience. 

1.2 There must be a strong general interest in the need for FTAs: 

1.2.1 On the national level - to render support to field activities through: 

(a) proper statutes and legislation supporting efforts of public health and medical 
institutions to provide field training, 

(b) medical education and curriculum comaittees to plan for and evaluate a11 different 
aspects of education as they relate to field training: 

(c) medical education workshops and seminars to propagate the idea and importance of 
field training; 

(d) allocation of funds needed to support field training activities; 

(e) arrangements whereby the state designates certain areas of the country, with ap- 
propriate geographical distribution, where field training activities are to be imple- 
mented; 

(f) distributing resources for this activity so that they are not monopolized central- 
ly; 

(g) an effective team approach which is clearly demonstrated during the practical part 
of the field training; 

(h) general acceptance of the principle that the old, strictly hospital-oriented 
teaching of medical students, nurses and all categories of health personnel is 
unrealistic for the preparation of personnel in developing countries. 

1.2.2 On the international level - support to this activity could be provided through 
a national, regional and inter-regional seminars and workshops on recent trends in 
education and training of the health team; such seminars should involve and stimu- 
late young teachers from medical and public health institutions and the workshopm 
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should be designed t o  en l i s t  co-operation and produce awareness among s d o r  teachera 
of innovations i n  education and training i n  various countries; 

(b) follow-up of much seminars and workshops t o  ensure Implementation; 

(1) t o  seek out the educators who a re  proaiming enough t o  be encouraged i n  the i r  
local  capacity and stimulated t o  fur ther  expansion of e f fo r t  and innovation. In  
t h i s  respect and with due respect t o  national r igh ts  of nomination for  workshops, 
it is recommanded tha t  the senior people who repeatedly appear i n  workshops but 
do not get seriously involved i n  the implementation of new ideas, i n  sp i t e  of 
t he i r  i n f luenu ,  nhould not be m consistently selected; 

( i i )  t o  find out loca l  o r  national obstacles t o  the inplamantation of effect ive 
change in medical and public health education, and t o  t r y  t o  overcoma such 
hindrances through negotiations involving senior interuational personnel (such as 
Regional Advisers or Temporary Advisers). 

(c) The most important next s tep is tha t  national bodies should ant icipate  needs 
rather  than wait fo r  the emergence of demands o r  requests for  help and support for  
the developmant of FTA.. Interested national personnel should be stimulated. This 
i. mmperi.l&y *artant where the  tom- is attempti= t o  attend t o  its most urgent 
pr ior i t ies ,  o r  where there is a tendency t o  centralized decision maldng. The policy 
should be continued of selecting p r d s i n g  ins t i tu t ions  with interested personnel for  
regional short courses, s c i en t i f i c  workshops and seminars fo r  providing v i s i t i ng  experts. 
Such centres d g h t  be included i n  co l labora t iw studies  such an those which use research 
methods i n  f u i l y  health and comprehensive health care. 

Without support from the international level it might be d i f f i c u l t  t o  maintain the  morale 
of dedicated public h e ~ l t h  worken i n  some developing countries. I f  national support is 
insufficient,  progress i n  the development of FTAa could be aborted because of a lack of local  
oupport and recognition. 

2. SPECIFIC CRITERIA FOR SELECTING FTAs TO SUPPORT TRAINING INSTITUTIONS 

2.1 Distance from the teachina ins t i tu t ion  should be within f i f t een  t o  twenty kilometres from 
the ins t i tu t ion ,  or in tiPe less than one hour. Access roads should be passable for  regular 
vehicles. This should allow be t t e r  u t i l i za t ion  of PTA for  regular v i s i t s  and fo r  supervision. 

2.2 Size of PTA should be large enough to  a c c d a t e  a phased plan d teaching  and health 
eervices r e a r c h  extending wer f ive  t o  ten yeare. It is not vcensary  tha t  the te r ra in  
covered by ETA be extensive but tha t  the loca l i t i e s  o r  dwelling uni t s  (1Ik.e vi l lages o r  he l las  
etc.) should provide a good s t a t b t i c a l  db t r ibu t ion .  This w i l l  permit sh i f t ing  training 
a c t i v i t i e s  a t  time from one place t o  another and t h w  dil l  provide the benefit  of new 
experiencacr f o r  both the t rainees and the population. 

3. Socio-econoaic character is t ics  af the population should represent the  majority of the 
peopla i n  the region where the i m t i t u t i o n  liem. Agrarian, ra ther  than industr ia l  and lower 
and middle mocieaconoaric c l u s e s  w w l l y  provide the best local  support. 

4. b. lo~rephic  character is t ics  - ru ra l  ra ther  than urban populations seem moat appropriate 
for developtng countries because they a re  representative of the country. ThsJ aim tend t o  
naed FTA ac t iv i ty  most acutely especially where b i r t h  r a t e s  and infant  mortality a r e  still 
high. The aore s t ab l e  the papalation the be t te r  f o r  the  continuity of longitudinal research 
studias in tha FTA Jhlch u y  be extended f o r  f i ve  t o  ten  9urm. 

5. To ensure prom--orfented f i e l d  training, &I FTA sbauld be the site of on-going 
action research oa the developunt of maternal urd child he~lth/f..ily planning sadces. 
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As a minimum. careful evaluation should he done of the basic health services that are 
developed together with other sectoral activities. 

6. Physical facilities for rendering good service as well as for housing trainees for 
resident programmes should be reasonablv good. If workinp, arrangements and the hostel 
facilities for the residence of trainees are in sharp contrast to their rejiular life 
experience, this could reflect on the whole ~roup's attitude. Not only would prodtsctivity 
be affected but major inconveniences might produce antagonism tnwards service in rural areas 
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SUPPORT TO AND UTILIZATION OF FIELD TRAINING AREAS 
WITHIN A COUNTRY 

(and as an inter-country facility) 

DR CARL E. TAYLOI? 
WHO CrnSuLTANT 

Profensor and Chairman, Department of International Health, The John B o p W  
University School of Bygiane and Public Health, hltimre, Naryland, USA. 



Support to and Utilization of Field Training ~ r e a ;  
Within a Country 

(and as an inter-country fac i l i ty)  

Since WHO started its worldwide ac t iv i t ies  one of its main continuing 
objectives has been t o  promote a D ~ S S ~ V ~ '  reorientation in medical education 
emphasizing the transition t o  preventive and gocia1 ledicine and t o  
community medicine. This new orientation must be based on comrmnity-side 
teaching which requires a s  great an internal revolution i n  mettlcal education 
as Osler's introduction of bedside teaching. The f i e l d  training area then 
should become equivalent t o  the teachlng hospital with its teaching wards 
and laboratories. 

Perhaps the earl lest  such effort  was'by one of-my personal Gurus, 
John Grarlt, who started a f i e ld  traldd area, i n  codp@ation with James 
Yeh, fm medical students frcbn Peklng Union Medical ~01lege.l In 199 ,  he 
wrote We 'fo~lowlng:  he solutiofi of t h i s  l a t t e r  piwbqeh (tratning centers) 
iridicates an important respobsibility of the Pe- Wiim Medical College 
that  a laces it as the apex of a medical System wtilch reaches down and 
actually proVldes an eff icient  health protection f o r  the village inhabitant 
within the limitations of h is  present backward economic conditions. however. 
§iich a vefi lcal  meclical bystem cannot stand by itself unless it is integrated 
with other ver t ica l  social ac t iv i t ies  i n  a joint hofizontal attack upon the 
problem of %octal mconstruction."2 Then i n  l 9 V  afte,r he moved to Calcutta 
ant3 established the Singur f i e ld  trainihg area for  the AH-India Inst i tute 
of Hygiene and Public Heal* J ~ h n  G r ~ t  made the following oanment. " ~ o c i a l  
background and its relation t o  public health &i& dis-s constitutes no part 
of medical education as yet, although it is now obvious that'it should, as  
much as bacteriology or surgem. Perusal of Me,dicta i n  the past two decades. 
emanating from suoh organizations a s  the General Medi-cal Council of Great 
EWitaIn or the easeelatdon of Amtri~w Nedica W l e g ~ g  reveals that  the maJor 
r e c a r m e ~ $ l o n  is the n e ~ e s s i t y  t o  Pncorpo~ek ii..ths weal cufiiculum the 
preventive and public health aspect@ of medi,cal hmcladge. So f a r  the n a u l t s  
of Chaae reconpendations an -$pal na%,only bet-e of the vested interests  
of the oldeeestablished subjects but 4moauee the zwwnmendatiana have almost 
entirely ignored suggastiona reg- the apecific manures neoessary fo r  their  
implsmentatlon. lW,s fa i lure  it$ due to  the absence ~f social experience on the 
p& of tha present 'elder statesmen' of medical &cation who have reached 
thatr pre-t seniqr p o d t i o m  without opportqnltg fo r  personal experience i n  
W&aking the principle they a e  recomuending, althaugh they OM now see its 
importanoe. However, t h i s  failure seems hexplloable i n  the light of the 
pmsaription by the sune body of adequate self-participative facilitiefb fo r  
~ ~ t l u ~ t i t J n  i n  the pre-clinical and cl inical  branches of medicine. In fact. 
today acoeptance has virtual ly k e n  reached i n  regard to acceptable standards 
for such Psoilitles. However, educators have not get ~enognised that  &equate 
faci3i t ias  for  training i n  pitblie health t o  e i ther  the undergraduate or 
gradua* student caq be a ~ m d  only on ,the srms pr imip le  aa that alread,y 
followed up i n  pre-clinical and cl in ica l  inatmqtipn through the provision of 
opportunity for  self-partiaipative instruction i n  commuLity f ie lds  under the 
0cmtrlp1 p f  temwng i n a t i ~ 4 i o x ~ .  '!3 

Brpaience ainoe h a t  t i m e  shorn the Pepeat& fiecesaity for  relearning the 
same leqsona. The m e j o r  difference %ha% I see $s that  we have moved from the 
rare and Isalated projects where vlkion& irmov&tOm were l i k e  "prophets crying 
i n  the wtlderness" to a pro&essi've and wide-apread m a s s  menrement. When I 
st&& &he first medical cullegr f i e ld  training area on the M a n  mboontinent 
i n  1952, I th@ht it takg at. lea& 50 wars to  get general implementation. 
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It was,  however, an idea whose time had come and by 1956 a t  the First  A l l -  
India Congress on Medical Education it became a national policy that  every 
meaical college should have a f i e ld  training area. The progress has been 
soniawhat errat ic  but, with strong central government and international agency 
backin&, more than half of the hundred medical colleges i n  M i a  now have sane 
sort  of f ie ld  training area. Their main purpose is ?;o provide for a rural  
internship program. 

Similarly, when I helped t o  organize the CENPO Lbnference on the Teaching 
of Preventive Medicine a t  Shlraz i n  1961,s I visited most of the middle 
eastern medical colleges and found almost no involvement i n  f i e ld  training. 
The developments sinoe that  time have been spotty but i n  general encouraging 
as is shown by a rev5 of the situation i n  Turkey which was carried out l a s t  r year by Rahmi Dirican as a follow-up t o  our ear l ier  and more detailed 
studies.'l In some countries a c r i t i ca l  mass of emphasis on rural training 
has been reached that  should provide for  self-sustaining growth. A m d o r  
weakness is still t o  recmi t  and t ra in  teachers because there seem t o  be few 
new faoulties coming along t o  replace the  pioneers i n  t h i s  field. 
Throughout these years a major stiaulus t o  progress has been provided by 
WHO meetings, consultations and seminars. 

The sections which follow deal with specific aspects of caaumulity-side 
training which need particular attention. 

A. Building a Data Base fo r  Field Training Areas 

Without data comnunity-side teaching is purely an art and not a soience. 
Just as  the good cl inical  educator bases mch of h is  formal teacklng on 
quantitative data about patients, the coamunity teacher needs data i n  order 
to ccmmmicate an understanding of what is real ly going on i n  the aomaunity. 
We cannot wait for  the developnent of intui t ive Judgment from experience i f  
either the cl inical  or the comnunity health approach is t o  become t ru ly  
scientific. Epidemiological information relating t o  health status is equivalent 
t o  bacteriological and biochemical findings i n  individuals. Simple measures of 
temperature, pulse and respirations give a general indication of the health status 
of the individual patient and similarly v i t a l  rates relating t o  births, deaths 
and morbidity provide continuing simple indications of the health of the 
comrmnity patient. 

A serious diff iculty is the need t o  be selective in  data collection and 
t o  separate those items which should be routinely gathered fran those which 
should be limited t o  special studies. A broad data base wil l  permit easy access 
fo r  survey purposes by providing a s t a t i s t i c a l  base so that  appropriate 
sampling frames can be readily drawn. 

One of the maJor objectives of a f i e ld  practice area should be t o  serve 
as a place where health services research can be undertaken on innovative 
approaches t o  the developnent and improvement of rural health programs. 
In  our emphasis on the teaahing aspects of f i e ld  training areas we often 
ignore the equally important potential for  research. In order t o  get cl inical  
and laboratory oriented educators involved i n  the f i e ld  training area. perhaps 
the most successful motivating force is t o  provide them with convenient 
opportunities for  research. Everyone agrees tha t  medical colleges should do 
research relevant t o  the needs of the populations they serve and it has become 
evident that  there is no way of doing this which is as d i rec t  and effective as 
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basing fleld research in a comnunity study. The data system for the field 
training area should be organized so as to be conducive to research efforts 
without being trapped into becoming totally subservient to them. Even more 
dangerous is the common practice of trying to continue data gathering which 
has been started as part of research but which is far too sophisticated for 
routine activities. 

A well-known weakness of statistical systems is that they collect so 
much Junk. Tradition and hablt, along with borrowed forms, maintain a 
flow of irrelevant and redundant numbers which make it difficult to sort out 
truly meaningful data. To start with, the burden of excessive form-filling 
may cause outright fabrication or, at the best, rushed estimation in the 
peripheral units where the data start. Excessive flow through the information 
system means that, not only are the data not trusted, but they are not even 
looked at. Good planning requires early attention to eliminate from the 
infonation system all items not related to defined objectives and functional 
use. 

For the field practice area, data needs customarily start with 
demographic information. The basic unit of health care information is 
obviously the number of people to be served and their distribution. Because 
of the rapid rate of population growth in most developing countries, it is 
particularly essential to have as accurate population projections as possible. 

A second category of infonnation is epidemiological, specifically 
infonnation on the frequency and distribution of major health problems. In 
developing countries, this is often very spotty. Because of the chronic 
difficulty of getting accurate continuing reporting of mortality and morbidity 
information, an imnediate need is often times to start by organizing some sort 
of sample survey. Certainly the selectivity inherent in hospital or other 
institutional reports of disease makes them only minimally useful for 
epidemiological information and this enhances the value of data collected 
at conmunity level. 

In many places the most serious deficiencies of infonnation systems 
are in economic data. Most health people have little idea of what sort of 
infonnation might be useful for economic analysis. The simplest type of 
information is usually accurate cost accounting of specific health 
activities. Many of the measurements of items uhlch would be useful in 
economic analysis, especially of the coat-benefit type, have still to be 
developed so that methodological research is needed. 

Another category of information which should be specially developed 
for educational purposes concerns the utilization of facilities and the 
functional patterns of work of various types of personnel. A recent 
international study shows remarkable unifomity in utilization of phyaiciana 
but not other parmne ers of health care in twelve localities under dlssimllar 
health care systems.' The most dramatic short ten. improvements in health 
care delivery can be made by incre~lng efficiency of utilization. This 
requires careful attention to the prooeas of setting work stcoduda and 
pcrfonnance budgeting. Without an adequate data system, such rationalization 
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of tne services is obviously impossible. A related type of information is 
basic admlnistratlve data on the availability and future prolectlons of both 
manpower and facility resources. Data requirements for lrnprovlnp services fall 
into two categories. First are tbe initla1 or periodic sLrveys used to 
identify gaps, potentla1 program ~nterrelations, or causal linnages relatinp 
to motivations, practice, etc. Second is the more limited administrative 
infonnat~on collected routinely to malntaln quality control and evaluation of 
continuing services, with emphasis on the number and distribution of those 
serviced, where, by whom, for what, and with beginnlyy lnfonnation on public 
satisfaction and outcome. 

An unfortunate feature of most efforts to irrprove data systems is that 
they often just add new items without cutting existing data flows. Information 
systems need a mechanism for killing forms to compensate for hyperfertile 
production of new forms. Records and forms seem to develop llves of their own, 
with no one being willing to klll a form. The longer a fonn has persisted, the 
greater this protectionism becomes as administrators begln to feel that surely 
30 years of files must be useful to someone. Many forms are now being used 
that originated from research interests. While it may be reasonable at early 
stages in program development to use some reszarch oriented data gathering, 
a continuing danger 1s that research data should not get bullt too deeply into 
routine forms. 

8. Coordination of Field Training with Intramural Training 

Medical specialities are generally defined either accordlne; to the group 
of people they serve or by the type of activity and skills which occupy the 
professionals' time. Community medicine can be separately identified on both 
scales. 

The patient In community medicine is obviously the community. The 
community is composed of individuals just as a forest is composed of trees 
but it has its own special characteristics. A woman is either pregnant or 
not pregnant but most comnitles are always about 3 percent pregnant. Similarly 
the illnesses of comnitles must be studied within their ecological setting. 
The gestalt of the whole community brings an understanding that is quite 
different from seeing separate individuals as patients. Concern for the 
individual need not be lost in the process but each person is seen in relation 
to the group. Health care becomes more than a mere manipulation of the inner 
functions of individuals and focusses much more on the conditions which surround 
him. The fundamental and preventable causes of illness are usually community 
determinants. 

To apply c o m i t y  health care a doctor needs special knowledge, skills 
and attitudes. Traditional medical education does not provide this 
understanding and practice. It is unreasonable to expect even a mature 
physician after many gears of practice to pick up these spontaneously. The 
basic sciences of comrmnity medtcine continue to be largely ignored. Even 
more important there an special skills of diagnosis and health care which 
need to be developed with as much precision and care as present specialist 
training in wards and operating theaters. Most critical are a group of ethical 
standards that can now be defined, which call for basic modifications in the 
value8 and attitudes of the doctor who undertakes comrmnity responsibilities. 
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The following section gives more detail on the knowledge, skills and 
attitudes which are needed. The discussion is not intended to be inclusive. 
It is selective in the sense that an attempt is made to give priority to 
particular emphases which seem important today. 

1. Basic Sciences of Community Medicine 

One of the early and most important decisions in curriculum planning for 
cormnrnity medicine is that teaching should extend from the beginning of the. 
medical course through the internship. With the progressive maturation of 
the concept of community medicine it is even more important to restate this 
principle and to clearly define what it means. The basic sciences of 
comunity medicine must be built into the preolinical curriculum along with 
the basic sciences of clinical medicine. The relative emphasis on the following 
specific disciplines and their timing needs to be adjusted to local conditions. 

a. The general term covering the basic orientation that needs to be 
developed Is ecology. Although this discipline had its roots in plant and 
animal studies the present need is to make it truly relevant to understanding 
of the human condition. As the study of the relations between man and h$s 
environment it provides a good base for the rest of m a i n e .  

b. Equally fundamental are the group of disciplines usually included in 
the social and behavioral sciences. Selective and relevat contributions to 
understanding the organization of man in groups and interactions between 
individuals are fundamental because other people are the dominant canponent 
of the environment of m e t  individuals. 

c. Statistics provides a quantitative base for comunity understanding 
and should make co~mnity medicine a more scientific and less intuitive 
discipline than moat kinds of medical practice. 

d. Epidemiology is the diagnostic discipline of camnurity medicine. 
It is ecology applied to health problems. It can be practiced at the level 
of the f d l y  just as effectively an with larger c o d t i e s .  Epidemiological 
inf'omation provides the basis for much of the intuitive approach of the highly 
skilled clinical disgnostician. hpectationa of when to look for particular 
combinations of health variables and their outcomes derive largely f'rcin 
ananness of probabilities In particular comnunity groupings. Certain types 
of people come down with particular conditions Md clinical ambiguities are 
often resolved best on the basis of knowing what to expect accordiag to the 
epidemiological triad of time, place and person. 

e. Demography is an incseaningly important baaic rraltmce in medical 
education. Rapid population growth appears to ba the spontaneous factor most 
directly controlling change and development in many developing countries 
today. All health variables are directly Influenced by the mmbe1-8 of people. 
The m8dIc.l profession must perceive its arm responsibility for birth rates 
in addition to its tradltioml concern with death rates. 

f. Genetics, Nutrition and Child Growth and Developtent provide understanding 
of the person. Each is controlled by varJring envirommtd determinants. 
'Ihay are north studying independently becauae they medlate the m o m  g a d  
mnilvnwntal foroes. 
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C. Applied Sciences of Comnunity Medicine 

On a foundation of understanding the disciplines of comnity ~edicine 
it is necessary in the clinical years to develop a broad understanding of 
comnity forces and appropriate skills through practice. 11uch of this 
understanding and many of these comrmnity skills should be applied routinely 
in clinical practice. To properly care for people the doctor should incorporate 
social and preventive measures in individual patient care. He must, however, 
also learn to deal with the community as a whole because a group approach is 
often most efficient, economical and humane. In looking for solutions he must 
balance approaches directed to the individual, the family and the community. 

1. Administration of health care has grown rapidly in importance. Partly 
as a result of demographic change and the increasing complexity of society 
there is a general insistence on better organization. In fact in some countries 
health care now ranks as the fourth largest industry in its requirements for 
manpower and money. As people insist on better organization doctors must either 
take leadership or find themselves controlled by administrators and politicians. 
Of particular interest is the great growth of administrative research exploring 
areas that were previctusly left to ad hoc and intuitive decisions. Not 
only must medical colleges begin to provide opportunities for doctors to learn 
health administration but they must also take leadership in research in health 
systems. 

2. The doctor is the leader of the health team. No other aspect of 
medical education has been so much left to chance as preparing the doctor 
to work with health colleagues. In a health center he may be responsible 
for 40 co-workers and the number grows every year. Thls change is even 
more dramatic than the parallel movements in hospitals for more and more 
responsibilities to be carried by auxiliaries - a change that is forced by 
the increasing technocracy of medicine. To be a team leader requires a 
drastic change from outdated concepts of solo-practice. Learning the new 
role requires a chance to practice in a field setting where the young doctor 
begins to understand that there are many tasks, including clinical functions 
of medical care, whlch auxiliaries can do better than he can on a routine 
basis. He must learn to delegate down routine activities so that the 
complicated Judgment problems can be referred up. Learning to work together 
with others requires practice. 

3. Efficient referral is essential and a two-way relationship needs to be 
developed between the countunity physician and his hmalth team. He must care 
for complicated clinical cases that are referred back to him f r o m  peripheral 
members of the team as a result of screening by standardized routines. Another 
pattern of referrals is needed for sociological ard administrative problems. 
The additional prestige, authority and scientific arguments of the doctor 
might prove convincing in getting cooperation in problem families. Or he might 
have to shift from his own routine activities to handle a cotnnunity outbreak 
or chronic high prevalence of a disease that requires epidemiological study. 

4. Community control measures can now be applied on a widespread scale 
for many diseases. This is most true of the many basic preventive procedures 
that remove the causes of disease. In general these include public health 
f'unctions such as sanitation, vector control, mass education and social and 
legal measures. Every doctor should be involved in community activities 
especially those which are applied at the penonal level such as imnization 
and nutrition. 
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5. Family planning programs are here mentioned separately because of the i r  
v i t a l  role i n  building better health. Both cotmnmity and individual approaches 
must be blended. The pressure i s  bound to increase because the powlation 
problem w i l l  nat be easily solved. Some family planning experts are saying that  
one of the greatest obstacles t o  effective family planning programs is the 
medical profession. It  is the responsibility of the leadership i n  medical 
colleges t o  disprove t h i s  indictment. 

D. Besic Changes i n  Attitudes and Values 

No canbination of knowledge and s k i l l s  w i l l  by themselves be sufficient 
preparation for the practice of cunmunity medicine. Both must be supplemented 
by a changed attitude, a modified se t  of values that  goes beyond that  usually 
associated with medical ethics. 

When a doctor takes on the responsibility of caring for a community as his  
patient he has t o  change his  understanding of his primary responsibility. He 
can no longer think i n  terms of doing everything possible for  the few selected 
individuals who spontaneously come t o  h im.  He must learn t o  apply an 
appropriate scale of pr ior i t ies  t o  the choice of health problems which most 
require the balanced attention of the health team. He must also learn to 
think in terns of costfbenefit rat ios i n  judging what control measures t o  apply. 
Tkis requires a Judicious amount of apparently ruthless saying "no" by the 
doctor t o  individuals who present themselves for  sylnptomatic care of minor 
complaints which shwld normally be treated by auxiliaries. Rather than only 
treating complaints that  spontaneously flow i n  centripetally, the whole health 
team reaches out centrifugally t o  the comrmnity i n  continuing appraisal of 
relevant problems. The camunity doctor must reserve his  f ac i l i t i e s  and 
attention fo r  those health problems which he and the comrmnity select as having 
the highest priority. There wi l l  never be enough resources t o  care fo r  a l l  
health demands and rational allocation requires moral courage and much s k i l l  
in  public relations. 

The commnity doctor gets  his satisfaction less  direct ly and overtly than 
the clinician. The results  of his  efforts  are  often deferred in time. Patient 
response is not usually direct  and openly warm because prevention does not 
evoke gratitude as readily as removing pain Awn or  fear  of illness. Doctors 
must learn t o  think beyond the imnediate gratifications of c l in ica l  care t o  
a whole n& value system i n  which h i s  reward can be in the recogriltion that  
long term health improvements are slowly permeating the whole comnolity. 

Another basic a t t i tade  grotdng out of the ecological view is the 
recognition that medical care is not always the greatest need of a canmunity. 
Health benefits may be better  achieved by non-health developments. The 
doator may thpefore  promote the greatest health gains by participating in 
non-medical measures. 

E. Organization of Learning Opportunities In  Meld Training 

For many years I worked on the principle that a good progrm in a health 
center serving a m a l l  cluster  of villages was sufficient t o  provlde f i e ld  
experience fo r  medical students. This is adequate for  an orientation 
primarily in olinical  preventive medicine and famlly medicine. For commmity 
medicine, however, a larger f i e ld  practice area is necessary. 
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A fundamental philosophical point 1s whether t h i s  f i e l d  pract lce  t ra ining 
center should be limited t o  f a c i l i t i e s  and arrangements which the yomg doctor 
w i l l  have t o  work with I n  an ordinary service health center o r  whether arrangements 
should be more elaborated and designed f o r  teaching. Yg experlence leads ?le 
strongly t o  t he  conviction t h a t  there should be as  mch  difference between the 
t ra ining center and t he  ordinary service center a s  tnere is between the teachine 
hospi ta l  and the  ordinary service hospital .  We must show %he r i gh t  way of 
practicing community medicine. Then a graded experience can be provided so  t h a t  
a f t e r  having worked i n  a good t ra ining center t h e  young doctor o r  medical 
student spends some time i n  the  r e a l  l i f e  situation of a more typlcal  primary 
health center. 

A general problem i n  using f i e l d  t ra in ing  areas 1s t o  learn how t o  use the 
whole heal th  system t o  create  an environment f o r  learning. Secause of i t s  
importance it is worth r e i t e r a t i ng  t ha t  the doctor especially needs t o  learn tqe 
s k i l l s  of working with other members of the heal th  team. This can ne done only 
if he can be f i t t e d  i n to  f i e l d  s i tua t ions  where he can experlence t he  doctor ' s  
r o l e  i n  re la t ion  t o  t he  whole range of paramedical and auxiliary workers. What 
we have done i n  the  past  has been t o  t o s s  medical students i n to  a v i l l age  
environment where there  were essen t ia l ly  no services and have expected them to 
learn how t o  function on t h e i r  own. By analogy, t h i s  is  r e a l l y  l i k e  undertakiw 
hospi ta l  teaching i n  a s i tua t ion  where pat ients  have been lined up i n  beds i n  a 
large room but with no services f o r  nursing, laboratory, X-ray, d i e t  o r  any of 
t he  other  services needed i n  hospi ta l  care. Until we provide a complete range 
of services we should be cautious about using f i e l d  practice areas  f o r  any thin^: 
other than surveys or  family studies.  

A new appraisal  of heal th  team ro les  is necessary. In  t rylng t o  look a t  
these problems s c i en t i f i c a l l y  we have found ou~se lves  being constantly trapped 
by professional stereotypes. For instance, when someone says "nurse" o r  "doctor" 
we have an imnediate image spring t o  mind and assume t h a t  a nurse is a nurse and 
a doctor is a doctor. However, i n  manpawer s tudies  i n  Turkey9 and ~ i ~ e r i a "  we 
found that i n  Turkey there  a r e  about six doctors t o  every nurse, whereas i n  
Nigeria there are about s i x  nurses t o  every doctor and another s i x  equivalently 
t ra ined midwives giving a r a t i o  of twelve t o  one. Obviously, f o r  e i t he r  system 
t o  function, t he  doctors i n  Turkey perform many nurses 's  functions by supervising 
untrained hastabakici (ward helpers). I n  Nigeria, by contrast ,  nurses perform 
many t r ad i t i ona l  doctor functions by conducting solo practice i n  peripheral 
c l inics .  Depending on the  l oca l  conditions of t he  country, it is absolutely 
essent ia l ,  therefore, t o  work out  an appropriate balance of ro les  but i n  doing 
this it has been almost impossible t o  shed our i n t e l l e c tua l  stereotypes and 
reassign ro l e s  as long as we have continued t o  think primarily i n  terms of 
Jealously protected professional t i t l e s  and personnel categories. To g e t  out 
of t he  d i l e m a  of f a l l i n g  i n t o  t he  t r ad i t i ona l  r u t s  of thinklng about professional 
stereotypes we developed a new methodology of functional analysis.11 By 
thinking primarily i n  t e r n  of functions we cut  across t he  patterns of job 
d i s t r ibu t ion  from another dimeasion and then could r ea l l y  look a t  what needs 
t o  be done fi* and only then begin to  worry about who should perform those 
tasks. 

I n  our researoh a t  the  Narangwal Rural Health Research Center after 
developing t he  iunct ional  analysis methodology, we then went i n t o  the  f i e l d  
w i t h  an act ion research progrsm t o  evolve new Jobd i s t r i bu t i ons  based on the  



EM/MCH/108 
BH/DEV.FTA.MCH.FP.HP/15 
Annex XV 
page Lx 

redefined functional roles. Over a period of about four years we tried out 
various combinations and permutations of role reallocation specifically to 
integrate MCH, famlly planning and nutrition. We now have a Narangwal 
pattern that seems to work12 and have defined with more precision the routine 
which can be carried out in practice by each health team member. These 
routines are incorporated into standing orders and training manuals. As 
these are defined, they can form a while new rationalized basis for setting 
up local adaptations of educational systems based on a clear picture of what 
the various members of the health center team should do. This package of 
services is ready to be applied selectively in demonstration projects at a 
level of cost and personnel input that can be generally introduced in health 
services. 

Thc basic principle that we used in defining the family health worker's 
tasks was to say that any function that can be routinized is an appropriate 
job for these auxiliaries, while any activity that requires judgment in 
more canplex decision-making or specialized technical skills should be 
referred to professionals. Doctors have traditionally assumed that curative 
work was a specific responsibility that could be performed only by themselves. 
while preventive work could be delegated or relegated to awdliaries. Our 
experience in working out routines shows, however, that this relationship has 
to be turned upside down. 

Over 9Q% of illnesses can be cared for by what Osler called "penny in the 
slot" routines. Auxiliaries can learn the sequence that when they find one. 
two and three, then they do four. With modern broad spectrum and relatively 
safe treatments, less than 1 M  of illnesses at family level require careful 
analysis, weighing of alternatives and sophisticated diagnostic and therapeutic 
skills. This is what makes general practice boring. even though it may be 
lucrative. On the other had, preventive work may require some highly 
sophisticated decision making. A home visit to change a mother's practices 
in feeding her children requires a flexible educational approach adjusted to 
the realities of the home situation. A rational health care system is 
impossible if doctors feel they must continue to hold rigidly to the distorted 
ethical principle that they must see every patient because of some mystical 
doctor-patient relationship. Treatments given by auxiliaries must be kept 
simple and safe, but they should also be effective rather than Just palliative. 
The field training area provides opportunities for all members of the health team 
to work together while they are students and with mature practitioners 
representing all categories of personnel. 

A major reason for organizing a field training area to cover a reasonably 
large population is that it reduces the problems of "population fatigue" when 
a field center becomes saturated or averused. If work is done only in a small 
cluster of villages most families get tired bf too many aurveys and learning 
visits although s a w  will enJoy participating in the teaching. They m a y  not 
get servioes whioh properly compensate them for the bother of participating 
in teaching exercises. If the population covered is a whole health 
ahclnlstration area then the study population8 can be rotated. This also 
applies to research projects *ere great benefits can be achieved Aum comparing 
adjacent amas. The additional effort in logistics and organization is more 
than compensated for by the benefits of having a natural administrative unit 
affiliated to the educational institution. This is eepeclally t m e  because 
of complications introduced for both health administrators and educators when 
services are fragmented or shared. 
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A r r a i i n g  Team ,%pervislon 

The concept of supervision needs t o  be emphasized i n  two ways. F i r s t ,  
there  is a need t h a t  a facul ty  team be designated t o  supervise jo in t ly  thc  
work withln the  f i e l d  t ra inlng area. Secondly, there is the  ever nore 
important concept of the  need t o  demonstrate bui l t - ln  supervisory 
re la t ionships  In  the f i e l d  service programs so t h a t  the  young doctor can 
learn from prac t ica l  experience hob he himself should supervise a comnunlty 
team. 

Perhaps the most important lesso? t ba t  J learned from over 20 years of 
t rying t o  promote r h r a l  c o m n i t y  medicine i n  India i s  tha t  WP made a mistake 
a t  f i r s t  i n  turning over a l l  r espons ib l l i ty  f o r  health center t each iw t o  
departments of social  and preventive medicine. Other departments ti-en 
assumed l i t t l e  o r  no responsibll i ty.  With a cer ta ln  amount of g le r  
clinicians ridiculed the  e f fo r t s  of social  and preventive medlcine taacners 
t o  change the  orientation of students and made fun of tne whole r u r a l  
experience. Aftpr hearing derogatory comnents aoout v l l l age  service from 
c l i n i ca l  teachers who were t hem pi-unary r o l e  models, most students natural ly  
t rea ted  the whole ru r a l  experience In  a casual and deprecatory way. The 
powerful socialization process of medical education Imposes a professional 
value system t h a t  c ry s t a l l i z e s  a hierarchy of career goals i n  which a 
doctor is considered a success only ~f he works i n  sophisticated hospi ta l  
pract ice  o r  i n  lucrative private  practice. He i s  considered a f a i l u r e  i f  
he works i n  a heal th  center o r  i n  c o m n i t y  medicine. 

The most encouraging emerglng pat tern In  health care i n  many countries 
i s  t h a t  t he  best  c l inic ians ,  and I r ea l l y  mean the  best  c l lnlc ians ,  a re  
showing awareness and d i ssa t i s fac t ion  wlth the present s t a t e  of a f f a i r s  
and a re  increasingly becoming Involved i n  community work. When a professor 
of medicine or  of pediatrics is wil l lng t o  go out once a month t o  conduct a 
c l i n i c  i n  a v i l l age  community then community work automatically becomes 
respectable. It  then seems appropriate f o r  a young doctor t o  undertake such 
work especially i f  it is only f o r  a few years i n  his t o t a l  career development. 
In  addition, it is invariably t r ue  t h a t  a c l i n i c i an  who goes i n t o  this s o r t  
of a c t i v i t y  with the  proper a t t i t ude  w i l l  quickly f ind  t h a t  he himself has much 
t o  learn about t he  r e a l i t i e s  of h i s  country's heal th  problems. I f  enough 
pat ients  do not come f o r  h i s  fo r tn igh t ly  o r  monthly c l i n i c  he can prof i tably 
undertake walking tours  i n  a neighbouring v i l l age  with h i s  students t o  
follow up cases o r  j u s t  t o  v i s i t  homes. 

This emphasis on c l i n i c a l  participation i n  heal th  center teaching 
does not, however, reduce t he  need f o r  t he  par t ic ipat ion of a department 
of colmrmnity medicine.13 The most important learning experience i n  t he  
heal th  center is i n  working with the  hea l th  team. t he  heal th  center must 
therefore be well organized with the whole range of personnel working i n  
a good functional relationship.  This requires t he  exper t ise  of community 
medicine spec ia l i s t s .  Medical students, interns,  nurses and other 
professional students can par t ic ipa te  t o  l ea rn  how t o  work with all 
categories of s t a f f .  
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Special emphasis is needed on learning how t o  supervise. The primary 
consideration i n  good supervision is tha t  it should be educational and supportive 
rather than punitive. The hardest lesson f o r  professionals t o  learn is how t o  
handle any evidence that  family health workers are  trying t o  do more than they 
are trained t o  do. Regular v i s i t s  make a great difference. Family health 
workers are  more l ikely t o  keep t o  established routines i f  they are not going 
through an ego struggle i n  trying t o  prove tha t  they are be t te r  than the i r  
supervisors seem t o  think. The most important source of support is t o  be 
careful t ha t  nothing i s  said i n  front of the village people tha t  w l l l  shake 
the vi l lager 's  confidence i n  the health worker. Corrections should not be made 
i n  front  of villagers.  Instead, a l l  professionals must show respect for the 
family health worker's judgment. Peripheral workers w i l l  come t o  appreciate 
the periodic v i s i t s  of supervisors i f  a r ea l  bond is established which helps 
t o  keep them from feeling isolated. Because of the almost inevitable feeling 
of isolat ion f o r  almost anyone involved i n  rura l  work It is extremely important 
t o  have a sound program of continuing education. The practice of bringing a l l  
vi l lage workers together fo r  one day every week, or  every month, has proved t o  
be especially effective. The subcenters are closed fo r  t h i s  day and a l l  
peripheral s t a f f  come together fo r  formal seminar woI'k, t o  share experiences, t o  
t a lk  about t he i r  d i f f i cu l t i e s  and t o  col lect  supplies. These service seminars 
should be in addition t o  regular teaching exercises fo r  students. 

C. Assessment of Trainees' Field Experience 

A book is i n  press describing a five-year study t o  assess the impact of 
rura l  nternship programs i n  swen medical colleges distributed a l l  over t lndial . This was a research project tha t  devoted considerable attention t o  
developing methods of assessment. 

For the practical day-to-day assessment of t rainees i n  the i r  routine act ivi t ies .  
we t r i ed  a variety of approaches. Early i n  the program an ef for t  waa made t o  get 
We trainees t o  write a dai ly diary describing t h e i r  experiences. This diary 
was then turned i n  a t  the end of the  training program and e f fo r t s  were made t o  
evaluate its contents. The d iar ies  made fascinating reading fo r  instructors 
and often times insights were provided tha t  helped to improve the services and 
teaching. It did not, however, seem t o  be a val id means of evaluation of work 
because it mainly measured l i t e r a ry  s ty le  and journal is t ic  sk i l l .  

Many e f fo r t s  have been made t o  standardize various reporting devices. 
Perhaps the most comnon f i e l d  practice teaching device has been t o  assign one 
o r  two families t o  a t rainee fo r  detailed study over one or  two years. An 
outline is provided t o  the student of the infonnatitm t o  be gathered under 
headings tha t  are worked out i n  an orientation which is paral lel  t o  the history 
and physical examination of c l in i ca l  investigations. Some of the headings tha t  
are usually included an: demographic data including a pregnancy history; 
socio-economic information, environmental information, some at tent ion t o  
health s ta tus  of individuals; sources ~f health care and costs of care; etc. 
One approach tha t  I have used is to  require medical students t o  make 
15 minute verbal presentations t o  a c lass  i n  which they have had t o  end up 
the presentation w i t h  two lists on the board. One waa a list of health and 
related problems i n  a pr ior i ty  rank a s  viewed by family members and the 
para l le l  list was of the family's health problems as ranked by the  medioal 
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student. This provided an excellent base for active discussion about potential 
action programs for doing something about getting some congruence between the 
two lists and this led naturally into educational implications for the family 
and what the student could, in fact, accomplish during his association with the 
family. 

Similar proJect reports can be developed from community studies. Some of 
these projects as carried out in some U.S. medical schools have been extremely 
comprehensive and ambitious. They include analysis of statistical information 
derived either from available data or actual surveys plus attention to specific 
areas such as the utilization of curative and preventive services and the great 
gaps in coverage. Perhaps the most productive community surveys are ones that 
focus upon speciflc epidemiological problems. I have found that medical students 
can accomplish a great deal as part of an epidemiological team because of their 
tremendous energy and enthusiasm in projects as diverse as tracking down the 
location of fly breeding in a village (in this instance, cow dung cakes while 
drying), tuberculin and associated mycobacterial sensitivity prevalence, delivery 
practices among indigenous mldwives (including potential opportunities for 
infection in neonatal tetanus), and a fascinating study of the history of factions 
in the social structure of a village and how this influenced utilization of 
health services. It is not uncomnon to generate considerable feeling of social 
outrage as students find out what is really going on in the comwunity and 
faculty members must be prepared to channel the energy that is generated into 
constructive channels. 

Perhaps the most useful overall means of evaluat~ng student performance In 
a field training actlvity is through what we have called a "supervisor's check 
list". This provides a framework for subjective but direct opinion based on 
observation and it gives fairly reliable results. Perhaps most important is 
the fact that in order to fill out such check lists the supervisors really have 
to get to know the trainees as individuals. This discipline has a most sal~tory 
effect on their involvement in field work and removes some of the anonymity which 
is both degrading to students and a primary barrier to learning. Annex 1 gives 
an example of such a supervisor's check that was developed for rural internship 
evaluation. 

H. Assessment of Value of Field Training Areas 
The five year research project on rural internships in India referred to 

above was a total assessment of multiple aspects of the program in field training 
areas!5 It was started because there was a general disillusionment with the 
practicality of rural teaching and some feeling that such experiences were doing 
more harm than good. Students came back from their rural internships saying that 
the one thing they had learned was that they were never golng back to the villages 
again. Clinical teachers e8pecially felt that such experiences were not only a 
waste of time but that they led to the learning of bad habits. 

Perhaps the most important result of this five year research project was 
to show that even a bad rural internship does a lot of good. It was apparent 
that just exposing young doctors to rural situations provided a tremendous 
learning experience even though they did not spontaneously appreciate its value. 
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Some of the specific findings that came out of the statistical analyses were 

1. Doctors coming from a rural background expressed more preference for 
service in rural areas than those from an urban background. The young doctors 
from a rural background also rated higher in their preparation for rural work 
and they profited more from the rural training. A similar but somewhat less 
significant generalization emerged about doctors coming from the lcmer socio- 
economic groups. 

2. Among the favourable factors influencing attraction to rural service 
the most important were the challenge of a comprehensive approach to health care 
and taking independent responsibility in situations of obvious need. 

3. The most important unfavourable factors which deterred young doctors 
from choosing careers in rural service were deficiencies in professional 
working conditions with the highest priority being given to lack of drugs, 
supplies and equipment. Also ranked high were the lack of opportunities for 
augmenting professional preparation and difficulties in obtaining continuing 
education or malntainlng professional contacts and associations. 

. Among the unfavourable factors affecting personal living in rural 
areas the most important was lack of educational opportunities for the children 
and isolation from urban facilities. These proved to be more important than 
pay and housing but those considerations were also important. 

5. Interns in rural service do not recognize that a serious deterrent 
to effective health care was the problem of too heavy a curative load. 

6 .  Field experience in rural programs had a favourable influence on 
interns' general attitude towards village people and work. Apparent negative 
attitudes might actually be better interpreted as being in the direction of 
developing a realistic understanding. 

7. A marked ambivalence was found among interns ranging from a lack of 
confidence in Weir professional ability to a deslre for the challenge of 
independent responsibility. 

8. The educational objectives of the rural internship were poorly 
defined and inadequately comnunlcated to interns who reported that their 
activities during internship were, in general, less worthwhile than they had 
anticipated. 

9. Activities in the rural field experience which seemed most worthwhile 
to interns were learning to deal with. 

a. practical health problems 

b. villagers 

c. colleagues 

d. socio-economic factors in disease 

10. Interns' suggestions for improving the teaching health centre activities 
were ranked in the following order: 

a. improvement of their own living conditions 

b. improved equipment and supplies 

c. better planning and organization of the educational program 

d. More emphasis on preventive work was a need especially 
recognized by those interns most interested in rural service. 
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Summary 

I am convinced t h a t  it is wrong t o  t r a i n  young doctors f o r  sophisticated 
hospi ta l  pract ice  and then throw them Into a primary heal th  center i n  the 
traditional manner of teaching a puppy how t o  swim. The excuse Pas been given 
t h a t  ~f students learn t he  best  way of doing things they w i l l  l a t e r  he able t o  
make appropriate adaptations. This pr inciple  may be t r ue  when t he  gap between 
the teaching s i tua t ion  and eventual r e a l i t y  is not large. It breaks down 
completely when the  gap i s  a s  wide a s  t h a t  between a teaching hospi ta l  and a 
ru r a l  o r  urban slum health center. It 1s wrong morally and educationally t o  
subject a young doctor t o  the  trauma of t rying t o  make thls aajustment on h i s  
own. The problems of learning how t o  l i v e  and work i n  villages o r  urban s1ur;s 
a re  so  d i f f i c u l t  and important tha t  we need our best  minds t o  work the71 out 
and it is the professors who should be i n  the  vanguard of e f f o r t s  t o  Improve 
the heal th  of the  poor. 
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ANNEX XVI 

FIELD TRAINING AREAREAS 

THE REPORT OF THE EGYPTIAN G R ~  

1. Objectives: 

1.1 Broad objective: To contribute to health promotion and health care of the community 
through the preparation of better quality health personnel, oriented to local health 
problems and capable of fitting into a health team to provide total prwentive curative 
health services to the comunity. 

1.2 Specific oblectives 

1.2.1 Educational objectives 

(a) To expose medical students, nurses and students in other health sciences to all aspects 
of health and disease in the community in order to identify the main health problems, their 
ecology and possible solutions; to gain ability in c-nity diagnosis and an epidemio- 
logical approach; and to observe the interactions between man and his socio-cultural and 
physical environment. 

(b) To cone into contact with people in their natural setting, understand their culture, 
feel their needs and demands and learn hcw to communicate with them. 

( c )  To motivate students to have the interest and enthusiasm to serve the community and 
to develop a community perspective rather than an individual approach. 

(d) To realize the importance of health education and how to impart it in order to achieve 
positive results. 

(e) To appreciate the value of statistics and to learn proper methods for data collection. 
record-keeping and their uses. 

(f) To learn about the administrative setting of the health care services, system8 of 
referral and related services in the community. 

(g) To practise total health care including: primary prevention, early diagnosis, primary 
medical care and continuing follow-up of care throughout life. 

(h) To understand the factors affecting utilization of available services. 

(1) To gain knowledge, favourable attitudes and appropriate skills in the fields of family 
planning, maternal care, child health, including growth and development, nutrition, im- 
munization, health education, corrrmon health problem and how to deal vith them. 

h s  N.A. Abu el Soud - Member 
Dr M.I. Osman - Moderator 
Dr (Mrs) L.M. Kame1 - Member (Rapporteur) 
Dr M. Hoshtaghi - Observer (from Iran) 
Dr N.H. Fisek - WHO Resource Person. 
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1.2.2 Research objectives 

(a) To collect relevant data regarding demographic and social characteristics, morbidity 
and mortality statistics and epidemiological research. These data can also serve for teach- 
ing purposes. 

(b) To provide teachers and students with convenient opportunities for community-based 
research. 

(c) To use FTAa as a field for health service research to demonstrate better methods of 
delivering total health care efficiently within available resources. 

1.2.3 Service oblectives 

(a) To provide a link between faculty members of clinical and community health departments. 

(b) To improve the efficiency of available services in order to meet the needs of the 
people and by so doing to give an example to the relevant authorities of how to promote the 
quality of the services. 

(c) To fill the gap between the community and the health centre by reaching out to homes in 
family visits. 

2. Criteria 

2.1 The population and health facilities in the area should be large enough to demonstrate 
to students the various aspects of health problems, within such an organizational structure 
that each student has the opportunity to participate in all health activities. 

2.2 It should be close to the teaching institution and easily accessible to everybody 
participating in field training. 

2.3 The main emphasis should be on rural areas, but this should not exclude the possibility 
of using urban centres as additional places for field training. Rural areas have the 
advantage of giving an opportunity to students to observe the community as a whole; in 
addition, rural people are usually those who need services most. 

2.4 FTAs should represent as much as possible the different socio-economic and cultural 
groups in the country. If the area does not represent all the occupational groups, separate 
visits to the missing groups can be arranged. 

2.5 FTAa should be run collaboratively by teaching faculties and health departments. H o r  
ever, the training institution should have the right to control the quality of the service 
as applied to the training of students. 

2.6 Overcrowded and poorly staffed health centres are not appropriate for training students. 
Therefore, supplementation of staff, equippent and facilities should be such that the routine 
work and the training activities can both be achieved. The staff should also be specially 
selected and trained to carry out their functions properly. 

3. Collection of statistical data 

3.1 Birth, death and service statistics should be collected routinely by the health centre. 
Quality control of these data should be carried out. 

3.2 Considering the importance of causes of death in planning and evaluating health activi- 
ties, special emphasis should be laid on the accurate reporting of cauaes of death. 
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3.3 Special sampling surveys should be oarried out to co~lect data on morbidity and other 
health problems. Cross-sectional and longitudinal surveys are needed for MCH, FP, KAP,etc. 

3.4 Students should participate in the above-mentioned activities not only for training but 
also to improve the quality of data and to contribute to the knowledge of the status of 
community health and local problems. Their participation in sample surveys is important 
in teaching them the methodology of epidemiological studies. 

4. Organization 

4.1 Both observation and responsible participation by etudentsarenecessary in FTAs. Students 
should start by observations during their early years of education and gradually participate 
in actual activities during clerkship periods. Responsible participation under supervision 
should start at the level of internship. 

4.2 Students can be involved in the health team approach by actual participation in field 
activities with all the staff of. the health Centre. 

4.3 A prerequisite is to have a well-prepared and trained health officer and staff at the 
health centre to assist students to learn and to gain experience. Continuous education 
of the staff of the health centre should. aldo biz carried out. 

4.4 To ensure the validity of the FTAa in students' education, the following methods of 
assessment may be taken into consideration: attitude tests before and after training periods 
observations of the performance of students in the field by the local staff and teachers; 
and evaluation of the reports written and the epidemiological studies carried out by the 
students. 

5. Prerequieites to set up FTAa 

A favourable attitude of teachers is perhaps the w s t  essential prerequhtte. The 
following prerequisites are also essential. 

5.1 A sound contractual relationship between the university and the Ministry. 

5.2 Good relations and co-operation between faculty members and the staff of the health 
centre. 

5.3 The availability of facilities for standard medical care, teaching and research purposes. 

5.4 The availability of transport at the FTA and between the school and FTA. 

5.5 Proper funding and staffing of the health centres in the FTA. 

5.6 Appropriate a c c d a t i o n  for trainees in the rural areas. 

5.7 Intereat of the staff of the health centre in teaching the students. 

6. The main challen~es in implementing E T h  

6.1 Competition between different agencies is one of the difflcultle. encountered in setting 
up and running F T h  properly. 

6.2 Shortageeof funding, persoanel and fscilitiea always are bottlcnccka in auccessful 
implementation of field training prograumes. 

6.3 A major problem is that the medical p~ofession is not ready to accept the idea of 
collaborsting with and transferring some of their clinical responsibility to auxiliary health 
personnel. 
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7. Field t ra in ing  areas:suggested programme fo r   gypt ti an medical schools and schools of 
health sciences 

7.1 Background information 

7.1.1 Present system of education 

(a) Medical school education 

After completing a preparatory year i n  the  facul ty  of science students s t a r t  t he i r  
pre-clinical  education. 

Pre-clinical  education 

- 1st and 2nd years: Anatomy. Physiology, Biochemistry and Histology. 

- 3rd year: Parasitology, Bacteriology, Pharmacology and Pathology. 

Cl inical  education 

4th and 5 th  years: Rotation in the  various c l i n i c a l  departments. A t  t h i s  time they 
a l so  have t he i r  courses i n  preventive medicine and forensic medicine. 

Internship 

One year of internship i n  which the  graduate has t o  r o t a t e  among d i f fe ren t  c l$nical  
departments 

(b) Nursing education 

- High I n s t i t u t e  of Nursing 

After completion of high school (twelve  ears' education) four years of l ec tu res  
and c l i n i c a l  work a r e  given. During the  four th  year, they receive t ra ining i n  
public health. 

- Technical nursing i n s t i t u t e  

Two years of nursing education a f t e r  the  high school 

- Technical nursing high school 

Three years of education a f t e r  preparatory school (nine years' education). They 
a r e  given courses of public heal th  during these study periods. 

- School heal th  v i s i t o r s  

Three years' education a f t e r  preparatory school prepares them t o  work a s  school 
health nurses. 

- Assistant midwife school 

One and half year's education a f t e r  preparatory school. 

- Health I n s t i t u t e  

To prepare laboratory technicians, sanitarians, e tc .  
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7.1.2 The health services available in Egypt 

(a) Urban services include polyclinics, general hospitals, chest disease dispensaries and 
hospitals, other specialized hospitals, school health units and MCH centres. 

(b) Rural health services: there are 2 190 rural health centres and units, i.e. 1 = 10 000 
rural population. Each unit is responsible for curative treatment, endemic disease control, 
MCH, family planning, school health, supervision of environmental sanitation, record keeping 
and other functions of health services, such as vaccination, surveillance of contacts, 
observation of pilgriw,comunicable disease control, etc. In other words, the health unit 
is practically responsible for comprehensive health care of the conmunity. The staff serving 
in these units is composed of a physician, a nurse, assistant midwives, sanitarian, and/or 
health inspector, and/or clerk, laboratory assistant and workers. 

7.2 The suggested programe for medical students 

The teaching of the basic sciences for coununity medicine such as statistics, social 
sciences for medicine, public health and epidemialogy should start from the first through 
the fourth year of medical education. Between the first and second years of medical edu- 
cation, student. should be taken to the FTAm in the rural health centres during the sumner 
vacation. Camping in the FTA is preferable because of the large numbers of students. At 
this ~tage of development, they can observe the work of the health centre as a vhole with 
special reference to health education, data collection, vaccination, etc. One week of 
training is a muitable period. Between the third and fourth years, students should also 
participate in activities of FTAs with somewhat more responsibility compatible with their 
kmnledge and experience. TWO weeks of residence in the FTA would be helpful. During 
the fourth year of medical education, field training. visits and preferably accommodation 
for residence in field training areas for seven to fifteen days should be made an important 
part of their prograamre in public health. 

Internshie: At least one month of the oncyear internship should be spent completely 
in health centres organized and run on standards conforming with the above-mentioned criteria. 
About six or seven interns can be attached to a health centre. During this month of practice, 
the intern should be assigned to the different functions of a medical officer in rotation. 
Supervision by the health officer and staff members of the centre should be supplemented by 
the faculty. 

7.3 The suggested programme for students of health science 

More eaphasts should be laid on the teaching of community health in the curricula of dif- 
ferent schools of health sciences. During the final year of their education they should 
spend one month in FTAs. During their stay in the field, collaboration between the various 
health professions should be emphasized. 
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FIELD TRAINING AREAS 
THE REPORT OF m~ IPANIAN  GROUP^ 

To provide an opportunity fo r  the learner t o  gain knowledge, understanding.and s k i l l  
to  render community services i n  relat ion t o  the w e c i f i c  health n d s  of the camnunity. 
Since the population of Iran i n  mainly rura l  and semi-urban, the FTA should represent these 
areas. 

These objectives can be further ~$uWividad as follovs: 

1. Problema related t o  HCH. 
2. Problems related t o  f e r t i l i t y  end ro r t a l i t y .  
3. Community resources. 
4. Various administrative systems of health services. 
5 .  Prevalent direaser among mothers gpd infant*. 
6. Factors (eocio-economic, a t t i tudinal ,  logistic) 
affecting the  u t i l iza t ion  of MCR and FP aerpices. 

I1 Attitude 

A. To develop: 

1. Interest  i n  the importance of family h W t h .  
2. Interest  i n  the preventive aspects rathat  t h  the curative mpects of 
diseasea. 
3. Awareness of the importance of f d l y  s tructure and its relat ion t o  MCH practice. 
4. Humanitarian atti tude6 i n  regard t o  w t h a r r  and children. 

A. TO darelop ~ ~ 1 1 s  in: 

1. Delivering proper care t o  motherr during pregnancy, labour, delivery, and post- 
partum periodm. 
2, Mninistering different  mthoda of PP progt.rrcs m d  procedures. 
3. Mminis ta ing  appropriate o o ~ r u r g i c a l  care for  children from bi r th  through school 
age. 

I V  Research obiactive 

The PTA ahould provide an oppOrtunicy i o r  the perforunce of operr t iolul  end epidemio- 
logical research by student6 and faculty. 

b G.A. Le ihbrd i  - Member Dr B. Wan1 - Observer 
Dr H. - Monber Mrs PI Ukln - Obaerver 
D r  W e )  B.D. M~Y - M r  (Moderatar) #rr M. flli - Observer 
Bliss A. Etahi - W a r  (hpporteur) * H-A* Boluehp - WHO Resource Person 
D r  R. Agh.ie - Observer br Carl L. Taylor - WO ~ o u r c e  person 

h e m e  objectives are for  the f i e ld  traln%q+ of a11 medical and par-dical etudenls, but 
the term medical studenta was wed throughout f o r  cawrmf.ace. 
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V Service obiective 

The FTA should meet the needs of the comaunity for HCH and FP. 

CRITERIA FOR FTA 

(a) Size 

The FTA should be located in an area serving at least 10 - 30 thousand people. 
(b) Distance 

Approximately one hour's travelling time from the training institution. 

(c) Representativeness 

The FTA should embrace a population that is socio-economically and ethnically repre- 
sentative. 

(d) Existing Health Centres should be utilized for the FTA. If necessary further equip- 
ment and staffing can be supplemented. 

(e) Data Requirements 

1. Sample verification of the existing data relating to births, deaths, morbidity, etc., 
by medical students is desirable. 

2. Students should be encouraged to take a census of a small community and identify and 
study the percentage of mothers in the reproductive age group and children in the school age 
group. 

3. If time allows, the infant mortality rate in the preceding year can be studied. 

(f) Organization and sequence of Activities 

1. Students should be required to deliver care to mothers and children actively and be 
directly engaged in prescribing FP advice to clients. 

2 .  Job descriptions of every member of the health team should be clarified. 

3. Students should be assigned as a member of a team with specific functions clearly inter- 
related with the functions of the other members. 

4. The learner should be encouraged to accept referrals from the lowest level (Khane Behdasht) 
and to attempt to solve these problems in collaboration with other team members and then to 
refer complicated cases to district hospitals. The student should be encouraged to learn 
about various lwels of health care and their deployment. 

5. The student can be required to evaluate his awn functional learning in relation to his 
own and the faculty's educational objectives.. 

(g) Prerequisites and policies 

1. The first need is to change national policy, so that each student is required to have 
some field orientation. Medical school teechers in turn will have to be oriented through 
workshops and the establishment of institutional policy by the curriculum committee and other 
institutional authorities. 
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2. The PTA program should start early in the educational progranme and should make use 
of students' humanitarian attitudes and motivation at that stage. 

3. In selection of students, priority should be given to those from rural areas. Selection 
methods, such as careful interviewing for motivation and geographical quotas, should be con- 
sidered in addition to grades. 

4. Students should be obliged to return to work in their own community for a specified 
period after graduation. 

5.  In addition to faculty mepbers, experienced field personnel should be used for teaching 
and supervision and should be appropriately recognized. 

6. Attempts should be made to recruit residents for training in community health. 

(h) b F T A  should be included in the network of the health system to introduce innovations 
in servicu. 

(1) Facilities in the PTA should be replicable throughout the nation for future deployment. 

(j) Adequate transportation should be available. 

1. Scientific skills should be developed to cope with the preventable diseaees and these 
should include methods of surveillance. For example, Behvarz should spend their time in 
antenatal and post-natal care of mothers and should leave the normel deliveries to traditional 
nidwives, so thattheir timeis most effectively used. A surveillance system for high risk 
cases should be set up to ensure referral. 

2. The final evaluation of students should be based on skills and attitudes rather than 
just on theoretical knowledge. This should encourage students to put more emphasis on 
practice rather than theory. 

3. Cowmity members should be involved in decision-making in order to gain their accept- 
ance and assistance. 

4. To avoid oversaturation, the number and size of the PTA's ahould be expanded in pro- 
portion to the number of learners. 

5. To make field training stimulating and enjoyable the learner must be successful in the 
programaa and see the benaficial results of his work. 
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INTRODUCTION 

About 70 per cent of the  t o t a l  population of Pakistan res ides  i n  r u r a l  areas  vhich have 
l i t t l e  o r  no coverage of medical and heal th  care  f o r  t he  following reasons- 

1. Although there  is wide recognition t ha t  i t  is desi rable  t o  meet the  f e l t  needs of r u r a l  
people i n  a reasonable manner, no medical doctor who is trained i n  urban medical i n s t i t u t i ons  
seems t o  serve i n  a ru r a l  conmnmity. 

2. The medical undergraduate throughwt h i e  t ra in ing  is not exposed t o  l i f e  i n  r u r a l  areas.  
Therefore he/she is not famil iar  with the  health and disease pat terns  i n  r u r a l  communities. 

3. The students while under t ra in ing  get used t o  sophisticated equipment and such diagnostic 
f a c i l i t i e s  a s  modern laboratory equipment, X -rays, KEG, ECG, etc .  e tc .  which they do not 
expect t o  f ind i n  r u r a l  areas. 

4. &dicines prescribed by t h e i r  teachem during t h e i r  t ra ining are eophisficated ones which 
they w i l l  not be able t o  prescribe and provide f n  heal th  centres.  

5. Students a r e  not  provided with su i t ab l e  r e s i den t i a l  accorrmodation where they can peace- 
f u l l y  spend t h e i r  time a f t e r  duty hours. 

6. There is a lack of educational f a c i l i t i e s  f o r  the  chi ldren of s t a f f  meabers of the  
health centres. 

7. The s t a f f  of health centres  and dispensaries a r e  not  compensated i n  accordance with t he i r  
counterparts in urban areas,  and t h e  a t t r a c t i on  of p r iva te  pract ice  is much greater  i n  urban 
area8 than i n  r u r a l  areas. 

Ob j ec  t i ve s  

h a r i n g  in mind t he  above f e l t  needs agd the  t ra in ing  pat terns  of the  heal th  personnel 
the  following objectives a r e  considered helpful: 

I LEARNING OBJECTIVES 

(a) Knowledge 

( I )  To create am understanding i n  t he  students of the  whole c-unity and its problems. 

( i i )  To create  an awareness i n  the  student of the  r o l e  of a family un i t  in the colllmmity. 

( i i i )To provide knowledge of preventive medicine t o  students. 

'Dr N.H.A. Khan - Moderator 
Dr S. Ban0 &ha - Member 
Dr S h a d n  Q u n s h i  - Member (Rapporteur) 
Dr M.A. h a r i  - WO Resource Person 
Dr Carl E. Taylor - WllO Resource hrs'm 
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(b) Atti tudes of a l l  members of the  health team 

( i )  To create  concern i n  students fo r  t he  family a s  a uni t  and the community as  a whole ra ther  
than continuing; t o  have exclusive concern fo r  individuals. 

( i i )  To bring about change i n  the  a t t i t u d e  of f i e l d  workers by developing respect for  the i r  
co-workers, avoiding personal jealousies amongst team members, and by changing s t a t u s  
consciousness. 

(c) Sk i l l s  

1. ( i )  To equip students with such s k i l l s  a s  w i l l  enablethem t o  make community diagnoses. 

( i i )  To understand community organization t o  implement health measures. 

2. To develop the s k i l l s  f o r  e f fec t ive  team work, i n c l u d t g :  

( i )  a special  rea l iza t ion  of the  r o l e  of other  members of the team within the specifled 
job description. 

( i i )  a sense of responsibi l i ty  of each member of the  team fo r  h i s  asn job. 

( i i i )  The a b i l i t y  t o  maintain smooth functioning of inter-personnel re la t iomhips  a s  
necessary. 

I1 FACULTY OBJECTIVES 

(a) To provide a mechanism fo r  teacher or ientat ion fo r  conmnmity health. 

(b) To enable the teachers t o  use the  resources of Field Training Areas fo r  research purposes 
e.g. 

($1 Epidemiological research. 
( i i )  Other spec i f ic  research; nu t r i t ion ,  chi ld  care and growth, family planning, etc.  

( i i i )  Operations research. 

111 COMMUNITY OBJECTIVES 

( i )  To promote act ive par t ic ipat ion of the  loca l  community i n  FTA health programmes. 

( i i )  To collaborate i n  order t o  obtain ce r t a in  p r ac t i c a l  health benef i ts  i n  accordance 
with the f e l t  needs of the  community by defining p r io r i t i e s .  

I V  HEALTH DEPARTMmT OBSECTIVES 

1. To undertake s tudies  of the  ex is t ing  heal th  services,  with a view t o  define deficiencies 
and gaps so  as t o  plan and bring about imprwements. 

2. To undertake epidemiological surveys t o  define the  freqaency an.? dis t r ibu t ion  of common 
major heal th  problems. 

Cr i te r ia  

Size of the population and area of FTA 

- Based on past  experiencesof comaunity services  through r u r a l  heal th  subcentres, it is 
proposed tha t  an FTA ca t e r  t o  the need8 of 40 - 60 000 population. The Government of 
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Pakistan has modified its plans fo r  r u r a l  health programmmsince i t  could not met the  
requests of t h i s  s i z e  of community i n  an area of eight t o  ten sq. m i l e s .  The PTA should 
be ten  t o  f i f t e en  miles from the t ra ining i n s t i t u t i ons  on the main road t o  overcome transport  
problems. 

- It should serve a ru r a l  population engaged i n  agriculture.  

- It should have a per cap i ta  income of about R s  571 per mum. 

The service  is t o  be given co-operatively by the  hvermaant and t ra ining inst i tut ions .  
However, i f  there a re  other agencies i n  the  areas collaborative re la t ionship should be 
developed with them. 

The supplementation of exis t ing services  depends upon what is available.  The require- 
ments of FTA'S fo r  meeting the  t ra ining requirements of t he  students and the  coslnrmity needs 
should take pr ior i ty .  

Data Base 

C-ity diagnoses a r e  based on t he  col lect ion aad in te rpre ta t ion  of relevant data such 
a s  : 

(a) Age and sex d i s t r ibu t ion  of the population by soc i a l  groups. 

(b) Birth r a t e ,  crude death ra te ,  infant  mortali ty ra te ,  maternal mortali ty ra te .  

(c) Incidence, prevalence and a t tack  r a t e s  of the mst iBportant diseases of the area. 

The focus should be on iden t i f i ca t ion  of the  basic  health needs and health problems. 

Organization and u t i l i z a t i on  of PTA' s 

There a r e  fourteen medical colleges i n  Paktstan t ra ining about 3 900 students. The 
number of trainees haa nearly doubled i n  the  last two years t o  t r y  t o  meet the  demands of the 
population and t o  provide health care services i n  r u r a l  areas. Though t h i s  increase i n  number 
of medical t ra inees  remains out of balance with the needs of other categories of health per- 
sonnel required t o  provide health care, it is still  by no means suf f ic ien t .  The projected 
increase in numbers and manpower continues t o  be regulated by the resourcee of the  country 
both in public and pr ivate  sectors. Pakistan is hard pressed with its st ruggle  f o r  se l f -  
sufficiency within the meagre resources of funds, eqfiippent, teachers and premises required 
fo r  other  t ra ining ins t i tu t ions .  

Students i n  batches of t en  t o  f i f t e en  a r e  t o  be taken by rotat ion t o  the  f i e l d  t ra ining 
areas once a week o r  every f i f t e e n  days. Two families a r ea l l o t t ed  t o  each student. On 
the f i r s t  v i s i t ,  a l l  the  family members are registered by the  student and the family history 
is recorded. Subsequently, the  student provides comprehensive health care service t o  a l l  
the members of t he  family while being supervised by t he  teaching s t a f f  of the  t ra in ing  i n s t i -  
tutions. Primarily, t h i s  is the  r e s p o ~ s i b i l i t y  of t h e  departments of preventive medicine 
but other members of the  faculty a l s o  should be involved. The records of the students a r e  
examined and aesesaed a t  the  end of two years of family visits. 

The students a r e  guided by the teachers of the prevmntive medicine department and a l so  
by paediatricians,  gynaecologimts and other members of the c l i n i c a l  facul ty ,  who cover t he  
MCH and family planning and primary care services  a t  appropriate times. Complicated health 
problems a r e  referred t o  the hospi ta ls  where physicians, surgeons, ophthalmologists give the 
necessary, secondary and t e r t i a r y  care. A t  regular in te rva l s ,  assessment of the s k i l l s  
acquired by students a s  recorded i n  students' reports a r e  reviewed t o  determine the under- 
standing of a community approach. 
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v PREREQUISITES FOR SETTING UP FTA'S 

Other faculty members who are influential and tend to resist change will have to he 
converted by recommendations/suggestions from various national and international sourceq, 
preferahly through the Paklstan Medical/Nursing councils. Primarilv, leadership will he 
provided by the Department of Preventive Medicine. At present, persuasion through the 
Department of Preventive Medicine has resulted in acceptance of the change from worklnp ~ - 7 1 r  
in the premises of the institution to some community work. It is expected that through 
the recommendations and advisory services and assistance provided by WHO, the Governw~nt 
will be in a position to take positive steps in this direction. The Pakistan Medical/Nrirsinf 
councils which set the standards for medicallnursing education in the country, respectivelv, 
will have to be consulted to have the educational programme modified. 

A suitable scheme will have to be prepared requesting funds for implementation of the 
FTAs. Once the scheme is approved by the Government, suitable nearby field areas will he 
selected. Adequate and suitable staff for this programme will be made available by 
consultation between preventive medicine departments and the Government. 

In one or two medical schools the students are already demanding that they particll~ate 
in community health programmes. This awareness and demand has also to be created in othey 
medical schools in the country. The preventive medicine department is in the best posltlon 
to create this awareness in the medical faculties and student community and should take r :cad 
in this direction. 

Collaboration of all agencies functioning in the FTAs is desirable to make the propramme 
a success. 

In order to achieve this goal, adequate transport facilities will be required - aqslst- 
ance may have to be requested from international agencies. 

VI CHALLENGES IN THE IMPLEMENTATION OF FTAS 

Teachers in clinical departments after imparting training in hospital wards, shnrtld fol- 
low up in the FTA's and translate training into practical applications which are relevant to 
the community. Faculty members will have to chalk out a definite programme for this purv-e 
in consultation with each other in order not to interfere with the rest of the traininc: 
schedule of students. 

In order to gain community confidence and acceptance, an integrated approach is recom- 
mended. After having gained the confidence of the community by meeting their medical care 
requirements, preventive aspects of public health can be more readily introduced. 

To avoid community saturatjon problems, the following steps may be taken: 

(i) Expand the sizc. of FTA's whenever r~qlired, char,gr the site, while at the same 
time meeting the reciuests ,f the previou~ area. 

(ii) In order to avoid overlapping of visits and causing i~lconvenience to the community, 
it is suggested that all services be developed in a systematic and inteqruted form ac- 
cording to a time-table approved by the community. Che students should gain satis- 
faction from the feeling that they have served humanity. 
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ANNEX XIX 

FIELD 1RAINING AItELtS 
REPORT OF THE SUDANESE GROUP' 

I INTRODUCTION 

The group recognizes the  great need f o r  developing f i e l d  t ra ining arcas f o r  a l l  health 
personnel but considering the  ex is t ing  s i tua t ion  i n  Sudan it is agreed tha t  present plans 
should be framed t o  es tabl ish an FTA fo r  the Faculty of Kedicine. This can be used i n i t i a l l y  
fo r  t ra ining medical etrqdeats, with t he  provision of taans of aux i l i a r i e s  who will work as 
the ordinary s t a f f i ng  of a peripheral  heal th  wit, ifwamr, t h i s  is only an 1-diste 
objective, s ince the  end objective w i l l  be t o  involve other categories of health peraormel 
who w i l l  also receive t he i r  t ra in iag  s i d e  by s ide  with medical students, thus deepening the 
concept of the team approach i n  coumunity heal& work. 

11 OBJECTIVES 

The overal l  objective is t o  o r ien t  metical students towards c o m i t y  work i n  ru r a l  
areas  arrd properly eqap them for such servke. 

1. Knovledne objectives 

Students must acquire some knowledge of the e r i s t i ng  problems of ru ra l  conaunities; 
these include: 

- Demographic p a t t e r n  

- Socio-economic and cu l t u r a l  charac te r ie t i cs  

- Health problem 

- Environmental problems 

- Administrative problems 

After gaining some understandsng of exis t ing p-roblene, students should a l so  learn a s  
much as possible about solutions t o  these problems. 

However, it is desirable  t ha t  as much af t h i s  knowledge as possible should be taught 
i n  t he  classroom before the student goes t o  t h e  FTA so as t o  make m a x h  use of the  time 
i n  the  FTA. 

2. Behavioural and a t t i t u d i n a l  obiectives 

The student should develop a h o l i s t i c  approach t o  cannurity problem which includes: 

2.1 Awareness of the  continuous spectrum from normal t o  abnormal. 

2.2 Appreciation of t he  integrated approach t o  health probleats rather thin m approach which 
is limited t o  categorical  subjects  o r  spaciEic clinical problems. 

2.3 Understanding t h a t  continuity of care f a r  t he  c-ity should not be institution-based; 
ra ther  it proceeds v i t h  t he  individual through the  appropriate s tager  of r e f e r r a l  t o  the 
highest r e f e r r a l  hospital. 

' ~ r  A.B. Abbo - Uoderator 
Dr M.I.A. O m e r  - Member (Repporteur) 
S i s t e r  B.O. K i l l a  - Member 
Dr P. Sadeghi - Observer (fro; 1 ~ 4 :  
Dr Carl E. Taylor - WHO Resource Person 
Dr M.C. Thuriaux - WHO Resource Person 



EM/MCH/lOB 
EM/DEV.FTA.MCH.FP.W/~~ 
Annex XIX 
page ii 

WHO EMRO 

2.4 The importance of continuity of care overtime for particular individuals as well as 
continuitv of care for the whole conmuuity including arrangements for follow-up for any mass 
campaigns that are instituted. 

7.5 Appreciation of the continuous spectrum of care provided by various health personnel 
starting from when an individual seeks primary care from front-line workers throueh the 
primary referral centres up to the highest stage of specialist referral. 

3.1 The student must be able to master a number of technical skills needed for the imple- 
mentation of solutions to problems vhich are defined in the community 

3.2 Students must learn the job descriptions of each of the members of the health team and 
must be able to organize and co-ordinate the roles of the various personnel. 

4. Service objectives 

In the FTA it is necessary to deliver health services of acceptable quality to the 
people of the area, within the constraints of available health personnel and facilities, ac- 
cording to the priorities outlined by the Ministry of Health in the Countrv Health Prograse. 

5. Research objectives 

5.1 Operational research will help to find the best vays of utilizing available resources. 

5.2 It is desirable to monitor the community health status and continuously assess the 
priority of problems through epidemiological research. 

5.3 Practical programme development will benefit from looking into the consumer side of 
health activities by assessing utilization of services. 

I11 THE PREREQUISITES 

For an FTA to function so as to attain the objectives outlined above it must meet some 
of the following ~rerequisites: 

1. Consent and approval will have to be given by the University of Khartoum and the Ministry 
of Health as the parent organizations ultimately responsible for the administration of the 
FTA and its function. 

2. Other organizations will have to be approached for the immediate or potential support 
which will be required for the proper functioning of thp FTA: 

- Ministry of Social We1fa;e 
- National Council for Research 
- Ministry of Local Govc:rnment - The Socialist Union - Public Donations from individual* and organizations 
- Ministry of Education - WHO, LWICFF and qther interested orgahizations. 

3. Groups ~f people who eke interested or pbtentially interes'ed t.b?r~ld \e approached early. 
These include: 

- The people of communitv to be select4d 
- The medical students - The full-time and part-time staff whh might be engaged in the field training and 

community education of medical studehts. 
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4. Personnel 

The area t o  be selected must have adequate numbers and ca l ib re  of personnel t o  del iver  
the desired services and they should a t  the enme t i m e  know how t o  give good learning oppor- 
t un i t i e s  t o  medical students. With t he  numbers of students we have now, a t  least e igh t  
t o  ten health centres w i l l  be needed. It may be desirable t o  start with four t o  s i x  health 
centres i n  a defined ru r a l  area f i r s t  and then later expand t o  include four t o  f i ve  more 
health centres i n  another ru r a l  o r  urban area. Each of these centres muat have the f u l l  
complement of auxi l iary s t a f f  a s  s t ipu la ted  by the  Ministry of Health. 

In  the beginning no ex t ra  buildings w i l l  be needed but ult imately res iden t ia l  accom- 
modation w i l l  be necessary for  the students. This is par t icu la r ly  t r ue  f o r  a c t i v i t i e s  i n  
the  ru r a l  area where the  housing can be i n  the form of improved v i l l age  buildings acquired 
on l a m e  o r  hire.  

This is a v i t a l  i t e m .  Three minibuses and a Landrover a r e  needed. 

The standard list of equipment Of the Ministry of Aealth f o r  such centres should be 
suff ic ient .  A l l  the exis t ing equipment w i l l  be used and any def ic iencies  w i l l  be made up 
from outside resources. 

8. The Ministry of Eealth and the  University of Khartoum shall work out a contract f o r  
j o in t  responsibi l i ty  f o r  the selectioa, emplogaant and t rans fe r  of a11 health personnel 
including the  ru r a l  hospi ta l  doctor. 

1. The area should be within da i ly  conmuting distance of t he  wdical school and i t  should 
be sccesmible a11 year round. It should however be su f f i c i en t l y  d i s t an t  from Khartoum t o  
qualify as a t r u l y  ru r a l  area (20 - 30 km). 

2. The PTA should serve a population of 30 - 5 0  000 who are d is t r ibu tad  among several  
agglomerations of varying s i ze s  and accessibi l i ty .  

3. The FTA should include the heal th  f a c i l i t i e s  norslllly found at  a d i s t r i c t  lavel, i.e. 
one r u r a l  hospi ta l  a s  the  f i r s t  level of r e f e r r a l  care, and four t o  s i x  health centres t o  
p rwide  primary care f o c i  under the  supervision of t he  ru r a l  hospital .  

4. The health serviccs  should be run by t h e  Ministry of Health with s t a f f  and equipment 
provided according t o  Ministry of Haalth standards. 

5. The exis t ing health servicas  s h l d  serve as t h e  orgm~isa t lona l  base f o r  t he  PTA. 
Supplementary f a c i l i t i -  should be prodded f o r  research o r  teaching purposes, but only i f  
the research o r  teaching  objective^^ cannot be adequately met elsewhere than in Lhe FTA. 
This ~mpplaaaatation of resourcas should always be kept t o  a & h u m  end whenever possible 
i t  would be desirable  t o  r a l y  w l o u f l y  available equipment aul f a c i l i t i e s .  

1. Tbe data avai lable  i n  t he  1973 population ceruus of Sudan can supply a11 the damgraphic 
i n f o r u t i o n  needed about t he  area. 
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2.  It  w i l l  be necessary t o  e s t a b l i s h  a system fok continuing c o l l e c t i n g  of demoaraphic da ta ,  
e spec ia l ly  b i r t h s  and d t s t h s  

3,  ? r i o r i t y  sho t ld  be given t c  cross  s e c t i o n a l  s r rveys  of t h e  heal th  of chi ldren  under 5 
ea r s ,  mainl-/ t o  ga ther  information on nu t r i t ionaq  and immunization s t a t u s ,  together wtth 

simple laboratory inves t iga t ions .  

4 .  A longi tudinal  follow-up of pregnant women w 11 be des i r ab le ,  e spec ia l ly  i f  i t  can 
include a KAP survey on child-bearing, ch i ld  wean f ng and family p l a n n i n ~ .  

5 .  Longitudinal surveys w i l l  a l s o  be des i r ab le  bf chi ldren  under f i v e  years t o  a s sess  
f a c t o r s  inf luencing growth and development. 

6 .  Spec i f i c  dieease-oriented surveys f o r  t h e  ca/ l lect ion of epidemiological da ta  and, more 
important, f o r  ranking p r i o r i t i e s  w i l l  be u s e f u l ( t o  guide t h e  development of s p e c i a l  pro- 
granrmes. Students can work i n  these  surveys dut ing  t h e i r  block of time i n  community medi- 
c ine ,  ch i ld  heal th  o r  o b s t e t r i c s ,  e tc .  During t h i s  t i m e ,  they can go i n  small groups t o  
the FTA with  s t a f f  members t o  c o l l e c t  t h e  da ta  ahd they can a l s o  analyze t h e i r  r e s u l t s  
separa te ly .  Ultimately a l l  separa te  surveys should be compiled t o  provide a t o t a l  p i c tu re  
of hea l th  conditions. 

I n  subsequent s t a g e s  of t h e i r  t r a in ing ,  s tuden t s  can be involved i n  t h e  ETA on a 
r e s i d e n t i a l  basis .  Among t h e i r  assignments they can be expected: 

t o  be responsible  f o r  famil ies  over a period of one t o  two years: 

t o  d e l i v e r  comprehensive se rv ice  a s  p a r t  of t h e  hea l th  team; t o  conduct spec ia l  
surveys t o  look i n t o  p a r t i c u l a r  problems, t o  work o u t  so lu t ions  f o r  these  problems 
and t o  implement these  solutiorls. (e.g. scabies  i n  v i l l a g e  chi ldren) .  

A fu tu re  extension of the  a rea  can be made i n  t h e  following ways: 

- another r u r a l  d i s t r i c t  of equivalent  s i z e  
- an  urban d i s t r i c t  of 4 - 6 hea l th  cen t res  - a slum a r e a  i n  the  c a p i t a l  

V I  ORGANIZATION AND SEQUENCE OF UTILIZATION 

The development of t h e  FTA is v i sua l i zed  a s  a staged programme. The involvement of 
t h e  s tuden t  i n  t h e  f i r s t  s t a g e  w i l l  have t o  be on a s e s s i o n a l  non-residential  bas is .  The 
reasons f o r  t h i s  are:  

- t h e  present  curriculum does n o t  allow a complete block of t i m e  f o r  any p a r t i c u l a r  
department; 

- t h e  need t o  work on t h e  s t a f f  of t h e  FTA during t h e  i n i t i a l  period t o  achieve t h e  
required a t t i t u d e  changes which w i l l  serve a s  a good learning experience f o r  t h e  
students;  

- t h e  f i n a l  set-up of t h e  FTA with provis ion of adequate f a c i l i t i e s  and equipment w i l l  
t ake  some time during which t h e  student$ involvement w i l l  be on a ses s iona l  basis .  

During t h i s  s t age  the  studentslinvolvement w i l l  be: 

1. Conducting t h e  surveys mentioned and thus  help ing t o  de f ine  t h e  e x i s t i n g  problems a s  
out l ined i n  t h e  ob jec t ives  and rank t h e  p r i o r i t i e s  i n  t h i s  area.  
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2. Par t  of the  students '  t i m e  w i l l  be spent i n  the  delivery of the  service  t o  the  community 
with t he  health personnel. A t  the  same time an e f fo r t  w i l l  be made t o  involve the  health 
personnel in surveys. 

3. The students w i l l  endeavour t o  analyze the  surveys they carry out and evaluate the  service  
they render. 

V I I  SPECIFIC RECOMMENDATIONS 

It is abundantly c lea r  t ha t  need f o r  the  development of an FTA i n  t h i s  country is of 
paramount importance and pressing urgency. The group reconmends the  following: 

1. It is recognized tha t  WE0 is taking great  i n t e r e s t  and exerting en thus ias t i c  e f f o r t s  i n  
motivating the  countries of the  Region t o  es tab l i sh  F T h .  It  is f e l t  tha t  WHO has a duty 
t o  continue theme e f f o r t q e s  spec i f i c  opportunit ies a r i s e ,  i n  the  following ways: 

1.1 Follow-up calmnittees f o r  t h i s  and other  s imi la r  seminars should be s e t  up. 

1.2 Similar seminars should be held regularly i n  the  countries of the  Region. 

1.3 WHO can arrange fo r  consulting s t a f f  t o  v i s i t  individual countries t o  support and ac- 
ce le ra te  the  development of PTAs. 

1.4 Interes ted groups i n  countries should be given a chance t o  see  a well-functioning FTA 
somewhere. 

2. The prime responsibility f o r  the  development of successfully functioning FTAs a t  the  
preliminary s tages  ahould f a l l  on the  University which ahould shoulder its responsibi l i ty  
f u l l y  andshould rise t o  the  inwnse  challenge of es tabl ishing the  ETA with a spec ia l  sense 
of duty. 

2.1 The curriculum coraaittee of the  facul ty  of medicine should give top p r i o r i t y  t o  the  FTA 
both i n  student time a l loca t ion  and by the  provision of required f a c i l i t i e s  and continuing 
support; a l so  by providing encouragement f o r  the  s t a f f  undertaking t h i s  d i f f i c u l t  task. 

2.2 The Univ e r a i t y  should take the neccasary s teps  t o  approach and co-operate with the  
Hinistry of Health and t he  au thor i t i es  t o  es tab l i sh  t he  FTA. 

2.3 The Ministry, having the  pr inc  responsibi l i ty  f o r  providing heal th  services t o  the  c~ 
munity, and being the  biggest  benefactor from the expected good e f f ec t s  on graduates, and 
a l so  s ince  it is i t e e l f  primarily responsible f o r  t b t r a l n i n g  of a l l  auxi l iary  personnel, 
ahould assume equal responsibi l i ty  f o r  the  establishment and running of the  PTA. 

3. It should a l so  be pointed out t h a t  a very important cadre of heal th  workers i n  the  Sudan 
are the aad ica l  assistants and today t h e i r  t r a in ing  i ne t i t u t i on  has no FTA f a c i l i t i e s .  It 
l a  strongly believed t h a t  it is high time that the learning f a c i l i t i e s  of an FTA should be 
made avai lable  t o  them. Therefore, we racormcnd that, a s  soon as the PTA fo r  the  uedical  
studant. is established and functioning s a t i s f ac to r i l y ,  medical a s s i s t an t s  under t ra in ing  
should a l so  be introduced t o  i t  and should team up with medical s tudents  i n  learning-service 
act ivi ty .  
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FIELD TRAINING ARFm 
REPORT OF THE SYRIAN GROUP1 

I INTRODUCTION 

For t he  purposes of t h i s  repor t ,  it may help t o  give a br ief  ou t l ine  of the  general 
s i t ua t i on  i n  Syria regarding heal th  personnel and the  heal th  del ivery system. 

1. Phvsicians: There a re  th ree  medical schools a t  the  present time: i n  Damascus. Aleppo 
and Lattakia ( the  l a t t e r  has not  yet  produced graduates). The t o t a l  yearly output of gradu- 
ates t h i s  year w i l l  be around 400. This f igure  is expected t o  t r i p l e  at the  end of t h i s  
five-year period. 

2. Nurses: There a r e  fourteen ex i s t ing  nursing schools, one i n  each province and th ree  i n  
Damascus. Graduates from a l l  these schools do no t  exceed H)O nurses per year. One of 
these schools, i n  Nast, is fo r  males. There are no plans a t  present t o  increase the  number 
of nursing graduates. The Ministry of Public Health has s t a r t ed  two schqols f o r  p r ac t i c a l  
nurses, and one of them has admitted students t h i s  year f o r  the  f i r s t  the. There is there- 
fo re  an acute shortage of nurses a s  re f lec ted  by an unbalanced physicianlnuree r a t i o .  

3. Health v i s i t o r s :  The only school f o r  heal th  v i s i t o r s  i n  Syria was suspended i n  1968, 
but the  poss ib i l i ty  of r e i n s t i t u t i ng  t h i s  t r a in ing  is being considered. 

4. The MCH Division control l ing MCH a c t i v i t i e s  w a s  suspended temporarily between 1972 and 
1974. Since the  Directorate of MCH has been reactivated it  has s t a r t ed  refresher courses 
f o r  a l l  the  old  graduates who w i l l  be working i n  MCH centres. 

5. The Technical Health I n s t i t u t e :  This i n s t i t u t i on  is s i tua ted  i n  Damascua and provides 
t he  heal th  services  with technicians i n  laboratory techniquee, X-ray, anaesthesia, environ- 
mental heal th  and pharmacy. 

I1 THE OBJECTIVES OF AN FTA 

(a) Leamint? object ives  

From the point of view of students 

- To acquire new data  and information about r u r a l  c o m m i t i e s  and t o  understand the 
r e l a t i v e  p r i o r i t y  of d i f fe ren t  health problem af fec t ing  the  comnunity. 

- To acquire knowledge about the  shortcomings of present heal th  services. 

M.K. Mardini - Hraber (Rapporteur) 
D r  M.R. Anbari - Moderatpr 
M r s  H.H. Fallouh - Member 
D r  H.M. Hammom - WHO Resource Person 
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- To accept service in rural areas willingly as a social responsibility for a period 
of time. 

- To develop attitudes based on awareness of the advantages of preventive medicine and 
a broad approach to community problems. 

- To develop skills in community leadership, maintaining proper doctor/community relation- 
ships and promoting mutual respect among the members of the health team. 

From the point of view of the physician 

- To create a positive attitude among clinical teachers toward the importance of work 
in field training areas so that they may identifv themselves with the health needs 
of their communities. 

(b) Research objectives 

- To provide public health officials with valid information about the occurrence and 
distribution of health problems and data on health manpower and resources which can 
be used for planning. 

- There is a great opportunity for first-hand collection of research information bv 
students and their teachers. 

(c) Service objectives 

- This can be direct or indirect: developing innovating services can provide solutions 
to general health problems and at the same time the preparation in the F T A  will irn- 
prove the skill and attitude of the students from various disciplines who will work 
together in the health team. It is particularly important that within the PTA good 
quality services should be provided to satisfy the needs of the communities concerned. 

111 CRITERIA FOR TlIE SELECTION OF AN ETA IN SYRIA 

(a) The size should be adequate to fulfil the needs of training for students from different 
disciplines. The population should be around 50 000 to 100 000, including a district town 
of not less than 20 000 people. 

(b) The distance should not be more than 15 to 30 kma from the central teaching institution. 
The road should be reasonable and travel should not take more than thirty to forty minutes 
beyond the metropolitan boundaries. 

(c) The area should be rural with a semi-urban centra1,district town. 

(d) The occupation of the majority of the people should be agrarian in line with the dominant 
population of the country. It is desirable that the area should be secluded in order to have 
a better recording system with the proper record linkage for all the catchment area of the 
district hospital with minimal confusion by inhabitants of other areas. The population 
should be of the upper low, or lower middle socio-economic class. However, if a co-operative 
upper middle class is found in an area, this will not be against the selection of this area 
as an FTA. 

(e) Collaborative relationship between the training institution and the existing public health 
authorities is absolutely necessary for the success of the programme. The public health 
authority should be convinced: 
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- To accept in certain key positions within the functioning system of service in the 
FTA appropriate personnel from the teaching institution provided that they will be 
answerable to and follow the regulations of the Ministry of Public Health. 

- To supplement existing facilities within the criteria allowed by the Ministry of 
Public Health, in other words leave no gaps in the infrastructure, equipment and 
drug supply in FTA. 

IV DATA BASE 

(a) The melaria eradication programme has provided basic data for geographic reconnaissance 
for the whole rural part of the country including sketch maps, the number of houses and 
lists of household heads. 

(b) Data has to be collected through special surveys for which special forms and records 
should be prepared beforehand to serve satisfactorily the objectives of this activity. 

( c )  Students will be used from the various disciplines of the health team to collect data 
which is directly related to the background of each discipline. 

(d) The temptation to collect redundant data must be avoided. 

(e) No tine constraints are envisaged since malaria eradication prograrmae's simple basic 
data is available. 

V ORGANIZATION AND SEQUENCE OF ACTIVITIES IN THE FTA 

(a) Sub-groups or batches of forty to fifty could be accommodated at one time with allo- 
cation of a specified quota of work for each. 

(b) Students can be involved by combining them with the other members of the team, with 
clear job specifications for each category. 

(c) Exposure to the full range of health centre activities will be ensured by arranging 
for students to work in small groups and in rotation at the site of the various levels 
and types of health care. 

(d) Students will have repeated assessment of their various activities and functions by 
allowing time for evaluation at each stage of their work. Evaluation of the progranme 
will also lead to consistent efforts to replan continuously to achieve modification and 
refinement of learning experiences. 

(e) The attitude of teachers is considered to be the most essential prerequisite for set- 
ting up an FTA. Students* attitude usually "but not always" follou, the attitudes of 
respected faculty members. They can be moulded most readily if teaching starts early. 
No great difficulties should be encountered in arranging e, personnel or organizational 
structure. 

(f) Some contractual relationship must be vorked out early between the teaching institutions 
and the Mlnistry of Public Health. The local health centre will be used. More premises 
will be added as the need arises. Transport problem can most probably be overcome. 

(a) Adapting clinical and other scientific skills to the needs of rural populations will 
be the r i n  challenge. 
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(b) Alsoof g rea t  importance a r e  n e p o f i a t i m r  t o  gain acceptance f a r  t h i s  experience t o  rank 
equal ly  w i t 1 1  c l i n l c a l  and labora tory  experience a t  u n i v e r s i t y  h o s p i t a l  and sc ience  f a c i l i t i e s  
but  t h i s  should n o t  be d i f f i c r l l t  wi th  a good leaderahip.  Some e f f o r t  should be made t o  
impress t h e  body respons ib le  f o r  curr iculum change and departmental  s t a t u s  with t h e  importance 
of t h e  changes proposed. 

(c )  S i n c e r i t y  and acct+ptable good behaviour on t h e  p a r t  of f a c u l t y  and s tuden t s  w i l l  help 
i n  gaining community acceptance. 

(d) Problems i n  implementation can be prevented o r  co r rec t ed  e a r l y  by pe r iod ic  eva lua t ion .  

(e )  The main chal lenge  i n  suppor t ing  good f i e l d  work w i l l  be t o  maintain continued i n t e r e s t  
on t h e  p a r t  of t h e  teaching s t a f f  n o t  only i n  t h e  Department of  Community Medicine but a l s o  
i n  t h e  c l i n i c a l  departments. 


