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Introduction

The community health experience at the Pacific Basin
Medical Officers Training Program (PBMOTP) has beenone
of an evolving concept, which has had as its driving force the
search for how best to train physicians to meet the health care
needs of the Pacific. Health careinthe US-Associated Pacific
hadbeen ahospital-based health system. Inpatientwards for
the treatment of the acutely ill were set together with large
outpatientdepartments treating minor and serious ailments
each day. Within the same complex was found the public
health department, with clin-
ics for expectant mothers,
newborns andinfants, job ap-
plicants in need of examina-
tions, and for patients with
chronic diseases, infectious
(TB, Hansen'’s disease) and
non-communicable (hyper-
tension, diabetes). Peripheral
clinics were few in number
and were usually found only
in the remote outer islands.
These received minimal sup-
portfromthe central hospital
- weeks or months could go
by without so much as radio
contact between an outer is-
land dispensary and the hos-

“ ... the PBMOTP adopted a
curriculum in which 50% of
student learning time was
devoted to academic classroom
activities, such as didactic
lectures, laboratory sessions,
and eventually problem based
learning groups.

The other 50% of time was
devoted to supervised clinical
care of patients. ”

struggle with the issues of how besttotrain theirstudents and
residents in this new era of decentralization'.

It was in this milieu in the late 1980s that the PBMOTP
found itself with the task of training doctors for Micronesia
and American Samoa. This article is a recounting of how
community health training evolved over the years, how the
PBMOTP dealt, from its earliest days, with the marked
centralization of health care services in Micronesia, and
assisted in the move toward decentralization of health serv-
ices.

The early years

From its inception the PBMOTP adopted a curriculum in
which 50% of student learning time was devoted to aca-
demic classroom activities,
such asdidacticlectures, labo-
ratory sessions, and eventu-
ally problem based learning
groups?®. The other 50% of
time was devoted to super-
vised clinical care of patients.
Early exposure to patients
wouldreinforcewhatstudents
were learning in the class-
room, and would enable stu-
dentsto become familiarwith
diagnosing and treating basic
illnesses by the end of their
first year of study. From this,
a career ladder curriculum
process evolved, providing
the opportunity forclinical cer-

pital, let alone a visit by the
field trip ship. Moves to decentralize health care onthe main

islands of the jurisdictions in the early 1980s soon cametoa ~

halt through lack of support and a conceptual framework for
decentralized health care. ltwas only in the mid-1980s that
health carein the US began to move away from the hospital
model, while medical educators inthe US a decade later still
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tification of students in a
step-wise fashion: as health assistants after one year of study,
as Assistant Medical Officers (AMO) atthe end of their third
year, and as Medical Officer physicians after five years of
study>. The AMO were eligible to be licensed by the
Federated States of Micronesia Medical Licensure Board as
Medexes, the mid-level practitioner position recognized
throughout the region. By 1989 the PBMOTP had estab-
lished its initial Community Health Curriculum?, which, over
time, progressed from mainly classroom-based didactic ses-
sions 3456 to “hands on” activities in the field”8. Eventually,
the faculty were also persuaded that a sincere attempt should
be made to devote 50% of the both academic and clinical
learning activities at the PBMOTP to the discipline of commu-
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nity health. It would take several years of developmental
process, however, before such a policy in practice approxi-
mated its enthusiastic intent.

The simple logistics of providing clinical experience for
students in the early years of the program presented chal-
lenges which required solutions. The Outpatient Department
(OPD) of Pohnpei State Hospital, while providing an ad-
equate volume of patients, was limited by the number of
examination rooms that could be set aside for the clinical
training of students. In general, the time constraints of
clinically tutoring junior stu-
dentsinterfered withthe OPD
patient flow and service
needs. In addition, students
assignedto doctors other than
PBMOTP staff might suffer
the disadvantage of being rel-
egated to the role of observ-
ers, deprived thus of opportu-
nities to deal with patients
directly. Clinics Without Walls
(CWW), ad hoc clinics setup
by the PBMOTP in several
communities in Pohnpei dur-
ing the early years of the pro-

“ Clinics Without Walls (CWW),
ad hoc clinics set up by the
PBMOTP in several
communities in Pohnpei during
the early years of the program,
were established in an attempt
to train students through direct
hands-on experience in
out-patient medicine ... ”

presentation was prepared and given. The CWW thus gave
students experience in outpatient care for the most part, and
eventually in later years experience in addressing the overall
health status of communities via health education sessions.

The self-directed research project, when firstintroduced as
an aspect of the community health curriculum, began as an
assignment thateach student was required to complete prior
to graduation, and eventually became an annual project
required for promotion to the nextyear. The goal was to train
studentsin research methodology and statistical methods for
the evaluation of data, impor-
tant in enabling students to
evaluate articles in the litera-
ture. At the same time, stu-
dents learned how to evalu-
ate a health care problem,
gain an understanding of the
problem, and suggest a solu-
tion. In effect, the research
projects were large exercises
in quality assurance. While
valuable, the projects usually
went as far as offering a set of
recommendations, without
taking the next step, i.e. the

gram, were established in an
attempt to train students through direct hands-on experi-
ence in out-patient medicine under the supervision of
PBMOTP faculty.

‘Clinic Without Walls’ and medical
education

These CWW provided some degree of primary care expe-
rience as well: students cared for patients coming to the
CWW for antenatal care, well baby care orimmunizations, or
for follow-up of their hypertension or diabetes. The emphasis
in the early years of the program was placed to not establish
these clinics as sites of primary health care. It was on having
them provide acute patient care in a non-hospital setting and
for student training. What primary health care experience
there was, was usually provided through studentassignments
to the well baby clinics (WBC) or antenatal clinics (ANC)
being conducted at the Public Health department at the
hospital. Similarly, little in the way of community health
activities were conducted out of these CWW in the early
years. The main community health activities during these
years were environmental surveys conducted by the stu-
dents, a long-term ofitis media follow-up clinic in the
evenings in one of the CWW, or a self-directed research
project which each student was required to carry out. In
subsequent years, students often used the CWW for health
education sessions for the community, presenting topics
through the use of posters, skits, or formal question and
answer sessions; the community was often asked what topics
they would like to hear about, and the following week a

implementation of those rec-
ommendations. Indeed, in the early years, opportunities to
implement such recommendations were not available. Such
opportunities were still to come.

The students of the PBMOTP's firstintake group, entering
their fourth year of study in 1990, were assigned for their
entire fourth year to the hospital-based rotations of Pediatrics,
Internal Medicine, Surgery, and Obstetrics/Gynecology at
Chuuk State Hospital. These rotations provided little in the
way of community clinics. There were hospital outpatient
experiences, apartfromemergency roomcallin the evenings.
Clinics normally associated with the various services were
used as training grounds for fourth year students. While Well
Baby Clinics and Antenatal Clinics at Pohnpei were staffed by
junior students, their seniors were to be found mostly in the
hospital wards in Chuuk. In order to address the lack of
community health in the senior years of study, the faculty
reaffirmed program policy that the community health portion
of the curriculum should make up 50% of the PBMOTP
curriculum and redoubled its efforts to make it so. The
development of a tabella with clinical and in-hospital com-
munity health component was part of this effort. Part of the
time was to be devoted to completing a self-directed research
project, though there was a need to provide experience in
community health activities in the field as well.

The latter years

As an initial step in this direction, the first intake group of
students during their fifth year of study in 1991 were assigned

199



Pacipic HEALTH INSTITUTIONS

Pacific HealtH Diacoa. Vou 4. No. 1

for several weeks to Yap State’s Division of Primary Health
Care. InYap, the students undertook the re-training of a cadre
of dispensary-based health assistants who were originally
trained in the mid-1980s, and who were now staffing dispen-
saries and health posts throughout the state. The students
gained valuable experience in training health care workers,
devising curriculum and figuring out ways how best to teach
and evaluate them. However, the students’ curriculum
emphasized of necessity what they themselves knew best,
i.e., the care of outpatients with acute and chronic medical
problems. The retraining was mainly classroom based, with
an occasional foray into a dispensary or into a public health
clinic.

In 1992, as the next step in this ongoing evolution of
community health curriculum, fourth- and fifth-year PEMOTP
students, all licensed Medexes, were assigned to a remote
outer island dispensary of Yap state, where they engaged in
on-site retraining of health assistantsin the field. In this setting,
however, the students actually learned more than they
taught, asthey had experiencedlittle fixed-walled dispensary
experience during their years
of study in Pohnpei. In the
outeristands of Yap, they were
responsible for the acute and
chronic care of a remote is-
land community, without the
support on which they had
come torely as closely super-
vised studentsin Pohnpei. At
the same time fourth- and
fifth-year students were en-
gaged in Pohnpei, as part of
their community health rota-
tions, in training a cadre of
health assistants for Pohnpei
state in a program that lasted

“The drive to decentralize
medical care in Pohnpei, and to
decentralize medical teaching
and training, tended to obscure
the fact that mere location did
not necessarily determine the
type of medical care provided,
that dispensary medicine did
not necessarily mean
community medicine ... ”

1993. Whatfaculty and students from the PBMOTP had seen
in Yap would be translated into a concrete program in the
home state of the medical school. Yearfourand five students,
again, all licensed Medexes, were assigned for weeks at a
time to the outer islands of Pohnpei, where they engaged in
on-site retraining of health assistants, as well as the revitaliza-
tion of dispensaries and mobilization of the communities they
served. At the same time, the Director of Health Services
committed himself to the decentralization of health services
on the mainisland of Pohnpei as well, with both the construc-
tion of more permanent dispensaries on or near the former
sites of the PBMOTP’s CWW, and the assignment of person-
nel to staff these new dispensaries.

The PBMOTP saw these dispensaries as excellent training
sites for students, and revamped its curriculum for 1994 such
that fourth and fifth year students were assigned for half of
their academic year to the dispensaries. During that same
year, the remaining classroom-based third-year class spent
two days a week in the dispensaries, while a segment of the
class moved to a dispensary on the southern part of theisland,
on a rotation basis, for five
weeks at a time, where they
rented a house, held classes,
and managed the dispensary
for the duration of the rota-
tion. Whatthe faculty had set
asagoalin 1991, regarding a
50% allocation of time to com-
munity health, was closer to
realization.

The drive to decentralize
medical care in Pohnpei, and
to decentralize medical teach-
ing and training, tended to
obscure the fact that mere

for most of 1992. Senior

medical students were involved in planning the curriculum (a
large component of which involved health education of
communities), implementing the teaching sessions, supervis-
ing the health assistants, and evaluating them at intervals
throughout the training program. Late in 1992 thirteen
Community Health Assistants graduatedin a ceremony atthe
PBMOTP and some then were assigned to dispensariesin the

outerislands of Pohnpei. Atthe same time, community health .

activities for junior level students were expanded to include
assignment to the local U.S. federally funded Community
Health Center (CHC). A faculty member of the PBMOTP
became medical director of the CHC, and the school was
able to take advantage of the site for teaching students
managerial skills in primary health care’.

Fixed clinics and medical education

The next step of this ongoing community health curriculum
development transferred the Yap experience to Pohnpei in
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location did not necessarily
determine the type of medical care provided, that dispensary
medicine did not necessarily mean community medicine,
and that a program which trained its students for 50% of its
curriculumin the dispensaries did not thereby meet the goals
of training good community physicians. Hospital-based
rotations afforded little or no experience with the long-term
primary health care problems and community problems one
encounters in each of the disciplines. True, student case
presentations usually included segments about how one
mighthelp to preventtheillness underdiscussion, butthis was
essentially lip service without follow-through. Indeed, stu-
dents rarely saw patients in follow-up after discharge from a
hospital ward. Similarly, dispensary care of patients failed to
address long-term community health problems, aslong as the
dispensary was identified, by staff and the community alike,
as a place only for members of the community to come with
a problem (an illness) requiring a solution (a medication of
some sort). The underlying problems remained unaddressed:
How does one make sure a mother starts and continues to
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breast feed her baby? How does one make sure that a child
receivesimmunizations consistently on schedule? How does
one ensure that a pregnant woman will start ANC visits in her
first trimester, and keep regular appointments? How does
one deal with the expectant mother who smokes? How does
one address the problem of strokes, myocardial infarctions,
angina, and hypertension, in a community?

Building on some of the activities carried on at the
centrally-located CHC, and adapting and augmenting these
activities for the smaller communities in the catchment areas
of the new dispensaries, dis-
pensary assignments became
a way to train students, not
onlyin good outpatient medi-
cine and in good individual
patienttracking and follow-up
on a long-term basis, but also
in addressing issues which
concern communities as a
whole - nutrition issues, diet
and exercise, being responsi-
ble for one’s health among
others. The school health pro-
gram, forinstance, which had
always done little more than
the screening (i.e., the physi-
cal examination) of elemen-

“...dispensary assignments
became a way to train students,
not only in good outpatient
medicine and in good individual
patient tracking and follow-up
on a long-term basis, but also in
addressing issues which
concern communities as a whole
— nutrition issues, diet and
exercise, being responsible for
one’s health among others. ”

care clinics connected with that discipline. Patients being
discharged from the ward were given appointments to return
to see the student who cared for them on the ward in a
follow-up clinic. Discharged patients from catchment areas
with established dispensaries were sent back for follow-up
there, and the ward-based student was required to contact
the dispensary-based student regarding details of patient to
be followed up. Similarly, dispensary-based students refer-
ring patients to the hospital for admission were required to
contact ward-based students to apprise them of the patient
before arrival.

In these ways did the
PBMOTP attemptto broaden
the training experiences of its
students, not just to include
both hospital-based and
community-based experi-
ences, but also-to demon-
strate to students thatthe two
should notbe thought of sepa-
rately, but instead should be
partof aseamless continuum.
Students learn only by doing:
no amount of telling students
what good medical care con-
sists of will convince them as
easily as will having them ac-

tary school students, became
awaytoteach students about
health and health maintenance, about taking responsibility
for health issues in their families and in the communities.
Home visitations, whichin the past had been not much more
than visits to acutely ill patients as a prelude to referral for
admission to hospital, became a way to monitor regularly the
health of chronically ill homebound and elderly patients.
Centering the community’s ANC and WBC visits in the
dispensaries provided members of the community most in
need of regularly scheduled health maintenance visits a
convenientplace to receive them, while affording students an
experience in the routine long-term follow-up care of patients
and their families. Planting and tending a garden became a
way to demonstrate to patients a model diet of locally
available food. Forming a dispensary board and encouraging
regular meetings became a way to foster community respon-
sibility for the health care facility and, ultimately, the overall
health of the community.

Hospital and community based
training

In order further to break down the barriers between
hospital-based and community-based practice, faculty who
were supervising hospital-based rotations were required to
expand training opportunities for students to include more
than ward-care of patients. Each service was required to
assign students for one or two half-days a week to the primary
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tually do whatis being talked
about. Whereas students
trained only in hospital-based rotations tended to view the
malnourished child or the complicated delivery or the dia-
betic ulcer or the myocardial infarction as a challenge to their
diagnostic and treatment skills, what students should come to
appreciate is that each of these clinical challenges represents
ultimately a failure of Pediatrics to prevent the malnutrition,
of Obstetrics to prevent the preterm delivery, of Internal
Medicine or Surgery to prevent the complications of diabetes
and hypertension. When students are responsible, not only
for the acutely ill patient, but for the follow-up of the patient
ondischarge from the hospital, for visiting the patientathome
to meet the family and see the homestead, for familiarizing
themselves with the other family members who may include
an expectant mother not yet attending ANC or an inad-
equately immunized child, they gradually come to see the
value in establishing long-term relationships between health
care providers and community members. They gradually
come to feel themselves at least as equally responsible, with
the community itself, for the health of the community.

The PBMOTP, had it continued in its mission, would
certainly have seen even further evolution of the Community
Health curriculum. Information sharing between the hospital
and the dispensaries was a perennial and as yet not fully
resolved problem. Tracking of patients was often cumber-
some and incomplete. The connection between the
self-directed research project and true quality assurance on a
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regular basis remained to be firmly established. Few if any
dispensary boards included women among their members,
though women (and their children) make up the largest
proportion of dispensary encounters. And once those prob-
lems had been addressed, and resolved, others would cer-
tainly have arisen.

Conclusion

How does one gauge the success of a community health
curriculum, the success of having instilled in medical students
the concepts of community health? There are probably
several parameters to measure success concretely: Have the
immunization rates of the children increased? Has attend-
ance at ANC improved? Are the rates of diabetes and
hypertension, and of their complications, decreasing? The
data for some of these can be obtained, and should form one
of the bases for measuring the success of a program. Meas-
ures of success lie in other directions as well. The Pohnpei
Department of Public Health has recently been reorganized
into the Division of Primary Health Care, under the direction
of a graduate of the PBMOTP, who is joined in the Division
by three of her colleagues from the PBMOTP, eachin charge
of one or two of the peripheral dispensaries. The challenges
they face in making the dispensaries sites of genuine commu-
nity health care provision are certainly formidable, though the
students and staff of the PBMOTP have shown thatit can be
done. The ultimate measure of success, however, probably
lies in the community itself: does the community feel that its
needs are being met, and is it willing to work to assure the
continuing presence of the dispensary in its midst? A recent
initiative to renovate a community building being used as a
dispensary, on a former CWW site, and using funds from an
outside source, metwith an overwhelming response fromthe
community: the new building was finished in less than two
weeks, with all of the labor done by members of the commu-
nity 8. Certainly this response is not characteristic of all of the
communities in which the PBMOTP has worked, but repre-
sents an encouraging trend.

The PBMOTPover the years developed a curriculum which
sought to meet the needs of the communities to which its
graduates would eventually be assigned. While the PBMOTP
itself has closed, the need for ongoing training of community
health physicians for the region continues. Itis hoped thatthe
momentum begun in Pohnpei, toward decentralization of
health services and provision of community-based health
services, will continue and spread to the neighboring jurisdic-
tions.
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