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Editorial 
Medical education in South Africa reflects the problems of apartheid education in 
general, with its race and class divisions. These divisions are manifested in 
inequalities. Teaching hospitals and medical schools are largely segregated and 
resources are not equally distributed. Medical schools continue selecting a far 
greater proportion of white matriculants than black matriculants, according to 
criteria which favour students from middle class backgrounds. 

This class bias is carried further into the curricular emphasis on curative care 
rather than on the causes of ill health. Rare diseases affecting only a small fraction 
of the population receive a great deal of attention, while there is hardly any 
provision for teaching and learning about preventive, promotive and rehabilitative 
health care. The psychosocial skills required for such care (such as counselling) are 
therefore neglected. 

This inappropriate direction in medical education produces medical graduates 
who are wrongly placed and do not choose to work where they are needed, e g in 
rural areas and deprived communities. This imbalance is analysed in the articles by 
Profs H Philpott and B Sparks. 

It is time to consider alternatives to the present medical education system in 
South Africa. One alternative is community-oriented medical education. As the 
article by Prof S Ross points out, community-oriented education is education that is 
based on the needs of the community in which it is located. Community-based 
education has been proposed as a strategy to develop such a community-orientation 
in education. 

An example of an attempt in this direction is given in the article by Prof J 
Hamilton, which relates the rationale, development and achievements of the 
Faculty of Medicine of the University of Newcastle in New South Wales, Australia. 
The curriculum taught at the Newcastle Medical Faculty integrates the basic and 
clinical sciences and the biological and social sciences, with the teaching of 
particular skills, such as skills in health education, law, counselling, problem-
solving, study and research. The curriculum has a special emphasis on health 
problems in the community, which are integrated into the "course content" and into 
the skills taught along with it. This model counters any fears that community-
oriented education means a drop in academic standards. In fact, students on the 
whole enjoy the curriculum and graduates have been well received as interns, or 
even preferred to graduates of traditional medical schools. 

This raises the possibilities and specificities of a community-oriented medical 
education in South Africa. The article by Mr J Lazarus reiterates the problems of 
South African medical education in its present form. The article cautions against 
any piecemeal solutions. Experience has shown, for instance, that changing 
particular elements within the educational process without adjusting the remaining 
elements accordingly, fails to bring about the desired result. Therefore congruence 
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between the various elements in the educational process is imperative. 
In South Africa, there are particular difficulties in the selection of students from 

deprived communities. The poverty of primary and secondary education 
characterises and affects students in general, but particularly those who have been 
subjected to DET-controlled schools and syllabi. The article by Ms P Kotecha 
identifies particular problems resulting from the poverty of education (e g rote-
learning, unquestioning academic attitudes, no problem-solving experience) and 
offers some solutions on the basis of insights gained from academic support 
programmes. 

Two issues which arise from the articles cited above, which need to be 
addressed if community-oriented education is to become a reality in South Africa, 
are the extent of community involvement and the implications of this orientation 
for education and training, not only of doctors, but of health workers in general. 

Some indication as to the role that the community can play in giving direction 
to education is given in the article by Prof S Ross. Community orientation may 
take the form of either consultation or the sharing of power. The successful 
implementation of a community-based education programme requires the 
involvement of the community in planning, decision-making, problem-solving and 
evaluation. 

This should ideally apply not only to the education and training of doctors, but 
also to that of other health workers. In order to promote a problem-solving, team
work approach, the training of all categories of health workers needs to be 
integrated. 

South African society finds itself in a period of transition. Medical education 
needs to align itself with the process of social change. A twin track strategy, 
embodying a community-oriented approach is an appropriate start, but must be 
adopted with a commitment to overall change. If this does not occur, the 
convergence of the two tracks in the distance will remain an illusion. 

Community-based medical education (CBME) provides the basis for expanding 
the practice of people's education - an education not just to doctor apartheid South 
Africa but to create a free South Africa. 

The idea of a workshop to address the need for appropriate medical education in 
South Africa has been initiated by the National Medical and Dental Association 
(NAMDA). The workshop is to be held in December and will be co-hosted with the 
University of the Witwatersrand. The final article in this edition is included to 
provide some background about NAMDA as an organisation. 


