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ABSTRACT
Background. The goal of medical education is to ensure

that the medical graduate has acquired broad public health
competencies needed to solve the health problems of the
community. We present the current teaching of community
medicine to medical students of the All India Institute of
Medical Sciences (AIIMS), New Delhi during their 5-week
posting at the rural centre at Ballabgarh, Haryana.

Methods. The teaching activities consist of field visits to
different levels of health facilities and meeting with health
workers, epidemiological exercises, a community-based exercise,
posting in inpatient and outpatient departments of a secondary
hospital, and domiciliary visits to families of patients. These are
spread over 80 sessions of about 200 hours. There is very little
didactic teaching and the assessment is broad-based. The
evaluation of the posting was based on comparison of blinded
pre- and post-posting assessments as well as anonymous feedback
of the posting by the students.

Results. There was a significant increase in the mean scores
of all components of the posting—epidemiology (5.1 to 8.4),
health systems (6.8 to 9.3) and clinical (8.0 to 10.8). The
posting did not result in a better understanding of a public
health approach as compared to a clinical approach. The
feedback provided by students was generally positive for all
activities with 94% of them rating it as good or very good.

Conclusion. The teaching of community medicine can be
made more practical and interesting without compromising on
learning. However, despite such a programme, getting medical
students to develop a public health approach is a daunting task.

Natl Med J India 2014;27:152–8

INTRODUCTION
The guidelines for teaching community medicine in the
undergraduate medical curriculum devised by the Expert
Committee of the Regional Office of South-East Asia of WHO in
2009 have identified the goal as ‘to ensure that the medical
graduate has acquired broad public health competencies needed
to solve health problems of the community with emphasis on
health promotion, disease prevention, cost-effective interventions
and follow up’.1

The need for community orientation for medical students has
always been felt in India and was reflected in the recommendations
of the Bhore Committee for medical undergraduate training, which
included 3 months’ training in preventive and social medicine to
prepare ‘social physicians’. This was reiterated when the Government
of India adopted the WHO approach for Reorientation of Medical
Education (ROME). In spite of a one-time grant-in-aid of about ̀ 16
lakh to each of the participating institutions, the objectives of the
ROME scheme could not be achieved to the desired extent. This
was largely due to (i) a lack of commitment to the programme at all
levels, (ii) slow progress in the utilization of funds, and (iii) absence
of efforts in the restructuring of teaching and training programmes
at the college level.2

The All India Institute of Medical Sciences (AIIMS), New
Delhi, was one of the exceptions. It created a large infrastructure
in the neighbouring district of Faridabad in Haryana. It also has
the mandate to establish models of teaching for undergraduate and
postgraduate teaching in medical disciplines. We have earlier
published details of community-oriented training at our
Comprehensive Rural Health Services Project (CRHSP),
Ballabgarh, Haryana.3 This paper presents the programme of
undergraduate teaching at Ballabgarh in 2010–11. After almost
25 years of the above published model, a review was undertaken
by the faculty. This review was necessitated by feedback received
from students, residents and faculty members involved in
undergraduate teaching. For the purpose of this paper the terms
public health, community medicine, and preventive and social
medicine are used interchangeably.

CONTEXTUAL FACTORS
The duration of the undergraduate medical course in AIIMS is 5.5
years, which is divided into nine semesters (each of 6 months) and
1 year of rotating internship. Community medicine is taught from
the third semester and students are assessed in the ninth semester.
The students are posted at CRHSP, Ballabgarh (35 km from
AIIMS) for 5 weeks in their seventh semester in batches of 10–14
students. They have by then spent about 7 weeks in the department
in Delhi, in their fourth or fifth semester, where they participate
and learn in an urban, slum-based, non-residential setting.4 The
posting at CRHSP, Ballabgarh is residential with hostel facilities
provided to the students.

While the health facility of CRHSP, Ballabgarh was started in
1961, undergraduate students started visiting Ballabgarh in 1972
and the posting became residential in 1982. The teaching
programme formulated during the mid-1980s and described in an
earlier publication had remained largely unchanged for the past 25
years.3
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The present learning objectives of the posting are that, at the
end of the posting, the student should be able to:

• Explain the healthcare delivery model in rural India and
describe how various national health programmes are
implemented through it;

• Apply relevant epidemiological concepts to critically evaluate
published work;

• Apply a public health approach to an identified health condition
to understand the problem in the context of the community and
plan and execute an intervention for its alleviation at the
community level;

• Manage common diseases at the secondary care level; and

• Manage patients within the context of their family.

TEACHING PROGRAMME
To achieve the above objectives, the following activities are
carried out in the proportion indicated against each:

1. Field visits to different levels of health facilities and meeting
with health workers (18%).

2. Epidemiological exercises (15%)
3. Orienting undergraduates to community health (OUCH; 23%)
4. Ward/outpatient postings (36%)
5. Domiciliary visits to families of patients (8%).

TABLE I. Summary of different sessions grouped under the main teaching activities

Health system Orienting under- Epidemiological Clinical teaching IMNCI module Miscellaneous sessions
graduates to exercises
community health

NRHM guidelines 1 Understanding public Introduction and Gynaecology Introduction: Reading Introductory briefing
health approach to problem-based outpatient 1 and video
diseases exercise (PBE):

Study designs
NRHM guidelines 2 Select a topic and Presentation on Gynaecology Clinical (sick young Domiciliary visit:

frame objective previous PBE and outpatient 2 infant) Antenatal and
PBE on sample size tuberculosis

National health Developing Presentation on Antenatal clinic 1 Reading: Sick young Domiciliary visit
programmes 1 frameworks previous PBE and infant presentation

PBE on epidemio-
logical concepts

National health Presentation of initial Presentation on Antenatal clinic 2 Clinical (sick young Domiciliary visit:
programmes 2 frameworks previous PBE and infant) protein–energy

PBE on measurement malnutrition and NCD
issues 1

Visit to meet village Finalization of frame- Discussion on previous Surgery outpatient 1 Reading: treat SYI Domiciliary visit:
functionaries works (assessment) PBE and PBE on presentation

measurement issues 2
Visit to a subcentre Qualitative study Presentation on Surgery outpatient 2 Video and role play: Clinical assessment

approaches measurement issues breastfeeding
and dataset allotment

Visit to Haryana PHC Planning study Hands-on session on Paediatrics out- Clinical (sick young Community medicine
methodology data analysis patient 1 infant) assessment: family

Visit to AIIMS PHC Data collection 1 Presenting results of Paediatrics out- Reading: Module on Community medicine
data analysis patient 2 2 months–5-year-old assessment: OSCE and

children (2m–5y) critical appraisal
District health office Data collection 2 Review critical Immunization 1 Clinical: 2m-5y End of posting
visits appraisal guidelines for debriefing

different study designs
Biomedical waste Data collection 3 Critical appraisal of a Immunization 2 Video and role play:
management sample paper fever, malnutrition
Ballabgarh statistics+ Data analysis 1 Medicine outpatient 1 Reading: 2m–5y
HMIS
Treatment unit Data analysis 2 Medicine outpatient 2 Clinical: 2m–5y
(RNTCP)+ICTC
ICD classification Planning intervention: NCD clinic Reading: 2m–5y

Identification of
messages

Case studies Designing intervention Psychiatry outpatient 1 Clinical: 2m–5y
(assessment) material
Death certification Conducting intervention Psychiatry outpatient 2

(assessment)
Final presentation Wards/labour room in
(assessment) evenings

IMNCI Integrated Management of Neonatal and Childhood Illnesses  RNTCP Revised National Tuberculosis Control Programme  ICTC Integrated Counselling and
Testing Centre  ICD International Classification of Diseases  NCD non-communicable diseases  PHC primary health centre  AIIMS All India Institute of Medical
Sciences  NRHM National Rural Health Mission  HMIS Health Management Information System  OSCE Objective Structured Clinical Examination
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The key changes incorporated during 2008–10 were (Table I):

• Starting OUCH to enable students to understand health
problems at the community level and plan better interventions;

• Replacement of a field epidemiological exercise with desk
exercises and including critical evaluation of published papers;

• Organized and structured field visit programme to different
health facilities;

• Reduction in the number of clinical departments taking part in
teaching as there was no incremental advantage of teaching the
subjects at CRHSP, Ballabgarh over the tertiary care setting at
AIIMS, New Delhi;

• Addition of integrated management of neonatal and childhood
illnesses (IMNCI) teaching modules (taught by the faculty of
community medicine and paediatrics);

• An increase in small group activities and use of case studies;
and

• A more broad-based assessment.

The teaching team consists of seven core members: three full-
time faculty members, one senior and one junior resident of
community medicine, a public health nurse and a medical social
service officer.

Epidemiological exercises
The reason for this change was that the field-based epidemiological
exercise was a repeat of a similar exercise in the urban area and
resulted in no new skills being acquired. A critical evaluation of
a paper was felt to be an essential skill for a doctor to practise
evidence-based clinical medicine. This activity consists of 10
classroom sessions spread over 30 hours and an estimated 18
hours of self-activity/reading. Following the first introductory
session, students in small groups of 3–4 receive a different
exercise which they have to answer by self-reading and share with
the rest of the group in the next session which will end with a new
series of exercises. There is a gap of 2–3 days between these
sessions and exercises are spread over the entire period of posting.
The topics covered are (i) choosing an appropriate study design,
(ii) sample size estimation and sampling, (iii) bias and confounding,
(iv) causation, (v) randomization, (vi) assessment of reliability
and validity, (vii) basic statistical testing, (viii) basic analysis
using a statistical package, (ix) data interpretation and presentation,
and (x) a critical review of studies.

Health system visits
The places the students visit and the people they meet include:

1. District hospital and district tuberculosis centre to meet the
chief medical officer and other district programme officers
(half a day)

2. Posting in secondary-level healthcare centre, Ballabgarh (during
the entire posting)

3. Primary health centres (PHCs) to meet medical officers, health
assistants, looking at stores, reports and records (one day)

4. Subcentres (SCs) to meet health workers, review reports and
records (half a day)

5. Village-level functionaries such as an accredited social health
activist (ASHA), anganwadi worker, panchayati raj members/
sarpanch and other village-level committee members (half a
day).

Before the visit, the preceptors review the guidelines of the
major national health programmes and the National Rural Health

Mission (NRHM). A checklist is provided to the students on
different aspects of functioning of the health system. The students
divide themselves into small groups and undertake discussions,
review records/reports. Then they come together and share their
notes. This is followed by a debriefing session by faculty members
who ask pointed questions to probe their level of understanding.
The key objective for the students is to understand the gap
between what is enunciated in guidelines/documents and what is
done in practice and to identify and understand the reasons for this
gap. These visits are supplemented with other sessions on the
health management information systems of CRHSP, Ballabgarh,
medical certification of causes of death, International Classification
of Diseases and biomedical waste management. The time spent in
these visits is 36 hours and most visits are planned for the second
week of the posting.

Orienting undergraduates to community health

This exercise incorporates different principles of public health
which should be inculcated in an undergraduate student. In this
exercise, the students select and study any health problem at the
community level and plan and execute an educational intervention
in the community. The students are allotted a village to complete
this activity over 16 sessions spread over 5 weeks of their posting.
An estimated 46 hours are spent in the classroom and field
activities and about 30 hours are spent in self-study including data
entry, analysis and review of the literature (Table II). The students
use literature review, rapid assessment approaches (both
quantitative and qualitative) to develop three conceptual
frameworks related to the chosen health condition—causal, health
belief model and health systems. Based on their choice of the
health condition in the selected village, they identify a behaviour
for the health belief model. They then prepare educational materials
to address this behaviour in the community through the
development of a ‘poster’ and a health talk or even a short video
film. Some of the topics chosen in the past include female
foeticide, default in treatment of tuberculosis, use of tobacco, and
institutional deliveries.

Domiciliary visits

To understand the interaction between health and environment
using family as a study unit, students are divided into four groups
and allotted a family with any one of the following health
conditions: tuberculosis, childhood malnutrition, antenatal case
or a chronic non-communicable disease (diabetes/hypertension).
They gather information about the natural history of the disease,
health-seeking behaviour and impact of the disease on the family.
They then plan a family-level intervention. Each group presents
their case, following which the faculty discuss different aspects of
the case and management.

Clinical teaching

The clinical teaching consists of two main sets of activities. The
first one is related to the teaching of IMNCI modules developed
and pilot-tested by the Government of India. This includes reading
sessions, video sessions as well as patient-based exercises.5 In
addition, students spend time in the outpatient clinic and in the
wards with inpatients. They discuss cases related to medicine,
paediatrics, surgery, and obstetrics and gynaecology with their
respective senior residents. These are supplemented with postings
in immunization, antenatal and non-communicable disease clinics.
The total duration is about 72 hours in different clinical settings.
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ASSESSMENT OF STUDENTS
The end-posting assessment is broad-based and for 50 marks,
which is one-sixth of the total internal assessment for community
medicine (Table III).

EVALUATION AND FEEDBACK OF THE POSTING BY
STUDENTS
The evaluation of the posting was based on comparison of
anonymous pre- and post-posting assessments on the same set of
questions as well as feedback given by the student at the end of the
posting in a structured format.

The students of the batch posted in 2010 (by when the
programme had stabilized) showed a significant increase in the
understanding of epidemiology and health system as shown by
increase in marks on the same set of questions given before and at
the end of the posting (Table IV). The potential for increase in
understanding the health system was still there as only 9.3 of a
maximum score of 14 was reached. The increase in clinical
aspects was mainly due to increase in IMNCI-based questions. An
assessment of the understanding of the public health approach
was a complex phenomenon and was attempted through an
assessment of agreement on a 5-point scale to a series of statements.
These statements were constructed to reflect major but related
domains of understanding of a public health approach to a
problem as opposed to a clinical approach, e.g. improvement in
health has to go beyond technical solutions, more doctors or
health facilities do not necessarily improve health, blaming patients
for disease is not right as well as a need for an understanding of
social determinants of disease. The results show that the experience
of students at CRHSP, Ballabgarh did not change their thinking
and approach to health problems (Table V). However, when the
students were asked to rank the causes of persistence of tuberculosis
in India, they ranked social determinants (poverty, lack of awareness
and stigma) above health system issues (poor access and poor

TABLE II. Summary of activities done as a part of orienting undergraduates to community health (OUCH)

Domain Research question Activities Data to be collected

Understanding a health issue Is the identified health issue a Quantify the magnitude of the Review available secondary data
(magnitude and determinants): public health problem in the study problem Collect information using rapid
build a causal model area?What are the important deter- Understand community perception qualitative approach

minants/causal factors for this issue of the issue Review of literature
being a public health problem in this Develop a causal model based on Use secondary and primary data to
area? review of literature estimate population attributable

Modify the above causal model to risks
identify major causal pathways
relevant to this population

Understanding human health What is the status of the chosen Assess prevalence of the behaviour Review available secondary data
behaviour using a health belief behaviour in this community? and other related parameters Data triangulation using qualitative
model (HBM) Why does this population behave in Use a generic HBM to develop a data

a particular way? model specific to the health issue Review of literature
Modify the above HBM to make it Collect primary data to understand

relevant to this population which components of the HBM
explain behaviour

Understanding and evaluating What are the different public health Identify possible interventions from Review of literature
public health interventions approaches to address this issue? the causal model and assess their Review of national health

What health interventions are known effectiveness programme documents
currently practised and how well are Identify the existing national health Rapid appraisal based on document
these being implemented in the interventions/programmes aimed at review and qualitative approaches
community? the identified health issue

Evaluate implementation of the
health programme using a standard
health system evaluation model

TABLE III. Assessment matrix of the posting at Ballabgarh

Activity Assessment tool Marks

Health systems Case studies––small group discussion 7.5
Epidemiology Evaluation of written critique of a paper 7.5
Orienting under- Presentation during and at the end of 10

graduates to posting (framework 4, intervention 3,
community health presentation 3)

Family presentation Viva voce on family work-up 5
End-posting Objective structured clinical examination 10

evaluation (OSCE) covering all aspects
Clinical viva voce Viva voce/case work-up 10

Total 50

TABLE IV. Results of students anonymized evaluation before and
after posting, 2010 (n=44)

Subject (maximum marks) Mean (SD) marks p value

Pre-posting End-posting

Epidemiology (10) 5.1 (1.5) 8.4 (1.8) <0.01
Health systems (14) 6.8 (1.9) 9.3 (2.1) <0.01
Clinical disciplines (18) 8.0 (2.1) 10.8 (2.4) <0.01

Total (42) 19.9 (3.8) 28.5 (4.9) < 0.0001

management) and gave least importance to technical issues (lack
of new drugs and vaccine).

The feedback provided by students for different activities was
overwhelmingly in favour of the posting and was generally
positive for all activities with 94% of them rating it as good or very
good. Students prefer teaching that is contextual, practical, gives
them room for freedom and innovation, and involves them in
small group activities is evidenced by these statements: ‘Rather
than focusing only on specialization we should understand and



156 THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 27, NO. 3, 2014

Public health is widely regarded by medical students as
peripheral or even irrelevant to the acquisition of clinical knowledge
and skills. A practical demonstration of the application of principles
of public health to clinical problem-solving may be the most
effective means of overcoming resistance. Almost any place
where clinical services are provided is suitable for this purpose
such as community clinics, health centres or general practices.7 At
Ballabgarh, one of the strengths is the integrated teaching of
clinical disciplines and public health.

A situational analysis of the current PSM/CM teaching in the
South-East Asia Region, WHO recently noted that the curriculum
was mainly theory-based and field visits for acquiring real-life
experiences are not organized in an effective manner.8,9 Most
medical schools experience difficulties providing the right quality
and quantity of educational experiences due to the inability of
curricula to respond to the needs of the community and the
country. The low market value of this discipline in India has also
been commented upon by Nath and Ingle10 Bringing the teaching
of community medicine from the classroom to the community
would help to provide a realistic picture to the subject and act as
a stimulus to learning and an active involvement in its application
and implementation. A recent review of teaching and assessment
methods used in selected medical colleges of India concluded that
strong community-based programmes, multidisciplinary approach,
active participation from the community, provision of curative
services, residential nature of students, and teaching
epidemiological methods through real-life situations, were some
of the key methods for a successful training of undergraduate
students in public health.11

A WHO report states that epidemiology should be taught to
medical students to influence the future doctor’s attitude to the
problems of health and disease in the community by making
students more aware of the scientific approach to these problems.12

This is consistent with the change in our approach of viewing
students as users of research rather than as doers of research.
Epidemiology needs to be taught in an interesting way using a
variety of methods (lectures, projects, exercises).13 Currently, the
teaching of epidemiology at AIIMS includes all these three
methods. We believe that we are also able to show a relationship
between epidemiology, clinical disciplines and public health and
have been successful in improving their knowledge most

TABLE VI. Rating of different activities by students (n=47)

Activity Very Good Average Bad No
good response

Health systems visits 42.6 53.2 4.2 0.1 0.1
Epidemiological exercises 74.5 19.1 4.3 2.1 0.1
Orienting undergraduages to 27.7 46.8 23.4 0.1 2.1

community health
Domiciliary visits 19.0 55.3 21.3 4.3 0.1
IMNCI modular teaching 68.1 27.7 2.1 0.1 2.1
Overall 61.7 31.9 0 0.1 6.4

IMNCI integrated management of neonatal and childhood illnesses

not forget our role as MBBS doctors’; ‘… maybe a little effort on
our part could go a long way in raising people’s awareness’; and
‘A completely new type of exposure’. This suggests that the
department has been successful in enthusing them and is moving
towards achieving its objective of training them to be a ‘social
doctor’.

DISCUSSION
We describe the teaching of community medicine during the
posting of undergraduate students at CRHSP, Ballabgarh. Public
health education that is irrelevant to national health priorities and
divorced from public health practice is useless and a lost
opportunity. Given the stakes of the Millennium Development
Goals, challenges of re-emerging infectious diseases and the
increasing complexity of chronic non-communicable diseases, it
is the right time to revisit public health education.6 Interestingly,
the vision document of the Medical Council of India prepared in
2011 (available at: www.mciindia.org/tools/announcement/
MCI_booklet.pdf ) emphasizes that a considerable part of student
training should take place at the primary and secondary level. It
requires that the students should be able to:

• demonstrate knowledge of medico-legal, societal, ethical and
humanitarian principles that influence healthcare;

• demonstrate knowledge of national and regional healthcare
policies including the NRHM, frameworks, economics and
systems that influence health.

TABLE V. Change in attitude of students towards public health approach to disease (n=44)

Statement Test Level of agreement* Intended direction of change

Strongly agree Do not Disagree or
or agree know strongly disagree

Drug compliance is a major problem in tuberculosis control. Pre 86.3 11.4 2.3 Away from blaming patient
The fault for this primarily lies with the patients. Post 47.7 43.2 9.1

People not agreeing to participate in public health Pre 7.9 72.8 20.4 Away from use of coercion
programmes should be punished. Post 18.2 59.1 22.7

The best way to improve neonatal mortality in the country Pre 18.2 66 15.9 Towards primary healthcare
would be to build more hospitals and train neonatologists. Post 43.2 47.7 9.0

Improving food habits of the population is more sustainable than Pre 90.9 4.6 4.5 Towards a population-based
one that focuses on treating and counselling obese patients. Post 79.5 6.8 13.6 approach

People behave irrationally when it comes to health issues. Pre 52.3 27.3 20.5 Non-judgemental view of
people’s behaviour Post 54.6 27.3 18.2

Health systems in India are not delivering mainly because of Pre 47.8 38.7 13.6 Better understanding of barriers
lack of resources. Post 65.9 25.0 9.1 within the health system

* boxed cells represent the appropriate response based on the public health approach
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effectively. In a medical college in Puducherry, each batch of
students is asked to design one community-based research project
of public health importance. Students are provided training on
research methodology, statistical aspects and interview techniques
during the first 4 days followed by a 2-week period for data
collection. Students were reported to take keen interest in learning
and applying the principles of epidemiology and biostatistics to
solve a given public health problem.14

Our experience with teaching of IMNCI was rated as very
good. The same experience has been corroborated by students of
other medical colleges in Wardha and Surat.15,16 All these schools
used the modules developed by the Government of India and used
videos, case discussion and theoretical reading to teach them
management of these common diseases.

In Wardha, community orientation is done when the students
stay in the village in a camp at the beginning of their training.
Students were generally very positive about all aspects of the camp.
The greatest consensus was for the visit to the PHC and subcentre,
as offering direct exposure and interaction with the village-level
service providers. Involvement with the field-based clinics was felt
by some not to contribute to their understanding of socioeconomic
and environmental factors related to cases and their ability to
diagnose health problems in resource-poor settings. The main
factors perceived to work against learning were the knowledge-
based theory teaching and the statistics used in these sessions,
lengthy lecture sessions and the overly-busy schedule.17

The strengths of the AIIMS teaching system are that a large
infrastructure (including residential) has been created for
undergraduate teaching, students, faculty and residents. They all
spend considerable time together both during office hours as well
as in evenings promoting an informal environment which is
conducive to learning. There are no didactic lectures during the
posting and learning is largely activity-based. We feel that cutting
the umbilical cord from a tertiary hospital and the resultant change
in environment is a necessary prerequisite if we plan to change
their mindset from a pure clinician to a ‘social doctor’. The
curriculum is not only well-designed but also dynamic and
responsive to feedback from all concerned. In short, this posting
fulfils the guidelines for Preventive and Social Medicine/
Community Medicine teaching laid down by WHO.1 However, it
should also be realized that teaching methods have to keep
changing to stay relevant to the changing requirements. From
2011 the number of students has increased to about 20 per batch.
However, despite our efforts we were unable to show that we were
indeed successful in our endeavour to make a socially responsible
doctor. The training in medical model at a tertiary setting for most
part of the undergraduate training is too well entrenched in their
mind to be overturned by few weeks of community posting.
However, we believe that we do plant a seed of this thinking in
their mind and maybe over time, this will grow, at least among
some students. Most of the students of AIIMS go abroad and
therefore this learning is not really useful to them.18 However, it
needs to be emphasized that the core principles of what we teach
them (critical appraisal, understanding the health system of which
they will be part, understanding social issues related to health) are
universal, though the specifics may be different.

Concerns about public health education for physicians are not
specific to India but a more widespread phenomenon. Students
were disillusioned, disengaged and disappointed with the public
health curriculum being provided at the Canadian medical
schools.19,20 Many medical students would prefer a public health
curriculum that is more challenging and has more applied field

experience, as well as exposure to role models of public health
physicians. The barriers that remain to be addressed included lack
of faculty (critical mass), inadequate support for local champions,
inadequate methods of student assessment, and poor image as an
attractive specialty. In Lithuania, although over 200 hours are
devoted to public health training for medical undergraduates,
teaching is unfocused, fragmented, and includes little
epidemiology—the core subject for public health physicians.
Teaching is mainly through long lectures with few group
discussions. Student participation and motivation are low.
Redesigning of the curriculum and training in teaching methods
for teachers is required.21 All of these apply to various medical
schools in India as well.

The international experience as well as experience from some
colleges in India has shown that public health education for
medical undergraduates needs a major revamp. Medical education
authorities as well as managers of medical colleges need to take
note as this requires major investments in terms of infrastructure
as well as for teacher training. Ensuring that public health education
is appropriately resourced and assessed is a key obligation of
decision-makers in medical schools. The 12th Five-year Plan of
India is expected to focus on health and aim at universal coverage
resulting in a major hike in allocation of resources for health.22

There cannot be a more appropriate time than this for introduction
of reforms in community medicine training in undergraduate
medical training.
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