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 DEVELOPING COURSES IN THE BEHAVIOURAL AND
' SOCIAL SCIENCES FOR MEDICAL STUDENTS :
.. NEW PROSPECTS FOR AN OLD "PROBLEM"

ST " By: Pefer .J. Blizard . '

“World ‘Health Organisation ¥
INTRODUCTION 7
"Medical schools throughout the world 'aré'-ndw including courses in the

social and behavioural sciences for their students. These courses, like all others
in thé medical curriculum,. vary qualitatively and, quantitatively: some medical
schools provide for an extensive and deep coverage of these subject-areas 9,
beginning them in the first year and continuing them throughout the whole
of . undergraduate studies. Other medical schools make little more than.a

genuflection ‘towards these subjécts and attempt to do no more than provide
*mini-coursés” in, say, Psychology, Sociology and Anthropology.

One writer has captured the mood of the times quite clearly (cf. Blodm,
1965). He affirms, cogently in my view, that the carly years of this century,
particularly under the impact of the Flexner Report,

saw the full wedding of the basic biological sciences to the medical carriculum.
. we are cxperiencing today. a joining of the sciences of psychology and of
social behaviour to medical education that compares with the events of sixty

years ago (Ibid, : 15). - : ' : . '
There is every reason to expect that this-trend towards the inclusion of the
social and behavioural sciences will accelerate, and this has and will continue
t¢" raise “problems- and difficulties for all the inhabitants of medical schools.

When a medical school makes a major alteration to its curriculum by
incluiding a new course of studies, or changes its priorities governing the
choice -of course content — and. the inclusion of the social/behavioural sciences
implies both of these changes — then' repercussive effects, questions and divisions
of opinion will nearly always occur. Inevitably, questions such as the following
will atise: “Why should.we ¢hange the curriculum at’all?? *What value are
studies in these :sciences -for medical doctors 7’ PHow much time and resour-
ces should -be devoted to studies in these areas?”- “Should we create a separate
Department or. graft them on to-an existing - structure ?”  And; possibly the
most explosive; practical question of all: “Wha-is going.to give up some of
their curriculum - time — or are we proposing to lengthen the medical school
. course P’ : . : :

“Ur-The author. is attached as:a Consultant-fn -Medical’ Education to.the Consartium. of Medlcal

... .Sciences, jakarta, Republic of indonesia; and a member of. staff of the Seuth East Asian
Region of the World Health Organisation, C e

2] There is no universal agreement as to precisely which subjects are included in the concept of
the Social & Behavioural Sciences, but ¥ would certainly consider aspects of the sciences of
Anthropolagy, Economics, History, Psychology and Sociology to be relevant to medical studies.
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;. Thus far, the discussion has been largely academic, in that no.actual
cxamples.o.f instructional, objectives have been provided. Furthermore a number
of rather important claims have: been made on their behalf - viz., that they
enable staff to choose curricula content more rationally, and that ;hey in turn
e‘n:iblg: 's‘_a-ldf:nts to acquire and retain what they have learned more effectively 7.
This omission will now be remedied and this approach to the planning of
courses in the social and behavioural sciences for medical students will be
considered®. . - .. . : :

THE POTENTIAL OF INSTRUCTIONAL OBJECTIVES IN THE PLAN
NING OF ‘COURSES IN THE SOCIAL AND BEHAVIOURAL 5
FOR MEDICAL STUDENIS . ‘ "+ SUIENCES

s Tl;is-__sgctioq' of phe. paper will__att@n:xp't to clarify three important ‘qucst-

ions re_gardmg ‘th‘c lcontr:bution of the social and behavioural sciences to the

edx.lc'atl-ox; __of {future) doctors, and ‘to the planning of those courses.

Tl_).;_T(_);"idehtirfy_t.- some of the basic skills inherent in the social and behavioural

.. jciences which arc also basic. skills for the practice of medicine.

2)..To 1d§:nt1f:j possible Departmental and Instructional Objectives in terms of

-.-these basi¢ skills. - here. we aim to provide examples and not an exhaustive

.. Statement. . .. . : . o

3) Fo -bring out into the open -some critical issues in the planning and design

- of courses in -the -social and behavioural sciences as these relate to the
needs of medical students. o ‘ : '

WHAT BASIC SKILLS ARE INVOLVED?

] '__!,'_I'_w.w_'o,._asgl.._lmptiox_l‘s -underlying this. paper are that the social and beha-
v:c.)ul'.a.L sciences can help students develop basic skills, and that some of these basic
skills"are useful' to (future) doctors. If either of these assumptions could be
shown to be false then there would be mo case for the inclusion of these studies in
an already large medical curriculum. These assumptions will be tested against
examples.: In a-recent- sfudy - (¢f. Blizard' & -Alexander, 1976), following on
carlier wark (cf. Price et-al.; 1971) an’ attempt has been made to identify many
?f he basic skills required by a dogtor who is destined to practice medicine
m’a “front-line’” ”low-techinology” conféxt, A similar "ét'pprbach has been taken

- 167 our” preset problem, ‘and in TABLE .1, ‘below, an attempt has been made

to isolate some ‘of the basic skills in the social and hehavioural sciences and
which are relevant to the practice or medicide. =~ T

[FEREINTY
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1) Some evidence exists to show that courses based on explicit objectives enable students
to learn and retain what has been. learned for a longer period of time {cf. Blunt & Blizard,
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Jectives pivé dVary tow " half-life of retention”" (cf.. Blizard, Catmody
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- -haviourat sciences’ far Murges, Physictherapists; Occupational Therapisis (etc.), thdugh' that
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TABLE 1.—Some basic skills required by doctors which can be assisted to dévelop
through relevant studics in the social and behavioural sciénces.

Section 1 :Clinically Usefol -Siills

1) Recognising ‘and -being able to res-
pond effectively to emotiomally &
psychologically-induced illness.

3) How to manage and help with the
emotional difficulties of the very sick
or dying patient, and the needs of
that patient's family.

5) Skill in_beingr able to understand,

evaluate & alleviate paticnt's anxieries
& apprehensions about illness and treat-
ment.

7) Skill in understanding the social, cul-
toral & behavioural' factors which
determine people’s responses to the
onset of illness, the presence of pain,
& cooperation in treatment.

9) Understand patient compliance & non-
- compliance and to bridge the gap. be-
-tween what the doctor instructs and
whether patients follow those instruct-
ions. -

Section II ; Managerial & Teamwork Skills - B

1) How to work & communicate effect- .
ively with others in the health team
soas to secure their full cooperation.

3) How to collect, analyse & evaluate
statistical & epidemiological data in rela-
tion to the diagnosis of health problems
in an area or 2 community.

Secticn ILI: Preventive Health Care

1} Methods of actively involving both
individuals & the community to take
more responsibility for their own health

" care.’

3) Acquisition of a theoretical understand-
" ing of humap behaviour as 2 basis

_for application to the management of
" jllness in-individuzls or ‘commiunities.

2) How to secure inforrnation from a
hostile, -distraught, upset--or unco-
© * operative patient. A

4) Skill and ability in adapting to and
being at ease with persons who by
behaviour or appearance are threaten-
ing (e.g., some alcoholics, drug
users, - mentally ill persons etc.),

6) Skill in being ablc to apply effective
communication between people, yetb-
al & non-verbal & to use .these skills
as 2 doctor. T

8) Comprehension of the social factors
wich produce disease, & of the effects
of disease on the processes of social
behaviour in, say, the family. .

10) How to, and the nced for, sufficient
sympathetic listening ' to a patient's
problems from the prespective ‘of “the
patient. - - e

LTI 1

2) How to enable doctors to work .ef-
fectively with small groups of .people
in teaching, learning or research. .

4) How to use individual or aggregatc
clinical records asa tool in diagnosing
community health.

2) Methods for helping doctors to nnder-
stand the "lay” and "folk” definitions
of illness, how these differ from "scient-
ific” dcfinitions, & to use thete de-
finitiois in~diagnosis & treatment.

4) Ability to assist in the planning, design

© & implementation of programmes: to

" cope with spécific, préventable-diseadés.
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TABLE 1.—Continued

6) How to identify the most appropriate
"target-andiences” for a spccific health
cducation programme.

5) How to identify ;'hig-h-rislﬁ" individuals
& groups living in the vicinity of
a health centre.

%)- Understanding  of selective aspects of 3) Understandmg of the- Factors wh.tch

how people’s artitudes & behaviour motivate people to change their beha-
~ - change, “and an ability to apply~ this viour in relation to the promotion of
. 1o the provision of bealth education héalth & the prevention of illness.
. programmes.

The list of skills in TABLE 1 is not inténded to be exhaustive, but illus-
trative. It is quite possible that other basic skills could be added to the list.
‘In the next section we will use the contents of TABLE 1 o developa possible
set of Departmental ‘Objectives, and illustrative instructional objcctwcs, but
‘before doing so one or two important disclaimers ought to be made.

o It is certainly not claimed that our “hypothetical department of beha-
vioural and social science in relation to medicine” could help all students to

‘acquire al! of the skills enumerated in TABLE 1 - some would -have to be in-

clided and others left out, for that is what is meant by a “selective curri-
culum™. In some cases even if it was decided to include a skill, student’s
ability in acquiring, retaining and using that skill would be far from com-
plete . for the very simple reason that understanding, in the behavioural

-seiences, Is often at very crude and rudimentary level — a case in point would
-be our  understanding of the nature of "human motivation” and its impact

on health and the avoidance of illness. Neither is it being claimed that our
“hypothetical Department” has the sole responsibility within the medical
school for the development of the type of skills illustrated in TABLE I.
On the contrary, such a course of action should be explicitly avoided. In helping
students, for cxample to come to terms with, and effectively respond to
-hostility, .aggression, defensiveness, fear and apprehension, in clinical sitnations
it would be .hoped that this was the joint responsibility of all clinicians together with

f:staff i the. School qf Social and Behavionral Scigntes.

In 1e1at10n to the content of TABLE 1 readers are 1cquested to ask
themselves a series of fairly plain questions :

(i) Arc the skills shown in that TABLE important for practicing doctors ?
(ii) Which of them are “important™ and which of them “highest importance’™?

(m) In your. present’ medical ‘curricula ‘are students assisted to acquire
- these- skills in TABLE 1 which you think are -important ?

. (1v) ‘Can social and behav:oural scientists help students, in conjunction with
..others in the medical school, to acquire these skills ?

o5 If the 1eadc1 answeys;'yes to these questions,. then we have cleared
-up, at least to.some extent,, two important matters, . Wc ‘have estabhshcd that
-the social and behayioural sciences do have an effective place inm. medical
training. We have also started to clarify .and specify what that place might be,
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place! might be, ‘andthis- ‘Has beén’ achieved by stating’ some .basic skills
inherent iiri the social béhavioural' sciéntists and needed: by practising: doctors.
Let us'now.itake: the next!step and' see how -these basic' skills might be used
as a:framework:ifor .déveloping ‘a :colierént .course {or set of - courses) based
on carefu]ly - stated. mstructmnal ob_]ectlves

'DEVELOPING DEPARTMENTAL OB_]EGTIVES CHOOSING COURSE

CONTENT, AND. WRITING INSTRUCTIONAL OB_]EGTIVES IN THE
SQCIAL- AND BEHAVIQURAL ;SCIENCES. WHICH ARE. SUITABLE
TO THE NEED OF MEDICAL STUDENTS

... The . preceding  section 1.of .this, paper identified; . (some; of) thc basn:
skills nceded Jfor the effective practxce of medicine ; some, of these; skﬂls rclated
4o the practice, of clinical medlcme,,some to the; ablhty to, work - effe.ctwcly as a
member of 2 health team, and some to the ability to provide effective preventive
medical care. It was then suggested that an understanding of aspects of the
social and béhavioural sciencés ‘might - help -studeénts fo acquire, -retain and be
ablé to use-these - basic - skills. Tn this section we -will “translate” these. basic
skills into a (possible) set,of Departmental Objectives for a social/behavioural
sciences’ department - w1thm a:medical school, and. prowde examp!es of. the . type
of course content’ which would be needed to enable students to fulfil the

-departmental objectives:-this coursé’ content will be stated in. terms:of observ-

able, measurable and hopefully relevant instructional. objectives. .

‘DEVELOPING A SET OF DEPARTMENTAL: 'OBJEGI'-IVES;.).AII the mem-
bers of staff of a department should participate in the construction of. ”’their”

Dcpartmcntal Objectives. This is so because all: members of staff will be required
to assist in the dcvclopment of . the tcachmg programme : cand’ ‘this teaching
programme has to he based dlrectly on the. departmental ObJeCt.lVCS The set
of Departmental Objectives. 'whlch fmally emerges wtll help your depar‘tment
in three distinctoways: '

(i) It will enable you to choose’ and seleét’ thc fidst relevant course’ con-

tent.— and, this is very important in the area of the social and behavioural
 sciences since the. volume of potential course content is unmensc, but
> giily' some will be’ relevant to the needs, of fufure doctors T

(u) It will prov:de for a umﬁed sensqhqf d:rcctlon and purpose within
Dcpartment—- fe!, all of you'are procecding towards krows and agréed objectives.
Agam, ‘this i3 of partmular importance- in-the: social and . behavioural

. scienices because, often; these studies arespread.over several: years of the
medical course, and as a consequence it is often-difficult ‘to. coordinate
~the course content of one year of study with that of subsequent years.

:', Thc ‘aim should be to dcvclop a course wh.tch 13 mmufatwe in its Jmpact

(.lll) Thcsc objectives should enable ryou to. mtegqatd‘your currxculum with

- that of other subjects to whxch it is clpscly related. This potential benefit

ST v isTdlso .of' patn,culai 1mp0rtance to studles jn'the socml and ‘behavioural
", "+ sciences, because these. studies’ will “feed inf¢” many "other” dspects of
the medical sc¢hool ‘¢urricuhdm. Tdeally, 4% ‘hoted, " the- teachirig of ‘the

- social and behavioural sciences should be a coIlaboratwc venture, parti=
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., cipated in by -most members of the medical. faculty. It gces without

. saying that the. Departmental Objectives. should be as realistic and as
practical as-possible.;It..is with these - considerations in mind that the
following set' of Departmental Objectives - (TABLE 2).is suggested:

TABLE 2,—A possible set of Departmental Objectives in the social & behavioural sciences
’ as related to the nced ‘of medical students, -~ © - T o

At ‘the couclusion of courses'itl the 'Soéial’ and Behavioural® ‘Sciences, medical students
should be able to: L R S Co o

1) Comprehend selected ‘basic” consepts in thé social dud behavioural: sciences; in order
" to apply ‘this to the diagnosis and management of illness in “individuals, to the
~ ‘prevention - 6f -illdess in- individuals - and groups, and to the promotion of health
. R 1"7_[‘ ' o tae L e L L ot o . T
2) Demonstrate that they have,.acquired ‘a capacity to respond effectively ands ensitively
.. to the_biophysical, social and emotional needs of individual patients under their care.

‘3)_‘Dilpia‘.y'an"ﬁndérstanaing of thie social and’ coleural factors which affect an indi-

. vidual's ‘respohses to the presehse of illuess in order to ‘apply this to:
. (i) The -analys-is'- of the . l.)c]:;avi'onr.,;ofi' sick .persons. from - different Isocial-, éulfl_.u’al.
religious . and. educational: backgrounds; - . . : L T C
-+ (i) Ao’ understanding-of ‘the impact; of “illness in:an:+individual and its effects on
Ut the family g o o a0 L e - D

ra b

- " 'ft'akc. "'r'g:gpijrllsibilit'y‘féx_'j‘ improving their own' health, ‘

i4). Develop a frame of refétence . for ;unﬂérs,tanding the proéelsses of "medical ‘so-c'i'alisa;‘,-iaﬁ-"
whereby a ’person’ is converted into a 'doctor” in order to.be. able. to -apply an
qndetstangliqg of the ‘role of a doctor’ to:

' (ii'i)' ‘An 'uﬁ&i:rgﬁﬁ’diﬁ'g' of the’ willingness ‘of individnals, and grohpE of "individuals, to

“ (i) Assisting - individoals- and- groups to’ become :more health-cohscious ;i :-
(ii) Helping c s ".51‘15:1‘” 'groupsto bc m_é‘::é__'fléélf_—_‘;éliar;f"é&p;:éfﬁi’ﬁg:the pre-
vention of illness and the promotion of health; R

individa

aticnts; ~and
"2 :(iv) Comprehending. the. key. differences. between . ¥lay” and: "scientific?; definitions
w55 -ofvhealth: and -illnessi-.in order te provide for:; more -effective. mamagement of
cwpatients urderhis :eares 10 oo o oy g gt e

Molgal el o T gy oo Ty o coall o
., (#), Diminishing’ “undesicable,* "passive - compliait”.  bebaviour by 75

t -
SRR A RIie s g

[PERE PO

A TS oy T e e e N s o e e
5) Display a_ capacity "to. work efféctively ‘with other’ ihémbers of “'the Health care
B A L B Y R S S-S ST BT AT IR NN TRl TR T3 ST T T L R PR S

“team, ‘and with patients “and “their 'familics, in ‘thé “pévision bF “cirative care,
N:i prevetitive care,.-or’thér promotion of. health:r+ i culln ol COo

EEPRTAY 1 3

6). Recognise the often teptative . nature of evidence and conclusions in the social and

1., bebaviousal sciences,  and, . demanstrates a, capacity, to make  decisions 'on the basis
..;;of Jimited _evidence and under conditions of  uncertainty, |
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TABLE 2,—Continued °

7) Demonstiate a familiarity ‘with some of the outstanding contemporary unresolved
problems in the social and behavioural sciences as these relate to:

© (i) ‘The organisation and delivery. of effective medical - care; ...
: '(ii). Hospitals ,‘és'"'sqciall’in‘s’t’imﬁons“ ; and, .

(i) The 'changinig' roles of profcssionals';‘i:lf ‘the health sciences;

" Tt would not be desirablé: to-discuss this set of objectives (of each one
individdally) in any detail. They have in any evcx_xt‘c'zl}ly' b:i?‘;:'presented_ as
‘an illustrative example of “what a possible set of objectives m1g1-}t_ ‘-100.15 like.
However two relevant comments can be made; not about 'th:e o:p_]_cct.zv.es_ them-
selves, but their Tormulation. First, it should be ‘made quite =e.:cl:tlxc_1t"that. a
set of* Departmental Objectives represents-a set of value judggtnents'—m this ‘partic-
ular case they represent the  value judgements of the writer, and others he
has spoken with, concerning the “most significant’” contributions that the
social sciences might have for the preparation of doctors. Not merely do they
represent .a set of value judgements, but they ‘also- represent a set of
priorities = f.e., some (possible) objectives are .thought to be more important
than are others, thus they have been’ .included.-and . those ,.of l'ess?r im-
portance excluded. Second, with particular reference to the set of quectwcs in
TABLE 2 an effort has been made to indicate where a .’_’thgorctuial‘_“_z}?pcci‘:r
of the social sciences might help medical students — thus the ;ob_J‘e;:'tlvc was
not formulated as to “display an’ understanding of ‘the socaab_'gm?; cultural
factors which affect an individuaPs responses to the presence of illness’ {(No. 3),
but explicit guide-lines were then added as to how this urgficrst:aqu%ng ,m_'Jlgl_x_t
then be applied. These additions make the statement of Dep:artmental Object-
jves a little more complex:to write, but they at the same tlme_,hﬁlp\ ‘tcachers
1o be more selective regarding subsequent choice of curriculum content. Let

us now take'the next step, and see how a set of Departmental objectives might
help in choosinga selective curriculum, and stating that g}lrr:cu_lulm- in terms
of instructional - objectives. oo i

CHOOSING COURSE CONTENT AND CONSTRUCT;NQ_II}ISTRUC}T-
TONAL 'OBJECTIVES : The necessary sequence of operations 'in cl.m?smg
course content & working Instructional Objectives can be rather simplistically

.seen as falling into three parts: . ‘ o

*.. (i) Choose the course content needed to " help —itlu_plc':mént each of your
departmental objectives — because of ready familiarity (by .teachers) 1t’1,s
© probably convenient to state this content in terms of “topics of study”.

~.* (i} “Expresi each -topic of 'study in terms of one (or, mor.é)-”-' ”General- In-
structional Objectivés”, and an associated set of ”’Specific Instructional
Objectives” (¢ Blunt, 1976; Gronlund, 1970). - SR
. (iii) - Carefully. select ‘those nmethods. of learning. which are: 'li!;ely_“ to- be most
useful to students in helping them to achieve the objectives; in th%s
section we shall. look, at the .first two. of these steps primarily. This
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will be donc by taking one of our Departmental Objectives, - 1dent1l'ymg=
the ’’topics ‘of study’” that - mlght properly fall within the compass of
that- objcctwe - and, once again, we canngt choose all rhe possible topics,
but have: to be! selective,

gt PRI D

Following this procedure one of ‘these - ‘topics will then’ be expressed in
terms of sets of illustrative objectives. Some comments on the formulation of

instructional ob_]ectxves, and some . dlfflcultjes wh1ch mlght be encountcrcd
will then be offered g P

T

TABLE 3, below, re-§tatcs one of the Departmental Ob_]ectlvcs identifies
a possxble set, of Pcurriculum packgges” or topics” of study, and. then takes
one, of, thcsc currxculum packages”, and expresses it in terms, of a General In-
structmnal Ob_]ectwe {G.L.O.). and an assgciated. set of Spc01f1c Instruct:onal
Ob_]ectwes”(S I.0s.);, in presenting the data in. this .way.itis hoped that readers
are able; to apprecmte the. descendmg ]1neer arrangement .which moves from

a general sta.tement - the Departmental Ob_lectlve - and gradually becomes
~more .specific. " S

v . BT
PR R HE 1 o
. .

TABLE 3. -—-Departmental Ola_]cctwes V2 set- of cumculum packagee, and
.k

1llustrat1ve
examples of instructional - objectives - for aspecl:s of a course in’ soc:al &
bel:lavloural Sciences for - mcdlcal students T

Departmental Ob_]ectlve B

DI_S_PLAYS"‘an understandmg of some soc:al & cultural factors whlch affecl: an
mdwlduals responses to Jllness. in order to. apply thisto... (No. 3, TABLE 2).

Poss:ble c,:rrlcular content (| e ) curr:cn]um packages)
""" by leferences in permissable ‘social i in-

rearmg across selectecl cultures teractlon between cultures

c) Cha.nges in the demography of - d), Hcalrh practices and "at nsk starus,
illness among migrants, among different groups, in com-

eh ST i e munity, -
. - ..¢) Culeurally-determined .. conceptions . .. f) Cultural dlfferences and responses
“i.i.. of health & illness. . - .. . ;1pain”. and, the - onset .of illness.
g) Difficulties in interviewing persons ) Educatlonal status™ as a’ variable
.o o i, from different socio-cultural groups. . ..., in connection with health & illness

' L O P R ST i chhaVIOUI‘

TR E "l.llﬁes's'_" and’ alterations in social ) Personallty factors & causallty of
... perception.. .. o e o "delay i treatment secking” be-

-

"“COMPREHENDS - some " of - the: thajor sobrées of dlfflculty ‘in 'interviewing
* persons from different ‘caltures, of different social grotps in - order to develop
aii - effettive repertoire ‘of responsés' to minimise these difficulties. -

Blizard 1976 - Soclal >sciences) for-medical students I&
TABLE 3. —Contitded i = s i diatno JT.;" "\i'::'._| - i .:_H ENTE AR
SSIOS . -1. e " r i _- p' Ly ettt e s abig

. a) STATES ‘types of mucommumcatlon and mlsunderstandmg that‘ muy arise
a hrouuh differences m language. levcl of educatmn, and culfto!ral.ongm be-
o tween doctors and pahents

b) PROVIDES as o tl:e soctal cultural ancl psychologlcal orlglps) of mlsundcr-
o standmg and mlscommumcauon betwecn doctors and patients, i

: .c) PREDICTS the- difficulties in commumcanon_ & undcrsl:andmg swhich might
ansc with: + SRS T B R L

S ) A newly-amved Fothale Batik'’ mlgrant pnmtgravlda ancl her Obstetrician ;

ol g [ ST 1

(b) Counsel]mg tWo Iudoncsmn—speakmg poorly cducated parenr_s _c_o:ncermng

the mmagements of 'their 1ntcllectually-handlcappcd clnld .
Vs ) Couuselhhg “two "Boglish- speaklng. umvcrslty trained parents regardmg
the mauagemen: * of “theit newly bom fusl: cl'uld who 'is dlagnosed as

piyeoat o labeing . "Dowals Syiidrome™; 1o i L Tl el s T
(d.) Advising an non-Indonesian’ speakmg. ‘well-educated - tnale: régardmg his
. 'coptipued -'management for jhypertension. ;. - e )

-"-Z‘ . S\ -STATES ‘the :strategies thati be. 'would. .use to ‘mmlmlse 't.’ne -dnfflcultzes in
© 17 i) communication cnumeratcd 1in.S1O {c) :above. . S A R S
.c) IDENTIFIES ways in wich' he mlght help' the' pauents d&cnbdd i’ SIO (c)
" i fo commiunicate  more effectwelly ‘with doctots’ as’ to thelr meH:cal and
emotional needs, T B T

7Y B v PR

ra— ¥ ceprL L. e IR —‘.‘. l....‘..
PR :,"‘-'n’:?(, b i I"-lvc' P ] CALD a0 K IS J

Thc‘examples of Curriculiim Pack‘ages and Instrucﬁonal (?}la_]ecnves are,
hke the Departmental Objcctwes which’ were' described’ carIJ regarded as
‘illystrative and’ nét; of* course,” 'as presmptwe. Once‘ ‘again’ it is not proposed to
'comment on- e1ther the packages or the set-of obj ectives “id'any’ deétail, but
it 15 of 1mportance that 'some’ briéf * coraménts ‘on these' ob_]ectwes (and some
‘8f the" difficulties 1nvolved) should bc of féred.” These mvolve the' followmg

- . I AT SR I.L)’
cons1derat:ons H -_’ ,

First The Jreader is. asked to lookl carefully at, cach of theuSIOs an TABLE 3
and ask .himself-the. following questionsiz - ivanrn oo el i
. (1) Is.each of the behawours stated. a5 clearly,, nand as explicitly, !u;pomble 2.
- (ii) Is each SIO stated in terms of obsemable behamaur 2 J(‘:}‘a,n stt}qdents per-
‘ f‘ormance bc accurately assesscd and measured ? it

(m) Is each of the SIOs relevant to the student s subsequenr pmcncel qf medicine ?
‘Ate” the"examples“ of “patienis in''the’ SIO5’**to0 esoferie”? Coluld more
“apitiand combonly—oceurrivy exaniplés-of culturally—dctermmed mlsco.‘pimunlca-
tlon”‘ between' -doctors and” t’hen‘ pat:ents havé' beei "‘chos‘ o

A I; instead ?
(1v) Is lt _{emble to expect students to ae}uve l:hese ob_]eclwe :

o g ety

L

];f the reader can be fan-ly confldent }'ega.rdmg a, pos1twc answer to
l.‘hese Afour. qucstlons ‘then” an’ appropr{latc se‘l: of sgveml'lc mstructlonal
objectwes 'has 'beer produced
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Second : The set of specific instructional objectives in TABLE. 3 is not, of

W)

(ii)

course, exhaustive — that is, no attempt has been made to include all
possible forms of culturally — determined miscommunication and mis-
understanding, between doctors and their . patients, neither is it necessary

‘to attempt ‘an exhaustive list. Your sets of SIOs~ I:ke the Departmental

Objectives, ‘the ‘General Instructional Objectives, and the Curriculum
Packages — should all be selective, The departmental objectives, packages.
and GIOs limit the width of the curriculum and, the SIOs establish
a limit on ‘the depth of treatment of a pdrticular package, for there is little
point in. being - selective as to “width” or extent of coverage, if one
is not at the same time equally seclective as to depth of coverage. As
regards the question of "how many” SIOs should there be for 2 Gen-

eral Instructional Objective no completely satlsfactory answer can he

given, but two gmde—hnes ‘might be appropr:ate.

The ’ 'more rmportant {basic ?) the curriculum package the greater the

"depth of coverage that w111 probably be required..

It may be helpful to conceive of 4 set of SIOs as constituting “overall

. evidence of a general. competency™.

Thus, having constructed: the GIO, the teacher would then ask a.

- :rhetorical question — »iz.,  what, in the aggregate, ‘arc-the competencies:

that I would expectestuden‘ts to. display to demonstrate - that they have

.- met the requirements. of the General Objective at a minimally acceptable
. level of performance?  These competencies would then . constitute your

Third :

set of Specific Instructional Objectives.

Having constructed your Specific Instructional Objectives, the task is
not. yet finished. You still have to select optimal ways of helping students

.+ to acquire the skills — that is, you have .to choose methods of teaching and

- to the ob_]ectwes

learning (the Iatter bemg far more. significant. than the former). relevant
‘Taking the instances cited in. TABLE 3, what

‘;_‘types of experience might be relevant  to helpmg students to “State

" and, explam common forms of mlscommumcatron ', or. *Predict the

speexﬁe types of communication occuring under certain stated cir-
cumstances” or “Counselling patients as to ways of minimising partlcular

. 'types .of miscommunication® (etc.) ? The possibilities are virtually limited

(a) ]
(b

only by one’s rmagmatlon but would probably include:
Readmg boo]rs artlcles and other relevint background mformatron,

G
Making and using vrdeo—tape recordings of doctors in 1nteractzon ‘with,
patients from cultural or somal groups other than thcxr ownj

(e)l,‘Dlscus.uons and 1nterv.1ews w:th practrsmg doctors as to ‘the dlfflcultles
-, they experlence, and the ways ‘in which they go about resolving or re-
" ducing . the impact: of those diffficulties - partmularlv as they relate to

@

accurate d:agnoses, and an ablhty to explain_to patients the ”Why’ ?
»How's” ‘and** Wherefore " of their medlcatlon and treatment,

Practice mterwews, usmg role—playmg, by students "with either other

‘medical students, ‘or with’ students from other faculnes who come from
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G idifferent social and cultural-backgrounds. These are-ouly'aiféew of the
_-possibilities, and ' I am. sure. that; .readers_can think :of others that. are
equally, or of superior relevance. Relevance is the key point-in choosmg
learning strategies — they should be those most relevant to the develop-
“ment of a, predetermmed setof, specific ska]s. y

R ,_,." v ‘\l

Fuurtll Statmg Speexﬁc Instructmnal Ob_]ectwes is probably more difficuit in
sorfie sub_]ects than others. Tn® Gross [Anatomy,“for example '(¢f. Blunt,

- 1976) the taskis a'very challengmg one, but alse'insome respects it may

- "be a sunpler one. The mformatron “base in Gross 'Anatorily is’ ‘both " known

<0 ~and' more precisely identifiable. Thus, in relation’ to a Geéneral Objectwe
“-o which calls for the student to "Comprehend the' dmposmon of the peritoneum
L inrelation to the viscera and’ body wa]ls", appropnate specxflc mstruct—

.xonal objectwes mtght be;' P
, P

‘(a) Depu:n the dlsposmon of. the per;toneum in the saggnal sectxon a.nd
in the, honzontal sections through the l:ulus of the splecn, the ep:ploxc
‘_“I'oramen and ' the pylorus 3000 e .

I‘.=L(b.)"-'—qume5 the - differences between” the m-odes of : innerbation - ' and: pam
" sensibility of visceral and pari¢tal peritoneum (etc:) (¢ Blunt;: Ibid. p.9).

"' The socizal and behavioural sciehces; obviously, -are:not nearly as-.well

. mapped. as-is Gross Anatomy ; the data, base of the’ social aciences is

: _much less well-understood ; the quantum ¢ of information (and misinforma-

T tien 1), the predmtwe capacrty of theories which are’ cnrrently in’ use,

all festify to vast areas of ignorance. It seems to the writer ‘quite likely

2% ‘that there-will be' a very - direct “relationship ‘between ' the:volume of

certain knowledge available in a field of scientifie’'-enquiry'-:and the

subsequent ability to identify genuinely, specific instructional objectives —

' and, as much to the pomt 1nstruct1ona] ob_]ectwes whroh arg;of a sig-

‘nificatit and not of a -trivial nature., In the areas of the socnal and

behavioural scrences thls makes the task more dlffmu]t but a.t the same
t1me more challengmg '

: In thls sectxon of the paper I have attempted to move. down from the
general and, rather rar1f1ed atmosphere of,.Departmenta} Qbjectives, and have
eoncentrated attention on, ‘how.sets. of currrculum packages might be; developed,
and then devoted some . attentlon to a.set of, eéxamples :of:. Instructional Ob-
1]eetn.res, ‘both; general and spec1f'1c, This _process of, constructing the Instructional
OhJGCthBS would then need to. be undertaken in rclatron to all:of the; curriculum
packages ithat:,go_ to compnse . the , course(s) in: ther.socml: and.. behavioural
sciences) currrcuhun Fmally SOIme. attentmn has.been devoted, to.ithe need to
thep 1dent1fy appropnate ways, by, thch students mlght be;:assisted 1o reach
1the;;e objeettves, and to one, of the;prmtnpal d1ff1cut1es in; formulatmg ob]ect-
VeS| in; the soclal and behavmural sgiences.. . Now, :in the, final.-section of
this -paper,  we will, examing a few of the c.rlttcal Jdssues, that, 'seem to arise in
relatmn of soc1al and beha.wourai sciences courses. for medical students. These
comments wxll be br,ref ‘as, thj.s is an area of thought, tha.t- has already: received
a great deal of attcntroq inthe, last few years‘(q’.. Olmsted & Kennedy, 1972).
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:Z?ME?.-xGRI_'I‘:IGAL:. ISSUES 'GONCERNING : THE TEACHING OF SO-
‘CIAL 'AND - BEHAVIOURAL: SCIENCES TO INDONESIAN M

-STUDENTS' R Y e T S EIY S T 'MEDIGAL
EE R AT T § IS R P - 7

S PR -
‘ LA DY LA P S e R R

The_previous sections' of’:this" contribution ‘have ‘sought t6' identify con-
tent areas in the social and. behavioural sciences  which, might. be t{ou ht:
to, be relevant fo'the needs and, interests of future medical, practitioners in tghé:
.Indonesian. context,, While it is:true that there.: are, a number. of “critical issues®
surzounding, the, choice of course content, that by no means cxbausts the range
.of problems_that have to, be. confronted. Some of the problems.in the Ind%-
.mesian,; context are those which to 4, greater or lesser extent afflict all devel-
_oping countries ; other’ ‘problems relate; 'to the, ‘methods of, teaching and
learning which are used # others concern the need to integrate the cbnfent in
:thc _sroc_x_all and behavio,ural. sciences  with other ‘asbécts'.ﬁf the medlcal school
curnc‘ulum _Ih'-'this"'se’dtibri‘l have not setout ‘with'the ihiteintion of Bothidentifiying
‘and‘attemptingto’ suggest relevant solutions to all ‘of the problems’ which :risg-
when a medical school is planning the introduction of'a néw ser'of course ir‘:
.a,.m.gdx,cal_‘curr,iculum.‘f‘lnste_ad-‘I-_-h'a.ve:_ merely tried .to identify the more im-'
.mediate and;important ,problems. as. I presently see them.. Thesc iare as follows

‘Fimt":? Obviously: it is -necessary-to develop” courses in the social and behavioural
« oo sciences from an adequate data-base. In ‘practice this mean ensuring
R T TN S L O Rt Nl IS T T TR NN E e TR 0 PRt )
1), That adequate xeading ihatetials ars available coiceriing the key theorct-
R - .f'f,’}:‘%‘Prac‘t‘:c,al,_ aspects of Psychology, Sociology, Anthropology, etc.
. (b),-;(‘l'fha;\,t, studies, are based on research data ~which_ ra'lj-c'-rélcv.a-l:xtJ to the Indo-

+ pphesian context, ... .. Lo Lo Lol &

'
o i

"\ Neither of these réquirements exist at present: ieferenice ‘tnaterials in
" the socuaI and behavioural sciences are (almost iwithoul exeption) poor-
 #nd’ in relation. to their application to Meédicine, viftually' nion-existent 5
“verylittle lotally-based réséarch is being carried out, ’
Th: lanpr“point -i‘s,_ of course, quite crucial. While it is -quitt-: feasible
o to m{xport ‘course content in, ‘say, Andtomy, Physiology and Paediatrics.
Y -tl'l;'s;ls a much’ more hazardoiis and risky procedure in the social and
.- Behavioural scienices, precisely because they 'deal ‘with ‘culturally — deter-
T;'_ . xplrtxfct?.'varz_a;t.loﬂs m.'.‘-h"um"a‘n: behaviour. ‘There is 1o short-térm ‘solution
.tqft-hl:g‘hpr?blem',_ since you can hardly generatea 'd valuble body of
_f.-‘tlrg(fzrailly—relévant “material i a short period of time.One long-term
E -;{-‘g:gasqre_ t‘hat‘;would be useful would be to centre a considerable voluitie
~+5- of 'the! content of courses around the collection of locally-relevant data
o ’arou;'_iflf-_fhe:apalpis of these data an_cl‘systemaﬁi: testing of hyﬁdthe‘s’éét
- ;Thc'-pl_r'éccdlmg set of Departimental - Objectives, will immediately suggest
. _‘".'som‘e_iol: the priority” targéts for local research. - Ini-this way it ‘would
-+ be_possible -over, say,'a tén-yeéar peribd 16 devélop & useful body of
o information. Tt 'would ' have the added ' advahtagé of providing <both.

b

s - ctteachers 'ﬁhd-*'-éthdéhtg"iiwfth-pi’-éi;_ticajl:; research’ ‘experience as opposed

-tonthie Psécond-hirid” experierice gained: from books ‘and journals. '
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Second
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. It will'be imperative - to :develop. ways and means of . integrating .the

“teaching of the social® and: behavioural séiences: with other. aspects of the medical

~-.-curriculum : {both vertically - and hotizontally); - with the needs of
' ...the community, and ultimately, ‘o integrate-the training that medical

students receive in these areas -with the- training that.. students in the

.. para~medical sciences receive.  These three facets of integration all pose

Curriculum " integration is curfently” in

Ve - . - .

their own difficulties.
*high focus” within Indohesian med.-

"ical education, both within individual medical schiodls and on a

national basis: becausé of this there is some. reason for hoping that
content in the social and behavioural sciences could be inter—digitated
with other, relevant features of the curriculum. Once-again the earlier
statement of Departmental Objectives suggests a number of immediate

. possibilities - i..,-in relation-to health education concerning prevent-
able paediatric, dental, ophthalmic. and obstetrical diseases and disor-

ders; in relation, to the doctor-patient relationship; in relation te the
acquisition of skills in the area of Public Health and Community
Medicine.

Community-based integration poses challenges ‘which are cutrently being

+ faced by many ‘other department in Indonesian medical schools. Partly
~as'a result of recentchianges in Government: policy medical education

is now- seeking to re-fashion a curriculum: which emphasises prevention
as well as treatment, which emphasises comraon -as. opposed to esoteric
diseases,” and which emphasises the delivery .of effective. medical care
‘to the Prural - many’’ as opposed to the *yrban’ few’”. In- practical
terms this means 'that the content.of such courses as Paediatrics, Ob-
stetrics and Gynaecology, Ophthalmology — indeed all -of the clinical
subjects— will be emphasising the social and preventive aspects more
than has been the case'so far. In this sense now would be a.very ap-
propriate climate in which to also introduce the social and behavioural
sciences, since it wonld be equally evident that they too need to take the

community as their starting point. This of course is implicit within

_the previous remarks concerning the- need: for local research.

"¢ Intersprofessional integration also poses its own set of ‘challenges. In many

Western - countries it is' now common to find nurses, medical students
‘and other health - professionals educated together. This is still quite un-
common in Indonesia (and possibly in other developing’ countries), pro-
bably ‘because of the differences and status-gaps  existing between the
‘health professions. It should be readily evident .that the social and. be-
havioural sciences have a great deal to contribute 10 the effective funct-
ioning of, say, a health team; but this promise can only be translated
into reality if various members of the health teams receive at least

some of their professional training together.

'The threc aspects of, integration” refered to above .each require urgent

~medical schools.

dttention, and each pose special problems for staff and students’in

Caeiye T : o T
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‘Third : It is necessary. to. spend a great deal of effort and timie at working
. - out a selective, integrated and relevant curriculum. ‘But this effort of
<+ itself is .not sufficient. That curriculum then has to be  implemented.

Students ‘have to be. assisted .to develop, to. retain and to be able to
use the basic skills wich have been indentified (. TABLE 1I).

This means, in practice that teachers in Indonesian medical schools
have to be helped to select the most effective methods of teaching and
learning-methods which are geared towards the acquisition of these
skills. There is a° (rapidly accumulating) body of information concerning
those conditions under which learning is likely to be enhanced. These
.conditions would include - ‘

(i) The provision.of sets of carcfully-stated objectives which are both

" selevant, and realisiically related to students’ abilities ;

(ii) The implementation of this curriculum needs to emphasise and be
based on “active methods of learning”; '

(i) The regular provision of feedback to students concerning ‘their progress,
an analysis of the difficulties they might be having, and methods by
which they might overcome these difficulties;

(iv) The choice of learning situations which are as close to reality as possible.
For example, if the basic skill concerns the ability to Yrespond effect-
ively to hostile, upset and distraught, patients’ then students will be
unlikely to acquire this skill by “reading about how to respond effec-
tively to emotionally upset patients” (though advance reading may of
course be helpful), instead -teachers would elect to use either active
.methods of simulation which were as “close to the real thing” as pos-

* -gible,-and, -of course, provide students with the opportunity (under

- .. professional guidance) of < actually trying to respond: effectively to emo-
tionally upset persons. Currently in the Indonesian context.a great

- deal ofi effort is. being put ' into the .development of local resources
. which will . make students’ learning as effective .as possible. As.in other
" countries this effort is seen as a'longterm progess. - i, = i

In this quite brief section I have merely sought 'to’ identify three of
the more pressing practical problems’ which are posed to-medical educa-
tors when they decide to expand:the  medical - curriculum.so as to include
selective aspects of the social and behavioural sciences.. ‘These. three problems-
ie.; the need- for 'a relevant: ddta base; :the need -to integrate these courses
with the community, with other courses and with other health professionals;
and the nced to choose effective methods of teaching and learning-will not
be solved -easily.. Perhaps it is sufficient in.  the present context that they
have been:brought in to the open for discussion.. . ... . ... -
CONCLUSION _ o e , y

This paper has briefly described the.values and methods of construct-
ing instructional objectives. This approach to curriculum planning was then
applied-to_the task of constructing a course_in the Sacial and. Behavioural

Sciences for medical students in Indonesia. Tn this context an attempt was
made to identify some of the basic skills” which students might be helped to
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acquire' as a result of studies -in the social and behavioural sciences,” and-to
also state.a set of relevant Departmental-Objectives, These data are regarded as
illustrative of this approach to curriculum planning and design, and are not
intended to provide an exhaustive set of basic skills or departmental objectives:
Finally an attempt has been made to bring out into the open some.of the
specific problems and difficulties in the Indonesian context of introducing.the
social and behavioural science into the medical curriculum. |
SUMMARY : o

This paper described methods which can be used.to comstruct “beha-
vioural objectives” at the level of a Department of Social and -Behavioural
Sciences within a Faculty of Medicine, and also in the choice of Specific
curricular content. An atternpt is then made to : ' a ‘

. (i) Identify the basic skills that studies in the social and behavi‘our:.alw_. science
might seek to develop in medical students; '

(i) Develop a set. of Departmental Objectives which -arise out of these
basic skills, so that courses in these areas are as realistic and as prac-
tical as possible ; Cee :

(lif) Extend this approach and show how it might be used.as a method
for developing a specific and measurable curriculum in the social and
_behavioural sciences;

(). Idcntif"y ‘.v;ome basic 'practical pfcblems arising from a,decision, bs‘r“a
Faculty of Medicine, - to incorporate aspects of the- social and beha-

.vioural sciences into the curriculum. .

. For illustrative purposes each of the above tasks has been applied to
the _Indones:an context. It may thus be expected to have direct practical
application to other, similar developing cousntries; but, of course, the approach

to ‘curriculum design will have more widespread application. . .
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