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Five-Year Experience of Malawi College of

Medicine with “Learning by Living” Program

The College of Medicine at the Univer-
sity of Malawi was open in 1991 as the only medi-
cal school in the country (1). Currently, the Medi-
cal College trains only medical doctors, althoug

lege also provides a',‘teni‘tn_‘
ical Medicine, which is

lished elsewhere (2-
admitted the firs gr? en in 199 :

these students graduated after 5 yearsii ' 1999. Be-
vere first sent to Australia,
UK, and South Africa before coming back to the
College for clinical part of the education and com-
pletion of their studies. There are mainly four ways
of entry into the five-year Bachelor of Medicine
and Bachelor of Surgery programs. The criteria are
as follows: minimum C grade at A-Level in Biol-
ogy, Chemistry, and one more science subject;
completion of at least two years of a Bachelor of
Science degree course with obtained credit grades
in Chemistry, Biology, and a third science subject;
having an approved science degree; and having
successfully completed an approved premedical
course. The College of Medicine introduced a
one-year premedical course in 2002, because of a
dwindling pool of potential students from the first
three categories as listed above. Thus, for the col-
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icians who recelved thelr v

lege to have a steady pool of potential medical

ﬂ‘\e teaching time i
publlc health. At all

students who passed through the Mangochi teach-
ing unit for senior student community health train-
ing” expressed interest in being exposed to rural
life. Although Malawi is one of the most rapidly ur-
banized countries in Africa, according to the 1998
National Population Census, only 16% of the pop-
ulation lives in urban areas (6). Therefore, training
of Malawi’s physicians in rural areas made sense.
Such an approach may enable our graduates to ap-
preciate more the living conditions of the majority
of our patients. Also, it is expected that, due to that
exposure, most of the graduates will choose to
work in rural areas, where the majority of the
population lives.

In the “Learning by Living” approach,
students are allocated to rural households in
Mangochi, where they stay with the rural family
5-7 days. A traditional authority area comprises a
group of villages, which may stretch across 20-40
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km in radius. A health worker, known as a health
surveillance assistant, is assigned to seek permis-
sion from the village headmen or headwomen for
the students to stay in the area. The health surveil-
lance assistant also identifies households and
seeks permission from a household head to allow
a student to stay at their home for a specified pe-
riod of time. Normally students are allocated ran-
domly to the households, but there are excep-
tional situations where this method is not appro-
priate. For instance, international students who do
not speak local language must be allocated to
households where the head speaks English. As for
Malawian students, language is not a limiting fac-
tor, although some of them cannot speak fluently
the official language of the country, Chichewa Yao
is the most commonly spoken language in Man-
gochi (7).

1 |

|efed on cultural aspect of
ltat|ve research

tial” research topics and
search durlngth'rs ru
community. Top s
common problemsi
problems in the village, commumty governance
structure, cultural and religious beliefs, sexual and
reproductive health, and nutrition and feeding
practices of children under 5 years of age. When
the students complete their stay in the village, we
gather for de-briefing. They make an oral presenta-
tion of their experiences in the rural household
and community, present the findings of their re-
search, and make recommendations on how to
solve the community problems. The students also
have to provide their “Learning by Living” report
in writing, which is evaluated just like the oral pre-
sentation. “Learning by Living” approach has been
recognized as an innovative way of training
medical students in community health and has
won international medical education prizes.
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going to the rural hbuse- '

Methodology of Review

This report deals with experiences and
research findings of undergraduate medical stu-
dents at Malawi College of Medicine for the pe-
riod 2001-2005. It is based on the students’ oral
presentations from the de-briefing sessions after
the “Learning by Living” program and students’
evaluation reports for 2005. Content and dis-
course analyses were used to evaluate de-briefing
sessions reports (8). The theme categories of analy-
sis included students’” acceptance of the “Learning
by Living” program, perceptions of both the com-
munity and the students about the program, health
problems facing the communlty, and students’
recommendations on solving the community
problems.

mu‘mty As one student reported: It was like a holi-
day for me. Unfortunately, you only 'got used to
the environment by the flfth a By which
time, you are Ieav:n

ver f the Ilv' g condi-
d|V|dual ho olds and the

y urban environment

formants, persanal observations, and group er- tl specific S€
views. They arejalso mtroduced to severah” a predomir ’
ial” most 5 experience a cultural shock. For ex-

ple, one of the students said: Yes [ liked the
place, but where | was sleeping kind of had liz-
ards, mosquitoes, ants, and other kinds of insects.

Students in the “Learning by Living” pro-
gram are provided with an insecticide-treated bed
net and a 10-mm thick mattress roll. One student
has reported: Yes | did enjoy myself; the hospital-
ity of my family was amazing. | am happy | am
back now, though.

In most communities in Mangochi, the
soils are sandy and construction of pit latrines is
fraught with enormous challenges. The pit, from
which the latrine is constructed, must be rein-
forced if the latrine is to withstand flooding and
lack of integrity of the sandy soils. It is, therefore,
technically difficult for most households to build a
pit latrine.

The program brings students to rural
households where they live, observe, and behave
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just like any other family member. It gives them re-
spite from the extremely demanding student life
and students may like it for the little stress that it of-
fers and appreciate the lessons they learn from ru-
ral communities. However, not having the relative
comfort of the medical school dormitories or their
own households is for some students a source of
complaints.

In 2005, on the last day of the program,
students were requested to complete an evalua-
tion form. Out of 36 students that participated in
the evaluation, 6 reported that living in the rural
areas was easy, 21 fairly easy, 7 a bit difficult, and
1 found it very difficult. When asked whether
“Learning by Living” module had improved their
understanding of rural life, 12 indicated that their
understanding of rural life improved very much,
20 quite, 2 a little, and 1 not at all.

Integration within

Id chores and to eat what

ening d}ngthe farming
“However, their lnclu

. ost of the cases, families tre
students as “special guests” rather hS s dent reported:-Most

member,” as we suggest.to nes
ported: The morell li behave'lik
treat me.li

member. 0
a special

Students also report that families may
change their usual way of living while students live
with them. Thus, to observe the families” usual liv-
ing situations, culture and other behaviors is im-
practical. About one family’s eating habits, a stu-
dent reported: We could have tea in the morning,
an hour later we have boiled peanuts, and then
pumpkins, thereafter nsima and an hour later,
pumpkins. We just thought we were there sleeping
and eating their food. They did not allow us to work.

This practice has been rather difficult to
change. The members of a household are aware of
having a “visitor” under their roof and for them to
behave as if nothing has changed is a challenge.
Perhaps we should accept that families can only
try to “pretend” as if there were no visitors around.

voIVed in “Learning
If stlll NOt been taught

0. Students have reported D

Identification of Health Problems

Students have to inquire about health
problems in their host communities, using qualita-
tive methods. They use focus group discussions,
in-depth interviews with key informants, and ob-
servation of the environment. As pre-clinical stu-
dents, this exercise provides them with an oppor-
tunity to have some insight into the problems of ru-
ral communities. One student, commenting on
malnutrition in children under 5 said: Children are
not eating because they have this condition that
they are born with, they have a large spleen.

Another student said: | could see that
very, very young ch:ldren were not having break-
fast. Even chlldre MIth G uIIstofteeth were still

age she thought
be stopped, the st
ommended age of
mg was. At the sta

problematic. In the case of

dren,” the rura
about gontin
L} ntlng on

worms that are causing deaths. Whereas there is
not doubt that hemophilia and helminthiasis can
cause death — hemophilia through bleeding and
helminthiasis through anemia or possibly intesti-
nal obstruction and associated complications — we
cannot confirm that these are the commonest
causes of death. As students have not had Obstet-
rics and Gynecology or Pathology before “Learn-
ing by Living” experience, they cannot interpret
correctly the medical information they are told in
vernacular language by the community members.

A group of students sent to Malembo
area, on the western shore of Lake Malawi, took
praziquantel for prophylaxis for schistosomiasis
(bilharziasis), which is prevalent in many areas of
Malawi. While praziquantel is the standard treat-
ment for bilharziasis in Malawi (9), it is not used
for prophylaxis. However, the students did not
know that.
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Students also participate as teachers in
the communities, although this is not the purpose of
the program. One student reported: The people did
not know how to use Waterguard® Now they do,
thanks to me, because I told them how to use it.

The villagers possibly expect answers
from medical students to their questions regarding
health issues. Community members may ask the
students specific questions, which the students
may or may not be able to answer. It is rather diffi-
cult for our students to acknowledge ignorance on
a topic, so they are tempted to comment. This may
be potentially harmful to the community if the ad-
vice from the students may not be correct.

Timing of Learning by Living
Program

Students give..n |caI advice to their
host communities. A student reported: We some-

Table 1. Advantages and disadvantages of “Learning-by-Liv-
ing” program at pre-clinical years of medical studies at Malawi
University College of Medicine

Advantages:
1. Students have exposure early enough in their formative training to
influence forthcoming training
2. Students are not as pressured to provide treatment to medical
conditions
3. Possibility of contributing to improvement of health in the rural
communities

Disadvantages:

1. Students do not have as much clinical and public health knowledge
to enable them make reasonable deduction of what they
experience in the community

2. Students not able to advise communities and households in
“healthful” living or their advice to communities may be faulty

3. Possibility of feeling of exploitation as the community does not get
much in return
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how feel helpless to help. If we had at least some
drugs like panadol or Fansidar® we could use
them.

The need to attend to medical problems
beyond one’s competence has been described be-
fore. Muula et al (10), in their study of community
health volunteers in Nyassa Province, Mozam-
bique, noted that the volunteers expressed desire
to stock a wide range of medicines because they
felt rather inadequate when they could not man-
age patients themselves but had to refer them to
hospital. Perhaps the issue may be different with
Fansidar and paracetamol, as these are over-the-
counter medications for the management of ma-
laria, which every household in Malawi is encour-

communities. H
sions, it seems

Bilharziasis or schistosomiasis is a dis-
ease caused by a para ite, not a virus, ‘as one of our
students had suggested Such mistakes indicate
that the students could be makmg other fac-
tual errors w1th|n the

no member of the teaching faculty is avallable to
them. There are potential benefits and challenges
that such an arrangement poses. Firstly, in the ab-
sence of faculty members, students are unable to
immediately gain useful guidance from a teaching
staff that may highlight some issues within the
community. On the other hand, there is no inter-
ference from faculty that may impede student’s life
in as natural an environment as possible.

“Learning by Living” may expose students
to harm, some of which may be anticipated and pre-
vented. As one student reported: The other night |
had to go to a pub and ask a sex worker to consent
to an interview. | gave her 200 Kwacha as this is
the amount she charges for a sexual encounter.

The instruction that students should par-
ticipate as much as they can in the village life can be
misunderstood. One student reported: People are
using the river as a toilet. | also went to the river
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and did what other people were doing. It was in-
deed participatory.

Ethical Considerations

The households for students in the
“Learning by Living” program are selected by the
health surveillance assistant (a community health
worker). There have been concerns that obtaining
adequate informed consent, which comprises un-
derstanding, choice, and competence to do so,
from the household head may not be possible.
Consent is verbal and no effort is made to explain
to the families that they are free to change their
mind at any point of student’s stay. Of course, lo-
gistically, we would not want that to happen, but
the autonomy of the family to make choices is hin-
dered by our desire to have a student staying with
them at all costs.

Conclusions

opulation lives in r
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