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The problems....

1. Insufficiently inclusive of input from LMICs/global south
— Often developed by committee in HIC programs
— Often serves primarily HIC program interests

2. Insufficiently context specific
— Generic - to be transferable across contexts (convenient!)

3. Unresolved “individualist/collectivist” divide

— HICs vs LMIC cultural/learning differences

4. Inadequate assessment methods



HIC contexts of “Global Health”

* Predominant current model of global health/education in HICs

— Trainees from HICs perform elective work for month(s) in LMICs
— Effectiveness? Logistics? Ethics? Colonialist/other legacies?
— Learning dissonances on both sides

e Alternative models? -‘glocal,’ long term immersion, bidirectional?

* How did we get here? What can we improve?
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DALYs (all cuses)

Population (In millions) j per 100000

[ <100 ! 3 <15000

[ 100-1000 X B 15000-30000
N >1000 I ~30000

C Number of medial schools D Workforce

Number of medical schools Doctors/nurses/midwives (In thousands)
per 10 million population per 10 million population

-6 =60

 2-1-6 B 30-60

=2 <30

Health Professionals for a
New Century, Lancet 2010



‘Health and Systems Needs’ VS
‘outdated static curricula’

Traditional model

Curriculum

—

Educational
objectives

./

Assessment

Competency-based education model

Health needs
Health systems
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Competencies
Outcomes

Curriculum

|

Assessment

.0 Slow-burning crisis is emerging in
the mismatch of professional
competencies to patient and population
priorities because of fragmentary,
outdated, and static curricula producing
ill-equipped graduates for
underfinanced institutions,”

(Frenk et al., LANCET 2010)



‘Interdependence-Context-Transformation’

Structure

Institutional design

« Systemic level

v Stewardship and governance
v'Financing

v/'Resource generation

v Service provision

« Organisational level

v Ownership

v/ Affiliation

v'Internal structure

* Global level

v/ Stewardship

v'Networks and partnerships

<

N

Interdependence
in education

Context
Global-local

Proposed outcomes

Process

Instructional design

Criteria for admission
Competencies
Channels

Career pathways

Transformative
learning

Frenk et al., LANCET 2010



Contexts: Global VS Local?

* Adaptation locally but harnessing of resources globally in a

way that confers capacity to flexibly address local challenges
while using global knowledge, experience, and share
resources... (Frenk et al. Lancet 2010)

“Global policies can be helpful in offering strategies and
standards for care delivery, but they must be adapted to local
context to minimize unintended negative consequences ...”

(Bleakley, Bligh and Brown 2011)



Interdependence -
from ‘isolated silos” to “networks, alliances & consortia”

“Laudable efforts to address these deficiencies have mostly
floundered because of the so-called tribalism of the professions —
ie the tendency of the various professions to act in isolation from

or even in competition with each other.”




Wanting to conform to ‘Western’
standards

* “Nervousness about not being seen to conform to
Western educational imperatives permeates....
[African] medical education....”

‘““[‘“““"”MEW;
Medical Education
for the Future |

[dantity, Power and Location

 “..medical educational strategies cannot be
cooked up in [Western] Universities and then
exported. They must be context specific and fit
the purpose, formulated in the heat of practice.”




Exporting (franchising?) Western Standards

Thinking the post-colonial in medical education
Alan Bleakley, Julie Brice & John Bligh Medlcal Educat'on, 2008

“At its extreme, this emphasis on standardizing risks echoing the
homogenizing process of Western-inspired ‘McDonaldisation.” In
this case, however, what is being traded in the global marketplace is
knowledge rather than hamburgers.”



The Centrality of Context

“All aspects of the educational system are deeply affected by the
local and global contexts. Although many commonalities might

be shared globally, there is local distinctiveness and richness.”
Frenk et al. Lancet 2010



Contexts — free or linked?

* If context-free
— Competent practitioner is “generally competent”

— Competencies can be taught and practiced independent of the
particularities of the context

— Competency in one context predicts competence in others

* If context-linked
— Practitioner is competent with respect to specific contexts
— Competency MUST be linked & taught with respect to context
— Competence in one context does NOT predict competence in others



Individualist-Collectivist Disjunction

THE INTERNATIONAL BESTSELLER

Cultures and

* INDIVIDUALIST - high income countries (HIC) Organizations
— USA, European, Australia, NZ...(global north) SOFTWARE OF THE MIND
— Understand themselves through individual achievement P T
— Intrinsically competitive Y?(?IC;'M\‘
— Learning is acquired and possessed by the individual anc I Jimpoctance
— Learning is transferable across contexts Geert Hofstede
Gert Jan Hofstede
Michael Minkov

e COLLECTIVIST - low-and middle income countries (LMICs)

Developing countries (global south)
Understand themselves in terms of group they below to
Intrinsically participatory, collaborative, place group’s wishes over own

Learning is “situated/distributed” within and arises through participation
and from dynamic social interaction

Learning is context-dependent and not fully transferable across contexts



Assessment — shortcomings in LMICs

Low resource settings....

1. Inadequate direct observation

—  Lack of faculty, over-crowded hospitals, clinics

2. Lack a frame or reference to assess HIC trainees
—  What are they expected to know?
—  How should they compare alongside local trainees?
—  How to assess visiting HIC trainees alongside local trainees’?



Assessment — shortcomings in LMICs

3. Inadequacy of “checkbox” format

—  Convenient but mechanistic
—  Recognition bias (“seen that, done that”) > hazard of overconfidence!

4. Inadequate intrinsic “competence” of LMICs settings

—  Coraccio and Englander (2013)- importance of clinical microsystems in
which one trains

—  Asch (2009) expt — competence of specific training environment affected
trainee’s subsequent competence

5. Lack of continuing education (CME) to maintain competency
—  Competency wanes over time
—  Settings in LMIC can change quickly — epidemiology, sociopolitical
—  Overconfidence?



Acquired & Participatory Competencies

* Acquired Competency
— Knowledge & skills
— Ophthalmology — Medical Knowledge

* “Must demonstrate competencies in their knowledge of cataract
surgery, contact lenses, corneal and external disease, eye
abnormalities, glaucoma...” (ACGME -IV.A.5.b)

* Participatory Competency
— Communication, collaboration etc

— Ophthalmology — Interpersonal and Communications Skills

« “..communicate effectively with patients, families, and the public, as
appropriate, across a broad range of socioeconomic and cultural
backgrounds.” (ACGME — IV.A.5.d)



MEPI/PEPFAR 2014 conference —

Maputo, Mozambique

D Can interpret viral loads and CD4 counts in
patients with HIV/AIDS.

D Counsel a dying patient.



Competency Domains of four major global/public health organizations
- acquired vs participatory competencies?

Aszociation of Schools- World -health- Consortium of Universities for- leint U5 Canadian -

of Fublic-Health- Organization- Global Health-[CUGH]) - Committee-on Global-
[ASPH] —-lobal Health- | [WHO] &lobal- competency domains {forinitial- | Health Core-
Compebency Model - Competency Model- | Competency Ranling.21 - Compebencies 2008-
[Final Version-1.1]- Eb 2009.-=1
[2011)!7R
1. Capacity- L. Communbcating-in- | 1.Global burden-of disease R 1. Gslabal-burden-of -
Strengthening R acredible and- diceaser
effective way -
2 Collabharating and- 2 Knowing-and- 2. Glabalization of health-and - 2 -Heslth dmplications-
Parinering managing yoursel[R healthcare R of travel, migration -
and displacement R
3 -Erthical-and- 1 Froducing results 5| 3 Social and Ensigonmental . 3. Boecial-and economic-
Professional fractice-R Detprrpinapra of Health R delerminants-of-
healih=
4. -Health-Equity-and- 4 Moving forward in- | 4 Capacity strengthening -R 4. Papulatian, -
Social justice-R achanging- resirces anmd.-
v FanIEnL- gnviranment-
5. Program-Management-H| 5. Fosiering- 5 -Teamwors foollaborationand - 5 Glabalization ol -
integratbon and- communbcation A health-and healtheareR
teamwork R
b Secio-celturaland - b Respecting and- b -Ethical-reasoning R b -Healthoare in-low-
Palitical Awareness-A profmating- resource settings=

individual and-
adlteral differences A

7. Strategic Analysis R 7. Setting examples-R | 7. Professional practios-R T -Human rights-and-
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- G 4, Progran- management 2 -

A A L. Secial, culural and political u
awareness-H

A A 11. Strategic-amalyszis R u
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Participatory Competencies - assessment

* Not amenable to standard observational/psychometric methods

* Require multidimensional approach involving input from other
co-assessing healthcare teams/individuals including trainee —
not just single preceptor!

* (Qualitative and mixed methods from social sciences
— Self-directed
— Narrative
— Ethnographic
— Realist enquiry
— other



Self-Directed Assessment Seeking

Eva and Regehr (2008)

* Trainee proactively seeks feedback and assessment from a range of
relevant sources (being empowered by faculty, system) and
translates this feedback into improving performance.

* Collectivist aspects — involve peers, teachers, other sources of info

— More reliable than single assessor (Moonen van Loon et al, 2015)

* Low resource/collectivist settings > “Transprofessionalism” (Lancet
2010) include ancillary health workers in low resource settings



Self-Directed Assessment Seeking-

Aligns with these concepts in global health education:

* Transprofessionalism & transformative learning (Frenk, 2010)
— Interprofessional collaboration (Corracio & Englander 2013)

e Resourceful learning (Eichbaum, 2015, 2016)

* Desirable difficulties (Koriat, 2004)

* Metaphors/models of sharing (Eichbaum, 2015, 2016; Holmboe,
2015)
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Insufficiency of ‘Cultural Competence

* Loaded with assumptions and perceptions
— Complex intersections with individual identity, life experience etc
— Boundaries blurring with global movements > stereotyping

« Often taught as individually acquired/possessed knowledge
rather than participatory/situated
— “Culture is not an abdominal exam.” Kumagai & Lypson -2009

e Cultural humility or awareness— better, still problematic...



Limitations and legacies of
"Curriculum”



“Fragmentary, outdated, static Curricula...”
(Frenk et al., LANCET 2010)

"...a slow-burning crisis is emerging in
the mismatch of professional
competencies to patient and population
priorities because of fragmentary,
outdated, and static curricula producing
ill-equipped graduates for
underfinanced institutions.”



The conceit of curriculum

Cynthia Whitehead, Ayelet Kuper & Fiona Webster
Medical Education 2012

“Arrogance about our potential to shape our health systems
through our curriculum will not serve us well....The suggestion that
medical education can fix society diverts attention from structural
societal inequalities...We must take care not to suggest that the ills
of society can be cured by medical curricula. ”



Curriculum Outdate #1

Theoretical knowledge must precede applied medical practice?

“Medical education must continue to address (and redress) the primary
historical symptom of the Flexner legacy — the disjunction between the pre-
clinical and clinical years, reflected in the outdated notions that theory must
precede practice and the abstract must precede the applied. Rather, we call
for early and intensive patient contact with integrated theory and practice
informed by contemporary socio-cultural learning theory centered on
workplace practice.” [Bleakley, Bligh, Brown, 2011]



Curriculum Outdate #2

Doctor-centered (paternalism) VS patient-centered

“...despite 30 years’ worth of research-led development in
teaching and learning communication in medicine, doctors in
general communicate poorly and remain doctor-centered rather
than patient centered” (Roter and Hall, 2006)



Global Health Equity

African legacies and backstories
to the competency debate



OUR HISTORY WITH AFRICA - WRESTLING DOWN THE GIANT

alamy stock photo




Legacy of colonialism

PARTITION S rn
OF AFRICA '

Eritrea (1t)

French Somaliland
British
somaliland
Italian

Gambia (Br.)

) Port. Guinea\g
Colonial Powers Sierra Leone

B Britisn  (B7)  Liveria™

[ French (Br.) i’goc‘] British
Va7 East Africa
- German Rio Muni ,
(sp) german East Africa
- Portuguese Cabinda
Italian Port)
German dagascar
Belgian Southwest (Fr.)

) Africa
- Spanish

Union of
- Independent south Africa (er) State (Br)



Colonial Myth: West brought culture, education,
written language...(competency?)...
to the colonies

“For colonialism this involved...the destruction
or the deliberate undervaluing of a people’s
culture, their arts dances, religions, history,
geography, education, orature and literature
and the conscious elevation of the languages
of the colonizer.”

Ngugi wa Thiong’o
Decolonizing the Mind, 1981



Colonialism and Medicine
(= today’s global health)

A tangled relationship!



Colonialism and Medicine

“...The only excuse for colonization is
medicine....the physician, if he understands his
role, is the most effective of our agents of
penetration and pacification.”

(Herbert Lyautey — French colonial strategist)



Colonial Medicine and Its Legacies

Greene, Basilico, Kim, Farmer 2013

Colonial/tropical medicine for imperial conquest & security >
medicine needed for colonial troops and indentured African labor

Colonial/tropical medicine as a place to test medical/public health
research and practice

— Very heath rates among British soldiers in West Africa( 500 per 1000) versus
very low for Africans — why?

Colonies seen as infectious threat to civilized world eg European
cholera epidemics from populous slums of India? > medicine needed



The HIC-LMIC Power Differential

in research, education (competency?)

AN ALTERNATIVE VIEW OF THE WORLD
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New Medical Schools in Africa
trying to find their (with colonial lions lurking)
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Relevance of competencies in settings

of severe under-Capacitation?

Pathology
capacitation in
AFrica

Patholagists per million

Fewesf
0 045

Populat 0. of Parsonsy
iNo.) r Patho

N
Country thologsts
Angola 24906000 2075500 12
Benn 10,567.000 NA 0
Botswera 2,156,000 386,303 ]
Burkire Faso 18,184,000 2,273.000 8
Burungi 9684000 3228000 3
Camarcon 21,635,000 3,606,000 6
Central Africen
Aopublc 5,462,000 1,365,500 B
13439000 6,719,500 2
Cote d'voin 24,526,000 1,661,733 15
Dernocrasc
Aepublc
of Congo 74081000 4938733 15
Ethiopis 89,080,000 1610272 66
Gabon 2.337.000 779,000 3
Ghans 27,379,000 912,632 30
Kerye 43 558 000 125,967 60
Moadegascer 22.747,000 NA
Maaw 16,086,000 1,784 000 0
Mat 17692000 3,502,400 §
Mo e 316,000 1,238 667 3
Mauriing 1,262,000 84,132 18
Mozambique 2%.392.000 3,174,000 8
Narmvba 2,217,000 554,260 A
- 10820000 0,204,600 2
Ngona 182,208,000 1,072,508 170
Republe of
Corgo 4030000 1,540,000 k]
Awercla 11.980,000 2,296,000 )
b 13080000 1,002,087 ?
—SueTE o 6432000  £,432000 )
South Afrce 54 425 000 224 897 242
South Suden 12165000  6,062.600 2
Tarzana 48,126 000 2,187 545 2
Tego 6967000 2322313 K]
Uganda 5225000 1,487,708 24
Zambia 16254000  2.542.300 0
Zimbaiwe 13,426 000 2,688 200 5




Final: Critical role the humanities
in health professional education

L i b

“..education is not just about the MARTHA €. NUSSBAUM
passive assimilation of facts and

cultural traditions, but about

challenging the mind to become N O T F O R
active, competent, and thoughtfully
critical in a complex world.”

— Teach tolerance of uncertainty HE HUMANITIES
and ambiguity — something hard

to capture with (acquired)
competencies! P I { O FI I




Conclusions —

competencies in global health education?

Competencies may be context-free or context-linked

Some competencies may be individually “acquired” as
knowledge/skills and transferred across contexts, but others (most?)
are situated in dynamic social settings, linked to contexts, and are
learned through “participation.”

Acquired and participatory competencies require different methods
of assessment — more work on assessing participatory competencies

More inclusive process (global south); more nuanced classification

Understand the legacies and backstories of LMICs in considering
competencies and how to assess them in global health education
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Commitment

Thanks for your attention!
Questions?

quentin.eichbaum@vanderbilt.edu
615-936-5124



mailto:quentin.eichbaum@vanderbilt.edu

Questions for Discussion

1. What do you think might be the most effective
methods for assessing competencies in low resource
contexts?

2. Do you think cultural competence is a helpful
designation and can be validly assessed?

3. Do you think there should be a global medical/health
professional curriculum with international accreditation
standards, or should curricula be homegrown and context

specific?
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