
Education for Primary Care, 2015
VOL. 26, NO. 5, 343–348
http://dx.doi.org/10.1080/14739879.2015.1079969

INTERNATIONAL SERIES

The desired Rwandan health care provider: development and delivery of 
undergraduate social and community medicine training

Maaike Flinkenflögela,b,c, Vincent Kalumire Cubakaa,d, Michael Schrivera,d, Patrick Kyamanywaa, Ibra Muhumuzaa, 
Per Kallestrupa and Phil Cottona

aCollege of Medicine and Health Sciences, University of Rwanda, Butare, Rwanda; bPartners in Health, Rwinkwavu, Rwanda; cDepartment of 
Family Medicine and Primary Health Care, Ghent University, Ghent, Belgium; dCenter for Global Health, Department of Public Health, Aarhus 
University, Aarhus, Denmark; eSchool of Dentistry, University of Rwanda, Butare, Rwanda; fCollege of Medicine and Health Sciences, University 
of Rwanda, Butare, Rwanda

KEYWORDS   Undergraduate; medical education; community medicine training; primary health care; socially accountable; curriculum review; Africa; Rwanda

Introduction

Worldwide, medical schools have been moving from 
teaching the biomedical model to the biopsychosocial 
model, making students more socially accountable and 
responsive to health as described in the WHO defini-
tion: ‘a total physical, mental and social wellbeing’.[1] 
The Frenk Report emphasises transformative teaching to 
produce enlightened change agents ‘competent to partic-
ipate in patient and population centred health systems 
as members of locally responsive and globally connected 
teams’.[2] Furthermore, the ‘Global Consensus for Social 
Accountability of Medical Schools’ stresses the impor-
tance of equity, quality, relevance, cost-effectiveness, 
social justice, community engagement, cultural sensitivity, 
mutual transformation, access to education, altruism and 
responsiveness.[3] Both reports urge the importance of 

person- and community-centred care. Health education 
institutions in developing countries and the systems that 
support them should find strategies to transform their 
teaching framework accordingly.

Rwandan health care system

Rwanda’s Vision 2020 Strategy includes policies that target 
increased accessibility, improved quality and reduced costs 
for the poorest.[4] Studies demonstrate that health sys-
tems based on an effective PHC model are more likely to 
achieve the three outcomes above.[5,6] Over recent years, 
the Rwandan MoH has developed a PHC system with three 
community health workers in each village,[7,8] who have 
a strong focus on under-5 community case management 
(C-IMCI),[9] universal health coverage strategy through 
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What works well in primary care education in your locality, region or country?
•	� The new undergraduate social and community medicine training (iSOCO) in Rwanda focuses on crosscutting skills, 

knowledge and attitudes in primary health care delivery.
What challenges have you faced?
•	� Challenges faced include programme sustainability (PHC), large student group teaching, limited resources and students 

being unfamiliar with the new online teaching platform with unstable internet accessibility.
How have you addressed them?
•	� The iSOCO development and teaching team was motivated to work with the limited resources available and to develop 

an innovative training with available resources. Strong focus of the Ministry of Health on PHC, the need of the College 
of Medicine and Health Sciences to become more socially accountable and long-term commitment of external partners 
increased the programme sustainability.

What is the generalisable learning?
•	� When students are exposed to the principles of PHC and social and community medicine early in the medical education, it is 

more likely they will become patient-centred and community-oriented health care providers who are good communicators, 
collaborators, managers, scholars, health advocates and professionals, as described in the ‘desired Rwandan health care. 
provider’
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as a tool that should be integrated in all classes for stu-
dents to connect their present learning with their future 
roles. At the core of the framework, the future desired 
Rwandan health care provider is patient-centred and com-
munity-oriented. They apply their health care knowledge, 
professional attitude and clinical and procedural skills in a 
way that connects them with the patients, the community, 
their colleagues and the environment. The leaves of the 
framework describe six key roles of the graduates:

• � Be an effective communicator and health educator 
for the patients.

• � Work collaboratively in the health care team as a 
colleague and mentor.

• � Integrate organisation of the health care system in 
daily practice.

• � Use expertise and influence to advocate for the 
well-being of patients and communities.

• � Be a lifelong learner and researcher and teacher.
• � Work in a professional and ethical way.[16]
To improve coordination, collaboration and coherence 

in health professional education, the seven public higher 
learning institutions in Rwanda were merged in 2013, 
placing all health professions training in one CMHS.[17] 
Pharmacy and dental students are taught alongside med-
ical students for the first 2 years. Finally, a fully integrated 
social and community medicine training was introduced 
to the new multidisciplinary curriculum.

Developing an integrated social and community 
medicine training (iSOCO)

Since 2011, the Discipline of Primary Health Care (for-
merly known as the Department of Family and Com-
munity Medicine, FAMCO) has delivered community 
medicine training in the final years of the undergraduate 
medical curriculum, with highly positive evaluation from 
students and colleagues. The 2014 curriculum review gave 
an opportunity to raise awareness in social and commu-
nity medicine throughout the undergraduate medical 
curriculum.

A team from different schools in the CMHS together 
with international collaborators compared similar pro-
grammes from universities within Africa and beyond and 
developed the iSOCO training framework (Figure 2). They 
formulated overall and yearly objectives, distributed topics 
and teaching methods over the 5-year curriculum and 
developed the teaching framework and material.

The objective of the integrated social and commu-
nity medicine training (iSOCO) is to develop doctors 
who are responsive to the needs of their patients and 
their communities. The curriculum in the first two 
years is classroom based and provides a basic founda-
tion of knowledge. In years 3 and 4, iSOCO adds skill  

community-based health insurance[8,10] and a system of 
upgrading nurses through formal education.[11,12] There 
is a huge shortage of medical doctors working in clinical 
care, who are therefore based in referral and district hospi-
tals,[13,14] and not in community health centres. Doctors 
in district hospitals are occasionally expected to assist with 
overseeing care in health centres, and in general will refer 
patients back to their community care setting. Therefore, 
it is vital they understand the PHC teams operating in 
the districts. Consequently, the University of Rwanda has 
recently enhanced efforts to increase the knowledge and 
skills and improve the professional values, attitudes and 
behaviours of their medical graduates towards PHC.

Curriculum review at the school of medicine and 
pharmacy, University of Rwanda

In early 2014, in response to the need to increase the qual-
ity and quantity of doctors, the University of Rwanda, 
School of Medicine and Pharmacy, undertook a curric-
ulum review. As a result, the number of study years was 
reduced from 6 to 5, while the total number of weeks 
of study increased, and the intake of medical students 
doubled to 200. At the same time, all departments were 
required to develop improved teaching and learning 
strategies.

For this new curriculum, the 2005 CanMEDS phy-
sician competency framework was modified to develop 
students into ‘the desired Rwandan health care provider’ 
(Figure 1).[15]

The CanMEDS framework was developed by the 
Royal College of Physicians and Surgeons of Canada to 
describe the knowledge, attitudes and skills required of 
physicians to achieve better patient outcomes;[16] during 
the curriculum review, this framework was adjusted to 
describe the roles of the future Rwandan medical doctors 

Adjusted from the 2005 CanMEDS physician competency framework 

Figure 1. The desired Rwandan health care provider.
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development by taking students to the field and expos-
ing them to daily practice, while training them to con-
nect knowledge with reality. In the senior clerkships of 
year 5, students are supported to use their PHC knowl-
edge, skills and orientation gained in previous years 
as they progress to their final examinations with the 
attitude of the desired Rwandan medical doctor.

Innovative teaching and learning methods

Anecdotally, most students in Rwanda come from a 
secondary school background emphasising teacher- 
directed, rote learning with limited development of critical 
thinking skills and little self-responsibility, group work 

Figure 2. The 5 year iSOCO training framework.

and ICT-training. In order to enhance learning outcomes, 
the School of Medicine and Pharmacy uses several teach-
ing methods that may be seen as innovative in this context, 
and has introduced the online Moodle learning platform, 
used extensively in the iSOCO training for sharing teach-
ing material, providing individual and group assignments, 
and assessments. As an example, in early May 2015, 227 of 
238 (95.4%) students were able to submit their online test.

The online teaching and learning tool is used to 
support the flipped classroom model.[18] Instead of using 
the available four hours each week for lectures, teachers 
use a 1:2:1 approach: one hour of individual preparation 
outside of the classroom using online material; two hours 
in the classroom with interactive lectures, discussions 
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In year 5, there are no iSOCO curriculum hours. The 
Discipline of Primary Health Care aims to support stu-
dents in their professional development offering relevant 
online material on principles of social and community 
medicine, applicable in the clinical contexts of their 
final-year clerkships.

Approaching challenges

The training development and implementation presented 
several challenges and opportunities. The development 
team developed a series of strategies to ensure successful 
implementation based on a SWOT analysis (Table 1).

One important challenge is programme sustaina-
bility, including development and delivery. The CMHS 
allocated a substantial amount of teaching credits to the 
iSOCO training and strongly supports it, though with 
no internal funding, the development efforts need to use 
external resources. The team consists mainly of volunteer 
professionals participating in the training development 

and case presentations; and finally, 1 hour of reflection 
in mixed discipline groups outside of the classroom with 
assignments to hand in online.[19] The online material 
includes in-house videos and audio files, e.g. a series 
of interviews with key colleagues on the importance of 
different domains of the desired Rwandan Health Care 
Provider framework.[20]

In years 3 and 4, the training uses peer education, 
problem-based learning[21] and reflection to enrich field 
experience. Year 3 (medical students only) is focused on 
population health, connecting groups of students to spe-
cific communities for field visits as well as applying com-
munity-research and quality-improvement principles. In 
year 4, small groups of students spend four consecutive 
weeks in a rural setting to understand the unique issues 
and challenges of health care at the levels of a community, 
a community health centre and a district hospital, as well 
as the Rwandan health care system. It is key that students 
build trust with, and respect for patients through getting 
to understand their lives better.[22–24]

Table 1. SWOT analysis of the iSOCO training development and implementation.

Strengths Weaknesses

• � Strong focus of the Rwandan MoH on strengthen-
ing PHC

• � Support from leadership at CMHS
• � Adequate teaching credits allocated by CMHS
• � Strong team spirit with people from different health 

professions
• � Several team members with experience in health 

professions education and curriculum development
• � Regular advice from external colleagues
• � Weekly team meetings
• � Encouragement of CMHS to use innovative teach-

ing methods like Moodle and flipped classroom 
method

• � High turnover of voluntary team members due to 
short-term stays in Rwanda

• � Sustainability issues:
• � Lack of funding from the University for faculty
• � Few Rwandan team members
• � Few qualified teachers
• � Accelerated curriculum review process with short 

deadlines
• � Students not familiar with online self-directed 

learning
• � Large groups to teach
• � Lack of facilities and tutors to teach in smaller 

groups
• � Examining values and attitudes is complicated

Opportunities Threats/challenges

• � Developing a training aligned with MoH policies
• � Pioneering a biopsychosocial training model in a 

traditionally biomedical field
• � Advocating the crosscutting importance of social 

and community medicine to other departments
• � Preparing health providers for future postgraduate 

studies in PHC
• � Preparing health providers for future orientation to 

remote and rural areas
• � Creating new teaching material including video 

and audio
• � Support from international universities and iNGOs

• � Funding for facilities and faculty is external
• � Unpredictable internet quality at times for students
• � Long distances for faculty to travel to teaching sites



EDUCATION FOR PRIMARY CARE    347

Competing interests

The authors declare that they have no financial or personal 
relationship(s) that may have inappropriately influenced 
them in writing this article. The authors want the readers 
to realise that this is looked at from an academic stand-
point informed by the global discourse on the next health 
care professional as we do not have any policy person on 
the author list.

Author’s contributions

MF, VC, MS and IM were part of the development of 
the training as described here. MF drafted the first ver-
sion of the article. MF, VC and MS discussed the content 
of the article in depth from this first version and wrote 
the second draft. PK, IM, PK and PC read and reviewed 
the second draft extensively and made useful changes. The 
final draft was again read by all authors, and necessary 
changes were made.

MF is a Dutch physician who has worked in African 
health professional education for 10 years and specifically 
in Rwanda for 5 years, as the acting head of Discipline of 
Primary Health Care CMHS, University of Rwanda. VC is 
a Rwandan family physician who is working together with 
MS, a Danish family physician in training, in a joint PhD 
programme to explore mentoring in Rwandan health cen-
tres by medical doctors. PK is a Ugandan surgeon who has 
been dean of the School of Medicine and Pharmacy at the 
University of Rwanda since 2012. IM is a Ugandan dentist 
who has been the dean of the School of Dentistry since 
2013. PK is a Danish family physician, supervising VC and 
MS in their PhD’s. PC is a Scottish family physician and 
educationalist who has been the principal of the CMHS at 
the University of Rwanda since 2013.

Acknowledgements

We would like to thank the many people who have been involved 
in the development of the training, as team members, Ditte 
Andreasen, Eva Arvidson, MaryAnn Dakkak, Daniel Hughes, 
Natasha Kay, Aoife Kenny, Amy Mangieri, Katie Morgenstern, 
Emmanuel Ngabire, John Nyiligira, Sawsan Salih, Rajab Sasi, 
Jean-Claude Uwamungu, Mieke Visser, Ingeborg Zijdenbos. 
And we like to thank our external advisors like Michael Wilkes, 
Calvin Wilson, Patricia Smith. Partners In Health/Inshuti Mu 
Buzima has been very supportive in the development of this 
training over the years.

References

  [1] � World Health Organization. Preamble to the 
Constitution of the World Health Organization as 
adopted by the International Health Conference, signed 
by the representatives of 61 States. New York (NY); 1948.

meetings, complemented by international experts. These 
conditions have been leading to a high degree of turnover 
in the working team, which together with an uncertainty 
about availability of qualified local community medicine 
teachers poses a challenge for training delivery.

One approach has been to design training materials 
that can easily be applied by new teachers. This includes 
making clear teaching objectives, guidelines for teachers, 
study material for the students and classroom material for 
each week of the training. Further, the Moodle learning 
platform eased HR demands for certain tasks such as mid-
term examinations.

Another challenge is developing innovative teaching 
methods for 240 students. Students are divided in 2 large 
groups, and lecturers deliver the same session twice. Inter-
active lectures with discussion moments in class increase 
student participation.[25] In the future, it is planned that 
senior students will mentor the student group reflections for 
junior students, providing a mutual learning opportunity.

A third challenge is student use of online material. 
Although most students have access to a computer or 
smart device, at times there can be limited access to 
internet. Active participation is new to most students. 
Our flipped classroom with an online platform means 
greater responsibility by students for preparing and learn-
ing, group tasks, use of online material, assignments and 
examinations. Briefing and coaching students in these 
tasks is ongoing. In-course tests are a stimulus to use the 
online material, and teachers use mini-exams to motivate 
students to prepare themselves and to use the online plat-
form to assess knowledge.

The teachers and developers continuously review and 
adjust the training material and methods to the learners’ 
needs.

Conclusion

Developing a new, innovative social and community med-
icine training in a low-resource setting is exciting and 
challenging. Funding, faculty and sustainability remain 
an issue. However, continuous moral support from college 
leadership, strong focus on PHC from the MoH, long-term 
commitment to support from external partners and positive 
student evaluations give us confidence the training will con-
tinue to advance in the coming years. Continuous internal 
and external evaluations are important for improvements.

Students need exposure to the principles and practice 
of socially accountable health care as early as possible, 
putting patient and community in the centre. This way 
the future generations of Rwandan physicians will be more 
oriented to community medicine, to build the essential 
PHC capacity  and to meet the needs of the Rwandan 
community.



348    M. FLINKENFLÖGEL ET AL.

A, Uwayezu A, Rusanganwa V, Wagner CM, Nutt 
CT, Eldon-Edington M, Cancedda C, Magaziner IC, 
Goosby C. The human resources for health program 
in Rwanda – a new partnership. New England J. Med. 
2013;369:2054–2059.

  [12] � Sliney A, Uwimana C. Human resources for health 
program – Rwandan health care system. Global Health 
Nursing: Building and Sustaining Partnerships. New 
York: Springer Publishing Company; 2014. p. 209–210.

  [13] � African Health Workforce Observatory. Human 
resources for health Country profile Rwanda. 2009. 
Available from http://www.hrh-observatory.afro.who.
int/images/Document_Centre/rwanda_hrh_country_
profile.pdf (accessed 24th August 2015)

  [14] � Ministry of health. Republic of Rwanda. Rwanda annual 
health statistics booklet 2013 [Internet]. Rwanda; 2013. 
Available from: http://www.moh.gov.rw/fileadmin/
templates/policies/Rwanda_Annual_Health_Statistics_
Booklet_2013_signed.pdf

  [15] � University of Rwanda. School of medicine. 
Undergraduate medical training framework. Roles of 
the “The desired Rwandan medical doctor”. Curriculum 
review 2014.  Kigali 2014.

  [16] � Frank J. The CanMEDS 2005 physician competency 
framework 2005. Royal College of Physicians and 
Surgeons of Canada: Better standards. Better Physicians. 
Better Care; 2005.

  [17] �  Cubaka VK, Kyamanywa P, Flinkenflögel M, Schriver M, 
Ngabire E, Cotton P. Transforming health professional 
education in Rwanda – contributions from social and 
community medicine. Rwandan J. Med. Health Sci. 
2015; 1(1).

  [18] � Mclaughlin JE, Roth MT, Glatt DM, Gharkholonarehe 
N, Davidson CA, Griffin LM, Esserman DA, Mumper 
RJ. The flipped classroom: a course redesign to Foster 
learning and engagement in a health professions school. 
Academic Medicine. 2014;89:236–243.

  [19] � Discipline of primary health care. Social and community 
medicine year 1 online training [Internet]. 2014. 
Available from: http://cmhs.tulanerw.org/md/login/
index.php

  [20] � Flinkenflögel M. Patient-centred and community-
oriented care provider [Internet]. 2015. Available from: 
www.youtube.com/watch?v=-J6ZppdDM48

  [21] � Schmidt HG, Rotgans JI, Yew EH. The process of 
problem-based learning: what works and why. Med. 
Educ. 2011;45:792–806.

  [22] � Hamad B. Community-oriented medical education: 
what is it? Med. Educ. 1991;25:16–22.

  [23] � Kristina T, Majoor G, van der Vleuten C. Defining 
generic objectives for community-based education 
in undergraduate medical programmes. Med. Educ. 
2004;38:510–521.

  [24] � Talaat W, Ladhani Z. Community based education in 
health professions: global perspectives. Geneva: World 
Health Organisation. 2014.

  [25] � Cantillon P. Teaching large groups. ABC of Learning 
and Teaching In Medicine.BMJ. 2003;326:437.

  [2] � Education of health professionals in the 21st century. A 
global independent commission. Health professionals 
for the new century. Transforming education to 
strengthen health systems in an interdependent world. 
Lancet [Internet]. 2010 [cited 2014 Jul 22];376:1923–
1958. Available from: www.healthprofessionals21.org/
docs/HealthProfNewCent.pdf

  [3] � GCSA conference. Global consensus for social 
accountability in medical schools. East London, 
South Africa, December 2010. Available from http://
healthsocialaccountability.org/ (accessed 24th August 
2015)

  [4] � Ministry of Finance and Economic Planning. Vision 
2020: Government of Rwanda [Internet]. 2000 [cited 
2015 Mar 15]. Available from: www.minecofin.gov.rw/
fileadmin/General/Vision_2020/Vision-2020.pdf

  [5] � Starfield B, Shi L, Macinko J. Contribution of primary 
care to health systems and health. Milbank Q. 
2005;83:457–502.

  [6] � World Health Organisation. World health report Geneva 
2008. Primary health care, Now More than Ever; 2008.

  [7] � Condo J, Mugeni C, Naughton B, Hall K, Tuazon MA, 
Omwega A, Nwaigwe F, Drobac P, Hyder Z, Ngabo F, 
Binagwaho A. Rwanda’s evolving community health 
worker system: a qualitative assessment of client and 
provider perspectives. Human Resources for Health 
[Internet]. 2014;12. Available from: http://www.human-
resources-health.com/content/12/1/71

  [8] � Binagwaho A, Farmer PE, Nsanzimana S, Karema 
C, Gasana M, Ngirabega JdD, Ngabo F, Wagner CM, 
Nutt CT, Nyatanyi T, Gatera M, Kayiteshonga Y, 
Mugeni C, Mugwaneza P, Shema J, Uwaliraye P, Gaju 
E, Muhimpundu MA, Dushime T, Senyana F, Mazarati 
JB, Gaju CM, Tuyisenge L, Mutabazi V, Kyamanywa P, 
Rusanganwa V, Nyemazi JP, Umutoni A, Kankindi I, 
Ntizimira C, Ruton H, Mugume N, Nkunda D, Ndenga 
E, Mubiligi JM, Kakoma JB, Karita E, Sekabaraga 
C, Rusingiza E, Rich ML, Mukherjee JS, Rhatigan 
J, Cancedda C, Bertrand-Farmer D, Bukhman G, 
Stulac SN, Tapela NM, Holstein CvdH, Shulman LM, 
Habinshuti A, Bonds MH, Wilkes MS, Lu C, Smith-
Fawzi MC, Swain JBD, Murphy MP, Ricks A, Kerry VB, 
Bush BP, Siegler RW, Stern CS, Sliney A, Nuthulaganti 
T, Karangwa I, Pegurri E, Dahl O, Drobac PC. Rwanda 
20 years on: investing in life. Lancet. 2014;384:371–375.

  [9] � Mugeni C, Levine AC, Munyaneza RM, Mulindahabi 
E, Cockrell HC, Glavis-Bloom J, Nutt CT, Wagner CM, 
Gaju E, Rukundo A, Habimana JP, Karema C, Ngabo F, 
Binagwaho A. Nationwide implementation of integrated 
community case management of childhood illness in 
Rwanda. Global Healt. Sci. Pract. 2014;2:328–341.

  [10] � Ministry of health. Republic of Rwanda. Rwanda 
national health insurance policy [Internet]. 2010 [cited 
2014 Sep 22]. Available from: www.hst.org.za/sites/
default/files/2bcce61d2d1b8d972af41ab0e2c8a4ab.pdf

  [11] � Binagwaho A, Kyamanywa P, Farmer PE, Nuthulaganti 
T, Umubyeyi B, Nyemazi JP, Mugeni SD, Asiimwe A, 
Ndagijimana U, McPherson HL, Ngirabega JdD, Sliney 

http://www.hrh-observatory.afro.who.int/images/Document_Centre/rwanda_hrh_country_profile.pdf
http://www.hrh-observatory.afro.who.int/images/Document_Centre/rwanda_hrh_country_profile.pdf
http://www.hrh-observatory.afro.who.int/images/Document_Centre/rwanda_hrh_country_profile.pdf
http://www.moh.gov.rw/fileadmin/templates/policies/Rwanda_Annual_Health_Statistics_Booklet_2013_signed.pdf
http://www.moh.gov.rw/fileadmin/templates/policies/Rwanda_Annual_Health_Statistics_Booklet_2013_signed.pdf
http://www.moh.gov.rw/fileadmin/templates/policies/Rwanda_Annual_Health_Statistics_Booklet_2013_signed.pdf
http://cmhs.tulanerw.org/md/login/index.php
http://cmhs.tulanerw.org/md/login/index.php
http://www.youtube.com/watch?v=-J6ZppdDM48
http://www.healthprofessionals21.org/docs/HealthProfNewCent.pdf
http://www.healthprofessionals21.org/docs/HealthProfNewCent.pdf
http://healthsocialaccountability.org/
http://healthsocialaccountability.org/
http://www.minecofin.gov.rw/fileadmin/General/Vision_2020/Vision-2020.pdf
http://www.minecofin.gov.rw/fileadmin/General/Vision_2020/Vision-2020.pdf
http://www.human-resources-health.com/content/12/1/71
http://www.human-resources-health.com/content/12/1/71
http://www.hst.org.za/sites/default/files/2bcce61d2d1b8d972af41ab0e2c8a4ab.pdf
http://www.hst.org.za/sites/default/files/2bcce61d2d1b8d972af41ab0e2c8a4ab.pdf

	Introduction
	Rwandan health care system
	Curriculum review at the school of medicine and pharmacy, University of Rwanda
	Developing an integrated social and community medicine training (iSOCO)
	Innovative teaching and learning methods
	Approaching challenges
	Conclusion
	Competing interests
	Author’s contributions
	Acknowledgements
	References



