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ABSTRACT

Introduction The essence of the medical profession
is providing service not only to individual patients but
to the community at large. The patient-physician infer-
action is essential in the Community Service learning
component of the Doctor of Medicine curriculum of
the University of Santo Tomas, Faculty of Medicine
and Surgery (USTFMS) students for more than five de-
cades. As the modern view of the patient veers away
from paternalism, however, he assumes the roles of
‘member of the health team,” an ‘evaluator of care,’
and a potential ‘agent of change.” Evidence-based
guidelines on health promotion in adult patients
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recommend giving them “voice” and involving them
in projects. A blank spot exists regarding attitudes and
expectations of adult patients about the role of medi-
cal students in community-based projects, as these re-
main unreported. Anchored on the Community-based
Program Theory, this paper explores the central ques-
tion: How do patients perceive the role of medical
students in a community-based setting?
Methodology The Q-methodology is the primary
design used in this study. It combines the objectivity
of quantitative approach with the essence of human
experiences as explored in qualitative studies. The
participants (P-sample) were 25 subjects gathered
by convenience sampling in a community outreach
site of the Department of Preventive, Family, and
Community Medicine of the USTFMS, in a compre-
hensive Philippine University. They were asked to ar-
range 25 statements (Q-sample), derived from the
initial interview, in the Q-sort table based on their
degree of agreement, which was then further expli-
cated in the postsort interviews. The results were
then subjected to by-person factor analysis with vari-
max rotation using the PQ Method version 2.11.
Results and Discussion Four profiles emerged
from the by-person factor analysis, i.e., the respon-
dents value the medical students in their various roles
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in the community as: (1) ‘community engager’ in a
curative role; (2) ‘capacity enhancer’ in a promotive
role; (3) ‘community enabler’ in a preventive role;
and (4) ‘community energizer’ in a rehabilitative role.
The discussion focused on similarities and differences
among profiles regarding the three principal themes
(attention, appreciation, and action) derived from
the statements used as the Q-sample. This paper con-
tributes to primary care research, as it 1) applied a
mixed-method approach in the study of patient and
physician relationship in the Philippine community
sefting; 2) knowledge and perceptions of Filipino pa-
tients were codified and made explicit through this
study; and 3) it adds to the worldview of the culture-
laden concept of patient-physician relationship, par-
ticularly regarding the Filipino patients’ perceptions
of the medical student as a primary care physician
and the role they play in his/her healthcare.

Keywords: community-based, primary care,
roles, medical students, Philippines.

INTRODUCTION

The essence of the medical profession is to provide
service not only to individual patients but to the com-
munity at large. The patient-physician interaction
is essential in community-based learning delivered
through the Community-Based Medical Education
(CBME) Program component of the medical cur-
riculum of the University of Santo Tomas, Faculty of
Medicine and Surgery (UST-FMS) students for more
than five decades. The covenant relationship is a
valuable concept in the context of healing that em-
phasizes interdependence between the patient and
his physician (1). The modern view of the patient,
however, is now veering away from paternalism.
Today, the patient is the most important member of
the health team, an ‘evaluator of care” and a poten-
tial ‘agent of change’ (2). Evidence-based guide-
lines on health promotion in adult patients recom-
mend giving them “voice” and involving them in
projects (3). Interventions may be considered
worthless if they are inconsistent with the beliefs, at-
titudes, and expectations of patients. Attitudes and
expectations of adult patients regarding the role of
medical students in community-based projects are
as yet unreported. Limited data are available con-
cerning the opinions of patients towards their re-
spective services offered in programs integrated as

part of the community outreach activities involving
medical students in Community Health Clerkship, a
4-week highly individualized rotation.

Anchored on the community-based theory, this
study aims to determine the impact of medical stu-
dent engagement in community-based outreach ac-
tivities and identify those components that are dif-
ficult to examine in a purely quantitative research.
This paper explores the central question: How do
patients in the community perceive the role of medi-
cal students in a community-based setting?

CBME Programs want and need to be able to
tell their story in a way that is acceptable and un-
derstandable for all its stakeholders. Both subjec-
tive and objective data help to tell the story. This
paper through the Q-method properly addresses this
concern by its qualitative and quantitative nature.
By combining the strengths of both qualitative and
quantitative research, Q-methodology will be used
to allow for the simultaneous study of both the ob-
jective and subjective facets. Culturally, this paper
will contribute to the research niche regarding the
impact of CBME Programs here in the Philippines.

METHODS

Research Design

The Q-methodology (4-6) used in this study is a mixed
method design that integrates the best of both qualita-
tive and quantitative methods that allow researchers
to explore patterns in individual subjectivities. It seeks
to reveal correlation in viewpoints among the partici-
pants (7). The Q-method developed by Stephenson
(7,8), is an “inversion of the factor analysis” that es-
tablishes patterns within and across individuals (by-
person analysis) rather than across statements (9).

As the study involved an inquiry on the patients’
experiences of engagement with medical students in
the context of a community-based setting, it is impor-
tant to explore how the phenomenon is subjectively
perceived and viewed while at the same time reduc-
ing the amount of a researcher’s bias that may influ-
ence the study when based on naturalistic inquiry
alone (10,11).

Participants and Study Context

The study was conducted at the San Lorenzo Ruiz
Compound in Dagat-Dagatan Navotas.
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For the purpose of determining the Lebenswelt of
patient perception regarding the role of medical stu-
dents within the context of community work in prima-
ry health care, 25 adult subjects currently residing
and/or working at the San Lorenzo Ruiz Compound
in Dagat-Dagatan Navotas, the Family Medicine
community site was purposively chosen to take part
in the study, a majority of which are females (92%)
because the study was done in the community’s
schools, most of which have female teachers and
employees. The participants’ age ranged from 20 to
68. Participants were selected following the subse-
quent inclusion criteria: (a) 19 years old and above,
(b) lived in/worked in the community for three or
more years, and (c) understands Tagalog or English.

A letter of request was forwarded to the Department
of Preventive, Family, and Community Medicine. The
researcher was then granted permission to conduct
the study. Participants were initially informed that a
researcher will conduct a study regarding the commu-
nity health programs. Written informed consent was
obtained after the researcher oriented the participants
regarding the objectives, course, and significance of
the study. They were also oriented that their participo-
tion is voluntary and that they can withdraw from the
study at any time they wish. Participants were assured
that confidentiality will be adhered to at all times and
the results of the study will only be reported in the
aggregate. There were two phases to the study, the
first phase comprised a focus group semi-structured
interview, while the second phase was the actual
Q-orting and postsort discussion. The researcher
then constructed the concourse of this study by using
adaptations from the statements gathered from the
focused group discussion, which comprised the natu-
ralistic form of concourse and supplementing it with
additional statements from a range of data sources,
such as literature reviews of academic papers on
CBME, as well as policy documents which comprised
the readymade form of concourse.

Research Instruments and Data Collection

Three stages in data collection were undertaken for
this Q-methodology study namely: the identification
and sorting of statements (Q-sort), data analysis
(Q-analysis) and interpretation (12,13). A robotfoto
(14) was used to determine the demographic profile
of the participants.

A focus group discussion lasting about 1 hour
was conducted. Guide questions focused on what
the participants recognize about medical student
engagement in community health programs pre-
sented in the Community-Based Program Theory.
From the transcribed interviews, 25 statements
were derived which served as the Q-sample (5,8).
The statements were then categorized and three
themes surfaced from the dendrogram (15) namely:
(a) Attention (what people know and pay attention
to), (b) Appreciation (beliefs and attitudes that peo-
ple value), and (c) Action (what people do).

Each statement from the Q-set was printed on 5” x
8" index cards. The participants, otherwise known as
the P-set (5,8) were asked to categorize the statements
into three piles: agree, disagree, and neutral. Next,
they were instructed to place the statements on the
Qssort table (Figure 1), a 9-point Likert Scale. The par-
ticipants were first asked to divide the 25 questions into
two parts: the “agree” and “disagree” statements. The
participants were then instructed fo place the statement
they most agree with on the rightmost column, then al-
ternately to place the statement they most disagree with
on the leftmost column in the Q-sort table. This they do
alternately until all the boxes are filled up. The neutral
pile was ranked in the remaining slots in the middle.
There were limited numbers of statements that could be
assigned to each score. Finally, the participants were
asked to justify and elaborate on the placement of the
statements on the Q-sort table.

The post-sort interviews were recorded with the con-
sent of the participants. Remarks were also taken note
of by the researcher. These written remarks were con-
sidered as the anchors, which are the significant and
distinctive words or phrases lifted from the transcribed
interviews. By making use of the anchors identified by
the researcher, the verbatim account of the participants
revolving around the anchor was lifted and deemed
representational of their reality. These were then used

4 3 2 -1 0 41 42 +3 +4

Fig 1. The Q-sort Table.
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as the referents in the study, which were specific experi-
ences derived from the post-sort interviews.

Data Analysis

After the Q-sorts had been obtained and completed,
they were subjected to the by-person factor analysis
(centroid factor extraction) and then were rotated with
the Varimax method using the PQMethod software
version 2.11 (7,16,17). This was done to limit the
number of resultant ways the statements were sorted.
A composite sort was computed for each factor rep-
resenting how a participant with a 100% loading on
that factor would have ordered the 32 statements.

The factors were then interpreted and illustrated as
profiles using the characterizing statements (those with
factor score of -4, -3, +3, and +4 in the composite
sort which were determined as the exireme ends of
the Q-sort table [statements placed under column no.9
were scored as +4 and those placed under column
no.1 were scored as -4]). The cutoff score was deter-
mined by the results of the Q-analysis process along
with a consultation with the advisor in which the signifi-
cance of each score lay on what was most agreeable
or disagreeable to the subjects. The distinctive state-
ments (those with statistically significant different factor
scores as compared fo all other factors; p<0.05) and
the anchors and phenomenal referents were then used
to determine the chief characteristics of each factor
profile (8). The principal themes were evolved using
the inductive approach, wherein frequently reported
patterns are reflected and extensively varied raw data
synthesized into brief summary formats. This approach
can also develop a model/theory about the underly-
ing structure of experiences in the gathered data (18).
Further on in the Q-analysis, both cool and warm anal-
ysis was done. Cool (the process of culling significant
statements and coming up with data categories) and
warm analysis (the process of allowing the research-
ers fo identify the essence of a phenomenon) were un-
dertaken. The peculiarity of each of the themes and
profiles that were generated lies in the in-depth discus-
sion of the difference among profiles based on the four
main profiles generated.

RESULTS

Patient Characteristics

Table 1 shows the patient demographics. Twenty-
five subjects agreed to participate in the study.

Table 1. Patient Demographics.

Variable N=25 Percentage
Sex
Male 2 8%
Female 23 92%
Age
20-29 13 52%
30-39 3 12%
40-49 5 20%
50-59 2 8%
60 above 2 8%
Educational attainment
Elementary 0 0%
High School 0 0%
College 17 68%
Post Graduate 8 32%
Been in the community
1-3 years 6 24%
4-6 years 4 16%
7-9 years 2 8%
>10 years 13 52%
Department
Pre-school 2 8%
Elementary 2 8%
High School 6 24%
College 15 60%

Subjects included 2 male (n=2, 8%) and 23 fe-
male (n=23, 92%) subjects. The mean age was
35 years with the majority in the age range of
20-29 (n=13, 52%), with an educational attain-
ment of college graduation (n=17, 68%). Majority

of the subjects came from the college department
(n=15, 60%).

Q-Analysis

Table 2a lists the statements that comprise the
Q-sample. The statements used as the Q-sample are
clustered around three conceptual frames: (a) atten-
tion, (b) appreciation, and (c) action as depicted in
Table 2b. Each of the themes comprised a minimum
of four statements. Attention statements pertain to
the knowledge of the community with regard to
the presence of the UST-FMS Community Medicine
Junior Interns and the activities they are implement-
ing. Appreciation statements allude to the insight of
the community regarding the activities that the UST-
FMS Community Medicine Junior Interns’ are imple-
menting. The Action statements refer to the level of
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Table 2a. List of Statements (Q-Sample).

1

20

21

22

23

24

25

The community is aware of the purpose of the activities
done by the medical students.

The community is familiar with the roles of the medical
students in the community.

The medical students only act as observers in our
community.

The medical students have established good rapport
with the members of the community.

The medical students provide free health consultations.

They give free medications for the patients in the
community.

They offer free medical missions for the indigents of the
community.

They offer free feeding program for the underweight
preschoolers in the community.

The baseline physical exam is the most important of all
the programs being conducted by the medical students
in the community.

The medical students help the limited clinic staff in the
schools.

They conduct health-related lectures which are benefi-
cial to the community.

The medical students conduct trainings (e.g., First-aid)
to the teachers and nurses assigned in the school
clinics.

Their activities address the most pertinent health needs
of the community.

Their activities address not only health-related activi-
ties but also other aspects of a person (e.g., Spiritual,
Mental, Emotional)

The community benefits from the health programs of
the medical students.

There is continuity in the health programs they conduct
in the community.

There is sustainability of the health programs started
by the medical students.

They follow-up/evaluate the programs they conduct in
the community.

They give adequate recommendations to the commu-
nity affer they evaluate their health programs.

They provide adequate feedback to the community in
the “Ulat sa Barangay”.

The community is encouraged to participate in the
health-related activities done by the medical students.

The community members are passive receivers of the
health programs.

The presence has contributed to the improvement of
the health awareness of the people in the community.

They involve the community in the formulation of health
programs.

The community leaders have an opinion in the health
programs to be initiated in the community.

Table 2b. Major Themes Represented in the Final Q-Set.

Statements
1,2,18,21,22,23,24,25
4,9,13,14,15,16,17
3,5,6.7,8,10,11,12,19,20

Themes

| Attention
Il Appreciation
Il Action

involvement of the medical students in programs
and activities being implemented in the community.

The scores from the Q-sorting ranged from 1 to
9, from the lowest (-4) to the highest (+4) degree of
agreement. Using the PQMethod software version
2.11, four profiles emerged from the by-person fac-
tor analysis and Varimax rotation.

Table 3 shows the different factor characteristics
delineating the Average Relative Coefficient [ARC],
the Composite Reliability [CR], and the Standard
Error of the Factor Z scores. Of the 25 participants,
seven (7) of them were loaded to Profile A (Ave.
Relative Coeff. [ARC] = 0.80; Composite Reliability
[CR] = 0.966), six (6) were loaded to Profile B (Ave.
Relative Coeff. [ARC] = 0.80; Composite Reliability
[CR] = 0.960), five (5) to Profile C (Ave. Relative
Coeff. [ARC] = 0.80; Composite Reliability [CR]
= 0.952), and four (4) to Profile D (Ave. Relative
Coeff. [ARC] = 0.80; Composite Reliability [CR] =
0.941). Only three (3) participants did not meet any
factor loading and as such were not classified under
any of the four profiles. This is a limitation in the
methodology used in the study. Correlation between
factors 1 and 4 (r=0.01) and 3 and 4 (r = 0.16) is
low, while there is a moderate correlation between
factors 1 and 2 (r = 0.20) and 2 and 4 (r = 0.21),
and 2 and 3 (r = 0.29). On the other hand, a strong
correlation between factors 1 and 3 (r = 0.41) is
seen. The factor matrix indicating the defining sort
for the different statements were classified accord-
ing to profiles. For the description of each profile,
the statements from the Q-sample as depicted in
Tables 4-7 (figure in brackets), highlighting on the
characteristic statements and the transcripts from the
initial and post-sort interviews (enclosed in quotation
marks) were used. As a group, there were no con-
sensus statements.

DISCUSSION

Poverty, lack of or unstable employment, housing
instability, stress, addiction, inadequate education
and illiteracy, poor healthcare, and social isolation
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Table 3. Defining Variables of the Various Factors Loaded.

Factors (Profiles)

Defining Variables

1 2 3 4
Profile A Profile B Profile C Profile D
No. of participants/ 7 6 5 4
factor
Average Rel. Coef. 0.800 0.800 0.800 0.800
Composite Reliability 0.966 0.960 0.952 0.941
S.E. of Factor Z-Scores 0.186 0.200 0.218 0.243
Table 4. Distinguishing Statements for Factor 1 (Profile A).
No. Statement Q-SV Z-SCR Q-SV Z-SCR Q-SV Z-SCR Q-SV Z-SCR
6 They give free medications for the 3 1.60* 1 0.09 -1-0.65 1 0.39
patients in the community.
23 The presence has contributed 1 0.47 0-0.12 2-0.82 4 2.06
to the improvement of health
awareness of the people in the
community.
2 The community is familiar with the 1 0.46* 2-1.06 3 1.51 -1-0.33
roles of medical students in the
community.
11 They conduct health-related lec- -1-0.52* 2 0.98 2 0.79 3 1.23
tures which are beneficial to the
community.
3 The medical students only actas ~ -1-0.55* -4-1.60 -4 -2.04 -3-1.41
observers in our community.
20 They provide adequate feedback -2 -1.05 1 0.89 0-0.39 1 0.60
to the community in the “Ulat sa
Barangay.”
13 Their activities address the most -3 -1.54* 1 0.23 0 0.44 -1-0.05
pertinent health needs of the
community.
19 They give adequate recommenda- -4 -1.79* 0-0.19 0-0.18 2 0.73

tions to the community after they
evaluate their health programs.

(p<.05; Asterisk (*) indicates significance at p<.01)
Both the Factor Q-Sort Value (Q-SV) and the Z-Score (Z-SCR) are shown.

have always been stated as social determinants of
health based on the World Health Organization’s
Commission on Social Determinants of Health defi-
nition that any “social conditions that can affect
people’s health”(19). During the 1970s, the World
Health Organization called upon primary care pro-
fessionals to work with underserved communities to
accomplish three goals: (a) care for the ill, (b) pre-
vent illness, and (c) maximize health potential. To
achieve these goals, Stonington and Holmes (20)
suggest, however, that such seemingly minor forces
such as cross-cultural miscommunication and power

differentials in patient-physician (provider-client) in-
teractions also influence health and health dispari-
ties. Thus, it is equally important to address not only
the already-too-large issues of global and local so-
cioeconomic inequalities but also the less imposing,
but still vast, issues of culture and communication.
To promote community service learning, the
fourth-year medical students of the UST-FMS un-
dertake a 4-week long posting in the San Lorenzo
Ruiz Compound in Dagat-Dagatan Navotas, which
complement the classroom learning in the USTFMS
Department of Preventive, Family, and Community
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Table 5. Distinguishing Statements for Factor 2 (Profile B).

No. Statement Q-SV Z-SCR

Q-SV Z-SCR Q-SV Z-SCR Q-SV Z-SCR

12 The medical students conduct train-  1-0.54
ings (e.g., First aid) to the teachers
and nurses assigned in the school

clinics.

10 The medical students help the lim- 1 0.46

ited clinic staff in the schools.
0 0.11

15 The community benefits from the
health programs of the medical

students.

23 The presence has contributed to the 1 0.47
improvement of health awareness

of the people in the community.

2 The community is familiar with the 1 0.46
roles of medical students in the

community.

1 The community is aware of the 2 1.05
purpose of the activities done by

the medical students.

3 1.28* 1 0.45 -2-1.01

2 1.08 1 0.49 0 0.14

1 0.89* 0-0.30 0-0.01

0-0.12 -2-0.82 4 2.06

-2-1.06 3 1.51 -1-0.33

-3-1.14* 4 1.93 2 0.82

(p<.05; Asterisk (*) indicates significance at p<.01)

Both the Factor Q-Sort Value (Q-SV) and the Z-Score (Z-SCR) are shown.

Medicine. Details of the posting, including its objec-
tives, activities, supervision, and method of students’
assessment are stated in the manual of the Junior
Interns. The general approach of the Community
Health Junior Internship Program is to present the ma-
jor themes of health promotion and disease preven-
tion as important aspects of primary health care in
such activities as: core curriculum didactic sessions,
small group inferactive meetings, topic-specific semi-
nars, and students’ participation in one of a variety
of individual field experiences where they focus on
a single community to help them understand and ap-
ply the material presented in the core curriculum. The
clerkship culminates in students designing and com-
pleting a community/public health-focused project
within the context of their field experience. While un-
dergoing the field experience, students work closely
with a designated faculty preceptor while rotating
through various roles in the community.
Community-based program theory emphasizes
the importance of an ecological perspective with
multiple interventions delivered at multiple levels and
in multiple settings within the community. However,
since its inception in the new community at Dagat-
Dagatan over three years ago, no assessment has
been carried out on the perception of the community
with regard to the impact that the presence of the
UST-FMS Junior Interns’ Program had on their health,

and participation and involvement in the community.
Furthermore, an extensive review of the literature
shows that the assessment of innovations in the edu-
cation of health professionals such as the community-
based program has frequently concentrated on the
effects on students and teachers, with less attention
paid to the effect of education on practice patterns
and very minimal attention to the effect on health in
the community.

The respondents’ observations and assessments
reveal how they respond to the presence of a medi-
cal student in their community, and it is this collec-
tive perception of the benefits of medical students in
community-based projects that will largely determine
the success of these projects.

The respondents clustered in Profile A valued the
role of provider<lient interaction during clinic or
OPD visits as the medical students provide health
intervention activities. During these encounters, the
participants felt cared for by the medical students
and the medical students assumed the curative role.
One participant mentions during the post sort inter-
view that “the activities should be maintained be-
cause it provides health services for other people
who are unaware of their health condition” while
another expressed that “the free services rendered
by UST practitioners greatly helped and aided our
limited clinic staff.”
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Table 6. Distinguishing Statements for Factor 3 (Profile C).

No.

Statement

Q-SV Z-SCR

Q-SV Z-SCR

Q-SV Z-SCR

Q-SV Z-SCR

1

20

23

The community is aware of
the purpose of the activities
done by the medical students.

The community is familiar
with the roles of the medical
students in the community.

Their activities address not
only health-related activities
but also other aspects of a
person (e.g., Spiritual, Men-
tal, Emotional)

The medical students conduct
trainings (e.g., First-aid) to the
teachers and nurses assigned
in the school clinics.

They provide adequate feed-
back to the community in the
“Ulat sa Barangay”.

They give free medications for
patients in the community.

The presence has contributed
to the improvement of health
awareness of the people in
the community.

2 1.05

1 0.46

0-0.25

-1-0.54

-2-1.05

3 1.60

1 0.47

-3-1.14

-2-1.06

-1-0.25

3 1.28

1 0.89

1 0.09

0-0.12

4 1.93*

3 1.51*

1 0.58*

1 0.45*

0-0.39

-1-0.65

-2-0.82

2 0.82

-1-0.33

-1-0.59

-2-1.01

1 0.60

1 0.39

4 2.06

(p<.05; Asterisk (*) indicates significance at p<.01)
Both the Factor Q-Sort Value (Q-SV) and the Z-Score (Z-SCR) are shown.

Table 7. Distinguishing Statements for Factor 4 (Profile D).

No.

Statement

Q-SV Z-SCR

Q-SV Z-SCR

Q-SV Z-SCR

Q-SV Z-SCR

23

22

The presence has contributed
to the improvement of health
awareness of the people in the
community.

There is continuity in the health
programs they conduct in the
community.

They give adequate recom-
mendations to the community
after they evaluate their health
programs.

They follow-up/evaluate the
programs they conduct in the
community.

The community is familiar with
the roles of medical students in
the community.

The community members are pas-
sive receivers of health programs.

1 0.47

-2-0.90

-4-1.79

-3-1.44

1 0.46

0-0.02

0-0.12

-1-0.81

0-0.19

-1-0.86

-2-1.06

0-0.25

-2-0.82

-3-1.15

0-0.18

-2-0.91

3 1.51

-1-0.50

4 2.06*

3 1.43*

2 0.73*

0 0.02*

-1-0.33

-3-1.53*

(p<.05; Asterisk (*) indicates significance at p<.01)
Both the Factor Q-Sort Value (Q-SV) and the Z-Score (Z-SCR) are shown.
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Table 8. The Role Continuum Portrayed by the Medical Student in the Community as Perceived by the Study Participants.

Driver Focus Persona Value Community Strategic
Role Typologies
People Health inferven- Community Engager Caring Curative Role
tion activities (Learn about healthcare disparities)
Purpose Health education ~ Community Advocacy (Lifelong active citizenship) ~ Promotive Role
training Enabler
Process Health prevention  Community Enhancer ~ Motivation Preventive Role
strategies (Create solutions to complex social
problems)
Performance  Health develop- Community Energizer ~ Teamwork Rehabilitative Role

ment plans

(Develop social responsibility in the

community)

The respondents grouped under Profile B focused
their attention on the role of the medical students in
advocating for and giving health education training
to the community as the medical students assume the
promotive role. All the subjects agreed and expressed
their gratefulness for all the activities being done by
the medical students, “We would like to thank their
full support and assistance to our college.”

Profile C respondents highly regarded the role of
medical students in creating solutions to their com-
plex social problems in emphasizing prevention
rather than a cure for most diseases.

On the other hand, Profile D respondents gave
priority to what they perceived as the role of a medi-
cal student in developing health plans for the com-
munity, thus rehabilitating the community. Here, the
respondents felt that the medical students awakened
social responsiveness in the community.

With this study, it was found out that the respon-
dents valued the presence of medical students in the
community through their various roles i.e., a) the
“community engager” in a curative role as involving
the community in health intervention activities with
immediate shortterm results; b) the “community en-
abler” in a promotive role through medical training
and other capacity-building activities with long-term
impact; ¢) the “community enhancer” in a preventive
role as wherein they undertake holistic person health
preventive activities that benefit the spiritual, mental,
and emotional aspects of the community members;
and d) the “community energizer” in a rehabilitative
role undertaking community development activities
meant to reform and improve the community. Figure
8 shows the role continuum of medical students in
the community as perceived and appreciated by
members of the community.

However, many of them also expressed their

concerns about the sustainability and continuity of
programs being implemented by the medical stu-
dents, “the activity should have a follow up...” and
“(However) we hope next time they could extend
more time in our community so we could get to know
and be more familiar with them and their various
roles.”
Hence, the medical students taking a role within
community organizations as a clinician, educator,
mentor, and collaborator can fully realize their so-
cial responsibility as physicians through maximal
provider-client engagement. Through these commu-
nity engagements, they experience firsthand about
health disparities in context through immersion, gain
exposure to a diverse range of patient populations
in the community, and improve and polish crucial
clinical, communication, organization, and team-
work skills that they can use in the future.

Finally, this paper contributes to primary care re-
search, as it a) applied a mixed-method approach
in the study of patient and physician relationship in
the Philippine community setting; b) knowledge and
perceptions of Filipino patients regarding the role of
medical students in community service learning were
codified and made explicit through this study; and ¢
it adds to the worldview of the culture-laden concept
of patient-physician (providerlient) relationship,
particularly regarding the Filipino patients’ percep-
tions of the medical student as a primary care physi-
cian and the role they play in his/her healthcare.

CONCLUSION

A 4-week curriculum is definitely not sufficient to teach
all there is to know about health care for the poor
and underserved, nor to “solve” the health-related
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problems suffered by a single community. Similarly, a
curriculum focused on understanding the forces affect-
ing socially and economically marginalized individu-
als will necessarily provide medical students only a
very limited picture among a very limited population
about the role of social forces in determining health.
This study is an initial effort to put the curriculum
in context to see if indeed the medical students’ pres-
ence in the community produced a dent in their po-
tients’/clients’ cum respondents’ understanding of

the role of medical students vis-&-vis promoting the
goals of primary health care in the community. This
study serves as a “mirror” telling our medical students
how they fared in their 4-week journey in the Dagat-
Dagatan Community. Our hope is that by taking this
initial step, we will stir medical students to continue
to investigate, and perhaps even address the causes
and consequences of health and disease among the
socially and economically marginalized sectors of
our society.
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