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Executive Summary 

• At the time of closing data entry for analysis for this progress report, only 60 of a total of 317 
medical schools had returned their questionnaires, yielding a response rate of 19.1 %. A further 
nine questionnaires have been received in the last 10 days and we are confident that additional 
initiatives being undertaken will further improve the response rate. Whilst the response has been 
limited, the project is yielding substantial information on the state of medical education in the 
Western Pacific region. 

Concerning the results of the survey ... 
• Fewer than 60% of medical schools had teaching staff in the relatively recent disciplines of 

behavioural science, biostatistics, medical informatics and palliative care. 
• Only half(50.9%) of the medical schools could identify a defined Medical Education Unit within 

their faculty. 
• Although almost all schools had a wide variety of teaching laboratories available for students, one 

in five schools deemed the quality of their computing and clinical skills laboratories to be 
inadequate. This contrasts to the quality of basic science facilities that were considered inadequate 
by fewer than 2% of responding schools. 

• Approximately one in ten medical schools described the quality of access to basic science texts, 
other medical texts, current medical journals and literature databases as inadequate, with 17% 
identifying major problems with Internet access. 

• While one in four medical schools initiated regular clinical contact during the early years of the 
medical course, one in three delayed initiating regular clinical exposure until the fifth year of a six 
year medical course. 

• Clinical exposure during the undergraduate years was extremely variable but appears to be 
distinctly limited in a number of schools. The average time spent in various clinical settings 
varied depending on the year of the course, but was concentrated primarily in major metropolitan 
hospitals where it varied between 0.4 weeks (with a range of 0 to 8 weeks in Year I) to 32 weeks 
(with a range of2 to 52 weeks in Year 5). The extent of clinical exposure in other metropolitan 
hospitals varied between 0.1 weeks (with a range of 0 to 6 weeks in Year I) and 9.4 weeks (with a 
range of 0 to 52 weeks in Year 5). The average amount of time spent in other clinical settings 
ranged from 0.03 (range 0 to I week) to 1.4 weeks (range 0 to 22 weeks) for rural hospitals; 0.06 
(range 0 to I week) to 1.9 weeks (range 0 to 40 weeks) for general practice; 0.02 (range 0 to 0.5 
weeks) to 1.4 weeks (range 0 to 25 weeks) for government funded primary health care clinics and 
0.08 (range 0 to 2 weeks) to 0.6 weeks (range 0 to 17 weeks) for non-government funded primary 
health care clinics. 

• While most medical schools allowed direct entry from school, more than seventy per cent (71. 7%) 
used the results of a separate entrance examination to select students. 

• Overall, an average of 205 students (median 109) commenced their first year of medical studies in 
each medical school in 1998, with some schools enrolling as few as 40 and others as many as 
1,100 students. Less than half the schools (44.4%) set aside enrollment places for disadvantaged 
groups (eg cultural or ethnic minorities). 

• Overall 40% of students were female, although some schools had as few as 20% and others as 
many as 60% females enrolled. 

• The average retention rate was 92% (range 63-\ 00%). with students most commonly withdrawing 
in the first two years of their degree. Poor academic performance, financial problems, health 
concerns and psychological disorders were the most common reasons for withdrawing. 

• Over one third of medical schools (35.6%) reported that their students undertook a specific pre
internship term during their fmal year. Less than seventy per cent (68.4%) indicated that their 
graduates were required to undertake an internship, of which only 84.5% were fully supervised. 
One in five medical schools reported that graduates were able to register for independent practice 
immediately after graduation. 
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• While the majority of medical schools (80.7%) reported that further qualifications were required to 
practice as a specialist, less than half(39.7%) reported that further qualifications were required to 
practice as a primary care practitioner in their country. Only half of the medical schools reported 
that participation in continuing medical education was mandatory for either primary care or 
specialist practitioners. 

• The most common duration of the medical course was six years. Almost half the medical schools 
(45.8%) reported that their curriculum was fully integrated. Most (84.5%) had organised their 
curriculum into distinct pre-clinical and clinical phases. 

• Some 70% of medical schools reported that their curriculum was problem-based. However the 
extent of problem-based learning was considered minimal in about half of the 28 schools that 
provided additional information about the nature of their activities. Similarly, although the 
proportion of medical schools responding that they had incorporated or achieved community 
orientation or self-directed learning was high (84.9% and 76.9% respectively), the extent to which 
activities reflecting these elements could be identified in the curriculum was extremely variable. 

• Medical school curricula appear to be in a state of flux. Some 83% of schools had changed their 
curriculum significantly within the preceding 10 years, and 69.5% were intending to make 
substantial changes within the next five years. There was a strong emphasis on increasing the 
extent of problem based learning, improving the degree of integration within the curriculum, and 
increasing clinical exposure and experience prior to graduation. 

• A course or curriculum committee existed in almost all medical schools, however this did not 
always have control over course process, content or assessment procedures. 

• Short answer and multiple choice questions were the most popular methods employed for written 
assessment, while long and short cases were the most frequent methods used to assess clinical 
skills. 

• Just over half the medical schools (54.0%) prepared model answers for written assessments, with 
the majority of these providing students with an opportunity for feedback. Assessment papers 
were checked by another academic in fewer than half the schools (44.8%), and some or all papers 
were double-marked in one third. 

• Two assessors were used for oral exams in approximately half of the schools, but tape recordings 
of oral assessments were used by only 10.2%. At least one in five medical schools did not provide 
any form of training for staff i~volved in clinical skills assessment. 

• Just over 80% of schools evaluated the quality of lectures, clinical bedside teaching and level of 
student satisfaction with the course, usually by either questionnaire or discussion with student 
representatives. 

• Only 38 of the 60 responding medical schools indicated they had been granted formal 
accreditation by a national authority. However there were a number of within country 
discrepancies concerning the presence of a national registering body. Some, but not all medical 
schools indicated they had been granted accreditation following accreditation being given to the 
University overall; other schools had been granted accreditation at their inception, and it was 
unclear whether there had been any ongoing process of review to maintain standards. In at least 
two countries (The Philippines and Korea) accrediting boards were reported as being in the 
process of becoming established. 

The following report describes these findings in more detail and explores certain other parameters 
related to the practice of medical education in the Western Pacific Region. As indicated earlier one 
major consideration that needs to be given to the findings is the fact that they are derived from only a 
small proportion of medical schools within the region; at the time of compiling this report only 60 of a 
total of 317 schools in the region had responded to the survey (a response rate of 19%). We were 
unaware at the time of commencing the survey that a number of the addresses obtained from the 
WHO's Directory of Medical Schools (1988: reprinted in 1996), - which was used as the source of 
addresses for the survey - were incorrect. We are currently in the process of updating this list. 
(Further details are provided in the report). 
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Notwithstanding this shortcoming, the results do illustrate that there are major areas of concern 
relating to undergraduate medical education, licensing procedures and postgraduate training for 
medical practitioners in the region. These are discussed in detail in the latter part of this report. To 
some extent, our concern is heightened by the fact that the responses we do have may in fact represent 
a "best case" scenario - those medical schools with poorer practices may have chosen not to respond, 
whilst those with minimal organised infrastructure may not have been in a position to respond. 

The report also highlights that there are a number of ways in which WHO can facilitate patterns of 
best practice among the medical schools and licensing authorities in the region. WHO has already 
demonstrated a commitment to this process and has the potential to improve the quality of health 
education in the region, and thus further improve the health care services received by the communities 
in the Western Pacific region. 
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Background to the project 

There is wide variation in the practice of medical education and licensing procedures across the 14 
countries covered by WHO in the Western Pacific region. While licensing procedures provide one 
mechanism for the assurance of quality, these assessments cannot evaluate the full undergraduate 
experience and often rely on standards established outside the region in cultural contexts that are 
different to the within country health care needs. Ultimately, quality assurance of medical education 
will ensure the quality of graduates. 

In late 1997, consultations between the University of Newcastle Faculty of Medicine and Health 
Sciences, Australia, and the Western Pacific Regional office of the World Health Organisation 
identified a need to develop and implement a quality assurance programme for medical schools and 
licensing authorities within the Western Pacific Region. The long-term aim of this project was to 
develop a mechanism to improve the quality of health services in the area. The first step in this 
project, and the subject of this report, was the development of a regional database documenting the 
practice of medical education as it currently exists within the region and identifYing areas of potential 
concern in that educational process. 

Methods 

Development of the medical schools database (ongoing) 

The initial list of medical schools used for the survey was derived from the World Health 
Organisation's Directory of Medical Schools (1988; reprinted in 1996). However we subsequently 
found that many of the entries were either obsolete or incorrect. For example, of the 80 contact 
addresses provided for Japan, 49 (61.2%) were incorrect. We are currently in the process of 
developing a revised list using information derived from the World of Learning (1997), contact with 
national embassies in Australia anq via Internet searching. 

The information will be collated by staff at Newcastle and forwarded to the Regional Office on 
completion. 

Development of the questionnaire 

A self-completion questionnaire was developed after reviewing the literature on the evaluation of 
medical education and quality assurance programmes in medical schools, and after reflecting on our 
own experience with medical education and accreditation procedures. 

The questionnaire was divided into the following three domains: Academic Infrastructure, Students 
and Graduates and Curriculum. An overview of the topics covered within each section of the 
questionnaire is provided in Table 1. Within each domain a series of closed and open-ended questions 
were asked. The closed questions sought basic information about aspects of the school, which were 
considered essential and common to all schools. Open-ended questions were designed to seek 
clarification on these issues and in addition obtain information characterising individual aspects of 
each school. Overall the questionnaire comprised 63 questions, most with multiple parts. 
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Table 1. Structure oCtbe questionnaire 

Domain Items Comments 

Teaching Staff Disciplines represented, sources of funding for staff, 
Academic general support staff for the curriculum. 
Infrastructure 

Teaching Environment Availability and utilisation of teaching laboratories, 
library, clinical teaching facilities. Quality of 
resources. 

Student Selection Eligibility to apply and criteria for selection. 
Students and Numbers entering, restrictions and quotas. 
Graduates 

Undergraduates Enrolment, retention and graduation. 
Graduates Continuing education and registration. Outcome 

evaluation. 

Curriculum Programme Objectives Planning and organisation 
Nature of the Curriculum Duration, structure, community orientation and 

pedagogy. 
Curriculum Review Change and development. 
Curriculum Governance Organisational framework. 
Assessment Assessment role, methods and guali!}: assurance. 
Curriculum Evaluation Self review. 
Accreditation External review. 

Optional Addendum Postgraduate Training Further detail on Continuing Medical Education. 

SUn'ey method 

The questionnaire was printed in English and mailed to all medical schools listed on the address 
database provided by WHO. The fIrSt questionnaires were mailed in December 1998, with a request 
for return by February 4, 1999. A second mailing, offering an electronic version if required, was sent 
in June 1999, using an amended version of the list of medical schools'. A copy of the questionnaire, 
together with the covering letters used for both the initial and follow-up mailings is provided in 
Appendices 1,2 and 3 respectively. 

Study database and statistics 

It was originally anticipated that data would be entered into a Paradox database prior to analysis. 
However unforeseen programming problems necessitated a change to an alternate database (STAT A) 
in order to compile this report on time. Summary statistics were subsequently compiled using STAT A 
statistical software. 

I As described earlier, the development and refmement of the medical schools database is still ongoing. 
Incorrect or obsolete addresses are deleted and correct addresses and/or new schools are entered as they are 
identified. 
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Results 

Response rate 

At the time of compiling this report, 60 completed questionnaires2 were returned from a total of 317 
addresses on the amended medical schools database, yielding a response rate of 19.1 %. Thirty 
questionnaires were returned by the requested due date of February 4, with a total of 53 questionnaires 
returned prior to the second mailing. Seven questionnaires were returned bye-mail. Response rates 
for individual countries participating in the survey are shown below (see Table 2). 

Table 2. Response rate by country 

No. of No. of 0/0 of returns %of 
Country Questionnaires Questionnaires for each total 

sent returned country returns 
Australia 11 8 72.7 13.1 

China 137 9 6.6 15.0 
Fiji 1 0 0 0 
Hong Kong 2 1 50.0 1.7 
Japan 80 18 22.5 30.0 
Korea 42 8 19.0 13.3 
Laos 1 0 0 0 
Malaysia 3 1 33.3 1.7 
New Zealand 2 I 50.0 1.7 
Papua New Guinea 1 1 100 1.7 
Philippines 28 10 35.7 16.7 
Singapore 1 I 100 1.7 
Vietnam 9 2 22.2 3.3 

Domain I: Academic Infrastructure 

Teaching staff 

Disciplines represented 

All medical schools indicated that they have teaching staff in the disciplines of gross anatomy, 
biochemistry, obstetrics and gynaecology, paediatrics (medical), physiology and surgery. In addition 
over 90% of medical schools indicated they have teaching staff in anatomical pathology, histology, 
cardiovascular medicine, dermatology, endocrinology, gastroenterology, haematology, microbiology 
(including parasitology and infectious diseases), neurology, ophthalmology, otolaryngology, 
orthopaedics, psychiatry, public health and respiratory medicine. Almost three out of four medical 
schools indicated they have teaching staff in medical ethics/law (76.4%), oncology (72.9%), surgical 
paediatrics (78.3%) and rheumatology (74.6%). However fewer than 60% of medical schools had 
teaching staff from the behavioural science, biostatistics, medical informatics and palliative care 
disciplines (Table 3). 

2 Subsequent to the closing date for entry into the database a further 9 questionnaires have been received from 
Australia (I), China (I), Korea (3), New Zealand (l), The Philippines (1), Japan (I) and Fiji (I). 
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Table 3. Teaching StatTby Discipline 

% indicating 
Total no. of academic staff in this discipline 

Discipline discipline was 
represented in their 

Mean±SD Median min-max medical school 

Anatomical pathology 96.6 11.3 + 10.1 8 0 54 
Anatomy gross 100 8.1 + 6.2 5.5 1 30 
Anatomy - histology 98.3 4.9 +3.3 4.0 0 14 
Behavioural science 48.3 2.1 ± 4.2 0 0 20 
Biochemistry 100 9.75 +8.4 8 1 52 
Biostatistics 58.3 1.7 +2.7 1 0 12 
Cardiovascular 96.6 12.5 ±15.6 8.5 0 95 
medicine 
Clinical pharmacology 84.7 7.4+10.9 4 0 60 
Dermatology 96.6 7.7 +8.9 5 0 51 
Endocrinology 94.9 6.8 +7.0 4 0 25 
Epidemiology 88.3 4.8+7.7 3 0 53 
Gastroenterology 94.9 12.8 ±20.8 6 0 135 
Haematology 94.9 6.3 +6.5 4 0 26 
Immunology 86.7 4.7 +5.6 3 0 31 
Medical ethicsllaw 76.3 2.5 +3.2 2 0 15 
Medical genetics 64.4 2.3 ±3.9 1 0 20 
Medical informatics 54.2 1.3 + 1.7 0.5 0 5 
Microbiology/infectious 98.3 9.3 ±7.8 7 0 35 
diseaselparasitolo~ 

Neurology 94.9 9.1 +13.3 6 0 89 
ObstetricsiGynaecology 100 18.3 +17.6 13 3 82 
Oncology 72.9 4.7 +-7.1 2 0 30 
Ophthalmology 98.3 13.3 +18.8 8.5 0 120 
Otolaryngology 96.7 1 \.l + 14.5 7 0 86 

Orthopaedics 95.0 16.4 ±25.5 7 0 164 

Paediatrics - medical 100 21.2 ±20.3 16 2 94 

Paediatrics - surgical 78.3 4.1 +7.9 2 0 49 

Palliative care 42.4 1.4 +2.6 0 0 15 
Physiology 100 10.7 +9.2 8 2 55 
Primary care 70.0 14.9 +36.6 4 0 200 

Psychiatry 93.3 14.8+17.2 10 0 73 
Public health 91.7 8.4+10.7 6 0 66 
Rehabilitation medicine 84.7 4.0 +4.9 2 0 24 
Respiratory medicine 96.6 9.6 +12.5 5 0 60 
Rheumatology 74.6 4.3+12.8 2 0 91 

Surgery 100 38.1 ±37.6 24 4 201 

Additional qualitative comments revealed that in at least some medical schools academics involved 
primarily in one discipline or department (for eg haematology) also took responsibility for teaching in 
another (eg oncology). Similarly, teaching staff having their main involvement in a department or 
discipline of public health were also reported to represent the disciplines of epidemiology andlor 
biostatistics. Wherever possible this was taken into account in the subsequent analyses. 
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Further to the disciplines specified in the questionnaire, a number of respondents identified "other" 
disciplines such as anaesthesia/intensive care (31.7%), specialist surgery (including urology, 
neurosurgery, thoracic surgery etc - 21.7%), radiology (20.0%), renal medicine (18.3%), accident and 
emergency care (10.0%), geriatrics (8.3%) and clinical laboratory medicine (5.0010). It is very likely 
that the number of medical schools reporting the presence of teaching staff in these areas would have 
been significantly higher had these disciplines been itemised in the questionnaire. 

Overall, clinical disciplines (eg cardiovascular medicine, gastroenterology, ophthalmology, surgery) 
had a far stronger representation within the medical school than basic science disciplines. In terms of 
academic numbers, surgery, paediatrics and obstetrics and gynaecology were the three strongest 
disciplines within the medical schools and behavioural sciences, palliative care and medical 
informatics the weakes~. 

A number of respondents found it difficult to provide details of the numbers of staff involved from 
distinct disciplines, and provided information in terms of the total number of staff in "internal 
medicine" or "anatomy" for example. Others distinguished between "clinical pharmacology" and 
"general pharmacology" and between "surgery" and other surgical sub-specialties. Wherever possible, 
these distinctions have been reflected in the coding of the data. 

Sources of fUDdiDg 

The majority of medical schools (79.3%) received funding from Government sources to pay for their 
academic teaching staff. Other sources of funds were derived from community organisations (14.0%), 
business (22.8%) and tuition fees (12.3%). A minority of schools received funding from an affiliated 
hospital (3.5%), religious organisation (1.7%) or private donation (1.7%). Respondents were not 
restricted to a single response option and could indicate multiple sources of funding if desired. They 
were also able to indicate "other" sources of funding besides those identified in the questionnaire4

• 

In most instances (70.9%) the primary source of funding was identified as being from the government, 
with another 12.7% indicating their main source of funds was raised through private fees. A further 
9.1% indicated their primary source of funds was derived from "business", with a small proportion 
indicating their main funding was obtained from either community organisations (3.6%) or religious 
groups (1.8%). 

Medical Education Unit 

Approximately half the respondents (50.9%) indicated that a defined Medical Education Unit existed 
within their medical school5

• The mean number of staff within these units was 8.6 ±8.0, with a median 
of 5 and a minimum of I to a maximum of 31 persons working within this area. 

J The median number of academics was used to arrive at this conclusion, as the median (or 50th percentile) 
estimate is influenced less by extreme values than the mean. 
4 Four identified alternatives ("Government", "Religious Organisation", "Community Organisation", and 
"Business") and one "other" response were provided for this question. Hospital funds, private fees and private 
donations were identified from the "other" category. Because these alternatives were not presented to all 
respondents it is possible that the proportions given actually under-represent the importance of these sources of 
funds. It is also possible that at least some of the respondents who nominated the "business" alternative as an 
important source of funding interpreted this to include private tuition fees, whereas other respondents clearly did 
not. 
, Some respondents showed signs that they had misunderstood this question and provided details of the total 
number of academic staff involved in teaching. Where this could be identified, these responses were coded as 
missing. 
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Teac:hing Environment 

Availability and quality of teaching laboratories 

Almost all medical schools (>95%) indicated that they had anatomy, histology, histopathology, 
physiology and biochemistry teaching laboratories available for their students. However only 90% 
had computing laboratories and only 86% had designated areas for teaching clinical skills. 

Most respondents felt their teaching facilities to be "good" or better, although a significant number 
identified their teaching facilities to be just "adequate". Problems were identified in terms of the 
quality of resources available for teaching both computing and clinical skills with almost one in five 
medical schools describing them as "inadequate" (Table 4). 

Table 4. Availability and quality ofteaching laboratories 

Availability Quality of the teaching facility (%) 
Laboratory io/ol 'Ideal' 'Good' 'Adeauate' 'InadeC[uate' 
Anatomy 100 13.6 54.2 30.5 1.7 
Histology 100 10.2 47.5 42.4 0 
Histopathol~ . 96.7 10.5 49.1 40.3 0 
P~siology 98.3 13.8 48.3 37.9 0 
Biochemistry 98.3 6.9 51.7 39.7 1.7 
Com))utillg 90.0 11.1 44.4 27.8 16.7 
Clinical skills 86.4 8.2 38.8 30.6 22.4 

Availability and quality of library resources 

All medical schools appeared to have at least some access to basic science texts, other medical texts, 
current medical journals, literature databases and the internet. These were available primarily at the 
University, although a significant proportion was also available at the hospital (Table 5)6. However 
the quality of these resources was deemed only "adequate" by a significant proportion of medical 
schools, with more than one in ten medical schools describing the quality of available medical 
journals, literature databases and access to the internet as "inadequate" (Table 6). 

Table 5. Availability of library resources 

Type of resource University 
Where available (%)? 

Hospital Both Otherl 

Basic science texts 78.0 6.8 13.6 1.7 
Other texts 62.7 6.8 28.8 1.7 
Current Journals 57.6 8.5 33.9 -
Literature databases 70.9 7.3 21.8 -
Internet access 64.3 8.9 21.4 5.4 
I ='Other' category mcludes academIC offices etc. 

6 Unfortunately this question did not specify whether these resources were avai lable for staff or students, 
although the latter was intended. 
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Table 6. Quality of library resources 

Quality of library resources (%) 
Type of resource 'Ideal' 'Good' 'Adequate' 'Inadequate' 
Basic science texts 8.6 48.3 34.5 8.6 
Other texts 5.2 44.8 41.4 8.6 
Current Journals 3.4 56.9 27.6 12.1 
Literature databases 7.3 54.5 27.3 10.9 
Internet access 11.1 57.4 14.8 16.7 

Initial clinical contact 

Students began seeing patients regularly in a clinical setting over the whole spectrum of the medical 
course. One in four medical schools initiated regular clinical contact during the early years of the 
medical course, with 10% of first year students and 15% of second year students making their first 
contact with patients respectively. More than one quarter of medical schools (28.3%) initiated regular 
clinical contact during their students' third year, while a further 13.3% delayed initiating regular 
clinical contact until the fourth year. However, one in three medical schools (33.3%) indicated that 
their students were not exposed to patients on a regular basis until the fifth year of their medical 
degree'. 

Clinical settings used for teaching purposes 

The medical schools used a variety of clinical settings8
• Almost all medical schools (98.3%) indicated 

their students had exposure to patients in a major metropolitan hospital (>300 beds), with almost three
quarters of medical schools (71.2%) using other types of metropolitan hospitals. Just over half of the 
medical schools (52.5%) provided their students with experience in a rural hospital, with a similar 
proportion (50.0%) using general practice settings. Just under half (49.1%) made use of government 
funded primary health care clinics, with 33.9% using non-government funded primary health care 
clinics. . 

Level of supervision within different clinical settings 

The level of supervision varied depending upon the clinical setting. Students were generally "always" 
or "usually" supervised by a clinician in most settings. However more than 20% of students were 
"rarely" or "not directly" supervised in rural hospitals, government funded and non-government 
funded primary health care clinics (Table 7t 

Table 7. Level of supervision provided within different clinical settings 

Clinical setting Frequency of supervision by a clinician ('Yo): 
'Always' 'Usually' 'Rarely' 'Not directly' 

Maior metropolitan hospital 81.8 14.5 3.6 -
Other metropolitan hospital 57.5 27.5 15.0 -
Rural hospital 41.4 34.5 20.7 3.4 
General Practice 60.7 28.6 10.7 -
Gov funded PHC(l) 37.5 37.5 20.8 4.2 
Non-Gov PHC(2) 38.9 38.9 16.7 5.6 . . .. 
(I) Government funded pnmary health care cllmc; (2) Non-govemmem funded pnmary health care clime . 

7 In all instances this was the fifth year of a six year degree. 
8 Exposure to these various clinical settings was derived from responses to questions eonceming the supervision 
of students at each site and year of study at which students were first exposed to this setting. A response to 
either of the two questions was taken to indicate that this setting was used. 
9 Only those medical schools using this clinical setting were included in the analyses. 
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Initial clinical exposure to different clinical settings 

The year in which students were initially exposed to different clinical settings varied widely between 
different medical schools. Although a significant proportion of medical schools introduced their 
students to a wide variety of clinical settings in the relatively early years of the medical course, a 
number were delaying initial clinical contact, even in major metropolitan hospitals, until Year 4 or 
later in the medical course. Approximately one in three students saw patients in either a metropolitan 
or rural setting for the first time in the fifth year of their course (Table 8). 

Table 8. Proportion of students initially visiting and learniog in each clinical setting, by 
year of course 

% of students first visiting & learning in this setting 
Clinical settina Yearl Year 2 Year 3 Year 4 YearS Year 6 
Major metropolitan hospital 15.8 15.8 26.3 8.8 33.3 -
Other metropolitan hO!;pital 7.5 17.5 22.5 20.0 30.0 2.5 
Rural hospital 6.4 9.7 19.3 19.3 32.3 12.9 
General Practice 17.2 6.9 31.0 31.0 10.3 3.4 
Gov funded PRC (I) 25.0 3.6 21.4 28.6 14.3 7.1 
Non gov PRC (2) 26.3 10.5 21.0 26.3 5.3 10.5 . . . . 
(I) Government funded pnmary health care clime; (2) Non·government funded pnmary health care clime . 

Time spent in various clinical settings 

Table 9 summarises the average time (mean and range), in weeks, spent by students in different 
clinical settings in each year of their course. The most striking feature is the apparent lack of clinical 
exposure of medical students in basically all clinical settings. Students had their main exposure to 
medicine in major metropolitan hospitals in the mid and latter years of their course, with relatively 
little exposure to either rural hospitals or primary health care settings over the duration of the course. 

Table 9. Time (weeks) spent in each clinical setting, by year of course 

Clinical setting Mean (and range) weeks spent in various clinical settings 
Year 1 Year 1 Year 3 Year 4 YearS Year 6 

Major metropolitan hospital 0.4 {0·8) 2.6 (0·32) 9.3 (0-40) 13.4 (0·50) 31.8 (2·52) 20..5 (0-52) 

Other metropolitan hospital 0.1 (0.-6) 0.6 (0·8 2.9 (0·36) 5.2 (0-44) 9.4 (0-52) 4.7 (0-50) 

Rural 0.03jO.l) 0.3 (0..8 1.4 (0.·22) l.l (0.·20.) 1.3 (0-12) 1.3 (0.·8) 

General Practice 0.06 {0·11 0.1 (0·2 0.9 (0·26) 0..9 (0.·9) 1.9 (0-40.) 0..7 (0.·8) 
Gov funded PHC (lJ 0.09 (0·2) 0..4 (0·15 0.7 (0·15) 1.4 (0.25) 0..5 (0-12) 0.0.2 (0..0..5) 

Non gov PHC '"J 0..0.8 (0.·2) 0..3 (0.·15) 0..6 (0.·17) 0..2 (0.-4) 0..1 (0-3) 0..2 (0-4) . . .. 
(1) Government funded pnmary health care clime; (2) Non·government funded pnmary health care clime . 

Domain n: Students and Graduates 

Student Selection 

Selection and Admissions Criteria 

Some 87.9% of medical schools allowed students to enter medicine directly from school, with 49.1% 
allowing entry following completion of a prior degree. Approximately one in five medical schools 
(22.4%) accepted entry following a tertiary preparation program, while a similar proportion (17.0%) 
accepted students under a variety of other circumstances, including transfer from partially completed 
tertiary studies, special premedical programmes, special quotas and in one case on the basis of 
submitting a short essay. 
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Schools varied in the criteria used for selecting students. Some 56.7% relied at least in part on 
academic merit from secondary studies, 40.7% on academic merit from tertiary studies, 40.0% relied 
on a special test (undefmed), while 71.7% reported they used the results of an entrance examination to 
help guide their decision. Just over half (55.0%) relied on some form of personal qualities assessment 
(undefined) while a significant proportion of medical schools (83.3%) held interviews with at least 
some of their potential students. 

Number of student admissions 

The mean (SD) and median number of applicants for each medical school was 1,134 ±985 and 800 
respectively. However this included a wide range with some medical schools receiving as few as 60 
applications and others as many as 4,700. An average of282 ±354 (median 129) offers were made by 
each school. In all, an average of205 ±220 (median 109) students commenced their first year of 
medical studies in each medical school in 1998, with some schools enrolling as few as 40 and others as 
many as 1,100 students in their first year. 

Restrictions on student entry and fees 

The majority of medical schools (88.1 %) had set a limit on the number of students entering the degree 
programme, with most (80.0%) indicating that this limit was set by the governrnent, either alone 
(73.4%) or in consultation with the medical school (6.0%). One in five medical schools (20.0%) 
indicated that either they, or their university, set the limit. 

Approximately one third of the medical schools (32.8%) indicated that the limit on the number of 
students able to be enrolled had changed in the last five years. Of the 18 schools whose limit had 
changed, ten indicated that the number of students enrolled had increased and three that the number of 
students had decreased. Unfortunately few schools provided reasons for the change. Those reasons 
which were identified included having a greater number of students requesting admission (n=2 
medical schools), an increase in the size of the medical college (n=2), government pressure (n=2) and 
a variety of other responses including more students passing the entrance exam (n= I), more students 
dropping out (n= I), deciding to accept foreign students (n= I), an increased need for physicians in rural 
regions (n=I), a need to increase the doctor/patient ratio (n=l) and a lifting of previous government 
quotas (n=I). 

All medical schools (100%) charged their students fees, although in many cases respondents 
commented that the fees were subsidised by either the government or various sponsoring agencies. 

Quotas for special groups 

Less than half the medical schools (44.4%) set aside enrollment places for special groups (eg 
disadvantaged)lO. Unfortunately few respondents provided further information about those groups 
given special consideration. The most common comment was that places were set aside for cultural or 
ethnic minorities (n=13 medical schools), individuals from remote or rural areas (n=8), international 
students (n=5), non-traditional schoolleavers (n=2), students with an educational disadvantage (n=2), 
national students returning after living abroad (n=2), financially disadvantaged students (n=I), and 
students from affiliated high schools (n=I). 

IO Some respondents appeared to interpret this question as asking whether their school had facilities for 
physically disabled students. These responses were excluded from analyses. There was also a significant 
number of missing responses to this item. The total number of eligible responses was only 24. 
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Undergraduates 

Proportion of females 

The mean and median number of students enrolling in the first year of the medical course was given 
earlier. Overall 40.3% of medical students were female, although some schools had as few as 20% 
and others as many as 66% enrolled in their degree. 

Retention rate and student attrition 

The overall retention rate of students was relatively high, with an average of92 ±9.3% of students 
completing their degree once enrolled. In some schools however, the retention rate was only 63% 
while in others it ran at almost 100%. Students most commonly withdrew from their studies during 
the early years of their course, with relatively few withdrawing after Year 4 (Table 10). 

Table 10. Student attrition by year of course 

Year % indicating most common year to 
withdraw from medical study 

1 65.0 
2 23.2 
3 11.6 
4 6.9 
5 2.3 
6 9.2 

(1) as some respondents nommated more than one year the total IS> 1 00010 

The above table includes the responses from medical schools which indicated that most of their 
students withdrew from either Years 1 and 2 (13.9%), Years 1 and 3 (2.3%), Years 4 and 6 (2.3%) and 
Years 5 and 6 (2.3%) respectively. 

Reasons for student withdrawal 

The most common reason given for student withdrawal was poor academic performance (56.3%). 
However financial reasons were a major factor in almost a third of cases (32.7%), with "health 
problems" (unspecified) and "psychological/mental health" problems also playing a major role, being 
cited as significant reasons by 25.4% and 20% of medical schools respectively. Other reasons 
included personal and/or family factors (18.2%), realising they had made the wrong decision or career 
choice (14.5%), study problems (5.4%), inability to cope (5.4%), poor discipline (3.6%) and loss of 
interest in the course (3.6%). 

Alternate qualifications foUowing non-completion ofthe medical degree 

Only 8 medical schools allowed their students to graduate with an alternate qualification if they failed 
to complete the medical course. This was either a bachelor of either health or medical science (n=6), 
diploma (n= 1) or certificate (n= 1 ). 
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Graduates 

Pre-intel"llJlhip term 

Just over one third of schools (35.6%) indicated their students undertook a specific pre-internship term 
during their final year. In most instances this period of pre-internship lasted for an entire year 
(63.2%), but ranged from 2 weeks to 52 weeks among different medical schools. 

Requirements for Internship 

Just over two-thirds of medical schools (68.4%) indicated their graduates undertook an internship. Of 
those students who did this internship, 84.6% experienced full supervision while 15.4% experienced 
partial supervision only. In most instances the hospital was identified as being responsible for intern 
supervision and training (73.7%), although in 21 % of cases this was in conjunction with a medical 
school or medical college. 

Registration for independent medical practice 

Some 18% of medical schools claimed that graduates were able to be registered for independent 
practice immediately upon graduation. Almost one third (32%) of schools reported that independent 
practice was only allowed following a variable period of internship or residency. Fifty per cent of 
respondents indicated that the graduate needed to pass either a state or national licensing exam, with or 
without referring to an associated period of residency. 

Suitability for registration was determined by a variety of means. Some 38.6% of schools indicated 
that performance during the fmal year of the undergraduate course was a significant factor, while 
47.4% of schools identified performance during the period of internship as an important criterion. 
Almost six out often schools (57.9%) indicated that performance at an external examination was used 
to determine suitability for registration. 

Additional requirements for practising as a specialist or primary care practitioner 

While the majority of medical schools (85.7%) reported that further qualifications (in addition to the 
basic medical degree) were required in order to practice as a specialist in their country, less than half 
(39.7%) reported that further qualifications were required to practice as a primary care practitioner. 

Responsibility for post-graduate training 

Hospitals undertook the bulk of postgraduate training for both primary care and specialist 
practitioners, although medical schools also played a significant role in the post-graduate training of 
primary care practitioners. Various colleges had an important influence on postgraduate training 
whereas government appeared to playa relatively minor role (Table 11). 

Table 11. Responsibility for postgraduate clinical training 

Responsible body % Responsibility for postgraduate training in: 
Primary care practice Specialist practice 

Medical schools 31.7 18.9 
Hospitals 52.1 60.4 
Colleges 26.1 30.2 
Government 6.5 1.9 

Note. proportions come to >100% as more than one answer was pOSSible 
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Mandatory participation in continuing medical education 

Fifty-o.ne per cent o.f medical schools considered that active participation in continuing medical 
education was considered mandatory for primary care practitioners while 52.7% of schools considered 
it mandatory for specialists, with a further 20% noting that the requirement varied depending on the 
specialty involved. 

Domain III: Curriculum 

Programme Objectives 

Medical school objectives and expectations 

Most medical schools (90.9%) reported that they had a defined set of overall objectives for their 
medical course, although few provided details of such objectives as requested. These objectives 
described the school's expectations of graduates in a number of different areas (Table 12). 

Table 12. Objectives of the medical school curricula 

Area % having defined objective in 
relation to this area 

Clinical skills 96.5 
Communication skills 81.0 
Knowledge and understanding of basic sciences 98.2 
Knowledge and understandin~ of clinical sciences 98.2 
Continuing ]:>1'ofessional development 81.0 
Critical approach to the science of medicine 86.2 
Ethics 93.0 
The health of the commun~ in which tht:Y practice 82.8 

Nature of the Curriculum 

Duration of the medical course 

The duration of medical courses varied between different schools. The most common duration of the 
medical course was six years (46.7%) (n=28) although it is possible that in some instances respondents 
were including a premedical programme within this timeframe. Other courses ran for five years' 
(23.3%, (n=14), four and a half years' (1.7%, n=I), four years' (25%. n=15) and three years' (3.3%, 
n=2) duration. 

Integration and separation into preclinical and clinical phases 

The curriculum was reported as being totally integrated (basic science and clinical experience 
combined throughout) by 45.8% of schools, and partially integrated by 50.9% 11. The great majority of 
medical schools (84.5%) had organised their curriculum into distinct pre-clinical and clinical phases 
which varied in duration. Some 12.5% of schools had a pre-clinical phase lasting one year, 32.5% 
lasting two years and 27.5% lasting three years. Clinical phases also varied between one year (7.5%), 
two years (17.5%) and three years (40.0%). However there was some confusion as to whether some 
respondents were including a pre-medical period oftime in these estimates. 

II Proportions do not sum to 100% because of different numbers of missing values for each question. 
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Extent of problem-based learning witbin the curriculum 

Only 47 medical schools provided a response to this question, suggesting that many were unclear 
about the nature of problem-based learning. Ofthese 47 schools, 70.2% indicated that their 
curriculum was at least partly problem-based I2

• From the additional information provided to an open
ended question by 28 medical schools (including descriptions given by the respondents themselves), 
the extent of problem-based learning within the curriculum was assessed as being minimal (only a few 
problem-based sessions scattered throughout the medical course) in 15 medical schools, moderate 
(problem-based sessions in a number of different areas/courses) in three schools and extensive 
(dedicated problem-based format with regular tutorials in at least the pre-clinical years) in 10 schools. 

Few medical schools (n=22) provided details of the specific years in which problem-based learning 
was emphasised, or how it was achieved. From the information given it appears that at least some 
form of problem-based learning was used in 14 medical schools during Year I, in 17 schools during 
Year 2, in 14 schools during Year 3, in 11 schools during both Year 4 and Year 5, and in six medical 
schools in Year 6. 

Extent of community orientation within the curriculum 

A total of 53 medical schools answered this question. Of these, some 84.9% indicated that their 
curriculum was at least partly community-oriented. From the additional information provided to an 
open-ended question by a total of 41 schools, including descriptions given by the respondents 
themselves, the extent of community orientation was assessed as being minimal (only one or two 
sporadic activities scattered throughout the medical course) in 14, moderate (a number of activities 
undertaken) in 18 and extensive (a variety of detailed community activities and/or a dedicated time 
period spent within the community) in nine medical schools. 

Few medical schools (n=20) provided details of the specific years within the medical curriculum in 
which a student activity which reflected a community orientation could be identified. From the 
information given it appears that some form of community-orientated student activity was undertaken 
during Year 1 in 14 medical school~. during Year 2 in 12 schools, during Year 3 in 12 schools, during 
Year 4 in 13 schools, during Year 5 in eight schools and during Year 6 in four medical schools. 

Some 40 schools responded to an open-ended question and provided further details about the specific 
nature of the community-oriented activities which were undertaken. These are summarised in Table 
13. Other activities undertaken by one or two medical schools only included undertaking a special 
preventive medicine course, examining local health issues in small study groups, visiting local private 
clinics, working as a helper in a community welfare centre, working on medical missions, helping 
train village health workers, living with families in rural regions, undertaking community psychiatric 
interviews and participating in community hygiene and immunisation programmes. 

Table 13. Examples of community-oriented activities 

Activity % (n) 

Rural rotation 45.0 ( 18) 
General practice/family medicine experience 15.0 (6) 
Community health centre experience 50.0 (20) 
Family study 15.0 (6) 
Community projects (e)? hygiene programme) 17.5 (7) 
~ecial elective 15.0 (6) 
Visiting community organisations 7.5 (3) 
Lectures, talks given to students by academics 20.0 (8) 
Lectures, talks given bLstudents (eg to mothers) 15.0 (6) 
Community survey 15.0 (6) . . NB Totals sum to > 100% as schools could nommate more than one actiVity . 

i2 Included in this estimate are medical schools who described the use of clinically based case problems for 
teaching purposes. Whether these were incorporated into true problem-based learning activities or simply 
another example of misinterpretation is unclear. 
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Extent of self-directed learning within the curriculum 

A total of ~2 medic~1 school.s provided answers to this question, suggesting that at least some may 
have had difficulty mterpreting the meaning of "self-directed learning". Of these, 76.9% of indicated 
that. at least ~me cu~cular activities were designed to promote student self-directed learning. From 
the mformatlOn provIded by responses to an open-ended question by 37 schools, the extent of self
directed learning was assessed as being minimal (only one or two sporadic activities scattered 
throughout the medical course) in 14 schools, moderate (a number of activities undertaken) in 21 
schools and extensive (evidence of a significant proportion of time devoted to self-directed learning, 
and/or a significant student initiated research project) in two schools. 

Insufficient details were provided to elicit the absence or presence of self-directed learning activities 
for each year of the course. However, from a total of 35 schools who provided further information the 
most common activities identified were student-initiated research projects (31.4%, n= II medical 
schools), student self-study time (31.4%, n=\ I), problem-based learning (22.9%, n=8), group learning 
activities (20.0%, n=7), class discussion (14.3%, n=5) and computing activities (14.3%, n=5)13. 

Curriculum Review 

Reported changes to the medical curriculum within the last 10 years 

Some 83% of medical schools had changed their curriculum significantly within the last ten years. Of 
the 44 schools which provided further details to this question, a greater emphasis on clinical skills 
(meaning both earlier clinical exposure and/or the commencement of a distinct clinical clerkship in 
later years) was identified as being the most common change that had been undertaken (45.4%, n=20). 
Other curricular changes noted included a greater integration of subjects within the medical course 
(36.4%, n= 16), a shift towards problem-based learning (34.1 %, n= 15), a greater emphasis on 
community-orientation (13.7%, n=6), a greater emphasis on the humanities (11.4%, n=5) and a greater 
emphasis on self-directed learning (9.1%, n=4)14. 

Other changes reported by three or fewer medical schools included less didactic teaching, decreased 
length of course, more student electives, greater emphasis on small group teaching and/or tutorials, 
greater emphasis on research, greater input from behavioural theory, and a greater emphasis on 
medical informatics. 

Only I3 respondents gave reasons for change. The most common reason cited was a desire for 
increased efficiency and effectiveness oflearning (n=4), although meeting changing government 
guidelines was also an issue in some cases (n=2). Other reasons included overcrowding of the 
previous curriculum, changes in both teaching staff and students, more mature students, changing 
trends in medical education, and a desire to produce more well rounded and balanced students. 

Intended changes to the medical curriculum over the next five years 

Some 69.5% of medical schools were intending to make substantial changes to the medical school 
curriculum within the next five years. Of the 37 schools who provided further details following an 
open-ended question, the most common changes planned were to increase the extent of problem-based 
learning within the curriculum (45.9%, n= I 7), improve the extent of integration within the course 
(43.2%, n= I 6), increasing the amount of clinical exposure among undergraduates (18.9%, n=7), 
greater community-orientation (16.2%, n=6) and a greater emphasis on self-directed learning (13.5%, 
n=5)15. 

13 Numbers total >35 due to multiple examples on the part of some medical schools. 
14 Numbers total >44 due to mUltiple responses on the part of some medical schools . 
• 5 Numbers total >37 due to multiple examples given by some medical schools. 
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Other changes cited by only one or two medical schools included a greater emphasis on the 
humanities, an increase in medical informatics, an increase in small group and/or tutorial teaching 
sessions, less didactic teaching, increased emphasis on preventive medicine, greater emphasis on 
personal and professional development and an emphasis on transdisciplinary education. 

Curriculum Governance 

Curriculum committee and responsibilities 

Some 95% of medical schools had a course/curriculum committee that had responsibility for 
implementation of the course. This committee had control over course process in 92.9"10 of cases, 
control over course content in 83.9% and control over assessment in 66.7% of instances. 
Representatives from each year of the course were present in 66.7% of cases. 

Assessment 

Student Assessment 

Students were graded at assessment in all medical schools except one (98.3%). Overall, students 
received raw marks in 35.2% of medical schools, grades in 31.5%, both raw marks and grades in 
11.1 % and were assessed as being either satisfactory/not satisfactory in 7.4%16. Some schools varied 
their grading system for either different years or different subjects within the course (14.8%), with 
students in some years or courses being given marks or grades and in others being assessed as 
satisfactory or not satisfactory. 

Formative assessment 

Only 47 usable responses were provided for the question concerning formative assessment. A number 
of respondents provided no response to this question while others appeared to misinterpret its meaning 
(for example, they made additional comments about "formal" exams). Obvious misinterpretations 
were excluded from the analyses. Of the 47 medical schools providing usable answers, 36 (76.6%) 
indicated their students were provided with formative assessment opportunities. Twenty two medical 
schools provided further details regarding the nature of these opportunities. The most common 
example cited was that the students could undertake trial exams together with model answers and/or 
given practice papers and provided with feedback (n=6). Other examples of formative assessment 
provided by one or two medical schools only included having exams in the middle and end of each 
semester, providing students with an assessment of what they have learnt at the end of the term, 
providing feedback to students after exams, allowing students and academic advisers access to student 
assessments, having the opportunity to undertake additional exercises, obtaining computer-based 
feedback, obtaining tutor feedback on exercises and simply telling students their marks. 

Remediation 

Almost all medical schools (94.9%) provided their students with some form of remediation following 
unsatisfactory performance, although the nature of this remediation varied greatly. Comments on the 
form of the remediation were given by 42 schools. In most instances (83.3%) students were simply 
allowed to resit the exam. Decisions were made in other cases on an individual basis, but only one 
respondent described the option of special revision and specific remediation classes. Again there 
appeared to be problem with the interpretation of what was meant by "remediation" on the part of 
some medical schools. Where this was obvious, the responses were excluded from analyses. 

16 Four medical schools included satisfactory/not satisfactory assessment as a form of graded assessment. 
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Special consideration 

Some 86.4% of medical. schools indicated that their students could apply for "special consideration". 
Forty-four schools provIded usable information to a request for further details. The most common 
benefit identified was simply being allowed to resit a supplementary or delayed exam at a later date 
(75.0010, n=33). In other cases decisions were made on a case by case basis (9.1%, n=4). Other 
options cited by only one or two medical schools included allowing the student to ask for leave of 
absence, giving the student a conceded pass or adding a certain proportion of marks in certain cases. 
Only one school mentioned that students could receive extra teaching. 

Appeals process 

Approximately two-thirds of medical schools (67.2%) indicated that students were allowed to appeal 
against an assessment grade. Unfortunately further details as to what this appeals process might 
involve were too vague to be of use. 

Methods used in student assessment 

Format for written assessments 

Short answer questions and multiple choice questions were used relatively frequently by almost all 
medical schools, with essay questions and assignments also being popular forms of written 
assessment. Modified essay questions, projects and OSCAs (objective structured clinical assessments) 
were used least (Table 14). 

Table 14. Forms of written assessments 

Assessment format % Frequency of usel ": 

% usinlt 'Frequent' 'Infrequent' 'Rare' 
Essay questions 93.2 52.7 34.5 12.7 
Short answer questions 100 70.7 29.3 0.0 
Multiple choice questions 100 94.7 3.5 1.7 
Modified essay£tuestions 71.2 46.3 48.8 4.9 
Assignments 91.5 45.3 47.2 . 7.5 
pf(~jects 74.6 20.0 64.4 15.6 
OSCAI"J 62.7 31.6 57.9 10.3 .. 
(I) Analyses mcIude only those schools who reported usmg the spectiied format. (2) Objective Structured ClmlcaI 
Assessment. 

Access to past papers 

Some 68.5% of students had access to past papers with another 13.0% of medical schools indicating 
that this practice varied from subject to subject. However there was evidence that at least some 
respondents interpreted this to mean reviewing exam papers that the students themselves had just sat. 

Format for assessing clinical skills 

Short and long cases were the most frequently used methods to assess clinical skills. Although 
assignments and essays were formats utilised by a significant proportion of medical schools, they were 
used on a relatively infrequent basis. Objective structured clinical assessments (OSCAs) were used by 
less than three-quarters of medical schools, and even then often on an infrequent basis. Interactional 
skills and counselling skills were used as part of the assessment process by over 60% of medical 
schools, although not extensively in terms of their frequency of use (Table 15). 

22 



Table 15. Forms of Clinical Skills assessments 

Assessment format % Frequency of use"': 
% usiq 'Frequent' 'Infb!cLuent' 'Rare' 

Short cases 91.5 81.5 16.7 1.8 
Long cases 86.4 68.6 23.5 7.8 
OSCA,.lJ 72.9 58.1 39.5 2.3 
Interactional skills 77.6 48.9 37.8 13.3 
Counselling skills 64.4 47.4 36.8 15.8 
Assignments 76.3 51.1 33.3 15.6 
Essays 66.1 44.7 44.7 10.5 
Projects 50.0 34.4 40.6 25.0 .. 
(\) Analyses Include only those schools that reported USIng the specIfied format. (2) ObJecttve Structured ClInIcal 
Assessment. 

Quality Assurance Issues related to student assessment 

Preparation and grading of student exams 

Just over half of the medical schools (54.2%) prepared model answers for all written assessment 
papers. Of these, 87.5% provided students with an opportunity to comment on these answers. 
Assessment papers were checked by another academic in 44.8% of medical schools, and papers were 
double-marked in one third (33.3%). However the proportion of papers which were double-marked 
varied greatly, being as low as 5% in some schools and as high as 100% in others. On average, some 
55.7% (±39.4) of papers were double-marked. 

Oral examinations 

Two assessors were used for oral eXaminations in 49.2% of medical schools, but tape recordings of 
oral assessments were used in only 10.2% (n=7) of cases. Of the four medical schools who provided 
further details concerning why the tape recordings were made, one identified the recording was 
obtained to provide feedback to the student, another that oral assessments were recorded only when a 
single assessor could be present instead of two, while two medical schools indicated that the 
assessment included a component of evaluating the student's English ability. 

Training of examiners for clinical assessments 

Only 37 respondents provided an answer to the open-ended question concerning the training of 
assessors for clinical assessments. Among this group a wide variety of approaches were identified, 
ranging from holding workshops, seminars and lectures (n= 17), providing written criteria only (n=2), 
providing videos only (n=I), providing videos in conjunction with written criteria (n=l) and providing 
checklists with discussion (n=I). One medical school indicated they ran occasional training sessions 
only, while eight others indicated they offered some form of training, but gave no further details. A 
total of seven schools indicated they did not provide any training sessions for staff involved in clinical 
assessment. This number is probably underestimated, as it is likely that at least some of the schools 
who did not answer this question also did not provide any form of training. 

Curriculum evaluation 

Frequency and nature of self-evaluation approaches 

Some 81. 7% of medical schools evaluated the quality oflectures, 63.2% the quality of tutorials and 
81.7% the quality of clinicallbedside teaching during the medical course. 
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F~rty sch~ls ou~lined the nature of their evaluation approach. Evaluation methods generally involved 
u~mg q~estto~alres (n=15), although discussions with student representatives (n=5) and focus group 
dlscus~lons With student members (n=4) were also held. Evaluation by staff and lor an official course 
commIttee was undertaken in a number of cases (n= 17), and in some schools was the only form of 
asse~sment un~ertaken: Other approaches included auditing the number of students attending 
speCIfied teachmg seSSIOns, "examinations" (undefined), and asking external reviewers to evaluate the 
teaching process. 

Monitoring of student satisfaction 

Student satisfaction was monitored by 79.3% of medical schools, the most common methods used 
being questionnaires (n=24), through student representatives (n=9), focus group discussions (n=3) and 
through classroom discussion (n=6). Two medical schools assessed student satisfaction primarily by 
staff or committee review. 

FoUow-up of graduates 

Only 37.5% of medical schools had undertaken formal evaluation studies of their graduates to assess 
their performance after completing their undergraduate studies. 

Accreditation Issues 

Self-reported accreditation 

A national organisation for accreditation of medical schools was identified by 47 medical schools. 
However in a number of instances there were within-countries discrepancies for this answer. For 
example, six medical schools in China responded that there was such a national body, while one did 
not; in Japan 14 medical schools indicated a national accrediting body existed while three indicated 
one did not; in Korea five schools reported a national accrediting body existed while three did not; in 
the Philippines eight medical schools reported that a national accrediting body existed while two 
reported one did not while in Vietnam one school reported the existence of a national accrediting body 
while one reported that none existed. 

After reviewing the additional written comments provided by medical schools, it appeared that in at 
least some instances the national accrediting bodies referred to were actually various medical 
associations acting on a more or less informal basis. In other cases it appeared that accreditation of the 
medical school was gained automatically following accreditation of the University overall, without 
necessarily any independent review and evaluation of the medical school itself. Sometimes the 
medical school was accredited by a Government Ministry of Education at the time it first commenced 
operation, and it is unclear whether any further accreditation exercises have been required. In certain 
cases accreditation was deemed necessary only for private medical schools. Because some schools 
provided qualifying comments whereas others did not, it is difficult to derive accurate estimates of 
which medical schools fell into what category. What is apparent, however, is that national accrediting 
boards are in the process of being established in both Korea and The Philippines at the present time. 

Thirty-nine medical schools indicated that their school had been granted accreditation", usually by a 
Government body (n= 19), other national body (n=9) or medical college or association (n=5)ls. 

11 19 medical schools failed to answer this question and were coded as missing. It is possible that at least some 
of these schools had not been accredited. 
IS Numbers do not sum to 39 because of missing data. 
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Summary and Discussion 

Sixteen key issues were identified from the survey. Fifteen of these relate to potential problems 
identified from the results of the survey, while one concerns the nature of the questionnaire and the 
methodology used in the survey itself. 

1. Academic infrastructure 

The results suggest that, overall, there is relatively little input into the curriculum from the newer and 
less "traditional" medical disciplines such as behavioural science, biostatistics, and medical 
informatics. However given the increasing use of evidence-based medicine within the clinical context, 
it is a major concern that students were given so little grounding in either the interpretation and critical 
appraisal of the medical literature (including the use of medical statistics) and training in the area of 
information management and computer literacy. The discipline of behavioural science is becoming 
increasingly recognised as being of fundamental importance to medicine. Providing students with a 
background in culturally appropriate strategies to promote behavioural change, facilitate community 
health promotion activities and improve patient compliance with therapy is one strategy of improving 
the capacity and capabilities of medical practitioners to influence the health of both the individuals and 
the communities in which they work. 

Even in certain clinical areas such as oncology, rehabilitation medicine, rheumatology and medical 
genetics, the academic presence, at least in terms of numbers involved, was very small. While this 
may be a reflection on the greater, and necessary, emphasis given to acute medical disease within most 
of the health systems in the region, failure to address chronic, ongoing conditions (or disability) could 
result in a greater financial burden on both the individual and health care system involved. 

Although a majority (76.3%) of medical schools reported the presence ofteaching staff in the area 
relating to medical ethics, the numbers of academics involved was relatively small (median of2), and 
the extent to which these issues were emphasised within the curriculum is unclear. 

2. Lack of a defined Medical Education Unit 

A defmed Medical Education Unit had been established in only half of the medical schools. 
Documentation of course content would be difficult in the absence of such an infrastructure and this 
may have influenced the accuracy of information provided in response to the questionnaire and even 
the ability to participate in this survey. The existence of such a unit as a focusing centre for 
overseeing, implementing, monitoring and reviewing the entire undergraduate curriculum has many 
advantages. For example, it can allow easier identification and subsequent improved integration of 
related themes in various components of the medical course; can facilitate co-ordination and 
integration between different subjects; ensures standardisation and consistency of assessment 
procedures and can offer a co-ordinated evaluation of the educative process. In the absence of such a 
defined unit, there is a risk that these activities may be taken on in a piecemeal fashion by a variety of 
academics on a more or less ad-hoc basis, without any real cohesive overview of the entire curriculum 
every being achieved. 

3. Teaching laboratories 

Only a minority of medical schools considered their teaching facilities to be "ideal", which suggests 
that almost all could identifY some potential areas for improvement. Major problems appeared to exist 
with computing and internet facilities, and to a lesser extent with clinical skills laboratories. Given the 
increasing role of computer-related activities within medical practice, both within the major 
metropolitan and rural sectors (eg computer programs to model epidemics, Medline search facilities, 
medical record keeping, continuing medical education activities), this may become an even greater 
concern in the future. However one potential problem with this question is that the responses were 
very subjective in nature; what one person considers adequate another may consider inadequate and 
visa versa. Gaining information for more objective criteria (eg the ratio of computers to students, the 
average age of computers in use, the number and type of software available etc) may be of better use. 
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Si~ilarl~, the num~er ~d types of clinical skills teaching facilities available, the presence of two-way 
mlIT~rs m student mt~rvlew r.ooms, and the use of simulated patients for teaching purposes may 
provide a more meanmgful picture of the nature and quality of resources available l9• 

4. Library resources 

One in ten medical schools described their current access to medical texts, current medical journals 
and literature databases as inadequate. This has major ramifications for the quality of both the 
teaching and learning that can be undertaken in these institutions. The concentration of resources at 
the University rather than the hospital probably reflects the amount of time students spend on each 
site, but may lead to further problems with gaining access to reliable information concerning the 
investigation, diagnosis and management of disease following graduation. Again, with hindsight, this 
question could have been further delineated. Identifying whether access to key journals and/or 
medical databases was available may have helped us to derive a more objective assessment of the 
quality of resources available. Identifying too, the proportion of available literature that was relevant 
to the local health context, as opposed to resources (frequently donated by well-meaning institutions 
and organisations in other regions) whose primary focus was more related to foreign health contexts 
could have been useful. 

5. Selectiou programmes for special groups 

Less than half of the medical schools responding to the survey set aside places for special groups such 
as cultural or ethnic minorities, students from rural or remote areas, or fmancially disadvantaged 
students. Programmes aimed at increasing the numbers of students from within these groups, provided 
they also supported the student throughout the course, may be one strategy to counter the lack of 
doctors willing or able (because of cultural or other reasons) to provide health services to these groups. 
However, only 24 medical schools responded to this question. If schools who set aside places for 
special groups were more likely to respond (which seems likely), the true proportion of schools with 
special selection programmes for disadvantaged groups may be significantly lower. 

6. Student attrition and student stress 

Despite relatively high retention rates, there was a problem with student attrition, particularly from the 
first two years of the medical course. While most student attrition was put down to poor academic 
performance, a significant proportion of students withdrew because of psychological health problems. 
Whether these problems were pre-existing, or were precipitated by factors associated with undertaking 
the medical course is unclear, but gives cause for concern. The number of students with 
psychological problems continuing on with their studies, and the effect this has on their subsequent 
clinical performance, is unknown. Financial problems were also a significant reason for student 
withdrawal. Interventions aimed at alleviating these two factors may allow a greater proportion to 
complete their studies successfully. 

However, while developing strategies to identify such "at risk" students at the time of selection into 
the medical course may be one option for minimising attrition rates, it should not come at the cost of 
providing services and additional resources to those students whose physical or psychological health 
problems are either exacerbated or precipitated as a result ofthe stresses involved in undertaking the 
medical course. 

19 Of course, the desire for detail needs to be balanced against the likely cost (in tenus of response rate) of adding 
to an already lengthy questionnaire. These issues would best be followed up in a subsequent questionnaire. 
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7. Undergraduate clinical experience 

A number of issues relating to the extent and nature of undergraduate clinical experience are of 
concern. Many medical schools delayed initiating regular patient contact until the last one or two 
years of the medical course. On the whole, students were mainly exposed to urban hospital practice, 
and gained little experience in rural settings, general practice, or primary care. Furthermore, students 
who did manage to spend time in a rural, general practice or primary care setting were more likely to 
be unsupervised. However the Variability between medical schools in terms of clinical exposure by 
students indicates that at least some have identified strategies to incorporate greater clinical contact 
within an already crowded curriculum. Such schools could be used to set a benchmark for other 
schools in the region. Moreover, highlighting successful case studies of how this was achieved may 
facilitate change within other institutions. 

Less than 40% of medical schools required their students to undertake a specific pre-internship period 
during their final year, which mayor may not have been seen as one way of redressing the paucity of 
clinical experience gained prior to that time. However this period would only be of use if it were 
adequately supervised and ideally integrated into ongoing.learning activities. 

The fact that increasing the amount of clinical exposure featured so prominently among the curricular 
changes planned by medical schools suggests that this problem has been recognised by at least some 
schools, and that attempts are being made to address it. However, in the context of poor postgraduate 
supervision and training, and voluntary, rather than mandatory continuing medical education, it 
appears that many students will go on to work in areas in which they have had very little clinical 
exposure or training. This is of particular concern in the areas of general practice and primary health 
care - the two medical systems considered to be the flagship of the World Health Organisations' 
"Health For All" strategy. 

8. Postgraduate clinical training 

Givt:n the potential problems with undergraduate clinical experience outlined above, it is concerning 
that one in five medical schools indicated that their students were able to commence independent 
medical practice immediately upon graduating. However even if an internship was required, full 
supervision of the new graduate could not be~guaranteed. Thirty-five schools reported that further 
post-graduate training was not necessary in order to work as a primary care practitioner in their 
country, while eight reported that it was not necessary to obtain further qualifications before 
commencing practice as a specialist in their region. While the potential impact this would have on the 
quality of health care services received by the community is of concern, it needs to be considered 
within the context of individual country needs and resources. 

Even if additional post-graduate training was required, in many countries there appeared to be a lack 
of overall cohesiveness and consistency in that activity, with responsibilities in the main falling to 
individual hospitals (with presumably their individual standards) or shared between a number of 
different groups. Once within established practice, active participation in continuing medical 
education for a primary health care practitioner was considered mandatory by only 51 % of medical 
schools, while continuing medical education for a specialist was considered optional by 27.3%, with a 
further 20% suggesting it varied with the specialty concerned. In the context of an undergraduate 
curriculum which may have prepared many students poorly for clinical practice, particularly in the 
primary health care sector, the lack of emphasis placed on ongoing education is a major concern for 
both the knowledge base and skills of the doctor, and the quality of the health care they are able to 
provide to their patients. 

9. Lack of follow-up of graduates 

Less than forty per cent of medical schools (37.5%) had undertaken formal evaluation studies of their 
graduates. Without this information, they have no way of identifying how well, or poorly, their. 
curriculum had prepared their students for actual clinical practice. Insights gained from such 
evaluations would be enormously helpful in guiding any planned curricular change. From the 
graduates' perspective, reflecting on their own deficiencies and educational needs may be a powerful 
motivator for participation in both continuing medical education and self-directed learning activities. 
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10. Extent and nature of problem-based learning, community orientation and self-directed 
learning within the curriculum 

Alth~ugh the grea~ maj~rity ~f medical schools indicated that they had incorporated problem-based 
learnmg, commumty onentatlOn and self-directed learning into their curriculum the actual extent of 
integration was highly variable. Because of the paucity of information provided with these questions 
it is difficult to ascertain the actual nature and quality of teaching that was associated with these areas. 
What could be derived from the responses to the open-ended questions were some very novel and 
innovative ways to stimulate student interest in each of these areas. For example, some schools 
integrated problem-based learning with bedside clinical teaching in the students' latter years. The 
reinforcement of this learning strategy within the clinical setting would serve to promote the practice 
oflong term self-directed learning and continuing education activities. A number of medical schools 
encouraged their students to not only visit, but actually reside with, families living in rural 
communities. Other schools involved medical students working as helpers in welfare centres and 
participating in community hygiene and immunisation programmes. In some regions medical students 
were involved in teaching village health workers, while in others they were involved in running 
educational programmes for mothers and giving health related lectures to the community as a whole. 
A number of schools allowed their students time to pursue an area of personal interest as a strategy to 
enhance self-directed learning. at times leading to the student undertaking a defmed piece of 
laboratory or community based research. Disseminating information on the variety of techniques used 
in each of these areas may stimulate other medical schools to adopt newer and more innovative 
strategies of medical education. 

11. State of curriculum change within the medical schools within the region 

The proportion of medical schools who had either undertaken substantial curricular change in the 
recent past, or were about to embark upon major curricular change in the near future was quite 
substantial. Although this suggests that the curricula of many medical schools in the region are in a 
state of flux, it also indicates that the majority of medical schools are open to the idea of change and 
are trying to find ways to improve their medical curricula. It also suggests that a body such as the 
World Health Organisation may be able to contribute to this process by disseminating guidelines 
which would assist these groups with revision (and/or evaluation) of their curriculum, disseminating 
feedback or case studies from medical schools which have successfully undergone substantial 
curricular change, and continuing to support staff visits from medical schools engaging in curricular 
change to other schools within the region which have demonstrated competence in curriculum 
development. Encouraging information exchange between different medical schools through 
workshops, seminars or conference formats, would help to achieve not only a cohesive framework for 
initiating, maintaining and evaluating curricular change within the region, but may also serve to 
stimulate interest and similar efforts on the part of other medical schools within the region. 

12. "Student centredness" of the medical schools 

Ifwe accept that certain aspects of the medical curriculum should be focused on addressing the 
student's needs as a priority, then a number of schools appear to be lacking in this regard. A greater 
emphasis on formative assessment, together with opportunities to identity those students who may 
benefit from early remediation, may lessen the number of students withdrawing because of poor 
academic performance. Moreover, true remediation, consisting of additional assistance to help the 
student identity and redress areas of confusion rather than simply offering them a second 
examination would be a better strategy to resolve learning deficits. However, these activities would 
require additional academic resources, which mayor may not be available in the countries or medical 
schools concerned. Ideally, all medical schools should allow students to apply for "special 
consideration" in certain circumstances, and to appeal against an assessment result, which they 
dispute. 

Although certain medical schools may not feel comfortable with allowing students to comment upon 
model answers, it does provide their teachers with additional insight into where misunderstandings and 
misinterpretations of questions lie. Making papers. with student comments, available to students in 
later years would also represent a valid form of formative assessment. The absence of any evaluation 
of student satisfaction by one in five medical schools means that these schools miss out on a strategy 

28 



they could use to identitY problem areas within their curriculum. The paucity of follow-up of students 
once graduated suggests that many medical schools may feel they no longer have any responsibility 
once their students have graduated, although limited resources to undertake such studies may also play 
a role. 

13. Assessment Procedures 

The emphasis on mUltiple choice and short answer questions within the assessment process may 
unwittingly promote rote learning, guessing of answers, and a focus on detail at the expense of 
understanding by students. These methods do not allow an assessor to explore fully the principles 
underlying certain concepts, or evaluate the strategy and process by which students arrive at their 
conclusion. It also needs to be borne in mind, however, that alternate assessment procedures may be 
difficult for some schools given the financial, time and other constraints they are operating under. 
Developing a pool of culturally appropriate assessment resources within the region may be one way to 
encourage schools with limited resources of their own to widen their assessment repertoire. The 
adoption of similar assessment protocols by different medical schools may also lead to the 
development of certain "benchmark" standards for comparing graduates within the region. 

14. Quality Assurance issues 

Many schools were found to be lacking in their quality assurance activities in regards to student 
assessment procedures. The extent to which this is an indication of a lack of enthusiasm or perceived 
need for these activities, or a reflection of the financial, time and other constraints that many medical 
schools in the region find themselves operating under, is unclear. Regardless of the reason, the 
potential ramifications raise a number of concerns. The lack of model answers for written assessments 
would lead to a greater variation in marking between examiners, and the loss of a potential benchmark 
by which students could assess their own learning at a later date. As indicated above, allowing 
students to comment on model answers brings certain benefits to teaching staff, and allows an ongoing 
cycle of better question definition to be initiated. Having more than a single academic checking an 
assessment paper helps ensure that the assessment is not biased towards anyone particular discipline 
at the expense of another. The double marking of papers, and the use of two assessors for oral 
examinations wherever possible, helps reduce any potential for SUbjectivity in the assessment process, 
and should, in the long term, reduce the number of students seeking appeals against an assessment 
decision. 

The inability to provide training for examiners for clinical assessments would lead inevitably to a lack 
of standardisation in the assessment process. What one clinician may consider adequate or 
appropriate, another may consider inadequate and inappropriate. The interaction and discussion 
between potential clinical assessors when they are brought together in a training session might also be 
one way of allowing medical faculties to determine whether or not the practices they teach are 
representative of the clinical practices that are most relevant to that region, and to reflect upon the 
quality of their own clinical practice. 

The majority of medical schools undertook at least some form of self-evaluation of the medical 
curriculum, including monitoring student satisfaction. However the extent to which students' 
comments and suggestions were acted upon is unclear. In certain schools the curriculum was 
evaluated solely by academics, without any student input, while in others student satisfaction was 
assessed only on completion of the course. In both cases the opportunity to initiate an ongoing 
formative process to improve the curriculum at each stage of the medical course is lost. Less than 
40% of medical schools were either willing, or able, to undertake formal evaluation studies of their 
students once they had graduated. To some extent. this form of assessment of the adequacy of the 
medical curriculum, the measure to which it truly prepared them for medical practice is perhaps the 
most important evaluation of all. Insights gained from students at this level could not provide ideas on 
what issues needed to be covered in the curriculum, but also the clinical contexts in which that 
knowledge is most relevant. Similarly, being more aware of common and/or important health 
conditions seen in the clinical contexts in which new graduates are working (eg metropolitan hospital, 
rural hospital or primary health care centre) can lead to changes in the curriculum to better prepare 
students for the problems they are likely to face. 
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1S. Accreditation issues 

Difficulties in identifying whether or not a national accrediting body existed within a number of 
countries have been described in some detail previously in this report. What is clear, is that a loose 
and sometimes relatively informal arrangement exists within a number of countries, in which medical 
schools are deemed to be accredited if the university as a whole fulfills certain criteria set by the 
government (usually the Ministry of Education); are accredited at the time they are initially 
established, with or without subsequent review and evaluation; or are considered accredited by peer 
groups, such as medical associations, with or without formal external review. 

As indicated above, the extent to which there are full and formal external reviews of the medical 
faculty is unclear. So too, are the criteria used to determine accreditation by Governments and other 
bodies. A number of countries (eg The Philippines, Korea) are in the process of establishing formal 
mechanisms of accrediting medical schools and may benefit from WHO's knowledge of the health 
needs of the local region concerned and of the accreditation mechanisms applied in other countries. 
Establishing a database of national accrediting authorities, together with an evaluation of the criteria 
they use would be an important resource for any quality assurance activity in the region. Bringing 
together representatives of each of these authorities from different countries to discuss their different 
criteria may help facilitate the development, and eventual dissemination, of best practice guidelines for 
the region. 

16. Qnestionoaire and survey methodology 

As indicated at the outset of this report, the low response rate gives rise to some concern, particularly 
regarding the representativeness of the study sample and the generalisability of the results. There are a 
number of likely reasons for this low response.· Major problems were identified in the addresses of 
medical schools originally provided for the study. On receiving the follow-up letter and questionnaire, 
using amended addresses wherever possible, eight schools reported that they had not received the first 
mailing, and we suspect that a substantial number of non-responding schools may still have not 
received the questionnaire. 

Whilst the questionnaire has provi~ us with substantial useful information, it does have limitations. 
The length was inevitable, but clearly a cause of concern for some schools. The request for some 
qualitative responses through open-ended questions may have represented a difficulty for schools 
lacking fluency in the English language and not all terms were fully defined. A number of 
respondents misinterpreted questions and/or did not complete certain questions about which they were, 
presumably, unsure. Wherever possible appropriate comments concerning these issues have been 
documented in the report. If substantial amounts of data for any given question were missing, results 
have been discussed in terms of raw numbers in lieu of, or in addition to percentages. Comments have 
also been made where a significant number of respondents misinterpreted the meaning of a question. 

We must also consider the possibility, however, that the questionnaires which were returned represent 
a "best case" scenario. Medical schools which were uninterested in the issue of quality assurance, or 
who had limited capacity in terms of organisational or administrative infrastructure or manpower, may 
have been less likely to respond. 

Ideally the results should be analysed for both within and between country differences. This has not 
been done for this report because of the low numbers of returned questionnaires from most countries. 
However it is certainly our intention to undertake these analyses at a later date when a more 
meaningful interpretation of the results can be made. 
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Future Activities 

The Faculty of Medicine and Health Sciences at the University of Newcastle, Australia, is dedicated to 
the principle of health equity and sees assisting the development of quality assurance programmes for 
medical schools and licensing authorities within the region as one strategy of achieving this. 

We see this report as being the first of a series of activities that will assist WHO to achieve its aim of 
improving the quality of health services in the Western Pacific region. With this in mind, we plan to 
undertake the following activities2o

: 

1. We will continue to collate, enter and analyse any further questionnaires returned from the 
first and second round of surveys; 

2. We will continue to contact respondents to the current survey to clarify certain responses 
and obtain more complete data wherever possible; 

3. We will clarify certain questions and issues within the questionnaire, and through our 
contacts with overseas postgraduate health care professionals attempt to rewrite these 
sections in the mother tongue of the countries being surveyed; 

4. We will continue to investigate the addresses used for non-responding medical schools, 
via both diplomatic channels and the Internet, and where corrected addresses are obtained 
we will forward another copy of the questionnaire; 

5. When the process of address checking has proceeded as far as possible, we will finalise 
our new medical schools database for the Western Pacific Region, and will forward this to 
WHO; 

We consider that a reasonable time frame for these further activities would be three months and will 
submit our fmal report on this preliminary project by the end of 1999. 
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APPENDIX 1: Questionnaire 

Quality Assurance Programme 

for the Medical Schools 

and Licensing Authorities 

in the Western Pacific Region 

WORLD HEALTH ORGANISATION 

WESTERN PACIFIC REGION 

Institution: Place addre:J.J slicirer here 



Please provide the following contact information and return, with questionnaire, to: 

by 23rd July, 1999 

Dr Jean McPherson 
Faculty of Medicine and Health Sciences 
Univenity of Newcastle 
Newcastle NSW 2308 
Australia 
[Fax: 61 2 4921 7403; Email: uejmp@mail.newcastle.edu.au] 

If you would prefer to complete this document electronically, please email carolyn Holland 
at carolyn@mail.newcastle.edu.au 

Medical School: 

Name of penon completing questionnaire: 

Title (position): 

Postal address: 

Telephone: 

Facsimile: 

Email: 

Thank you for your assistance. 
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1. Academic Infrastructure 

1.1 Teaching staff 

1.1.1 Which disciplines are represented on your teaching staff? 

Discipline 

Anatomical Pathology 

Anatomy - Gross 

Anatomy - Histology 

Behavioural Science 

Biochemistry 

Do you have 
academic staff'in 
this discipline? 

(Yes/No) 

Total number 
of academic 
staff' (full time 
and 'Pllrt-timel 

Number 
paid 
FrEt 

Number 
unpaid 
FrEl 

; 

----------------.-------------------- -----------------.----- ---------------------- ------------- ----------------l 
Biostatistics I 
------------------------------------- ----------------------- ---------------------- ------------- ----------------1 
Cardiovascular Medicine i 
-------------- _______________________ ----------------------- ------------------- ___ ~------------- ----------------1 
Clinical Pharmacology I 

Dennatology 

Endocrinology 

Epidemiology 

Gastroenterology 

Haematology 

Immunology 

Medical EthicslLaw 

Medical Genetics 

Medical Infonnatics 
-~icrC;bioiC;~iiD-iecifo~-------- ----------------------- ---------------------- ------------- ----------------
Disease 

Neurology 

Obstetrics/Gynaecology 

Oncology 

Ophthalmology 

Otolaryngology 

Orthopaedics 

Paediatrics - Medical 

Paediatrics - Surgical 

Palliative Care 

1 Full-time equivalent 
2 Includes Honorary teaching staff, self-employed or paid by bodies other than the Medical Schoollt:niversity_ 
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Physiology 
--~---.------------------------------
Primary Care (General 
Practice) 
-------------------------------------
Psychiatry 

Public Health 
•..........•••......••................•......•.......• ""'" ..•.•................. ' ........... ' ............•... 
Rehabilitation Medicine 

Respiratory Medicine 

Rheumatology 

Surgery 
·~;;PI.;;;;~j···················· 

1.1.2 How are academic teaching staff funded? 

Source Yes/No 

Government 

Religious Organisation 

Community Organisation 

Business 
'6ri.U fPl-.;;;se ;pi,;ifyj--""""""""" 

1.1.3 Do you have a defined Medical Education Unit? 
Please delete the inco"ect response. 

If yes, how many staff are employed and what is their function? 

Number Function 

Is tbis a primary source? 
Yes/No 

Yes No 
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,. 

1.2 Teaching environment 

1.2.1 Laboratories 

Please comment on the availability and quality of teaching laboratories by deleting the responses that 
are inco"ect. 

Labontories 

Anatomy 

Histology 

Histopathology 

Physiology 

Biochemistry 

Computing 

Clinical Skills 

Available 
Yes/No 

Your view ofthe quality ofthis resource 
Ideal / Good / Adeqllate /Inadeqllate 

.~';(~~;~j ......... ...................................................... -.... _ .......................... . 

Additional comments on laboratories: 

1.2.2 Library resources for students and staff". Please delete the responses that are inco"ect. 

Type 

Basic Science Texts 

Other Texts 

Current Journals 

Literature Databases 

Internet Access 

Where available 
Univos./ty / HospItIll / Other 

Quality 
ldal / Good / AtkquaJe /llUIIIIqlUlle 

·~;~ea;i;~~j········· ...................................................................................... . 

Additional comments about library resources for students and/or staff, including a description of 
"other" sites if nominated above: 
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1.2.3 Clinical teaching facilities 

a) In which year of study do students start to see patients regularly? 

b) Please indicate which clinical settings are used for student training. 

CHnical Setting 

Major metropolitan Hospital 

Supervision by cHnieian 
AlwtIJS I USMQ/Jy I Rtuely I 

Not dinctIy s . 

Year of study students tint 
visit and learn in this setting 
_~ speg[p: 1..-1. 2,3 4, j or6 

.<?:~~.~~~ ................................................................................................ . 
Other metropolitan Hospital 

Rw-aI Hospital 
.......... -------------------.------- ------------------------------------ ------.-------------------------------
General practice 
'PriiiiiiY'fiealiiiCare ·c·liDics······· ......................................................................... . 

. (~~~~~~f.~~~ ..................................................................................... . 
Primary Health Care Clinics 
(other funding) 
·~~·~ipoc~····················· ......................................................................... . 

c) How much time do students spend in various clinical settings? 

Clinical Setting 

Major metropolitan hospital 
(>300 Beds) 

Time ~nt in each year of the course (weeks) 
Year I Year 2 Year 3 Year 4 YearS Year 6 

• ___________________ . ________________ • ___ w. ______ . ________ . _________________ . ____________ we_we_e. _________ _ 

Other metropolitan hospital 

Rw-aI hospital 
--------------------_.--------------- ---------.-- ------------ -------.---- ____ we_we_e. __________ • _______ • __ _ 

General Practice 

Primary Health Care Clinics 
(Govt Funding) 
------------------.------------------ --.--------
Primary Health Care Clinics 

- ------------ ------------ ------------ ------------ ------ .. --

.~~~~~.~~~~) .......................................................................................... . 
OrIter. pi ..... specify 

Comments on clinical settings: 
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2. Students and Graduates 

2.1 Student selection procedures 

2.1.1 Eligibility to apply for Medicine 

a) How do students enter Medicine? (please delete the response that is inappropriate.) 

From school 

From prior degree 

From tertiary preparation programme 

Other (please specify) 

Yes 

Yes 

Yes 

b) Criteria for selection (Please delete the response that is inappropriate and provide a brief 
comment where possible.) 

Academic Merit (secondary studies) Yes 

Academic Merit (tertiary studies) Yes 

Special Test Yes 

Entrance Examination Yes 

Personal Qualities Assessment Yes 

Interview Yes 

Other (please specify) 

[please provide documenJation of entry criteria and tests where possible.} 

c) Please complete the following table for 1998 admissions. 

No 

No 

No 

No 

No 

No 

No 

No 

No 

Number of applicants Number of offers made Number of students commencing 
1" year 
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d) Is there a limit on the number of students entering the degree programme? 

Yes No 

Has the limit changed in the last five years? Yes No 

Please comment if the limit has changed and provide reasons for any change. 

Who sets the limit on student intake? How is it determined? 

e) Do ~ur students ~ fees? If so, how much per year and to whom are the fees paid? 
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2.2 Current Students 

2.2.1 Please indicate how many students were enrolled in each year, in 1998. 

Year of study Class size How maay studeats are expected to 
SlIldmt nllmbers satisfactorily complete tbis~ar? 

I 

2 

3 

4 

5 

6 

a) What is the student gender ratio (male:female)? 

b) How many students graduated last year? 

2.2.2 Retention of students 

a) What is the overall retention rate? 

b) In what year do most students withdraw from medical study? 

c) What are the most common reasons for student withdrawal? 

2.2.2 Can students graduate with an alternate qualification if they fail to complete medicine? 

Yes No 
Please comment and ~ec1fy exit d~s available. 
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1.3 Graduates 

1.3.1 Internship 

a) Is there a specific pre-internship tenn during the final year? Yes No 

If so, what is the duration of the tenn? 

b) Do all graduates do an internship? Yes No 

c) What is the level of intern supervision? Full Partial None 

d) Who is responsible for intern supervision and training (eg Hospital, Medical School)? 

Please provide the name and address of the responsible bod..y 

1.3.1 Registration 

a) At what stage are graduates registered for independent practice? 

b) How is suitability for registration detennined? Please indicate below and provide a brief comment. 
Perfonnance at final year of medical school Yes No 

Perfonnance at internship 

Perfonnance at an external examination 

Please specify the name of this examination. 

Other (please specify) 

Yes No 

Yes No 

Yes No 
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c) What body is responsible for the registration of graduates? (Please provide name and address.) 

2.3.3 Continuing Medical Education 

a) Please comment on the availability of clinical training after graduation. 

b) Is a further qualification required for practice as a: 

Primary Care Practitioner (General Practitioner)? Yes No 

Specialist? Yes No 

c) In general terms (eg Medical Schools, Hospitals, Colleges), what bodies take responsibility for 
further clinical training in: 

Primary care (general) practice? 

Specialty practice? 

{Please refer 10 lasl page; provision of names and addresses would be appreciated.} 

d) In established practice, is active participation in Continuing Medical Education mandatory or 
optional, for: 

Primary Care (General) Practitioner Mandatory Optional 

Specialists Mandatory Optional Varies with specialty 

{Please refer 10 last page.} 

2.3.4. Graduate evaluation 

Have formal evaluation studies of your graduates been performed? 

[please attach a copy of published papers or other documentation. if available.] 

Yes No 
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3. Curriculum 

3.1 Programme Objectives 

a) Is there a defined set of overall objectives for the medical course? Yes No . 
[Please anacb a copy oftbe objectives, if available.] 

., 

b) Do the programme objectives describe your expectations of graduates in relation to the following; 

Attributes of Graduates Yes/No 

Clinical skills 

Communication skills 

The health of the community in which they will practice 

3.2 Nature of the curriculum 

3.2.1 What is the duration of the medical course (in years)? 

3.2.2 Is the curriculum: 

a) integrated (basic science and clinical experience throughout)? Yes No 

b) partially integrated? Yes No 

Please comment on the extent of integration. 

c) organised into "pre-clinical" and "clinical" phases? Yes No 

Please comment and indicate how many years are "preclinical" and how many "clinical". 



3.2.3 To what extent is the curriculum problem-based? 

For each year of the course, please indicate the extent to which student learning is problem based and 
how this is achieved. 

3.2.4 To what extent is the curriculum community-oriented? 

Please describe student activities which reflect community-orientation. 

3.2.5 Are there curricular activities designed to promote student self-directed learning? 

Please describe aspects of the curriculum which promote self-direction in learning. 

3.3 Curriculum review 

3.3.1 Has the curriculum changed significantly in the last 10 years? Yes No 

Please describe the nature of change and the reasons for change. 
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3.3.1. Are there plans for substantial curricular change in the next 5 years? 
Yes No 

Please describe the nature of anticipated change and the reasons for change. 

3.4 Curriculum Governance 

Is there a course (or curriculum) Committee with responsibility for implementation of the course? 

lfyes: 

Does the Committee have control over process? 

Does the Committee have control over content? 

Does the Committee have control of assessment (examinations)? 

Does it have representation from each year of the course? 

{Please attach dOCUltrenlation o/Committee structure andfwrction. if available.} 

Additional comments: 

3.5 Assessment (examinations) 

3.5.1 General issues 

Yes No 

Yes No 

Yes No 

Yes No 

Yes No 

a) When do student assessments occur? (Please delete the responses that are inappropriate.) 

Year ofstudy Assessments scheduled for: 

1 End of year End of semesters End of terms Continuous 

2 End of year End of semesters End of terms Continuous 

3 End of year End of semesters End of terms Continuous 

4 End of year End of semesters End of terms Continuous 

5 End of year End of semesters End of terms Continuous 

6 End of year End of semesters End oftenns Continuous 
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b) Are students graded at assessment? Yes No 

Please comment on whether students receive marks or grades or are simply judged satisfactory/not 
satisfactory at assessment. 

c) Are students provided with formative assessment opportunities? Yes No 

If yes, outline the extent and nature of formative assessments available to students. 

c) Are students provided with opportunities for remediation following unsatisfactory performance? 

Yes No 
Comment: 

How many assessment opportunities are provided for students, for: 

Written assessments Number of opportunities 

For oral/clinical assessments Number of opportunities 

d) Are students able to apply for "special consideration" if they consider their preparation for, or 
performance at, assessment has been affected by personal factors, eg illness, bereavement? 

Yes No 
If yes, what benefit do they receive from "special consideration"? 

e) Is there an appeals process for students in relation to assessment? Yes No 

Comment: 
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3.5.2 Written assessments 

a) Which of the following written assessment fonnats are used? 

Yes/No 
Extent of use 

Frequent /Infrequelll / Rare 

Essay questions 
---------------------.-------------- -------------------------------------. -----------------_.---._---------------
Short answer questions 
--------.-------------------------.- -------------------------------------- ------------.------------._----------_. 
Multiple choice question 
---------------------.-------------- -------------------------------------- ---.-._------------------._------------
Modified essay questions 
------------------------------------ -----------._-.---------._------------ ------------.-.----------._------------
Assignments 
---------------------.-------------- -------------_ ....•.......... _ ...... _. ---_._---------------------------------
Projects 
------------------------------------ ----------------_._------------------- ---------------------------------------
OSCA 
-~~~j------------------- -------------------------------------- ---------------------------------------

b) Do students have access to past papers (questions and answers)? 

Comment: 

3.5.3 Clinical skills assessments 

Yes No 

Which of the following assessmern:;:t:...:ti~o:..:nn:::ats=_=ar:..:e:..us=ed:::..:..? ____ _r---_;;__:__:__;_ __ ---, 

Extent of use 
Yes / No ~uent / I~ue"t / Rare 

Short cases3 

Long cases4 

------------------------------------ -------------------------------------- ---------------------------------------
OSCA5 

Interactional skills 
------------------------------------ -------------------------------------- ---------------------------------------
Counselling skills 
------------------------------------ ---------------------------------_ .. _- ._._---------------------------_._-----
Assignments 
--------------_._------------------- -------------------------------------- ----------------_._---_.---_ .. _--------
Essays 
--------------_.----------------_._- ------------------------.------------- --------------------------_.-----_._.--
Projects 
-~~~j------------------- -------------------------------------- ---------------------------------------

J Brief clinical case, usually focussed on examination relevant to a specific symptom or problem. 
• Full clinical assessment, history, physical examination and discussion of aspects of the problem. 
5 Objective structured clinical assessment 

16 



3.5.4 Assessment - quality assurance 

3.5.4.1 Written assessments 

a) Are model answers prepared for all written assessment papers? Yes No 

b) Do students have an opportunity to comment on model answers? Yes No 

c) Are assessment papers checked by another Academic (for clarity, fairness, etc.)? 
Yes No 

d) Are some or all papers double-marked? Yes No 

If yes, what percentage of papers are double-marked? 

3.5.4.2 Oral (viva voce) assessments 

a) Are two assessors used for oral (viva voce) assessments (including clinical skills assessments)? 
Yes No 

Comment: 

b) Are tape recordings made of oral (viva voce) assessments? Yes No 

If yes, under what circumstances are they made and under what circumstances are tapes reviewed? 

c) What approaches are used to the training of assessors for clinical assessments? 

3.6 Curriculum evaluation 

3.6.1 Do you evaluate your programme in relation to the quality of the following? 

Lectures 

Tutorials 

Clinical/bedside teaching 

Yes 

Yes 

Yes 

No 

No 

No 
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Please outline the evaluation hes taken and/or attach documentation. 

3.6.1 Do you monitor student satisfaction with implementation of the programme? 
Yes No 

Please outline procedures and/or attach documentation. 

3.7. ACCreditatiOD 

3.7.1 Is there a national organisation for accreditation of Medical Schools? Yes No 

Please indicate the name and address of this organisation: 

3.7.1 Has the Medical School been granted accreditation? 

[please altach documentation if available.] 

Please indicate which body granted accreditation. when and for what period. 

Thank you for completing this questionnaire. 

Please see nexl page. if you are able to provide the names and addresses of the bodies responsible for 
providing post-graduate clinical training and for overseeing continuing medical education. 
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Optional addendum on Postgraduate Clinical Training and Continuing Medical Education 

[If available, provision of this information would be of great assistance.} 

Training area Is Continuing Medical 

eg GI!MI'tIIl'rrM:tke, MedidIIe, Postal address Education mandatory 

Slugoy, OphtJuUmology, Plllhology or voluntary? 
(please specify) 

I 

2 

3 

4 

5 



APPENDIX 2: Covering letter for initial mailing 

WORLD HEALTH ORGANISATION ORGANISATION MONDIALE DE LA SANTE 

REGIONAL OFFICE FOR THE WESTERN PACIFIC BUREAU REGIONAL DU PACIFIQUE OCCIDENTAL 

UNITED NATIONS AVENUE, POBOX 2932 1000 MANILA. PHILIPPINES 

In !eply please refer to: (WP) HRHIICPlHRHlOO2 

Dear SirlMadam. 

The World Health Organization Regional Office for the Western Pacific. through the Faculty of 
Medicine and Health Sciences. University of Newcastle. Newcastle, Australia, is developing a database on 
current educational and licensing practices in all medical education facilities in the Region for "Quality 
Assurance programme for the Medical Schools and Licensing authorities in the Region". 

In this connection, we are collecting data from Medical Schools in the countries within the 
Region. I would like to request your cooperation on this ~roject to fill in the attached questionnaires and 
return to the addressee below on or before Februarv 4 1999: 

Dr Jean McPherson 
Faculty of Medicine and Health Sciences 
University of Newcastle. Callaghan, NSW 2308 Australia 
Fax: +61 (2)39217403; Tel: +61 (2)49217302 

The information collected will be analyzed and evaluated. The project when completed will be 
beneficial to each of the Member States in the Region as well as to the other WHO regions. 

Your cooperation to ensure the success of this database development will be highly appreciated. 

ENCL: As stated. 

Yours sincerely. 

Ms L Kerse 
Regional Adviser in Human 
Resources for Health 

" 
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APPENDIX 3: Covering letter for nOD-respondents 

Dear SirlMadam, 

Dr V J ... McPIoeno. 
Senior Lecturer in Medicine 

Focally of M<di<ilIe.1Id H .. ltllsa.
Phone: (02) 4921 7302 

Fax: (02) 4921 7403 
Email: uc)mp@mail.newcast1e.edu.au 
Level 6, Medial sa..- Bllildiq 

Tbe Uaivenity or Nft'cude 
CALLAGHAN 'ISW 

I am writing to seek your assistance with the World Health Organisation initiative, "Quality Assurance 
Programme for the Medical Schools and Licensing Authorities in the Western Pacific Region". We are 
working on behalf of the WHO Regional Office for the Western Pacific to establish a database of regional 
Medical Schools and Licensing Authorities as a first step in this project. The Western Pacific Regional 
Office of WHO initiated the project, as one offering significant potential benefit both to Member States in 
the Western Pacific and to other WHO regions. 

Earlier this year, we distributed copies of the enclosed questionnaire to all Medical Schools in the region, 
but we have since determined that a number of addresses listed in the WHO Register of Medical Schools 
were incorrect. Please accept my apologies for the delay in contacting you arising from this difficulty. We 
would be grateful if you could ensure that a representative of your Medical School completes and returns 
the enclosed further copy of the questionnaire. An electronic version of the questionnaire is also available 
and will be forwarded if you contact the project office at (email)carolyn@mail.newcastle.edu.au 

We do appreciate your willingness to cpntribute to the work of the World Health Organisation and look 
forward to receiving your completed questionnaire. 

Yours sincerely, 

Dr Jean McPherson 
On behalf of the WHO WPRO 

Questionnaires should be returned to Dr Jean McPherson 
Faculty of Medicine and Health Sciences 
University of)ljewcastle 
Callaghan NSW 2308 Australia 
Fax (61)(2)49217403 

Questionnaires in electronic format are available from, and should be returned to, the Project 
Office: carolyn@rnail.newcastle.edu.au 
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APPENDIX 4: List of responding medical schools 

FaaJlty of Medicine 

--AicI1i;::. "'·n:11<8=0=1I9= ... :;:",---'---"--"---..,2 .. 1 vy=azako=:v:Karima..--.----..NagaicI==.O:C"O 
Ilokkyo lka Oaigaku aao Kitakobayashi Mil>u-mac:hi. 5"'~ iTOCHIGI321-02 
F"Iit8HOk ... ,E;se;~·-······---···-"'1:98-~i.iiO··· ---"'K;;:~-=""""",·~~~Shi···-'-·'· ,AiCHI47Q.:,i' .----
Fukl.I lka Oaigaku 

"FukUihiiNiKenritsu-ik8o-81gakU' . 

.MtendoOaigaku 

Kagoshima Oa,gal<u=---

_ lka Oaigaku 

: 23-3 Shimoaizuki 

1 Hikatigaoka 

:3311-1 Yakusniji 

, 10-15 Fumizono...cl1o 

i 1 Kawasumi, Mizuho..cho 

i 1-1-5 Sendagi 

Matsuoka-cho, Yosh'da-gun iFUKUI91~1' 
---''''F~uIws/1-im.Siii------, .. ·- -------·-·-'--·-~-·----tFITKus'HIMA·96Q:12'···---

Minamikawactu. Kawachi : TOCHIGI 329-0498 

: Bu1kyo-l<U !TOKYO 113 
---'== ----~-............ -.--. 

!KagoShima-shl iKAGOSHIMA 890 

• 8I.r1kyo-l<u TOKYO 113 Nippcra Ilea OaigaKu 

.~ lka Oaogalw ···-*·-------;s:1~1N~ma-------!r.Saga-=-Shl------------~GA849'·------.--

Shinshu Oaigaku 

HMyang Univenity 

Keimyu1g Univenity 

Seoul NatiCnaI Univarsny 

'lJni-.iIy 01 Aud<Jand 

: Ur'liversity of Papua New Guinea 

Davao Medical School F~ 

Iloilo IlocIono College 01 Medicine 

Lyceum Northwestern 

Manila Central Univenity 

~3-1-1 Asahi MatsumotO-ShI I NAGANO 390 

2fIT UeI1ano.......".", IOKINAWA 903-0215 
---'"'~==·'---"·-----:SEOUCW7:j01----

• Collego 01 Medicine 5 Kak-Cong. OONG-KU " KWANGJU 501190 
: Faculty 01 MOOiCinO·-------· 1 0IcdiclM0ng cHuiiji:-~---jKANGWaN:Oa200 ---, 
• College 01 Medicine . 17 Hyangdang-dong i Saongdong-ku seOUL . 

I,: College 01 Medicine 633-165 Gaogun-dong i PUSANJINGU PUSAN 614-
1735 

i College 01 Medicine 194 ~ iTAE~_~ 712, 

---;CollegO 01 Medicine 28 Yongon-Oong. Chongno- ku i SEOUL 11G-799 ---~ 

: Pusal Pengajain Sains P...- Minden I PENANG 

;_oIMedicino _Bag IAUCKLANO 

: FaaJlty of Medidne ,PO Box 5623 SOROKa 

. OAVAO CITY 0000 

! West Aver'll8 

=~~n~= -,-··-··,····-----~~:,~~Meci,Qne "-nc.---.....,:-;;,~"'.~~~~~---. --i~~~~~ . -----
StLuka'sCoIIegoofMedicino 'SIa.llJ18ciana51. New Man," !QUEZONCITY 1102 

'FacutyofMed,anoandSurgoty EspanaSIr8e! !MANILA 2801 

-:COUegeOrM8djc;ne-----~--'54,.7;-Pn:0dr:: (, Gil Street ERMITA lMANILA-2sci"1---
: Vogan Milagrosa UrIvenity i F...-..n SAN CARLOS CITY I PANGASINAN 2420 

Gyeongsang NatJ0na6 University i Coilege of MediCIne 90 ChilaRHSong I CHI~~~ ___ ~751 
• Medical School of Hai Pnong------1213BlVd-frin Quoc Toan HAl PHONG ,-----' 
: Thai Sinh Medical College ,SHy Bon 51 THAI SINH TOWN iTHAI SINH PROVINCE 


