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The views expressed in this report 
are those of the advise~s and parti
cipants at the Conference and do not 
necessarily reflect the policy of the 
World Health Organization. 

This report has been prepared by the Regional Office for the 
Western Pacific of the World Healt h Organization for governments of 
Member countries in the Region and for those who participated in the 
Conference of Deans of Medical Schools, Manila, Philippines, 18 to 
27 November 1963. A limited number 01 copies are available on 
request to persons officially or professionally concerned in this 
field of study. 
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1. INTROOOCTION 

The Conference of Deans of Medical Schools of the Western 
Pacific Region was held in ManUa, HlUippines :fran 18 to 27 November 
1963. The aims of the Conference were: 

(1) to review the objectives of undergradllate medical education 
in the Member countries of the Western Pacific Region; 

(2) to consider the present status of undergraduate medical 
education in the Region; 

(3) to consider problE!IIB and difficulties relating to the 
maintenance of standards of medical education and how 
these may be solved; 

(4) to formulate guiding principles for establishing standards 
of medical education in the light of the health, economic and 
social conditions in the area; 

(5) to consider the basic principles and problems related to 
the organization and administration of medical schools. 

The Conference was attended by twenty-one participants :fran eleven 
countries in the Western Pacific Region as well as eight observers. 
(see Annex 1). Dr. VirgUio Ramos was elected Chairman. 

The agenda. (see Annex 2) was adopted and discussion guides were 
issued (see Annex 3). At first, group discussions were held, but 
a:rter the third day, it was decided that the partiCipants would 40 longer 
be divided into smaller groups but would sit together. 

1. 

2. 

3. 

4. 

5. 

The following working papers were issued: 

WPR/Educ. /1 -

WPR/Educ. /2 -

WPR/Educ • /3 -
WPR/Educ./4 -
WPR/Fiiuc ./5 -

'!he Organization and Mmin:l stration of a Medical 
School by John Z. Bowers 

The Medical Undergraduate CUrriculum - Sane 
CUrrent Trends by Edward Grzegorzewski 

Medical Manpower Requirements in the Western Pacific 
Region of WHO by IJ.oyd Florio 

The Medical student by John Z. Bowers 

The Medical Faculty by John R. Ellis 

In addition, :pertinent issues of the WHO Technical Report Series 
and other ref'erences were made available to participants • 
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WHO provided the services of two shert-term consultants in ad.d1tion 
to the participation of' the Director, Education and Training, WHO Head
quarters and ;;he Regional Adviser in Edlcation and Training completed the 
Secretariat. 

2. SUMMARY OF COUNTRY RER>RTS 

A number of participants reported on medical education in their 
respective countries and this information is summarized below. 

The Western Pacific Region covers a vast area bounded in the 
north by Japan, in the sO"J.th by Australia, by Tahiti in the east and 
Malaya in the west. Within this area are included at least thirty-f'ive 
countries and territories. The ~ast area involved implies that the 
countries and territories are situated in different phySical, biological 
and social environments. They are also in various stages of techno
logical, economic, political and social developnent. A few are well
developed, most are developing. 

The population in the individual countries and territories varies from 
two thousand to ninety-four million persons, the annual rate of' population 
increase :from about 0.5 per cent. to more than 5.4 per cent. The si ze 
of a country or territory ranges from 10 to 7 700 000 square kilometres. 
The average population density per square kilometre ranges from 1 to 13 750. 
One country is 80 per cent. urban, another is 8~ per cent. rural. 

The pattern of' morbidity and mortality varies. The general. impression 
is that in many of the developing countries communicable diseases are more 
common, while in the more developed ones degenerative diseases and those 
associated with an aging population predominate. There are some countries 
where the morbidity and mortality pictures fall between the above patterns. 

One country has a physician-population ratio of' 1:700; at the other 
extreme is a country where the ratio is 1:100 000. There are seventy-nine 
medical schools and three schools for medical auxiliaries distributed 
in fourteen of the thirty-five countries or territories in the Region. A 
number of countries with an estimated total population of 3 632 000 persons 
have no medical schools. 

The pattern of medical education has been markedly influenced by the 
American, British, French or German systems, with variations according to 
local conditions. 

The state of medical education differs depending upon the stage of 
national socio-economic development and the extent of damage suffered 
dur1lJg World War II. Despite the progress made in those countries with 
medical schools, there are certain problems that have remained and will 
persist until socio-economic and other conditions are improved. These 
include: (a) the large enrollments taxing the limited facilities and 
resoU' ces of existing schools; (b) the existence of' schools with low 
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standards due primarUy to the dema.:ld not only f'or medical education 
but f'or education in general; (c) the f'act tla t the basic educational 
system, particularly in the developing countries, is not yet f'Ully 
developed; (d) the shcrtage of' qualified teaching staf'f', which is of'ten 
a ref'J.ection of' the shortage of physicians in general, in the newly 
devel.oping countries j (e) the resistance to change, particularly of long 
established medical f'acul.ties where teaching departments may be so 
compartmentalized that co-ordination and integrat~.on become dif'ficult; 
(f) the lack of' experience or knowledge of' how to introduce mat"e ef'f'ective 
educational methods into the local situation; (g) the limited financial and 
other resources of' the newly developing countries, which makes the financing 
of medical education or, for that matter, of any other activity dif'f1cult; 
(h) the lack of opportunities for local post-graduate work and low economic 
returns, which have resulted in the migration of a substantial number 
of doctors from certain developing countries to better devel.oped ones. 
Of course, not all these problems are encountered by all the countries 
of the Region with the same degree of acuteness; nevertheless they are 
characteristic for many countries. 

3. MEDICAL MANPOWER REQUll!l!MI!:NT 

In view of the fact that the Western Pacific Region is far fran being 
homogeneous, it is apparent that it is not possible to find a single solution 
to the medical manpower problem which would be applicable in all countr:le s 
of the R~io:l, nor can a formula be devised which would make it possible to 
determi."1e how many doctors, nurses and other medical or para-medicsl. personnel 
are needed. Each country must therefore define its own problems and find 
its own solutions. 

However, it was agreed that in considering medical manpower the 
following general points should be taken into account. 

1. How 1III.i.ch can the CO"...Jltry af'f'ord? How much of the available 
medical knowledge can be used within the limitations of' the f'unds 
available? No country in the world is Pl"e?&.red to spend enough 
to ensure the application of available medical knowl.edge since 
there is always competition for the l.1m1ted publ.1c and personal 
:f\mds availabl.e. EdUcation, public works, defense, economic 
devel.opnen·c and some other pressing needs in addition to health, 
have a l.egi t1mate call on avail.able finances. 

2. What will the peop1e accept? What will. they reject? Even in 
highly devel.oped societies with relatively unlimited medical 
resourres, there exist groups such as the Christian Scientists, 
who do not accept modern medical practice, because of some 
doctrinal prejudices or ignorance. 

How much ef'f'ort should be devoted to prevention, how much to 
treatment? Prevention, whenever this is poSSible, is the end to 
be sought. '!he fact that peop1e are much more interested in 
receiving treatment for a disease they have now, than preventing 
a disease they may or may not have in the fUture must be faced • 
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Who will ren.der the neCeSR8.t'Y ser.v1ceB? '!he various countries in 
the Regioilcannot ~'Ploit all the medical knowle<!ge now available and 
some c011ntries will have to be satisfied with a level of service 
given by individuals with much less training than that implied in 
medical, nursing or paramedical degrees. Since it appears that 
the whole spectrum of medical and auxiliary medicaJ. personnel 
cannot be provided, much less trained, in aJ.l countries, one must 
be temporarily satisfied with a lower level or competence in some 
areas. As the country progresses and can afford something better, 
ingenuity will be required to devise legitimate uses for personnel 
previously trained at a lower level providing for them whenever 
feasible some further training opportunities. 

How should a count~ detel'm.:i..ne its medicaJ. man:;:x>wer requirements? 

It was suggested +'hat this task should preferably be done by a top
level committee consisting of the chief medicaJ. officer, a social scientist, 
sociologists, an economist with nationaJ. planning experience, a generaJ. 
educator and educationaJ. planner, respect~d and influential legislature 
representatives, medicaJ. and paramedicaJ. representatives and one or two 
consultants :from an internationaJ. and/or a bilateraJ. heaJ.th agency. 

Such a committee should determine: what priority can health expect 
in a particular situation; what is a realistic sum which can be made 
available for medicaJ. and preventive services; which diseases and specific 
unbeaJ.thy conditions are seriously hampering economic and sociaJ. develop
ment; and how many of them can the country tackle; how available :funds 
should be apportioned between curative and preventive services or merged in 
some circumstances; how new desirable demands can be created within the 
financial means; whether some type of population control programme is 
necessary, feasible and culturally acceptable; what type of pers07.nel 
will be required to render medicaJ. and heaJ.tb services and how they will 
be trained; the cos+, of training and sources of assistance available; what 
plans can be made for providing a higher level of trained personnel in the 
:future; what use will be made of personnel previously trained at lower -!" 
leveJ.s of competence; what organizational. pattern is required; the relative 
responsibilities of the various a:uthorities involved and lastly, the 
feasibility of implementing present and :future plans. 

4 • OEJECTIVES OF UNDERGRAIDATE MEDICAL EWCATION 

Until recently the educationaJ. objective of medical schools has 
generaJ.ly been to provide the student with as much as possible of the 
current medical knowledge, to develop his competence in the most common 
medicaJ. tecb.."liques and to inculcate in him the attitudes of thought 
appropriate to professionaJ. practice. The educationaJ. methods used were 
mainly didactic teaching and demonstration and through apprenticeship. 
The practice of medicine then largely consisted in the recognition 
of certain empirically defined syndromes and the application of empirical 
treatments compatible with the current state of scientific knowledge • 
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Medicine particularly during the past few years has become very 
dynamic. New discoveries, new concepts, new methods, etc. have served to 
broaden its Rcope to such an extent that it is beyond the power of any one 
man to dominate it. '!he method of preparing doctors as described above 
is no longer adequate to deaJ. with the many facets and problems of medicine 
whether these be problems of individuaJ.s or groups. 

To cope up with the sitUation, it is now essantiaJ. 1:bat the student 
learns to reason for himself and the earlier this is done in the medicaJ. 
course the better. '!he content of his studies will have to be relevant 
to the purpose of learning how to learn, rather than to the purpose of 
learning how to practice medicine. During this period he will aJ.so need 
to be introduced to the basic techniques of medicine and to obtain facility 
in them by constant practice. 

It is, however, possible to arrange his course so that instruction 
and education complement each other and conflict but to a small degree. 
!!his may be achieved through a three-stage preparation, uamely the under
graduate, graduate and post-graduate stages. !!hus, the student with an 
undergraduate education in method of thought including observation and 
drawing conclusions and with initial training in cl1nicaJ. method can 
advance to a general vocationaJ. training (graduate and post-graduate). 
The undergraduate stage is thus freed from the onus of providing ccmplete 
coverage and can probably be of shorter duration. The graduate and post
graduate doctor are both engaged in professional work and can learn best 
by participating as apprentices. As such, the cost of their training is 
amply re}laid by the medicaJ. service which they render • 

The gradual evolution of this three-stage preparation in many 
countries suggests that the average duration is likely to be: an under
graduate course of approximately four years, a graduate apprenticeship 
of two years and post-graduate training of two to six years. However, 
it is recognized that doctors so prepared will continue to need access to 
new developnents in medicine, hence "continuing education" must be 
considered as a further s~ction of medicaJ. education. 

Much attention has recently been given to ti..e formulation of the 
objectives of medicaJ. education in view of the developnents in medicine 
and the establishment of new medical schools, particularly in the 
developing countries. !!here appears to be a broad uni versaJ. agreement 
that. the ultimate aim of medical education is the attainment of the 
highest realistically possible level of education so as to enable 
physicians to render medical and health care of the highest standard. 
However, the ways and the stages leading to this ideaJ. require a great 
deaJ. of reconciliation between what is desirable and what is practical.ly 
attainable. 

Since medical education is a life~ong ~ce6s,of which the under
graduate course is but a stage, the objectives of the latter should be 
considered in close relationship with the stages which precede it, 
that is, generaJ. education before medical studies proper, and the 
stages which follow it - the graduate, post-g:r"aduate and other forms of 
training which help to adapt the knowledge acquired in the medical school 
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to the requirements of medical work. Depending on the organization ani 
possibilities of this last stage and the manner in wldch the medical 
work is organized, the objectives of medical undergraduate education will 
vary conside~ably particularly as to the degree of practical preparedness 
expected f'ran the graduate. In some countries the young medical graduate 
is expected to be prepared to undertake, if necessary, immediately some 
practical work with only little supervision. In others, the main emphasiS 
is laid on scientific knoWledge, the developnent of medical judgment and a 
capacity for further self-education and studies, with the pra.ctical side of 
medicine left for a :f'urthe::- stage of hospital training and experience 
under supervision. ~ese variations are dictated by the needs of the 
country, sanetimes by prevailing concepts and "philosophies". ~ey ~ . 
naturally influence the structure and' content of the curriculum and the 
educational process to a large degree. 

'lhe objectives of ua.dergraduate medical education in certain 
countries in the Western Pacific Region were presented. In Australia, 
one school reported that its objective is to provide a general, praf'essional 
and intellectual training in mediCine, which will form a suitable background 
for whatever aspect of medicine a man wie!les to follow and will develop 
a degree of professional knowledge and skill Which, :U'ter additional 
training, will produce a competent and safe practitioner. In China 
(Taiwan), the objective is the training of sound and ethical doctors and 
the pranotion of medical science. In Japan, the end in view is to furnish 
the education necessary to become a medical pra.ctitioner by imparting the 
knowledge and techniques of medical science. In the Hlilippines, the aim 
is first to prepare basic doctors and then teachers and research workers. 
'lhe objective in Viet-Ham is to train good medical officers. 

In some CABes the objectives were prescribed by the medical schools 
in collaboration with the ministry of health or the ministry of education 
or both. In most instances, hOi ever, they were formulated solely by 
the schools. 

It was considered that it would be difficult to establish objectives 
of medical education applicable to the Region as a whole, inasmuch as the 
local conditions which may also affect the formulation of basic prinCiples, 
vary f'ran country to country. 'lhere was, however, agreement that it would 
be usef'ul. if sane basic general objectives were adopted for each count~ on 
the basis of which ea.ch school could establish some specific objectives 
peculiar to its 0l.'Jl situation and related to the needs of its own community 
and the country as a whole. '!hese objectives should be kept under constant 
review and be revised when necessary. ~e natural outcome of the formulation 
of both the broad and specific objectives should be the adaptation of the 
programme and the educational process to these objectives • 
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5. PRE-MEDICAL mmATION 

To function effectively in modern society, the physician should be 
famUiar with a range of cultural disciplines. At the same time, the 
rapid pace of scientific advance in medicine has placed greater emphasis 
on the sciences fundamental. to medicine, such as chemistry I biology, 
mathematics and physics. '!he partiCipants in the Conference accepted 
the dichotomy of scientific edl!cation versus cultural knowledge as the 
central problem of the discussion. '!his led to a consideration of 
education f'or medicine in the broader context rather than the more 
limited concept of pre-medical. education. 

'lbe Medical Act of 1959 in the 1hil1ppines requires four years of 
college level education bef'ore entry into medicine. 'lbe medical. schools 
1li Japan would pref'er tc have the two years of pre-medical education 
under the control of'the medical f'aculties rather than in the autonomous 
divisions of the universities. 'lbe desirability of' extenJing the pre
medical. period to two years in schools related to the British system was 
suggested. Particular interest was shown in the possibility of' 
introducing a year of' general studies in which the pre-medical students 
would share educational progremmes with students from pure science and 
liberal arts. 'lbis fI'ltould develop students who would be widely informed 
and, of' equal importance, have wide interests. 

'lbere was no general agreement on the courses and the division of' 
time necessary to afford a proper balance between science and other 
subjects in the pre-medical. programme 0 

It is frequently dif'ficult to develop a pre-medical programme which 
w111 satisfy the demands of the members of' the medical. f'acul ty, especial.ly 
the basic science teachers. 'lbe world-wide problem of' inadequate prepara
tion in chemistry before undertaking the study of biochemistry was cited 
as an example. 

students preparing for medical school are eager to know the pre
medical. requirements and the courses which w111 receive first consideration 
in the selection of students 0 

It was thought that perhaps it was unwise to separate pre-medical. 
education from the programme in the medical school. 'lbe teaching of' the 
SCif'llCeS fundamental to medicil.e couJ.d be fused with the medical. school 
programme. Yet such a fusion might resuJ.t in an exceSSive, applied medical 
emphasis in teaching the subjects which may be undesirable at that stage 0 

'lbis is a particular problem in countries where students must choose the 
medical career at an early age as later a significant percentage leave 
medical. school. 

•• oj 
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6. THE MEDICAL UNDERGRAIUA'I'E CURRICULUM 

~e First World Conf'erence on Medical. Education stated: It~ under
graduate curriculum cannot embrace the whole theory and practice of 
medicine (nor attempt) to teach the techniques required in the practice 
of special. ties. It must limit its aim to laying the foundation of the 
doctor' straining ; it should be concerned not with presenting masses of 
factual. data, but with indicating the scope, poteutialities, duties and 
responsibilities of medicine, both curative and preventive; it must 
emphasize with cogent illustration those basic principles whiCh are 
indispensable to all forms of medical practice. It 

The curriculum is the teaching plan with the help of whiCh the sChool 
expects to attain its educational objectives. ~e plan itself cannot 
aChieve this purpose. I~s success depends on a number of other essential 
elements, such as the qusli ty of' teaching staf'f', the tear::hing facilities, 
etc. ~e usefulness of the curriC'u.l.'t.Ull depends also on the degree of its 
suitability to the conditions in waich it; is to be carr:led out. 

The present stage of development of medical educat:ton in most 
countries of the world can be characteri:z,ed by an unprecedented growth 
in the content of its programme, resulting f'rom advances in science and 
technology. ilnother feature is the rapid expansion of' medical teaching 
institutions in the newly developing countries and areas. A third major 
development is an intensive search f'or the most suitable organization 
and most ef'f'ective methods of study in order to facilitate the absorption 
and assimilation of the ever-increasing knowledge within a reasonable 
period of training. 

When considering the above matters in a wide perspective, one key 
problem that invariably comes up is how to establish a proper al)1. just 
combination of the general universal components of medical education 
and the specific elements related to the needs and conditions of a 
country, arp.a or region. A broad analysis of the general trends in 
medical education on the one hand, and the close examination of the range 
of' specific local needs and conditions on the other, should yield helpfUl 
guidance f'or the developing medical. schools and for international co
operation in this subject. 

Advances in the basic sciences have been accompanied by progress in 
their application in all fields of mediCine, particularly in nutrition, 
immunology, haematology, endocrinology and other important subjects. ~e 
effectiveness of medicine has certainly increased as the result of this 
progress despite the fact that the actual. application of already existing 
knowledge lags behind potential achievements. 

This growing body of information has resulted in continuous addi tiona 
to the teaching programme and how to accommodate the necessary material 
within the curriculum and within the assimilating ability of the stUdent 
has become a serious problem. ~e need for periodic analysis and review 
of' the curriculum so that it would be adapted to the broad and specific 
objectives of the school and the community's existing and future needs 
was stressed. Qualitatively, decisions must be made on the subjects and 
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fields of study to be included and, quantitatively, on the amount of time 
assigned to each in relation to the general time sequence of the medical 
course. 

It was pointed out that notwithstanding the recognition of' the 
students· need f'or rest, there is an increasing tendency to lengthen the 
academic year, increase the number of' working hours and to reduce the 
unproductive vacation time to a minimum rather than to increase the 
duration of'medical study. In addition, there is an increasing interest 
in providing more time for elective study. 

A review of various curricml.a in the Region indicated that they 
f'ollow more or less the same pattern and course content as those respectively 
of' the United states, the United Kingdom, France and GennElllY, with some local 
modifications. 'lhe total curr1c:ul.um of medical undergraduate studies 
canpnses between 5000 to 7000 hours of' scheduled work, not counting 
clinical clerkship or equivalent ward work. '!hese are distributed over 
a period of' between five and seven years. '!he length of' the academ:1c 
year also di:f:f'ers. 'lhere are schools where ef'tecti ve teaching occupies 
only thirty f'ul.J. weeks during the year, while in others the period may 
be close to f'orty weeks. '!he time is generally distributed into: the 
first period (one and a half' to three years depending on the total length 
of' studies) which is allotted to medical "pre-clinical" sciences and the 
last part of' the curricml.um (two or more years) to clinical studies. 

Another trend which has also been observed in some of the medical 
schools in the Region is the reduction of' the period for f'o:nnal lectures 
and the inclusion of'more active methods of' teaching; such as laboratory, 
ward rounds, clinical demonstrations and coJlf'erences. 'lh1s trains the 
students to be resourcef'ul and independent. Such a desirable type of' 
tra1 n1 ng usually requires more teaching staf't and theref'ore encounters 
dif't1c:ul.ties in developing countries where it should be most usef'ul. 

'!he advancement of' specific knowledge in the various aspects of' 
medical science and it~ practical. application have resulted in great 
concern about co-ordinated and integrated teaching, so much so that a 
great deal of' time was devoted to discussing this topic. Although it 
was agreed that the ultimate integration takes place in the student' s 
mind, and that he can do his best when he brings to a problem the know
ledge and techniques he has acquired :fran the various disciplines, the 
method of' presentation can make this process more ef'tective and less 
timp.-consuming. Vi:l.rious schemes of' horizontal or vertical integration, 
or both, such as providing time to continue teaching of pre-clinical 
sUbjects during the clinical years, inviting clinical professors to 
participate in the teaching of' basic SCiences, arranging conferences· where 
teachers representing various disciplines are present were discussed. It 
was also suggested that it would be usef'ul if' various members of' the 
:faculty attended clinico-pathological conferences or other similar 
meetings so that they would be aware of' developnents in fields other 
than their own and thus be in a better position to practise integration 
and correlation. 

. .. / 
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The need for and the importancp of preventive medicine in the under
graduate medical. curriculum, particularly in medical. schools in developing 
countries, 'Were stressed 'W.d supported. It 'Was suggested that the teaching 
of this disci:.;>line be started, if possible, during the first year and 
continued onwards until the clinical. years. While there 'Was agreement 
as to the importance of preventive medicine, great concern was expressed 
about the effectiveness of its teaching since it is"a subject which does 
not have as much appeal. as other fields of medicine. Various teaching 
schemes, including family care programmes, assigmnent to rural. heal.th 
centres, etc. were discusse:l. '!he attention of the participants 'Was 
final.ly called to the Report of a study Group on the Teaching of Social. 
and Preventive Medicine in the Western Pacific Region, held in Manila in 
October 1957, which covered many of the points raised on this subject. 

7. THE MEDICAL STUDENT 

While competition from other scientific and techni~al. fields for 
we1l-qual.ified stUdents grows steadily in the European countries and 
North America, the medical. schools of the Western Pa('ific have, in 
general., not yet faced such competition. In this area the physician 
enjoys a high status and financial. returns in medical. practice are 
usuaJ.ly attractive. It is probable, however, thataa tec.lmological 
advances in the Region become increasingly evident, the total. pool of: well
quaJ.ified applicants for medic.ine may be adversely affected. Hence it is 
important to consider the various factors and forces that converge on the 
student in relation to a medical career. 

There 'Was general. agreel'lent that it 'Was dif'f'icult to determine the 
factors that motivate stUdents to choose medicine. Parental influences, 
conditioned in part by factors such as prestige and the status of the 
profession in the community, and a"humanitarian zeal as well as the 
financial rewards II1<XY be important. At the '3ame time free choice of a 
profession 01" occupation is of gro'Wing importance for young people in' the 
Region although the role of the family continues to be a powerful one. 
Aptitude for the sciences and an interest in human beings 'Were also mentioned 
as significant factors. The routine measurement of motivation in the 
selection of medical stUdents was deemed by some participants to be 
costly, time-consuming and unnecessary. 

It was generally agreed that the academic performance of the student 
could be considered the single most important factor in determining 
selection for the study of medicine. This may be decided by entrance 
examinations as well as by an analysis of the grades in the preparatory 
programmes. The grades in the science courses -- biology, chemistry, physics 
and mathematics -- remain still more important for future doctors than 
performance in the social sciences and humanities, although the latter are 
receiving greater attention than before. In the Philippines, it is planned 
to use the Medical College Admission test from the United States of America 
as one component of the selection process. 

...j 
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It was observed, particularly in the Philippines, that a high 
percentage of women apply for admiss::'on to medical school and in anticipa
tion of a possible increase in other countries, the desirability of limiting 
their admission was considered. It was stated that the majority of female 
students probably continue in a medical career after graduation, frequently 
in association with a physician husband, and that they usually specialize 
in paediatrics or gynaecology-obstetrics. ~t seemed desirable not to 
recommend any such restriction which would also be contrary to the growing 
world-wide recognition of women's rights to educati~n. 

'!he methods by which students acquire new knowledge received only 
brief consideration, perhaps because this is a ditticult problem to study 
and the accumulated experience was rather limited. '!he tendency for 
students to memorize intensively before examinations and then enter 
extended periods where there is lit'tl.e effort at study was recognized. 
lOOre frequent evaluation of the student in the teaching laboratory, 
lncture hall and at the bedside rather than making performance at an 
examination the sol.e crLterion of success or failure, may hel.p to alter 
his attitude. '!he possibility of encouraging a greater interest in 
medical students by introduc1llg them at e.r.. early stage to a family or 
an individual as patients was recommended for consideration. 

student clubs and societies are usefUl in developing interests 
beyond the study of medicine and such activities should form a significant 
part of student life. Apart trom their rol.e in fostering extra-curricular 
activities, they afford opportunities for contact between students and 
faculty. At the same time, extra-curricular interests should not inter
fere with the educational programme. '!he importance of broad cultural 
developnent is rp.cognized by students in a number of' countries of the 
Region and extra-curricular activities are directed toward achieving the 
cultural understanding which had not been previousl.y attainable. 

'!here were varying opinions on the possibility or the desirability 
of inf'luenc1llg career plans during the medical school period. It was 
acknowl.edged that although a medical school IliAY endeavour to inf'luence 
the career plans of students, their own decisions and interests are of 
first importance. '!here may in fact be little serious ettort at reaching 
a career decision dur1llg this stage. Inf'luences during the internship 
and residency period may, however, be of great importance. '!he status in 
the eyes of the public of several of the medical special ties and such 
practical attractions as financial remuneration are also Significant. 
If the medical school. emphasizes general preparation, the student may 
ha"~ little opportunity to become familiar with the characteristics of 
the medical and surgical. specialties until after graduation. '!hus, 
influences and guidance after graduation may also be very important. 

The urge~t need for PhYsicians in the rural areas of' the Region 
encourages a consideration of the possibil.ity of inf'luencing the career 
plans of medical students toward rural practice. The role of the health 
centres in undergraduate medical education, through the assignment of 
students to provincial hospitals, and the requirement that physicians 
spend two years of practice in a rural area need further consideration. 
'!he participants expressed the hope that WHO wc-ill.d convene a conference 
to consider the problem of medical care in the rural areas of developing 
countries. 

. . . f 
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8. THE TEACHING STAFF 

Certain problems related ·to the teaching staff, were then considered. 
It was agreed that a good teacher must be genuinely and sincerely interested 
in teaching. He musi; have an excellent knowledge of his subject. He must 
have the ability to communicate this knowledge to his students in an effective, 
interesting and imaginative way. He must be able to !irune his subject to 
usefUl and factual material and to train the students in the selection and 
evaluation of data and in making judgments of value. He must be interested 
and knowledgeable about the methods of learning and have the capacity to 
inspire the students to fUrther endeavours on their own initiative. He must 
keep up-to-date with advances in his field and have a thorough knowledge of ~ 
the objectives of his school. 

As regards the appropriate relationship between ability as a teacher, 
as a research worker and in rendering service, it was agreed that ideally 
a teacher should have something of each. In the clinical area, it is of 
the utmost importance to be a good teacher and a good clinician. If the 
teacher also has ability in the field of research, this is excellent and 
desirable. In the basic sciences there should be a good combination of 
teacher and research worker. It is believed that a university school 
without research is dead and that research by itself is also an educational 
method. However, it was considered that greater emphasis should be placed 
on teaching ability. 

The tendency to educate the physician and other paramedical and 
auxiliary staff in the ~ame medical centre was noted. It was believed 
that the medical faculty could undertake teaching in such related programmes 
for reasons of economy, provided the teaching load is not increased beyond 
the usually accepted standards. 

It was suggested that academic achieve~ents, professional competence, 
teaching experience, research ability, length of service and capacity to 
work with others, in addition to the other attributes of a good teacher 
previously discussed should be considered the criteria for appointment 
to the faculty and promotion. It was agreed that the medical school 
should be consulted in connection with such appointments. 

The question of how much teachers should be paid can be answered 
only in the context of a particular school. The answer must take into 
accoUllt national circumstances and be related to the prevailing rates for 
all university teachers. 

Regarding the role of fUll-time, geographical fUll-time, and part
time teachers, it was concluded that generally they have a place and role 
in the staff structure of a medical school and the relative proportion of 
the various categories will depend upon local circumstances, customs and 
practices. However, regardless of the proportion of the above categories 
adopted in any particular discipline, someone in that discipline must 
accept responsibility for the overall organization of the educational 
programme. 

. . . f 
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There was agreement that all 'teaching staff in a medical school 
shouJ.d, in principle, be medically qualified. However, because of lack of 
interest, th~re is a shortage of medically qualified staff, particularly 
in the basic medical sciences. The Conference thus agreed that non
medically qualified people have an important role in teaching, particularly 
in the basic science fields, provided that a medical man is the head of the 
team. 

The Conference agreed that there is a great need to introduce medical 
teachers to education as they have usually very little experience in this 
field. The establishment of a department of medical education, lihere 
inter-facuJ.ty activity and close relations between medicine and other 
subjects can be promoted, was suggested. Such a department could carry 
out certain important functions such as evaluating the results of medical 
education and providing the faculty with an essential feed-back mechanism, 
atudying the use of different educational methods and keeping the faculty 
in touch with progress in medical education elsewhere. The participants 
recommended that WRO sponsor a future conference on how to teach medical 
teachers to teach. 

The participants agreed that desirable student-facuJ.ty ratios wouJ.d 
depend upon a number of factors, such as the quality of the available staff, 
the quality of the students, teaching methods, school facilities and the 
level of instruction. The ratios a..--e therefore bound to vary and should be 
looked at in their own context. 

There was agreement that a class of around seventy to eigh\r students 
would be desirable ~ut that the demand for doctors forces many schools to 
expand their classes far beyond that number. It was believed that with 
adequate staff, the number of students could be increased to onehundred and 
thirty without jeopardizing the teaching programme. The danger ~omes when 
a school, which is organized to handle effectively seventyfive to eighty 
students a year, is expanded to take on~hundred and sixty to twohundred or 
more students, without changing its organization. 

;I. ORGANIZATION AND All>fINISTRATION OF MEDICAL SCHOOLS 

There are major differences in the organization of medical schools 
within the Region .. depending primarily upon the educational system adopted. 
~.ese differences include the balance of authority and responsibility between 
the faculty, the Dean, the Medical School and the University and the educa
tional and health authorities, the use and meaning of the term "faculty" 
and the relationship with the medical units as well as the teaching hospital. 
Some of the schools are university divisions, others are not. No effort 
was made at the Conference to lay down any uniform pattern whiqh should 
apply to eJ..l medical schools. It was considered preferable to study the 
common problems as well as differences. 

. .. / 



'lhe tenn "faculty" may apply s:)lely to the professors in whom 
considerable authority and responsibility for the programme of the medical 
school are vested, or it may include members of the teaching staff beginning 
at the rank cf assistant professor. 'Ille role of the Dean may be to serve 
primarily in implementing programmes and pol~cies enunciated by the faculty 
or he may have authority which enables him to lead the faculty. 'Ihe 
latter role is found to a greater degree in the Philippine schools where 
the Dean is appointed by the President of the university. In other 
countries he is usually elected by his professional colleagues and his 
term of office does not exceed three years. Correspondingly, he has 
far less administrative authority. 

A list of possible responsibilities of the Dean was compiled. 'Illis 
includes responsibilities for education, research, students, faculty, 
university relations, teaching hospitals, alumni, national stature, state 
programmes, the progress of medicine, routine paper work and planning 
ror the future. 'Illere .was general acceptance of these responsibilities 
although it was ac~owledged that the degree of involvement varies from 
school to school. In Japan, the Dean must be an active research worker 
and this requirement with his other respo~sibilities raises additional 
difficulties. Even in countries where his responsib~lities are limited, he 
is usually not able to continue actively as a teacher. In one country, the 
recruitment of senior teaching staff is the function of a faculty committee 
and is not the respousibility of the Dean. 

Whatever the organizational pattern, it is important to recognize 
that it is designed to, and should always, serve the medical education 
programme. 'Ille educlttional programme and selection of students should be 
inherent responsitilities of the teaching staff. 

The basic unit of administration and organization within thp. medical 
school is the department. There was general agreement that as far as 
possible specialist areas should fall wi thin the framework of the major 
departments and tha~ the proliferation of a number of departments to 
enhance the s::;ature of speC'ialist areas was unwise. 

'Ihe departments are represented by a professor who is designated 
as the chairman or head of the dep~ment. In the majority of the countries 
there is only one professor in a department and the opinion was advanced 
that it is unwise to down-grade the title of professor by appointing a 
number of faculty members to that rank. The professors constitute a body 
of varying authority and responsibility which may be designated as the 
Executive Committee or the Executive Faculty. It is desirable to keep the 
membership of this body at a number which encourages efficient operation. 
At times, representatives from government agenCies, teaching hospitals and 
the university may participate with the Executive Faculty in joint meetings 
or fonn a joint committee or board. 

'Ille relationship between the medical school and the practicing 
physicians is enhanced by the participation of practicing Physicians in 
the teaching programme. When classes are large and it is necessary to use 
a number of hospitals in the community, these rart-time volunteer or 
honorary staff may carry a larger responsibility in the clinical teaching 
programme. 

. • . j 

~-

--



-,--

-~-

- 15 -

'lhe regulations governing the tenure of aPllOintment of faculty members 
vary, but in the majority of schools, professors and associate professors 
carry an aPllOilJ.tment 'I,Ultil the mandatory retiring age. 'lhe determination 
of suitability for aPllOintment or promotion to this rank maybe a source of 
friction between the Dean and a professor. 'lhe Executive Faculty should 
participate in these discussions and the Dean should not assume sole 
responsibility for such important decisions. 

'!he 

(a) 

(b) 

(c) 

10. EVALUATION OF MEDICAL STUDENTS 

subject of evaluation was consiaered from three aspects, namely: 

What attributes do we want or need to evaluate? 

How can w~ evaluate these attributes at the present time 
within the limits of our knowledge? and 

When should we best evaluate these attributes? 

It was agreed that the knowledge, skills, attitudes, problem-solving 
ability, judgment and performance of the student should, and could, be 
evaluated by certain measuring-rods, tests or examinations. For example, 
to measure knowledge the written or oral tests may be utilized.. '!he written 
test may be either of the essay or objective type. '!he essay type is 
considered to be full of difficulties and weaknesses, particularly from 
the standpoint of coverage of subject matter and difficulty of correction. 
However, it was considered to be of value since it can indicate the student's 
ability to synthesize and integrate his knoWledge and express himself clearly. 

'!he judicious use of the objective type of examination in medical 
schools is considered to be one of the great advances made in medical 
education. '!h:!.s type of examination is considered satisfactory from many 
standpoints, such as coverage of the sUbject, facility of correction, etc. 
It was admitted however that the preparation of objective type questions is 
difficult and the staff need be briefed on how this should be done. 

Another type of examination suggested is the "open book" type 
in which students ~~e allowed to bring and consult their own references 
durir;g the examination. It was mentioned that this method is particularly 

X useful if it is desired to test attributes other than knowledge, such as 
the ability to synthesize, judgment and resourcefulness. '!he only 
difficulty is when the class is large. 

Oral examinations have their own usefulness. '!hey have also certain 
limitations, particularly as they are time-consuming. Nervousness and 
shyness may also affect the student's performance. 

.../ 
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'!here is also the clinical exwnination. Patients are examined 
either at the bedside or are brought t.o the examination hall. '!he 
clinical examination is 11seful for evalua. ting skill and also other 
attributes s.J.ch as attitude, jucgment and knowledge. The llractical 
difficulties in carrying out this tne of examination, llarticularly in 
a school with a large enrollment, are enormous. :FUrthermore, care needs 
to be ta'kcn so that there is a more precise way of grading, otherwise 
too much weight may be placed on the personality rather than on tIle 
ability or competence of Ule student. In judging the clinical skllls of 
med.ical students, it was sugge::r::;ed that the opi.nion of interns and residents 
might well be useful, since they are with the students frequently and have 
more chances to observe their relations with the :patients. 

'!here was agreement that theae attributes should be evaluated from 
time to time during the ;nedical course. '!here was also a suggestion that 
evaluation might need to be done even after a physician has been in practice 
for some time, since m~dical knowledge is progressing rapidly and in remote 
areas the only source of new knowledge may be the literature sent by drug 
firms. Continu.ouB evaluation by an apprenticeship sort of training was 
also suggested. 

Ibubts were expressed as to the value of terminal examinations, 
if the student I s overall perfo!"lllalI:e as assess.ed by' short qui~zes; laboratory 
work, ward work, anJ. so on was good. Some partici:pants, however, were of' 
the opinion that the final examinations should not be abolished since 
they are a means of classifying or comparing stUdents and assessing the 
standards of the school. It was also mentioned that in certain countries 
it was necessary to give examinations to force the students to study. 

In conclusion, it seems that none of the partici:pants are entirely 
satisfied with the present examination system or even with examinations at 
all. Most of them are, however, fearful of abolishing them entirely and 
llrobably all of them feel that within the limits set by their own 
circumstances and schools, a commonsense approach as to what should be 
tested, how best to test and when to test, could lead to considerable 
imllX"Ovement in the methods currently employed. 

11. MAINTAINING STANDARDS IN MEDICAL EOOCATION 

WHO has always supported the efforts of various countries to maintain 
and improve their standards in medical education through the award of fellow-
shillS, the provision of advisory services and teaching-aids, the holding ~ 
of educational meetings, the publication and dissemination of information 
on medical eC"J.cation and co-operation with other organizations, such as the 
World Medical Association and UNESCO. 

The Ninth World Health Assembly requested the Organization to study 
the possibility of establishing standards of medical education that would 
be internationally considered as the lowest that were acceptable for mutual 
recognition among countries. '!he main :purpose of establishing and ap:plyiDg 
standards of this sort was to permit the pursuit of post-graduate medical 
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education abroad. In 1961 WHO convened a study group to consider the 
question of standards and the deliberations of the Group are summarized in 
a report entitled "Internationa:uy Acceptable Minimum standards of Medical 
Education".l 

standards are the measurable degree of' a.ttainment of the objective 
set. ~ey are therefore established in terms of objectives and are af:fected 
by such factors as the quality of' the students, the quality of the faculty, 
the organization of the medical schools and the scheol r s resources. 

~e standards that are generally considered are: 

(1) the standard of knowledge in relation to the objective of 
the school; 

(2) the standard of proficiency in applYing lmowledge.; 

(3) the standard of proficiency in continuing self education, and 

(4) the standard of attitude, such as morality and other 
imponderables. 

In order to provide a concrete example of ",hat could be done to 
up-grade standards of medical education, a report ",as presented on the action 
taken in the Ihilippines. Following the liberation of' the country in 1945 
there ",as a deterioration in standards of medical education as a result 
of stagnation and the disruption of general education during the ",ar, 
the destru~tion of school facilities and the great demand f'or education 
brought about by a relative prosperity. 

Because of' their concern ",i th this situation the Deans of' the 
various medical schools organized themselves into a Council of Deans in 
1957 and through their efforts, and in collaboration with the Ihilippine 
Medical Association, the Medical Act of 1959 ",as passed by the Ihilippine 
Congress. This act increased the pre-medical course from two to four years, 
prescribed the essentials and requirements of an approved medical school 
and made possible the limitation of enrollment. 

In addition, the United stateaAgency for International Development 
extended its support by providing fellowships f'or training the basic 
science staff, particularly those in the private medical schools, by 
financing a tour of selected medical centres for the people in charge of 
the finances in the private schools so that they ",auld be more sympathetic 

'i! to the requests of the medical Deans, and by making available :t'unds for the 
purchase of essential teaching and other equipment. 

Public su::;JPOrt for the improvement of standards ",as cbtained by 
calling their attention to the high failure rate among students entering 
medical schools or taking the National Licensing examinations and the 
examinations of the Educational Council For Foreign Medical Graduates. 
1 
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A major problem that still rema.ins is the fact that the private 
medical schools have to maintain beds for indigent patients in their 
teaching hospitals. As these schools are supported solely through tuition 
fees, this has unduly taxed their financiaJ. resources. It is hoped that 
in the near fUture the Government will agree to maintain these beds, thus 
enabling the schools to utilize the fUnds for fUrther improvements. 

The question of who should be responsible for maintaining standards 
of medical education in a country was next considered. 

It was agreed that this should be the combined responsibility of (1) the 
medical faculty itself (2) the general practitioners (3) the consumers, 
such as the nationaJ. health authorities, etc., (4) the patients and ~ -
(5) others, such as the general education authorities. 

Regarding the criteria that should be considered in the evaluation 
of the programme of a medical school, there was agreement that there are 
three main awroaches which are more or less interwoven, although in a 
particular setting one may be more emphasized than the others. 'lhese are: 

(1) i~ng down conditions which creat a favourrible educational 
enviromnent in terms of qURli i.y of stnff, students, facilities, 
resources, etc.; 

(2) detailed prescription of what should be taught - the school's 
programme; 

(3) final examinations. 

The system of accreditation of medical schools in the U~ited States 
was described in some detail to illustrate some of the points such as 
aJ.location of teaching hours, budget, faculty roster, objectives of the 
programme i.n each department, the organi zation and administration of the 
school, that need to be considered in eve~uating a school's programme. 

'!be composition and nctivities of certain national agencies and 
associations concerned with the advancement of medical education such as 
the Boards of Medical Education in the Hlilippines and Japan, the GeneraJ. 
Medical Council in Great Britain, -I;he Council of Medical Education and Hospitals 
of the American Medical AsSOCiation, the Association of American Medical 
Colleges, the Educational Council for Foreign Medical Graduates in the 
United States, werp. discussed. It was suggested that it would perhaps be 
de~irable to have two bodies responsible for medical education standards, 
one for maintaining them and the other for raising them, rather than having 
one body carrying out both fUnctions. However, it was believed that this 
would not be feasible, particularly in countries where there is a lack 
of qualified rersonnel. 

The Conference considered the Internationally Acceptable ~tin1mum 
standards of Medical Education proposed by the W1IO study Group and endorsed 
the need for establishing such standards. It noted, however, the difficulty 
of formulating them and indicated its support of the suggestion that fUrther 
meetings shall be convened to consider the mat~er. 
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Considerable interest was also expressed in the feasibility of an 
international qualif'y1ng examination, similar to that given by the 
Educational Council for Foreign Medical Graduates, to be administered 
preferably by WHO. '!he Conference was informed that the WHO Secretariat 
at that moment was not in a position to undertake such an assignment but 
the possibility would be explored. 

12. FINAL PLENARY SESSION 

Two items were considered during this final session namely (1) suggest
ions and comments as to how WHO could help in the field of medical education, 
particularly in the Western Pacific Region and (2) suggestions and comments 
as to what the participants could, or should, do upon their return in order 
to make use of what had been learnt during the discussions. 

'lhe Conference was informed that WHO's programme in medical education 
consists of: 

(a) strengthening the teaching in one or more disciplines, or 
establishing a speCific department or a number of departments 
in a medical school, either through the provision of fellowships 
to enable local staff to pursue advanced training abroad or 
assignment of short-term consultants or lecturers to train 
local staff, demonstrate new teaching methods, etc; 

(b) providing advice upon request through consultations or directly 
on problems connected with medical education, its establishment 
and developnent; 

(c) the provision of a limited amount of teaching aids; 

(d) facilitating the exchange of ir.d'ormation on medical education 
through certain publications such as, for example, the 
Wodd Directory vf Medical Schools; 

(e) sponsoring regional or inter-regional conferences, seminars 
or study groups on medical education; 

(f) co-operating with certain countries in the conduct of special 
courses such as the course in human genetics for teachers in 
medical schools given in Copenhagen, etc. 

'!he participants agreed that the convening of conferences of Deans to 
discuss new developnents and questions of mutual interest at regular intervals, 
possibly every five years, would be of great value. 'lhe distribution of 
current information on medical education was also suggested. 'lhe problems 
related to the collection and despatch of information on medical education 
were mentioned, but the participants were assured that WHO would do every
thing possible to facilitate the exchange of information. 
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It ~as also suggested that WHO might sponsor the exchange of sta.~ 
between schools in the Region or arrange for participants and consultants to 
visit medical schools in other countries on their way to conferences so 
they could ob~erve and discuss certain aspects of medical education. 
The participants were informed that consultants were usually requested 
to make pre-conference visits. Ho~ever, their stay was often limited due 
to lack of time. The suggestion that participants in conferences might 
visit schools in other countries could be met by organizing a travelling 
seminar. 

It was apparent that mest participants were not fully aware of the 
procedure for ~questing WHO assistance. It was explained that requests 
must be channeled through and must have the endorsement of the ministry 
or department of health which serveI:' as the official contact of WHO 
with the government. 

Several suggestions were made as to what the participants could 
or should do upon their return so as to make use of what had been gained 
during the Conference. Some participants stated that they would call a 
meeting of their faculty and make a reporl on what had transpired. others 
said that they would contact specific committees or i~dividua1s in their 
schools to inform them of developments pertinent to these committees. 
One participant mentioned that he would present th!' topic at a meeting of 
his medical association as this would ensure a wide distribution of 
information. Another stated that he would write an article on it for 
pUblication in the local medical journal. A suggestion was made that the 
subject might also be presented to the students in a convocation. Another 
participant said that he would prepare a repolt for consideration of his 
University Council. 

An interesting suggestion on how to carry information and enthusiasm 
back to the medical school was to organize a faculty meeting at wl:ich a 
general picture of the Conference would be given followed by a faculty 
institute, in which the faculty was divided into a number of committees 
to consider vll"ious aspects of medical education. These committees would 
then report back to the faculty as a whole and their reports would be 
thoroughly discussed. 

This type of conference is a yearly activity in the College of 
MediCine, University of the Philippines. Various aspects of medical 
education, such a~ its objectives, the selection of students, examinations, 
the objectives and progranme cf teaching of specific departments, etc. have 
been considered. It was found that these institutes had served to break 
down the walls of compartmentalization separating the various departments, ~ 
resulting in better integration and co-ordination of the teaching programme 
and increased co-operation, particularly in the sharing of facilities and 
the conduct of research ~ork. 

.. 



.. 

• 

- 21 -
ANNEX 1 

LIST OF PARTICIPANr S, OBSERVERS AND STAFF 

AUSTRALIA 

CHINA (TAIWAN) 

FIJI 

JAPAN 

I. PARTICIPANTS 

Professor Sydney Sunderland 
Dean, Faculty of Medicine 
University of Melbourne 
Parkville N.2 
Victoria, Australia 

Dr. Frank R. Magarey 
Dean, Faculty of Medicine 
University of Sydney 
Sydney, N.S.W. 
Australia 

Dr. Huo-yao Wei 
Dean, College of Medicine 
National Taiwan University 
1 Jen-ai Road, Section I 
Taipei, Taiwan 
Republic of China 

Dr. 'l'ah-mou P'eng 
Deputy Director 
National Defense Medical Center 
P.O. Box 7432 
Taipei, Taiwan 
Republic of China 

Dr. A.R. Edmonds 
Princi:pal 
Fiji School of Medicine 
Tamavua, Fij i 

Dr. Kazushige Higuchi 
Dean, School of Medicine 
Jikei University 
No. 105, 2-chome 
Shiba-Atago -cho, Minato-ku 
Tokyo, Japan 

Dr. Isoo Horii 
Dean, School of Medicine 
KYoto University 
Yoshida-Konoecho 
Sakyoku 
KYoto, Japan 
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JAPAN (cont'd) 

KOREA 

LAOS 

MALAYSIA 

PHILIPPINES 

Dr. Hiroshi Kumagai 
Dean, Faculty of Medicine 
University of Tbkyo 
Tbkyo, Japan 

Dr. FUmio Nakamura 
Dean, Kyoto Prefectural 
University of Medicine 
Kawaramach:i., Hirokoj i 
Kamikyo -ku, Tbkyo 
Japan 

Dr. Young Taek Kim 
President Soo Do Medical College 
No.4, 2 Ka, Myungryung-dong 
Chongro-ku 
Seoul, Korea 

Dr. Saejin Rha 
Dean, College of Medicine 
Seoul National University 
Ryenken-Ibng 
Seoul, Korea 

Dr. Nhenara Chounramany 
Directeur des Etudes de 
l'Ecole Royale de Medicine 
Vientiane, Laos 

Professor T.J. Danaraj 
Dean, Faculty of Medicine 
University of Malaya 
Pantai Valley 
F"uala Lumpur 
Malaysia 

Dr. Benjamin A. Barrera 
Dean, College of Medicine 
University of the Philippines 
547 Herran street 
Manila, Philippines 

Dr. Jose Cuyegkeng 
Dean, College of Medicine 
DE Ramon Magsaysay Memorial 

Medical Center 
Aurora Boulevard 
Quezon City, Philippines 

Dr. Lauro H. Panganiban 
Dean, Institute of Medicine 
Far Eastern University 
Manila, Philippines 
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PHILIPPINES (cont· d) 

SINGAPORE 

TERRI'roRY OF PAPUA 
AND NEW GUINEA 

VIET-NAM 
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Dr. Virgilio Ramos 
Dean, Faculty ot: Medicine and 

Surgery 
University of Santo ~s 
Manila, Philippines 

Dr. F.l.oria Velasquez 
Acting Dean, College of Medicine 
Manila Central University 
Caloocan City, Philippines 

Professor Kanagaratnam Shamnugaratnam 
Dean, Faculty of Medicine 
University of Singapore 
Sepoy Lines 
Singapore 3 
Re]tiblic of Singapore 

Dr. Eric Wright 
Prhcipal 
Papuan Medical School 
Port Moresby 
Terri tory of Papua and New Guinea 

Professor Pham Bieu Tam 
Doyen de la Facult~ de Medicine 
Universite de Sa~gon 

2. OBSERVERS 

ASSOCIATION OF AMERICAN 
MEDICAL COLLIDES 

CHINA MEDICAL BOARD 

CONFEDERATION OF MEDICAL 
ASSOCIATIONS IN ASIA AND 
OCEANIA 

EDUCATIONAL COUNCIL FOR 
FOREIGN MEDICAL GRAruATES 

Dr. Henry van Zile Hyde 
Director, Division of International 
Medical Education 
Association of American Medical 
Colleges 
Evanston, Illinois 
U.S.A. 

Dr. Harold H. Loucks 
Consultant 
China Medical Board of New York, Inc. 

Dr. Victorino de Dios 
Secretary-Treasurer 
Confederation of M£dical Associations 
in Asia and Oceania 
Manila, Philippines 

Dr. G. Halsey Hunt 
Executive Director 
Educaticnal Council for Foreign 
Medical Graduates 
Evanston, Illinois 
U.S.A • 
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Dr. Lucien A. Gregg 
Associate Director 
Division of Medical and Natural Sciences 
The Rockefeller Foundation 
111 West 50th street 
New York 20, New York 
U.S.A. 

Dr. Lloyd. Florio 
Chief, Health/OPS 
United States of America 
Operations Mission to the Philippines 
Agency for International Development 
Manila 

Dr. J. V. Tamesis 
PreSident, Philippine Medical Association 
1850 Taft Avenue, 
Manila, Philippines 

Dr. J .T. Gunther 
Assistant Administrator 
Territory of Papua and New Guinea 
Port Moresby 

3. STAFF 

Dr. John Z. Bowers, Consultant on Medical Education 
(Formerly .Dean of the University of Utah and the University of 
Wisconsin Medical Schools, and Alan Gregg Fellow of the China Medical 
Board to study medical education in Japan and other areas) 

Dr. John R. ElliS, CO~lsultant on Medical Education 
(Secretary, Aspociation for the study of Medical EdUcation in the United 
Kingdom) 
London 

Dr. Edward Grzegorzewski 
Director, Education and Training Division 
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Dr. Arturo C. Reyes 
Regional Educati~n and Training Adviser 
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AGEUDA 

Monday, 18 November 

Registration and Opening Ceremony 
Orientation 
Medical Manpower 

Tuesday, 19 November 

Co~try Re'POrt Fiji 
The Medical Faculty 
Country Re'POrt Philippines 

Wednesday, 20 November 

Country Report Singa'POre 
The Medical student 
Country Re'POrt Taiwan 

Thursday, 21 November 

Country Report Malaya 
The Medical CurriculUlll 
Objectives of Medical Education 
Country Report Japan 

Friday, 22 November 

Country Report Korea 
Pre-Medical Education 
The UndC'rgra<iuate Medical CUrriculUlll 
Country Report Viet-Nam 

Saturday, 23 Novem.ber 

Country Report Australia 
Evaluation of Students 

x Monday, 25 NoveIllber 

Country Report, 'l'PNG 
The OrgaI'!ization and Administration of Medical School.s 
Country Re'POrt Laos 

Tuesday, 2h Novenfu.ef' 

stsnila.rds of Medical Ecruca:tion 

ANNEX 2 

.. ·f 
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Wednesday, 27 November 

1. Open Forum 

(1) Suggestions and comments on how WHO could help in 
the field of medical educat5.on particularly in the 
Western Pacific Region 

(2) Suggestions and comments on what the participants 
plan to do or should do upon their return in order 
to make use of what has been gained during the 
Conference. 

2 • Evaluation of the Conference 

3. Closing Ceremonies 

4. Field Trip to the Uni versi ty of the Philippines, College 
of Medicine and the University of the East Ra~n Magsaysay 
Memorial Center. 

r 

~. 

, 



• 

• 

- 27 -
.ANNEX 3 

DISCUSSION GUIDES 

I. Basic medical manpo'Wer 

1. What priority can be assigned to health programmes 'When 
considered in relation to total national needs? 

2. What are the major health problems in order of' economic and 
social importance for attack under a health programme? 

(a) Ho'W many of these can the country tackle effectively 
in a f'ive-year period? 

(b) Ho'W should available funds be apportioned between 
curative and preventive services in the programme? 

3 • What types of' medical personnel other than physicians 'Will 
be required to render the necessary medical and health services? 

4. Ho'W do 'We determine the appropriate intake of students in relation 
to faculty and financial resources and the needs of the country? 

II. The medical faculty 

1. Wh&.t are the essential attributes of a good teacher? 
2. What is the appropriate relationship between ability as a 

teacher, as a researcher and in rendering service? 

3. What is a desirable student-f'aculty ratio? 

4. What are the roles of full-time, geographical full-time and 
part-time teachers? 

5. What should be the criteria for appointment and for promotion? 

6. 

8. 

What should be the role of the faculty in teaching related 
programmes such as nursing, Pharmacy and dentistry? 

Should special programmes be established to teach teachers to 
teach? 

What is the role of teachers 'Without the medical qualification? 

III. '!he medical student 

1. What are the major factors that influence students in the choice 
of medicine? 

2. What should be the basic requirements and the mechanism for the 
selection of medical students? 

3. What are the desirable learning processes for medical 
stUdents and ho'W may they be encouraged? 

... / 
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4. What are the personal characteristics and extra-curricular 
interests of the medic~ students? 

5. What are the career plans of the medical students? 

rv . The ob jecti ves of m.edical education 

1. \olhat are the local conditions and basic principles that should 
be considered in formulating the objectives of medical education? 

2. Who should formulate the objectives of medical education? 

3. Are the objectives of medical education in your country being 
achieved? 

V. Pre-medical educadon 

1. What '3.re the essential subjects to be included in a programme 
of pre-medical education? 

2. What should be the relationship between the pre-medical and 
the medical school programmes? 

3. What shctlJ.d be the duration of the pre-medical programme? 

VI. The medical curriculum and methods of education 

1. What should be the general organization and the structure 
of the medical curriculum? 

2. What should be the relationship between the lecture, the 
laboratory, and the demonstration in the basic medic"l sciences? 

3. What i:. the role of the clinical clerkship and the out-patient 
1epartment in the clinical years? 

4. What is the relative value of textbooks, journals, audio-visual 
and other materials? 

5. Which of the newer disciplines such as genetics and newer 
teac~ing methods such as the seminar, family care programmes 
and the use of rural health centres should be adopted? 

6. now should the student's academic performance be evaluated? 

7. What is the relative importance of the different methods 
for evaluating the medical students? 

8. What are the objectives and values to the student of the 
internship? 

-:;. How is the internship organized? 

10. What are the objectives of the programmes of training after 
the internship and how are the programmes organized? 

... / 
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11. Are there adequate opportunities for post-graduate study 
for all. grad:u.a.tes or do they seek trainiDg abroad '/ 

VII. Organization and administration of medical schools 

1. Who should belong to the medical faculty and how should the 
faculty be organized? 

2. What are the responsibilities of the medical faculty in regard 
to such problems as the curriculum, the students and promotions 
and appointments? 

3. What are the role and the responsibilities of the dean? 

4. What should be the administrative relationship of the medical 
school, the teaching hospital, nurSing, dentistry, pharmacy 
and oth~r health programmes? 

VIII. MaintainiDg standards in medical education 

1. Who should be responsible for maintai!ling standards of medical 
education in a country? 

2 • What criteria should be considered in the evaluation of the 
programme of a medical school? 

3. What shculd be the organization and programme of national 
associations which have been established for the advancement 
of medical education '/ 
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Press Release wp/36 
15 November 1963 

HOW CAN WE TRAIN THE IDEAL DOCTO~? 

- Deans of medical schools c~U~!L,~~~ -

Is the medical student of today being prepared adequately for his role as 

a physician in the service of society? 

This question will come up at a Conference of 22 deans of medical schools 

from Australia, China (Taiwan), Fiji, Hong Kong, Japan, Korea, Laos, Malaysia, 

the Philippines, Singapore and Viet •• ~..; to be held in t::e tmO Conference Hall 

in Manila froo 18 to 27 November. The Conference is expected to review the 

problems facing medical schools in the Region and to sct up some guides to the 

establishment of standards of medical education. 

Sponsored by the World Health Organization, th~ lO .. day conference will be 

I 

attended by observers from the Association of ~erican M~dical Colleges, Confedera-

tion of Medical Associations in Asia ~nd Oceania, China Medical Board, Educa-

tional Council for Foreign Medical Graduates, Rockefeller Foundation, United 

States Agency for International Development and the t';orld Medical Association. 

The conference will be the first of its kind in the t>lestern Pacific 

Regf.on. Some of the topics for discussion are admission requirements and 

selection of students, medic;al curriculum and method of teaching and basic 

manpower requirements. 

Here are some of the points which various speakers \lill put before the 

meeting: 

* ~bile the student must be trained in the constituent subjects 

of human bie-logy and learr. hi,. f'undamel'1ta. 1 & '::: .. Oll: exrartt' in the various 

disciplines, he should also be made aware of the fact that his final 
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goal is a concept of the whole man and the influence his environment exerts 

upon him. The function of medical schools is to provide such educational 

opportunities and to imbue doctors with a sense of their duty to society. 

* We still need a scientific physician, well trained in laboratory and 

clinic. But we need more, a social physician, who, conscious of developments, 

conscious of the social functions of medicine, considers himself in the service 

of society. There is no point in training doctors primarily for city practice 

among the upper middle class. The overwhelming majority of all patients con-

sists of people of very modest means, or even of indigents. We must break down 

the barriers between preventive and curative medicine, and must place the 

emphasis on the promotion of health and the prevention of illness. 

* The progress of a medical school, and ultimately the value of its con-

tribution to national life, are largely dependent upon the care with which it 

selects teachers and students, for it is they who, as a community of scholars, 

will influence and largely determine the character and standard of medical prac-

tice in the cuuntry. Because effective medical faculties are the product of 

slow growth and careful tending, no country can afford to neglect its system 

of education but should constantly strive to improve it. 

* The training of a physician should aim at producing an individual who 

not only has a store of basic knowledge but has also developed critical facul-

ties which will enable him to go on learning. 

* In the interest of the public and to maintain the standard of the 

profession, it is essential for students entering the medical profession to have 

undergone a careful preliminary selection. 

Attached is a list of participants and conference staff. 
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CONFERENCE OF DEANS or MEDICAl. SCHOOLS 
Manila, Philippines 

Australia 

China (Taiwan) 

Hong Kong 

Japan 

Korea 

Particip.·.nts 

Professor Sydney Sunderland 
Dean, Faculty of Medicine 
IT!li.versity of Melbourne 

Dr. Frr.nk R. l1agarey 
Dean, Faculty of Medicine 
University of Sydney 

Dr. Huo-yao Wei 
Dean, College of Medicine 
N~tional Taiwan University 

Dr. Tall-mou p'eng 
Deputy Director 
National Defense Medical Center 

Dr. A. R. Edmonds 
Principal 
Fiji School of Medicine 

Profecsor Arthur R. Hodgson 
Dean, Faculty of Medicine 
Uni ven:;-;. ty of Hong Kong 

Dr. Hiroshi Kumagai 
Dean, Faculty of Hedicine 
University of Tokyo 

Dr. isoo Horii 
Dean, School of Medicine 
Kyoto University 

Dr. Fu:-.io Nakamura 
Daan, Kyoto Prefectural University 
of r,~edicine 

Dr. KAzushige Higuchi 
Daen, Jikei University School 
of Medicine 

Dr. You~g Taek Kim 
President, Soo Do Medical CoUege 

Dr. Saejin Rha 
Decn, College of Medicine 
Seoc.l. Hational University 

Dr. Nhe~ara Chounramany 
Directeur des Etudes de 
l'Ecole Royale de M~decine 
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Philippines Dr. Benjamin A. Barrera 
Dean, College of Medicine 
University of the Philippines 

Dr. Jvse Cuyegkeng 
Dean, College of Medicine 
Uciversity of the East 
Racen Magsaysay Memorial Medical Center 

Dr. Lauro H. Panga.niban 
Dean, Institute of ~1edicine 
Far Eastern University 

Dr. Virgilio Ramos 
Dean, Faculty of Medicine and Surgery 
University of Santo Tomas 

Dr. Floria Velasquez 
Acting D~an, College of Medicine 
Manila Central University 

Singapore Pro': __ ~or K. Shan:nuga;:atnam 
Dean, Faculty of Medicine 
University of Singapore 

Viet Nam rrc=,~-:::,C7:::' i'~~'~ '. ~ ~~'-'.'.l Tam 
!>~J.:":7 ~·..:,:-!~.ty of l:·;dicine 
Uni ·.re::sity of Saigon 

Territory of Papua 
and New Guinea 

Dr. Er::'c Wri,.;:.t 
:!'::-~_~:~iF".l, P_,··_~.-:n 1~cd1cal School 
T,:::- ~'i tor j 0 f P"p'-!u and New Guinea 

Conference Staff 

Dr. Ed~'ard Grzegorzewski 
Director, Education and Training 
WHO, Gen eva 

Dr. Johns Bowers 
Consultant in Medical Education 
Formerly Dean of the University of Utah and the 
University of Wisconsin Medi~al Schools, and 
Alan Gr'cgg fellow of the China Medical Board 
to study medical education in Japan and other areas 

Dr. John Ellis 
Consultant in Medical Education 
Head, Association for Studies on Medical Education 
in the United Kingdo.::. 

Dr. Arturo C. Reyes 
Regional Adviser on Education and Training 
WHO. Manila 
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Press Release WP/37 
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....Appraisal of Medical Education in the Western Pacific-

Leaders in the field of medical education in 12 cruntries and territories 

and observers f'rom international medical associations today began a lO-ciay 

appraisal of the educational 5,1stem for physicians in the Western Pacific. 

The Conference was opened ill. the WHO Conference Hall in Manila by 

Dr. I. C. Fang, Director of the World Health Organization1s Western Pacific 

Regional Office. Dr. Fang said that medical education faces a tough job, 

adding that "medical knowledge is growing at such a rate that it is an 

increasingly hard task for the professor to keep ahead of the p1pil". 

There are today more than 4,000 medical jrurnals and periodicals p1blished 

tbroughoot the world and the public are now demanding the right to enjoyment 

of the highest attainable standard of health, Dr. Fang stated. He said"however, 

that there is one hopeful thing about the situation - "that is that the BWift4' 

changing problems it faces are in very martY cases caused by manls own wit and 

ingenuity - and his wit ani ingenuity should be good enough to solve them". 

"l'o the countries in dire need of medical services it once seemed a good 

" idea to lift piecemeal the physician-training systems of more developed 

oountries. Experience"hOW'ever" has brought the realization that the training 

of phySicians has to be adapted to local conditions if it is to be of real. 

value in meeting local needs" 11 Dr. Fang declared. 

Dr. Edward Grzegorzewsld." Director of Education and Training, WHO 

Geneva headquarters" spoke on the uni""rsal trend to anaJ.;vze medical education. 

He ssld that meetings of leaders in medical education help determine the 

developnent of the training system for p!vsicians and the future solutions 
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to the problems of medical education. 

At the start of the Conference a paper on the medical manpower require

ments in the Western Pacific was presented by Dr. Lloyd Florio, chief of the 

health division, U.S. Agency for International Developm~tlt (AID) in the 

.~ Philippines. 

Stating that no country, including those in the region, can exploit the 

medical knm-lledge now available, Dr. Florio said there are internationally 

minimal standards for medical education that must be met to help solve the 

problems of admission of graduates to more advanced studies abroad. He stated 

that the phySician graduate usually will not settle in the impoverished rural. 

areas without medical or cultural facilities. 

"r am reluctantly being forced to the conclusion that too many students 

enter medical school, not to become members of a humanitarian profeSSion, 

but to have greater social prestige, to gain a higher incollH3 and to work 

in urban centres, if in fact they work in medicine at all," Dr. Florio 

declared. 

Discussions on questions affecting medical faculties, such as the essential 

attributes of a good teacher, desirable student-facuJty ratio, and the role of 

f'ulJ.-time and part-time teachers, will start tomorrow (Tuesday, 19 November). 

A paper on this subject will be presented by Dr. John R. Ellis, VIlO Consul.ta.nt 

to the Conference. Dr. Ellis is secretary of the Association for the Study 

of Medical Education in the United Kingdom. 

Reports on the state of medical education in their respective countries 

will be presented by the participants in the course of the Conference. This 

Conference groups together, for the first time, deans of medical schools in 

Australia, China (Taiwan), Fiji, Hong Kong, Japan, Korea, laos, Malaysia" 

~ the ibilippines, and Viet Nam. 
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ORIG:mAL: EmLISH 

THE ORGANIZATION AND AllilliISTRATION OF A MEDICAL SCHOOL 

by 

John Z. Bowers, M.D. 
WHO Consultant on Medical Education 

The organization, administration and operation of medical schools d1f'f'er 
from country to country and within countries as well. yet we can establish 
certain fUndamental needs which are inherent in the successful operation of 
any medical school - indeed in any scholarly programme. 

The first of these is the need for the definition of the objectives 
of the school of medicine. In establishing these objectives consideration 
should be given to the needs of the country or community in which the school 
is estabJ.1shed. What are the problems in regard to the total supply of 
physiCians, the requirements in the specialty areas and the distribution of 
pb,y8icians? Such questions to be answered meaningfully require an understand1llg 
of the total health programme and the health needs of a. country. A med1cal 
school cannot live in isolation from the people who are 1ts prime consideration. 
The development of meaningful answers to these questions requires an obJective, 
statistical study of the health problems and needs rather than Simple generali
zations. For it is the responsibility of a modern medical school to follow 
the changes in the health patterns and to adjust the programme periodically 
according to these needs. 

Question: What are the health needs of the country or the community? 

:It After a determination has been reached on the needs of the country 
the medical schOOl can then set 1 tseU to the task of defining the programme 
of the school. Any medical school carries three inherent responsibilities: 
education, service and research. :rt is important to reach considered decisions 
in each of these programmes; and in the process it is important to bring the 
:faculty into the key role. For it is only by a clear understanding of the 
miSSion of the school that a soUd and effective programme can be developed 
by the faculty. 

Question: What is the missioll of the medical school? 

The educational programme will be the subject of a special section of 
this conference so we can consider here the research and service roles of the 
school. First, the research progr&UIIIIe. We would all a.gree that the development 
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of new knowledge is an essential function of an educational institution. 
yet the research programme should consider the special problems of the 
country which it serves. If there is a high incidence of cerebral vascular 
accidents, surely the country will look to the medical faculty for programmes 
which will hopefully alleviate these problems. Ii' on the other hand, hepa
titis is a major problem, the transmission, the habits of the virus, the 
diagnosis at early stages and the prevention and treatment of the disease 
will be of interest to the community. These considerations are of importance 
in the appointment of new faculty members, through which avenue new approaches 
to indigenous problems may be introduced, as well as in the training of young 
graduates for eventual faculty careers. 

Question: What special research areas are important for the programme? 

Although service and research do not on the surface appear to be related, 
there is a close similarity in the development of the programme. The service 
needs and the research needs may be quite similar. Further, the clinician 
who is interested in a special research field will be eager to have &ccess 
to patients suffering from diseases in his area of interest, and in his desire 
to gather clinical material for his researCh progra.mmas be will establish 
speCialty clinics that will bring to the patients the newest advances in the 
diagnosis and treatment of the diseases that tall in his special area of 
interest. In these days of intense medical specialization it is important 
to not only consider the special needs of the co:mnunity but as well as the 
need for some balance in developing the faculty programme. It is difficult 
to operate effectively without a well-trained cardiologist who is skilled 
in the diagnosis of congenital heart disease or without a psychiatrist who 
is familiar with modern approaches to understanding the background and 
treatment of psychiatric disorders, including the problems of childhood 
and adolescence. 

Question: What medical service progr&lllllles are special needs of the 
community? 

FOrtunately medical education in the world has not fallen into any 
stereotyped pattern in which each country and each medical school follows 
religiously the patterns of all other countries. yet medical education in 
the world has developed along several patterns from the west, namely 
Germany, Britain, France and the United States. The German pattern which 
had a great impact in the last half of the 1l1i.l.et~c';th century andrM.ched its 
zenith in the early years of the t;;entieth century is responsible for the 
eJDihasis on scholarly research in the basic science depa.rtments, and 
particularly for emphasizing the interaction between the fundamental sciences 
and the clinical branches in the application of new knowledge. 

The French and British systems traditionally emphasized the art of 
clinical medicine and clinical teaching at the bedside in contrast to the 
Teutonic emphasis on the lecture and the clinical or laboratory demonstration. 

The American system has developed from intercourse with all three of 
these European systems, with the German influence in the basic science 
departments and the clinical teaching modeled particularly on the British 
pattemof clinical clerkship or teaching at the bedside. 

... '" . 
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In Asia, the educational system varies according to the country of 
contact - the German system in Japan, the French system in Viet·Nam, and 
the British system in Malaya. Similarly the pattern of organization of the 
medical schools differs, but in general, the European pattern emphasizes the 
assumption of power by the professors who are constituted as the medical 
faculty. 

One of the most interesting developments in medical education in 
recent years has been the free exchange of ideas between countries as 1 • 
exemplified in this conference and the changing pattern of medical education 
through international influences. In regard to the responsibility for the 
programme of the medical school there is a trend toward brill@jing younger 
members of the faculty at ranks below the professor into greater participation 
in the affairs of the medical school. This places the professor in a more 
responsible role for communication with the members of his department to 
assure their full understanding of the affairs of the school. It also 
affords an opportunity for the delegation of responsibility for various 
segments of the programme with the final decisions still resting with the 
professor. 

Question: What is the appropriate role of faculty members below the 
rank of professor in the affairs of the medical school? 

Corollary with the question of the role of faculty members below the 
rank of professor is the question of the orsan1zation of the faculty and 
conmunication within the me4ical school. If there is to be a unity of purpose 
by all individuals engaged in the teaching, research and service progr&Dllles 
there should be some greater feeling of participation by them in the affairs 
of' the school. The tradition of responsibility for the III!LJor decisions 
resting with the heads of the departments has many advantages, chief of which 
is that they will be appointed with their breadth of purpose in mind and will 
carry their responsibility in a continuing manner. At the same time some 
mechanism for further communication through departmental meetings or through 
periodic meetings of the faculty n:ay be desirable. 

This leads us then to the consideration of the membership of the 
faculty. The trend is toward the continuation of responsibility in the heads 
of the departments as the executive committee of the faculty and the appoint
ment of associate and assistant professors as members of the faculty which 

~ meets periodically to express opinions and consider the teaching programme 
and the general problems of the medical school. 

Question: What is the most effective organization of the medical 
faculty? 

A medical faculty carries man1:f'old problems and responsibilities including 
the curriculum, the appointment and prolOOtion of new faculty members, the 
establishment of standards for accepting students and the process of admission, 
and the evaluation of the performance of the students beyond the ratings of 
the departments. The orsan1zstion of the faculty requires the appointment 
of' various committees to handle these problems and to make recommendations 
to the appropr:l.&te body. 
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Question: What should be the committee structure of a medical faculty? 

The role of the dean in the affairs of a medical school bas great var1e.
tion. He my have substantial authority in making broad deci'sions or on the 
other extreme he may function solely as the voice of the faculty. Among his 
possible responsibilities might be included the day-to-day administration of 
the school, which is frequently delegated to an administrative or business 
officer. yet he may carry other leadership responsibilities such as the 
recruitment of new faculty members, especially departmental chairmen; the ~ 
stimulation of continuing review of the curriculum; the assurance of a proper 
balJl.nce between teaching, research a.nd service; contacts with the medical 
students; the relJl.tionship between the medical school and other areas in the 
university; the relationship with the alumni; and perhaps most important, 
the assurance of a forward-looking programme in the medical school. The res
ponsibilities of the dean should be defined and supported, for they are 
numerous. 

Question: What are the role a.nd the responsibilities of the dean? 

As suggested earlier, a medical school carries responsibilities that 
embrace teaching, research and service. There iscunomarily at least one 
teaching hospital in assoc1e.tion with a medical school. FUrther I the prograume 
of the medical school frequently relJl.tes closely to the educational progr&\lllleS 

in other health profeSSions such as nurSing, dentistry, medical technology I 
public health and related fields. These may be organized as a medical centre. 

Question: What is the proper organization of the various university 
progra.mnes in the medical and health sciences? 

The IIBnifold responsibilities of the dean of a modern medical school 
have increasingly dictated the appointment of one or more assistant or asso. 
c1e.te deans to take responsibility under the dean for various segments of the 
progra.ome. A frequent pattern is to designate an assistant dean for student 
affairs including the supervision of the selection of the stUdents and 
counselling services. A second assistant. dean nay be designated to take 
responsibility for the progre.mme of centinuing medical education and the 
educational prosramme for young graduates who are in residency or post
doctoral training. A third assistant dean IIBY be designated to take respon
sibility for business and financ1e.l natters. Of these perbape the IIIOst 
important is the assistant dean for student affairs. 

Question: How should the office of the dean be organized to assure 
I1BXimum efficiency in the affairs of the medical sChool? 

In the complex a.1'1"airs of a modern medical centre, colllll1Wlication 
within the faculty becomes a difficult but important problem. There should 
be common l1llderstanding of obJectives, of progre.ume developments and 
intonation on the activities of individual members of the faculty. '!he 
develo:pll.ent of colllllll.Ul:i.cation may be accomplished throU8h facul.ty meetings I 
departmental meetings, or periodic publications in the form of newsletters. 
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Question: What channels of communication shouJ.d be established in a 
medical school? 

In summary we can agree that the operation of a modern medical school or 
medical centre is a complex problem. It will increasingly require the full
time or nearly full-time efforts of the dean. To assure the effective develop. 
ment of the programme it is important that careful consideration should be given 
to the establishment of sound principles of organization and administration. 
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(a note by secretariatl ) 

The purpose of this not.e is to serve, together with 
the other papers on the sU"bject, as an introduction to the 
diseussion. Since a comprehensive presentation of the 
matter would make the note too long for its purpose, only 
some aspects have been chosen as keynotes. In view of the 
availability of many satisfactory statements and definitions 
in the abundant recent literature on the subject, no attempt 
has been made to re-word such statements. Instead a 
limited selection of the views expressed by the WHO Expert 
Committee and Stud~ Groups on the relevant issues (and from 
some other sources) is suggested as a base from which 
discussion can start and lead to more specific considerations 
applicable to the conditio~s prevailing in the various areas 
of the Region. 

Some comments have been added on most of the items, 
but it is expected that many other questions will be raised 
and developed in the disc~ssion. 

1. OORODUCTION 

The present stage of development of medical education in most 
countries of the world can be characterized by an unprecedented growth of 
content of its programmes due to the advances in sciences and technology. 
Another outstanding feature is the rapid expansion of medical teaching 
institutions in the newly developing countries and areas. A third major 
development is an intensive sea.r~h for a most adeqUAte organization and 
most effective methods of study in order to facilitate the absorption 
and assimilation of the ever-growing knmrledge within a reasonable period 
of training. 

When conSidering these mattel'S in a wide international pel'Spective 
one key problem invariably comes to mind, i.e., how to establish a proper 
and Just combination of the general universal components of medical 

1 Prepared by E. G~gorzewski, M.D., Director, Division of Education 
and Train1ng, World Hea.lth Organization 
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education, and the specific elements related to the needs and conditions 
of the country, area, or region? Should there be any differences in the 
programmes, teaching methods and objectives in relation to the varying 
region, national and local situations? Should there be any adaptation of 
the foreign patterns to the local conditions, and, if' so, can we find out 
specificall:y what those adaptations should be? 

A broad analysis of the general trends in medical education on the 
one hand, and of the close examination of the range of specific local 
needs and conditions on the other, should yield helpful guidance for the 
developing medical schools and for international co-operation in this 
subject. 

Regional and national discussions provide a most suitable 
opportunity for such anal:ysis and for reconciling the desire to maintain 
the high world-level quality standards of knowledge with the specific 
requirements dictated by the varying local circumstances. 

2. ADVANCEMENT IN MEDICAL SCIENCE AND ITS INFLUENCE ON THE 
UNDERGRADUATE MEDICAL CURRICUWI( 

In a paper prepared for a WHO Expert Committee-/ .. the late 
Henry Sigerist wrote: "A highl:y developed phYBialop, USing complicated 
methods of chemistry and phys les, has become the. backbone of every 

, 

medical field. New l1lethods of treatment have made pos.sible the curing of 
diseases that were deadl:y onl:y yesterday. Publf.e heal.th no longer limits 
its field to the traditional tasks of quarantine, sau1tatiotl, etc., but 
has moved closer to the individual, and has established services for the 
care of' pregnant women, infants, school children, and f'ar'the combatting 
of' social diseases such as the venereal diseases, tuberculosis, and 
industrial diseases. As a result of these developmen.ts ~ the incidElnCe of' 
illness has changed completely. Acute diseases are no longer in the 
foreground, but the chronic diseases of IlIl.ture and old age, those diseases 
that require close and steady supervision by the physician. Medical 
science is sufficientl:y advanced today to give the physician the 
scientific means necessary in order to practise preventive medicine on a 
large scale." 

An Expert COllUl1ittee Report on the Teaching of the Basic Medical 
Sciences in the Light of' "MJdern Medicine" emphasized the increasing 
importance of these sciences for the study of medicine. 

2"There is little doubt that the study of mathemtics is a 
particulArl:y effective means of' training in exact thought ••• the increas
ing applications of quantitative methods in the medical sciences lead 
inevitabl:y to IlIl.thematical and statistical concepts ••• 

"During the past century, none of the ~ic sciences of' medicine 
has undergone so profound a change in relation to the medical curriculum 
as biology ••• In a modernized twentieth century f'orm, the teaclJ1ng of 

lvnnublished document WHO/Educ/110 
2Wld Hlth·Org. techno Rep. Ser., 1961, 209 
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biology could provide numerous opportunities for illust:-ating the 
scientific background of many of our present-day practices in the field 
of prevention. Moreover, few aspects of the .basic medical sciences, 
among which purely technical knowledge inevitably figures prominently, 
are so admirably adapted both through historical development and current 
beliefs to contribute an element of a liberal educ~tion ••• 

"The concepts of chemist:2, permeated the whole of the medical 
course, and an inadequate preliminary training in this subject was a 
grave handicap to any student throughout his preclinical and clinical 
education. Two of the conventional divisions of chemistry - physical and 
orsanic chemistry - are of outstanding importance for the adequate 
comprehension of the ideas of biological and pathological chemistry ••• " 

Specifically the progress in radiation medicine was explained in 
another report1 of the Expert Committee: "within the last few years, it 
has grown increasingly apparent that mere oocasional references to the 
potentially pathogenic effects of ionizing rad:f.e.tions no longer suffice 
for the edJJ.cation of a mediCal practitioner who is to pass his professional 
life in the era of atomio energy ••• The era in which atomic reactors 
will be increasingly employed as sources of power is only beginning, and 
the medical profession - quite irrespective of its wishes in the matter - is 
being brought abruptly face to face with new hazards as well as with new 
potent:f.e.l1ties ••• While it is imperative, therefore, that medical 
undergraduates be made familiar with these newer conoepts and their 
current place in present-day medioine, such students must also be equipped 
with a foundation of basic theoretical knowledge upon which they can buUd 
effeotively in the future." 2 11The rapidly extending employment of atomic 
power and the industr:f.e.l applications of radioactive isotopes are intro. 
duoing problems that for the most part are entirely new ••• MillY of these 
problems will necessarily only possess a local significance, but with the 
increaSing oomplexity of industrial methods and techniques and their 
introduotion into parts of the world which in the past have been mainly 
ensaged in 'pr1u8ry production, I the need for pathologists to be 
prepared to encounter new syndromes am diseases grows greater yearly." 

The achievement of the basic sciences was accompanied by the 
progress in their application in all fields of medicine, and particularly 
in nutrition, immunology, haematology, anaesthesiology, endocrinology, and 
other important subjects. 

The effectiveness of medioine has visibly increased as a result 
of the scientific progress although it is claimed that even in advanced 
countries the actual application of the already existing knowledge J.ag8 
behind the potent:f.e.l achievements. 

Another oonsequence of the advancement of scienoe is that: 
"Medicine has now become h18hly technical and spec:f.e.l1zed. Within the 
medioal profession itself it has beoome impossible for a physioian to 
utilize all the knowledge available today. This has resulted in the 
development of a corps of specialists who are able to place modern 
advances at the service of the community. In addition, certain parallel 

lWld HUh Org. techno Rep. Ser., 1958, ~_ 
2wld Blth erg. techno Rep. Ser., 1959, ~ 
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professions have evolved whose utilization must be made a part of 
comprehensive medicine. Therefore, the practice of medicine today is a 
co-operative effort of many groups of health workers, including physicians! 
dentists, nurses, social workers, technicians, public health engineers, 
chemists, and many others. The manner of such co-operation cannot be set 
forth under any universal formulation, but must be approached and solved 
within each society in accordance with its own concepts ••• all of the 
sciences familiar in medical study must contribute to an understanding 
of the living person as a grOWing, developing, and maturing organism in 
an active and living environment. ,,1 

"The demands for technical knowledge that have followed the 
revolutionary advances in medicine often endanger the education as 
opposed to the training of the medical student, and the pressure that 
scientific studies exert tends to operate earlier and earlier in school 
and college life. The need for the maintenance of a balance between 
humanistic and scientific studies was discussed at length ••• 112 

The growing body of knowledge has resulted in continuing additions 
to the teaching programme and a serious problem has emerged how to 
accollllllOdate the necessary material within the curriculum and within the 
assimilating possibilities of the student. 

3. THE INFLUENCE OF SOCIAL AND ECONOMIC FACTORS ON THE 
CURRICULUM 

"The character of medicine at any time and in any place is mainly 
determined by two factors- the stage of development of scientific and 
technical knowledge, and the social, economic, and cultural structure of 
a given civilization. Although, theoretically, the body of scientific 
facts available to one society is also available to another, the variations 
in the utilization of this knowledge are related to the great differences 
in the societies. Such factors as standards of living, religious beliefs, 
and degree of urbanization and industrialization must necessarily form the 
setting against which medicine must be examined ••• A further step is the 
consideration of the patient not only as a complete individual, but also 
as a component part of /;lis social environment - in fact, as the fundamental, 
indivisible unit of society. Physicians of the future should have complete 
understanding of the society served as composed of individuals and groups 
(i.e., families) whose health and disease problems are affected by the 
physical, psychological, and social environment within which they live -
thus, 'social medicine.' 

"In order to avoid another fragmentation into several kinds of 
mediCine, many persons use the term 'comprehensive medicine' to include 
the practice of somatiC, psychic, social, and preventive medicine. One 
of the important aims of undergraduate medical education must be to help 
prepare the student for his future role as a practitioner of comprehensive 
medicine. 

lwld Hlth erg. tecb.n. Rep~ Ser., 1953, §2. 

2wld Hlth erg. techno Bep.f5er., 1961, 209 
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"The medical teaching institution should be the focal point of 
medicine 1n its society. Only through combining the knowledge of science 
with its faculty's familiarity with the social and cultural milieu can 
it promote the purposes and objectives of medicine. 

"The medical teaching institution, by disseminating its knowledge 
and attitude through the students whom it prepares for medicine, fulfils 
its role as an influence on the future of medicine in that society. The 
way in which the institution can exert a positive influence is by 
analysing developmental trends in its society and by anticipating them 
in teaching programmes. ,,1 

The role of nutrition has been emphasized: 

"For the greater part of the world the diseases of faulty nutrition 
are those associated with poverty and ignorance, but evidence is growing 
that in certain countries the rising incidence of some diseases may be 
attributable to excessive consumption of certain kinds of food, especially 
those of animal origin. 

"The effects of variations in the amount and composition of diets 
on hWl8n beings are much more complex than is cOllDllOnly supposed. In both 
hWl8n and animal studies in the past, great emphaSis has been laid on the 
results obtained with different diets during the period of growth, the 
unjustifiable assumption being made that the greater the rate of growth, 
the better the nutrition may be presumed to be. What the effects of such 
diets are in later life once the phase of growth has passed has hardly 
yet been studied, although in a world whose corporate welfare is coming 
to depend IIlOre and more on the physical and mental vigour of men past 
middle age, such knowledge is becoming increasingly important. The 
jl8.thological features of plethora may thus prove as important a study for 
thehWl8n race in the long run as the much more obvious disorders of 
ma1.nutrition.,,2 

3.1 Early introduction of social concepts 

"If social concepts are introduced early in the study of medicine, 
it becomes not only natural, but also necessary, that man be understood 
as a social organism. As such, he reacts to, and in turn influences, 
directly or indirectly, all other. elements involved in his environment, 
whether they be physical, psychological, or social. It is in this 
context that the student can begin to appreciate earlY the true 
significance of the patient-physician relationship." Y 

"we still need a scientific physiCian, well trained in laboratory 
and clinic. But we need more, a social physician, who, conscious of 
developments, conscious of the social functions of medicine, considers 
himself in the service of society. There is no point in training doctors 
primarily for city practice among the upper middle class. The over
whelming majority of all patients consists of people of very modest· 
means, or even of indigents. We must break down the barriers between 

1 'Wi~ fIlth Org. techn. Rep:' Ser., 1953, 69 
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preventive and curative medicine, am must pla.ce the emphasis on the 
promotion of health and the prevention of illness. More can be done 
under existing conditions by cultivating the history, sociology and. 
economics of medicine. III 

In the same document Sigerist proposes an outline of a course on 
the sociology and economics of medicine: 

I. Foundations 
1. structure of society 
2. The new technology of medicine 

II. The incidence of illness 
1. Recent changes in the incidence of illness 
2. social distribution of illness 

III. Supply and distribution of medical personnel and 
equipment 
1. Physicians (general practitioners and specialists), 

dentists, nurses, techniCians, etc. 
2 • Hospitals, sanatoria, la.boratories I etc. 
3. Public health services 
4. Industrial health services 

rio The costs of illness 
1- costs of medical care 

(a) Costs of personnel (incomes of physicians, 

~~ 
dentists, etc.) 
Hospital economics 
Costs of drugs and appliances 

d) Miscella.neous expenditure 
2. IJ:>ss of wages 
3. capital losses through premature deaths 

V. Methods to meet the costs of illness 
1. Voluntary insurance 
2. Compulsory insurance 
3. Public services 

VI. Recent trends in medical organization 
1. Group practice 
2. Health centres 
3 • Health districts 
4. Special problems of rural health services 
5. Democratic control of health services 

vn. Critical sWllllll!l.ry and outlook. 

lye S~rist ~p.cit 

1 

.. . 
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Ginsberg and Titmuss, in a working paper for the Expert Committeel 
proposed the following topics for a course in medical sociology for pre
clinical students: 

L 

2. 

3. 

4. 

The distribution of the population 
Occupation and social class 

Town and country 
Types of habitat 
Housing 

The family and group relations 

The structure of the medical profession 
The place of the doctor in different types of town and 

villages 

5. Systems of medical. care 

6. Occupational. and class differences in morbidity and 
mortality 

Occupational. physiol.ogy and pathology 

7. Social differences in nutritional. habits 
Fami~ budgets 
Social differences in infant feeding and training 

8. Social factors in mental. diseases 

9. Problems of heredity and environment 

l.0. Methods of estimating overall. health of populations 
Standards of normal.cy 

11. Social needs and social services 

12. Summary: Medicine in a changing society 

4. BROAD OBJECTIVES OF UNDERGRADUATE MEDICAL Enu:::ATION 

Much attention has been given to the formulation of the objectives 
of medical education in many recent meetings. It seems that there is a 
broad universal agreement about the ultimate aims of medical education 
as the highest achievements of the educational. and self-educational 
process. However, the realistic considerations of the ways and stages 
l.eading to this ideal. require a good deal of reconciliation between 
what is desirable and what is practi~ attainabl.e. Furthermore, 
since medical education is a l.1fe-long process, of which the under
graduate course is but a stage, the latter I s objectives should be 
considered in cl.ose relationship with the stage which precedes it 
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(i.e., geural education before medical studies proper), and particulAr~ 
the stage which follows it, i.e., the graduate, post-gra.duate and other 
forms of training helping to adapt the knowledge acquired in the medical 
school to the requirements of medical work. Depending on the organization 
and possibilities of that last stage, and the organization of medical work 
in the country, the objectives of medical undergraduate education vary 
considerab~, particularly as to the degree of practical preparedness 
expected from the graduate. In some countries the young medical graduate 
is expected to be prepared to undertake, if' necessary, some practical work 
with o~ little supervision. In others, the main emphasis is laid on the 
scientific knowledge, the development of medical judgment and capacity for ~ 
further self'-education and studies, with the practical side of medicine 
left for further stage of ho.pital training and experience under supervision. 
'lhese variations are dictated by the needs of the country, sometimes by the 
prevailing concepts and "philosophies", but they naturally int_nee the 
structure and the content of the c'urr1culum, and the educat,l.onal process 
to a large degree. 

"Tbe student may be considered as the principal vehicle by which 
medicine is projected into the future. The time which he spends in a 
medical teaching institution must be viewed as a phase which is affected 
by what has passed before, and aspects of his development are· those 
which have been understood for many generations, namely 1 the acquisition 
of t:Bf:tual knowledge and skill in its application. More recently, 
appreciation has been shown of the institution's role in fOrming the 
student's attitudes and in assisting him in his psychological growth. 
Now it becomes important to develop within him a comprehension of the 
meaning of society in relation to his future role as a physician."l 

"Most countries view the undergraduate curriculum as intended to 
form all-purpose basic practitioners." 

The Fac~ty of Medicine of the University of Chile sees one of 
the aims of medical education as the training of a "basic, und1fi'erentiated 
type (of physician), according to the health needs of the country." In 
addition, the phySiCian should be able to teach himself' through the rest 
of his professional life; he should "understand man in his complex 
unity, lI8de up of his three main aspects: biological, physiological and 
social." In other words, the phySician should not be a specialist but 
should grasp the un1 ty of man and his environment. 

The Association of American Medical Colleges feels that medical 
education must provide an incentive for active learning on the part of 
the student; that the physician's education should primarily enable him 
to acquire further education; and that medical education should include 
"consideration of social, emotional and environmental factors in health 
and disease," as well as "medical ethics, legal mediCine, biostatistics 
and medical genetics." 

Tbe Swedish undergraduate medical education aims at giving basic 
theoretical and clinical training; not at producing a phYSician capable 
of going 1mmediate~ after graduation into medical practice, but at 
forming a physician capable of carrying on in a hospital the work of a 
Junior clinician. 

41ld llltb. ~g. techno Rep~ Ser., 1953, §2 
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In the U3SR undergraduate education is arranged to produce general 
practitioners (therapeutists) and somewhat specialized "paediatricians" 
and "physician_hygienists" (see also in Section 6 under "Elective studies"). 

"The training of a physician should aim at producing an individual 
who not only has a store of basic knowledge but has also developed 
critical faculties which will enable him to go on learning. At the end of 
the undergraduate training the young physician is not a specialist in any 
sense of the word but is capable of undertaking junior, supervised work 
in a hospital, and thereafter is suitable material for training as surgeon, 
internist, hygienist, family doctor, teacher, investigator, etc."l 

''Without departing from this general principle, the needs of 
various countries will impose varying demands. In some countries the 
principal need is for physicians to take Charge of rural areas in which 
they must be, in a large measure, self-sufficient. In other more 
urbanized countries a greater degree of specialization, e.g., in surgery2 
internal mediCine, and the various subdivisions of these, is important." 

Hence it would be helpful if, after adopting some basic general 
objectives each country, and perhaps each school, could establish some 
specific objectives particular to its own situation and related to the 
needs of its own community and country. These objectives should be kept 
under constant review and be revised when necessary. The natural 
consequence of the formulation of both the broad and the specific 
objectives should be the adaptation of the programme and the educational 
process to these objectives. 

5. SYLlABUS 

The development of the syllabus should be a direct consequence 
of the objectives of the medical school and its educational resources. 
usually the trends in the countries leading in a given period in 
scientific or practical medical development strongly influence other 
countries which tend to imitate them. Unfortunately, in this process 
not always the necessary adaptations are made to the local Situation, 
and thus the benefits of the "transplantation" are greatly reduced. 

The influence of the scientific progress and of the social factors 
on the medical curriculum has been mentioned above (sections 2 and 3 
respectively). Some further views follow: 

The First World Conference on Medical Education stated: "The 
undergraduate curriculum cannot embrace the whole theory and practice of 
medicine (nor attempt) to teach the techniques required in the practice 
of specialties. It must limit its aim to laying the foundation of the 
doctor's training; it should be concerned, not with presenting masses 
of factual data, but with indicating the scope, potentialities, duties 
and responsibilities of medicine, both curative and preventive; it must 
emphasize with cogent illustration those basic principles which are 
indispensable to all forms of medical practice." 3 

l'~2 Hlth argo techno Rep. Ser" 1962, ~ 
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The medical curriculum needs to be analyzed in the light of the 
community's existing and future needs. Qualitatively, decisions must be 
made on the subjects and fields of study to be included, and, 
quantitatively, on the amount of time assigned to each in relation to the 
general time-sequence of the medical course. In certain countries, 
relative homogeneity has resulted in a standard curriculum for all the 
medical faculties, sometimes formalized through governmental decree. In 
other countries, there is great latitude, limited only by the require
ment that the student pass a broad, final examination. 

"The general education of the prospective medical student should 
extend over at least 12 years. It should include the humanities, physiCS, 
chemistry, mathematics, and biology. In some countries the standard of 
education in chemistry, phySiCS, and biology reached during this general 
stage is suffiCiently high to enable the student to commence immediately 
the study of the so-called pre-clinical subjects of anatomy, physiology, 
biochemiStry, etc. .In other countries the period of intensive instruction 
in the basic sciences of chemistry, phySics, and biology may come during 
the first year at the university or during the early :p!lases of training 
in a medical school that is not part of a university. "1 

"In modern medical courses, two, or at most three, academic years 
can be spared for preclinical education. It is therefore of great 
importance that the medical educator should seek to arrange this 
relatively short period to the best advantage and to adjudicate equitably 
between the rival claims of the teachers in the different subjects in 
their understandable competition for the student's time. Opportunities 
must be found for instruction in the newer sciences, such as cytology and 
immunology, if the potentialities of modern medicine are to be exploited 
to the full, and this can only be done if the less valuable features of 
the more traditional subjects are reduced or even eliminated.,,2 

"The main emphasis during the first half of the curriculum is on 
the normal structure and function of man. 

"Sometime during the second year students should commence 
pathology, taught mainly as the logical extension of the study of the 
function and structure of man assailed by some injurious factor. In this 
way the preliminary instruction in pathology can be made a bridge between 
the idealized concepts of pure anatomy and physiology and the reality of 
man beset by potential or active destructive influences. '!he second year 
may also include preliminary instruction in applied microbiology as an 
extension of the biology previously studied and in pha.rma.cology 
introduced as an extension of physiology." 3 

"At the end of the second year or, at the latest, the commence
ment of the third, there should be an introductory or transitional course 
lasting some two to three months. This course should aim at giving the 
studeDt the el.ements of clinical medicine, considered as the basis of 
clinical practice. By the end of this course the student should be able 
to identify many major symptoms and physical signs, should have some 
knowledge of the fundamental laboratory tests which elucidate disease 
states, and should be able to relate these findings to a broad classifi
cation of disease in terms of cause and of alteration of function and 
structure. 

1&W1d H1th org. techno Rep. Ser., 1962, 239 

2W1d H1th Org. techno Rep. Ser., 1961, 209 
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"Clinical instruction should in the main be based on sQPerVised 
practical exper!ence, often re:ferred to as clinical clerkship. 'lhe student 
is expected to inform himself of all the circumstances of the patient's 
illness and its relation to the patient's past and present environment. He 
is expected to accompany the patient during any special diagnostic procedure 
such as ~stro-intestinal X-ray, sigmoidoscopy, or surgical operation and, 
if' the illness is fatal, to perform the autopsy and the subsequent histological 
examination of tissues. The student should be able to present his informa
tion on any of his patients to the group on a ward round and to discuss the 
relevant problems with his instructor and his fellow clinical clerks. An 
educational process of this sort brings together in their application to 
clinical practice not only the fundamental medical sciences and the skills 
and attributes of the clinician, but also the principles of' preventive and 
social medicine (the interreactions between the patient and his environment 
- family, housing, work, etc.) 

~se general principles of clinical clerkship should be taken 
as applicable to all clinical disci~lines, necessitating only modification 
in detail for individual subjects." 

"Preventive and social medicine were regarded as of the greatest 
importance, not only in developing countries where communicable diseases 
are still rife, but in all countries where :fruitful results are obtained 
by application of' the prinCiples of epidemiology to the whole range of 
disease (e.g., the study of the geographical incidence of tumours). 

"Biostatistics (particularly medical statistics) is the principe.l 
investigative and analytical instrument of epidemiology and should form 
a strong section of the department of preventive medicine. Every ef'fort 
must be made to introduce statistical concepts at all stages of' the 
student's education; indeed, this instruction can appropriately begin 
during the pre-medical period in physics and biology and is especially 
applicable to anatomy, where, in human anthropology, biostatistics 
achieved some of its most startling triumphs. rt is also essential to 
the rational study of' drug action. In brief, biostatistics is a 
fundamental ingredient of the philosophy of science. 

liThe department of' preventive medicine should a1so be responsible 
f'or ensuring that tbere is adequate instruction, throughout the entire 
educational system, in the prevention of occupational diseases and in the 
relationship of health and disease to the structure and organization of' 
the connnunity. 112 

"Every medical school should provide opportunities f'or its 
undergraduates to receive some of the.ir training in the setting of 
family practice. This experience should be common to all students and 
not confined to those who are likely to become family doctors. '!he 
methods adopted by a medical school in providing teaahing in this 
extramural setting will clearly require to be adapted to the local 
resources and circumstances. 

~ld lIlth erg. techno Rep. Ser., 1962, ~ 
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"At all stages in the training of the family doctor increasing 
attention should be paid to the deveJ.opment of the skill working with 
auxiliary and paramedical personnel. This is particuJ.arly urgent in 
rapidly deveJ.oping countries where, in attempting to meet all the needs 
of the community which he serves l the doctor faces the problem of how 
to strike a balance between preventive and community action on the one 
hand, and the offering of personal curative services on the other. Well
organized co-operation with properly trained paramedical and aux1~ 
personnel wauJ.d multiply the effectiveness of the physician's work."l 

liThe fundamental content of the curriculum shouJ.d be common to 
all countries but in the presentation of the -aaterial, particuJ.a.rly in 
the clinical subjects, there is much scope for emphasis on the problems 
and needs of a particular environment. For instance, in many countries 
considerable emphasis must be placed on communicable diseases, while in 
others the so-called degenerative disorders of middle and old age are 
prominent. In preventive medicine the principal problem of one country 
ma.y be clean drinking water; of another l cJ.ean air; and of yet a third, 
adequate housing. Even in the basic subjects some environmental emphasis 
can be included: in physiology as taught in a tropical medical schooJ.1 
for example I the instruction in thermal regulatory homeostasis wauJ.d 
natural.ly place emphasis on man in a hot environment I while in a northern 
European school the same general principles wouJ.d more properly be 
illustrated by -aan in a cold environment. 

''lIasic medicaJ. curricula ma.y also be expected to 'V'8.17 with ~ 
form of medicine practised in a country. I:f the country i'avours free
iiite'rprise medicine I the basic minimum standards -aay have to be 
caJ.culated to enable the practitioner to meet the needs of patients in 
a system where no supervision is read1J.y available and where consuJ.tations 
have to be requested and take place at the patients' expense. In a 
country where socialized medicine is practised, the minimum standards 
-aay 'V'8.17 with the degree and form of sociaJ.iza.tion.,,2 

A WHO note for a UNESCO Conference on the development of higher 
education in Africa3 provides an illustration of need for adaptation of 
the curricuJ.um to some specific J.ocaJ. conditions: 

"rt is well realized that the African countries do not represent 
a homogeneous whole. They differ to a great extent in their cultural, 
poJ.iticaJ. and socio-economic features. 

"BOwever l most African countries have a number of health probJ.ems 
in C0lllll0U1 such as communicabJ.e diseases I diseases of early cb1J.dboodl 
and malnutrition. The medical curricuJ.um should provide adequate 
i'acilities for the preparation of future physicians to handle these and 
other hea.lth problems not only in individual 'cases,' but to understand 
their cuJ.turaJ. and socia-economic background. 

"In a.d<U.tion to special knowledge of 'tropical disea.ses l ' he 
should be prepared l perhaps more than his colleagues in Europe or North 

lWld ruth Org. techno Rep. Ser' l 1963, 257 

2wld HUh Or!. techn. Rep. Ser., 1962, ~ 
~l1shed document WHO/Educ/ll7 

.. ... 
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America, to use the different measures in the areas of health education, 
nutrition, environmental sanitation, and control of communicable diseases, 
together with those offered by the developing social services. 

"The size and variety of health problems being very great, and 
the medical manpower very limited, it is almost certain that for a 
considerable time, the fully-trained professional personnel will have to 
rely on the help of numerous auxiliary staft in the categories of 
assistants and aides. The physician, in order to make the most 
productive use of his knovledge, will have to be prepared to guide, 
supervise and properly use the auxiliary workers. This orientation shouJ.d 
be included 1n his cwn training. 

"m many instances, the physician in Africa (except in the few 
large centres) will have difficult access to some of the more refined 
laboratory and therapeutic equipment and services so of'ten used at 
present in modern medicine. In addition, due to the scarcity of medical 
staff, he will of'ten be without the immed:Late help of cOQlpetent 
spec:LaUsts. Hence, his training should prepare him to rely more on his 
own knowledge and clinical skill in order to carry out his work in these 
circumstances."l 

Expansion of the curriculum has been suggested in several subjects 
where newer knowledge is rapidly developing, e.g., in genetics, medical 
psychology and mental health, ra.d:Lation medicine, and detailed 
suggestions have been worked out by Expert Committees on the tea.ch1ng of 
pathology, paediatrics, obstetrics and psych:Latry. 

5.1 Genetics 

At an early stage in his preclinical training the medical student 
needs to be :f'am1l:Lar with the hereditary code, the mechanisms by which it 
controls the syntheSis of proteins and particularly of enzymes, and its 
relation to the development of normal traits and inberiteddisease. He 
must become :f'am1l:Lar with chromosome and gene behaviour in meiosis and 
recombination - the alpb.a.bet of the Mendel:Lan scheme. He must be led to 
an intelligent Apprec:Lation of the determination of the phenotype - the 
finished product - througb the interaction of genetic and environmental 
:factors. He must AppreCiate the importance of mutation - gene and 
chromosomal - and its relation to selection in determining gene 
frequencies in populations. 

"A t a later stage, during his clinical years, and preferably 
rather late in his clinical years, he should be required to use this 
knowledge in the study and understanding of genetically controlled 
diseases, many of which are common conditions J and of the more 
numerous instances in which genetic differences are potent agents 1n 
determining whether or not disease develops. If' he knows less than 
this I his equipment is seriously incomplete; indeed, with the 
popularization of scientific knowledge in the press, and espec:Lally 
perhaps on the television screen, he is in danger of knowing ~ss about 
particular points than some of his more 1ntelligent patients." 

l~ld Hlth Org. tU:lil.a. R\ep. Ser., 1962, 238 
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"General genetic concepts, including polymorphism, as well as the 
applications of genetics to preventive medicine should be emphasized to 
the student. If he is made aware of the genetic factors in disease he 
will be better prepared not only for the clinical handling of patients 
but also for raising the general health of the community he serves. 
MOdern medical teaching and research problems require the participation 
of qualified geneticists within the medical faculty. ,,1 

Psychiatry and mental health 

See Annex 1. 

6. ALLOCATION OF TIME WrrHIN THE CURRICULUM 

As important as the time factor is, its length alone is not 
always a sufficient indication of the value of teaching and of its 
results. The way the students' and teachers' time is utilized, the 
effectiveness of the teaching and learning in schools, the organization 
of the programme, availability of suitable publications, teaching 
equ1pnent and practical study facilities, the adequate number of 
instructors and, above all, the quality of the students and of the 
teachers are the factors which determine the results of the time used. 

It is evident that some of the more effective methods of work 
like laboratory, clinical and field training, seminars and tutorials in 
small groups require a large amount of time, a number of experienced 
instructors, and considerable preparatory efforts. Therefore, careful 
study should be made by each medical school and by each department of the 
methods of using their teaching resources in the most productive way 
compatible with the task facing them. In many countries even the most 
progressive teacher has to accept some compromise between his concept 
of modern teaching methods and the teaching resources at his disposal. 

The total curriculum of medical undergraduate studies comprises 
of'ten between 5000 and 7000 hours of scheduled work, not counting the 
clinical clerkship, or equivalent ward work. These are distributed 
through three years in the United states of America, af'ter preceding 
three or four years of scientific studies in college; in France, six 
years - af'ter one year of preliminary scientific studies, and in most 
other countries between five and seven years. The length of an academic 
year also differs; there are schools where effective teaching occupies 
only 30 full weeks during the year, whereas in some others it would be 
close to 40 weeks with a further period of 4-6 weeks of practical training. 

As has been mentioned in section 4, the general distribution of 
time in most instances is as follows: the first period (one-and-a-half 
to three years depending on the total length of the stUdies) -is dedicated 
to medical "preclinical" sCiences with a progressive tendency to relate, 
wherever appropriate, the teaching to elementary concepts of pathology 
and clinical medicine. Introduction to clinical symptomatology, sometimes 

lwld Hlth Org. techno Rep. Ser., 1961, ~ 
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elementary nursing care, takes place toward the end of this period and 
bef'ore the clinical period proper. About the same time the student is 
introduced to the social elements of' medicine and epidemiology. The 
last part of the curriculum, two or more years, are mainly used for 
clinical stUdies. It is interesting to observe that even in France where 
very early access to hospital work used to be encouraged, the new 
programme of studies defers it until after the completion of the courses 
in basic medical sciences (anatomy, physiology, biochemistry). 

NotWithstanding the recognition of the stude.ts' need for rest, 
there is an increasing tendency to reduce the unproductive vacation time 
to an indispensable minimum, and instead to provide some more time for 
non-didactic instruction, practical experience or unscheduled studies 
during the academic year. 

Another trend is to reduce the formal lectures and to include the 
more active methods of training, laboratory and other practical work. 
For example, in the Albert Einstein College of Medicine in New York the 
combined course in biochemistry and physiology amounts to 386 hours, 
distributed as follows, in percentage: 

Lectures 
Laboratory 
Conferences 
Clinical Application of basic 

sciences ~ 
!OO':O 

"The basis of instruction in medicine should be a substantial 
period of clinical clerkship which may conveniently be divided into a 
junior and a senior period with a major portion of the students' time to 
be available for hospital work uninterrupted by formal lectures. There 
should be a considerable number of ward roundS, clinical demonstrations, 
clinical pathological conferences, etc., in all of which the student 
should play an active part by presenting patients and criticizing 
presentationsj this type of instruction should replace formal lectures 
as far as practicable, altho~ a certain number of purely theoretical 
lectures will be necessary." 1 

In several countries the necessary additions justified by 
scientific progress have had to be accommodated in the curriculum without 
extension of the total duration of studies through increase of the number 
of working hours, or of the length of the academic year. In some 
instances it was necessary to reduce the number of hours of some subjects 
which traditionally occupied considerable time, e.g., anatomy. 

There is no generally acceptable rule in proportional 
allocation of time among the subjects, but an attached table (Annex 2)2 
provides some examples from different parts of the world, including the 
ratio of practical work hours to theoretical. 

1Bihd Hltb Org. helln. Rep. Ser., 1962, 239 
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6.1 Elective studies 

Another aspect of the question of allocation of time is the 
variations within the programme providing for some special interests of 
the students. This is also considered to be a way to stimula~e the 
students' active work. Although the undergraduate studies provide 
relatively limited opportunity for elective work, there is an increasing 
interest in such arrangements, and many teachers see in them a useful 
Pedcgo~1co.l. method, provided it is properly employed. 

A few different arrangements can be considered under this 
heading, e. g., allocation of some regular hours throughout a term or a 
year for unscheduled studies in the liorary, ward, clinic, laboratory, 
or in the field on a subject selected in consultation with the teacher; 
a variant of this is student's participation in a research project 
carefully chosen and designed so as not to interfere with his regular 
studies; provision of a "free" term when the student can undertake a 
full-time special study in his school or in another school (sometimes 
abroad in order to widen his outlook and experience), or to concentrate 
on a research project or field work; a choice among two or more subjects 
taught at the same time, several schools provide such elective non
compulsory instruction (often given in some European countries by 
"privatdoEents") • 

In some schools lectures are an "elective" choice because their 
attendance by students is optional, and students can use that time for 
other work, if they prefer to do so. 

There is no general opinion as to the proportion of time to be 
allocated to the "elective" subjects, as there is equally no generally 
accepted view on the scheduled and unscheduled number of hours per day 
or per week the medical student should devote to his st~dies, except that 
nowadays the study of medicine cannot be but a full-time occupation. 

The division of the medical undergraduate studies may be regarded 
as a special variety of elective stUdies arrangement in separate branches 
in USSR and in some of its neighbouring countries. In order to prepare 
the student more adequately for the type of medical work which suits him 
best, he can choose one of the three areas of "concentration:" general 
medicine, paediatrics, or hygiene and public health. The first half of 
the stUdies is the same for all branches, but in the second half the 
subjects relevant to each of the branches are given more attention (and 
more hOurs). It is estimated that the curriculum of these branches 
differs in some 30% of its content. 

The graduates of all these branches obtain the same medical 
diploma conferring on them equal rights but attesting to a special 
suitability for the specified area of medical work. 

Some medical educators suggest a differentiation of under-
graduate medical programmes between those preparing as practical physicians 
and those aiming at preparation for future researchers and teachers. 

--
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Another concept of an early differentiation of the programme was 
to establish schools or separate branches for "rural ll medicine leaving 
the student the choice of whether he prefers to study the "rural" or the 
"urban" branch of medicine. This solution has found only a limited 
support. 

7. INTEGRATION OF STUDIES 

The advancement of specialised knowledge in the various aspects 
of medical sciences and of their practical application has provoked a 
concern that the student faces great difficulty in integrating in a 
harmonious total the masses of facts presented to him by teachers and 
books in a piecemeal and uncorrelated way. Hence the efforts to 
facilitate the student to "integrate" the absorbed knowledge through a 
better co-ordinated or integrated teaching. Of course, the ultimate 
integration takes place in the student's mind and nothing can substitute 
for that, but the method of presentation of the knowledge can make this 
process more effective and less time-consuming. 

"Integration of basic sciences with clinical subjects is now 
the primary concern of modern medical education. In addition to the 
normal procedure of the interdepartmental teaching of allied subjects, 
this integration implies adding to the curriculum considerably more 
mathematics, biophysics and material inducing in the student the notion 
of correlation between structure and function than now exists in most 
curricula. Should this be done all along the curriculum? Should an 
intensive course in these subjects be included at pre-university level? 
At pre-medical level? 

"The difficulties involved in adding this quantity of basic 
material within the time allotted for medical education, without hurting 
the rest of the curriculum, are considerable. 

"The trend towards integrated curricula has been given expression 
in statements by educators in the United States, France, South Africa, 
~reece, Belgium, sweden, ceylon, Finland, Pakistan and other countries, 
but so far only experimental programmes have been carried out to 
implement theBe statements. Nowhere has unanimity of opinion been reached 
on the methods of achieving this integration, although certain methods 
of achieving this integration, although certain methods have gained more 
favour than others. 

"The contribution of the basic SCiences, anatomy, physiology, 
biochemistry, pathology, biology, genetics, radiation physics and 
biophysics to the preventive concept is of considerable magnitude in our 
day and age; by shOwing the student, early in his medical education, 
the role that these sciences play in the ecology and hence in the 
prevention of diseases, a powerful link is established between the basic 
and the clinical science. Many educators complain that this link is 
not clear in the minds of students nor perhaps in the minds of certain 
teachers ."1 

lWld nth Or/?i. techno Rep. J.er., 1.962, ~ 
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Integro.tion of some a.spects of the curriculum 'WllS recommended o.s 
follows: 

Preventive o.nd Socwl Medicine: "In view of the f'a.ct tho.t indivi
dual departments o.re so busily engo.ged with their specific Jobs of service, 
teaching, o.nd research, it is little wonder that they cannot give pr1mo.ry 
attention to the integration of their f'ields of endeavour with othere. 
Although there is increo.sing awareness that no aspect of medical care 
is independent of any other aspect, it is nevertheless urgent to continue 
to emphasize this so that individual clinical depo.rtments will go as far 
as they can in the integration of their work with tb£Lt of others. As 
regards environmental reJD.tionships, a sepa.rote department or Chair of 
preventive and social medicine is needed to assume primary responsibil1ty 
tor that part ot the student's education which is dependent upon the 
study of' the patient in his environmental situation. But, as a depart
ment of preventive and social medicine assumes this responsibility, it 
also finds itself in a position to facilitate the integration ot the 
activities ot other clinical departments in the interest of complete 
care tor the patient and consideration of' the total circumstauces of his 
illness. To tulfil its purpose, the department of preventive medicine 
must use the community as a laboratory for the study of health and illness 
phenomena UDder the same rigid standards tbt.I.t apply to the study of those 
aspects ot disease which must be observed in the science laboratory and 
the hospital ward. "1 

"Pathology should no longer be taught as an isolated discipline, 
but should form part of' a course which is closely integrated with the 
associated sciences of' microbiology, radiobiology and immunology on the 
one hand, and with clinical medicine and surgery on the other. At all 
stages in such a comprehensive course, the possibilities of prevention 
should be emPhasized _ an object that could still more readily be 
attained if' a close working association was developed between teachers 
in pathology and those in social medicine and industrial health.,,2 

'~adiation Medicine: It has become apparent that if the general 
survey of the problem and its possible solutions were to prove acceptable, 
it would be essential that some careful integration of the various 
portions of the courses should be undertaken. Such integration, sometimes 
termed vertical integration, requires the close and cordial collaboration 
of all the teachers wLo make contributions to the course. But since the 
participation will be unequally divided among them, it is felt that the 
major responsibility would usually fall upon the senior teacher ir. the 
department of physics and the senior teacher in the department of 
radiology. By informal discussion with and approach to their appropriate 
scientific and clinical colleagues, those two members of the staff would 
be able to assure a satisfactory measure of continuity throughout the 
pre-clinical and clinical periods and ensure that no matters of' importance 
were omitted." 3 

"Within each unit of' the faculty the curriculum should be 
constructed in relation to the comprehensive overall plan. content must 
be geared to current advances in knowledge and methodology. It is most 

liild filth Or£l. techn. -B6li:' "Scr. , 1953, 69 

2Wld Hlth Org. techno Rep. Ser. , 1959, l'r5. 
~ld Hlth Org, techno :Rep. Ser. , 1958, ill 
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important that content in two parallel courses, such as biochemistry and 
physiology, be correlated so that the student may more easily appreciate 
the influence of one upon the other. Similarly, in the clinical years, 
co-ordination is important not only between departments, but also with 
community health agencies. 

"Through. frequent meetings, consultations, and periodic examt
~t1on of aims and methods, the medical faculty must keep the curriculum 
a dynamic representation of medicine in its broadest sense, both 
currently and in projection into the future."l 

Among the many statements, and endeavours, concerning the 
integration of teaching, it would be of interest to mention at least 
one of the recent recommendations. This was made by the Third ~aference 
of Latin-American Faculties of Medicine in Chile, in November 1962; the 
Conference recommends the promotion of the following general conditions 
which should facilitate the co-ordination of the teaching of the 
different subjects: 

1. 

2. 

3. 

4. 

5. 

6. 

Teachers' awareness of the advantages of co-ordination; 

An adequate proportion of teaching staff in full_time 
employment; 

* Orouping of the subjects in well-defined cycles; 

Establishment of "Teaching Committees" for each cycle in 
order to encourage ''horizontal co-ordination" and of a 
general curriculum committee to promote "vertical 
co-ordination;" 

Organization of the teaching departments; 

Physical proximity of the various places of teaching which 
could lead over to the establishment of common** teaching 
laboratories; 

7. partiCipation of the teachers of one cycle of studies in 
the teaching of the other cycles; seminars in which a 
top~c is dealt with by the professors of the different 
subjects; co-operative conduct of research by personnel 
draiffi from different departments; joint appointments of 
teachers who use a part of their time in a basic science 
department, and another part in a clinical department; 
training in the basic sciences of the teaching staff of the 
clinical cycles; 

8. The participation of the medical and surgical specialties 
in the undergraduate studies should be integrated in the 
teaching of the respective department of medicine and 
surgery. 2 

4ild Hlth arg. techno Rep. Ser., 1962, 239 

2Tercera Conferencia de Facultades Latino Americaoas de Medicina, 
26-30 noviembre 1962, Chile 

*e.g. the basic pre-clinical, cllnical, graduate and apec1Allzatlon. 
**1...e. multi.·disciplinary. 
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!Jepending on the circumstances prevailing in medical schools, the 
degree of possible integration of teaching will vary, but everywhere there 
is room for some, be it only modest, improvement of teaching by 
co-ordinating efforts of the teachers, avoiding useless repetitions and 
helping the student to obtain a deeper and wider handling of the problem 
through "multi-disciplinary" presentation of its various aspects. 

The advancement of sciences brings more evidence of the inter
dependence between the various elements, processes and manifestations -of 
life in health and disease. This is another powerful stimulus for 
studying them in a correlated and not disintegrated way. 

8. CONCLUDnm REMARKS 

The curriculum is the teaching plan with the help of which the 
school expects to attain its educational objectives, but the plan itself 
cannot achieve this purpose. Its success depends on a n~~ber of other 
elements indispensable for its materialization which are discussed in 
other papers, e. g., quality of the teaching staff, the teaching 
faculties, etc. 

The usefulness of the curriculum depends also on the degree of its 
suitability to the conditions in which it is to be carried out. 

If the considerations outlined in this note can be accepted as 
the general base, it would be useful to examine further whether more 
specific conclusions or recommendations can be worked out on the 
adaptation of these general principles to at least some of the particular 
situations in the countries of this Region (taken as examples). 

A. 

For this purpose a few questions are tentatively suggested: 

What differences in the following conditions of the countries 
make the adjustments of the medical curriculum necessary? 

(a) prevailing health problems and health conditions; 

(b) the ways medical work is organized and functions; 

(c) climate and other physical characteristics of the country; 

(d) the economy of the country; occupational and other living 
conditions of the population; 

(e) the trends and pace in social and economic development; 

(f) cultural heritage and psychological attitudes of the 
population; 

(g) general educational developments. 



B. What kind of adjustment is needed in the 

(a) in the content of the curriculum; 

(b) in the organization of the teaching 

(c) in the teaching facilities; 

(d) in the teaching methods. 

situatiolAs 

programme; 
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listed above? 

C. What are practical and effective ways of introducing the 
necessary adjustments in the given Situations, taking into 
account realistically the relationship between the desiderata 
and the available resources? 

Although complete answers to these questions can hardly be 
expected in the course of discussion, some examples from different 
countries may provide useful guidance and suggest the ways for further 
experiments and stUdies of the problem. 
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ANNEX 1 

Minimum requirements for the teaching of psychiatry and mental 
health promotion 

Minimum requirements for the formal teaching of psychiatry and 
mental health promotion: 60 hours. 

Minimum requirements for clinical clerkship: 1 month full-time, 
which should include actual case work with both in- and out-patientG. 

Subjects to be covered 

1. History taking (techniques of the psychiatric interview including 
consideration of its therapeutic significance); 

Psychiatric examination and diagnostic method. 

2. Symptomatology, including concept of normality and identification 
and assessment of symptoms and subtle and gross signs of abnormal 
behaviour. 

3. Aetiology of mental disorder, giving balanced presentation of its 
multifactorial causation (genetic, somatic, psychological and 
social) • 

4. Types of mental disorder: l 

Major psychoses 
affective psychoses 
schizophrenias 
organic psychoses 
senile psychoses 
symptomatic psychoses including toxic psychoses 

Mental retardation and psychiatric aspects of epilepsy 

Behaviour disorders 

"sociopathic" personalities 
alcoholism 
drug addiction 

psychoneuroses 

concept of psychosomatic diseases 

Children's behaviour problems 

Adaptation difficulties of the aged 

l:For each type of disorder the symptomatology, aetiolwgy, treatment 
and management should be presented. 
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ANNEX 1 

5. Principles of psychiatric treatments: 

6. 

7· 

Psychotherapy 
Somatic treatment (including drug therapy) 
Socio-therapy 
Use of community resources 
"psychiatric first aid" 

Notions of psychiatric prevention and mental health 
promotion: 

Prevention of mental disorder (primary, secondary and 
tertiary) 

Mental health promotion in modern society 
Role of the family physician in mental health promotion, 

especially in childhood 
Child guidance and school mental health 
Concept of iatrogenic disease 
Role of the general practitioner in mental health 

education of the public 

Notions of forensic psychiatry. 

suggested additional experience 

Child guidance clinics 
Collaborative out-patient and in-patient case studies 
Community services including domiciliary services 
Psychological testing 
Group work 
participation in research activities • 
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a Univemte Libre de BlUXellea (196O)SClC!!t!!!llanlguew Pmuamme des COUll pour 1960-1961. BlUXenea. -Palhologle gl!~le· corresponds roughly to Experimental medicine In EngUsh-apealdng arell: It refers to the general problelIll of dlaeaaed cells and tilluea. mechanislIll of healing • Immunity • etc. B1ologylncludes botany and zoology: Forellllc medicine tnclude8 occuplltlcaal dflelllel. Many opdonal COUZIeS (Neuro-auIFry. etc.). are offered In addltion to th<*! UIted. 

bp.culdade de Medlcina. Uhfvealdade de Sao Paulo. Sao Paulo. 1958. Tbe JXOlll8mme 11 dlYided Into: 
HOIIII 

Morphology (anatomy, b:lItology) ernbtyology. genetics................................. 1020 Physlology (lncl. biophysics and pharmacology) ••••••••••••••••••••• ,. ••••••••••••••• 1.. 1260 Pathology (tnc1. pamsitologyand mfcmbfolagy) ••••••••••••••••• •••••• •••• •• • ••• ••••• •• 1080 Public medicine (principles of • f.once , hygiene. focenalc IlEdiclne. etc.) ................. 540 Clfrical SCiences (incl. u:;ccUcal specialities) •••••••• ,.................................. &SO 
General c1lnicw ••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• ,. • • 960 Semi-internahlp, 12 months •••• ~ ••• '~ ........ ~ ~ •••••••••••••• ~ ~........................ ~ Total clinical teacbf.~ •• ;.' .................................. >fj........... ... ..... 42'10 Total basic and laboratory sCience •••••••••• ,... •••• .......... ..................... •• 8900 

car~-Matensen. K. (1959) Medical education In Denmark. 1. med. Educ., 34. 737. The University of Copenhagen curriculum devotes relatively short time to anatomy, hfJra1~y and embryology. EpJdemioiogy. Included in ftaventlve IlEdlclne In the table. Is taught as a separate subject: orthopaedic surgery Is Included in general !lllgery: bacteriology is Included In genera pJIIology. Lectures and seminara lOCal 3267 hr: labocatory work, 525. 
dRepert1t1on des enaeignements entre les six annl!es d'c!tudes en we du dlplOme de docteur en mt!declne: Antte du 2 aoOt 1960, J. off. franc •• No. 185. 10 aOOt 1960. 7464. The curriculum of IlEdical studies In France has been completely reo18aniZed as of I Nov. 1961. The 00'" programme. Identical throughout France, Is probably the mOlt Integra red In the wood. It Is difficult to ascertain how much dfJ(.uulon of any indlYidual subject lahee place under the Enseigncment fntegrc! de la pathologle. Colloques cUnico-blologiquea. or Colloques clinic01OClaUX: while only 180 hr are devoted expl1cldy to Social medlc1ne. ltis certainly dlac:ussed during the seminara of integrated teaching. and the lame applies to Pathological biochemistry. Microbiology. HIItology. Psychology. etc. SocJal medicine includes fa:ensic medicine and occupatiDnal dl.leases: Propedcutics is equivalent t.) En.efgnemcnt d1rig~. This teaChing takes place at -Ccnttes hospitaUezs univcrsitalres-. 
epaculty of Medicine. Teheran UhfveDity, 1962. -Pathologie geDfUle-1s lia1I!d here al Experimental medicine; It has the same content al indicated for the Uhfvell1~ Lillte de BruXeUes. footnote (a). Topographic anatomy (64 hr),here included In Anatomy. and Comparative anatomy (64 hr). Included In Biology. are taught 3. separate subjects. 

fCourtesy of Professor T. Ogata, Faculty of Medicine. Univeafty of Tokyo. 1962. The Univera1ty of Tokyo has one of the lightest counes In Anatomy. Nutdtloo is included In ChenUtry and B1ochem1aay: Serology Is Included in Microbiology; Hygiene Is Included In Social IlEdlcine and Preventlve IlEdicine: Orthopaedic llilgery and Oral mrgcry are included In CI1nical surgery: introduction to IlEdicine Is included in Philosophy and FoUtlcallcience. Offera ulUlaual counea In such subjecta as Health lnuance. Mycology and Gerlatrlcs: liate Inlegration. 
gMinistry of Public Health of the USSR. Central Bureau foc Methodology of Medical Education (1960) Curr1culum of medicalschoolJ. Malcow .. CentrallDRlUite foc Advanced Medical Trai.ning. The cumculum mown Is that of the faculties of General Medicine. which Is Identical throughout the USSR. COIIIf.derable time Is spent on politlcalsclence. pbllOlOphy and physical cuItuJe. A foreign language and a COWIe In Latin are compulsory. Palhologlcal anatomy and Pathological physiology. which are taught separately, are here Included In Pathology. Hygiene. a separate subject. Is here . Included in Public Health. which covers also HIstory of Mcd1c1ne. Illtemal medicine coDSiats of three separate CClUllel: Propedeutics of Internal medicine (including X-ray and Radiology), Clinical medicine (lnclu~ Tuberculalll and Pbyal«berapy). and Hoep1tal medicine (including Tube1'allOlis, Pbyalocherapy and RehabDltatlon). Smsery cona1Jtl of three llepllrate ccmse.t& Ge~a1 JWgery. Clinical swgery (lncludlng 1Jrd.ogy). and HQlpJtal 
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BUJgery (IncludIqJ Stomatology. 'l'raumatolOfJY. Orthopaedics and Physiolherapy). The COUDe on lnfecdous cI1aeoaea covers also Epidemiology. 

hUn1verslty of Edinburgh (1960) l'logramlIE of faculty of IIEdicine 1960-1961. Edinburgh. (The figures shown have been calculated from information 

given in this catalogue.) General-pracdce teaching is included in the 459 ht Ibmn for Intemal medicfue. Under Allltomy. the figure 530 includes Regional 
anatomy and AppUedanatomy. 

icollege of ~icians and Suzgeona of the Faculty of Medicine, 1961-1962. New York. Columbia-Preabyter1an Medical Center. 1961 (Columbia univer

sity Bulletin. Sere 61. No. 32). Anatomy include. some pubUc health (statlsdcs and genetics) taught in an in_departmental course. Microbiology includes 
lome immunOlogy and some epidemiology: Pathology includes Neuropathology: PUbliC health includes ParalltiC diseases. Epidemiology. and Public health 
control. Orthopaedic BUJgery (94 hr) is taught separately but is hem included in Clinical suzgery. Radiology (X-ray) includes biological effects of ionizing 
radiation. There are 665 ht for elecdve COUIIeS In the 3rd and 4th years. The specialities am not taught In the undergtaduate curriCulum: this Is the 
common pracdce in the United States. The College of Physicians and SurgeOlll of Columbia University has been chosen as mp:esentative. although its 
culliCulum is not universally adopted in the united States. 
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1. mmODroTION 

Before attempting ~ answer to the questions posed in the title, let 
me eElUlller8.te some of tb.e characteristics of the Western Pe.c11'1c Region. 

1. There are approximate~ thirty-s:lx countries, territories, 
colonies, etc. depending on how one wishes to classify and count them. 

2. The population varies from 2000 to 94 000 000. 

a. The annual rate of increase is from minus O.~ to plus ,.~. 

,. Size varies from 10 to 1 100 000 square kilometers. 

4. The average population density per square kilometer ranges 
fl'om l. to 13 150 in each of tb.e tb1rty-s1x Jurisdictions. 

a. One area is 8cY.' urban and another nearby is ~ 1'Ul"8l.. 
However, these terms are d1fferent~ defined in each 
country. 

,. One country has a physICian population ratio of l. to 700. At 
tb.e other extreme is a country whose ratio is 1 to 100 000. 

a. *~ of the th1rty-s:lx have no medical schools. At the 
otb.er end of tb.e spectrum is a nation with 46. 

b. L1kew1se, tb.e ratio of otb.er heaJ.th personnel and hospital 
beds to population is ~ var:lable from country to 
country. 
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6. Marked differences are the rule in birth rates and death rates. 
Degenerative diseases are leading causes of morbidity and mortality in some. 
In others, it is the infectious, co~~unicable and nutritional disease. 
Although data are grossly inadequate in maI\Y countries, generally accurate 
impressions of disease problems are still possible. 

7. The educational attainments of the population groups are 
variable in the extreme, for a nation will eventually depend on the high 
school and college graduate to sUPlly its technical personnel. 

8. The differences in per capita income, purchasing power, gross 
national product and tax collection are enormous, for these elements are the 
determinnnts of the sums available for health services. 

9. Finally, we are all c\ware of the many differences in language, 
cultural patterns, religion, geography and infrastructure. 

I am passing out data assembled by Dr. S. K. Quo of this regional 
office as partial substantiation for the statement!! that I have just made. 

All the variables just enumerated determine nedical manpower require
ments. Each has its definite effects on the acceptance by or availability 
of modern medical technology to the population. It is obvious, therefore, 
that no answers can be given in this presentation, that satisfy the demams 
implied in the title. ~mat is appropriate for Australia is not appropriate 
for Japan. ~bat is suitable for th6 Philippines cannot be applied to 
Viet Nam nor Laos nor Hong Kong. In fact, no single solution is always 
possible loli. thin a country. Australia has evolved different plans for its 
densely populated south-east coast and for its sparsely settled heartland. 

The economiC, cultural, sociolo~ical, technological and ecological 
patterns of a SOCiety determine the applicability 0 f health practices to 
that society. Robert Moore has expressed the thought that transplants of 
~ole technologies from one culture to another are not necessarily viable. 

Progress in health is closely related to and largely depen:J.ent upon 
improvellEnt in economic status and the educational level of the people. An 
educated populace with money will demand and pay for health care. I believe 
that in many instances as much progress can be made in health through improved 
education and higher income as can be acnieved by direct attack on health 
problems per see This does not preclude the direct attack, for the person 
is often helpless in the face Of certain health threats despite high educa
tional or economic attaimoonts. With diseases such as malaria, the individual 
must depem. on direct, concerted govermoontal action for ultimate aOO lasting 
protection. Such action is also the only means of breaking the circle of 
poverty, privation, ignorance aOO disability. The farmer may be able to 
supply his own potable water and approved means of sewage disposal. The 
urban dweller cannot. 

·1 
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QUES'I'IOl>:S ThAT AFFEC'l' MEDICAL MANpowE.rt. rtEQUlliEMENrS 

2.1 My plan for the rest of this presentation is to discuss four general 
questions that affect medical manpower requlIements. This will be followed 
by a suggestion as to how a country could determine its needs aOO its ability 
to supply those needs. Finally, I \-lill pose some of the questions that each 
jurisdiction must ask itself, the answers to which will help in deciding on 
a course of action. 

are: 
The four general questions which overlap aOO bleOO into each other 

1. How much c!!n the COllntry afford? 

a. How much of the availal:Jle merie:'!l knowledge 
use within the limitation of the rums available? 

2. 'What will the people accept? Reject? 

3. How much of the effort should be devoted to preverrliion, 
how much to treatIMnt? 

4. Who will reOOer the necesss.ry services? 

2.2 How much can the country afford? 

No country in the world is willing to spend enough to insure the 
application 01 available IMdical knowledf:,e. There is always competition for 
the limited public and personal fums available. Lducation,public works, 
defense, health, to naJM onlJr a few in the public sector, have a legitimate 
calIon tax resources. 'Everyone argues that their particular activity 
is the most :iJDportant. Someone or some group must ultimately establish 
priorities. How shall health expenditures be equated with national defense 
in the face of an imminent external threat? Is it not more important 
to promote economic developlMnt? Increased tax collections could then pay 
for services that cannot be afforded now. Families would have more disposable 
income, some of which could be devoted to health purposes. 

Needs as seen by experts are not necessarily equated with demams. 
It is a waste of money to supply a service for which there is little felt 
need. r,Tor is it always possible to sUPJ.)ly a service with the sophistication 
that is possible in other countries. 

This leads us into the closely related question of how much of the 
available nedical knowledge you can buy. You may be able to afford much 
more than you think if you are willing to make some compromises. Let us 
consider a .few examples. 

Corneal transplants have given sight to SOIM people. Will you have 
an ophthalmic surgeon coOOuct a crusade to give sight to a hamful of the 
bl.iJ'¥i? Or would you rather invest such resources in trachoma control and 

it vaccination against smallpox t.hich will prevent much more blirxiness than 
the corneal transplants will cure? 
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IS it better to establish a simple routine for the diagnosis of 
tuberculosis, institute standardized home therapy with INH and carry out 
BeG immunization or build a tuberculosis hospital to do the complicated 
diagnostic studies and the surgical procedures requU'ed by a few? With severe 
limitation of funds and personnel, it may be better to close the tuberculosis 
hospitals you already have and use funds that maintain one bed to help 200 to 
300 people with tuberculosis instead. With this outlook, you need not train 
as many chest sut"geons and modern anaesthesiologists with their expensive 
and exotic machines and anaesthetic agents. 

Are you going to spend your limited funds in deworming a population? 
~is is scientifically easy to do, but a questionable and expensive procedUre 
unless necessary environmental changes are stimulated. ReinfectiOll starts 
immediately if environmental sanitation remains unaltered. I do not pre
clude treatment for individuals who are carrying intolerable worm burdens. 

2.3 What will your people accept? What will they reject? 

Even in h1gbly developed societies with relatively unlimited medical 
resources, there exist groups such as Christian Scientists who do not 
accept modern medical practice and those who make extensive use of chiro
practors and naturopaths. Some people use honey and apple cider vinegar 
to replenish the mineral needs of the body. Affluent societies abuse the 
use of vitamins and some members depend on fake cancer and arthritis cures. 
Is it good to become dependent on tranquilizers, toniCS, sedatives and 
Metrecal? How progressive are the westerners with their own cultism, 
faddism and folkways? 

Some culture oriented therapies are at least as good as those that 
modern medicine has to offer, when medicine cannot offer a h1ghly successful 
therapy for a specific disease. MenteJ.. illness is an example of this. Ii' 
local therapy, even if it be incantations, results in a fair number of cures 
or amelioration of symptoms and scientific medicine produces no significantly 
higher percentage of cures, I would stay with the incantations. The people 
will anyway. 

2.4 How much of the effort should be devoted to prevention, how much 
to treatment? 

Prevention, whenever this is poSSible, is the end to be sought. We 
must face thetact, however, that people are much more interested in receiving 
treatment for a disease they have now, toon preventing a disease they may 
or nay not get in the future. The need for treatment is more visible, more 
urgent and the outcome more dramatic. Ii' the preventive and curative functions 
are vested in a single person, he will be forced to emphasize therapy. The 
astute will give the therapy and exploit the opportunity to "sell" prevent1ol1. 
In any event, be prepared to consider a budget that favours treatment over 
prevention. This need not be regrettable if therapeutic opportunities are 
properly exploited to empbaaize prevention. 

.. . 
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Medical schools, despite pleas .... 0 the contrary, e.asize diagnosis 
and treatment am give mostly lip service to prevention. It is insufficient 
to say that medical schools in newly developing countries should emphasize 
prevention. viill the preventive measures be understood, can they be applied. 
can you afford them, are they culturally acceptable and desired by the 
population, or must you first mold the society in the pattern of the society 
whose medical practice you wish to emulate? This is not always an impossibi
lity, but it takes time, frequently:;enerations of time. Age-old patterns 
obstruct the application of modern medical practices in most societies. You 
must either modify the medical practiCES to med the Situation, or remold 
the society, or do some of both. I cannot answer then, the question of 
how m8l:\Y doctors, how many nurses. You must ask rather, what kind of medical 
manpower do we need? The kioo lie! need in one country may be non-existent 
any place else in tre world. This leads us to the final question. 

2.5 Who will remer the necessary services? 

I premise II\V discussion of this question on the follOwing two points I 

1. The countries of this region cannot exploit the medical knowledge 
now available. 

2. Some countries will have to be satisfied with a level of service 
given by individuals with much 1e ss training than implied in the M.D., 
nursing, engineering or other paramedical degree. 

Even if your country can afford and could staff a medical school, 
the World Health Organization cautions that internationally minimal 
staIdards for medical education must be met to help solve the problem of 
the admission of graduates to more advanced studies abroad. Furthermore, 
the physician graduate will usually not settle in the impoverished rural 
areas without. medical or cultural facilities. I am reluctantly being 
forced to the conclusion that too many students enter medical school, not 
to become members of a humanitarian profeSSion, but to have greater social 
prestige, to gain a higher income and to liOrk in urban centres, if in fact 
they work in medicine at all. 

Since it is ~ conviction that the whole spectrum of medical and 
auxiliary medical personnel cannot be provided, much less trained in all 
countries, we must be satisfied with a lower level of competence in maqy 
areas. As the cwntry progresses and can afford something better, ingenuity 
will be required to devise legitimate uses for personnel previo!)sly trained 
at lower levels of competence. 

I wholeheartedly eooorse a thonghtby Dr. ~ona Baumgartner, that 
nearly illiterate villagers with minimum training in the use of today's 
drags can do more to save lives in the less developed countries than the 
best doctors could have done tllE!nty-five years ago. 

Neither starry-eyed idealism to ape the more developed countries 
nor the misguided aspirations of the Jlledical profeSSion to maintain the 
standards of the profession at a cost in life am disease shouJtl prevent US 
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from planning the tyne of service that "ill c'o the greatest ultimate good for 
the people. 

I propose that whenever the situation justifies it, you take the 
best educated and dedicated local inc'ividual .)ho will be satisfied to work 
in that particular area aoo train him to diagnose and use a standaniized 
treatment for the diseases that represent the common causes of morbidity 
and mortality and forget the rest. 

There arises the problem of a staff to t rain these health workers 
in medicine, in nursine;, in health education, in whatever other categories 
you must have, for thE. philosophy I am expounding is easily extended to 
include all fields of service vital to todayts practice of medicine. This 
staff mould speak the local language, be relatively ~ll trained, but 
especially, they must have the insight to appraise the local cultural &1tua
tion and provide a type of training suitable and acceptable to the people 
who are going to receive the service. 

I am coming more and more to share the sentiments expressed by 
Robert Norrison of the Rockefeller Foundation who has serious qualms about 
fellowships training abroad. "Heretical tho it may be to say so, most 
fellowship training has been too exclusively focussed to research with too 
little opportunity for learning such basic educational techniques as planning 
student laboratory l~ork or conducting a proper clinical clerkship. Problems 
of administration are cOMPletely neglected. 

"By and large teachers in the Unitecl States know far too little 
about conditions in un::1erdeveloped countries. They are therefore unable 
to -provide visitors vd.th t he sort of experience that .'ill be relevant to 
the task back home. Nat'lrally Enou~h, most of our ca-pable teachers and 
investigators are concerned with extenc'ing thF ranLe of medical knowledge. 
Their emphasis is on the unsolved oroblems, much of which require expensive 
apparatus and much time and effort (and money) to attack. In the under
developed countries the major problem is one of using scarce resources 
as efficiently as possible to relieve thE. suffering, incapacity and 
mortality caused by conditions which arc.. already well understood."i (emPlasis 
mine) 

3. 

Let us now pass to the question of how a country determines its 
requirements. Fe could perhaps exemot a few countries in the ';;estern 
Pacific Hegion who may not need to go through the exercise I am about to 
propose. 

I -would have the highest constitutional authority in each country 
appoint a top level committee whose function would be to: 

1. Consider the nature of the health problems of that p8rticular 
society. 

t 



2. Determine its capacity for handling such problems. 

3. Insure consideration and essent1aJ. implementation of its 
recommendations. 

Who would compose such a committee? It should consist of the chief 
medical officer, a representative or two from suitable 1nternatioaal health 
agencies, public or private, as consultants, several aative sociologists or 
cultural anthropologists, the most hardheaded financial officer in the 
country, respected and influential legislative representatives of the ma.Jor 
political parties and f'itlBlly, several medical and paramedical representatives 
whose experience and insf8b,t do not force them to follow patterns imposed 
by their particular professional afflliations. The difficult Job will be 
to find such dedicated individuals and convince them of the vitality of 
their miSsion, which is, to repeat, define the probl.em, propose solutions 
and dedicate themsel.ves to the implementation of their proposals. 

What type of questions will they ask themselves? 

I. What priority can heal.th expect in our particular situation? 
What is a realistic sum, therefore, which canbe made available for medical 
and preventive services? 

II. What are the disease probl.ems in some order of importance and 
priority? 

l. Which diseases are ser1ous~ hampering economic and 
soc1aJ. development? 

a. How ma.ny of these can the country tackl.e? 

b. How shoul.d the available funds be apportioned 
between curative and preventive services? 

c. How do we create new desira.bl.e demands within 
our financial means? 

III.. Is some :type 9f population' control programme necesS&r7, feasible 
'!I. aud eul1ru.ra.ll.y acceptable? 

1. Will it contribute s1gn1f1cant~ to the sol.ution of our 
economic, social and medical problems? 

IV. What type of personnel. ar.e going to be required to render these 
services? 

l.. How will they be trained? 

a. At what cost from the funds ava.1lable! 

2. What outside sources of hel.p are available? 

a. How dependable are these sources over the long pull? 
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v. What plans can we make for providing a higher level of trained 
personnel in the future? 

1. To mat use will we put personnel previously trained at 
lower levels of competence? 

IV. What organizational pattern is required and feasible to implement 
present and future plans? 

Each country must define its own problems and determine its own 
solutiOns. Do not be surprised, or even regret, that your particular 
solutions differ from those of others. What is reeded are unconventional 
answers, for it is abundantly evident that mafG" of the conventional ones 
have not solved the proble~ 

REFERENCES 

1. Morrison, R. (1962.) A critique of current efforts in international 
medical exchange in medicine. Proceedings of the 58th Annual Congress 
on Medical Education, Chicago. 
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AREA, DE1BITY, POPULJ.TION, !u~T;:; OF nC:t'l.&':''''; l~[m BIRl'H ItS:':' FOR i::ACH 
COUl'ITR:: OR T~'::.l[f'..IT0iC[ Il{ TIL)dlT~Rl7 PACIFIC BELlON 

I Estil"ates of ! i.nnual rate 
, ! Density i 

I I 

Country or Territory i midyep.r popu- of increase I Area l~r i 1ation (in , 1953-1960 (km2 
) square 

thousands) Per cent j kilo-
I 1960 metre 

of area 
1960 

American Samoa *20 0.6 197 102 
A"atralia 10 215 2.2 7 104159 1 
British Solomon Islands 

Protectorate 124 3.2 29 785 4 
Brunei 84 1.0 i 5 765 15 
Cambodia 4 952 ••• 172 511 29 
China (Taiwan) 10 612 3.6 35 961 295 
Cook Islands 18 2.6 234 78 
Federation or Halay's:ia 6909 3.0 131 313 53 
Fiji 394 3.1 18 272 22 
French Polynesia 76 1.9 4000 19 
Gilbert and Ellice 

Islands Co1On;)r 46 2.8 905 50 
Guam *67 OS 549 122 
Hong Kong 2 981 4.1 1031 2891 
Japan 93 200 1.0 369 661 252 
Korea (South) 24 665 2.0 98 500 250 
Laos 1 805 3.2 236 800 6 
l1acau 220 1.4 16 13 750 
Nauru 4 4.0 21 213 
New Caledonia 77 }.O 19 000 4 
New Guinea (Austr alia) 1 402 2.8 240 810 6 
New Hebrides 59 2.2 14 763 4 
New Zealand 2 372 2.1 268 676 9 
Niue 5 • 259 19 
North Borneo 454 3.6 76115 6 
Papua 503 3.4 I 234 498 2 
Philippines 27 500 3.8 299 681 92 
Ryuk;yu Islands *883 2.1 2 196 402 
Sarawak 745 3.3 125 206 6 
Singapore 1 634 4.6 581 2813 
Timor-Dili 502 1.4 l4 925 34 
Tokelau 2 • 10 193 
Tonga 63 2.8 697 90 
Trust Territory ot the 

Pacif'ic Islands 76 3.4 1 779 43 
Viet Ham 14100 5.4 170806 83 
\vestern Samoa I 107 2.5 

I 2 921 37 

-Birth 
Rate/

l 1000 

1960 

42.1 
22.4 

••• 
48.91 41.4 
39.5 
49.$ 
40.9 
39.9, 
43.0· 

36.6 
*36.1 
37.1 

*17.2 
Js.t~ ..... 
32.7 
32.3 

••• 
*22.0 

26:5 I 
.4'.2 
32.9 
2!.1 
29.2 
23.4 
25.3 
38.7 

••• 
• •• 

36.0 

34.6 
••• 

36.4 , 

~: Unless otherwise noted, population figures are modified present-~ar6a estimates 
tor the ~l'€.s€nt tcrritozr,r;, <',rea csti..'llates include inland waters • 

• • i':ot £pplicabll: 1 = 1959 data 
~. = Data not yet available 2 '" 1958 data 

,.- )10. Provisional 3 • 1953 data 

~ -
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POPULATION, URBAn .. JlJD RlJRAL, BY SEX: .c:.CH G~iB1..S, 1945-1954 
IH TtL. '.ia3TZRN PACIFIC LillION 

I PoP'Ulation I CC\mtry or territory Urban I , Rural 
census date and sex Total (per cent) (per cent) 

Autralia1 
I I 

30 VI 19472 , 

I Both sexes - 7 560 755 68.9 31.1 
1'1ale 3 780 962 66.7 I 33 • .3 
Female 3 779 793 71.0 29.0 

Federation of Halays1a3 

23 IV 194f 

Both sexes - 4 908 086 26.5 i 73.5 
Hale 2 595 577 27 .1 I 72.9 
Female 2 312 509 25.8 

I 
74.2 

Hawaii5 

! I 1 IV 19506 

1 
Both sexes - 499 794 69.0 31.0 

Nale 273 895 66.5 33.5 
Female 255 899 72.0 28.0 

Japan7,8 I I 1 XI 19509,10 I 
I I 

Both sexes - 83 199 637 37.5 I 62.5 
Hale 40 8n 760 I 37.6 62.4 
Female 42 387 877 I 37.4 I 62.6 

I I , 
! Korea (South)ll I i 

1 V 194912 ! 

i I 
! 

Both sexes - I 20 188 641 I 19.6 
i 

80.4 I 
Hale i 10 200 877 I 19.8 I 80.2 
Female I 

9 987 764 I 19.4 I 80.6 

13 
New Zealand 14 

17 IV 1951 

Both sexes - 1 933 594 61.3 I 38.7 
Hale 968 160 59.1 I 40.9 
Female 965 434 oJ" 36.5 

North Bornei~ i 
4 VI 1951 I , I 
Both sexes - 334 141 I 13.4 I 86.6 

! 

__ ~:m_1_~_e ______ -l-_i_~_i_~_~_~ ______ ~_2_:_~ ___ i..__ __ ~5_7 :_~---!j_,-
For note and footnotes p1ease,!>ee pag~'6 ~2..:an=d..:..3~._~!11!11''''''ir_l~'''4 __ ",. ....... ~6'''Ff'" - ~. ~./ 

~~_"".~" C." ~I a=:x- - s. 64",!~ r 



- 3 -

, 
Population 

Country or territory Urban Rural 
census date and sex Total (per cent) 1 (per cent) 

Philippines17 I 
I 

1 X 1948 I 
I 
I 

Both sexes - 11.9 234 182 \ 24.1 75.9 

~ IS1~18J 19 
I , ........ 
! 

1 XII 1950 I 
Both sexes - 914 937 21.1 78.9 

Hale I 429 432 21.4 78.6 
Female 485 505 20.9 79.1 

Sarawak21 i 
26 XI 1947 

Both sexes - 546 385 I 10.8 89.2 
Hale 281 170 I 11.2 88.8 
Female 265 215 

I 
10.3 89.7 

Singapore 22 

23 IX 194723 I 
1 

Both sexes - 940 824 80.0 20.0 
Nale 516 515 I 79.8 20.2 
Female 424 309 80.3 19.7 

i 
~: Ur~ess otherwise noted, data relate to the modified present-in-area 

population within present territorial boundaries. 

1 Definition of urban areas - Capital cities of states and territories, 
other cities ~ihich are separately incorporated and other agglomerations 
within boundaries detennined f'or census purposes and classified as 
urban. 

2 Excluding full-blooded aborigines, rrumbering 47 000 in 1944, and 
migratory population. 

3 Def'inition of urban areas - TOlms and villages lI'ith 1000 or more 
inhabitants. 

4 Excluding transients afloat, non-resident militarJ personnel and 
enemy prisoners of war, together numbering 14 735 f'or rIalaysia and 
36 015 for Singapore. 

5 Def'inition of urban areas - Cities and tolinS of 2500 or more inhabitants. 

6 De jure population, but including W ll.m6d Forces stationed in the area • 

••• /4 
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7 Definition of urban areas - lIunicipalities (shi) most of Hhich contain 
an agglomeration of 30 000 or nore inhabitants. 

8 Excluding the i,,'1lami Islands acquired from thE Ryukyu Islands between 
1951 and 1953. 

9 De jure population. 

10 Excluding Allied militar:r and civilian pErsonnel and their dependents. 

11 Definition of urban areas - Incorporated cities of 40 000 or more 
inhabitants • 

12 De jure population, but including 21 885 civi)ian aliens. 

13 Definition of urban areas - Places defined as cities and boroughs 
regardless of size. 

14 i!bccluding ani1ed forces ol.'tside country and migratory population, 
numbering 1830 and 5878 respectively. 

15 Definition of urban areas - Towns and villages possessing urban 
characteristics. 

16 Excluding 1442 transients and 66 members of ~he British Armed Forces. 

17 Definition of urban areas - Chertered cities and administrative centres 
of municipalities. 

18 Shi ar6a (see 7 - (Japan». 

19 Including the 3 ~".n:mni Islands uhich reverted to Japan 25 December 1953, 
but Excluding the 7 islands llhich reverted in 1951. 

20 Excluding Allied militar' and civilian personnel and their dependents. 

21 Definition of urban areas - Municipal area, i.e., the 3 main towns of 
Kuching, Sibu and I~ori. . 

22 Definition of urban areas - Singapore municipality and villages with 
1000 or more inhabitants. 

23 Excluding transi6nts afloat, non-resident militazy personnel and enemy 
prisoners of ~lar, together numbering 14 735 for Hala;ysia and 36 015 for 
Singapore. 

• •• /5 
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Country or terri tory 

American Samoa 

Australia 

British Solomon Islands 
Protectorate 

Brunei 

Oambodia 

China 

* Death rate per 100 000. 
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DJ.1.Tffi FR.CI:j L::':.Dnn CAUS..-'S 
IN TI-L:: . ;::.:.sT.~RH P~'.CIFIC R11 ION 

1 Year Population Number of' death frcm leading causes , 

1960 20 045 

! 

I 
Heart disease (16) j malignant neo- I, 

plasms (14)j accidents (12); diseases. 
of the respiratory system (10); and ; 
senility lJithout mention of pey-chos1a! 
and ill-defined and unknown caue6s \ 
(10). I 

I I 1959 ! B24-B28 Heart disease (.306.5)*; 
: B17 Malignant neoplasms (131.6); 

1960 124 000 

87 000 

1960 4 952 000 

, B22 V['scular lesions affecting cm 
: (ll8.4); BE471 48 .A.:u accidents 
j (52.6); B.30, 31 Influenza and lDt1l
; monia (42.0:; B32 Bronchites (12.9); 
I B42 Birth injuries (12,4)jB41 Con-
! genital mal.£onnatiorlB (ll.1h B20 
\ Diabot.es mellitus (11.1) and B49 I Suicide (11.1) 

, 
i I.falaria (38); pneuaonia (24); tuber
! culosis (19); lliseases peculiar to 

I 
; 

early infancy (loh and malignant 
neoplasms (9). 

! Prematurity (.37):; gastro-enteritis 
I (.31)i cardiovascular diseases (28)j 
j pneumonia (27); tuberculosis (17) 

I malignant neoplasms (14).; and toxae
I mia of' pregnancy (6). 

I Tuberculosis, all foms (322); 

I 
senility without mention of ISY"chos1a 
and ill-defined and unknown causes 

. (298); disease of the digestive I systenl (292); syphilis (16.3); avi
taminosis and other metabolic dis
orders (131), and malaria (1l4). 

1960 10 612 000 Gastritis, duodenitis, etc. (67.6)*; 
pneumonia (66-), senility (64.1h 
vascular 1es1. rlB affecting CW (49.0) 
malignant neoplasms (39.4):; tuber-

I 
culosis (38.7), all other accidents 
(37.4):; diseases peculiar to early 
infamy and immaturity (34.0); other 
diseases of the heart (26.7) and 
nephritis and nephrosis (18 • .3) • 

••• /6 
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""'!: 

Country or Territory i Year Population Number of deaths from leading causes 

! 
Federation of HalaYSia 

I 
1959 6 697 827 P,rTexia of unknoun origin (20 278); 

infantile convulsions (6 575); pneu-

1 
menia (1 796),; pulmena:ry tuberculosis 
(1 139); diarrhewand enteritis (1 562 J ! 

I diseases peculiar to infancy (1 452); . 
and violence (1 807). , 

Fiji 1959 387 646 Pneumonia (82); tuberculosis, all --
forms (44):, arteriosclerotic, degene-
rative and other heart diseases, apart 
from chronic rheumatic heart diseases 
(42); dis0ases peculiar to early in-
fancy (32); accidents (32) and malig-
nant :neoplasms (31); hypertension (28)s 
gastro-intestinal infections (21); .... 
tetanus (18); and diabetes (17). 

Gilbert and Ellice 
Ialands Colony 1960 39 602 Tuberculosis (9); avitaminosis and 

other metabolic diseases (4); vascu-
, lar lesions affecting the central 
j nervous system 0), anaemia (2); and 

malignant neoplasms (2). 
, 

Guam 1960 67 044 
I 
I Accidents (116); arteriosclerotic and 

degenerative heart diseases (44); 
diseases peculiar to early infancy 
(7),; pneumonia (29); and vascular 
lesions affecting the central nervous 
system (18). 

Hong Kong 1960 
, 

2 981 000 Pneumonia (3280), tuberculosis, all 
forms (2085); malignant neoplasms 
(1985); diseases peculiar to early 
infancy (1888); vascular Ie sions 
affecting the central nervous system 
(1230); gastritis, duodenitis, ente-
ritis and colitis (1114); arterios-
clerotic and degenerative heart 
disease (741); and accidents (725). 

Japan 1960 93 200 000 B22 Vascular lesions affectit:g CNS 
(160. 7}{~; BIB i-lalignant neoplasms 
(100.4); B24--28 Heart diseases (73.2); 
B45-a senility (58.0); BE 47,48 All 
accidents (41.7); B3l, 32, 43-a Pneuw 

monia and Bronchitis (49.3), B1, 2 
Tuberculosis all forms (34.2); BE49 
Suicide (21.6); B36, 43-b Gastritis, 
etc. (21.2) and B 38 Nephritis and 
Eephrosis (16.5). 

~ 

* Death rate per 100 000. . .. /1 
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.L 

CountlY or Territory Year Population Number of deaths from leading causes 

I 

Korea I 1960 22 973 992 Gastritis, duoden~tis, enteritis, coli-

I tis and other diseases of the digestivE 
I system (21 066), pneumonia (lB B72); t 

I 
tuberculosis (10 341); influenza 
(6926), vascular lesions affecting the 
central nervous system (S03B); and 
malignant neoplasms (4766). 

- Laos 1960 2 336 000 Iialaria (56); respirator'J diseases 
(pneumonia, bronchitis) (27); tuber-

I 
culosis (27); and typhoid and para-
typhoid fevers (22). 

I New Caledonia 1960 79 120 Heart disease (artertosclerotic, dege-
i:. rative, chronic rheumatic, etc.) (38); 

malignant neoplasms (J4); vascular 
lesions aff'ecting the central nel'YOUS 
system (30); diseases of early infancy 
(25); intestinal obstruction, hernia, 
gastritis duodenitis and ented tis 
(23), and accidents (23). 

New Zealand 1960 2 372 000 other diseases of the heart and ~r-
tension (299 .6)*; ~ialignarrt neoplasms 
(13B.4)~ vascular lesions affecting tm I 
01£ (106.7); pneumonia (42.2); other 

I accidents (31.0), bronchitis (20.9); I 

motor vehicle accidents (15.0); dia-
betes mellitus (11.B); rheumatic 
fever (9.3) and tuberculosis (4.B). 

x 
North Borneo 1960 454 32B Pneumonia (S5B); malaria (402); gas-

tritis, duodenitis, enteritis and 
colitis (327); tuberculosis (257); 
bronchitis (lBO), diseases peculiar 
to early infancy (127); and dysentery 

(lOB) • 
~ 

Philippines 1960 27 500 000 500-502 Bronchitis (B5.6)*, 571, 572, 
764 Gastro-enteritis and colitis 
(70.9), 480.483 Influenza (63.0); 
010-019 Tuberculosis (3B.2), 490-493 
Pneumonia (21.0 h 110-117 Halaria 
(19.9); 2BO Beri-beri (17.4); 0,6 

1ThOO),iDg cough (B3.6); OB5 i'leasles 
(7.3 and 045-048 Dysentery (50.0). 

Trust Terri tory of the 
Paoif'ic Islands 1959 73 052 Pneumonia (53); malignant neoplasms 

f# 
(24); aCCidents, all types (19); qy-

L/ sentery (lB); tuberculosis, all fOnDS 
(16)j and gastritis, duodenitis, ente-
ritis and colitis (15) 

• 
e per 100 000. ••• /B 
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Country or Territory Year PoDUlation 

Timor ;Jili 1960 516 079 

Singapore 1960 1 634 100 

Viet Nam 1960 13 790 000 

* Death rate per 100 000. 

----------~ ~----

l~umber of deaths fro:'} leading causes 

lIalaria (32), pneumonia (13); and 
gastritis, c1.uoc_6nitis, enteritis and 
colitis (10). 

Malignant neoplasms (1026), diseases 
peculiar to early infancy (984); pneu
;nonia (921);, tuberculosis (646h gas
tritis, duodenitis, enteritis and 
colitis (543), vascular lesions affect· 
ing the central nervous system (533); 
and arteriosclerotjc and degenerative 
hear clisease (417). 

Diseases peculiar to earl;r infancy 
(1045), accidents (763) j tuberculosis 
(655), gastritis, duodenitis, enteri
tis and colitis (401), pneullionia (373); 
bronchitis and other diseases of the 
respiratory syste~ (342), and compli
cations of childbirth and the puer
perium (268). 

• •• /9 

-... 
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POPUIJi.TIOF P,':;il Pf-IY3I:':L~H 1"1-::,) OT",~; .i.~DIC;u, E".ISONbL 
IN TiL "i:.ST-".l.r P;.::':IFl8 ~l..GION 

Country or Territory Year 

American Samoa 1958 
Australia 1960 
British Solomon 

Islands Protectorate 1959 

Brunei 1959 
~ Cambodia 1960 

China (Taiwan) 1960 

Cook Islands 1959 

Federation of l''[alaysia 1960 

Fiji 1960 

French Polynesia 1959 
Gilbert and Ellice 

Islands Colony 1959 

. 1956 

1960 

1960 

1959 
1958 
1960 

1959 
1959 
1960 
1960 

1959 
1960 

1959 
1960 

1959 

(For thE latest available year) 

Eedical personnel 

Physicians Others 2 Inha-
1-.:..:::11:'::';;:,=::':='-+---=-=':':;::':::-_- bitants 
PubE~ Pri-, ~li~ Pri-1 Total per Pl:tr-
Healt I vate~ tlealtli' vate sician 

1 

5 I - D 

><12 000 

5 
8 

23 

6 901 

2 1 
4487 

35 

14 

2 

- I 
I 
35 

5913 
6,799 793 

56405 

15 I 
878 

1 

16 

33 

2 

6 E 

2) F 

- D 

588 

29 D 

11 

4 D 

B 

3 E 

1 

19 
17 
2B 

D 

32 
8 E 

10 

-I 
334! 
24'E 36 

102 ... 
••• . .. 

I 

16 

f 
131 

I 
! 

16 
16 B 10 

3 

= 1 33 276 
22 

_ 36f = 
I 

396 l E 84 

8 

30 E 62 

26 

15 
12 000 

41 

74 

154 
6 901 

18 

1 075 

195 
25 

22 

26 

38 
5913 

99 793 
59 681 

40 
878 

8 

47 
247 

17 
53 396 

5 
48 

133 

••• 

4 200 
860 

16 000 

5 900 
95 000 

1 500 
8 900 

6 400 
6 200 

3 200 

7 500 

17 000 

3 300 

930 

3 700 
100 000 

••• 

2 100 

1 500 

21 000 

6 400 

700 

4 800 
9 500 

12 000 

• •• 

Inhih.
tants per 
Pl:trsieian 
or other 
medical 
personnel 

1400 

2 800 

1 100 

32 000 

• •• 
990 

2 000 

2 000 

1 400 

2 400 

45 000 

530 

5700 

3400 

950 

3 600 

••• 
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l 
i ,; __________________________ ~,------~~~--~~~~~f MedicaJ. Personnel 

2: Inha-' Inhabi- i 

Country' or Territoxy Year 

Others' f' bitants 'I' tants pe~ 
per I't\v-, Ph.vsici~ 

Pri-l ; TotaJ. sician or other i 
vate I medical j 

: personneJl 

, 4670i Singapore 1959 i 357 2 400 ! , , 
I 

1959 I Timor Di11 ! ••• j ••• • •• I 
Tokelau 1959 3 I 3! 700 

Tonga 1956 2 ! - 323 251 29 000 2300 

Trust Terri tory of the I I I 
I • 330 37 1 Pacific Islands 1958 l 7 

4891 

10 000 1900 

Viet Nam 1960 ' 206 

\ ~ 
281 ' 29 000 

:vlestern Samoa 1960 D 43 49
1 

18 000 2 200 

NOl'E: The foregoing table should, in principle, show thE total. number of qualified 
persons worldng in the country or territory, either privatel}r or in hospitaJ.s, 
laboratories, public heaJ.th services, etc. 1Ihenever poSSible, details haVE been 
given in the table or in the notes hereunder enumerated concerning the various 
categories of personnel to which thE figures a~. 

1 "Public Heal thll: persons employed in official heaJ. th services and goverment 
medical establishments. "Private": persons in the medical services of religious 
missions or private enterprises, as well as persons in private practice. 

2 

B 
D 
E 
F 

This column includes the medical personnel other than medical doctors, who, 
according to the regulations ill force in certain countries and terri tories, are 
allowed to carry out - to a certain extent - the work usually performed by a 
physician. The vario\'s categories of personnel enumerated hereafter may corres
pond to levels of medical education and training almost equivalent to that of 
II Pb,y'sicianll , as they may correspond to verJ different levels. Their designation, 
peculiar to certain countries or tErritories, has not been translated. For 
figures covering several categories of ~edical personnel, see note 1. 

Licensed physicians' 
Indigenous medical practitioners 
Medical assistants 
Officiers de sante 

- = Nil 

••• = Data not available 

3 The following categories of personnel are included in the figures: 

Year -
Nauru 1959 
New Guinea (Australia)1~S9 
Trust Territory' of 

Indigenous medicaJ. 
practitioners 

5 
2 

liec1ical 
assistants 

1 
94 

Interns 

: ... 

the Pacific Islands 1958 
British Solomon 

Islands Protectorate 1959 

27 

15 
20 

3 ,~--- I 

----=T=ong=a= i956---- -f _ _c-- - -----/ 

,- / 
••• /1.:" ! 

--------------------------------------~\ -

19 
3 
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Qualified Limited 
~ Limited Physicians Herb-Physicians Herb-Phlfsicians 

Korel' (S outh) 1959 720 1 572 984 

4 Statistics of certain countries give the folloliing details concerning qualified 
physicians on compulsory probation in the hospitals (during 1 to 4 years) before 
obtaining the authorization to pract:~6 freely, as lIell as foreign physicians 
not allo\red to practise outside the hospitals; 

Federation of 
Malaysia 

Singapore 
1959 
1959 

Physicians not autho
Physicians authorized rized to practiee out-

to practise side the hospitals Total 

1 027 
627 

31 
43 

1 0$8 
670 

$ Number of registered persons. 1;.11 of them are not necessarily resident and 
practising in the country. 

6 The available data regarding the number of registered physicians and the number 
of active physicians in the cOl'ntry are as follows: 

Japan 1959 

Total active 
Registered Non--resident lnacti va in the cCUltrr 

101 449 1 656 99 793 

7 The available data regarding the number of physicians practising and the number 
of physicians no~practising (engaged in medical administration or other) are 
as 1'0110\18: 

Japan 1959 

Physicians 
practiSing 

99 082 

8 Personnel in hospitals and clinics. 

Physicians 
nrcn-practising 

7ll 

Total 

99 793 

• •• /12 
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I. HEALTH Pi.:RSONNEL IN TIE 1TiST21~N PACIFIC RnION 
1. lli!;DICfiL P";;r"SOl'THEL 

I liedical Personnel 

Plw'sicians ! 

Country or Territory Year 
Public I 

Others Total 

health Private (B,D,J!:,F)* 
. ; 

American Samoa 1960 4 I - D 9 13 
Australia 1960 ( 12 000 ) - 12 000 
British Solomon Islands 
Protectorate 1959 5 2 34 41 
Brunei 1959 8 6 E 60 74 
Cambodia 1960 23 29 F 102 154 
China (Taiwan) 1961 ( 7 224 ) ••• 7 224 
Cook Islands 1959 2 - D 16 18 
Federation of 11alaysia 1960 487 588 - 1 015 
Fiji 1960 35 29 D 131 195 
French Polynesia 1959 14 11 - 25 
Gilbert and Ellice 

Islands C ololW' 1959 2 4 D 16 22 
Guam 1956 - - B 26 26 
Hawaii 1960 35 - 3 38 
Hong Kong 1960 ( 913 ) - 913 
Japan 1961 ( 104 280 ) - 104 280 
Korea (S outh) 1960 ( 7 322 ) 3 276 10 598 
Laos 1960 151 3 E 22 40 
l1acau 1959 ( 78 ) - 78 
Nauru 1960 1 1 6 8 
New Caledonia 1960 28 19 - 47 
New Guinea (Australia) 1960 50 17 E 180 247 
New Hebrides 1959 7 2 B 8 17 
New Zealand 1960 ( 3 396 ) - 3 396 
Niue 1960 

1~ I - D 4 5 
North Borneo 1960 32 - 48 
Papua 1959 33 8 E 92 133 
Philippines 1959 ( To! ) - 8200 
Ryukyu Islands 1960 60 228 26 314 
Sarawak: 1960 26 25 - 51 
Singapore 1961 ( 1 766 ) - 1766 
Timor D:Ui 1959 14 ••• - ••• 
Tokelau 1959 3 - - 3 
Tonga 1956 2 - 23 25 
Trust Territory of the 

Pacif'ic Islands 1958 7 - 30 37 
Viet Nam 1960 208 281 - 489 
:·Testern Samoa 1960 6 - D 43 49 

I 

-lIB .. Licensed physicians~ D = Indigenous medical practitioners; E = Hedical 
Assistants; F" Officiers de Sante. 

- .. Nil 

••• .. Data not available. • •• /13 
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I. lE.!.t\LTH p~~Bml'",~L III TlL:it:ST::RN PACIFIC itffiION 
2. Di:;l-ITi,L, V.8TDRII~LnY Al-:D PHidlli\.CY P.815 ONl'f.GL 

Country or Territory 

American Samoa 
Australia 
British Solomon Islands 

Protectorate 
'Brunei 
Cambodia 
:lhina (Taiwan) 
Cook Islands 
Federation of Hal~ia 
Fiji 
French PolYnesia 
Gilbert and Ellice Islands 

Colo~ 
}uam 

Hawaii 
Hong Kong 
Japan 
Korea (South) 
Laos 
Macau 
Nauru 
New C aladonia 
New Guinea (Australia) 
Nefl Hebrides 
New Zealand 
Niue 
~Jorth Borneo 
Papua 
Philippines 
Ryukyu Islands 
3arawak 
Singapore 
T:iJnor-Dili 
Tokelau 
:tonga 
'Trust Territory of the 

Pacific Islands 
Viet NBIl 
Uestern Samoa 

- - Nil 
••• = Data not available 

I Year \ 

1 1958 ! 
i 1960 ' 

1959 
1959 
1960 
1960 
1959 

1 1960 
1960 
1959 

1959 
1956 
1960 
1960 

I 1959 
1960 

I i;~~ 
1959 
1960 
1960 

I 
1959 
1960 
1960 

1 1960 
\ 1959 

1960 
1960 
1960 
1959 
1960 
1959 
1956 

11958 
11960 
1 1960 

Ventists 

6 
4 142 

1 
3 
6 

974 
1 

152 
14 
14 

1 
5 
5 

393 
32 256 
1 324 

4 
••• 

1 
12 
12 

2 
1 051 

2 
2 
.5 

718 
87 

157 
84 
1 

1 

17 
71 
1 

! Veterinarians 

••• 

• •• 

• •• 
• •• 
••• 

••• 

••• · .. 
• •• 
• •• 

829 

1 

68 
3 

18 581 
1 237 

1 
2 

••• 
• •• ... 
• •• 

404 
• •• 

• •• 

••• 

••• 

... 
• •• 

• •• 

3 

90 
100 

14 

39 

Phannacists 

• •• 
7 350 

1 
1 

11 
1 090 

••• 
, 62 

32 
5 

2 
••• 
• •• 
89 

58 389 
4104 

6 
11 

• •• 
7 

13 
••• 
••• 

1 
• •• 

6 
331 
102 

1 
94 
1 

2 

••• 
383 

1 

••• /14 
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I. HEALTH P;:;RSOI'fiiBL Hr TIL \·J!.STBRtIJ PACIFIC RiGION 
3 • NURS un ffiffi ONl{zL 

: Nursing Personnel i __________ -. __________ -r ____ ~ 
I Fully qualified Certified i Others Country or Territory Year !-;::o-:-::-:---.J----4-:n:-:;::-:;:;::--t----r (A,B ,C , ) 
; Public Private I Public , (D,F~G)* 
'health' , health Private 1 

-L 

ilmerican Samoa 
Australia 

; 

. 1958 i 
i 

, 1960 . 
British Solmon Islands i 

Protectorate ! 1959 ; 
Brunei l 1959 i 

Cambodia 1960 , 
China (Taiwan) 1960 : 
Cook Islands ' 1959 i 
Federation of Halaysia ! 1960 ! 
Fiji i 1960; 
French Polynesia i 1959 
Gilbert and Ellioe 

Islands Colony 
Guam 
Hawaii 
Hong Kong 
Japan 
Korea (S outh) 
Laos 
Hac au 
J.Tauru 
New Caledonia 

New Guinea (Australia) 
New Hebrides 
New ZeaJ.and 
Niue 
North Borneo 
Papua 
Philippines 
i~ Islands 
Sarawak 
Singapore 
Timor-Dil.i 
Tokelau 
Tonga 
Trust Terri tory of the 

Pacific Islands 
Viet Nam 
l'iestern Samoa 

, 
, 

: 1959 
i 1956 
, 1960. 

1960 : 
: 1959 [ 

1960 : 
1960 ! 

1959 ' 
1959 ; 

, 1960 I 

! 1959 ; 
I 1959 ; 
I 1960 . 
: 1960 , 
; 1960 
i 1958 I 
, 1960 , 

1960 ; 
1960 
1959 , 

j 1959 
i 1959 
i 1956 : 

, 1958 
! 1960 i 
, 1960 ! 

, 

, 
3 I 72 

6 • • • 10 
10 

1 093 ••• 
8 ( 

) 
••• 

( 1 888 

( 
( 
( 
( 
( 
( 

( 
( 
( 

5 
1 311 

74 
I' 

2 : 
30 : 

1841 
I 

I 
I 
i 
I 

4 1 
I 

13 ! 
104 i 

11 679 

9: 
163 . 

6 861 I 

( 

( 

28 
831 

. .. . 
20 : 

i ,,; 
2 003 I 

15 ! 
i 
I 

503 
8 
1 

2 

38 
1 231 

400 
95 

20 I 
6: 

95 
) 

182 513 
5 517 

453 
134 

1 , 

11{ I 
52 

) I 
27 

4 ( .. :~4 I 
1 179 

• 225 , 
96 

••• 

••• 

- ! 

911 
• ... ~ 

••• 
••• 

. .. 
••• 

292 

266 
93 

= "Assistant nurses II , "Auxiliary rrurses". 
= "Auxiliary rrursing personnel" - "Hospital assistants". 
= "Nursing aides". 

120 
••• 

••• 

••• 
1 

ID 
B 

14 

• •• 

• •• 
• •• 

• •• 

... 

• •• 
• •• 

, 
• 

,.IF 

5 A 
BF 

) 

) 
) lIBD 

) 

F 
B 

lIB 
AD 

D 

BCD 
A 
CD 

• •• 
••• 

35 

93 
) 

42 
1049 

85 

166 
••• 

••• 
) 

62 

60 
2 277 

••• 
••• 
••• 

246 
517 

3 374 
) 

247 
1 072 
••• 
• •• 

37 

119 
590 
141 

*A 
B 
C 
D = "Student nurses" I II Probationary" , "Trainees", "Ifurses in training", Partially 

trained rrurses ff • 

F 
G 

e .•• 

= lIl'jedical orderlies II , "HoslJital orderliesII , "Nursin('; orderlies". 
= "Dressers". 
.. Nil 
= Data not available. ___ 11 ~ 

-.. 
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Country or 

Territory 
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I. IG.:-LTH p~mONl,ISL Ii: TL . .Ii 'l'~Rl'l PACIFIC liJ}I0i'! 
4. l·:ID,IF.c.:iTI PEH30NN2L 

I iiidvlives 
I 

I ! Year Fully qualified Certified 
! 

J 
, 

i 

, 

Public i Public , i Private i Private Others* . }1p,alth health .~. • -I 
I I 

I 

American Samoa i 1960 ( 
Australia 11960 -
British Solomon I 

Islands Protectorate ! 1959 • •• 
Brunei ! 1959 6 , 
Cambodia ! 1960 107 I 
China (T aiwan) 

1
1960 ( 

Cook Islands : 1959 · .. 
Federation of l'Ial~sia i 1960 817 
Fiji 

1
1960 38 

French Polynesia ,1959 1 
Gilbert and Ellice I 

Islands Colony '1959 i · .. 
Guam 1956 · .. I 
Hauaii ••• 

, 
I 

Hong Kong 
11960 

1960 ( 1 705 
Japan 1959 ( 
Korea (S outh) 1960 ( 
laos ! 1960 I 6 , 
Uacau 

1
1959 

I • •• 
Nauru 1959 ••• 
New Caledonia \ 1960 -

I Ne"t-l Guinea (Awtrclia) 
1

1959 ••• 
Nen Hebl:"'C 1959 ... 

11960 Ne1~ Zealana • •• 
Niue 1959 · .. 
North Borneo 1960 -
Papua 1958 • •• 
Philippines 1960 1 821 I 

I 

Ryuk;y"u. Islands 1960 · .. 
Sara.rak 1960 48 
Singapore 1959 212 

I ( TUnor-Dili 1960 
Tokelau 1959 -
Tonga 1956 ••• 
Trust Terri tor; of the I 

Pacific Islands 11958 • •• 
Viet Nam i 1960 356 
Hastern Samoa 

I 
11960 , ••• 

* Nurses l·r.l.th midwifeI"J qualii'ications • 
. - = Nil 
••. = Data not available 

I , 
I 
I 

I 
I 
; 
! 

· · , I 

38 ) 
- I - I - I -, , , · .. I ( • •• 1 · .. • •• 

8 58 ) 
20 , 

358 I - -
3 C52 

I 
) -

i 
; 

• •• • •• I • •• . .. 
• •• j 150 I • •• • •• 

3 I 400 I 1 -- i 30 - -i ! , · .. I . .. I ... . .. 
j I · .. I · .. 

I 
· .. · .. 

'0' • •• · .. • •• 
) ! - - -

52 402 ) -
4247 ) -- I · .. ... • •• I 

• •• I · .. • •• • •• · .. ! • •• · .. • •• , - · , 2 - -· I · .. I · .. • •• • •• 
I · .. · .. · .. • •• 

I · .. I • •• , · ... ••• I . .. I · .. ••• . .. 
- 45 43 88 

! · .. ! • •• · .. • •• 
i · .. , · .. ••• • •• · .. I · .. · .. • •• 
I 

• •• , · .. ••• • •• 
248 · - - -· 10 ) ••• 

I - - - -
• •• ••• • •• • •• 

· .. · .. , · .. • •• 
238 · .. I · .. 796 

• •• I · .. I · .. I • •• 

••• /16 
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II. HOSPITALS AND CTH...:..c, HOSPITAL l:STiIBLISHt:::;NTS 
IN TID: ':'ifl)T:CRl~ PACIFIC RIDION 

(NUI!lber by categor! and number of beds) 

I 

1 GRAND TOTAL ! General hospitals 
i 

C.#untry or Year I 1-Tumbe r I Number 
Territory ! of Beds of I , hospitals* hospitals* 

American Samoa 1956 3 215 2 
Australia 1960 ••• 120 419 1 853 i 
British Solomon I Islands Protectorate 1960 31 896 8 
Brunei 1959 5 391 3 
Cambodia 1960 177 ... - 17 
China (Taiwan) 1959 23 3417 16 
Cook Islands 1959 7 185 5 
Federation of Malaysia 1959 260 27 088 176 
Fiji 1959 23 2 183 20 
French Polynesia 1959 17 513 5 
Gilbert and Ellice 

Islands C oloIW 1959 5 333 4 
Gusm 1959 2 352 1 
Hawaii 1960 46 5 087 23 
Hong Kong 1959 45 7 702 16 
Japan 1959 28 738 817 414 4 794 
Korea 1959 51 28 921 16 
Laos 1960 14 1 016 6 
l1acau I 1956 26 1057 2 
Nauru 1959 4 235 3 
New Caledonia 1959 40 1 179 20 
New Guinea (Australia) 1958 128 ••• 119 
New Hebrides 1959 12 443 10 
New Zealand 1959 ••• 27 301 • •• 
Niue 1959 2 75 1 
North Borneo 1960 

. 
1 534 21 7 

Papua 1960 58 543 31 
Philippines 1958 356 37 644 305 
~ Islands 1960 22 4 758 5 
Sarawak 1959 14 1 576 10 
Singapore 1959 20 7 436 5 
TimOl'-Dili 1959 I 4 230 4 
Tokelau 1959 - - -
Tonga 1959 3 JSo .3 
Trust Terri torr of 

the Pacific Islands 1959 122 ••• 9 t 
Viet Nam I 1959 I 849 19 778 85 

I ':Iestern Samoa 1960 16 555 16 i 
• 

- '" Nil 
••• '" Data not available 
* '" Including general hospitals, specialized hospitals and other 

estab1islJnents. 

Beds 

250 I 
87 4J!) \ 

3121 
375 ! 

2 723 
1 586 

81 
17 211 
1 049 

343
1 

233 
192 

2 147 
4460 

453 934 
3 290 

618 ... 
224 
790 

• •• 
388 

13 695 
30 

996 
367 

21 498 
2 439 

789 
2 229 

230 
-
JSO 

416 
12 965 

555j 

• •• /17 
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CountI"J or 
Territory 

American Samoa 
Australia 
British Solomon Islands 

Protectorate 
Brunei 
Cambodia 
China (Taiwan) 
Cook Islands 
Federation of :Halaysia 
Fiji 
French Polynesia 
Gilbert and Ellice 

Islands Colony' 
Guam 
H£lIaii 
Hong Kong 
Japan 
Korea 
Laos 
Hacau 
Nauru 
New Caledonia 
New Guir.'a (AustJ' alia) 
New Hebrides 
New Zealand 
Niue 
North Borneo 
Papua 
Philippines 
Ryuk;yu Islands 
Sarawak 
Singapore 
T:ilnor-Dili 
Tokelau 
Tonga 
Trust Territory' of the 

Pacific Islands 
Viet Nam 
11estem Samoa 

4 _ = Nil 

- 17 -

Tuberculosis 

ear 
.N~ber 

I !of bos- Beds 
IpitalS 

y 

I 
1956 I - -
1960 I · .. · .. 

\ 
I 

1960 ! - -
1959 - -
1960 - , -
1959 

i 

I 4 423 
1959 1 64 
1959 6 1 228 
1959 1 356 
1959 I - -

I ! 
1959 I - -
1959 I 1 160 
1960 5 673 

i 1959 I 3 I 1 086 
1959 I 655 i121 721 
1959 I 3097 I • •• 
1960 

I - -
I 1956 • •• . .. 
1 1959 - -
1

1959 I - -I 
1958 

I 
2 · .. ! 1959 - -

I 1959 I ••• I 
1 243 

! 1959 1 45 
I 1960 I 1 I 210 
I 1960 I · .. • •• 

1958 9 1 660 
1960 2 649 
1959 1 60 
1959 1 1144 
1959 - -
1959 - -
1959 - I -I 

! 

i 1959 - -I 

I 1959 2 458 
1960 - -I 

••• = Data not available 

Specialized Hospitals 

Infectious 
Diseases 

,Number I 
l0i' hos- Beds 
pitals 

I - -· .. · .. 
I - I -- I -- j -I - ! -

1 - I -
I - I -
I - I -
I - I -
I , - , 

I -- I -
• •• I • •• 

1 , 88 
f.3 5024 

• •• 353 
- -

1 · .. - -- I -
! - ! -- I -- -I - j -- I -I - I -

1 I 900 
• •• I • •• - -

I 1 I 250 
- -- I -- -I - I -

I - -- I -, 

,. Obstetrios 

I !Number I 

loi' hos- Beds 
pitals 

- -
• •• • •• 

I - -- -
1 -
1 46 

- -
71 988 
- -- -
- -- -

• • • • •• 
16 899 

I - -- -- -
• •• • •• - -- -- -- -
• •• 2 863 
- -- -- -

23 686 
• •• • •• - -1. 316 
- -- -- -
- -

I 586 3 382 
I - -I 

••• /18 



Country of Year Territory 

American Samoa 1956 
Australia 1960 
British Solomon 

Islands Protectorate 1960 
Brunei 1959 
Cambodia 1960 
China (Taiwan) 1959 
Cook Islands 1959 
Federation of Ualaysia 1959 
Fiji 1959 
French Polynesia 1959 
Gilbert and Ellice 

Islands Co1oqy I 1959 
Guam I 1959 
Hawaii 1960 
Hong Kong I 1959 I Japan 

I 1959 
Korea 1959 
Laos 1960 
l>!acau 1956 
Nauru 1959 
New Caledonia 1959 
New Guinea (Austr:lia) 1958 
Nel' Hebrides 1959 
New Zealr.nd 1959 
Niue 1959 
North Borneo 1960 
Papua 1960 
Ph:i.lippines 1958 
Ryuk;yu Islands 1960 
Sarawak 1959 
Singapore 1959 
T:imor-Dili 1959 
tokelau 1959 
Tonga 1959 
Trust Territory of the 

Pacific Islands I 1959 
Viet Nam 1959 

I N"estern Samoa 1960 

- .. Nil 
••• = Data not available 

- 18 -

3pecialized Hospitals 

Paediatrics i ilental Others 

hlumber I 
: 
, Number 1 Nmber 

lof hc.s-! Beds I of hOS-! Beds of hos- Beds 
pitals I 1 pitals pitals 

- - I - - - -I 

o •• 

I 
.0. i 40 33 000 '0' I • o. I 

! - - 1 18 1 I 130 
- - i - - -

I 
-

1 168 I 1 1 000 - -- - 1 480 - -... - - - - I -- - 2 4200 - -- - , 
i 1 156 - -- - I - - - -

i 

- I - -
11 ;07 

- -- - I - - -
1 118 4 II 482 

I 1 120 I 2 260 3 125 - I - I 476 67 319 - -- I - 3 490 -
I 

-I , 

- I - 1 - - I - -. . . o •• i ••• • •• 2 1 057 
I 

, - - , - - - I -
I - - I - - - -- - - - - I -- - I 1 10 - -- - I ••• 9 500 - I -- - ! - - - I -- - i 1 150 - ! -

I 
I - - , 1 26 176 , " .. 

4 420 ! 1 4 000 5 469 

I 
i 

••• ••• , 2 380 • -, 
1 290 - - - -i 

1 60 . 1 1 869 8 465 i 
I - - i - - - -- - I - - - -! - - , - - - -; 

- i - 108 - -
I 

••• 
1 190 

, 
1 1071 1 144 ! - I - , - - I - -i , , 

••• /J!) 

-.. 
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I i 
Other ~stablishments 

, 
Count!yor 

Territory 
. I Leprosaria 

t
' i ear r H1.lIllber I 

• iiec~ical centres 

~ EumbEl' i' 
of hos-j Beds 

i j pitals : 
i of hos-j Beds . 
i pitals , 

American Samoa 
Australia 

! 1956 I I! 
1960 -

35 I 
- I 

British Solomon Islands 
Protectorate 1960 

Brunei 1959 
Call1bodia 1960 I 
China (Tailran) 1959 
Cook Islands 1959 
Federation of Nalaysia 19591 
Fiji 11959 
French Polynesia 1959 i 
Gilbert and Ellice . 

Islands Co10Dlf 1959 I 
Guam 1959 1959 ! 
Hawaii 1960 I' 
Hong Kong 1959 
Japan 1959 I 
Korea 1959 . 
Laos 1960 
Macau 1956 
Nauru 1959 I 
Nell Caledonia 1959 
New Guinea (Austmlia) 1958,· 
Nel" Hebrides 1959 
Nen Zealand I 1959 I' 
Niue 1959 
North Borneo 1960 
Pa~ 1960 
Philippines 1958 
Ryukyu Islands 1960 : 
Sarawak 1959 I 
Singapore 1959 'I· 

Timor-D:I..li 1959 I 
Tokelau 1959 . 
Tonga 1959 
Tru'3t Territory of the I 

Pacific Islands I 
Viet Nam 
~Jestern Samoa ., 

- = Nil 

1959 
1959 
1960 I 

••• = Data not available 

... 

••• 

1 
1 
1 
3 

• •• 

900 
882 ! 

40 
3 332 

11 a'2! 
11 130 I 
11 100 ~ 
I - I 

2' 460 I 
1~1 540 ! 

41 14 260 I 
32 21 691 I' 

2 251 
I .. il i 
I 

191 i 
i 

• • • I 

45 i 
- I 

••• 
8 02 , 
1 29G: 

4001 
1 0231 

: I 

- I 
.:. 1 

- I 

: I 

21 : 
21 

156 I 

- I , 
- I 
: I 
111 

I 
• • • f , 

I 

436 
16 ... 

40 

.00 

.0. • •• f 

22 ~36r5 ~ I 
. .. 6 

i .::1 I 
, 
I 

19' 

12 

11 

4 
173 

198 

118 

' ... 

1 568 I 
- I 

I 

Others 

Hum.ber 1 
of hos-
pitals 

Beds 

2 

2 

21 

1 
1 

124 

.0. 

37 
80 

••• /20 
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NUHB",R OF HIGH SeHGOL GRA.DU.ATiS FOB. COUNTRLS AND T;~'RaITORIiS 
HI Ttl;}; ':LST~RE PACIFIC PoillION 

(Com"iled from latest available documents on school year data) 

Type of certi1'icate S h 1 ~ Total number 
Country or 

c 00 . 
, of students 

Territory granted year rrac\uatE:d 

American Samoa 3 :condal"{ school leaving 
certificate 1951/58 53 

Australia 3econda~J school leaving I certificate 1957/58 I 19 290 
I 

Brunei Sarawak Junior Secondary j 

certif'icate 1956/57 I 
I 

40 
J 

Camboc1ia Secondary school leaving 
19511581 certif'icate 67 

I 
China (Taiwan) eneral High Jchools ! , 

certificate 1957/581 45 999 

Federation of l'1alays1a Cab ridge School certificate 1951/58 i 
I 

3 432 
J 

Fiji New Zealand School certi-
I 

1957/58 1 ficate 39 

French Polynesia Lower secondary certificate 19~6/57 i 88 

GUbert and Ellice Secondary school leaving 
I 1956/57/ Islands CololV' certif'icate 121 

Guam Secondary school leaving ! 1957/501 certif'icate 324 

Hawaii 3econda~r school leaving 
1957/58 ! certi1'icate 5 434 

Hong Kong General Certificate of 
Education 1957/58 821 

Japan ( I Certificate of lOller I 
( I secondary schools 11957/581 1 895 967 
( : Certif'icate of upper 
{ ! secondary schools I 1957/58 : 776 753 

Korea (Soutb) { I Hiddle school certificate 11957/581 148 257 
( ! General high school I ! 

( ! certificate 11957/58 i 46 776 
, 

••• /21 
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Country or Type of certificate School Total number 
of students Territory granted Year graduated 

! 
Laos 

i 
Secondary school leaving I , 
c€rtif'icate j 1956/57 20 

~ 

( 1 
I 

New Caledonia Lol'Jer secondary certificate I 1955/56 83 
( i Baccalaureat, first and I . I seoond part 1955/56 54 ( , 

New Z,ealand i 30hool certifioate 1957 10 290 
I 

It North Borneo ! Cambridge Oversea school 
certificate 1957 124 

Philippines General secon~J school 
certificate 1957/58 32 222 

I , 

Ryukyu Islands ( I Junior High School diploma I 1957/58 15 644 
( 

I 
Senior High Sohool diploma 1957/58 4 495 

Sarallak Cambridge Oversea school 

I 
certificate 1956/57 113 

Singapore Cambridge Oversea 8chool 
i certificate 1956/57 I 2 303 I 
I 

i 
Trust Territory of the 

I Certifioate of graduation ! Pacific Islands I (intermediate) 1957/58 338 

Viet Nam ( I Lower general secondary 
( certificate (brevet) 1957/58 9 265 
( Bacoalureat, first and 

1957/58 ( second part 3 968 

-l Destern Samoa Samoan school leaving 
certificate 1957/58 446 

••• /22 
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HEDICAL SCHOOLS IE TIU:!33T:Crl.N PACIFIC H.iX1ION 
(Compiled from latest available documents) 

Country or Territory 

Australia 

Cambodia 

China (Taiwan) 

Federation of l1alaysia 

Fiji 

Hong Kong 

Japan 

Korea (S outh) 

Laos 

New Zealand 

Philippines 

Singapore 

Terri tory of Papua and Nevl Guir..oa 

, 
I 
I 

Number of 
Hedical Schools 

1 

1 

4 

1 

1 

1 

46 

8 

1 

1 

7 

1 

1 i , 
! ! ________ yJet Nam 2 ! 

- •• _._------_ ...... - .••• ----~:-.---- j , 
I 

TOTAL 82 



WORLD HEALTH 
ORGANIZATION 

ORGANISATION MONDIALE 
DE LA SANT' 

REGIONAL OFFICE FOR THE WESTERN PACIFIC 

BUREAU R~GIONAL DU PACIFIQUE OCCIDENTAL 

CONFERE1'fCE OF DEANS OF MEDICA][, SCHOOLS 
Manila, Philippines 

18-27 November 1963 

THE MEDICAL STUDENT 

by 

John Z. Bowers, M.D. 
WHO Consultant on Medical Education 

1. mrnoWCTION 

WPR/ Fiiuc/4 
22 October 1963 

ORIGINAL: ENGLISH 

Fiiucation is primarily an interaction between a teacher and a 
student and the curricul.um should afford the opt:lmum. opportunity for 
CC!l!Jllltni cation between them. The effectiveness of the teacher will be 
materially strengthened through understanding the cbaracteristics of 
his students. Research on the characteristics of medical students is 
not on1y important in advancing medical education in the country under 
study; it is also of interest to other countries which are the recipients 
of the expanding flOW' of students of medicine fran country to country 
for gra.d.uate and post-graduate training, as well as to members of 
medical faculties. Finally, studies of the cbaracteristics of medical 
students afford an opportunity for comparative studies of medical 
education. 

2. S'lUDY OF MEDICAL EIUCATION 

2.1 :r:n J.962 and 1963, we were fortunate in being able to st1.1d;y 
medical education and medical students in two Asian countries - a 
pUot study of tt{O schools in the Philippines and an exte!lded study 
of four schools in Japan. * In both countries we had the collaboration 
of admini strators and professors - particularly Dean Barrera, Dean 
Ramos and Secretary Katigbak in the Philippines, and in Japan, 

*The studies were carried out during a fellowship of the Ch1m 
Medical Board of New York" Inc. The aaalysis and iJ:rterpretation of 
the data bave been financed by the Rockefeller Foundation. 
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Professors Okamoto, Harasbima., Hori and Yamori. Perhaps sjmi]ar studies 
are indica.ted in other Asian countries, and it would be gra.tifying if this 
report encouraged such undertakings. 

2.2 Outl.ine of method of study 

First, a brief outline of the method of the study. The heads of 
the major departments and the Dean were interviewed on the following points: 

(1) the objectives of the educational programne; 

(2) the organization and operation of the educational prograDllle; 

(:~) the methods of evaJ.uating the students; 

(4) the research prograumes and their relationship to the 
educationaJ. programme; 

(5) the characteristics of the medical students, including 
changes since World War II; 

(6) education after medical school. 

Fol.J.mrt.ng these discussions medical students were interviewed on the 
following points: 

(1) the family background; 

(2) the reasons for the choice of medicine; 

(:~) the consideration of alternate careers; 

(4) the learning process in medical school; 

(5) life and interests outside of the classroom; 

(6) faculty relationships in the classroan and in the 1a~ratory; 

(7) satisfaction with the choice of medicine; 

(8) career aspirations, including academic medicine versus the 
practice of medicine, general versus specialty practice, 
and the choice of the specialty; 

(9) plans for graduate and post-graduate training. 

In Japan it was soon apparent that in many respects the most important 
phase of medical education is the post-graduate period and, therefore, 
the study was extended to include the post-graduate students. 

Following the interrtews, a questionnaire was devel.oped. to 
support various b;ypotheses that had been formulated from the interviews. 

.. 

-.. 
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In all studies, members of the faculties, induding representatives of the 
social sciences and humanities as well as of medicine, were full collabo
rators. Thus, our research soon acquired an international and inter
disciplinary flavour which we all enjoyed. 

2.3 The family background 

In the Philippines parents frequently aspire to have one child a 
priest, another a lawyer, and a third a physician. Families will gladly 
mortgage their hanes and their property to find money to f1Dance a 
professional education for their children, and they may insist that their 
children enter m~dicine despite a preference for another profession. 

In Japan the family is the root of life and happiness. The family 
relationship is hierarchal, and respect for and obedience to superiors 
is traditional. The role of the family in the choice of medicine is 
encouraged by the fact that the physician has a large f1Dancial invest
ment in his practice since all hospitals are closed to practitioners. 
He owns a clinic of less than 20 beds with all equipnent or perhaps a 
larger hospital, and he is eager to retain this financial investment in 
the family. Therefore, in Japan, 38'1> of the medical students are the 
children of physicians, in contrast to 13.3'1> in Manila and 11'1> in the 
United states. SUch a high percentage of the sons and daughters of 
pb;ysicians in a medical school should raise our concern about their 
motivation for medicine. Did the student really wish to be a doctor or 
was the choice of medicine made by the parents? 

2.4 The choice of medicine 

Here again the question of motivation for medicine is of first 
:importance, as well as the reasons why a prospective medical student 
finds medicine appealing. In the United States and the Philippines an 
interest in the care of sick people is the major reason for the choice 
of medicine. In Japan an interest in the knowledge of medical sciences 
and research is the primary reason for the cboice of medicine. This 
interest relates to the traditional high respect in which the scholar 
is held in Japan and, in recent years, has been encouraged by a natiODaJ. 
heaJ.th insurance progra.mne. However, there are other reasons for the 
choice of medicine, which we might term extrinsic forces, since they do 
not indicate a sincere personal interest in the medical career. ODe of 
these is the family influence that we have alluded to. In the 
Phil.ippines the social status of the physician is important, and in 
Japan the independent social status of the physician is a significant 
factor in the choice of the medical career, particularly today, when 
young people are seeking a more democratic way of life. 

Related to the extrinsic influences of family, social status and 
financial attraction, is the relative youth of students when they must 
make the decision for medicine. In Japan an overwhelming majority of 
the students make their career decision in the senior year of high school., 
when they begin to prepare for the difficult and crucial university 
entrance examinations, usu.a.l.J.y at the age of 11 or 18 years. EmergiJJg 
fran a family system where they have usu.a.l.J.y had lit"tle opportunity for 
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decision making, it is only logical. that they should be more susceptible 
to family forces, and tbat the decision is frequently taken without 
tbinking through the requirements of the medical. career and individual 
suitability for it. Japanese youth would profit greatly from the oppor
tunity to spend a few years in a collegiate-level liberal arts programme 
in which they could test themselves in courses leading to several. 
professions before making the career decision. A career decision is for 
a lifetime, and a few additional years, for thoughtful conSideration of 
the career for which the individual is most SUited, would be beneficial. 
to the individuaJ.s and to the future of medicine and medical education. 

At this point it might be wise to inject the question of' the 
soaring numbers of wanen who are flocking to the medical. schools in many 
Asian countries. In the Philippines the number has mounted stead:! ly 
since the war and in at least one of the schools nOW' staIlds at 5fY1" and 
I am to.ld that it is only held at tbat figure by decree. In Tba.1.land 
about 25j of the students are female, in India the number in same schools 
approaches 5CJ1" wb:i.le in Japan, the number is only at 8j. In the latter 
country the wife is, by tradition, intended to remain at home and raise 
the children who enjoy her unstinted personaJ. attention. In the 
Philippines and Thailand, on the other hand, the wife is not bound to the 
bouse; help is plentiful and cheap and, particularly in the Malayan 
culture, the wcman bas traditionaJ1y held an esteema.ble place in sOCiety. 
I have not been able to discover any differences in the reasons for the 
choice ot medicine between males and females, nor bave I been able to 
detect any significant percentage of women who do not intend to continue 
in the practice ot medicine after marriage. However, it would be 
interesting for those countries where the enrollment of women is 
increasing to determine the percentage of the female graduates WM 
remain in part-t:lme or full-time practice. A study in the united States, 
a number of years ago, showed tbat a surprisingly high percentage of ~ 
female students remained in practice after graduation and marriage. 
There does seem to be general. agreement that the female students are 
more diligent in their studies than the male students, but not as 
capable in practical. work. Perhaps mooicine is to hecome a femift1ne 
profession in same Asian countries. 

It is suggested that these studies on the reasons for the choice 
of medicine indicate the desirability of a more comprehensive evaluation 
of medical school applicants than is afforded by an entrance examiMticm. 
SUch a prograume would include interviews which might s1ft wt studenta 
who clearly bave no desire for the medical career. 

2.5 Lea.rp:!ng and life in medical. school 

How do students acquire new knowledge'l Is it by pre-exam:! nation 
bouts of intense memorizing, followed by refractory periods on wbat we 
might call an exam1naticm cycle, or do the students apply themselves 
steadily in a programne of daily studyf We would all agree that the 
latter is preferable. If the evaJ.uation of the student is determined 
solely by the perf~ce on examjnatians and periodic written quizzes, 
we C8Il be reasonably certa:I.D that tbe students will adopt a prograDIIle 
of study which emphasizes intensive bouts of memorizing for these 
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written exercises, as do students in Japan and the Pbilippines. 
Frequent evaluation at the laboratory bench, by announced quizzes~ by 
oral. interrogation in the lecture hall and. at the bedside, in which the 
students' performance is recorded, encourages continuing rather than 
paroxysmal. study. 

The reliance on memorizing for an examination is also encouraged 
by educational programmes where the major emphasis is on the lecture 
without an integrated programme of illustrative laboratory experiments 
and bedside teaching. This is not to derogate the excellence of many 
lectures, but to empbasize that we cannot rely solely on the lecture -
the sma!l ~ou~J the laboratory and the bedsido are of at least equal 
tmportance. 

As teachers we should be interested in the career plans of our 
students. The Philippine student is interested in the practice of 
medicine~ and we found that the students at the University of the 
Philippines were interested in specialty practice, whereas those at the 
Santo TOmas University were more interested in general practice. 
Perhaps as evidence of having thought more clearly about the medical 
career and their older age when the decision for medicine is ma.de~ 
there were fewer Philippine students who were undecided about their 
future career than was true of the Japanese students. The Japanese 
students showed a greater interest in a career as a professor than as 
a hospital doctor and were least interested in a career as a practicing 
doctor. In the United States the data would be reversed and the 
difference is particularly striking if we compare Kyoto University 
where ll~ of the students expressed an interest in fundamental medicine 
as the career, while in a study of United States students in 1957, less 
than l~ were so incJ.ined. 

:Because of our interest in the ccmparative aspects of medical 
education, we queried students in Japan and the Philippines on their 
satisfaction with the choice of a medical career and compared the 
results with s1milar studies on medical students in the United States. 
In the Pbilippines we found that a significant percentage of the medical. 
students (21.~) had. entered medicine without considering whether or not 
they would find it to be a satisfying career. In Japan we also found 
tbat a significant percentage of the students (l~) indicated that 
medicine was not the most satisfying career that they could think of • 
These findings give further support to our earlier suggestion that a 
more careful screening of applicants for medical school is indicated 
in both countries. 

In both Japan and the Philippines there is general agreement 
that the best students cane to medical school; yet in both countries, 
there is recognition of the fact that tecbnology and science are 
attracting students who former2y came to medicine. Our studies 
suggest that in addition to ca.r<>-1'ul. screening of applicants, review 
and reviSion of the educatioIlal programmes with a greater emphasis on 
the laboratory and the bedside should be considered., so that students 
will continue to be attracted. to progressive and dynamic progre.mes 
in medical education. 
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1. THE BACKGROUND OF MEJ)ICAL TEACHING 

Until recently the aim of medical education has for nearly a century 
and a half been to produce a general duty doctor. The site of medical 
education has been thought of as the medical schoal, libich has been expected 
to complete all the education and training necessary for the general duty 
doctor. The educational objective of the medical school has been to instil 
in the student the great majority of current medical knowledge and to give 
him competence in the great majority of medical techniques. In addition, 
the attempt has been made to inculcate within him the attitudes of thought 
appropriate to professional practice. 

The educational methods used have been two, didactic teaching and 
demonstration on the one hand and apprenticeship on the other. The pro
portion of one to the other has varied very much from place to place. !rhus 
the didactic lecture was the predominant method in many schools in the 
continent of Europe, while British (especially London) schools depended 
mainly upon a practical apprenticeship. Everywhere the basic medical sciences 
were presented primarily in didactic fashion, but the time of exposure of the 
student to them varied from country to country. In all, the content of basic 
medical science was chosen for utilitarian reasons, and based upon its practical 
relevance to medical practice. Until the turn of the century many of the 
teachers of anatomy and physiology were practising doctors. 

The essential similarity in the nature (though not in the relative 
proportion) of the educational methods used was not appreciably affected by 
the size of schools. Naturally, lectures were depended on more in schools 
with very large classes, and. apprenticeship was easier where classes were 
small. 

1 
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The teaching techniques appropriate to the educational methods were 
essentially simple, the techniques of inst;ruction uncomplicated by the use 
of anything but the simplest audio-visual aids, and uncomplicated by any 
major difficulty in selecting content. Patients, it is true, can be 
difficult aUdio-visual aids, but until recently the clinical problems feund 
in a hospital accurately mirrored those found outside, and the diagnosis 
and treatment possible were not particularly complex. 

The techniques of lecturing and demonstrating (especially use of 
the VOice, and clear marshalling and exposition of the facts) were not 
always natural attributes of the medical teacher, and very few went to 
especial trouble to acquire them. Weakness in this regard could, however, 
ot'ten be offset by the teacher's reputation as a doctor. When teachers 
practise while they preach, their skill as practitioners (if not their fame) 
can go far to make up for deficiencies as teachers. Moreover, the drama 
inseparable from the essentisJ.ly human Situations of medicine could easily 
be exploited to support instruction. In the long years when surgery could 
make more 1mpa.ct on organic disease tlBn medicine, the "great teacher" was 
more ot'ten a surgeon and frequently a "show-ma.n". Conversely the most 
unfortunate teacher was often he who bad to impart the facts of public 
health, frequently having to speak of the digging of drains with the great 
disad:vantage of his students knowing that he never dug any himself. 

The student's incentives for learniIIg were s:l.mple and unccmplicated. 
Those, not all but probably the majority, who chose medicine as a means of 
bringing hel.p to suffering bJIlM.n1ty, were motivated by the desire to learn 
all that their future work as doctors required, and could set out to do so 
in the knowledge that this was a realisable ambition, and that it could be 
achieved by les.rn1ng all that their teachers taught them. With the 
increasing :I.mportance given to exam1nations in many countries the incentive 
changed from learning the basis of practice to preparing to pass exam1na
tions. As there was, however, until quite recently, no great divarication 
between the content of exam1nations and the c~ntent of practice, the new 
incentive did not seem contrary to the old. 

Where apprenticeship was extensively used the student had additional 
incentives, such as responsibility to the patient and a close relationship 
with a master wham he could imitate, from whose personal interest he drew 
encouragement, and fram whose continuing interest he might later derive 
professional advancement. 

The essential driving force of the student, however, was the need 
to equate insecurity, either insecurity in later practice or insecurity in 
passing exam1nations, or both. This insecurity demanded,Justified and was 
perfectly balanced by essentially authori tartan teaching, itself appropriate 
to an empirical subject. The clinical "chief" teaching at the bedside in a 
london Hospital was as authoritarian as the Herr Gaheimracht, Professor in 
the Great lecture in a German University. 

Inevitably the method of les.rn1ng inculcated in the majority of 
medical students was that of the electronic computer: "storing a large 
number ~f data, and storing the most usual types of relationships between 
data."( This method of learning was idee1 Jy suited to a practice of 
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medicine which largely consisted of the recognition of empirica.lly defined 
syndromes and the application of empirical treatments. The conscience of 
the doctor could be allayed more easily by knowing that the treatment was 
cCIIIDOnly regarded as appropriate, than by knowing it to be based on proof 
or on a reasoned approach to the problem. Thus in small schools with me.ny 
teachers (as in Britain), students were turned into doctors who remained 
dependent on persons in authority, the consultants. In large schools, with 
many students but few teachers, students became doctors who were naturally 
dependent on the authority of the written word. Neither type was generally 
well endowed with a well-developed critical faculty, the opinion of a 
successful consultant would be accepted by the one as uncritica.lly as would 
the small print of a medical journal by the other. 

2. THE NEW' CONTEXT OF MEDICAL TEACHING 

The above is the background . of current medical education. It is 
the context in which the majority of current medical teachers were trained 
themselves. It colours the attitudes towards all the problems of teachers 
and teaching in medicine today of very me.ny people, not a few of wban have 
not fully realized the extent to which medicine bas changed, or the effects 
of this change upon medical education. 

There are still me.ny who regard the aim of medical education as the 
production of' general duty doctors, who do not question that this production 
can and sboul.d be canpl.eted by the time of graduation. SUch people are 
engaged in searching for some portion of the whole of medical knowledge IUld 
skill which they can agree upon as that required by a general duty doctor 
today. If they could agree upon this portion they would make a curriculum 
of it, in which the component subjects were presented separately or in some 
more integrated form. Tbey would utilize the traditional methods of 
education am their only other problem would be to decide how me.ny teachers 

-r would be needed to instruct the quantity of students they wished to train. 

None of such people have yet grappled with their second problem 
(deciding on the number of teachers), for none have yet been able to solve 
the first (the content of knowledge am skill relevant to the general duty 
doctor). While they have been wrestling unsuccessfully with this, a further 
difficulty has ~isen in the form of increasing doubts as to whether the 
general duty doctor is the priority need of any country. 

An imagiIlary country with a population of twenty million, am 
virtua.lly no doctors, would need to produce two thouslUld doctors if it 
were to have one general duty doctor to every ten thousam people. Even 
if two tbousaIld were iDmediately ready for training the process would take 
a min:1JDum of four years, and at the em of this period the doctors would 
be powerless to bring me.ny of the advantages of modern medicine to the 
people, would be leaderless, would be .wholly lacking in supportive services 
essential to modern practice (such as pathology), am would in the main tend 
to create a demand for further medical care which they themselves would be 
powerless to :tulfil. Furtbel:'mare, even if all two thousand. doctors remained 
indefinitely in the service of the goveI'Ill/l8nt (as opposed to entering private 
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practice in sites and spec1al.ties of their own choosing), they would in time 
be very likely to became seriously out of date. They would have been 
trained to apply today's medicine and would be unable to apply much of 
tanorrow' s medicine. 

If the content of their training related primarily to preventive 
medicine their value might be greater, but their success would still 
depend largely upon the efficiency of pathology services, for it is upon 
these that the diagnosis and prevention of communicable disease mainly rests. 
Moreover, there is no doubt that, important though they are to preventive 
medicine, doctors are a slow and expensive way of achieving it. Rapid 
1mpI'ove!!le!rts in public health depend primarily on informed legislation which 
can be effectively enforced. 

The question arises, therefore, as to whether developing countries 
would not be wisest to concentrate upon the production of a relatively small 
number of well-ed.ucated and highly trained doctors ("centrally" Situated), 
and a very large number of well-trained and professionally orientated 
specialized auxiliaries, capabl.e of maintaining effective teams of health 
workers in peripheral areas. One powerful argument in favour of this course 
is that it could. fill the existing gap in the health services so much more 
speedily than could the production of a large number of general doctors 
produced by some form of accelerated doctor training. 

The question also arises as to whether the most advanced countries 
do not need to pursue exactly the same policy. There is no certainty that 
in countries such as the United States of America where sane 24 new medical 
school.s have been advocated, there exists a sufficient number of young 
people available to medicine of the quality which wUI allow them to becane 
first-rate doctors. There is also already a suggestion that in sane 
countries doctors are now employed. upon tasks which do not entirely justify 
the length and expense of their training, or their initial intellectual 
potential. It is notable that in sane countries, such as the United Kingdan, 
where large munbers of general duty doctors still remain, there is con
siderable uncertainty as to what their function should be. Possibly it is 
to act as a personal physician who should. deploy and control the health team 
to the greater benefit of the individual patient, and this function may have 
to be regarded as a luxury in medical care which only the richest countries 
can afford.. rather than as the basic essential which all countries need. 

The pattern of medical care is, of course, sanething which each 
country must decide for itself. Where it is decided to train general duty 
doctors the medical schools subserving this aim must inevitably emplOy the 
traditional methods of medical education and the traditional types of 
teacher. They will also have to accept the undeniable fact that no lnmIan 
being can any longer learn the whole of medicine, or practise it. The day 
of the aun1practitioner has gone, unless a very low level of proficiency 
is acceptable. Therefore, a preCise portion of medical knowledge and skill 
must be choosen as the defined content of medical training. This would 
presumably be chosen as relevant to the current medical problems of a 
country.. and would vary fran country to country. As doubtless speed of 
production would. be of great importance, apprenticeship would. be reduced 
to a minimum, and the greatest reliance placed upon methods whereby the 
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fewest teachers could instruct the largest number of students in the quickest 
time. To the old methods of instruction, such as lectures and demonstrations, 
new methods such as television and the teaching machine should be added. 
Tbe medical school would be geared to the ".ltUitarian, the needs of today, 
to vocational training and mass instruction. 

3. EDUCATION IN THE PREPARATION OF THE FIRST-CIASS DOCTOR 

It seems unlikely tbat any country would confine itself to the 
production of doctors of the kind in!'erred, not lee.st because even a crash 
programe of the above ooture would be a slow method of filling a gap in 
health needs, and in the long run would be moat uneconcmical. The rapidly 
trained general man would rapidly beccme out of date. It can be assumed, 
therefore, tbat all countries will 'be determined to produce medical leaders, 
and men who can fill vital posts in the health service such as the directors 
of public health (in nation and province), pathologists and other specialists, 
and the medical men who will train auxUiaries. Every country can be 
expected therefore to engage (either partly or exclusively) in the production 
of doctors capable of dominating medical science and of keeping up to date, 
and to this end wUl be concerned to adapt the old methods of medical 
education to the needs of modern medicine. This adaptation demands not only 
a different educatiOll8.l aim, but also changes or additions in educatiOll8l. 
methods. The latter have an obvious bearing on the number and type of 
teachers required. 

As described above, the process of learning hitherto encouraged 
(almost exclusively) in medical schools was rightly the storing of a large 
amount of data, together with the most usual types of relationships between 
data. This, if accompanied by the abUity, deeply ingrained, to obtain 
accurate information from patients by methodical and. meticulous clinical 
observation, prepared the doctor for the ~uick and precise solution of a 
certain number of stereotyped situations (the number being in direct 
relationship to the amount of data stored). This computer type of diag
nostic process, and the data-storing process of learning on which it is 
based, remain both useful and necessary despite the great changes in medical 
knowledge during the last 50 years (and especially the last 25 years). 
These changes, bowever, make the computer method inadequate as the only 
diagnostic process possessed by the doctor. 

The great increase in the quantity of knowledge, which makes the 
total more than one man can absorb, can be overcome by specialization. 
On the other band, intensive application of science to medicine has 
d:lm1nisbed the number of stereotyped situations (or syndraues) which can 
be safely memorized, and its :1'urther application will certainly undermine 
the present empirical validity of otbers. Meanwhile, a relatively sudden 
increase in knowledge relati:lg to function of the body and of the mind 
(as opposed to structure) bas rendered the "disease entity label n type of 
diaenosis inadequate in many cases as e. basis fOl' efficient therapy. The 
latter, especially when empl.oy1ng agents which are as powert'ul. to harm as 
they are to heal, can only be based on a diagnosis which is a comprehensive 
but dynamic (and still precise) assessment of biological, psycbol.ogical and 
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social variables. The prevention of disease, especially as applied to the 
individual as opposed to the masses, has also· to be based on a canprehensive 
assessment of inter-related causes of disease. SUch assessments cannot be 
made by the canputer method. They require a process of "scientific n 

reason1Ilg • 

The word "s cientif! c" is used in this context because there is no 
other which fully describes a process of thought which is critical, logical, 
accurate, constructive, and essentially honest because it attempts to 
measure what is present and accepts the presence only of that for which there 
is evidence. The word "scientific" does not imply a preoccupation with 
test-tubes or tec~ology. 

The acquisition of scientific reasoning has to be added to the old 
educational objectives (lmowledge or skill) of medical. education for the 
reasons given above. It is also necessary for a further purpose - without 
it no doctor can learn for himself or be able critically to evaluate the new 
knoirledge which will assuredly come into medicine during his working lUe. 

Although possibly same people are born with a natural ability to 
think in this way, it is :impossible for the majority of students to develop 
scientific reasoning before jOining the medical school. Nor can it be 
expected to be the autcmatic result of data-storing fran lectures, reading, 
demonstrations, bedside dissertation, or even the careful clerking of many 
patients. "The only way to acquire it is true exper:imentation (true as 
opposed to carrying out stereoty:ped exper:iments) i.e., observing phenaaena 
by keeping constant certain variables and changing over variables in a 
systematiC way. It is only repeated and varied exper:imentation in various 
fields of problems which allows Olle to beccme familiar with variation of 
observations (probabilistic aspect) and their functional characteristics".l 

At one t:ime such exper:imentation could normally be conducted only in 
the field of the basic medical sciences, but now the solution of the 
clinical problems of very many patients depends upon exactly this process of 
scientific reasoning, and effectively demonstrates it. Sane students may 
find it easy to acquire the desired method of thought in the milieu of the 
laboratory, and others in the ward or clinic. W!i.en the clinical situation 
is used it bas the added advantage of soo-dng that while doctors must apply 
a scientUic method of thought, they are also frequently required (as the 
pure scientist never is) to take action on inadequate data. 

Whatever the situation used the role of the teacher in such a. 
process of learning differs profoundly fran his role in the data-storing 
process, and he requires entirely different terms and conditions of service. 
The task of the teacher is "to provide the functional framework, to decide 
about the :importance of variables for the learning of tbelstudent, and to 
provide means for their proper experimental observation". The student 
will do the work, but "both will discuss the findings and confront them with 
findings of other observers, both in repetition of the experiment and in 
ccmparison with findings related in literature. rrl 
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This is in essence "learning by doing" and the methods of teaching 
are the "heuristic" methods. In medic1ne they include not only the 
laboratory pract1cal problem, and the clinical puzzle, but also the seminar, 
the totorial (in its fUllest sense): the carefUlly-conducted small group 
discussion, the essay and the sma.l1 "research project". They are democratic 
as opposed to autocratic methods. It should be noted tha.t certain other 
teaching techniques such as American-style "Grand Rounds", the cl:lnica.l
patholog1cal conference and the clinical-pharmacological conference are not 
only means whereby subject matter can be integrated for the student, but 
also methods by which students can learn scienti:f'ic reasoning frem witnessiDg 
the democratic interplay of the views of different departments. 

These tecbniques of teaching, and the method of thought which they 
are designed to inculcate, are important for yet another reason. '!'bey are 
extremely va.l.uable, if not essential, to this inculcat10n of a proper sense 
of social responsibility in the medical student. This is a process which 
must, of course, take account of the preVious social experience of the II 

student, and at medical school it mainly takes the torm of reinforcing and 
systematica.lly organiziDg this earlier experience. In the past this bas 
been done largely by the example of teachers who have been few in number, 
reasonably clear as to their own responsibilities, and well situated to 
exem:pl11'y them by the nature of a master/ apprentice relationship. Modern 
medicine bas very greatly complicated the social responsibilities of the 
doctor, and at the same time has weakened the simple master/apprentice 
relationship by specialization. It is now extremely lmportant that the 
daily experience of' suff'ering should not lead tn a dulled sensitivity to 
it, or to a repression of the anxieties it raises with the consequent 
repression of the problem itself. Now that medicine is so much more 
powerful, and now that in many countries it must concern itself' JDOre nth the 
camnmity than with the individual, it is essential that students sbould 
be encouraged to think carefUlly of' its widest :implicatiODll. 

students have always teIJded to model themselves upon their teachers. 
They will continue to do so even when specialization has increased the 
number of' teachers, but reduced the field of activity of each and lessened 
his contact with his students. It is important theref'ore .tbat he should 
have the fUllest opportunity (and cha.llenge) to demonstrate the probity and 
other qualities of his personal dealing with people, with problems, with 
data and with theories. This opportunity ill given by heuristic methods of 
teaching. By contrast authoritarian instruction offers the opportunity 
only to moralize. 

4. THE ARRANGEMENT OF TEACHING 

As stated earlier, instruction cannot be dispensed with. It is 
essential in the student's early days, because he cannot learn to th1Dlt in 
eo vacuum and init1a.l1y he must be given data. It is also essential as the 
efficient means of introduction to the many tecbniques of medicine -
includiDg all the basic techniques of getting information frcm patients. 
FUrthermore, the cemputer method of thouglrt is still necessary in deal1ng 
with very many problems. 
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Unfortunately the authoritarian teaching which subserves all these 
educational objectives can conflict most seriously with the types of 
teaching required to achieve scientific reasoning. The first encourages 
submissiveness and discourages the initiative and self-reliance which the 
second strives to stimulate. The student is confused when what one teacher 
asserts is a fact is said by another teacher to be no more than a theory. 
He can became more than confused, be can becane seriously insecure: and the 
more he becomes uncertain of his medical knowledge and of the vast unlmown 
in medicine, the more he is inclined to accept the dogmatic and the 
empirical. Unfortunately each succeeding year will see more and more of 
wbat be has accepted taken fram him as the advance of science reduces the 
empirical and the unknown. His salvation really lies in his own ability to 
reason for b1mself, and this ability must be safeguarded and increased as 
the first priority of his education. It is, therefore, most important that 
his preparation for medical practice should be so arranged that there is 
the minimum clash between two quite different types of teaching. At the 
conclusion of this prepara.tion the student must possess: 

(11) 

(i1.1) 

(iv) 

facility in clinical technique - the power to obtain 
accurate information fram patients; 

the ability to reason scientifically; 

a general understanding of the proven basis of medicine, 
a general knowledge of what is empirically believed, and 
an awareness of what is unknown; 

all the precise knowledge and skill currently relevant to 
the practice of a particular branch of medicine (he can 
never know the whole); 

(v) a fully developed social conscience and the awareness of 
what it means to be a professional person. 

It is obvious that the earlier he learns to reason for himself, the 
better. While he does this he will require the atmosphere and facilities 
of a university. The content of his studies will have to be relevant to 
the purpose of learning how to learn, rather than to the purpose of 
learning how to practise medicine. He will need to move towards the 
periphery of knowledge in scme subject, without necessarily having 
absorbed all the data in it, and this should be a subject of his own 
choosing, though his choice will be dictated to some extent by the 
facilities open to his medical school. During all this time he will also 
need to be introduced to the basic techniques of medicine and to obtain 
facility in them by constant practice. It is pOSSible, however, so to 
arrange his course that instruction and education succeed each other and 
cODflict to but a sme.ll degree. 

This first, university, stage of preparation properly includes both 
pre-clinical and clinical subjects. All medical schools try to give it the 
emphasis described above, but many are frustrated in their efforts by having 
at the same time to attempt a canp.lete coverage of all knowledge and skill. 
This attempt seriously underm.ines all efforts at a university education. 
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It is an attempt to produce a general. practitioner, but inevitably it f'ails 
at one and the same time to give b:I.m either the education which can be his 
only def'ence against a cl:aDging future, and the vocational training which 
al.one can prepare him adequately f'or practice in the present. 

The answer to this dileuma. is s:l.m.ple: instead of' mixing education 
with vocational training, one must precede the other. Ttms the student, 
from an undergraduate education in method of' thought with initial. train1ng 
in clinical. method, can advance to a general. vocational. training. In this 
as a graduate he can learn by participation. After it, he can proceed to 
learn all. that is relevant to a particular special.ty 1 or to l.earn tbat 1fhich 
it is decided sba.ll be performed by the so-ca.l.l.ed "general." doctor in bis 
country. 

This three-stage process, comprising what may be called undergraduate, 
graduate and post-graduate stages, is the only possible one by which med1ca.1 
education can be fu1ly adapted to modern medicine. In no other way can 
doctors be prepared adequately to daninate medical science and bring its 
benef'its fu1ly and wisel.y to the prevention and treatment of' disease. In 
most countries this f'act is rea1ized and a three-stage process bas a1ready 
evolved. Somet:Lm.es, however, the third stage bas not yet been provided f'or 
those who enter general. practice, with the resu1t tbat they enter inade
quately prepared. Moreover, in many countries the second and third stases 
have not yet been brought properly under control, la.rgely because their 
ef'f'ective control. requires a combined ef'f'ort from universities, professional. 
associations and the government agencies responsibl.e f'or heal.th. 

Each of' these three bodies bas something to give to the la.ter stages 
of'medical education, and each has a responsibility towards them. Where 
such organizations bave grown up during the t:Lm.e when medical education was 
confined to medical school.s, they are sl.ow to rea1ize their new respon
sibility and bave dif'f'icu1ty in setting up some procedure by which they can 
co-operate. This situation is much easier in devel.oping countries, f'or 
they can devel.op an organization for medical. education which is appropr1ate 
to modern t:l.m.es without having to deal. with awkward. l.egacies from the Pft.St. 

Certain other advantages which the three-stage process of'f'ers should 
be noted. Firstl.y, because the undergraduate stage is freed from the onus 
of' providing compl.ete coverage it can be probably of' shorter duration tJilan 
hitherto thought possible. As this university stage is the most expensive 
this is an occasion on which f'inancial. eX,Pediency and educational advantage 
happen to coincide. 

Secondly, the graduate docttlr aDd the post-graduate doctor are ~h 
pr:l.ma.rily engaged in vocational work and can l.earn this best by participat
ing a.s a.pprentices. As such, their cost is ampl.y repaid by the medical 
service which they reDder. Their own maturatitm as individuals and as 
citizens is f'orwarded by their abUity to earn. They remain, however, 
trainees and are not entirely free to decide for themsel.ves the durati~, 
content and site of' their training. In this way a country can be sure of' 
the services of those whom it trains, at least untU the end of' that 
training. It can also ensure that it trains men to f'ill the Jobs it De$ls 
to f'ill. 
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The gradual. evolution of the three-stage preparation in maIlY 
countries suggests that the average duration is, or is likely, soon to be: 
an undergraduate course of approx~tely four years, a graduate apprentice
ship of about two years (spent partly in and partly out of hospital), and 
a post-graduate training of from two to six years. In all countries it is 
recognized that doctors so prepared will continue to need access to new 
develo:pments in medicine. The provision of this access, "continuing 
education", is recognized as a further section of medical education. 

Considerable discussion has taken place as to which of the three 
stages of modern medical education must be given in the country in which 
the doctor is later gOing to practise. It is sometimes claimed that under
graduate studies should be in the home country and that post-graduate 
training should be abroad. This view fails to take into account the real 
purposes of the stages. The undergraduate stage is concerned with education 
and method, preparation of the mind and the learning of basiC techniques 
and habits. These, together with the knowledge of the normal human being 
which stems from study of pre-clinical subjects, do not require to'be 
learned in any particular place. They lie beyond geographical or DB.tional 
considerations. They are essentially interna.tioDS.l. A high quality of 
education should be sought, rather than parochial orientation of it. 

At the graduate and post-graduate stages, however, the subject 
matter, the diseases seen, the teclmiques practised should a.J.J. be relevant 
to the haDe country. F'.uthermore, the home country can seldcm afford to 
allow its doctors in training to spend upwards of six years caring for the 
sick of another country. Obviously there are many instances where a man 
must be sent abroad for special training, but this should be as short as 
possible and balanced by a period of in-service training at bane to 
orientate him to the problems of his own country. 

5. THE ORGANIZATIOH OF MEDICAL EWCATION 

The present situation is everywhere complicated by two things: 

1. Unthinking acceptance of the idea that everything that bas been 
done by doctors in the past together with everything which doctors can or 
should now do, will continue to be done by doctors. 

2. Unthinking acceptance of the idea that the medical school will 
continue to ccmplete the preparation of a doctor, on the grounds that it 
succeeded in doing so from the early nineteenth century until recently. 

These premises, both of which are almost certainly false, have 
resulted in the majority of countries trying to train more doctors than 
they can afford by a process which cannot succeed. Most medical schools 
bave too many students and the scatter of abUity amongst the students 
is far too great. The attempt to redress this weakness by giving the 
individual the educational help which he needs demands a high staff/student 
ratio and contributes to a world shortage of medical teachers. 
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Although new schools are being established in the mirror-image of 
existing schools, no one has any idea of what number or type of teac~'rs 
they really should have. Nor is anyone likely to have until the pres nt 
confusion as to a:lms and methods is lessened. So as to avoid this co ion 
as much as possible this memorandum is written with two quite differeut 
types of school in mind. 

I 
The first can be regarded as the present-day model of the best 

schools at the turn of the century. Its purpose is to give a complete 
practical training, as general as possible, and essentially relevant to the 
current medical problems of the country which it serves. Primarily a 
vocational training establishment, it needs to be based on both hospital 
and, community work. It need not, for educational reasons, be within a 
university. It should. properly confer a diploma rather than a degree. 
It will turn out a doctor, not an assistant doctor (of the Feldcher, 
assistant surgeon or dispenser type) nor a modern auxiliary (of the publlc 
health, pbysiotherapy or medical technician type). It' will take at least 
four years' to produce this doctor, and he will !!21 be the equal. of the 
doctor produced by the second kind of school. The difference between the 
two .doctors will becane steadily greater as the years go by. 

The prototype of this kind of vocational school is the typical 
hospital training school in London at the turn of the century. It is 
necessary, of course, to change the content of experience so as to make it 
relevant to that of a particular country in the 1960s. But the method of 
organization and of teaching can be copied with reasonable certainty that 
the objectives will be most satisfactorily achieved. Part-time teachers 
will prove particularly effective, because this kind of training can still 
be a biprociuct of medical practice, teachers will need training o~ in tile 
pedagogic techniques of instruction. Apprenticeship teaching can be used 
extensively, and can be supported by lectures and other forms of didactic 
teaching (with the use of teaching machines) to the extent dictated by the 
size of classes. The curriculum can be defined to encompass that which it 
is decided the doctors shall practise. The curriculum can be translated 
into a time-table, and no further educational organization will be required. 

In such a training school the bright boy will rise' to the top and 
find for himself ways and means of improving his education. It would, 
however, obViously be unwise to weaken the training school as a whole by 
attempting to offer all the students a university education, requiring 
different educational metbods, sane of which could only result in confusing 
sane of the students and thereby impair their training. 

The second kind of medical school is that which sets out to give a 
university education in medicine, which will later be followed by vocational 
training and then by specialized preparation. The university course will 
not aim to produce a finished doctor, but only to confer certain powers 
upon him. Its content will be relevant to learning and not to any particular 
branch of practice or to any particular ccnmtry. 

This school will require a very different system of organization 
capable of utilizing a.dd.1tional educational methods, and of deploying a 
wide variety of teachers. The latter will have to be able to give their 
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Ulldivided attention to students at certain times and they will also have 
to engage in research. Their research ehoul.d, however, be conducted into 
problems arising from their own country, and their professional Bervice 
w1l1 be of a kind needed by their country. 

Their total number will depend on the number of students in the 
school. However, every country needs a certain quantity of highly 
qualified doctors for the purposes of medical care and research, and every 
country which has them can organize a small medical school aroUlld them, 
provided that it also has (or can obtain elsewhere) facilities for an 
education in basic medical science. 

The further discussion in this paper on the organization of a 
medical school, on the numbers, training and terms of service of teachers, 
relates to this second type of university medical school. It is possible, 
however, to conceive of schools in which a canpranise is made between the 
two types. It is assumed, however, that the canpranise woul.d be made by 
a process of "streaming" students, i.e., the school woul.d run two different 
kinds of course for two levels of student, and consciously produce two 
levels of doctor. 

6. THE UNIVERSITY MEDICAL SCHOOL 

In the three-etage preparation for medicine every kind of teacher 
can be of scme value to sane student at sane time. Practically none can 
be of value to all students throughout all stages. The same teacher may 
have to use different techniques on the same students at different stages. 

Success is inevitably dependent on two things: 

(i) ensuring that the three stages are planned as a whole, 
that the objectives of each stage are clear, that the 
methods of education and training used in each are 
appropriate to the objectives, and that the incentives 
which motivate the student at each stage are also 
appropriate to the objective. In this way the student 
can grow, and can bring to each stage those powers UpcR 

which depends his abUity to profit fran it. The same 
applies to any subdivision of any one, particularly the 
undergraduate, stage of the three; 

(11) ensuring that the student is treated as an individual 
throughout, with his own past, his own preferences, 
strengths, weaknesses, rate of growth and problems 
of learning. 

It follows that the organization of the university school is of 
extreme importance. On it depends the best possible deployment of teachers, 
and the degree to which each is cognizant or his purpose and its relation
ship to the teaching done by the rest of tbe team. The organization must 
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al.so be capable of knowing the students as :iDd1vidual.s, who represent sane 
of the cream of the country's intel.ligence and the most expensive product 
of its educational. system. 

The exact type of organization will depend on many local. factors, 
including tradition. Everywhere, however, it must be able to involve as 
many teachers as possible, because only if they are involved (in organization 
of teaching as well as in teaching per se) will they be informed. This 
applies to part-time as much as to whole -t:lll1e teachers. An organization 
consisting only of a Whole-time dean and whole-t:lll1e heads of departments is 
unlikely ever to produce a teaching team in which all members are informed 
and involved. It should be noted that the major contribution of Western 
Reserve University to medical education is not the example of an integrated 
curriculum, but the example of a system of medical. school government wh1ch 
a.ll.aws most teacbers to be involved, and informed as to aims, methods and 
results. 

The te:nns and conditions of service of medical. teachers employed by 
a university faculty of medicine, must allow time and payment for sbaring 
in the organization of the medical school. 

Medical schools would do well to consider the establ1slment of a 
department of medical education. Its members need not necessarily be f'ull.
time nor need they all. be drawn fran the medical faculty. This is an area 
in which inter-faculty activity can be pranoted, and close relAtiODS between 
medicine and otber subjects are of great value. The departmeDt can f'uJ.fil. 
certain important f'unctions: 

(i) it can attempt evaluation of the results of medical 
education (and record the relevant data), providing the 
faculty with an essential. feedback; 

(11) it can study the use of different educational. methods; 

(11i) it can keep the faculty in touch with progress in medical 
education elsewhere. 

The faculty must also a.rra.nge for adequate collaboration with all. the 
other bodies (govenment departments and professional. associations) with 
which it mustcol.laborate in the design and control of the graduate and post
graduate stages. Apart fran the obvious necessity for this in relation to 
students, it is also required if there is to be effective deployment of 
teachers. 

Most, though not all, of the training of graduates and post
graduates w1ll. be a biproduct of practice. Iearn1ng will cane fran 
participation in the care of patients. Apprenticeship and assistantship 
w1ll be the main basis. But content of experience must be decided and 
controlled" and should include participation in preventive heal.th measures 
and community service. The majority of experience in specialties, such as 
ophtbalmology, otorhinolaryngology, and dermatolosy, w1ll probably be given 
in these later stages, and it w1ll. re~ efficient orga.n1zatlon. U this 
is prOVided ms.ny spec1al.ist teachers wHo now have to give superficial. 
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coverage to large classes of students I will instead be able happily and 
effectively to train small groups of interested graduates. 

It is by good organizattiol:. of the content of the graduate stage 
especially and by the appropriate deployment of teachers in this vocational 
training, that the undergraduate period is freed to pursue its proper 
purpose, and the university is able to get maximum value fram a relatively 
small number of teachers. The trainees of graduates must, however, be 
provided with time (and remuneration) for the inter-departmental clinical 
meetings (such as C.P.C. IS, etc.) vThich are essential to graduate training 
but which cannot be conducted synchronously with clinical practice. Not all 
of the funds for this (or for the post-graduate) stage of training should 
cane from the university. It is not wholly, or even mainly, the function 
of universities to turn educated medical graduates into medical specialists, 
public health specialists, pathologists and general practitioners. 

7. PAYMElfr OF TEACHERS 

The question of how much should be paid for teaching can be answered 
only in the context of a particular school. It must take account of national 
circumstances and be related to the pl"evailing rates for all. university 
teachers. In clinical departments whole-time university staff carry a 
weight of clinical responsibility wbich is not carried by their university 
colleagues in other faculties. It is fair that they should receive 
additional recompense for this, though whether the addition comes from 
university or hospital depends partly on the local method of financing the 
university hospital. Probably the ideal 13 for the university to control 
and finance its own hospital, but he recompensed by the state for the 
medical care it renders to the community. 

The total remuneration of the whole-time university clinician, 
together with the facilities provided for him, must be sufficient to 
attract the ablest clinicians in the country into the university service. 
ldm!ted ~r1vate practice (within the university hospital) by university 
staff appears never to have been other than beneficial. When not care:f'u11y 
limited, private practice has nearly always resulted in the university losing 
more of the services of its staff than it has gained by saving on their 
salaries. 

Part-time teachers are inval.uable.· There is nothing about the 
part-time teacher which prevents him fram fulfilling all the duties of the 
whole-time man with equal efficiency, except the fact that he is part-time, 
and that the part of his time which be can give to students is decided more 
in relation to the needs of bis patients than to the needs of the students. 
The successf'ul. use of part-time teachers seems to depend on two things: 

(i) adequate remuneration for those periods of time in which 
the teacher gives his undivided attention to students, 
or to the organization of medical education. This is 
not provided by the customary small honorarium given to 
large blocks of teachers for teaching while they practise; 
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(ii) the provision within the medical centre of as many as 
possible of the facilities which the part-time clinician 
needs, including those for research and for private 
practice. He is then able to become geographically 
whole-time, and his value to the faculty rises beyond 
measure. 

It should be remembered that post-graduates in training benefit 
from certain teaching duties, and are indispensable members of the teaching 
team. This should be reflected in their salaries. Their own training 
should be organized so that they have time for patient-care, teaching and 
research, and each of these actiVities should be observed and guided u,y 
those responsible for post-graduate training. 

8. RESEARCH 

A university medical school is dead without research. It is neces
sary to the university atmosphere, and it is also an educational method. 
The 1;jme and the f'acUities f'or it are expensive. Yet when the subjects 
studied arise out of local problems it is probable that the money spent on 
university research in medicine brings a higher reward tban money spent on 
anything else. 

Fears expressed in sane countries that medical schools are appointing 
too many nresearch" men to be heads of' departments give rise to the idea 
that research is in sane way a bad influence. The head of' a clinical 
department; needs to be both a good clinician and a good research worker. 
Neither the one nor the other is wbolJ.y satista:C'tory by itself'. 

9. NUMBER OF TEACHERS 

At the present time correct deployment of teachers, and the welding 
together of' an inf'ormed team, are both more important than mere numbers. 
It is doubtful if any school has as many as it would like, and probable that 
none makes maximum use of those it has. Education, as opposed to instruction, 
calls for greater care of the indiVidual and can make less use of the 
didactic approach to large classes. On the other band, it requires the 
student to do more f'or himself' to learn by doing. Where the educational 
structure is sound, and the teacbers know'their role, it may be possible 
to get better results with f'ewer teachers. 

At all events there are no data on this aspect of medical education 
which exists in the abstract and can be applied with equal relevance to any 
and every school. The munber of teachers required must be related to the ' 
three types of work required of them, patient-care, education and research. 
The number of teachers bas, therefore, to be related to two other variables" 
the number of patients and the number of students. 
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There i8 at present an enormous scatter between the staff-student
patient ratios in the world's medical schools. Bull has recently suggested 
that at least three teachers (including post-graduates) per fifty beds are 
needed "for the proper prosecution of teaching and patient care, and it is 
only when this ratio is exceeded that research can be carried out". 2 

When considering these figures it is as well to remember that until 
recently medical education has been thought of solely in the context of 
medical schools. The total of medica.1 tea.chers in the world has been thought 
of as the sum of those in "teaching" hospitals. In fact, all hospital.s can, 
and indeed do, share in medical education, as do, or should, many doctors 
outside hospital. There is therefore a much deeper "pool" available tban 
bas been realized hitherto. 

It should also be noted that although it is d1tf'icult to train two 
levels of doctor in the same medical school, it is not so difficult (and 
is probably very advisable) to educate doctors and train auxUiaries of 
many kinds in the same university medical centre. To do so will require 
more teachers, but it will doubtless be more econcm1cal to group them 
together in this way, than to maintain small auxUiary training units whose 
staff' will be independent" isolated and bereft of much cbance of pranotion. 

10. THE TRAINING OF TEACHERS 

A man who can educate others is usually also able to instruct others, 
though be may not be able to do both equally well. 

A trained and hi~ etf'icient instructor wU1 not necessarily be 
able to educate, and will probably be quite unable to do so at all. 

Although for years the training of medical teachers bas been 
advocated. this has largely referred to perfecting their techniques of 
instruction, use of the voice, the blackboard, the lecture aDd so on. No 
doubt this would be va.J.uable, but the greater need is to introduce medical 
teachers to education. This is sanething of which they have usually 
experienced very l.ittle in their own days at medical school. They fiDi it 
hard to ccmprehend and it makes them insecure even to discuss it. A very 
great deal can, however, be done, mainly by the seminar type of discussion. 
A de~t of medical education (especially with members fran other 
faculties) can enable a nucleus of the medical teachers to acquire a 
clearer concept of education, of its aims and methods. Thereafter, co
operative participation in the educational work of the school is both 
enthusiastic and we1l-d.irected. Interest in,· and therefore jJDproVement of, 
educational techniques then follows naturally. 
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