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AMSE Newsletter is one of the few journals dedicated to university matters, both general ones 
and those speciþcally related to medical faculties.

During the past decade these matters have been discussed many times at AMSE annual meet-
ings which have been held at different places in Europe, such as Perugia, Vienna and Uppsala. 
The members of the AMSE Executive Committee have considered it to be of great importance 
that these meetings could be held in different cities in Europe and that members of the Execu-
tive Committee should be representatives from all over Europe. Most of the topics discussed at 
AMSE Meetings have been presented as short communications in the annual issue of AMSE 
Newsletters. Other articles concerning general topics related to university matters would be 
most welcome.

One interesting topic that has been discussed in Sweden recently, is the decline in educational 
and scientiþc quality, which seems to be a common European trend. In spite of loud talk about 
the value of scientiþc research and higher education, the þnancial support by governments de-
creases all the time, and responsibility is transferred to a centralized research bureaucracy out-
side the faculties and often placed in Brussels. The production of physicians has been a political matter where numbers are more 
important than quality.

The university as a place for common cultural education of all human activities is considered sometimes to hinder efþciency. 
There are, however, different trends in education; nursing schools have in Sweden been transferred from counties to medical 
faculties. The reason was to increase the status of the nursing profession, but some nurses are criticizing the overload of theory, 
which their patients do not care for.

In some countries, however, medical schools are separated from universities and thus cannot be considered to be a medical fac-
ulty. In Sweden the Karolinska Institute in Stockholm is an independent institution from Stockholm University. All other þve 
medical faculties belong to a university.

In Austria, the separation between medical faculties and other parts of the universities has taken place, but not without problems. 
At a meeting in Graz in March 2003 I learned that there was opposition to this separation.

In my opinion it has always been considered to be a strength to have a university with many faculties, covering the whole cul-
tural area.

Among laymen and sometimes also among politicians general opinion is that the medical area is too narrow and in some aspects 
less cultural. This opinion varies over time, however.

Therefore at the Karolinska Institute and also at one other medical faculty in Sweden, some humanistic features have been added 
to the curriculum. I think that this is just a cosmetic gesture to comfort worried public opinion. A complete university gives its 
student a much better opportunity to meet different aspects of human culture.

What type of culture should be added to a medical faculty: òlike spicesó- music, art, poetry, history etc? Who shall select these 
topics?

A medical student is a student of the science of nature and this tradition, which does not have a very long history, is often threat-
ened by inÿuence from alternative medicine-an euphemism for humbug.

A doctor, who truly shows empathy with his and her patients, must have a positive relation to the whole spectrum of human cul-
tural.

Uno Erikson
Editor AMSE Newsletter

FROM THE EDITOR
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AMSE creates a forum for European Medical Faculties to share experiences in the þelds of education, research and manage-
ment. AMSE seeks to stimulate co-operation between Medical Schools in Europe and to initiate and sustain relations with other 
professional, governmental and non-governmental organisations in education, research and health care. AMSE organises an An-
nual Conference on topics of particular interest to Deans and other Staff members of Medical Faculties.

The Society is registered in Vienna as an incorporated non-proþt society. It operates through the General Assembly and the 
Executive Committee. The Executive Committee manages the affairs of the Association and together with a Local Committee 
organises the Annual Conference in one of the Universities in Europe. The Chairman of the Executive Committee serves as 
President of the Association.

One main issue of AMSE at present is to deþne the outcome of undergraduate and postgraduate medical education in Europe 
in orders to attain to European core objectives for a medical doctor. The aims of this project are (I) to enhance the quality of 
undergraduate education, and (II) that patients and authorities were reassured that medical graduates were þt for supervised 
clinical practice in the different countries of Europe. In recent years the debate has moved from trying to create a common core 
curriculum towards deþning an agreed outcome at the time of graduation, i.e. deþning standards of knowledge, skills, and at-
titudes required by the graduates. However, the choice of the curriculum design will remain open to each Medical School. Such 
freedom is essential if developments and innovations are to be encouraged.

THE PURPOSE AND ORGANIZATION OF AMSE

FROM THE GENERAL SECRETARY AND TREASURER:
A retrospective look of 2002
The AMSE Executive Committee is proud to report on the overwhelming success of the AMSE 
Annual Conference 2002, held in Lille on September 5-7, 2002, which attracted attendance of 
95 representatives from European Medical Schools. The Conference reports are published in the 
present volume of the Newsletter.
On behalf of the entire Executive Committee I herewith express my gratitude and appreciation to 
the conference organizers in Lille for their enormous efforts and valuable contribution to make 
the Annual Meeting 2002 an overall success.

Next AMSE Conference
The AMSE Annual Conference 2003 will be held in Prague, hosted and organized by the 3rd 
Faculty of Medicine at Charles University, following an invitation by the former Dean, Michal 
Andel.
Again, the conference scientiþc and social programme and the special atmosphere of the venue 
is aimed to attract participants from Medical Schools all over Europe.

Membership and Finances
At the end of 2002, AMSE counted 48 member institutions of European Medical Schools - a slight increase as compared to 
2001 - of which only 16 have paid their annual membership fee for 2002. A considerable rise in paying habits would be highly 
appreciated!

Personalia
The General Assembly at the Annual Conference in Lille in September 2002 elected two new Executive Committee members:
Juan Vi¶as Salas from the University of Lleida, Spain, as successor to Petr Hach whose second term of ofþce has expired but 
who will remain in his position as AMSE President.
David Gordon from the University of Manchester, UK, as successor to Graeme Catto who had resigned prematurely from his 
position in the Executive Committee.
Uno Erikson from the University of Uppsala, Sweden, was re-elected for a second term of ofþce in the Executive Committee.

On this occasion the members of the Executive Committee wish to express their gratitude to Uno Erikson for his editorial work 
on the AMSE Newsletter over the past years. The present Newsletter will be Uno EriksonËs last volume; from 2004 onwards a 
new editor will be responsible for the publication of the Newsletter and for recruitment of new sponsors.

The AMSE Executive Committee equally express their gratitude to all members and supporters of AMSE. Hoping to meet you 
all numerously at the AMSE Annual Conference 2003 in Prague!

Wolfgang Sch¿tz
AMSE Executive Secretary and Treasurer
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CONFERENCE REPORT  -  SESSION I

RESEARCH AND EVALUATION IN A MEDICAL FACULTY

2002 ANNUAL CONFERENCE OF THE 
ASSOCIATION OF MEDICAL SCHOOLS IN EUROPE 

The Facult® Libre de M®decine ð Institut Catholique de Lille 
The Facult® de M®decine ð Universit® Droit et Sant® ð Lille 2

 -  Lille, France - September 5-7, 2002

Patient care, teaching, and research:
A small facultyõs point of view.
Damien Lucidarme (Lille, France)

The catholic university of Lille and its þve Faculties including 
the Faculty of Medicine and pharmacy, were founded in 1876. 
From 1876 to 1910, the medical school experienced a very 
difþcult period due to strong anticlerical opposition. World 
War I diminished the tense atmosphere and the medical 
school expanded until 1957. Then, administrative reforms af-
fecting hospitals and universities gave rise to fresh difþculties 
due to unsuitability of French legislation for òprivateó medical 
structures. An inter-faculty agreement made in 1971 opened 
a new era by establishing an ofþcial link with the State Uni-
versity. Thus, the private Faculty of Medicine was enabled to 
improve its activity up to the present day.
The private Faculty of Medicine, which is one of the oldest 
French medical Faculties, is also the smallest. About 55 stu-
dents graduate every year. This small number allows the kind 
of personalized instruction which is appreciated by our stu-
dents. The high percentage of students who come from other 
areas of France to pursue their medical degree course in our 
faculty stands as evidence of their satisfaction. Moreover, the 
percentage of success at the competitive examination giving 
access to specialty training is between 33% and 74%, which 
is, on the whole, slightly above the national average. 
Our medical activity represents roughly 800 beds divided 
among three hospitals at different sites in the metropolitan 
area of Lille. Almost all specialties are represented except: 
haemodialysis, Cardiac-surgery, Neuro-surgery and Trans-
plantation. Thus, patient care and teaching are the main part 
of our daily activity. 
One of our speciþcities is the fact that we are part of a Cath-
olic institution. The ethical aspects of medical practice and 
research have been prominent since the foundation of the fac-

ulty. Nevertheless, the identity 
of a Catholic Faculty is both a 
topic of discussion and a chal-
lenge today.

We are faced with new chal-
lenges at the turn of the mil-
lennium. Several reforms are 
under way: 
1) The principle of cost-ef-

fectiveness has entailed the 
merger of the three hospitals 
of the òInstitut Catholique de 
Lilleó into two. 

2) The training of future general practitioners will be integrat-
ed into the national placement examination from 2004.

These new reforms are an opportunity to redeþne our identity 
and also to specify the place of research. What is the aim of 
research?
Research is what allows discoveries to be made. Who seeks 
(sometimes!) þnds. Research is above all a source of legiti-
macy for every faculty and consequently for us according to 
the well-known motto: òpublish or perishó. A debate is now on 
progress concerning our research development policy
1) Should we focus most of our research resources on a few ex-

perienced teams in order to establish a national reputation 
in a small number of þelds?

2) Or should we develop clinical research programs involving 
most of our teams at a lower level 

This debate is still under way 

The performance of valid basic research is beyond our reach 
and requires means that we cannot afford. Nevertheless, two 
of our laboratories (The Environment and Health and His-
topathology Laboratories) were recently approved for fel-
lowships. We also encourage our young physicians to work 
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The ôFacult® Libre de M®decineõ is part of the Universit® 
Catholique de Lille, often named the òCathoó. This Univer-
sity was founded in 1875 and has become a leading centre for 
higher education in France.

It is the largest private campus in the country with 14.000 stu-
dents following degree courses in almost every discipline.
The òCathoó offers on one campus more than 50 degree 
courses in 5 major areas: Arts and the Humanities, Theology, 
Law and Economics, Business and Management, Science and 
Technology, Medicine. Our originality is due to the fact that 
degree courses are available both in traditional style faculties 
as well as in the high proþle òGrandes Ecolesó.

Great importance is given to internationalisation. The Univer-
sity has more than 200 international partners. The òCathoó 
fully participates in the International Federation of Catholic 
Universities (IFCU), is a member of NAFSA, of the Interna-
tional Association of Universities (IAU) and of the Associa-
tion des Universit®s Partiellement ou Enti¯rement de Langue 
Fran­aise (AUPELF).

About 600 international students from 60 different countries 
are studying with us in Lille.
The ôFacult® Libre de M®decineõ is the smallest medical fac-
ulty in France with 600 students and a numerus clausus of 

in laboratories outside the Faculty for a year as an introduc-
tion to basic research. This is generally a þrst step towards an 
academic career 
Several ideas could be considered for developing applied clin-
ical research in our Faculty, such as: 
1) Requiring more publications of young physicians aiming at 

an academic career; 
2) Encouraging a wider participation in national clinical tri-

als, 
3) Developing also a closer partnership with the State Faculty 

of Lille as well as other faculties in France and Europe. 
To achieve these goals, strong determination is required. 

57 students per year. Pedagogical objectives include offering 
students an equal chance of excellence, whether they want to 
specialize or make a career in general practice.

The UniversityËs private hospital group (800 beds) is part of 
the state hospital service and offers a wide range of hospital 
trainings facilities for students. The ôFacult® Libre de M®-
decineõ is part of a large health department with a nursing 
school, a physiotherapy school, a midwifery school, a chirop-
ody school, a medical communications institute and a social 
work institute.

The strength of this faculty is that it belongs to a multidisci-
plinary university in which different parts are used to working 
together very closely and that it strongly proþts from the ethi-
cal research centre and the research centre in health econom-
ics at the Universit® Catholique de Lille. The faculty develops 
speciþc research and pedagogical acitivities  in different þelds 
of medicine jointly with these two centres in a spirit of Chris-
tian humanism.

Prof. Colette Creusy 
 Responsible for International Relations
Prof. Albert Dutoit
 Dean

Some funds have recently been invested in the recruitment of 
nurses speciþcally for clinical research. We hope this is just 
a beginning. 

In conclusion, the merger of our three hospitals into two, in-
volving a very extensive reorganization, is both the end of an 
era and a great opportunity for renewal. Despite the fact that 
our studentsõ academic achievements are our greatest pride, 
we are convinced that medical research has a future in our 
medical school.

Indicators of research performance in a 
medical faculty and methods of 
evaluation.
Bahram Bekhradnia (London, United Kingdom)

Medical schools in England receive public funding for re-
search from two sources. They receive funding for research as 
part of their core-operating grant from the Higher Education 
Funding Council for England, funded by the Education Min-
istry, and they receive project grants from the UK Research 
Councils, funded by the Ofþce of Science and Technology (es-
sentially, the science ministry).

The core grant allocated by the Higher Education Funding 
Council for England is intended to fund the basic research 
infrastructure and to enable research to take place, which 

would not otherwise receive project funding. It is allocated 
highly selectively, based on quality, as assessed in a periodic 
Research Assessment Exercise. This Research Assessment 
Exercise is now a well established part of the UK higher edu-
cation system, is a fairly sophisticated exercise, and has been 
partly responsible for a very substantial improvement in the 
quality of UK research. It has had a number of less positive 
effects as well - for example it can lead to large variations in 
the funding of universities from year to year, and because of 
the serious consequences of poor performance (and the prizes 
to be won through a good performance) there are concern is 
that it may distort the nature of the research carried out and 
deÿect academics from activities other than research. Bahram 
Bekhradniaõs talk will describe the exercise and some of its 
consequences, both for better and worse.
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Developing the inÿuence of medical 
schools in the U.K.
Robert Boyd (London, United Kingdom)

A Changing World
The medical profession across the world is operating in a rap-
idly changing environment. The changes include an altered 
demography with the move in the focus of patient care from 
acute illness to the management of ongoing and multiple pa-
thology in older citizens. Patients increasingly consider them-
selves as customers of a service industry expected to provide 
care at times and locations to suit their convenience. Profes-
sional boundaries between doctor, nurse, or other practitioner 
are becoming blurred. So is the boundary between orthodox 
medical care and alternative systems.

There is tension between achievability and funding for health 
care. Cost control is an inevitable part of any modern health 
care system. However, we also operate in an environment 
where medicine must be prepared for the unexpected. Envi-
ronmental or social catastrophe, nutritional contamination or 
unexpected organisms may all suddenly distort the world in 
which our students may have to practise. Finally, the trend to-
wards a belief in ôwork: life balanceõ rather than in pure voca-
tionalism impacts on the availability of physicians and other 
health professionals and upon how they regard themselves.

The UK Context
Cultural, historical and political horizons all inÿuence health 
care arrangements and the UK is no exception. The key fea-
ture of UK health care is a highly centralised system at least 
since the implementation of our National Health Service 
(NHS) in 1948. It used to be said that the NHS was the larg-
est organisation after the Red Army. With over a million staff, 
it may now be the largest! It is free to patients or nearly so, 
though not to the taxpayer. Access to specialist secondary care 
is mainly through a referral from a generalist primary care 
system. Most physicians are paid by the government Depart-
ment of Health. There is some patient or personal insurance 
funded ôprivate practiceõ especially for non emergency more 
in the south than the north of Britain. About 10% of special-
ist practitioners (fewer in primary care) are employed by the, 
(currently 26) Universities with Medical Schools. Such doc-
tors are classiþed as ôclinical academicsõ. The UK system has 
been one of the cheapest in the OECD being surpassed for 
economy only by the Japanese health care system.

The NHS is like any health care system subject to intense po-
litical attention and debate. NHS costs are a major item in the 
governmentõs budget (Ã56b in 2002/3 predicted to increase to 
Ã90b by 2007/8 in England alone). Successive Governments 
(of all political parties) have been heavily criticised in the me-
dia. Complaints focus especially on delays in treatment; on 
poor facilities; and on perceived paternalistic staff attitudes, 
which do not treat patients on equals. There is also an impres-
sion of decreasing staff satisfaction although this is slow and 
uncertainly documented. Recently, media and government 
have drawn attention to a number of so called ôscandalsõ such 
as un-prevented performance of childrenõs cardiac surgery at 

Bristol by less than averagely 
competent surgeons, retention 
of organs at autopsy in Liver-
pool without explicit patient 
consent, or a maverick general 
practitioner who murdered nu-
merous patients over decades 
without it being noticed! Such 
criticisms and episodes have 
led the current Labour govern-
ment to allocate substantially 
increased funds, stafþng and fa-
cilities to the NHS coupled with 
a demand for ômodernisationõ of 
the service along lines laid out in the òNHS Planó. The expec-
tations include more patient choice, more teamwork, more ex-
plicit accountability for physiciansõ quality of practice and for 
its evidence base and a greater role for non-medical staff.

The Clinical Academic Role
Clinical academics provide clinical care personally. They lead 
on curricular development and carry out most UK clinical re-
search. They also play a large part in leadership of the spe-
cialist services of the NHS; for example, one third of teaching 
hospitals medical directors are Clinical Academics. It is im-
portant however to realise that NHS employed service doc-
tors also play a major role in undergraduate and postgraduate 
teaching. The challenge is to achieve a synergy between the 
NHS and the Universities without the short-term pressures 
faced by the NHS to provide immediate patient care under-
mining the longer term duty of universities to ensure future 
quality.

A further difþculty is that interprofessional collaboration in 
education, research and service development is impaired by an 
historical split between different educational contexts. Medi-
cal students are mainly educated in ôoldõ universities. These 
were mostly founded in the 19th century or before and have 
a strong tradition of research. Nurses, by contrast, were until 
recently educated in hospitals by hospital staff but moved in 
the early 1990s into ônewõ universities, mainly former poly-
technic colleges. Few universities educate both nurses and 
medical students. Similarly, in postgraduate education the 
focus is on developing specialist rather than general expertise 
as postgraduate curricula are laid down by individual special-
ist ôRoyal Collegesõ. This tends to make career ÿexibility and 
shared understanding between different specialities of medi-
cal staff somewhat difþcult. As the universities play a relative-
ly small managerial role in postgraduate education, leadership 
in ensuring quality of specialist patient care can become an 
area of conÿict between Academic and NHS perspectives.

Improving Synergy
The Council of Heads of Medical Schools has been working 
hard to improve co-operation across such boundaries. For ex-
ample, the Council of Deans of Nurses and Allied Health Pro-
fessionals has recently co-located with CHMS and we share a 
common infrastructure. The UK University Hospitals Forum, 
which represents teaching hospital Chief Executives, now also 
shares this secretariat.
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At a more local level, new partnerships, Health Education 
Strategic Partnership (HESPS) are being developed which 
mirror a new National Committee co-chaired by the senior 
civil servants of the Department of Health and of the De-
partment for Education and Skills. NHS organisation has 
been reconþgured as part of ômodernisationõ into 28 Strate-
gic Health Authorities each of which has a member drawn 
from a university (most frequently a medical school) to en-
sure HESPs are integrated into the Health Service. A recent 
government report (the Follett report) has recommended how 
Universities and the Health Service should work together in 
ensuring appropriate mentoring, annual review and appraisal 
for individual staff and is being implemented.

Finally, it is anticipated that a new contract for employment 
of medical staff will be introduced shortly and much work is 

going on to persuade government that the new contract should 
ensure that clinical academic recruitment is supported and 
that the contribution of individuals in clinical academic work 
across the full circle of teaching, research and personal clini-
cal service is taken into account in personal remuneration.

In short, to attempt to meet the challenge laid down in my title, 
we aspire to work with others both in the university and the 
healthcare system and to inÿuence our colleagues at all levels 
to give due weight to the long term as well as the short. After 
all, those students we recruit today will be working well into 
the second half of the century and we can be sure that their 
professional environment will be different from todayõs and 
one we cannot predict with conþdence. We need to educate 
them to grow and change after graduation as well as to meet 
immediate needs.

CONFERENCE REPORT  -  SESSION II

HOW TO ENCOURAGE STUDENT MOBILITY?

Reports from the chairpersons:
Mireille Bellet (Brest, France) 
Jorgen Hedemark Poulsen (Copenhagen, Denmark) 

Professor Manuel Vijande, Oviedo, Spain gave an interest-
ing and stimulating account of the theme: òHow do we de-
velop ECTS (European Credit Transfer System) in medical 
faculties with integrated curricula?ó He basically pointed out 
that the widespread movement of undergraduate, medical edu-
cation from òtraditionaló discipline-oriented to òmodernó i.e. 
integrated and/or PBL-based curricula comes at a price, at the 
least as far as exchange of medical students within the frame 
of ECTS is concerned.

The main difþculty is that integration can be accomplished in 
many different ways. Accordingly the resulting curricula may 
be similar as far as the overall content is concerned, while the 
individual courses and semesters may be strikingly dissimi-
lar. Such apparent incompatibilities may challenge the ECTS-
coordinators by changing their responsibilities from a òcraftó 
into an òartó. One of the keys to success will be the develop-
ment of meticulous course descriptions (information packag-
es). Another will be ÿexibility - even more so than previously 
- moderated by responsibility.

Fortunately some elements of integrated curricula - e.g. clini-
cal clerkships, and possibly a few courses in aspects of basic, 
medical sciences like cell biology (based on the almost ubiq-
uitous use of òThe Celló by Alberts et al.) - are likely to under-
go only minor changes and will therefore remain as straight-
forward opportunities for international exchange of medical 
students. However, it is undeniable that the opportunity for 

exchange will diminish as a consequence of the implementa-
tion of integrated curricula.

A not unlikely long-term outcome of the many different, inte-
grated medical curricula could paradoxically contribute to the 
realization of the need for developing a common European 
core curriculum in medicine.

Professor Ladislav Mirossay, Kosice, Slovak Republic spoke 
with enthusiasm and warmth on the topic: òStudent exchang-
esó. He gave an excellent description of the recent beginning 
of a rapidly growing and carefully planted program of student 
exchange within the Socrates and ECTS systems. While the 
initial phase has been a one-way trafþc of Slovak students vis-
iting universities in other European countries, the þrst foreign 
students - from Italy - have registered for the next academic 
year. The outgoing students have been meticulously selected 
based on both demonstrated language knowledge and proven 
study results. In addition the candidatesõ research activities 
and activities in studentsõ organizations were considered.

After having completed studies abroad the returning students 
consult key teachers - often heads of departments - to ensure 
compensations to be made for possible missing subjects.

Like the previous speaker professor Mirossay mentioned in-
compatible curricula as one of the main obstacles to student 
exchange.

The successful exchange of students has beneþted from an ex-
cellent collaboration between the universities Department of 
international Relations and the Study Ofþce.
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How do we develop ECTS (European 
Credit Transfer System) in medical 
faculties with integrated curricula?
Manuel Vijande (Oviedo, Spain)

There exists a long tradition of internationalisation in Medi-
cine since a long time ago. This involved all parties with a role 
in the medical arena, from physicians to professors, including 
patients and of course, the students. These movements are, as 
any other human activity, under the inÿux of political tides, at-
traction to excellence, technical developments and even fash-
ion. In a world immerse in an increasing trend toward globali-
sation, the movement (exchange) of students from their home 
institutions to other, in different countries, brings the opportu-
nity to expose them to new challenges, i.e. academical, tech-
nical, ethnical, ethical, economical etc. The contact with new 
cultural facts is now amply recognised as an important ingre-
dient in the learning process of the students, which seems es-
sential for the times to come.

The organization of student exchanges has evolved from the 
level of personal arrangements (free moving) to the institu-
tional commitment. The Erasmus programme since 1987 has 
moved more than one million students across Europe and is 
highly recognized as a real success. Erasmus developed dur-
ing the 90õ ECTS (European Credit Transfer System) which 
guarantees the automatic recognition of the studies success-
fully completed abroad by the home institution. The mecha-
nism of recognition is not unique and different models have 
been used in the past. Some institutions recognized periods of 
stay with more or less disregard to the contents of the studies. 
This system has not been frequently used in medicine. The 
normal way (encouraged by ECTS) is the recognition on the 
basis of a ÿexible subject(s) to subject(s) exchange, to accom-
modate to the differences of curricula among the institutions 
involved. The implementation of new integrated curricula in 
many institutions demands new approaches to allow rational 
and useful exchanges. This has to be achieved on the basis of 
ÿexibility, common trust and a detailed knowledge of the ac-
tivities involved, the development of a new kind of normalised 
course catalogues and an adequate use of the credit concept.

Humanitarian work in Belarus.
Robert Venn (Cardiff, United Kingdom)

A humanitarian project organised and þnanced by students, 
with the cooperation of the faculty, local charity, small groups 
of students, work throughout the summer in one unit of a chil-
drenõs home near Minsk.

Belarus has suffered greatly since collapse of communism. 
Social and economic factors make it difþcult to look after a 

IFMSA.
Benoit Raeckelboom (Lille, France)

The International Federation of Medical Studentsõ Associa-
tions (IFMSA) was founded in 1951 by european medical 
students from different countries. The Standing Committee 
On Professional Exchange (SCOPE) was the IFMSAõ Stand-
ing Committee. IFMSA Professional Exchange Program con-
stitutes a large exchange program within IFMSA and it has 
been running since the organizationõs foundation. The mission 
of IFMSA Professional Exchange Program is to promote in-
ternational understanding and co-operation amongst medical 
students and all health professionals through the facilitation 
of international student exchanges. Over 6 600 exchanges are 
made every year and 78 countries take part in our exchange 
program.

Our goals:
-  To give opportunity to medical students throughout the 

world to participate in IFMSA professional exchange pro-
gram.

-  To give opportunity to medical students to exchange expe-
riences with fellow colleagues worldwide.

-  To offer medical students unique educational and cultural 
experience in addition to the regular medical curriculum.

-  To increase the academic quality of the clinical exchanges.
-  To improve the IFMSA Professional exchange program ap-

plication procedure and logistics.

Some details about the exchange program:
-  It broadens the studentõs understanding of medical and so-

cial conditions in a different country.
-  Clerkships can be offered in any clinical or pre-clinical 

þelds of medicine.
-  The duration of clerkship is four weeks.
-  Clerkships are given in English language and in the lan-

guage of the hosting country.
-  Clerkship is purely educational for the student and he/she 

will not receive a salary for it.
-  During the clerkship the student is working under the su-

pervision of foreign doctor.

The exchange program offers students unique educational and 
cultural experience in addition to the regular medical curricu-
lum.

child with any disability.

We try to assist (not replace) the carers in the orphanage and 
also provide special care for those who need it.

Studentõs beneþt: eye opener to problems in a very different 
way.
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SESSION II  -  FREE COMMUNICATIONS

Student exchanges.
Ladislav Mirossay (Kosice, Slovakia)

Since the year 1999-2000, our faculty has been involved in the 
Socrates Programme. While in the þrst school year we have 
signed 13 bilateral agreements, for the school year 2002-2003, 
we have signed 20 bilateral agreements. Also the number of 
participating students has increased from 7 in 1999-2000 to 
20 in the year 2001-2002. There were only the Slovak students 
to travel abroad according to the bilateral agreement.

Trying to attract the foreign students for the study at our fac-
ulty we have involved ECTS system to curricula. We have 
prepared new information packages about university, faculty, 
our city Kosice and the Slovak Republic. There is also a pos-
sibility to study in English language at our faculty and the 

students who are involved in the Socrates Programme could 
study in the groups together with our foreign students. In the 
next school year we shall have the þrst foreign students from 
the Universita Degli Studi di Pavia. We hope that it is the be-
ginning of real exchange of the students.

The main problem for the student mobility is that there are 
different curricula at all the foreign partner universities. All 
students of our faculty after having proved the applications 
by the foreign partner university come to consult the curricula 
at the study ofþce. The way of solving this problem seems to 
be appropriate by compensation of the missing subjects. The 
students are given the possibility to prepare their schedules of 
compensation altogether with the heads of particular depart-
ments before and after their mobilities.

From undergraduate to postgraduate in 
the Spanish education and health 
systems: advantages, drawbacks and a 
proposal for European integration.
Justo Medrano Heredia (Alicante, Spain)

In our country, graduate medical training has two cycles, af-
ter which it is possible to do post-graduate courses, masters 
and Doctorates as well as having access to further education. 
Training as specialists and access to this training come under 
the domain of the Ministry of Health. We have 27 Faculties 
of Medicine which are supported by University hospitals and 
associates, as well as Health Centres. Numerous Clausus per-
mits an average of 165 students a year with an increasing fe-
male participation. 4500 doctors graduate annually in Spain. 
But, access to post-graduate specialization is limited to only 
3500/4000 places a year. Pre-graduate training is made up of 
core subjects and 25% optional. Teaching is oriented more to-
wards disciplines or subjects, òproblem based learningó does 
not exist and there is a lack of coordination among depart-
ments. The positive aspects are: the numerous clauses, the use 
of all health resources as well as the possibility to have access 
to a recognized post-graduate speciality. But there are certain 
disadvantages dependence on different institutions, the high 

number of students and a strong resistance to coordination. 
With regards to clinical teaching, we should stress the altru-
ism of medical staff at the University Hospitals, who depend 
on the Ministry of Health, the difþculty of studentsõ integra-
tion in the running of the hospital and the preponderance of 
hospital activity over Health Care Centres. The entrance exam 
for specialization conditions teaching and learning. This exam 
is based on memorizing and values neither attitudes nor clini-
cal training. Based on the Declaration of Granada, the Deansõ 
Conference carried out studies on the numerous clauses, the 
ôMIRõ exam, the development of curriculum reforms and the 
integration of students into the health system. We have devel-
oped programs for national mobility such as Ramon y Cajal 
y Virgili. We are encouraging an rapprochement between the 
Universities and the Health Authorities in order to adapt to the 
guidelines of the European Union and the Declaration of Bo-
logna. The aims are to deþne a proþle for medical education, 
to carry out curricula reform, to achieve suitable agreements 
with hospitals, as well as to reform the entrance exam for spe-
cialities. It seems reasonable to assume that the European 
Faculties of Medicine, with the support of the Declaration 
of Bologna and the Tuning Project should work to promote a 
common curriculum and to develop academic recognition for 
studies as well as the Diploma Supplement.

Presentation of Mednet II (Medical 
Education and Didactics NETwork).
Enzo Molina (Parma, Italy)

Mednet 2 the European thematic network in medicine is hap-
py to celebrate the 1 Million Erasmus Students Milestone; we 
played a fundamental role in making the Erasmus programme 
a success. This is our success; itõs the success of all the thou-
sand persons involved along the years in this important action. 

Mednet is here to help this process growing, since we are now 
looking for the 2 Million

Mednet 2 is a platform for integration of actions in the medi-
cal academic þeld.
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Special-purpose Erasmus/Sokrates 
teaching module derived from a general 
clinical course - a case study in 
paediatrics.
Ilkka Vªlimªki (Turku, Finland)

The University of Turku, Finland, has participated in the 
Erasmus/Sokrates  (E/S) student mobility programme since 
1992. In the Medical School this programme was imple-
mented in 1993, initially in the basic medical sciences. The 
majority of international courses was carried out in English. 
There was some delay in the clinical departments because all 
patients are not able to communicate in English as the two 
ofþcial languages in the country are Finnish and Swedish. 
In 2001 there were 22 foreign E/S students in our Medical 
School and 53 of our students studied abroad.

International course in Paediatrics.
Since spring 2001 the Department of Paediatrics has organ-
ised a 12-week international module (IM) in Child Health for 
the E/S students in English three times, taking place simul-
taneously with a regular 12-wk course given to the Finnish 
students (FS) in their native language. We decided to derive 
the IM from a general course of paediatrics, which is a result 
of long-term experience with biannual updating. A ósurvival 
courseó in the Finnish language has also been offered to the 
E/S students by the University Language Centre. A total of 26 
E/S students as well as 6 Finnish students have participated in 
the IM courses.
The goals have been to learn the normal growth and develop-
ment of a child, to be able to diagnose and treat the common-
est diseases and abnormal conditions in children and to learn 
the most important practical procedures.
The following modes of IM teaching were used: 
1) Lectures offered jointly with the FS group. 
2) Key-note lectures for the E/S group only. 
3) Daily tutorials on patient examination during the þrst week 

of the module. 
4) Clinical workshops once a week (active student work, con-

sulting experts). 
5) Weekly patient seminars prepared by the students. 
6) Clinical practice in the outpatient clinic and wards. 
7) Sessions on paediatric medical imaging and clinical labora-

tory medicine. 
In addition a one-week period in municipal well-baby clinics 
and school medical services was organised to show features of 
paediatrics of Finnish community health care. The workshops 
and seminars were prepared by the students under the super-
vision of the consultants and members of the teaching faculty 
of the Department. We tried to select English-speaking fami-
lies for the outpatient clinic training but also the participating 
Finnish students were of great help in the work on patients.

Study material.
The E/S students used a British illustrated textbook of paedi-
atrics and a Finnish textbook was used by the FS group. Hand-
outs, library and computer services were provided. We also 
made the lecture slides and workshop presentations continu-
ously available in the University intranet data system.

Examinations.
We organised þve short exams 
in paediatrics, paediatric neu-
rology, surgery and psychiat-
rics during the course, simi-
larly in the E/S and FS groups. 
The þnal exam consisted of 
two parts: 
1) A 10-minute oral óthesisó 

presented to the whole 
student class on a clinical 
substance selected by the 
student.

2) A 6-hr open-book written examination. 
The latter contained essay questions and patient cases. The 
same questions were given to the Finnish students who did a 
traditional examination. The open-book design was made for 
the foreign students to allow the use of material in English, 
which was the common communication language but not the 
native language of any student.

Experience form the International Module 
The Department was able to run both courses simultaneously 
with rather low additional cost. However, the initial planning 
and annual updating as well as the practical realization of the 
course required so much extra effort that the Department de-
cided to offer the IM only once a year. The E/S group occupied 
one faculty staff member full-time in addition to the part-time 
teaching of the other faculty members. Currently our Depart-
ment is the most experienced unit in our country in organising 
a comprehensive Erasmus/Sokrates course in paediatrics. The 
following conclusions can be drawn from our courses:
- Knowledge in child health and clinical skills developed 

very similarly in both E/S and Finnish student groups.
- Interactive communication with children met with surpris-

ingly few problems but conversation with the parents some-
times required assistance from teachers and/or Finnish stu-
dents. 

- Workshops and study projects offered interesting opportu-
nities for comparisons of national health policies and clini-
cal practices of the studentsõ national countries.

- In the study of patients and diseases there was stronger ódi-
agnostic approachó in the FS and a more prominent ódiffer-
ential diagnostic approachó in the E/S students.

- It was essential to modify the outpatient clinic training for 
the E/S: there was more discussion on the patient data and 
less written documentation, because no English patient 
charts are allowed in Turku University Hospital.

- In addition to the modiþed practical patient work the E/S 
students would have appreciated more personal practice in 
family medicine. 

- Excellent student integration took place within the E/S 
group, but there was unexpectedly modest social commu-
nication between the E/S and FS groups.

- The þnal exams, one in a closed auditorium space in the FS 
and the other as an open-book one in a free-choice envi-
ronment (with library access) in the E/S, gave surprisingly 
similar results.
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Conclusions
Our project shows some interesting and encouraging features 
but also identiþes certain bottlenecks.
From an administrational point of view, there are some 
problems in the synchronisation of less than one-year stud-

ies abroad because of different curricula of the participating 
Universities. We suggest that after a decade of modern E/S 
student-mobility programmes, it is time to evaluate the expe-
rience achieved so far in the participating European medical 
schools.

CONFERENCE REPORT  -  SESSION III

TEACHING OF BASIC SCIENCES IN INTEGRATED MEDICAL CURRICULA

Who will teach basic sciences in 
integrated medical curricula?
Dan Larhammar (Uppsala, Sweden)

Nobody questions the important contributions of basic scienc-
es to medical diagnosis and treatment and for future progress 
in medical research. The question is merely who shall con-
vey this knowledge to medical students in curricula where the 
teaching of basic sciences has been integrated with clinical 
teaching and training.

If everybody appreciates the importance of basic sciences for 
medicine, how has teaching this become a problem? In some 
countries, a couple of years of basic science courses are re-
quired before students are even admitted to medical school, 
and this teaching is carried out by science teachers. Thus, non-
medical basic science teachers are certainly nothing new in a 
world-wide perspective.

Preclinical medical courses in non-integrated curricula in-
clude for instance anatomy, biochemistry, cell biology, physi-
ology and pharmacology. In many medical schools these sub-
jects have over several years seen a gradual increase in non-
medical teachers, perhaps ever since Louis Pasteur with his 
ground-breaking medical discoveries was a non-medical pro-
fessor here in Lille. These teachers include natural scientists 
(mostly biologists) and in Sweden also biomedical scientists 
and pharmacists. The shortage of medically trained teachers 
may be due to lack of interest and motivation among MDs for 
basic sciences, or perhaps lower salaries compared to clinical 
teaching and research.

For the medical students this may lead to fewer clinical exam-
ples in preclinical courses. There may also be a negative psy-
chological effect of having non-medical teachers, giving the 
students the impression that basic sciences are less relevant for 
physicians. For these reasons, teachers in basic sciences have 
been urged to emphasize clinical relevance, invite clinicians, 
and include demonstrations of volunteer patients in the pre-
clinical courses. Nevertheless, surveys in Sweden show that in 
classical curricula, medical students lose motivation and inter-
est during the preclinical phase of their education.

Furthermore, evaluations at the end of the MD education have 
revealed insufþcient knowledge about basic sciences. This has 
led to trends to deemphasize basic sciences in the medical cur-
riculum. I believe this misses one important aspect, namely 
that basic sciences are a crucial prerequisite for the process 

of learning the complexities of 
human health and disease. Even 
if licensed MDs have forgotten 
much of their basic sciences by 
the time they receive their de-
gree, basic sciences was a pre-
requisite for building knowledge 
and acquiring insight during 
their training.

Paradoxically, the most general 
basic subjects seem to be the 
most threatened ones in inte-
grated curricula, namely those 
that appear everywhere such as genetics and pharmacology. 
All medical teachers consider themselves experts, and prob-
ably rightly so, on their own little piece of the genetics cake 
or the pharmacology cake, for their own favourite group of 
diseases. But nobody is willing to give room for teaching the 
general and basic aspects of these subjects. For instance, at 
Lund University in Sweden pharmacology has disappeared as 
an independent subject in the new integrated curriculum.

How can we convince the students about the importance of 
basic sciences for the learning process? How can we make 
clinicians remember this? Regarding the students, we need to 
realize that many may have had little interest in basic scienc-
es in the þrst place. We also must bear in mind that most of 
the medical education is extremely focused on preparing for 
one speciþc profession, that is, the general practitioner. Most 
other educations in the þelds of biomedicine and science have 
a much broader repertoire of future possibilities. Also, many 
medical students may have chosen this education for other 
reasons than a primary interest in medicine, let alone basic 
sciences: because they are generally highly intelligent (al-
though not necessarily talented in science), because they are 
expected to become physicians, because they want to accom-
plish something good for humankind, or because they want 
to make money. Regardless of this, all medical students must 
have a basal understanding of their craft and be trained to use 
scientiþc methods.

One purpose with an integrated curriculum is to remove the 
artiþcial boundary between basic sciences/preclinical courses 
on the one hand and clinical courses on the other. Those medi-
cal schools that already have non-medical teachers should of 
course be able to use this resource also in an integrated cur-
riculum. But is it really that simple? Surveys at Uppsala Uni-
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According with the interna-
tional standards in under-
graduate medical education 
deþned by the World Federa-
tion for Medical Education 
Task Force in Copenhagen 
in 1999, it is an essential or 
minimal requirement that all 
medical schools MUST iden-
tify and incorporate in the cur-
riculum the contributions of 
the basic biomedical sciences 
to create understanding of the 
scientiþc knowledge, concepts 
and methods fundamental to acquiring and applying clinical 
science.
The WFME standards in the quality development level con-
sider that in this þeld the contributions in the curriculum of 
the biomedical sciences SHOULD be adapted to the scientiþc, 
technological and clinical developments as well as to the 
health needs of society.
On the other hand, the role of the behavioural and social sci-
ences and medical ethics is mainly to provide the knowledge, 
concepts, methods, skills and attitudes necessary for under-
standing socio-economic, demographic and cultural deter-

with clinicians. Also, we will fail even more to explain to the 
students how we arrived at our present medical knowledge. 
With the curriculum overload due to the information explo-
sion in medicine, we hardly ever take the time explain how 
we arrived at these conclusions, that is by using the scientiþc 
methods. Even basic science teaching sadly misses this im-
portant aspect so there is ample room for improvement.

Future GPs will not able to make contributions to medical 
progress unless they themselves have been trained in basic 
scientiþc methods. How should they otherwise be able to 
evaluate claims from various sources, whether persistent drug 
company representatives or patients? Unless integrated curric-
ula secure teaching of basic sciences, we may face aggravated 
problems with non-scientiþc treatments and pseudo-scientiþc 
beliefs. For instance, homeopathy is endorsed by an appall-
ing number of GPs in Western Europe despite complete lack 
of evidence. Another pseudoscientiþc belief system is anthro-
posophy, the religious cult of Rudolf Steiner, which practices 
homeopathy and is based on other bizarre beliefs like astrol-
ogy and reincarnation. Complementary medicine is now be-
ing offered by many hospitals in the USA in efforts to keep 
patients happy and make them return. Patients now tend to be 
regarded as customers.

Given the extreme focus by medical schools on educating 
GPs, the ideal basic science teachers would presumably be 
those with both an MD and a basic science PhD degree. But 
there are not enough of these. The inescapable conclusion is 
that also non-MDs must participate in the teaching of basic 
science. The main point is that integrated curricula must not 
lose any of the basic sciences, for the sake of the future of 
medicine.

versity say emphatically no. Although the preclinical teachers, 
whether themselves medical or not, have invited clinicians to 
teach speciþc aspects and provide clinically relevant examples 
in the early courses, they invariably report that their invita-
tions are never returned. Even those clinicians who deplore 
the studentsõ lack of knowledge in basic sciences do not invite 
pre-clinical teachers. It would seem particularly appropriate 
to do so now that molecular genetic and cell biological tech-
niques are increasingly being used for diagnosis, treatment 
and explanation of disease mechanisms.

Colleagues of mine who are MDs in clinical departments, and 
who have PhD degrees in basic science research, have sug-
gested a number of potential explanations, some of which are 
rather provocative. One is a general lack of interest in basic 
sciences among clinicians, they are more focused on patient 
care. Another is prestige, the clinicians believe that they can 
provide all basic science information that the medical students 
need. The clinicians may even be afraid to let in basic science 
teachers, particularly if they are not MDs. A third explanation 
is related to the þnancial system for teaching: the clinical de-
partments need the money they receive for teaching and con-
sider themselves unable to afford inviting external teachers. 
Finally, there may be a sex or gender barrier as many clinical 
teachers are men, while many preclinical teachers in genetics 
and cell biology are women.

We take many risks if this barrier is allowed to remain. 
Progress in clinical research will slow down. It is unrealistic 
to expect that clinicians will make important discoveries and 
improvements all alone, without interacting with basic sci-
entists, just like it would be futile to ask that basic scientists 
should solve clinically important problems without interacting 

The role of the basic sciences.
Jorge Pal®s (Barcelona, Spain)

The aims of my presentation about teaching of basic sciences 
in integrated medical curricula are:
1) To expose the general objectives that the teaching of the 

basic sciences must cover in the context of an integrated 
medical curriculum, and 

2) How we can to identify the contribution of these sciences to 
the whole curriculum. 

Basic sciences to consider.
We can distinguish two kinds of basic sciences:
1) The Basic Biomedical Sciences that include the traditional 

basic sciences as anatomy, biochemistry, histology, physi-
ology, biophysics, molecular biology, cell biology, genetics, 
microbiology, immunology, pharmacology, pathology and 

2) The Behavioural and Social Sciences that include among 
other psychology, medical sociology, biostatistics, epidemi-
ology, demography, hygiene and public health.

General roles of these different basic sciences. 
The principal role of the basic biomedical sciences is mainly 
to provide the scientiþc knowledge concepts and methods in 
order to apply to clinical sciences. 
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minants of causes, distribution and consequences of health 
problems. According with the same WFME standards, it is a 
minimal requirement that each medical school MUST iden-
tify and incorporate in the curriculum the contributions of 
the behavioural sciences, social sciences, medical ethics and 
medical jurisprudence that enable effective communication, 
clinical decision making and ethical practices.
It is a standard of quality development that the contributions 
of the behavioural and social sciences and medical ethics 
SHOULD be adapted to scientiþc developments in medicine, 
to changing demographic and cultural contexts and to health 
needs of society.

How to identify the content and the contribution of dif-
ferent basic sciences to the curriculum.
Some questions must be answer in this process of identiþcation 
of the contribution of the different basic sciences:
1) Which of basic biomedical sciences contribute to the medi-

cal programme in each faculty o medical school? 
2) How is their contribution integrated with clinical sciences 

at the different stages of the curriculum?
3) Which of the behavioural and social sciences and the disci-

pline of medical ethics and jurisprudence contribute to the 
medical programme? 

4) How does the curriculum provide for contributions of these 
sciences and disciplines to foster effective communication, 
clinical decision making and ethical practices? 

And þnally:
5) What is the process by which the medical school adapts the 

curricular contributions of the different basic sciences to 
development in the science, practice and delivery of health 
care?

These questions only can be answered if the outcomes that our 
students would be able to demonstrate at the end of the under-
graduate phase have been previously deþned by each medical 
school. Only after this deþnition, we can establish the contri-
bution of every basic science to the acquisition of the different 
and speciþc outcomes and þnally we will be in condition to 
translate them into speciþc teaching and learning activities. In 
fact, content and speciþc role of basic sciences, who will teach 
basic sciences and how to teach basic sciences depend of these 
speciþc outcomes.

How to deþne the different outcomes.
There are different tools that can help us to deþne the out-
comes. One of these is the Global Essential Minimum Re-
quirements deþned by the International Institute for Medi-
cal Education (IIME). These requirements establish seven 
domains where to deþne outcomes. These domains are: 
Scientiþc foundations of Medicine, Clinical Skills, Profes-
sional Values and Attitudes, Population Health, Critical 
Thinking, Information Management and Communication 
Skills. Another very useful and more developed tool is that 
introduced by Scottish Medical Schools following the òthree 
circle modeló from Harden (Dundee). This model consider 
three levels of outcomes expressed as circles:
The þrst circle corresponds to the technical outcomes (What 
the doctor is able to do) This þrst level includes 7 domains 
where we can establish different outcomes. These domains 

are: a) Clinical skills, b) Practical procedures, c) Patient in-
vestigation, d) Patient management, e) Health promotion and 
disease prevention, f) Communication and g) Medical infor-
matics.
The second circle corresponds to the academic outcomes 
(How the doctor approaches his practice). This circle includes 
3 domains where to establish outcomes: a) Basic, social and 
clinical sciences and underlying principles, b) Attitudes, ethi-
cal understanding and legal responsibilities and c) Decision 
making skills and clinical reasoning and judgement.
Finally the third circle refers to the personal outcomes (The 
doctor as a professional). This last circle includes 2 domains: 
a) Role of the doctor within the health service and b) Personal 
developments.
All these 12 domains can include different kinds of outcomes. 
The þnal objective is to produce a competent and reÿexive 
doctor. The different basic sciences could and must contribute 
to the acquisition of several of these outcomes by the students. 
We can þnd some examples of several outcomes in the differ-
ent domains where basic sciences must participate.
Basic sciences can and must participate in a very large number 
of outcomes and this permit in a context of an integrated cur-
riculum to adapt the contents of basic sciences to the clinical 
aspects. It is very convenient to teach basic sciences in func-
tion of clinical sciences in an integrated curriculum because 
that permits: a) More appreciation of basic sciences relevance 
by students, b) To teach basic sciences along all the curricu-
lum, c) To establish very convenient relationships between 
basic scientists and clinicians. But we donõt forget that basic 
sciences by themselves are also important because they: a) 
introduce the students in the scientiþc method, b) show how 
the knowledge is generated and c) they teach an indispensable 
language. For these reasons it is very important to reach to an 
equilibrium between two opposite poles: a) hard science and 
useful science. In other words, to teach only concepts that can 
be applied to clinical sciences versus to teach only pure sci-
ence independent of its clinical applicability. There are differ-
ent strategies to reach at this equilibrium point, dependent on 
how basic sciences are taught.

How basic sciences should be taught.
Another time the WFME international standards point out 
that basic sciences and clinical sciences should be integrated 
in the curriculum, in horizontal (or concurrent) and vertical 
(sequential manner, following a system based curriculum. 
This option is in my opinion the best one because the tradi-
tional divide preclinical/clinical period disappears, there are 
more appreciation of basic sciences relevance by students and 
permit to teach basic and clinical sciences along all the cur-
riculum.

Conclusions.
The principal conclusions are:
1) It is necessary to deþne previously the þnal outcomes.
1) To identify the contribution of each basic science to each 

speciþc outcomes.
2) To teach basic sciences integrated with clinical sciences.
3) To reach to an equilibrium between hard science and use-

ful science.
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Problems in basic sciences 
education: why, what, when, 
how?
Can we identify current prob-
lems in basic sciences educa-
tion?
Many teachers in medical edu-
cation know the criticism on 
basic sciences: óMany topics 
are not relevant for health care 
practiceó, óThe medical curric-
ulum has to be condensed to the 
core: reduce the basic sciences 
in particular!ó. óIt is difþcult to 
challenge medical students with basic sciencesó. óPresentation 
of basic sciences in lectures is boring and practicals are expen-
sive and not effectiveó. óStudents have insufþcient knowledge 
of basic sciences when they arrive in the clinicó. óBasic sci-
ences are not delivered when students need to understand and 
solve clinical problemsó.

So, þrst there is the question why basic sciences should be part 
of the medical education. Recently, I have conducted a study 
on the basic sciences in the dental curriculum of the School of 
Dental Science and the Dublin Dental Hospital at Trinity Col-
lege Dublin. On the question how relevant the biological basic 
sciences were considered the students, post graduates, staff 
and practitioners involved in the dental education responded 
very clearly: highly required for the knowledge of normal 
functioning and pathological processes, as well as the under-
standing of aetiology, diagnosis and management of disease. 
In addition, basic sciences were considered to be needed to de-
velop a critical and scientiþc attitude. I assume these opinions 
will not differ signiþcantly from medical faculties.
Considering what is teached and learned in conventional med-
ical curricula, the main problems can be summarized as too 
many topics, too many facts, too much irrelevant knowledge 
and not sufþcient emphasis on concepts and principles.
Another set of problems deals with the question when the ba-
sic sciences are delivered. In most curricula this is only early 
in the pre-clinical phase and occasionally in the later phases 
of the curriculum. Basic sciences are not presented on a struc-
tural basis in the clinical phase and not in post graduate edu-
cation. Also, in conventional curricula integration has neither 
occurred in a horizontal way, i.e. between basic sciences with-
in a course or year, nor in a vertical fashion, i.e. between basic 
sciences and clinical disciplines over different years.
Finally, the way how basic sciences are presented may be 
characterised ðgenerally speaking- as not very motivating. 
Usually few educational formats are used, mainly conþned 
to conventional approaches such as lectures, textbooks and 
practicals.

Educational formats: the P-based approach.
Educational research and experience with learning has dem-
onstrated that at least three concepts are important in educa-
tional programmes: Construction of knowledge, contextual 
presentation of knowledge and skills training, and collabora-
tive learning.

How to teach basic sciences? = 
How to learn basic sciences?
Anton de Goeij  (Maastricht, The Netherlands)

Changes in health care education.
During the last decades concepts in health care education are 
changing dramatically. The philosophy of education is mov-
ing from teacher- to student-centred learning, from transfer to 
construction of knowledge, from individual to collaborative 
learning. Many disciplines are no longer delivered in isola-
tion but are increasingly presented integrated and in a relevant 
context. Students are no longer stuffed with theoretical knowl-
edge during one period in their lives, but are more challenged 
to apply their knowledge and to solve problems in the under-
graduate phase. Later, post graduate courses will be taken to 
cope with the rapid changes in society and health care. 
In parallel with these developments the medical curricula are 
being innovated. Were all curricula constructed on the basis 
of disciplines 30 years ago, now more programmes take the 
graduate proþle ðthe end product of academic education- as 
the leading principle. Also, but still on a very limited scale, 
monodisciplinary presentation in strictly separated pre-clini-
cal and clinical phases is changing to interdisciplinary and in-
tegrated delivery of topics and themes.
Furthermore, two developments are important. The focus of 
learning is shifting from knowledge to competencies, and as 
a consequence the emphasis changes to the study of concepts 
and general principles instead of facts and details. And also, 
since sciences develop exponentially it is no longer possible to 
cover all medically relevant information in the undergraduate 
phase, and therefore a selection of topics has to be presented 
in a core curriculum.
Research in educational psychology has revealed interesting 
þndings for optimal learning. Conventional educational for-
mats such as lectures and reading show very low retention 
rates, with averages up to 10%. The retention rates for new 
knowledge increases to around 50% for group discussions, 
and is really high (75-80%) if learners are trained to bring 
their knowledge into practice or to teach others.
This means that a variety of educational formats can be ex-
plored when effectiveness of learning, motivation of students 
and staff, and application in medical practice have become 
important issues in curriculum construction and delivery 
within medical schools and faculties.

These developments have a strong impact on the education 
in basic sciences. Important questions arise as to why, what, 
when and how the basic sciences should be delivered in health 
care curricula.
Prior to dealing with these questions however, it has to be 
deþned which disciplines belong to the basic sciences. Not 
only the biological basic sciences anatomy, biochemistry, 
biophysics, cell biology, genetics, immunology, microbiology, 
molecular biology, pharmacology, physiology and pathology, 
but also the behavioural sciences such as psychology, sociol-
ogy and ethics, as well as the population sciences statistics, 
epidemiology, and also information technology may be con-
sidered as basic sciences.
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Integration of basic sciences: the Z model.
In contrast to a curriculum with strictly separated courses 
and phases such as a pre-clinical/theoretical and a clinical/
practical phase, a Z ð shaped curriculum is characterized by 
gradual transitions. Health care practice and patient contacts 
are introduced early in the curriculum, theoretical aspects are 
not conþned to the early phase but are also presented later. 
This type of education allows knowledge construction within 
a contextual framework. It requires however an integrated ap-
proach to curriculum design.

The Z model for education in basic sciences can be 
described for three periods:
A. Early in the undergraduate education (years 1-2)
 Basic concepts and knowledge of basic sciences are deliv-

ered, wherever possible the relevance to health care prob-
lems is indicated.

 The integration is mainly horizontal, but the disciplines 
should be recognizable. Basic scientists present the topics 
and are strongly involved in the choices of educational for-
mats, advised by clinicians.

 The teaching and learning is thematic, e.g. based on major 
body systems or organs, and presented at various levels, 
e.g. molecules-cells-organs-individuals-populations.

 Problem-based learning is a well suited educational format, 
which can be supported with many other formats.

B. Later in the undergraduate education (years 2-6)
 The basic sciences are revisited in the context of health care 

problems, at a higher level of complexity and with increas-
ing emphasis on application of concepts and knowledge in 
basic sciences.

 The integration is mainly vertical, and the topics should be 
jointly presented by basic scientists and clinicians or health 
care practitioners.

 The teaching and learning is thematic, and is constructed 
around health care problems.

 For educational instruction a variety of problem- project- 
practice- and patient-based learning formats may be ap-
plied.

C. Postgraduate education (years 7-?)
 Emphasis is put on application of concepts and knowledge 

of basic sciences, and occurs almost completely in the con-
text of health care practice. Post graduate training however, 
will also include speciþc courses with basic science exper-
tise in addition to clinical specialisms.

 Integration is completely horizontal and vertical.
 Educational formats comprise patient-, practice- and 

project-based learning.

Perspectives.
A critical evaluation of topics in basic (and other) sciences 
with respect to their relevance and way of delivery is needed 
in view of core curriculum development.
In order to obtain an optimal contextual learning environ-
ment health care curricula should be characterized by a grad-
ual increase in integration of basic sciences and clinical spe-
cialisms, starting with horizontal integration towards almost 
complete vertical integration.
Educational approaches may include varying combinations of 

Application of these principles will enhance the effectiveness 
of learning and motivation of students.
On the other hand, and this has been demonstrated throughout 
history, individual study is evidently indispensable and con-
ventional formats such as lectures and practicals can be very 
instrumental in learning. The introduction of problem-based 
learning has not only stimulated research on the psychology 
and pedagogy of learning but has also focused the attention on 
further improvements by using other effective and stimulating 
educational formats.
Problem-based learning may be conducted in the õclassicalõ 
format of collaborative learning, when students discuss the 
problems in small groups, formulate learning objectives and 
acquire knowledge by individual study and report back in the 
tutorial group. Experiences with additional thematic or wrap-
up lectures, and interdisciplinary sessions with experts avail-
able to answer questions, have been shown to be very valuable 
for student learning, and also for motivation of staff.

Teachersõ and studentsõ comments indicate that a variety 
of instructional formats should be used, which depends on 
the stage of progress in the study programme. For example, 
whereas meetings of tutorial groups twice a week works out 
very well in the þrst phase of the undergraduate curriculum, 
students do not consider this as optimal in the last phase. 
Several medical schools have introduced the presentation of 
patients, clinical problems and health care practice, since the 
importance of context in learning is recognised, even early in 
the undergraduate curriculum.
This patient-based and practice-based learning may be very 
well applied to present basic sciences. E.g. patients with in-
herited genetic diseases may be the start for learning genetics, 
ethics and the physiological or biochemical background of the 
disease. Patients with cardiovascular or neurologic diseases, 
or cancer may be motivating for the study of normal function-
ing or pathological processes. Health care problems such as 
spreading of microorganisms, occurrence of infectious dis-
eases and life style can be used to focus on epidemiology, 
microbiology and nutrition or risk factors.
A powerful tool in education is the format of project-based 
learning. In fact a project is very ÿexible, as it may include a 
variety of instructional formats, group sizes and it can be ex-
ecuted during a short period of a few days until a few months. 
Knowledge can be constructed taking into account the prior 
knowledge of students, availability of various information 
sources and elaboration of topics in small groups.
Guidance by staff tutors may be less intensive as compared 
to regular sessions with students, but this will depend on the 
planning and phase in the project. The reporting on the out-
come of a project may be in oral or written form, which will 
endorse the development of skills in presentation and may al-
low assessment of students.
Project-based learning may be used in addition to existing 
problem-, patient- and practice- based learning programmes 
and is expected to be very feasible for education at senior lev-
els.

Also other educational formats are available. Information and 
communication technology provides the use of the world wide 
web, computer assisted learning (CAL) and audiovisual pro-
grammes.
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SESSION III -  FREE COMMUNICATIONS

Frontiers and Mobility.
Corina Zorila (Arad, Romania)

Life, in all its variety, evolves by relentlessly testing its lim-
its. Life history teaches us many lessons about frontiers, and 
the people as well as scientists are confronting with the ever-
changing frontiers. Embracing the new is revitalizing and 
there are no turning back. For every investigator talent, luck, 
drive and resources combine to determine who will conceive 
a fresh idea or nail the data that prove one. The opening of 
the political frontiers of our country some years ago, was fol-
lowed by successive other breaking barriers. In our experience 
the individual freedom and the democracy are essential for 
scientiþc mobility.
Our university was born as a free initiative and has a great 
development by private þnancial support. Western University 
òVasile Goldisó Arad was founded in 1990, as an act of justice 
for the city of Arad, recognized by its historical, economical, 
cultural traditions. In 1990 there were only two faculties in 
our University, at present there are eight faculties and a Teach-
ing College. In those twelve years of existence Western Uni-
versity òVasile Goldisó has tried to follow as a priority the 
development of its infrastructure, the academic and þnancial 
management reform, the development of scientiþc research, 
the development of new specialities and the improvement of 
international co-operation.
In spite of all difþculties the general trend of higher education 
in Romania in the last decade is that of not being monopolized 
by the state and of being integrated in the European system.

Simultaneously the number of students has a spectacular rise 
through the extension of public higher education and through 
the appearance and explosive development of private higher 
education. The number of students has doubled in seven years 
and the trend of increasing is still present. The student rate 
increased from 8% in 1989 to 22.2% in 1998 while, in the 
same period, the schooling percentage in secondary schools 
decreased from 90.7% to 69.1% (A. Miroiu, 1998).
Private higher education reached during university year 1996 
ð 1997 a number of 44 universities, having 161 faculties and a 
number of 93.434 students, about 26.4% of the total number of 
students of the country. (A. Miroiu, 2000).
The alignment to the European educational structures and the 
reaching of standards within the þeld of medical training are 
considered to be very important aspects as regards the efforts 
our country is making for attaining the European integration.

Among the methods used by our Faculty in order to approach 
the European standards we could mention the following:
Bringing up-to-date our academic curriculum and making 
them compatible:

The extended study of modern languages.
Introducing the ECTS system.
Establishing contacts with structures/associations of the 
various Medicine Universities.
Establishing contracts/bilateral programs with various 
Medical Schools.

During the 2001-2002 university year, a curricular reform was 
performed in all the Faculties and Colleges, and it aimed at:

Reducing the number of classes/week.
Introducing new disciplines with regard to the recommen-
dations of the European Commission for Education, such 
as Bioethics, in the second year of Medical and Dentistry 
School.
Introducing disciplines with a high applicative and entre-
preneurial nature, such as òHealth Managementó, studied 
for a semester during the 5th year.

Efforts are made in order to introduce tutorials on discipline 
modules.
In order to facilitate the professional contacts and the trans-
border communications, the medical students of our Univer-
sity are studying 6 compulsory semesters of English, and they 
also have the possibility of studying a second modern lan-
guage (French, German, Italian) 4 semesters.
We have also applied a teaching system based on 2 study cy-
cles:

The pre-clinical cycle, during the þrst 4 semesters, for the 
basic sciences.
The clinical cycle during the last 8 semesters, for the speci-
ality disciplines.

The Faculty of Medicine has also implemented the transfer-
able credit system (ECTS) that besides the classical grading 
system, is also pursuing an extensive assessment of the stu-
dents training activities and ensuring the transparency of the 
diplomas released and of the graduates competences.
There is an important problem connected with the application 
of the ECTS system in the medical instruction: its harmoniza-
tion with the demands of other European Medicine Faculties. 
The establishment of the general and specialized competences 
ensemble would be desirable in order to reach a high level of 
convergence for the European medical schools and the elabo-

innovative ways of student-centred learning: problem- project- 
practice- and patient-based learning formats.
The application of a larger variety of educational formats re-
quires a higher level of training in formats for basic science 
faculty. And probably even more important, interdisciplinary 
collaboration between basic scientists and health care practi-
tioners is essential to be able to develop integrated curricula 
for optimal and effective learning.

Acknowledgement.
I want to thank Dr. Cees van der Vleuten (Dept of Educational 
Research, University Maastricht) for stimulating discussions.



16
AMSE NEWSLETTER - # 26, May 2003.

17
AMSE NEWSLETTER - # 26, May 2003.

ration of the methodology in order to analyse the knowledge 
necessary to the medicine graduates at a European level.
The institutions of Higher Education have an ideal position for 
using globalisation as an instrument for eliminating the lack 
of knowledge and for enriching the dialog between individu-
als and cultures. The collaboration between the scientists who 
work in the same þeld of discipline overtakes national borders 
and it is a powerful means of internationalization of scientiþc 
research, technology, ideas, attitudes and activities. The pos-
session of equipment is a truly limiting factor, and the accept-
ance in many European scientiþc projects is directly connect-
ed with the level of technical equipment.
The great concentration of research activities and research fa-
cilities granted to the countries belonging to the Organization 
for Economic Cooperation and Development (OECD) implies 
the necessity of supporting the evolution of this þeld also in 
the less economic developed countries.
One of the most urgent tasks which the university community 
of the wealthier regions has is that of conceiving methods of 
accelerating the collaboration and helping to creating some 
research institutes in the less developed countries (J. Delors, 
2000).
The association of the research institutes of the industrialized 
countries with the institutes with the same proþle in the de-
veloping countries, will bring proþt to both sides, because the 
profound understanding of the problems is essential for solv-
ing every problem. The economic sector also needs partner-
ships with universities, both in developed and in developing 
countries, for the latter to do researches on problems regard-
ing the growth of different regions. International sponsors can 
also offer a new impulse for this kind of partnership.
Scientiþc research has always been a constant main target, 
proved by numerous scientiþc conferences organized by our 
University, which included many scientiþc presentations. The 
òVasile Goldisó Western University (Arad) also has many 
scientiþc exchanges with other Universities and Institutes, 
as well as with 22 foreign Universities: La Federation Eu-
ropeenne des Ecoles Superieurs (FEDE)- France, University 
WittenðHerdecke-Germany, Padova University, òLa Sapien-

zaó University Italy, Medical University òAlbert Szent-Gyor-
gyó-Szeged Hungary, LõInstitut Superior òSaint Louisó Saint 
Etienne-France, òSao Paoloó University Brazil, òLibertyó 
University California, California State University Berkeley, 
California State University Northbridge, Case Western Re-
serve University- Cleveland, Suffolk University Boston SUA, 
Medical University Novi Sad Yugoslavia, etc.
Our University has bilateral contacts and it has participated to 
the òTempusó and òLeonardoó European projects.
The Consulting and Business Centre of the University organ-
ized courses and managerial assistance for small enterprises, 
collaborating with Padova University Italy and the Italian 
Minister of Foreign Affairs, according to the managerial de-
velopment objective of an integrative research.
Still the government must help anchor a balanced base for 
education and research, but the independent research could 
bring many beneþts for many social, medical or public health 
goals.
Many Eastern European teachers and institutes are particu-
larly concerned about the limitations of their þnancial support 
and the lack of laboratory space and resources.
The broad Internet access of students and teachers of our 
school constitutes a cheap way of obtaining scientiþc infor-
mation and national and/or international contacts.
The appearance of new communication methods, especially 
through personal computers, created the possibility of interna-
tionalisation of research and collaboration activity in general.
In spite of a dose of scepticism, which questions the comple-
tion of the revolutions which were previously announced in 
the þeld of teaching-learning styles and methods, there is the 
possibility of on-line interactive researches, of documentation 
and distance teaching which will determine unimaginable 
changes in the educational process, especially at higher lev-
els.
The extension of the partnerships with foreign universities and 
international cooperation gives us a certain perspective of our 
development as Community University and of our alignment 
to the European educational structures in order to attain the 
European integration.

Presentation of EMA (European Medical 
Education).
Vincenzo Costigliola (Brussels, Belgium)

The EMA is particularly interested in the postgraduate in 
Europe for which she has already developed, in the frame of 
the Mednet project, a survey of all the bodies in charge of the 
postgraduate in each member state and established a list of the 
faculties and schools of medicine active in Europe.

One of the main interest of the EMA is to offer to the doctors 
the access to the different opportunities proposed by univer-
sities and medical schools, in order to achieve a professional 
competence.

The EMA has proposed to create an interactive and electronic 
directory of post-graduate courses offered by faculties and 
schools of medicine for the holders of a medicine and surgery 
diploma recognised in European countries. This electronic 
site will centralise all necessary information allowing the 
choice and access to post-graduate courses proposed.

The EMA stress the importance of the harmonisation or the 
creation of an European credit unit for the post-graduate as 
ECTS is used in the under-graduate.
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Presentation of AMEE (Association for 
Medical Education in Europe).
Margarita Baron-Maldonado (Alcal¨, Spain)

AMEE main objective is to develop medical education to 
meet current and future needs in the þeld, particularly in 
the European context, although AMEE conferences attend-
ance is composed of representatives of all world regions and 
countries. AMEE activities relate to the three phases of the 
continuum of education in medicine: from undergraduate or 
basic training through postgraduate, speciality or vocational 
training to continuing education and professional develop-
ment. Its aim is to facilitate high quality research in the topic 
and the dissemination of the þndings in collaboration with the 
scientiþc journal Medical Teacher.

AMEE is concerned with the need to appraise and improve 
the quality of teaching to dynamically adapting learning proc-
esses and contents to the actual and future needs of the medi-
cal practice. The Association serves as a source of advice on 

Accreditation and curriculum changes in 
Argentinaõs medical educational 
programs.
Adriana Caillon (Buenos Aires, Argentina)

The Law of Higher Education regulates the creation of the 
CONEAU - National Commission for University Evaluation 
and Accreditation, and the obligatory and periodic evaluation 
in programmes that issue òdegrees corresponding to state reg-
ulated professions whose exercise might compromise the pub-
lic interest questioning the health, security, rights, property or 
residents formation in a direct way...ó.

The medical programmes evaluation was organised between 
1999 and 2000 by the CONEAU starting from accreditation 
standards.

The analysis of the information gathered by the CONEAU in 
the accreditation process may allow the description and the 
comparison of characteristics of the medical supply formation 
in the country and þnd tendencies in medical education.

Following the international tendencies, the recommendations 
of the organisms in the health area and the standards, the pro-
grammes have modiþed their plans in the last years.

medical education issues and assist students and professors to 
improve their efþciency in the learning teaching process by 
providing learning resources and assessment materials.
AMEE membership is composed of teachers and organiza-
tions or national bodies committed to high standards of edu-
cation in medicine and the health profession. Institutionally 
AMEE is present at most of the international meetings in the 
þeld and participates as a leading partner in projects and ac-
tivities undertaken at a global context.

AMEE Executive is appointed by the membership.

The attendance to the Conferences over the past þve years 
clearly shows a tendency to an increased internationalisation 
of the attendants and an increase of their absolute number as 
well. These data will be shown.

The planned curriculum designs and their revision consider 
the following dimensions: 

Programmes duration.
Clinical and basic articulation-integration.
Supervision-updating.
Content organisation - obligatory subjects.
Professional practice teaching models.
Orientation.

The obtained results make evident the discussion about medi-
cal proþle, fragmentation, pre-eminence of teaching detached 
from practice and weak modes of evaluation and supervision 
of teaching and learning.

At present, after accreditation process and the requirements 
of peers committees, another modiþcations were introduced. 
These modiþcations assured the improvement of quality.
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Teaching and learning of basic medical / 
health sciences (The scapegoats or the 
endangered species of the curriculum).
Gºn¿l ¥. Peker (Izmir, Turkey)

Basic science teaching and learning has always been problem-
atic in medical and health professions education. In the þrst 
place, the choice of the courses and their content as well as the 
curricular systematics and the methodology have challenged 
the administrators, educators, and the students. The major 
factors causing these difþculties are the freshman studentsõ 
diverse background and the schoolsõ diverse admissions prac-
tices. The particular schoolõs or programõs very own vision, 
mission statement and its goals and objectives also count on 
the content and format of all of the basic medical / health sci-
ences in the curriculum. Another important factor is the ever 
expanding and changing nature of the cellular and molecular 
studies which certainly need to be considered in every pro-
gressive and up-to-date curriculum. A traditional, teacher-
centred, content rich and discipline-based scheduling may 
very easily frustrate the teachers and learners and blunt the 
early health professional candidatesõ motivation in their long 

and compact training. Even worse is the negative outcome of 
all of this bilateral hard work. The students may step the clini-
cal sciences, clerkships training and even clinical practice in 
the community without any sound, reliable and conceptual 
knowledge of basic medical / health sciences that is vital for 
clinical / community problem solving.
The contemporary innovative curricula tend to limit the con-
tent and the duration of basic science teaching, give its respon-
sibility to the clinical educators, and minimise its essential 
status and role in medical and health professionals training 
whereas maximise the gravity of preventive public health and 
primary health care in emergency medicine. These trends 
may very soon turn out to produce uniform and intellectu-
ally insufþcient graduates that we expect to practice and solve 
health problems right away. Even worse is that these schools 
and programs may very soon become incapable of providing 
graduates for academic graduate studies in basic and clinical 
research.
This short communication will raise these global issues with 
concrete cases from different countries and schools at differ-
ent times, and will also try to address each of them with exam-
ples from various programs that are implemented or those that 
are in the process of evolution or creation to overcome them.

Reformation of training dentists in the 
Republic of Belarus.
Pavel Bespalchuk (Minsk, Belarus)

In 1993, a plan of reformation of training dentists was pre-
pared at Minsk State Medical Institute with the assistance of 
experts from the WHO who had studied the systems of dental 
education in Belarus, Russia and the countries of the Baltic 
Sea. On its basis educational methodic commissions, deanõs 
ofþce and the staff of different chairs have accomplished the 
following for the last four years:

-  Educational standards were speciþed; the þnal aim and the 
tasks of training dentists in accordance with the needs of 
the health care system of Belarus were determined.

-  The structure of curriculum was changed for the beneþt 
of special dental subjects (according to the curriculum of 
1987 only 28% of academic hours were allotted to their 
studies, now this þgure amounts to 54%), bringing the 
Dental Faculty of BSMU closer to the standards common 
in EC where 70% of academic hours are allotted to dental 
subjects.

-  There was implemented a complex method of treatment on 
the basis of modern medical technologies (similar to the 
principle of a general dentist).

-  There was developed a system of controlling the initial (be-
fore studying the subject) and þnal levels of knowledge and 
skills.

-  There was enhanced and enlarged current control for the 
studentsõ progress using test-questionnaires.

-  There was accomplished interdepartmental integration 

of all academic subjects, this being most successfully 
achieved by the development of interdepartmental courses 
(human morphology, general dentistry, communal dentist-
ry).

-  There was developed and implemented a teaching program 
for prevention of dental diseases.

In 1996 a group of WHO experts studied the course of the 
reform of dental education in BSMU and gave a positive as-
sessment to the changes, which had taken place. On the basis 
of the Faculty of Dentistry there was opened a WHO Coop-
erating Centre, many teachers underwent training courses at 
foreign dental clinics.

We are facing the following most actual problems of training 
dentists:
-  Prolongation of studies from 5 to 5.5 - 6 years.
-  Analysis and prognosis of the need in dental specialists 

for the health care system (including its private sector) and 
planning of admission to the Faculty of Dentistry for the 
following 5-10 years.

-  Study and revision of quantitative standards for servicing 
patients and þnancial cost of their treatment at dental clin-
ics where the students are trained. It is necessary to de-
crease a day lead on doctors and increase expenditures for 
materials allotted for treatment of one patient, as a share of 
time and materials is spent for training students.

-  Gradual transition to non-governmental þnancing of den-
tists. To make legal and organized the present practice of 
buying medical instruments and materials necessary for 
training by the students.
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Experience of practical skills formation of 
students of the Saint Petersburg State 
Medical Academy on the general medicine 
speciality.
Natalia P. Denisenko (Saint Petersburg, Russia)

According to traditions of the Higher Medical Russian school 
the most perspective form of tutoring medical students in 
Saint Petersburg State Medical Academy is inclusion the ex-
tensive programme on deriving practical and manual skills in 
educational process.

Thatõs why acquaintance with main skills and manipulations, 
that necessary for rendering the þrst aid to a patient on before 
and hospital stage take place even on junior courses (begin-
ning with second course - discipline òGeneral Care therapy/
surgeryó).

All clinical disciplines (from the third till the sixth years of 
tutoring) are taught on the bases of different hospitals. Teach-
ers have a wide experience of the practising doctors having 
appropriate categories. On the third year of tutoring at the 
department of Internal diseases and General surgery the stu-
dents receive possibility to inspect a patient independently, to 
collect anamnesis, to participate in realisation of laboratory 
and tool inspection, to study in creating of clinical histories 
of illness. On higher rates all students lead patients and carry 
out differential diagnostics of various diseases, inspection and 
treatment patients under the control of their teachers.

European cooperation programs in 
medical teaching: necessity and 
advantages.
Vasile S´rbu (Constanza, Romania)

European cooperation programs such as Tempus, Socrates and 
Leonardo represent a real beneþt for the East-European medi-
cal teaching, especially for the newest Faculties of Medicine 
and Pharmacy. The need for those programs is imposed by 
the existing gap of the material resources between the western 
and eastern medical faculties, the last ones with a major deþcit 
from this point of view, caused by the communism.

Our Faculty beneþted both of material aid and also in what 

What is more in SPSMA, students of all faculties have unique 
possibilities to participate in clinical analyses, seminars, con-
ferences, operations, laboratory and tool inspections of pa-
tients under supervision of the teachers.

In the summer period, following the programme of tutoring 
on the speciality òGeneral Medicineó all students of the Medi-
cal Faculty practice in Saint Petersburg clinics that permit to 
þx obtained theoretical and practical skills, which has already 
obtained.

The following directions have been developed students of jun-
ior rates practise in nurseõs skills. After the third course they 
work as the assistants of the doctors of ambulance. After the 
fourth and the þfth rates, the students execute the responsibili-
ties of the assistant of the doctor in different hospitals (thera-
peutic, surgical, gynaecology clinics and maternity houses).

Thus, during all years of tutoring students have possibility 
to receive not only theoretical knowledge, but to apply it in 
practice, acquiring extremely useful experience of treatment 
patients.

concerns the mobility of the teaching staff and of the students, 
granted by the Tempus Program. This program, that lasted 
three years, was established with the Medical Faculties of 
Brest, Cadiz and Lisbon and was initiated and lead by Profes-
sor Mireille Bellet.

We consider today that the major beneþt of such programs is 
represented by the development of special, professional and 
friendship relations between us.


