AMSE Conference Lisbon, June 2007.

Aspects upon the education of medical students 1950 – 1996.
Uno Erikson, Professor Emeritus

Medical Faculty, University of Uppsala.
Introduction

First I want to warn my listeners that I will give a students perspective upon medical studies from about 1950 and also from above as an old man still dwelling in the university atmosphere.

That will colour my perspective and I hope I am not offending people younger than me by telling that experience is not a bad thing but it comes, unfortunately, with age. 

I consider a university as one of the most important inventions of mankind – but a fragile one.

In the following I will briefly describe studies and the medical activities in 1950. I will also consider the increasing gulf between basic research and clinical work and underline the value of its intellectual content. Finally I want to discuss the developing relationship between politicians and doctors.

1. 

 In Sweden we 1950 just had left a period of unemployment among doctors. They had worked during long periods without salaries, or just for food and housing at the hospitals, often over several months. The population in Sweden was about 6500000, of whom the majority lived in the countryside. Sweden was divided in 28 counties and one region, Stockholm. In each area there was a main hospital and some smaller ones equipped for surgery, medicine and radiology, a few with mostly only a surgeon as a head. Outside the hospitals were many hundreds of district doctors employed by the state, county medical officers, and many more general practitioners. All together there were approximately 5000 doctors, compare to about 40000 in 2007 in a population of 9000000. in 1950, in spite of this, it was  easy for patients to find a doctor.

There were four medical faculties: Uppsala, Lund, Stockholm and Gothenburg. In 1958 a new faculty opened in Umeå and 20 years later another one in Linköping. 800 students were accepted each year, half in January and half in September.

The same type of education was given at all faculties, coloured by the teacher’s personality, which the students noticed and which made some places more popular. A student could start in one place and finish in another – that happened often and was easiest after the first degree - the bachelor of medicine. I want to ask you now whether the personal relation between the teacher and the medical student should not be paid more attention to. Many scientists have mentioned their teacher as an inspiring element in their scientific development.

I started in Uppsala with anatomy, which took a year and also included histology and a tiny course of genetics. The next year included medical chemistry and physiology and bacteriology follow by a half year which included pharmacology and pathology. These 2 and a half years entitled the student to a degree, which I have given the English name ‘bachelor of medicine’. The textbooks were mostly in German and sometimes in English. The only time I had to read textbooks in French was during a year I was studying mathematics previously to my change to medicine. 

This degree allowed the student to enter research at the basic science departments, which some of the brightest did. Some went to industry and some noticed they were not suited to medicine at all, but still they had a degree. About 80% went to work at a university hospital, where we started with a initial course for two months. After that came 4 months of surgery, four months of medicine, followed infectious diseases, obstetrics and psychiatry. 

At this level a student was allowed to work as an assistant provincial doctor, i.e. primary care, which myself and most of my fellows did. It was considered of value and was encouraged by the teachers. A student could not work outside the hospital or within the state system of the provincial physician, primary care. The work time was often 70-80 hours per week for all physicians at that time which I learned to know both by practice and activity in the professions trade union.

In Uppsala and Stockholm the teaching hospitals were owned and run by the state and in Lund, Gothenburg, and later Umeå and Linköping, by the county. There also the faculties had access to the hospitals for clinical training and research. The relations between the faculty (state-financed education and research) and the county (medical care paid for by local taxation) were well regulated by carefully formulated agreements. 

The head of the university hospitals was one of the heads of the clinics, always a professor, and all were members of the medical faculty. Some of them were on the board of the hospital, which was chaired by a university person. The board included often a representative from a governmental department. The clinics worked well together. Here was thus a very productive symbiosis between research, teaching and care.

A colleague in Lund considered that there was no research in his clinic which did not sooner or later benefit patient care, and conversely, the conduct and quality of clinical care way always such as to be amenable to scientific analysis.

I entered medicine 1952 and was appointed a junior demonstrator in anatomy (1953) and in physiology (1954). This low level of teaching gave higher points in the bachelor of medicine degree. I then went back to anatomy for many years until I started work in radiology.

In all basic science departments the teachers were physicians –professors or associate professors. Clinicians at lower academic grades often worked part time as they performed research and studied towards a Ph.D. In my own university today no clinician is performing Ph.D. studies in basic topics, like physiology and anatomy, and most of the professors will be non-physicians. This hinders the contact between the clinics and basic science. After achieving their Ph.D,  most physicians went back to the clinical departments. Many were heads of the clinics outside the universities and performed excellent work. At these surgical departments many, like me, spent many months training and working before taking their examinations in surgery. Thus the university hospitals had a strong position and a good reputation in the country and soon took up new specialities, such as cardiac surgery, orthopaedic surgery and clinical physiology.

2.

The increasing number of new specialities sometimes makes it difficult to look at medical science as a totality. Co-operation is vital to ensure patient safety in relation to the rapid increase of research and its influence upon clinical work. A good solution to forging co-operative partnerships must be found.

The cooperation between university clinics and the other hospitals were close, a college led management.

Inside the medical faculty the basic scientists had a strong position, level with the clinicians, and could often affect the outcome of a dissertation, and turn down a thesis. Many of the county hospitals have now changed to a primary care centre, sometimes with a radiological unit attached. There was a strong control from a board called the ‘Medicinal Styrelsen’ – which in English should be the board of the ‘National Institute of Health’. There was a freedom to choose for both doctors and patients. The salaries were much regulated. A rather low basic fee, combined with a certain fee for the patient, increased the work to be done. This was good for both patients and doctors but not for not satisfied political passions. 

3. 

Politics now entered medical care in name of democracy and supposed equality. In 1970, the government introduced a higher independent salary and the patient paid directly to the hospital’s administration, which of course increased. Primary care suffered from the same events.  Among the Swedish universities a strong left wind was blowing and political correctness was honoured by higher political posts. An erosion of knowledge and civil courage occurred. In my earlier years in AMSE our new members from the east countries witnessed the same. I realise that in a democracy the budgets allocated to the university and its hospital must be decided by the politicians, after being advised by independent medical experts who always should consider the totality and not only their own niche. I think I am not alone in my feelings that the encroachment on the medical profession by politicians should be kept to a minimum – a polite one.

During the last decades the happy and very fruitful marriage between academia and clinical care has been dissolved due political decisions and shortage of manpower, due to inadequate financing and complicated administration.This is an important observation when one discusses changes (so called improvements) in medical education. Being critical of new ideas is very often dismissed as conservatism and some times as disloyalty. This has been a hindrance in the career of some doctors not only in my country. A new breed of politically manipulating doctors is mingling with more or less medically uneducated politicians, resulting in a loss of power for the universities. I speak from experience of basic science, university clinics, faculty boards, as a dean and of many years also at the board of the Uppsala University. I also speak a doctor who tries to find a treatment for elderly patients and relatives. 

Medical students are still a very good and bright selection of the population but I doubt how they are treated and educated – more social pedagogical experiments are performed upon them on looser grounds and at the students expense than should be allowed upon animals. The old practice to learn courses, which were distinct and identified, seems me to be better to the student compared to today’s cocktails more influenced by social pedagogical emotions than science. Young colleagues working with patients seldom or never have any spare time to devote to free clinical research, driven by curiosity. 

Still one hospital wants to employ me – mirabilis dictum.

