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Letter from North America

DOctORS FOR TOMORROW
A review of the past ten years of medical education in
North America reveals a great diversity of opinions. Some
people are disenchanted with medicine, the bureaucracy
has taken over, there is fierce competition for the health-
care dollar and the sombre influence of medical malpractice
continues. Others feel that the quality of candidates now
attracted to the profession is lower thanbefore, and their
motivation and dedication is not of the highest order.
Other opinions point to the burgeoning opportunities in
electronics, computers and other new technologies. It is
important at this time to examine the data carefully and
look at where physicians in North America are headed.

BACKGROUND
The American Medical Association (AMA) was
organized in 1847with the primary purpose of improving
medical education in the United States and medical
care provided to the public. There were no established
standards for medical education in this country prior to
that. As far back as 1901 there were 154 medical schools,
over 26000 medical students and nearly 6000 medical
school teachers. An editorial in the 21 September 1901
issue of the Journal of the American Medical Association
might have been written today.

The progress of medical education in the United States isone
of the most remarkable phases of modern culture that has
been observed during the past 15 years. For the motives of
this progress we are obliged to look in various directions: to
the enormous increase inwealth that has marked our mastery
over the physical resources of the earth through modern
machinery, to the equally unexpected increase in our know-
ledge of diseases through the general scientific advancement,
and, lastly, to the coincident revival of a science and art of
pedagogy.

In 1904a permanent Council on Medical Education was
founded within the AMA: it made an annual report to the
House of Delegates on existing conditions of medical
education in the United States; suggested methods and
means by which the AMA might favourably influence
medical education; and, under instructions from the
House of Delegates, acted as the agent of the AMA in its
efforts to elevate medical education.'

Investigation and evaluation of all medical schools,
which commenced in 1906, placed 160 schools in the
following rank order: 82 in class A (acceptable), 46 in
class B (doubtful) and 32 in class C (unacceptablej.?
Recognizing the need for overall public involvement in
continuing such a task, the Council approached a neutral
party for assistance-the Carnegie Foundation for the
Advancement of Teaching. They appointed one Abraham
Flexner, a school teacher, who knew little about the
medical curriculum but was soon to become an expert. He
inspected and evaluated the medical schools ofthe United

States and those of Canada. The Flexner report was dis-
passionate and concluded that too many schools had been
over graded. Several were closed, and a standard was
finally established for the accreditation of all medical
schools in North America.

The Council on Medical Education then introduced the
internship--a standard one-year period of hospital-based
training after completion of undergraduate medical
education. Such was the improvement that by the 1950s a
committee chaired by John Millis was established to
address the issue of post-MD training. It recommended
that a commission should be established with the authority
to monitor the process of graduate medical education. In
1981, this committee was renamed the Accreditation
Council for Graduate Medical Education. .

Thus, both the undergraduate career of medical students
and the transition to graduate education, specialty train-
ing and licensure were established.'

UNDERGRADUATE MEDICAL EDUCATION

Medical schools
Several reports such as the Future Directions for Medical
Education from the AMA and Physicians for the Twenty-
First Century from the Asssociation of American Medical
Colleges, have initiated changes which enable medical
school graduates to fit into a changing healthcare system.
Many schools adopted small group, student-centred
instructional formats.

The 1980s saw a decrease in the number of applicants to
medical schools. Several causes have been cited, such
as the cost of medical education, the time it takes to
complete the process and start practice and discouragement
by qualified physicians. The fiscal integrity of medical
schools, and the high rate of academic turnover at the
dean and departmental head levels, are also areas of
concern. There are favourable highlights, however, in the
trends being observed in medical school faculty, students
and curriculum.

The Liaison Committee on Medical Education accredits
all programmes leading to an MD degree in the United
States and in Canada, in cooperation with the Committee
for Accreditation of Canadian Medical Schools. These
criteria are published in Functions and Structure of a
Medical School: Standards for Accreditation of Medical
Education Programme Leading to the MD Degree. *

On 1 July 1990, 125 US and 16 Canadian programmes
were fully accredited to award the MD degree. One US
programme is fully accredited to offer only the first two
years of the medical curriculum. Another medical school
deactivated its charter in July 1990. There were a total of

"This document is available from the LCME office, AMA Division of
Undergraduate Medical Education, 515 North State Street, Chicago,
Illinois 60610, USA.
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203399 faculty members reporting for the 1989-90
academic year (72 320 full-time, 8525 part-time and
122554 volunteers). It is noteworthy that full-time faculty
members have increased from 61372 in the year 1985--{)
to 72 320 in 1989-90 whereas the total student body in US
medical schools declined from 66 604 in 1985--{)to 65 081
for 1989-90. Clearly, this ratio of full-time faculty members
to medical students is one of the highest in the world.

Medical students
Comparisons of applicants over the past 20 years provide
more interesting information. For the academic year
1989-90 there were 26915 applicants to US medical
schools, an increase of 194 over the previous year. This
reverses a steady decline in enrolments since 1985.
Of the total applicants 63% were successful. Sixty-one per
cent were males and 39% females. There were 3049
under-represented minority applicants (black, American
Indian, Mexican-American and mainland Puerto Rican) ..
Of these, 1488 (49%) have been admitted to the 1989-90
class.

Approximately 44% of applicants had a pre-medical
grade-point average equal to 'A'. The length of pre-
medical education has not changed appreciably. Eighty-
seven per cent held baccalaureate and 8.5% held master's
or doctoral degrees. The mean scores for the Medical
College Admission Test (MCAT) have declined slightly
and an effort is being made to employ non-cognitive
criteria in considering applicants for admission. One-
hundred and twenty-four medical schools use a personal
interview in the admission process, and a similar number
of schools employ other non-cognitive criteria in evaluat-
ing candidates for admission. There has been a gradual
change in the type of candidates applying to schools. For
example, there is an increase in mature students, persons
in second or even third careers, and individuals returning
to education after varying periods of time in the work
force.

The number of white (non-Hispanic) men has continued
to decline, while the number of white (non-Hispanic)
women has continued to rise. The numbers of black (non-
Hispanic) male and female first-year students increased
between 1985 and 1989 and the number of male and
female Asian-Pacific Islanders has risen steadily during
the past five years. Seventy per cent of students admitted
were residents of the state in which the school was located.

The percentage of women applicants has risen to
. 39% with 60% being admitted. Thirty-six per cent of all
medical students are women and 38% of those entering
class in 1989-90 were women. Of the 15 433 expected to
receive their MDs, 34% will be women.

Citizens who choose to study medicine but are unable
to gain admission to a US or Canadian institution often
enrol in foreign medical schools although the actual
number of American students who study outside the
United States and Canada is unknown. However, a study
of candidates taking the FMGEMS (Foreign Medical
Graduate Examination in Medical Science), administered
by the Education Commission for Foreign Medical
Graduates (ECFMG), has shown a decline. Recently,

THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 3, NO.6

the NBME (National Board of Medical Examiners) Parts
I and II have been offered to foreign medical graduates.
All licensing jurisdictions require graduates of foreign
medical schools to have graduate medical training in US
or Canadian programmes. The ECFMG certificate is
necessary for all individuals who apply for a residency
position in the United States. Passing either examination,
in addition to other required criteria, renders a doctor
eligible for ECFMG certification.

Enrolment
In 1989-90, a total of 65081 students enrolled in 127medical
schools-the lowest in the last 10 years and 69 less than
the previous year's enrolment. .

The total enrolment included 64 493 US citizens and
permanent residents of the United States, 94 Canadians
and 494 foreigners. The number of foreign nationals in
US medical schools has not changed appreciably during
the past few years. There were 588 foreign (including
Canadian) students in 1989-90 against 570 students in
1986-7. Over the next five years, no projections for major
increases or decreases in the number of students enrolling
for the five-year course, have been made by US medical
schools.

Canada
For the year 1989-90, the total number of students enrolled
in 16Canadian medical schools is 7072; 1780were in their
first year and 1722in the final year. The number of women
enrolled in the first year has increased from 40% in
1989-90 to 43% in 1990-91. Similarly, women who consti-
tuted 32% of graduates in 1980 increased to 44% in 1989.

Medical curriculum
The minimum time needed to complete curricular
requirements leading to the MD degree ranges from 112
to 172 weeks, with an average of 155 weeks. Medical
schools commonly have a four-year programme, with
37 weeks in the first year, 35 in the second, 46 in the third
and 36 weeks in the fourth year.

Medical schools offer other graduate and professional
degrees, in addition to the MD degree. Students can earn
a combined MDlPhD degree in 105 schools, a combined
MDlMaster's degree in 40, a combined MD/JD degree in
10 and a combined MDIMPH in 27 medical schools.

Costs
The average level of educational indebtedness for
graduates in 1989was $42 374 with 81.3% of all graduates
being indebted. This compares with an average debt of
$38489 for 1988 graduates. Among the 1989 graduates,
28.6% stated that they had debts in excess of $50000,
while 11% graduated with debts in excess of $75 000. The
increase in educational indebtedness is more for minority
graduates, being $48168--almost $6000 (14%) higher
than the mean debt of all graduates.

Summary
The number of applicants to US medical schools, which
had been declining steadily between 1985 and 1988,
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increased slightly for the class entering in 1989. There was'
a small decline in the percentage of students with grade-
point averages categorized as 'A' or above, that is, 3.5 or
above on a 4.0 scale, and slight declines in performance in
four of the six MCAT sub-test scores. The percentage of
both women and minority students in the entering class
increased over the previous year. While it might seem
that there is a less-qualified student (by virtue of perfor-
mance in examinations) applying to medical schools, it is
interesting that more students are transferring to medical
schools from other graduate and professional degree
programmes, such as dentistry and osteopathic medicine.
Many innovative instructional methods, such as problem-
based learning and computer-assisted instruction, are
being developed and implemented. There are new ways
to test the clinical competence of medical students-
observation by faculty members and residents, written
and oral examinations and multiple station examinations
including the use of standardized patients. 4

GRADUATE MEDICAL EDUCATION
In North America, postgraduate students-that is, those
who have already received their MDs-enter into what is
called 'Graduate Medical Education' where the terms
'intern, resident and fellow' are used with widely different
meanings. 'Internship' is generally used to indicate
the first year, PGY1 (post -graduate year one), while a
'resident' doctor is one who is continuing in a specialty
educational programme. The' term 'fellow' remains
ambiguous and is applied to a variety of formal and semi-
formal training courses. .

On 1 September 1989 there were 6591 programmes
with a residency count of 71 909 individuals (projected
number of residents to fill the total number of spots is
85330). The number and percentage of women in resi-
dency programmes has remained steady. In 1989, they
were 29% of the reported number of trainees. More than
one-third of women residents (38%) were being trained
in internal medicine or paediatrics and another 28% in
obstetrics and gynaecology, family practice or psychiatry.

FOREIGN MEDICAL GRADUATES (FMGs)
The percentage of all residents who are graduates of
foreign medical schools has been decreasing over the past
ten years, from 20% in 1979 to 17% of the reported
number, and 14% of the projected number of residents for
1989. The percentage of FMGs in specialty programmes
varies from 1% in orthopaedic surgery to 45% in child
neurology. The middle-Atlantic region has the largest
percentage ofFMGs (32%). The number and percentage
of FMG residents who are native-born US citizens con-
tinues to decline.

Clearly, the supply of US-trained physicians has
increased sufficiently to provide the required number of
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specialty trainees at current levels. The great influx of the
early 1970s has now abated and there does not appear to
be a future for foreign medical graduates to come to
America and remain in practice.

This has slowed the influx of genuine individuals who
wish to train in America and return to their country. The
ECFMG is currently expanding its activities by forming
the IMSP (International Medical Scholars' Programme).

The number of new-entry residents into the PGY1levei
seems to be levelling out since the initial decrease in 1985.
Thirty-nine per cent of residents are in family practice,
internal medicine or paediatrics. The number and per-
centage of women has remained relatively stable despite
a steady increase in the number of women graduating
from US medical schools. The percentage of black non-
Hispanic residents remains steady, while the percentage
of FMG residents has continued to decrease.>

PERSPECTIVES
It is interesting to review the current status of medical
education in North America and the production of
physicians to serve the population of this continent. In the
early 1950s, it was the impression of American people that
a European doctor was the epitome. At that time, US
physicians who were trained in Europe would quite often
return to better practices than their colleagues. Films such
as Jack Nicholson's 'One Flew Over the Cuckoo's Nest'
show the physician to be of East Indian origin, which
may reflect the image of the doctor amongst the general
public.

Perhaps it is interesting to contrast the current popula-
tion of the United States with that of a couple of decades
ago. Today, one in every four Americans defines himself
or herself as Hispanic or non-white. If the current trends
in immigration and birth rate are maintained, at the end
of the century the Hispanic population will have further
increased by an estimated 21%, the Asian presence by
about 22%, blacks by almost 12% and whites by a little
more than 2%. In a feature discussing 'The Browning of
America' it is stated that everything will change-society,
politics and education, as well as industry, values and
culture. Thus, as the population changes, so will its
politics, values and its doctors.
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