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Medicine in the Seventies

Health needs and medical education

An interview with Professor E J Moran Campbell

British Medical3Journal, 1976, 1, 1515-1516

Economic pressures on the NHS are forcing people to think
about priorities and objectives in medicine, and in particular
questions are being asked about the division of resources among
curative, high technology medicine and preventive measures.
What is the role of medical education in this debate? How
much account should academic staff in medical schools take of
the medical needs of a community in planning undergraduate
and postgraduate training ?

Those seemed fair questions to Professor E J Moran Campbell,
back in Britain for a sabbatical year from McMaster University

Medical School in Hamilton,
Ontario, which is known for
its efforts to face these issues.
On the first point he had no
doubt that the proportion of
wealth spent on curative
medicine was not commen-
surate with what it achieved
in improving the health of
the community. "Clearly it is
desirable to lessen the adverse
health effects of life style,"
he said. "The arguments have
been forcibly rehearsed in
their different ways by
Cochrane, Illich, and in

Professor E J Moran Campbell Canada by the Federal
qualified in 1949 and did research in Minister of Health Marc
respiratory physiology at the Middle- Lalonde. In some ways I may
sex Hospital and the Royal Post- have been seen as an advocate
graduate Medical School, where he of high-technology medicine:
was a lecturer and honorary physician.
In 1968 he went to the medical school you could associate me with
at McMaster University, Hamilton, intensive care units and pul-
Ontario as the first chairman of the monary function laboratories.
department of medicine. He is spend- Ironically, among mying the current academic year back at
Royal Postgraduate Medical School as colleagues I am regarded as
Josiah Macy Jr Faculty scholar. a bit of a Luddite-I am

continually protesting that
what we really require is more education and less technology.
Whether or not the full range of diagnostic and therapeutic
techniques is justifiable in cost-effective terms may be hard to
say, but quite clearly they cannot be as effective or efficient as
they should be if the doctors who use them are not properly
educated."

Clearly there should be some recognition of the community's
needs in the distribution of doctors between specialties, Professor
Campbell went on: but he emphasised that the first step was the
definition of the community's health problems, and that this
should come before there was any talk about the numbers of
doctors or other medical staff. Furthermore, he did not accept
that a medical school should attempt to produce medical
technocrats tailored to the perceived needs of the local com-

munity. "The role of a medical school is to give people a medical
education that will equip them to become any sort of doctor
later on."

Aims at McMaster

Why had he gone to Canada in the mid 1960s-with several
other highly successful British medical academics ? "I went to
McMaster," Professor Campbell answered, "because they were
starting a medical school with a remarkably clean slate, con-
siderable freedom, and a very exciting group of people. The
broad objectives corresponded with my own ideas about
medical education." He was not claiming that the methods used
at McMaster were preferable to the conventional courses offered
at most British medical schools; but he did assert that they had
shown the practicability of an alternative approach. The details
were described in a recent lucid article by Professor John
Hamilton (15 May, p 1191). "We have shown that you can take
people of the appropriate ability and background and in three
years allow them to get an education in medicine which brings
them to the point at which they make very good apprentice
doctors-admirably suited to general professional and later to
specialist training."
"You do not need to insist on the usual core of knowledge

before students enter medical school: you do not need to insist
on the usual detailed knowledge of anatomy and physiology
before they are introduced to clinical problems; and you do not
have to have examinations. In my view you do better by inte-
grating the sciences cognate to medicine with medicine rather
than regarding them as a prerequisite." Nevertheless, one of the
reasons that fairly radical changes in the undergraduate education
were possible at McMaster was the commitment in Canada to
postgraduate medical training before starting independent
medical practice. The legal position was changing, and before
long he expected there to be a legal requirement for two years'
postgraduate training and, possibly, a system of restricted and
renewable licenses.

Selection of medical students

One of the primary aims at McMaster, Professor Campbell
went on, had been a commitment to broaden the base of student
intake so that it did not just reflect traditional middle-class
academic values.
"We think we have identified some techniques which enable

us to form reproducible judgments about students-other than
those given by their school academic records," he said. "These
we now propose to use in conjunction with academic standards
to select students. For some years we have been admitting a
minority of students with what we term "personal qualities,"
which we think mean they will make good doctors even if their
academic performance has not been outstanding-though all of
our students have achieved a good academic baseline." Indeed,
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it had been argued that the success of the McMaster curriculum
was inevitable simply because of the very high quality of the
students. Professor Campbell agreed that that may have been
true in the early years- and he accepted that the size of the pool
of applicants was such as to make it difficult to draw conclusions.
"But we do now know," he added, "that students who have not
had the usual academic scientific background will do just as well
as the rest in the Canadian qualifying examination. With most of
our students it is very difficult to tell on what criteria they were
selected (personal qualities or academic) or what their previous
background had been."

Alternatives to medical schools

At present the orthodox view in Britain held that we should be
training more doctors-there was a lot of talk of "crash pro-
grammes." Did Professor Campbell believe that more use could
be made of district hospitals, perhaps linked to Open University
television programmes ? The shortage of doctors was most
definite in the industrial North. Should we not be looking for
ways of training more of our doctors in the under-doctored
regions ?

There was some evidence, Professor Campbell agreed, that
doctors tended to stay near the cities in which they were trained
but "Should we not ask why doctors (and other people) drift to
the Southeast? Why don't they want to live in the North?
Unless you can answer these questions you are unlikely to solve
the problem."

If one accepted that Britain needed more doctors (and
Professor Campbell expressed some doubt about estimates of
the need for doctors for reasons given above) then he felt that
there were many suitable students in the community; but he
would not like students simply to be given a preclinical course
(whether by the Open University or in other ways) and then sent
to district hospitals for "clinical training," because this arrange-
ment would tend to perpetuate the lack of integration which he
regarded as a major defect in the traditional curriculum. "I am
sure-and I would cite the experience of many Middlesex
students at the Central Middlesex Hospital in support-that
there is a wealth of potential educators in district hospitals, but
any attempt to provide more than basic clinical instruction in
these hospitals-to provide an integrated curriculum-would
necessarily need more resources including generous staff
establishments so that the staff would have time to provide
education in addition to technical instruction. That is the route
we have chosen in Hamilton; and increasingly the medical
school is the medical community. To give one example, scores
of family practitioners participate.

Lessons of McMaster

While over in Britain Professor Campbell had been frequently
asked about his conclusions after seven years at McMaster.
Surely he had some criticisms ? He agreed that he had-any
critical person would have some adverse comments-but they
were relatively minor, and the defects were remediable. Firstly,
there was the problem of evaluation. "I think it would be too
difficult to show whether our results are better or worse than
those of other schools," he commented. "I went to McMaster
to show that there is another way of teaching medicine, different
from the traditional curriculum. Our undergraduate programme
-with its emphasis on self-directed learning, integration of the
"preclinical sciences" and the "clinical disciplines," problem-
based teaching in small groups, and the tutorial system-may
not be right for all students: but I am confident that many
students in Britain would flourish better under the McMaster
system." Nevertheless, tactical evaluation was a problem-it was
difficult to know which learning methods were effective and for
which students.

Secondly, there had been less flexibility in timing than he had
expected. This was, said Professor Campbell, one of his private
disappointments about McMaster-the way in which student
classes had by their behaviour adopted a uniform three-year
approach. "In my opinion," he went on, "many of the students
would do better to pace themselves over four years." Of course,
most McMaster students had already spent three years at
university and reached the age of 21-22; but he felt that this was
a disadvantage, for they were anxious to get on, get through,
and become doctors. For that reason he would like to try the
McMaster system on British 18-19 year olds.

Thirdly, the clinical clerkship was not entirely satisfactory-
the stage where students were introduced to clinical problems.
There tended to be too much uncritical puzzle-solving rather
than thoughtful problem-solving. It was, of course, difficult to
find students (and staff) who were prepared to discuss the way
one should solve clinical problems-the reasoning behind the
clinical solutions rather than simply the techniques.
"When the problem to be solved concerns a patient," he said,

"too often the reasoning behind the solution of the problem
goes out of the window, and just the tricks are taught. This is
partly because the students naturally want to solve the clinical
problem, and partly because their teachers are more comfortable
at teaching what is usually done when faced with the problem
than the underlying reasoning. This is a general criticism of
medical education at the moment but it is also a reflection of the
general lack of critical analysis of medical methods."
Was teaching ability given enough emphasis in selecting the

staff of medical schools ? Clinical teachers tended, said Professor
Campbell, to be chosen for their clinical ability: they were very
good doctors. Such doctors were not necessarily very good at the
reasoning behind the practice of medicine. "Unfortunately it is
easier to teach the practice of medicine than to teach the
reasoning behind it. I do not regard the real challenge of medical
education as being the acquisition of competence. The real
challenge is to develop the potential of the student so that he
will be critical and adaptable, good at whatever he does for the
rest of his life-that is the university challenge."
The last criticism he had of McMaster was that, despite the

number and ability of the scientists there, the scientific influence
on the students was not strong enough. The students got the
packaged stories of science but they did not necessarily develop
inquiring minds. To some extent this was due to the high speed
of the course; to some extent it reflected the conservative
attitudes of many of the students and the teaching faculty, who
regarded reflection as a bit of a waste of time.

"I believe we should make some effort to convey the nature of
science to all students. Any university teacher must, surely,
attempt to inculcate scientific habits into all students. If we
don't do that we do both the art and science of medicine a
disservice."

Professor Campbell emphasised that he sees the role of science
and scientists in medicine as being much greater and more
relevant than is reflected in the traditional curriculum.' If a
medical teacher believed that most students were incapable of
becoming scientists he was demoting medicine from being a
liberal profession.
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Is the risk of rheumatic fever or acute glomerulonephritis increased
appreciably by withholding antibiotics when treating sore throats ?

Yes. While most sore throats are probably due to virus infections, it
would still seem reasonable to give oral penicillin at least to children
because (a) it does no harm and (b) rheumatic fever and acute nephritis
are occasionally seen, though increasingly rarely.
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