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By some act of God, I have been,.during the past fifteen years,
more often than desired, brought into contact with many aca-
demic, social and economic problems of the medical profession.
Having organized the school of hospital administration of the
University of Montreal, I was thrown into the furnace of medico-
hospital problems: medical staff ofganization, accreditation of
hospitals for internships and residenéies, organization of gene-
ral practice departments in hospitals, admittance of general
practitioners in hospitals, etc., I had the privilege of parti-
cipating actively in the drafting of a new set of standards for
the accreditation of hospitals for postgraduate trainiﬁg for the
College of Physicians and Surgéons.of the Provinée of Quebec.
Then, I spent three years at the College of Physicians and Sur-
"geons of the Province of Quebec where the social and economic

problems of the medical profession were my daily diet.

When I was offered the deanship at Sherbrooke; I félt
that this was an excellent opportunity to contribute to the solution,
at least partial, of medicine's problemsg by educating‘doéébés more
attuned to the actual social conditions and dedicated to a long life
of learning. It was my chance that the authorities of my university

accepted this challenge.
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In my estimation, the most urgent problems were the
following:- o
1. Impact of the bioclogical explosion on medical education.
2. Lack of integration of the basic and clinical sciences.

3. Social and economic relevance of medical education.

We proposed, then, to face the aforementioned problems

in the following manner:-

1. EXPLOSION OF KNOWLEDGE:

The day of the big discoveries in organ physiology have
drawn to a close, some fears ago. More and more discoveries
stem from highly sophisticated studies of eells, nuclei, cel~
lular membranes, etc., We, at Sherbrooke, therefore, rapidly
came to the conclusion that our students should receive a
much sounder grounding in cellular and molecular biology if
they were to grasp the implications of the new developments
and maintain a iife long interest in biology. We decided that
the curriculum of the first year should éonsistrlargely‘of

discussions and laboratory work in cellular biology.

2. LACK OF INTEGRATION OF BASIC AND CLINICAL SCIENCES:

We chose three methods of solving this problem:-
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The first was a restructuring of the basic and c¢linical de-
partments. We planned to start with a section of neurclogical
sciences which would include all the basic and clinical spe-
cialties related to neurology (neuroanatomy, neurophysiology,
neurology, neurosurgery, neurochemistry, neuro-radiology and
neuro-pathology) a section of cardiovascular sciences to be
followed by the digestive system. But that was too simple and
much too innovative to be accepted! To obtain bettef'coof—
.dination between the disciplines, we lumped all the basic
sciences into a division of basic sciences and likewise for

the clinical sciences.

The second method was to use c¢linicians in the teaching of
basic sciences. I always félt that it was a loss of time to
use a PhD to introduce a subject and that those clinicians
well trained in basic sciences could be used to good advantage
at this level. For instance,-a cardiologist could“give an
excellent introduction in both the anatomy and physiclogy of
the cardiovascular system and likewisélﬁany othé;nbiihicians.
Tﬁus, the dichotomy so long perpetuated between basié and

clinical sciences would be replaced by complete inter-penetration.

Basic scientists would give the more advanced courses to our
medical students and to the MSc,and PhD candidates, would organize
and participate in discussions with cliniciéns and residents.

They would then have more time to devote to their.reéearch

and to stimulate and participate in research in the related

clinical fields.
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The third method of integration consisted in the use of

multidisciplinary laboratories for our students.

3. SOCIAL AND ECONOMIC RELEVANCE OF MEDICAL EDUCATION:

To establish a link between medicine and the community
and to focus the attention of students and faculty on-Man, we
established a division of social medicine ﬁith secticns of

epidemiology, community medicine and behavioral science.

We planned to operate a community model inlgeneral
practice oﬁtside of Sherbrooke where such a service is re-
guired, so as to evaluate scientifically the components of
general practice: ie, the exact role ofva nurse, a physician,
a laboratory technician, a medical social worker, a dietitian
and an hygienist, and the cost of these services. This community
model would be used for teaching also at both the undergraduate
and graduate levels and would, in point of fact, be the laboratory

of our section of community medicine.

The division'of social medicine would also.undertake
studies in medical ‘economics and act as a leader in the region&l
planning of health facilities. We expected that the Ministry of
Health of the Province would establish a regional health unit
in our Center to better coordinate all regional health activities

and participate actively in our teaching and research programs.
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Lastly, this division of social medicine would have
the responsibility of educating society in the domain of
accident and disease prevention, of sanitation, dieting, air

and water pollution, etc.,

During the first two academic years, this-divisién would
carry a heavy teaching load. We felt that these first vears,
steeped in biology, ought to be tempered with social sciences.

A physician should have some knowledge about thé various factors
which tend to emasqulatevouf civilization, be_cognizant of

the strenghts and weaknesses of our modern society and of the
medical profession, understand syndicalism and its "raison
d'étre" and have some knowledée of healﬁh economics.b We hoped

to complete our scientific teaching with seminars on literature,
painting, music, politics and reiigion directed by outstanding
artists, writers, politicians and theologians, so that our students
would view their role within the vast array of society's servants
‘which are all as essential and as'imPOrtant to ouf ;elfare asm
the physicians themselves. These cultural activities would "pre-
vent the physician of the future from knowing more and more about
medicine and less and less about man, from becoming more learned

in his specialty and less a person of culture and refinement."(l)

BETTLER METHIODS OF LEARi\IING:
Yet, there was another problem, purely academic, that had to

be tackled, namely the problem of learning. To make sure that
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this probﬂem would be well studied, we added an office

of educatién into our structure and sent one of our
professors to Millar for grooming. This department

would be gesponsible for the curriculum and for promoting
better teaching methods. Not only would it make sure
that our curriculum would be neither too specialized,

nor too loaded, but would also ensure that "rapport"

be méintained with psychology, sociclogy and economics.
It would also sharpen our methods of evaluating the

students.

Under thig caption, I must add that we abandoned
the teaching of anatomy by éhe dissection of cadavers.
We felt that it was a loss of time, though "a glamorous
one", This perpetuatién of medical folklore required
too much effort and was replaced by the use of dissected
models, értificial organé and the attendance at post-

mortems.

To recapitulate, we structured our school dif-
ferently, but not to the extent desired and expected. We

accentuated the teaching of cellular biology. We planned
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to have clinicians participate fully in the teaching

of basic sciences. We decided to pay more attention

to what goes on in the world through our department

of social medicine and p:ovide our students with a
broader and more social outleook. Finally,:we paid heed

to the progress made in the sciences of education. -

RECRUTITMENT : -

It was my firm conviction that, givén a good cause,
it could be s0ld to almost anyone.. I must therefore
state immediately that I felt that recruitment would
not be a major problem. Our experience vindicated this

conviction.

One word Pf caution though: one must always pay
attention to all the information obtained on each pros-
pective candidate. Better still,{all letters of recom;
mendation should be followed by a telephone call, as
some are reluctant to put on paper what they would con-

fide in a conversation,



NOW, WHERE DO WE STAND IN 19707

STUDENT BODY:

We admit. our maximum of 64 students who are chosen

from well over 600 applicants. 1In addition, 35 candidates

are working towards an MSc or a PhD.

PROFESSORIAL STAFF:

Administration: 6
Basic sciences: 36
Clinical sciences: - 81
Social medicine: 18
for a total of _ 141 professors.

INTEGRATION OF BASIC AND CLINICAL SCIENCES:

" We are moving towards further integration, though at a
slower pace than envisaged. During the last year, the profes-
sorships of bio-chemistry and physioclogy became wacant. No

replacement were made and none are being considered. 1In bio-

'chemistry, we now have three research groups which may well set

the structural pattern: one in cellular biology consisting of
a pathcologist, a virologist and a bio-chemist; one in the ¢he-
mistry of proteins and one in molecular biology. In physiology,

two research groups are already in operation.
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In the clinical area, multidisciplinary groups are

alfeady involved in gastro-intestinal, cardiovascular and

clinical pharmacology research. Here, the appurtenance

to departments is kept, while it was abandoned in bio-

‘ chemis;ry: Similar research groups shall be operative

shortly in other fields.

The integration, one senses immediately, was not as
total as planned af the beginning, but is proéressing
slowly but surely. Everyone was in favour of new
structures duriné the pre-appointment period. The enthu-
siasm congealed rapidly thereafter, especially when one's
department was to be abolished or whose members would be
dispersed amongst research groups or new clinical sections
such as neuro-sciences or cardiovascular sciences. The main
reasons for the partial success, in this area, are multiple.
Amongst the most important are the strong conservatism of
the profession which, amusinély enough, penetrated rapidly
the non-medical staff as well and the fear of loss of prestige
and power which are so well proteéted by the classic éepart—
mental structure. The balkanization of our colleges ﬁiﬁﬂlits
jealously guarded territorial autonomy well explains the
fixity of our curricula from 1910 to 1950 and the tremendous

difficulties encountered by those who dared promote new ideas.

There are some who feel that the three divisions have com—-
partmentalized the facuity and have not created the unity

which was eagerly sought. They feel that more integration would
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‘obtain if the departments came under the supervision of asso-
ciate deans for undergraduate education, research and‘post gra-
duate education. There is a feeling that there would be less
cleavage and less tendency for a division to unite with another
and "gang-up" on the other. I believe that the criticism is
only partially justified. It is easier to deal with three di-
visional chairmen than several heads of deparﬁment. Moreover,

the former act as exéellent catalysts.

MULTIDISCIPLINARY LABORATORIES:

I do not believe that these labs are being used to their
fullest and rigHtly so.  During many half—days} the étudents
are off to seminars on psychiatry, social mediéine, eté., or
they are working in the community or in the library. Conse-
quently, I feel that these labs could be used by a second group
of medical students or even by dental students during their
first year. In such instance; the so-called "home-base" of the

student, if needed, could be adjacent to the library.

TUTORING:

Each student had a tutor during our first two years, but
tutoring soon fell into disfavour. Today, tutors are assigned
only to students who havé diffiéulties, especially"the repeaters".

The faculty will re-evaluate this method during the coming year.

DIVISION OF SOCIAL MEDICINE:
For local reasons, this division has concentrated its main
efforts on the planning of the regional health services, mostly

institutional, to which it is hecavily committed. It has carried
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a heavy teaching load. The community model of general practice

should be functional within a short time.

We have organized a family practice unit in our 0.P.D.
to act as an educational and research nucleus. To date, 170
families have registered for their primary health care. Two

similar units will be created in our immediate area.

It is too early-to evaluate the work of this division
insofar as it might have affected the behavioral-pattern of
our students. One might -softly suggest that it has affected
the thinking of our professorial staff in that they are more
receptive to ideas and projects of community health care and
of better methods of delivery of services.r They seem to view
the care of the sick and problems of health in a more social

perspective.

.CURRICULUM:

First year:-

It is made up of three periods:-
1st: cellular and tissular biology: 12 weeks
2nd: cellular and tissular aggressions: 12 weeks

3rd: hematology and clinical introduction: 12 weeks
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Concurrently, a total of 135 hours of social medicine are
given, mostly in seminars, and 18 hours of modern concepts
of psychology as applied to medicine. The cellular and

tissﬁlar biélogy is taught by pathologists, embryologists,
genetists, histologists, biochemists, microblologists and

biophysicists.

Second vyear:

It is constituted by 5 periods:-

1st: neuro-locomotor system: 111 hours
~2nd: endocrinology and reproductionf . 93 hours
3rd: cardiovascular: 67 hours
4th: respi;atory: . 56 hours
5th: urinary and digestive systems: 94 hours

Here again, the division of social medicine contributes 118
hours mainly in seminars and research projects. A total of

64 hours is devoted to psychiatry.

Third year:

It cénsists of rotations through medicine, surgery, obste-
trics and gynecolégy, bediatrics and psychiatry. It includes
an elective of 6 weeks which may be spent in any of the three
divisions and also one day throughout the year devoted to an

eclective.
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Fourth year:

It is what is now accepted as our rotating internship

with the following periods:-

1. medicine: 10 weeks
2., surgery: 10 weeks
3. obst.‘and gynecology: = - 6 weeﬁs-
4, pediatrics: 8 weeks

5, psychiatry: 8 weeks
6. elective: 10 weeks.
EVALUATION:

First year:
a) 75% is allotted to a written, multiple choice
final examination.
b} the other 25% is allotted in the following
manner : -
1. 15% personal evaluation by the professors of
social medicine, based on seminar participation

and written projects,

2. 5% personal evaluation by the professors of
psychiatry, based ¢on seminar participation.

3. 5% based on a minimum of two case histories
submitted at the end of the year.

Second year:
Same as above, except that the case histories

include a physical examination.
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Year

1964-65
1965-66
1366-67
1967-68

19GE-69

14

Third year:

1, 30% to a final multiple choice examination
with a problem-solving accent.

2. 30% to a final clinical examination before
a jury of two, one of which is always an
internist.

3. 20% personal evaluation at the end of each

- period (5) by the members of the department
concerned.

4, 10% personal evaluation after the six weeks
elective.

5. 10% personal evaluation on the work done

during the weekly elective project.

Fourth vear:

1.

30% to a clinical examination held before
two juries at the end of each rotation.
(Each jury is made up of two professors)

2. 70% personal evaluation by all the professors

involved in each rotation.

During the first two years, optional exam sessions are held.

These are followed by a thorough discussion of the questions

asked and the answers given.

It is used by the faculty to

evaluate the teaching and by the students to assess their own

progress.

BUDGET :

Here is a summary of our operational and research budgets

since our birth

Operational

37,757.25
239,737.59
536,618.17
923,334.87

1,810,116.00

Research No. of stud. No. of stud.
under-grad. _graduate
79,360.00 32 3
249 ,826.00 48 5
18

783,709.00 18
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WHAT ABOUT THE FUTURE?

During our first years of organizational labor, our thoughts and
efforts were directed towards the social and the scientific

aspects of medical education. Absorbed by the ideal of supplying
society with a global physician or a physician "in toto", we

overlooked the economic aspects. We wanted the best, even though

our production was rather low. We used all and any argument to justify

space and equipment. The figures quoted by Smythe (2)

cannot but
lead one to a reassessment of the justification of the enormous sums
of money invested in medical education. Smythe guotes one instance
where the investment in basic and clinical sciences facilities

per student costs close to one million dollars: If the deans of

the other professional schools were as adamant as we afe, there

would be few dollars left for primary and cecondary education,

road-building, pollution fighting, industrial promotion or welfare....

Faced with a manpower deficit in the health area, the go-
vernment will ask that efforts be devoted primarily to training more
personnel and that each medical school specialize in one or many
fields, but not in all, because it isiwell nigh impossible(?) To
dﬁplicate departments in the same university is a serious social
injustice, unless it be required by geographical reasons. Duplication
for reasons of prestige is unacceptable. Why shouldn't schools of
medicine in a given geographic region plan their growth and de-

(4)

velopment together? asked Meads last year.
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Consequently, I believe that:-

l. The university departments of biolegy and felated sciences
will be called to provide the teaching in basic sciences pre-
paratory to clinical applications, as suggested in the State of

(5)

Illinois Report on Education in the Health Fields and as it is

already done elsewhere!lB) There is no doubt in my mind, as stated

by Lee(l4)that "much of what has been taught iﬁ the first two -
years of‘medical schocl is or could be available in modern college
{or even'high school) biology and chemistry courses. " Evidently,
some cf these departments could be located in the college of

medicine, such as bio-chemistry (University of Montreal and Uni-

versity of Ottawa) but duplication must be avoided at all costs.

2. Society will refuse to support what has been called by
dean Ebert of Harvard "the lopsided and jerry-built medical school

w (6)

structure with its lack of concern for the general'welfare

of the school, the university and society. The latter will surely
see that priority is given to projects that will translate new
knowledge into the "Art of Medicine". Schools of medicine will
therefore have to give more attention?to clinical medicine. As
Crook recently wrote:"....the fruits of research will not filter
down to the people...unless top guality doctors are cafing for

patients on the front line of medical practice...."(T)

3. Rescarch and graduate education will become a full-time

‘endeavour. Basic scientists will neither have the freedom nor

the time to participate in undergraduate teaching. After having
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allotted 60% of their time td research and 40% to holidays,
vacations, scientific meetings, planning, administration and
graduate education, there is no time left for undergraduate
teaching, commi;tee work and evaluation of studénts. Moreover,
the scientists' fields narrow rapidly as they extend in depth,
quite a limiting factor in undergraduate teaching. When one
adds the high costs cof equipment, we come to the conclusion that
research is a fulltime job, that it should be performed in a
research institute wherein the use of costly eqguipment is com-
munal and the administrative procedure simplified and exempt of
all red tape. This institute should encompass animal and human

biology, as they cannot, and ought not, be separated.

There is a growing feeling that some ciinicians will have to
choose between research and practice. In many éases, we have
either good research and poor medicine or good medicine énd poor
research....Society will not accept the former and will refuse
to subsidize the‘latter. Very few have the "distinct gifts"

that are essential in both research and service, as Cardinal Newman

(15)

wrote many years ago. .++."The time is not too distant when

more emphasis is placed upon the faculty as teachers of medical

«{8)

students rather than successful seekers of research grants".v.

+«."It is high time that we realize that research is a fulltime

w (16)

endeavour and that "attempts to justify university research

by arguments based on the improvement of teaching are of doubtful

validity."(l7)
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‘The multiple allusions to the absenteeism of fulltime
clinicians have become less facetious since the problem has
been compounded by their surprising willingness to refer
everything to a committee and their insistance on committee
membership. Tﬁis last form of absenteeism is more vicious
because it engenders procrastination. It may well be that some
part-time clinicians will be recalled—té compens;te and ipso
facto inject a community flavour to the teaching and practice

(19)

of medicine. One readily understands Bennett's statement

that "it is increasingly difficult to explain...why the medical

schools don't do what....they could ifrthey wanted to.™ (18)

4. Medical schools will have to produce better programs and
better evaluation methods than those utilized in the past. They
will have to employ better methods of choosing their students
and once and for all pay more thanilip service to the acceptance
lof the broadly-trained, socially-dedicated young men and women,
Motivation and geﬁeral educational background will receive higher
marks in the admitting procedure than the ability to pass exams
and the traditional scientific preparati&n.

5. The calendar year will be generalized and the educational
processes accelerated to make better use of the gigantic investment

in our health centers.
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The medical school's influence will be extended to all

the hospitals of a given region so that clinical training be

broader and more community oriented and continuing education

be available to all physicians.

(14)

CONCLUSION:

Our activities, like that of all heavily subsidized social

institutions must be more relevant:-

a)

b}

c)

d)

relevant to the needs of society for better medical

care to all citizens.

relevant to the total needs of the sick or as Evans
has stated:...."rediscover the patient in his equally
complex diagnostic and treatment setting as the reason

for medicine and without whom the student cannot learn."(g)

relevant to the economics of the State or of the Nation
by maximum utilization of tﬁe actual scientific and

clinical resources already available, such as the basic
science university departments and the existing hospital

facilities of the area.(13) 3

relevant to the needs of physicians by providing for
continuing education and especially for better post-

gréduate education. In the latter, a complete overhaul
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is long overdue and sad to say, it is still caracter-
ized by its traditional methods and a total lack of
academic "savvy". Millis called it "an outmoded ap-

prenticeship.” (10)

relevant, finally; to the neéds and aspirations of

our students. by offering rational courses with op-
portunities for individual maturation and develop-
ment, witﬁ fairer methods of evaluation and above all,
with a féculty whose main concern is the educatién of
socially orientéd physicians, or again; as written

by Evans:....."to rediscover the student in the scien-
tific and clinical organizational structure of the
medical schooi and its appurteﬁances as the reason for
medicine and health prgfeSsion education.“(ll)

We must focus the attention of the student on man rather

than on the disease, on man in multiple social settings,

»

on man's capabilities and adaptability, on man's short-

comings and failures. Then, and then only, will the
physician tend néturally towards the patient's welfare....

(12)

"If we could be assured, stated Evans of a generation of
practitioners with such understanding of the nature of man
and of professional responsibility, many of the current

guestions concerning specialization, the use of technical

aids, the organization and financing of health services,

the threats of over-emphasis of research in one field as
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compared with another and the respective roles of the
practising professions in patient care and the uni-

versities in education, would disappear.”

Such was our hope and such should be our geoal in the future.

Gérald LaSalle , M.D.
vice president

University of Sherbrooke
June 1970.

Encl: app. 1 and 11
lists of references



APPENDIX 1

+

The program leading to an M.D. degree could be as
follows, in my Province, at least:-

Primary school 6 years (one additional
year if required)

Secondary school 5 years {one additional
year if reguired)

Pre-university .
(Community college) 2 years (one additicnal
: ‘ year if reguired)

University: facultywof
arts and sciences ] ) year

University: medical ‘ :
school . 2 to 3 years

‘University (medical school) .
residency for gen. practice 2 to 3 years

University (medical school)
residency for specialty 2 to 4 years
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