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FORUM: REVITALIZATION OF ACADEMIC MEDICINE

Are Problems of Academic Medicine a New Phenomenon?
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Many of the problems of academic medicine are related to the actual challenges of health-care. Some disciplines have
high prestige; these have advantages in education, while the needs of the society may differ to some extent. Introduc-
tion of the World Health Organization (WHO) concept on health as well as on functioning and disability into the train-
ing of physicians and more training in communication may remedy some of the discrepancies. The increase in the de-
mand for physicians calls for improved ethical standards in the practice of importing health workers by the wealthy
nations.

Many conflicts of interests are typical in contem-
porary health care. The challenges presented in Table
1 may have major role in creating problem areas. It is
not our intent to discuss everything presented in the
table. The selection is subjective.

Academic medicine emerged in the 13th century
with the creation of the Medical School in Bologna. In
the early times, medical schools were small institu-
tions based on a personal relationship of teachers and
students, with relatively low capacity of training. His-
tory provides several examples of highly appreciated
doctors who got in conflict with academic medicine.
Some of the great reformers of medicine in the 16th
century got in conflict with their respective medical
faculties. If Paracelsus can be accused of his disagree-
able character, the origin of the conflict in the cases of
Paré and Vesalius was rather jealousy (1). The first
medical schools in Hungary were founded in the 15th
and 16th centuries but had very short periods of activ-
ity. The first medical school with a national impact
was founded in Budapest in the 18th century, with in-
creasing international reputation. Semmelweis, who
introduced antiseptic washing of hands before any
gynecologic or obstetric intervention two decades be-

fore Lister’s publication on antisepsis, was rejected by
the scientists of Budapest, Paris, and Vienna (2,3).

These examples reflect not only personal con-
flicts but the problems of academic medicine of ear-
lier times as well. One may become a good healer of
hypertension or surgeon of cataract by training. One
cannot become a good doctor by attending a school
only. Healing is based on a personal confidential rela-
tionship.

Prestige of Disciplines and Needs of Society

Technical development led to the discovery of
infectious agents, genes, and tumor factors, and to the
understanding of vascular pathology. Diagnosis of
many academic doctors is by consequence limited to
the demonstration of the bacteria, tumor, or vascular
aberrance. They are incapable to tell why the infec-
tion, tumor, or myocardial infarct affected one person
rather than another, why the disease emerged at a
given time, and what does it mean in the life of a per-
son. One of the basic insufficiencies of academic
medicine is its technical standpoint. The ancients re-
garded man as the unity of soma (body), psyche (soul)
and nus (spirit). Technical medicine completely ne-
glects the nus and separated the psyche from the
soma. The definition of health by the World Health
Organization (WHO) (4) tries to recover the forgotten
unity but it does not really influence the doctors’ day-
to-day practice.

Health and Functioning and Contents of
Training

Recently, WHO issued the International Classifi-
cation of Functioning Disability and Health (ICF), en-
compassing all aspects of human health and some
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Table 1. Conflicting interests in health care
Prestige of disciplines Needs of society
Health and functioning* Contents of training
Freedom in research Influences by funding
Technically possible Economically feasible
Complexity of the profession Lack of team building
Female dominance in medicine Problems of female workforce
Value of research workshops Mass production at universities
Responsible, thinking physician Protocols' guided practice
Local training Global needs
*The concept of health by the World Health Organization (WHO) includes so-
cial aspects and the concept of functioning and disability influenced by environ-
mental factors.



health relevant components of well-being and de-
scribing the health and health-related domains. These
are body functions and structures and life areas char-
acterized by activities and participation in life situa-
tions. A person’s functioning and disability is interpre-
ted as a dynamic interaction between health condi-
tions and contextual, environmental, and personal
factors (5). The impact of this new and fundamental
classification is even smaller on present day medical
practice.

Academic medicine is largely influenced by the
prestigious specialties. Academic medicine promotes
the prestige of these specialties. This circle is con-
stantly reproduced. Another factor in raising the pres-
tige of some specialties is the pharmaceutical indus-
try, which has large influence on research and train-
ing of physicians. The interest of this industry is to in-
crease the sale of their products. They do not refrain
from manipulating doctors – or even studies – for
gaining higher influence (6). Media too may have an
important role in increasing the prestige of specialties
or procedures, like new imaging techniques, trans-
plantation surgery, or cancer research and treatment.
No question, these highly technical specialties and
procedures may provide a lot of benefit for both the
individual patient and the society. Yet, society and its
members need more of the traditional interventions,
more personal communication by physicians, more
understanding of chronic conditions and their impact
on human life, on the quality of people’s life. Society
and its individual members need to understand their
role in healing, rather than expecting reparation of
their body by medicine, similarly to the reparation of
utensils. People also need guidance to cope with the
“limitless information gathered from unsystematic
and limitless Web” (7). These areas, however, are co-
vered with a far smaller share of the compulsory con-
tact hours during gradual training of physicians (Table
2, ref. 8). Also medical students choose optional edu-
cation programs by prestige and fashion.

Is there a Possible Remedy?

What could be done? Is there anything to be
done? Some self-restraint by the teachers of the most
prestigious specialties at the distribution of the avail-
able pool of contact hours may be helpful. The op-
tional disciplines may be grouped into sets in such a
way that the choice does not allow the selection of
fashionable disciplines only. The introduction of the
International Classification of Functioning, Disability
and Health (ICF) and especially of the more user-
friendly condition-specific ICF Core Sets (9) into the
training of different disciplines requires some prepa-

ration or continuous medical education of the teach-
ers. Necessary financial resources are negligible al-
though we usually mention the lack of resources as
the obstacle to the required changes. Finally, larger
parts of the teaching could be organized outside the
universities, in other health care settings. Motivated
and capable teachers could be found there. This final
solution could help decrease the burden of having
three jobs in academic medicine (10).

Local Training – Global Needs

Another problem area is the output of the aca-
demic medicine. In Hungary the number of candi-
dates to become medical students decreased dramati-
cally in recent years. Contrary to this, more and more
newly graduated doctors tend to leave the country
and find jobs in countries with expected higher in-
come and better working conditions (Table 2, ref. 11).

The decreasing number of candidate medical
students does not originate from the insufficiency of
academic medicine but rather reflects the challenges
of today’s health-care and perhaps the crisis of west-
ern society. Professional orientation of youth is pre-
dominantly motivated by a wish of earning well with
less effort. Medicine is never going to be practiced
without efforts.

Often there is a concern of employers in recipi-
ent countries about the education level, language
skills and cultural differences of guest workers. Yet
the brain drain is working effectively and state, fed-
eral, and commercial agencies are involved in the re-
cruitment of health workers. In most European coun-
tries the lack of physicians is higher than that of nurses
and other professions allied to medicine. We can fully
agree with Professor Svensson’s comment, “…that the
receiving countries should not only be mindful of but
concerned about the possible drain of human re-
sources caused in the supplying of poorer countries.
… It is, however, the responsibility of the respective
receiving country to show restraint and work accord-
ing to ethical standards in its practice of importing
health workers” (12).
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Table 2. Academic medicine in Hungary in figures
Number of medical students entering medical studies per year 700
Number of physicians leaving Hungary in the first two months
after joining the European Union

250

Percentage of resident physicians planning to work abroad: 62
up to five years 46
for a longer period 16

Percentage of compulsory contact hours in the field of
psychosocial medicine (including hygiene and psychiatry) at
the Semmelwiez University, Budapest

8
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