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It was the nuclear physicist and father of the hydrogen
bomb, Edmund Teller, who once wrote (perhaps rather
alarmingly) ‘Confusion is no bad thing; it is the first step
towards understanding’.(1, p. 79) Newcomers to the field
of medical education could be forgiven for being confused.
Medical education is a busy, clamorous place, where a host
of pedagogical practices, educational philosophies and
conceptual frameworks collide. It is a place where aca-
demic journals vie for attention, institutions and profes-
sional bodies compete for political leverage, and the wheel
of reform and ‘improvement’ revolves faster than, and
often independently of, the cycle of evaluation and research.
And itis a place of increasing accountability and regulation
because of its proximity to one of the prime socio-political
concerns of government, that of the health of its people.

It was the desire to develop evidence-based policy and
practice in this complex arena that led to the establishment
of the Association for the Study of Medical Education
(ASME) in 1957. The past 50 years have seen a burgeoning
of literature in the field. This is both a help and a challenge
to the clinician taking on responsibilities for teaching,
assessment and educational supervision. The range and
diversity of relevant theory and research are now almost
overwhelming, and in 2006 ASME recognised the need for
a succinct yet comprehensive guide to the vast literature
now underpinning best practice in medical education.
Understanding Medical Education aims to be that guide.

What is medical education?

Medical education as we know it today spans three sectors:
undergraduate, postgraduate and the continuing profes-
sional development of established clinicians. However, it
has not always been that way, and Abraham Flexner —
whose seminal report on the transformation of the Ameri-
can medical school system was celebrated earlier this
decade(2) — would not have recognised the attention cur-
rently given to the design, management and quality assur-
ance of structured training in the postgraduate years, still
less the need to instigate regulatory systems to ensure the
ongoing personal and professional development of practis-
ing clinicians.

Medical education’s ultimate aim is to supply society
with a knowledgeable, skilled and up-to-date cadre of pro-
fessionals who put patient care above self-interest, and
undertake to maintain and develop their expertise over the
course of a lifelong career. Medicine has a privileged posi-
tion in society and, as a result, medical education is itself

set apart from the main body of higher education. In many
countries it luxuriates in separate funding streams and
higher rates of remuneration for its clinical teachers; is the
beneficiary of status and patronage through its colleges,
academies and professional institutions; and is a formida-
bly powerful, and predominantly conservative, political
lobby, more than occasionally a source of frustration for
those who seek to modernise health services.

Within the confines of this academic and political pre-
serve lies the discipline of medical education; although one
could question whether medical education is a discipline
in its own right, or an idiosyncratic collection of concepts
appropriated from other educational fields and perfused
with a technical rationality borne out of the dominance
of bioscience within medicine.(3,4) There are certainly a
number of predominant educational assumptions, such as
experiential learning and reflective practice, and favoured
curricular approaches borrowed from other fields — witness
the transplantation of competency-based education from
vocational training. But medical education is not just a
‘magpie” and has made, and continues to make, its own
significant advances and contributions to the wider educa-
tional literature. Many of these unique and major develop-
ments are expounded within this book: problem-based
learning, simulation, structured assessments of clinical
competence, supervision and the use of technology to
enhance learning, to name but a few.

Challenges and preoccupations

Another characteristic of medical education is that it is, as
Cooke and her colleagues note, ‘in a perpetual state of
unrest’.(5, p. 1339) A constant stream of reports issues from
regulators, commissions, inquiries and task forces urging
reform. This may just reflect the sluggish response to
change and innate conservatism of the profession and its
educational institutions. This is not, as it happens, a new
phenomenon. In the UK, George Pickering, writing as far
back in 1956, offers us the wry observation that no country
has produced so many excellent analyses of the present
defects of medical education as has Britain, and no country
has done less to implement them’.(6) Britain is not alone in
this regard and from the other side of the Atlantic, Warren
Anderson — in a special centenary ‘Flexner’ edition of
Medical Education — questions ‘whether the current prolif-
eration of literature about reforms in medical education can
lead to real change, or whether it constitutes a self referen-
tial agitation that, in the aggregate, holds little promise’.
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(7, p.29) Despite such reservations, the frequency of such
reports increases, and the clarion calls to action grow ever
louder. So what are the current preoccupations of medical
education and society’s expectations of it?

To begin at the beginning, getting the right students and
later on the right trainees training in the right specialty is
crucial. In a competitive and litigious environment, the
importance of having demonstrably fair selection processes
is unarguable. Good person—job fit is essential to productiv-
ity, quality and job satisfaction. In Chapter 28, Fiona Pat-
terson and her colleagues identify just how difficult getting
all this right can be. Predicting who will make a good
doctor is critically dependent on what the role of the doctor
will be 10-15 years into the future, something that is
increasingly uncertain. So are there generic attributes that
we can select for? What selection methods should we use?
And to encourage the recruitment of well-rounded practi-
tioners, should entry to medical school be graduate only?

Having selected the right students and, with luck,
matched the right trainees to the most suitable postgradu-
ate training programme, how and what are they to learn,
and how can the quality of their education and training be
ensured? An array of educational approaches are described
in the central section of this book, framed by a discussion
by Janet Grant on approaches to curriculum design and the
importance of its context (Chapter 3). A concise summary
of relevant, and guiding, educational theory is provided by
David Kauffman and Karen Mann in Chapter 2, and in
Chapter 4, Alan Bleakley and colleagues discuss the pre-
vailing, and some alternative discourses surrounding the
thorny concept of quality.

It was Flexner’s mentor, William Osler, who brought stu-
dents and patients closer together through his educational
philosophy that medicine was ‘learned by the bedside and
not in the classroom’,(8, p. 188) and the practical introduc-
tion of residency programmes. Both are now threatened by
concerns over patient safety, expansion of medical student
numbers, regulatory requirements on working hours and a
staggeringly accelerated patient throughput. Patients under-
going gall bladder operations in Osler’s day were in hos-
pital for several weeks — the procedure now is carried out
on a day-patient basis. At almost every stage of training,
learners see fewer patients, do less to them and as a conse-
quence find themselves increasingly unprepared for prac-
tice.(9) This, as Clare Morris and David Blaney highlight in
Chapter 7, and John Launer in Chapter 8, requires new
ways of thinking about work-based learning and the role
of the trainer or supervisor.

A related concern is patient safety. Medicine is not only
faster-paced, it is also more hazardous. As Cyril Chantler
has succinctly put it: ‘Medicine used to be simple, ineffec-
tive and relatively safe. Now it is complex, effective and
potentially dangerous’.(10, p. 1178)

One of the responses to reduced opportunities for contact
with patients and more hazardous interventions has been
the widespread adoption of simulation across all fields and
stages of medical education. The availability of sophisti-
cated technologies now enables high-fidelity reproduction
of complex patient scenarios. Students and doctors in train-
ing no longer need to carry out procedures for the first time

on real patients — the skills of ophthalmoscopy, venepunc-
ture and catheterisation can all be learned in the skills labo-
ratory. Full-immersion scenarios also offer the opportunity
to work on non-technical areas such as team working, lead-
ership and situational awareness. However, questions
remain about transfer to the authentic setting — an issue
that is explored in depth by Jean Ker and Paul Bradley in
Chapter 13.

Growing concerns over patient safety have influenced
not only the way medicine is practised — with the wide-
spread introduction of protocols, checks and audit — but
also the degree to which doctors are now publicly account-
able. In the UK, high-profile cases such as Bristol,(11)
Alder Hey,(12) and Shipman(13) and more recently the
Francis Inquiries (14,15) have ushered in a new era of
accountability, and 2013 sees the introduction of relicens-
ing for all medical practitioners in Britain, with regulators
coming under increasing and critical pressure. Patient
safety issues also permeate undergraduate medicine. Pro-
tecting patients within a teaching and learning environ-
ment, while producing competent doctors who will
maintain their knowledge, attitudes and skills, is a major
challenge for those who design undergraduate curricula.

Increasing accountability is just one facet of a new social
compact with patients; a compact, no longer based on blind
and unquestioning trust, but on true partnership. As John
Spencer, writing with Judy McKimm, highlights in Chapter
17, we see increased patient involvement across the board
in both teaching and learning, and also in decision-making
about how medical education is organised, governed and
its resources allocated. Patients are now also intimately
involved in the selection and assessment of both under-
graduate students and postgraduate trainees, and feedback
from patients is a routine feature of continuing professional
development and reaccreditation processes.

One of the corollaries of the above is that there is a
growing recognition of the need to professionalise clinical
teaching.(16) The pressures for this are channelled through
professional bodies, but also arise from an increase in the
expectations of students and doctors in training about the
quality of the learning opportunities they are afforded.
Clinical teachers and others with responsibilities for
medical education increasingly look for academic support
and accreditation of their expertise, and one of the target
groups of Understanding Medical Education are newcomers
to medical education, whether undergraduate or postgrad-
uate, including those studying at certificate, diploma and
master’s levels. As Yvonne Steinert describes in Chapter 32
- on faculty development — such professional credentialing
of medical educators is a burgeoning industry in Europe
and North America and reflects a more general trend of the
‘professionalisation” of medical education. Professionalisa-
tion has produced a new breed of scholarly educators and,
coming as they do from a bioscientific background, a desire
for evidence-informed medical education practice.

This raises questions about the nature of medical educa-
tion research and again, as is highlighted in the four chap-
ters on research and evaluation (Chapters 24-27), we see
worlds colliding. In a recent exchange in ASME’s academic
journal, Medical Education, a series of articles considered



whether it is helpful to construe medical education as
a medical or a social science.(17,18) Monrouxe and Rees
capture the essence of the debate:

Medical education research has benefited from its association

with ‘hard” medical science in that this has encouraged the

engagement of clinicians in research activities. However, this
gain is offset by a particular loss represented by the failure

(of some) to understand that medical education is about

people, and the way we think, act and interact in the world.

Medical education research is not a poor relation of medical

research; it belongs to a different family altogether.(18, p. 198)
Curriculum design continues to evolve, with problem-
based learning, discussed in detail in Chapter 5, now influ-
encing the majority of medical school courses. Postgraduate
medical education is also in the throes of curricular change,
with many specialties formerly taught to implicit and infor-
mal curricula now articulating explicit and public curricu-
lum statements for the first time. Curriculum delivery is
also challenged by the emerging possibilities of technology,
many of which are addressed by Scott Rice and Jean McK-
endree in Chapter 12, and in a new chapter by Alison
Bullock and Peter de Jong on the relationship between tech-
nology and learning (Chapter 11).

There are macro-political concerns too, around the com-
missioning of medical education and its responsiveness to
service needs. The demographics are changing: at the
beginning of the 21st century the developed countries are
already experiencing the demands of an increasingly
elderly population with complex health care needs, and
across the increasingly interdependent world, we see a
health inequalities gap that shows no signs of narrowing,
with health care systems struggling to cope.(19) Rising
patient expectations and an ease of access to information
present challenges not only in how care is delivered, but
where and by whom. Managers within all health care
systems are waking up to the fact that the majority of their
future employees already work in their health services and
that significant investment may need to be diverted from
training new and inexperienced practitioners into develop-
ing and supporting their existing workforce.

Finally, there is the vexed question of “what is a doctor?”
(or any other health care professional, for that matter).
With significant overlaps in knowledge and skills develop-
ing, what unique features does a doctor bring to the
bedside or office, and what do we mean by a professional
in the 21st century? Friedson argues that the professions,
societal groups based on expertise, altruism and self-
scrutiny, will never disappear, but will merely shrink in
size, as much of their work is taken on by a deprofession-
alised operating core of medical technicians.(20) Others,
such as Donald Berwick, disagree and see ‘the reinvention
of professionalism in a world on new terms of engage-
ment; complexity, interdependence, pervasive hazard, a
changing distribution of power and control and borne on
the back of technology, distributed, democratised capaci-
ties . . ."(21, p. 130)

What is certain is that at no point in the past has the
medical profession had to engage so actively with these
debates, and the question “What are we educating for?’ has
never been so important.
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Scholarship and the pursuit of excellence

Understanding Medical Education began life as a series of
free-standing monographs. The aim of the series was to
provide an authoritative, up-to-date and comprehensive
resource summarising the theoretical and academic bases
to modern medical education practice. It is now a best-
selling textbook worldwide and although its expert authors
come from Europe, Australasia and North America, it
offers a global perspective on contemporary practice and
scholarship.

Boyer’s expanded definition of ‘scholarship’ takes us
beyond the narrow confines of research to consider the
need to recognise and reward not only the scholarship of
‘discovery’ but also that of integration of new knowledge,
its application to social practice and teaching.(22) This is a
hugely important distinction for medical education, as the
vast majority of medical educators are not researchers, nor
indeed do they have the opportunity to work across disci-
plinary boundaries to integrate new knowledge. What they
can be, and often are, are excellent teachers and scholarly
agents of change and improvement within medical educa-
tion. This highlights a perennial problem in medical educa-
tion, namely that funding for academic institutions, either
through grants or vehicles such as the UK’s Research Excel-
lence Framework(23) is linked strongly to research output.
Similarly, teaching in clinical settings usually plays ‘second
fiddle’ to clinical productivity. This has led to a situation
where both academic and service institutions continue to
emphasise staff involvement in activities other than teach-
ing, an activity that remains largely unrewarded and unrec-
ognised, and a challenge that new professional bodies such
as the UK’s Academy of Medical Educators have set out to
address.(24)

Medical education is complicated, contested and highly
political. In a complex and uncertain world we need to
make the best decisions about education, training and
development that we can. For that, we need both scholarly
medical educators and educational scholars. I hope that this
book may contribute to their development.
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