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The Similarity and Frequency
of Proposals to Reform
US Medical Education
Constant Concerns

Nicholas A. Christakis, MD, PhD, MPH

Objectives.\p=m-\Toidentify the values and agendas underlying reports advocating
the reform of medical education and to account for their similarity and repeated
promulgation.

Data Sources.\p=m-\Majorreports regarding undergraduate medical education re-

form published between 1910 and 1993 were identified through a manual bibliog-
raphic search.

Study Selection.\p=m-\Nineteenof a total of 24 reports met the two inclusion crite-
ria: they directly addressed undergraduate medical education and contained a co-

herent body of recommendations.
Data Extraction.\p=m-\Contentanalysis of 19 reports.
Data Synthesis.\p=m-\Allthe reports articulate a specifically social vision of the

medical profession, in which medical schools are seen as serving society. The re-

ports are remarkably consistent regarding the objectives of reform and the specific
reforms proposed. Core objectives of reform include the following: (1) to better serve

the public interest, (2) to address physician workforce needs, (3) to cope with bur-

geoning medical knowledge, and (4) to increase the emphasis on generalism. Pro-

posed reforms have tended to suggest changes in manner of teaching, content of

teaching, faculty development, and organizational factors. Reforms such as

increasing generalist training, increasing ambulatory care exposure, providing so-

cial science courses, teaching lifelong and self-learning skills, rewarding teaching,
clarifying the school mission, and centralizing curriculum control have appeared al-
most continuously since 1910.

Conclusion.\p=m-\Thesimilarity of the reports' objectives and reforms results not

only from a similar body of problems, but also from the reaffirmation of similar val-
ues. The reports have two implicit agendas that transcend the reform of medical
education: the affirmation of the social nature of the medical profession and self\x=req-\

regulation of the profession. These agendas help account for the reports' similarity
and their repeated promulgation.

(JAMA. 1995;274:706-711)

IN 1910, Abraham Flexner released his
famous report recommending the radi¬
cal reform of medical education in the
United States. While this report was

successful in its main intentions,1 in ret¬

rospect it can be seen as only the initial
salvo in what has been nearly a century
ofsuccessive reform proposals.2"4 Indeed,
in the intervening years, there have been
at least 24 major reports advocating re¬

form, and such reports are currently
emerging virtually annually. Typically,
these reports identify strikingly similar
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problems with medical education, claim
that previous reports have gone rela¬

tively unheeded, argue that reform is
essential and urgent, and prescribe cor¬

rections that are also strikingly similar.
The existence of so many similar re¬

ports in such a relatively short period
raises a perplexing question regarding
medical education: either medical schools
have remained intractably devoted to de¬
ficient modes of education—which seems

unlikely, especially given the real changes
that have occurred in medical education—
or there is another rationale for the pro¬
mulgation of these reports. In this article,
I argue there is an ethos of reform in US
medical education that has two purposes
that transcend improving the educational

experience of medical students: the reaf-

firmation ofcertain core values of the pro¬
fession and the self-regulation of the pro¬
fession. In developing this argument, I
review the reports' objectives and rec¬

ommendations, elucidate their underly¬
ing rhetorical structure, and describe their

implicit and explicit functions in sustain¬

ing the medical profession. Since this

analysis is limited to the reports and does
not include actual educational practice, it
is not possible to assess the extent to which
medical education has evolved as a result

of, or despite, the reform proposals.

METHODS

This article focuses on 19 of 24 major
reports on the status and promise of
medical education published between
1910 and 1993 (Table 1). The 19 reports
directly address undergraduate medi¬
cal education and contain a coherent body
of recommendations.623 Reports not

meeting these criteria are not included
in this analysis.2428 Detailed content

analysis was used to identify and expli¬
cate themes in the reports. I provide
illustrative rather than comprehensive
quotations to illustrate the themes;
greater detail is available elsewhere.29

RESULTS

The Affirmation of Core Values

The purpose of medicine and medical
schools articulated by the reports has
remained relatively constant since 1910.
In general, the reports suggest that
medicine as a discipline and physicians
as professionals exist to serve society.
Flexner, for example, argues, "The medi¬
cal profession is a social organ, created
not for the purpose of gratifying the
inclinations or preferences of certain in¬

dividuals, but as a means of promoting
health, physical vigor, happiness—and
the economic independence and effi¬

ciency immediately connected with these
factors."6<P42)

This dependence of medicine on soci¬

ety is not without consequences; it gen¬
erates a reciprocal obligation of medical
schools and the medical profession to
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Table 1.—Major Reports on the Reform of Undergraduate Medical Education*

Title Sponsor
Medical Education in the United States and Canada Carnegie
Final Report of the Commission on Medical Education AAMC

Medical Education in the United States, 1934-1939 AMA

Medical Schools in the United States at Mid-Century
Physicians for a Growing America PHS

Planning for Medical Progress Through Education AAMC

Medical Education Reconsidered ASA

The Graduate Education of Physicians AMA

Higher Education and the Nation's Health: Policies for Medical
and Dental Education

Carnegie

A Handbook for Change SAMA

Future Directions for Medical Education

The New Biology and Medical Education: Merging the Biological,
Information, and Cognitive Sciences

Macy

Physicians for the Twenty-First Century AAMC

Clinical Education and the Doctor of Tomorrow NYAS

Healthy America: Practitioners for 2005: An Agenda for Action
for US Health Professions Schools

Pew

Improving Access to Health Care Through Physician Workforce Reform PHS

Medical Education in Transition RWJ

Educating Medical Students: Assessing Change in Medical Education,
The Road to Implementation

AAMC

Health Professions Education for the Future: Schools
in the Service of the Nation

Pew

'Reports have been selected for analysis only if they contain a coherent body of recommendations on improving
education at medical schools. Carnegie Indicates Carnegie Foundation; AAMC, Association of American Medical

Colleges; AMA, American Medical Association; PHS, Public Health Service; ASA, American Surgical Association;
SAMA, Student American Medical Association; Macy, Josiah Macy Foundation; NYAS, New York Academy of
Sciences; Pew, Pew Health Professions Commission; RWJ, Robert Wood Johnson Foundation.

accommodate societal needs. Elsewhere,
Flexner notes,
The physician is a social instrument. If there
were no disease, there would be no doctors.
And as disease has consequences that imme¬
diately go beyond the individual specifically
affected, society is bound to protect itself
against unnecessary spread of loss or dan¬
ger_Practically the medical school is a

public service corporation. It is chartered by
the state; it utilizes public hospitals on the
ground of the social nature of its service. The
medical school cannot then escape social
criticism and regulation.5*154'

Similar themes are developed in all the

reports. For example, the 1966 American
Medical Association (AMA) report ob¬

serves, "Medicine exists to serve soci¬

ety_[It] must ever be responsive to
the needs of the society it serves."12*19'
The 1989 New York Academy of Sciences

report notes that "faculties and schools of
medicine are failing in too many instances
to produce socially responsible doctors
who unequivocally recognize medicine as

a social good, not a commercial commod¬

ity »lapin» Ajjj the 1991 rep0rt by the Pew
Health Professions Commission also por¬
trays "the education and training of
health professionals" as being subservi¬
ent to the "health needs of the American

people."19<piii) "Failure to make an effort to
understand and respond [to community
needs]," it argues, "violates the basic
covenant between health professionals
and people they have obligated them¬
selves to serve."19<p4) The reports charac-

terize medical schools as deriving both
their legitimacy and their agenda from
the communities they serve.

In the early part of this century, the

reports contended that medical schools
could meet their obligations to society
primarily by training clinicians. But by
1953, society was seen as having an

equally important need: the advancement
of knowledge. As the 1953 AMA report
states, "Research is an essential activity
of any medical school. It is the means

whereby the schools seek to discharge
their obligation for the advancement of

knowledge... ."^9) The 1982 AMA re¬

port similarly notes the "dual mission" of
medical schools: "Medical schools, as com¬

ponent parts ofuniversities, have as their

primary mission the education of stu¬
dents to become physicians and the gen¬
eration of biomedicai knowledge."15*9'

The explicit statement that medical
schools serve society both reassures the

public that the profession warrants trust
and obviates any outside regulation that
a subordinate relationship would ordi¬

narily permit. Indeed, several reports ar¬

gue that the profession must reform it¬

self, lest outsiders take up the task. For

example, the 1966 AMA report notes,
For any learned profession there are but two

alternatives for establishing standards of

practice and education. Responsibility can be
assumed by society as a whole, operating
through government, or can be assumed by
the organized profession through a volun¬
tarily accepted self-discipline. There are no

other alternatives, for, if the profession does
not take responsibility, society will surely
demand that the vacuum be filled and the
government assume the responsibility.12<p,i)

By the mid 1960s, the relationship be¬
tween the public on the one hand and the
schools and the profession on the other

undergoes a subtle but important trans¬
formation: from voluntary supply of an

essential societal need to involuntary re¬

sponse to an exacting societal demand.
For example, the 1966 American Surgi¬
cal Association (ASA) report observes,
"The number of those who make de¬
mands upon the medical profession has

steadily increased. But superimposed
upon this increase in numbers has been
an even more significant increase in ex¬

pectations_""(pi» Meeting the needs of
the public comes to be configured as a

potentially unreasonable public expecta¬
tion rather than as the appropriate ful¬
fillment of a public trust:

There are pressures for success on the medi¬
cal community that have never before
existed—pressures, moreover, that the com¬

munity itself would dearly like to satisfy,
however unreasonable they may appear_
In the end, this is focused on the school of
medicine. It must provide, somehow, gener¬
alists with a wide range of knowledge and
skills; specialists with a profundity of insight
and the capacity to manage increasingly in¬

tricate facilities; research men who can move

medicine steadily forward toward new goals;
medical men akin in function and in spirit to

systems engineers—all of these in numbers

greater than ever before: and it must do all
this in the face of insatiable public demand
for accomplishment."*2324'
The 1965 Association ofAmerican Medi¬
cal Colleges (AAMC) report notes, "Not

only have expectations risen but, more

importantly, an attitude of'entitlement'
is becoming increasingly prevalent."10*17'
And the 1982 AMA report states, "The

public has ... expected more immediate
results from the money provided for re¬

search. Expectations have not been re¬

alistic. .. ."15("9>
The quasi-adversarial relationship

suggested in these reports, by discus¬
sion of "demands," "expectations," "en¬

titlements," and "rights" that are "un¬
realistic" or "insatiable" is altogether
different from the way such things were

discussed in earlier reports. Before the

1960s, reports conceptualize public exi¬

gencies as "desires," "wishes," or simply
"needs."

The Objectives of Reform

Eight basic objectives of reform

emerge in the proposals to reform medi¬
cal education (Table 2), and these may
be grouped in two categories: core ob¬

jectives and secondary objectives. The
core objectives reflect the social obliga¬
tion ofmedical schools discussed herein,
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occur frequently within each report and
across reports, and address fundamen¬
tal purposes underlying medical educa¬
tion. The secondary objectives are less

tightly linked to the social nature of

medicine, occur less frequently, and are

less fundamental.
In order of their overall centrality to

reform proposals (in terms of the quan¬
tity and quality of the attention they are

accorded within and across the reports),
the four core objectives are (1) to better
serve the public interest, (2) to address

physician workforce needs, (3) to cope
with burgeoning medical knowledge, and

(4) to increase the generalist character
of medical education.

The first core objective, to better meet
the needs of the community, is not re¬

stricted to the number and type of phy¬
sicians produced by medical schools; it
also refers to the types of diseases inves¬

tigated by medical schools and to the way
those schools deliver health care. For in¬

stance, the 1932 AAMC report empha¬
sizes the fact that reforms are needed to

bring medical education into "a more sat¬

isfactory relationship" with the "needs of

society."<Kpl, In the most explicit exposi¬
tion of this objective, linking the proposed
reform of medical education and the na¬

ture of the medical profession, the 1993
Pew report observes,
The health professions are respected be¬
cause of the special, almost sacred, role they
have in matters of life and death. This most

human of all enterprises—welcoming new

life, aiding the sick, and comforting the
dying—should be one that is always held in

the highest esteem by those who benefit
from these services. The only legitimate
source for such a position in society is when
it is drawn from the health care needs of the
public. If the professions are to be reserved
from becoming just associations for health
care workers, then their work must begin
and end on the fundamental values that de¬
fine and shape their calling.23*13'

The second core objective of reform is
to address the workforce needs of soci¬

ety, in terms of numbers of physicians
and their distribution. This objective,
like the foregoing one, grows out of the
social covenant of medical schools. For

example, the need to increase the num¬

ber of physicians was a powerful objec¬
tive of medical education reform from
the mid 1960s to the late 1970s, and the
1965 AAMC report noted,
Few persons

...

believe [the medical educa¬
tion] improvements needed are matters of
minor adjustment. Most point to the need to
take major steps to improve medical edu¬
cation—to enable the nation to produce more

and better prepared physicians and other
health personnel.10*™'

There is an almost deliberate conflation
of the "improvement" of medical edu¬
cation on the one hand and increasing
the number of physicians on the other.

The third core objective is to cope with
the burgeoning knowledge base of medi¬
cine. For example, the 1965 AAMC re¬

port begins with the observation, "Dur¬

ing the past half century, advances in
medicine have been more significant and

rapid than in any previous periods of hu¬
man history."10*1' It elaborates further,
The phenomenal growth of knowledge during
this period has increased at an ever-accel¬
erating pace. Although still attempted, it is
becoming more apparent to the educator that
it is no longer possible to provide encyclopedic
coverage ofthe contents and skills ofmedicine
within the limited time available.10*9'

The 1992 Robert Wood Johnson Foun¬
dation report similarly observes, "Bio-
medical research has created an explo¬
sion in the volume, complexity, and rate
of change of medical information. When
the sum of it all seems to strain human

cognitive capacities, the effective man¬

agement of information becomes criti¬
cal."21*81 Reform is needed, the reports

argue, to enhance the way the educa¬
tional system handles this constant "ex¬

plosion" of knowledge.
The fourth core objective of reform,

to maintain a "broad" and "generalist"
character to medical education, finds two

expressions: to reform education so that
it is less "fragmented" and to reform
education so as to increase student in¬
terest in generalist careers. In the con¬

text of discussing the goals of reform,
the 1966 AMA report notes, "Special¬
ization, with all of its advantages, has
led to a fragmentation, an insufficiency
of physicians who are competent and

willing to offer comprehension and

continuing care."12<p30) The 1989 New
York Academy ofSciences report notes,
"Clinical education has drifted away from

being a broad preparation of the undif-
ferentiated doctor and is becoming an

increasingly fragmented, technically-
oriented training program for special¬
ists."12*110' With respect to the objective
of increasing the emphasis on general-
ism, the reports are virtually unanimous.

Arguing that specialization was corrupt¬
ing undergraduate medical education,
the 1932 AAMC report observes,
There has been a tendency in recent years to

attempt to provide instruction in the medical
course in the various special fields of prac¬
tice. This has been responsible in part for the

great overburdening of the curriculum and
the confusion regarding the purposes of the
basic training. Changes in the methods and

forms of practice should not be the guide for
determining the educational needs of the
medical students.6*172'

The 1982 AMA report summarizes
this objective of reform as follows:

The major theme of this report is the balance
between generalism and specialism required
to permit individuals to develop into well-
educated physicians who possess a broad
perspective of society.... The basic premise
underlying many of the recommendations in

Table 2.—Explicit Objectives of Proposals to Reform Medical Education*

Report Year

I-1
Objectives 1910 1932 1940 1953 1959 1965 1966a 1966b 1970 1972 1982 1983 1984 1989 1991 1992a 1992b 1992c 1993

Core
Serve changing public interest

Address physician workforce
needs

Cope with burgeoning knowledge X

Foster generalism; decrease

fragmentation
Secondary

Apply new educational methods

Address changing nature
of illness burden

Address changing nature
of practice

Increase quality and standards
of education

*The objectives are listed roughly in order of their overall centrality to reform proposals, in terms of the quantity and quality of the attention they are accorded within and across
the reports. For example, though "increasing the quality and standards of education" is moderately common, it is often the subject of brief treatment within the reports, and it
is rarely acknowledged explicitly as an important objective. See Table 1 for titles of reports corresponding to years indicated.
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this report is that physicians should be

broadly educated ifmedicine is to continue to
be a highly respected profession.16<pl)

Fostering generalism is implicitly linked
with the special relationship between the
medical profession and society.

The four secondary objectives ofmedi¬
cal education reform, in order of cen-

trality, are (1) to apply new methods of
teaching, (2) to address the changing
illness burden confronted by society, (3)
to address the changing nature of prac¬
tice arrangements, and (4) to increase
the quality of education.

Part of the impetus to reform has been
the desire to apply ostensibly new peda¬
gogic methods. For example, the first
sentence ofthe 1932 AAMC report states
as its purpose "to make suggestions
which would bring [medical education]
into more satisfactory relationships with
the newer conceptions and methods of

university education."6*1' The 1966 ASA
report similarly notes that "the change
in the understanding ofeducational pro¬
cess [is] one of the bases of the need for

change."11'?30'
Efforts to reform medical education

have also had the twin objectives of

bringing medical education into align¬
ment with the changing nature of medi¬
cal practice and the changing illness bur¬
den in society. For example, the 1984
AAMC report notes that "medical fac¬
ulties should adapt the general profes¬
sional education of students to changing
demographics and the modifications oc¬

curring in the health care system," that
"chronic disease is growing dramati¬
cally," that "acute care hospital utiliza¬
tion is decreasing," and that "new or¬

ganizational forms [for delivering health
care] have appeared_"17<p6)

Increasing the quality of medical edu¬

cation, while a fairly common objective of

reform, is rarely explicitly treated as im¬

portant or central in the reports. When
this objective does appear, especially in
the early reports, it is usually out of con¬

cern that too many practitioners of "in¬
different" quality were being let loose on

an "innocent public."

The Proposed Reforms

The reports have been extraordinar¬
ily consistent in the specific reforms pro¬
posed to achieve the eight objectives
delineated herein and to correct the per¬
ceived deficiencies in medical educa¬
tion—to the point that the wording of
some of the recommendations is iden¬
tical. Reforms may be grouped in four

categories: manner of teaching, content
of teaching, faculty development, and
organizational factors. As shown in
Table 3, few reforms emerge as truly
novel. Many currently popular reforms

have been advocated since the earliest
reports and have appeared almost con¬

tinuously since then.
In some cases, there is a relatively

straightforward link between the ob¬
jective of reform and the specific reform
proposed in the report. For example,
the burgeoning of medical knowledge
drives changes in the content of educa¬
tion and also drives the necessity to teach
students habits of "lifelong learning."
Addressing societal workforce needs is

directly linked to a number of specific
reforms, such as increasing class size,
decreasing the length of training, and

moving curricular elements from medi¬
cal school back to undergraduate schools.
And the changing nature of disease pat¬
terns and practice arrangements is of¬
ten used to motivate proposals to in¬
crease the social sciences. In other cases,
however, the link between the objec¬
tives and the reforms is less explicit; for
example, the proposal to reform evalu¬
ation methods is only implicitly linked
with the objective of increasing the qual¬
ity of medical school education.

Teaching students to be lifelong learn¬
ers has been the most consistent reform

proposed by the reports, appearing in

virtually all of them. While the term "life¬

long learning" first appeared in the 1983
Josiah Macy Foundation report,16<p67' the
notion was present from the beginning of
efforts to reform medical education; for

example, the 1932 AAMC report notes,
"[Medical school] can only begin the edu¬
cation of the physician, for he must re¬

main a student throughout life."6*171'
Similarly, the reports endorse "problem-
solving methods of teaching that require
students to seek out, rather than be given,
information"17*12' and "educational expe¬
riences that require students to be ac¬

tive, independent learners and problem-
solvers rather than passive recipients of
information."20'1'30'

The most common proposals regarding
the content taught at medical schools are

to increase generalism and ambulatory
care exposure, and many reports recom¬

mend outpatient over inpatient settings
for education. The proposal to increase
the amount of social science training in
the curriculum is a prominent manifesta¬
tion of the reports' articulated commit¬
ment to the notion of medicine as a social

good, although what is considered to be a

"social science" has varied considerably
over the years.

Proposals to reward teaching have
been around since the earliest reports
as well. The 1932 AAMC report ob¬

serves,

If clinical teaching is to attract and hold
teachers of the caliber and ability which it
requires, and provide a corps of younger in¬
structors from which the senior members of

the staff may be recruited, there must be a

fuller recognition of the freedom and dignity
which such work should command.... It is
vital that universities provide the induce¬
ments which will attract and hold clinicians
of the caliber and ability which teaching in
this field requires and which the responsi¬
bilities for the care of patients in the hospi¬
tals and clinics demand.6*245,248'

The 1970 Carnegie Commission report
recommends that universities "place
greateremphasis on teachingas a reward¬

ing scholarly activity for the faculty,
especially in connection with salary and

promotion policies."13*92' Similar invo¬
cations appear in virtually every sub¬

sequent report.

CONCLUSION

Proposals to reform medical education
have three rhetorical parts: they articu¬
late (1) a purpose ofmedicine and medical

schools, (2) objectives of reform, and (3)
specific reforms. These three parts are

systematically related: the reforms are in

keeping with the objectives, which are in

keeping with the perceived purpose. In
addition to sharing this rhetorical struc¬

ture, the reports have also articulated a

remarkably similar purpose of medicine,
identified remarkably similar objectives
of reform, and proposed remarkably simi¬
lar reforms. For nearly a century, in spite
ofdramatic changes in the context in which
medicine is practiced (in terms of the ill¬
ness burden in the United States, the di¬

agnostic and therapeutic armamentarium,
and the organization of medical care), the
reports suggesting reform of US medical
education have been strikingly similar in

structure, content, and tone.
What accounts for this similarity?

There are at least three possible expla¬
nations. One is that the problems with
medical education are inherently irre¬
mediable. Another is that efforts to
achieve reform, and the commitment to
do so, have been inadequate. But, as

indicated herein, a more likely explana¬
tion is that important purposes in ad¬
dition to reform may underlie and mo¬

tivate the promulgation of these reports.
With respect to the first explanation,

it does not seem credible that problems
in medical education are insoluble or that
medical education cannot be changed.
Indeed, several reports acknowledge
that significant change in medical edu¬
cation has occurred.8,10,21 Nevertheless,
it is also true that there are certain struc¬
tural problems inherent in medical edu¬
cation that are themselves invariant. For

example, each report has had to contend
with the problem that there has always
been and will always be too much to

know; medical knowledge is theoreti¬
cally and practically limitless. Moreover,
the solution to this problem is to sug-
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Table 3.—Major Proposed Reforms*

Proposed Reform

Report Year

I I
1910 1932 1940 1953 1959 1965 1966a 1966b 1970 1972 1982 1983 1984 1989 1991 1992a 1992b 1992c 1993

Manner of teaching
Teach lifelong learning
Teach self-learning
Use case method or

problem-based learning
Decrease lectures

Increase Interdisciplinary
teaching

Increase mentorship
Reform evaluation methods

Use standardized patients
Increase unscheduled time

Encourage public service

Content of teaching
Increase generalism
Increase ambulatory care

Foster humanism

Increase social sciencet

Stress prevention
Stress community health

Teach information-

handling techniques
Foster team skills

Faculty development
Reward teaching

Improve teaching

Organizational factors
State mission and values

Centralize control
of curriculum

Centralize control of budget

Integrate clinical and
basic sciences

Split clinical and basic
sciences

Modify admission

requirements XXX

Shorten medical school

Lengthen medical school

Increase university control    

Decrease the number
of physicians or schools

Increase the number
of physicians or schools    

Bring residency under
medical school control

*Not all reforms ever proposed in all reports are listed. Some of the proposed reforms included in the table were implicit and some explicit in the reports. See Table 1 for
titles of reports corresponding to years indicated.

f'Social science" is variously configured by the reports to include economics, ethics, behavioral science, and history, in addition to sociology and the like.

gest ways that the knowledge might be
assimilated during a longer period (thus,
the concept of lifelong learning or the

lengthening of postgraduate medical

training) or more efficiently (thus, prob¬
lem-based learning and other pedagogic
innovations). A further, relatively con¬

stant structural problem is that of how

many and what type of physicians to

produce. Optimizing the fit between
workforce production and societal needs
is a never-ending task, since societal
needs necessarily change. Each report
has thus had to deal with this problem
and has tended to propose relatively

straightforward corrective modifications
in medical education.

The second explanation also seems un¬

likely to fully account for the similarity
of the reports. Medical educators ex¬

press substantial support for the spe¬
cific reforms reviewed herein; indeed,
the educators are typically the propo¬
nents of reform. For example, the great
majority of educators in one recent sur¬

vey strongly supported reforms such as

"develop a system for evaluating and

rewarding faculty for teaching excel¬

lence," "increase the integration between
basic sciences and the clinical phases of

medical student education," "develop
testing mechanisms to evaluate students'

independent problem-solving skills," and
"move more clinical education from in-

patient to ambulatory and community
settings."30

This brings us to the third explana¬
tion. Sociologist Samuel Bloom has ar¬

gued that the history of "reform without

change" in medical education is accounted
for by the fact that "medical education's
manifest humanistic mission is little more

than a screen for the research mission,
which is the major concern of the insti¬
tution's social structure."3'11294' In my view,
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this is too cynical a perspective. Rather,
both the similarity of the reports and
their repeated promulgation may be seen

to arise from the fact that the reports
have two important functions other than
their explicit one of reforming medical
education: the affirmation ofcertain core

professional values and the self-regula¬
tion of the profession.

The reports are all based on a con¬

sistently social vision of medicine and
the medical profession, a vision that re¬

flects an important professional value
and provides the basis from which all

subsequent objectives and reform pro¬
posals arise. To the extent the reports
are all built on identical foundations, they
are similar. Moreover, reaffirmation of
this vision serves to legitimate medical
education. When the gap between what
medical schools are supposed to provide
their communities and what they actu¬

ally provide is seen as having widened

inordinately, an impetus to change
emerges from within the profession. By
espousing the realignment of societal
needs with medical school objectives,
the reports preserve the role of medi¬
cine within society. And since the health
care needs of a society change with the

passage of time, the impetus to promul¬
gate reform proposals is ever present.

To a large extent, the four core ob¬

jectives of the reform of medical edu¬
cation are about the nature of the pro-

fession, about its values, missions, and
role. The objectives address key crite¬
ria for being considered a profession.31
Specifically, better serving the public
permits claims to being a profession;
addressing workforce needs serves to

keep control of entry in the profession
within the profession; coping with the

increasing amount of medical informa¬
tion helps identify the boundaries of pro¬
fessional knowledge; and preserving the

generalist character of medical educa¬
tion provides a core set of functions for

every medical professional, thereby de¬

fining the essential body of knowledge
required to be identified as in the pro¬
fession. By reaffirming the social values
that underlie the profession and by en¬

gaging the nature and extent of its

knowledge base, the reports support the
moral and cognitive claims to profes¬
sional expertise and autonomy.

These two tacit functions of the re¬

ports do not so much constitute discrep¬
ancies between their actual and stated

purposes as they constitute additional

purposes of the reports. The urge to
reform is perennial; for example, new

reports sponsored by the AMA, the Al¬

legheny Health, Research, and Educa¬
tion Foundation, and others are on the
horizon. Nevertheless, it is important to
realize what such reports can and can¬

not do. On the one hand, these reports
encounter substantial and real obstacles

to reform, and it is well to ask whether
exhortations of official bodies are ca¬

pable of radically changing the behavior
of complex and long-standing academic
institutions. But, as we have seen, these

reports still fulfill important purposes.
The analysis presented herein should

be useful to medical educators as they
continue to advocate or implement re¬

form and as they struggle to articulate
the role of medical education in our so¬

ciety. This analysis should clarify the

agenda of past reform proposals, eluci¬
date the range of previous proposed re¬

forms and the values motivating them,
serve as a departure point for future
reform efforts, and encourage a healthy
skepticism about the potential for change
in response to reform proposals. It should
also underscore the elements absent
from prior reports—such as attention to
medical students themselves and a criti¬
cal examination of the larger social and
economic forces impinging on medical
education—elements that might benefit
from attention in the future.
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