

[image: image1]
Opinion: Medical education in many low- and middle-income countries needs urgent attention and serious improvement












	
	OPINION
published: 26 March 2025
doi: 10.3389/fmed.2025.1548112






[image: image2]

Opinion: Medical education in many low- and middle-income countries needs urgent attention and serious improvement

Sandro Vento1,2*


1Faculty of Medicine, University of Puthisastra, Phnom Penh, Cambodia

2Department of Clinical Disciplines, Manash Kozybayev North Kazakhstan University, Petropavlovsk, Kazakhstan

Edited by
Sebastian Schnaubelt, Medical University of Vienna, Austria

Reviewed by
Christoph Veigl, Medical University of Vienna, Austria
 Majda Sebbani, Faculty of Medicine, Morocco

*Correspondence
 Sandro Vento, ventosandro@yahoo.it

Received 19 December 2024
 Accepted 12 March 2025
 Published 26 March 2025

Citation
 Vento S (2025) Opinion: Medical education in many low- and middle-income countries needs urgent attention and serious improvement. Front. Med. 12:1548112. doi: 10.3389/fmed.2025.1548112



Keywords
medical education, low and middle income countries (LMICs), medical schools, apprenticeship, competency based medical education


Introduction

Medical education has been extensively debated and repeatedly modified in Western countries since the 1910 Flexner Report recommended a transformation of U.S.A. medical schools. It is debatable whether the changes have ultimately been beneficial to those countries; however, a pressing issue is whether medical education is as effective as it should be in low- and middle-income countries (LMICs), where most doctors are “produced.” It is mandatory that medical education is at a sufficient level in all medical schools of all countries; is that the case at the present time?

In this Opinion article, I will briefly examine the main aspects which need serious attention and urgent improvement.



Is the medical schools' mission fulfilled?

Are medical schools in practice (on paper, they may be) a lively and creative environment for teaching, innovation, and patient care? Most are not; they do not have the funds, staff and overall conditions to do so. Their so-called tripartite mission (research, teaching, patient care) is untenable in most low- and middle-income countries, as physicians cannot do well in all three. Most of the universities are unable to start any research project unless they obtain large grants, and faculty members involved in these efforts have no or very little time to spend with students. In addition, clinical faculty mainly focus on training residents rather than undergraduates.

The inalienable, paramount mission of a medical school must be to form competent and compassionate doctors. Herbert Fred provided 20 years ago an excellent description of the increasingly overlooked importance of history taking and clinical skills for any clinician, and advocated for American students' clinical experience to take place largely in real-world settings, supervised by experienced, compassionate, common-sense practitioners (1). This continues to be extremely important for medical students in LMICs.



How to attract doctors to an academic career?

For a medical school to fulfill its mission, it is fundamental to attract the brightest and most compassionate doctors. How to succeed in this? Doctors should work in adequately staffed primary care clinics or university hospitals, have adequate time for bedside and small group teaching, and earn salaries comparable to those of physicians who devote most of their time to private practice. Medical schools in LMICs cannot continue to rely largely on part-time or even casual doctors, as this unacceptably lowers the quality and consistency of student teaching.



Which should the focus of the undergraduate curriculum be?

In September 1978, in Almaty (then Alma Ata), the World Health Organization (WHO) defined primary health care as essential (2); management of complex chronic diseases, early diagnosis and disease prevention were considered of paramount importance. However, too much emphasis has since been put on tertiary, highly specialized care; disease prevention, primary care and the fundamental value of patient-doctor relationships are, de facto, overlooked, even though much emphasized theoretically. It is essential that they are given the importance that they still have, and must also have in the future, for medicine to continue to contribute to societal wellbeing. Therefore, the undergraduate medical curriculum must truly focus on primary care rather than on highly specialized tertiary hospital care.



Apprenticeship vs. simulation-based education

Simulation-based training has been hugely promoted in medical education in the current millennium; notwithstanding its much-emphasized benefits, the high costs, need for specialized equipment and facilities, and faculty training remain important barriers (3). It is essential that simulation equipment ensures realism of the experience by reflecting the often limited resources in the clinical environment in LMICs. In any case, clinical experiences on real patients must also be guaranteed, and increased; the traditional apprenticeship model (students learning through direct patient care under proper supervision of experienced clinicians) should be strongly pursued rather than increasingly disregarded. Professor Greenhalgh stated almost 10 years ago that “we need to challenge the colonization of medical education by the unreal: the simulated patient, the silicone body part, the standardized scenario, the objective and structured (but entirely fictitious) clinical examinations,” and that “the inexorable retreat of medical education from the messy, non-standardisable reality of illness and suffering” should be stopped (4). Her words should be seriously considered even nowadays.



Is medicine a “calling” or a business?

Self-interest, family and/or friend pressure, and socioeconomic status influence the students' choice of medicine worldwide (5–7). In the past, medicine was chosen because young people wished to help, earn a high salary and be respected by others; presently, not only a high salary but also flexible working hours are essential for millennial students (8), and the idea of working long hours for inadequate public sector salaries is unacceptable. In Indonesia, for instance, medical students prefer jobs with a positive work-life balance; in addition, they would like to have jobs where more technology and more procedural protocols are used, teamwork is involved, and cases are not too complicated (9). Primary care is not an interesting career option for most of them (9). It is mandatory to consider the above reality to find ways to increase interest in primary care during undergraduate studies, and it is also compulsory to enormously improve working conditions in the public health sector in LMICs (10).



Student selection and teaching methodologies

A career in medicine is not for all. Medical schools should utilize a combination of tools to select their students, including academic performance measures (where the fact that scores at fee-paying private schools are higher than those at state or public schools should be considered), cognitive skills tests, semi-structured or multiple mini-interviews. Assessment of personal qualities must be an essential component of the admission process (11), as failures in professionalism are often linked to earlier problematic behaviors by students (12). Still practiced, direct entrance of high school graduates into medical schools, based exclusively on their performances in few basic subjects (13), must be abandoned in all countries.

Due consideration must be given to the knowledge of English, which has been for decades the international language of medicine (14) and a fundamental international educational tool; weakness in English has long been recognized as a hindrance to medical students' communication and information handling skills (15). Considering the difficulty of medical studies, it is important to seriously consider the inclusion of English proficiency among the pre-requisites for admission rather than eventually providing English lessons during undergraduate medical studies. The emphasized need to favor access to medical schools of students from disadvantaged communities/background must not cause relaxation of necessary tools; what is mandatory is to truly favor their access to good primary and secondary schools.

West-inspired theories such as student-centered approach and problem-based learning (PBL) are theoretically attractive but cannot be easily applied and could even be detrimental in other settings. For instance, if there are insufficient numbers of faculty members and facilitators and/or a faculty is made exclusively or almost exclusively of casual lecturers, PBL cannot be applied or, if tentatively applied, will be a failure. Importantly, in most countries in Asia, Africa, Latin America and the Mediterranean, where collectivistic societies strongly avoid uncertainty, and hierarchical cultural backgrounds prevail, lecturers are expected to make learning decisions for their students (16). Even in Japan, the implementation of PBL is problematic, due especially to the high burden placed on faculties, and is therefore avoided in many medical schools (17). As for assessment, in Asia neither students nor lecturers are ready for more dialogical and formative assessment (16). In fact, students place importance on getting certified achievements in (largely multiple-choice, question-based) summative assessments, rather than on self-directed activities or peer-review (17). Hence, studies comparing outcomes of different teaching methodologies and assessment types are needed in LMICs. It is also very important not to try to implement competency-based medical education in medical schools of LMICs without very seriously and carefully considering its numerous challenges [faculty development, increased faculty workload, increased faculty time, need for improved educational infrastructure and technology support, need for comprehensive training programs and continuing support for students and faculty members (18)].



Cheating in summative assessments

Academic integrity must be absolutely safeguarded in medical school exams. Is this the case? Unfortunately, it is not. Dishonesty is quite common among undergraduate medical students during online assessments (19, 20), and cheating is frequent also in theses (21). This behavior, if known to the general public, would be considered totally unacceptable; in contrast, students and lecturers have low expectations of each other's behavior (22). Medical schools should be much more seriously held accountable to produce competent doctors for the countries where they are located and for the world at large.



Minimum requirements of medical schools

Since 1998, the World Federation for Medical Education (WFME) has developed global standards for quality improvement, which have been accepted and tentatively applied in many countries. However, nearly 80% of medical colleges in India (the country with the largest number of medical colleges in the world) do not meet even the minimum criteria established by the regulator National Medical Commission; faculty absenteeism, inadequate and poor infrastructure, poor student-teacher relationship are major issues (23). In addition, increasing commercialization and privatization of medical education, unabated corruption, relaxation of basic requirements for establishing new medical schools, flawed entrance selection processes are huge challenges (24). The situation is not dissimilar in other countries. Does accreditation solve all problems and guarantee that competent doctors come out of every medical school? It does not, but the lack of it tends to guarantee the opposite.



Hospital and clinic placement of medical students

This is an extremely important issue. The students' clinical training must happen in conducive environments where there is proper attention to/care of the students. All medical schools must ensure this, and it is essential that clinicians in primary care clinics and hospitals are linked with medical schools through agreements that guarantee due attention to teaching and student supervision. Each medical school must have a budget and pay clinicians for their contribution. Ministries of health must ensure that the staffing of hospitals and clinics where medical students rotate is sufficient to make adequate clinical training possible, and that the salaries paid for their clinical activity are such that the clinicians do not spend most of their time in private practice, even when officially not allowed. All the above requires a shift of mindset that is anyway necessary if medical education is considered in real terms as important as it must be.



Need for practicing clinicians and career choices

LMICs' investment in medical education should not be in vain. A study involving 959 fifth- and sixth-year students in six government owned medical schools in Ethiopia in 2015 indicated that only 70.1% wanted to practice in clinical care settings (25). This situation is not uncommon; clinicians who have even specialized in different fields in Western countries end up doing only administrative work in the ministries of health, hospitals or medical schools in LMICs, and their clinical expertise is lost. As for those who choose to work clinically, it is important that each ministry of health carefully plans the number of doctors needed in primary care and in the various specialties, and that strong cooperation is in place with all medical schools in the country. The lack of a sufficient number of doctors in primary care [even more so in rural areas (25)] and in specialties which are considered less remunerative is an unsolved issue that needs strong attention and innovative approaches.



Conclusions

I have briefly examined the huge problems and deficiencies of medical education in many LMICs; some of them are common also to Western countries, even though largely ignored. Obviously, not all medical schools in all LMICs are affected by the outlined problems and deficiencies, and some schools are actually preparing their students for medical practice very well. However, it is imperative to try and hugely improve all medical schools, and it is up to governments to ensure that clinicians educated in any medical school of their nations are competent, knowledgeable, compassionate and able to take care of the whole population. It is also important for everybody to consider that healthcare must not be a business but rather a fundamental right for every human being in any country; medical schools should prepare clinicians who will keep this in mind.
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