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EDITORIAL
Traditional Versus Integrated Medical Education
BY
Said Oraby

Traditional medical education gives priority to large volumes of academic work and
memorized knowledge. The traditional undergraduate medical curriculum 3+3" has been
followed over many decades in Egypt and includes basic medical sciences (anatomy,
biochemistry, physiology, pathology, etc.) followed by clinical sciences (medicine,
surgery, ob/gyn etc.). Basic science knowledge is taught in the first three years while

clinical skills are provided over a period of the next three years.

In fact, a barrier between basic and clinical sciences exists. A major disadvantage of this
type of curriculum format is that the learners forget the basic science knowledge when
they enter into clinical phase. Thus, it is viewed as inadequate curriculum to prepare the

future physicians for twenty first century ( Cook et al., 2006 and Cook & O’'Brien, 2010).

Many graduates complained about the overload and irrelevance of many lectures in the
early years of their course, particular in biochemistry. There ere many different views
about how they integrated this science teaching into understanding disease processes,
and many didn't feel it was made relevant to them at the time they learned it (Watmough
et al., 2009).

Integration in medical education is important because medical practice itself requires a
great deal of integration (Loftus, 2015). Globally, the bar between basic and clinical
sciences has been broken down to develop concepts of knowledge with clinical

application which promotes retention of knowledge and acquisition of repetitive skills



(Finnerty et al., 2010). There is a demand that, beyond a thorough understanding of
applied anatomy and pathophysiology, medical graduates should possess knowledge
across the basic and applied sciences, be experts in different areas of medical skills, and
have exemplary attitude (Maeshiro et al., 2010).

Harden et al. (1984) described the integrated medical curriculum. The term was
supported by many medical education organizations in American, UK and the Australian
Medical Colleges. They stated that an integrated curriculum establishes significant
linkages between the subjects or skills that are mainly addressing various subject areas
to improve the learning experiences. Moreover, it allows opportunities for all the
stakeholders to think outside the box.

Six education strategies have been identified relating to the curriculum in a medical
school. Each issue can be represented as a spectrum or continuum: student-
centered/teacher-centered, problem-based/information-gathering, integrated/discipline-
based, community-based/hospital-based, elective/uniform and  systematic /
apprenticeship-based. The factors supporting a more towards each end of the continuum
are presented for each strategy. Newer schools tend to be more to the left on the
continuum, established schools more to the right. Each school, however, has to decide
where it stands on each issue and to establish its own profile. This SPICES model of
curriculum strategy analysis can be used in curriculum planning or review, in tackling
problems relating to the curriculum and in providing guidance relating to teaching

methods and assessment (Harden et al., 1984).

Why do we need integration in Egypt?

Egyptian medical institutions have started to develop integrated medical curricula in
order to harmonize with the global concept in medical education. Integration is needed to
avoid the information overload that is associated with the traditional curriculum where
learning was delivered as a series of discipline blocks over concerned with detail and
with little recognition of the links between subject and topic areas that are required to
make the knowledge created available for use and application in new situations.
Integration deals more with principles and concepts which can be used to explore and

understand novel problems and allow new solution to be achieved.
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