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Objectives

1. Discuss the life of Abraham Flexner 

and how it affected his report on 

American medical schools

2. Compare today's medical education 

conditions and issues with those in 1910

3. Predict Abraham Flexner's response 

to current educational initiatives











On the “Flexnerian” model

• To Harvey Cushing:  “students move 

through medical school in tight lock 

step, and have little time to stop, read, 

work or think”.  They are grouped in 

fixed classes…followed in fixed order, 

day by day, the same subjects, for the 

same length of time, in the same year 

and at the same hour” 



On the “Flexnerian” model

• “Nothing  could be more alien to the 

spirit of scientific medicine or to 

university life”

– Quoted by Thomas Neville Bonner, 

“Iconoclast”, p 188.



https://www.ias.edu/flexner-life
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• The schools had not noticed at all when the 
vital features of the apprentice system 
dropped out. They continued along the old 
channel, their ancient methods aggravated 
by rapid growth in the number of students 
and by the lowering in the general level of 
their education and intelligence. 

• Didactic lectures were given in huge, badly 
lighted amphitheaters… Personal contact 
between teacher and student, between 
student and patient, was lost. No consistent 
effort was made to adapt medical training to 
changed circumstances  (p. 9).



A thoroughly wretched institution, like the 

College of Physicians and Surgeons

of Boston, would be at once wiped out. 

The clinical departments of Dartmouth,

Bowdoin, and the University of Vermont 

would certainly be lopped off; there is no

good reason why these institutions should 

be concerned with medicine at all. 
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Question 1

Why are you still lecturing?



Out-and-out didactic treatment is 

hopelessly antequated; it belongs to 

an age of accepted dogma or 

supposedly complete information, 

when the professor "knew" and the 

students "learned." The lecture 

indeed continues of limited use. (p. 

61)



[In obstetrics] Didactic lectures are utterly 

worthless. The manikin is of value only to 

a limited degree. For the rest, the student 

requires discipline and experience (p. 

117)



Imagine the engineers that would 

be produced if students were sent 

to a series of shops to see things 

done, – as far as they could be 

seen without interfering with the 

workmen! (p. 115)



Learning medicine is not fundamentally 

different from learning anything else. If 

one had 100 hours in which to learn to 

ride a horse... One might profitably spend 

perhaps an hour in being told how to do 

it,…and the remaining hours in practice, 

at first with close supervision, later under 

general oversight. (p. 99)



The student is a physician practicing the 

technique which, it is to be hoped, may 

become his fixed professional habit: 

learning through experience, …a 

controlled systematized, criticized 

experience, however, not the blundering, 

helpless "experience" upon which the 

didactically taught student of medicine 

has hitherto relied for a slow and costly 

initiation into the art of medicine. (p. 97)



Even the didactic lecture may not perhaps 

be wholly dispensed with. However 

used,... the didactic lecture would appear 

to be pedagogically sound only at a 

relatively late stage of the student’s 

discipline. It has no right to forestall 

experience…(p. 98)



Teaching must henceforth be concrete, 

not abstract; clinical, not didactic. Good 

didactic instruction may indeed to some 

extent accompany clinical teaching. But 

its excellence is no substitute for missing, 

defective, or badly balanced clinical 

opportunities (p. 124)



Queston 2

What are you doing for the 

“poor boys”?



[It is argued] The terms of entrance upon 

a medical career must be kept low and 

easy "for the poor boy". We have no right, 

it is urged, to set up standards which will 

close the profession to "poor boys".    (p. 

42)



It is dubious educational 

philanthropy to interrupt a poor 

boy’s struggle upwards by 

inviting him into a medical 

school where there are 

excessively large chances of 

failure (p.43)



• Your "poor boy" has no right, natural, 

indefeasible, or acquired, to enter upon 

the practice of medicine unless it is best 

for society that he should.

• Low entrance requirements flourish, 

then, for the benefit of the poor school, 

not of the poor boy. (p. 42)



It is precisely the inferior medical student 

who requires the superior medical school. 

His responsibilities are going to be as 

heavy as those of his better trained fellow 

practitioner: to be equally trustworthy, his 

instruction must be better, not worse. The 

less he brings to the school, the more the 

school must do for him. (p. 46)



The weak southern schools 

apologize for their wretchedness by 

alleging the shortcomings of the 

student body. But the shortcomings 

of the students are call for better, 

rather than an excuse for worse, 

teaching.  (p.41)



Question 3

What has happened to the student’s 

access to the medical record?



[In the dispensary] The student is trained 

at once to take the patient's history, to 

make the physical examination, to 

examine the blood, sputum, etc., and on 

the basis of all the facts thus amassed to 

make a diagnosis and suggest a course 

of treatment. Everything is a matter of 

record, and the student's work is thus part 

of, in a sense the basis of, the complete 

dispensary records. (p. 96)



[In the fourth year] Meanwhile, the clinical 

teaching has closely followed the 

development of the case. At brief and 

regular intervals its status is reviewed. All 

other members of his group, and the 

patient too, are at hand when the student 

presents his report, which forms, once 

more, part of the permanent record of the 

case. (p. 97)



Whoever is responsible, poorly kept records 
are very apt to denote inferior bedside 
instruction. If complete, accurate, and 
systematic records hang at the bedside, 
there is an inducement to ask questions; 
doubtful matters can be cleared up fast as 
they are suggested. That, then, is the place 
for the records, – full records, at that.

In consequence hospital records made by 
interns graduated by the schools are scant 
and unsystematic. (p. 114)



Question 4

How do you track your “mortality”?



• Statistical proof of inadequacy of 

preparation is furnished by what one 

may fairly call the abnormal mortality 

within schools. 

• The schools are too weak financially [to 

fail students], yet the mortality from one 

cause or another by the close of the first 

year runs from 20-50%. (p.37)



• At Cornell,... The failures at the close of 

the first year average 28%; at Buffalo, 

the failed and conditioned of three 

successive first-year classes amounted 

to 40% of the total enrollment; at 

Vanderbilt, out of a class of 70, the 

dropped, conditioned, and failed 

amounted to 44%... (p. 37)



Four-, Five-, and Eight-year Graduation Rates for U.S. 

Medical School M.D.-Only Students by Matriculation Years 
Matriculation Year Ranges 

1975-80 1985-90 1995-00 2005-10

N 75,180 76,845 75,859 80,920

4-yr rate (%) 90.1 82.2 83.4 82.5 

5-yr rate (%) 96.6 92.8 94.1 94.1 

8-yr rate (%) 97.7 95.4 96.3 96.6

Analysis in Brief, AAMC, Vol 14(5): May 2014



Question 5

What is the purpose of the 

medical school?



The arrangement protracts our present 

educational disorganization. It proposes 

that the medical school should do the 

work of the college... 

Now the strength of an educational 

system is wholly a question of the 

competent performance of differentiated 

function by each of its organic parts (p. 

48).



Our tardily awakened educational 

conscience and intelligence find 

themselves confronted with several 

independent and detached educational 

agencies... 

Obviously, they are not indifferent to each 

other; they belong in a definite order and 

relation. (p. 48)



• The student is part of the hospital 
machine; he can do no harm while all 
the pressure of its efficient and 
intelligent routine is used to train him 
in thorough and orderly method. 

• …his training he cannot get by looking 
on. That he gets by doing: in the 
medical school if he can; otherwise, in 
his early practice…without a teacher 
to safeguard the welfare of the patient. 
(p. 100)



Society defrays the expense of training 

and maintaining the medical corps. 

In the long run which imposes the greater 

burden on the community,--the training of 

a needlessly vast body of inferior men, a 

large proportion of whom break down, or 

that of a smaller body of competent men 

who actually achieve their purpose?



The postgraduate school as 

developed in the United States may 

be characterized as a "compensatory 

adjustment." It is an effort to mend a 

machine that was predestined to 

break down (p. 174).



The medical profession is a social organ, 
created not for the purpose of gratifying the 
inclinations or preferences of certain 
individuals, but as a means of promoting 
health, physical vigor, happiness... (p. 42)

The primary goal of public GME support…is 
to produce trained physicians to meet the 
country's health care needs and not to fulfill 
the personal preferences of individual 
graduates for the specialties of their choice. 
(Mullan et al, N Engl J Med; December 17, 
2015)





Contact information

• Abraham Flexner

• Cave Hill Cemetery

• Louisville, KY



The End





Question 4

What has happened to the 

University hospital?



The hospitals of Atlanta and Los Angeles 
exclude students from the obstetrics 
ward; at Burlington there is no obstetrical 
ward, but the "students see more or less;" 
at Denver a "small amount" of material is 
claimed; at Birmingham it is "very scarce;" 
at Chattanooga there are "about 10 cases 
a year," to which students are 
"summoned“ (p. 118)



Facilities made up of insecure and 

disconnected privileges scattered here 

and there throughout the hospitals, public 

and private, of a community now large, 

now small, do not satisfy the fundamental 

requisites of clinical discipline 

supervening on modern laboratory work 

(p. 106)



It can be supplemented by bringing the 

hospitals of the entire state into working 

relation with the medical department of 

the state University. The expense of the 

establishment is relatively great; but the 

advantages over a divided, perhaps even 

remote department, are on the whole 

cheap at the price. (p. 107)



• Every physician, every medical school, every hospital, must 
deal with disease not only with the idea of assisting and 
bringing back to health the patient who is stricken, but also in 
the interest of all other individuals and of the community itself. 
The patient must be used, with all due regard to his own 
interest, to resolve the problem of disease,  and to prevent the 
recurrence in the community of the illness with which he has 
been stricken. 

• This attitude toward medicine has not yet become common 
amongst hospital trustees of the United States. They are still 
disposed to consider that they have done their full duty when 
they have given to the patients within their wards skilful
medical attention and careful nursing.

• No hospital can serve either its own patients or its own 
community more efficiently than by opening its facilities in the 
fullest way to a rightly conducted medical school.

Abraham Flexner, “Medical Education in Europe”

Bulletin Number 6, 1912



• But the physician's function is fast 

becoming social and preventive, rather 

than individual and curative. Upon him 

society relies to ascertain, and through 

measures essentially educational to 

enforce, the conditions that prevent 

disease and make positively for physical 

and moral well-being. It goes without 

saying that this type of doctor is first of 

all an educated man.



It would seem probable that, were the 
records are careless and incomplete, the 
treatment of patients is likely to be 
hurried. Mere mass of material, swiftly 
handled, may be useful to experience 
practitioners... But a student who is in 
such a dispensary... Will be fortunate ever 
to form methodical and thorough working 
habits. (p. 121)



• Is this the best that can be done? Will 

the actual enforcement of a real and 

adequate standards starve any section 

of the country in the matter of 

physicians? (p. 39)


