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There is something strange about the idea of humanities in the medical curriculum, and it is this. Imagine, with apologies to the title of the book by Oliver Sacks, that you are an anthropologist from Mars, visiting here on Earth, looking at medicine as a practice and at the way medicine is taught to students. You would begin by recognising that, obviously, clinical medicine is fundamentally a concern with the human – human beings, human experiences, the human condition. Then you would assume that the entire content of medical education was properly thought of as a form of humanities – structured study of particular aspects of human nature and experience – and that this would include the natural sciences as they concern the human organism. Finally you would be surprised to learn that for a hundred years or so, Earthlings’ medical education had more or less excluded formal humanities study, and that the recent reincorporation of such study attracted great attention and debate, and could be the subject of the opening session of a conference such as we are holding today. The surprise was – or so you would imagine, as a Martian anthropologist – not that the humanities were now a feature of the medical curriculum but rather that they had ever been absent.

Well, looking around me I cannot actually see any Martians in the audience so we had better proceed without them. (Anthropologists are welcome, by the way.) My point is that, surprising or not, our topic this morning reflects the fact that – following a long gestation during which only ethics could be recognised as a humanities component of an essentially scientific medical training – there is once again excitement at the re-birth of interest in the place of humanities within the medical curriculum.

Background

I don’t have time to consider how sciences and humanities came historically to be distinguished from one another and, then, divorced. People such as Descartes, Bacon, Sydenham and Locke are often blamed, but I doubt it is quite so simple as that. However the impact of the divorce between sciences and humanities has been sharply felt, and not only in medicine. The sciences and the humanities have come to occupy apparently different realms – different epistemologically, and different educationally, and the effects of this are apparent to me personally.

As a philosopher working amongst doctors, I have discussed the matter with a friend and colleague who is a physician working in a humanities department. Both he and I, in our different ways, suffer a sense of insecurity and perceived inferiority, and of working amongst people who ought to be intellectual comrades but who seem instead to be strangers. It is as though each of us fears that his own discipline is poorly understood, and hence poorly appreciated, by the other body of professionals: as though humanities scholars regarded doctors as mere technicians, exponents of a form of applied science, lacking the civilising awareness of the higher intellectual prizes; and as though doctors regarded philosophers as self-indulgent time-wasters, remote from the real world, always putting obstacles in the way of common-sense solutions to daily problems in clinical life.

If these perceptions are indeed held by many of our respective colleagues, then this is deeply unfortunate. Historically medicine is a highly civilised engagement with some of the profoundest human experiences; only relatively recently have its methods become dominated by scientific conceptions of human beings as biological organisms – which, by the way, we obviously are, among other things. Historically, philosophy has been concerned with the very largest questions concerning the meaning of life and death; only relatively recently have some branches of philosophy seemed to retreat into narrow linguistic concerns with grammatical logic, speech acts and so forth. It is as though a historical conversation between the humanities and medicine, concerning human nature and experience, has become largely interrupted by the divorce between sciences and humanities, and by the subsequent processes of intellectual specialisation, so that we are having to learn not only how to re-start that conversation, but even how to recognise that a gap has been left at all by the conversation’s breaking down.

Fortunately this problem is increasingly well recognised – enough of us have become Martian anthropologists, perhaps – and today’s session brings together international experiences of attempting to put humanities back into the medical curriculum. It is an honour to share a platform with Professor Amos Pasternack, from Finland’s Tampere University, who has recognised and implemented the role of humanities within medical education earlier than most people on this side of the Atlantic. We are now at a stage where we can perhaps pause and reflect on where we are, and where we want to go.

What follows is an individual philosopher’s perspective – and a very personal perspective at that – on what might be worthwhile goals, methods and some indicative content of medical humanities in this present Renaissance. I don’t claim to say anything very abstract or complicated. My suggestions seem to me to be common sense responses to the challenges of bringing philosophical and literary enquiries to students who, whether I like it or not, signed up to study something else. 

Goals
Other people here will have their own views on what constitutes humanities disciplines, but I am going to suggest that, characteristically, humanities study typically consists in subjects like literature, history, philosophy, theology, linguistics and so on; and that what unites them as humanities subjects is that they share a concern to take seriously subjective human experience, and to record, understand and interpret subjective experience in a sustained way. What then should be our goals in including such study within medical education? Although the scientists here will remind us that it is not a good idea to have too many objectives in a well-designed study, I will risk the reputation of humanities scholars and say that I can envisage five goals for humanities study within medical education. I will present them in ascending order of interest and importance from a philosopher’s perspective, starting with the most straightforward and, yes, the least interesting. 

This first goal is helping students to develop skills of interpretation and communication. It is an orthodox goal, and appears in many official commentaries – such as the British General Medical Council’s important publication Tomorrow’s Doctors. No one would disagree with its value, or its importance in the clinical context, but it does seem to me that such skills ought to be a by-product of any reasonable liberal education; it is a savage indictment of education generally, as well as of contemporary medical training, that we cannot take such skills for granted by the time young people become adults. Moreover there is something I think strange about deliberately trying to teach good communication; one feels that authentically good communication should arise more spontaneously and indirectly than this. It is in that sense rather like humility; there is something paradoxical about setting out deliberately to be humble. I won’t say any more about this goal, if you will forgive me.

Of more interest is the goal of encouraging people to develop their own personal values. When we come into close contact with the subjective experiences of others, we meet other perspectives, other views of the world, and of course other sets of personal values. Studying humanities subjects offers a structured way of doing this – but once again, we must leave room for a certain freedom and spontaneity in students’ actual choices of values. They must form their own views on the morally good life, and on what properly constitutes professional practice – but they must be able to defend those views, cogently and convincingly. Above all, they must be able to make personal values their own, and not simply follow them externally, as in a code of conduct. We may succeed or fail with our students in this respect, but humanities subjects openly and explicitly address the question of values in a way in which, naturally enough, science subjects do not. (Indeed, one of the dangerous results of the divorce between sciences and humanities is the supposition – I would even say the myth – that sciences are value-free, and operate in a moral vacuum.)

My next goal is that of encouraging medical students simply to take experience and subjectivity seriously. Let me suggest that knowledge in the humanities is typically knowledge about how individuals and societies perceive and experience the world around them – by contrast with the sciences, where knowledge is typically about what that world might be like, independently of its being perceived and experienced. This is certainly a crude distinction, and it takes no account of the clearly experiential aspect of scientific observations. However I think it is a useful one, and I think that it fits with the orthodox view of science, in which scientific knowledge is distilled from many individual observations and thereby gains the hoped-for advantage of being general in scope and objective. In conventional terms, this might be summarised as saying that science addresses objectivities, and the humanities address subjectivities. I do not want to maintain this distinction too rigidly, but I think it will do for our purposes.

We will immediately notice that in clinical medicine, both objectivities and subjectivities are important and must be taken seriously. In biological terms we need to know what human beings normally have in common in order to be able to say how, pathologically, some individual patients vary from the norm. Even though real patients very rarely look exactly like textbook examples, it is nonetheless important that there be basically objective descriptions of the biological workings of the human body in order for medical science to be able to describe abnormality in terms that are therapeutically useful. On the other hand, the reason that patients go to seek help from their doctors is usually because of a disturbance in their bodily experience – in other words, a subjective phenomenon; and usually the kind of help that patients are looking for is not so much the realignment of their structure and function within a general norm as the restoration of a comfortable and familiar experience – in other words, a subjectively successful outcome, even if it is one that we hope will usually coincide with a physical change that medical science can identify, describe and, if appropriate, measure. In order to reach such an outcome, the ways in which patients perceive, understand and describe their complaints are as importantly subjective as are the restored forms of experience they are seeking; equally subjective are their perceptions of the clinical treatments offered to them, and the factors which will encourage them to comply with the doctor’s management and medication.

My more ambitious fourth goal is to assist the move from a technical training to a genuine university education for medical students. I realise I am in danger of appearing to belittle the intellectual content of science; I do not wish to do that, but let me apologise if I give that impression. The natural sciences involve some of the finest, and some of the most beautiful, intellectual insights in all of human culture. But I doubt that many would claim that the medical curriculum has much room for those particular high-level thoughts amidst the torrent of necessary scientific detail required to make a new practitioner clinically safe. I think of education as the opening of doors into larger rooms. At the research level, of course the natural sciences achieve this. But at the level of study that is possible in a congested curriculum, an encounter with humanities study has, I suggest, a better chance of opening such doors into the imagination’s larger rooms.

Finally, and perhaps most philosophically, I suggest the goal of developing in our students a sense of wonder at that miraculous feature of the natural universe, embodied human nature and embodied consciousness. As I have elsewhere put the matter, embodied human nature, and the intersection of the natural and the existential is the raw material of the doctor’s daily trade: it is also the greatest mystery in the universe. Medical abuses, ranging from the merely careless to the openly cruel, arise in part when we lose our sense of wonder at embodied human nature; the best medical care is also, I suggest, reverential.

These then are my suggested goals for humanities study in the medical curriculum. What should be our methods, and what sort of content should we include? Again, forgive the personal views of a philosopher.

Methods

To begin with methods, I would suggest two principles that might not be welcomed by enthusiasts for the humanities, so I had better mention these first, and hope that I can then move on safely having done so.

The first principle is to avoid incorporating the study of theories or of theoretical or methodological analyses, and to focus on examples of particular humanities insights or reflections. 

There are several reasons for this. We cannot expect students to share our enthusiasm for our own subjects – they have chosen to become doctors, not historians or philosophers. A scholarly study of philosophical theory or historiography is more likely to get in the way than it is to help, particularly within a curriculum that is already so congested. Next, unlike most natural science subjects where there is usually an accepted body of agreed theory, in humanities subjects theoretical approaches are more likely to be the subject of disagreement and debate, and the debates themselves can often form part of the subject matter of study. Outsiders sometimes react to this with something like despair, wondering how such apparent indulgence can be tolerated by intelligent human beings, and we cannot require our students to be any more tolerant – they have enough to cope with as it is.

For example, literary criticism is riven with theoretical disputes, among realists, Freudians, Marxists, structuralists, post-modernists and others. I am willing to suppose that these disputes matter and are interesting to the scholar, but they will not help most doctors to think more imaginatively about their patients’ unspoken needs and histories, or to interpret their patients’ stories with greater penetration. On the other hand, engaging with the characters of fiction and taking them seriously in a sustained way may well help develop the doctor’s moral imagination, and her ability to “read” the stories of her patients’ lives and needs. For this she does not in my view need the “tools of literary analysis” or of narrative theory; rather she needs to cultivating the ability to stand in other people’s shoes, getting imaginatively inside other people’s heads.

It is true of course that scientifically-trained doctors should have scientifically curious minds, and that the scientific mind appreciates and embraces theories as being the most effective way of imposing order upon the natural world, including the natural world of medicine. Doctors understand theories and the role of evidence and observation in confirming theories, and scientific medicine has achieved miracles through successively more reductionist analyses of the human body as an organism. But we need to apply models where they fit, and only where they fit. The distinctive contribution of humanities perspectives includes taking subjectivities seriously – the important differences between individuals, their experiences and perceptions. Sometimes it is what makes people different – unanalysably and irreducibly different – that is clinically, diagnostically and therapeutically important. 

Finally on this point, let us not forget that it is a noble thing to want to impose order upon chaos, and certainly theories are a way of doing this. But they are not the only ways. Historical appraisals, philosophical insights, poetic writing and simple watercolour sketches are all ways of bringing order to chaos. The humanities are as deeply engaged as are theoretical sciences in bringing order to the chaos of the experienced world, including the world of illness, suffering and disability. I think that the humanities’ achievements here are more vividly appreciated by our students through encountering rich examples of them in action, than through a study of rival academic theories.

The second principle that may not be attractive to humanities scholars is that we should not try to colonise areas of the curriculum: we should not try to make too many clearings in the forest, and set up humanities camps there. It would in my view be better to walk amongst the trees. What I mean by this is that humanities perspectives may be better accepted, and hence may be of more value and influence, if they are drawn upon to illustrate ways of thinking about a clinical or scientific problem that is being considered in the course of a clinical or scientific module studied by all students, rather than in the course of specially selected humanities modules which may be chosen by only a minority of students. The study of chronic disease is a more promising occasion for asking medical students to consider the plight of Gregor Samsa in Kafka’s Metamorphosis than is an additional module with its own readings and assessments. Of course I would be delighted if one day medical students chose such additional modules, but meanwhile I would prefer to offer them literary and philosophical perspectives alongside the scientific and social perspectives they are already considering.

This leads me to suggest a third principle for our humanities teaching methods: we should remember that we are not instructing our students in what they should think; rather we are showing them other ways in which they might think, ways perhaps in which others might think now, or ways in which others have thought in the past. Historical, philosophical and literary questions draw our attention to different ways of seeing the world, extending our moral imagination in the process; but the final choice of how one should think, and how one can and should see the world, must be made authentically by the individual student himself or herself. The material we offer to them, and the question we invite them to consider, should open up doors in their imagination; let us point to those doors, but let us not put up too many signs saying “this way”, “keep out”, “priority route” or “one way traffic”!

Content

I will finish with a few examples of the sorts of material that I have found it helpful to bring to my students’ attention at both undergraduate and postgraduate levels, and I will try to relate these examples to the particular goals of humanities education that I earlier suggested. A word of insincere apology – I have used these examples before, in other places. The apology is insincere, because it seems to me that if an example works for you, you should continue to use it until it ceases to work. Even so, I hope that if these examples are familiar to you, you will not mind my referring to them once more now.

I won’t, by the way, offer any particular example of material tied to the goal of developing skills of communication and interpretation. Surely everything we ask our students to do, from filling in their registration forms to behaving as courteous and responsible members of tutorial discussion groups, ought to require them to develop such skills.

Let me move straight to the philosophically more interesting goal of developing personal values. For example, it is very difficult to specify what compassion requires of the doctor towards his or her patients; it is difficult also to say what professionalism means in the present age, or to say precisely what goes into the skill and judgement of the diagnostician or the surgeon, or to spell out the proper balance between an emotional commitment to the suffering patient and a detached view of the patient as a biological creature. Doctors and philosophers alike may look for help from creative literature at such times, and exactly these three questions are explored wonderfully well in a poem about mitral valve surgery, written by the North of England poet James Kirkup. Within the poem’s eighteen stanzas – how I wish I had time to read them to you now! – the poet reflects wonderingly on the intricacy of the physical human body and also on the fusion of reason, passion and skill within the physical performance of an operation that takes the surgeon right inside the valve of a living heart.

Kirkup notices the ambiguity between ordinary objects that look like kitchen utensils and the “extraordinary hands” that they resemble, but he also uses the ambiguity between the extraordinary context of poetry, and what that context does to very ordinary-sounding language. The second half of the poem is presented as the conversational speech of the surgeon, which is cleverly put into the rhythm and sounds of a poem without seeming unnatural; and this gives the poem almost two authors – the poet, and the surgeon about whom the poem is written. I won’t analyse the poem in any detail – of course I have no time to do that – but the wonderful imagery of the poem (“garlands of flowers unfurl across the painted flesh” is how he describes the blood from the first surgical incision) is secondary to the delicacy and privacy of the poem – a kind of love-poem to the improvisatory skill and fluency of the surgeon, and to the way that the surgeon’s emotional detachment is still filled with a kind of love for the well-being of the patient – the “correct compassion” of the title. This is a wonderful exploration of what professionalism and professional care can mean, and the fact that it was written in an altogether more paternalistic age simply serves to prompt the reader – perhaps, our students – to think about the balance of care and respect that they would want to strike in their own present-day interpretation of professionalism, and the values that make it up.

Next, consider the goal of taking experience and subjectivity seriously. An example I always find compelling in this context comes from Thomas Mann’s The Magic Mountain, in the episode in which the book’s fragile hero, Hans Castorp, confronts – experiences – his own mortality in vivid terms, for the very first time. If you will forgive me, I will read you the key passage, in English translation. I think it speaks for itself – and my experience is that students agree. We discuss it, of course, and use it as a basis for asking about our own first realisations of mortality, and for considering the importance of this to the doctor. You are all familiar with such questions. But when the questions have been discussed, the intensity of the passage is what remains.

A few minutes later [Hans Castorp] himself stood in the pillory, in the midst of the electrical storm, while Joachim, his body closed up again, put on his clothes. Again the Hofrat peered into the milky glass, this time into Hans Castorp’s own inside; and from his half-utterances, his broken phrases and bursts of scolding, the young man gathered that what he saw corresponded to his expectations. He was so kind as to permit the patient, at his request, to look at his own hand through the screen. And Hans Castorp saw, precisely what he must have expected, but what it is hardly permitted man to see, and what he thought it would never be vouchsafed him to see: he looked into his own grave. The process of decay was forestalled by the powers of the light-ray, the flesh in which he walked disintegrated, annihilated, dissolved in vacant mist, and there within it was the finely turned skeleton of his own hand, the seal ring he had inherited from his grandfather hanging loose and black on the joint of his ring-finger – a hard, material object with which man adorns the body that is fated to melt away beneath it, when it passes on to another flesh that can wear it for yet a little while. …[With] penetrating, prophetic eyes, he gazed at this familiar part of his own body, and for the first time in his life he understood that he would die.

My fourth goal for humanities in the medical curriculum was the idea of education, rather than training, being a matter of opening doors into larger rooms of the imagination, not least by showing students other ways in which they might think about the problems confronting them. I recently visited the medical school in Otago, New Zealand, where a course in Greek tragedy is used as a way of exploring alternative ways of thinking about familiar problems; and I had the opportunity of using Sophocles’ play Antigone as an illumination of questions surrounding suicide and its prevention. The ethical challenges of suicide looked importantly different to an ancient culture that took seriously the notion that we hold our lives in trust, or in stewardship, to higher powers; and it was valuable to consider the conceptual question of what counts as a suicide in the context of Antigone’s deliberate provocation of her own execution at the hands of a tyrant, whilst recognising in her character a number of the features of what we might nowadays call religious mania. The Classical notion of tragedy as inexorable self-destruction vividly illuminates the wreckage of individual lives in what Susan Sontag has in our own age called the “long slow car smash” of being a physical or psychological misfit. Asking students which of the play’s characters should receive the attentions of a psychiatric social worker was another valuable means to exploring their notions of the conceptual and ethical challenges of suicide, itself a problem nowadays demanding increasing attention by organised health care.

I ought to add in respect of this fourth goal that I take the whole enterprise of philosophy of medicine to constitute the opening of doors into larger rooms, and the provision of alternative ways of thinking and seeing. Philosophy of medicine in my view asks questions about the questions that medicine asks, and it seems to me that any practitioner, as well as any student, of medicine can benefit from critically stepping back from her art, and looking sceptically from time to time at the assumptions that it – and she – ordinarily makes. I would of course like to say more about this, but time does not allow it right now.

Finally my fifth goal was the encouragement of a sense of wonder at embodied human nature. Again I rely on a passage of great literature to make the point more eloquently than I ever could. The student of humanities uses the words of others as legitimately as the scientist builds upon data gathered by those who preceded him. Asking medical students to take seriously the wonder of embodied experience is made thrilling for teacher and student alike by the thoughts, and the company, of a great writer such as Leo Tolstoy. Here, in a glowing passage from Anna Karenina, Tolstoy describes the heroic Konstantin Levin’s unconscious sense of his own physicality and well-being as it emerges from the unaccustomed experience of mowing the ripe hay in the fields which he owns, but which he has hitherto never mown in the way that his peasant tenants mow them.

In the very heat of the day the mowing did not seem such hard work. The perspiration with which he was drenched cooled him, while the sun, that burned his back, his head, and his arms, bare to the elbow, gave a vigour and dogged energy to his labour; and more and more often now came those moments of oblivion, when it was possible not to think of what one was doing. The scythe cut of itself. Those were happy moments. Still more delightful were the moments when they reached the river at the end of the rows and the old man would rub his scythe with a thick knot of wet grass, rinse the steel blade in the fresh water of the stream, ladle out a little in a tin dipper, and offer Levin a drink.

‘What do you say to my home-brew, eh? Good, eh?’ he would say with a wink.

And truly Levin had never tasted any drink so good as this warm water with bits of grass floating in it and a rusty flavour from the tin dipper. And immediately after this came the blissful, slow saunter, with his hand on the scythe, during which he could wipe away the streaming sweat, fill his lungs with air, and look about at the long line of mowers and at what was happening around in the forest and the country.

The longer Levin mowed, the oftener he experienced those moments of oblivion when it was not his arms which swung the scythe but the scythe seemed to mow of itself, a body full of life and consciousness of its own, and as though by magic, without a thought being given to it, the work did itself regularly and carefully.

· Dismount/conclusion

Well, it is time to summarise and to close. My Martian anthropologists would, I hope, approve of the restoration of humanities to the family of medicine’s “science of the human” in education and practice alike, and I have tried to suggest ways in which this process can be made most effective. But there is one aspect of the process that will always elude the anthropologist from Mars – indeed, will elude any Martian, regardless of profession. That is the subjective experience of being an earth-bound, frail, vulnerable human being. Fortunately for medicine’s human patients, doctors are frail, vulnerable human beings too. I hope that the humanities in medical education will help doctors not only to appreciate but to celebrate this essential truth about themselves and their patients. Thank you for listening.
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