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I am very conscious ofthe privilege of celebrating by this lecture the memory of William
Pickles, the first President of our College. I met Will Pickles only once, when I was a

medical student and he came to the Middlesex Hospital Medical Society to give his
lecture Epidemiology in Country Practice. The clinical curriculum at that time had been
fashioned in the grand tradition of morbid anatomy; the future was illuminated by the
lights of the department of chemical pathology. The whole of epidemiology was dimi¬
nished to the story of the Broad Street pump. The whole of general practice was dis¬
creetly ignored!

Looking back at my own undergraduate education, what I remember most clearly
are not the facts that I learned about pathology or clinical method,but something about
the way in which I was changed during the course of years from being a schoolboy to

being a doctor.
Remembering our teachers

The programme for that change had been declared in terms of anatomy and physiology,
in terms of ward rounds and outpatient sessions, of the midwifery externship and the
final examination. How quickly all that seems to fade away. The lecture notes soon die
on the yellowing paper, the blurred images of the microscope slide, more guessed than
seen, fade and leave no trace on the inner eye. What remains, what is indelible for all of
us is the clear bright image of the people who taught us. Mostly the image is so bright
that we remember our teachers as caricatures rather than as characters. It was not the
curriculum which made us doctors, it was our teachers. The medium was the message.

Will Pickles died about five years ago, in splendid old age, and already he has become
a part of the mythology of general practice and of this College. It is obvious why he was

asked to be our first president: in the tradition of James Mackenzie, he had shown that
the general practitioner as an observer of nature from a unique vantage point could
make important and significant contributions to the science of medicine. However, I
suspect that what we honour today is not so much William Pickles the scientist, as

William Pickles the man. Certainly what I remember from that evening at the Middlesex
Hospital 20 years ago has little to do with the epidemiology of shingles or epidemic
catarrhal jaundice. I remember, rather, the peculiarly English craggy face which seemed
to reflect something of the texture of the Yorkshire Dales in which he practised; the
sudden run of excitement in his voice, although he must have told the story so many times
before, when he talked about chasing the path of infection from Thoralby to Wensley,
and from Wensley to Askrigg, and how the discovery of a maidservant's back-door
romance showed him how jaundice had spread through the Dale. It is not Pickles the
medical scientist whom I remember, but Pickles the country doctor.

The burden of my lecture today is the relationship of medical education to human
values. In order to explore this relationship I shall present three models from which
these values may be derived by the medical student: the first is the model of the doctor
and the patient; the second is the model of medical science, and the third is the model
of medicine as a social system. I shall examine the lessons both intended and unintended
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which may be learned from these models, and I shall express the hope that the College
whose first president we honour today may have a role to play in the reform of medical
education.

The medium is the message
The theme of the man before the scientist runs strongly throughout Pemberton's (1970)
excellent biography of Pickles. The picture which emerges is of a man in the setting of his
own society. The Yorkshire Dales are described, first the structure.the geology and
topography, the roads connecting the villages, and then the function.the life and the
people in Aysgarth. Pemberton writes, " To the east of the village . . . the road crosses
the upper falls where the river changes its quiet flow to a thundering cascade, stained
brown with the upland peat when there has been rain . . . Sometimes in summer

droughts the water all but dries up and the children paddle in the pools and leap across
the river on the hot dry rocks. In severe winters the falls freeze with vertical columns of
ice against a background of black trees in the deep snow." This theme of the man and his
terrain has been taken up by some of my distinguished predecessors in this lectureship.
You will remember that Byrne (1968) chose the title The Passing of the Eight Train,
and Swift (1973) presented us with a richly painted backcloth of the man in his setting.

Berger (1963) describing another country doctor in his book A Fortunate Man takes
up the theme ofthe relationship between the man, his work, and the setting in his opening
words. He writes, " Landscapes can be deceptive. Sometimes a landscape seems to be
less a setting for the life of its inhabitants than a curtain behind which their struggles,
achievements and accidents take place. For those who, with the inhabitants, are behind
the curtain, landmarks are no longer only geographic, but also biographical and personal."
I labour these points because I believe they illustrate something fundamental about the
nature of medical education. It is not only our teachers in the medical school in whose
image we become doctors. The landmarks of the teaching hospital, the flurry of patients
at the door of the casualty department, the crumbling nineteenth century tenements
beyond the great iron gates, the smell of tobacco smoke in the post-mortem room are no

longer only geographic but also biographical and personal.
Process of medical education
The last few years have seen a sudden burgeoning of interest in the processes of medical
education, particularly in our own branch of the profession. Although it may be true that
in some of our older medical schools the written curriculum is still treated with the
contempt which we in this country normally reserve for the written constitution, the
impact ofthe report ofthe Royal Commission on Medical Education (1968) on curriculum
reform cannot be denied. In our own subject, the application of educational theories and
technologies has had a major impact on the shape of vocational training for general
practice. The reception of the book The Future General Practitioner.Learning and
Teaching (Royal College of General Practitioners, 1972) intended by its authors to be
a discussion document or a College 'green paper', confounded our intentions. The outline
curriculum which we wrote was adopted by the Postgraduate Council for England and
Wales, is being translated into Dutch, appears in parts of a number of undergraduate
curricula, and forms the scaffolding of postgraduate courses up and down the country.
What has been the effect of all this ?

As with every reforming movement, yesterday's orthodoxy becomes today's heresy.
It is a brave man who still proclaims that learning, for example in general practice, is
simply a matter of following an example. The profession has discovered a new respecta¬
bility, and the credential of this respectibility is the written curriculum. The whole
economy ofmedical education has been stabilised on the gold standard ofthe behavioural
objective.
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The hidden curriculum.the missing half of medical education
And yet, when everything about behavioural objectives has been written and read,
something very important about the business of becoming a doctor remains unstated.
A series of models is presented to the medical student: his teachers; his patients; medical
science; the institution of the teaching hospital. This is the medium which is the message.
But.what message?

There is, I believe, a missing half of medical education that lies in the shadow thrown
by the medical school's declared intentions. Behind the written objectives lie the
unwritten ones. Changes in clinical practice and the organisation of medical care rightly
direct our attention to the problems of the manifest content of the doctor's education.
Meanwhile a vast latent content of his learning goes unremarked. It is the declared
curriculum which is manipulated by those concerned with curricular reform. The reform
of what may be called the ' hidden curriculum' has not yet been brought to the level of
consciousness and reason.

The key to the difficulty in handling these concepts may be found in the Report ofthe
Royal Commission on Medical Education (1968). It is touched upon lightly when the
Report predicates, as the sixth of its aims for the clinical phase of learning, " to ensure
that the student has assimilated the ethos of medicine."

The language in which this aim is cast is crucial to an understanding of the problem.
The writers speak of ethos, and not ethics. The Oxford English Dictionary defines ethics
as

" The rules of conduct recognised in certain limited departments of human life."
The rules of conduct, the ethics, may be declared in writing. In the shadow thrown by the
declaration of ethics is the ethos of medicine. The Oxford English Dictionary gives ethos
as " the prevalent tone of sentiment ofa people or community; the genius ofan institution
or system."

Here we are concerned with an aim which so far defies educational technology.
Where are the behaviourally-worded objectives which will define the bounds of " the
prevalent tone of sentiment of a people " ? The writers of the Report have glimpsed
the hidden curriculum and they have given us some intimation of how it is learned. The
student is " to assimilate " the ethos of medicine. The writers have abandoned those
instrumental verbs beloved of the educationalist.perform, reproduce, list, demonstrate,
make.they do not even fall back on that declaration of faint hope " to learn." They
say instead that the student will " assimilate." The hidden curriculum is not then to be
the subject of conscious teaching, and it will be received by the student not through the
intellectual faculty, but by some unconscious process akin to the social adaptation to a

prevalent culture. The Royal Commission has used language here with a sharp pre¬
cision.

The model of the doctor and the patient
Most powerfully the student learns by modelling, which is a conscious process, and by
identification, which is an unconscious one. I do not want to suggest that learning to be a
doctor involves no more than the pouring ofthe wet clay ofthe student's personality into
the iron mould of his teacher. Nothing so rigid could possibly be a part of a biological or
social process.

As in any other process of socialisation, like growing up in one's own family, there
is an interplay between nurture and nature: in looking at the socialisation process of the
growing doctor, nature is not so much the imprint of the genetic as of the cultural code.
The medical student begins with the way in which the doctor is seen in our society. Of
course, each individual person sees each individual doctor differently. But to all these
images there is a common core, just as there are common characterstics in all cases of
mumps, though each may run its own idiosyncratic course.

The sociologist, Talcot Parsons (1951) in describing theoretical aspects of the doctor's
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role lists three: technical competence, emotional neutrality, and orientation towards
others.

Imagesfrom the media
All around us the mass media reflect and reinforce the images. The doctor hero of our

society is the surgeon. He is an activist, a manifest achiever, a powerful manipulator.
In his article Kind Hearts and Curettes, Paul Atkinson New Society (1972) describes the
stereotype hero ofthe contemporary novelette.'' (The) hero surgeon is always portrayed as

exciting, a manly and handsome figure with a dominating, even aloof air. Although his
looks cause a stir among the nurses . . . they find him hard and cold in manner, unap¬
proachable and arrogant; our heroine is half attracted, half repelled."

Two American soap operas which in the past few years commanded much television
time, Dr Kildare and Ben Casey, tell the same story. In modified form, so does the home¬
grown version Dr Finlafs Casebook. Dr Kildare and Ben Casey display first and foremost
the highest technological skill. The dramatic crisis of each episode is a brain operation,
or a cardiac arrest, or a nearly fatal haemorrhage. Coupled with the display of tech¬
nological skill, is the display of emotional neutrality. The display of emotional neutrality
is similarly taken up by the writers of Dr Finlafs Casebook.

Not only are the manifest dangers of becoming emotionally involved with the life
ofthe patient reiterated in almost every episode, but this is underlined by the way in which
the authors handle the sexual development of the doctor hero. The central relationship
which the authors allow all three of their heroes, is not with a woman but with an older
and unmarried man. None of the three handsome heroes is allowed to progress to a
mature and satisfactory relationship with a woman. Some courtship and foreplay is
allowed, but never a consummation. The confusion is between the declared aim of
objective compassion and that denial of feeling which counterfeits it. The confusion
which the writers of all three television serials manifest is reflected in the confusion of
medical teachers and medical students. The device which the writers adopt is most
instructive; the emotional neutrality of Talcot Parsons is bought for the doctor hero, at
the cost of his sexual arrest.

Thinking andfeeling
If these observations have any truth, then it is the truth of mythology and symbol. I
have been making observations about the image of the doctor, and perhaps about his
self-image. Certainly I have not been making observations about the sexual experiences
either of medical school teachers or their students. But there runs throughout the process
of medical education an assumption that thinking and feeling are not only separate human
functions, but actually that each is inimical to the other. I have described this alienation
from the whole human experiences as being akin to what T. S. Eliot, talking about English
poetry after the seventeenth century, called " the dissociation of sensibility " (Marinker,
1973).

The reinforcement of affective neutrality by the medical school is potent and
dramatic. You may imagine that the first patient whom the student meets has a powerful
predictive influence on how the doctor will develop standards for the doctor-patient
relationship.

This is particularly disturbing since classically the student's first patient is completely
passive, compliant and devoid of attributes either physical or behavioural which are

immediately recognisable as human. Doctors in the audience will remember that their
first patient was an embalmed corpse. Much that bedevils the relationship between
doctors and patients today can be traced back to a yearning by doctors to recover this
lost, undemanding, and in this sense ideal, relationship! Certainly none of this is part of
the declared curriculum written by the anatomy department, but it is a major part of the
hidden curriculum of the medical school.
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In my day, the physiology department made its own contribution to this seminal
experience. We were invited to study changes in the pH values of gastric secretions, and
this meant that the student had to swallow a Ryle's tube. Other experiments involved
taking blood from one another, or studies of renal function which required us to drink
two litres of normal saline. These were reasonable demands, but they were assaults on
the person of the student, and the assumption was made that these assaults had no
affective component. We were trained to dissociate feeling from thinking.

Long before we met the patient as a prisoner of the ward, the hidden curriculum
was at work moulding our expectations. I remember that the inappropriateness of so
much of this teaching reached its nadir when we began to study the physiology of the
cardiovascular system. In Professor Samson Wright's department the effect of exercise
on heart rate was measured not only by taking the pulse but by listening to the heart
directly. Students conducted the experiment in pairs, and heart sounds were elicited by
placing the ear over the bared chest. My own partner for these experiments was
a beautiful youngwoman student. I assume that the lesson she learned was that the basal
heart rate of the resting male is 140 per minute! By its very nature, lessons learned from
the hidden curriculum can perplex and confuse.

Instruction in clinical method, specifically in the taking of a medical history, is a
focal point in the learning of these covert objectives.

Preclinical students
Last year I sent a number of preclinical medical students into the wards of a teaching
hospital. It was a difficult arrangement to make because there was a built-in assumption,
a tradition unruffled by the rude winds of experiment, that second-year medical students
were not yet ready for clinical experience. Each of them was asked to talk to one of the
patients on the ward, not to ' take a history', but to ask what it was that had led to the
patient's admission to hospital. You might think that these two exercises, taking a

history and finding out what led up to the patient's admission to hospital, were so similar
as to be indistinguishable, from each other. But you would be wrong. In the seminar
discussions which followed, each student produced all kinds of information about the
patient, a disordered array ofhard facts, the date of onset ofsymptom, the site and nature
of pain, but inextricably mixed up with the patient's own feelings.the sense of bewil¬
derment at the sudden breathtaking pace of events, feelings of panic and relief, gratitude
and bitterness.

More than this, some of the students were even able to verbalise their own feelings,
not very dissimilar to those of the patients, in the face of so much human unhappiness.

One of the patients who had been interviewed was a woman of 42 dying from a

widespread cancer which had started in the breast. The student who reported the case
was already familiar with the jargon of our profession. He described the original mastec¬
tomy, the spread of secondaries and the use of radiotherapy and hormone preparations.
When I asked him how he had felt as he listened to this story, he assured me that he had
felt no embarrassment, no discomfort. Challenged about this, he said that doctors were
not expected to indulge their feelings but to cure diseases. The patient, he said, had been
really very cheerful. In fact she had asked him about his own future. Did he have a girl
friend ? Was he planning to make a career in hospital medicine ? One ofhis fellow students
then asked him whether he had talked to the patient about her own future. " Certainly
not," was his reply, " It was really remarkably easy to steer the conversation away from
anything unpleasant like that." The nature of medicine in our society, the imprint ofthe
cultural code on this young man's behaviour was soon to be powerfully reinforced by
the nurture of the hidden curriculum. Freeling (1972), in his work with medical students
on the introductory clinical course has made a similar observation.
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Taking a history
Before the student learns how to take a history, the material which he presents is un¬

structured, but rich in sharp observations about the whole spectrum of the patient's
life experience in relation to the illness. Once the lessons of' taking a history' have been
learned, the situation alters.

The declared curriculum involves the teaching of what questions to ask, the order in
which they must be asked, the way in which the replies must be presented in order so as to
assemble a picture which is relevant and clear. The objectives of the hidden curriculum
are not stated. Here what the student learns is what not to listen to, what aspects of the
patient's experience are irrelevant.irrelevant, to the needs of the doctor, his system of
beliefs about his role, and his system of beliefs about the nature of medical science.

I wish to clarify the issue here. The medical student must be allowed to develop
necessary defences against the sudden onslaught of human unhappiness in the ward.or
for that matter against the uncanny, the dead body into which he must cut. My indict¬
ment of the objectives of the hidden curriculum is that because they remain unconscious
and therefore undeclared, the teacher must remain unaware of what is happening to the
student. The defences freeze into rituals in which teacher and learner alike shut out the
human voices of the patient and the doctor in distress.

The doctor-patient relationship
Hollander and Szasz (1956) described three modes of doctor-patient relationship. In the
first, there is complete authority on the part of the doctor and complete submission on
the part of the patient: this is the parent-infant relationship, appropriate when the
doctor has to deal with a comatose patient, one whose illness has rendered him quite
helpless.

The second model is that of guidance and co-operation. Here the relationship is that
between the parent and his child or adolescent. The doctor is much stronger than the
patient, has much to offer, and this is the situation of the patient with an acute illness of
fairly short duration, usually an infection.pneumonia or pyelonephritis.

The third is that of counsellor. Here doctor and patient meet as equals, as one adult
with another. There is less anxiety in the transaction, the expectations are less extreme,
and this is the situation for most of the chronic illnesses, especially those seen in general
practice.the arthritic patient, the patient with ischaemic heart disease, the depressed
housewife, and her catarrhal child. The latter relationship is the one which most closely
fits the experience of a general practitioner.

I shall come later to the concept of the institution of the hospital as a medical
teacher.specifically to the role of the teaching hospital as Dean of Studies of the
hidden curriculum. Just as teaching about medical history-taking erases from the
play-back facility of the student's mind an extended range of information relevant to
clinical problem-solving, so the hospital model of doctor-father, nurse-mother, and
patient-child, cramps the vision of a large and subtle range of possible interactions.

In his book The Naked Ape Morris (1967) writes: " In one instance a female chim¬
panzee with a small cinder in her left eye was seen to approach a male whimpering and
obviously in distress. The male sat down and examined her intently and then proceeded
to remove the cinder with great care and precision. This is more than simple grooming.
It is the first sign of true co-operative medical care." He goes on

" Minor infections and
sicknesses are usually treated rationally, as if they are simply mild versions of serious
illnesses, but there is strong evidence to suggest that they are in reality much more related
to primitive ' grooming demands.' The administering of pills and medicines replaces
the ancient grooming actions and provides an occupational ritual that sustains the
groomee/groomer relationship through this special phase of social interaction."
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Still more revolutionary, but completely outside the pale of the hidden curriculum,
is the notion that the helping component of the doctor-patient relationship is two-way
traffic. Last year I had to say goodbye to patients whom I had looked after for 12 years.
Only those who have gone through the experience of leaving a practice will know just
how painful it is.

I want to read one of the farewell letters I received from a woman of 45. She has had
a difficult marriage and four years ago her 12-year old daughter was killed in a road
accident. I had seen her intermittently over the past decade when she had presented a
variety of physical symptoms and illnesses in her three children. I had completely
forgotten the events surrounding the birth of her youngest daughter, seven years ago.
She wrote:. " May I take this opportunity to thank you for your kindness to this
particular hypochondriac and her family during the last 12 years. I add a little anecdote.
On the occasion of Tina's birth 1 think you felt that you had slipped up slightly in not
diagnosing a breech delivery. What I didn't tell you was that I had been so busy sucking
ice-cubes during that pregnancy (one of my lesser idiosyncrasies) that it must have been
like looking for a kipper in the Atlantic Ocean when you examined me, as there was so
much water. It's a wonder that the poor child wasn't born with frostbite! Thank you
again and God bless."

In ethological terms, grooming is a co-operative process. The patient who wrote me
that letter was treating her doctor. There were many, many other examples from my own

practice. We have travelled a long way from the surgeon hero of our cultural code.
The model of medical science

There can be little doubt which of the three models which I am presenting to you today is
considered the most important by the medical school. The model of medical science
predominates: it is this model which the written curriculum is intended to encompass and
celebrate. Here at least, in the clear light of science, you might expect the medical
student to be free from the shadow of the hidden curriculum. Nothing, however, could
be further from the truth. It is precisely in the field of learning medical science that the
counter-teaching of the hidden curriculum is at its most insidious.

There exists in clinical teaching today the strangest of paradoxes. The information
about the patient which is presented to the student has been produced by the most
sophisticated of twentieth century technologies. Electronmicroscopy, the use of radio¬
active isotopes in organ scan, fibrogastroscopy.these are now the small change of the
commerce between the patient, his problem and the doctor. Yet how the student is
taught to handle this information, how he is taught to use it to solve clinical problems,
bears the antique stamp of the nineteenth century.

Of course, sooner or later the student learns to make guesses about the symptoms
and signs which the patient declares. But he learns to do this not as a part of the creative
act of science but as an " expedient" or

" short-cut." Even today general-practitioner
teachers may be heard to apologise for their ability to leap to a diagnosis from a handful
of uncertain clinical cues.instead of recognising that such work is a shining exemplar of
the mainstream of scientific discovery. The anti-science of the hidden curriculum per¬
petuates the absurd notion that to know everything is to understand everything.

The teaching of scientific method in relation to clinical method begins in the medical
school as though Popper (1963) had never analysed the processes of scientific thought.
The learner, placed in the role ofinnocent child, isjudged not yet ready for the knowledge
of the adult world.lest it corrupt him.

At the heart of the scientific method is the habit of truth. For example, the creative
act of guessing a theory must be submitted by the author of his own conjecture to the
most energetic and resourceful of attacks, in the effort to refute it. How truthful is the
picture of medicine which is unfolded for the student by the hidden curriculum?
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It is argued that the medical student, like mankind in general, cannot bear too much
reality, that he must first be taught the fictions of certainty and objectivity, and must at
no time be told on what shifting sands these edifices are built. First teach him the facts,
goes the argument, and when he is more mature, when he becomes an experienced
doctor, he can learn how plastic these facts really are. First teach him to be an objective
observer, and let him find in the fullness of time, how subjective and relative his objec¬
tivity really is. It was one of the more interesting findings of the London Teachers'
Workshop that the teacher-learner relationship (Marinker, 1972) mirrors the doctor-
patient relationship. The teacher-learner relationship appropriate to the hidden curri¬
culum has a remarkable similarity to the parent-infant model which Szasz and Hollander
describe as the prescriptive model of the teaching hospital.

Working with the prescriptive model appropriate to the doctor-patient relationship
in general practice, that is adult to adult, my own experience of teaching undergraduates
is that they have little difficulty in grasping the nature of ambiguity and uncertainty
which is a part of being a grown-up in the world of clinical medicine. Far from making
them either afraid or confused, the truth unchains them, and allows them to begin to
develop as clinical scientists.

Exhaustive investigations
What is the effect of preferring fiction, in teaching, to truth ? Let me give you an example.
A year ago one of my students presented the following case-history. The patient was a

young American who had been a well-known professional baseball player. Three years
ago he married an English girl and settled in this country. A year later he presented with
left-sided chest pain which had some features of angina pectoris. His general practitioner
referred him to a hospital and in rapid succession he had three x-rays of the chest, a

barium meal, a pyelogram and repeated electrocardiograms. Almost every week further
specimens of blood were drawn off and the most elaborate clinical profile was collated.

Before long he was subjected to a coronary arteriogram. Four months later this
frightening procedure was repeated. None of these tests revealed any significant abnor¬
mality, and the next step was predictable. He was seen by a psychiatrist who said that he
was a

"

very anxious young man
" who should be given tranquillisers.

It was at this stage that he changed his general practitioner (for perhaps the third or
fourth time) and he was currently seeing this doctor for hour-long interviews every week.
Inspired by the hidden curriculum belief that to know everything is to understand
everything, this general practitioner was now compiling the story of the patient's child¬
hood, his relationships with his mother and father, his sibling rivalries and difficulties at
school. A biographical profile as exhaustive and exhausting as the biochemical profile
was being added to the burden of his medical record. Working assiduously within the
constraints of the hidden curriculum, all the doctors both inside and outside hospital
added to their observation of nature in the fond hope that if you observe nature long
enough the logic of discovery will be made manifest. It never is in this way.

Frames ofreference
Without frames of reference the scientist and clinician have considerable difficulties. The
frame predicts what it is that the observer will record. It is this frame, this set of assump¬
tions, beliefs and predictions about the nature of the problems being investigated, which
Thomas Kuhn (1962) describes as a scientific paradigm. For example, it is clear that when
the cardiologist addresses himself to the problem of chest pain, he will make his measure¬
ments within the paradigms of contemporary physiology. He will be looking at blood
pressure, coronary arterial flow, and electrophysiological patterns. Kuhn makes the
point that the paradigms of science break down when what the scientist observes makes
no sense to him.that is to say, when his observations no longer fit into the accepted
framework of his subject and his times.
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Before Copernicus a great deal of accurate terrestial measurement was able to take
place on the assumption that the earth was a fixed point around which the universe
revolved. What led Copernicus finally to guess that it was the earth that was spinning
round the sun, and not the other way about, was simply that his measurements of the
position of the heavenly bodies were never quite in accord with the predictions based on

Ptolemy's astronomy. Ptolemy's system was useful for predicting the changing positions
of both stars and planets, but the theory was poor in predicting the equanoxes and this
became particularly relevant because of social pressures, in Copernicus's day, to reform
the calendar.

When what is observed cannot be fitted into current scientific theory (and the so-
called laws of nature are no more than the most convincing stories which we can tell
ourselves about the world which we experience), two outcomes are possible. The
observations may be ignored, edited out of our consciousness; or the paradigms begin to
shift. This what Kuhn describes when he talks about the structure ofscientific revolutions.

My criticism is not that the declared curriculum of the medical school does not
formulate its objectives within scientific paradigms that do not yet exist. It is rather that
the hidden curriculum denies the difficulties; demands that all observations and with
them the patient himself must be squeezed and cramped into a Procrustean bed.

In the context of medical education it would not be proper to leave the subject of
problem-solving without mentioning Laurence Weed (1969). The problem-orientated
medical record is the shibboleth of the modern teacher. From Weed he has learned that
the medical record should contain not an undifferentiated mass of information for the
construction of diagnosis, but a list of the patient's problems.

Thomas Kuhn however says that when a scientist works within a given paradigm,
what he is solving is not a problem but a puzzle. The same is true for the doctor and
the difference between ' problem' and ' puzzle' is more than semantic. In relation to a

problem, the possibilities of solution are many and varied: for example in the case of the
young American with chest pain, the solution to his problem may be sympathetic
blockade, a job as a baseball coach to a mid-Western college, an acceptable contraceptive
regimen for his wife: the categories of possibility are legion.

The solution to a puzzle, on the other hand, is predicated by the sort of puzzle with
which you are dealing. In this sense, the solution to a chessboard puzzle can be pre¬
dicted. It will be composed of alternate moves by each side, and the moves of each piece
will be governed by certain prescribed rules. It will not be solved by playing the ace of
clubs, or by rolling a double six on the dice. By the same token, the psychoanalyst who
deals with the problem ofthe young American will produce a solution to the puzzle which
bears a family relationship to all psychoanalytical puzzles and which shares a common

language with them. What Laurence Weed has been describing, or at least what his
disciples use, is the puzzle-orientated medical record. The puzzle-orientated medical
record will not yield up a diagnosis composed simultaneously in physical, psychological
and social terms. It can only substitute for a creative and dynamic view of functioning
man, its categorised and reductionist view of dissected man. People have problems not
puzzles. There is something disturbingly inconsonant here with the notion of human
values.

Popper, in his formulation of the thought processes of the scientist makes another
interesting observation.which has implications in medicine both for diagnosis and for
teaching. He considers that it is not possible to describe a problem without reference to
the background situation of the problem.the world in which the problem declares
itself. In this sense the chest pain of the young American takes place in the setting of his
family relationships, his move to this country, and also in relationship to the cardiac
laboratory where his heart function is assessed.
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In this sense also the teacher has his existence, as a teacher, in the setting of the
institutions within which he operates. By the same token I could not have described
William Pickles, earlier, without describing also those geographic descriptions of
Wensleydale which were also biographical and personal.

The model of medicine as a social system
If the model of medical science is considered the most important by the medical school,
the model of medicine as a social system appears to be the least important. Yet it is
precisely here, where the declared curriculum is at its weakest, that the hidden curriculum
is at its strongest.

The teaching hospital, in its physical presence and in its emotional tone, is the great
charismatic teacher of clinical medicine. In London and in many provincial centres, the
teaching hospital stands, a beacon of the social conscience of our age, where it is demon-
strably most needed.often in the heart of an industrial slum. About those vast Victorian
palaces in which so many of our teaching hospitals have refurbished their twentieth
century nests, there is an air of stillness and purpose, of order and certainty, which
contrasts sharply with the world outside. Outside, in the grimy messy real world of the
industrial conurbation, the hospital is seen both as an asylum from the ravages of illness
and as the ultimate legitimiser of the sick role.

The hospital, either in the city slum or outside the walls of the city in open parkland,
proclaims the lessons of the declared curriculum. They are positive lessons. Compas¬
sionate lessons: they speak of the concern of society for its sick; of the dedication of
medicine to those in need.

The social space which the hospital occupies, however, has had some curious and
unpublished tenets in the past. The history of the hospital haunts and possesses this
chapter of the hidden curriculum. Michel Foucault (1961), the French existentialist
philosopher, has developed a disturbing theory concerning the evolution of the mental
hospital, and has extrapolated his argument to embrace all hospitals in our society.
He says that as leprosy receded from Western Europe in the Middle Ages, the lazar
houses became empty and available for fresh occupation. The rise of the nation state
and the subsequent need for conformity in society resulted in a new way of handling
the social (and therefore the political) deviant. Madness, which hitherto had been
accepted as part (albeit an extreme part) of the human experience, came to be split
off from sanity. The split was not merely conceptual, it became physical. A new use

was found for the lazar houses and lunatics were shut up in them. The * great confine¬
ment ' had begun. The madhouse became an instrument of political cohesion.

Medical care and social control
The notion of the doctor as political policeman is unpleasant. In Nazi Germany the role
became horrific. Today, the dissident Soviet novelist or poet may be dealt with not by the
expedient of punishment in a labour camp, but by the expedient of treatment in a hos¬
pital. What, you may ask, has all this got to do with medical education in the United
Kingdom today ? My answer is a simple but uncomfortable one. It is a part of the hidden
curriculum. My next example comes not from Berlin in the 1930s, nor from Moscow in
the 1960s, but from Shepherd's Bush in the 1970s.

It is the story of a 30-year-old Irish woman, whom I will call Mrs Murphy. Her
husband works on the roads and she has five children, all of them under the age of ten.
Day after day they are presented at the surgery with runny noses, runny bowels and a

variety of aches and pains which prevent them from going regularly to school.

Contraception has always been a problem for this family. Mr Murphy describes
himself as a practising Catholic and will have no part of it, although he says that his wife
may do as she pleases. Mrs Murphy describes herself as " more of a free thinker ", but
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the Family Planning Association had failed to help her. I remember that when students
brought the story to the seminar, they described with consternation the so-called failure
of the professions to solve Mrs Murphy's problem: the contraceptive cap somehow
always managed to fall out at the vital moment; the pill made her sick or fat or dizzy;
the intra-uterine device made her bleed for 30 days a month.

Sooner or later one of the students was to report that Mrs Murphy was pregnant
again. She had come to see the general practitioner to say that she really did not think
that she could go through with another pregnancy. Would her doctor help her? The
next student to see her, a fortnight later, reported that Mrs Murphy had been seen at the
hospital and that the gynaecologist and the general practitioner between them had come
to a decision. She was told that the gynaecologist would admit her to hospital, would
terminate the pregnancy and solve her problems once and for all by sterilising her. The
patient's husband was called in and the general practitioner discussed the solution with
him at length. Mr Murphy agreed that the doctors had found the only possible answer.

The young male student who reported this episode of the story to the seminar was
most impressed with the care which the National Health Service was providing for Mrs
Murphy. He commented particularly on the excellent lines of communication between
hospital specialist, general practitioner and the patient's husband. The three young
women students in the seminar pressed for a little more information. What had been
Mrs Murphy's reaction to this plan? The student reported that Mrs Murphy had said
that she hadn't much liked the sound of the operation, but that she supposed that the
doctors knew best. It was clear that the * sensible' abortion was only to be purchased by
a * sensible' sterilisation.

Imagine the astonishment of the innocent young man who reported this story when
the three young women in the seminar protested heatedly that he (the student), Mr
Murphy, the general practitioner and the gynaecologist were four male chauvinist pigs!
At this point I should add that the three young women fixed me with gimlet eyes to see
whether I was ready to join this despised category of men.

Although the ground from which the young women medical students approached
their critique of the doctor's behaviour may have been that of the Women's Liberation
Movement, they were really complaining about the use ofmedical intervention to control
social deviance. In the light of their own preoccupation with a male dominated society,
they saw the spectre ofthe clinical policeman. Behind the plate-glass surface ofthe modern
hospital lies the image of the workhouse where the paupers were shut away from the
provident. And behind the image of the workhouse is the image of the madhouse, and
behind that the image of the lazar house occupying the same social space.

Working within a sociological paradigm which is articulated by the study of the
emancipation of women, the students were able to see in a new focus other images
behind the image of the caring doctors. Working within a different paradigm, they might
have come upon the problem of a patient who needs to be pregnant in order to feel
herself a woman. The offer to sterilise is presented as a rational act of medical care.
The argument which I am presenting is not grounded, however, in a judgment about the
morality of this action.though I judge it to be immoral. It is grounded in the fact that
the unwritten educational objectives.' the control of social deviance' or' the masculine
punishment of a feminine crime '.masquerade as something else: a declared objective
concerning the therapeutic ligation of the fallopian tubes. You may take the point of
view that clinical interventions must always have political ends; that ' the control of
social deviance' is no more than a pejorative description of a human response to a

personal problem. That is not the point at issue. The point is that the teaching is kept
secret from the teacher and the learning from the learner. No awkward questions may be
asked, no difficult arguments pursued in the educational process of the secret medical
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school. For a moment the scalpel of the caring gynaecologist had incised the smooth
texture of the declared curriculum and revealed the blood and bone of the hidden
curriculum beneath.

The history of general practice in the industrial areas of Britain has been excellently
documented by Tudor Hart. What is extraordinary is that side by side with what Tudor
Hart (1972) describes as " This ugly, stripped-down style ofurban industrial primary care,
with packed waiting rooms in small converted shops " stood those islands of clinical
excellence, the teaching hospitals. Even today, some of the most depressed and depressing
examples of general practice are to be found at the very walls of medical schools. The
physical conjunction of these two styles of clinical practice, and their social disjunction,
constitute perhaps one of the most damaging lessons which the student draws from his
undergraduate experience.

It is here, and not in those tortured discussions about euthanasia and abortion, that
the student comes face to face with the harsher realities of medical ethics.those so-
called " rules of conduct". The medium of the teaching hospital conveys a confusion of
messages to the people on the outside. Tudor Hart writes " In the tradition of industrial
primary care, the people were very close and medicine was very far away." Medicine, in
the potent figure of the medical school teacher, was often not so very far away. He was
across the road in the teaching hospital and he did not know how to get out.

Human values

The title ofmy lecture is Medical Education andHuman Values. Much of the three models
which I have presented to you today celebrates those values and makes them an integral
part of the experience of being a doctor.

In writing about the human values which stem from the practice of science,
Bronowski (1964) lists three: creativity; the habit of truth; and the sense of human
dignity. Of these he says ". . . (they) are not rules for just and unjust conduct, but are
those deeper illuminations in whose light justice and injustice, good and evil, means and
ends, are seen in fearful sharpness of outline."

In the preface to his essays Bronowski asserts that there is also a fourth human
value.one which does not stem from the practice of science but has its origins elsewhere.
This he describes as the human value of tenderness, of kindliness, ofhuman intimacy and
love. In this College we rehearse this value in our motto Cum Scientia Caritas. It is in the
models of the doctor and the patient, and of medicine as a social system that the student
learns about this fourth value.though I hope I have shown that the messages of the
hidden curriculum run counter to so many of our declared intentions.

If creativity, truth and human dignity are the essence of science, of what is love the
essence? The answer must be sought in the hidden curriculum.for this curriculum has
no monopoly either of the bad or the good.

For the Christian the answer to a question about the origin of love is a simple and
direct one. For the agnostic, like me and William Pickles, the answer is indirect, more

complicated, but in the end no less shrouded in mystery than the religious one. The
sociologist Paul Halmos (1965) in his analysis of the nature of caring in our society talks
about the " faith of the counsellors." In his reading of the literature of counselling he
observes all those value judgments about man's compassion for man which he observes
also in the writings of the theologian. In an interesting passage on Michael Balint's
classic The Doctor, his Patient and the Illness he refers to Balint's " reverential language
and mystical implications," quoting the now famous " apostolic function of the doctor "

as an example of the sacred language of the psychoanalyst. The conflicting signals from
the hidden curriculum simultaneously affirm and deny the human love and compassion
of the psychoanalyst and the Christian.
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Reform of the hidden curriculum
The reform of the hidden curriculum will not come from declarations of good intent,
from the report of a new Royal Commission, or a redrafting of a book like The Future
General Practitioner-Learning and Teaching. It will come from throwing light on those
covert objectives of which I have given examples. It will come from a modification not
in the declared attitudes of doctors, but in their manifest behaviour.

Those who wish to pose as reformers, be it of a person, or a society, or even a medical
curriculum, have the habit of stressing the negative and unwanted aspects of the object
of their would-be reformation. I am conscious of the fact that I have, in this lecture, been
remiss in just this way. There is much in the hidden curriculum which is positive, which
serves the human values of which I speak.

The difficulty stems from the fact that the hidden curriculum remains hidden. Its
messages therefore are confusing and contradictory: at one and the same time the habit
of truth and the habit of lying are demonstrated; the sense of human dignity and of
human indignity. For us in the medical profession,the process of reformation is especially
difficult: we are all of us the product of that which we wish to reform. We must begin
our work therefore, with the work of self understanding.

In conclusion I must make it clear that there are no categories of villains or heroes in
my story. As I see it, there is no virtue in the general practitioner either as a doctor or
teacher, to which the specialist cannot lay claim. The strength of general practice as a
teaching resource and as an instrument for curriculum reform lies primarily in the nature
of what it is, rather than in the essential virtue of its practitioners. They, in common
with all doctors and all men, are in part good and bad, clever and stupid, caring and
callous. The foundation of this College, whose motto and ethos so much bears the stamp
of its first President, has helped to usher in a new era of medical education. In this new
era, the voice of the general practitioner will be strong and influential. It is, however, not
what the doctor says but what he does which makes up his contribution to the hidden
curriculum.

These annual lectures are a part of that process which shifts the image of William
Pickles from memory to mythology. Mythology is a safe and proper resting place for a
great man. If we look hard at the history of medicine in our country we may find that it
has less to do with the idyll of Wensleydale than with that perfunctory care of the
industrial poor which writers like Tudor Hart (1972) and Titmuss (1958) have described.
But mythology transforms the history of our past and redefines the history of our future.

What we believe ourselves to be may become the vital force of medical curricular
reform. If the College continues to develop as though our tradition of care is the tradition
of the country doctor from Wensleydale, then we may hope to celebrate in our clinical
work and in our teaching the values of human intimacy and love, of creativity, the habit
of truth and the sense of human dignity.
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