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Universities, colleges and organised curiosity*
James A. Collyer, b.a., m.d., f.c.f.p.c.

Family physician, London, Ontario, Canada

ORGANISED curiosity is a term that has been used for over 100 years, first by
Matthew Arnold, as a means of expressing the curiosity that occurs in man to

study his life, his work, and his play, in an organised fashion.
When this term is applied to universities, it goes under a much more imposing title

and is called research. Universities originally were collections of learned scholars, groups
of men who joined together to assist one another in studying common interests. They
were the only source of organised curiosity in the community; at least, that was the
opinion of most people, particularly those in universities.

When we look at our specialised colleges, be they groups of surgeons, general
practitioners, or physicians, the development of organised curiosity among practising
members of these colleges is seen to be of increasing importance. My feeling, after two
years as a full-time university medical school teacher, and an additional 11 years in full-
time practice and as an active member of our College of Family Physicians of Canada,
is that there are major problems interfering with organised curiosity in universities and
colleges.

Universities as places for study
In the past, medical researchers in universities have done remarkable work. The control
of the killing diseases which have for so long blighted mankind must be credited to
these workers.

Advantages
There are major advantages in working in universities; prestige, atmosphere, facilities,
the expectations of others, and the availability of money, offer great stimulus and
encouragement to curious faculty members. In addition, the people attracted to work in
such places should think more abstractly, be more curious intellectually, and be better
suited for study than the tradesmen in practice.
Disadvantages
(1) Jungle-like structure. Universities and medical schools are no longer small collections
of scholars with like interests who share their time and thoughts. They have become
academic and political jungles, with most of the problems of large establishments, and
only some of the advantages.

Teachers in medical schools have three priorities: departmental committee work,
inter-departmental political manoeuvring to maintain their position within the medical
school, and teaching.in that order. Teaching responsibilities very definitely lag
behind in importance. In the new departments of family medicine in Canada it is only
recently that organised curiosity has become apparent at all.

(2) Lack ofoverall aims. This confusion in the order of these priorities is the result
of the lack of overall aims of the medical school itself. There are no overriding aims to
guide all departments in their decisions.
* Lecture delivered at the Department of General Practice, Dundee University, Scotland on 18 April 1973.
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In many instances, our Deans of Medicine function as organisers and cq-ordinators,
rather than leaders. Strong, aggressive men, usually in the clinical departments, take
over the management of the medical school by political means. Without any overall
aims to guide departments, life becomes a battle for survival.

Rather than being a source of intellectual vigour, with discussion of differing ideas,
and productive resolution, political power not academic excellence rules the day.
Advancement is obtained by political and administrative talents, not by scientific
creativity, clinical excellence, or superb teaching skills.

Departmental problems.Canadian experience
(1) Whom to trust
Most of our medical schools now have family-practice teaching units, group practices
engaged in teaching undergraduate and postgraduate students. Many of these have now
been expanded into full departments, with family doctors as full professors, and chiefs
of the departments.

It has been an uneven course along this journey, with these departments initially
being part of others already established. There was also a period of mistrust of general
practitioners, when social medical people, physicians with outpatient experience, or

epidemiologist/public health doctors were made professors of " departments of com¬

munity medicine". This seems to be gradually changing, with newer departments of
family medicine being formed under general practitioner/professors as heads of the
departments.

One final problem exists in this area.new heads of department are chosen by heads
of the other specialty departments. I suppose it is in their own self-interest, and therefore
not surprising, that they do not seem to look for men with too radical ideas or methods,
but rather choose quiet men, who will fit in quietly.
(2) Political control ofthe medical schools
At present, control of the medical schools varies, depending on local conditions,
between the departments of surgery or medicine. The end result of governments saying
to our medical schools that half the graduates must enter family practice will be a

domination of medical school activities by the newest department.family medicine.
This shift in the political structure of the medical school is not being easily accepted, or

even discussed openly, by those who already hold positions of power.

(3) Loss of intellectual elbow room
There is the great problem of the loss of intellectual freedom that can occur readily in
any large organisation, and particularly in a university, if the chief of the department is
unable to encourage, provoke, and allow free expression of differences of opinions and
ideas. There is great need for professors to lead by means of their abilities not their
power alone.

One so often watches a department stagger and sink, while its chief ages, moulders
or merely falls asleep intellectually. He can maintain control by means of his power in
the organisation, but to differ with one's chief can lead to intellectual isolation. It takes
a most unusual chief to encourage differences amongst his staff, see them through to their
satisfactory resolution, and give every member of his department sufficient intellectual
sunlight.
(4) Departmental aims: what type offamily doctor?
What type of family doctor do we wish to produce?

In my experience, this becomes a choice between what has been and what needs to
be. Do we wish to reproduce family doctors, basically trained in mechanical skills,
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which are rapidly being taken from us by specialists? Or do we choose to produce a

psychotherapeutically oriented family doctor, perhaps best described by Michael Balint?
In the Canadian setting, one might use the term * general practitioner * for the first type,
and ' family doctor' for the second.

(5) Unimportance ofteaching
The relative unimportance of teaching is of the greatest distress to many family-doctor
teachers. For the majority, the desire to teach was the primary reason for their change
in careers. Teaching can be very satisfying, particularly with undergraduates. During
their early medical school years their minds are open, and they are often enthralled
at the prospect of general or family practice; exposure to other clinical departments tends
to close their minds.

The methods used in teaching are also important. Small seminars to demonstrate
behaviour related to illness are received with excitement and active participation, once
students are certain that they are not in danger of being put down. Responding to the
students' interests, as a means of delivering the contents of the course, results in eager
participation. Standard lectures, as a steady diet, have always tended to put students
to sleep.
(6) Priorities

(a) Inter-departmental politics.
(b) Departmental meetings.
(c) Teaching.
(d) Research.organised curiosity.
(e) Care of patients.

As can be seen from the above discussions, there is little time or energy left for original
study.

It is sad to have to put the care of the patient last on the list. Patients can never

come first in university teaching units, but surely more effort could be made in family-
practice units, where the importance of continuity of care is especially emphasised, but
where the patients are often seen by a different doctor each visit. This resembles out¬
patient medical care, surely the lowest form of service provided by doctors ?

Colleges
Role of the Colleges
(1) Tradesmen. Unlike the specialty colleges, the general-practice colleges have until
recently been non-teaching, except to one another. The colleges of general practice are

becoming involved, indirectly, in the undergraduate or postgraduate teaching of medical
students and residents. We have been the people in practice.

This fact, that we are the tradesmen, the men who do the work, rather than the men
who talk about it and teach it, is our great strength. If we choose to study what we do, we
are in fact recording what is actually happening. The people in the teaching centres are

never in this position and they need this source of reliable information about what is
happening in the day-to-day practice of medicine if they are to keep their feet on the
ground. This may remove the need during our lifetime of a future Keith Hodgkin having
to document so vividly the irrelevance of medical school training to the general practice
of medicine.
(2) Intellectualfreedom. The second major advantage in the colleges is the freedom that
is built into them. They are composed of individual tradesmen who are not bound to
one another and who can therefore air their differences of opinion more freely than men
in medical schools.
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(3) Testing ground. It is in general practice that we can test the new ideas that come from
medical schools, or elsewhere. We can also begin to move into the whole area of quality
measurement which so many people are beginning to study. There are some facets of
our work which can be measured only by outsiders, e.g. the opinions of patients about
the calibre of care. But in the day-to-day recording of information regarding the level
of quality of practice, in a technical sense, the men who do it must record it, if it is
ever going to be measured satisfactorily.
Disadvantages of the Colleges
(1) Fewer resources. The colleges of general practice and family practice, as a rule, have
fewer resources, supposedly much less interest, and more difficulty obtaining research
grants at the present time. We have not established a reputation which might encourage
governments and other people to invest some of their money in our research studies. In
Canada we lack not only your many years of experience but also the national research
units which have been established in Britain.
(2) Fewer ideas. Another weakness, that is often suggested at least, is that the members
of colleges have fewer new ideas, are more hide-bound and less open to innovation. In
my experience this charge applies to both universities and colleges in varying degrees,
and is much more a measure of the individuals involved than a measure of the institutions.
There is no doubt that tradesmen may have less time and inclination to sit and think and
ponder, but the large organisations that make up medical schools can certainly be
difficult places in which to have differing and new ideas. Organisation men can be just
as dull as tradesmen.
(3) Organisational limits. There are two extremes of organisational structure that colleges
interested in original study must avoid. On the one hand, they may be entirely adminis¬
tered by eager amateurs, members of the colleges working in their spare time, and operat¬
ing on a shoestring. There can be difficulty here in making things happen.

At the other extreme, some colleges have strong, full-time medically qualified staff,
who come to dominate the college through enthusiasm, and perhaps a touch of power
hunger. These individuals come to restrict severely the activities of a college, because of
the limits of one person's energies, skills, imagination and insight. These people can
become so entrenched that they can prevent from moving ahead anything that they do
not control.

All colleges must function within these two extremes.
(4) Inexperienced scholars. Within our College of Family Physicians of Canada, there
are at the most only 100 doctors who have attempted to study any aspect of the work they
have done. This represents 2-5 per cent of the membership. Further efforts to expand
this number, bymeans oftraining sessionsand theestablishment ofa national research unit,
are frustrated by executive inaction and lack of financial support from grant-giving
agencies.
(5) Financial inadequacy. Colleges as a rule are voluntary organisations with money
coming almost entirely from members' fees. There are many conflicting demands on
these funds, and individual colleges vary greatly in the stress that they place on organised
curiosity.

The diagnosis.one-upmanship
Ifwe think ofmedical organisations as people on a ladder, the highest person on the ladder
is the teacher/politician, who from his position of power at the top of the ladder keeps
everybody under control. The practitioner is next, followed by the patient, followed by
the dog.

It is a vertical arrangement with no one above having any respect for those below.
The fact that we are now interdependent must be faced by us all. Those at the top
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must share their authority; those at the bottom must assume their share of the responsi¬
bility.

We must all learn to trust one another, and from this true respect will grow. The
teachers are far less informed than they think, and desperately need the patients and the
practitioners to get the medical schools back to their job of providing useful physicians
to the community.

Practising doctors must listen to their patients and trust them, sharing the respon¬
sibilities involved in health care. If we find our patients irritate and anger us, we must
come to realise that this represents problems in us, the doctors. Until we correct our
own deficiencies, we cannot begin to help our patients, who with increasing impatience
await our maturity.

Treatment
(1) The patient is responsiblefor his own health'
Coming to understand this principle takes a great load from the doctor's back. We are
not the good shepherds of our patients.
(2) The doctor is responsible for his own skills and knowledge
We must maintain our own professional competence, so that we are ready when our

patient consults us.

(3) Teachers must respond to their students'" needs
Teachers are there to help students learn, not to teach them. This requires more time
than traditional lectures, puts the onus for learning on the students' shoulders, and results
in much more learning by all concerned.

Administration, politics, and research must take a secondary place in medical schools.
The care of patients must be second in importance to teaching.
(4) We need each other: change comes slowly
Patients, doctors and teachers need each other. Mutual trust and respect will lead to a

release of creative energy which will make organised curiosity bloom around us all.

Specific treatments in medical schools
First, if it were possible to achieve overall aims in the medical schools, then the various
departments, with the help of strong Deans, could stop their in-fighting and allow the
jungle to wither away.

This would mean agreement on the type of doctor to be trained, their numbers, and
their inter-relationships. Such agreement would put every department in its proper
place and remove one large source of competition.

Secondly, if medical schools are to produce doctors to deal with today's medical
problems, they must loosen the ties that bind their faculty. They must give up their
controls and let schools develop with the community's needs providing the guidelines.

Let the medical schools disprove the description of them that says
" They are stand¬

ing firmly in the nineteenth century, looking backwards." Let them introduce democracy,
make everyone responsible to his juniors, reward teaching, clinical and research skills,
and encourage intellectual freedom.

Departmental treatment

(1) Goals.type offamily doctor. Many general practitioners become very excited at the
mention of Michael Balint, and of others like him, and even at the mention of the study
of human behaviour as a basic science of medicine. The excitement occurs at both ends
of the scale, from wild adulation to fierce condemnation.
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In my experience, such extremists are merely shouting at each other from opposite
ends of the same street. The Balint-ites put it in words, sometimes too many, too long
words; the physical general practitioners refuse even to speak about " the art of medi¬
cine." In my opinion, it is indeed part of the art of medicine and must be put into words
and taught like the rest of medicine. It is the major strength of the family doctor. This
apparent warfare is at present a major problem in family medical departments, and must
be resolved if the departments are to become free to develop creatively.
(2) Individual maturity. On beginning this self-development of a Balint-type practising
doctor, teacher, student or trainee, the individual immediately runs into his own personal
problems. This can be very distressing.

It seems to me that those of us in practice, or in teaching, must seek and offer help
to assist one another over this hurdle. This will achieve the limited but significant change
in personality Michael Balint advocated. In simple terms, we will mature more.

In my opinion, the day will come when medical residents, and then medical students,
will enter group therapy on entering their training, and medicine will move a giant step
forward when they reach clinical practice or teaching.
(3) Undergraduate teaching. The bases of family medicine are human behaviour and
epidemiology. As the student moves onwards he can learn how to interview patients, he
can acquire the basic clinical skills and an understanding of illness as a form of behaviour.
(4) Postgraduate teaching. Postgraduate training for family medicine must move from
its present state where the residents in training move in and out of the family medical
departments, acquiring experience in specialty units as well as their family medical units.
This leaves the residents confused, as they receive such a mixed message.

It also leaves the patients dissatisfied, as their doctors change almost as often as
they used to in the old outpatient departments.

The answer to this lies in establishing vocational-training situations, where the
residents would move into a group practice, whose main function would be teaching, and
each resident would have his own practice within that unit. The patients would be under
his care for a minimum of two years' time giving reasonable continuity of care. This
would give time for him to learn some of the basic lessons that our patients must teach
us about the advantages of a long-term relationship between the doctor and the patient.

The resident/trainee would enter the practice immediately from medical school for
two years. Any auxiliary training in specialty skills would come in the third year when
he would have training in obstetrics, anaesthesia, and surgery as required by his chosen
area of practice.

Anyone wishing to work in an academic sphere would take a year of epidemiology
and statistics, followed by at least five years in practice before contemplating teaching.

Colleges and Universities
I ought to make clear here that recently I have bad discussions with representatives from
each teaching department in Ontario and I am pleased to find out how much progress
has already been made. Basic clinical and organisational data in practice are being
collected. The medical schools appear to need four to five years before they can overcome
their first organisational and teaching problems.

We are beginning to recognise the fact that we do require each other, and our patients,
if we are to succeed. At least we are beginning.

The individual doctor's role
Finally, what about the individual family doctor, surgeon, obstetrician, physician, or
paediatrician who is curious about measuring his work? Aside from all the systems in
the world, these men are the essence of organised curiosity in the clinical practice of
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medicine. We have a great need for doctors, active in the day-to-day practice of surgery,
for instance, to evaluate such things as the surgical treatment of duodenal ulcers or
cancer of the breast. Not only must these be measured in the teaching centres, but of
even more importance, the routine clinical use of such forms of treatment needs to be
recorded and assessed. Teaching units see an artificial segment of practice, and the final
judgments need to be based on a much wider experience in clinical practice. Such an
approach would be more valid, and scientific, than the sub-conscious decisions that we
now follow to alter our treatments, often after a particularly disastrous result.

Conclusions
What about general practitioners, and organised curiosity? Someone once said, " The
family doctor's task is to cure seldom, treat often, and comfort always," which seems
to be the essence of our work.

Those of us in practice have an opportunity, and some would say even an
obligation, to study all three of these facets of our work-our cures, our treatments and
our comforting. It is in the last of these, the " comforting," that we have a particular
opportunity, since it involves measuring how we treat emotional illness; emotional prob-
lems are present in 33 per cent of the people I see and consume 47 per cent of my time.
This huge task can be done only by family-doctor researchers. It will be the final measure
of our quality.

Whatever our positions, or interests, in medicine today, we all need one another if
we are to be successful. Teachers, doctors and patients, in universities and colleges,
must work together in our pursuit of organised curiosity.

RESPIRATORY SYMPTOMS IN CHILDREN AND PARENTAL
SMOKING AND PHLEGM PRODUCTION

A study of respiratory symptoms in 2,426 schoolchildren aged 6-14 years was carried
out in Aylesbury, Buckinghamshire in 1971. The prevalence of cough in children was
associated with the parents' smoking habits; prevalence was lowest where both parents
were non-smokers, highest where both parents smoked, and lay between these two
levels where only one parent smoked. A close association was found between parents'
and children's respiratory symptoms that was independent of parents' smoking habits.
There was no suggestion that exposure to the cigarette smoke generated when parents
smoked had any more than a small effect upon the child's respiratory symptoms. While
the sharing of genetic susceptibility between parents and children is a factor, cross
infection, particularly in the families where parents smoke, is an important element in
the association.
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