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wrist fractures among HRT users.15 These findings are supported
by randomized controlled trials which show that HRT protects
against postmenopausal bone loss while treatment continues.
Maintenance of bone mass for even a few extra years during the
perimenopausal period is probably enough to materially affect
the lifetime risk of fracture, although the exact length of treat-
ment required remains unclear.

There can be little doubt that HRT is useful for the relief of
menopausal symptoms relating to oestrogen deficiency. More
information, however, is needed about the overall balance of
risks and benefits associated with each HRT preparation used for
varying durations by women at differing levels of disease risk.
Only when such data are available can the primary health care
team help women make fully informed decisions about whether
to use HRT to prevent disease.
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Medicine and the arts: let's not forget the
medicine
There has been much talk recently in medical publications of

the role of the arts and humanities in medicine. This discus-
sion has focused largely on the perception that doctors have
become less 'humane' in their approach to patients,' and that the
scientific aspects of medicine in evidence-based practice are now
outweighing the personal. In a recent issue of the BJGP, Dr
Malcolm Rigler gave an eloquent and appealing account of his
medical practice in Dudley.2 He points to this sense of concern in
the profession (and particularly in general practice) about our
relevance in the context of the ills of modem society and pro-
poses a direct use of the arts in medical practice as an answer.
The Chief Medical Officer (who has a personal interest in the
arts in medicine)3 chaired a meeting of interested parties at
Richmond House in December 1996. At this meeting, three main
groups of people with interests in different applications of the
arts in medicine were identified: those who were using the arts in
therapy; those who saw a role for the arts in community schemes
involving health promotion; and those (mostly university-based)
who wanted to see more arts and humanities courses in the edu-
cation of medical undergraduates.
The education group differs from the first two in its focus on

practitioners and the manner of their practice rather than on the
recipients (patients) and the content of the therapy they receive.
This is an important distinction and is central to the discussion of
the role of the arts and humanities in medicine. The distinction
will become clearer if we look at the fundamental question that

Rigler poses in his paper: 'What does it actually mean to practise
good medicine?'

Rigler's answer is that good medicine is anything we can do to
alleviate people's suffering, whatever its cause. Others in the
profession have attempted to answer this question by producing
statements of 'core values'.4 Indeed, there has been an outbreak
of 'core values' statements from medical schools as they attempt
to redefine the end product of the educational process. The
problem with both answers is that neither seems to say much
about practising medicine.5
So what does it really mean to practise good medicine, and

what part might the arts play in enhancing this practice? The
problem in answering the first part of this question is that the
practice of medicine involves so many different activities that an
all-embracing definition is difficult to establish.6 It might help
here to turn to the philosopher Plato, who classifies medicine as
a techne, i.e. a craft in common with other crafts, such as
cookery, bricklaying, or navigation.7 For Plato, the good doctor
is 'good at' something, and that 'something' is benefiting people
in matters of health, in the same way as the cook is good at sup-
plying flavour to our food or the navigator is a useful person to
have around on a sea voyage. Being a doctor involves the exer-
cise of specific skills relating to treatment and diagnosis. It may
be that the doctor has to try to offer advice relating to personal
problems, but this is not part of the skill of the physician. This
aspect of a doctor's role (particularly the general practitioner's)
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is demanding more time because of the increasing medicalization
of society:8 doctors are being called upon to deal with all human
ills whether they relate to health or not. The problem with this
approach is that the role of the doctor becomes so diffuse as to be
almost meaningless, and the task of designing education for such
a role becomes impossible. The result of making the attempt is an
educational process totally devoid of rigour.9

Turning to the second part of my question (what part might the
arts play in enhancing good medical practice?), I think most
doctors would agree that Plato's view of medicine as merely a
techne, a skill like cookery or bricklaying, is a necessary but not
sufficient view of their art. Unlike cookery or bricklaying, the
materials on which a doctor works are human beings, and this
means that the practice of medicine must be more than a tech-
nique; it involves the exercise of phronesis, or practical wisdom.
Human beings, unlike bricks, are all different, and their experi-
ences of health and illness are likewise unique. This means that
the doctor cannot blindly exercise his skills in the same way with
each patient. Rather, he must assess what is appropriate in each
situation; and this assessment involves the exercise of practical
wisdom. It is in this context that the arts may have something to
say to doctors. Well-written plays, poems, and novels can
enhance our understanding of the human condition and deepen
our sympathies towards those who suffer through it.
Some of us concerned with medical education would argue

that a study of the arts and humanities should have a role in
helping to form the minds and sensibilities of future practitioners.
There are really three points here. First, applicants to medical
schools should be encouraged to include in their qualifications
some evidence of study in the arts. Scotland has been better
placed here in its tradition of a broadly-based secondary educa-
tion in which pupils are able to take a range of subjects in their
Higher exams. In the United States, medicine is regarded as a
postgraduate degree and undergraduates are expected to take arts
subjects even when they are majoring in science or pre-medical
subjects. The second point is a related one. Those involved in the
selection process for medical schools should be urged to look
favourably on students who have combined studies in both
science and the humanities at secondary school; there is evidence
to suggest that such students perform better at qualification than
those with a more narrow educational base.10 The third point
relates to the content of medical curricula. The General Medical
Council has recommended that arts and humanities subjects
should have a role to play in increasing the educational value of
the medical degree." In these new courses the time spent on
accumulating factual knowledge is reduced and there is greater
emphasis on preparing students for the practical and emotional
job of being a doctor. Curriculum time is freed for what will be
known as special study modules, and some universities are using
these to allow students to study literature, philosophy, and
history.'2"13
We must not, however, become unfocused about the job of

being a doctor or about the training of future doctors. Medicine
is, above all, a practical job with a knowledge base that must be
acquired and sustained. A background of study in the arts and
humanities and the opportunity to study these subjects in medical
courses should influence the way in which future doctors prac-
tice, but it should not become a substitute for knowing their med-
icine and delivering good medical care. Professor Anne-Louise
Kinmonth, in a recent conference paper, concluded that a ran-
domized controlled trial of 'patient-centred care' for diabetes in
general practice resulted in greater satisfaction in the patient-
centred group but significantly poorer physical outcome (higher
body mass index and poorer diet and exercise profile).'4 We
might speculate on the reasons for this, but it is possible that the

doctors were so keen to see patients as people that they forgot to
treat them as patients. This role relationship is central to medical
care, and a number of benefits spring from it that are not part of a
person-to-person relationship. Not least of these is the trust that
the doctor will be able to provide an accurate diagnosis and
effective treatment for his patient in a humane and respecting
fashion.

If, as Dr Rigler suggested, our surgeries become arts centres
and our patients artists, where does this leave us as doctors? By
all means let us make our health centres visually attractive, but if
we lose the role of delivering medical care to our patients then
the profession will truly have lost its way.
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Announcement
The 28th British Congress of Obstetrics and

Gynaecology (BCOG) will take place from 30 June - 3
July 1998 at the Harrogate International Centre, UK.

Further information is available from the
BCOG Secretariat, Congress House, 65 West Drive,

Cheam, Sutton, Surrey SM2 7NB, UK.

Tel: +44 (0)181 661 0877 Fax: +44 (0)181 661 9036
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