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Infiltrating the Curriculum: An Integrative
Approach to History for Medical Students
Jacalyn Duffin, M.D., ER.C.P.(C), Ph.D.1,2

I believe that the purpose of history in a medical school can be related to two
simple goals: first, to make students a bit skeptical about everything else they
are to be taught in the other lectures--skepticism fosters humility and life-long
learning; second, to make them aware that medical history is a research
discipline as compelling as any of the basic and clinical sciences they are
traditionally taught. In the fall of 1988, I was given an opportunity to build a
"course" in history for medical students--a course with no fixed time slot, no
fixed syllabus, and no fixed content. ! wanted to teach history of anatomy
during anatomy sessions, history of pathology during pathology, history of
obstetrics during obstetrics, and so on. I hoped to end each session with a
disciplinary controversy that extended into present practice. The ultimate
manifestation of infiltration would be to have one question on every exam that
the students would write during their medical school experience. This is the
story of how my medical history teaching moved from nothing to a program
integrated throughout four years of medical studies, complete with goals and
objectives and two questions of every exam. The content, advantages, and
problems of the approach in the Queen's University experience will be
presented.

In 1988, Queen's University gave me an opportunity to start a medical
history course for undergraduate medical students. Not having to take over
someone else's course was a boon, the flip side of which was the intimidation of having no active structure in place. Having observed several programs in four different countries, I began to think that no single format
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could be perfect in every situation. Effective solutions inevitably depend
on individual teachers and their institutions. The literature confirmed the
impression with a challengingly wide variety of proposals that reflected debates over the why, who, and how, of medical history teaching. After a
brief review of the literature and my reactions to it, I will describe how I
came to build my own program, its present structure, and some of its problems. The events of the last six years have constituted the most exciting
professional adventure of my career; I suspect that I have learned far more
than I have taught.
The quixotic task of teaching history to medical students has been the
subject of several conferences and publications over the last half century
(Blake, 1968; Bylebyl, 1982a; "Correspondence," 1991; Galdston, 1957;
Miller, 1969; Prioreschi, 1991; Risse, 1975; Rosen, 1948; Shortt, 1982). This
literature is understandably supportive of the concept of teaching medical
history in medical schools, but the majority of medical schools do not view
history as an essential component of physician education. In 1969, Miller
found that 80% offered no instruction in the discipline at all. How many
now include history is not known, but growth in the last decade seems to
have occurred in undergraduate arts programs rather than in medical
schools (Bran&, 1991; Eyler, Gevitz & Tuchman, 1991; Feldberg, 1991).
Why. Among those who support the idea of history for medical students there is little agreement about its purpose. Some medical educators
make great claims for its potential, as if the teaching of "humanities" will
lead to a more "humane" product. Medical history has been said to provide
inspiration, professional socialization, traditional continuity, help with patient-history-taking, clinical competence, and an expanded world view
(Galdston, 1957; Joy 1982b; Loewry, 1985; Prioreschi, 1991; Rosen, 1968;
Shortt, 1982). For the novice instructor, such claims are daunting, especially
when most faculties of medicine view history as eminently dispensable.
I have to agree that a person can be an excellent physician with little
or no knowledge of medical history. But the same is probably true for certain basic science subjects, such as biochemistry and molecular genetics. A
successful clinician may retain few details from these fundamental sciences,
yet their instructors seem to have less trouble apologizing for their portion
of curriculum time. If the presence of basic sciences can be justified on
the basis of conceptual exposure, then two similarly justifiable goals can
be invoked for the presence of history in a medical school curriculum:
1.

to foster critical thinking, or to instill skepticism about the content
and durability of everything else students are taught in their
professional training.
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to demonstrate that history is a research discipline, built on
fascinating questions, rigorous methods, and a wide variety of raw
materials--a research discipline not unlike those in the clinical
and basic sciences.

The first goal comes close to those cited by George Rosen (1948,
1968), who emphasized the utility for practitioners of an historical perspective that would make them aware of the forces that bring about change
and cautious about fads. History can provide examples to illustrate the
value of being prepared to have one's long-held convictions questioned if
not overthrown. And in answer to those seeking a "humane" product, it
may be fair to suggest that students who learn skepticism, might also acquire humility. The second goal stems from a personal desire to find an
accord in an inflammatory debate between physicians and professional historians; they have much to learn from each other. Which brings me to
"who."
Who. The myriad reasons given for the failure of history to fulfill all
the promised goals range from a criticism of late twentieth-century liberal
arts education (Jarcho, 1989,1990) to the failure of the "new social history"
to resonate with the concerns of clinicians. The latter reason emerges from
a noisy debate about who should be doing research and publishing--and
presumably teaching in the history of medicine (Cook, 1990; Jarcho, 1989,
1990; Correspondence, 1990; King, 1991; Miller, 1973; Nuland, 1988; Prioreschi, 1992; Rosen, 1968; Shortt, 1981; Spaulding, 1990; Temkin, 1968).
"Physician-historians" feel excluded from the mainstream, and complain
that the "professional historians" leave medicine out of their medical history (Wilson, 1980; Nuland, 1988; Spaulding, 1990). "Professional historians" point to the deficiencies of history done without questions or method,
as the product of dabblers, "antiquarians and amateurs" (Shortt, 1981). For
the last four years, a clinicians' group has been meeting conjointly with the
annual meetings of the American Association for the History of Medicine.
Among these distinguished amateurs the disparaging epithets have become
battle-cries, labels proudly taken by those who believe that all work done
by historians either lacks interest and substance, or it is "doctor-bashing."
Medical schools are run by doctors, who tend to project their preferences on to their students through their choice of instructors and coursecontent with results that can perpetuate the distrust of historians. But
medical students can and do enjoy history--even social history--and they
respect expertise. Furthermore, recent changes in admission requirements
for medical school have increased the number of students with significant
humanities preparation (Bates, 1991a, 1991b; Bylebyl, 1982b; CreUin, 1991).
Rodin and Reece (1982) have experimented successfully with interdiscipli-
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nary instructors in an elective and non-infiltrated course. A well-trained
historian, sensitive to the concerns of health care professionals, should be
the best instructor; sometimes, however, the aversion of historians to using
slides or other visual aids--an unquestioned pedagogic technique in medical school--leads them into difficulty or unpopularity. In 1968, Owsei
Temkin was unable to give an answer to the question of who, although he
was adamant about competence; I have to agree.
When. It seems there is no ideal time in medical training to offer history. Courses in the first or second year are touted as the best way to capture attention; the students still remember the humanities courses and have
not yet adopted the professional rigidity of their teachers (Bates, 1982;
Risse, 1975). The first-year courses, which I have observed, are attended
enthusiastically at the beginning of the year by students who are still delighted to have been admitted to medical school and keen to try everything;
however, numbers dwindle rapidly with the approach of exams, especially
if the course is an elective. By the end of term, the instructor is left with
only a handful of dedicated students, or none at all.
One colleague maintains that catering to a few is not a failure: history
does not appeal to all; if only one can be stimulated to take a deeper interest during medical school, the enterprise will have been worth the effort.
Catering to the few may not be a failure, but I find it hard to call such
courses a success. First-year students know little medicine and still tend to
think of it as "science," especiaUy in the many schools that maintain science
prerequisites for admission. The history of something not yet understood
can be baffling, while the "really" important aspects of science are construed as things that happened today or yesterday. Senior medical students
are more interested in and less daunted by history than are their junior
colleagues, because they have some practical experience of medicine and
of the specialties that interest them. As a result, courses in the final year
of medical school are intriguing and can work well in schools that have a
penultimate-year clerkship. But when clinical clerks are scattered throughout distant hospitals and consumed with responsibility for patients, examination pressure, internship applications, and career stress, they complain
that they no longer have "time" to enjoy a humanities course.
What. There is no consensus on what history should be taught to medical students. Some promote the traditional overview from the Greeks to
Gallo; others prefer to concentrate on the history of medicine only since
it became "scientific," i.e. the events of the last two centuries. Most seem
to think that students should be made aware of the great names, so that
Hippocratic facies, Osler's nodes, Cooper's fascia, and Reed-Sternberg
cells, are not eponymical throwaways but meaningful capsules of discovery
and tradition. But in a world increasingly inimical to eponyms, such content
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can scarcely be recommended as a justification. I have come to believe
that, as long as the information is accurate and relevant, the "what" does
not matter as much as the "why," the "who," and the "how."
How (or clouO. In medical school, a course can achieve credibility
either indirectly through scheduling position or directly through evaluations
(Joy, 1982b). Unless the course appears to be in "real" time, it is treated
by students as a dispensable option. Free time, study time, or self-directed
learning time is jealously guarded. When medical history is thrust into these
precious "spares" or "lunches," it is automatically vulnerable. Friday afternoons are suicidal. Instructors who agree to schedule their lessons in such
a slot have participated in their own demise.
Medical history courses are frequently offered as optional electives,
and few actually "count." The elective model arises from the conviction
that history is not really "necessary" for a student to be a good doctor
(Mazumdar, 1982; Prioresehi, 1991; Risse, 1975). When students are not
evaluated, they quickly get the accurate message that the faculty does not
think it is important. Why should they?--especially if their school has yet
to abolish examinations for other subjects. On the other hand, medical history teachers are modest and decline to "hold back" otherwise stellar candidates who would merit low grades in history. Sometimes they hide behind
the argument that history is not amenable to multiple choice questions-still a preferred form of evaluation in many schools. These instructors, like
those who teach on Friday afternoons, tacitly confirm that their discipline
is irrelevant or inappropriate.
Other medical historians have adopted essay examinations, for which
a simple pass is required (Bates, 1982). One colleague, who evaluates his
senior medical students with short narrative questions, uses the same examination every year. His students know what the questions will be, and
he is satisfied if they can produce respectable answers using only the minireal preparation such an exercise requires. Another apparently exasperated
instructor stopped teaching medical students, to focus instead on premedical students in the hope that "[t]hey will become aware of the social moulding of the profession and of medical thought before they become involved
in the profession themselves" (Mazumdar, 1982).

INFILTRATING THE CURRICULUM
I had long been contemplating an idea to "infiltrate" history into a
medical school curriculum by organizing the structure on conceptual
grounds that would integrate history with the more traditional subjects.
There have been precursors. Cecilia Mettler (1947) wrote a textbook of
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medical history orgardzed by subject, but large sections of her book reverted
to biography and chronology. Erwin H. Ackerknecht caned the integrated
type of teaching, "Oslerian" and described it as "ideal"; following his own
disappointing attempts, however, he concluded it was "Utopian," and "far
more difficult than it sounds." Nearly forty years ago, he predicted that
"the few men able to practice it will be dead or retired within the next
five or six years" (1957, p. 44).
Keeping in mind my two "justifiable" goals, I planned a little history
of anatomy during anatomy; history of pathology in pathology; history of
obstetrics in obstetrics, and so on. I realized that I could not have the luxury
of a regular slot in the curriculum and would have to accept an erratic
schedule. But I dreamed of giving presentations under the rubric o f the
science disciplines, preceded and followed by professors wearing white
coats who would give me credibility by bracketing my contributions with
their own unassailable gravitas. I imagined that the instructors in basic and
clinical science might some day be willing to "take back" their own history
teaching so that the historian could serve as an advisor rather than as the
principal instructor. I hoped ultimately to have one question on every exam.
Initially I was adamant that the most effective teaching should be just as
compulsory as the other topics in the curriculum, but [ had a few vague
ideas about interdisciplinary elective offerings in literature, film, and independent study.
My new job in 1988 was Hannah Professor in the Faculty of Medicine.
The Hannah Institute for the History of Medicine was founded by Queen's
University medical graduate Jason A. Hannah from the funds accumulated
through a private health insurance plan; with the advent of provincial
health insurance, the capital was re-directed for non-profit activities (Neilson & Paterson, 1987). There are five chairs in the history of medicine-one at each medical school in Ontario. The Hannah Institute also funds
postdoctoral fellowships, scholarships, studentships, research grants, conferences, publications, and teaching at several other medical centers in Canada. With the advent of changes in the U.S. health care system, we can
hope that humanities in American medical education will benefit in an
equally creative way.
At Queen's I had been preceded by two professional historians of
medicine and several sophisticated amateur volunteers, but no one h a d officially occupied the position for more than four years. In the job interview,
one physician--clearly partisan in the doctors versus historians debate--had
expressed the hope that I would teach "only the good things" in the past
and none of the "bad"; it was important, he said, to raise the spirits of
students who are depressed by the declining reputation of health care professionals. Made somewhat uncomfortable by his comment, I described the
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infiltrative model in my response. I was given a cross-appointment in Internal Medicine (Hematology), another in Philosophy, a pleasant office
near the medical building, and half a secretary. I assumed that, in offering
me the job, Queen's had given me the signal to test-drive my plan. At the
outset, there was only one problem: a total lack of curriculum time, a commodity I quickly discovered was something like a form of currency in academic medicine. Not all medical historians "starting from scratch" have
met with the same enthusiasm that greeted Colonel Joy (1982).
To gather hours and faculty support I made appointments (twenty-five
in all) with heads of departments and several others who were cited as
having an interest in history. The professors of anatomy and pathology were
immediately receptive and offered time from their own schedules, so that
I was teaching on the history of these disciplines within my first term. Others did not understand the request and some were hostile. The biggest opposition came from people who professed to value and understand history,
but who preferred it to stay in a special box, situated in the realm of after-dinner speeches and away from medical studies.
One basic scientist told me I could give a "talk" in the first lecture of
his undergraduate course, but I could not teach "his" medical students. He
was a "friend" of history, he said, as much, perhaps even more, than anyone
else in the medical school; however, if he were to give me just 1 of the 80
hours in his course, the students might miss something important and kill
somebody. As I walked back to my office, I thought (alas too late) of the
proper response: "If you do not give me 1 of your 80 hours to make them
skeptical about what you will teach in the other 79, then they might kill
somebodyI" I learned that institutional structures generate entrenched intolerance to multi-disciplinary study.
Gradually the barriers fell. Obstetrics, surgery, and several internal
medicine disciplines, including hematology, infectious disease, gastroenterology, and cardiology began to welcome the idea of a history component.
Since the class was occasionally divided into two or three groups, I would
sometimes be obliged to provide the same seminar three or more times a
year--a situation that taxed my enthusiasm through repetition, but one that
offered greater scope for examining rare books, role playing, and talks with
visiting experts. The prospect of a forthcoming faculty accreditation review
worked in favor of my program, and I received invitations to participate
in basic and clinical science teaching and to give faculty seminars. I grew
fond of saying that the history of medicine sessions had become the intellectual equivalent of "perAs envy": departments that did not have a history
session began to think that perhaps they should.
Two years after my appointment at Queen's University, the Faculty
of Medicine committed to a major curriculum change, which, among many
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other things, would see the structural integration of other humanities, social science, and clinical disciplines--disciplines that had few faculty but
which conceived of a broadly based relationship to the rest of the four-year
curriculum. This loose affiliation of disciplines, dubbed the "Horizontal
Phase," was inspired by the infiltrative history program. Because I was
the only faculty member using the method, I was asked to chair the Horizontal Phase Committee, made up of at least one representative from each
of Community Health and Epidemiology, Critical Appraisal, Ethics, Family Medicine, Geriatrics, Growth and Development, Health Law, Information Literacy, Nursing, Palliative Care, Psychosocial Aspects of Medicine,
Rehabilitation Medicine, and Social and Cultural Issues. In some cases,
like my own, the representative was the only expert in the Faculty for that
discipline.
The initial work for the Horizontal Phase entailed identifying important topics and the ideal time in which to present them, writing goals and
objectives for all sessions, eliminating redundancy, recognizing overlap, and
fostering of collaboration not only among the Horizontal disciplines, but
also with the more traditional topics that we came to call the "Vertical"
subjects. All learning objectives were potentially evaluable, and disciplines
were not restricted to multiple choice questions for examination purposes:
essay questions, research projects, and presentations were also acceptable
modes of assessment. This exercise greatly enhanced the involvement of
history in curriculum time and in examinations.
Now six years after my appointment, the little infiltrative course seems
to be doing well. I am participating in all courses, including the basic science that used to have 80 hours. The medical students do like history, and
I have one or two questions on every multiple choice examination and several other opportunities to evaluate with essays and projects. The faculty
have mostly been supportive and the University administration has entrusted me with other tasks, most recently the position of Associate Dean
of Undergraduate Medical Studies and Admissions.

THE INFILTRATIVE CORE CURRICULUM
There are now 17 history sessions formally written into the medical
curriculum for a minimum of 16_5 hours for each student and a potential
maximum of 30 hours, excluding electives (Ihble 1). Core "electives" are
a part of the medical curriculum and are evaluated. Several students have
done at least one history elective and a few have chosen to do all their
electives in history. Attendance is not compulsory, but all content is potentially "on the exam." Four sessions (nos. 1,12,13, and 17) are evaluated
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Table I. History of Medicine Sessions in Queen's Medical Curriculum

First Year (Basic sciencelHematologF, Oncology, lmmunolo~ Infectious Disease)
1. Heroes and Villains in the History of Medicine/Information Literacy
Assignment No. 1: Monographs
2. The History of Anatomy (structure)
3. The History of Physiology (function)
4. The History of Pathology (concepts of disease)
5. The History of Pharmacology
6. On Being a Doctor:. An Introduction to Community Health
7. Why is Blood Special: A History of Hematology
8. Plagues and Peoples: A History of Epidemics and Their Impact

Second Year (Neurosciences & Psychiatry~Renal& Cardiorespiratory Disease)
. . . . 9. The History of Psychiatry
10. William Harvey and the Circulation of Blood (brief introduction to Royal
College of Physicians film)/back-to-back with the Ethics of Animal
Experimentation, followed by group discussion.
11. The Stethoscope and the Birth of Physical Diagnosis
12. History of Epidemiology: 10-12 hrs seminar, research project, presentation
and essay
13. Critical Enquiry Elective (8 wks) occasional students

Third Year (EndocrinologF, Obstetrics, Dermatology, Gastroenterology, Rheuraatology)
14. The History of Obstetrics
15. The History of Surgery

Fourth Year (Clerkship)
16. Grand Rounds: My Current Research Topic
17. Clerkship elective (4 wks) occasional students

by research, presentation, and essay; the rest have an associated bank of
multiple choice questions or short answer essay questions that are used for
building comprehensive examinations, which take place twice in each academic year before clerkship. All but four (the epiderniology project and
compulsory electives, and grand rounds) involve the entire class. At each
session, a single sheet is distributed, with an outline of the presentation on
one side and a list of the associated evaluable objectives on the other; the
same information is available in the students' syllabus but they rarely bring
the syllabus to class. Most sessions are illustrated with liberal use of slides
in a manner informed by the recommendations of Robert Joy (1982a); and
most include "great" doctors, as well as some social history, anthropology
and Canadian or more local content--a method heartily endorsed by the
experience of Ian Carr of Winnipeg (1991).
In several sessions rare books from the University collections are
shown, including the 1555 edition of Andreas Vesalius's De Fabrica, a 1700
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Table 2. Information Literacy Student Assignment #1: "Heroes" and "Villains" in Medical
History
Divide work among members of your team.
Use Q-line and the reference section of the librar(y)(ies) to find
1. at least one item written by each person.
2. something about each person.
3. is the person a "hero," a "villain," or both? and why?
4. Think about objectives (below) and hand in brief written conclusions w/th references.
Reports can be written by whole team together or by groups within team
Team IA
Herophilus
William Harvey
Maude Abbott
Gerhard Domagk
Robert "lhit McKenzie
W'diiam Osier

Team 1B
Andreas Vesalius
Ceisus
Elizabeth Smith-Shortt
Wilfred "E Grenfell
Alexis Carrel
William Osier

Team 24
Avicenna
Amboise Pare
Henry Morgentaler
James D. Watson
Helen MacMurcby
William Osier

~
2B
Paracelsus
Rudolf Virchow
J. Lorimer "Blimey" Austin
Robert Gailo
Marie Stopes
William Osier

Team 3A
Hippocrates
Norman Bethune
Emily Stowe
Linus Pauling
Thomas Sydenham
William Osier

Team 3B
Galen
Michel Sarrazin
Claude Bernard
Florence Nightingale
Frederick Banting
William Osier

OBJECTIVES
1. to distinguish the various types of monographs (single author, edited volume, posthumous
collection, translation, facsimile etc)
2. to search Q-line for magnum effectiveness (author, subject, key-word)
3. the basics of controlled vocabularies
4. the meaning of primary sources (books by) and secondary source (books about).
5. all history (even medical history) is a process of interpretation strongly influenced by the
present.

edition of Th6ophile Bonet's Sepulchretum, and William Hunter's Atlas of
the Gravid Uterus. Monaural stethoscopes, cupping jars, lancets, scarificators, and surgical instruments are brought to respective classes for heuristic
value (Edmundson, 1993). Although the slide-illustrated lecture is the main
format, I have tried to introduce variety.
The Heroes and Villains session, which takes place in the second week
of medical school, is conducted like a game or class competition. It is both
the first history of medicine session and the first information literacy as-
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signment. With the curriculum change, Queen's medical school has become
the first in Canada (if not North America) to formally adopt a compulsory
information literacy course, taught through projects assigned in other disciplines but evaluated separately (Maranda et al.). The format of this first
session was arrived at by combining objectives of the information literacy
and history courses, and by the need to distribute a collection of Osier
writings donated by the Hannah Institute to every incoming student in Ontario medical schools (Osier, 1982).
The objectives of the session and the assignment are given in Table 2.
The class of 75 is divided into six teams. Each team is responsible for researching six figures in the history of medicine: at least one person from
antiquity, one Nobel Prize laureate, one woman, one Canadian; all teams
are assigned William Osier. Although there is no prescribed mechanism,
the teams usually elect to subdivide into pairs, each pair undertaking the
investigation of a single subject. At the beginning of a two-hour library
session, students are given a brief introduction to the health sciences library, the on-line catalogue, and the nature of monographs, reprints, and
facsimiles; they use the remainder of the time to find at least one book
written by each subject, one book written about each subject, and then to
decide if the subject is a hero or a villain or both.
The history of medicine component of Heroes and Villains is a onehour whole class session later the same day or the following day. I have
prepared a tutors' book to enable anyone else to lead the class, although
no one has yet done so. Teams are offered the opportunity to present their
research before the class in a two to three-minute pr6cis. The instructor
plays devil's advocate and offers calumny or praise from the past to counter
the claims of heroism or villainy. The whole class usually participates in
the discussion. The most successful classes have resulted in impromptu debates over the stature of Hippocrates, Galen, Osier, Robert Gallo, or Henry
Morgentaler. A memorable event took place when two students spontaneously assumed the personae of their subjects and treated their new classmates to the spectacle of Avicenna debating Paracelsus.
The first student to respond to the hero-or-villain question with a
cautious "it depends on how you look at it" (or its equivalent) is conspicuously awarded one of the Osier books. Only some of the figures can
be discussed in a single hour, but at the end of the class, all students are
given the Osier book, and all must complete a short essay. Students are
not given a mark for the assignment, but they must complete it to pass
the year. Despite the clues embedded in the objectives and what seems
to be a heavy handed approach during the whole class session, most of
the eager first-year students believe their subjects are heroes and continue
to justify their opinions in the written submissions, some of which are lay-
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Table 3. Example of Educational Objectives: History of Anatomy

TO understand that knowledge of anatomical structure has not always been important to

medicine,
To understand that dissection has been viewed with ambivalence by many societies.
To recognize the reasons for the importance and impact of the great atlas De Humani
Cotporis Fabrica (1543) (The Structure of the Human Body) by Andreas Vesalius.
To understand that although Vesalius was a doctor and his work scientific, his atlas of
anatomy was not immediately applicable to medicine,
To understand that the first results of human dissection were applied to physiology.
To know that medical students and professors resorted to hiring "Resurrection Men" or
robbing graves themselves in reaction to social disapproval of dissection.
To know that Burke and Hare murdered many people to sell bodies for dissection and that
their crime implicated a medical school and resulted in legislation to legalize means of
anatomical study.
To understand that even today not all diseases can be linked to a physical change.

ish prose monuments. A few are satisfyingly prepared to wonder why Osler
was selected for the gift; however, it has been instructive for me to observe
how resistant the entering students are to recognizing the relativism of
retrospective judgments.
The information literacy program continues with assignments linked
to biochemistry, immunology, ethic, internal medicine, and other "Vertical" disciplines. The history program mirrors this linking. For an example
of objectives used in the history of anatomy session, see Table 3. The session
can be evaluated by multiple choice questions, two of which might be selected at random for a comprehensive examination from a large bank made
up of questions pertaining to all history sessions in the year (see Table 4).
One of the later classes is the two-hour history of obstetrics session.
By the time the students are in third year they seem to be ready to think
critically about doing research in history. Inspired by Ray Arney (1982), I
use the obstetrics session to show how history participates in the present.
Over the years I have invited scholars in women's history to attend a twopart session. The first part is a lecture which examines the history of obstetrics from two contradictory perspectives: that of the obstetrician who
envisions progress; that of the radical feminist who sees it as a paternalistic
plot. In the second half of the session, I introduce the guest speaker and
begin to interview her, allowing the students' questions to take over and
direct the conversation. The history of obstetrics session has been taught
to nursing students and medical students together, at the same time, and
in the same room. The future nurses and doctors may have been told re-
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Table 4. Sample Questions from the First Year Comprehensive Examination
1. Which of the following contributed to the great success of the atlas De humani corporis
fabrica (1543) by Andreas Vesalius?
a. the quality and quantity of the illustrations.
b. it justified the authority of Galen.
e. it obviated the need for dissection of human cadavers.
d. it was written in Italian.
e. it was the first anatomical atlas printed in Europe.
2. Body snatching was
a. a product of the nineteenth-century Anatomy Acts.
b. never a problem in Kingston Ontario.
c. tacitly condoned by medical schools.
d. opposed by the Resurrection Men.
e. the crime of Burke and Hare.
3. Vitalism is the notion that life
a, can be reduced to physics and chemistry.
b. has forces peculiar only to itself.
e. persists after death.
d. can be seen as a machine.
e. is divorced from any type of "soul."
4. All the following statements concerning William Harvey's discovery of the circulation of
the blood are true EXCEPT?.
a. It relied on a demonstration of the valves of the veins.
b. It refuted Galenic theory.
c. It was conceived and supported by mathematical reasoning.
d. It was discovered accidentally in animal experimentation.
e. It was related to a notion of circles in nature.
5. Throughout history, most remedies have been recognized through
a. experimentation.
b. empirical methods.
c. historical tradition.
d. rational derivation.
e. chemical modification.

peatedly that they will be team players, but they are educated in a form
of intellectual and social apartheid that works against the successful implementation of these goals. The history of obstetrics class is the only session
that has been taught jointly between the two schools.

ELECTIVES

John Harley Warner (1991) has suggested that serendipitous opportunities for interaction with medical students may be the most effective way
of capturing students' interest. Originally reluctant to accept an elective
position for medical history in the curriculum, I have come to appreciate
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that electives need not be dangerously compromising; some students want
more exposure than others. For these individuals, the kind of infiltrative
model outlined above is simply not enough. As there are several opportunities for individual projects in our core program, I have been fortunate
to work one-on-one with medical students on a wide variety of research
topics.
Some medical students doing core electives have chosen to take my
Philosophy courses in medical epistemology as directed reading assignments; others have spent up to two or three months working on original
proposals ranging from medieval surgery to the history of spousal abuse
as a disease concept. Several Queen's medical students have benefited from
the Hannah Institute's stipends for summer research to study fur-trade
medicine, women doctors, women in isolated practice, and the history of
pediatrics, obstetrics, or medical malpractice. All projects have resulted in
formal presentations to the annual meetings of the Canadian Society for
the History of Medicine, but none have yet been published.
Individual research projects work well for students with particular
questions in mind, but there are other students who have no specific interests and yet seek horizon-broadening or escape through a humanities
experience. In my third year at Queen's, Mark Weisberg of the Faculty of
Law, and I began an attempt to satisfy these students with "Law 570: Medicine Law and Literature: Images of Doctors, Nurses, and Lawyers in Western Literature." An essay on our joint experience appears in the next issue
of The Journal of Medical Humanities.
In the last two years, I have turned to film to build on the infiltrative
core program. With the help and advice of the Film Studies program, we
launched "Medical Movie Madness" club--the Monday-night viewing of
feature-length Hollywood films about medicine. Each semester a series is
organized around a theme, such as Heroes and Villains, Psychiatry, Medical
Students, Diseases, or AIDS. We strive for a history of film component to
complement the history of medicine, by showing old films and their modern
remakes or counterparts. We discuss changing attitudes, emphasizing the
perceptions of doctors and their role in society. The movies have attracted
a die-hard handful of 5 or 6, including two former f'dm studies graduates
now in medical school, but ranks swell enormously when the feature is a
recent film, like "Lorenzo's Oil." A brief discussion precedes and follows
the showing of the film. Attendance is free, but each medical student must
write a single sentence about the movie to reflect what they might tell another medical student about it. These "sentences" are being collected with
a long-range plan to produce a bibliography of films, written by medical
students for medical students. Several other scholars are experimtenting

An Approach to History for Medical Students

169

with film in medical history in both professional and undergraduate schools
(O'Neill, 1994).
Because our Faculty is small, I have avoided building a guest lecture
series, but on request am pleased to provide historians to talk on specific
topics for individual departments with the guarantee of an audience dedicated to a particular set of rounds. From a research perspective, we have
"Friends of the History of Medicine, Science, and Technology," an interfaculty seminar group, which meets once a month over wine and cheese
to discuss research in progress. A few pre-med and medical students have
become regulars.
The one exception to the guest lecture is the 'Annual Hannah Happening," founded six years ago. Speakers who have had a prominent role
in Canadian medicine are invited to tell the students how they came to do
what they did, and why. They have included neurosurgeon E.H. Botterell,
after whom our medical school building is named; cardiac surgeon Wilfrid
Bigelow, the first to use hypothermia; retired Supreme Court Justice Emmett Hall, architect of the Canadian Health Care system; internist Barbara
Bates, author of a widely used textbook of physical diagnosis; nurse Susan
Nelles Pine, who had been wrongly accused of murdering infants in
Toronto's Hospital For Sick Children; and obstetrician Murray Enkin, the
first obstetrician to allow fathers to attend their babies' deliveries and a
supporter of the new midwife program. The proceedings are videotaped,
and copies are placed in the Queen's University Archives. In the last three
years the event has attracted considerable attention: scholars and libraries
have sought copies of the videotapes; medical students provide generous
coverage in their newspaper, they borrow the old tapes and ask about or
make suggestions for the next presentation.

PROBLEMS

The infiltrative model works well in our small faculty (75 students in
each of four years). Students become used to thinking historically at several
stages in their medical education. Opposition from faculty has mostly disappeared. Strategic positioning and examination give visibility and have
helped encourage the attendance of a few, who normally would not attend
history classes and who hopefully have not been too bored by them. Those
who cannot answer the history questions on the examinations will still become doctors, but they will not be at the top of the class. By the end of
their four years, students will have heard at least once about most of the
eponymical "great" men and women, the "great" ideas, and the "great"
discoveries. They also will have heard about a few "great" iatrogenic dis-
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asters. However, it would be wrong to suggest that students emerging from
the core course have learned how to "do" history or are even able to recall
names, dates, and places of all major events.
The main problem with the infiltrative course is that it is diffuse and
its results can be patchy. Months or years later, I hear students misquoting
my words of wisdom, and forcing me to the unpleasant realization that
without reinforcement the teaching is easily (and innocently) twisted. Students complain about the lack of a designated textbook. I resist and keep
reminding them that the library is full of general and specific books on the
history of medicine, but they keep hoping that I will simply order a textbook
(preferably paperback), which gives all the "truth" about the past. With
the exception of the outdated work of Mettler (1947), few introductory
books of medical history are written in an "infiltrative" manner--most
adopt a chronological or national perspective. Some books make excellent
use of stories, but those that suitably emphasize broad concepts rather than
names, dates, places, are difficult to find. Students have asked me to distribute my own notes, or to write a book for the course. I provide supplemental bibliographies to interested students; however, the longer I teach
history in the medical school, the less comfortable I feel about authoring
a work that could be construed as the "latest word" on the subject.
Most students give positive feedback. The vast majority of first year
students have responded to an anonymous annual survey with the claim
that history of medicine is "important." Some complain about the content,
partly it seems because they simply do not like what I am trying to tell
them. The complaints might suggest that the teaching has been effective,
because it has encouraged the complainers to think, but all criticisms are
painful, especially when they come out of the blue. For example, the introduction to the community health program invites students to recognize
that traditional assumptions about doctor-patient relationships are changing; in the midst of my spiel one young man put up his hand and said,
"What's your point? If it's all so different, we might as well go home."
Similarly, the history of obstetrics lecture was criticized by one medical student for being "deliberately and manipulatively provocative [from a feminist
perspective]" and by another (at the same time) for being "paternalistic
and chauvinistic in the extreme." Since I strive for balance, both comments
hurt; but, because there are few other moments during which women's issues are raised in our school, the second hurt more than the first.
I also have been criticized for not saying enough about non-occidental
medicines. I find this grievance difficult to understand, although I know
historians at other professional schools hear it too. Not only am I poorly
prepared to provide such instruction, but the criticism seems unfair. My
task is to teach the history of medicine as we know it. Without pretending
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our medicine is the only form of medicine, I think it is fair to say that the
medicine taught in Canadian schools/s occidental and has occidental roots,
whether we like it or not. How often are the surgeons criticized for not
providing enough information about bloodless surgery and faith healing?
How often is the rheumatologist slammed for leaving out tissanes, homeopathy, acupuncture, and moxa? It seems that in discussing "past" medicines, the historian is the only person who appears to refer to "alternative"
medicines; she thereby makes herself vulnerable to the complaint of leaving
out those alternative medicines that had little or no relationship to the
medicine being taught in the school.
I know there are lacunae in my program: a completely different selection of topics could give equally positive results. Recently, however, I
have become aware of overlap with other courses, as a few students have
taken to "telling on" other professors who use history in their lectures.
Thus I learn of a pathologist who describes the career of Virchow and an
infectious disease clinician who mentions Pasteur and Semmelweis. I follow
up on these leads, hoping that I can retool my offerings to include other
subjects in my own sessions, by "signing out" portions of content to the
scientific experts. But I have had little success in passing my instruction
over to them, and I worry about other areas of redundancy that do not
come to my attention. Unable to stimulate the clinicians and basic scientists
to teach history and doubting the reception a classicist or a medievalist
might receive in my school, I have not had the courage to attempt the
Rabin and Reece (1982) format. It is possible I underestimate the tolerance
of my students.
Finally, I have been criticized for using examples from my own research to illustrate points throughout the program, examples that tend to
emphasize France over England, Canada over the United States. Since I
do not place much emphasis on place or person in the examinations, and
since I wish to draw attention to the nature of historical research, I receive
this criticism as a compliment and do not address it, except to make explicit
that the "examples" are from my own "research," and will not be "on the
exam." I recognize however that this criticism is the most fundamental of
all, because it attacks one of the two overriding goals of my program.

CONCLUSION
Course content is probably less important than purpose and method
in providing a meaningful history experience for future physicians. Subordinating the canons of history and traditional course structure to the demands of an academic medical program means sacrificing some historical
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substance to gain a heightened sensitivity. It will not work for everyone,
nor will it work evet3rwhere, but the infdtrative core course in combination
with electives is fairly successful at Queen's University. I have been greatly
helped by a small student body, a receptive Faculty, a fortuitous curriculum
change, and the freedom of a free-standing appointment within the medical
school.
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