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Should medical humanities become part of the core curriculum in medicine? This paper describes the
experiences of one medical school that decided it should. The paper describes the professional and
academic rationale for this decision, the process by which it was implemented, the structure of the
course, the strategies for assessment of students’ work and the results of a teacher evaluation.

ow can medicine discern when a fundamental change
in its values is required? This was one of the
far-reaching questions asked by an international group
of experts for their report on the goals of medicine.2 Although
many aspects of medical education remain relatively constant,
the goals on the interpersonal side tend to shift as every new
generation gives a different answer to the question: what do
we want of our doctors? For a time, diagnostic and technical
skills seemed paramount. But many of today’s patients claim
that a third skill is equally important. Benjamin described
how, for thousands of years, the doctor’s basic toolkit
consisted of “the herb, the knife and the word”.3 Yet somehow
this last has not been pursued with the same vigour as the
other two.4 Doctors need humanistic skills. Perhaps more than
at any time in the past, we need doctors who are able to
respond sensitively and helpfully to their patients’ emotional
needs.
Although there is a large range of treatments available to
cure many of the most prevalent illnesses, there are still many
conditions that are not amenable to fast, successful treatment.
Furthermore, doctors whose patients have, for example,
cancer, heart disease, arthritis, or mental disorders must
increasingly offer treatments that in themselves cause suffering. For many patients the technological side of medicine can
elicit dread. Anticipatory fear of side effects may mean that
visits to the doctor are postponed or recommended treatments
and drug regimes are not followed. The dramatic rise in the
number of patients attending alternative practitioners
suggests that many people may now prefer the consolation of
kindness to the perceived physical and psychological harshness of modern medicine.5
Thus it could be argued there is an increased need for doctors to be able to understand and respond to a variety of emotions in their patients, and many have further argued that the
study of medical humanities could be “a means of producing
more empathic and effective doctors”.6 Before attempting to
introduce a new discipline, it seemed appropriate to look at
existing strategies. There was already a good communication
skills course in the core curriculum. But knowing the
techniques of good communication does not necessarily mean
that a doctor will use them. This problem, in turn, was
addressed in part by the introduction of medical ethics. The
duties owed the patient include respect for autonomy, beneficence and non-maleficence, and these provide a clear rationale
for the use of good communication skills in every doctorpatient interaction.
But even if young doctors know how to communicate
understanding, and know they have a duty to do so, there is

still the problem of knowing when and how to recognise what
is needed. How can young students with little experience of
life or suffering be expected to understand at a deep level,
what their patients are going through? Paradoxically, at the
very time when society is asking for doctors who have an
increased understanding of patients’ thoughts and feelings,
we continue to attract students whose backgrounds have left
them less, rather than more, able than many of their contemporaries to cope with these requirements. This is not the fault
of the students or the selection processes. Medicine still needs
exceptionally good minds to cope with the extent and depth of
knowledge essential for safe practice. It does mean, however,
that curricula need to be reshaped to take account of the new
requirements.

SQUEEZING CURRICULUM TIME
Competitive pressure on the curriculum has been described as
the norm for as long as there has been a discipline of medical
education, but it does seem to have intensified during the last
decade. During that time, if not earlier, almost every major
discipline in arts, law and social sciences has developed a
branch that contains an interface with medicine, many of
these achieving strong acceptance within their base disciplines.
The rise of these subspecialties has had a mixed reception
from medicine. As noted above, some, such as philosophical
medical ethics and psychology’s communication skills, have
been accepted by many educators and incorporated into the
medical curriculum. Others, such as health economics and
medical anthropology, have been regarded as peripheral. Some
educators have welcomed these disciplines’ broadening
perspectives; others have regarded their proponents as
“academics who congregate like vultures at the margins of
medicine” merely to reinforce their own professional status.6
Supporters of the new initiatives in medical humanities argue
that medicine is the better for being aware of, and knowing
something about, these new subdisciplines.
In many schools, controversies have been settled and
curriculum pressures partially solved by introducing options

Author’s note: This is one of a linked pair of articles about
making medical humanities a core part of the medical
curriculum. The other paper gives specific details of the
courses offered. These include titles and brief descriptions, as
well as a complete student essay.1
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Figure 1: Pressures on the medical curriculum. Core sciences are central to clinical sciences. Other disciplines have contributions to make

or special study modules (SSMs), a tacit acknowledgement
that while these subjects may be of interest and relevance to
doctors, they are not core. To introduce new elements into the
core curriculum, a stronger case must be made.

REASONS TO INCLUDE HUMANITIES IN THE CORE
CURRICULUM
1. To increase understanding of the human condition
As mentioned above, the first, and to most people the most
obvious, part of the rationale for the introduction of medical
humanities is that studying the human condition from the
perspective of one of the arts or social sciences, may lead students to a fuller understanding of their suffering patients.
Furthermore, in the future this fuller understanding of
patients may, in turn, lead to a better understanding of illness
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itself, offering better insights into its nature, causes and outcomes. That is, instead of being merely additive, study of the
humanities may be integrated into medicine by means of new
and as yet little understood pathways.7
For many years, the primary requirement of core medical
training could be summed up by referring to the development
and production of a safe doctor. But today, many would argue
that the phrase “safe doctor” should include the ability to
interact with patients in a perceptive manner. Patients do not
feel safe, and may not even be safe if doctors either fail to
communicate, or do so in such an insensitive way that their
advice goes unheeded. Failures in communication and understanding are said to contribute a disproportionate amount of
the difficulty in cases coming before medical disciplinary
committees. A minimum amount of training in at least some
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aspects of medical humanities may lessen the likelihood of
this happening, as students learn the critical value of the doctor’s verbal and non-verbal responses to their patients.
2. To expose students to the critical analysis of ideas
A second, and to some more persuasive reason for studying
the humanities has to do with the nature of medical
education. Of necessity, technical competence in medicine
requires the acquisition of a series of specialist vocabularies—
the languages of biochemistry, genetics and pharmacology as
well as the traditional languages of anatomy, physiology, and
the clinical disorders. This in turn means that much of the
student’s time must be given to memorising. Yet such is the
continuing popularity of medicine that it attracts some of the
most able students in every generation. In evaluating the curriculum, many educators point regretfully to the absence of
opportunity to expose this particular group of students to
higher order cognitive challenges, especially those involved in
the critical analysis of ideas as exemplified in such disciplines
as philosophy, classics and law.
3. To make more allowance for individual differences
It could also be argued that where students have had the benefit of a short compulsory course in one of the medical
humanities early in their training, they are better equipped to
select an individual pathway consonant with their individual
interests and long term career goals. Many students, having
done the compulsory component may decide these disciplines
are not for them. Having derived the known benefits of study
in these areas, they are then free to choose further options
with a clear medical or research base. Others, however, having
discovered an interest in one of the humanities, can be given
the opportunity to continue study in their chosen field.
Thus the introduction of medical humanities as a core part
of the curriculum may help to moderate the “conveyor belt”
aspect of medical education, an advantage already experienced by schools running successful options programmes.
When this happens there is a double benefit because it not
only provides for individual differences among students but
also allows them to think more carefully about the variety of
careers which can arise from the basic training. Medical
graduates go off in a wide range of directions, from
ophthalmic surgeon to psychiatrist, from endoscopist or radiologist to general practitioner specialising in family problems.
These specialties require different temperaments as well as
different skills. Thus it could be argued that courses that take
account of, and allow for, the development of differences in
temperament might contribute more to the overall needs of
the discipline of medicine. Since competitive entry into medical school still means students are in the main obliged to follow uniquely scientific pathways, many have to defer interests
in the humanities. Where the study of humanities is not
introduced, at any level, doctors can graduate from medicine
ignorant of the very existence of the humanities’ contributions to their discipline. It could be argued that such graduates
are educationally deprived, since they don’t know what they
don’t know.
4. To provide pockets of expertise and lifelong interests
Where students have been given a choice of discipline within
medical humanities (such as in the system described below)
there have developed small groups of students in every cohort,
with specific, extra knowledge. These have come to provide
“pockets of expertise” for their fellow students. It means that
within every class of medical students, a few will become
known among their peers as the ones with some, albeit
limited, knowledge of how, for example, the legal or political
systems work. Students who have begun their studies as
undergraduates in these areas may find in them the basis for
lifelong interests. Some will have expertise in medical sociology, medical archaeology or anthropology, some will have been
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introduced to medical issues in art, literature, history, or theology. Students who become known for their particular interests or skills may be able to offer informed opinions when
their future colleagues are thinking about related problems.
It is also our hope that, at the individual level these interests
might stand students in good stead in the future. They may
help by providing an alternative perspective (anthropology,
sociology, history), a breadth of interest (art, literature) or
involvement (law, politics, theology) which could help in coping with the rigours of professional life.

THE ROUTE TO ESTABLISHING A NEW COURSE
A series of committees over the years tackled what became
known as “the whole person” problem. This appeared to have
a double application. The first referred to treating the patient
as a whole person, which included the duty to respect patient
autonomy as well as the duty to learn and use good communication skills, and sought to advance a more compassionate
understanding of the patient’s situation through the study of
the humanities. The second application was to the doctor, who
as “a whole person” him or herself would not only be enabled
to better understand the patient’s problems and suffering, but
be better able to cope with them, sustaining less personal
stress and having more personal resources for coping with the
inevitable pressures, crises, and tragedies which all medical
practitioners encounter in the course of their duties.
Earlier committees were less than successful, having drawn
all they could from psychology and sociology. A later, interfaculty committee, consisting of representatives from arts
disciplines as well as medical specialists, fared better. Lengthy,
often spirited debates resulted in agreement on two principles
which would underlie all decision making in the introduction
of the humanities into the medical curriculum.
The first non-negotiable requirement was that courses
would be taught only by people accredited and approved by
the discipline. No matter how enthusiastic the would-be
lecturer, he or she would not be invited to teach unless the
head of the corresponding department in the arts or law faculties approved the appointment. This was the primary
requirement of the arts faculty committee members. For the
medical committee members, the primary requirement was
that each course should be clearly relevant to medicine. No
matter how fascinating or topical the current issues within the
discipline, the course had to be such that studying the material would result in improved patient care.
Papers were designed and trialed as option papers for the
first five years. This gave the opportunity to refine course content, respond to suggestions (both lecturers’ and students’)
and solve assessment problems. Then, for the first time, in
2000, the medical humanities elective became compulsory.
Eight courses were offered from which all second-year
students, no matter what their background, were required to
select one. The courses were from the disciplines of law, philosophy, sociology, political studies, classics, English literature,
history, and art history. Students were asked to give first, second, and third choices, but such was the spread of students’
interests that almost everyone got their first choice. Average
class size was fourteen, and none was larger than eighteen.
Teachers were enlisted from a variety of sources, but as
agreed, all were ratified by their base disciplines in the other
faculties. Some were recent PhD graduates; others were
recently retired. Each consulted individually with the medical
humanities coordinator about the design of an appropriate
paper. In line with the overall goals of the course, the critical
analysis of ideas was to be given a central role. Small group
sizes ensured that all students could be given the opportunity
for discussion and debate. In fulfilment of the requirement
that all papers should be seen to be relevant to improved
patient care, particular attention was paid to content. None of
the disciplines had any difficulty in selecting such material.
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ASSESSMENT AND EVALUATION
Policies and strategies regarding both student assessment and
staff evaluation were agreed on at meetings held before the
courses began. Policy decisions on assessment were made by
the group. Most teachers decided to give about 30% of the
marks to a seminar presentation and 60% to a final review or
research essay. It was considered undignified to give a mark
for attendance, but since debate and discussion were key elements of the course, most teachers gave 10% to “contribution
to class discussion”.
It was thought there might have been difficulties attaining
intergroup consistency in assessment. All final essays and
teachers’ mark sheets were handed in to the coordinator so
that distributions could be checked. Teachers were assured
they would each have the final say in rank ordering. Even so,
some of them said they would be very reluctant to have someone else adjust or realign their overall mark distribution for
any reason. Others feared that if students thought it was
easier to gain high marks in a particular discipline, enrolments
in subsequent years might be distorted.
As it happened, marks and distributions were remarkably
consistent. Teachers were pleased with the responsiveness,
intelligence and originality of the students and were happy to
accept a recommendation that so far as possible, marks
conform approximately to a normal distribution curve. Final
marks were consistent across all groups.
Towards the end of the semester, all the courses were independently evaluated by staff from the Centre for Professional
Development (CPD). Most items were selected from a
standard item bank. In addition there were some new items,
designed to find out what students thought of the introduction of a compulsory medical humanities course into the second year of medical training. Teachers approved all items in
advance.
The student response rate was 91% (106 evaluations out of
a possible 116 students enrolled in the course). Raw data were
given in a five-column grid, reflecting responses to questions
(strongly disagree, disagree, neutral or don’t know, agree,
strongly agree). Data were manipulated by CPD staff to give a
mark out of ten.
On the standard items, ratings for the medical humanities
teachers were either comparable to ratings from university
staff as a whole, or better. For example, the mean rating for
humanities teachers on the item “Lecturer responded to
students’ questions in a constructive way” was 8.07 compared
with the university-wide figure of 7.35. All humanities teachers rated higher than the average for all university teachers on
the item “Lecturer showed enthusiasm for the subject”, with
five teachers gaining scores above 9.00 compared with the
university-wide average of 7.88. These high scores were informally ratified by several instances of unsolicited student comment and particularly applied to the two papers which gained
the highest aggregate ratings from students, Politics of health
care delivery and Medicine in literature. The overall high
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scores in this area may, however, be in part an artifact of the
newness of the courses, reflecting the “optimism and
promise” remarked on by Meakin and Kirklin.8
In addition to teacher ratings, students were asked their
opinions on whether medical humanities should be included
in the curriculum at all. Responses to these items showed
wider variation than the teacher ratings. For example, average
responses to the item: “The course opened up new areas of
interest for me” fell between 5.56 and 8.46 with a mean of
6.88. Unfortunately, as students later pointed out, this item
was not well designed. Some students who had enjoyed English literature at school may have responded “disagree” or
even “strongly disagree” on the grounds that the course was
not a “new” interest.
The item: “The medical humanities courses are an interesting addition to the medical curriculum” received a mean score
of 7.00 with a range from 5.47 to 8.46. Since it was well known
that some science-oriented students (and faculty members)
were not in sympathy with the new initiative, a bi-modal distribution on these items was expected.

FOLLOW UP
In the third year of their undergraduate degree students have
the opportunity to take one more options paper. Some
students chose to further their studies in the humanities by
taking a related or more advanced paper in arts, law or social
sciences. Other students chose medical research options or
other specialist medical papers.
It is not known whether these new initiatives will be
continued in the future. Much will depend on the commitment of staff and senior faculty members, which in turn
depends on whether they remain convinced of the academic
and professional value of the papers. On the larger stage, such
initiatives need to be accepted and ratified by community
groups who in their turn represent the wider society. Like all
curriculum changes, courses in medical humanities will need
to be constantly reassessed and re-evaluated to ensure they
continue to contribute to the training of the kinds of doctors
contemporary society needs.
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Abstract
The ﬁeld of medical humanities has attracted serious and growing interest among medical educators around the globe in recent decades. This entry
examines how the concept of medical humanities
was born, how the ground for its integration into
medical education was prepared, and how it
gained institutional standing. It then deals with
the nature of its impact on the world of professional medicine, the problems of deﬁning the
term, its current status in medical education, and
the challenges that it needs to overcome if it is to
consolidate and enhance that status.
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Introduction
Medical and other healthcare educators around
the globe have devoted increasing attention to
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“medical humanities” as a ﬁeld of study and
teaching in medical and allied healthcare curricula
in recent decades. They seem today to have
reached something of a consensus on the need to
emphasize the study of disciplines belonging to
the humanities (including ethics, philosophy, history, religious studies, literature, the arts, and
others) at various levels in both medical and
related healthcare education.
Educational and research institutions focusing
on medical humanities have been founded in various countries, many conferences on the subject
have been held at both national and international
level, and books, periodicals, and webpages on it
have proliferated. This entry examines how the
concept of medical humanities was born, how the
ground for its integration into medical education
was prepared, and how it gained institutional standing. It then deals with the nature of its impact on the
world of professional medicine, the problems of
deﬁning the term, its current status in medical
education, and the challenges that it needs to overcome if it is to consolidate and enhance that status.
At the outset, however, something needs to be said
about the elements that the concept of medical
humanities attempts to harmonize.
The term “humanities” has a broad and somewhat blurred meaning. Scholars usually deﬁne the
word in two ways: the ﬁrst deals with content,
categorizing the disciplines considered to comprise the humanities by listing a set of topics
generally felt to be relevant, and the second
focuses on the methodology common to these
speciﬁc areas of study and the type of inquiry
traditionally associated with them (Newell 1987).
This second deﬁnition highlights the characteristic ways in which the humanities are pursued
(including reﬂection, speculation, inspiration, and
evaluation) that involve engaging individuals in
reﬂective, creative expression, and in conceptualizing the human spirit. Using this methodology,
the humanities focus on the dimensions of our
lives not susceptible to empirical investigation,
though they neither ignore nor deny the results
of such investigations (Newell 1987).
Combining these two ways of deﬁning the
term, the humanities can be said to be the disciplines that help us to know ourselves, including
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our values and what it means to be a human being,
through reﬂection, speculation, inspiration, and
evaluation rather than by empirical or scientiﬁc
methods. Historically, then, the humanities have
dealt with fundamental questions of human values
(Pellegrino 1979).
The fact that science cannot claim to be “valuefree” certainly does not mean that questions of
human values should be considered freely or holistically, without reference to science. But in making
clinical decisions on questions like as prolonging
life, abortion, or dangerous diagnostic and surgical
procedures, physicians do need to take account of
the religious or other personal values of the patient
and society and to interweave all such elements in
the eventual decision on every individual case. Science cannot address these problems nor arrive at
answers to them in isolation. Rather, greater consideration of the humanities can provide us with ideas
about how to deal conﬁdently and sensitively with
the qualitative phenomena of human value-related
issues. Therefore, the humanities need to be incorporated into the curricula of medical education.

Formulating the Concept of Medical
Humanities: Peabody, Pellegrino, and
Clouser
The concept of medical humanities emerged in the
USA in the twentieth century in response to a fundamental philosophical question; what is medicine
or medical practice? The most distinctive feature of
medicine in the twentieth century was its close
identiﬁcation with science. This so-called scientiﬁc
medicine or medical science spread throughout the
West and into the wider world, including Asia, the
Middle East, South America, and the countries of
Oceania. Even though indigenous or traditional
medicines still exist in most of regions or countries,
scientiﬁc medicine or Western medicine has been
widely accepted. Its pervasive inﬂuence means that
when we examine the curricula of medical science
instruction in medical schools, medicine as a discipline seems in essence to be equivalent to science, to
be a solely science-oriented discipline.
But the need to understand medicine not simply as a science but as something more complex
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has long been recognized. The respected US clinician, Francis W. Peabody, believed that the
practice of medicine should also involve a holistic
relationship between physicians and their patients
in the broadest sense, on the grounds that medical
practice “is an art, based to an increasing extent on
the medical sciences, but comprising much that
still remains outside the realm of any science”
(Peabody 1927).
In the late 1960s and early 1970s, the scholar
who most clearly grasped the essence of the central problem about medicine and medical practice
that Peabody had raised was another prominent
US physician and philosopher, Edmund
D. Pellegrino. He emphasized that the complex
nature of medicine is not the province of medical
science and biotechnology but can only be understood with the aid of the humanities that stand
outside of the realm of science.
Rapidly increasing knowledge and the everwidening use of technology in medical science
have extended the range and effectiveness of medicine, but have also created new problems in the
process. Since technological development will certainly continue, greater attempts need to be made to
encourage a focus on the humanities, because in
both medical education and practice, there is a
concern that medical technology can crowd out
medicine’s traditional concern for human values
by overemphasizing its scientiﬁc aspects. So
while it will inevitably remain technical in many
aspects, medicine and medical practice need to
address questions about values, including
moral ones.
Pellegrino certainly recognized the importance
of doing this, warning us that the gulf between
technology and human values is at its most dangerous in the case of medicine, where the focus is
on human beings and the human condition and
consequently where the emphasis on science and
the consequent neglect of human values and the
humane dimension can dehumanize patient care
itself (Pellegrino 1979). He argued that medicine
cannot and should not try to separate the scientiﬁc
dimension from the humanistic one, either practically or philosophically. Clinical decisions need to
be considered in both the scientiﬁc and the humane
dimensions; medicine must be both objective and
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compassionate.
Pellegrino
captured
its
multidimensional essence in a maxim of acute
perception; “Medicine is the most humane of sciences, the most empiric of arts, and the most scientiﬁc of humanities” (Pellegrino 1979, p. 17).
This insight into the close relationship between
the disciplines of medicine and the humanities
was built on by the US philosopher and medical
educator K. Danner Clouser, who advocated that
the humanities should play an integral, although
subordinate, part in medical education. This
reﬂected his underlying conviction that medicine
exists primarily and fundamentally as a body of
science. The humanistic disciplines were to be
added to this, but only secondarily and peripherally; their role was to enhance the ability of medical science to heal patients by facilitating a more
effective patient-physician relationship through
an understanding of its humanistic aspects. On
this view, medicine could use the humanities to
improve the outcomes of treatments that were in
essence scientiﬁc (Clouser 1997).
Clouser suggested the relationship of the
humanities to medicine could be clariﬁed by
determining and deﬁning the core of medicine
and medical practice. A philosophical examination of “purely scientiﬁc medicine” was crucial to
deciding whether or not the humanities could
relate to it, and Clouser’s method was to start
with as broad a conception of medicine as possible
and then move gradually to a smaller and smaller
core until something that was “purely scientiﬁc
medicine” came into focus. So he began with a
survey of the entire practice of medicine, in which
he included diagnosis, therapy, prevention, education, distribution, research, and technology; the
disciplines of the humanities were relevant in
some of these areas, he argued, including questions of “allocation, rationing, costs versus quality, ranking, pedagogy, and historical parallels and
insights” (Clouser 1997, p. 27).
Further analysis of the relationship between
medicine and humanities suggested to Clouser
that patient-physician interactions are integral to
medical care, since “diagnosis” and “therapy”
focus primarily on such interactions. He argued
that diagnosis and choice of treatment should not
exist independently of any consideration of the
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concerns found in the humanities, since they can
genuinely beneﬁt from a deeper understanding of
a patient’s goals, values, beliefs, lifestyle, and
view of suffering. He went on to question whether
“disease” and “lab tests” should be viewed as
“purely scientiﬁc medicine,” noting that the deﬁnition of something as a disease is not just
grounded on scientiﬁc-based observations, but
takes the form of a value judgment. What constitutes a disease was, for him, not a matter for
scientiﬁc determination alone; the central concept
of medicine itself is thus value-laden (Clouser
1997).
Concluding that “purely scientiﬁc medicine”
could not exist, Clouser described the relationship
of the humanities to medicine using the “Baby
Swiss Cheese Model,” in which the cheese represents medicine and the holes are the humanities.
While the holes are both smaller and more numerous than the body of the cheese, they permeate it
so diffusely that they must be said to be part of
it. Any attempt to exclude them is impossible; in
exactly the same way, medicine cannot exist without the humanities, since “[h]umanistic issues are
in, under, and through medicine. Medicine is shot
through with value issues (although they are not
all necessarily ethical values)” (Clouser 1997,
p. 29).

Preparing the Ground for the
Integration of the Humanities into
Medical Education
Two organizations, the Society for Health and
Human Values (SHHV) and the Institute of Society, Ethics and the Life Sciences (later known as
the Hastings Center), played important roles in the
process by the time humanities began to make a
contribution to medical education.
The SHHV was the ﬁrst formal gathering of
medical school faculty from across the USA to
commit its members to promote the understanding
of human values and humanities as an essential and
explicit dimension of professional medical education and to reﬂect this in medical education curricula for which they were responsible. The Society
endeavored to encourage and promote informed
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concern for humanities education in medicine in a
variety of theoretical and practical ways. These
included working “to facilitate communication
and cooperation among the professionals from
diverse disciplines who share such an objective. . .
[and] to support critical and scholarly efforts to
develop knowledge, concepts, and programs dealing with the relation of human values to education
for the health professional” (Barker 1987, p. 40).
To promote these aims, ﬁve binary areas considered signiﬁcant to the development of interdisciplinary human values teaching were selected for
attention. They were literature and medicine, history and medicine, religion and medicine, the
visual arts and medicine, and the social sciences
and medicine. Each group dealing with one of
these pairs (except history and medicine)
published the fruits of its discussions as Healing
Arts in Dialogue: Medicine and Literature
(Joanne Trautmann, ed., 1982), Medicine and
Religion: Strategies of Care (Donald W. Shriver,
Jr. ed., 1980), The Visual Arts and Medical Education (Geri Berg, ed., 1983), and Nourishing the
Humanistic in Medicine: Interactions with the
Social Sciences (William R. Rogers and David
Barnard, eds., 1979).
These reports outlined areas of joint interest
that might provide the basis for future interdisciplinary teaching and research. Their authors
believed that there was much to be gained from
the interaction between medicine and other disciplines, notably in exploring the ways in which the
new sciences were impacting our understanding
of the human condition. They argued that the
various disciplines belonging to the humanities
could not only contribute to medicine and medical
education in general but also provide rich sources
of insight into the problems faced by providers of
healthcare, especially when dealing with difﬁcult
situations involving patients and their families.
A second organization, the Institute of Society,
Ethics and the Life Sciences, also did valuable
work in making it possible for the humanities to
contribute to medicine. ISELS (now known as the
Hastings Center) is one of the world’s most prestigious bioethics-related educational and research
institutions. It initiated projects of its own to treat
not only bioethical issues but also the broader
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ones of the humanities, based on a ﬁrm belief in
the enduring importance of the humanities to civic
life and a desire to bring about a more satisfactory
relationship between the sciences and the humanities (Callahan et al. 1984).
The Hastings Center set up its “Project on
Applied Humanities and Public Policy
(1981–1983)” to explore the contributions that
the humanities could make to medicine and the
relevance of “applied humanities” to certain speciﬁc medical ﬁelds. One such scholar involved in
the project, Eric J. Cassell, produced a monograph
entitled The Place of the Humanities in Medicine
in which he promoted Pellegrino’s belief in the
signiﬁcance of the humanities for medicine,
encouraging medical humanities educators to
incorporate the humanities into medical education
on the grounds that they “have always had a place
in medicine, and that they will play an increasingly important, necessary, and speciﬁc role as
medicine evolves beyond its present romance
with technology toward a more balanced view of
the origin and treatment of illness” (Cassell 1984,
p. 6).
Cassell emphasized the problems created by
science-oriented curricula in medical schools. He
recognized that superb training in the relevant sciences is the hallmark of contemporary medical
education, but was concerned that those who
taught medical students these sciences had found
it necessary and acceptable to depersonalize the
human body; the development of experimental
and statistical methods had persuaded the body to
yield up its secrets so consistently that scientiﬁc
generalizations could be reached that were utterly
divorced from the individuality of patients. The
pressures of a science-oriented curriculum meant
that for decades the need to re-personalize physicians’ learning and teach them how to apply the
generalities of science to individual patients had
been relegated to the periphery in medical schools.
Cassell went on to identify the dearth of reﬂective opportunities for medical students and qualiﬁed professionals as the central problem of
medical education and practice. Exceptionally
busy schedules left both groups with almost no
time to reﬂect on their behavior as learners and
practitioners, even though they felt dissatisﬁed
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with this situation. Like Pellegrino, Cassell
attempted to solve this and other problems of
medicine by incorporating the humanities into
medical education under the aegis of liberal arts
education, arguing that “Science cannot solve
many of the problems that loom on medicine’s
horizon. Thus, like it or not, interested or not, in
the decades ahead medicine will pursue scholars
in the humanities until they and the humanities
produce what medicine needs” (Cassell 1984,
p. 54).
Cassell believed that if the sick, rather than
their diseases, were to become the new focus of
medicine, physicians needed the valuable perspectives offered by the humanities that constituted the core of a liberal arts education. They
could bring to the fore the humanistic aspects of
medicine, what Cassell called the art of medicine.
He identiﬁed four different but interrelated skills
that a liberal arts education could develop in aspiring physicians: the ability to acquire and integrate
subjective and objective information so as to
make decisions in the best interests of the patient,
the craft of strengthening and utilizing the relationship between doctor and patient for therapeutic ends, an appreciation of how sick persons (and
doctors) behave, and effective communication
skills (Cassell 1984).

The Institutionalization of Medical
Humanities Education
Today the medical humanities are taught in a variety of ways across the globe, but these all have a
common parent in the USA. In 1967, the Pennsylvania State University was the ﬁrst to establish an
academic department of the humanities in its College of Medicine at Hershey, teaching three disciplines: history, literature, and philosophy. The
College created an innovative curriculum focused
on engendering a better understanding of families
and their resources within communities, the inﬂuence of lifestyle and behavior on the prevalence
and impact of disease, and the philosophical, spiritual, and ethical aspects of healthcare.
The institutionalizing of medical humanities
advanced further in 1973 with the establishment
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of the Institute for the Medical Humanities of University of Texas Medical Branch at Galveston to
promote the “apperceptive and appreciative apparatus” and “varied and enlarging cultural experience” that can act as a complement to scientiﬁc
knowledge in its application to the practice of
medicine. The Institute pursued this goal by
encouraging multidisciplinary faculty members to
offer humanities programs including art, drama,
history, law, literature, philosophy, and religious
studies across the 4-year curriculum of the school
of medicine, as well as in its residency programs.
This appeared the second medical humanities program in the USA, and a graduate program offering
interdisciplinary MA and Ph.D. degrees in medical
humanities made its appearance in 1988. This was
the ﬁrst Ph.D. in medical humanities anywhere in
the world.
Academic journals dealing with the humanities
and medicine began to be published in the early
1970s. The Hastings Center Report, the ﬁrst of
these, appeared in 1971 and focused in particular
on ethical issues in medicine and healthcare and
on public policy. In the UK, the Journal of Medical Ethics, which began life in 1975, likewise
concentrated on ethical issues in ﬁelds. In addition
to speciﬁc ethics journals such as these, crossdisciplinary ones started to appear in the late
1970s and early 1980s that would become pivotal
to the ﬁeld of medical humanities, notably The
Journal of Medicine and Philosophy (1976), the
Journal of Medical Humanities and Bioethics
(1979), and Literature and Medicine (1982). The
Journal of Medical Humanities and Bioethics
subsequently dropped the second part of its title
to become simply the Journal of Medical Humanities, and the Journal of Medical Ethics began to
issue a special edition of Medical Humanities in
2000; this was an acknowledgement that while
there are close ties between the ﬁelds of ethics
and the humanities, the perspective of the latter on
issues does differ from that ethics and bioethics.
Nonetheless, these journals helped to internationalize the ﬁeld of medical humanities and amplify
its impact.
Such publications helped spread educational
medical humanities programs from the USA to
other countries; in 2003 a journal, Academic
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Medicine, published a special issue noting the
existence of such programs in Canada, Croatia,
Germany, Norway, Sweden, Switzerland, the UK,
Argentina, Australia, New Zealand, Israel, and
Taiwan. In the UK, for example, the ﬁrst unit
devoted to the ﬁeld of medical humanities was
established by the Center for Philosophy and
Health Care at the University of Swansea, which
launched an M.A. in medical humanities in 1997
whose core was philosophical inquiry but which
also utilized the methodologies of history, anthropology, and sociology, literature, the visual arts,
and others. Medical humanities programs have
continued to expand in the UK since then, with
three professorial chairs in the ﬁeld being
established: one at the University of Swansea in
“Healthcare and Medical Humanities,” another at
the University of Durham in “Humanities in Medicine,” and a third at King’s College, London, in
“Medicine and the Arts.” Specialized degrees are
now offered at Leicester (M.A. in Medical
Humanities), Swansea (M.A. and Ph.D. programs
in Medical Humanities), Bristol (B.A. in Medical
Humanities), and King’s College, London
(M.A. in Literature and Medicine).
Asian countries, too, including China, Japan,
Indonesia, India, South Korea, Singapore, Qatar,
and Saudi Arabia, have established courses or
programs in medical humanities that focus on
different disciplines depending on local needs
and circumstances. The Peking University in
China, for example, set up its Institute for Medical
Humanities (IMH) in 2008, charged with providing humanities education for medical students. At
the IMH, various humanities and social sciences
disciplines promote the study of medicine from
different perspectives, such as the History of Medicine, Bioethics/Medical Ethics, Medical Psychology, Health Law, the Philosophy of Medicine, and
Medical Sociology. The IMH is a pioneer of medical humanities and social sciences education in
China: it established its Section for the History of
Medicine of IMH as early as 1946; it has the only
Ph.D. program in the History of (Western) Medicine in China; it offers Ph.D. programs in Medical
Ethics and Medical Psychology; and it has created
several training courses for teachers in the medical
humanities in medical schools across China.
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In 2008, it inaugurated its Medical Humanities
Week, an annual campus event held each October.
The 2009 event included a workshop for scholars,
a Ph.D. students’ forum on bioethics, public lectures, and student activities. More than 20 scholars
from Japan, South Korea, Hong Kong, Taiwan,
the UK, and the USA took part in a workshop
entitled “Dialogue in Medical Humanities
between the East and West.” Such discussions
between scholars from Western and Eastern countries are vital if the central issues in this ﬁeld are to
receive proper attention.

Medical Humanities in the Professional
World
The spread of medical humanities education made
an increasing impact on professional medical
societies from the 1980s on. In the USA, the
Association of American Medical Colleges
(AAMC) issued a Report of the Panel on the
General Professional Education of the Physician
and College Preparation for Medicine. Physicians for the Twenty-First Century – The GPEP
Report – that dealt with the education of
medical residents and emphasized the signiﬁcance
of continuity of medical ethics education from
medical school to medical residency training. It
advocated beginning ethics education in medical
schools and bringing it to maturity in residency
training.
With regard to internal medicine residency, in
1985 the American Board of Internal Medicine
published A Guide to Awareness and Evaluation
of Humanistic Qualities in the Internist urging
program directors to prepare medical residents to
demonstrate high standards of humanistic behavior. Since that time, it has been the explicit responsibility of internal medicine residency programs to
develop humanistic qualities in residents in a variety of ways. Requiring such an emphasis on the
human dimension of medical practice in educational programs is a very promising development
in the provision of training by medical educators
in the USA.
These trends have inﬂuenced the activities and
thinking of professional medical organizations in
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the USA and elsewhere. In 1999, the American
College of Physicians, the American Board of
Internal Medicine, and the European Federation
of Internal Medicine launched the Medical Professionalism Project. This placed the discipline of
medical ethics at the center of a charter of behavior and attitudes for physicians; it underlined the
role of personal qualities in the building up of
medical professionalism and emphasized that
knowledge and skills alone do not constitute professionalism. Attitude and behavior certainly need
attention in any educational program for doctors
(Project Professionalism 2002).
A successor to the Project Professionalism, the
Project to Rebalance and Integrate Medical Education (PRIME), examined how medical humanities can contribute to medical education and
medical professionalism. The aim of PRIME
was to improve education in the humanities by
benchmarking standards for medical schools and
residency training programs, with a focus on the
speciﬁc disciplines of ethics, history, literature,
and the visual arts (Doukas et al. 2012). Those
leading this project proposed that medical humanities programs should integrate humanities-based
reasoning and scientiﬁc reasoning in standardized
medical curricula in the following ways (Doukas
et al. 2010).
Argument-Based Reasoning in Medical Ethics
Students learn to assess how ethical analysis and
argument – the tools of argument-based
ethics – apply to clinical care, research, and leadership by conforming their reasoning to the
criteria for argument-based ethics, including clarity, consistency, coherence, clinical applicability,
and clinical adequacy.
Narrative-Based Reasoning in Literature
Narrative reﬂections about patients and providers
in the healthcare setting promote students’
insights into perspectives on illness and
medical care other than their own, leading them
to challenge the adequacy of their own views.
Narrative reﬂection can also promote introspection and empathy, while providing an
enhanced context for the suffering of the healer
and healed.
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Creative Reasoning in the Fine Arts
The study of art history can train students in “slow
looking,” turning one’s full visual attention to a
work of art. The skills of slow looking are used
when the physician turns his or her full visual
attention to the patient’s body during a physical
examination, to the interpretation of images, and
to anatomy exposed in a surgical ﬁeld. The study
of art history also emphasizes the social context in
which images are created and interpreted, providing an opportunity to think critically about the
roles of medical imaging in the clinical setting
and in the broader visual culture.
Historical Reasoning in Learning
The study of the histories of medicine and science
provides students with a critical perspective on
contemporary medicine by requiring them to
gain an understanding of how physicians thought
and acted in the past. As a result, contemporary
ways of thinking become open to critical
appraisal. Students can thereby challenge the
naïve view that with change comes progress in
all cases.
These reasoning-based elements derived from
four humanities disciplines presuppose that the
learners are training to be clinicians. They illustrate the importance for those teaching medical
humanities of being fully aware of how such
disciplines can enhance speciﬁc clinical competencies tomorrow’s medical professionals.

Defining Medical Humanities in Its
Contemporary Setting
The information provided above about the growing role of humanities education in medical settings showed that its signiﬁcance for medical
students and medical professionals was generally
acknowledged. It has found a role of its own in
medical schools and other medical institutions
such as teaching hospitals, which is to cultivate
humanistic moral behavior or humanism generally in medical students and medical professionals. Various terms have been coined for it,
including “humanism in medicine,” “medical
humanism,” and “humanities studies in
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medicine,” but “medical humanities” has come to
be the preferred usage (Evans and Finlay 2001).
The most important problem regarding “medical humanities” today is to deﬁne this term precisely, since its broad nature has prevented it
acquiring a ﬁxed identity; there is currently no
consensus among scholars about how it should be
understood (Evans and Finlay 2001). The ﬁrst
issue of Medical Humanities, published as a special
number of the Journal of Medical Ethics in 2000,
illustrates this perfectly; the editors of the journal
refrained from offering any deﬁnition of the term at
all (Greaves and Evans 2000).
From a practical and educational point of view,
medical humanities is a ﬁeld of study in which
disciplines belonging to the humanities and social
sciences are taught in educational programs provided by medical institutions and are therefore
humanities or social sciences courses that focus
on the concerns and interests of medicine or
healthcare or on issues relevant to the life and
work of medical professionals. Most nonmedical
science disciplines provided in medical curricula
can therefore be classiﬁed as “medical humanities
disciplines” in general. Seen in such a context,
medical humanities can be considered as either
“additive” or “integrated” in nature (Greaves and
Evans 2000).
With the “additive” approach, medical humanities complements medical science and technology by providing the contrasting perspective of
the humanities, without either viewpoint impinging on the other, and its main effect is to “soften”
medicine and/or medical practice by exposing its
practitioners to humanities education. The “integrated” approach, on the other hand, is designed
to refocus the study of medicine in light of an
understanding of what it is to be fully human,
meaning that the reuniting scientiﬁc or/and technical knowledge with humanistic knowledge and
practice is central. Here, the aim of medical
humanities education is to understand the nature,
goals, and knowledge base of medicine itself.
It can be argued that the “integrated” use of
medical humanities is intrinsically more appropriate than the “additive” in light of the early
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development of the medical humanities movement in the USA. As previously noted, Clouser’s
“Baby Swiss Cheese Model” illuminates the fact
that the humanistic aspects of medicine are ubiquitous and cannot be separated out from it. Hence,
disciplines belonging to the humanities cannot be
excluded from any consideration of what medical
education must be. Since the “integrated”
approach to the use of medical humanities accords
with the intrinsic nature of medicine, medical
humanities must be placed at the core of medical
education.
Shapiro and others argue that in spite of ongoing lack of clarity on what exactly the medical
humanities comprise, and how they should be
integrated into medical education, several common characteristics in terms of teaching activities
are apparent. These include their use of the
methods and concepts of one or more of the
humanities disciplines, their capacity to teach
health professionals and students critical reﬂection aimed at engendering a better understanding
of their profession and a more humane practice,
and their interdisciplinary and collaborative
nature (Shapiro et al. 2009).

Contemporary Issues and Future
Challenges
Medical humanities can certainly improve the
quality of medical education in a variety of
ways, but the route to this is not without its obstacles. The ﬁrst is the need for it, as a new approach
to medical education, to demonstrate to medical
educators that it can make a measurable positive
impact on their students, and here there is still lack
of empirical evidence and proof, not least because
it is far from easy to measure improvements in
humanistic skills. Nonetheless, to defend, maintain, and even strengthen the status of medical
humanities in medical education, its advocates
need to provide more empirical evidence that it
produces positive outcomes (Kuper 2006).
Regarding the effect of medical humanities
education, there have been many discussions on
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whether studying humanities leads to develop
their professional behaviors and/or attitudes
toward patients. According to a literature review
on humanities in medical education, there are
some research studies showing that studying
humanities improve attitudes and/or behaviors of
medical students and personnel. However, very
few systematically investigations ﬁnd empirical
evidence of long-term impact of humanities education for professional attitudes or behaviors. The
present trend of evidence-based learning in medical education requires that the study of the
humanities should be able to justify its existence
with empirical evidence of its effectiveness
(Ousager and Johannessen 2010).
A second and more serious issue has already
been noted; medical humanities still lacks a clear
and universally accepted deﬁnition due to its multifaceted and broad nature. But a more precise
deﬁnition is needed for practical as well as theoretical reasons and is critical if medical humanities
is to take its rightful place in the realm of medical
professional education and practice. A critical and
reﬂective attitude toward the subject is needed if it
is to be reﬁned and improved. This is just as
necessary as proof of its effectiveness (Brody
2011).

Conclusion
As an educational concept and ﬁeld of activity, the
signiﬁcance of medical humanities around the
world today is widely recognized. Faced with
science-oriented medical curricula, educators
from different educational backgrounds, clinicians and nonclinicians with humanities or social
sciences expertise alike, have deliberated together
and collaborated to incorporate the beneﬁts that
disciplines belonging to the humanities or social
sciences can offer to members and aspiring
members of the medical profession. While there
may still be no clear deﬁnition of what the
umbrella term, “medical humanities,” actually
means, scholars and educators have reached
some kind
of consensus about the
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pedagogical importance of humanities disciplines
in enhancing professional values, attitudes,
behavior, competences and professionalism in
clinical settings, and about the characteristic
ways in which this can be achieved.
However, the lack of empirical evidence for
long-term impact of medical humanities education might undermine this educational concept
and ﬁeld of activity. To defend, maintain, or
strengthen the status of humanities education for
medical or healthcare professionals, it is necessary
to provide more empirical evidence that medical
humanities education does deliver positive or at
least perceptible outcomes. Clearly, educators of
medical humanities are urgently required to
overcome the difﬁcult issues of clarity
of its deﬁnition and provide more evidence of
beneﬁt for support and development of medical
humanities education.

Cross-References
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▶ Global Ethics
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1
Health Humanities

There is a growing need for a new kind of debate at the intersection
of the humanities and healthcare, health and well-being. In the
recent past the field of medical humanities has grown rapidly, but it
is timely and appropriate to address the increasing and broadening
demand from other professions to become involved, to accommodate new sectors of the healthcare workforce and the public, and to
extend ‘appliedness’ in relation to how arts and humanities knowledge and practices can inform and transform healthcare, health and
well-being. There are important cohorts of personnel in healthcare,
a whole army of ancillary workers, as well as informal carers and
patients themselves who have been largely left out of the medical
humanities so far. Moreover, as different disciplines come to value
the contribution made by the arts and humanities and new opportunities emerge in health for the development and inclusion of new
approaches here, it is important that this expansion and debate is
given voice and new fora are created for these new developments.
The so-called medical humanities were the first on the scene, and
have developed strongly in the Anglophone world. But now the field
of health humanities, subsuming arts within the term ‘humanities’,
is fast developing a more inclusive and international capture of
material as other disciplines and different nations develop their own
distinctive practice and theory. Its expansion is marked by health
humanities-focused research funding calls, dedicated centres and
networks, and changes to existing medical humanities centres to
align with health humanities, either in their more inclusive names
or programmes of work. For example, we hear increased reference to
1
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‘medical and health humanities’ or even ‘medical health humanities’. But not everyone aligns with medical visions of healthcare
or giving it this kind of primacy or privilege in new terminological
marriages. Furthermore, there are multiple and often complementary
contributions to health and well-being which fall outside medicine
per se. In other words, medicalised humanities are not the only show
in town. With increased consideration of the emergence of health
humanities in the UK, US and Canada and resultant new inflections
of medical humanities as ‘critical medical humanities’, as in Bates
et al. (2014), all this merits a new publication aiming to give a flavour
of the diverse range of healthcare activities and the newly discovered
relationships between these and the humanities themselves. Indeed,
the rise of the more inclusive health humanities marks an evolution
of medical humanities.
Health humanities is marked by an ambition for the following:
• new combinations of pedagogic approaches informed by the
arts and humanities in education of all professional personnel
involved in healthcare, health and well-being
• advancing the health and well-being benefits of involvement in
arts and humanities to informal or unpaid carers/caretakers and
the self-caring public
• valuing and sustaining existing therapeutic applications of arts
and humanities to the benefit of any nation’s health and social
well-being
• democratising therapeutic interventions whenever possible and
feasible beyond specialist professionals
• championing increased sharing of the arts and humanities
capacities and resources of the professional health workforce,
informal carers and patients themselves in enhancing healthcare
environments.
It is tempting to see the growth of interest from scholars and practitioners in the humanities in healthcare as being spearheaded by
the medical humanities, an area which has recently been described
as having gained the status of a ‘mature discipline’ (Ahlzen, 2007).
Certainly, this area has been influential and has recently gained
ground as an alternative to the traditional, exclusively scientific
curriculum pursued in the English-speaking world and many
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postcolonial nations. Changes in medical education were prompted
by re-evaluations from educators and professional bodies on both
sides of the Atlantic through the 1990s (Christakis, 1995; Enarson
and Burg, 1992; General Medical Council, 1993; Schwarz and
Wojtczak, 2002). This has involved a great deal of questioning of
medical school curricula and a reappraisal of the kinds of qualities
that educators are attempting to foster in tomorrow’s health professionals. This in turn has led to opportunities for the development
of curricula for healthcare professions to include the humanities.
Classically, in the case of medicine, this has involved ethics or ‘moral
attitude’ (Olthuis and Dekkers, 2003) or confronting students with
some of the enigmas or conundrums of the discipline to make them
aware of philosophical issues (Brawer, 2006). More recently this
has broadened to include literature (Dysart-Gale, 2008), expanding
clinical empathy (Garden, 2009), dealing with the more exasperating experiences of clinical life (Gordon, 2008), as well as developing community education and a commitment to interdisciplinarity
(Donohoe and Danielson, 2004). In addition we have seen a focus on
both medicine and the humanities as interpretive enterprises (Gillis,
2008), or recognition of healthcare practice as a kind of performance,
analogous to being a musician (Woolliscroft and Phillips, 2003).
The intention is that medicine should reconfigure its boundaries to
become interdisciplinary and at the same time become disciplined
through the humanities on the premise that ‘arts and humanities
approaches can foster significant interpretive enquiry into illness,
disability, suffering, and care’ (Bolton, 2008, p. 131). The notion of
‘humanities’ itself suggests a shared understanding of what it means
to be ‘humane’, either as a person or as interpersonal practice. Some
of the purported benefits of teaching medical humanities include the
promotion of patient-centred care, combatting professional burnout
and ‘equipping doctors to meet moral challenges not “covered” by
biomedicine’ (Gordon, 2005; Petersen et al., 2008, p. 2). Yet this
diversity of claimed benefits is often as confusing as it is comprehensive. Thus, there are those who point to the lack of consensus as to
what exactly constitutes medical humanities and what the discipline
is for (Petersen et al., 2008).
Despite this apparent hegemony of medicine, as we shall see in
the present volume, medicine does not have exclusive claim upon
the action. We intend to outline how a variety of other disciplines
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have sought to incorporate the arts and humanities, or have
attempted to relate the arts and humanities to practitioner education, practice with clients, professional development and the wider
development of the discipline. The hitherto more narrowly defined
medical humanities therefore do not necessarily have a monopoly
over the work undertaken. In particular, the vast body of practical
work undertaken globally in the expressive therapies demands and
deserves admission to the health humanities. Here, practitioners and
researchers are often actively seeking places where they can develop
ideas and place them on a more theoretically mature footing, as well
as providing a means of bringing this work more fully to the attention of scholars in the medical humanities, those in practice, and
those who teach the health professionals of the future.
In this chapter therefore we propose to provide a brief tour through
some of the developments in the humanities and arts throughout
healthcare. Whilst not an exhaustive summary, we should be able to
provide the reader with some indications of how diverse disciplines
have attempted to incorporate the humanities, and how humanities
scholars have built the healthcare disciplines into their purview.
One of the key concerns linking the healthcare disciplines and
the humanities is the notion of meaning. In a variety of healthcare
settings, meaning plays a central role in the effort to understand
the individual’s life-world (Kvale, 1996), and as Stetler (2010) adds,
their personal and social realities, patterns of action and behaviour.
A consideration of meaning is central to both the humanities and
healthcare because people ascribe specific values and purpose to their
experiences, conduct and relationships. Matters are made meaningful when people understand and make sense of their actions, feelings
and thoughts. Often this occurs through people creating narratives
about themselves and events in their world. This understanding
involves a continuous interpretative process which is informed by
the individual’s prior knowledge, experiences, emotions, beliefs and
attitudes. As Stetler (2010) notes, this process forms the individual’s
current sense of reality.
The distinctive contribution of the humanities, as disciplines that
have often been at the forefront of interpreting human experience,
is perhaps most pronounced where the notion of meaning is concerned. This is perhaps easiest to appreciate if we remind ourselves
of the distinction between ‘meaning’ and ‘information’. Human
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beings seldom function in a way which is directly like computers
as they process information or data. This difference was emphasised by Jerome Bruner (1990), an influential advocate of a cultureand action-orientation in the study of thinking and experience.
According to Bruner, rather than being best conceived of as ‘data processing devices’, it is more appropriate to consider human beings as
continually seeking meaning, interpreting their environment, other
individuals and themselves in a process of dynamic interaction with
the world around them. As Stetler (2010) says, meaning therefore
can be understood as a dynamic, situational and dialogical concept.
This grounding of meaning in interaction and dialogue places it
firmly in the territory of the humanities. As Gendlin puts it, ‘meaning is formed in the interaction of experiencing and is something
that functions as a symbol’ (Gendlin, 1997, p. 8). This process of
symbolisation is often undertaken through the use of the spoken
word, but can also be expressed by other means, such as movement, art, sculpture, performance, thinking or writing. Equally, the
way that all these activities are actualised or realised through the
body places the healthcare disciplines – with their preoccupation
with bodily matters – clearly in the scope of meaning-making. For
Merleau-Ponty (1962) it is through the lived body that we anchor
ourselves to the world. Elaine Scarry (1985) goes further. For her
the body’s capacity to suffer is fundamental to the construction of
culture and society. Our pain, she suggests, is at once the most irreducible of subjective experiences and the most incommunicable. For
example, pain is rarely rendered in detail in most novels, yet haunts
the warp and weft of human cultures.
Meaning, then, is often embodied, but it is also contextualised.
In Bruner’s (1990) view, meaning always emerges as something that
is formed in situated action. In this sense, meaning is a reflective
response to being involved and in action; in other words meaning
is about doing things. As Giddens (1991, p. 284) says, in the human
disciplines we are confronted with ‘phenomena which are already
constituted as meaningful. The condition of “entry” to this field is
getting to know what actors already know, and have to know, to “go
on” in the daily activities of social life’. Bruner saw meaning-making
as foundational to the creation of human cultures, and the proper
conduct of the human disciplines as being to elicit insights about
how the participants who are involved in culture make sense of it.
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The notion of meaning integrates past, present and future. Meaning
is created on the basis of traces of earlier experience which the
individual deploys to entrain and interrogate the current situation,
and meaning also emerges through the incorporation of a possible
or expected future into the current action. As part of this meaningmaking process, the meanings derived from the sensory data of
experience are shaped through social negotiation and narratives
(Polkinghorne, 1988) that describe and are grounded in the social
actor’s thoughts, feelings and reflections on their life practice. In
an important sense this form of meaning-making is cultural or collective and results from the social, co-creative interaction between
humans as social beings. One important role of the arts and humanities in healthcare is to dramatically expand the scope of the social
negotiations and verbal or visual narratives available as we make
sense of health and illness. It is through the arts and humanities
that we have access to the meanings, narratives, adjudications and
interventions of a multitude of other people across the broad sweep
of history and different cultures. The arts and humanities rescue us
from the sometimes stultifying localism or myopia of a particular
discipline or social situation. In healthcare, stories, novels and poetry
can illustrate a huge range of social and health problems from the
perspective of the writer (Calman, 2005). Similarly, music, art, drama
and a multitude of many other kinds of creative expression and craft
can narrate health and illness experience and viewpoints. Within the
medical humanities, as Charon (2006a, p. 191) points out, doctors
have for a long time been turning to literary texts and ways of thinking that help us to enter the subjective worlds of patients, see others’
experience from their own perspectives, appreciate the metaphorical
as well as the straightforward communicative power of words, and
be moved by what we hear.
This scope for stories to enhance and liberate our experience
whether we are patients, carers or health professionals is underscored
by Sarbin (1997, p. 67), in his article ‘The poetics of identity’, where
he argues that ‘imaginings influence the construction of identity …
that imaginings stimulated by stories read or stories heard can provide
the plot structures for one’s own self-narratives’. As Diekman et al.
go on to argue, ‘fiction’s narrative form and its ability to transport
the reader into a vivid and involving fictional world are powerful
persuasive tools in and of themselves’ (Diekman et al., 2000, p. 180).
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Indeed, earlier work suggests that the more people feel ‘transported’
by their reading, the more likely they are to be persuaded by it
(Green and Brock, 1996). Even when stories are fictional, they play
a vital role in enabling readers to form beliefs and expectations
around their reading (Diekman et al., 2000), implying that fiction
may be an influential mechanism for changing health practice and
health behaviour. Of course, we need to retain awareness that not all
storytelling is read or heard – for example, storytelling, digital or otherwise, can be achieved in individual, successive or moving images.
Therefore, the notion of meaning is central to the project of the
health humanities. The human context of suffering and healing is
uniquely susceptible to illumination by literature and the arts, irrespective of the particular health specialisms involved. Indeed, it is
the search for meaning and integration in patients’ experiences
which brings together often disparate points of view on a condition.
As Stetler (2010) goes on to argue, meaning has both a social and a
narrative dimension. Through the incorporation of multiple stories,
meaning can develop a dynamic quality which is not exclusively
based on the participant’s experiences, but evolves in a process of
co-creation, where the individual responds to those around him or
her as well as the stories they encounter. In an important sense then,
meaning in healthcare is a joint construction, created, as Swanson
(1992) maintains, through people doing things together. In this
sense, the concept of meaning is the result of the integration of the
experiential, pre-reflective dimension with the discursive, narrative
dimension.
The social world, including the social world of healthcare, is always
meaningfully pre-interpreted and meaning is constitutive of social
phenomena (Schutz, 1962). For a number of key thinkers concerned
with the human condition, from Max Weber to Alfred Schutz, it is
meaning that distinguishes between a mere probabilistic relationship
between cause and effect and a genuinely explanatory understanding
(Eberele, 2010). In the healthcare disciplines this is no less so than
in the social sciences. In the contemporary idiom, meaning is one of
the major ‘trending topics’ in present-day medical research, with an
increase in attention to existential, spiritual and religious issues in
relation to illness (La Cour and Hvidt, 2010).
Meaning is intimately bound up with what we do, how we use
words and images or other media, deploy techniques and act on the
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world around us. As Wittgenstein famously claimed, ‘the meaning is
the use’ and that understanding the meaning of something involves
being able to continue our course of action – ‘now I know how to go
on’ (Wittgenstein, 1953). Meaning, like healthcare itself, is therefore
often about doing things together. And in doing things we are often
engaged, literally and metaphorically, in using tools. From equipment itself to particular ways of thinking and talking, the use of tools
and technologies is ubiquitous. There is a reciprocal relationship
between the tools humans invent and the social, representational
and relational systems that emerge and co-constitute our development. As Vygotsky (1978) argued, the mediating signs and artefacts
people use to understand and represent the experiential world form a
generative basis for human experience, social life and culture. Within
individuals’ consciousness, encounters with the uses and meanings
of these signs and artefacts give rise to interpersonal, collective
mental structures and processes (Toulmin, 1978). In Vygotsky’s view,
the tools we construct and use to mediate these symbolic activities
change the ways humans think. By building tools, people build the
material basis for consciousness, transforming the environments
and restructuring the functional systems in which they act and learn
(Vygotsky, 1978; Wartofsky, 1983). In so doing, they launch developmental trajectories of thought and action that resonate broadly,
spanning dimensions of the individual and the collective, the material and the symbolic.
Fundamental to the idea of health humanities is the assumption
that it is through the arts and humanities then that we can fully grasp
the meaning of events and experiences in healthcare. Moreover,
it is through the arts and humanities that we can also come to an
understanding of the effects that technologies, tools, techniques and
health-related ways of thinking have upon us. Echoing Clemenceau’s
comments about war, one might even say that health is too important to be left to the doctors. The arts and humanities represent a
wealth of experience in musing upon the human condition and in
thinking critically about texts and images, be they literary, scientific
or part of the burgeoning genres of health education advice or selfhelp – thinking about how human beings are conceptualised and
constructed, how we are persuaded of courses of action, how the
science of health fits into a historical or political context. Thinking
about the conceptualisations, presuppositions and epistemological
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commitments of healthcare is not to do away with them, but rather,
as Judith Butler (1993, p. 30) puts it, to free them from their ‘metaphysical lodgings in order to understand what political interests were
secured in and by that metaphysical placing’. In other words, we can
be empowered to question the apparent certainty and epistemological privilege of healthcare knowledge. As Butler (1993, p. 30) goes on
to say, ‘to problematize the matter of bodies may entail an initial loss
of epistemological certainty, but a loss of certainty is not the same
as political nihilism … the unsettling of matter can be understood as
initiating new possibilities, new ways for bodies to matter’.
Bodies ‘matter’, in Butler’s sense, across the whole range of healthcare disciplines, and in a variety of areas of practice we can see people
applying ideas, techniques and other insights to make sense of what
is happening. The arts and humanities have long held a place in
nurse education (Dellasega et al., 2007) and a good many researchers and educators in the discipline have deemed it appropriate to
include the arts and humanities to inculcate an appreciation of the
fullness and complexity of human experience. Moreover, in a reflective fashion, they have been applied to make sense of what nursing
is all about. A widely reproduced quotation attributed to Florence
Nightingale established the affinity between the arts and nursing:
Nursing is an art: and if it is to be made an art, it requires an
exclusive devotion as hard a preparation, as any painter’s or
sculptor’s work; for what is the having to do with dead canvas or
dead marble, compared with having to do with the living body,
the temple of God’s spirit? It is one of the Fine Arts: I had almost
said, the finest of Fine Arts … there is no such thing as amateur
art and there is no such thing as amateur nursing. (McDonald,
2004, pp. 291–292)
There is growing commitment to having a nursing curriculum that
involves a full appreciation of the complexity of the human condition (Davis, 2003). Hence, argue Ferrell et al. (2010, p. 941), because
nursing is an intrinsically artistic endeavour, as well as a scientific
practice, the education of nurses in formal academic programmes
and through continuing education for those in practice can be
enhanced through inclusion of arts and humanities. Ferrell et al.
contend that the humanities and arts are vital to remind nurses
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that illness is ‘a profound human experience’ (p. 942) and express
the hope that by incorporating the arts into education, practice and
professional development, nurses can be moved to a new understanding which engages emotions and self-reflection, enables them
to hear and appreciate stories and gain insight into thoughts and
experiences that are often repressed. Also in nursing, it is possible
to illuminate some of the practices and policies in the present day
through analysis of the history of the discipline. For example, Reeves
et al. (2010) show how the organisation and regulation of disciplines
such as nursing can be traced to the development of 16th-century
craft guilds. This has its legacy in the present day where territorial
knowledge claims, discipline-specific hierarchies and difficulties in
collaborative working can be traced back to the guild-like structure
of the different professions in healthcare.
The use of arts and humanities in learning for nurses has also been
encouraged by the use of inquiry based learning or problem based
learning and the desire to encourage nurses to engage in reflection
about their practice where poetry and novels can aid this task, as
can reflection about the teaching process itself (McKie et al., 2008,
p. 163). There are pleas for the rubric of nursing to extend beyond
evidence based practice to include information literacy, the humanities, ethics and the social sciences (Jutel, 2008). Especially in mental
health, the arts have been employed as diversional and therapeutic
interventions and activities – it is suggested that ‘art offers a showing of human experience in unique ways’ (Biley and Galvin, 2007,
p. 806), and in this way it can facilitate shared understanding of
people’s experiences.
At the same time as these educational initiatives and pleas for the
inclusion of the arts and humanities are going on, there are critical
voices raised. For example, Wallace (2008) describes how an appreciation of Henrik Ibsen’s Enemy of the People helps us gain a critical
purchase on the processes of governance in healthcare. The arts and
humanities then can assist critical reflection on what is happening
to us as human beings in relation to the policies and institutions in
which we are embedded. Bishop (2008) challenges the assumption
that the humanities should merely exist to make medicine perform
‘better’ in a narrow technical sense, or provide professionals with
‘narrative competencies’ that they might otherwise miss acquiring. Instead, he charges, humanities can enable us to challenge
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this narrow instrumental view of human activity at its very roots.
Medical humanism might promise intimacy and care but is it, asks
Bishop (2008, p. 21), also about control? This potential to develop
a philosophically attuned awareness of what is going on in healthcare offers the opportunity to mount informed critiques and stage
novel debates about the meaning of health and healthcare which go
beyond the customary question of ‘what works’.
In other disciplines too, there are signals that the arts and
humanities are being relied upon to play a role. In occupational
therapy there were some early signs that literary works were being
drawn upon to create reflective discussion (Murray et al., 2000).
Occupational therapy has a long history of engagement with the
creative arts (Thompson and Blair, 1998), with evidence that this
is appreciated by patients, particularly if they are able to set their
own goals and terms of engagement (Lim et al., 2007). Especially
in mental health and particularly in Australasia, there is a continued emphasis on the role of the arts and creativity in occupational
therapy (Schmid, 2004). For example, some of Schmid’s participants
described using creative activities to look with their clients at issues
like hope and inner strength, adaptation and making changes, and
developing clients’ creativity.
At the same time there is growing interest in creative disciplines
such as dance and drama in physiotherapy (Christie et al., 2006). As
well as specific manipulations and exercises, there is an increasing
appreciation of the patient’s life story and narrative in making sense
of their experience in therapy. For example, Soundy et al. (2010)
show how the process of recovery from a sports injury makes use of
a variety of narrative patterns, seeing accounts of injuries and the
rehabilitative process as being like a quest, a search for restitution or
a lapse into chaos or despair. The value of seeing the larger life context is apparent, and this can be enhanced through the use of stories,
life narratives and vignettes in student learning.
The arts and creative therapies as disciplines in their own right
have made inroads into fields as diverse as cancer care (Carlson and
Bultz, 2008; Puig et al., 2006), mental health care (Perry et al., 2008),
including forensic contexts (Smeijsters and Gorry, 2006), dementia
care (Mitchell et al., 2006) and social care work with children (Lefevre,
2004). There are lively programmes of innovative practice ongoing in
the so-called ‘expressive therapies’ (Malchiodi, 2006) such as dance
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therapy (Goodill, 2005; Payne, 2004), poetry therapy (Kempler, 2003;
Mazza, 2003), art therapy (Edwards, 2004), art in groupwork settings
(Argyle and Bolton, 2004; Liebmann, 2004), psychodrama (Fonseca,
2004) and dramatherapy (Weber and Haen, 2005). This list is not
exhaustive, but it should suffice to indicate something of the breadth
and nature of the work undertaken across a range of disciplines to
introduce the arts and humanities into therapies.
Despite this level of activity, there are still some areas which are
relatively unexplored. Notwithstanding their role in the caring process, informal carers are scarcely mentioned in this literature. Whilst
we can see the better established therapeutic professions represented,
from medical doctors to drama therapists, there is little shrift given
to the variety of paraprofessionals and support staff whose efforts
contribute to the healthcare experience. Those who provide catering
and cleaning services in hospitals may interact with patients and
augment the hospital stay but their experiences are so far a terra
incognita as far as the humanities are concerned. Likewise, paramedics, ambulance staff and members of charitable or voluntary organisations, despite their substantial contributions, are relatively unknown
within the existing medical humanities literature. Crucially, patients
or service users themselves as agents of change, or as key contributors
to their own recovery as self-helpers, are rarely the focus here.
To sum up the situation briefly, then, there is much work afoot
in the medical humanities, and other healthcare disciplines are
developing related approaches, but there is still much work to do
in cross-fertilising these activities so as to maximise the benefit to
practitioners and clients. Equally, there are areas where there is as
yet relatively little scholarship but where the arts and humanities
are poised to make a contribution, such as exploring the experience
of carers, reconnoitring the work of clients and practitioners in roles
beyond the relatively narrow set which have so far been explored.
We have ventured into this field and termed it the health humanities, subsuming arts within the term ‘humanities’, because there is a
need to enhance discussion among researchers, practitioners and the
public and facilitate educational initiatives so as to build awareness
of the role of arts and humanities in education, training and practice
across the many fields of health and social care. The new project
outlined in this book – the health humanities – is underpinned by
several aims. We seek to encourage an inclusive approach which
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reaches the whole range of activities that go to make up healthcare.
We would like to encourage scholarship based on novel practical
initiatives in the health humanities, in training, treatment and support for carers and clients. We share a commitment to explore those
aspects of healthcare which have hitherto not benefitted from the
arts and humanities’ perspective, such as paramedical and support
staff, informal carers and service users themselves. This new development of a more inclusive field of health humanities is underpinned
by a commitment to the thoroughgoing development of critique
and critical theory so as to enable the questioning of current practice
and also the foundational assumptions of healthcare and the health
humanities themselves.
Despite vigorous debate and the conflicting assumptions of different disciplines, practices and foci of attention, there is nevertheless
a sense of community between contributors to the humanities in
healthcare which over time will benefit not only the field itself but
the wider academic and practitioner communities. The new field
of the health humanities aims to fill this larger niche which the
pioneering medical humanities have begun hollowing out. We seek
to create unity among a much larger body of work across different
healthcare specialisms and intend that the health humanities as a
new field will provide a platform for innovative scholarship upon the
range of theory and practice which can link human and artistic studies to the implementation of health and welfare. This more inclusive
reach across the whole spectrum of arts, humanities and healthcare
activity is intended to embrace not only medicine, but nursing,
occupational therapy, dentistry, physiotherapy and social work, as
well as the disciplines that have traditionally drawn on the arts and
humanities such as dance and drama therapies, poetry therapy, bibliotherapy and the authors’ previous experience with storytelling in
therapy (Crawford et al., 2004).
Another reason why we have termed our chosen field the heath
humanities is that the majority of healthcare as it is practised is
non-medical. Despite being a popular activity, visits to the doctor,
or doctor consultations in the clinic, are relatively fleeting. Other
practitioners and professionals and voluntary sector workers may
contribute to care. In hospitals and residential settings clients may
spend more time with care assistants, catering and cleaning staff,
as well as informal and family carers, than they do with doctors.
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In other institutions such as schools, prisons and childcare services,
roles are changing and a greater degree of responsibility for the
mental and physical health of their charges is expected from practitioners. Complementary and alternative healthcare is growing in
popularity and there may be hitherto unexplored ways in which the
arts and humanities can help place these in theoretical context and
inform practice.
We propose to take a broader view of the arts and humanities,
including within our scope literary and critical theory, anthropology, linguistics and other social sciences which have a bearing on
the issues under discussion. Whereas there are journals such as Arts
and Health whose manifesto seeks to explore the arts’ role in practice,
design and education as these apply to healthcare, we will encourage
also the development of theory, concepts and new ways of understanding. The inclusion of critical theory within our ambit will be
used to encourage critique, whether in terms of methods, theories,
institutions or practices. The traditional ambit of the humanities is
to study the human condition often using methods that are analytic,
critical or speculative. Language study, literary study, history, theology, visual, performing and multimedia arts, as well as area studies,
media and cultural studies, and other aspects of the social sciences
which contribute to thought in the humanities form a fertile field of
inspiration to scholars and practitioners in healthcare. In addition,
novel developments have been taking place at the interface between
the humanities and the sciences where the term ‘post-human’ has
been applied. Here there is an emphasis on how humanity can be
supplemented or transcended by technology and there are ample
points of contact between these accounts and the opportunities
afforded by healthcare technology to transcend human limitations
and frailties.
As well as living with and through technology, it is also possible
for the arts and humanities to enable us to lead richer social lives
with consequent advantages in terms of health and well-being.
Participation in community activities and creative and recreational
programmes supports the development of interpersonal relationships, enhances self-esteem, improves general health, and reduces
stress and anxiety in adults and children (Forsyth and Jarvis, 2002;
Murphy and Carbone, 2008; Street et al., 2007; Vandell et al., 2005).
The creative and performing arts can make valuable contributions to
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the training of future healthcare professionals such as physiotherapists
(Becker and Dusing, 2010), public health and therapy (MacDougall
and Yoder, 1998) and medical training (Brodzinski, 2010). All these
approaches have attempted to include more practical and experiential
learning experiences in the curriculum and to demonstrate the viability of alternatives to conventional classroom learning in the creation
of the next generation of health and social care professionals.
Performance has also found its way into the research arena as
an approach to research and its dissemination. Based on a research
project they had undertaken on the experiences of older women in
the south-west of England, Carless and Douglas (2010) describe an
initiative to incorporate performances embodying their findings into
dissemination strategies. The occasion was their attempt to present
their research to audiences including physiotherapy and occupational therapy students. The performance included, and was inspired
by, experiences collected through the research on older women, such
as visiting Cornwall when they were younger, the love of dancing
which several informants had described, and the experience of riding a bicycle which one informant had said made her feel like ‘an
Arthurian knight off to seek adventure’. Far from being frail and
resistant to physical activity, the women in question often described
themselves enjoying it and valuing the independence it afforded.
Students exposed to this performance as part of their degree course
had some mixed feelings. As one said:
At first I wanted to laugh – because it was something I had never
seen, but after a while, it carried me away. I got emotional; and I
really enjoyed the way these stories were expressed and the music
as well. It is a new experience which attracts all kinds of characters. I believe that this way, it is easier to come close to people you
are referring to. Of course it is better because you are able to touch
your audience’s souls. The song about dance really affected me.
Actually all the songs affected me but this particularly, because,
you see, it gives you the possibility to bring out images, use your
imagination. This affected me because it brought in my mind my
grandfather, who didn’t dance, but he loved going hunting and a
few years ago he stopped because he couldn’t walk. That was like
the end for him. He died and his dream was to go hunting for the
last time. (Carless and Douglas, 2010, pp. 376–377)
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Many of our concerns in this volume enjoy a wide currency in education for future healthcare practitioners. Embraced under the rubric
of medical humanities, the subject matter is enjoying increased
coverage in medical schools in the UK, US, Canada and Australasia.
In the UK for example, one estimate of the scale of the audience for
the health humanities can be derived from the universities admissions service UCAS, which lists 31 institutions offering degrees in
medicine and 53 offering degrees in nursing. The North American
continent contains nearly 150 medical schools including the US
and Canada, which are typically educating over 100,000 students at
any one time. The American Association of Medical Colleges (2008)
reported over 18,000 new enrollees in programmes in its accredited
members in 2008. Nursing in the US is served by over 1200 accredited programmes at college level. The US nursing workforce boasts
2.9 million Registered Nurse members, nearly 400,000 of whom
have a doctorate or masters degree (US Department of Health and
Human Services, 2008). Whilst the concern with health humanities is not as far developed in nursing as it is in medicine, the large
numbers of students undertaking advanced study in the profession,
which includes material relating to the philosophy of the discipline,
a variety of research methods and elements of history and philosophy of science suggests a large and growing demand for educational
resources. This is especially opportune as the US government seeks
to increase training places and postgraduate education for nurses to
meet the shortage of nursing personnel in the United States today.
Hence, we can get a sense of the scale of the healthcare workforce,
especially in the US, and the likely demand for initiatives that will
allow education in the humanities to be developed for healthcare
personnel. In the US, substantial numbers of academic institutions
are engaged in education and advanced study in medicine and nursing and many institutions make a feature of medical humanities
in their provision. Whilst the situation is changing all the time as
curricula are revised and universities reorganise themselves, the preeminence of the medical humanities is likely to be sustained into the
future and bodes well for the expansion of humanities approaches
into other disciplines.
In most European countries it is expected that students of medicine will know some philosophy. Rather than being ghettoised
into a particular module or specialism, the humanities are more
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embedded in the educational culture (Marshall, 2005). A recent
issue of the journal Academic Medicine reports on humanities programmes in medical education in Europe, highlighting innovations
in curriculum design and teaching in a number of European countries. For example the last 10 or so years has seen the development
of programmes in Sweden (Ahlzen and Stolt, 2003), Switzerland
(Louis-Courvoisier, 2003), Norway (Frich and Fugelli, 2003), and
Germany (Kiessling et al., 2003). In the case of Germany, a renewed
focus on medical humanities and philosophy came about through
student demands and through the shift to problem-based learning.
The Norwegian curricular reforms in the 1990s led to the inclusion
of music, visual arts, literature and architecture into the medical curriculum and in Croatia, literature and history components are in the
curriculum at all the country’s medical schools (Fatovic-Ferencic,
2003). These examples should suffice to establish that the medical
humanities are thriving in Europe. The historical embeddedness of
philosophy and the arts in higher education in Europe means that
the ground is prepared for further advances of the health humanities, and expansion into disciplines other than medicine itself is
likely to proceed rapidly. It is also set for a telling shift from a largely
unitary pedagogic focus to a practical and transformative set of
activities and interventions to more directly benefit human health
and social experience.
In addition, there is potential interest in the health humanities
in many developing parts of the world. To take just a few examples,
reports of the demand in this area have emerged from Kathmandu
(Adhikari, 2007; Shankar, 2008) and India, as noted by Joshi (2008)
who highlights the multitude of faiths and language communities
in the country as well as the fact that India is a prime destination
for health tourism and pharmaceutical companies seeking to conduct clinical trials. China has recently seen the establishment of a
Medical Humanities Institute at Peking University Health Sciences
Centre, in October 2008. In Taiwan, a College of Medical Humanities
and Social Sciences was established in 2002 at Chungshan Medical
University. In South America, Acuna (2000) reports upon two decades of development of the medical humanities in Argentina, where
courses include a focus on the arts, literature, history, anthropology
and a new discipline, ‘medical kalology’, or the aesthetics of medicine (Acuna, 2003).
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Summary and Conclusions
To summarise this chapter then, the health humanities represent the
fusion of a number of humane ways of seeing healthcare, derived
from the humanities and the arts. Through much of the last one and
a half centuries, a good part of the discipline of medicine has undergone a theoretical and practical shift away from the classical perception of medicine as an art, based on patients’ stories of their illnesses,
to medicine as a science, based on the doctor’s clinical observations
and supported by the rapid developments in scientific procedures.
The engine house of medicine was no longer in the bedside consultation or in the surgeon’s craft, but in the laboratory. To some commentators, this has made medicine seem remote from its human context
and has fostered a demand for new ways of looking at the personal
and interpersonal processes involved in suffering and healing.
In the health humanities, the arts and humanities are used to
provide insight into the human condition, and issues such as suffering, personhood and our responsibility to each other, as well as to
offer a historical perspective on healthcare practice itself. Moreover,
a key task of this newly emerging field of enquiry is to break down
the artificial boundaries between the arts and biomedical science to
identify mutually beneficial fields of study. The health humanities,
like the medical humanities before them, address the ways in which
the humanities disciplines may be involved in exploring more richlytextured ways of understanding healthcare as a practice, and understanding health, illness and care in relation to subjective experience.
Moreover, attention to literature and the arts can help develop and
nurture skills of observation, analysis, empathy and self-reflection,
all of which are involved in humane medical care. The rich insights
of the humanities about culture, the body and what it means to be
human have direct relevance to clinical practice, as well as facilitating a deeper understanding of how culture interacts with the individual experience of illness and the way healthcare is practised.
The arts and humanities, then, are far too important to be left to
medicine alone. Indeed, it is perhaps time for the medical humanities to transform into health humanities or continue to be found
wanting by those not limited to a medical vision and keen to see a
democratisation of how the arts and humanities can contribute to
the health and well-being of the public. Do the health humanities
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signal the death of medical humanities? It is perhaps too early to
pronounce on this but health humanities looks set to become the
superordinate term, subsuming medical humanities and other more
specific manifestations of congruent work. Already, as a free-form
and viral movement, health humanities is beginning to cohere
a diverse reach and institutional presence worldwide. This book
explores this movement and a range of relevant approaches through
the arts and humanities. It does not exclude medical humanities but
rather draws it out of its shell to join a more ambitious movement
for enrichment and engagement between the arts, humanities and
healthcare, health and well-being. Importantly it seeks to see the
arts and humanities as a core constituent and enabler of health and
well-being by transforming places, processes and people, whether in
hospitals, clinics, schools, prisons or community settings. In brief, it
begins to outline and illustrate, not least through reference to educational and research case studies, a more inclusive, outward-facing
and applied discipline that:
• advances non-professional solutions among informal carers, service users and self-caring public
• supports existing and promotes new arts and humanities therapies
but also democratises this kind of approach
• diversifies beyond ‘medical’ to allied health and third sector
involvement
• maximises the links between creativity, health and well-being
• contributes to the development of more compassionate environments for healthcare, health and well-being in hospitals and community or home settings
• promotes co-design, co-creativity and co-learning rather than an
expert to lay approach.
The book calls for bringing the human back into health through the
arts and humanities but not simply through a focus on developing
the hearts and minds, even consultation and observational skills, of
medical or allied health professionals. It expressly calls for a more
extensive, mutual and applied field of work for delivering better
social and cultural futures.

Introduction
The Why, the What, and the How of the
Medical/Health Humanities
Therese Jones, Delese Wear, and Lester D. Friedman

The delicate balance between biology and culture, as it alters
in a continuous flow, is what constitutes the elusive truth of
illness.
DAVID MORRIS (1998, 9)

The Why
Why introduce and integrate the humanities into science—and clinically
based curricula such as medicine, nursing, pharmacy, and allied health
programs? Why aren’t the scientific basis of knowledge and the apprentice
model of training adequate for healthcare practitioners to enter their chosen
professions? K. Danner Clouser, the first philosopher to teach ethics at a
medical school in the United States, eloquently attempted to answer such
questions in a 1980 keynote address at a conference on the role of humanities
in health education:
What’s missing in a vocational training? . . . It leaves
out everything that makes us uniquely human. Where
(in a vocational program) do we train for
understanding, suffering and joy? Where do we gain
ideals and models—for motivations, for patterning
our lives, for fashioning our goals, emotions,
attitudes, and character? Where do we think about

and entertain purposes, goals, and styles of life?
Where do we gain perspective on our own life, on
others’, and the relationships between them? These
things don’t just happen, however much we like to
believe they do.
At the time, Clouser was espousing one of the most commonly advanced
political and pedagogical justifications for the still-nascent medical
humanities “movement”—the belief that something vital and fundamental
was missing in health professions education and that the humanities could fill
in those gaps and omissions.
Such ideas and opinions had been simmering since the educational reforms
of the 1960s when relatively modest medical schools were dramatically
expanding to become vast academic medical centers. In his comprehensive
history of American medical education, Kenneth Ludmerer argues that a
major consequence of the boom in biomedical research and clinical service
across campuses was a diminished focus on student education, what he calls
“the forgotten medical student” (1999, 196). With a broad mandate to reform
the curriculum, medical educators hurried to incorporate new knowledge and
accommodate larger changes affecting clinical practice, such as shifting
disease patterns and emerging methods and technologies for diagnosis and
treatment (197). However, although biomedical content continued to evolve
dramatically, the struggle to encourage student compassion and empathy, to
include family and community health needs in addition to those of the
individual patient, and to emphasize reasoning and analysis over rote
memorization remained remarkably similar in approach to those methods
identified throughout the previous century.
With the 1970s came the emergence of seemingly miraculous but morally
troubling medical and technological advances such as organ transplantation,
standards of death, in vitro fertilization, and complex pharmaceuticals.
Educators inserted humanities materials and methodologies into the medical
curriculum and clinical practice with the intention of remedying the growing
imbalance between the technological aspects of health care and the human
aspects of caregiving (Hawkins and McEntyre 2000, 3–4) while, at the same
time, radical shifts in the traditional fields of academic study were occurring

across the educational landscape. For example, literary criticism, occupied
with the intricacies of the reader-writer dyad, excluded social issues, leaving
those scholars and educators interested in the cultural or historical context of
literature, or in a text’s political force, out of step and out of fashion.
Described by the literature and medicine scholar Kathryn Montgomery
Hunter as the “intellectually underemployed,” these disenchanted faculty
members, along with a growing cadre of newer scholars interested in
interdisciplinary education, were drawn to medical education as fertile
ground for their ideas and passions (1991a, 5).
During the inaugural session of the Institute on Human Values in
Medicine, physician and ethicist Edmund Pellegrino declared the hope of
bringing “some of us in medicine who are concerned with issues involving
human values into close discourse with those . . . in the disciplines outside of
medicine who have interest in, and perhaps a desire to help us with, the
human problems that arise in medicine for the patient and the physicians”
(1972, 4). He noted that on almost every medical campus a “subterranean
current of interest in exploring potential contributions from the humanities”
already existed, a current that has not only remained strong at health sciences
centers but has also continued to grow, as the number and quality of
programs across the country now demonstrate.
Nothing in the early proceedings and publications of this burgeoning
discipline—the medical humanities—suggested a rigid prescription for which
areas of academic study should be “invited” into the curriculum, although the
usual ones—history, literature, philosophy—were consistently mentioned. In
fact, presenters at this first institute session were mindful about casting a
wide net to include all humanities disciplines as well as the social sciences,
confident and excited about what such a collective and interdisciplinary
presence might bring to medical education. Clouser suggested that “each
[humanities] discipline should be working to interrelate conceptually with
some discipline of the medical world. They should be seeking areas of
overlap, where each from its own perspective, methods, and resources can
raise questions or shed light to the mutual benefit of both. It is an
interdisciplinary enterprise aiming for new insights and understanding”
(1972, 50). Yet, then and now, one fundamental question remains: What
particular knowledge and skills do the humanities disciplines bring to this
enterprise of educating healthcare practitioners?

Literature offers a compelling example of how that question can evoke
both inventiveness and defensiveness among its practitioners. Over twenty
years ago, literature and medicine scholar Anne Hudson Jones (1990)
described two major approaches to teaching literature and medicine, each
with the same goal of improving patient care. What she calls the aesthetic
approach focuses on the literary skills of reading, writing, and interpretation
for use in medical practice. Joanne Trautmann Banks, the first literature
scholar to join the faculty of a medical school in 1972, writes from this
orientation in “The Wonders of Literature in Medical Education,” the single
most important essay in the emerging field. Banks argues that “to teach a
student to read in the fullest sense is to train him or her medically”
(Trautmann [Banks] 1982, 26). She refers to the interpretive skills necessary
for the exploration of literary texts that require students to study subtle,
ambiguous, and rich detail, to fill in gaps, to understand relationships, to look
at “what is being said,” and to approach “words in their personal and social
contexts and when several things are being said at once” (26). Because
medicine is a practice profession that focuses not only on how to do things
but also on how to do things better, the imparting and practicing of literary
analysis and critical reading has instrumental value by virtue of supplying
specific intellectual tools to the multiple dimensions of medicine.
The other approach, also in the service of patient care, has more to do with
moral reflection rather than with merely introducing medical students to
basic literary elements such as point of view, plot, imagery, setting, and
narrative stance. This approach engages students with cultural perspectives
on health and illness, social justice, and the moral dimensions of patient
encounters through literary works that “illuminate a particular set of human
experiences and . . . encourage moral reflection in treating patients
confronting these experiences” (Hunter et al. 1995, 789). Those favoring this
approach often cite the work of philosopher Martha Nussbaum, known for
her exploration of literature in developing the moral emotions. In the preface
to Poetic Justice (1995), she argues that the ability to imagine the concrete
ways in which people different from us grapple with their disadvantage can
have practical and public value, given the deep prejudice and rampant
oppression in the world enacted through sexism, racism, classism, able-ism,
homophobia, and ethnic discrimination.
Arising from and enmeshed with Nussbaum’s view that attending carefully

to the nuances and complexities of literature can sharpen and deepen moral
sensibilities is a third approach—the focus on empathy. This approach
suggests that studying literature has the potential to enhance a student’s
ability to understand others’ feelings, plights, and values, requiring the reader
“to suspend his or her own point of view and enter the reality of another
character or another world” (Hunter et al. 1995, 789). However, this approach
has become increasingly challenged, particularly when humanities inquiry is
tied directly and specifically to the development of humanism and humanistic
professionals.
As literary theorist Jonathan Culler (2005) notes, the human in humanities
leads us astray: “The crisis of the humanities might even be linked to the fact
that our language proposes a strong link not just between the humanities and
the human being but between humanistic thinking and even humane
behavior” (38). Just as medical humanities scholars and educators have
become less willing to adapt their research interests and pedagogical practices
to the exigencies of clinical practice and medical education over the past forty
years, so too have they become less comfortable with the tacit assumption
that teaching literature to health professions students is the means of
enlightenment and empathy. Returning again to Anne Hudson Jones for one
of the original articulations of and justifications for the medical humanities in
Literature and Medicine: A Claim for a Discipline (1984), we see her
challenge and caution against any notion that studying the humanities makes
one more humane: “This expectation makes me very uncomfortable. This
expectation is a burden, not just for literature, for all of the humanities. We
all hope that it will [make one more humane], but there have been too many
examples to the contrary for me to believe in any guarantee” (32).
Thus, there has been and continues to be a tension between the
instrumental justification for the humanities in health professions education,
which ostensibly enables and promotes more caring professionals and better
caring practices—what physician and bioethicist Jeffrey Bishop (2008) calls
the “dose effect” of the humanities (17)—and the intellectual practice of the
humanities, which enables and encourages fearless questioning of
representations of caregivers and patients in all their varieties, challenges
abuses of power and authority, and steadfastly refuses to accept the
boundaries that science sets between biology and culture. Increasing numbers
of theoretical justifications for humanities in health professions education

suggest that the “ethical imperative” of the humanities has been outgrown. As
Culler writes, the humanities in any environment, including health care,
enable learners to “see situations in another light” (2005, 37)—re-presenting,
re-describing, and re-contextualizing—whether it be as humanities scholar or
clinical ethicist. Geoffrey Rees calls attention to the “dangerous possibilities
organized through collective engagement in the work of the medical
humanities” (2010, 277), and medical educator Alan Bleakley predicts that,
as a democratizing force, the medical humanities will play a bigger role in
health professions education and clinical practice than we might imagine (see
chap. 45).
In the next section, we move from questions of rationale—the why—to
questions of content—the what: which disciplines or areas of inquiry and
what ways of making knowledge constitute the medical humanities or, as it is
increasingly known, the health humanities.

The What
The humanities disciplines traditionally represented and integrated in health
professions education include history, literature, philosophy, bioethics, and
comparative religion as well as those aspects of the social sciences that have
humanistic content and employ humanistic methods relevant to medical
inquiry and practice, particularly sociology, anthropology, and psychology.
The field has been further developed and influenced by such philosophical
and pedagogical projects as postmodernism, feminism, disability studies,
cultural studies, media studies, and biocultures.
Moreover, the influence of narrative inquiry on the medical/health
humanities cannot be overstated, in particular physician and literary scholar
Rita Charon’s pioneering work in the theoretical development of narrative in
medicine. Charon builds on the research of psychiatrist and anthropologist
Arthur Kleinman, who writes in The Illness Narratives: Suffering, Healing,
and the Human Condition (1988) that “the interpretations of narratives of
illness . . . is a core task in the work of doctoring” (17) as well as on the work
of bioethicists such as physician Howard Brody, who introduces the nature,
complexities, and rigor of narrative ethics in his book, Stories of Sickness
(1987).

Arguing that physicians must have the ability to listen to patients’ stories,
to understand the meanings of such stories, and to be stirred in order to act in
support of patients, Charon proposes that narrative competence is what
humans use “to absorb, interpret, and respond to stories . . . [which] enables
the physician to practice medicine with empathy, reflection, professionalism,
and trustworthiness. Such a medicine can be called narrative medicine”
(2001a, 1897). She continues:
Not only medicine but also nursing, law, history,
philosophy, anthropology, sociology, religious
studies, and government have recently realized the
importance of narrative knowledge. Narrative
knowledge is what one uses to understand the
meaning and significance of stories through
cognitive, symbolic, and affective means. This kind
of knowledge provides a rich, resonant
comprehension of a singular person’s situation as it
unfolds in time, whether in such texts as novels,
newspaper stories, movies, and scripture or in such
life settings as courtrooms, battlefields, marriages,
and illnesses. (2001a, 1898)
Narrative in the contemporary health professions curriculum is
interdisciplinary in both nature and application: its tenets appear in patient
interviewing, in making deeper sense of the medical record, in acts of
diagnosing, and in psychosocial aspects of patienthood. Moreover, narrative
inquiry is also the source of an explosion of reflective writing across the
curriculum.
As the field and its practitioners have become less a novelty or an upstart
in health professions education (over 60 percent of medical schools currently
report both required and elective humanities courses), the benchmarks by
which academics chart the successful growth of a discipline have been slowly
and steadily met. These include several well-respected peer-reviewed
journals; a professional society; annual meetings in the United States and

international conferences; active Listservs, blogs, resource databases, and
networks; and graduate programs awarding both master’s degrees and
doctorates. In addition, the development and implementation of
undergraduate programs in the medical/health humanities has been nothing
short of phenomenal, as many colleges and universities now offer
undergraduate minors, concentrations, and/or certificates as a valuable
complement to science-based curricula and as independent programs that
address current and complex issues in the humanities and social sciences.
Such programs simultaneously defy and transcend C. P. Snow’s 1959
division of human thought and endeavor into two antagonistic cultures (Snow
[1959] 1993). In her contribution to this reader, literary scholar Catherine
Belling discusses the long-standing effects of this dualism, especially in
education, and identifies the essential role of the humanities as the analysis
and critique of both cultural texts—art and science (see chap. 39).
Indeed, it is the expansion and variety of humanities inquiry across all
educational settings that prompt this book, the Health Humanities Reader.
While there is still ongoing debate between scholars and educators about the
desirability of a core humanities curriculum in health professions education
and undergraduate programs that would create standards and establish a
common body of knowledge, a consensus exists that both teachers and
students need a text—one that is a readily available, fairly representative
introduction to and illustration of the field. We believe, as do many of our
colleagues and our students, that a central reader such as this will serve

• as a touchstone for both theory and practice among
scholars and educators,
• as an accessible and useful text across a variety of
settings, and
• as an illustration of how the humanities have identified
issues (illness, death and dying, disability, patientprofessional relationship) that bridge disciplines and
demonstrate how multidisciplinary perspectives must be
included in the exploration of such complex issues.

However, this marked expansion has also prompted demands for
inclusiveness. As an inter- and multi-disciplinary field, the medical
humanities have become increasingly complex with multiple identities and
myriad challenges, not the least of which is the demand for measurable
outcomes or identifiable competencies. But by its very disciplinary
descriptor, medical, it retains a narrow frame, largely concerned with the
value of history, literature, philosophy, art, and media to medical education
and medical practice. Scholars such as Paul Crawford (2010), who has
created the International Health Humanities Network, are arguing for a “more
inclusive,
outward-facing
and
applied
discipline,
embracing
interdisciplinarity and engaging with the contributions of those marginalized
from the medical humanities,” such as allied health professionals, patients,
and informal caregivers (Crawford et al. 2010, 4). Thus, as we near the half
centenary of the discipline, we believe that the original essays and
imaginative works in this volume will not only offer readers an engaging and
diverse representation of the field but will also persuade them to adopt the
more encompassing, contemporary, and accurate label of the current
academic enterprise—the health humanities.
For some scholars and educators, the terminological shift from medical
humanities to health humanities might feel like just an academic exercise or a
mere distraction; while we all know that nomenclature matters, this shift will
likely have little effect on our daily work. However, mirroring the dynamic
but deliberative process that fostered and shaped the original disciplinary
project over forty years ago, timely and robust discussions have emerged
about the political, ethical, rhetorical, and cultural implications of such as
shift. For example, in a lively and recent conversation on a medical
humanities Listserv, reactions to such a suggestion ranged from simple
expressions of appreciation for inclusiveness—“This field is important to all
professionals including physical therapists, social workers, nurses and not
just physicians” (Shirley 2012)—to practical considerations around
community engagement and public policy—“The notion encompasses more
than the individual’s experience of disease, illness and health, but the
community perspective of these issues including equity, funding, policy,
resources allocation” (Klugman 2012)—to nuanced and informed
perspectives addressing a more contemporary focus on global health. For
example, one of the contributors to this reader, Daniel Goldberg, shared the

following:
Part of the rationale . . . reflects the critical
importance of distinguishing between the delivery of
medical care and the pursuit of health. Many sick
people are not actively patients, may not engage
biomedicine much if ever, and perhaps more
importantly, overwhelming evidence suggests that
health and its distribution in human populations is
mostly not the result of medical care (which is not to
deny the myriad ways in which the latter is both
meaningful and important). Thus, I would suggest
that any definition of the health humanities cannot be
limited to the field of medicine, medical care, or
medical professionals, and also ought not have as its
central goal the advance of the practice and science
of medicine. I also believe our primary goal should
be directed to health and human flourishing rather
than to the delivery of medical care; the two
objectives are actually not nearly so tightly
interwoven as most tend to think, even if both are
independently of great worth. (2012)
The various disciplinary identities and affiliations of all the contributors to
this volume meet the objective for inclusiveness and expansiveness; as such,
they model the kind of inter- and multi-disciplinary inquiry and innovative
collaboration that is the hallmark of health humanities scholarship and
education. Represented in this reader are writers from medicine, nursing,
pharmacy, and undergraduate education; writers who are clinical
practitioners, community health workers, educational filmmakers, and
patients; and writers credentialed in history, literature, philosophy, rhetoric,
religion, and cultural studies. All are writing across the health professions.
Essays such as Felicia Cohn’s on religion and end of life, or Rosemarie
Tong’s on parental responsibility and genetic enhancement, or Allison

Kavey’s on the history of epidemic diseases would be relevant and
meaningful to a physician, physical therapist, social worker, clinical ethicist,
or disability studies educator.
With that claim in mind, where is all this diverse content, all this creative
activity, located in an already overstuffed health professions curriculum, and
how is it taught?

The How
The humanities are found throughout health professions curricula in various
forms and with a full range of complexity regarding content and pedagogy. In
the most instrumental approaches, humanities content is inserted into lectures
for the purpose of illustrating a phenomenon: a film or YouTube clip, an
excerpt from a poem or short story, a paragraph lifted from a New Yorker
article—the genre Charon (2001b) calls the “lay exposition” of narrative
writing. The content itself is likely not explored through the methodologies of
literary criticism or media studies but more often used to exemplify
something, even to liven up a class. Frequently, such an approach finds its
way into smaller formats like group discussions, where the aesthetics of a
short story or the elements of a film are bypassed for the examination of the
clinical or bioethical relevance of its content. There is the tendency here to
view the text as an instance of clinical reality—Away from Her as a case
study of Alzheimer’s, for instance—rather than a linguistic or imagistic
construct.
Teaching humanities disciplines with increasing complexity involves a
fuller engagement with whatever text is under study—a documentary film, an
historical essay, a bioethics case, a legal document, or a classic work of
fiction, such as Frankenstein. This kind of critical practice has the potential to
alert students to language in ways they would not have recognized otherwise:
the words that caregivers and patients use when attempting to understand
each other, the plots of the stories patients tell, the themes and tones of
various narratives, the pervasive but unspoken issues surrounding power in
healthcare settings, the layers of complexity in seemingly uncomplicated
decisions, the unspoken worldviews and values informed by religion and
spirituality.

Over the past twenty years, cultural studies and disability studies have
influenced many disciplines and pedagogies, including the medical/health
humanities. With these orientations, students encounter texts that might be
literary, historical, or media produced and that include arts-based and cultural
artifacts. These materials raise issues related to power, authority, and justice
in health care and challenge the hegemony of a biomedicine that contributes
to disparities and the discrimination of persons who don’t quite fit the
codified and naturalized norms of health. Such approaches offer teachers and
students an opportunity to examine critically the origins and nature of their
personal beliefs and values, the beliefs and values embedded in the
curriculum and the learning environment, as well as institutional policies—all
of which intersect and that influence the quality of care they give to patients.
Such approaches also require that teachers and students step out of their
comfort zone in order to raise difficult and complex issues, scrutinize their
own biases and prejudices, and disturb their reliance on a biomedical
approach to health care—in other words, a “pedagogy of discomfort” (Boler
1999). The enactment of this kind of fearlessness is dramatically and
poignantly represented in the essays of Michael Blackie and Erin Lamb,
Sayantani DasGupta, and Rebecca Garden in this reader. Finally, in addition
to engaging them in such critical and political inquiry, the materials and
methodologies of the medical/health humanities can reinforce students’ sense
of agency in developing their own professional identities, understanding their
own special influence on healthcare practice and delivery, and accepting their
own responsibility in how caregiving is both taught and modeled.
The “how” of this section can also refer more specifically and more
practically to the design of this particular reader. We recognize that there are
multiple organizational strategies for a work of this breadth and depth, and
we hope that users will develop their own frameworks and connections
within and among the contents. Our own process was simple and
straightforward: we first identified a number of common topics in the health
humanities and next invited recognized scholar-teachers from a variety of
disciplines to address that topic in an original critical essay. Finally, we
included an imaginative or reflective piece by an artist, writer, teacher, or
scholar that explores the topic. Our goal with each section is to perform a
360-degree examination or expression of a topic and show how different
methodologies deployed by scholars and artists compliment and comment on
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What are the ‘medical
humanities’?
Definitions and controversies

Defining the medical humanities: ‘what’s in a name?’
The medical humanities are undergoing a transition from what might be
termed a naïve and celebratory ‘first wave’ – often attracting raw enthusiasm
rather than reflexive scholarship – to a ‘second wave’ of more critical
approaches. Let us call this first wave ‘medical humanities lite’ and the
second wave a ‘critical medical humanities’. This second wave has brought
both maturity and complexity to the medical humanities culture, but not
necessarily coherence. Interesting fault-lines and contradictions have
appeared in the culture and are the subject of this chapter. In summary, the
descriptor ‘medical humanities’ accommodates three distinct approaches:
first, the study of medicine and the medical by humanities scholars usually
based in university humanities departments; second, arts and humanities
interventions in medical education; and third, arts practitioners engaging the
public with issues of the body and illness through literature, performance,
theatre and the visual arts in particular. Such practitioners may be based in
art schools or performance and humanities departments of arts universities.
In their 2008 review of the state of play of medical humanities in
Canadian medical schools, Kidd and Connor described the field as ‘anarchic’. Many took this as a backhanded compliment, but the authors warned
that a lack of cohesion in the field merely played into the hands of sceptics
towards the medical humanities who pointed to what they saw as a scattergun approach to curriculum interventions. While a frontier spirit
pervades the medical humanities this has been accompanied by a lack of
rigour and discrimination. For example, surprisingly little work has been
done on mapping the territory of the medical humanities in the face of
unquestioned assumptions about the field’s interests and limits.
Johanna Shapiro and colleagues (Shapiro et al. 2009: 193) wrote a
perceptive article in 2009 summarising ‘medical humanities and their
discontents’. This focused on the medical humanities as ‘an intriguing sideline in the main project of medical education’ (ibid.). The authors point to
studies showing that medical students typically critiqued medical humanities content as irrelevant; teaching as untrustworthy and personally

What are the ‘medical humanities’?

41

intrusive; and curriculum design as misplaced where content was core
rather than elective. The issue for these authors is a pedagogical one –
simply, medicine is not taught as a process of critical thinking and reflection
but one of direct, pragmatic application. The humanities bring pedagogical
process as well as content, such as critical dialogue and theory as ‘sense
making’. Ways of learning that are more critical could be introduced,
aligned with use of media such as reflective portfolios that allow for meaningful integration of clinical experiences rather than a cataloguing of
activities such as clinical skills. Humanities should not be ‘add-on’ but
integrated.
Finally, ‘applied humanities scholars’ without clinical experience could
work collaboratively with clinicians adding a critical dimension introduced
from the arts and humanities. Prior to Shapiro and colleagues’ article, since
introducing a core and integrated medical humanities curriculum in 2002,
Peninsula Medical School (Universities of Exeter and Plymouth, UK) had
successfully introduced much of what these authors suggested to the undergraduate medicine curriculum, including an ‘applied humanities scholars’
faculty under the directorship of myself and Dr Robert Marshall, a consultant histopathologist with a first degree from Oxford in Classics. Marshall
is a passionate advocate of the arts and humanities in medical education
and provided the initial impetus for considering such a high profile for the
medical humanities during the first wave of curriculum planning for
Peninsula Medical School. Those humanities and social science scholars at
Peninsula who had no previous clinical experience underwent staff development to gain an appreciation of clinical environments through
observational placements prior to working collaboratively with clinical
teaching staff. Importantly, the Peninsula curriculum plan was grounded in
the assumption that the biomedical sciences are intrinsically aesthetic.
Hal Cook (2010: 3), a historian, sees the medical humanities as a way of
exploring the ‘complexities and ambiguities of the human condition’ as
these relate to medical practice. He also uses the metaphor of ‘borderlands’
to describe the medical humanities’ position in relation to established
academic disciplines. Cook’s view is from the humanities looking in on
medicine. In contrast, Deborah Kirklin (2002, 2003, 2005), a doctor and
medical ethicist, works from within the overall field of the medical and
healthcare, seeing the application of the arts and humanities as a kind of
fine-tuning of sensibility allowing us to develop a far more subtle and
nuanced appreciation of the context within which illness is experienced and
healthcare delivered. Kirklin then looks out from the practice of medicine
and healthcare towards the arts and humanities. The two positions generated by Cook and Kirklin are not incompatible, but suggest differing lines
of flight.
Following Cook’s definition, we might see ‘the medical’ as one historically and culturally determined dimension of human experience. This may
lead us to ask questions such as that raised by Ivan Illich (1977) of how
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does a culture become so thoroughly ‘medicalized’? Illich’s focus is not on
the rise of technical biomedicine but rather on the deskilling of the layperson, whose capability to offer everyday healthcare is put into question as
health practices are professionalized. Michel Foucault (1989) asks a different set of questions, but they are still historically and culturally grounded.
Using examples from French historical archives, Foucault asks how the
focus of medical practice shifted from the home visit (with its bias towards
the patient and family and its restrictions on the doctor as guest in another’s
house) to the patient attending a clinic (with its bias towards the clinician
and its restrictions on the patient as a visitor to the hospital)? What conditions emerged that legitimated intimate examinations ordinarily taboo in
everyday social exchanges (legitimated in the clinic but not necessarily sanctioned in the patient’s house)? What is different about the way that a doctor
and a layperson gaze on, or at, a body? These are questions from outside
medicine looking in.
Following Deborah Kirklin’s view of the medical humanities, we would
pose different questions and pursue differing methods of inquiry. Looking
out from medicine and healthcare to the worlds of the arts and humanities,
the most pressing, and problematic, question is then how might we improve
healthcare with the help of the medical humanities? Kirklin’s position is
ultimately embedded in pedagogy – how can medical education be designed
with medical humanities in mind?
Here, we might draw on the engagement of the radical arts with contemporary medicine as a response to Kirklin’s prompt, noting that such an arts
intervention is not located within the medical school and teaching hospital,
nor within the University humanities department, but within a gallery engaging the public. In this case, it happens that the gallery space within a museum
of art simulates a hospital ward. Bob Flanagan was an American performance artist who died in 1996 from cystic fibrosis. He was also a masochist
who derived sexual pleasure from being dominated by his partner Sheree
Rose. A film, released in 1997, about Flanagan’s complex relationship with
terminal illness – Sick: The Life and Death of Bob Flanagan, Supermasochist
– won the Special Jury Prize at the Sundance Film Festival in 1997. With
Sheree Rose, Flanagan made a performance piece called ‘Visiting Hours’
(shown at Santa Monica Museum of Art in 1992–3, the New Museum New
York City in 1994 and the Museum of Fine Arts Boston in 1995) in which
museum spaces were transformed into a hospital ward with waiting room
and X-rays. Flanagan lay in a hospital bed at the centre of the installation.
Flanagan’s performance dramatically challenges what the hospital
expects of the supine and conforming patient, and what culture may expect
of playing the ‘sick’ role, in what he termed ‘fighting sickness with sickness’.
The performance climaxes with Flanagan being tied by the ankles and
winched out of the bed by Sheree Rose to hang upside down, literally inverting the supposedly proper and normal relationship of patient with clinic, of
sick patient with medicine (see www.youtube.com/watch?v=vgWyxjjecOw).
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Such radical art questions notions of what is ‘healthy’ and positions medical
education as, potentially, a pedagogy of difference. Here, if authentic
‘patient-centredness’ is practised many of the conventions of medicine reinforced through a traditional medical education must be questioned.
Flanagan’s work brings together the medical humanities as (i) a perspective looking in on medicine and healthcare from the outside to critically
examine historically and culturally determined assumptions about the body
and illness, and as (ii) a perspective looking out from within medicine and
healthcare to critically examine how apprentice practitioners are socialized,
gain and consolidate identities – or learn. From docile and supine ‘patient’
(literally ‘one who suffers’) to hanging, inverted above the bed – having
metaphorically transcended suffering through inflicting even more pain –
Flanagan points to critical positions that both look in on and look out from
medicine and healthcare simultaneously. Importantly, Flanagan, an againstthe-odds survivor of cystic fibrosis (he outlived medical mortality
predictions by around 35 years) problematizes descriptors such as ‘health’,
‘wellbeing’ and ‘quality of life’.
Paul Crawford and colleagues (Crawford et al. 2010) see the ‘health’
humanities as the ‘future of medical humanities’, objecting to the implied
exclusion of wider healthcare when using the descriptor ‘medical’. Yet
Deborah Kirklin’s approach to the medical humanities from 2006 is
certainly inclusive, specifically referring to ‘healthcare’. In the UK, this
debate goes back to at least 2002, when an editorial in Medical Humanities
by Martyn Evans and David Greaves suggested that the ‘medical’ in
‘medical humanities’ was not being used just to refer to medicine, but the
term ‘medical humanities’ had already gained currency and traction internationally and that it was effectively too late to attempt to introduce the
potentially more inclusive descriptor ‘humanities in healthcare’. Evans and
Greaves (2002) asked, rhetorically: ‘“Medical humanities” – what’s in a
name?’ This related to the development of an Association for Medical
Humanities (for which Evans twice served as president, and for which I am
currently president at the time of writing).
The authors apologized for potential exclusivity in sticking with the term
‘medical’, both for healthcare practitioners such as nurses, and for nonmedical participants in the medical humanities culture such as social
sciences, arts and humanities academics and practitioners (Evans himself is
a philosopher and not a clinician). But this issue really only matters to those
who align the medical humanities with medical education. Here, nonclinical academics and artists will meet healthcare in general even as they
work with doctors, where they see doctors working with patients and in
multiprofessional clinical teams. On the other hand, for humanities scholars or artists working outside of medical schools in humanities or arts
departments, ‘medical’ humanities is an appropriate descriptor, as these
scholars engage mainly with the subject of medicine or with the roles and
identities of doctors.
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Certainly in Canada, with the development of the health humanities
network and an associated annual conference, the health humanities is
now the preferred term, displacing the medical humanities. The decision
to publish a comprehensive compendium of articles on the state of the art
of the medical humanities under the title The Health Humanities Reader
(edited by Tess Jones, Delese Wear and Lester Friedman), as noted in the
previous chapter, makes a significant statement: that ‘health humanities’
may become the preferred term in North America (Jones et al. 2014).
My concern with the health humanities, as indicated in the previous
chapter, is the privileging of ‘health’, generally linked with optimism and
wellbeing, now extended also to ‘safety’. Artists such as Bob Flanagan –
while his work was extreme even for contemporary performance art –
seek to critically challenge assumptions about ‘health’, ‘illness’ and
‘disease’ and the role of the patient. Flanagan did not seek to challenge
western biomedicine per se, but rather assumptions about the status of the
human body as it encounters the cultural process of medicalization as
normalizing. Ironically, medical education itself has historically offered a
distinctly sado-masochistic model of apprenticeship. Combinations of
punishing work schedules, learning on the job through ritual humiliation
and plunging junior doctors in at the deep end at the limits of their
competence have led to doctors having higher rates of suicide and burnout
than the average population (Wible 2014) and medical students also
showing high rates of suicide ideation and burnout (Dyrbye et al. 2008)
and produced ‘survival’ guides for residents (Peterkin 2012). This is
coupled with a lack of formal support structures for the psychological
wellbeing of doctors who traditionally resist self-help, make poor patients
and dislike treating other doctors (Garelick 2014). Further, our cultural
models of ‘health’ and ‘wellbeing’ are ambiguous. On the one hand we are
asked to adopt lifestyles that promote health, but on the other, we do so
in ways that court danger and risk, such as extreme sports. ‘Quality of
life’ does not necessarily equate with medical models of ‘health’ or healthcare models of ‘wellbeing’.
The ‘medical’ and ‘health’ descriptors in medical/ health humanities are
then problematic, but I am equally concerned with the potential exclusivity
of the ‘humanities’ descriptor in ‘medical humanities’, where ‘humanities’
are assumed to include the arts. Also, do we include the humanities-facing
social sciences? In my own work in medical education, I have often used the
term ‘medical aesthetics’ as a composite descriptor, but recognize that this
must also encompass politics and ethics (Bleakley 2014). The concern of
Martyn Evans and David Greaves (2002) to address ‘what’s in a name?’ in
a ‘first wave’ of medical humanities is far from resolved, but we cannot
simply leave things to rest. The beehive must be stirred and we must be
stung into action to consider that a ‘name’ does matter.
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A multidisciplinary or interdisciplinary field?
The descriptor ‘medical humanities’ has been applied to the following five
fields of activity:
•
•
•
•
•

The humanities studying medicine (such as history of medicine or the
critical evaluation of medicine in literature).
Arts and humanities intersecting with medicine in medical education –
often called ‘medicine as art’.
The arts engaging with medical themes in public engagement.
Arts for health (for example, art in hospitals and arts activities with
patients – often called ‘arts as medicine’).
Arts therapies (sometimes linked with arts for health, but usually associated with mental health interventions using arts media within a
psychotherapeutic framework).

While the medical humanities in the UK may have its roots in arts therapies,
the arts as therapy culture now has its own academic meetings, journals and
societies and has limited overlap with the other four areas above. Arts for
health, like the arts therapies (with which it has resonance) also has its own
networks, conferences and publications that are separate from medical
humanities. Medical humanities, rather, has flourished in three places –
university humanities departments, through the formal study of medicine;
university medical schools, teaching hospital and community clinics,
through medical education; and public galleries, museum spaces and
theatres through arts engagement with medical themes.
Claire Hooker (2008: 369–70) echoes the fields described above, where
the medical humanities offer:
1
2
3

‘a field of academic inquiry’;
‘the intersection of medicine and the creative arts’; and
creating ‘more compassionate, more capably communicative doctors’
that may ‘lead to better health outcomes for patients’.

Hooker’s rhetoric, however, sets out to persuade that medical education (3
above) is less sexy than the field of academic inquiry into medical culture
and history (1 above) where she gives an example from the University of
Auckland, New Zealand: ‘researchers who investigate such things as illness
narratives, death and dying, mental health and incarceration, and the semiotics of disease, are primarily charged with the task of training doctors to
be more likeable and trustworthy for their patients’ (ibid.).
This is an unfair reading of the complexity of medical education as it
draws on the arts and humanities, as I hope Chapter 3 will demonstrate.
Democratizing and politicizing medical culture – both of which are necessary aims for the medical humanities in medical education – is a far more
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onerous task than that of ‘training doctors to be more likeable and trustworthy for their patients’. For example, educating doctors in teamwork in
order to reduce medical error – one key strand in democratizing medicine –
seems to me to be a key outcome and reason for including, say, illness narratives and the semiotics of disease in a medicine curriculum. Further, a
reflexive medical education does not set out to ‘train’ doctors but to educate
them, for example in how to deal with disgust (see the extract from Gabriel
Weston’s semi-autobiographical 2014 novel Dirty Work that opens Chapter
4), or with erotic and sexual attraction to patients and colleagues.
An evolving area in the medical humanities is how contemporary arts
practitioners can engage critically with medical education to shape new
practices, moving clear of the territory of arts therapies and arts in health
(where the art is a medium for working with patients, and not primarily a
cultural object or artefact that has independent impetus to challenge the
‘health’ of a culture). For example, the Scottish artist Christine Borland was
appointed as Visiting Professor of Visual Art at Peninsula Medical School
precisely to challenge the habitual use of artists as handmaidens to medicine
(such as life drawing classes for anatomy learning or medical illustration).
Borland, a Turner Prize nominee in 1997, has worked consistently in the
areas of medicine and forensic science to provide critical visual commentary. She is interested in how exposure to the medical can depersonalize,
where art interventions can reconstruct and personalize.
Borland reformulates issues of social justice, ethics and representation of
the ‘human’ through complex visual art projects, often involving collaborations with scientists, doctors, anatomists and forensics experts. In making
the 1994 piece ‘From Life’ (Borland 2006), Borland sought out a human
skeleton sold through an anatomy catalogue. She imagined that skeletons
would be plastic and was shocked and intrigued to find that, at the time,
she could buy a real human skeleton. In the setting of the medical school’s
anatomy laboratory, the skeleton is simply a passive teaching object, acting
not only to depersonalize the human who once inhabited this skeleton, but
acting as a signifier for medicine as a whole as a depersonalizing institution.
Borland aimed to reconstruct and repersonalize the human who once
fleshed the skeleton. Through tracing ownership of the skeleton and
through forensic reconstruction of the face Borland discovered that this was
an Asian female. This forensic art process offers a model for a humane
medicine that does not strip us back to anonymous skeleton but refleshes us
and builds meaningful relationship layer by layer. Such a process too is
transdisciplinary where it is powered by moral dilemmas. While the medical
humanities in medical education may draw from several disciplines, the
worry is not how we knit those disciplines together, but whether or not we
can find compelling topics that act as encompassing vehicles for collaboration between differing approaches of thinking and making.
Of the five fields of activity referred to above, arts for health and arts
therapies have activities, organizations and publications that are distinct
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from the medical humanities, although there is overlap, particularly with
the arts for health field. Of the other three approaches, two – the medical
humanities in medical education and the medical humanities as the discipline-based study of medicine and the medical – are, however, in tension
and not readily interdisciplinary or transdisciplinary. Both of these traditions have passed through an historical ‘first wave’ and are entering a
‘second wave’ of interest. Both claim the descriptor the ‘critical medical
humanities’ for this second wave of activity. The passage from first to
second wave in both cases can also be described as from ‘celebratory’ to
‘critical’, or from the naïve to the reflexive.
In the development of the medical humanities in medical education, a
first wave of interest saw the medical humanities introduced to medical
students as modules in ethics and the history of medicine, while this gradually expanded to include narrative-based medicine and topics such as how
looking at art may help medical students to look more closely at patients.
Given that medical students gain an identity as a doctor through performing like their seniors, medicine developed an interest in drama, and this was
reinforced through the widespread use of actor patients in learning clinical
skills through simulation. However, in this first wave the introduction of the
medical humanities was characteristically ‘lite’ educationally – as a supplement within the curriculum, as optional learning, as light relief from
biomedical science and even conceived as ‘edutainment’.
A second wave has reformulated the medical humanities as a critical
educational intervention. Here, the ‘critical’ medical humanities can act as
a counterpoint to reductive biomedical science from within the curriculum,
as core and integrated provision. This extends technical interest in diagnosing and treating the chief complaint (disease) to a wider appreciation of the
illness in the context of the patient’s life, as the chief concern (Schleifer and
Vannatta 2013). This critical role for the medical humanities is pedagogical
where it educates for a more reflective and reflexive imagination than the
literalism encouraged by other aspects of the curriculum.
The medical humanities are no longer supplementary or complementary
but actively reformulate what clinical thinking and clinical practice – or the
clinical imagination – might be. The arts and humanities are given a central
role (i) politically – in democratizing medicine, where they also educate for
tolerance of ambiguity, and (ii) aesthetically – in providing the necessary
media for learning how to communicate professionally and sensitively
through a moral imagination and learning how to engage close noticing in
physical examination and diagnoses. In short, within medical education, the
medical humanities have come to configure a radical and primary educational intervention, shaping practice aesthetically and politically (Bleakley
2014).
In a parallel development, a first wave of interest in humanities disciplines
studying medicine, such as the history of medicine, often left medicine
untouched. Medicine was a passive object studied by an active discipline.
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The aim was not to transform medicine or indeed to trace the vicissitudes of
‘the medical’ but merely to describe and understand medicine. In a second
wave of interest, as noted, a ‘critical medical humanities’ has emerged
(Woods and Whitehead forthcoming). The project is now to not just engage
with, but also contribute to, the medical understanding of individuals and
populations in terms of potential transformation. Where the humanities once
studied medical phenomena from a distance they now offer to process or
remake the fabric of the medical in intimate, critical engagement.
Proponents of this kind of ‘critical’ medical humanities have emerged
from the Wellcome-funded Centre for Medical Humanities at Durham
University, UK, including Angela Woods and Corinne Saunders and Anne
Whitehead at the University of Newcastle. The 2009 online manifesto
describes the medical humanities as:
the name given to a so-far rather diverse field of enquiry. Its object is
medicine as a human practice and, by implication, human health and
illness, and the enquirers are, basically, people working from the
perspectives of humanities disciplines. Thus ‘medical humanities’
denotes humanities looking at medicine, looking at patients, and –
crucially – looking at medicine looking at patients. At present, history,
literature studies, theology, anthropology and philosophy are prominent among the disciplines that engage in medical humanities. If they
act separately and in isolation from one another, then ‘medical humanities’ is just a list. But it becomes far more interesting when these
disciplines’ perspectives are combined in a genuinely interdisciplinary
way.
(Durham University 2009)
There is nothing here about pedagogy, or medical education as an arts- or
humanities-led intervention; nor about the arts operating as ‘diagnosticians
of culture’ (Smith 2005). The ‘critical’ medical humanities are described as
diverging away from centres developed in medical schools to:
a new generation of research groups emerging from humanities departments. [Where] critical social and cultural theories . . . direct and infuse
our work to unpick the hidden assumptions underpinning the use of
key concepts, lines of policy argument and characterisations of particular bodies or groups of bodies . . . . We have a particular interest in
collaborating with the creative arts and the arts and health community
in exploring the radical potential of the arts within a critical medical
humanities.
(Durham University undated)
As mentioned earlier, just as Foucault (1989) suggested that the movement
away from doctors visiting patients at home to patients visiting doctors in
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clinics changed the nature of the relationship between doctors and patients,
for example in legitimating the intimate examination, so the Durham manifesto suggests that a shift in location from medical schools to humanities
departments can herald a revolution in medical humanities by ushering in
the critical approaches common to academic study, particularly in an era of
critical theory. This moves in the opposite direction to Johanna Shapiro and
colleagues’ idea of an ‘applied medical humanities scholar’, who would
work alongside clinical faculty and gain knowledge of clinical environments
rather than working out of humanities departments (Shapiro et al. 2009).
The key aspect of such a role is to critically engage with clinicians, medical
students and patients in clinical spaces to expand, for example, awareness
of the limits to practice, or of values informing practice.
As noted above, at Peninsula Medical School, from its inception in 2002,
this model of non-clinical arts, humanities and social science scholars working closely with clinical teaching faculty in clinical spaces was developed.
Non-clinical faculty underwent socialization into clinical environments
such as hospital wards, operating theatres, laboratories, morgues and
community general practices, and teaching spaces such as simulation suites,
working alongside clinicians, often in interprofessional team settings. For
example, Christine Borland, mentioned above, appointed as Visiting
Professor of Visual Art at Peninsula, set up a project in which she worked
alongside clinicians, actor-patients, technicians and students in critically
examining learning clinical skills through simulation. Critical questions
were asked, for example, about the male gendering of manikins, the ready
slippage of simulation into dissimulation as medical students learned roles
and scripts within a structure of performance and the lack of aesthetic in
simulation suites. Borland made film, installations and artefacts exploring
aesthetic, ethical and pedagogic contradictions and controversies in clinical
skills learning, and presented this to a public audience in a gallery context
over an extended period (e.g. With Practice; Sim Bodies, NoBodies and Me;
see, for example, www.gsa.ac.uk/life/gsa-events/events/c/christine-borland).
The work was continued and extended with students and faculty at
Glasgow medical school’s ‘communication suite’ where professional clinical
communication is first learned with actor patients in simulation.
The final line from the Durham Centre website quoted above shows
confused thinking and is rhetorical. It persuades us into thinking that a
second wave critical medical humanities engages with the avant-garde in the
arts, but in the same sentence adds the ‘arts and health’ community into the
mix. The latter certainly does not have a track record of ‘exploring the radical potential of the arts’ in the way as, say, the Peninsula Medical School
experience with Christine Borland as faculty (along with Visiting Professor
of Music and Medicine Paul Robertson and Visiting Professor of Medical
History Helen King).
Importantly, the approach of the humanities as applied to medicine in
this second wave does position the medical humanities not as additive, as
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handmaiden, or supportive friend to medicine but as a constructively critical intervention that sets a climate for medicine’s reformulation of its aims
including how it configures embodiment. This role of interlocutor is vital to
the development of medical practice and knowledge, but also to how policymakers frame their social interventions (for example in public health
education).
Proponents of this ‘second wave’ of medical humanities have suggested
that the first wave was the application of the medical humanities to medical
education, but this is misconceived and historically inaccurate. As I suggest
above, there are two streams at work. These two streams of the critical
medical humanities – one situated in medical education and the other in the
humanities engaging with medical understanding – do, however, have
common concerns. For example, from within the humanities-based critical
medical humanities ‘second wave’ have emerged sophisticated interrogations of taken for granted notions such as ‘empathy’ (Macnaughton 2009)
and ‘narrative’ (Woods 2011). In the second wave of medical humanities
within medical education, critiques of the unquestioned notions of ‘empathy’ (Marshall and Bleakley 2009) and ‘narrative’ (Bleakley 2005) have also
emerged, but these have had explicitly educational aims, those of improving patient care and safety through medical education.
I suggest that while a first wave of the medical humanities promised to
counter medicine’s scientific conservatism (appearing in practice as the
dehumanizing of patients), and authoritarianism (appearing in practice as
the depowering of healthcare colleagues), this wave is already being
absorbed into the mainstream of medicine, where its revolutionary potential is being sublimated. Such sublimation is readily achieved where the
kinds of arts and humanities that this first wave draws on are conservative,
pointedly avoiding the liberal avant-garde. Further, this wave of medical
humanities aligns with the dominant discourse of medicine as homeostasis
(health and wellbeing, or human flourishing) grounded in utilitarianism.
Paul Macneill (2011) is one of the few commentators in the field of the
medical humanities who has engaged with this problem of avoidance of the
avant-garde. Macneill calls for a more ‘muscular’ approach to the medical
humanities – perhaps an unfortunate metaphor in light of the other major
issue in the medical humanities being one of ignorance of gender issues.
Macneill sees the arts and humanities as pressed into service by medical
humanities and remaining as ‘benign’ and ‘servile’ in relation to medicine
and the health professions. While humanities interventions may critically
address the limits of the biomedical model of medicine, it may also ‘challenge quiescent notions of the arts’. Macneill considers the work of
performance artists such as Stelarc (see http://stelarc.org/?catID=20247)
and Orlan (see www.orlan.eu), who have subjected their bodies to modifications and extensions. Such work questions assumptions about the
normative medical model of the body and extensions to this in what is
considered a normal appearance. For Macneill, it is difficult to simply graft
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on the more radical arts to medical education without medicine questioning
its foundational assumptions about what constitutes a ‘normal’ body.

Carrying the burden of the medical humanities
The development of the critical medical humanities within academic
humanities departments does carry a danger – of distancing itself from the
clinical coalface and of passing the responsibility for evidence of impact of
medical humanities interventions to those still working within medical
school medical education, humanities and ethics departments. Some of the
ghosts from the more ‘anarchic’ days of medical humanities experimentation still linger. Geoffrey Rees (2010: 267) speaks for many in the medical
humanities community when he talks of the ‘slights endured by persons
who labor under the rubric of the medical humanities’. This aligns with the
assumption by sceptics towards the medical humanities that burden of
proof of impact rests with those who support the medical humanities. And,
of course, such proof must be provided under the terms set out by sceptics
as evidence gained from empirical studies following a scientific or quasiscientific experimental paradigm. In Chapter 9, I address this demand in
detail and suggest that ‘proof’ cannot be reduced to an ‘either it exists or it
does not’ scenario. Further, as Neville Chiavaroli and Constance Ellwood
(2012) note, Ousager and Johannessen’s (2010) review of the impact of
research in the medical humanities suggests that 30 per cent of studies are
justifications or ‘pleading the case’ for the inclusion of the medical humanities in the undergraduate medicine curriculum – again with backs to the
wall.
Rees notes that the quality of a humanities intervention in medicine is
more likely to be judged by those who make the intervention on the basis
that it is ethically important – the intervention makes for a more caring
medicine. This, however, may apply to medical humanities more oriented to
the wider critical engagement with the goals of biomedicine and the
medicalizing of the body. It does not so readily apply to medical humanities
engaged primarily with pedagogy in medical education. Here, some pragmatic value is expected from medical humanities interventions, even if this
is paradoxical, such as adding value to sensibility (for example, educating
for close noticing, such as Chapter 6 details).
Jeffrey Bishop (2008, 2011) bemoans the fact that the medical humanities are commonly reduced to a medical ‘humanism’ that is an anaemic,
technical version of the complex historical project of the arts and humanities. For example, proponents of the medical humanities may find
themselves justifying curriculum models that set out to include medical
humanities on the weakest of platforms that turns out to be the best understood by medical school pedagogical cultures. Here, instead of being able to
celebrate the patent richness, complexity and critical challenge of the arts
and humanities in the life of humanity as a starting point for a (usually
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minor) curriculum reform, champions of the medical humanities find themselves arguing, for example, from the platform of a functional
‘professionalism’, the arts and humanities running away like sand through
their fingers as they speak. Bishop warns of getting into divisive debate
about separating ‘fact’ (science in medical education) and ‘value’ (ethics and
humanities in medical education) and then trying to stitch them together
through medical education, when they are inseparable at root and should
be considered as such – the medical humanities in principle cannot then be
separated from learning biomedical science. This returns us to the argument
we made when developing the curriculum at Peninsula Medical School –
that the ‘medical humanities’ issue does not start with a battle between
science and the arts but rather with a recognition that good science is intrinsically aesthetic, ethical, complex and necessarily ambiguous, where
science’s ‘truth’ claims are historically and culturally determined.
Delese Wear and Julie Aultman (2005: 1056) describe a course for
fourth-year medical students called ‘Family Values’ in which they used a
range of required reading and written response to critically engage ‘with
violence, illness and end-of-life matters, and issues related to race, social
class, gender and sexual identity’. The class, they report, ‘fell flat’. In trying
to understand why, Wear and Aultman suggest that the reading matter was
not contextualized and too challenging. Where fictional characters fell out
of the compass of tradition and normative values, students found difficulty
in engaging with the issues that these characterizations brought up.
Students then resisted the text. The authors suggest that the focus should be
shifted away from individuals (representing types of patients that medical
students may meet as future doctors) towards structural issues of the social,
political, economic and cultural conditions that may affect health.
In defence of their original method, Wear and Aultman wished to apply
Megan Boler’s ‘pedagogy of discomfort’ in challenging preconceptions of
medical students about wider cultural practices that deprive persons of
‘their full humanity’ to help doctors to ‘reduce the social causes of suffering’ (ibid.) – hence the choice of challenging texts such as Alice Walker’s
The Color Purple. Resistance took three main forms: blaming individuals
for not achieving or failing to work hard enough (recognized as an
American cultural trait); discounting content as irrelevant (for example,
equality of treatment is ingrained in medical oaths, so why learn about
inequalities?); and distancing – social issues are beyond our control, we
treat disease on a patient-by-patient basis. Boler makes a distinction
between ‘passive empathy’ and a ‘semiotics of identity’. Medical students
may read a text and empathise with an ‘other’ through a passive identification. However, how will students recognize that they may be part of the
oppressive forces that alienate, marginalize or impoverish others, who
remain ‘different’ and beyond interpersonal empathy? Students must recognize complicity in a status quo that maintains inequalities of opportunity
and inequities.
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It may be that these American medical students are also resistant to
university medical school classes that appear to be similar to University
humanities classes they attended (but also resisted) as compulsory in their
undergraduate careers, such as a liberal arts ‘great books’ course. An alternative pedagogical approach is to always aim for relevance in teaching
while incorporating meaning. In Chapter 8, I provide a case study illustration of a way that I introduced, collaborating with medical colleagues,
study of contemporary fiction to analyse ‘prescription culture’ or the way
that prescription drugs have now become part of the fabric of everyday life
in North American cultural contexts. The students had no difficulty in
engaging with the idea of an ‘alternative’ drug formulary that considered a
small group of anti-depressants and anti-anxiety drugs as having ‘character’
when linked with case studies of real patients observed through their
publicly accessible YouTube confessional videos.
Casey White, Arno Kumagai and colleagues (White et al. 2009) looked
at the concept of patient-centred care with medical students through experiences of these students on clinical clerkships. Students reported that
supervisors modelled behaviours antithetical to patient-centred care and
this confused them. A programme was launched in 2003 at the University
of Michigan medical school called ‘the Family Centred Experience’ that
facilitated longitudinal placements and followed these up with small group
class discussions (10–12 students) to integrate experiences. In 2002 at
Peninsula Medical School, UK, ‘jigsaw groups’ were first developed for
students to integrate clinical placement experiences and reflect on these in
small group discussions with clinical tutors. The point about these pedagogical innovations is that structural issues such as social justice and
equality are taught through reflection upon clinical experiential or workbased learning. Arts, humanities and social science scholars can readily be
integrated into these reflections, for example through co-facilitation of
reflective small groups. But, for these collaborative medical humanities
opportunities to be successful, all participants must have first-hand experience of an issue such as ‘patient-centredness’ and ‘patient-centred practice’.
This again invites development of faculty along the lines of Johanna
Shapiro’s ‘applied medical humanities scholars’.
At the heart of Arno Kumagai’s (2009) ‘Family Centered Experience
Program’, inaugurated for first-year medical students, is social justice. This
shifts the frame of reference for medical humanities away from what can be
read as more abstract notions, such as empathy and humanism, to the
concrete acts of treating patients as complex and rich human beings whatever their social circumstances. Students work in pairs on a longitudinal
placement with a patient volunteer suffering from a chronic or serious
medical condition. The focus is then primarily political – setting medicine
as a resource or capital to be fairly distributed across a community within
a democratic framework. This framework is reinforced through fostering
non-authoritarian faculty-student relationships. The primary method of
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inquiry is narrative – there is a focus upon stories told and heard and subsequent assimilation and reflection. Key to the process is recognition and
appreciation of difference.
Kumagai’s brave medical education innovation runs against the grain of
the typical processes of rendering medical students insensible through power
structures. Inviting students into a democratic space of participation with
their patients and their teaching faculty resists the traditional medical educational processes of marginalization and impoverishment that makes them –
temporarily – the poor and dispossessed in the medical hierarchy. Such
temporary conditions of marginalization are part of apprenticeships with
quasi-militaristic training including the law and learning to be an airline
pilot. But, while apprentices are held in this state of relative contempt, can
they not engage more readily in acts of resistance? Will they not, when their
false consciousness is revealed, be more willing to reflexively consider their
part in later oppression of others such as patients and healthcare colleagues?
As Wear and Aultman (2005) suggest, this is an invitation for medical
students to engage not just with patients as allies, but with the historical,
cultural and social structures that position individuals as marginal.
The first wave of the medical humanities can be seen to have subscribed
to the same value system as orthodox medicine, presenting a ‘tame’
(Macneill 2011: 86) approach offering students ‘soft’ relaxation, celebratory supplement, or diversion from the ‘hard’ stuff of biomedical science
and evidence-based clinical practice. For example, Geoffrey Rees (2010)
notes that the medical humanities can be employed non-critically, serving
medical dominance rather than used in an interventionist manner. Where
the functional limit of the arts and humanities has been to nuance medical
practice, rather than fundamentally critiquing such practice, the form of the
arts and humanities drawn upon has, as noted, avoided the critical, and
political, (liberal) avant-garde that Felix Guattari (1995: 106) describes as
‘the incessant clash of the movement of art against established boundaries’.
To be cynical, examples of this uncritical first wave can be seen time after
time as medical schools advertise their medical humanities wares with great
gusto and pride, for this to be an elective programme attracting few
students who write some (often bad) poetry or make some music as a diversion from core studies. This is then self-evaluated through a satisfaction
score while self-selected students are still on a high. This is some way from
the kind of hard-won, self-taught pedagogy of resistance that the 15-yearold adolescents model in Peter Weiss’s (2005) novel The Aesthetics of
Resistance as they grow up in the face of the Nazi regime committed to
aesthetics as the framework for democracy.

What does the future hold for the medical humanities?
Where medicine aims for homeostasis or relief from symptom, it also aims
to reduce uncertainty or is intolerant of ambiguity. However, medical
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practice is laced with uncertainty. Art, however, is tolerant of ambiguity.
Indeed, the liberal avant-garde in particular aims to generate ambiguity and
uncertainty in order to questions certainties, habits and conventions, or to
promote social critique. Good medical practice implies not simply tolerance, but also connoisseurship, of conditions of uncertainty (Luther and
Crandall 2011) and the arts are where expertise in such connoisseurship
rests. Medicine must collaborate with the arts and humanities if only to
reap the rewards of learning about tolerance of uncertainty and ambiguity,
such as awareness of the cultural habit to repress or deny uncertainty that
is also a symptom of the high rate of medical error.
The 1998 Windsor Conference (Phillip et al. 1999: 26), discussed in the
previous chapter as a landmark occasion for the development of the medical
humanities in the UK, linked a classic definition of the humanities, as ‘the
study of human nature and the practice of compassionate concern for the
advancement of mankind’s welfare’, with ‘the WHO definition of health’
that described ‘a balanced relationship of the body and mind and complete
adjustment to the external environment’. ‘Balanced’ and ‘complete adjustment’ echo the utilitarian rhetoric of normative, idealistic wellbeing, failing
to see that by denying and repressing the potential of illness things may get
worse, where, as Freud suggested, the repressed returns in a distorted form.
Utilitarianism sees life’s purpose as the pursuit of happiness and the
greatest good for the greatest number of people. ‘Life, liberty and the
pursuit of happiness’ are ideals embedded in the American Constitution and
Declaration of Independence. That happiness is preferable to misery is held
to be ‘self evident’. The empiricist John Locke in 1693 wrote that ‘the highest perfection of intellectual nature lies in a careful and constant pursuit of
true and solid happiness’ (Locke 1975: 2.21.51). Modern medicine, with its
central notion of homeostasis, follows this philosophical position, but the
arts and humanities in general tend to diverge, often wildly, from such a
philosophy.
That the pursuit of happiness is always preferred to misery must be qualified as relative. Utilitarians describe the best possible state of happiness for
the greatest number of people, but again, whose ‘happiness’ are we describing? One person’s happiness – say, misogynist hip-hop, ‘death metal’ music
or radical performance art, is another’s pain or disgust. Masochists and
sadists gain pleasure from receiving and inflicting pain. Himalayan mountaineering affords huge risks, but still attracts its devotees, including
doctors. Giving birth and parenting are mixtures of pain and pleasure. Love
may be the most beautiful pleasure but is always close to the pain of loss.
Importantly, illness is a way into rich experiences that health denies.
Further, notions of pain and pleasure change historically and culturally
(Elias 2000).
Voltaire, Nietzsche and other philosophers of ‘pessimism’ disagree with
utilitarianism and the optimism of philosophers such as Leibniz who see life
as the ‘best of all possible worlds’. This is not simply because they are
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realists and accept the inevitability of human suffering, but because they
recognize value in such suffering. Nietzsche (1984) articulated a philosophy
of life from within his own illness, suggesting that suffering artists make
sensitive diagnosticians of a suffering culture, a notion expanded by the
philosopher Gilles Deleuze (1993; see also Smith 2005). Could Beethoven
have composed the sublime late quartets without his deafness, or Chekhov
have written such insightful literature without contracting tuberculosis that
afforded empathy for the suffering of his patients? Importantly, Nietzsche,
Beethoven and Chekhov did not invite or cultivate suffering, but turned
misfortune into opportunity.
This philosophy of ‘pathologizing’ (Hillman 1992) does not square with
Ken Calman’s desire to set up a ‘Department for Health and Happiness’,
where the function of art is to please and to heal rather than to challenge
homeostasis for transgression, instability and education into tolerance of
ambiguity and paradox as a permanent revolution, thus refreshing culture.
The potential implications of this run deep – art can be anti-fascist in its
desire to educate for tolerance of ambiguity, where intolerance of ambiguity is the mark of the authoritarian personality (Adorno et al. 1950), again
combining the aesthetic with the political.
Where ‘hospital’ and ‘hospitality’ have the same root, Jacques Derrida
(2000) notes the aporia, or puzzle, of hospitality – that those who provide
hospitality must at the same time exert control over their household, thus
providing a challenge as well as a welcome to visitors who cross the threshold. A hospital is an aporia, where healing and hospital-induced illness,
such as ‘avoidable’ medical error and hospital-acquired infections, go hand
in hand. Richard Cork’s (2012) history of art in hospitals reveals a similar
conundrum. While contemporary art in hospitals tends to be decorative
and bland, certainly not challenging or upsetting, Cork shows that since
the Renaissance art in hospitals had traditionally been shocking and challenging. It is only relatively recently that such art has become mundane.
Art hung in hospitals, up to the time of Hogarth in eighteenth-century
England, often included challenging motifs such as displaying symptoms
suffered by patients, who would have to cathartically confront the reality
of their conditions rather than be distracted or comforted by palliative
images.
Belling (2010) refers to the more radical stream of thinking within the
medical humanities exemplified by Wear and Aultman (2005), who show
that exposing medical students to narrative approaches can produce
discomfort, defensiveness and resistance to confronting political issues such
as inequality and oppression. Students readily tolerate benign plots and
characters in literature, where transgressive and challenging plots and characters at first produce resistance rather than empathy. This again offers a
reminder of what is, arguably, the central purpose of art, certainly of the
avant-garde – consciousness-raising through creating discomfort, challenge
or ambiguity.
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Such consciousness-raising is a three-step process: first, producing
disruption through challenging habit; second, allowing typical patterns of
resistance to emerge; and third, analysing such resistance to develop new
awareness, as one suffers the uncertainty produced – as a resource rather
than a hindrance. Belling concludes:
Wear and Aultman articulate the limitations of treating [medical]
humanities merely as a palatable reprieve from ‘hard’ work. They argue
instead that we must attend to resistance, even provoke it, if [medical]
humanities teaching is to promote critical inquiry as well as neutral
reflection, where rigorous humanities teaching can develop an orientation toward uncertainty, knowledge, and action that characterizes the
best physicians.
(Belling 2010: 939; emphasis added)
Further, Alan Petersen and colleagues (2008) do not see the medical humanities as necessarily benign or liberating, but as affording an unintended form
of governance, where the invitation to be ‘humane’ becomes a paradoxical
imperative – ‘you will be humane!’, as in ‘have a nice day!’
Some of the purported benefits of teaching medical humanities include:
the promotion of patient-centred approaches to medical care; counteracting
professional burnout; and equipping doctors to meet moral challenges not
covered by biomedicine. In other words, the medical humanities are
conventionally seen to redress a deficit in medicine: to act as a counterbalance to the relentless reductionism of the biomedical sciences – this,
rather than reminding scientists of the aesthetic riches in their worlds. By
contributing to the creation of a reflective practitioner who will exhibit
empathic understanding of the patient, it is claimed (or simply assumed)
that the medical humanities are necessarily good for doctors. While this
sounds like good news, there is a dark side, an unintended consequence to
the development of the medical humanities, where they may come to serve
as a tool of governance. ‘Governance’ has multiple meanings with positive
and negative connotations, but broadly refers to the process of steering or
guiding others’ or one’s own conduct – in Foucault’s succinct description
‘the conduct of conduct’. Several questions arise from a more sceptical
approach to the value of the medical humanities. For example:
1
2

3

Who is asking whom to be ‘humane’?
What kinds of subjectivity are assumed and formed through the teaching of the medical humanities and are these welcome identity
constructions?
What kinds of thinking and knowledge are produced by the medical
humanities and how may these serve to guide action? For example, if
the medical humanities are driven by the desire to ‘humanize’ individual practitioners, will this take our eye away from systemic failures
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caused for example by poor management? Will we end up compensating structurally induced overwork and poor management with the arts
and humanities?
How will unintended negative consequences of medical humanities
interventions be noted, or indeed measured and evaluated?

The new subculture of resistance within the medical humanities culture
briefly outlined above has several other foci, questioning assumptions of
conventional and benign medical humanities approaches. For example,
Johanna Shapiro (2011) warns against narrative medicine becoming
inflated through smart textual approaches that question the authenticity or
reliability of patients’ stories. Shapiro then calls for ‘narrative humility’
from researchers. As noted in the close to the previous chapter, Claire
Hooker and Estelle Noonan (2011) point to the medical humanities’ largely
unexamined western imperialistic tendencies, an observation that has been
made about medical education in general (Bleakley et al. 2011). Again, Paul
Macneill (2011) suggests that the arts and humanities employed in medical
education are in danger of being brought into the service of a more powerful biomedical science and then tamed, as pleasant diversions for students
rather than industrial strength tools for learning involving critique of reductive biomedical models.
However, what needs to be further developed is a focus upon a radical
political project – that of democratizing medical culture. Democracy itself
of course is a complex project. For example, Derrida et al. (2004) again
points to the inherent paradoxes, aporias, contradictions, and ambiguities
in the practices of democracy, preferring to imagine a ‘democracy to come’.
‘Shaping’ such a horizon democracy is both an aesthetic and an ethical
project (Weiss 2005). For Martha Nussbaum (2010) and Mark Slouka
(2010), democracy generally is impossible without the arts and humanities,
for these are the media that imaginatively allow us to educate for, and
develop, the necessary and sufficient conditions for empathy, or tolerance
of ‘otherness’, as a foundation to debate. As Slouka (ibid.) argues, ‘the
humanities are a superb delivery mechanism for what we might call democratic values’. The humanities diagnose social ills, such as unproductive
authoritarian behaviour grounded in intolerance of ambiguity; and suggest
cures, such as tolerance of difference through open debate and collaborative activities.
Following the detention of the internationally celebrated Chinese artist
Ai Weiwei by Beijing police in April 2011, ostensibly for tax evasion but
more likely as a consequence of persistent political dissidence through his
art, The Times newspaper in London published responses from high-profile
public figures as a collective open letter of protest to the Chinese government (O’Connell 2011). Sir Nicholas Serota, the Director of the Tate
Gallery, observed in his response (ibid.) that:
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The health of a society is indicated, in part, by the freedom of its artists
and writers to express their views without fear of suppression. Diversity
of view generates creativity and occurs through meeting of opposing
ideas, a respect for differing viewpoints and the expression of distinctive visions. A society that tolerates difference will remain creative as its
values are challenged. A society that cannot accommodate points of
view will stagnate and become an empty husk.
The first part of what Serota suggests – that the mark of ‘health of a society’ is its level of democracy – is familiar to proponents of ‘open’ societies
(Popper 2002). The second part, however, is more radical – that it is particularly the work of artists that protects a liberal democracy. The philosopher
Gilles Deleuze (1997), in his last work before his death – Essays Critical and
Clinical – developed Nietzsche’s cultural analysis to suggest that artists are
physicians in another realm, as ‘diagnosticians’ and ‘symptomatologists’ of
the body of culture (Smith 2005). Thus, perhaps artists are closer to doctors
than we think.
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Abstract The definition of ‘medical humanities’ may be approached via three
conceptions—the humanities as a list of disciplines, as a program of moral development,
and as a supportive friend. The conceptions are grounded by linking them to three
narratives—respectively, the history of the modern liberal arts college; the history of
Petrarch and the studia humanitatis of the early Renaissance; and the life of Sir William
Osler. The three conceptions are complementary, each filling gaps in one or more of the
others. Getting clearer on a definition of ‘medical humanities’ is practically important if
this field is to take its rightful place within health professions education and practice.
Keywords Medical humanities . Humanities . Osler . William . Petrarch . Studia humanitatis

Introduction
While the oldest programs in medical humanities within US medical schools date back to
the 1960s and 1970s, defining “medical humanities” remains a challenge. The absence of a
widely-agreed-upon definition may be of little practical importance if the medical
humanities is the sort of thing that “we know when we see.” A good deal of the
pedagogical literature on medical humanities, however, is based on the belief that the field
is currently marginalized within the academic health professions, and ideally deserves a
greater role. That belief hints that a clear definition is essential to further progress.
During most of my own career in medical humanities, I held an unreflective “list of
disciplines” conception of the field. I found it sufficient to view medical humanities as
some combination of its relevant disciplines—ethics and philosophy, religious studies,
history, literature, and so forth. My gaze was expanded upon joining the Institute for the
Medical Humanities at the University of Texas Medical Branch in Galveston. The Institute
was established in 1973 and its graduate program, offering interdisciplinary MA and Ph.D.
degrees in medical humanities, was begun in 1988. I then became aware of two other
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conceptions, the “program of moral development” and the “supportive friend.” I suggest
that all three conceptions must be taken into account if we are to evolve an adequate
definition. I will also suggest that the best way to address the three conceptions is to put
each in the context of a historical narrative.
Each of the three conceptions could just as well be a conception of the humanities as
well as the medical humanities. I will, however, restrict my discussion to the latter as my
main interest is teaching and research within medicine and the other health professions.

Other efforts at definition
One might expect that a good place to look for a definition of “medical humanities” is in
the first number of a journal of that title. However, when Medical Humanities was spun off
from the Journal of Medical Ethics, no formal definition was offered. Greaves and Evans
instead offered two “formulations,” an “additive view” and an “integrated view.” The
former entailed sprinkling a bit of humanities over the top of an essentially unchanged
biomedical enterprise, while the latter contemplated a more fundamental and critical role.1
Writing in Academic Medicine in 2009, Shapiro et al. posited an “ongoing lack of clarity
on what exactly the medical humanities comprise, and how they should be integrated into
medical education.” They proceeded to offer a narrowly “pedagogical” definition: the
medical humanities use the methods and concepts of one or more of the humanities
disciplines, teach students critical reflection aimed toward a more humane practice, and are
by nature interdisciplinary and collaborative.2
Another approach was suggested in 2008, when Evans identified three “manifestations”
of medical humanities: as an academic field of intellectual inquiry, as a dimension of
medical education, and as “…a source of moral and aesthetic influence upon the daily
praxis of organized clinical health care”.3
The American internist and poet Raphael Campo was less deferential when he titled an
essay, “‘The Medical Humanities,’ for Lack of a Better Term.” Campo concluded, “Despite
some public exposure…no conception of ‘the medical humanities’ compels, caught
somewhere between manifesto, mushiness, and marketing lingo”.4
In short, there appears to be sufficient evidence for definitional ambiguity, to justify
further attempts at clarification.

Three conceptions
I will present my three proposed conceptions of medical humanities—as a list of
disciplines, as a program of moral development, and as a supportive friend—indirectly
through three narratives. The first conception, I would claim, is the implicit conception
operating in most discussions of academic programs in medical humanities, at least in the
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US. I was therefore intrigued to find the second conception entrenched at the University of
Texas Medical Branch in the description of the goals of its graduate studies program.5
First narrative: the history of the modern liberal arts college
Once upon a time the Anglo-American culture had an image of what it meant to be a
liberally educated person. Such a person had read certain books, had heard certain pieces of
music, and had seen representations of certain works of art. The person was able to discuss
intelligently and thoughtfully all of these works, that represented the great moments in the
history of Western culture. Indeed it sometimes seemed as if the very idea of “Western
culture” was as a sort of grand conversation. The conversation had begun long before the
individual was born, and would continue long after the individual died. One aspired, during
one’s lifetime, to be a meaningful participant in the conversation.6 The greatest of each
generation actually changed the conversation, introducing original and novel ideas; most
were content merely to participate and to keep the conversation going.
The role of a college education became clear against the backdrop of this idea of cultureas-conversation. The goal of a liberal arts education was to prepare one for full, active
participation in the conversation. The education was designed, first, to expose one to all the
correct books and ideas, and second, to train one in the intelligent way to discuss them.
The view of the grand conversation began to fray as life and the university both became
more and more specialized. Increasingly one found oneself participating not in a grand
conversation across the entire culture, but in narrow conversations intelligible only to
specialists within certain disciplines. Attending to the narrow conversations seemed the best
route both to technological progress and to individual career advancement. As time went
on, other problems with the old idea of the culture-as-conversation also arose. People
became much more aware whose ideas, whose books, art, and music, had been excluded
from the canon that defined the “liberal” education.
As narrow disciplinary conversation replaced broad cultural conversation, the role of the
liberal arts in a college education gradually lost its meaning and significance. Things had
arrived at such a pass by the 1990s that the presidents of 15 of the most prominent liberal
arts colleges in the northeastern US had to admit that they did not know the meaning of the
term “liberal arts education.” They were forced to hire a public relations firm to remedy
their deficiency. Not surprisingly, given that the presidents of the colleges could not define
the idea, the public relations firm couldn’t either.7
Second narrative: Petrarch and the “Studia Humanitatis”
Once upon a time there was a poet now commonly known as Petrarch (Francesco Petrarca,
1304–1374). Petrarch surveyed the world around him in fourteenth-century Italy and
observed a society in considerable ferment. The reign of the landed aristocracy with their
agrarian way of life was quickly being supplanted by a mercantile, urban society. The ships
that landed at the wharves of the Italian cities brought more than goods from foreign ports;
they brought accounts of strange countries and peoples previously unknown to Europeans.
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Petrarch took a special interest in educating the youth, and he assumed that the
university ought to prepare students with the wisdom needed to live successfully and to
provide civic leadership in changing and challenging times. But when he surveyed the
university curriculum of his day, a product of late medieval times, he saw technical
cleverness but no wisdom. The subjects emphasized—mathematics, law, logic, and
metaphysics—seemed designed to show off technical reasoning skills rather than to
address the demands of a changing society.
Petrarch’s own wide reading had, he thought, made clear where the youth could find the
role models they needed for wisdom and civic virtue. The heroes of ancient Greece and
Rome, he believed, had led those sorts of inspiring lives. Moreover, as a poet, he believed
that classical Latin was the purest and most elegant language with which to express
profound moral truths and to tell the stories of heroes. Compared to the debased medieval
Latin then used in the universities, classical Latin seemed a world apart.
Rather than the disciplines stressed in the traditional medieval curriculum, Petrarch
recommended that students study poetry and literature, languages, history, ethics, and
rhetoric. Rhetoric would assure that the curriculum had a strong interdisciplinary tilt.
Classical rhetoric had two goals—first, to apply reason to determine the right course of
action; and second, to then arouse the passions of the listeners to motivate them strongly to
perform the right action. Rhetoricians would employ any discipline that could help toward
either goal—law, logic, moral philosophy, knowledge of empirical facts—without being
tied down by the methods of any single discipline.
Petrarch had personal as well as pedagogical reasons for stressing the heroes of the
ancient world and the classical Latin that some spoke and wrote. Living as he did at the
time of the Black Death and of major social unrest, Petrarch had suffered many tragedies
and losses in his own life. Of all authors, he found that the writings of Cicero, the Roman
orator and philosopher, seemed to speak to him most directly. Cicero wrote of his own
losses and sufferings and of how the stoic philosophy seemed to provide succor and relief
in grief. Petrarch took very much to heart both Cicero’s stoicism and the latter’s personal
example of steadfastness in the face of grief and suffering.
In the near term, Petrarch and his followers were amazingly successful. Across Europe
the university curriculum was slowly transformed in keeping with Petrarch’s “humanism”—or the studia humanitatis, a term he adopted from one of Cicero’s orations. In many
ways this new curriculum saw the end of medieval times and the beginning of the
Renaissance in Europe.
Sadly, as more decades passed, the new Renaissance humanism came to resemble more
and more the curriculum it had sought to displace. From seeing classical Latin as the ideal
language to convey poetic messages of wisdom and virtue, scholars turned to seeing
classical Latin as the goal of study in itself, and engaged in endless debates about grammar
and declension. Having turned outward toward engagement with society and the social
issues of the day, the university curriculum gradually turned inward as technical cleverness
again took over and as academics addressed each other in terms quite apart from the
interests of anyone but their fellow scholars.8
Third narrative: the life of sir William Osler
Once upon a time William Osler (1849–1919) was born in the Canadian backwoods and
gradually ascended to medical school professorships in Canada, the US, and England. He
8
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was a key designer of the medical curriculum at Johns Hopkins that ultimately became the
model for all US twentieth century medical teaching. He became the best known and most
widely respected English-speaking physician of his day. He was the last person to attempt
(by all accounts, successfully) to write a single-authored textbook of internal medicine.
Osler as respected not only for his medical and scientific knowledge but also for his
wide knowledge of the classic works of our culture. He liberally sprinkled quotations from
the great books of the past throughout his essays and orations.
Osler spent each day in a busy round of activities including caring for patients, autopsy
investigations, teaching, and writing. Evenings were frequently spent socializing with his
colleagues and students. The time set aside for reading classic literature approached with
night. Osler devoted his bedtime reading to this pursuit and recommended strongly that his
students follow suit, often loaning them works from his own extensive library.
Insofar as we can read Osler’s inner thoughts, he appears to have been similar to Cicero
and Petrarch in finding a stoic philosophy most congenial as a way to deal with life’s
challenges and vicissitudes. Both the losses he personally suffered, and the anguish he
faced daily in the lives and deaths of his patients, could be rendered more tolerable by the
wisdom of classical literature.9
Today, Osler’s memory is still celebrated within American medical institutions, as
demonstrated by the activities of the American Osler Society and its branches.10

The three narratives and the three conceptions
The first narrative relates in two ways to the conception of medical humanities as a list of
disciplines. First, it shows why the bureaucratic demands of an American university setting
would tend toward this conception. Imagine that you were dean of a medical school, that
the medical school was located on a university campus that contained a liberal arts college,
and that you wanted to build a medical humanities program from scratch. The most natural
way to go about it would be to visit in turn each of the departments in the liberal arts
college to ask what it might contribute, which of its faculty had special interests in medicine
and health issues, and so on. Second, it also shows why the “list of disciplines” approach is
bound eventually to be unsatisfactory. Ultimately it can give no account of the shared
mission of the medical humanities, of why these disciplines and not some others were
chosen.
The second narrative is, of course, a prequel to the first, as movie critics might put it.
The second narrative leaves off the story of the role of the humanities in education around
1550–1600, and the first narrative picks up the story again around 1850. The fact that the
second narrative traces the concept of “humanities” back to its historical roots offers one
possible justification for adopting its related conception, medical humanities as a program
of moral development. A second justification is found in tracing analogies between the
challenges facing the medical educator today, and those that Petrarch faced in his
fourteenth-century world. These analogies include the need to teach some presumably
unchanging principles of wisdom in the face of rapid expansion of the empirical knowledge
base, incorporating training in the moral virtues within the curriculum, and the goal of
making education responsive to the challenges of the real world.
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Today William Osler might seem a dated figure. In some of his essays, quotations from
and allusions to literary classics are liberally sprinkled as decoration, in much the same way
that gingerbread adorns the exterior of Victorian houses. This would seem to be an example
of the unsatisfactory “additive” formulation of the medical humanities. Yet, as we have
noted, the Oslerian model of the liberally educated physician appears to have had
remarkable staying power.
To better understand the attractions of a stoic philosophy for such diverse figures as
Cicero, Petrarch, and Osler, we might return to the original formulation of studia
humanitatis in Cicero’s oration Pro Archia (In Defense of the Poet Archias, 62 BCE). This
oration was a pleading in court in defense of the Greek poet who had been one of Cicero’s
own teachers. A relevant passage reads:
And these studies [studia humanitatis] nourish youth, delight old age, adorn
prosperity, offer refuge and a solace in adversity; they delight at home, nor do they
embarrass one abroad; they accompany us overnight, as we travel, and into the
countryside.
Here, it seems, the orator is painting a portrait of the humanities as a boon companion or
supportive friend. The books that have spoken so meaningfully to one throughout one’s
formative years remain there to offer wisdom, comfort, and solace, even when one may
have been abandoned by one’s human companions. The reason why Osler found these
works his ideal bedtime reading (“they accompany us overnight”) becomes clearer.

Three complementary conceptions
The three conceptions of the medical humanities are each individually incomplete and
require the others to fill critical gaps.
As noted within the first narrative, it is hard to avoid some recourse to the “list of
disciplines” conception in describing the scope of the medical humanities. Yet the narrative
itself also shows why the conception is ultimately uninformative. It cannot explain where
these disciplines came from or what they have in common.
The second narrative completes the first by taking the story back to the historical origins
of the humanities in the Renaissance. The conception of the medical humanities as a
program of moral development reminds us that the ultimate goal is to make a difference in
the world of practice, and to do so guided by wisdom and virtue. Yet the second narrative
also sounds its own note of warning. It reminds us how strong is the tendency of academics
(in their commendable pursuit of rigor and method) to divert a field of study away from its
original goals of engagement in the wider world, and to reduce it to the refinement of
academic methods for their own sake.
If the second narrative corrects the first by reminding us of the humanities’ historical
origins, why do we then need the third narrative as well? Perhaps a part of the reason that
the Oslerian ideal has had such remarkable staying power in today’s world is the way that it
recaptures the pure joy and love we feel for our favorite books, how opening one of them
after a period of absence is like revisiting an old friend. The third narrative, in turn, fails on
its own to explain the critical and reflective function we believe that the medical humanities
can serve. As a rule, we seek comfort and solace in our bedtime reading, not acute
intellectual challenge. Yet intellectual challenge is essential if the humanities are truly to
contribute to health professions education and practice.
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Conclusion: does it matter?
I have proposed three complementary conceptions of the medical humanities, each tied to a
narrative. I believe that the narratives matter; they are not mere seductions to get a
distracted reader to pay attention. The narratives remind us that the conceptions of the
humanities are linked to ways of living our lives and of addressing problems in the real
world.
In a similar vein, I propose an answer to the question with which I began. Defining
“medical humanities” more clearly and precisely may be difficult and multifaceted, but it
does matter that we continue the exercise. As part of the pedagogical “manifestation” of the
humanities, we seek to educate future health professionals who adopt a more critical and
reflective stance toward their work and toward the knowledge that informs it. We must,
ourselves, model that critical and reflective attitude toward our own field if we wish this
educational endeavor to be successful.
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Abstract As befits an emerging field of enquiry, there is on-going discussion about the scope,
role and future of the medical humanities. One relatively recent contribution to this debate
proposes a differentiation of the field into two distinct terrains, ‘medical humanities’ and
‘health humanities,’ and calls for a supersession of the former by the latter. In this paper, we
revisit the conceptual underpinnings for a distinction between ‘the medical’ and ‘health’ by
looking at the history of an analogous debate between ‘medical geography’ and ‘the geographies of health’ that has, over the last few years, witnessed a re-blurring of the distinction.
Highlighting the value of this debate within the social sciences for the future development of
the medical humanities, we call for scholars to take seriously the challenges of critical and
cultural theory, community-based arts and health, and the counter-cultural creative practices
and strategies of activist movements in order to meet the new research challenges and fulfill
the radical potential of a critical medical humanities.
Keywords Medical humanities . Health humanities . Medical geography . Geographies of health
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Under scrutiny: medical humanities and health
In the last 10 years, the number of disciplines, subjects, methodologies and individual
researchers and practitioners working or associated with the medical humanities has grown
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considerably. As befits an emerging field of enquiry, there is on-going debate about its future
direction (Ahlzén 2007; Evans and Greaves 2003, 2010; Evans and Macnaughton 2004;
Macnaughton 2011; Pattison 2003), complicated by the fact that it “is an area of scholarship,
education and creativity peopled with those who primarily, secondarily or in no way associate
themselves with the field” (Shafer 2009, 3). Tracing its roots to medical education – and to a
territory also fertilized by medical history and bioethics – the medical humanities are most
frequently thought of as a means of mobilizing the arts and humanities in the context of
medical practice and pedagogy. However, contemporary medical humanities research, while
having its focus firmly on matters medical, broadly construed, is not calculated exclusively
towards improving the practice of healthcare, but also, crucially, on better understanding its
conceptualization and representation (Carel and Cooper 2012), its regulation through government and other policies (Metzl and Kirkland 2009), its history (Foucault 1994; 2002), and the
complex ways in which cultures influence and are influenced by “medicalized” accounts of
human endeavour (Murray 2008; Woods 2011). Despite claims that the medical humanities
has become a “mature discipline” (Crawford et al. 2010), this recent upsurge of interest and
engagement with an increasingly diverse range of topics we think speaks to the youthful,
exploratory vigour of a field which is better thought of as “beginning maturation” (Ahlzén
2007). We use the world “field” advisedly, for as well as being not (yet) mature, the medical
humanities is also, and very self-consciously, not a discipline. Whether it is multidisciplinary
(Chambers 2009), interdisciplinary (Evans and Macnaughton 2004), or postdisciplinary
(Lewis 1998) is still and perhaps necessarily debated, but as Stephen Pattison has noted,
“We will know that medical humanities as a vibrant, pluralistic, experimental, risky movement
has died when,” among other things, it “excludes varieties of disciplinary perspective and
performance and becomes an autonomous discipline in its own right.” (2003, 34).
One of the most widely discussed contributions to these debates about disciplinary purpose
and identity has been a call by Paul Crawford and colleagues for a move from “medical” to
“health” humanities. Central to their argument is the claim that the medical humanities have an
overly narrow focus on “the medical” and marginalize the experiences of allied health
professionals, nurses, carers and patients. Such a view is, we suggest, empirically and
conceptually questionable. While it seems plausible to suggest that the clinical encounter does
retain a privileged place in the medical humanities imaginary, the idea that the field has worked
to exclude any voices but those of the doctor or medical student is clearly false. Some of the
best work in the medical humanities has sought to examine not just the practice of healthcare in
a diverse range of institutional and social contexts (Colls and Evans 2008), but also to consider
‘medicalization’ itself as a pervasive cultural force, and to question the historical and contemporary expansion of a ‘medical’ gaze (see for example, Coors 2003; Heath 2010). Furthermore, understanding the subjective experience of illness as something distinct from the
biomedical attribution of disease is an enterprise uniting most, if not all, medical humanities
scholars. The idea that the individual’s or patient’s perspective is somehow absent is therefore
difficult to support. The argument, then, for a new discipline of ‘health humanities’ which is
“more inclusive, outward-facing and applied” and would “engage with the contributions of
those marginalized from the medical humanities” (Crawford et al. 2010, 4) is premised on a
misleadingly narrow view of the field’s existing scope and depth. Moreover, the implication of
a robust distinction between the two “disciplines” is also misleading; the health humanities, as
described, promises an expanded programme of research and practice only in relation to a
small fraction of the work that is currently pursued under the umbrella of medical humanities.
The proposition, then, is not about a new perspective or broadening the theoretical or
philosophical questions asked by the medical humanities, but simply about reaching out to
include those “non-medical” health professions perceived to have been excluded. This not

J Med Humanit (2015) 36:71–81

73

only fails to recognise much of the work published and presented in medical humanities arenas
(see for example Davis 2005; Flaming 2005; Nestel 1998), but more worryingly, completely
bypasses a critical engagement with different understandings of what is meant by the key
concepts of “the medical” and of “health”, a critical engagement that has been characteristic of
research within the social sciences for at least two decades.
This kind of critical engagement is, we suggest, far more fundamental to any evolution of
the medical humanities. Critical engagements with “the medical” which open out and interrogate the multiple ways in which “the medical,” medicine and health are encountered and
experienced are not only important and desirable in their own right, as we will show, but would
also facilitate recognition of the breadth and vibrancy of medical humanities research without
the need to draw disciplinary lines around particular types of work. In order to advance such
critical engagement, and in the context of this special issue, we will draw on the debates within
one social science field, that of human geography, from the late 1990s and into the early 2000s.
A “critical” geography specifically attends to the situated nature of health and health practices
in both space and time, and as such challenges conventional treatments of context as either
backdrop or determinant. So it is from “critical” geography, we suggest, that the medical
humanities can draw their inspiration without jeopardizing the openness and heterogeneity of
the field.

Critical distinctions: medical geography and geographies of health
“Medical geography,” as a sub-discipline of human geography, has historically been
dominated by epidemiological frameworks and biomedical models of health and
illness. As such, much of medical geography prior to the past two decades sought
to identify variations in the spatial prevalence of disease and to differentiate the
contextual/environmental and compositional/individual determinants of ill health (for
example, Cliff et al. 1981; Cliff and Haggett 1985; Learmonth 1988; Thomas 1992).
However, in the ‘nineties, the field of human geography, along with other social
sciences, embraced a cultural and critical turn which, within the sub-field of “medical
geography,” led to a series of exchanges between those who wanted to “preserve”
research on health, disease and illness as a conventionally spatial science and those
interested in expanding the theoretical, empirical and political mode of inquiry
(Andrews et al. 2012; Kearns and Collins 2010) New labels of “medical” geography
and geographies of “health” initially served to distinguish different approaches, a
distinction which both reflected and advanced contemporary movements within medical practice and public health policy. From its start, the World Health Organization
enshrined in its constitution a vision of health as more than the absence of disease
(WHO 1946). This vision was operationalized first through the Declaration of Alma
Ata and its policy emphasis on primary health care, the prevention of disease and
attention to wider determinants of ill-health (WHO 1978) and later through the Ottawa
Charter and the call for a “new public health” directed to health promotion (WHO
1986). The distinction made between a clinically oriented medicine, or biomedicine,
and a politically oriented social medicine, or public health, was picked up and
elaborated within the social sciences through both theoretical and critical
engagements.
Within geography, the distinction between “the medical” and “health” was
expressed through three important areas of contention. The first of these concerned
the object of study. Critics of a medical geography that was focussed on a largely
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descriptive spatial epidemiology sought to challenge and extend the focus of the subdiscipline by adopting the WHO conception of health, seen not merely as the absence
of disease, but as related to broader definitions of well-being, inequity and social
justice (Kearns 1993; Kearns and Moon 2002; Moss and Dyck 1996; Smith 1973;
Smith 1994; Smith et al. 2003). Researchers also directed attention to the processes
and relations between places, health and health care, for example, through developing
the concept of therapeutic spaces and landscapes (Conradson 2005; Gesler 1992,
2000; Smyth 2005; Tonnellier and Curtis 2005; Williams 2007) or by giving value
to experiential and emotionally inflected understandings of such relations (Anderson
and Smith 2001; Atkinson and Farias 1995; Davidson et al. 2005; Dyck 1992; 2003;
Gesler and Kearns 2002; Milligan 2003; 2005). Moreover, from the ‘nineties onwards,
the social sciences in general took far greater interest in the body itself as the focus
of enquiry, a move eagerly embraced by geographers who saw the theoretical possibilities in the body as site, or as poet Adrienne Rich put it, ‘the geography closest in’
(Rich 1986, 212; Simonsen 2000; Longhurst 1995; 1997). This new focus on the
body by geographers brought a second point of contention around the place for
critical theory. Rather than treating bodies as ‘dots on a map’, neither embodied,
reflexive nor agentive, feminist and poststructuralist geographers demonstrated the
need to question the social meanings attributed to particular forms of embodiment
and, by engaging with texts such as Foucault’s Birth of the Clinic (1994), to analyse
the spatialities of power inherent in medical engagements with particular bodies
(Foucault 1991; Longhurst 2000; Miller and Rose 2008; Parr 2002). Finally, debate
focussed on new methodologies and epistemologies. How should geographers do this
more critical work? Mapping incidences of disease, no matter how rigorous the
statistical analysis, does not in itself further an understanding of the cultural specificity of embodiment, well-being, or the politics of health. What kind of knowledge
should geographers pursue and with what imagined consequences and effects? Here, a
divide emerged between those who positioned themselves as “policy-relevant” medical
geographers through arguing that “real-world” and often quantitative data-sets were
necessary to speak to and make an impact on policy (Dorling and Shaw 2002; Kearns
and Moon 2002) and those who asserted that the more theoretical, emerging critical
health geographies were important (Parr 2002) since “critical work which questions
and contests the categories used in biomedical science has a clear and important role
to play in medical geography’s engagement with policy and debates around inequalities in health and health care – highlighting the processes by which some bodies are
seen as more equal than others” (Evans 2006, 260).
These debates map on to structural and lingering issues in the medical humanities,
particularly with regard to the definition and status of “the medical.” Although it
retains the name, the medical humanities, particularly in research terms, shares many
of the concerns of the “new” medical, post-medical or health geography. These
include rejecting biomedical reductionism without abandoning the materiality of the
body; engaging philosophically with concepts of health and illness; exploring broader
notions of health, well-being and human flourishing; valuing subjective perspectives
on the experience of illness; engaging non-medical practitioners as research partners;
recognizing alternative spaces of healthcare; and challenging dominant epistemological
frameworks through new methodologies (Kearns and Collins 2010; Kearns and Moon
2002). However, and even more instructively for the medical humanities, these
debates within the geographies of medicine and health have developed further to
reconsider the distancing from “the medical” within a critical social theory, to blur
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this once-cherished distinction and recover new encounters between “the medical,”
“health” and critical theory within geography (Parr 2002).

Critical engagements: medicine and health in contemporary biopolitics
In a review of the field at the turn of the Millennium, Parr (2002) defined two trends within
“medical geography.” The first she argued was premised on “a stark retreat from things
medical, resulting in “geographies of health” solely concerned with “healthy” spatialities
which somehow exist beyond explicitly biomedical categorizations, treatments and practices”
(241). As Kearns and Gesler argue, the vision here is one of “a more progressive medical
geography – a medical geography released from the shadow of medicine and reinvented as
geographies of health and healing” (1998, 3). However, Parr draws attention to a second
approach which does not aim to “‘do away with’ the medical, but [continues] to engage with it,
albeit in a more critical capacity than has been the case previously within the subdiscipline”
(241). The key issue raised by medical/health geographers then, is not simply about the
expansiveness of the field of enquiry, but of the field’s orientation to what might be meant
by “the medical.” Although aiming to challenge the dominance of “the medical” in medical
humanities, by arguing principally for an expansionist account, Crawford et al’s (2010)
account of the health humanities leaves the power associated with “the medical” unchallenged,
allows those claiming to speak from a “medical” position to continue to claim an authority
which similarly remains unchallenged, and seems to preclude the possibility of grappling with
the phenomena of “medicalization” or the expansion of a medical gaze (http://www.
healthhumanities.org/ or http://en.wikipedia.org/wiki/Health_humanities).
Within geography, several strands of work have demonstrated engagements among critical
theory, biomedical concerns and the relationalities of health, space and place. The central
concern of critical theory with the ways in which power and politics interact with bodies,
biology, health and life itself challenges us to consider how new knowledge is shaped, how it
influences our understandings of ourselves and how such framings enable a seamless translation into response and responsibility. Geographers have examined this inseparable connection,
variously captured by the terms biopower, biopolitics or biosociality (Foucault 1977; 1991;
Rabinow and Rose 2006; Rose 2001), with particular emphasis on the expression of the
complex interactions involved in biopolitics as it relates to medicine and health at particular
times and in particular places. For example, McPhail (2009) discusses how concerns about
obesity in early cold war Canada reflected broader political concerns about the “solidity” of the
nation’s borders and of nuclear family life in the wake of increased immigration and the threat
of war. In a similar vein, Craddock (1999) explores the co-production of race, place and
pathology in relation to smallpox epidemics in 19th century San Francisco illustrating how a
political anatomy of the Chinese body read disease and depravity into its fundamental structure
and simultaneously stigmatized both China Town and Chinese bodies.
A renewed emphasis in biology on molecular life has been accompanied by a new social
understanding of our biological selves, a “molecularization of life” that shifts our political
engagements with our biological selves. Braun (2007) identified two distinct orientations
within work on the matter of life itself, one informed by a Foucault’s notion of governmentality
and one informed by the threats of infectious disease. The first of these has been dominant
across a range of social science research drawing on Foucault to offer a critical engagement
with much of contemporary health policy and medical practice. Such research argues that
contemporary forms of governmentality characterise the individual as an autonomous agent
holding responsibility for his or her own health and well-being. At the same time, choice is
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directed and governed through a host of measurements and assessments of outcomes (Miller
and Rose 2008). Researchers have challenged the ways in which bodies are governed through
such calculative techniques and technologies in relation to the policy attention given to obesity
(Evans and Colls 2009) and alcohol (Jayne et al. 2011); the ways in which different bodies are
positioned as more, or less, capable of acting responsibly in contemporary public health (Colls
and Evans 2008; Evans 2010; Evans et al. 2011) and the ways in which particular forms of
bodily matter (such as fat) come to matter (Colls 2007).
There is a strand of inquiry driven by concerns of biosecurity which positions individual
bodies as vulnerable to flows of molecular hazards that are neither visible, predictable nor
initially framed as amenable to individual control. Braun’s particular argument (2007) is that
the conventional focus within either medical or health geographies means that social scientists
and geographers in particular have paid insufficient critical attention to the ways that threats to
biosecurity may reconfigure contemporary biopolitics or the ways such relations may interrelate with the concerns of governmentality. However, recent research has begun to redress a
“governmentality” bias in critical engagements. Sparke and Anguelov (2012) explore how the
framing of and responses to the pandemic in 2009 of H1N1 virus, popularly known as “swineflu,” reflected and reinforced existing multiple inequalities. These are seen in the positioning of
blame for the outbreak onto poor countries and poor people, in the calculation and management of risk, in access to treatment both globally and within any one nation-state, and in the
ways global processes of neoliberalisation help produce the emergence of new and virulent flu
viruses. The authors unpack the ways in which global concerns of biosecurity are woven
together with a contemporary emphasis on individualized responsibility of risk and response.
In a similar vein, Mansfield (2012a, b, c) examines the framings of environmental contamination in fish products which can affect foetal neurodevelopment. Mansfield’s critical engagement with a policy response that advises against consumption reveals a form of gendered and
racial biopolitics. The importance of this work is that it draws together highly biomedical and
biochemical concerns, concerns conventionally located under “the medical,” with the interests
of a critical theory, typically located under “health” through concerns with the biopolitics of
health, life or well-being. Moreover, this welding of the medical, health and critical theory
explicitly provokes new engagements with space and time in relation to material bodies and
environment-body interactions (Guthman and Mansfield 2012).

Medical, health and the radical potential of the medical humanities
What lessons might the medical humanities take from this exploration of “the medical” and
“health” in the affiliated fields of the social sciences and in geography specifically? In part, the
answer depends on how we understand the role for the medical humanities more widely, and
here there are of course a range of viewpoints. Should medical humanities retain their focus on
medical education, adopt the position of medicine’s “supportive friend” (Brody 2011), become
a disciplinarily “disruptive teenager” (Macnaughton 2011), or seek something else altogether?
In particular, we ask, is there radical potential for the medical humanities? As our discussion of
medical/health geography has made clear, our key argument is for a closer engagement with
critical and cultural theory. To conclude this paper, we discuss (i) intersubjective and relational
approaches to well-being, and (ii) activists’ use of the arts and creative practice to disrupt
medical definitions, categories and practices and to campaign for social justice, as two
examples of the strength of such an engagement.
Recent work within the critical social sciences has argued for a re-configuration of the
subject beyond a neoliberally-bounded model to one that recognizes intersubjectivity and
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intercorporeality. This move extends the existing critique of “individualistic liberalism,” which
asserts the rights of already constituted subjects by instead emphasizing the “relational
constructedness of things” (subjectivities, bodies, spaces, etc) (Massey 2005, 10). In short,
this is an approach to “the body” that focuses on “the connections that bind us together”
(Lawson 2007, 4), and it reconceptualizes space and “the social” in terms of interrelations,
multiplicity, heterogeneity and flux (Massey 2005). Within such work, therefore, “the body” is
not understood as a bounded, singular body-subject but is instead involved in a “constant,
ongoing process of connection with other human, non-human, past, present and future bodies”
(Evans et al. 2011, 324). Health, then, is reconceptualized as something that is produced
through the relations between bodies rather than as something that a body is or is not.
While the medical humanities has done a lot to challenge dominant medical perspectives, it
seldom if ever ventures beyond a neoliberal, humanist notion of the individual body-subject and
associated conceptualizations of responsibility, rights, and risk management to really explore
alternative “collective” and “relational” approaches to “flourishing.” As well as learning from
critical theory, here the medical humanities can also learn much from the practice of arts and
health. By contrast to a medicalized arts therapy, which tends to focus on the internal dimensions
of individuals’ trajectories of ill-health, the participatory ethos of arts and health engages with the
social or collective dimensions and determinants of health to foster personal and community wellbeing, explicitly conceptualizing these as inextricably interwoven (Atkinson and Robson 2012;
Atkinson and Rubidge 2013; White 2009). This is also a feature of arts and health practice that is
addressed to specific types of communities, or experiences of ill-health, where, as Parr describes,
“a distinctive theme is a sense of shared illness experience” (2006, 158). Agencies providing
participatory arts and health activities constantly face the challenge of negotiating the demands of
funders informed by the dominant model of a neoliberal subject whilst maintaining their own
ethos of collective and relational care for well-being (Swan and Atkinson 2012). Without
detracting from the importance of individual experience or silencing dissenting voices, such a
collective approach questions the desirability of “personalized care” that separates the “ill”
individual from the communities and spaces within which he or she lives. The argument for
greater attention to collective, relational and situated understandings of differentiated experiences
of health and ill-health is timely within the medical humanities as major political and policy
changes are afoot within the contemporary provision of health care. For example, our understandings of personal narratives of ill-health experiences, something constituting a major area of
research within the medical humanities, disclose as much about the politics of ill-health experiences as the immediate health care needs if interpreted as intersubjective and situated in their
construction (Atkinson and Rubinelli 2012). Such engagements within the medical humanities
disrupt the view of the individual as always and necessarily a bounded subject and challenges the
spatio-temporalities in dominant concepts of recovery and therapy by recognizing that well-being
is always in flux and allowing “space for differentiated self-development.”
Healing, well-being, happiness, wonder, beauty and empathy are important concepts in the
medical humanities literature, but we would also argue that the medical humanities has a role
to play in exploring the value and productivity of emotions seen as ‘negative’ and looking
beyond the classics of the Western canon to engage with forms of creative practice that may
unsettle and disrupt the ways in which particular bodies and subjects are defined as healthy or
not. Again, there is no shortage of medical humanities work on illness narrative and the
subjective experience of illness, but with little critique of the wider political climate within
which such work emerges, it is dominated by positivity and praise of heroic survivorship
(Bartels 2009; Ehrenreich 2009; King 2006) and by the failure to recognize its own cultural
and historical specificity (Hooker and Noonan 2011). The medical humanities have also
accorded negligible attention to the art, arguments and activities of activist movements. Mad
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pride events, for example, feature cogent and carnivalesque critiques of what counts as “mental
health”; fat activist groups such as ‘the Chubsters,’ based in the UK describing themselves as
‘a vicious girl gang’ and who aim to disrupt medicalized notions of fatness through performances which emphasize anger, rage and humour (http://www.chubstergang.com/). It is
important to emphasize that the approach we are advocating is not simply about fitting
‘pride’ movements within a model of ‘recovery’ – the role of such arts-lead activism is not
to help those whose bodies/minds do not fit or feel comfortable with their place in the world
(although this is part of it); rather it is to challenge the ways in which such bodies are
approached within medicine and health and in the wider culture, and to recognize anger as a
productive force (Ahmed 2010, 108).
In conclusion, we are calling for the medical/health humanities to take seriously the
challenges of critical and cultural theory, community-based arts-in-health, and the countercultural creative practices and strategies of activist movements. We are calling, in other words,
for an evolution to a critical medical humanities which would enhance the intellectual as well
as the “real-world” impact of our field’s interrogations of medicine, health and illness.
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Abstract. ‘‘Medical humanities’’ is a phrase whose currency is wider than its agreed meaning or
denotation. What sort of study is it, and what is its relation to the study of philosophy of medicine? This
paper brieﬂy reviews the origins of the current ﬂowering of interest and activity in studies that are
collectively called ‘‘medical humanities’’, and presents an account of its nature and central enquiries in
which philosophical questions are unashamedly central. In the process this paper argues that the ﬁeld of
enquiry is well-conceived as being philosophical in character, and as having philosophy – albeit pursued
over a larger canvas – at the core of its contributing humanities disciplines. The paper characterises
humanities disciplines as having an important focus on human experience and subjectivity, of which the
experiences and subjectivities at stake in health, medicine and illness form an important sub-set, the
preoccupation of the medical humanities as a whole. Claims of interdisciplinarity (as distinct from
multidisciplinarity) are noted, but such claims need to be recognised for the high and stern ambition that
they embody, and should not be made lightly.
Key words: humanities, interdisciplinarity, medical humanities, philosophy of medicine, subjectivity

In The Curious Incident of the Dog in the NightTime, author Mark Haddon (2002) describes a
fairly ordinary sequence of domestic unhappiness
through the utterly extraordinary eyes of a logically clever, but emotionally severely disabled,
teenager suﬀering from a form of AspergerÕs or
other quasi-autistic disorder. The result of his
condition is a quite unforgettable re-ordering of
the world into bizarre yet internally consistent
categories, including what is for the reader a
heartbreaking systematic misperception of parental
love as murderous threat; the book is a chronicle of
how so disabled a child can somehow craft his own
day-to-day survival. After reading this book I
asked an experienced child psychiatrist whether he
felt that the author had succeeded in capturing the
‘‘interior’’ of an autistic or Asperger childÕs experience. His answer was: ‘‘not quite’’, but that even
with its inaccuracies he remained very glad that the
book had been written, because in his view it made
available the intensity of the problems of AspergerÕs and autism to a wide audience, and would
generate sympathy and understanding of the

condition. (I will from now on use the terms
‘‘autism’’ or ‘‘autistic’’ as an un-scientiﬁc shorthand to cover the range of AspergerÕs-like and
other autistic conditions in general. The points I
wish to make do not depend on the distinctions
between these terms.)
The psychiatristÕs answer – that the book had
‘‘not quite succeeded’’ – is an interesting one, for it
implies the possibility of success. This in turn
implies a number of moderately striking things,
among them that, with suﬃcient professional
experience, it is possible for the clinician to gain
genuine insight into the interior of someone elseÕs
experience even in such notoriously inaccessible
conditions as autism. That assumption is implicit
in his being able to give a cautious approval of the
bookÕs partial accuracy – if I may use the term – i.e.
partial accuracy with respect to a strange (and, in
this particular case, damaged) form of self-experience and self-understanding. Of course this is an
unusually diﬃcult form of something that is
somewhat diﬃcult in even an ordinary case –
namely, to get a suﬃcient degree of access to
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someone elseÕs experience, through what they write
or say about themselves, for us to be able to talk
about how successfully they have conveyed their
experience, or how accurately they have represented it. The familiar obstacle is (depending on
your position within the philosophy of mind) that
since anyoneÕs own experience is something that
only he or she actually has, it can never be more
than inferred by third-parties, that is, everyone
other than that person.
However, the attempt to infer it – in the
ordinary case – is obviously necessary a thousand
times a day; and presumably it is no less necessary
in trying to understand the perplexing case of
autistic experiences. The psychiatristÕs answer presumes this, too. He could hardly try to work
clinically with autistic children and their parents if
he had no ambition to understand something of the
qualitative reality of autistic experiences, since
without such understanding, the clinical role
becomes reduced to something like advising the
aﬀected parents on the practicalities of crisis
management.
The further implication of this verdict of partial
accuracy is the possibility that the book could have
succeeded in transmitting experience among thirdparties: that is, an originating third-party such as a
well-informed author could not only access such an
obscure experience but also convey it accurately to
other third-parties, namely ourselves as readers.
A somewhat distinct presumption in the
psychiatristÕs stance is the value of wider sympathy
and understanding of the condition of autism.
However intuitive such a presumption may appear,
there is a question about where exactly that value
lies. Would we be happy, for instance, if managerial decisions about funding and resources were
openly based upon the extent to which the bookreading public sympathised with the plight of a
particular group of patients and their carers?
Surely not. Perhaps instead it lies in the likelihood
that readers of the book will be more tolerant of
the problems caused by autistic behaviour – and
more supportive of the parents who routinely deal
with those problems. But even this is problematic,
in that whilst tolerance per se seems to be a good
thing, we surely want it to be based upon a genuine
and honest understanding, and not upon an
inaccurate, picturesque, imagined or otherwise
deﬁcient representation. This seems to require, in
the present case, that the book actually succeed in
opening a genuine window into the autistic childÕs
world. ‘‘Not quite’’ succeeding, in the psychiatristÕs

words, seems to be an imperfect basis for greater
tolerance.1
The reason I have opened with this example,
and spent some time on it, is that it raises a number
of questions with which I think the ﬂedgling ﬁeld of
the medical humanities is concerned. Let me brieﬂy
review a list of the more obvious of these questions.
First, how far is clinical medicine based upon
scientiﬁc observation and intervention? What
resources other than scientiﬁc observation and
intervention are available to the clinician?2 Is
clinical medicine directly, or only indirectly, concerned with the experiential aspects of health and
illness? In either case, how do we train doctors and
other clinicians to address these experiential
aspects (and hence do doctors need experience of
life, as much as they need scientiﬁc knowledge, in
their clinical practice)? How should we seek to
understand and explore those problems of life and
experience, including physical and psychological
illnesses, that arise from the particular conﬁgurations of our bodily make-up? The suﬀering of any
illness, not just the suﬀering of ingrained emotional
deﬁcits associated with some psychological disorders, is an intensely subjective matter. What kinds
of knowledge and enquiry therefore are best suited
to taking subjectivity seriously, and investigating
it? Perhaps more radically, can there really be
genuine knowledge of another personÕs subjectivity?
And if there can, how is it to be achieved?
Furthermore, how can it be usefully transferred –
for instance, making an exploration of the autistic
childÕs subjectivity a matter for a gain in the
understanding of others?
Other epistemic questions as well are implicit in
the psychiatristÕs answer. What is the role of values,
be they moral, social, aesthetic and so on, in our
identiﬁcation of the normal and the pathological?
What kind of science-of-the-human is constituted
by medicine in either its early modern form or its
current, highly technologised form? Is it central or
peripheral in the context of other sciences? How
are we to consider a form of scientiﬁc object of
study – the patient – that is also a thinking,
experiencing subject? How should we understand
such a science in a context that is increasingly
dominated in an epistemic sense by, on the one
hand, biophysical categories including those of
molecular genetics, and on the other hand, statistics and the relationship between probabilities at a
population level and the individual patient – who
supplies, perhaps, the only context in which these
questions are ﬁnally important? And so on.

MEDICAL HUMANITIES

All of these questions present, constitute, or
point towards, problems and enquiries that are
recognisable in the philosophy of medicine, and I
acknowledge the need to clarify the relations
between philosophy of medicine and the ﬁeld of
medical humanities. But the fact that these questions are indeed recognisable in itself suggests that
from the standpoint of philosophy of medicine,
medical humanities begins to look a little more like
a long-lost friend than simply a stranger at the
gate.3
To continue the enquiry, I will try to present an
individual perspective upon the ﬁeldÕs origins and
its contemporary nature. This perspective involves
the frequent occurrence of irreducibly philosophical questions; in this paper I can only notice them
and not address them substantively.

Origins
To begin with the ﬁeldÕs origins, it is perhaps worth
noting that the expression ‘‘medical humanities’’ is
initially an American one, referring to primarily
education concerns within the medical curriculum,
and more particularly to bringing the study of
humanities topics, principally literature and literary techniques, to the teaching of medicine; part of
the aim was to develop cliniciansÕ powers of
listening and interpretation (Hunter et al., 1995).
One diﬃculty the expression presents is that one
always has to explain that ‘‘medicine’’ means other
aspects of health care as well.
Another difﬁculty – and this implicitly brings us
to the question of the ﬁeldÕs current nature – is that
some people regard medical humanities as of
interest only within medical education, and indeed
as essentially being a mode of medical education.
So, to the extent that they are engaged at all in
medical humanities, British medical schools have
tended to maintain the original American approach of focusing on such things as literature,
creative writing and ﬁlm as vehicles for interpretation skills and self-expression alike. One development of this in the UK focuses on postgraduate
and continuing education, using familiarity with
the humanities and creative arts as a personal
resource for hard-pressed clinicians facing the
demands of professional life.4 Another development emphasises the cathartic beneﬁts to patients
as well as carers, of writing creatively about their
experiences (Bolton, 2001). These resources are no
doubt all good things to have, but they do not in
themselves plausibly constitute a ﬁeld of study.
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A further suggestion that has been made during
the early evolution of medical humanities is that it
is the attention we pay to (in the British sense) all
the non-scientiﬁc (though not unscientiﬁc) aspects
of medicine, or even simply all that concerns ‘‘the
human’’ within medicine.5 The trouble with this
suggestion is that it is so dismayingly wide that it
would be diﬃcult to see how it could possibly be
the name of a coherent activity or enquiry.
There is also a sense that medical humanities is
a kind of medical counter-culture: a response to
some forms of dissatisfaction felt by patients
concerning how well their doctors listen to them,
or dissatisfaction felt by doctors towards the
somewhat dehumanising eﬀects of large-scale,
industrialised health care (Macnaughton, 2001).
In this sense, such dissatisfactions (and they are not
unreasonable) rather resemble some of the origins
of medical ethics – that is, a kind of consumer voice
of protest, seeking a critical counter-culture of this
kind. This in turn invites a further resemblance to
some of the early critical enthusiasm for medical
ethics, before it met the twin dangers of being
either turned into a respectable academic discipline
or devoured by the law and legalism.
Perhaps this is a good point at which to review
other parallels between medical ethics and medical
humanities. ‘‘Medical ethics’’ is an ambiguous
phrase with at least two denotations: on the one
hand sets of practical and professional duties and
their consequences (i.e. what actual, particular
doctors ought to do in real situations, conveniently
dubbed ‘‘normative medical ethics’’) and on the
other hand a set of intellectual questions and
enquiries which have been collected together as an
academic ﬁeld (i.e. how we might think about and
understand what doctors in general ought to do in
typical situations, sometimes called ‘‘critical medical ethics’’). Now we might at ﬁrst glance suppose
that the phrase ‘‘medical humanities’’ is ambiguous
in the same way.
I have discussed this problem at greater length
elsewhere, and here I will merely summarise that
discussion. The phrase is ambiguous between a
form of enquiry and an approach to practice. The
former denotes a speciﬁc branch, particularly
aimed at medicine, of the broader area of enquiry
known as ‘‘the humanities’’; this critical and
reﬂective undertaking corresponds to the critical
form of medical ethics. (Such enquiry naturally
includes questions in metaphysics and epistemology,
insofar as these are natural components of any
genuinely critically reﬂective examination – such as
philosophical examination, whose importance we
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shall recognise below – of medical practice and
medical theory, which inevitably presuppose some
metaphysical and epistemological positions on
matters concerning, respectively, the nature of
embodied human experience in health and illness
and the sources of our knowledge of such experience and its bodily foundations.6) It contrasts with
the advocacy of particular ways of actually doing
medicine, that is, practising humanely and with due
concern for the humanity of the patient; this
exhortatory discourse corresponds to normative
medical ethics. Unfortunately the problem for this
latter interpretation of ‘‘medical humanities’’ is
that it appears suspiciously like a truism of a rather
pious kind.
It would certainly be a truism if humane
practice were intrinsic to the concept of medical
practice. However, this can be contested – as can
the somewhat parallel presumption that ethical
practice (of which humane practice might be
thought to be a manifestation) is internal to
medicine. In taking the relief of suffering as being
an internal goal of medicine, Cassell (1991), for
instance, seems committed to the idea that medicine in practice must be both ethical and humane
by deﬁnition, a view whose consequence would be
that if we fail to practise medicine humanely or
ethically we fail to do medicine at all rather than
just doing medicine badly, which seems on the face
of it the more natural way of putting the matter.
If, prompted by caution, we disregard the
normative interpretation of ‘‘medical humanities’’
as referring to particular (humane) ways of doing
medicine then we are left with the still-valuable
denotation of a critically reﬂective ﬁeld of intellectual enquiry, and in this too, there is a useful
parallel with medical ethics. I ﬁnd persuasive the
suggestion that medical ethicsÕ concerns can themselves be taken up amongst the ‘‘human’’ (not
humane, be it noted) concerns of medicine. In this
sense, medical humanities adopts part of the
agenda of medical ethics but pursues it in a
broader and perhaps more diﬀuse form.
Of course ‘‘ethics’’ is the speciﬁc name of only
one area of values, and there are other areas that
are at stake in modern medicine and healthcare –
social values, political values, spiritual values,
aesthetic values, epistemic values, perhaps sexual
or gender values, even gustatory values. Despite
their obvious relevance to clinical medicine (think
of public health, palliative care, aesthetic and
reconstructive surgery, the fashionable preference
for population-level evidence and so on), some of
these have received relatively little attention, and I

have a sense that this reﬂects a wider neglect of the
philosophy of medicine – at least in the UK where,
it seems to me, most philosophy of medicine is
done in conjunction with medical ethics, perhaps
actually as part of medical ethics. That is a
legitimate place to do philosophy of medicine, of
course, since critically undertaken value enquiry
with regard to medicine is as fully a part of
philosophy of medicine as is the pursuit of any of
the other cardinal components of philosophical
enquiry – epistemology, logic, metaphysics and so
forth – directed at our understanding of medicine,
whether undertaken in an analytic or an interpretative spirit.7 Moreover from the philosopherÕs
viewpoint it is an enduring boon that medical
ethics has provided this opportunity, since through
its relatively high proﬁle medical ethics makes
some philosophical questions apparent, and even
accessible, to a wider public. Medical ethics is, as
one might put it, the most brightly illuminated
shop window display of any form of philosophical
enquiry.
Before we leave the question of the origins of
medical humanities, it is worth including a cautionary note (one which may be somewhat familiar
in medical ethics as well), namely that the very
imprecision – so far – of what medical humanities
comprises, can appear to offer a home for what one
might call disciplinary refugees: that is, enquirers
who for one reason or another are not comfortable
within the traditional conﬁnes of their own discipline or practice, and have moved into the area of
reﬂective enquiry into medicine, hoping to claim
the academic equivalent of political asylum. The
beneﬁts of intellectual creativity that such a diversity of individuals in theory offers may be offset by
the adverse impact of too many varying inﬂuences
upon a ﬁeld of enquiry that is not yet itself
sufﬁciently mature to be entirely conﬁdent of its
own general nature, still less its detailed identity
and purposes.
Unfortunately amidst a clamour of voices, one
has rarely the luxury of waiting for silence before
adding oneÕs own voice. All I can therefore do in
the remainder of this paper is offer a personal
contribution to the discussion of the nature of
medical humanities as a ﬁeld of enquiry.

Nature
In the personal conception of the nature of the ﬁeld
of medical humanities which now follows, I will try
to begin descriptively, reporting on what I see when

MEDICAL HUMANITIES

I look at the ﬁeld, whilst acknowledging that the
report inevitably involves a somewhat editorial
selection on my part and, as such, is liable to
develop prescriptively, advocating a particular
conception.
The simplest pattern that I can impose upon a
varied ﬁeld of activities claiming to constitute, or at
least to afﬁliate to, medical humanities is to divide
those activities essentially into three kinds. The ﬁrst
two kinds concern substantive activities within
organised health-care, as well as academic or
theoretical reﬂections upon those activities.
 First, there are those activities collectively known
as ‘‘Arts in Health’’ including the therapeutic
uses of creative arts activities such as writing and
painting; and including also the use of creative
arts and co-operative productions of public art as
a way of helping to create and sustain healthy
communities. An example of the former would be
the encouragement of creative writing on the part
of suﬀerers of chronic illness – or their carers – in
an attempt to confront and give meaning to
symptoms (Bolton, 2001). An example of the
latter would be the use of stylised visual rituals,
such as the lantern project in Wrekenton, near
Durham in the North East of England, in which
illuminated symbols of the heart at the core of a
healthy community are produced collectively in
community-based workshops and then paraded
together in an annual and spectacular festival of
lanterns (Robson and White, 2003). As mentioned, for me this area of medical humanities
includes commentary, analysis and critical reﬂection upon arts-in-health activities.
 Second, there are those activities geared towards
and embedded within Medical Education, including actual schemes of study for medical undergraduates and postgraduates, periodic study
resources for Continuing Medical Education, and
the general notion of oﬀering personal resources,
through art, literature and creative self-expression,
for what I earlier referred to as ‘‘hard-pressed
clinicians facing the demands of professional
life’’. Examples of modules devoted to the study
of literature, ﬁlm, ﬁne arts, history and philosophy can be found in many medical schools,
normally as options,8 and as part of continuing
medical education through, for instance, the
Medical Royal Colleges in the UK.9 Again this
area should be taken to include academic commentary and analysis concerning such activities.
 The third area is more obviously an academic or
theoretical undertaking through and through –
namely, the task of attempting better to
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understand human nature through the lens of a
critical examination of technological medicine
and its limitations. Examples of enquiries here
could include the implications of molecular genetics for our concepts of free will; scrutiny of the
role of technology in medicine in an age in which
imaging the bodyÕs interior is taken to have category-forming authority and explanatory power
(Hofmann, 2001); or the two-way relationship between new surgical techniques and contemporary
standards for so-called ‘‘ideal’’ bodies and faces.10 This is not only the most clearly theoretical
of the three broad areas of work; it is also the
most irreducibly philosophical of the three.
Whilst I do not want to suggest for a moment
that only philosophers can undertake it, I do
want to suggest that in undertaking it one is doing something that, whatever else it is, is usually
also philosophical in spirit.

So, if we try to identify the nature of the medical
humanities in terms of its characteristic preoccupations, then these three broad areas seem to me to
describe it. But an equally important question
concerns who is actually so preoccupied: Which are
the contributing disciplines to the ﬁeld? Well,
almost by deﬁnition they are neither physical
sciences nor, for the most part, social sciences.
No doubt the division of human enquiry into
discrete disciplines is a historical and conventional
one that is in some respects unhelpful, but we are
stuck with it and we might as well start from where
we ﬁnd ourselves. So, we are left with the humanities disciplines, whose conventional members
include literature studies, history, philosophy, ﬁne
art, drama, critical theory, historiography, theology and religious studies, linguistics, music, law
and so forth. The least generalising of the social
sciences (the qualiﬁcation is important as we shall
shortly see) such as ethnography or that borderline
humanities/sciences discipline, psychology, might
also be included in an eclectic conception.
A putative list is all very well – although of
course people will disagree over the inclusion of
some of these, and over the exclusion of a larger
number of disciplines not mentioned here (how
about cultural anthropology or feminism studies?)
– but we need to go on from this to ask, Do they
have anything in common that makes them either
characteristically humanities disciplines or specially
able to contribute to medical humanities study? I
will try to respond to this by suggesting that there
are indeed two related characteristics of humanities
disciplines that do make them especially useful for
addressing the human side of medicine.
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These are, ﬁrst, a concern with experience – with
recording and understanding and interpreting individual human experience (Evans, 2002b) and its
qualitative dimensions, or, if you like, a concern
with the world as it is humanly encountered, rather
than as it might be detached and merely dispassionately observed, which is more plausibly the
goal of the natural sciences.
The second characteristic of the humanities for
me follows from this (at least in broadly Western
culture where, currently, conventional humanities
subjects as characterised above, and the medical
humanities as a manifestation of them, are primarily to be found). This second characteristic is a
concern to take subjectivity seriously – the individual point of view and its qualitative content, its
unique antecedents and its idiosyncratic repertoire
of meanings and connotations – as well as taking
seriously its necessary reﬂection of, and embeddedness in, the many interpersonal contexts of
society, including those of clinical medicine.
This second characteristic invites us to suppose
that the speciﬁc observations of a given individual
in context are as interesting – in the sense of
providing grounding, meaning, implication and a
guide to our future attitudes and actions in
relevantly similar circumstances – as are the
homogenised observations collected together under
the natural sciences. It allows that for many
purposes characteristic of clinical practice (such
as the decision of whether or not to prescribe a
marginally effective drug with unwanted sideeffects), a single telling example of a vivid experience that is to some extent recognisable to us is, in
principle, as powerful as population-derived evidence telling us which probabilities are compelling
as guides to action (Sweeney, 1996).
The point is that both the objectivising gaze of
science and what we may call the subjectivetolerant gaze of the humanities do indeed contribute to our reasoning as guides to future action. I
should like to attempt a generalisation here – a
generalisation that, if plausible, helps to rationalise
the place of the humanities in our understanding of
medicine, health and illness: perhaps the sciences
provide constraints upon what is a rational conception of future action – they provide the basis for
our beliefs. At the same time, perhaps the humanities provide models of motives for future action –
they provide possible bases for our attitudes (what
Stuart Hampshire (1989) called our conceptions of
the good lives that are possible for us).
Having suggested the broad content of the ﬁeld
of medical humanities, and characterised the

humanities disciplines that engage in it, I would
like to add something about the modus operandi
that is at any rate claimed for Medical Humanities.
This is its alleged interdisciplinarity. Most promotional references to medical humanities advertise
this as a characteristic feature. However, I suggest
that interdisciplinarity is a very ambitious goal,
and that it is claimed on many more occasions than
it is actually realised. This is arguably a further
feature in respect of which medical ethics and
medical humanities are somewhat alike.
First, however, what is at stake in attaining a
proper conception of ‘‘interdisciplinarity’’? Principally at stake is the way in which the various
contributing disciplines are thought to relate to one
another as they jointly engage medicine and health
care. How do these actually constitute medical
humanities as a ﬁeld of enquiry?
The essential question here is whether the
contributing disciplines remain as independent of
one another as, inevitably, they must begin. For
example, the question of the status of neurasthenia
(in some respects, the late-19th-century counterpart of myalgic encephalopathy) as a genuine
disease invites commentary from history of medicine (in terms of the emergence and reﬁnement of
an identiﬁable condition attracting medical attention), literature studies (in terms of the coalescing
of references to the condition around certain
prominent artistic or creative individuals at a
particular historical period, and the value-assumptions that began to be tied to the condition) and
philosophy (in terms of genesis and maturation of
the concept ‘‘disease’’). The question is whether
these several enquiries are, or could be, or should
be, undertaken in radical independence of each
other; or, if not, the contrapuntal question is that
of precisely how they should inform one another.
Are they a mere sequence of set-piece investigations to be sampled piecemeal according to the
interests of the external inquisitor, or are they the
fused components of a more richly-layered and
above all emergent enquiry, whose substance,
concerns and speciﬁc questions would not be
apparent to the contributing disciplines on their
own?
This is of course a puzzle about what kinds of
knowledge are possible when distinct disciplines
collide, about whether their respective methods are
mutually intelligible, about ‘‘how other disciplines
see and name the objects in their world, and to
what extent we can view that world with them: in
effect, learning to see simultaneously through our
own eyes and through theirs’’ (Evans, 2007).
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No doubt true interdisciplinarity is sometimes
achieved, but so far the more convincing examples
appear to emanate from elsewhere than the medical humanities. A good example is arguably
constituted by chemical process technology, in
which those who, for commercial reasons, were
interested in improving the mechanics of ﬂuid ﬂow
and heat transfer in the production of polymer
plastics, had initially no established ﬁeld to draw
upon at all (Evans and Macnaughton, 2004).
Proceeding empirically, they engaged mechanical
engineers to help them with pencil and paper
calculations; the engineers in turn recruited methods from physics involving so many simultaneous
calculations that non-linear mathematical modelling from computing science became integral to the
emerging ﬁeld.
A key feature of this process is that at each stage
new questions emerged that could not have been
asked, let alone answered, by the contributing
disciplines in isolation. I think it is plausible to
suggest that emergent questions, whose range of
aspects cannot be found in any single contributing
discipline, are one indication that genuine interdisciplinarity has been achieved. The full complexity
of ﬂuid mechanics was neither soluble by nor
apparent to the paper-and-pencil generation of
chemical and mechanical engineers who began the
ﬁeld; the relation between on the one hand real
ﬂuids traversing real locations and on the hand
mathematical representations of activity at
notional and inﬁnitesimally graded locations
would at earlier stages have seemed arcane to both
ﬂuid mechanics and computer scientists.
It is I think more difﬁcult to point to either
emergent questions in particular or genuine interdisciplinarity as a more general attainment within
medical humanities at the moment. The mutual
implications, for our understanding of perception,
between neurology and phenomenological philosophy become apparent and real only when these
two forms of enquiries collide. More generally,
patientsÕ subjective experiences are foundational in
their seeking medical care in the ﬁrst place, yet the
forms of experiences of the self occupy a surprising
range; some forms are perhaps even made possible
when disciplinary perspectives co-engage. Consider, for instance, Oliver SacksÕ incorporation of
the notions of music and musicality into his
understanding of proprioception as a neurologist,
an incorporation that informs his experience of his
own bodily recovery and our appreciation of
musicÕs diagnostic and therapeutic possibilities
(Sacks, 1986, pp. 108–110). As for interdisciplinarity
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as such, one place where one might look for
interdisciplinarity is where the methods of literary
and philosophical analyses are combined – as has
been fruitful in medical ethics and indeed ethics
more generally. Examples might include the
attempt to understand the processes of creative
imagination in the evolution of scientiﬁc medicine,
or the attempt to chart the complexities of paying
attention to the character of the moral agent in
expositions of virtue ethics. I am not here going to
comment on the success or otherwise of any
particular claim to interdisciplinarity. I merely
want to insist on how diﬃcult it is, at the same time
as noticing how routinely and, I fear, casually it is
claimed on behalf of Medical Humanities.
Notwithstanding this sceptical note, the foregoing (taken as a whole) suggests to me that we can
say something about the characteristic projects of
work likely to fall under the Medical Humanities.
My suggestion is that at least such work as
attempted any of the following four tasks – and
it is straightaway apparent that they all have a
philosophical ﬂavour – could be thought of as
constituting Medical Humanities work.11 (That is
to say, the attempt on these tasks provides a
suﬃcient, although presumably not a necessary,
condition for constituting Medical Humanities
work.) The tasks are these:
1. To illuminate the practice of medicine (and, perhaps, medical theory) using ideas and insights
distinctively associated with humanities or social
science disciplines; especially doing so in a way
that is not usually accessible through scientiﬁc
descriptions and explanations.
Examples: any kind of value enquiry concerning medicine. This obviously includes
medical ethics.
2. To illuminate what one might call ‘‘the human
side of medicine’’ in a form that takes seriously
the ways in which medicine, illness, suﬀering,
disability, and (for that matter) health are experienced
Example: pathographies – the recording and
interpretation of illness experiences; bringing
creative and expressive arts to bear upon the
experience of illness, in the therapeutic (and
sometimes diagnostic) context
3. To attempt the understanding of one or more
ÔsubjectivitiesÕ within the experience of medicine,
or of health, illness, suﬀering or disability; and
(from this) work that makes such understanding
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transferable to our understanding of other subjectivities: such that we gain something which we
can meaningfully relate to other insights gained
on other occasions of comparable enquiry,
allowing us to be systematic, albeit in a rudimentary way
Examples: the broad swathe of those enquiries in history of medicine, philosophy of
medicine or medicine and literature where
individual experiences are made available to
others through description, analysis, representation, in the hope of learning something
about ourselves – and about ‘‘the human
condition’’
4. To use some aspect of medicine (that is, health
care, etc.) speciﬁcally to achieve some gain in our
understanding of the human condition, or of
embodied human nature
Example: philosophy of medicine generally, especially philosophical enquiries into
embodiment and experience; or similar
enquiries within medical anthropology and
ethnography

What would be the point of the foregoing work?
Why would we seek to undertake it? I put these
questions somewhat rhetorically – since all of these
kinds of work, especially the last area concerning
gains in our understanding of embodied human
nature, should commend themselves to all serious
scholars and above all to philosophers. But rhetorical or not, we can I think see that work of this
kind does help us to do a number of worthwhile
things.
To begin with some fairly conventional objectives, the ﬁrst three of these areas clearly help us –
as commentators or as clinicians or, for that
matter, as patients who necessarily contribute to
the clinical consultation – to take human values
seriously, including ethical values. They help clinicians and students alike to develop their own
personal values. The second and third areas may
help in developing cliniciansÕ interpretative sensitivity and their skills of listening and communication. Through the engagement with creative and
expressive arts, they may also indirectly provide
clinicians with personal resources for facing the
demands of clinical life.
The fourth of these areas – ﬁttingly enough for
work that is essentially philosophical – serves I
think more radical goals:
 asking how technological medicineÕs picture of
human nature/the human condition contributes

to our self-understanding, and whether other pictures are available (for instance, from the humanities);
 from this, asking whether technological medicine
spurs humanities disciplines to extend (or revisit)
their own research agendas;
 exploring disciplinarity, interdisciplinarity, and
the varying nature of knowledge and evidence in
medicine, sciences and humanities
 stimulating and encouraging a sense of wonder at
embodied human nature.

I believe all of these goals are worth pursuing.
To varying extents, each of them is reﬂected in
current work in philosophy of medicine. I would
describe this area of Medical Humanities as, in
effect, pursuing philosophical questions in medicine over a larger, a more colourful and no doubt a
more disordered landscape. If I may so put it, the
‘‘long-lost friend’’ has indeed been a stranger, but
at othersÕ gates; it is returning now with tales of
these colourful and disordered landscapes.
Finally, if the ﬁeld is to develop credibly then, I
would argue, its constitutive research enquiries
must strive to be mutually coherent. Literary
insights, historical investigations, philosophical
reﬂections and linguistic analyses directed towards,
say, culturally distinct experiences of nausea and
their appropriate medical and psychological management (or towards the meaning of the epidemiology of psychological disorders, or towards the
notion of ‘‘functional illnesses’’, or towards the
question of whether myalgic encephalopathy is
genuinely comparable to late-19th-century neurasthenia, or towards radical deconstruction of the
clinical consultation, and so on) should be seen to
bear upon common objects in compatible terms.
Unfortunately I do not think we can always claim
that this happens as yet. There needs to evolve at
some point a rudimentary structure, within the
ﬁeld of Medical Humanities, that minimally orientates the modes of attention of different disciplinary enquiries and focuses them together upon an
object or concept that is recognisable to all the
enquirers and has a shared meaning as well as,
putatively, a shared denotation. Research in medical humanities needs to produce some sense of
accumulated gains in understanding, and not just
an unstructured ‘‘heap’’ of observations and
remarks that are individually valuable but nonetheless essentially fragmentary.
I do not suggest that this is easy, but few
worthwhile things are easy. Elsewhere I have
suggested that in the biomedical age we might recast BlakeÕs powerful rendering of the human
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constitution, famously the constitution of ‘‘impassionÕd clay’’, in terms of our being ‘‘meat with a
point of view’’ – the combined biophysical and
existential realities of our embodied state, in which
our subjectivity is fused with our objective, external
being. Understanding this fusing is among the
most philosophical of the tasks to which, in
my view, the Medical Humanities are properly
addressed.
This suggests that those who, as I do, prefer the
‘‘long-lost friend’’ conception of Medical Humanities to the ‘‘stranger at the gates’’, will recognise
the centrality of philosophy among its contributory
disciplines. Indeed I would go so far as to say that
for those of its practitioners who are philosophers,
the Medical Humanities amount to ‘‘Philosophy
looking at the Humanities looking at Medicine’’.
Further, the philosopher sympathetic to this view
will sense that philosophy of medicine is the queen
of those humanities disciplines co-engaging our
embodied human nature. This is my sense, too.
However, philosophy is not the only such discipline, and its task in the medical humanities is
perhaps to encourage, to inspire, to learn from, to
respect and, when necessary, politely to marshal
the others. Whether this is ﬁnally a responsible and
sustainable view, rather than unwarranted disciplinary arrogance, is something we shall ﬁnd out
only when the ﬁeld of Medical Humanities progresses towards maturity.
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4. The UKÕs ﬁrst MasterÕs in Medical Humanities, introduced in 1997 at University of Wales Swansea, appeals primarily to mid-career medical professionals.
See Evans, M., in Kirklin and Richardson (2001).
5. Reported by Greaves (2001).
6. I am grateful to an anonymous referee for emphasising this.
7. The relation of philosophy of medicine to philosophy
of science is an interesting one. Some enquiries within
epistemology of medicine could readily be seen as an
application of philosophy of science as could some
enquiries within the logic of clinical reasoning and
diagnosis. However, studies of the metaphysics of
embodied experience will be more resistant to being
captured in this way; indeed on ToulminÕs (1993)
view the centre of gravity of traditional views of philosophy of science is liable to be itself shifted by taking seriously the epistemology of medicineÕs objects.
8. See for instance Hampshire and Avery (2001).
9. The Royal College of General PractitionersÕ regional
Faculties support speciﬁc study events involving medical humanities, and the Royal College of Physicians
of London has published two volumes of papers on
medical humanities including Kirklin and Richardson
(2001).
10. Holm (2000). In 2005 the UK Arts and Humanities
Research Council also sponsored a workshop at
Univ. Cambridge on the human face, as one of a
series of workshops exploring medical humanities
enquiries.
11. Drawn from Evans (2007).
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Abstract. The nature and scope of medical humanities are under debate. Some regard this ﬁeld as
consisting of those parts of the humanistic sciences that enhance our understanding of clinical practice and
of medicine as historical phenomenon. In this article it is argued that aesthetic experience is as crucial to
this project as are humanistic studies. To rightly understand what medicine is about we need to
acknowledge the equal importance of two modes of understanding, intertwined and mutually reinforcing:
the mode of aesthetic imagination and the mode of analytical reﬂection.
Key words: aesthetic experience, imagination, intertwining, understanding

Introduction
For several years, there has been an ongoing
debate about the scope and the goals of medical
humanities. This is often a reliable sign of beginning maturation in a newly established ﬁeld of
study. It is also a sign of health, as such a debate is
urgently needed to provide a basis for continuous
self-reﬂection during the further evolution of the
ﬁeld. It may be remembered that it took
10–15 years from the rise of medical ethics in the
early 70s to the ﬁrst substantial signs of a selfcritical debate within that area in the mid-80s.
In this article I want to contribute to the
exploration of the nature of medical humanities,
departing from the assumption that the area
involves two related but still different modes of
understanding: aesthetic experience, involving
emotions and imagination and empathetic identiﬁcation – and cognitively oriented analysis, involving critical scrutiny, conceptual analysis and
historical relativization. It will be argued that
however intertwined these modes of understanding
often may be, they are nevertheless different in
nature and ideally work in a complementary way.
It is when we ask ourselves what medicine is about,
what its goals are and how they may be reached
that these two complementary roads to understanding are needed. Given the all-embracing
nature of medicine, penetrating our lives both
literally and metaphorically, this is an understanding

that is in no way reserved for health care professionals. Medical humanities may have a particular
responsibility in relation to these, but surely the
scope of the project is wider than that.

Modes of understanding
First some remarks on terminology. There exists
by no means a unanimous view on what the
concept humanities ought to mean. I here take
humanities to be concerned with the human realm,
speciﬁcally with a view of human beings as
intentional creatures searching for meaning, with
their both shared and unique life worlds, reaching
out for others, trapped in their history and biology
but with some paradoxical margin of personal
freedom. It is the task of the humanities to explore
these conditions, and in doing this they basically
employ hermeneutical approaches. The goal is
understanding, rather than explanation (even if
DiltheyÕs classical dichotomy is certainly not as
clear-cut as it is sometimes assumed to be1). It is
not unusual to identify humanities with what is
otherwise often called the humanistic sciences, that
is academic ﬁelds of study like history, philosophy,
aesthetics, history of literature, history of art,
anthropology etc. But the humanities, as I will here
view them, involve not only the humanistic sciences
but the arts as well (painting, sculpture, dance,
novels, poetry, drama, ﬁlm etc.), to the extent that
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these present human beings as acting, choosing and
responsible creatures.
What, then, are the medical humanities? I
propose that medical humanities are those parts
of the humanities that are of relevance to the study
and practice of medicine. I want to put some stress
on the second part of this statement. The goals of
medical humanities are indeed both theoretical and
practical. Theoretical in that they oﬀer a basis for
an analysis and a resulting understanding of what
the phenomenon of medicine and health care is
about. Practical in that this analysis of course is
meant to have, and does already have, consequences for the way health care is practiced, from
the very basic laboratory research through the
clinical encounter to national health policies. In
addition to this, medical humanities have a
potential for inﬂuencing clinically relevant attitudes, through their capacity to work not only on
intellectual capacities and rational reﬂection but
also on emotions and intuitions. It is here we have
what I believe to be the most promising and
remarkable aspect of medical humanities – the
breadth of its invitation and the potentially synergistic characters of the two modes of understanding that constitute their basis.
A comment may be needed on what is here meant
by ‘‘mode of understanding’’. The point made is the
rather trivial fact that the attempt to reach understanding of a phenomenon may focus on different
aspects and may hence be reached in different ways.
We may, for example, say that we understand
something when we know how it came about, or
what its purpose is, or the human feelings and
intentions involved in it, or the consequences of it, or
how it is contextually related to other phenomena.
All these aspects of understanding may more or less
coexist and we may hence think that the more of
them that are illuminated, the better we understand.
Distinguishing between different modes of understanding would then mean acknowledging that
different faculties of our mental repertoire are
differently well suited to do this work for us. To
understand a mathematical problem may involve
certain capacities, to understand why the First
World War broke out another combination and to
understand a clinical situation a third. A point of
departure for the following analysis will be that the
richer our understanding is, the better the chances
that we reach our goals – whether these be practical
(ameliorating suffering) or theoretical (solving an
equation).
A mode of understanding is hence a pattern of
mental capacities activated in our attempts to come

to grips with a phenomenon, to understand it. Such
capacities are usually combined emotional-cognitive.
The mathematician can hardly avoid emotions
when facing an intriguing problem to solve, and
the artist painting a portrait will ﬁnd cognitive
reﬂection interacting with emotions. However, in
general we may conclude that aesthetic experience
usually more immediately and directly involves
emotions, bringing in parts of our personality that
we often keep outside of intellectual analysis. It is
reasonable to assume that I get moved and perhaps
even upset by seeing a drama of Chekhov, but far
less emotionally involved by reading a philosophical essay on the notion of brain death (though this
may of course occasionally be upsetting enough).
Possibly, I go on to reﬂect on ChekhovÕs drama
when my feelings about it have sunk back and left
more of curiosity and wish to verbalize and to
bring cognitive reﬂection into my understanding.
In this process of ‘‘distancing’’ myself from the
immediate experience, of lifting from the particular
to a more general level of understanding, one may
experience that something is lost, some aesthetic
quality that seems hard to capture into rational
discourse. The aesthetic experience is not easily
‘‘verbalized’’, as we all know, but nevertheless real
and plausibly very inﬂuential on our way of
looking at ourselves and the world.

The evolution of medical humanities
Before presenting this argument in more detail, I
want to make a short comment on the evolution of
medical humanities as a ﬁeld of study. The present
situation of medical humanities naturally reﬂects
its evolution and some of the challenges involved in
the further development of the ﬁeld ought to be
understood in light of the impetus that set this
project into motion. When the medical ethics boom
lost some of its momentum, one of the remedies
proposed was a shift of perspective, taking more
areas of human study than moral philosophy into
account when interpreting medicine. Barry Hoffmaster wrote, somewhat playfully, about ethnography ‘‘saving the life of ethics’’ (Hoffmaster,
1992). This is not to say that medical ethics,
however interpreted, became obsolete, or that there
were no medical humanities before the 80s and 90s.
The point is that medical humanities were by many
expected to oﬀer a broader perspective and a
widened frame of understanding – and with this the
chance to address more aspects of the complex
phenomenon of modern scientiﬁc medicine. It was
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widely accepted that ethical questions in clinical
practice are situated in contexts that may require
that several perspectives are adopted in order to
reach more fruitful results. It was also asserted that
ethical deliberation may involve both feeling and
intellectual analysis and that hence the humanities
may oﬀer a broader base for stimulating such
ethical sensitivity.2
Hence, an increasing number of persons went
looking for answers, or good questions, in history,
philosophy, theology, anthropology, narratology
and so forth. The result was a sometimes bewildering array of different perspectives. Moreover,
not only were what I here want to call the
humanistic sciences approached. Together with
these, the ﬁne arts increasingly came into focus.
Literary texts – novels, short stories, drama, poetry
– and the ﬁgurative arts were used to enlighten
medical students or practicing clinicians. Not
seldom it was said that reading novels or looking
at paintings – preferably with motives borrowed
from the world of diseases – would contribute to
the development of the empathy of the clinicians or
the doctors or nurses to be. The assumption was
that health care workers, especially doctors, must
have some sort of counterbalancing force to their
scientiﬁc training, compensating for risks inherent
in the medical gaze. An impersonal, cold and
distanced physician, unable to go into a dialog with
his patient and relying almost exclusively on
technological devices was contrasted with an
empathetic person-oriented doctor, who not only
knew BeauchampÕs and ChildressÕs ‘‘four principles’’ but also had the kind of imaginative, yet
critically reﬂective, attitude to her work that would
revive the ‘‘art of medicine’’.
Hence, medical humanities in educational contexts came to be developed as some sort of
additional and compensating activity on top of
‘‘the real thing’’, which was of course training in
the biomedical sciences. As a result, and also
reinforcing this ‘‘additional model’’, there was a
general tendency to look at courses in humanities
as preferably elective. The resistance against compulsory teaching of medical humanities often took
the form of a rejection of the whole idea of having
unmotivated students reading philosophical,
historical or literary texts, with the assumption
that this would rather make things worse. The fact
that much of the teaching in the area of biomedicine is both boring and onerous to many students
and other categories of health care professionals,
but is done because it is seen as indispensable, was
not really considered – or dismissed because the
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sciences in some peculiar way are expected to be
like that, while the humanities ‘‘must’’ be stimulating and creative. Neither was much said about
the tacit signals that this unintended but obvious
grading of curricular importance sent to students
and professionals.
Medical humanities were of course never developed only for education and never only for health
care professionals. There was research in what we
now call medical humanities long before it was
even named and long before it had come into
medical schools. The scope of medical humanities
is wider than professional development, however
important this may be. It is the understanding of
medicine in general that is at stake. Like any
dominating socio-cultural force, medicine has to be
scrutinized from different perspectives and we have
good reasons to assume that society at large will
beneﬁt from this.3 If, however, medical humanities
as a resource for medical professionals are at the
center of interest here, it is because there is still a
need to illuminate and bring out more clearly what
it is that medical humanities may contribute. If it
can be shown that physicians and nurses and other
persons involved in the treatment and the care of ill
people beneﬁt in diﬀerent ways from the encounter
with medical humanities in the sense here described, this may be of great value in the ongoing
reconsideration of what constitutes professional
competence in health care.

Additional or integrated?
The idea of humanities as a balancing ﬁeld of study
in relation to biomedicine may also be called the
compensatory model. Perhaps, it is more meaningful to talk of compensation than of addition, since
it highlights the historical fact that the humanities,
as were medical ethics, were brought into the study
of medicine as a result of an experienced lack. Of
what? Probably of what is diﬀusely called ‘‘the
human dimension’’ in medicine, of a visible person
‘‘behind’’ the disease, of an attention to the social
and cultural aspects more or less strongly inﬂuencing medicine. The triumphs of scientiﬁc medicine had allegedly pushed the ill person into the
background, in favor of a depersonalized search
for biophysiological pathology.4
But is compensation enough? Will it do the
expected work? If we add to the swelling biomedical curricula some ‘‘person oriented’’ human
knowledge, some philosophical ethics, a few
novels, call it medical humanities and then throw
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this into the oven after the biomedical cake is
almost baked – will that really affect the ailments
of modern medicine? Will that help us reach the
proud goals often mentioned in relation to medical humanities – to humanize medicine, to let
biomedical progress coexist with a deep commitment for and recognition of the personal needs
and predicaments of the ill person? David
Greaves does not hesitate about his answer when
he writes that ‘‘...medicine cannot be adequately
understood within the more traditional framework of medicine as science counterbalanced by
the arts. What we then need is an integrated model
of medical humanities.’’ (Greaves, 2001) Such a
model and such a resulting practice seem, however, to be rather far oﬀ. Taking a close look at
the special issue of Academic Medicine from
October 2003, where a rich variety of models
are presented, it is hard to avoid the impression
that medical humanities as educational programs
at most places in the US and in Europe are
predominantly exactly compensatory.5 With a
considerable simpliﬁcation the standard model of
the medical humanities program at medical
schools involves some courses in literature reading, occasionally complemented by a course in
creative writing, some philosophical seminars
mostly in moral philosophy, courses on death
and dying (synthesizing theological, anthropological, psychological and philosophical perspectives),
not seldom also a chance to read some medical
history (often under themes like ‘‘Plagues and
peoples’’ and so forth), more seldom arts courses
where visual presentations of illness are in focus.
This is often good enough and certainly very
ambitious – and, of course, in no way surprising,
if we look at the oﬃcial motivations for developing programs of this sort. That medical humanities would have anything important to say about,
and as a result deeply inﬂuence, core issues like
the disease concept, the diagnostic process, the
use of medical technology and other ‘‘hard’’ issues
in medicine is not so often acknowledged – or at
least only marginally accepted. With a disease
concept still heavily relying on biomedical sciences
and with a mistaken idea still ﬂourishing that this
concept is basically value free, the doctorÕs task of
diagnosing and treating diseases will result in a
medical education and a professional role that
looks upon humanities as a sort of ‘‘luxury’’
added, if there is time for it, to the real thing and
only externally related to clinical medicine – to
compensate for some possible risks that are easily
overcome in this way.

The task of medicine
Why, again, may we conjecture that the humanities
are at the very core of the understanding and
practice of medicine? What would it mean to
integrate humanities into medicine, rather than to
add them as a compensation for marginal shortcomings of a still predominantly biomedical project? The answer to this will involve a view on what
this practice is about, and this question will now be
addressed.
Medicine is the activity that aims at the healing or
the amelioration of suffering due to disease and at
the prevention of such suffering.6 Medicine is about
bodies and it is about the persons that are these
bodies. Human individuals suﬀer, bodies do not.
The personal, biographical realm is in this sense
prior to the abstracted world of the biomedically
‘‘constructed’’ body.7 This is, of course, hardly new
to anyone involved in this discussion. Actually,
perhaps the most inﬂuential of all to propose this is
Oliver Sacks (1984) who in his stories shows, rather
than theoretically argues for, such a way of understanding what medicine is about.8 Another convincing but perhaps not as inﬂuential example is John
Berger writing about country doctor John Sassall in
A Fortunate Man (Berger, 1967).
Philosopher Drew Leder has succinctly captured the point of departure for a medicine that
takes human beings as biological and cultural
creatures into full account:
Just as the lived body is an intertwining of intentionality and materiality, subject and object, so
we would arrive at a medicine of the intertwining.
That is, our notions of disease and treatment
would always involve a chiasmatic blending of
biological and existential terms, whereas these
terms are not seen as ultimately opposed, but
mutually implicatory and involved in intricate
ÔlogicsÕ of exchange. (Leder, 1992)

Stephen Toulmin says basically the same thing,
though in other words, in an essay on ‘‘clinical
judgment and historical reconstruction’’:
However, even the generalized principles of the
medical art could be learned and exercised only
as applied to and embodied in the condition of
particular human beings. (...) the proper application of general medical knowledge to individual
human beings demands an accurate appreciation
of their particular needs and conditions; so that
the task of medicine – however ‘‘scientific’’ it may
become – remains fully ethical. (Toulmin, 1993)

ARTS

AND HUMANISTIC SCIENCE

This view of medicine leads me to the following
conclusions: The practice of medicine integrates –
intertwines, amalgamates – knowledge and experience of the human condition in the broadest
possible sense, from understanding cellular systems
to approaching unique and sometimes strange lifeworlds of ill persons, as well as understanding the
socio-cultural forces inﬂuencing health and disease.
The goal of medicine is to restore health, which
means alleviating suffering that is due to disease.
This may be accomplished in basically three ways,
closely related and almost always intertwined but
analytically separable: (1) by applying biomedical
knowledge in order to explain pathophysiological
processes in the body, manipulating these processes
in the wanted direction and relying on results from
biostatistical methods to evaluate treatment outcomes; (2) through the attempt to approach a
degree of common understanding between physician and patient, necessary both for diagnosis and
for treatment decisions and also for the ill personÕs
sense of recognition; in GadamerÕs words, the
partial fusion of meaning horizons in the clinical
encounter (Svenaeus, 1999); (3) by the ongoing
critical reﬂection on the theory and practice of
medicine, in order for the conduct of professional
medicine not to transmute into smugness and
conceit. Key words are for (1) explanation of
disease through scientiﬁc theory and scientiﬁcally
based control of pathological processes and treatment outcomes, for (2) understanding of the illness
experience through imaginative dialog, and for (3)
conceptual, ethical and historical scrutiny in order
to place the practice of medicine in a larger sociohistorical context and rightly evaluating it as such.
The importance of not thinking about these
three aspects of medical work as fully discrete and
separable can hardly be overstated. They are meant
to be seen as ideal types, in Max WeberÕs sense
(Poggi, 2006). In practice they intertwine just as
Leder and Toulmin write. When, for example, the
physician faces the patient with a minor stroke she
must of course understand as much as possible
about the normal and pathological physiology of
cerebral vessels and tissue, as well as about ways of
diagnosing, treating and preventing new incidents
of the same sort. She must, at the same time, be
able to approach the experience of just this ill
person, what he experiences, what he hopes for and
fears, what he is prepared to stand and not stand,
which his basic motivating forces in life are. But
this would not do if she were not prepared and
capable of lifting herself, to some extent and at
occasions, out of these perspectives, reﬂect on
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other possible ways of understanding and conceptualizing what is happening, if she were not able to
relate this unique case to a broader cultural and
historical context, letting her cherished assumptions at least marginally and occasionally meet
other modes of understanding.
It is with the two latter tasks that medical
humanities are involved. It is not difﬁcult, I think,
to see that there might be a tension here.
Approaching a personÕs illness experience, taking
some steps towards a shared life world, involves a
degree of identiﬁcation, although very conditional.
This seems to be a signiﬁcantly different challenge
from the distancing that the critical analysis
involves, however closely intertwined these modes
of understanding may sometimes be. Imagination
and empathetic openness and involvement are
capacities that would be of value in the former
task. If the physician constantly keeps relativizing
and critically examining the words of his patient,
he would lose the crucial personal contact and
seem distant and indifferent. If, on the other hand,
he does not keep a critical eye on his engagement
with the patient, if he lacks both the will and tools
to analyze crucial elements of the encounter from a
somewhat distanced position, his good intention
may be transformed from being beneﬁcial to being
dangerous and harmful for his patient. May we
perhaps look upon this as a sort of wavering
movement, a process of amalgamation, where
imaginative participation, involving emotional
and aesthetic aspects, intimately interacts with
distanced analysis, involving applying abstract
concepts and logical deliberation (of course as
crucial in the successful accomplishment of diagnosis and therapy). It is when these two modes of
understanding coexist and are brought to interact
with profound biomedical experience and skill that
the full human potential of scientiﬁc medical
knowledge is actualized.

The role of the arts
Philosophy and history may facilitate conceptual
analysis and stringency of thought and provide
inspiring perspectives on medical reality. But are
the arts – poetry, novels, paintings, drama, ﬁlm –
really of any value to clinical medicine? Are they
not rather a sort of pleasant ‘‘turning-away-from’’
reality? Do the arts really give us knowledge of the
world; do they really say anything about the
essence of clinical work? David Greaves has
suggested that medical arts, as he formulates it,
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are basically ornamental to the practice of medicine, while medical humanities proper (and I take it
that he here means philosophy, history and other
humanistic sciences) are at the core of medical
practice and hence crucial to the integrated view of
medical humanities (Greaves, p. 22). Greaves does
not deny that the arts9 may be beneﬁcial to
practitioners but fears that these will go on
working with an unchallenged idea of medicine as
exclusively biomedical in its nature. I disagree with
his position – if I understand it rightly. Acquaintance with the arts in forms appropriate for
increasing medical understanding will, I contend,
in the long run lead those involved in clinical
medicine to question the simpliﬁed model of
medicine – medicine as exclusively the application
of biomedical knowledge – that Greaves so
strongly laments. I would even go as far as to say
that medical humanities without medical arts may
be sterile and unable to inﬂuence more deeply our
attitudes, just as philosophy without literature
loses something of its potential to change our
views of the world. This position is the result of my
association of aesthetic experience with emotions,
and with combined emotive-cognitive reﬂection –
that is with aspects of our personalities that are
crucial for our moral position, our apprehension of
complex contexts and of ambiguous and paradoxical aspects of reality.
In contrast to Greaves I regard arts in medicine,
used as roads to a more nuanced and complex
understanding of human conditions and to what
illness is, to be at the very core of the project of
developing medical humanities. As such, the arts
stand in a complicated but fruitful tension to the
humanistic sciences. Most of what we do in clinical
practice involves – or ought to involve – the two
modes of understanding that characterize these
areas of knowledge, blended into an intriguing
mixture of conceptual analysis, historical relativization, literary imagination, visual perception,
ethical reﬂection, narrative understanding, emotional participation, intellectual distancing...
The question must once again be raised concerning the nature of the two modes of understanding described above. Art is often associated
with empathy and imagination. Now, to this one
may object that imaginative empathy is far from
the only attitude that may characterize our
encounter with a work of art. Some novels, for
example, rather seem to constantly sabotage the
readerÕs attempts to read for identiﬁcation. Dependent upon the kind of work and upon the attitude
of the person varying degrees of distanced

reﬂection may accompany the primarily identiﬁcatory reading or looking. We may, thus, distinguish
between prereﬂective and reﬂective elements in the
experience of art. On the whole, the prereﬂective
experience is more emotionally dominated while
intellectual analysis has a greater chance to get into
the reﬂective phase of art experience. Somewhat
simpliﬁed, we may conjecture that art evokes
emotions that we then, to a greater or lesser
degree, reﬂect on, problematize, scrutinize. Many
works of art seem to sabotage a non-reﬂective
approach, like the dramas of Brecht with their
capacity for Verfremdung – that is, sabotaging
attempts to identify with the events and persons of
the drama. If this element in, for example, a novel
becomes too predominant it will lose its capacity to
move the reader, to evoke those emotions that so
stimulate and encourage reﬂection.10 Or, similarly,
if the reader adopts an attitude, a way of reading,
that is ‘‘hyperactive’’, he will risk escaping this
rewarding interplay of prereﬂective identiﬁcation
and reﬂective analysis.11
Of course there are considerable aesthetic elements involved also in the sciences, both humanistic and natural. A degree of empathetic
imagination is often part of scientiﬁc work.12
However, the encounter with works of art in most
cases predominantly involves identiﬁcation and
imagination, usually directed towards particulars,
and only in a second phase reﬂection on those
images and emotions; whereas humanistic sciences
primarily
involves
conceptual
abstraction,
distanced reﬂection – admittedly often emotionally
textured – and usually also a more universal
ambition. My partition is hence by no means
clear-cut and the borders between aesthetic imagination and scientiﬁc reﬂection may be less sharp
than often assumed, but I insist that it is still valid
as an over-all characterization.

The reading experience
The imaginative immediacy and the strongly emotive texture of the experience of a work of art may
hence be transformed into a more or less distanced
analysis when we reﬂect upon, for example, a
literary text – especially if this is done in a more or
less systematic way. If students of medicine read
Lars GustafssonÕs (1990) The Death of a Beekeeper
and then discuss it in groups, perhaps under
supervision, the two modes of understanding that
characterize medical humanities will potentially unite: imaginative involvement with the
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beekeeperÕs predicament and his problematic life
history, his more and more intractable pain, his
actions and their consequences in terms of close
relations to persons – together with theory-inspired
analysis of his motivating forces in psychological
and existential terms, of the ethical standard of his
important choices in life and his responsibilities to
himself and others, of historical factors inﬂuencing
his social position and hence also his repertoire of
choices. This would probably in most cases not be
suﬃciently reached through the reading experience
as such, neither through exclusively historical
analysis or philosophical reﬂection. It is when
two modes of understanding unite – the mode of
prereﬂective aesthetic participation during the act
of reading and the mode of hermeneutically
inspired, distanced intellectual analysis in the
following analysis – that a work of art oﬀers its
richest contributions to clinical medicine.
Why not ‘‘real life’’ then, why art? Is not the
interplay with persons around us, the stories
encountered when meeting and listening to living
individuals, a road to human understanding far
superior to ﬁctive stories? One would easily guess
so and of course there is much good to be said for a
broad life experience and a keen attention to the
stories around us. But returning to GustafssonÕs
book, the experience of reading about the beekeeper is prone to be richer in complexity and in
detail and also in a sense easier to get adequately
moved by exactly because it is ﬁctive. Imagine
meeting this man at a party. What would he say?
What would we learn of him? Or encountering him
on a train and having a long conversation with
him? What would we learn? Would dislike prevent
us from seeing him? Or would, on the contrary,
strong positive emotions also prevent a more
nuanced understanding? And would the kind of
associative reﬂection on his life, his chances, his
dilemmas that the novel inspires really occur?
Martha Nussbaum has perhaps more eloquently
than any other philosopher pledged for an alliance
between moral philosophy and literature, that is:
between critical scrutiny and aesthetic experience. In
several of her books she develops the thoughts
presented here in much more detail. Her experiences
from teaching law students in Chicago led to her to
write the book Poetic Justice. Among several passages worth quoting at length we ﬁnd this:
Another way of putting this is that good literature is disturbing in a way that history and social
science writing frequently are not. Because it
summons powerful emotions, it disconcerts and
puzzles. It inspires distrust of conventional pieties
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and exacts a frequently painful confrontation
with oneÕs own thoughts and intentions. One may
be told many things about people in oneÕs own
society and yet keep that knowledge at a
distance. Literary works that promote identification and emotional reaction cut through those
self-protective stratagems, requiring us to see and
to respond to many things that may be difficult
to confront – and they make this process palatable by giving us pleasure in the very act of
confrontation. (Nussbaum, 1995, pp. 5–6)

If Nussbaum is right, and I believe she is, we need
to focus on the process of moving on from this
emotional confrontation that meeting good literature (or a painting) may give us, and that of course
from the beginning involves some cognitive activity, to a personal reﬂective involvement that opens
up possibilities for a widened experience, for moral
growth and for a more nuanced knowledge of the
world. We need of course also to face a number of
intriguing, but certainly not unsolvable, questions
about which works of art and which areas of
humanistic study ought to be included in medical
humanities.

Concluding remarks
What then, with the integrated view of medical
humanities? With such a view and practice of
medical humanities, in theory and in practice, it is
acknowledged that disease and illness are two
aspects of the same coin and that applying the one
without the other in our understanding of medicine
is meaningless and will prevent medicine from
reaching its goals. Integrated medical humanities
are then not brought in when the hard sciences
have already done most of the work; they are with
us all the time as the Siamese twin of biomedical
sciences. Integrated medical humanities are ideally
taught in close connection to the teaching of
biomedicine. The medical intern instructing the
students in the art of doing a sternal puncture will,
when medical humanities are thus integrated, ﬁnd
it just as natural and inevitable to direct their
attention to the anatomy of sternum and underlying
structures, to the histology of healthy and diseased
bone marrow and potential pathological ﬁndings –
as to the experiences of the ill person undergoing
such a procedure, to ethical aspects of consent to
medical interventions, to the history of blood
analysis and treatment, to stories of persons living
with and dying from hematological diseases.
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This is how integrated medical humanities will
work. Integration will mean that medical humanities take as their task to contribute to an intertwining of the experiential aspect of ‘‘not being
well’’, often called illness, with the scientiﬁcally
constructed disease concept, expressed through the
language and concepts of biomedical science. This
intertwining of the epistemology of science and
that of personal biography will not take place if the
two modes of understanding described above as
central to medical humanities are not accepted as
crucial to all clinical work, as well as to the
understanding of medicine as a cultural and
historical project.

Notes
1. Dilthey proposed the goal of science to be the
explanation of natural phenomena by ways of
universal causal forces, such as natural laws. The
humanistic sciences, on the other hand, were involved in the understanding of human actions by
means of intentions and motivations. This has
led certain observers to infer that the sciences are
not aiming at understanding – a suggestion that
seems blatantly mistaken, as understanding is
crucial to all scientiﬁc work.
2. The inﬂuence of Aristotle was clearly seen in this
context, presented for example by Martha Nussbaum in her inﬂuential LoveÕs Knowledge in
1992.
3. And medicine has been lucky, in this sense, to
have been the subject of intelligent and provocative critique, contributing to a thoroughgoing debate about its nature and goals. Excellent
examples are Ivan IllichÕs (1976) Medical Nemesis, Susan SontagÕs (1979) Illness as Metaphor
and, lately, James LeFanuÕs (1999) The Rise and
Fall of Medicine.
4. This theme is recurrent in medical humanities literature since Paul RamseyÕs (1970) The Patient
as a Person.
5. Academic Medicine, October 2003: ‘‘The Humanities and Medicine: Reports of 41 U.S., Canadian
and International Programs.
6. We have recently seen a vast and often illuminating literature on this subject. Among the contributions presenting thoughts most worthwhile to
pursue are Eric Cassell (1991) and Fredrik Svenaeus (1999).
7. We are reminded for example by Martyn Evans
(2001) about the degree of abstraction from our

ordinary experience of a lived body involved in
the medically perceived and treated body.
8. I consider his A Leg to Stand On to be the outstanding example of his capacity to capture the
reality of falling ill.
9. I do not here talk of medical arts in their therapeutic use – that is, literature, drama, poetry, visual art as therapy for ill persons. It is better not
to include these in what we regard as medical
humanities, but rather in the ﬁeld of medical
therapeutics.
10. For an extensive discussion of the role of emotions when understanding the world through
works of art, see Katarina ElamÕs Emotions as a
Mode of Understanding, particularly part III
(Elam, 2001).
11. Kevin Vanhoozer distinguishes four basic reader attitudes: ‘‘reactive’’, with a reader in both
cognitive and emotional clinch with the text;
‘‘hyperactive’’, where the reader escapes the prereﬂective stage of reception to get stuck in a
quagmire of analytic interpretation; ‘‘inactive’’,
with an inactive, indiﬀerent reader not responding to the text; and ﬁnally the most hopeful
attitude, ‘‘proactive’’, where the reader gives
justice to the combined emotional-cognitive
content of the text, acting responsibly in relation to the ﬁctional content and ‘‘gives the text
the best possible chance’’. See Vanhoozer (1998,
pp. 395–398).
12. The idea of an emotion-free science, distanced
and unengaged, may in many instances be misguided, even in the so-called hard sciences. See
for example Evelyn Fox KellerÕs book (1983)
about Barbara McClintock.
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Abstract. The question of whether the universe is expanding or contracting serves as a model for current
questions facing the medical humanities. The medical humanities might aptly be described as a
metamedical multiverse encompassing many separate universes of discourse, the most prominent of which
is probably bioethics. Bioethics, however, is increasingly developing into a new interdisciplinary discipline,
and threatens to engulf the other medical humanities, robbing them of their own distinctive contributions
to metamedicine. The philosophy of medicine considered as a distinct ﬁeld of study has suﬀered as a result.
Indeed, consensus on whether the philosophy of medicine even constitutes a legitimate ﬁeld of study is
lacking. This paper presents an argument for the importance of a broad conception of the philosophy of
medicine and the central role it should play in organizing and interpreting the various ﬁelds of study that
make up the metamedical multiverse.
Key words: academic disciplines, bioethics, medical humanities, models, philosophy of medicine

Introduction
Cosmologists debate the question of whether the
universe is expanding or contracting. They have
puzzled about an unresolved consequence of the
big bang theory known as the ﬂatness problem. At
issue is how much matter there is in the universe. If
the amount of matter is small enough, the universe
will go on expanding forever. On the other hand, if
there is a critical amount of matter, gravity will
eventually stop the expansion and cause the
universe to condense toward a ‘‘big crunch,’’
possibly followed by a re-expansion. In the 1980s,
Alan Guth developed his ‘‘inﬂation theory,’’ which
sees the origin of the universe in a tremendously
rapid period of expansion in a tremendously short
period of time, and there are now several versions
of inﬂation theory. The one developed by Andrei
Linde, known as the ‘‘bubble theory,’’ proposes
the possibility that other universes, presently
unknown, might also have inﬂated, thus making
our universe only one ‘‘bubble’’ in a much vaster
‘‘multiverse.’’ While these ‘‘parallel universes’’ exist
simultaneously, the ﬁnite nature of the speed of
light makes it impossible for us to see into any of
these other universes. Even in the midst of this
explosion of theories, however, the question of

whether our universe will continue to expand
forever or collapse in a ‘‘big crunch’’ remains
unanswered because we have no way to predict
how much energy the universe contains (Siegfried,
2002, pp. 127–182).
I want to suggest that even though there are
obvious limitations to the analogy, this image of a
multiverse is an illuminating one for the present
state of the medical humanities. ‘‘Medical humanities’’ is a term that is usually taken as a collective
for various disciplines that study the human aspects
of medicine, as opposed to the technical aspects. It
includes such things as philosophy, theology, history, literature, and art, insofar as they are concerned with understanding medicine and medical
practice. ‘‘Medical humanities’’ is also sometimes
understood in a broader sense to include law,
sociology, anthropology, and psychology. Work in
the medical humanities seems to be expanding at
present, but it is not at all certain whether this
expansion will go on indeﬁnitely or whether the
enterprise will shrink or even collapse in upon itself.
We just do not know how much energy there is in
this academic world, and the data from which we
might draw such conclusions at times seems as
complex as the data from which cosmologists draw
their speculation about the universe.
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The medical humanities constitute a kind of
academic multiverse, although it is a multiverse
composed of the academic universes that are the
traditional academic disciplines, and hence they
interact more than the universes of LindeÕs bubble
theory. What makes these universes cohere as a
multiverse is that they share an appreciation of
medicine as a human endeavor that reaches beyond
its technical and scientiﬁc aspects. Their subject
might aptly be called ‘‘metamedicine,’’ which was
the wonderfully descriptive and alliterative original
title for the journal Theoretical Medicine, lately
expanded to Theoretical Medicine and Bioethics.
This titular evolution is, perhaps, a good indication
that the ‘‘metamedical multiverse’’ is indeed
expanding.
If we take the medical humanities to be a
metamedical multiverse composed of the universes
of philosophy, history, literature, etc. insofar as
they concern themselves with medicine, there arises
the question of how these various universes inﬂuence each other. I want to explore some models
that describe these inﬂuences, and argue that the
philosophy of medicine has a central role. Philosophy has always been the discipline that seeks the
assumptions behind all human endeavors and the
very essence of those endeavors; philosophy
attempts to give an integrated account of these
endeavors. Thus, philosophy of medicine seems the
most likely candidate to serve as an integrating
force in metamedicine. But we must also take note
of a great gravitational force – some might say a
black hole – that sometimes seems to be sucking
many other metamedical studies, and even entire
universes, into itself: bioethics. I will be particularly interested in the relationship of bioethics and
the philosophy of medicine and the question of
whether bioethics will ultimately doom philosophy
of medicine to be lost in space.

Medical humanities
The most common understanding of medical
humanities takes the ﬁeld as an attempt to
‘‘humanize’’ scientiﬁc medical practice. David
Greaves (2001, pp. 15–19), however, ﬁnds fault
with most approaches to medical humanities
because they maintain the traditional separation
between medicine as an art and medicine as a
science and side with the arts aspect to humanize
the science aspect. Greaves (p. 22) distinguishes
between medical arts, which attempt to humanize
the physician, and medical humanities, which

attempt to humanize medicine. He calls for a new
conception of medical humanities that is humanistic in that it brings a ‘‘philosophical outlook’’ to
both the science and the art of medicine. Greaves
understands ‘‘philosophical’’ not in the restricted
sense of philosophy as a ﬁeld of study, but rather
as an attitude of critical reﬂection. Medical
humanities, then, promotes a humanistic perspective that attempts to unite the art and science of
medicine.
This is a laudable goal, but what remains at
issue is whether it is possible to conceive of medical
humanities as a ﬁeld uniﬁed enough to accomplish
such a goal. Furthermore, we might well ask
whether it is even desirable to conceive of medical
humanities as an interdisciplinary ﬁeld itself, and
thus more than a metamedical multiverse of
distinct academic universes reﬂecting on medicine.
I have doubts about such conceptions, which will
become more evident with some discussion of the
notion of interdisciplinary ﬁelds and, in particular,
bioethics.
Interdisciplinary and multidisciplinary ﬁelds of study

It is my contention that medical humanities do not
constitute a ﬁeld of study. Rather, ‘‘medical
humanities’’ is a name given to the multiverse
consisting of many academic universes that reﬂect
on medicine, in both its theoretical and practical
aspects. The medical humanities bring well-established disciplines such as philosophy, literature and
history to a critical reﬂection on medicine.
This is not to say that the various ﬁelds that
constitute the medical humanities are pure academic disciplines. For instance, the history of
medicine is quite well established as a ﬁeld of
study, but it includes a disparate group of members, including both historians and physicians. The
question of whether philosophy of medicine
constitutes a distinct ﬁeld has raised considerable
controversy not only because it includes practitioners from both medicine and philosophy, but also
because there is disagreement about exactly what
subject matter constitutes the ﬁeld.
Although medical humanities all attempt to
lend a humanistic perspective to medicine, they do
so in diverse ways. One doing a philosophical study
of the logic of medical diagnosis, for example,
approaches the task in a way that is very different
from one studying a short story about a doctor
puzzling about making a diagnosis that has important implications for a patient. Both shed light on
the process of diagnosis, but the light comes from
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quite different directions and is refracted in quite
different directions.
That the medical humanities comprise many
distinct academic disciplines and ﬁelds should not
be seen as a liability, for this is precisely what
makes the medical humanities such a rich human
endeavor. It does, however, contribute to analytical complexity and controversy about how the
parts relate to the whole.
When members of various disciplines meet to
address topics of mutual interest, one might well
ask how they see what they are doing. In The Birth
of Bioethics, Albert Jonsen (1998, pp. 24–26)
discusses the origin of the now superseded Society
for Health and Human Values. The society was
focused not only on ethical issues in medicine, but
on the medical humanities, which included art,
philosophy, history and literature. At the time it
held its ﬁrst annual meeting in 1970, it served as a
meeting place for some ‘‘otherwise lonely ﬁgures,’’
those few people who came from the disciplines of
theology, philosophy, literature and art, and were
now teaching in medical schools.
That society always struck me as multidisciplinary. That is, people from the various academic
disciplines and the various health care professions
came together to talk about their common interest
– how to keep a human focus on an increasingly
technological practice of medicine. Some people
may have called themselves bioethicists because
bioethics is what they did for most of the day, but
they still identiﬁed in a more fundamental sense
with their training as theologians, philosophers,
physicians, nurses, etc. That sense of multidisciplinary cooperation is increasingly being supplanted by interdisciplinarity. Renée Fox and
Judith Swazey (2005, p. 367) call bioethics ‘‘a
multidisciplinary ﬁeld with interdisciplinary aspirations.’’ The distinction I am making here, which
may not be exactly the same as that of Fox and
Swazey, is this: a multidisciplinary endeavor is one
in which people from several disciplines come
together to talk about a topic of common interest.
An interdisciplinary endeavor is one in which the
endeavor itself is seen as growing from one
comprising several distinct disciplines into a new
‘‘interdisciplinary discipline.’’ In other words,
multidisciplinarity is the meeting of people from
diﬀerent disciplines, who all retain their own sense
of working in their own disciplines, while interdisciplinarity requires that each person be versed in
several disciplines.
Evans and Macnaughton (2004, pp. 1–2) deﬁne
a discipline as ‘‘a self conscious ﬁeld of sustained,
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systematic inquiry with its own distinguishable
subject matter, questions, and methods.’’ Interdisciplinarity, then, is the engagement of disciplines
with subject matter that ‘‘somehow both straddles
the disciplines and falls between them.’’ They
suggest that the most important characteristic of
interdisciplinarity is emergence. That is, particular
problems and their solutions become evident, or
emerge, only in the interaction of diﬀerent disciplines, not within the disciplines by themselves.
Furthermore, the participants that begin in
diﬀerent disciplines begin to share each otherÕs
metaphors.
My contention is that medical humanities is
losing its multidisciplinary focus and moving
more and more toward becoming interdisciplinary.
This is coming about, I believe, because of the
increasing acceptance of bioethics as a new
discipline itself, an ‘‘interdisciplinary discipline.’’
Bioethics, with its self-contained theoretical
debates about such new ethical theories as ‘‘principlism,’’ matters of informed consent arising from
legal cases, and incorporation of principles such as
double effect from moral theology, has provided a
new lingua franca for medical humanities. Bioethics
engulfs other disciplines, especially the philosophy
of medicine, into itself. To see how this model has
come to be so prominent, it will be helpful ﬁrst to
look at the development of bioethics as a new
discipline.

Bioethics
Most observers trace the origins of bioethics back
to about 1970. Of course, reﬂection on the ethics of
medicine goes back at least to the time of Hippocrates, some quite speciﬁc ethical thought developed around medical issues in the Middle Ages,
and medical ethics was developed systematically in
the early nineteenth century, but present-day
bioethics is seen to be different. Albert Jonsen
(1998, pp. 3–33) ﬁnds the ‘‘birth of bioethics’’
rooted in the rapid changes in medicine following
World War II. This prompted several conferences
during the 1960s to reﬂect on the moral dimensions
of these changes, followed by the establishment of
two centers, the Hastings Center, outside of New
York, and the Kennedy Institute of Ethics at
Georgetown University in Washington. These
centers provided a permanent home for discussions
about the burgeoning questions of bioethics. A third
organization, the previously mentioned Society for
Health and Human Values, bolstered the development

376

WILLIAM E. STEMPSEY

of bioethics as a discipline by instituting a series of
annual meetings of interested persons.
Warren Reich (1994, 1995) has argued that the
word ‘‘bioethics’’ came into being independently at
about the same time in two places, but with slightly
diﬀerent understandings. At the University of
Wisconsin, Van Rensselaer Potter used the word
to focus on a discipline that would study evolutionary and cultural adaptation in the context of
the new biology in order to enrich human lives and
prolong the survival of the human species. This
conception of bioethics would embrace environmental concerns as well as medical ones. It was, in
this sense, a holistic view. Potter regarded bioethics
to be involved in ‘‘the search for wisdom,’’ that is,
for knowledge about what would enable good
judgment about what was valuable for survival.
At Georgetown, on the other hand, André
Hellegers was using the word to designate an
academic discipline that would also focus on the
interaction of science and ethics, but more narrowly on the realm of health care. The Georgetown
model would seek to ‘‘resolve moral problems in
three areas: (1) the rights and duties of patients
and health professionals; (2) the rights and duties
of research subjects and researchers; and (3) the
formulation of public policy guidelines for clinical
care and biomedical research’’ (Reich, 1995, p. 20).
Reich (1995, p. 30) concludes that the word
‘‘bioethics’’ was what gave rise to the ﬁeld of
bioethics in part because ‘‘the word itself symbolized and stimulated an unprecedented interaction
of biological, medical, technological, ethical, and
social problems and methods of thinking.’’
Albert Jonsen (1998, pp. 327–342) argues that
any discipline is characterized by the presence of a
central theory, or sometimes alternative theories,
principles, and a methodology to order, analyze,
and evaluate the disciplineÕs content. Bioethics has
this to the extent that it has been formed into a
body of knowledge that can be taught, and while it
does have some elements of emerging theory, it is
still not a discipline with any universally agreed
upon methodology. As Jonsen (1998, pp. 342–344)
says, bioethics is a ‘‘me´lange of disciplines,’’
including philosophy, theology, law, social
sciences, and now more and more the arts and
literature.
But Jonsen (1998, p. 346) has a further insight
that is illuminating: he says that bioethics might
well be considered a ‘‘demi-discipline.’’ That is,
only half of bioethics is like ordinary academic
disciplines. The other half is a public discourse
involving people of all sorts and professionals of all

sorts arguing about bioethics, teaching it, and
struggling to make practical decisions about how
to deal with suﬀering. Bioethics, then, is a discipline unlike other purely academic disciplines, and
more like a professional endeavor. From its earliest
days, bioethics was shaped by the realization that
its focus would be to help physicians to make hard
decisions. It would have to move out of the ivory
tower of academe and become as much a profession as an academic discipline. More than thirty
years ago, Daniel Callahan (1973, p. 73) concluded
his discussion of bioethics as a discipline: ‘‘The
discipline of bioethics should be so designed, and
its practitioners so trained, that it will directly – at
whatever cost to disciplinary elegance – serve those
physicians and biologists whose positions demand
that they make the practical decisions.’’
Bioethics, then, has grown past its academic
origins, if, indeed, its origins were academic. It has
become, as Carl Elliott (2005, p. 380) puts it, ‘‘a
self-contained, semiprofessional entity whose place
in the bureaucratic structures that house it has
become distinct – both from the traditional academic disciplines from which it emerged and from
the clinical disciplines that it has sometimes aspired
to resemble.’’ As a result, it has become possible to
work as a bioethicist without necessarily working
as a professor, physician, or anything else. The
bioethicist has come to garner ‘‘a certain amount
of deference within the institution,’’ dispensing
ethical advice that many people working in the
hospital feel they cannot ignore.
Judith Andre (1997, pp. 161–165), a philosopher by training but now engaged in bioethics,
reﬂects upon bioethics precisely as a practice. By
‘‘practice,’’ Andre means something like Alasdair
MacIntyreÕs notion, developed in his book, After
Virtue. As a practice or near-practice, Andre
argues, bioethics should be evaluated not only for
its scholarship, but more broadly for its practical
impact. Does bioethics make the world a better
place for the sick, and indeed for all of us? Andre
argues that bioethics is not a subﬁeld of philosophy
because bioethics does not simply supply philosophical insights to health care. To be a practitioner of bioethics demands that one master a body
of scholarly knowledge speciﬁc to bioethics, but
also that one develop ‘‘interpersonal and institutional skills’’ that are necessary to communicate
with people from a range of disciplines and walks
of life. AndreÕs description is an apt one for what
has become known as clinical bioethics. Indeed,
interpersonal skills are probably more important
than scholarly knowledge when it comes to
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negotiating conﬂicts between family members. But
AndreÕs comments only serve to conﬁrm JonsenÕs
characterization of bioethics as a demi-discipline.
The term ‘‘bioethics’’ may have been born in the
United States, but the practices of bioethics are
engaged in throughout the world. Culture does, of
course, shape discourse. Henk ten Have (2000,
pp. 28–31) has noted that while some southern
European counties have maintained a stronger
emphasis on traditional medical ethics as ‘‘medical
deontology,’’ i.e., codes of conduct that are mixtures of ordinary moral rules, professional codes of
conduct and rules of etiquette, northwestern European countries and the United States have emphasized problems in the doctor-patient relationship
and moral issues created by the health care system,
as well as public policy issues resulting from
biomedical advances and research. Academic culture also shapes bioethical discourse. The diﬀerent
philosophical methodologies in the Anglo-American academy and in Continental Europe have also
shaped the discourse diﬀerently, with Americans
talking largely about justice, for example, while
many in Europe focus on the notion of solidarity.
This diversity raises the important question of
how different discourses and disciplines shape the
universe of bioethics, and some scholars have been
at work trying to analyze the situation. Edmund
Pellegrino (1997, pp. 11–19) has described ﬁve
models of how the disciplines that contribute to
bioethics relate to one another. In the traditional
model, ethics is taken as a philosophical discipline
and bioethics is seen as a branch of philosophy. He
sees this as closest to the ‘‘Georgetown model,’’ as
described by Warren Reich. The problem with this
model, as Pellegrino points out, is that it is too
narrowly conceived and risks missing the insights
that the various other humanities can contribute to
bioethics.
The antiphilosophical model, by contrast, reﬂects
the antipathy of many both within philosophy and
outside it to philosophical ethics. It tries to banish
philosophy from bioethics altogether and replace it
with one of the other disciplines. Pellegrino rightly
worries that ethics without a philosophical basis
will be reduced to ‘‘a species of moral gnosticism or
intuitionism,’’ or worse, ‘‘moral nihilism and
relativism.’’
The process model is a procedural enterprise
that ‘‘evades the conceptual issues.’’ It emphasizes
only the ways in which people go about trying to
resolve moral issues. Thus it rejects identiﬁcation
of bioethics with any discipline and instead
sees bioethics as a method for deliberation and
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decision-making. The process of collaborative
deliberation is clearly necessary for bioethics, and
Pellegrino recognizes this. But as he rightly points
out, this is not enough. The purpose of moral
reﬂection is ‘‘right and good conduct,’’ and this will
not necessarily come from process alone. The
process itself must be subjected to critical analysis.
Philosophy is the obvious discipline from which to
conduct this critical analysis, but historical,
psychological, and even scientiﬁc analysis may
also play roles.
The eclectic-syncretic model corresponds in
many ways to PotterÕs ‘‘Wisconsin model’’ of
bioethics. Eclecticism recognizes merit in many
diﬀerent disciplines and moral viewpoints and
selects from each what it sees as useful. Syncretism
then tries to resolve the diﬀerences and fuse what it
has chosen into a new system. This is, as we have
seen, one of the hallmarks of interdisciplinarity.
The general problem with this model, as Pellegrino
recognizes, is that it robs each discipline of its
speciﬁc contribution to the bioethical discourse.
Ethics interacts with biology, with literature, with
the law, with the social sciences, and with other
disciplines to create the interdisciplinary bioethics.
One prominent incarnation of the eclectic-syncretic
model in todayÕs medical humanities is the interaction of literature and ethics. Literature has much
to contribute to our understanding of the human
condition and of good and evil. It is especially
important in its ability to evoke in us emotional
responses to ethical demands. However, Pellegrino
is right in pointing out that the rich moral content
of literature does not confer any epistemological
status on literature. As he says, ‘‘ﬁctive characters
are ﬁctions.’’ Literature can inspire us to be good;
but literature can also inspire us to be bad. On its
own literature cannot give the type of moral
sanction and ‘‘complete account’’ of the moral life
that is the very essence of moral philosophy.1
Finally, the ecumenical model allows philosophical ethics to retain its traditional identity, but also
allows dialogue with literature, anthropology, history and evolutionary biology, all of which retain
their own distinctive identities. All of these disciplines study the moral life, but each does so from a
diﬀerent perspective. These diﬀerences are precisely
what make the bioethical dialogue so rich. The
non-philosophical disciplines aptly describe the
complexity, the context and the psycho-social
aspects of moral behavior. Any ethical analysis
must take these factors into account. But it is
philosophy that has the power to examine ‘‘those
conceptual elements and principles that transcend
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detail.’’ Thus, the ecumenical model makes bioethics closest to ethics traditionally considered, but
enriches it by drawing in a broader range of human
experience and reﬂection.
I think that PellegrinoÕs ecumenical model for
bioethics is moving in the right direction. The
medical humanities enrich bioethics greatly in the
ecumenical model, yet philosophy retains a central
position among the medical humanities, because it
is the discipline that is rightly concerned with
critical analysis of the moral claims and methodologies of other related disciplines. I would like to
move even more, however, toward a model in
which the philosophy of medicine has a central
place in the metamedical multiverse. Thus,
although the philosophy of medicine can be seen
as a universe of discourse itself, it would also be the
organizing force for the entire metamedical multiverse, including the universes beyond bioethics.

Philosophy of medicine
Henk ten Have (1997, pp. 105–106) has argued that
the era in which bioethics was born and blossomed
is also characterized by the virtual invisibility of
the philosophy of medicine as a theoretical and
practical endeavor. He attributes this invisibility to
three interrelated phenomena. The ﬁrst is the
‘‘ethicalization’’ of the philosophy of medicine.
Instead of examining the range of philosophical
issues raised by medicine, focus is increasingly put
on ethical issues by people who ‘‘have renamed
themselves ÔbioethicistsÕ.’’ The second is the ‘‘technicalization’’ of ethics. That is, bioethics is now
seen as an autonomous discipline aimed at solving
practical problems; it is no longer adequately
characterized as moral philosophy. The third
phenomenon is the anti-realism that is fostered
by the stress of privatization, relativism and
proceduralism. This is characteristic not only of
bioethics, but more generally of post-modernism
and in particular the social constructivism that is
so prominent in science and technology studies.
This is all in general agreement with the way I have
characterized bioethics. I also concur with ten HaveÕs
(2000, p. 31) call for a ‘‘broader philosophical
framework’’ for bioethics in order to connect the
‘‘internal morality’’ of medicine with the ‘‘external
morality’’ of the social, cultural and religious
traditions in which medicine is practiced.
Ten Have (1997, pp. 111–113) ﬁnds the origins
of the philosophy of medicine in the nineteenth
century and coming from a reinterpretation not

only of medicine but also of philosophy. This was
the time of the emergence of an organized medical
profession, which could claim authority because of
its scientiﬁc basis. But at the same time, philosophy
also began looking to science for methodological
and theoretical models for philosophical study
itself. Thus, by the end of the 19th century,
philosophers gave up the quest of constructing
grand idealistic systems to explain medical reality.
Instead, they shifted their attention to philosophical interpretation of the practices of medicine.
Philosophy of medicine changed from a discipline
oﬀering alternative and competing theories of
medicine, to a meta-discipline. Philosophy of
medicine did not lose its connection with philosophy in general, however. The prominent Polish
school of philosophy of medicine, for example,
identiﬁed itself as Polish analytical philosophy and
was particularly interested in clariﬁcation of language, logic, and epistemology. The Polish philosophers concerned themselves with analyzing very
particular problems in great detail rather than
constructing grand philosophical systems (ten
Have, 1997, pp. 113–116).
Looking at the conceptual structures of philosophy of medicine over the past 100 years, ten Have
(1997, pp. 116–119) identiﬁes three major traditions. The epistemological tradition grew out of the
characterization of medicine as a natural science
and its increasing specialization. The theory and
practice of medicine became radically separated,
and the need for synthesis became a fundamental
epistemological problem for the philosophy of
medicine. Two epistemological strategies developed. One focused on organizing knowledge by
focusing on rigorous methodology. The other
focused not on methodologies that could produce
objectivity and precision, but rather on appreciating the subjectivity of the knowing subject. The
latter recognized that medicine was concerned
more with acting than with knowing. The anthropological tradition predominated in Germany and
the Netherlands from about 1930 until 1960. It
emphasized the subjectivity not only of the knowing and acting physician, but also of the patient.
Medicine is unique because it attends to the patient
as a person. The ethical tradition has predominated
since the 1960s.
All three of these perspectives should be
included in contemporary philosophy of medicine.
As ten Have (1997, pp. 119–120) recognizes,
medical practice is embedded in society and culture, and so the essential nature of medical practice
cannot be understood by the study of medical
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science in isolation. This, ten Have claims, has two
eﬀects. First, it has changed the relationship
between medicine and philosophy. Because medical practice is so directed by social inﬂuences and
cultural values, it is no longer the province purely
of physicians doing meta-reﬂection on their own
practices. Second, medical practice cannot be
understood without understanding the cultural
values in which it exists. The question for philosophy of medicine is not simply one of what we
know, but of what we want to do with our
knowledge. For this, the epistemological, anthropological, and ethical traditions in the philosophy
of medicine are all necessary.
How these perspectives are organized in the
philosophy of medicine has become a matter of
academic debate, however. This debate relates
directly to the question of what is included in the
philosophy of medicine universe – and whether it is
expanding to be more inclusive, or contracting to
be more exclusive.
The narrow view

Edmund Pellegrino represents a notable instance of
a narrow view of the philosophy of medicine. He
and philosopher David Thomasma proposed three
ways in which philosophy and medicine interact
(Pellegrino and Thomasma 1981, pp. 28–30). (1)
Philosophy and medicine has to do with ‘‘mutual
considerations by medicine and philosophy of
problems common to both.’’ For example, the
mind-body problem set up by Descartes is an
important problem for philosophers of mind,
metaphysicians and epistemologists, but it is also
an important concern for philosophers of medicine, who might have very diﬀerent views of the
problem itself stemming from particular concerns
of medicine or medical ethics. In this model,
philosophy and medicine address a common topic,
but they remain independent disciplines in particular interests and methodologies. (2) Philosophy in
medicine refers to the ‘‘application of the traditional tools of philosophy – critical reﬂection,
dialectical reasoning, uncovering of value and
purpose, or asking ﬁrst-order questions – to some
medically deﬁned problem.’’2 In other words, this
model sees the contributions that the discipline of
philosophy has made to critical thinking, framing
questions, and other basic work of philosophy
itself, and simply applies these methods to issues in
medicine. (3) Philosophy of medicine is concerned
speciﬁcally with the meaning of clinical medicine.
Philosophy of medicine examines the conceptual
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foundations and ideologies of the clinical encounter of doctor and patient; thus, it really tries to
provide a foundation for medical ethics. In a later
paper, Pellegrino added a fourth category – medical philosophy – which is more literary than
philosophical. This includes the informal or literary reﬂections of physicians on their clinical
experience (Pellegrino, 1986, 1998). Essays of
William Osler or short stories of William Carlos
Williams would count as medical philosophy.
Philosophy of medicine, for Pellegrino, then, is
restricted to the third model. The ﬁrst model might
take purely epistemological questions in medical
research to be outside philosophy of medicine. On
this account, such questions are more properly
questions of philosophy of science or epistemology.
These may have great importance for the practice
of medicine, but they are not properly philosophy
of medicine unless they directly contribute to the
clinical encounter of doctor and patient. The
second model is of interest only in the recognition
that philosophy has provided methods for clear
thinking; their application in medicine is important, but no more important than clear thinking in
any facet of human life. The fourth model, medical
philosophy, is more akin to the medical humanities
in general. Philosophy of medicine proper, for
Pellegrino (1998, p. 327), is concerned only with
what is ‘‘peculiar to the human encounter with
health, illness, disease, death, and the desire for
prevention and healing.’’ Philosophical concepts
are studied only insofar as they relate to the human
encounter with somatic or psychological well-being
and dysfunction.
Arthur Caplan also sees philosophy of medicine
in a narrow sense, albeit a very different one. In
actually arguing that the philosophy of medicine
does not exist, Caplan (1992) presents a narrow
view. Referring to an early work of Edmund
Pellegrino, Caplan distinguished philosophy and
medicine from philosophy in medicine. The former
includes medical ethics, bioethics, health policy, and
medical aesthetics. An example of the latter is the
study of professional codes by those in bioethics. But
philosophy of medicine, for Caplan (1992, p. 69) is
‘‘the study of epistemological, metaphysical and
methodological dimensions of medicine; therapeutic
and experimental; diagnostic, therapeutic, and
palliative.’’ Caplan states that this is a stipulative
deﬁnition. We can, of course, organize our pursuit of
knowledge in any way we see ﬁt, but the question is
why we should accept this particular stipulation.
CaplanÕs understanding of philosophy of medicine
at ﬁrst appears to be quite broad, but it really is not,
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for its primary intent is apparently to exclude much
of what others consider important to the philosophy
of medicine. It is curious that it is limited to
epistemological, metaphysical and methodological
dimensions. Why should the philosophy of medicine
not include aesthetic and ethical dimensions, when
aesthetics and ethics are clearly part of the philosophical universe? Caplan seems to want to limit the
philosophy of medicine to just those sorts of
questions that the philosophy of science addresses.
In fact, even in the argument against the existence of
the philosophy of medicine, Caplan (1992, pp. 69–70)
slips in this statement: ‘‘In short, the philosophy of
medicine is a sub-discipline of the philosophy of
science. Thus, its primary focus is epistemological
not ethical, legal, aesthetic or historical.’’
A reasonable concern that both Caplan and
Pellegrino have is in trying to limit the ﬁeld so that
it is not unnecessarily broad. While Pellegrino
would narrow the focus to the clinical encounter,
Caplan would narrow the focus to medical science.
This latter strategy, however, narrows the focus
too much. Certainly, part of the philosophy of
medicine must concentrate on the issues that
Caplan mentions. However, understanding aesthetics is as important to an analysis of plastic
surgery as understanding epistemology is to an
analysis of pathology and laboratory medicine.
Both of these specialties are part of medicine. So, if
CaplanÕs claim that epistemology should be a part
of philosophy of medicine is correct, then aesthetics should also be a part of philosophy of medicine.
The broad view

A broader view of the philosophy of medicine is
the one outlined by Schaffner and Engelhardt
(1998). I take this broad view to be closer to what
those who see themselves engaged in the philosophy of medicine are actually doing. On this
account, philosophy of medicine is deﬁned as
‘‘encompassing those issues in epistemology,
axiology, logic, methodology and metaphysics
generated by or related to medicine.’’ The broadest
conception includes medical ethics, although the
authors recognize that this has become such a large
topic that they do not speciﬁcally include it in their
article. Elements of the philosophy of medicine
that they do discuss include models of medicine,
such as the narrow biomedical model or the
broader biopsychosocial model of George Engel.
Concepts of health and disease have been a ‘‘deﬁning problem’’ for contemporary (and classical)
philosophy of medicine. Whether these concepts

are value-laden or not has been a source of ongoing
debate. In addition, recent advances in molecular
genetics challenge older views of normality and
pathology. Investigations into the logic of diagnosis, prognosis and evaluation of therapies began in
the 1950s and were extensively developed in the
ensuing decades. Artiﬁcial intelligence programs
led to computer-assisted diagnosis, and this
became a source of rich philosophical discussion.
Philosophical discussion has also focused on causation of disease and evaluation of therapies.
In fact, even those who hold a narrower view of
the philosophy of medicine would endorse the
importance of all the matters included in the broad
view of the philosophy of medicine. PellegrinoÕs
own work has touched on causality, logic and the
mind-body relationship. These issues are taken to
be important only insofar as they lay a foundation
for medical practice and medical ethics, however.
On the other hand, the broad view takes all these
matters, including medical ethics itself, as part of
the philosophy of medicine. Philosophy of medicine does contribute importantly to medical
practice, but it goes beyond this in trying to
understand theory as well.
Situating the discipline
As is the case with trying to understand the
structure of the physical universe, the way one
sees, or does not see, the philosophy of medicine in
the metamedical multiverse depends to a great
extent on how one interprets the data. Of course,
how one interprets the data also is inﬂuenced by
the way one sees the situation with regard to
philosophy of medicine. The question how the
philosophy of medicine is related to other ﬁelds
was advanced by Arthur CaplanÕs paper (1992)
arguing that the philosophy of medicine does not
exist as a ﬁeld. Even though there has been no
diminution, and indeed a signiﬁcant expansion, of
scholarship in what appears to be philosophy of
medicine in the nearly 15 years since CaplanÕs
paper was published, the philosophy of medicine
still struggles for recognition in the immense
shadow being thrown by bioethics. In fact, Caplan
has always recognized the importance of the
philosophy of medicine, and part of the momentum that drove his paper was the recognition that
the philosophy of medicine is sorely needed not
only by bioethics, but also by the philosophy of
science and by medicine itself.
Vic Velanovich (1994) argued that, even twelve
years ago, philosophy of medicine had all the
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characteristics of a developing ﬁeld, even according
to CaplanÕs criteria. The most problematic area,
then and now, is the integration of the ﬁeld into
some ‘‘cognate areas of inquiry.’’ Velanovich
admitted that this was the most underdeveloped
area, but drew on John Dewey to argue that the
logical forms that govern a ﬁeld of inquiry are
developed as the inquiry itself proceeds (Velanovich, 1994, pp. 78–79). Thus, he admitted that
CaplanÕs assessment of the state of the ﬁeld may
have been right at the time, but that the proper
connections may emerge.
Twelve years later, philosophy of medicine
activities are as robust as ever, yet as a ﬁeld, it
still seems to wander, not part of philosophy and
not part of medicine, yet studied with great interest
by members of both disciplines. Indeed, Caplan
(2006) has recently argued that bioethics is an
insuﬃcient remedy for what ails contemporary
medicine. He maintains that medicine needs to
know what its methods are for dealing with bias
and fraud so that it can resist the pressures put on
it by ‘‘politics, money, ambition and greed.’’ This is
fundamentally an epistemological problem, and
Caplan laments the fact that few physicians have
any sophisticated knowledge of the philosophy of
science or the philosophy of medicine. Philosophy
of medicine may still not be a ﬁeld, but Caplan
obviously believes it is essential, at least in the
narrow sense that he conceives it.
A related problem in deﬁning philosophy of
medicine as a ﬁeld is ﬁguring out exactly who is
doing it. In a response to Caplan, Henrik Wulff
(1992, pp. 79–81) distinguished several groups
involved in matters pertaining to the philosophy
of medicine. There are professional philosophers
who have become interested in medical matters,
physicians whose main interest has turned to
philosophy, professional philosophers who have
become very well versed in medicine, medical
professionals who are also trained in philosophy,
and medical professionals who devote themselves
to medical practice. It is this last category, Wulﬀ
argues, that plays an important role in formulating
problems for the philosophy of medicine. Wulﬀ
(1992, pp. 83–85) argues that Caplan fails to see the
existence of the philosophy of medicine because he
is looking at it from the perspective of a professional
philosopher. This seems right, for philosophy has
been reluctant to add the philosophy of medicine to
its recognized list of sub-ﬁelds. However, Wulﬀ
(1992, p. 85) claims that philosophy of medicine is
a ‘‘philosophical activity’’ that is ‘‘closely linked to
the main trends of contemporary medical thinking.’’
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Because it ‘‘serves the same goal as the rest of
medicine, philosophy of medicine should be seen as
an ‘‘emerging (or reemerging) medical discipline.’’
The trouble here is that the practice of medicine, a
practical pursuit, is quite diﬀerent from the
practice of metamedicine, by deﬁnition a reﬂective
pursuit. It seems much less likely that the medical
profession will recognize the philosophy of medicine as a sub-discipline than philosophers will, for
philosophy of medicine is much more like philosophy than medicine. To conclude, I would like to
suggest a model of metamedicine that holds a
broad view of the philosophy of medicine at its
center.

Mapping the metamedical multiverse
Philosophy was traditionally regarded as the
‘‘queen of the sciences,’’ standing in a unique place
to establish foundations of knowledge and ultimate
truths. Although those goals may no longer seem
realistic, and although professional philosophy
itself has sometimes wandered far from them,
philosophy still occupies a central position inasmuch as it seeks the assumptions behind and
essence of all human endeavors and seeks to
integrate them. In this sense, philosophy of medicine might serve as the central metamedical
discipline, reﬂecting upon and integrating the
various disciplines that reﬂect on the science and
art of medicine.
Van Leeuwen and Kimsma (1997, p. 100)
rightly point out that medicine is both more than
a science and less than a science. It is more than a
science because it does not restrict itself to formulation of theories that hold under carefully circumscribed conditions; it is less than a science because
it is confronted by the need to act even in the face
of an uncertainty that is characteristic of medicine.
Physicians bring to bear several diﬀerent kinds of
skills and knowledge on real problems, thus
instituting a ‘‘medical discursive account of the
patientÕs situation’’ (Van Leeuwen and Kimsma,
1997, p. 102). I believe that they are right in saying
that philosophy, and especially European philosophy, provides crucial insights necessary to understand medical practice. If anything, providing such
crucial insights is what makes philosophy of
medicine distinctive, and in a sense, conﬁrms
PellegrinoÕs insistence that the clinical encounter
is at the heart of the philosophy of medicine.
Specialization is obviously necessary, in metamedicine as well as in medicine, for understanding all
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the aspects of such a complex practice is beyond any
one individual or discipline. Indeed, Robert Neville
(1974) argues that this ideal is impossible because the
disciplines inhabit what he calls ‘‘diﬀerent worlds.’’
Each discipline selects elements as either relevant or
irrelevant to the model of that particular discipline;
the discipline then takes its own explanatory system
to apply to the world as a whole and not just part of
it. This allows the scientist, for example, to see
science as the only discipline worthy of explaining
the way the world is, with all other disciplines merely
oﬀering subjective opinions not worthy of being
called knowledge. Nonetheless, Neville (1974, pp.
63–64) suggests that philosophy, which aims to
cultivate the ‘‘richest possible experience’’ of the
world, might serve the role of integration of knowledge by translating what those in the various
disciplines are saying into an ‘‘integrating cosmology.’’ Of course, these cosmologies would be only
hypothetical, but they could be judged according to
such values as comprehensiveness, ability to specify
the terms of the various disciplines, applicability to
the whole of experience, and internal consistency and
coherence. This approach would be committed not
so much to ﬁnding truth, but rather to providing a
common language for various matters, theoretical
and practical, arising from all the disciplines.
Thus, I would like to suggest an alternative model
for our metamedical multiverse. The model that sees
the medical humanities as a broad family containing
the various disciplines is what, at ﬁrst glance, seems
obvious. Within the medical humanities, the various
disciplines such as bioethics, philosophy, art, literature, and history of medicine, all inform one another
to some extent, but remain worlds of their own, hence
retaining their individual identities as disciplines. An
alternative model, the bioethics model, tries to
incorporate all the various disciplines within it to
create a new interdisciplinary discipline called bioethics. The model I am suggesting is one inspired by
Cardinal John Henry Newman. Newman (1996, p. 45)
argues that all knowledge forms one whole that can be
separated only by abstraction. All disciplines have a
bearing on one another. For Newman, it belongs to
philosophy as the ‘‘science of sciences’’ to comprehend
‘‘the bearings of one science on another, and the use of
each to each, and the location and limitation and
adjustment and due appreciation of them all, one with
another.’’ In a sense, it is philosophy in this sense
(although not necessarily in the sense of professional
philosophy as it is practiced today) that is the
genuinely interdisciplinary ﬁeld.
This model, somewhat analogous to PellegrinoÕs
ecumenical model of bioethics, sees the philosophy

of medicine as the core discipline, but not in the
sense that bioethics tries to ingest all other disciplines. Rather, philosophy of medicine becomes
the common language for all the medical humanities. I believe that taking philosophy of medicine,
rather than bioethics, as central will beneﬁt all the
medical humanities by providing a broader foundation for analysis of this very complex realm of
activity. Making the metaphysical, epistemological
and aesthetic aspects of ethical decisions more
prominent would provide for a much richer ethical
discourse than is currently being fostered by the
professionalization of bioethics. Bioethics as a
practical endeavor is undoubtedly important, but
it could be more.
This necessarily demands that philosophy of
medicine be considered very broadly. It cannot just
be a subset of the philosophy of science that looks
at epistemological, metaphysical and methodological facets of medicine, as suggested by Caplan.
Certainly these elements will be part of this broad
philosophy of medicine, but they will not constitute
the whole of it. Philosophy itself is a broad ﬁeld –
so broad, some might say, that it has ceased being
one ﬁeld. Nonetheless, I am suggesting a return to
the roots of philosophy. That view is the one that
gave rise to awarding the degree of doctor of
philosophy to people who have studied in all sorts
of ﬁelds, the humanities and the sciences. Thus,
philosophy of medicine would offer reﬂection not
only on the traditional philosophical problems
inherent in medicine, but also on all of the medical
sciences and humanities, and medical practice as
well. I am suggesting neither a philosophical
imperialism, nor that only professional philosophers will be capable of doing philosophy of
medicine. I am only suggesting that philosophical
thought about all the medical humanities and
sciences offers the best hope at integrating a very
broad ﬁeld of scholarship and enabling at least
some communication in a metamedical multiverse
that is now characterized either by separate bubble
universes that have much trouble seeing into other
universes, or worse, by one big bioethical bubble.
Notes
1. This is not to say that bioethics must give a complete
account of the moral life. Giving such an account
is, however, just what moral philosophy tries to do.
Martha Nussbaum (1990, pp. 138–143) has argued that
traditional moral philosophy, or ethical theory, lacks
the power to express all moral truths, and that literature is important in conveying some of these truths.
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She thus distinguishes between ethical theory and moral philosophy, the latter being a more inclusive term,
which would include both traditional ethical theory
and literature (Nussbaum, 1990, p. 169, n. 2). I do not
doubt the power of literature to convey truths in a
way that abstract ethical theory cannot. However, it
remains a fundamentally philosophical task to judge
that what is being conveyed in the literature is indeed
a moral truth.
2. It might seem that philosophical reﬂection on medicine
constitutes ‘‘second order’’ reﬂection. But apparently
the point is that in the philosophy in medicine model,
ﬁrst order philosophical questions are applied to medicine; it is only in the process of applying the ﬁrst order
questions that the reﬂection becomes ‘‘second order.’’
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