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recent inquiry into Modernising Medical 
Careers, was that postgraduate training should 
be more flexible; 30 years earlier Oxford 
regius professor George Pickering’s Quest 
for Excellence in Medical Education: A Personal  
Survey had complained about the rigid nature 
of postgraduate training. Of all the recurring 
themes none is more regular than the assertion 
that things were always so much better before, 
yet this golden age proves difficult to find on 
examination of contemporary records. Back 
in the 1960s medical students were fed up to 
the point of wanting to give up medicine or 
emigrate, and in the 1970s career prospects 
were considered so poor that junior doctors 
were going on strike.

The claim that young doctors today just 
don’t have the knowledge and skills of the pre-
vious generation appears in pretty well every 

decade of the 20th century (box 1). Doctors, 
it seems, never were what they were. Nor 
were medical students, who seem always 
to have enjoyed a rather arm’s length rela-

tion with English grammar.

The beginning of regulation
The idea that a register should be kept of 

doctors who have undergone approved train-
ing may seem obvious today, but in the mid-
19th century it was viewed as an assault on the 
independence of the medical profession, which 

fought it tooth and nail—one of several occa-
sions when the profession has been under 
siege “like never before.” It took 16 bills 
and two select committees over 18 years 
for the 1858 Medical Act to be passed. 
Never mind that there was no clear idea 
of what being qualified meant or that the 
Archbishop of Canterbury could give a 
licence to practise medicine; the profes-
sion thought regulation was a bad idea. 

But the inability of the public to dis-
tinguish doctors from quacks, the rising 
tide of liberal sentiment, and the determi-
nation of the proponents of change were 

too strong. The profession didn’t speak 

with one voice, and cracks began to appear in 
the opposition. The physicians, for example, 
came around to the idea, provided that sur-
geons weren’t admitted to the new register. But 
the advocates of change weren’t exactly uni-
fied either. Their leader, the surgeon, MP, and 
founder of the Lancet Thomas Wakley, had his 
sights on the “feeble exclusiveness” and “tyr-
anny and ineptitude” of the medical royal col-
leges, while John Simon, then medical officer 
of health for London, inadvertently scuppered 
a couple of bills by slipping in a requirement 
for a national licensing exam, rather than a col-
lege licence, as the route to registration, which 
went down badly with the profession. Eventu-
ally, however, after some frantic last minute 
compromising on all sides, the Medical Act 
received royal assent in August 1858.

That early General Council for Medical 
Education and Registration was charged with 
establishing a register “to distinguish the quali-
fied from the unqualified” and therefore had to 
roll up its sleeves and sort out what “qualified” 
meant. In the context of the time it did quite a 
lot in its first few years: published guidance on 
what should be taught; required the introduc-
tion of clinical exams; and established a medi-
cal student register (which was put on hold 
during the Blitz and never reactivated). It also 
established two principles that have endured 
to this day: the role of the regulator is to set 

T
he GMC was established 150 years 
ago. Of course, things were different 
then—or were they? A parliamen-
tary select committee on medical 
regulation was complaining that the 

profession couldn’t speak with one voice and 
that the medical royal colleges were failing 
to provide leadership; the Scottish medical 
establishment was distancing itself from ideas 
coming out of London; and the public at large 
was alarmed by the number of banks going 
bust because of dodgy deals in America.

Looking back over those 150 years it is  
striking how themes keep recurring. For 
example, the top recommendation of Aspiring 
to Excellence, the final report of John Tooke’s 
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Box 1 | Doctors and medical students never were 
what they were

• 	“Medical students have insufficient 
vocabulary of their own language and facility in 
composition and correct spelling”

• 	Sydney Hickson, introducing a debate on 
the medical curriculum at the BMA’s annual 
conference, 1920 (BMJ 1920;ii:12)

• 	“The modern student never learns anything 
about a thorough and full physical 
examination, but relies entirely on reports from 
special departments.”

• 	Letter in BMJ from Henry Robinson  
(BMJ 1944;ii:382-3)
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minimum educational standards for the pro-
tection of the public; and its guidance on the 
content and outcomes of medical education 
is at a fairly high level, with medical schools 
being given a good deal of flexibility in decid-
ing how, when, and to some extent what they 
teach. The council also required that the new 
doctor should be ready for independent prac-
tice. This last requirement was right for the 
times but proved to be one that long outstayed 
its welcome, stifled change for years, and was 
not finally abolished until 1983.

John Simon kept trying to get a national 
exam to provide what he called “a single por-
tal of entry to the profession,” but the idea was 
eventually killed off by Scotland and the col-
leges. In Scotland medical schools had grown 
up with universities, and the vast majority of 
students entered the medical register with a 
degree. The Scots had no interest in adopt-
ing another approach. In England most stu-
dents registered with a college licence, which 
provided significant income that the colleges 
weren’t about to lose without a fight.

Social upheaval
The ensuing decades saw constant grumbling 
about overcrowding of the curriculum, as 
more and more was added to meet the needs 
of the independent practitioner, but the next 
watershed moment occurred in the 1940s. 
It stemmed from the unpromising sounding 
Inter-departmental Committee on Medical 
Schools, set up in 1942 to examine the rela-
tions between medical schools and their teach-
ing hospitals. The committee was under the 
skilful chairmanship of William Goodenough, 
a banker, but it had hardly got going when 
William Beveridge published his famous 
report on welfare reform.

Beveridge was a distinguished civil servant 
and academic who, as master of University 
College, Oxford, from 1937, was being very 
free with advice to the government about his 
ideas for a welfare state. His advice was not 
altogether welcome, and early in the second 

world war he was put in charge of an obscure 
committee on coordinating social services. 
As an attempt to marginalise him this move 
proved somewhat less than successful, partly 
because he pushed his terms of reference to 
their limits and partly because of his exten-
sive connections with the news media. Far 
from being consigned to a dusty shelf, his 
report was published in December 1942 to 
a blaze of publicity. There were huge queues 
to buy it, and a Gallup poll two weeks later 
showed that 95% of the population knew of 
his recommendations and that most supported 
them strongly. But even more importantly the  
Beveridge report was published just a few 
weeks after the victory of Montgomery’s 
Eighth Army at El Alamein in North Africa. 
After three years of grindingly depressing 
war, it now seemed to the British 
people that victory was possi-
ble. They began to ask what 
they were fighting for—and a 
comprehensive health serv-
ice was high on their list.

Goodenough quickly 
realised that this momen-
tous change in society’s 
expectations required his 
committee to ask a much 
more fundamental ques-
tion: what sort of doc-
tors do we need for the 
new health service? His 
report, published in 1944, 
was radical and forms the 
basis of much that we today 
take for granted in medical edu-
cation (box 2). It is noteworthy as 
much for its impact on the social 
make-up of the profession as for its 
recommendations on the structure 
and content of the curriculum.

Its recommendation that medi-
cal schools be coeducational 
was no small matter when the 
“great” London teaching hos-
pitals admitted no women. The 
Royal College of Surgeons of 
England objected strongly to this 
proposal, but MPs’ post bags were 
filling with angry letters from par-
ents asking why their bright daughter 
hadn’t got into medical school when 
the rugby playing dullard down the 
road had.

Goodenough’s far reaching recom-
mendations were all implemented, though 
some took a long time, a fact he foresaw in his 
introduction, where he makes the prophetic 
point that changing medical education is a 
slow process.

The GMC needed a bit of nudging from 
government to get enthusiastic about Good-
enough, but when the war was over a delega-
tion set off for the New World to see what was 
happening in medical education. They seem 
to have been particularly influenced by the 
chairman of the US Council on Medical Edu-
cation, who assured them that “changing an 
established curriculum was as difficult as mov-
ing a cemetery,” and it wasn’t until the 1990s 
that the GMC finally set about implementing 
most of Goodenough’s recommendations on 
curriculum change.

The postwar GMC had been given new 
powers to inspect teaching in addition to 
those it already had over examinations, but it 
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Box 2 | Main recommendations of the 
Goodenough report on medical schools, 1944

• 	Drastic overhaul of the medical curriculum
•	All medical schools to be coeducational
• 	Financial support for medical students
• 	University degrees, not college licences, as 

the route to registration
• 	A preregistration year
• 	Professorial appointments in all major 

specialties
• 	Comprehensive and organised postgraduate 

medical education
• 	GMC to have powers to inspect teaching



proved to be years ahead of its time by intro-
ducing light touch regulation. Well, no touch, 
actually. The GMC simply stopped inspect-
ing medical schools. It wasn’t until a “doctors 
of today aren’t what they used to be” letter 
from the Colleges of Physicians to the Lancet 
and BMJ 30 years later that inspections of the 
established schools started again.

Meanwhile medical education hadn’t stood 
still. A review of medical student numbers in 
the late 1950s recommended a decrease of 
10%, although alarm bells should have rung 
when the report’s authors declared themselves 
confident in their conclusions, apart from the 
minor details of having no idea how many doc-
tors were practising in the United Kingdom, 
what branch of medicine they were practising, 
and what the NHS could afford in the future. 
A few years later the Royal Commission on 
Medical Education recommended an increase 
of 100%. New medical schools were created, 
bringing with them new ideas and a grow-
ing impatience with the need to produce the 
independent practitioner. Along the way, rela-
tions between the profession and the GMC 
suffered a bit of a setback over the matter of 
an annual retention fee. The ensuing report by 
the physicist Alec Merrison in 1975 included 
the recommendation that the GMC have a 

statutory education committee to ensure that 
education was at the heart of what it did. He 
also recommended that postgraduate medical 
education should be regulated by the GMC, 
but that story is for another day.

The modern era
Slowly but surely the GMC’s new education 
committee adopted an outward facing and for-
ward thinking culture—words not always asso-
ciated with the GMC of that time—culminating 
in the publication of Tomorrow’s Doctors in 1993. 
Little in this landmark publication was new. 
Some of the recommendations, such as an 
integrated curriculum and an understanding of 
the social context of disease, had been around 
at least since the 1920s. But there was now a 
determination by the education committee to 
lead change; the chief medical officers gave 
financial support to medical schools to assist 
implementation; and enough medical schools 
were up for change for it to happen. 

The current approach to educating doc-
tors isn’t to everyone’s taste, as I’m regularly 
reminded by those who hanker after the 
good old days when, apparently, we all had 
an encyclopaedic knowledge of anatomy and 
much else besides. But then, doctors were so 
much better in those days.

So, 150 years on we find ourselves asking 
what others have asked before: what sort of 
doctors do we need for the future? The GMC 
as regulator has to walk the tightrope between 
maintaining standards and moving with the 
times. It’s not easy, but it’s important to walk 
the tightrope, not stand still on it. As a pro-
fession we have much of which to be proud. 
Opinion polls consistently show that we 
continue to command huge trust among the 
public. But we don’t have all the answers, and 
sometimes those looking in from the outside 
can see things we can’t. Our profession can-
not be and will not be immune from major 
social change, and history repeatedly shows us 
that we have a choice: we can either provide 
leadership that understands society’s evolving 
expectations or have change forced upon us.
Peter Rubin is professor of therapeutics at the 
division of therapeutics and molecular medicine, Queen’s 
Medical Centre, Nottingham NG7 2UH 
peter.rubin@nottingham.ac.uk

This article is based on a lecture given at a conference on the 
role of the doctor, 21 October 2008.
Competing interests: PR is chairman of the GMC’s education 
committee and a member of the board of the Higher Education 
Funding Council for England. Until recently he chaired the 
independent Postgraduate Medical Education and Training Board.
Provenance and peer review: Not commissioned; not 
externally peer reviewed.
Cite this as: BMJ 2008;337:a2905

Formative years

1470			   BMJ | 20-27 december 2008 | Volume 337

NICE—National Institute of Coordinated Experiments
C S  Lewis’s fantasy book That Hideous 
Strength, published in 1945, centres 
on a controversial scientific and 
medical organisation called NICE, 
which promised to transform the 
wellbeing of people in Britain.

Lewis’s NICE—the National Institute 
of Coordinated Experiments—

emphasised its 
independence 
from the British 

parliament. It 
had some boffins 
running the show 

thinking they 

knew best for the general population. 
Its workings were secretive, yet it 
asked the general public to trust 
it. It also bypassed all the “red 
tape” problems that had previously 
prevented clear, national decision 
making.

NICE was described as belonging to 
everyone, yet ordinary people “cannot 
know what the master-minds of the 
Institute are thinking.” However, 
“each man and woman” expected it 
to provide solutions for various health 
and social ills. It aimed to establish a 
better society “for the good of all” and 

to streamline inefficient processes. 
It offered “cures” for an array of 
problems and promised to target 
spending at better treatments and 
technology.

One prominent NICE character, a 
professorial psychologist, viewed 
emotions and values as chemical 
brain phenomena to be ignored as 
a distraction from pure scientific 
inquiry. This approach made NICE 
seem coldhearted and unemotional 
owing to its exact and precise manner. 
It aimed to be ruthlessly logical in all 
it did. The nation’s political leaders 

had a minimal understanding of 
science, however, and so they 
were unaware of the institute’s 
true nature. It functioned partly by 
coopting academics to work for it, 
by feeding their egos with promises 
of advancement. Yet its leadership 
team manipulated those experts to 
produce what the leaders desired, 
without the experts realising what 
was going on. NICE also employed 
people to write propaganda and 
manipulate the media to smooth out 
any negative reactions of the public to 
any controversial outcomes.

This NICE was just a figment 
of someone’s imagination. But 
interestingly the ultimate outcome of 
this institution was its utter and total 
destruction in a cataclysmic calamity.
David A White is consultant in child and 
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sceptical about the authors’ motives. We 
remembered how the same writers had 
voluntarily penned nauseating eulogies to 
Stalin and Rákosi. Their sudden conversion 
seemed to us the result of their instinct for 
self preservation—acquired during Stalin’s 
murderous purges—and we believed that they 
were simply positioning themselves in case 
more liberal communism would prevail.

Admirable personalities
We reserved our admiration for those few 
outstanding personalities at the medical 
school, like the professor of medicine, Imre 
Haynal (fig 3), who consistently defied both 
fascism and communism. Haynal spent 1928 
and 1929 in Sir Thomas Lewis’s cardiology 
and research department at University Col-
lege Hospital, London. On his return, he was 
appointed professor of medicine in Kolozsvár 
(now called Cluj and in Romania), and in 1945 
he became dean of the medical faculty at the 
same university. At this time a gang of fascists 
attempted to eject Jewish students from the 
medical school, but Haynal stood in their way 
and refused them entry to the campus. After 
the war, but before the communist takeover 
in 1948, he was invited to head the internal 
medicine department in Budapest.

Haynal always filled the largest auditorium 
of the medical school, but despite his popular-
ity as a lecturer, a tired medical student once 
fell asleep in the front row. Haynal whispered 
something to his assistant, who soon returned 
with two cups of coffee. Haynal woke the 
slumbering young man and told him, “My 
dear young colleague, it seems that we both 

Fig 2 | Subjects 
studied during 
the first 
semester in 
the medical 
school of 
Budapest in 
1953 (English 
translations 
added later)
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had a hard night and it 
will do us good to drink 
these double espressos.”

His lectures were sprin-
kled with anecdotes. For 
instance, when Haynal 
went to say his goodbye 
to Sir Thomas Lewis 
before returning to Hun-
gary, Haynal was carrying 
three newly purchased 
books. Sir Thomas asked 
him what English books 
he was taking back to 
Hungary, and, when 
shown, he disapproved 
of all three authors. H G 
Wells, he said, was unsuit-
able, because he had a 
mistress; Oscar Wilde 
was beyond the pale as a 
homosexual, and Chesterton—said Sir Tho-
mas with a shudder—was a Roman Catholic. 
This anecdote amused us because it was com-
mon knowledge that Haynal was a practising 
Catholic and also had a mistress.

But Haynal was not our hero for his wit 
and erudition, but because of his undisguised 
contempt for communism. When a picture of 
Lenin was hung in the corridor of his depart-
ment he built an altar to the Virgin Mary 
facing the image of this communist saint. 
Officials ran hotfoot to warn Haynal that this 
would result in  retribution, and he told them, 
“I take down my altar only if you remove 
Lenin,” which they reluctantly agreed to do.

How did Haynal get away with such 

ridicule of communism? 
Partly because he was a 
brilliant physician, con-
sulted by patients from all 
walks of life, including the 
Ernö Gerö, the secretary 
of the Hungarian Com-
munist Party. He also had 
an international reputation 
as an outstanding cardiolo-
gist and as someone who 
stood up against fascism 
during the second world 
war. But even with all this 
in his favour he was kicked 
out of his professorial chair 
and compulsorily retired 
after the Russians brutally 
suppressed the Hungarian 
uprising. 

The fate of students
One quarter of students in my year escaped 
from Hungary after the  uprising. Of those who 
stayed behind, scores were arrested, impris-
oned, or barred from further study. One medi-
cal student, Ilona Tóth, was executed, but after 
the collapse of communism in 1989, a statue 
was erected in front of the main building of 
the medical school, commemorating her mar-
tyrdom (fig 4).

I was among those who fled. In Novem-
ber 1956, my mother, brother, and I crawled 
across the still partially fenced and mined 
border to Austria. We brought nothing with 
us at the time, but at a recent ceremony in 
Budapest, at which I received an honorary 
membership of the Hungarian Association of 
Surgeons, somebody in the audience handed 
me my leckekönyv.
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Fig 4 | Ilona Tóth, 
medical student, 
was executed by the 
communists after the 
Hungarian uprising

Fig 3 | Professor Imre Haynal
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Right-left discrimination among medical students: 
questionnaire and psychometric study
Gerard J Gormley,1 Martin Dempster,2 Rachael Best3

Abstract
Objective To determine medical students’ self awareness 
and ability to discriminate right from left; to identify 
characteristics associated with this ability; and to identify 
any techniques used to aid discrimination.
Design Questionnaire and psychometric study.
Setting Undergraduate medical school, Northern Ireland.
Participants 290 first year undergraduate students.
Main outcome measure Medical students’ ability to 
discriminate right from left using the Bergen right-left 
discrimination test.
Results Test scores ranged from 31 to 143 on a scale of 
0-144 (mean 112 (standard deviation 22.2)). Male students 
significantly outperformed female students (117.18 (26.96) 
v 110.80 (28.94)). Students who wanted to be surgeons 
performed significantly better than those who wanted to be 
general practitioners or medical doctors (119.87 (25.15) 
v 110.55 (27.36) v 112.50 (26.88)). The interaction effect 
for sex and career wishes was not significant (P=0.370). 
Students who used learnt techniques to help them 
discriminate scored significantly less than those who did not 
(P<0.001). Students had greater difficulty in discriminating 
right from left when looking at the forward view rather than 
the back view (P<0.001). 
Conclusions Male students were better than female students 
at distinguishing right from left, and aspiring surgeons were 
better than aspiring general practitioners or medical doctors. 
Students had more difficulty with the forward view than the 
back view. 

The ability to discriminate right from left calls on sev-
eral higher functions including memory, visuospatial 
processing, language, integration of sensory informa-
tion, and sometimes mental rotation.1 Some people have 
difficulty in distinguishing right from left in themselves 
and in others.2 3 Correctly discriminating right from left 
is important in the practice of medicine. Confusing a 
patient’s right side from their left can result in surgery, 
procedures, and investigations being carried out on the 
wrong side.4 Such mistakes may occur more frequently 
than is reported,4 and prevention should start at under-
graduate level.5 

Medical students perform better than psychology or 
law students in right-left discrimination tests, but data are 
limited.6 We aimed to assess medical students’ perceived 
and actual right-left discriminatory ability; to identify 
characteristics associated with this ability; and to identify 
any techniques used to aid discrimination.

Methods
We invited all first year students at the School of Medi-
cine, Queen’s University Belfast who attended a clinical 
skills programme to participate. Students completed an 

anonymised questionnaire to ascertain their sex, age, and 
career wishes. We used the Oldfield handedness inven-
tory to determine hand preference.7 Students recorded 
their perceived discriminatory ability on a five point Lik-
ert scale. We also asked them to record any techniques 
that they used to aid discrimination.

We used the Bergen right-left discrimination test in 
which participants are shown a series of line figures, 
which have a white head when viewed from the front 
and a black head when viewed from the back. Hands 
are circles at the end of the figures’ arms. The test has 
three subsections—all figures viewed from the back, from 
the front, and alternating views from the back and front. 
Participants indicated the right or the left hand of the 
figure by marking the appropriate “hand” circle. Each 
subsection consists of 48 figures, and participants had 90 
seconds a subsection to complete as many items as pos-
sible; this gave a maximum potential score of 144 and a 
minimum score of 0. Subsections were administered in a 
counterbalanced sequence to account for order effects.

Results
All 290 students participated. Mean age was 19 years 
(range 18-26); 42% (121/290) were male and 58% 
(169/290) were female. About 32% (93/290) of stu-

Bergen right-left discrimination test summary scores according 
to subgroup

Mean scores
Standard 
deviation

Presentation order:*

  Back, front, mixed 113.95 27.10

  Front, mixed, back 112.05 26.14

  Mixed, back, front 116.92 25.37

Dominant hand:*

  Left 114.69 22.16

  Right 113.92 22.29

Sex:*

  Male 117.81 26.96

  Female 110.80 28.94

Career wishes:*

  General practitioner 110.55 27.36

  Medical doctor 112.50 26.88

  Surgeon 119.87 25.15

Used discrimination technique:*

  No 117.77 19.00

  Yes 102.14 24.40

Figure orientation:†

  Back view 41.55 7.98

  Front view 37.36 9.72

  Mixed view 33.69 9.00

*Scale of 0-144. 
†Scale of 0-48 for each subsection.
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dents were considering a career in general practice, 27% 
(79/290) a career as a medical doctor, 24% (70/290) a 
career in surgery, and 17% (48/290) other careers. Only 
15% (42/290) were left handed and 85% (248/290) were 
right handed. One third of students used techniques to 
help them discriminate right from left (see bmj.com 
for details). 

Bergen right-left discrimination test scores
Test scores ranged from 31 to 143 (mean 112 (standard 
deviation 22.2); figure). The table shows the test scores 
according to subgroup. The order of presentation of the 
front, back, and mixed views did not affect test scores 
(F2,233=1.325, P=0.268), and neither did the participants’ 
handedness (F1,233=0.137, P=0.711).

Male students performed significantly better than 
female students (F1,233=5.859, P=0.016). We also saw 
a significant association between test scores and career 
wishes (F2,233=4.157, P=0.017); post hoc Tukey tests 
indicated that students who wanted to be surgeons 
performed significantly better than those who wanted 
to be general practitioners (P=0.003) or medical doc-
tors (P=0.047). The interaction effect for sex and career 
wishes was not significant (F(2,233)=1.000, P=0.370).

Perceived discriminatory ability was significantly 
associated with test scores (r=0.387, P<0.001). Students 
who used techniques to help them discriminate had 
significantly lower test scores than those who did not 
(t=5.342, P<0.001).

The orientation of the figures significantly affected 
the scores (F2,482=99.059, P<0.001). Scores were sig-
nificantly higher for the back view than for the front 
view (t=6.843, P<0.001) or the mixed view (t=14.683, 
P<0.001). Scores were significantly higher for the front 
view than for the mixed view (t=6.995, P<0.001).

Discussion
The differences between men and women are in 
keeping with other studies3 9 10 and may result from 
brain lateralisation, whereby males perform better in 
largely right hemisphere tasks, such as spatial ability, 
and females perform better in left hemisphere domi-

nant tasks, such as verbal ability.11 Imaging studies 
indicate that right-left discrimination is mostly a right 
hemisphere task.12 However, the test used depended on 
participants answering as many questions as possible 
in a given time. Males are often better at such tests, 
and this may account for some of the differences seen 
in our study.13

We found no differences between right handed and 
left handed students. Some studies have shown right 
handers to be better at discriminating between right 
and left,2 14 15 but others report no difference.3 16

Even at this early stage of training, students’ career 
aspirations were associated with their test score. Stu-
dents aspiring to be surgeons had significantly higher 
scores than those who wished to enter general practice. 
Perhaps students who think they are better at right-left 
discrimination are more attracted to specialties that 
place greater demands on spatial ability, such as sur-
gery. Further research is needed to determine if right-
left discrimination ability, and other spatial tasks, are 
associated with career aspiration and attainment. It 
would also be important to determine if students who 
were less able to discriminate improved after medical 
training.

Around a third of students reported using techniques 
to help them discriminate right from left—these students 
scored lower on the test. Perhaps students who do not 
use such techniques have a greater natural ability to 
discriminate than students who do.

Medical practitioners usually face patients in the front 
position. Our results indicate that medical students have 
greater difficulty in right-left discrimination in this posi-
tion, perhaps because mental rotation is required.17

Wrong sided patient events can have serious con-
sequences.4 18 19 Our study cannot determine whether 
medical students’ right-left discriminatory ability 
directly affects patient safety. However, as well as learn-
ing relative anatomical directions such as superior and 
inferior, students should be told the importance of cor-
rectly differentiating right from left and that this can 
pose problems for some people. Measuring the discrim-
inatory ability of students who report such problems 
may make them more vigilant and help them develop 
strategies to prevent errors in clinical practice. Further 
research would help clarify any associations between 
right-left discriminatory ability and patient safety, and 
whether this ability is influenced by fatigue or distrac-
tion.
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Having identified all left handed trainees during our 
monthly training days as well as by email, I gave them a 
questionnaire inquiring about any support and obstacles 
related to their handedness that they had encountered 
from medical school to higher surgical training. All 
eight trainees (four men and four women, including 
myself) completed the questionnaire (table 1).

The trainees were in their first to fifth year of higher 
surgical training and all had worked with at least one 
left handed consultant. Most had encountered difficul-
ties with right handed trainers. These included trainers 
being unsure how procedures were best undertaken by 
left handed trainees, wanting trainees to mirror their 
procedure from the other side of the patient, and hav-

ing difficulties articulating what trainees needed to do 
with their hands or how to hold the instruments. Some 
admitted to having no idea how to teach a procedure 
to a left handed trainee or to simply being impatient. 
Three trainees said they used their right hand as much 
as their left while operating and five used their right 
hand “reasonably often.” Use of hands varied according 
to activity during surgery or instrument used (table 2). 
Most thought there were clear disadvantages in being 
a left handed surgeon, with only half believing it could 
sometimes be an advantage.

Comment
In 1995, two medical students reported on the handed-
ness of physicians and surgeons working at St Mary’s 
Hospital Medical School in London. None of the sur-
geons was left handed compared with 12% of the phy-
sicians. The students wondered whether left handed 
people lacked the requisite manual skills for surgery.1 
In this survey, the proportion of left handed surgical 
trainees in this deanery (8 of 56) was in line with that 
in the general population (11% of females and 13% of 
males).2 

Papers on left handedness in surgery are rare. One, 
based on a survey of left handed surgeons in Manhattan 
and Brooklyn, reported results similar to those of the 
present small survey.3 In the US study, none of the resi-
dents knew whether their handedness was mentioned in 
their references, and over 95% were not asked about and 
did not mention that they were left handed in job inter-
views. None of the trainees in my survey mentioned that 
they were left handed in their job interviews, and only 
one said his programme director knew about his hand-
edness. Without consultants and trainers responsible for 
training programmes knowing about the handedness of 
their trainees, the problems reported in my survey are 
unlikely to improve.

As most respondents found working with a left handed 
consultant advantageous, formal mentoring should be 
explored, both during the early stages of training, when 
basic surgical skills are acquired, and later on when 
more complex procedures are being learnt.

Further improvements would be increasing the avail-
ability of left handed surgical instruments and increas-
ing the awareness among theatre staff of the challenges 
faced by left handed surgeons.
Competing interests: BL is a left handed surgical trainee with an  
interest in improving training.
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The left handed surgical trainee

“I don’t know what you’re doing, it looks all wrong to me.” Bettina Lieske 
spoke to her left handed colleagues

Table 1 | Number of left handed general surgical trainees (four men, four women) agreeing to 
questionnaire statements

Statement No agreeing

Medical school:

  Did you encounter any difficulties because of your handedness? 1

  Were you offered any mentoring for your handedness? 0

Career planning:

  Did you anticipate problems related to your handedness prior to starting a career in surgery? 2

  Did you speak to a left handed surgeon prior to starting a surgical career? 0

  Were you ever discouraged by anybody to choose a career in surgery because of your 
handedness?

0

Job application:

  Did you mention during your job interview that you are left handed? 0

  Were you asked about your handedness? 0

Training:

  Does your programme director know that you are left handed? 1

  Do you receive special mentoring support for your left handedness in your training 
programme?

0

  Are there advantages working with a left handed consultant? 6

  Have you ever approached a left handed surgeon for advice? 3

Have you had any difficulties with right handed trainers? 7

  Would you prefer to be trained mostly by a left handed trainer? 4

Surgery:

  Are you aware that there are left handed surgical instruments? 7

  Have you been offered left handed instruments during your training? 1

  Do you think they should be offered? 7

  Do you think there are advantages in surgery being left handed? 4

  Do you think there are disadvantages? 6

Table 2 | Self reported handedness of trainees (n=8) during surgery

Instrument or activity Handedness

Left only Mainly left Both equally Mainly right

Scissors 1 3 1 3

Scalpel 6 2 — —

Diathermy — 6 2 —

Needle holder 5 — — 3

Knot tying (by hand) — 4 4 —
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