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John Hunter was an archetypal
18th-century surgeon and one of
the world’s foremost pioneering
surgeons.At a time when physicians
were concerned with rebalancing
the four humours of ill health,
chiefly by bloodletting and blistering,
Hunter set out to ‘systematically
question every established process’.
He is hence accredited with leading
the surgical profession towards
a scientific pursuit of excellence
following his simple rules of
observation and recording.Many
today would agree that nurture
is as important as nature; we
can therefore compare Hunter’s
education with the current UK
surgical curriculum.

With the death of his father and at only
13 years of age,Hunter dropped out of
school, instead indulging in his hobbies of
botany and entomology at his mother’s
house near Glasgow.Despite the lack of
formal training, Hunter’s hobbies gave him
a broad scientific knowledge and developed
the observation and recording skills that
would later revolutionise surgery.Hunter
went to work with his brother-in-law as a
cabinetmaker, which served to improve his
basic technical skills.

Longing for a more substantial career, John
Hunter wrote to his brotherWilliam (a
renowned anatomist, physician and man-
midwife); at the age of 20, John travelled
to London and began learning anatomy by
human cadaveric dissection.During his first
year learning anatomy,Hunter excelled and
his responsibilities grew rapidly. Soon he
was left in charge of teaching anatomy by
demonstration and he would remain in this
post for two years.

Following his anatomical education,
Hunter went on to watch the lectures
and operations ofWilliam Cheselden and
subsequently studied under Pervical Pott.
While continuing his surgical apprenticeship
as surgical pupil at St George’s Hospital,
the 26-year-old Hunter was appointed
house surgeon.Hunter later went on
to become an army surgeon,where he
treated many gunshot and war wounds.
This experience would lead him to make
major contributions to the management of
gunshot wounds (for example, disproving
the belief that gunpowder was poisonous).1

On Hunter’s return to London, he launched
an anatomy school and began his own
surgical practice.He was appointed surgeon
at St George’s Hospital in 1768, the same
year he became a member of the Company
of Surgeons. Unfortunately, Hunter’s
post at St George’s Hospital would be
his last. During a heated conversation he
got up and left the room only to drop
dead outside.

Much has changed since Hunter’s surgical
education. Prospective surgeons currently
face tough competition before selection
to medical schools, with heavy emphasis
placed on examination grades achieved at

school. Consequently, the opportunity to
recruit surgeons from varied and poorer
backgrounds is diminished. Indeed, if Hunter
had been placed under such scrutiny, he
would not have become a surgical student
let alone a famous surgeon.

In addition, there has been an explosion of
knowledge in medicine’s basic sciences since
the 18th century with many discoveries
developing into new subjects within the
undergraduate medical curriculum (for
example,Watson and Crick’s discovery of
DNA and genetics). Furthermore, there has
been a drive to introduce a number of non-
science based topics (such as communication
skills and ethics) and reduce the curriculum’s
‘factual burden’.2 Accordingly,medical
schools have vastly reduced the number
of hours devoted to the basic sciences. In
particular, time spent teaching topographical
anatomy has been reduced,3,4 with some
schools documenting more than 100 hours
of anatomical teaching time lost from their
undergraduate curriculum.5

Time reduced in teaching anatomy often
translates to reduced time for human
cadaveric dissection.Dissection is therefore
no longer the preferred method of
teaching. Instead,many medical schools
now seem unsure of the best method
to teach anatomy, thus implementing a
combination of methods.6 Indeed, some
medical schools do not have a dissection
room, instead having a repository of images,
plastic models and computer programs
for teaching anatomy.These novel anatomy
courses particularly disadvantage future
surgeons by reducing their opportunity
to develop basic surgical skills (among
other skills) in a safe and supportive
environment.7



135

THE ROYAL COLLEGE OF SURGEONS OF ENGLAND BULLETIN

135

Hunter’s years spent studying in
apprenticeships (learning from the medical
magnates of his time,where the mentor
would craft his tuition to each individual
student, who would in turn learn his trade
through numerous operations over the
years) has been replaced by shift work
and a loss of the traditional firm structure.
A major reason for these changes is the
reduction in working hours, driven by
the EuropeanWorkingTime Regulations.
Consequently, the time spent training a
consultant surgeon has declined from
80,000 hours (pre-Calman training) to
6,000 hours.8 The patient safety agenda,
increasing emphasis on service targets and
the reduction in training time combine to
leave junior surgeons with greatly reduced
opportunity to train in theatre and on
the wards.

Many hope that simulation will plug this
training gap. Indeed, the Chief Medical
Officer’s annual report outlines the case
for using simulation to practise skills
and train for infrequent events, stating:
‘Simulation offers an important route to

safer care for patients.’9 Several studies
have shown that simulation can improve
basic technical skills,10,11 while others
have revealed simulations’ potential to
reduce the learning curve for laparoscopic
cholecystectomies.12

John Hunter educated himself from the
age of 20 through a process of anatomy
demonstrating, a series of apprenticeships
and general surgical training before settling
as senior surgeon at St George’s Hospital.
Recent changes in surgical education have
drastically altered the landscape for junior
surgeons.Human cadaveric dissection is not
the preferred method for teaching anatomy,
surgical apprenticeships have been replaced
with rotations and hours of ‘on-the-job’
training have been replaced with reduced
exposure to patients and more emphasis
on simulating reality.Many of these changes
have occurred for non-educational reasons.
Therefore, current surgical education may
now neglect important aspects previously
incorporated within 18th century surgical
training.We hope the use of novel
educational techniques will produce

surgeons of John Hunter’s calibre.However,
are we expecting too much? But, as John
Hunter would say:‘Why think, why not try the
experiment?’
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