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Ulnar drift: or what not to teach students

Most medical teachers perceive major problems in
undergraduate education. Finances are squeezed, fewer
inpatients are available for students to study and there is
ever more to learn. Responses to these pressures include
bids for larger shares of the curriculum, grandiose plans to
integrate preclinical and clinical material, and investment
in new teaching methods. As for Jeremy, the 'Nowhere
Man' in The Yellow Submarine,' there is a sense of 'so much
to do, so little time to do it in'. I would like to explore the
premise that we could achieve our objectives simply by
abandoning teaching that is outdated, irrelevant, or frankly
misleading, leaving time for the things that really matter.
Ulnar drift provides a point of departure...
The identification of ulnar drift probably contributes

nothing to medical practice. It certainly has nothing to do
with the diagnosis of rheumatoid arthritis. Yet, within six
weeks of starting their clinical course every student thinks
it does. Moreover, students asked to describe a pair of
hands showing chronic synovitis without fail describe ulnar
drift, swan necks, and boutonnieres, when there is just
volar subluxation and an assortment of hyperextended and
fixed flexed finger joints.
The problem was emphasised when a Finals Examination

candidate was chastised for failing to pronounce a

diagnosis of 'rheumatoid arthritis' on an early case. The
student burst into tears, saying 'but it can't be, there's no

ulnar drift'. She passed, for being honest, but her teachers
had failed.

Ulnar drift is a late sign; the rheumatoid factor is
similarly irrelevant to early diagnosis,2 yet these are the
things that students are taught, and a worrying number of
general practitioners (GPs) appear to rely on. Less often,
it seems, students are taught where to find elbow synovitis
or the pinch test for palmar tenosynovitis.
Ulnar drift has no special functional significance. A

colleague with painless ulnar drift sails in all weathers.
Ulnar drnift has no diagnostic value, occurring in any

peripheral synovitis, and even with neuromuscular disease.
Why do the students get such a distorted view? Who

teaches students about ulnar drift? If it is surgeons and
physicians, then with perseverance the damage can be
undone. If it is rheumatologists-why?
Some would argue the value of 'pattern recognition'.

Pattern recognition is what we all do from infancy, and
does not require to be taught. Rather, good teaching
emphasises how intuitive conclusions need to be justified
within a reliable conceptional framework. Moreover, pattern
recognition is fine for consultants scoring points on

rounds, but in GP clinics the spectrum of disease is so

different that traditional patterns do not apply: meta-
carpophalangeal swelling is often mechanical, and

Heberden's nodes tell you the patient's age, not why their
knee is swollen.

Is teaching on the musculoskeletal system less clearly
thought out than that for other systems? Probably not. My
bete noir is the waterhammer pulse: a mediaeval method
of measuring arterial pulse pressure made obsolete by the
sphygmomanometer. Yet exam candidates often report on
pulse character without taking the blood pressure. Would
you teach an airline pilot to rely on the seat of his pants?
The key element missing in much clinical teaching is

the assignment of decision making value. A study by
Mathew et al3 in which colleagues assessed back pain,
using information from the records of patients with a final
diagnosis, concluded that examination findings may
actually reduce diagnostic accuracy, which was optimal
using history and radiology alone. Decision making values
have been wrongly assigned in spinal examination,
allowing the examiner to be lulled into a false sense of
security by normal findings. Thus I take issue with those
who would have students examine the joints in all patients.
For what purpose? (I would not disagree that eliciting a
history of symptomatic musculoskeletal problems, especially
those with associated disability,4 is likely to be relevant to
almost any medical assessment.)
Some would argue that students need a routine and it

is too much to expect them to think. This is patronising
and is contrary to the recent General Medical Council
recommendation to emphasise 'deep knowledge'. After
assessing students for 10 years, I conclude that all students
will think if motivated. On good firms, all students inter-
pret rheumatological signs intelligently after five weeks and
score at least 75% on a questionnaire which assesses ability
to relate observations to decisions. On poor firms, only one
or two have a grasp of the problem, but the difference is
not intelligence-it is being deterred by boredom. The
demotivating force for such students is to be sitting in
lectures, operating theatres, or clinics where they are not
allowed to use their brains.

This brings me back to the use of time. Our musculo-
skeletal firm comprises 200 hours; 30 hours is probably
adequate for teaching rheumatology. However, this time
must be used efficiently and some practical investment is
needed. Since inpatients have disappeared, students must
be included in outpatient clinics. I organise a weekly clinic
which includes six patients with a range of symptoms and
signs specifically suitable for teaching, and this forms the
main practical training ground for the students.

Students' time can be used more effectively if they know
what they need to know. Recommended textbooks vary in
size from pocket to wheelbarrow, and are all expensive. To
define what I thought students should know, I decided to
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compile a text5 and found I could obtain support for its
free distribution to all UK students. Even without this
support, the cost is only C 1. Thus medical schools can
afford to provide students with essential texts and thereby
define their curriculum.
An impressive range of new teaching methods is

available. Many look very promising. However, in addition
to experimenting with new methods, perhaps we should
draw on what Popper saw as the strength of Presocratic
scholarship.6 There is no need for an experiment to test
something which is transparently unsatisfactory. It can be
tested simply by asking 'does this make sense'. Teaching
about ulnar drift does not. Perhaps we should take time
to look at just how much of what we teach is based on how
we think we ought to be teaching, rather than what is of
value. The chest physicians went through this exercise
when they replaced 'rales' with 'crackles'. With the help of

the Arthritis and Rheumatism Council, rheumatology has
the opportunity to be at the front of educational change
and, however uncomfortable, this may involve a certain
amount of searching for skeletons in the cupboard.
University College London Medical School, J C W EDWARDS
Division ofRheumatology,
Arthur Stanley House,
London WIP 9PG,
United Kingdom
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