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THE CASE FOR LACAN IN MEDICAL EDUCATION 

Stephen Doyle, Grainne Kearney, Tim Dornan, Helen 
Reid 

Abstract: In this article, we explore the potential role of 
Lacanian psychoanalytic ideas in contemporary medical 
education research and practice. We discuss the background to 
current medical education, the identity of the doctor as “subject 
supposed to know,” and the role of discourse and transference. 
We finish by examining existing medical education pedagogy, 
specifically simulation, and offer a novel Lacan-inspired idea, the 
“simtom.” The “simtom” encapsulates the idea that reliance on 
simulation-based education is a symptom of the inability of a 
system to deliver effective workplace learning. Consideration is 
given to the symptom’s origin, how it is enjoyed in contemporary 
medical education, and what harm it may produce. Due to its 
increasing popularity, we regard the rise of simulation-based 
education as functioning analogously to a sinthome: a fourth ring 
in the Borromean knot of healthcare that is sustaining the 
current practice of medical education. We suggest the term 
“simtom” for this concept which is Lacanian in origin and 
indicative of analytic potential in simulation-based education.  

****** 
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Medical education is responsible for the formation and training 
of doctors and is home to a growing field of research. It resides 
within the wider sphere of education in the health professions 
which include a range of disciplines. The question of how best to 
train a doctor has been contested within medical education for 
the past century. A potted history of this period would report the 
decline of traditional apprentice-type clerkships. Sustained 
educator-student supervisory relationships are being replaced by 
less personal pedagogies: notably competency-based education 
and assessment (Dornan et al., 2018). Competency-based 
education places the focus of learning on practical skills and 
abilities, often removing these from their contexts. This 
approach can produce doctors capable of each practical skill but 
does not support the learning of when and where these skills or 
abilities should be appropriately used as interventions. The latter 
is better learnt through workplace learning where decisions are 
contextualised and care is extended through time and not 
isolated to a singular event. The workplace learning that has 
remained in the medical curriculum is at an accelerated pace to 
accommodate the growing number of medical specialties within 
the allotted time of at least four years of education. Recent 
research has concluded that graduates report feeling unprepared 
for practice and consideration should be given to how this may 
place both patients and graduates at risk (Dornan et al., 2020; 
Monrouxe et al., 2018). Even with a century to consider how best 
to make a doctor, the question has proven to be very complex and 
is, as yet, unanswered (Sinclair, 1997). 
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What is a Doctor?1 

Before deciding how to train a doctor, an early consideration 
might be, what is a doctor? What is the difference between a 
doctor and a patient? Historically, doctors held knowledge about 
the human body and about patient illness that patients 
themselves did not have access to. In today’s world, not only is it 
an ethical imperative to communicate health and illness 
information clearly, but the epistemic gap is being further 
reduced by access to information on the Internet. If 
hypothetically this gap was minimised, what then would sustain 
the difference between doctor and patient? Through access to 
information, epistemic gaps can be minimised or even reversed 
as is seen with expert patients who know more about their 
condition than the doctor they are consulting. This implies that 
knowledge and skill difference is not solely the gradient that 
produces the doctor-patient interaction. In a clinical scenario, 
the doctor holds power, both in a material way through their 
access to treatment and its provision, but also symbolically 
through the position they hold within the consultation and the 
wider social context. This symbolic position is not merely the 
product of knowledge and skills but requires an implicit social 
contract that is constructed by institutions and mediated through 

1 Throughout this article, we use the term “doctor” to refer to a 
medical doctor with an MD or MB BCh qualification as opposed 
to a PhD qualification. 
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discourse. Therefore educators, in order to understand the 
phenomenon of medical practice they are preparing medical 
students for, would benefit from applying a wider sociological 
and discursive lens that decentres biomedical knowledge in 
medicine without negating it.  

In this article, we explore some of the central themes 
relating to the formation of doctors that predominate in medical 
education research literature and suggest points of entry for a 
Lacanian inquiry.  
 
Identity and Preparedness for Practice 
In the context of medical education, educational methods range 
from didactic teaching and simulation to bedside teaching and 
workplace learning. These educational experiences are explored 
in the current literature as supporting the development of an 
identity which will continue into professional life. Identity 
formation and preparedness for practice represent two themes 
that are usually considered separately in medical education 
literature. Preparedness for practice literature often proffers 
competency-based education and rigorous assessment as 
solutions to the problem of new graduates being unprepared for 
practice. Identity formation literature looks at the transformative 
experience of medical education and its impact on self-reported 
clinician identity. These discourses have a shared implied 
hypothesis which is: “the more competencies I can tick off, and 
the more I feel like a doctor, the better a doctor I will be.” A 
stumbling block in competency-based medical education is that 
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clinical practice is not merely the sum of individual 
competencies. In identity formation for doctors, the stumbling 
block is an ethical one. We do well to ask what exclusions ground 
the set of “doctors” and what criteria excludes patients from this 
set? Such divisions between doctors and patients should invite 
the question as to what justifies this distinction and furthermore, 
is an educational focus on identity formation, which relies on 
exclusion, likely to be either pedagogically or ethically 
productive?   

If a distinction between doctors and patients exists, it is 
because one recognises the other as such in a deferred system of 
identity. If we acknowledge this, then identity formation, if it is 
to be used as an educational outcome, should be necessarily 
inter-relational and dependent on the Other. This is especially 
true where the knowledge and skill gap between doctor and 
patient has been minimised, or for example, when a doctor is the 
patient. If we wish to make doctors the subjects of research to 
explicate the identity of a doctor, a Lacanian approach to analysis 
may be well placed to do so (Neill, 2013). This methodology could 
help identify the unconscious signifying chain of “doctor” for the 
subject and through this unconscious discourse, demonstrate the 
language of the Other (which we have argued above is the 
necessary origin of the recognition).  
 
The Subject Supposed to Know  
The reason for aspiring beyond identity formation, as it is 
currently conceived in the medical education literature, is 
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precisely because it fails to acknowledge the importance of the 
Other’s recognition in the formation of the doctor. Let us take the 
first day of working as a doctor on the rota in their assigned ward. 
It is the first legitimate recognition from all others—colleagues 
and patients—of their role in the discourse. Without such an 
interpellation into the semiotic system of healthcare that permits 
new doctors their discursive vantage point, their professional 
working life cannot begin. This is wholly reliant on the 
recognition from others to open up the symbolic space for the 
new graduate to be called forth into. As such, reliance on the 
Other’s recognition shows our identify formation as being much 
more than at the level of the individual. It should also be stated 
that while the question of personal identity and its relation to 
subjectivity is of course a crucial one, in this case it has been 
conflated with the discursively transformative process of 
becoming the subject supposed to know in current medical 
education discourse.  

Therefore, in light of this point, we argue, for example, 
that one of the purposes of bedside teaching and workplace 
learning is to make this shift from student doctor to the medical 
doctor as subject supposed to know as seamless as possible. The 
question of workplace learning is often phrased as: “how can we 
expose the student to the healthcare milieu and have them 
recognised as a valid participant?” This question has provoked 
much discussion in how to bring these learning opportunities to 
bear in real-life clinical settings. This question, whilst a good 
point of departure for a discussion of the value of workplace 
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learning, does not however grasp the specificity of the agents in 
the discourse. It is not merely a question of valid participation 
but of which actor one is in the system, as well as from what 
position one speaks and these are entirely reliant on recognition 
from the Other. It is this recognition that produces the matrix of 
the healthcare professions.  

This invites two main questions for which we suggest a 
Lacanian analysis may be productive: firstly, what is the 
theoretical framework we are using to make sense of the 
processes outlined above? And secondly, how can we implement 
these insights into educational practice to arrive at outcomes that 
align with our axiology?  

Discourse 
The signified of the signifier “medical student” is that of a fly-on-
the-wall, a passive observer. It is not imbued with the same 
fantasmatic support as that generated by the signifier, “doctor.” 
We question whether workplace participation under the signifier 
“medical student” will ever produce insights on the position of 
doctor and if not, then we have reached an intrinsic limitation 
in the current set up of workplace learning and wider 
health professions education. Other health professionals appear 
to have better continuity in their student to professional 
progression in, for example, the progression from “student 
nurse” to "nurse." By comparison, why does the training of 
doctors pose such a gap from student to clinician resulting in 
findings attributed to their perceived lack of preparedness? 
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Linguistic and professional contiguity in the field of 
nursing from “student nurse” to “nurse” may be a helpful 
exemplar in highlighting the gap between “medical student” and 
“doctor” and working towards affording more professional 
recognition to students. However, linguistic differentiation 
within the structure does not wholly explain the gap between pre-
professional and professional recognition. Inclusion and 
recognition of the labour of the “medical student” as a continuity 
constituting the role is important. Nursing education is 
recognised as providing student nurses with hands-on 
involvement with direct patient care. This involvement activates 
fantasy and expectation for both the patient and student nurse 
and creates a valid learning space and representation of the 
future job. The same cannot be said in the medical education of 
doctors where much “red tape” decreases the scope of 
involvement that a medical student can really have in the clinical 
setting with patients. This is in the context of a litigious culture 
which makes the transition from medical student to recognised 
doctor a singular event, the day of registration with the 
regulatory body. The disjunction between these two results in the 
first day of work for a doctor being the very first time a new 
graduate experiences the doctor’s position in the discourse; this 
is an outcome that puts into question the purpose of years of 
preparation.  

Widening the lens to include both institutional and 
interpersonal structures, Lacan’s four discourses (analyst, 
hysteric, master, university) offer explanatory frameworks that 
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may help theorise the shifts involved in the process of moving 
from the university to the hospital (Lacan, 2007). As a student 
and as a professional, to what extent are all four discourses in 
operation? Furthermore, which discourses are more ethical or 
just, are more productive of an outcome that values patients, 
learners, and workers? The dynamic system of structural 
relations which extends from the university to regulatory bodies, 
managers, clinical colleagues, and patients must be taken into 
consideration in its entirety as each is intertwined with and 
dependent on the others. For any individual interpellated into 
this system, knowledge of their position as an agent can be 
helpful in being able to practise effectively. 

Owing to the emotional intensity of events experienced 
in healthcare milieus, attempts have been made to create spaces 
that allow for reflection (Van Roy et al., 2017) and debrief such 
as reflective writing. The collective fear of “the bad egg getting 
through” to working as a doctor provokes institutional anxiety in 
regulatory bodies. They have responded by making these 
reflective writing pieces a mandatory requirement to function as 
evidence of good practice. This tick-box exercise, which assuages 
the institution’s anxiety, also rids the writing task of any hysteria 
it was originally set to contain. It becomes an exercise for the 
writer to cast themselves as an object of the institution’s demand 
based on an inexplicit schema of what should and should not be 
written. An alienation is produced in such faux-safe spaces where 
true experiences are not acknowledged by the institution and 
where the writer risks punishment should they reveal a lack of 
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knowledge, ineptitude, or an emotional reaction not in-keeping 
with an idealised version of the doctor. The very possibility, 
whether real or not, of reflective writing being used as evidence 
against the writer creates mistrust of this practice and 
compromises its capacity for reflection. This renders what is 
ultimately written down in order to pass the task as coming from 
a fictional doctor’s ego rather than from a subjective place. This 
set-up makes hysterical discourse potentially unsafe and in doing 
so, it undermines the purpose of the writing exercise. Yet these 
requirements keep piling up, compounding stress and achieving 
something other than what they should.  

Transference 
Having briefly mentioned the function of fantasy in relation to 
understanding certain healthcare roles, the internal mechanics 
of the relations on which the discourse of medicine depends on 
may be best explained using the concepts of transference and the 
subject supposed to know (Lacan, 1960-61/2015). 
The hypothesis of knowledge attributed to the other is within a 
never-ending deferential system within healthcare, from 
patients to junior doctors, senior doctors and specialist 
teams, not to mention the inter-specialty relations and 
primary to tertiary service structures. This only describes, 
however, one type of professional: doctors. The system 
becomes even more complex when professionals from 
different schools, paradigms, and traditions are included. 
Such hypotheses of knowledge have vertical and horizontal 
orientations  in  supporting  particular  knowledge  as   true
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knowledge. The important element of this system, which 
medical education would benefit from acknowledging, 
is the transference that supports it and the transferences it 
produces. This is a multi-axial matrix. For the new graduate, 
there is transference on all sides. Navigating this affective space 
should be one of the aims of medical education. Through this 
kind of analysis, critical reflexivity, which is categorically 
different to the mandated reflectivity demanded by the medical 
discourse, could be added. 

The “Simtom” 
Simulation has come to dominate health professions education 
owing to its application as a standardised assessment tool. There 
are many other important uses for simulation in training 
healthcare professionals including practising high stakes 
scenarios that don’t occur frequently enough for participants to 
maintain their skills. Some educators have, however, expressed 
concern that simulation practice aims to standardise real-life 
events which are often not amenable to standardisation due to 
the unpredictability of real life people and processes (Johnston 
et al., 2020). The safety of simulation is one of its strengths but 
through its safety, a different affective experience is brought into 
the scenario, compromising its claim to simulate the original.  

The reliance on simulation is a symptom of the failure of 
workplace learning where real-life processes occur every day. As 
with the sinthome (Lacan, 1976-77/2016), what we designate as 
the “simtom” plays a function in maintaining the skills of 
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healthcare workers by functioning as a patch over a failure or 
trauma in a system which does not deliver effective education. 
This failure is due to a myriad of economic, social, and cultural 
factors confronting the healthcare system. We argue the 
“simtom” is the reliance on simulation for education delivery. 
The “simtom” is produced by the failure to harness the wealth of 
educational opportunities in real-life and everyday healthcare 
and marks an alienation of doctors from patients.  

We regard the reliance on simulation as a specific 
symptom produced in response to factors such as underfunding 
and under-resourcing of workplace education as well as other 
contextual attitudes to risk, safety, and litigation. The retreat to 
simulation, away from wards with real patients, is a symptom 
that avoids the anxiety that is produced by the possibility of risk 
when engaging with real patients. The safety of simulation is one 
of its selling points but this ignores the fact that risk is an 
inevitable part of everyday practice for which students must be 
prepared. If risk is what produces anxiety, which in turn 
produces symptoms to attenuate anxiety, we might benefit from 
asking the question “which structures frame the concept of risk 
and in what ways?” This would require a wide scope of inquiry 
ranging from the individual psyche all the way to institutional 
and geopolitical structures.  

If we consider the emergent use of simulation as a means 
of maintaining the real, symbolic and imaginary aspects of 
healthcare coherently together, it functions analogously to the 
sinthome; the fourth ring of the Borromean knot which 
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maintains the structure. Applying the concept of sinthome to 
medical education, we have identified the specific symptom of 
the over-reliance on simulation as the “simtom.” The use of the 
sinthome could further elucidate which other practices (as 
symptoms) function to maintain the overall system but which in 
themselves may not be ultimately beneficial and may be harmful. 
As a specific symptom is contingent on its background context, 
the sinthome as a framework invites us to consider which kinds 
of new symptoms are produced in the face of new stresses and 
challenges.  

The jouissance of the “simtom” is exemplified by the 
fashionable hype that simulation has come to enjoy, advanced by 
technology as well as artificial intelligence and virtual reality. 
Beyond an immediate enjoyment that medical educators find in 
simulation, they should also consider the ambivalence and harm 
that may come with it and ask how it impacts on learners and on 
ethical areas for investment in education. Other questions 
include: how is simulation disengaging doctors from real 
patients, how does it impact on patients, and what is the real of 
the original scenario that resists symbolisation in the simulation 
as a kind of caput mortuum? (Fink, 1995). This residue that is the 
real leftover can only reside in the healthcare setting itself. The 
“simtom” has not gone away and it is worth asking what is 
producing it and if improvement of workplace learning could 
reconnect doctors with patients and decrease reliance on 
simulation. How could medical educators facilitate this and what 
might hinder them? If the “simtom” is here to stay, medical 
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educators must consider how to use it most productively and 
ethically and not become transfixed by a repetitive enjoyment 
fractured off from reality.  

The small amount of literature which uses a postmodern 
or psychoanalytic lens to critique contemporary simulation 
practice shows how high-yielding this approach could be for this 
topic (Johnston et al., 2020). The insights gained from using 
Lacanian theory in areas of medical practice such as evidence-
based medicine have also proven to be highly enriching 
(Dempsey, 2018). Medical education could further draw from the 
application of Lacan’s work to learning and education where the 
teacher has been described as “The Pedagogue as Subject 
Presumed to Know” (Briton, 1995). 

The extension of Lacanian psychoanalytic ideas to 
questions of medical education could produce rich insights 
necessary for considering the future directions of our medical 
education practice, as well as support a consideration of wider 
questions such as the social context and the embedded role of 
doctors. Through a programme of doctoral research at Queen’s 
University Belfast, we hope to bring together two fields that 
would be of interest and benefit to each other. By discovering the 
points of difference and incongruity between players in the 
healthcare milieu, we may begin to address some of the tensions 
produced. Where contradictions cannot be resolved, critical 
distance can be found in the knowledge such a Lacanian inquiry 
could afford.  
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