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ABSTRACT

Almost everyone agrees that doctors' handwriting is not the only
indecipherable and alienating communication practice in healthcare. The
oral communication between doctors and patients is equeilly problematic.
Few scholeirs in the field of rhetoric have attempted to analyze why eind
how these discursive practices have come about. Equally absent from the
medical and rhetorical fields are alternative models that construct a
better discourse between doctors and patients. My dissertation. Look
Who's Not Talking: Recovering the Patient's Voice in the Clinique, not
only examines how doctors talk to patients but also begins an effort to
change present discursive practices in healthcare.
Michel Foucault began an academic conversation in The Birth of
the Clinic and in Power/Knowledge that deconstructed certain
institutionalized discourses. While his study went a long way toward
analyzing the discourse of medicine, his language

euid

theories have not

moved into medical journals or patient rooms. My dissertation acts as a
bridge between "high" rhetorical theory and the "marketplace" of
medicine (an unfortunately apt metaphor for healthcare in this country).
Foucault supplies one of the lenses I use to look at the discourse. Other
lenses include those of Kenneth Burke and Lloyd Bitzer.
One underlying assumption in the dissertation is that practices
are more easily changed once they have been analyzed. I place the a
nalysis within history and within current contexts. This strategy enacts a
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model opposing the usued acontextualized, ahistoric doctor/patient
discourse. Both chapters 3 and 4 look at how doctor/patient discourse
was constructed in Europe cind America. In addition to meiking a
contribution to the medical field, this dissertation breaks new ground
within rhetoric cind lays the basis for further explorations. Because of
my extensive work in the healthcare field as cardio-pulmonary technician
and special procedures nurse, I was able to draw on my own experience
to use as examples of the particular problems within the discourse I
isolate and propose alternatives to. The fifth chapter features a twosemester course I designed for first-yeeu- medical students. This course
is rhetorically based and teaches doctors-to-be why the language they
use with patients is important and how they might effectively address
patients.
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INTRODUCTION

Doctors Talking to Patients: It Isn't
Just Their Heindwriting

Bridging the Gap With Rhetoric

When we visit a doctor, we often experience a gap between
what the doctor says to us and what we need to hear to heal
and motivate us toward adopting healthier lifestyles. As
rhetoricians we can reconfigure the gap between doctor and
patient as a place of rhetorical potential in the clinlque
While medicine and literature devotees attempting to address
the gap have emphasized story as the method to solve the
problem in the way doctors talk to patients, that is not
enough.2 Doctors need rhetorical awareness to understand
patients' needs. Often they are not aware of the rhetorical
situation in which patients feel vulnerable because of their
illnesses. Patients also differ in their needs. One type of
patient may need particular information; another type of
patient may need reassurance and little scientific
information. But most of all, patients need to be heard. Their
stories and information about themselves need to be accepted
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and validated. Patients need to use their own knowledge to
take part in their healing processes.
Much of the problem in the way doctors talk to patients
comes from the patient's need for certainty and the doctor's
attempt to address that need using the limited scientific
language he or she is trained to use. The patient wants her
own gap between sickness and health bridged, wants to be
assured that she will be well again. I don't want to create a
unbridgeable distance by setting up a binary between doctor
and patient. Instead, in this text I will invert the binary .
. . not look at the gap negatively, but as a place where a
fertile exchange can grow, one that enables and promotes
healing.
Rhetoric's strength and its very roots are grounded in
uncertainty and probability. Thus by its very nature, rhetoric
is a more effective way to address the uncertainty that the
patient most fears, as opposed to using only a logical,
science-based response. We must begin to fill the gap not by
plugging in automatic certainty (a prescription for
medications, for example, that is effective in some cases but
not all), and address the issues of uncertainty directly.
Tilly Warnock writing about rhetoric's relationship to
uncertainty suggests "According to myth, legend, and
textbooks, rhetoric arose in 467 B.C. On that date, we learn,
doubt displaced certainty. Clearly rhetoricians do not rage
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for order, and we may not exactly rage for chaos . . . but
rhetoricians ... do accept probability along with

the

abyss as givens" (167). Warnock believes rhetoricians are more
inclined to "accept the distance between people as the grounds
for communication--Kenneth Burke even argues that division is
counterpart to consummation" (167). Rhetoricians see distances
between the words and their referents "as an open invitation
to the reader to participate in the creative construction of
meaning" (Warnock 167). Warnock claims Aristotle saw the
enthymeme in a similar way, defining it as a "two-legged
syllogism, with a missing premise" that the audience must
provide (167). And, Warnock says, "in bridging the gap, the
reader experiences wonder and learning--a kairotic moment, a
sense of harmony and wholeness in an otherwise fragmentary and
chaotic world" (167).
In the rhetorical situation a doctor/patient relationship
provides, the distance can be bridged so that the patient
experiences "harmony and wholeness" in the chaotic and
fragmented experience of illness and hospitalization. In the
clinique the patient exists in the world of uncertainty.
Rhetoric can best speak to that world, because, as Warnock
points out, both uncertainty and the abyss are "givens."
Rhetoric with the enthymeme and attention to audience as
opposed to logic with its deductive syllogism includes a space
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for the audience to enter. The doctor needs to learn to open a
space in her own discourse so that the patient's voice is
heard.

Recovery of the Patient's Voice

I argue here for a recovery of the patient's voice or a
"recovery of the repressed. The repressed in the
doctor/patient rhetorical situation is both the uncertainty
(threatening to both doctor and patient) and the patient's
voice in the scene of the interaction between them. The
uncertainty is addressed by the doctor employing strategies
that immediately repress his own doubt as well as the
patient's doubt (see the discussion of Oliver Sack's story in
chapter 1). The patient's voice is repressed often by the
doctor not hearing what the patient is saying or adhering to
historically and institutionally constructed rhetorical forms
that do not permit the patient's voice to be heard. For
example, there's no place on the chart for patients' knowledge
of their own bodies to be recorded.
That knowledge, then, is repressed or subjugated. The
subjugated knowledge each patient has of her own body needs to
be recovered, acknowledged, and validated by the physician.
Although I am using Foucault's category of "subjugated
knowledge" here, I am not doing a Foucauldian analysis per se
of the way doctors talk to patients. But this particular
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category of "subjugated knowledge" is useful to employ
throughout the examination of deconstruction and
reconstruction of a more effective rhetoric in this particular
rhetorical situation.
In Power/Knowledge Foucault refers to two types of
subjugated knowledge. One definition refers to subjugated
knowledge as the "historical contents" that are not recognized
and in fact are misrecognized in order for a certain
discursive practice to function {Power 81). This definition,
when applied to medicine, suggests that because doctors and
patients are unaware that the way they talk to each other has
been constructed over time to fit various purposes and
contingencies, they fall into the pattern of repeating such
ways of talking with no awareness of the rhetorical situation
they are currently in nor of the rhetorical situation that
produced the forms that direct their conversation.
The other definition is the "whole set of knowledges . .
. disqualified as inadequate to their task or insufficiently
elaborated: naive knowledges, located low down on the
hierarchy, beneath the required level of cognition or
scientificity" {Power 82). Foucault includes in this
definition what he often characterizes as local or particular
knowledges. He mentions those knowledges that have been
"disqualified," including those of the psychiatric patient and
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the "ill person" (Power 82). This category is most useful
because patient knowledge has been subjugated and
"disqualified" in part due to its position on the hierarchy of
knowledge. The influence of science and logic and their
epistemic role in the systems of knowledge are privileged over
rhetoric's epistemic role.
The specific discursive examples in the following
chapters show how both historical and local knowledges have
been lost. The hospital institution, personified by its
physicians, is not aware of neither the historic forces that
have shaped its emergence on the scene nor the role it plays
in patient health. Some physicians and surgeons are able
partially to escape the rigid roles maintained by the system
in which they work. I would claim, however, the discursive
structure funnels and shapes the way doctors talk to patients
without the knowledge and awareness of those most affected by
it, including both doctors and patients. I develop this
historical knowledge in chapters 3 and 4.
Another way subjugated knowledge can be represented is
through its direction, its "low" position on the hierarchy
posed by Foucault. We see a vertical flow of discourse from
doctor down to patient. Charles Anderson in Richard Selzer and
the Rhetoric of Surgery carefully analyzes the structure in
which the surgeon finds himself, using Selzer*s works as a way
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into the mindsets of these particular doctors of medicine.
Anderson clearly identifies the typical downward motion of
discourse from doctor to patient as a vertical one.
"Experience with patients . . . exposes the limitations of the
normal, vertical rhetoric of medicine. It teaches that 'artful
persuasion' is only viable as long as patients are cured . . .
and physicians can thereby demonstrate that the ends justify
the means", . . . (15). Anderson points out that even when the
ends justify the means, this limited discursive practice "is
founded upon a restricted vision of the nature of human
interaction within the medical event" (15).
Anderson sees then the opposite movement, the horizontal
"ebb and flow" of language, as the antithesis to the "normal"
medical discourse. I would like to align the vertical movement
with the concept of "subjugated knowledge" discussed above,
that doctors as authority figures talking down to patients
does not recognize or make room for patient voices.
Unfortunately it is somewhat reductive to represent a
particular discursive practice in terms of direction, talking
about "straight lines" in a discourse that should be
represented as cyclic, round, and recursive. Anderson's
horizontal rhetoric describes a way of recovering the
repressed voices of patients and enable them to talk back to
the doctor. This change would put the two on more equal
footing, creating a dialogic exchange rather than a monologic

one. Along the vertical axes, we could also reverse direction
from top down to bottom up, creating an interactive process as
Anderson has suggested. Candace West also acknowledges the
"complications" caused by asymmetrical doctor/patient
relationships, noting "the inequality of physicians' and
patients' knowledge bases, . . . and the differential standing
of doctor and patient vis-a-vis their expert and lay statuses"
(5). The "differential standing" of course directly
contributes to the subjugation of patient knowledge about her
own body and the inability of the doctor to hear and validate
that knowledge.
Throughout Anderson's analysis of Selzer, the
metaphorical

directions of "vertical" and "horizontal"

continue to call into question the way doctors talk to
patients as an impediment to the healing process. How, for
instance, can the patient be healed if the doctor continues to
"not hear" the valuable information coming back from the
patient? The surgical intervention in a patient's case may
have indeed been successful in the operating suite, but if the
patient develops a debilitating depression after the surgery
and cannot sustain a high quality of living, then the label of
success is a very narrow one.
Another category I use from Foucault is his concept of
"docile bodies."^ Scientific medicine or "Western biomedicine"
posits doctors as scientists, their patients as the
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experiments.^ Anderson rhetorically analyzes medical language
to show that "the language of contemporary medicine argues and
validates the view of physicians as experimental scientists.
The world or reality shaped by this language is an objective,
manipulated place, containing bodies, diseases and procedures"
(12). He finds such language throughout medical discourse:
"From its vocabulary to its syntactic structures to its larger
more complex units of meaning--its articles, books, lectures,
specialties, and subspecialties . . . " (12). Because this
language occurs throughout the discipline, it's no surprise it
is found, too, in the way doctors address patients. Often on
the floors of the hospital where I worked, staff members and
physicians referred to the patients as the "kidney in 304" or
the "gall bladder in 618." The patient's whole body collapsed
into a single, diseased organ. The patient's docile body
becomes the site of the medical experiment. This
objectification accounts for the one-sided, top-down,
physician-as-all-knowing, patient-as-object rhetoric currently
practiced by many in the medical establishment. Often, but not
always, the higher up the hierarchy of medicine a person
stands, the more monologic their way of addressing the patient
becomes.

Redefine "Medicine" in Terms of Health Not Disease

Not only is the vertical direction a part of the problem
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in the way doctors talk to patients, but the focus of the
exchange is also a lens that admits only certain knowledges to
be considered valid. Western biomedicine is clearly
constructed through the lens of pathology or disease. Instead,
we must define discourse not in terms of disease, but in terms
of health, developing also a methodology to teach doctors to
talk to patients in such a way as to contribute to their
healing rather than have either no effect or a negative one.
Part of our challenge, not just in persuading doctors, is
the emphasis within Western biomedicine on disease and
pathology. Even those who would "fix" the problem continue
that emphasis. We need to switch the focus to health instead.
Health must be more widely defined than the way it is in
Western biomedicine as the absence of disease. It is the
optimum functioning of the human body and mind in concert,
free from pain. Healthy persons feel invigorated, whole, in
charge and command of their own lives and practice healthful
habits based on what they know about their own bodies.
Patients and doctors would together honor the knowledges both
have, melding them together and practicing a rhetoric of
healing, rather than a discourse of disease or communication
about illnesses defined only in terms of scientific medicine.
Modern doctors with their emphasis on pathology "ignore the
power of the body and the will to live," both of which need to
be energized to engender health (Hunter 12). Looking through
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the lens of health and healing rather than disease sets up a
very different way of talking with patients than the diseasebased one.
The present way doctors talk to patients is a vertical or
relatively asymmetrical rhetoric, a monologue that disempowers
patients. This rhetoric identifies exclusively with scientific
explanations of bodily processes and is closed to alternative
or integrative medicine. It does not validate patient stories,
subjugates patient wisdom, can be ineffective and/or result in
patient noncompliance. A rhetoric of healing is a horizontal
or relatively symmetrical rhetoric that empowers patients.
This rhetoric identifies with patients and is well aware of
their needs and the appropriateness of the match between the
discourse and those needs. Such a rhetoric is open to
alternatives to Western biomedicine, is open to and validates
patient stories, allowing for the recovery of patient wisdom.
It's imaginative and creative, and most of all is effective in
helping patients heal.

Poor Rhetorical Skills Equal Poor Patient Compliance

In trying to persuade doctors why rhetorical awareness
on their part would be helpful and healthful, we must raise
the issue of patient compliance. We would for these purposes
assume patient compliance is analogous with increased health.
Judy Segal, a rhetorician at the University of British
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Columbia, has written on patient compliance in a recent
Rhetoric Society Quarterly. She applies "a rhetorical
perspective to the subject of compliance to argue that
noncompliance is most productively viewed as an inevitable
outcome of western medical practice"(91). She claims that
because the patient is objectified, noncompliance becomes the
only form of resistance to the medical establishment's power
and vertical rhetoric. Segal documents well the horrific range
of patient noncompliance:
+0f all patients, 30-40% fail to follow preventive
regimes and 20-30% fail to follow curative...medica
tion regimes. Moreover, when long-term medication is
prescribed 50% fail to adhere. (Haynes et al.)
+0f adolescent cancer patients, 40-60% fail to take
prescribed medication as directed. (Smith, Rosen,
and Trueworthy; Tebbi et al.). . .
+Only 7% of diabetic patients adhere to all steps
considered necessary for good control. (Cerkoney and
Hart)
+Attrition for general treatments can be as high as
80% , . . (Brownell and Foreyt; Stunkard; Wilson and
Brownell). (90)
What is clear is that we are talking about a problem of
tremendous and significant proportions for physicians and
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patients. I agree with Segal's analysis that the physicianpatient relationship becomes a site for resistance. Patients
resist being seen as an experiment or being reduced to a
diseased organ. My own experience in medicine leads me to
believe this motive is one of several, all of which involve
patient reaction to physician discourse.
Often the problem is a lack of understanding between
physician and patient. The Latin and Greek terms, as well as
technical medical jargon, does not effectively reach patients.
I worked as a cardio-pulmonary technician and special
procedures nurse for numerous years. Often I was in the room
when doctors gave the diagnosis or recommended treatment to
patients. With very few exceptions patients would turn to me
after the cardiologist left and ask, "What did he say?" I act
as interpreter for my parents when they visit the physician,
even though they are both native speakers of English. Patients
are intimidated by the rushed atmosphere, the tension, and the
lack of rhetorical skills that accompany their contacts with
doctors. Thus noncompliance is often a result of
misunderstanding or failure to understand exactly what
physicians expect them to do. Because doctors are not educated
in rhetorical awareness, they do not seem to realize their
jargon is not conveying the information the patient needs to
know. Also, because the jargon is technical and presupposes a
very specialized knowledge, the patient is intimidated and
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feels her knowledge is not as valid> Often the patient rightly
assumes that her knowledge will not be listened to by the
physician. As I show in the discursive sample in chapter 5, a
patient from a different culture, of a different race and
gender may not even understand the concept of blood pressure.
That patient conflated blood pressure with life pressures and
thought she could stop her medication if she didn't feel as
much pressure.

Recover Subjugated Knowledge for a Rhetoric of Healing

What would an alternative discursive practice look like?
What would be characteristics of a rhetoric of healing? Such a
rhetoric would be characterized by physicians' awareness of
the rhetorical situation and particularly of the patients'
needs. Being aware of the rhetorical situation is one way to
open up the repression, to allow the patient's voice to
surface.
As rhetoricians, we also know one way to achieve a more
horizontal rhetoric, one way to be able to hear another person
is through identification with that person. Kenneth Burke's
concepts would help medical students learn alternate ways of
communicating with patients because of his extensive work with
the trope of identification. Burke says, "A is not identical
with his colleague, B. But insofar as their interests are
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joined, A is identified with B. Or he may identify himself
with B even when their interests are not joined, if he assumes
that they are, or is persuaded to believe so" {Rhetoric 20).
When doctors talk to patients, their interests should be the
same . . . the return of the patient to a state of health. If
the physician can identify with patients' fears, suffering,
doubts, and misgiving, how much better could they then tal-k to
the patients, reassure them, gain their cooperation in healthy
lifestyle changes, and motivate the patients' own healing
abilities?
Identification does not mean equivalence. Of course the
patient and the doctor are different, have different knowledge
bases, and different contexts for the illness their talk
centers around. Also, Burke acknowledges that there is no such
thing as pure identification. "In pure identification there
would be no strife. Likewise, there would be no strife in
absolute separateness, since opponents can join battle only
through a mediatory ground that makes their communication
possible, ..." {Rhetoric 27). Instead he suggests that when
we "put identification and division ambiguously together, so
that you cannot know for certain just where one ends and the
other begins, and you have the characteristic invitation to
rhetoric" {Rhetoric 27). The rhetorical situation of
doctor/patient discourse is the site where the invitation has
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been ignored. I suggest we ignore it no longer.
Doctors and patients could learn to embrace uncertainty
together. Identification would even the playing field so that
doctors can hear patients, can accept the "invitation to
rhetoric." In a more level arena, both the knowledges of
physician and patient are honored. Identification could enable
a dialogue rather than a monologue, and true communication and
more efficacious healing can take place. The physician would
practice a horizontal dialogue rather than a vertical
monologue and be able to identify with the patient. Using
these strategies, she could anticipate patient needs and
maintain her ethos as a physician. Identification is an
effective attitude in persuading patients that physicians are
hearing their concerns and validating their own knowledge
about their bodies. As rhetoricians we could persuade the
medical establishment that horizontal rhetoric would result in
fewer malpractice suits. Patients are much less likely to sue
doctors with whom they can communicate, and fewer "iatrogenic"
(or doctor-caused) complications will occur with better
communicatory practices between doctors and patients.
Identification and enhanced ethos would also result in less
anger and resistance in following treatment regimens,
reversing abysmal patient compliance statistics.
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A Rhetoric of Healing Decreases Patient Fear

With better conimunication and patient preparation or
education, complications also decrease. I had a chance to
observe this situation for many years in my own experience
within the cardiac catheterization lab. In a cardiac
catheterization laboratory, dye is injected into the coronary
arteries and main chambers of the heart to assess arterial
blockages and dcimage in the heart muscle from heart attacks.
In the lab, we were members of a highly-trained team, and each
member has technical specialties to perform. My equipment
could be set up before the patients' arrival (in those days we
used an enormous machine called the Hewlett Packard 880),
because all the calibrations were done before the patient was
hooked to my machinery. I soon made it my job (few others
wanted it) to prepare the patients for the ex£im by telling
them what they could expect. Often the physician had been in
the night before or that morning to tell them about the exam.
I found that patients still had many questions and fears
that I could take time to answer. I drew pictures, described
the various physical sensations patients would feel with dye
injections, and calmed their fears as well as I could. Often
these patients had just suffered heart attacks or were
experiencing chest pains already and were fearful of the
invasion of dye into already sensitive hearts. I could explain
how our procedure could diagnose exactly where the blockages
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in the arteries were. I learned, too, that some patients want
to know details and others do not. Developing a feel for the
particular needs of the patient is a type of rhetorical
awareness rhetors can teach to doctors. Typically, nurses and
technicians communicate better with patients, although not
always.
We had many emergencies in Tucson in the winter when •
older, retired visitors from other states arrive and increase
our patient load of heart attack sufferers. As a result, our
patient preparation time shrunk, and we often felt like
factory workers as we "processed" one patient, shipped her
out, and then replaced her a few minutes later. Our incident
rate rose; more complications occurred when we rushed and
didn't prepare our patients as well verbally for the
procedure. In such an invasive procedure as ours, we can get a
response called the vagal response, from a large vagus nerve
in the heart region. Such a response can lead to profound
shock. I recorded consistently more vagal responses with
poorly prepared patients than ones who were well-coached prior
to the exam. Because patients must be awake for the procedure,
that is, must be able to cough and maintain contact with us
throughout the exam, they aren't sedated enough to take away
the profound fear that can accompany such a cardiac
catheterization. The vagal response seems to grow out of this
fear. When the patient could voice her fears before the test.
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some of the fear was alleviated, and the numbers of incidents
of shock due to vagal response declined dramatically.
I've seen firsthand the power of language with patients.
Language can be used to intimidate, isolate, and further
inflict pain on an already vulnerable person, or it can be
used to heal, comfort, persuade, and enable identification. We
rhetoricians need to approach medical establishments with
exquisitely honed skills ourselves, knowing when to push for
inclusion and when to pull back. Like sophists, we will need
to attract physicians to our teachings, persuading them that
we will be able to help them solve the problems that poor
communication skills increase. At the same time, we don't want
to become simply handmaidens to medicine, helping them perfect
rhetorical practices that only enhance status-quo biomedicine,
because as rhetoricians we can also help critique the
disciplines and workplaces we study.
Again we need to recover patient voices and transform the
monologue between doctor and patient into a dialogue.
Subjugated patient knowledge needs to be recovered as the
other voice in the dialogue. Though a gap exists now between
the doctor and patient, that gap is a site for a rhetoric of
healing to grow, and rhetoricians are ideally situated to help
recover that knowledge and teach doctors to be more open to
it, rather than repressing and invalidating it because it is
not scientific and certain.
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How the Argument Unfolds

In this introduction I have laid out the major argument:
The way doctors talk to patients impedes healing and needs to
be changed for the good of both patient and physician. I have
introduced the methodology I'm using. I chose the Foucauldian
category of "subjugated knowledge" to understand what and how
knowledge has been repressed. I advocate rhetorical awareness
and Burkean identification as categories helpful to
constructing a new rhetoric of healing, one that does not
repress or subjugate the patient's voice, but includes and
validates it as an essential part of the healing process. I
use the category of "docile bodies" to interrupt the present
discourse in which patients are objectified, given object
rather than subject positions.
In the first chapter, A Tale of Two Patients, I will
illustrate for the reader just why the practice needs to be
improved by using samples from my own patient story as well as
Oliver Sacks' story to provide evidence that poor discursive
practices interrupt and even retard patient recovery. In
Sacks* story the surgeon uses the vertical rhetoric I have
defined in the introduction to shut down Sacks* voice. As a
patient Sacks

desires certain authority on the part of his

surgeon, Swan, that complicates and enriches the concept of
authority, because patients often do want a hierarchical, topdown discourse to assure them in the midst of their own
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crisis.
Using my own story of a different doctor-patient
relationship, I show how inclusion of the patient's voice can
result in more complete healing, solving especially chronic
pain and disability problems that are often unsolvable in
traditional Western biomedicine. The dialogue that my doctor
and I engaged in was the only way I could have healed. We
needed my voice and my constant awareness of my own pain and
weakness to figure out exercises and massage techniques that
would enable me to walk again. Dr. Wiener used my knowledge on
a day-to-day basis to construct his treatment plan.
One way I was open to an alternative way of
doctor/patient talk was a result of learning about another
culture in which medical talk was practiced in a very
different way. The non-Western Senoi culture in Malaya uses
dreams to heal. Reading about them gave me a model for using
my own dreams to analyze myself and stay motivated. Using
their strategies. I avoided a depression that would have
caused me to give up and reject Dr. Wiener's help.
For many patients, though, such an alternative is not
available. The way many doctors currently talk to patients
results in increased suffering, chronic illnesses,
misdiagnoses, complications, depression, and misuse of drugs
and other therapies. Only by deconstructing doctor monologues
that ignore and repress patient knowledge can we move to a
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rhetoric of healing that functions more effectively to hear
and heal patients.
Chapter 2, Whose Story Is it?, focuses on the most recent
attempts to recover the patient voice. Two main approaches
attempt such work; literature and medicine and communication
studies by social scientists. Both of these sorts of studies
recognize that a gap exists between what doctors and patients
say to each other. Literature and medicine scholarship,
represented by Brody, Hunter, and Kleinman, suggests narrative
as the way to fill the gap. They recognize the importance of
patients' stories, but then advocate that doctors could better
talk to these patients by reading literature and/or learning
literary theory.
I argue that introducing rhetorical theory along with
literature and literary theory would change doctor/patient
discourse more effectively. The genre of literature and
medicine has made many inroads in medical education and sets a
good model for rhetoric's path in medical schools. Hunter's
critique of "certainty" supports my move toward rhetoric and
probability as appropriate for the art of medicine. Kleinman
moves beyond Hunter to recognize some rhetorical strategies.
Doctors' talk with patients is also studied by social
scientists. These communications studies address problems in
the discourse by analyzing the minutiae of the conversations
they record. While this material is beneficial if used and
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interpreted properly within the context of a rhetorical
awareness, most of the findings call for more studies and
justify particular research practices rather than move us
toward solutions to the problem of subjugated patient
knowledge. A major drawback of quantitative communication
studies is using scientific methodology to critique the
scientific discourse of doctors, which needs to be descienced. Social scientists recognize the problems within the
methodologies themselves and call for a new theory to include
both quantitative and qualitative studies. I argue that this
theory already exists: rhetorical theory. An awareness of
basic rhetoric and the ability to analyze rhetorical
situations would change the discourse.
Chapter 3, Defying and Deifying the Doctor, will examine
the history that contributed to the way doctors presently talk
to patients. Although history of medicine texts abound, few
writers have examined the particular discourse between doctor
and patient in history. Because we do not have the actual
words spoken between them in the past, we have to rely on
certain key medieval European texts and early American texts.
If we follow the certainty/uncertainty issue and the authority
issue through such texts, we can see how religion usurped
authority by using people's fear of uncertainty to control and
subjugate them. The ties between religion and illness are
important sites to examine because of their close linkage in
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history, specifically the centripetal movement of medicine
after the French Revolution to center patient care in
hospitals and the combined practice of medicine and preaching
in the American colonies. Patients' need for certainty, as we
saw in Sacks in Chapter 1, provides the entry way for such
authority to take over and create monologues instead of
dialogues with the concurrence of the very
patients/parishioners who are subjugated and repressed.
Using Foucault's work on the close alliances of "modern"
medicine's beginnings with the medieval church and my own
research into the early beginnings of American medicine, I
will show how these historical alliances between religion and
medicine contributed to a hierarchical, top-down rhetoric
between doctor and patient that continues to centralize
authority and repress uncertainty even today. These alliances
created a faith in certainty, first through religious belief,
and then through belief in science. This blind faith in
science needs to be critiqued rather than accepted
unquestioningly.
Any good rhetorical analysis will include an examination
of "what is at stake," who benefits from the status quo and
what types of power are being reproduced to maintain the
status quo. In chapter 4, Patient as Object, I examine who
currently benefits from the way doctors now talk to patients.
It isn't the patient. The analysis will reveal that the
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doctors and institutions themselves benefit because the topdown monologue fits into both factory and military models
within the clinique. Using Foucault's category of "docile
bodies" helps us understand that this configuration of the
patient permits the vertical rhetoric between patients and
doctors to continue.
The military in medieval times created "docile bodies" to
"organize" warfare. Viewing medical discourse against this
history helps us see that in industrial societies, disease is
also "organized." Because disease can cause epidemics, loss of
productivity, loss of profits, industrial nations sought to
control it by using a centralized authority to suppress this
"uncertainty." Both military models and factory models,
because they are centralized and monologic, became useful,
especially as religion lost its power to science as the
dominant paradigm that governs certainty.
Using a personal story, I illustrate how the factory
model works in doctor/patient talk and how the militaristic,
hierarchical model of health care keeps the patient's "docile
body" from talking back. When the rhetorical situation is
structured in a factory model where the patient's body is the
commodity, the patient is not expected, or encouraged, or even
permitted to talk back. Thus dialogue cannot take place in
such circumstances. The scene of the speech act must also be
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restructured to permit a dialogic rhetoric of healing.
In Chapter 5, A Rhetorical Pedagogy for Medical
Education, the emphasis is no longer theoretical or historical
but pedagogic: How can we change present medical education to
begin to recover the repressed voice of the patient, to enable
the patient to talk back and still maintain a respect for the
doctor's "limited" authority? How can we begin to institute a
rhetoric of healing? I foreground here syllabi and the
argument for rhetoric courses for first-year medical students.
I have constructed a two-semester course that teaches medical
students to develop a rhetorical awareness. First I situate
the course within the hectic and stressful life of the medical
student, using Perri Klass' thick description of life in
medical school. Then I show how science and medicine have
acted to suppress the humanities. I make my case with medical
students within the classroom by introducing them to concrete
cases of doctor/patient discourse that they learn to analyze
and rewrite. They also do ethnographies of live patients and
personal writing recording their reactions to various
rhetorical situations. I encourage their "docile bodies" as
medical students to talk back. I frame the analysis in both
narrowing and widening circles. The recovery of subjugated
knowledge includes their own voices as students in addition to
patient voices. Here the argument for the usefulness of
rhetoricians as the teachers/instructors for these courses
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would be advanced. Only someone with a rhetorical awareness
could do the difficult job necessary to deconstruct present
discourse and reconstruct a way of talking to patients that
promotes healing, placing that dialogic move within a larger
framework as well.
Chapter 6, Toward a Rhetoric of Healing, begins with an
exploration of the physical and chemical connection between
emotions and healing. An examination of the work of several
neuroscientists and neuropsychologists reveals how important
the physician/patient interaction is for optimum healing. The
focus again widens the circle, looking at how the subjugation
of the patient's voice takes place in a wider subjugation of
the voice of the "Other" in our civilization. By not hearing
the voice of other, non-Western cultures, our models of
patient and doctor relationship are limited to ones that
prohibit dialogue and thus healing. An examination of other
cultures reveals that they do not isolate and control the
patient, keep them from their community and family, and center
all authority in the doctor. Other models are indeed possible.
Some models can be inferred from Kleinman's works, as well as
works by those feminists who have written on body politics.
Other cultures which have been less influenced by science also
provide better models of healing rhetoric for us. Some of
those include Native American, Hispanic American and African
American practices. Also

other practices are advocated by
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Andrew Weil, me, and others who have used them with patients,
friends, and family during health care crises.

Conclusion

In this work I will examine the subjugated knowledge of
the patient and advocate for that patient to come to voice in
the clinxque. Without that voice, this society will continue
to lead the world in malpractice suits, doctor-caused
illnesses, infant mortality, and diseases that could be
prevented by healthier lifestyles. But to come to voice
requires two people, one to speak and one to listen. Doctors
haven't been listening, and one way to get them to listen is
to put rhetoricians in medical schools to teach rhetorical
awareness. The rhetoricians, then, must live salamander-like
in both water and land: be as at home in the clinical practice
of medicine as they are in communication situations. Like
chameleons, we will have to blend in to medical schools, while
keeping ourselves on the critical edge of the discipline of
rhetoric. We will have to be able to speak and be heard in
medical schools, in hospitals, in clinics, in doctor's
offices.
Rhetoric has long been subordinate to systematic
philosophy because of Plato's arguments. He used medical
images frequently because it was central to his notion of
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rhetoric's subordination. In the Gorgias, for example, Plato
compares rhetoric to cookery and characterizes it as a form of
flattery. He then argues that cookery "assumes the form of
medicine, and pretends to know what foods are best for the
body; so that if a cook and a doctor had to contend before
these boys, as to which of the two . . . understands the
question of sound and noxious foods, the doctor would starve
to death" (72). Medicine and rhetoric have long been divided.
It is time to reunite them.
The opportunity for such a juncture is at hand. At this
point we see both an opening up of the discipline of medicine
and a closing off. Medical schools are threatened, as is all
of Western biomedicine, by Health Maintenance Organizations.
In short, they fear the subjugation we as part of the
humanities discipline and as patients have felt. However, they
are much more

vocal and powerful and have more resources to

fight a take-over by American business interests. But because
this moment in time represents a Foucauldian rupture, a time
of maximum uncertainty, we as rhetoricians are equal to the
task. Rhetoricians live in the midst of probability and
uncertainty; we can come to the aid of physicians and at the
same time teach them to listen to their patients. If they are
successful in recovering the voices of their patients, the
patients will heal better and attack them less. As allies, we
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can then work against the further commodification of medicine
together.
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Notes

^

Michel Foucault uses the term clinique to refer both to

clinical medicine (or the medicine in which doctors and
patients come into contact) and the clinic (physical site of
such contact). In this work I will use the term in the same
way to express both meanings.

I will discuss this method thoroughly in chapter 2.

3

Gerald Graff writes in "Determinacy/Indeterminacy" that

"language attempts to build up positions of authority which
language itself calls into question" (170). Like me he sees
language as socially constructed and suggests we "read against
the grain" in order to question the authority that has been
constructed within a particular discourse (171). This "reading
against the grain" resembles the "interpretive method of
psychoanalysis, which proceeds by going beyond the surface . .
. to the repressed content ..." (171). Thus our efforts to
read against the grain of present doctor/patient discourse
become a recovery of those elements that have been repressed
to construct the authority we now question.

^

Foucault develops his theory of "docile bodies" in

Discipline and Punish. A thorough definition and discussion of
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its formation can be found in chapter 4 under the heading
"'Docile Body's* Military Origins."

^

The term Western biomediclne is used throughout this work.

The term itself was coined by social scientists to reflect the
emphasis on science in medicine that coincided with the
Industrial Revolution. Hans Baer also points out that
"biomedicine . . . exhibits a 'primary focus on human biology,
or more accurately, on physiology, even pathophysiology' and
thus tends to divert attention from the social origins of
illness" (1105).
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CHAPTER ONE
A Tale of Two Patients

Doctors Talking to Patients: It Isn't Just Their Handwriting

In this chapter we will examine two patient stories: in
one, the patient is not listened to; his knowledge is
repressed in very dramatic, obvious ways; in the other, the
patient's knowledge is not only solicited, but included very
actively in the treatment of her chronic pain and disability.
In the first story, we hear Oliver Sacks, a professor of
clinical neurology at Albert Einstein College of Medicine, who
writes compellingly about his own experience as a patient in A
Leg to Stand On. After a surprise encounter with a bull on a
mountain hike in Norway, Sacks raced down the rocky,
treacherous path, slipped and fell, injuring his left leg.
Initially he was rescued and treated in Norway, then
transferred to a hospital in London for surgery to reattach
the torn left quadriceps muscle to the patella or knee joint.
The orthopedic surgery was successful, but Sacks awoke to
find that not only couldn't he move his left leg, but also he
experienced a void where the leg should have been. When he
touched his own leg, he discovered "I touched nothing at all.
The flesh beneath my fingers

no longer seemed like flesh. It
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no longer seemed like material or matter. It no longer
resembled anything" (52). Sacks said the more he looked at it,
"handled it, the less it was there, the more it became
Nothing--and Nowhere .... I had lost something--that was
clear. I seemed to have lost my leg-- . . . " (52).
For Sacks the normal neural communication between limb
and brain was gone. In medical terras, this phenomenon is
called scotoma. Neurologically or neuropsychologically, Sacks
had lost the "representation" or image of the left leg.

He

suffered the loss on two levels, one as actual paralysis or
loss of feeling in the leg itself and on the other he
experienced a "sympathetic" defect, or loss of a corresponding
perception of that leg in his brain. For Sacks a wide gap had
opened up between what he perceived as reality (his leg was
not there) and what he and others observed, that the leg was
indeed there after surgery.
Further in this chapter we will hear how a large gap also
opened up in the communication between Sacks and his surgeon.

Patients Demand Contradictory Notions of Authority

After Sacks became aware of his strange symptoms, he
eagerly awaited the visit from his surgeon during grand
rounds: "I was so excited by the prospect [of seeing the
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surgeon] that I ate my huge breakfast in a state of
abstraction . .

{A Leg 78). Sacks' nurse tidied up his

messy bed, strewn with books, pens, and papers in preparation
of the visit, scolding him in the meantime for his "mess"
(78).

Sacks thought
What I could not do for myself in a hundred years,
precisely because I was entangled in my own
patienthood and could not stand outside it, what
seemed to me insuperably difficult, he could cut
across at a single stroke, with the scalpel of
detachment, insight and authority. He did not have
to explain; he had only to act. I did not require
an actuarial statement, such as *We see this
syndrome in 60 per cent of all cases. It has been
variously attributed to x, y, and z. The recovery
rate is variously estimated at such-and-such,
depending on this-and-that, and other
imponderables.' I required only the voice, the
simplicity, the conviction, of authority: 'Yes, I
understand. It happens. Don't fret. Do this!
Believe me! You will soon be well.' Or words to
that effect -- words utterly direct and
transparent, words without a hint of prevarication
or indirection. (69-70)
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In the passage we hear Sacks recognizing his own state as a
patient. When he speaks of being "entangled" in his own
"patienthood," he is recognizing that he cannot be detached
from his present condition. His "patienthood" entangles him,
holds him down, constrains him in ways that make it difficult
for him to be "detached," "insight[ful]," and
"authorit[ative]," all qualities Sacks feels are necessary, for
him to get an-"entangled." Sacks, instead, looks to the
surgeon to be all of these things: "detached," "insight"[ful],
and be the "authority" figure outside of his present panic.
Because Sacks feels entangled, he is in affect paralyzed by
his own fear, not to mention his physical paralysis. He sees
Swan as being able to cut through and free him as evidenced in
his use of the metaphor, the "scalpel of detachment."

Because

Sacks seeks the "detachment" of the surgeon, he assumes here
that surgeons or doctors are in fact not entangled in their
patients, but free of the emotional bonds that entangle Sacks.
Note that Sacks also does not require an explanation.
Most doctors and communication experts assume that patients
only require more detailed explanations of their injuries,
diseases, and subsequent treatments. Sacks does not ask for
that here, nor does he "require" actuarial tables or other
statistics about his particular anomaly. What Sacks requires
is something much more complicated than simple explanations
and statistics.
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Sacks assumes that the doctor, because he is not
entangled in patienthood as he is, has the authority to "act."
Thus he constructs the surgeon as the actor and the authority,
and himself as the passive recipient. This construction would
assume that Sacks does not or cannot act, but that only the
surgeon or doctor can act.
Again Sacks uses the word authority further down in the
passage, asking for the "voice, the simplicity, the conviction
of authority," wanting to defer his own responsibility to the
voice of the doctor. Sacks seems to want to be dependent on
someone outside his immediate context of uncertainty. Because
Sacks cannot act on his own behalf, he no longer feels in
charge, thus the conviction of his own authority is shaken.
But the doctor as authority figure will be able to supply the
conviction he needs, thus again Sacks is the passive recipient
of the doctor's voice of authority and conviction.
Toward the end of the passage, however. Sacks contradicts
himself. In addition to wanting a detached authority figure to
act and use his voice and his conviction. Sacks also asks for
that authority to say, "Yes, I understand. It happens. Don't
fret. Do this! Believe me! You will be well." Instead of
asking for just an authority figure and the vertical rhetoric
constructed from the doctor in the topmost authority position
to the patient as passive recipient, suddenly Sacks is asking
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for something else as well: "understand[ing]." Understanding
is not necessarily part of an authoritative or vertical
rhetoric, but more closely aligned with identification and a
horizontal rhetoric or rhetoric of healing as defined in the
introduction. Sacks wants Swan to understand him, get inside
his skin, and be able to feel what he is feeling. But wouldn't
that nullify the "scalpel of detachment"? How can an authority
figure both be detached and understanding? Perhaps the
understanding Swan seeks is not total identification, but a
limited one, one that can straddle the border between being
both able to identify with how the patient feels and to stand
outside that patient's pain and fear. How can Swan play this
complicated role to a patient. Sacks, who wants both an
authority figure, someone who stands outside his panic, and
someone to understand and offer reassurance: "You will soon be
well"?
When Sacks asks for Swan to say, "It happens," he is
looking again for reassurance, but a different type of
authority still from the ones previously constructed as first
detached, then identifying. He wants the authority of the
surgeon that has seen many cases like this and can say that
often after such surgeries, such phenomena as the one Sacks is
experiencing "happens." Sacks also requires the experiential
authority of Swan.
The further pronouncements Sacks would like to hear: "Do
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this! Believe me!" sound priestlike and almost biblical,
returning us again to the ultimate authority, an authority
that tells us what to do, how to act, how to free ourselves
from entanglement, and to believe in the doctor as the source
of conviction.
The last words of the passage are equally problematic and
contradictory. After calling for "understand[ing]," Sacks -says
he wants words "utterly direct and transparent, words without
a hint of prevarication or indirection" (69-70). These words
are not rhetorical because they ask for transparency. The
rhetoric of understanding Sacks seems to need is not
transparent, but laden with the very strategies Sacks says he
needs to disentangle himself. The reassurance he seeks
indicates a negotiation between the surgeon and himself, not a
transparent language without indirection, but a complicated,
horizontal, back and forth dialogue, one that reassures,
disentangles, and understands. Sacks seems to want it not only
both ways, but all ways.
Sacks clearly was in a situation of maximum uncertainty:
he was experiencing a very large gap between his past
experience and the new situation of being a patient. He
desires for Swan to utter the words that will take him from
uncertainty to certainty, but such a desire could be
unreasonable. Perhaps Swan will not be able to reassure Sacks
because the experience is unusual. Perhaps he has not ever
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seen such a postoperative phenomenon before.
Because I am exploring the concept of what type of
rhetoric is necessary for healing and argue that horizontal
rhetoric is better than vertical rhetoric, I must complicate
the notion that only the doctor wants to distance himself or
herself from patients. In fact, patients often want or think
that they want a vertical rhetoric as well, just as the one
Sacks asks for from Swan, one that can be spoken by a person
in authority outside of one's patienthood. Therefore in this
work, it is incumbent upon us to keep in mind that much of the
present structure of the relationship between doctors and
patients resides as much in patient expectation as it does in
physician response, and doctors often genuinely feel they are
in fact responding to patient need. Because this particular
top-down monologue on the part of doctors when speaking to
patients is centuries old, patients often do not seek or even
think a dialogue would be possible. A dialogue is especially
difficult to imagine when we are in a position of
vulnerability. Yet even Sacks, in the midst of his desire for
an authoritative voice, also wanted understanding. Sacks, like
many patients in the midst of vulnerability, wants to opt out
of the responsibility for his own healing. Patients often ask
doctors to assume complete answerability for treatments and
hoped-for cures.
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Patients' Expectations of Physician Response

One way a patient does try to take a part in the way
medical treatment is presently constructed, is by creating a
story or expectation of the doctors' words. The patient is
also attempting to heal by providing usually a curative
scenario for herself in which the doctor still plays a key
role. We must keep in mind, however, that this "dialogue" is
silent and usually takes place only in the patient's mind. The
patient typically does not get the opportunity to come to
voice. Also, patients long to make sense of their illnesses,
fit them into the wider contexts of their lives.
This need to construct a story of one's illness or hear
certain words from one's physician is well-documented by
Howard Brody in "'My Story is Broken; Can You Help Me Fix It?'
Medical Ethics and the Joint Construction of Narrative." Brody
verifies this need in the patient to construct a story to
explain her illness in order to move on to recovery and
healing: "Symbolic meaning is closely tied to the meaning of
illness experience for the patient, which in turn is tied
closely to the story the patient tells in an effort to make
sense of the illness" (My Story 83-84). "Making sense of the
illness" for most patients is a highly-charged activity
complicated by many historical, cultural, personal, and
gendered layers. Because we are especially vulnerable to the
meaning of illness in this culture, the patient often has to
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situate her own illness within many different contexts, such
as family, race, gender, age, environment, etc.

Sacks, here,

though, seems to be more in need of the outside authority to
comfort him. He doesn't "require an actuarial statement" (the
facts and figures of scotoma), but he does require someone to
stand outside of his present panic and give him words of
encouragement and conviction. Sacks also needs the authority
of the doctor, someone who will override his own expertise in
the situation, someone he can defer responsibility to. While
the surgeon can take on the responsibility and did (as we will
soon see). Swan's speech act invalidated the type of authority
helpful to Sacks's healing, because he was authoritarian. In
fact no one meaning of "authority" exists. Rather a range of
different types of authority exists, from the most brutal,
totalitarian, silencing type to the ideal authority (ethos)
sought in any rhetorical situation, where credible and
nurturing authority is built on a real respect for and
interaction with the patient. The authority Sacks seems to
require here, because he is "entangled in his own patienthood"
seems to be one that defers his own responsibility. He seeks
one that would tell him "I am the expert; you can relax now
and place all your trust in me."
Rhetorical theory might describe what Sacks needed to
hear from Swan as long on ethical appeal. As Edward P. J.
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Corbett suggests "But although the ethical appeal must be
maintained by the discourse as a whole, there may be places in
the discourse where the author will make a special overt
attempt to establish his credit with his audience or to
ingratiate himself with his audience" (95). In Sacks*
construction of a scenario, he created a place, a gap, a
fertile soil for rhetoric rich in ethical appeal for the
surgeon. Swan to speak, to fill, to plant. After constructing
his narrative of how the surgeon would solve his problem.
Sacks rested more peacefully. This experience is typical of
patients who anticipate feedback from the surgeon that fits
their expectations. If the patient anticipates this response,
that in itself can be conducive to better rest, thus quicker
recovery, and healing after surgery, uncomplicated by
increased anxiety and fear. Physiologically we know that
anxiety, fear and sleep deprivation hinder the body's response
to the physical stress of injury and disease.

Swan, the Surgeon, Silences Sacks, the Patient

When Sacks sustained his leg injury, he crossed the
invisible boundary from physician to patient and entered a new
world, a new discourse community. In the following we note
that Sacks' becoming a patient, even though he was a worldfamous neurologist, placed him in a new rhetorical situation
in which his knowledge was suddenly "disqualified." His
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"entanglement in patienthood" went beyond his own conception
of himself. The entanglement was cultural as well, and his new
position disqualified his words, even as he spoke them.
The nurse had left the door to the ward open, and Sacks
heard the morning bustle of patients being put in order by the
nursing staff. "Suddenly the bustle and clatter seemed to
cease," and a stillness took its place. Swan entered with his
retinue of "Juniors" and Sacks was ready for both the
"reassurance" he thought Swan would provide and a collegial
exchange.
When Swan appeared on grand rounds, he elicited from
Nurse Sulu all Sacks's vital statistics: no fever, catheter
out, taking fluids, etc. He then gave Sacks a brief moment of
his own to speak:
'Well, Sacks,' he said. 'How does the leg
seem today?'
'It seems fine. Sir,' I replied, 'surgically
speaking.'
'What do you mean--"surgically speaking"?' he
said.
'Well, umm--' I looked at Sister, but her
face was stony. 'There's not much pain , and --er-there's no swelling of the foot.'
'Splendid,' he said, obviously relieved. 'No
problems then, I take it?'

'Well, just one.' Swan looked severe, and I
started to stammer. 'It's . . . it's ... I don't
seem to be able to contract the quadriceps . . .
and, er . . . the muscle doesn't seem to have any
tone. And . . . and ... I have difficulty locating
the position of the leg.' I had a feeling that Swan
looked frightened for a moment, but it was so
momentary, so fugitive, that I could not be sure.
'Nonsense, Sacks,' he said sharply and
decisively. 'There's nothing the matter. Nothing
at all. Nothing to be worried about. Nothing at
all!'
'But . . . '
He held up his hand like a policeman halting
traffic. 'You're completely mistaken,' he said
with finality. 'There's nothing wrong with the
leg. You understand that, don't you?' With a
brusque and, it seemed to me, irritable movement,
he made for the door, his Juniors parting
deferentially before him. (80-81)
Swan obviously did not even hear Sacks, or hearing him,
dismissed the information. He did not ascertain what his
expectations were and how he could best relieve his patient's
anxiety.
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How did this exchange match or not match the scene Sacks
imagined? He wanted him to say, "Yes, I understand. It
happens." Instead the information Sacks gave him was not
understood, but denied: "There's nothing the matter . . . .
You're completely mistaken." Swan denies Sacks's input; it's
rendered invisible, "disqualified," subjugated with a forceful
tone of voice. Instead of feeling relieved like he should have
been made to feel by his surgeon, he was left in limbo.
But is this example of a doctor talking to his patient in
England also typical to doctors talking to patients in
America? Yes. In this country at the present time we have a
very monologic voice within health care; Judy Segal argues:
"because it . . . operate[s] in a somewhat closed and
reciprocal system, the discipline of Western medicine is,
overall, conservative, resistant to change" (Segal, Writing
85). When Sacks constructed what he wanted to hear in the
earlier quote, he seemed to want an authority figure, one who
could override his own panic. But he also wanted someone who
would at least listen to him, and he also wanted reassurance.
The hierarchical, monologic discourse shuts down any
possibility of the patient being heard and does not create the
ethical appeal of an authority figure of "high moral
character, and benevolence," but a repressive totalitarian one
(Corbett 93). We might think that the fact Sacks is also a
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physician might interrupt such a repressive pattern, such a
rigid hierarchy. One would think the usual condition of
asymmetry would be balanced out. But instead "patients who are
. . . physicians do not behave much differently from other
patients (Cockerham). Overall, the biomedical model is so
powerful that the inequality between sick person and physician
overrides other equalities; the model reasserts itself in the
face of challenges to its structure (Segal, "Patient" 95).
Swan effectively shut down his patient's voice, his patient's
knowledge of what was happening within his own body. The hand
gesture, reminiscent of that of a policeman, is an apt
metaphor for the closing down of what should have been an
exchange of information rather than a one-sided monologue.
What could Swan have done to turn his speech act into one
enabling a rhetoric of healing, one based on "benevolence" and
identification? He could have taken Sacks' description of his
leg seriously, listened to him, and reassured him. He could
have taught his attendants how good patient/doctor
communication is effected. Instead we have a shut-down of
communication, a serious gap between the expected response in
the second blocked quote and the actual one in the third.
Because information about his own body had been denied a
hearing from his surgeon. Sacks' knowledge had been
subjugated. Because Sacks had crossed the invisible boundary
(a boundary made more visible because of his literal position
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in a bed and in a hospital gown) between patient and doctor,
his "knowledge" had changed in his surgeon's mind. Instead of
Swan regarding Sacks as an expert (he is after all a worldfamous neurologist), suddenly his knowledge about his own body
was being repressed, disallowed. Remember the firm, up-lifted,
policeman-like gesture of Swan's hand. As I mentioned in the
introduction, knowledge, according to Foucault, has to be
"disqualified" in order to keep the hierarchical arrangement
between doctor and patient intact. What could have been more
disqualifying than Swan's response to Sacks' input?
If we continue to work these particular definitions of
subjugated knowledge through our discursive example, we find
that both the historical and the local knowledges have been
lost. The hospital institution personified by the surgeon.
Swan, was not aware of either the historic forces that have
shaped his emergence on the scene nor the role he played in
silencing Sacks. Swan shut out all but what he wanted to hear:
the surgical intervention had been a success with no signs of
infection or complications in the surgical site. But like the
old j'oke, "The operation was a success, but the patient died,"
this narrow application of success did nothing for patients
experiencing further problems, such as Sacks.
Now that we have diagnosed the problem, a gap between
doctor and patient, a gap in which Sacks's input is not
represented, even as his leg is not "represented" in his

58

brain, we must also discover the causes of such asymmetry and
monologic response. First let's situate this exchange between
Sacks and Swan in the hospital room and particularly in the
context of "Grand Rounds."

Grand Rounds Not Conducive to Dialogue

In order for a dialogue to take place in which a patient
is heard and his knowledge considered valid, the context also
has to be conducive to it. Sacks' surgeon visited him in grand
rounds. Let's examine this rhetorical situation first by
examining its history. Grand rounds are an ancient form of
teaching that started in the teaching hospitals in Europe in
the late 1700s in which the doctor moves from patient room to
patient room with an admiring entourage of residents and
interns waiting with bated breaths for the doctor to describe
the patient's condition. The patient is objectified in this
scene, talked about in Latin and Greek medicalese, treated
much as a painting in a museum. Of course exceptions are
possible, in which doctors using good rhetorical skills
include the patient in their conversations. Usually, however,
the doctor whisks in and out of the room with great speed and,
like Swan, does not take time to respond to patient input at
any length.
Much of the architecture in place for various rituals as
grand rounds grew out of the hospitals established in France
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after the French Revolution, which Foucault thoroughly
researched. During the particularly bloody revolution, six
hundred physicians were killed (over 90% of the physicians in
France), and few were left to practice medicine after the
bloodshed stopped. Medicine before the revolution was
practiced centrifugally: local midwives, barbers, the
university-educated doctors, folkcurists, and herbalists all
competed for patients. In other words, medicine was not
centered in hospitals or clinics or in the hands of just one
particular profession. It was not as characterized by vertical
rhetoric nor did doctors maintain such high status in the
hierarchy of the society. Medicine was still considered an
art, not a science as it is today, nor was it a discipline
whose knowledge subjugated the local knowledges of the people
it served. Loose guild arrangements of barbers and physicians
fought over who could do what to whom. Very little legislation
regulated medical practices, because it wasn't yet organized
or seen as a practice that required any state interference in
the form of prescriptions and proscriptions.
Although hospitals existed prior to this time, they were
similar to almshouses or cloisters, which served more as
repositories for the poor rather than the physically ill.
Prior to the clinique, actual medical practice was still done
usually in the home. The aristocracy was able to afford the
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"better" university-trained doctors, while a range of
practitioners treated the others. Even though the revolution
sought to decentralize government or monarchical power,
because revolutionary writers envisioned a centralized,
national health care system, after the revolution, medicine
was more centripetal.

The health care system they planned

would centralize and concentrate medical practice not only
under certain legislative and administrative controls, but
also within certain architecture: the clinlque or hospital.
The initiates would have three years to learn medicine at the
bedsides of their patients (Foucault, Birth 30-33).
This centripetal movement, like many movements in
history, was both recursive and forward reaching. As it
reached toward some new way of practicing medicine, it also
reached back to an old form of centralization, that of the
medieval institution of the church. In attempting to cope with
the exigencies of not having enough doctors or equal health
care access for all classes, the revolutionaries reinstituted
a form that resulted in subjugation, not validation of local
knowledges. Thus, in the late 1790s, medicine in France harked
back to its ecclesiastic predecessor. This line of analysis
will be particularly useful to us as we approach the twentyfirst century in the U.S. We can apply the analogy almost
across the board to Western biomedicine. Western medicine
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became and continues to this day much the same as it was
reformed in the 18th century France; in spite of enormous
technological changes, the way doctors talk to patients today
was instituted in the construction of the clinique in the
1790s.
The language of medicine mimics its ecclesiastic
predecessor. Most medical terms are in Greek and Latin,
inaccessible to the layperson. The term "scotoma," mentioned
above in the Sacks' story, comes from the Greek and its root
skotos means darkness. In Sacks* case, the term is applied to
the gap that exists between the brain and the limb, a void
that we could assume is a "darkened" area. Such terms are
learned by the inititiates, those who are rigorously screened
and carefully admitted to the brotherhood [sic] of medicine.
Much as in the Middle Ages, even when masses were said in
Latin, few of those in the congregation knew what the terms
meant, unlike the clergy who were conversant in both Latin and
Greek. These terms act rhetorically to exclude and separate
the doctor from the patient. As in churches, physicians dress
differently from patients, again separating and dividing into
groups the initiated from the laypersons. Special rituals are
done in special ways, using instruments and other
accoutrements not found in the home. The order also protects
its members, shielding each other from criticism, carefully
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guarding the boundaries. I will explore this theme in more
depth in a later chapter.

Surgeon's Rhetoric Stresses Patient

In Sacks' book the next chapter after the particular visit
from Swan in which Sacks's words are "disqualified" is titled
"Limbo." It is fitting also that he began this chapter with a
quote from Job about the darkness into which he has been cast.
Just as Sacks's literal scotoma had cast his leg into the
darkness, his surgeon's visit also left him in darkness and
"without a leg to stand on." Like many patients with chronic
illnesses or with injuries very slow to heal. Sacks must
survive in limbo. "The scotoma, and its . , . frightful, empty
images of

nothingness . . . surged, and overwhelmed me. . .

. As a oulwark against this--I had hoped, and supposed--would
come the genial understanding and support of my doctor. . . .
But, instead, he did the reverse (84 emphasis added). Sacks
further characterizes the effect of Swan's visit. "By saying
nothing, saying 'Nothing,' he took away a foothold, I so
desperately needed. Now, doubly, I had no leg to stand on;
unsupported, doubly, I entered nothingness and limbo. The word
'hell* supposedly is cognate with 'hole'--and the hole of a
scotoma is indeed a sort of hell: . . ."(84). Although earlier
in this chapter we saw Sacks constructing the way Swan would
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talk to him as an authoritative response outside of his
vulnerability and need as a patient, we learn here that more
important to him was "the genial understanding and support of
my doctor" (84). In short, he needed the rhetoric of healing
defined in the introduction as: horizontal or relatively
symmetrical rhetoric, dialogue, one that empowers and
identifies with patients and is well aware of their needs and
the appropriateness of the match between discourse and needs.
Because Swan's response disempowered Sacks, he feels he is
cast into the darkness. Swan did not identify with him, but
almost forcefully put barriers (his raised hand) between Sacks
and himself.
The depressed Sacks is moved out of the ward first to a
larger ward, then to a rehabilitation center or convalescent
home. He was fitted with a cast so he could walk on a leg that
was "not there." At the convalescent home, he met another
patient, Jimmy: "a little grizzled man, a diabetic, who had
just had an amputation and was much plagued, he confessed, by
vivid phantoms"(140). Jimmy keeps feeling his leg is there,
even though it no longer is attached. He and Sacks make quite
a pair, and Jimmy announces, "Doc here's got a leg, but no
feeling in the leg--and I've got the feeling, but no leg to go
with it! . . .we could make one good leg between us. I'll
donate the feeling and you give the leg" (141).
In Jimmy we have corroboration of Foucault's notion of
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valuable, local knowledge. He finds in Sacks' own medical
problem a solution for amputees plagued by "ghost pains." He
suggests that the limb should first be anesthetized before it
is severed from the body. The brain then would have the
experience of not feeling it before it disappears and the
brain, sleeping under general anesthesia, would have received
the input prior to surgery that the limb was gone. This idea
strikes Sacks as not only sound and clear but even "brilliant"
(141). Sacks generalizes his experience with Jimmy: "What I
found with him I found with them all. They were

all much

wiser than the doctors who treated them. There is among
doctors ... a presumption of stupidity, in their patients.
And no one is stupid, except the fools who take them as
stupid" (141). While among the patients of convalescent home.
Sacks "gain[ed] a greater respect for thera--for their
elemental human wisdom, and the special 'wisdom of the heart'"
(141).
After his own experience in which his own knowledge was
subjugated. Sacks started to value the knowledge of patients.
He recovered the repressed, subjugated knowledge that he had
also undoubtedly ignored as a physician.
Also Sacks made a distinction between what happens in a
chronic hospital, as opposed to an acute care facility. A
doctor working in the acute hospital often has a different
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rhetorical situation. Such a doctor would wisely protest that
dialogue is not useful in crisis situations or in situations
when the patient is in shock, hysterical, or comatose. She
would tell us that an x-ray is vastly more accurate than a
patient in the emergency room after a car accident who
reports, "It hurts right here. Doc." As we explore how doctors
talk to patients, we have to acknowledge that many different
rhetorical situations do occur in clinical settings, demanding
different responses. But a rhetorical awareness would enable
the doctor to more easily make those distinctions and save the
emergency room brusqueness for only the appropriate
situations, rather than adopting it in the majority of medical
rhetorical situations.
After six weeks. Sacks regained his leg and with it a
much different view of the neurology he practiced. "I felt
that a profound crisis had occurred in my life, and that from
now on I would be profoundly and permanently transformed"
(156). He called for a very different neurology, one that
sounded as if it mirrored both the deconstruct ion of literary
theorists and the social construction theories popular with
some compositionists. He suggested, "Classical neurology was
essentially static: its model was a model of fixed centers and
functions. Neuropsychology, on the other hand, is essentially
dynamic: it sees countless systems in continual interaction
and interplay" (175). Many surgeons, like Swan, are stuck in a
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static, fixed system of medicine based on classical models.
What Sacks advocates then, is a way of breaking out of those
fixed models. Rhetorical awareness and rhetorical analysis
would be helpful in this movement toward opening up the
discipline. With a movement toward understanding a branch of
medicine as more interactive and less static, we also see the
potential for dialogue and a more symmetrical discourse
between the doctor and the patient. At present the talk
between these two reflects the static and fixed nature of that
branch and other branches of Western biomedicine.

I would

echo Sacks' call and expand it. We need a decentralized,
interactive model of medical discourse, one which takes into
account patients' subjugated knowledges, initiates a more
horizontal rhetoric, and takes into account the rhetorical
situation in which the doctor finds him or herself. We need a
rhetoric of healing.
Before we proceed, let's retrace the steps that brought
Sacks to this point in his thinking. The watershed experience
for Sacks occurred when he became a patient. Because of his
injury, he was forced to identify with patients rather than
doctors. He spoke eloquently above about being "entangled in
his own patienthood." His identification was complete, but
obviously we cannot ask every doctor to go through this
experience in order to learn to identify with patients. But
what we can do is teach identification to some extent, the
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identification I advocated as part of the rhetoric of healing
defined in the introduction. Like Charles Anderson, I would
use Burke in the classroom to work on this part of rhetorical
awareness necessary in a doctor/patient dialogue. With
identification, the doctor is more apt to hear the patient.

Doctor/Patient Dialogue Enables Healing

The irony of choosing a doctor who becomes a patient,
whose experiences are listened to, and whose books are
bestsellers does not escape me. Sacks' status as physician
gives him more avenues to publish his experiences as a
patient, while most patients suffer and reflect without
benefit of voice. But I chose Sacks because besides sharing
his notion of deconstructing a particular branch of medicine,
we both suffered problems with our left legs and want to write
about our experiences to change the way medicine or medical
talk is currently practiced.
When the doctors told me I'd never walk again, I said bad
words to them . . .me, the polite, soft-spoken one, who never
used swear words. But I thought at the time, and I still
believe, you don't tell a twenty-one-year-old that she'll
never walk again. Such pronouncements to patients eliminate
all hope for recovery and, like Swan's comments to Sacks,
throw them into limbo and understandably, depression. I was
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scared; like Sacks, I needed reassurance, a dialogue, an
understanding of what I was going through. Instead they did
not seem to identify or consider how such a statement might
affect their patient. Although they went on to suggest pelvic
traction, this treatment was only for pain relief. They made
it clear they did not want to encourage hope of walking again
on my part.
I had intermittent back problems since I was fourteenyears -old following a horseback riding accident, in which I
half- fell/half-jumped off a runaway horse, and a collision at
second base during a girls' Softball game. X-rays revealed I
also had a congenital problem called spondylosis, in which
vertebrae are misaligned, making one more susceptible to
extreme muscle spasm. I had been taken to chiropractors and
osteopaths for pain relief. Following a series of chiropractic
adjustments in Washington, D.C., the pain increased and,
unlike before, did not go away. An orthopedic surgeon found
that a disk had ruptured in my back, and was pressing on the
sciatic nerve. After the first operation, recovery was slow
and soon I was in even more pain than before. Another disk had
ruptured in my back during the recovery from the first
operation, and the orthopedic surgeon suggested a fusion of
three of the lower vertebrae to stabilize the spine and
overcome the spondylosis that made the disks more susceptible
to rupturing. The operation would involve two surgeons: a
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neurosurgeon performing the laminectomy (removal of the
ruptured disk) and an orthopedic surgeon performing a lumbar
fusion (transplanting bone chips from hip to spine).
During one of these operations, a major artery was
accidentally cut. All progress on transplanting the bone from
the hip to the spine stopped, and the suturing of the artery
began. It must have been a mess. I received two transfusions
and several days later spiked a dangerous fever because I was
still "two pints low." They had to "close" quickly during the
procedure, operating room talk for sewing up the patient
because of a drastic drop in blood pressure that threatens the
life of the patient.
Surgery had taken place during a hot and humid July in a
Washington, D. C. hospital. I was told that if I moved on my
own in the next three weeks, I would be put in a body cast. I
knew how itchy that would be in the stifling hospital air, so
I lay absolutely still, relying on nursing staff to move me.
After the three weeks, I was sent home to bed, but the nerve
damage caused by the hemorrhage meant that the surgery had not
only not cured the ruptured disk and spondylosis I had before
surgery, but that now I could not even walk or sit up. I was
either in horrible pain and praying for numbness or had lost
feeling in my left leg and praying for pain, a sign that the
nerve would come back. At some point in this process, I
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received the words of doom from the doctors: "We're very
sorry, but we have done all that we can do. Your prognosis is
very limited. We think you will not be able to walk again."
I realized my options were limited. I also realized this
was a heavy burden for me. I could continue the traction and
still keep up hope that I would walk again, but what I
remember thinking was, what if I get seriously depressed? How
can I insure that I won't lose my mind in addition to my
ability to walk?
In order to keep myself sane, r started to think of
options. I had read an article called "Dream Theory in Malaya"
by Kilton Stewart that had made an impression on me, detailing
how dreams were discussed within the community. The dreams
were used to keep the community centered and to facilitate
healing among people. I knew from studying about my Blackfoot
ancestors the importance of dreams/visions, too. And my father
and I always talked about our dreams together ... we were
vivid dreamers, both of us. All these discursive practices had
been oral tradition. Because my husband worked as an
instructor at a community college some distance from our home,
I was left alone, in traction, most of the week. So, since I
couldn't speak ray dreams and have help analyzing them, I wrote
them down for the three years I was confined to bed. I didn't
realize it at the time, but I was attempting to use my own
knowledge, recover it from dreams, to help myself. I had also
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realized that if the doctors wouldn't or couldn't help me, I
must rely on myself and take full responsibility for my own
healing. Another thought had occurred to me, too: there must
be a better way for doctors and patients to talk to each
other,
I used writing to hold onto my mind, though it took other
measures to heal my back and left leg. When I first woke up in
the morning, I quickly jotted notes down in ray journal,
mnemonic devices to help me recall features of several dreams
so that I would not forget them. Then I went back to the first
notes and wrote long, descriptive narratives of everything I
remembered from each dream.

Thus, for me,

writing/discourse/communication and medicine became intimately
and organically linked together. I had received no support or
reassurance from my doctors, only the voice of doom. Thus I
had to construct for myself the reassurance and support I
needed. Perhaps because I had read much Emerson and Thoreau, I
felt I could find the rhetoric of healing within myself. I
needed something to hang onto; Sacks expressed this same need
when Swan's dismissal of his knowledge and experience through
him into a kind of hell.
What we saw in the example of patient Sacks and surgeon
Swan, was a surgeon's rhetoric creating a chasm or gap between
himself and his patient. The gap between what Swan said and
what Sacks needed to hear was a result of, among other things.

both "subjugated knowledge" and "vertical rhetoric." Our
Western, industrialized society constructs certain hierarchies
and class systems that dictate what type of knowledge is
subjugated and what type of knowledge is elevated. Given this
context we often find it difficult to imagine that any
alternative would be possible. Like Swan with his upraised
hand that dictates a monologic, authoritarian discourse, our
society, even though diverse, attempts to organize voices into
one controllable, "docile" one: the disempowered voice of the
patient.

Patients Learning to Trust Their Own Knowledge

Many of us can look at the task I have set out here, to
open up the monologic voice of medicine, as hopelessly naive
and idealistic. We can easily dismiss such a project by
assuming that given the nature of scientific knowledge and the
ways Western biomedicine has been constructed, the task is
impossible. But I suggest we look beyond our own narrow focus
and examine other cultures for how their "doctors" have been
constructed. What roles do they play and is it even possible
to have doctors speak to us in any way other than
monologically? To begin such a rhetorical move, I would like
to juxtapose our physician role model with another physician
model, one I experienced directly, so that we can see that
other ways of talking with patients are possible.
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I suggested earlier that another culture had provided a
model that had been helpful for me to preserve relative sanity
as a young invalid. I have since that time regained the
ability to walk, gone on to work in demanding Jobs, given
birth to two children, returned to school for a doctorate, and
never missed a day of work or school because of a "bad back."
I do continue to have some pain and a few limitations. I would
like to resurrect the model that enabled me as an isolated
patient to feel connected, at least within myself, as a
possible healing device for the gap we have already identified
as plaguing Western medical discourse. Not only have these
gaps opened between doctor and patient, but also the
"subjugated knowledge" resulting from the binaries
(doctor/patient, health/illness, powerful/powerless) that have
been constructed over time have been used to control and
degrade the sufferer. Suffering, in a country focused on vigor
and youth, like Sacks' description of his leg to Swan, has
been disallowed and used to "other" patients. One way to begin
to recover our local knowledge is for patients to value their
own healing and therapeutic abilities as I did mine.
To return to my narrative then, every day for three
years, I wrote my dreams in "dream journals." I decided that I
would analyze my own dreams and keep myself sane in the face
of what seemed terrible odds. Plato was fearful that writing
would cause us to lose our power of memory, and, in many ways.
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his fears came true. But in my case, writing my dreams day
after day helped me remember my dreams better. Upon awakening
I would write my dreams down. I would take quick notes and
then fill in the often lengthy details of everything I
remembered.
After a few months, I was remembering and recording up to
five dreams every morning. In spite of the pain and/or
numbness (I refused to call it paralysis), I slept quite well;
maybe I was exhausted by the pain. I kept on recording my
dreams, trying to make sense of them.

At first they seemed to

me just strange scenarios with little rhyme or reason to them.
After a while, though, they started to make sense. I learned
my own codes. In the meantime, I had also read several works
of Freud and most of C.G. Jung's works. Perhaps I had arranged
my own Freudian "talking"/writing cure.
Dream language is secret and hidden, requiring its own
set of hermeneutics. Dream images use substitutes for people
and situations, and the substitute is often connected by
tenuous threads. For a long time, my dreams did not seem to
deal with the situation I was in and about which I was most
fearful and worried. But one day I broke the code. Perhaps
spending so much time alone reading, writing, and thinking
helped me access my repressed language and very early
memories. I figured out that ray physical situation as an
invalid lying in bed was always represented in my dreams as
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eating in a restaurant. Apparently an early childhood memory
was dredged up as a substitution for my predicament. I
remembered that, as a very young child, probably a toddler, a
trip to my first restaurant seemed very strange. I remembered
thinking, why would we come to this strange place to eat
dinner, when we always ate at home? The amorphous connection
to my pain/paralysis was that I had to eat in bed before my
husband left to teach, and again when he returned home at
night. Also, just as a small child does not like to be pinned
down or trapped in a high chair, I didn't like being tied up
in traction all day. Both engender a sense of entrapment and
loss of control. So these were the tenuous connections between
my back pain, traction, and the sjnnbology of the dream. Paying
attention to my own inner state made me feel I had a life, a
rich inner life, even though I was flat on my back for long
day after long day. I didn't fight or blame myself. That would
have increased the tension and caused more muscle spasm,
endangering the fusion that needed to stay in place so that it
could grow new bone. Even though the operation had not been
finished, enough bone had been transplanted to eventually grow
and give me the support I needed. Without my writing, however,
I would have become so depressed, I wouldn't have wanted to
continue living.
Just as I had to learn to interpret my own "dream
language," to bring repressed material into the foreground, we
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need to bring patient narrative and language into the
foreground so that doctors can use the patient's story to
heal. This aspect of the rhetoric of healing is essential;
unless doctors are willing to hear patients, their fears and
needs will cause them to fight themselves and undercut their
own healing process.
After my doctors had long since given up on me, my
husband met an older gentleman with leg braces outside our
apartment complex. We discovered the silver-haired, burly man
was a retired doctor of physical medicine and physical
therapist who only took on challenges. I was certainly such a
challenge. He worked with me every day for six months. Dr.
Louis Wiener practiced a unique type of deep massage that he
had learned from Jewish doctors later put to death in
concentration camps. He also designed exercises for me after I
had memorized all the muscles, tendons, and bones from the
waist down. I had to tell him exactly what muscle was spasming
or what tendon was sore, which muscle was numb today and trace
the nerve that fed the muscle. Looking back on this time, I
realize he was also educating and empowering me to take a
responsible part in my own healing process. Of course he had
the luxury of time because he was retired. He educated me in
his medical language, and I educated him about my body and my
mind. We learned to read each other and communicate on a
horizontal level, one that included mutual respect and caring.
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Most doctors don't have the luxury of spending so much time
with patients. However, we could expand the number of
physicians trained and compensate retired physicians to work
with especially difficult or chronic cases.
Lou, my voluntary doctor who would take no fees, slowly
got me back on my feet again. The pain was horrendous; when I
cried, he cried, too. Lou, like Oliver Sacks, had endured
physical injury and identified with me and with my pain. Lou
provides the antithesis to Swan. He never stopped me from
telling him what was wrong. He used my feedback for every
exercise he designed, for every treatment he tried. From Lou I
got the "genial understanding and support" Sacks knew he
needed from Swan.
I credit the writing I did for much of my clearheadedness
and perseverance. I credit this wonderful man and doctor with
enabling me to walk again, but he often told me that without
my determined attitude, he could never have done what he did.
Most of all I credit our ability to communicate with a cure
for what seemed an incurable case. We used a horizontal
rhetoric, a symmetrical one in which we were equal partners in
a mutual project for healing. I also reflect on what this
communication and writing did for me. It kept me connected.
Perhaps it did not heal the nerves, bones and muscles
themselves, but it seemed to give me some control over my own
situation and enable my physical therapist to find ways to get
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me back on my feet. In the last chapter of this dissertation,
I return to the issue of control and show how important it is
in the healing process. The ability to talk with Lou and keep
in touch with my own feelings took away the hopelessness and
relieved the terrible anger I felt toward the surgeons. My
voluntary doctor was open to my feedback about my own body,
unlike Sacks' doctor. He encouraged me to trust my own
knowledge of my mind and body and to trust and be open to
another model of communication and healing.
The discourse of my surgeons and their inability to work
with me to recover my ability to walk had stopped me from
Imagining I could ever be well again. Because of Lou and his
"genial understanding and support." I once again imagined that
r could be well and walk. N. Scott Moraaday, who teaches here
at my university, told Matthias Schubnell that identity was an
act of imagination. He explained, "We are what we imagine. Our
very existence consists in our imagination of ourselves. . . .
I believe that I fashion my own life out of words and images,
and that's how I get by ... . Writing, giving expression to
my spirit and to my mind, that's a way of surviving, or
ordering one's life. . . that's a way of making life
acceptable to oneself" (44).
With my writing, I ordered my life and made some sense of
the pain. I understood that what had happened could be very
traumatic and depressing, and that by writing and exploring my
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"imagination," my dream life, I could stay in touch with my
feelings and survive. I still got depressed, cried every third
day, but I was able to keep going and never gave up hope. I
expressed my anger both in the dreams and in my poetry. Often
the symbol for pain was a red/raw/hot or burned-out place,
both in dreams and in poetry. I also got to the point of where
the two genres overlapped, the poetry would often by inspired
by things I had dreamt; sometimes I would dream poems and wake
up and write them down. Other times my dreams seemed to begin
where my poems had left off, entering the world that I had
constructed within poetry or prose. These writings I shared
with my physically disabled (mentally-, socially-enabled)
doctor, too, although Lou could tell just by looking at my
face how much pain I had been in for the last 24 hours. My
valuing my unconscious input and Lou's valuing my knowledge of
my mind and body combined in a healing rhetoric.
By keeping in touch with my feelings, I was able to trust
my own ability and inner knowledge and use that motivation
toward working with Lou to regain my ability to walk. My
process of healing was not an easy one. It involved enormous
pain to attempt the exercises needed to rebuild muscles that
had atrophied over the three years in bed. Without the
communication between us and our partnership, I could not have
accomplished what seemed at the outset an impossible feat.
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Non-Western Cultures Provide Alternative Physician Models

While the dream writing helped me to order myself and my
life as an individual, the dream-based orality of the Senoi in
Malaya that I mentioned above helped them maintain their
community. Like the Native Americans on this continent, the
Senoi had a reverence for the images of the dream and a
profound respect for the inner workings of the mind. The Senoi
used dream "therapy" very successfully within their community,
applying their methodology to individual psychology, as well
as to interpersonal relations. "The Senoi claim there has not
been a violent crime or an intercommunal conflict for a space
of two or three hundred years because of the insight and
inventiveness of the Tohats of their various communities" (I).
Tohat is the only honorary title within the society, and is
equivalent to a doctor who is both healer and educator. The
doctor in this society has a very different role from that in
ours. He functions as a leader of the community, one who
specializes in a rhetoric of healing for social ills as well
as individual ills. Brody sees a comparable physician role in
the country doctor, who is also privileged by the villagers to
be their keeper of the records or stories. "The villagers
somehow perceive a need to know that they could, if they
wished, consult the stories of their lives, their past
illnesses and sufferings included. . ."("Stories" 9). Brody's
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argument and mine "that storytelling heals by restoring a
disrupted connectedness is echoed in the views of
psychoanalysis as a form of story construction" (Stories 10).
Instead of the dream being regarded as socially useless or
expressive of mental disease, the Senoi viewed dreams as
stories that were helpful both socially and individually, thus
empowering the dreamer, just as the patient's local knowledge
can empower him or her.
In building my own bridges, I had to learn over time to
make friends with the pain, quit fighting it so hard. Writing
and expressing the pain to my doctor was externalizing it, so
that it did not become muscle tension, a usual corollary of
chronic pain. The Senoi dreamers also tried to transform the
negative into gifts for the community, which I tried to do by
turning my chronic leg/back pain into poetry to share with
others. Stewart also mentions muscle tension in his article on
the Senois' dream theory. "The tendency to perpetuate in sleep
the negative image of personified evil, is neutralized in the
dream by a similar tendency to perpetuate the positive image
of a sj^pathetic social authority" (5). In addition to the
social function, a physical correlate exists. Because the
dreamer is "first unafraid of the negative image and its
accompanying painful tension state, and later enabling him to
break up that tension state and transmute the . . . energy
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from anxiety into a poem, a song ... or some other creative
product ..." (5, emphasis added).

Recovery Affected by Physician Rhetoric

How does this type of theory translate to my own and
Sacks* stories and to how doctors talk to patients? We can
visualize a rhetoric of healing used by doctors to interact
with patients. Instead of putting up barriers to stop patient
input like Swan and my own surgeons, we should develop the
rhetoric Lou Wiener practiced. My knowledge and input was
encouraged and used to solve a difficult chronic
pain/intermittent paralysis problem that could not have been
solved without that communication. How much sooner could Sacks
have been healed if his words had been taken seriously, if
Swan had listened to him, rather than shutting him up and
refusing to hear what he had to say?
Sacks answers this question by dividing recovery into two
definitions. "There is, of course, an automatic recovery--in
regard to tissues, for example. This, indeed, was the only
meaning of recovery, so far as the surgeon was concerned" A
Leg 150). The surgeon has done his job, "though there was a
sort of grudging prescription for 'physiotherapy, post
operative,' as if this was something purely medical or
mechanical" (A Leg 151). I could argue with this definition.
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insist that physiology is indeed affected by the patient's
state of mind, even in the healing of tissues. But it is the
second definition Sacks posits that is more germane to my
argument. He suggests that the other type of recovery is in
fact very much tied to others, outside of the patient herself.
This recovery is made up, Sacks says, of a series of acts:
"Rehabilitation must be centered on the character of acts--and
how to call them forth, when they have come apart,
disintegrated, been lost--or forgotten. Without this I would,
indeed, have remained bed-ridden--precisely as Hippocrates
says" (A Leg 151).
These acts, though, are dependant for their motivation
and imagination on others. "But I could not do this by will
power, or on my own steam, alone. The initiation, the impulse,
had to come from without. I had to do it, give birth to the
new act, but others were needed to deliver me, and say, 'Do
it!' they were the permitters, prescribers, the midwives of
the act--and, of course, its supporters and encouragers" (A
Leg 151). Sacks suggests this need is not neurotic or passive.
Every patient "no matter how strong-minded or strong-willed,
encounters precisely the same difficulty in taking his [sic]
first step, in doing (or re-doing) anything anew. He cannot
conceive of it--'the imagination is subdued'--and others,
understanding, must tip him [sic] into action. They (inter)
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mediate, so to speak, between passivity and action" (A Leg
151).
Patient knowledge needs to be solicited and recorded, not
just coded into medical jargon and inserted into charts.
Doctors need to listen more deeply. If they have an
understanding of rhetorical analysis, they will be able to
hear better what patients need to recover from injury and
illness. With a better rhetorical awareness, they will
understand what is called for in each situation.
In addition to listening to patients' voices, doctors can
encourage types of writing among patients. I found it helpful,
as do others, to write questions and concerns before the
interview with the doctor. Many literacy and writing projects
are conducted among AIDS sufferers, homeless people, and
others who are marginalized. Why can't we also bring writing
into the clinic? Chronic pain is a phenomenon that still
challenges many clinical practitioners. Writing, whether from
dreams or expressive writing, could help patients deal with
their frustration, fear, and even the pain itself. Because
writing is a discovery process, by patients becoming more
aware of their own physical and mental processes, they not
only recover their own repressed and subjugated knowledge, but
are empowered to be more articulate and able to express that
knowledge to their physicians. Although in this text, I want
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to keep the burden for developing communications skills on
doctors, patients need to be ready to contribute to the
conversation once a bridge has been built over the gap between
them at this time.

Fear of Suffering and Illness Has Ancient Roots

Doctors have been unwilling or unable to hear the fear
and pain their patients face. This fear of voices in pain and
emotional distress goes back to the Greek civilization, the
bedrock of much of Western philosophical thought and
underpinning of modern medicine. Both Plato and Aristotle were
afraid of the emotion and irrationality of pain in writing or
in oral Sophistic practice. Plato feared the irrationality of
Homeric poetry. He felt the emotional excesses of the gods
would lead to excesses among the people. Aristotle, trained as
a physician in his youth, sought not to totally exclude the
"irrational," but rather sought to employ it homeopathically
within the culture through drama (Heifferon). Thus he
constructed his famous formula for catharsis in the Poetics.
Prior to and during both Plato's and Aristotle's time,
dreams and irrational/emotional interactions had not been
discounted and disqualified. In Greece, dreaming temples had
been set up, which had been borrowed from the Egyptians. In
these temples, the patient would sleep and dream a dream that
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would be interpreted by the priest/physician on awakening. In
other words, the patient's knowledge was respected, even her
dream or unconscious knowledge. This technique was thought to
have developed in Greece from close association with Egyptians
at Naucratis in the sixth and fifth centuries BCE (Saunders
11).

The technique was known as incubation in the Greek and

was believed to have developed partly in response to the
plagues that almost overwhelmed Athens during these centuries.
We know, too, Sophocles' Oedipus was sacrificed in a reaction
to the plague in Thebes. One could ask why he was not sent to
a dreaming temple and cured? Perhaps because the Oedipus myth
was based upon an even more ancient narrative.
Our subjugation of patient knowledge is centuries old,
but one way to recover such knowledge is to allow patients to
speak to each other as well as their doctors, rather than
isolating them further. Often these experiences are shared in
support groups among other patients suffering similar
ailments. Do doctors ask other patients with multiple
sclerosis to read Nancy Mairs' books? How helpful and healing
would it be to create a community of sufferers? Often people
seem empowered in support groups. When patients are isolated
in hospitals, hospices, and homes with debilitating diseases
and chronic pain, wouldn't it be helpful to overcome their
sense of isolation by sharing these texts with them? With
email and modems, some pilot projects are underway to connect
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patients with one another as well with their doctors. And
perhaps doctors could better hear patients if they visited
such groups and heard the many different articulations of
common symptoms and diseases.
This approach moves the writer and patient out from under
the microscope of disinterested observers. We are not the
voyeurs on the outside looking in, but the fellow-sufferers
sharing the load. Also doctors need to write the texts and say
the words to empower patients rather than to paralyze and drag
them down. This juncture is where rhetorical analysis is
valuable. By doctors asking what are my words doing and whom
do they benefit, they have a chance to practice a rhetoric of
healing. This rhetorical practice could bring the marginalized
and isolated patient from the margins to the center of health.
Because Western biomedicine is decidedly atomistic, the
discourse that grows out of it reflects that atomism. To
change the way doctors talk to patients we have to change
atomism through constructing connections. The Senoi offer an
example of how to make connections to the community through
dream theory. I stumbled upon, in all my youth and innocence,
a way of connecting the various parts of myself, especially
the mind/body split through writing and communication with a
caring doctor. We need to connect patients within the
disparate parts of themselves, so that they don't hate their
own diseased body. We need to connect them with each other.

88

and with doctors that communicate effectively and enhance
healing. Alienation happens when a patient feels like a victim
of her own malfunctioning body. This alienation can be
prevented by good doctor/patient communication, as Sacks
pointed out in his second definition of recovery.
Beyond the reuniting of the sufferer's body and a suturing
together of the mind and body, a rhetoric of healing also
offers the reuniting of the community. Instead of being the
community terrified of its own disease and death, we could
better integrate these natural occurrences. We have much to
learn from the paradigms of other cultures such as the Senoi
and Native Americans, where individual healing is supported by
the community. As rhetoricians we have a challenge and an
opportunity ahead of us: move

patient voices from margin to

center and decentralize the Western biomedical notion of body
as object, disconnected from her self, her doctor, and her
community.

Conclusion

To sum up, we have moved from Oliver Sacks' story of his
own experience as a patient and identified a gap in the way
doctors talk to patients. I introduced my own patient
narrative and pointed out how I was introduced to a doctor who
regarded my knowledge as an integral part of my physical
healing. I suggested using other cultural models as a way of
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expanding our own rigid and stratifying pattern of
doctor/patient relationships. In this chapter we have noted
especially the patterns of subjugated knowledge and vertical
rather than horizontal rhetoric as being characteristic of
problematic sites of doctor/patient interaction. I have
suggested that the fear of suffering and emotion is an old
paradigm, one that lies beneath the construction of Western
biomedicine. In the next chapter we will examine how other
disciplines have attempted to recover the subjugated knowledge
we seek to bring to voice.
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CHAPTER TWO
Whose Story Is It?

Combining Literature and Rhetoric

In chapter 1 we heard two doctors talking to two
different patients. In my story, I was able to bring my own
knowledge into the healing process. My doctor valued and
used my understanding of what I was experiencing within my
body to design exercises, treat individual muscles and
groups of muscles, and find ways for me to accomplish
various tasks that caused pain when performed in the usual
ways. In Sacks' story Swan does not appear to value his
patient's input. He disallows what Sacks says about his own
body and calls Sacks' experiential knowledge 'Nonsense.'
Unfortunately, many situations in which doctors talk to
patients mirror this exchange, although some are subtler and
less extreme. Doctors themselves recognize the gap between
what patients want to hear from them and what they are able
to say. As in Sacks' story, patients often ask for
contradictory constructions of authority and language that
doctors are unable to meet. Kathryn Montgomery Hunter
characterizes the gap as a tension: "A silent tug-of-war
over the possession of the story of illness ... a struggle
over who is to be its author and in what language, a
struggle for the interpretation of life (and death) events"
(13). Often doctors do not correctly assess the needs of
their patients or the healing rhetoric necessary to reassure
patients or to help them understand and comply with
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treatment. Too often doctors use their medical training to
fill a narrow gap between sickness and health, seeing in
that space the potential for their own technical, clinical
interventions, but not seeing that what they say to patients
has an impact on their healing and quality of life.
Although not many scholars exclusively address the
discourse between doctor and patient, those that have
attempted such studies fall into two main categories: One
group studies the narrative structure of language and
advocates the study of literature in medical education so
that medical students can identify with patients. This
holistic approach does not situate the problem within the
particular doctor/patient exchange, but rather in a more
general realm in which doctors will develop enough empathy
by reading literature to change the way they talk to all
patients. This group of scholars also emphasizes the
narrative as the only form which doctors and patients have
in common. While I critique the approach used by this
particular group of scholars, I also recognize their
contribution to building a bridge between literature and
medicine specifically and between the humanities and science
generally. Rhetoricians, on the other hand, can extend the
bridge even further, because they recognize the narrative as
one of many discursive forms. The other group, social
scientists, uses quantitative studies to examine the
minutiae of doctor/patient interactions. This approach,
while more situated, is atomistic and invariably leads to
confusing and contested results or squabbles about research
methodology. By atomistic, I mean the individual
interactions are not connected with their contexts. All
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variables are excluded, and small discourse samples are
taken as if they exist in a vacuum, not connected with the
scene in which they take place. Again I recognize the
important contributions of social scientists to
understanding doctor/patient communication. But I believe
the approach rhetoric uses will be even more useful.
Rhetoricians also use empirical studies, but these studies
are one of many research tools or strategies available
within our field. An empirical study in rhetoric is usually
interpreted and connected to both theory and practice,
rather than isolated as a particular scientific study within
the discipline of social science studies of medicine.
Medical narrativists, the group of scholars who
foreground stories, begin by defining illness, disease, or
sickness. Their works see stories clustered around disease
or sickness as both the means and the ends for improving
doctor/patient talk. In other words, if doctors can value
patients' stories and recognize their own dependence on
narrative, many of the problems in the discourse can be
solved. This premise assumes that reading literature creates
empathy in the doctor, and the patient will benefit from a
more empathetic exchange. I believe this premise is a
reasonable one, but none of the narrativists have shown
clearly how this process works. Perhaps if the process were
explicated, we could improve our ability to affect the
discourse.
The literature and medicine genre is still relatively
small, so I will focus on the three most well-known works,
all of which foreground patient and doctor stories: Howard
Brody's Stories of Sickness, Kathryn Montgomery Hunter's
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Doctors' Stories: The Narrative Structure of Medical
Knowledge, and Arthur Kleinman's Illness Narratives:
Suffering, Healing, and the Human Condition.

Brody's Stories of Sickness Suggests Literature as Cure

Brody believes philosophy of medicine is not helpful
because it works with abstractions of "sickness" and "selfrespect" (x). Instead, he argues, a richer context "can be
provided by stories of sickness" (xi). Using "real-life case
studies" leads to a better understanding of the complexity
of how sickness affects patients' "self-respect and life
plans" (xi). Brody claims there are many advantages to using
insights from trained storytellers such as poets,
playwrights, and novelists(xi). This approach by Brody, to
foreground literature and stories by trained storytellers,
is typical of the genre that attempts to examine
doctor/patient talk. I agree with Brody that philosophy of
medicine with its abstractions, rules, and deductive
reasoning often provides an impoverished context for
understanding patient stories. His attempt to recover
patient narratives is helpful to the construction of a
rhetoric of healing. However his reliance on trained
storytellers is problematic. Using literature or trained
storytellers introduces another scene or context into the
rhetorical situation. Instead of doctor and patient as the
key players, we have literary figures or characters that may
provide good analogies, but take us further away from the
specific situation where insight is most needed. The
rhetorical emphasis on situating the particular discourse
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vithin its context will enable us to focus on the specific
problems and how to solve them. Literary analogies can then
be helpful as one of several strategies in examining the
specific practice and adding to the understanding of patient
needs.
How does Brody propose to change the ways doctors
understand patients? Here is an example of the way this
genre attempts to solve the discursive problems: Brody
begins with Ivan Illich and discovers through this character
the "dual nature of illness," the healthy Ivan Illich and
the sick Ivan Illich (x), This exploration, Brody maintains,
is central to understanding an illness and its various
effects upon a patient(x). He advocates that doctors
consider more clearly how illness both disrupts the
patient's original story of his/her life and constructs a
new story, the story of the person with illness. Brody
maintains that like neurologist Oliver Sacks, "If we wish to
know a man, we ask 'what is his story, his real, inmost
story?' for each of us is a biography, a story. Each of us
is a singular narrative, which is constructed continually .
. . ." (xi). This question is helpful in recovering the
patient's subjugated knowledge and suggests a way for the
physician to begin to value patient input beyond the fillin-the-blank chart and history-taking. Brody argues that by
seeing each person as unique and as having a story to tell,
the physician can begin to build an empathetic relationship
with that patient.
Brody argues that physicians are more likely to be
sympathetic to the idea of valuing patient narrative if they
are asked to observe their own use of narrative within
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medical practice. Examining physicians' conversations, he
discovers that they frequently tell stories to one another
about their patients. Also the case history itself
represents a story. He acknowledges Kathryn Hunter's work
that exposed a pattern of denial among doctors attempting to
relabel their discursive practice of storytelling as more
scientific and less anecdotal. During grand rounds, for
instance, she discovered that doctors typically praised the
scientific method and put down anecdotal evidence. But after
they announce their diagnoses, they would illustrate their
points with case studies (narratives or representative
anecdotes) without being aware of any contradiction (2).
Following Hunter, Brody maintains that stories are
devalued in Western biomedicine, although that devaluation
is not analyzed or situated in either history or culture by
Brody. He talks about this process in a vacuum, without
examining how or why stories are devalued by the scientific
orientation of medicine. A thoroughgoing rhetorical analysis
could reveal how society has constructed this devaluation of
story. Such an analysis would also show the historical roots
of prejudice against narrative. Charles Bazerman's work on
Newton's construction of the scientific journal article
illustrates how scientific language was constructed to
devalue lay persons' knowledge and elevate the knowledge of
scientists. The knowledge of the scientists could be
reported only within narrow categories. For example, all
anecdotal evidence is rejected unless it can be reproduced
in experiment after experiment. An historical and cultural
understanding of the process of knowledge construction as
provided by rhetorical study could build a foundation for
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alternative values within language if doctors understood
that their own current choices are historically and socially
constructed. This rhetorical approach would also be more
persuasive to doctors to change their discourse. Otherwise
they feel blamed and that they are made into scapegoats by
those of us who critique their interactions with patients.
But Brody does not provide such insights. Instead he looks
more to the philosophical method he criticizes to build his
own argument for narrative, although he uses some rhetorical
strategies effectively to critique the present structural
interface between medicine and the humanities: medical
ethics.
For instance, Brody uses definition to build his
argument for narrative, an effective rhetorical strategy in
which he identifies "storytelling as medicine." But this
definition represents only a part of a rhetoric of healing
that I developed in the introduction (5). He believes the
telling of stories represents a social activity that can
actually serve a healing function. At this point he
discovers the need to examine what types of phenomena we
include in the category of stories. He begins with L. R. and
S. W. Churchhill's list from their article in Literature and
Medicine: (1) Humans "understand their experiences in and
through the telling and hearing of stories. . .

(2)

Narration "asserts the human meaning of events." (3) Stories
enable humans to create an "intelligible pattern." (4)
Storytelling is a "mode of self-knowledge" in which a
"dialectic of distance and intimacy" takes place (13-14). To
this definition Brody adds two additional features by W. R.
Fisher: "narrative probability (an inherent awareness of
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what constitutes a coherent story) and narrative fidelity
(whether the story rings true in the light of one's own past
experience and of other stories that one has previously
accepted) (14). Lastly in his definition of narrative, the
author includes a type of reader response, based not on
rhetorical theory, but on psychologist Jerome Bruner's work
on cognition. The story we tell may not be the same or may
be changed radically by the story heard or constructed by
the hearer or reader.

Brody's breakdown of the elements of

story illustrates that narrative can act as an effective
bridge to both patients and doctors. This groundwork is
useful to our definition of the rhetoric of healing.
Narrative often acts as the most natural vehicle for
patients to communicate to doctors. Their stories are often
not taken seriously or not heard given the time constraints
of the clinical situation. The present practices thus
truncate the necessary work of the patient who must come to
terms with the illness and truncate the necessary
information a doctor needs to most accurately diagnose the
illness and to understand the patient's communication style
and needs. The doctor loses any chance then to understand
his or her audience (the patient), if the patient does not
tell her story.
As I mentioned earlier, these critiques of
doctor/patient talk center both stories and disease. Thus it
is no surprise that having defined story in his first
chapter, Brody defines disease in his second chapter. He
characterizes chapter 2 as the first of his "philosophical"
chapters because a philosophical understanding of sickness
is necessary to his discussion even though this assertion
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contradicts his own argument that philosophy has not
provided a structure to heal the problematic rhetoric now
used by doctors. He maintains five claims about sickness:
(1) To be sick is closely associated with being
abnormal.
(2)

Sickness disrupts both body and one's "integrated
personhood."

(3)

Sickness means having a problem medicine
customarily treats.

(4)

One's relationships and social roles change as a
result of sickness.

(5)

To be sick results in a "disruption of an
integrated hierarchy of natural systems" (22).

There's little analysis of how sickness was constructed this
way or why. In short, Brody, as do many of those writing
about doctor/patient discourse, completely ignores
Foucault's work and does not place the role sickness plays
in the wider society or in Western history. Nor do they
question or seem aware of how their own focus on illness
continues to reify and support the pathological basis of
medicine, one that Foucault questioned and challenged.
Instead he advocated that our practice of medicine be built
on the concept of the healthy body, rather than on the
concept of illness. This emphasis characterizes one of the
differences between Brody's work and my rhetoric of healing.
The rhetoric of healing needs to be constructed around the
concept of health, not around disease. I explore this
difference and its construction through history in chapter
3.
In his chapter on "Sickness and Self-respect," Brody
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examines identity and narrative (41). After reviewing the
philosopher's approach to identity, Brody moves against the
Cartesian mind-body dualism. He deconstructs the split
between mind and body by reuniting them in a configuration
of identity that includes both. He lays down his own basic
concepts as first principles, constructing a philosophy of
identity before he examines the impact of illness on those
concepts of the self.

Then Brody concludes that because

illness can so thoroughly disrupt one's life and erode one's
self-respect, a good antidote is the peer group "network" or
support system. This strategy I wholeheartedly support,
unless in someone's life plan, that attention to the illness
inhibits or slows down full physical recovery (55). For
example if a patient plays the role of the most pitiful
victim of medical malfeasance in a group, that role may then
circumscribe the patient's ability to heal, because that
role may be psychologically satisfying, but it can also
encourage slower physical recovery. But the main problem
with Brody's antidote is that he does not charge doctors
with the task of providing support, the support Sacks
clearly foregrounds in the story of his own relationship
with his surgeon detailed in my previous chapter. Instead he
leaves support of the patient to everyone but the doctor as
if changing doctors' views of patient narrative will not
generate at least some of the support the patient needs for
optimum healing.
After discussing support groups for patients, Brody
brings in the literary examples he finds useful. For
examples of how sickness disrupts patients* lives, Brody
uses primarily The Cancer Ward by Aleksandr Solzhenitsyn and

100

The Magic Mountain by Thomas Mann. By using these literary
works, he explores the various roles and options open to a
person in the midst of sickness. Although he critiques Susan
Sontag's call for medical language purged of metaphor, Brody
then upholds her cautions. He recognizes that literary works
often use illness to critique their cultures, but that both
authors avoid Sontag's pitfalls of illness seen only as
metaphor because they are mainly interested in people, not
allegories(66). Only is the operative term here. He suggests
then that the characters in these stories can provide models
of the various ways patients face illness. His distinction
here is a good one, considering the many roles a literary
piece can play within society. Still he fails to show us
clearly how doctors will make the connections between their
patients and the characters in fiction. In fact that is not
his goal. He says that his goal is not literary criticism,
but the elucidation of philosophical questions through the
use of compelling examples and insightful juxtaposition of
different concepts from literature frequently provides (59).
Perhaps I am wrong then to criticize him for not changing
physician discourse when he only wants to elucidate
philosophical questions. Yet the rationale for inclusion
within medical schools of medicine and literature courses
and often Brody's book is for the purpose of building
empathy in doctors.
Occasionally, Brody deconstructs his own argument for
narrative. He discusses the value of literature and then
notes how it fails to be helpful in all cases. He cites the
following example of doctor/patient talk:
So you say the pain was in the middle of your
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stomach?
Yes, doctor, and it was the worst pain I have
ever felt. I hope to God I never feel another pain
like that.
And how long did it last?
It seemed like it was never going to end.
Well, was it ten seconds, or ten minutes, or
two hours, or what?
All I know is that I was really scared, and
the pain was the worst I ever felt.
Was this after you ate, or on any empty
stomach?
That pain was really bad. I thought about my
aunt who died of cancer, and I wondered if her
pain had been anything like that. (95)
Brody points out that the patient is compelled to tell a
story that brings in meaningful associations for him or her,
while the doctor is trying to construct a standard medical
history. Here he admits, "Although they alert us to the
possibility that an altered time sense is a crucial feature
of sickness, the works of literature we have reviewed
ultimately provide only limited guidance" (96). This
admission is crucial, because the example he gives is the
most typical conversation that takes place in clinical
practice. His example clearly shows that in fact, an
exclusively literary approach to such a discursive practice
reveals little and accomplishes nothing for future
interactions. A similar sample is featured in chapter 5 of
this work, and an alternative approach using rhetorical
theory gets us much further in both analyzing and solving
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the problem. At this point in his text, however, Brody
offers no alternative and continues using literature as a
solution throughout the rest of his work. In fact he
concludes with the idea that "The material in the central
portion of this book might persuade one that the way to
produce more compassionate physicians is to abolish all
courses in medical ethics and replace them with courses in
medicine and literature" (183). I wonder how he thinks we
would come to such a conclusion when he himself has
demonstrated the inadequacy of the approach. He does call
for physicians simply to "pay more attention to the stories
of the patients ..." (192). Thus, although Brody attempts
to recover a repressed form of patient knowledge
(narratives, in this case), he does not explore how or why
it was subjugated in the first place, nor does he suggest
solutions that would actually change the discourse doctors
practice on patients. Brody does persuade us that philosophy
of medicine is unable to answer the questions it raises. He
moves the conversation forward to include the important
rhetorical strategy of narrative, but fails to realize that
an even broader approach that recognizes more forms and
strategies will not only answer philosophical questions that
are posed, but more importantly be instrumental in changing
the discourse to provide more patient support.

Hunter Takes Us Farther, But Not Far Enough

Like Brody, Kathryn Montgomery Hunter also centers her
inquiry around narrative: "My focus was on the interaction
between physicians' teaching and learning to take care of
patients ....

I listened for

literary' phenomena:
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metaphors, absence of metaphor, jargon and its uses, stories
in all their variety, narrative themes" (xiv). She
concentrates on interpretation, at one point suggesting she
is interpreting how doctors interpret their patients. Hunter
defines medicine, in fact, as "an interpretive activity,"
also the art of adjusting a general "scientific abstraction"
to an individual case (xvii). She critiques the notion, too,
that medicine is a science, preferring to characterize it as
an art.
Hunter makes a good case for the notion that both
ethics and narrative keep medicine from being a science:
ethics because doctors cannot use patients as experiments,
and narrative because they depend on patients to describe
their diseases. The language of science and technology
further increases the distance between doctors and their
patients (xix). Hunter's work has had an impact on medical
schools and also is making inroads into medical ethics
curriculum. She, unlike Brody, has recognized more literary
and rhetorical strategies. Her purpose is less to fight a
disciplinary battle with philosophy, especially the
philosophical base on which medical ethics rests. Her
methodology includes empirical studies, hermeneutics, as
well as the larger repertoire of rhetorical strategies
mentioned above.
In Doctors' Stories, Hunter characterizes her
methodology as ethnographic because she follows doctors
around observing and recording their customs, habits, and
assumptions. "I behaved rather like an ethnographer among a
white-coated tribe, observing the clinical education of
medical students and house staff in internal medicine and
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surgery" (xiii). As she observes doctors treating patients,
she comes to see that each disease or illness is accompanied
by two stories: one created and told by the patient, and one
created and told by the physician (13). She examines those
stories under both anthropological and social science
lenses, but finds neither discipline nor methodology
adequate to the task of interpreting narratives.
Like Brody, she finds in literature "a methodological
analog more apt than either the natural or the social
sciences" to interpret patient and doctor stories (21).
Rather than relying on several methods, she instead chooses
just the literary lens as being able to satisfy all the
necessary criteria for interpretation. Hunter posits the
metaphor as the site for doctors to interpret patients*
conditions and believes "medicine already has something in
common with literature and literary study through its
figurative language and its narrative organization of the
facts of illness" (21).
Hunter sees a direct parallel between literary history
and medicine as well. She suggests that the medical case
narrative developed side by side with the Western detective
story. She finds Poe in league with the early pathological
anatomists and Sherlock Holmes's methodology "enshrined in
Richard Cabot's clinical-pathological conference, still the
model for all written and oral narratives of medical
investigation" (21).
Also like Brody, Hunter does not work with Foucauldian
methodology, although she at least acknowledges its
existence. She supports Foucault's thesis that medicine has
become our religion because it absorbs the best minds in the
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country and has become central to many of the philosophical
questions regarding human life (25). Hunter also examines
the role hierarchy plays and some of the historical
constructions of narrative in today's medicine. She is,
then, using some of the same methods Foucault would advocate
using for a thorough analysis, but only in a very general
way; although the analysis is brief, the historical research
she conducts is sound.
Hunter suggests that many of the problems seen in the
discourse are a result of the gap between the specific and
the general, or between the individual patient and the
scientific knowledge applicable to that patient. She also
attributes much of the inability of doctors to communicate
and act both clearly and ethically with patients to the
problem of uncertainty. Like Sacks in my first chapter, the
patient's need for certainty in the face of uncertainty
drives much of physicians' response. She suggests
uncertainty "leads also to clinical situations that express
the extremes of physicians' need to 'do everything'" (38).
She characterizes our medical technology as rendering
"excessive and immoral an unthinking automatic response to
uncertainty" (38). Hunter also recognizes how the patient's
need for reassurance "in the face of uncertainty can lead to
an excessive use of medical technology that is blind to the
needs of patients" (38). Another aspect of rhetoric that
would be helpful in breaking through present rigid forms
within doctor/patient discourse would be its emphasis on
probability rather than certainty. Unlike science or
philosophy, rhetoric is grounded in uncertainty.
Rhetoricians call this uncertainty "probability" and are
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more comfortable with ambiguity than many disciplines are,
especially the hard sciences. A scientist may argue that it
is uncertainty or probability that drives experiments. On
the surface, this argument may appear to be true, but on a
deeper level, the form of the experiment with its hypothesis
to be proven or disproved leaves little room for
"probability." There is no "in-between," no "maybe it might
be true in some circumstances."

In this way, too, rhetoric

would seem an appropriate choice.
In setting up this claim about uncertainty and
probability, the reader can perhaps more clearly see why
Brody, Hunter and others have chosen literature as their
panacea. Literature, too, lies in that murkier realm of
uncertainty. Unfortunately, though, literature as the sole
solution to problematic doctor/patient discourse is
unworkable. Are doctors expected to analyze a literary
character and match those insights with a patient? Just how
is this supposed to work? Otherwise the only solutions
offered are to honor narrative or to recognize the
metaphoric nature of language. Although knowledge of the
literature of illness would be helpful, rhetoric and
rhetorical analysis would function as a more successful
process for working through any problematic discourse
without relying on an idiosyncratic match with some
particular character in a literary work. In fact, literature
could work to obfuscate and confuse doctors if taken too
"literally." Instead, we need to start with the patient as
text and not bring in other texts unless they are directly
related, i.e., culturally, historically (or the doctors' own
texts that also need analysis). To crowd the Burkean parlor
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room with literary characters would not be as helpful as
Brody and Hunter claim. After all, literary characters are
figures of a writer's (or a culture's) imagination, whereas
the patient is real and here now, and that patients' pains
and needs are not imaginary, but terribly real and concrete.
To be fair to Hunter, though, she does detail one
possible way in which a literary approach does change
doctors' lives to make them better able to relate to their
patients. She claims that often a doctor will be so moved by
the story of a particular patient that this experience
becomes life changing. I worry, though, that in a culture
increasingly bombarded with scenes of violence, that
students entering medical schools these days will be less
moved by some of the works she and other medical
narrativists use. Often these texts are written at a
different time for a very different audience. I think that
students will be increasingly less moved by some of the
older works in our repertoire, even though I realize I am
challenging a time-honored assumption that good literary
works can be universal, and transcend time and culture.
While this assumption works within the academy, it falls
short in the clinic. The one-size-fits-all rhetoric adopted
for most doctor/patient encounters has obviously fallen far
short of the ideal. A rhetorical approach would rather
situate the patient within her own reality and then approach
her using the terms and strategies that will most identify
with her situation, rather than trying to universalize her
suffering. Physicians attempt to meet patients' need for
reassurance with state-of-the-art tests, instruments, and
invasive procedures rather than with a rhetoric of healing.
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Hunter, however, does not draw the same conclusion that
I just did: that patients need doctors to hear their fears
and need to hear from their doctors the words of
reassurance. She does not address the need for doctors to
understand their audience, a rhetorical concept that could
be introduced within a medical communication course (see
chapter 5 of this work). Her analyses of the problems and
her understanding of the rhetorical situation are profound
and insightful. But she falls short when she relies only on
literature, rather than a broader based approach that
includes both literary and rhetorical theory. After
delineating the uncertainty question so profoundly above,
she brings in a literary example as a panacea. Hunter
introduces Herman Melville's Billy Budd to illustrate the
ungeneralizability of moral decisions, linking Captain
Vere's predicament in the judging of Billy Budd with the
"early work in biomedical ethics . . . [and] many of the
everyday medical decisions about matters that are entirely
clinical" (39). Hunter thinks that merely recognizing the
uncertainty in medicine and the role of narrative might
attract medical students who tolerate ambiguity better than
those well-versed only in sciences. While this idea has some
merit, we gain no sense from these suggestions that language
itself can be altered to permit other types of action to
take place, actions that would solve problems and be able to
do more than just "attract" certain types of future doctors
(48). To give her credit, though, she does seek to interrupt
the scientific epistemology of medicine, which could
eventually change the discourse as well. But her solution is
limited because she advocates only narrative, not the many
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Other rhetorical forms found within a rhetoric of healing.
Also she looks more at the global reach of literature, which
while both necessary and important, at the same time the
specific and local problems within the discursive practices
are crying for solutions.
Hunter, unlike Brody, examines the context and forms in
which the narratives are found. She examines the exigencies
that construct both case histories and the charts they are
written in, often performing excellent and exhaustive
discourse analyses without alluding to any other tradition
except literature. She is performing a contextual analysis
similar to the ones rhetors use to situate specific
examples. She notes, too, the rigidity of the forms and the
norms surrounding the various rounds in which doctors must
present their findings. These analyses are tremendously
helpful in determining the rhetorical situation, audience,
and purpose. Rather than concentrating on narrative alone.
Hunter is beginning to develop a rhetorical sense of the
narrative, that story is understood in the context of the
particular patient within a particular situation. Without
these understandings, the narrative can serve only a very
limited and limiting purpose. But her solutions are not the
clear, concrete ones sought by those wishing to revise the
discourse. She offers no specific strategies that a
combination of both literary and rhetorical theory could
offer. Instead she does not take up the challenge to
articulate how the interpretation of the narrative will
change the discourse.
Although these narratives are central to the medical
case structure, medical students seldom receive any
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instruction in the skills necessary to perform charting or
history taking. Most institutions expect doctors to acquire
these skills through osmosis (105). Any deviating from the
pre-established norms would be unthinkable. With a
background in basic rhetorical analysis, though, students
would be more flexible in changing old, worn-out forms.
Hunter claims that the narrative form itself has been
"concealed," although "[IJike Poe's purloined letter, they
have been hidden in plain sight all along, the basic coin of
medical discourse" (105). Hunter discovered that medical
institutions often deride the narrative when it becomes an
obvious form. "For the most part it is taken for granted,
relied upon, forgotten" (105). Hunter's worst case scenario
adopts technical reports that would eventually crowd out the
usage of narrative in medicine. Such a scenario would also
crowd out any interaction between doctor and patient, any
hope of introducing a rhetoric of healing.
In her conclusion to Doctors' Stories, Hunter makes "a
case for narrative" (148). Like Brody, she uses Tolstoy's
Ivan Ilych to assert that cold professionalism is not
adequate in any sense of the word in doctor/patient
relationships. Hunter suggests "Patients need more than
diagnoses, and to supply their need physicians must have
richer case narratives than the traditional medical case
history" (148). Hunter argues further that the "richer case
narratives" must come from literature, which presents an
understanding of human activities, motives, and "values"
(152).

In addition to a body of literature and its

examination as necessary for physicians, she also calls for
the study of literary criticism and literary theory within
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medicine. While this move does take us further than Brody in
examining how doctors talk to patients, when we contemplate
the enormous range of the choices within literary theory and
criticism, this solution also seems unworkable. Graduate
students studying literary theory and criticism full time
barely master its many strands and possibilities since an
explosion in the field over the last several decades. Thus
Hunter calls for an unworkable and impossible solution.
Instead an awareness of rhetoric in combination with
literature would not only be more achievable in medical
education, and also offer more flexibility and possibilities
for changing the discourse. A basic awareness of rhetorical
strategies and beginning theory would be more possible to
teach within a one- or two-semester course than the many
competing and conflicting literary theories such as
feminism, Marxism, psychoanalytic, phenomenalism,
deconstruction, etc.

Kleinman Almost Prescribes Rhetorical Awareness for
Physicians

Unlike either Brody or Hunter, Kleinman does move
patient narrative, rather than literary narrative to the
center of his work. Like the others he centers disease and
illness, but he also includes "healing" in his subtitle,
Suffering, Healing, and the Human Condition. His main focus
is chronic illness, an important focus for one who wants to
study a more lengthy patient narrative. Kleinman also sees
narrative as a more complex form than both Brody and Hunter,
calling it at one point a "palimpsest": "The detailed
empirical and symbolic particularities of this life

112

trajectory . . . create a unique texture of meaning-external layers written over internal ones to form a
palimpsest--for each person's experience of chronic illness"
(32). Because of his training as a psychiatrist, he works
with the multilayers of discourse, including both conscious
and unconscious levels.
He wrote Illness Narratives
(1)

To show "that it is possible to talk with
patients, even those who are the most
distressed, about the actual experience of
illness, and that witnessing and helping to
order that experience can be of therapeutic value"
(xiii).

(2)

To argue that from illness we can learn about the
human condition "with its universal suffering and
death,"

(3) To understand how life problems are "created,
controlled, made meaningful" (xiii).
Kleinman distinguishes illness from disease. He uses
the term illness to include the whole patient experience, as
well as its impact on the family or wider social network.
His interests lie much more with the patients' experiences
than with those of the doctors in Hunter's and Brody's
works. He opens up the possibilities for change when he
valorizes even the patients' use of particular words in
their stories of their own symptoms: "Hence, even the
superficial significance of sjnnptoms qua sjnnptoms is
embedded in the meanings and relationships that organize our
day-to-day world, including how in interaction we recreate
ourselves" (16). Such a view of language is more rhetorical
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because he situates patient stories within contexts. He
situates various illnesses and our associations with them
within specific cultures and time periods, remarking
especially on the plague in medieval Europe, neurasthenia
and its romanticizing in Western literature, and various
chronic illnesses in China where he studied extensively.
Kleinman moves beyond both Brody and Hunter in
proffering alternative models to the present usage of
narrative. Instead of staying within rigid and highly
stylized forms and norms of traditional Western medicine,
Kleinman suggests the good clinician will take on the task
of an "empathetic interpretation of a life story that makes
over the illness into the subject matter of a biography"
(49). He notes that the "plot lines, core metaphors, and
rhetorical devices" that construct the patient's story are
drawn from cultural and personal models (49, emphasis
added). While his emphasis on "lines," "metaphors," and
"devices" sounds formalistic, he has at least situated them
within patient lives, not in literary works, and thus
includes the possibility of interaction. The clinician,
then, by paying attention to that narrative and those
devices, validates the patient's experience, and in that
process enables healing. Because the physician accepts the
meaning the patient's illness has for him or herself, their
interaction becomes more therapeutic and healing.
The psychiatrist then applies his own methodology to
various cases presented in his work. He describes patients
singly and in depth, showing us the cultural meaning of
their stories of illness. Furthermore he seems to emphasize
that many patients become ill in response to other problems
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within their lives. For example he describes one patient
with asthma whose family situation was abominable. He
suggests family counseling as part of the treatment for the
asthma attacks. A thin line is drawn between blaming the
victim in a psychosomatic diagnosis and healing by taking
into account the context surrounding the patient. Kleinman
shows compassion toward patients whose lives make them ill
rather than blaming them for their illnesses.
Kleinman calls for full-scale reform of the medical
system because the various levels of patient need are not
being met. Like Hunter, he sees the technological advances
as often putting more distance between patients and doctors.
The business attitude of Health Maintenance Organizations
contributes to less "care" of the patient, too. He suggests
"[t]he bureaucratization of care arguably has worsened the
problems experienced by the chronically ill in negotiating
health care institutions" (264). Also problematic is that
"efficiency can be (and frequently is) the enemy of high
quality care" (264). "Perhaps the most difficult challenge"
he says, will be "how to humanize biomedical institutions"
(264). For him, like for me. this goal is key in his work,
rather than the goal of evaluating philosophical questions
or suggesting that doctors need to study literary theory.
In tandem with recognizing the need to humanize
biomedical institutions, Kleinman suggests we view medicine
as made up of three epistemes: "biological science; clinical
science; and medical social science and humanities" with the
first two fully developed and the last "inadequately
developed" (266). He calls for the "human sciences of
medicine" to become as substantial as the other two. Again,
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I would concur with such a view, but we are left with an
amorphous and daunting task, one that leaves us, perhaps,
without a clear starting point. I would suggest the starting
part is the type of course I design for medical students in
chapter 5. It offers a combination of literature and
rhetorical theory that gives future doctors the tools to
understand patient discourse, as well as the way their own
discourse has been constructed. I do agree with Kleinman's
eloquent statement calling for those of us in the humanities
to take part. Kleinman suggests, "If we can say that war is
too important to be left solely to generals and politics
solely to politicians, then we should also say that illness
and care are far too important to be left solely in the
hands of the medical professionals, especially those who
configure these innately human, issues in a framework that
constricts our humanity" (267).
Brody, Hunter, Kleinman, and others have pointed out
that the patient is indeed a story, is in fact a "unique"
story, a biography, and a construction through "perceptions,
feelings, thoughts, and actions" . . . (xi).

Brody and

Hunter, after establishing the patient as story, continue to
foreground literature and concentrate much of their inquiry
on the narrative form without examining the content, the
context, its history, or rhetorical strategies. I would
suggest this concentration on only one form and one
discipline necessarily restricts their analyses of
doctor/patient discourse. For although they establish that
the patient has a story, the implication remains that the
only avenue left for the physician is to listen to the story
or to co-construct the story with the patient. Although this
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notion begins to move us toward one possible rhetorical
solution, it does not go far enough.
Brody, Hunter, and Kleinman establish much of the
groundwork for analyzing what is wrong with the ways doctors
talk to patients. Hunter especially begins an important
critique of medicine as only a science. However, instead of
suggesting the discourse itself be analyzed and changed,
Brody and Hunter both suggest literature as the only answer,
without showing exactly how it alone can change the ways
doctors talk to patients. I would suggest instead a more
encompassing call for rhetorical studies and other languagebased studies, a more interdisciplinary approach to
discursive practices within medicine. Basing one's hopes on
narrative alone and on specifically literary narrative for
answers to current discursive problems is unrealistic at
best and prolongs patient suffering at worst.
Kleinman, on the other hand, moves in closer to the
process I would propose for beginning to work on the
problematic discursive practices we find today in doctors'
offices, clinics, hospitals, and other care facilities. Here
I repeat several claims he makes:
(1)

That talking to patients about their "experience
of illness" is itself therapeutic.

(2)

The good clinician will take on the task of an
"empathetic interpretation of a life story
that makes over the illness into the subject
matter of a biography" (49). In short the
doctor identifies with the patient and helps the
patient come to an understanding of the role the
illness plays in his or her life.
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(3)

He situates the illness within a culture and the
personal lives of patients beyond the clinic.

A better way for doctors to get to this analysis and to hear
the patient, then, would be through the study of rhetoric
along with literature in medical school. Literature does not
per se teach the analytical skills necessary to understand
all the implications of a discourse except within an
exhaustive study of a particular period or through literary
theory. Such a study is not possible in the medical school
curriculum, but an overarching study of rhetoric, especially
of situation, purpose, and audience, is possible. The study
of rhetoric and rhetorical analysis along with literature
would better prepare a doctor to understand the patients'
words, although a study of rhetoric includes the narrative
as one of many possible forms of discourse. After all, in a
rushed atmosphere and stress-filled situation, patients and
their families often speak in fragments, in expletives,
using allusions unfamiliar to their physician, speech acts
that are more easily and successfully analyzed under a wider
umbrella. Rhetoric is a study that can involve all possible
speech acts. The metaphors and narratives Brody, Hunter, and
Kleinman all identify as being important and often key in
medical settings could be better analyzed using rhetorical
analysis along with literature.

Is Quantitative Research the Cure?

As I mentioned above, attempting to address the
problems in doctor/patient talk by focusing on literature is
not the only solution that our culture has explored. On the
seemingly opposite end of the literary approach, we have
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communication specialists who attempt to change the way
doctors talk to patients by studying the practices
themselves, rather than using literary examples. Social
scientists have recognized problems within the discourse and
have addressed them through numerous studies. Ong, de Haes,
Hoos, and Lammes in the Netherlands suggest that
conmiunication between doctors and patients has recently
attracted more attention within health care studies. In the
last twenty years both descriptive and experimental research
has tried to understand and improve the communication that
takes place during medical consultations. Certain aspects of
doctor/patient communication seem to have influence on
patients' behavior and well-being, such as satisfaction with
care, adherence to treatment, recall and understanding of
medical information, coping with disease, quality of life,
and even state of health (903, emphasis added). They suggest
that "the insight gained from these efforts [to understand
and improve communication] is limited" (903). Their
conclusion is that these limits are a result of the
complexity of doctor/patient interactions. Before we accept
such a diagnosis, let's look at the various studies to see
if other reasons for the limits are perhaps possible.
Studies usually fall into one of several categories,
those analyzing factors found in doctors' discourse, those
examining patient characteristics or influences in the
interaction, and those that look at the interactions in
particular settings. Some representative titles in the first
category include "Interruptive Patterns in Medical Visits:
The Effects of Role, Status, and Gender" (Irish and Hall);
"It's How You Say It: Physicians' Vocal Behavior" (Harrigan,
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Gramata, Lucic, and Margolis);

"Physician Attitudes Toward

Communication with Cancer Patients" (Greenwald and Nevitt);
"'Telling Bad News': Physicians and the Disclosure of
Undesirable Information"(K. M. Taylor); "Task Versus Socioemotional Behaviors in Physicians" (Hall, Roter, and Katz).
These types of studies center on the physicians' discursive
practices per se. Rather than attempt an exhaustive
examination of this particular type of study, I will
describe two in this category to identify strengths and
weaknesses of this particular genre in analyzing the
problems and changing the discourse toward a rhetoric of
healing. I've chosen representative samples that best
exemplify the limitations, while recognizing that these
studies contribute many important analyses that could form
part of the deconstruction of the old and construction of
the new rhetoric. Often the analyses provide clear links to
our project of recovering the subjugated knowledge of
patients. Also, many of the studies call for a theoretical
framework that the discipline of rhetoric could supply, as
we shall see in the following examples.
If we examine one such study, we can understand certain
limitations and problems that arise in such studies. Julie
T. Irish and Judith A. Hall's study on interruptive patterns
in medical visits examines the effects of role, status, and
gender on how often doctors interrupt patients and vice
versa, looking for patterns of dominance. Irish and Hall
call for "a more microanalytic and functional approach as a
way to explore relations between physician and patient"
(873). Their purpose was to examine "the frequency of
interruptive and overlapping speech in hopes of unveiling a
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more accurate picture of how physicians and patients speak
to one another" (873). First they review other studies in
this specific area and find that physician dominance and
asymmetry in relation to the patient are an issue; part of
their goal, therefore, is to determine "whether physicians
verbally dominate their patients" and also to determine if a
physician's status or level of experience was related to the
"frequency of interruptive and overlapping speech during the
medical visit" (874), Using a very specific lens or
terministic screen (see definition in the Introduction),
Irish and Hall hoped to paint a more accurate picture of how
physicians and patients speak to each other (873). As befits
the genre of such studies, Irish and Hall rely on other
studies to build their research. Their review of the
literature in the first part of their study identifies
various purposes of the communication, a rhetorical strategy
that moves the conversation in the direction we need to go
to construct a rhetoric of healing. The main purposes they
identify are (1) To create good inter-personal relationship,
(2) To exchange information between the doctor and the
patient, and (3) To enable doctors and patients to make
decisions about treatment. Some of the studies cited by
Irish and Hall delve into concepts based on Carl Rogers'
client-centered theory (904). Because much work has already
been done in this area by both social scientists and
rhetoricians, I will not cover that ground again, but will
note, like Irish and Hall, that the patient-centered method
is a closely related school of thought (904). The patientcentered model closely approximates the recovery of the
subjugated knowledge of the patient I advocate in this work.
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This particular study by Irish and Hall identifies and
categorizes certain emotions that should be present in
physicians' speech that are linked to better communication
(empathy, genuineness, respect, warmth, and unconditional
acceptance) (904). These emotions were not found in Swan's
dismissive remarks to Sacks, but were found in the exchanges
I had with Dr. Wiener. While the concept of subjugated
knowledge is not the same as emotions qua emotions, the
employment of certain empathetic strategies permits the
emergence of such knowledge. Negative emotions such as Swan
exhibited would contribute to the continued subjugation of
what the patient knows and has to say. We can identify a
convergence here between literature and medicine and this
particular category of communication studies in which more
empathetic communication on the part of the physician has
been constructed as a goal or at least forms a subtext
within the discourse. This strategy, too, is rhetorical in
nature, a movement away from the Platonic scientific
paradigm in which emotions {pathos) are clearly subjugated.
Thus subjugated knowledge is not only recovered through
empathy on the part of doctors, but emotion is also part of
this knowledge base or episteme.
The authors videotaped one hundred medical visits, and
coded the conversations according to interruptions, using a
system called the Interruption coding system or ICS
developed by Roger, Bull, and Smith (875). ^ The researchers
had predicted that higher-status physicians would interrupt
their patients more than lower-status physicians, but no
support was found for this hypothesis (876). However, they
did find "physicians used more partially successful
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interruptions with female patients than with male patients"
(877). Other aspects of the study did not reveal what Irish
and Hall expected either. But the main conclusion was that
"The results of this present study clarify the need to
conduct additional research that examines not only the
frequency of interruptive and noninterruptive simultaneous
speech in relevant social interactions, but also content
surrounding the speech behavior as another way to explain
the meaning of interruptions" (880). In short, we have an
exhaustive study in which the results call for more studies.
Studying the minutiae of communication without a rhetorical
framework limits the results, not to mention the
difficulties of interpreting quantitative studies
themselves. Irish's and Hall's calls for further study to
examine "the content surrounding the speech behavior" sound
very much like the examination of the rhetorical situation
or placing a speech act in a context, routinely done in
rhetorical analysis, an analysis that can take in more than
just a narrow codification system (880). Placing the raw
material into a rhetorical framework would seem to satisfy
the calls for further study that Irish and Hall make. By
situating such a study in the context as the social
scientists suggest, would indeed reveal the meanings of the
data. Rhetoricians have the tools to examine such data and
could afterwards offer changes in the discourse itself.
Because rhetoricians also study pedagogy, we could design
courses to address the results of the study and implement
them in medical education. See for example the course I
design in chapter 5 of this work.
Harrigan et al also identify emotions as important in
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physician vocal behavior and categorize the variables in
their quantitative study as empathic, dominant, and calm
(89). They then measure samples gathered from telephone
conversations between physicians and patients.
The study, while interesting, typifies some of the
weaknesses of such studies in that conclusions are limited
because they are not statistically significant. The sample
was too small. Some of the conclusions are important and
certainly merit inspection under a wider theoretical
umbrella such as rhetoric could supply. The study suggests
such conclusions as speech rate is associated with dominance
(the faster the rate equaled the more dominant the
physician), vocal behavior does affect patients and
influences their perception of physicians' attitudes, and
females evaluate physician vocal behavior more positively
because they are more compliant and cooperative (91).
Rhetoricians could find much to quarrel with in such
characterizations. Because the genre of quantitative studies
tends to encourage acontextualized studies in order to break
down and measure various factors, these conclusions could be
challenged when placed in other wider or varying contexts.
For example, some women are not more compliant and
cooperative. And in various other regions of this country,
slower speech is the norm and can still carry implications
of dominance. Thus applying a wider rhetorical lens or
simply using the concept of situating a study within a
particular context could be helpful.
In the second category of social science studies
focused on doctor/patient communication that I identified
above, social scientists, linguists, and communication
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researchers study such patient behavior as 'InformationGiving in Medical Consultations: The Influence of Patients'
Communicative Styles and Personal Characteristics' (Street);
"Patient's Understanding and Recall in Clinical
Communication Failure" (Ley); "Satisfaction with
Communication, Medical Knowledge, and Coping Style in
Patients with Metastatic Cancer" (Steptoe, Sutcliffe, Allen,
and Coombes): "Patient Characteristics that Influence
Physician Behavior" (Hooper, Comstock, Goodwin); and
"Patient Information-Seeking Behaviors When Communicating
with Doctors" (A. Beisecker and T. D. Beisecker). These
studies examine the patient's role in doctor/patient
communicat ion,
As we saw in chapter 1, Sacks as patient needed a
certain type of communication from his surgeon that was not
forthcoming. We saw Sacks initiate certain verbal cues to
initiate a dialogue that was important to his coping with
complications resulting from his surgery. Because Sacks
wrote so compellingly and clearly about his own
expectations, we know that patients can have conflicting
needs in this particular rhetorical situation. However, in
this chapter, I wish to examine only one study looking at
the patient's role. I want to continue to focus the
responsibility for the changes in the discourse and the
creation of a rhetoric of healing on the physician. It's the
knowledge of the patient that is subjugated, including the
pathos of the patient's situation. As my argument continues
throughout this work, the reader will discover that I argue
for rhetorical education in medical schools, not for further
patient education. I am doing this very consciously to
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counter what I perceive as an overemphasis by the media to
place responsibility for patient/doctor communication on the
patient not the doctor. This discussion will be the subject
of a later work.
Because as rhetoricians we know any rhetorical
situation includes both speaker and audience, even when
patient knowledge is subjugated, the patient (audience)
needs to be understood to be communicated with. What the
studies in this particular category can help us with is that
audience analysis. To look at what we can gain from one such
study, I'm examining Richard L. Street, Jr.'s 'InformationGiving in Medical Consultations: The Influence of Patients*
Communicative Styles and Personal Characteristics.'

Street

acknowledges that the information is crucial for the doctor
to formulate diagnoses and determine treatment; for the
patient, information can create understanding that can
reduce uncertainty, lessen concerns, and improve health
(541). Most patients do not see their doctors as skilled in
communication. This lack leads to patient dissatisfaction,
misunderstanding of medical information, and even
noncompliance (541), all characteristics that could retard
the healing process. Street suggests doctors tend to
overestimate the information they give while underestimating
the patient's desire for information (541). Studies have
consistently shown, too, that doctors tend to inform certain
types of patients more than others. Street forms the
following hypotheses before he conducts his study: that the
amount of information physicians give patients may be
influenced by (a) features of patients' communicative
styles, (b) physicians' communicative adaptations to
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patients with varying personal and social attributes, or (c)
some combination of the two (542), Street's analysis could
be helpful in teaching doctors the audience analysis I
suggest in chapter 5.
Street sets out with the prior knowledge that some
physicians are "more informative" with some patients than
they are with others (541). Doctors give more information to
upper middle-class, well educated, middle-aged, and
seriously ill patients. The data are equivocal regarding
gender, though. Feminist researchers suggest doctors inform
female patients less well, but other researchers found that
doctors tended to better inform female patients (541). After
reviewing these differing results of previous studies.
Street decides to test for the possibility that "these
differences are related to the patient's communicative
style" (541). He hypothesizes further that patients who
express more concerns, are generally more assertive, and are
better at asking questions receive more information (541).
He speculates that the correlates of education, income, and
age result in patients acquiring more information from their
doctors because these qualifications produce the specific
communicative style that most elicits answers from
physicians.
In Street's study, 48 patients were approached prior to
their physician visit and asked to allow videotaping of
their session with their doctors. Again the information is
coded according to a specialized analysis system. Remember
that the author set out the following two possibilities:
that physicians may be influenced by the patient's
communicative style and that physicians may be responding
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Strictly "in response to the personal and social attributes
of patients" (546). Street identified three features of
patient's conununicative style that seemed to influence the
amount of information a physician delivered: questionasking, expressing concerns and worries, and offering
opinions. Some studies that Street consulted suggested the
doctors give more information to patients who ask more
questions as opposed to fewer questions. He correctly notes,
though, that some doctors express frustration with patients
that ask too many questions. A patient's expression of
concerns and worries should elicit reassurance and further
information from the doctor. Sacks was quite clear about
what information he did and did not want. In the interaction
between Sacks and Swan, Sacks expressed concerns and worries
with no resulting increase in reassurance or information. In
a teaching situation, though, doctors could be taught that
these are the obvious markers that need to be addressed.
Both questions and expressions of concern place the patient
in a subordinate position to the doctor, one that keeps the
vertical rhetoric intact. Expressing opinions, however,
places the patient in a more assertive role. She is
volunteering some information to the doctor. Street's study
showed that doctors tended to give more information to
assertive patients, but my clinical experience reveals more
mixed results. Some doctors clearly resent such input from
patients and regard this rhetorical strategy as an attempt
to challenge physician dominance.
The results of Street's study suggest that patients can
receive more information if they ask more questions; more
information was imparted if patients expressed their

128

worries, concerns, and emotions; particular patients
received more information if they expressed more anxiety
that was often correlated with illness or injury of a more
serious nature; also more educated and younger patients
received more diagnostic data. Again we have a call for more
research, especially given the many variables in this
particular study. Street discovered that the variable of
physician style, domineering or patient-centered, plays a
key role. He identified three problems with the way doctors
inform patients.
(1)

The doctor presents information that "glosses over
issues" important to the patient 547).

(2)

The doctor uses jargon that is not understandable
to the patient.

(2)

The information is "simply redundant with what the
patient already knows" (547).

One strategy Street suggests is to have the patients
themselves review the information and rate its value.
Street concludes further that not only should
patients communicate in a way to garner information from
physicians, but also that physicians also need to initiate
"partnership-building behaviors" such as asking for
questions or concerns to express (547). For example
physicians could initiate responses to help patients express
themselves: "How do you feel about ..." and "You seem
hesitant about ... or surprised that ..." (547). Street
concludes, researchers must be cautious about focusing on a
single set of variables, and calls for qualitative studies
in addition to the quantitative one he is reporting on. This
move is a generous one. Several articles revealed such
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concerns that quantitative research alone was not enough to
produce the kinds of information necessary to analyze
doctor/patient discourse. His argument lends support to mine
that rhetorical theory as a framework and discipline that
supports both kinds of research within its purview would
contribute to the depth and breadth of such studies.
In the above example, I illustrated a very brief
example of how to place a communication study within a
rhetorical framework, to complicate it, but also to have the
study do something. Such a study could help medical students
learn about their own reactions to patient communicative
behavior, if it were brought into medical education and
placed in a rhetorical context. The reader should be aware
that Street's study focuses on information giving not on
rhetoric as an instrument of healing. This lack, then,
constitutes one of its limits, as well as identifying the
limits of other studies in this genre.
In the third category, we have more general analyses of
doctor/patient interactions "Doctor-Patient Communication
and the Quality of Care" (Sensing),• "Doctor-Patient
Communication: A Review of the Literature" (Ong, de Haes,
Hoos, Lammes); "Verbal Analysis of Doctor-Patient
Communication" (Meeuwesen, Schaap, and Van Der Staak);
"Quantitative and Qualitative Approaches to the Evaluation
of the Medical Dialogue" (Roter and Frankel); and "Relations
between Physicians' Behaviors and Analogue Patients'
Satisfaction, Recall, and Impressions" (Roter, Hall, and
Katz). These articles that appear to take a broader approach
to the subject still follow the conventions of the genre:
They cover the subject in 6-20 pages.
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In the third category identified above, we see more
general studies such as Meeuwesen, Schaap and Van Der
Staak's "Verbal Analysis of Doctor-Patient Communication"
done in the Netherlands. This study claims to be a
"microscopic analysis of doctor-patient communication in the
general practitioner's surgery" (1143). The authors examine
85 medical interviews using verbatim transcripts and Stiles'
Verbal Response Mode (VRM). Their findings are reported out
in a journal article of six pages. Their three research
questions were "What are the communicational characteristics
of patient and physician in the various phases of the
medical interview? Does the type of complaint (somatic or
psychosomatic) influence the communicational pattern of the
medical interview?" and "Does the gender of the patient and
physician influence the communicational pattern of the
medical interview?" (1143).
The study outlines three theoretical views of the
doctor-patient relationship: the consensus model of Parsons,
the discrepancy model of Freidson, and patient-centered
approach (1143-44). The consensus model assumes "a
harmonious relationship where the physician is leading and
the patient is following; the physician's role is
characterized by high status and control vis-a-vis the
patient" (1143). The discrepancy model argues in contrast
that an inherent discrepancy exists between patient
expectations and what the doctor offers. "Only a part of the
physician's control is used to advance the patient's
interests; the physician also uses control to maintain his
institutionalized authority" (1143). Thus both theories
assume an asymmetrical relationship between the patient and
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physician in which the doctor is dominant, although the
discrepancy model also recognizes the patient's agency in
the interaction.
The third theory acknowledges patients as unique in
their needs and histories. This approach, the authors argue,
is less focused on illness and more on the patient as person
(1144). The categorization of various models is helpful, and
some useful information has been gathered. But the authors
move from their more important implications and findings to
a validation of the VRM method, although they do also admit
it is more useful in coding physician response than patient
response (1148). One could rhetorically analyze the studies
as being more interested in validating various research
strategies than exploring the research findings. A close
reading of the studies as a genre in themselves reveals much
time spent justifying various quantitative measures
(analysis systems) in themselves or quantitative research
generally. In short, too much time is spent defending
territory--too little time is spent interpreting and
applying results and conclusions. The majority of the
results sections are devoted to defense of methodology also
because of longstanding debates between quantitative and
qualitative research camps.
Debra Roter and Richard Frankel evaluated both
quantitative and qualitative approaches to analyzing medical
"dialogue." They reached similar conclusions about the
problem of using quantitative research methodology, although
their solution is somewhat different from the one I have
proposed (1097). They acknowledge the "longstanding" debate
between those practitioners of both quantitative and
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qualitative methodology and conclude that "[t]he heat of the
debate is derived not merely from a disagreement over the
relative advantages and disadvantages of qualitative and
quantitative methods, but from the broader perception that
these approaches reflect incompatible paradigms" (1097).
Roter and Frankel use paradigm here interchangeably with
"world view" and assert that the quantitative worldview
could be described as "hypothetico-deductive,
particularistic, objective . . . outcome-oriented" and
positivistic (1097). The worldview of the qualitative
researchers, on the other hand, seems "social
anthropological, inductive, holistic, subjective, and
process-oriented" with its researchers reflecting a
phenomenological approach (1097).
Roter and Frankel conclude their study in a novel way
by citing the cultural anthropologist Thomas Gladwin as he
describes two navigational modes for those braving the open
seas (1102). One system is that used by European navigators
that begins with the development of a sailing chart or
diagram to be used as an instrument in reference to all
further navigational decisions involving direction. The
authors then compare the European system with that of the
islanders of Truk who also travel long distances on open
seas. Their methods do not include preprepared charts or any
navigational instruments that Europeans use. Instead they
use "a large number of discrete observations" to make many
ad hoc decisions (1102), Roter and Frankel then use this
analogy to foreground context. Both systems cited above,
incidentally, produced the same results . . . equally
skillful and effective navigation to reach one's goal, just
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as a combination of both qualitative and quantitative
research could reach the goal of improved doctor/patient
discourse. The authors argue against the "mutual
exclusivity" of the methods and their proponents, (Street is
unusual in calling for qualitative in addition to
quantitative research in his implications section at the end
of the study), calling instead for cross-method
collaboration and even "suggest areas for development of
integrated theory, an element notably lacking in current
research" (1097).
Again I would suggest that rather than developing a new
"theory" to bridge this particular gap in research
methodology, we instead employ a "theory" and methodology in
which both research methods already find a home and inform
each other on a regular basis: rhetorical theory. Rhetorical
theory would provide also a basis for critiquing and, in a
sense, evaluating the evaluations and evaluators because it
assesses among other things the standpoints from which
particular researchers argue. Thus it provides a "metamethodology" above and beyond the particular methodologies
it includes. Such a theoretical base would provide checks
and balances among various methods, but including them,
rather than excluding--breaking down barriers rather than
reinscribing them.
For example, discourse analysis is a valuable tool in
evaluating patient/doctor exchanges and one with which
rhetoricians are familiar. Because rhetorical training often
includes contextual analysis, we can place quantitative
analysis within a larger qualitative framework, as Irish and
Hall seemed to recognize was missing from their own study.
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Rhetorical theory provides more avenues to explore both
causes and solutions to problematic patient/doctor discourse
that are not addressed in purely quantitative analyses.
Application of rhetorical analysis to preexisting "raw data"
or quantitative analyses could also yield results beyond
defense of a particular research methodology.
Another study similar to that of Irish and Hall, done
by Beckman and Frankel, studied 74 office visits and
discovered that patients were interrupted by the physicians
18 seconds after their beginning statements detailing the
reasons for their visits. Studies of this sort, while
extremely valuable, do not go on to either suggest causes of
or solutions to such problems. Nowhere in this study do we
see the suggestion for altering medical education. That
represents another discipline, one bounded by other norms
and constraints quite different from those of quantitative
research. Pedagogical concerns, however, also fall under the
umbrella of rhetoric, so various teaching strategies could
be developed to anticipate and retrain such physician
practices.
Using rhetorical theory would also heal the gap Roter
and Frankel identified between quantitative and qualitative
research methodology. Their identification of different
paradigmatic considerations between the two methods can
easily be accommodated under the larger umbrella term of
rhetoric. For, in fact, as rhetoricians, we typically use
many different methodologies to assess rhetorical situations
ranging from the most scientific forms such as those used by
Richard Beach, Don Daiker, John Daly, Stephen Witte to
ethnographies such as those advocated by Wendy Bishop, Linda
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Flowers, Ann Ruggles Gere, Gesa Kirsch, and others. Rather
than engage in territorial fights over ideology,
methodology, and terminology, broad-minded rhetoricians
employ and find both methods useful.
Also, because rhetoricians as a whole tend to be
interested in pedagogy and composition, we are more apt to
move out of "pure" theory or "pure" research (unlike the
more scientific and literature-minded) into the realm of
application. Of what use are the studies of doctor
interruptive patterns if the doctors in medical schools and
in their journals are not exposed to such information? Most
of these studies are published in communications studies and
the Social Science of Medicine. A rhetorician, one who
understands both theory, pedagogy, and application,
especially one trained in interdisciplinarity, can
immediately see how to bring such information into the
classroom or into the journals doctors read.
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Notes
1. Because these are quantitative studies, data is gathered,
measured, and evaluated according to various interaction
analysis systems or IAS. Most apply to both verbal and
nonverbal behavior. They include the Bales' Interaction
Process Analysis, the Brown University Skill Evaluation
a.k.a. (BUISE), Interaction Analysis by Maguire et al.,
Katz's Resource Exchange Analysis (REA), the Maastricht
History-Taking and Advice Checklist, Medical Communication
Behavior system (MOBS), Physician Behavior Checklist (PBCL),
and Roter's Interaction Analysis System (RIAS). The systems
applicable to verbal interactions only include the Observer
Checklist (OC), Patient-Centered Method, Stiles' Verbal
Response Mode (VRM), and the Observation System for
Analyzing Interaction Between Doctors and Cancer Patients
(Ong 907). What we find are many different and competing
systems, many different approaches, each studying a very
small piece (usually) in the realm of doctor/patient
communication.
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CHAPTER THREE
Doctors Defied, Doctors Deified

In the last two chapters, we identified the problem of
subjugated knowledge in how doctors talk to patients. In
chapter 2 I showed how present genres attempting to address
this problem are inadequate. In this chapter we look at
historical case studies to discover how patient knowledge
was subjugated. What happened to elevate doctors to the high
status they enjoy today? How did the society come to
privilege doctors' scientific knowledge over the patient's
knowledge of her own body? Again we need to focus on two
terms (and issues) discussed in the previous two chapters:
authority and uncertainty. Surprisingly, the authority
constructed in medieval times in the medieval church had a
strong impact on the construction of Western biomedicine.
Much of the impetus for such a structure comes from the
uncertainty engendered by such events as the Plague Years
and, later, the French Revolution.

The following

examination, then, will reveal how much of our present
discourse between doctor and patient have deep, historical
roots. Also by examining the convergence of several theories
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from different eras and cultures within medieval medical
discourse, I set the stage for the claim in chapter 4. There
I claim that ancient medical paradigms exist side-by-side
with the technical paradigm in today's medical discourse.
I examine here the earlier period using a Foucauldian
lens. Although Foucault wrote about the late 1700s around
the time of the French Revolution in The Birth of the
Clinic, we can still use his category of "subjugated
knowledge" in analyzing the Plague Years. To review what we
mean by subjugated knowledge: According to Foucault there
are two definitions, and in this chapter I use the one that
pertains "to the historical contents that have been buried
and disguised in a functionalist coherence or formal
systemisation" {Power 81). He suggests neither a semiology
nor even a sociology can "produce an effective criticism . .
. but rather the immediate emergence of historical contents"
{Power 81). Although I am not undertaking in this work the
"effective criticism" of the entire discipline of medicine,
I am attempting to accomplish an effective criticism of one
aspect of medicine: doctor/patient discourse. I'm careful
here not to create another "functional coherence" nor a
"formal systemisation" of the development of this particular
discourse. Instead I present case studies from whose
"historical content" an effective criticism will emerge. In
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positioning the historical work in this way, I also seek to
recover the subjugated knowledge of the patient, or, as
Foucault would put it, "a return of knowledge" (Power 81). I
examine the Plague Years and foreground his work on the
French Revolution, "because only the historical contents
allow us to rediscover the ruptural effects of conflict and
struggle that the order imposed by functionalist or
systematizing thought is designed to mask" (Power 82). In
the ruptures we discover the competing paradigms in
revolution that are later restabilized in the "systematising
thought" to which Foucault refers.
In Foucault's ground-breaking work in this area, he
discovered that the uncertainty of the times following the
French Revolution produced a centripetal (centering)
movement within medicine. The clinique was in such disarray
following the revolution that the floundering discipline
reached back to an earlier institution, the medieval Church,
for its structure. In order to more fully understand that
important structural change, we need to look carefully at
the times that engendered that ecclesiastical phenomenon.
These structures represent the deep structure underlying
even present doctor/patient discourse.
Religion and science have been conflated in our
history, especially the history of medicine, to create
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distances between what doctors are saying to patients and
what patients need to hear in order to heal. It's important
to understand that here, as in all historical work, we have
no clearly cut, cause-and-effeet, linear logic when it comes
to religion and medicine or religion and science. Thus our
lines of analysis will show both resistances and
convergences within history of the two disciplines as they
shifted paradigms over time.
Today the discipline of medicine and the discipline of
religion resist each other in many ways. Often the Christian
churches in this country raise ethical questions about the
newest technological changes such as cloning, genetic
engineering, and euthanasia. But compared to earlier
centuries, religion no longer dominates all cultural forms.
For many in our culture, the science of medicine is religion
in the United States. After I examine medicine and religion
in the Middle Ages and Renaissance in Europe, I will
complete the analysis to show that although medicine and
religion had complicated and varied interactions in Europe,
in early America the two were conflated. Medicine in this
country then took on many of the trappings of religion as
Selzer, Anderson, and others have pointed out. The following
history can help us better understand not only the problem
of subjugation but also how the status of doctors is now
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even higher here than in Europe and many other countries.

Medieval Medicine Valued Patient and Local Knowledges

Before the late 1700s when medicine became centralized
in hospitals, the treatment of patients took place at the
patient's bedside at home. This location is centrifugal,
because patients are not gathered in one central site for
the convenience of many doctors and medical professionals,
but are scattered in many different sites. These sites,
however, were places where the patient felt most
comfortable, where she was surrounded with familiar persons
and objects. In these sites, too, the patient was obviously
as knowledgeable as the doctors, folkcurists, or midwives
about their own environs. Here we are talking about
Foucault's "local" knowledge quite literally, the other
definition of subjugated knowledge I laid out in the
introduction. Although there were some university-trained
physicians, those were only accessible to the wealthier
patients; many patients were treated by local midwives,
folkcurists, and barbers (surgeons). Thus where the patient
is situated again becomes key. The doctor is not in charge
of the patient's home, although she may request that certain
herbs be bought (or gathered) and boiled and certain
procedures be instituted in the home to facilitate the
patient's healing.
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As Foucault points out, this practice of medicine at
the patient's bedside was the stable element in medicine, as
it resisted or welcomed new speculations about the causes
and nature of disease. Knowledge had not yet moved in toto
from the patient to the doctor, but was based on patient
"instinct and sensibility" {Birth 55). "This relationship
was . . . established by the individual from himself to
himself, before it was caught up in a social network . . .
'The patient's sensibility tells him whether this or that
position makes him more comfortable or torments him' [1]"
{Birth 55). Although some may still remember when doctors
made housecalls, this practice has disappeared over time, so
that such a practice is now unheard of. Even the President
of the United States goes to Bethesda Naval Hospital for his
yearly check-ups; the doctors and technicians do not come to
him. Even status and privilege no longer mandate the
centering of clinical practice in the home. Because Western
biomedicine has become highly technical and needs large
quantities of specialized equipment and instruments, and
doctors and medical professionals believe procedures must be
performed in aseptic, sterile rooms, treating patients in
their own homes is in their eyes virtually impossible.
The medieval patient was both in touch with her own
body and her environment. While this knowledge may not seem
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sophisticated in today's scientific medical paradigm, the
knowledge was not radically different from that of the
practitioner. Foucault suggests this type of observation
"multiplied by itself, transmitted from one to another, . .
. becomes a general form of consciousness of which each
individual is both subject and object" {Birth 55). This
corpus of knowledge Foucault celebrates, calling it " a
universal relationship of mankind with itself; the age of
absolute happiness for medicine" (Birth 55). While this
statement seems like hyperbole to me, if we start
calculating the loss of patient knowledge since those years,
I can understand his seeming exaggeration.
The decline of medicine and subjugation of patient
knowledge began for Foucault when "writing and secrecy" were
introduced (55). The Latin and Greek terms concentrated
knowledge in the hands of a few. The change in the discourse
took the consciousness of the body from the patient and
placed it instead into the hands of the physician. Foucault
refers to this process as "the concentration of knowledge in
a privileged group, and the dissociation of the immediate
relationship, which had neither obstacle nor limits between
Gaze and Speech (Parole)" (55). He notes the breakdown of
communal knowledge: "What was known was no longer
communicated to others and put to practical use once it had
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passed through the esotericism of knowledge" (55). So as
patient knowledge was repressed, patients not only lost
contact with their own knowledge as an individual, but also
the community no longer had access or opportunity to build
up its own corpus of knowledge.
Much of this community knowledge also included the
contributions of midwives, folkcurists, herbalists, and
those we would regard as practitioners of alternative
medicine today. Their skills became increasingly devalued as
the those trained in formal (Western bio-) medicine received
increasingly stronger authority. The site of learning
medical practice also shifted. Instruction in midwifery,
herbal lore, and other medical doctor's knowledge took place
at the patient's bedside in the home. In the past pupils
lived with their medical teachers and accompanied them on
their many rounds to patients' houses at any time of night
or day. Now medical students train and study in medical
schools adjacent to or connected with teaching hospitals.

Plague Disrupts the Centrifugal Practice of Medicine

What disrupted this pattern in which patient knowledge
still qualified as valid? Besides the French Revolution that
I will discuss later in this chapter, other disruptions led
to displacement of patient knowledge. Foucault posits death
as the organizer for the discourse of eighteenth-century
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medicine, because of the influence of both autopsy
(dissection) and microscopy. The corpse became the center of
the doctor's attention, rather than a normally healthy body
temporarily afflicted by disease. In chapter 5 I address how
centering the corpse as the first patient for medical
students continues to center the discourse around pathology,
just as it did in early times. In the Middle Ages, death was
an ever-present organizer of the language of medicine
because of epidemics.

A large mortality rate was a fixture

of medieval life, and death en masse was a dominant feature
during the darkest demographic years.
Although many exaggerations of the numbers of victims
of the plague abound, "the best modern estimates of the
death rate in England during the first outbreak" suggest
between forty and fifty-five percent of the population died
(Horrox 3). Parts of Europe escaped such decimation, and
some areas escaped relatively lightly, but the human toll
was still monstrous. Within eighteen months of the first
outbreak in England, almost half of the population died. In
contemporary chroniclers' writing, some remark that there
were not enough people to bury the dead, and the "stench
from the mass graves was so appalling that people could
hardly bear to go past a churchyard" (Horrox 3). One form of
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plague referred to as "the sweat" killed its victims within
24 hours.
Foucault suggests that epidemics have an historical
individuality that requires a different mode of observation
{Birth 25). Not only are families drastically altered or
organized around such monumental events, but communities
are, too. We need only remember Camus' The Plague to
understand Foucault's point. In Camus' work the town is
reorganized based on the plague. The hospitals become
isolation wards; the well people are brought into a stadium
and protected; the gates are shut against anyone leaving or
coming in; guards are posted to prevent ingress and egress;
minor officials become top-level administrators as the
control of the town comes into their hands, for the purposes
of containing and controlling or at least limiting an
uncontrollable plague. While Foucault would pay special
attention to the role of the police in the Plague Years, we
should note that every aspect of life, its institutions, and
its discourses were altered by such powerful epidemics.
Also during plague years, the class system is radically
affected, since contagion strikes all classes, rich and
poor, noble and common. Hierarchical distinctions can no
longer be ironbound in events that break down boundaries
between classes. The nobleman dies just as surely as the
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poorest beggar, a notable disruption in a time when royalty
often assumed semi-divine status. So plague works as a
disrupter of organized systems at the same time it works as
an organizer itself, altering both physical reality as well
as the discourses that explain the phenomenon. In a sense,
we can also see plague rhetorically as a great leveler, a
monstrous and perverted force for democracy, an equalizer,
striking all people alike. So plague plays disparate roles
within society, both as disrupter and organizer.
Plague also acted as a physical organizer, initiating
the concept of isolating victims into places other than
homes to protect family members. Although this phenomenon
was relatively late in the worst centuries of the plague
epidemics, people were able to grasp the aspect of
contagion, even though the agent of the disease, the
bacteria carried by the flea, was not yet identified.
Medieval townspeople often blamed the contagion on bad air
as well as the wrath of God, but they understood that it was
important both to remove stricken bodies (dead and alive)
from the environs of those still seemingly healthy. Thus
with such understandings comes the move toward isolating all
sick or injured people into settings outside of their homes.
Also, because of the Christian worldview, those who were
sick were sinners in God's eyes, and removing them or
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casting them out from the community fitted with the
punishment enacted by God.

Blame-the-Patient Discourse Continued in Plague Times

Also in the many biblical references to plagues, we see
a conflation of religion and medicine. God was the punisher
of sin, and to punish His sinners. He sent plagues. Many of
the literal plague quotations in the Bible referred to
plagues of locusts, frogs, vermin, etc. As I mentioned
before, it was only in the 1600s that plague was more
focused on a single disease. Thus we see plague associated
with blame, and victims associating their disease with their
own evils and shortcomings. Whole communities saw themselves
as recipients of punishment, but the blame was often not
shared equally. The plague in many ways, then, again acts as
a Derridean signifier, deferring blame onto others who
become scapegoats. We can trace rises in anti-Semitism,
misogyny, witchcraft trials, and other negative "social
adjustments" on graphs that mirror the actual epidemics. So
we have a double trace, first of the physical epidemic
itself, then the social epidemic that follows it. This
blame-the-victim discourse continues to mark present
doctor/patient communication.
What happens to patient knowledge in such a time: The
same thing that happens to any knowledge source during times
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of maximum disruption or uncertainty. In the face of
uncertainty, people usually reach toward authority figures
and concentrate authority in someone else's hands when they
no longer feel in control of their own lives. Most in the
Middle Ages sought solace in the Church and in the policing
of health practices, but the Christian Church tended to
blame the parishioners for the disease. Because the plague
was seen as God's punishment for their transgressions, most
of the populace received a strange comfort, a reassurance
that they were the cause of their own suffering. John
Thoresby, Archbishop of York, wrote regarding the plague in
1361: "For Almighty God scourges every son he accepts and
commonly shows harshness to his people, sending many evil
infirmities and sufferings to those who are straying and
heaping humiliations on their heads"(Horrox 119). He
suggests God does this "so that they may repent and seek his
name with more humility. Indeed, the kingdom of England has
been assailed with the whirlwinds of war and with
pestilences and other misfortunes, directed at driving away
the sins of men . . . "(Horrox 119).
In the face of such uncontrollable adversity and
because of the state of medieval knowledge/religious
devotion at the time, many parishioners thought their only
option was prayer and penance. People faced with such
horrific epidemics could not depend on their own knowledge
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or that of their doctors; in fact, doctors were often
blamed, too, for not being able to reduce the mortality
rates from the plague: "Against these maladies, it seemed
that all the advice of physicians and all the power of
medicine were profitless and unavailing" (Horrox 27). Given
the medical technology at the time, curing the plague was
not possible. The powerlessness of the individual person was
internalized, and the church fathers assumed more authority
as the interpreters and petitioners of a cruel god.
While the cure for plague has been discovered (when
treated early enough), the blame-the-victim discourse
continues. Even though doctors do not blame patients for
contracting illnesses because of sin, they quickly dismiss
patients that evade their diagnoses as "crocks." Crocks are
patients that complain, have symptoms that don't add up to
the medical-book knowledge systems that teach doctors what
constellation of symptoms add up to what disease. Patients
are also blamed for unhealthy lifestyle choices, with no
consideration of the types of advertising pressures brought
to bear on consumers in modern America. Only recently in the
tobacco industry have such connections been made, and blame
has shifted to the industry that profits from lung cancer
and emphysema.
This phenomenon of blame certainly acts to subjugate
patient knowledge. The patient no longer feels "in control"
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or even in touch with her body. If that body is responsible
for sin in the Christian worldview, then that body is no
longer an asset to the patient, no longer the unitary self
with which the patient can communicate, but instead the body
is divided against itself. The body becomes an enemy, one
that betrays and harms the rest of the self, one responsible
for sinful urges. This view subjugates and controls the
patient, places her in the position of having to yield to a
higher authority (God or his priests) for salvation. In the
plague years, salvation does not lie in communicating with
and listening to one's body. The body has been demonized;
the patient has been split off from itself. This dichotomy
is fundamental to the Christian concept of the corrupt body
and divine spirit. This discourse sets up the perfect
opportunity for a new authority to be constructed; the
authority of the medieval priest was vested in the doctor.
Patient knowledge and patient awareness of the body have
remained subjugated for centuries.

Miasmic Theory, Arabic Medicine, Humoral Theory: Their Roles
in the Discourse

Let's complicate the picture further. We don't
have only the Christian theological paradigm in play in
medical discourse, but older ones as well. I introduce three
competing discourses here to show that several discourses
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from different eras can exist side-by-side within a
paradigm. In the analysis of present doctor/patient
communication, the technological discourse exists side-byside with older terminology and is based on the ancient,
centripetal model I wrote about in the beginning of this
chapter. Some of the discourses within the medieval medical
paradigm linked back to ancient Greek Galenic medicine, a
corpus of knowledge revived by the Church because of its
earlier prohibition of dissection. One theory in the Galenic
corpus was the miasmic theory. Miasmic theory held that the
air, especially the night air, mist, and fog caused disease.
The environmental trope we see today in our society played
out differently in medieval times, but it was still a key
rhetorical figure, and, like today, was often connected to
an apocalypse. Today we have the ozone layer and global
warming (which could well be true), but in
medieval/renaissance times, the environment was, in addition
to God, responsible for plagues and epidemics. In 1631
Robert Fludd stated in his treatise, "Doctor Fludds Answer
unto M. Foster or, the Squeesing of Parson Fosters Sponge",
that the "mutation of the air" . . . prompted "tempests,
diseases, famine, or plenty" (Chapman 278).
These competing medical systems, though, had some
similarities with Christianity, especially as they related
to the subjugation of patient knowledge. Miasma represents a
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concept as invisible and powerful as God, and almost as
mysterious. Like the Christian description of God as all
powerful, invisible, the Holy Ghost, the Holy Spirit, the
"bad air" or miasma functioned as God's alterego. Like God,
the miasma, as part of weather systems, was also not
controllable. One could hide from it (thus the emphasis on
closing windows and avoiding the night air in Medieval
times), but it, like God, was everywhere and virtually
unavoidable. And like religious worship that brings numbers
of people together in poorly ventilated and close quarters,
closing up fsunilies without proper ventilation contributed
to the spread of contagious diseases such as plagues.
Miasmists were often not only doctors but combinations
of doctors and astrologers, astrology being imported through
translations of Arabic texts. Astrology combined with the
more ancient Galenic theory brought into England and Europe
through translations such as Constantine's second-century
translation of Galen's Art of Medicine and Therapeutics. The
astrological/miasmic paradigm existed side-by-side with and
sometimes in conflict with the Christian theological one.
This historical case study lends credence to my claim that
various discourses from different cultures combine within a
single discourse. They can seem to contradict each other or
to support each other. The Christian paradigm played a key

154

role in elevating Galen, a move away from dissection:

"The

study of anatomy on the human cadaver was forbidden as being
definitely prohibited by Christian dogma" (Gordon 42-43).
Physicians managed to believe and practice both apparently
without noticeable inconsistency. Even bishops wrote in
support of miasmism:

A plague tract "attributed to a

fifteenth century Swedish bishop Canutus . . . continued . .
. stressing the miasmic origins of epidemic infections"
(Slack, "Mirrors" 249).
As we rhetorically analyze these discourses (the
miasmic and astrological ones), we discover layer upon layer
of similar constructions. Astrology, with its elaborate
system of houses, sun and moon signs, provided a syntactic
organizer not only for the cosmos but for the physical body
as well as the mind. "Astrological calculations were thought
absolutely necessary to determine the appropriate time to
commence or change treatment and planetary movements were
regarded as strongly influencing the prognosis of the
patient" (Rubin 191). Arabic medical translations made
available to European doctors in the eleventh through the
thirteenth centuries tied various parts of the body to
zodiacal signs. Diagnoses were dependant upon complex and
detailed astrological calculations completed by the
physician.
Our most common reference for this system is in
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Shakespeare's plays. One example in Hamlet represents both
the Christian and astrologic paradigms: "Wherein our
Savior's birth is celebrated, The bird of dawning singeth
all night long: And then, they say, no spirit dare stir
abroad: The nights are wholesome; then no planets strike"
(Act 1, scene 1).
Both astrological and ecclesiastic discourse permeated
medieval society, but the relationship was not a congenial
one. Benjamin Gordon in Medieval and Renaissance Medicine
noted, "The position of the astrologic professor was a
delicate one for the Church looked upon astrology as a most
perverse and satanic science (1327)" (310). Yet universities
continued to teach both astrology and Christian/Galenic
medicine, especially the Italian schools, which were much
more well developed than those in England (Felling 165).
All of these necessary calculations were tied to texts, even
today as modern medical journals keep doctors abreast of
changes. Medieval medical journals, however, were
cosmological ones. Physicians had to be well equipped with
charts and other astrological guides. The patient histories
were organized around individual birthdates and the date of
onset of the disease (or symptoms). These dates were then
plotted astrologically in order to determine the best time
and type of treatment.
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Most importantly, the patient lost any feeling of
control; her body was useless in the situation, for how
could an individual or a community control the weather or
the sudden appearance of an invisible entity called "bad
air?" Also, with the Arabic astrological charts carried
around by the doctors, who consulted them regularly, we have
the introduction of occult wisdom, or knowledge not
accessible to patients, but only to those who could read (a
small minority), write, and calculate astrological charts.
Thus patient knowledge is eroded away, deposited in ever
smaller groups of learned men who must go through mysterious
calculations before they can assess a patient's prognosis
and prescribe a treatment. These astrological charts would
be replaced by charts kept on patients in hospitals,
clinics, or doctor's offices, and the small notebooks
medical students carry around with them during their
internships and residencies that correlate symptoms and
diseases.
Another Galenic theory of medieval times contributes to
the way doctors talk to patients. Patients today are often
viewed as the suras of their laboratory tests. My first
hospital job involved entering the data on clinical
laboratory specimens into the computer and seeing that the
"products" were distributed to the proper sections of the
lab for testing. Hundreds of urine specimens, stool samples.
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tubes of blood, semen cups, stones, and "products of
conception" from spontaneous and induced abortions crossed
my desk in a single day. Doctors seldom make diagnoses
without one or more of the patient's fluids or material
products having been tested. This section of each patient's
chart is key to interpreting the symptoms a patient comes
into the clinic with.
What does seeing the patient as a sum of such product
analyses produce in the discourse? What we see is an
objectification of the patient and continued subjugation of
patient knowledge. The patient is unaware of what her
specimen is saying to the doctor, for the patient cannot
perform the hermeneutics necessary on such samples. The
processes, lab norms, chemistry, equipment necessary to
perform the tests -- all are not available to patients. Only
lately can patients perform their own blood glucose testing
(diabetics with their glucometers), and women can test their
own urine for pregnancy. But other than these recent
breakthroughs, most testing remains unavailable to patients,
part of the mysterious realm they encounter as part of their
doctor visits or hospital stays.
Although one would think that only recent technology
diagnoses patients according to their fluids, this practice
was rooted in medieval medicine's Galenic humoral theory.
The four humors of Galen were associated with and mapped
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upon the Arabic, mathematical-astrological diagnoses, and
this combination had a profound impact on medieval medicine
(Rubin 191). Central to humoral medicine is the concept of
balance. "The hypothesis [was] that health depended upon an
equilibrium being established between the four bodily
qualities, earth, fire, air and water, and the corresponding
four humours, melancholia, cholera, blood and phlegm" (Rubin
191). In the various correspondences, earth was dry and
cold, air--wet and hot, water--wet and cold, and fire--dry
and hot. The sanguine patient was hot and moist, the
phlegmatic--cold and wet, etc. An excess of one of the four
humors was believed to be the cause of illness, upsetting
the normal balance of the hiimors.
Excesses of fluids and humors led to many of the actual
practices for which medieval medicine is most well known:
leeches, bloodletting, emetics, purgatives, and uroscopy.
That physician gazes were tied to observable bodily products
is not unusual given the yet unknown invisible etiologies of
disease. The fluids of the body became the signifiers for
health and disease and were read as textual evidence by the
practitioners of that time, not unlike today's practices.
Uroscopy was such an important tool in medieval medicine
because the various humors were believed to color the urine
according to the excess. In other words, if a person was
sanguineus, her urine would have a red or rosy tinge, and
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the patient would be treated through bloodletting to relieve
some of the excess blood. Elaborate charts existed with
twenty different colors. Today's modern urology lab
technologist employs a dipstick when testing urine, and
change of color denotes the presence or absence of certain
chemicals.
Religion not only played a role in the distance or
space between the patient and doctor in the discourse, but
also physically. While the doctor observed the visible
products of the patient, there was no hands-on examination
of the patient per se because of religious prohibitions.
Instead the physician stood back from the patient, asking
questions, consulting his charts and pronouncing treatments
and remedies. Foucault commented: "Did he not observe him
from afar, noting only the superficial, immediately visible
marks and watching for phenomena, without physical contact
or auscultation, guessing at the inside by external
notations alone" {Birth 136)?
Bloodletting and surgery were performed by those lower
on the medical scale, the barbers or barber/surgeons, not
the physicians. Even these practitioners in 1435 had
regulations that were drawn up within their guild structure:
"Surgeons were advised on setting and collecting fees, and
warned against interfering with the morals of the patients.
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especially female ones" (Gottfried 25). Midwives and local
folk medicos practiced medicine especially in rural areas
and were less formally organized. What's significant in
terms of the construction of the discourse is that we
already see some specialization: barbers and barber/surgeons
becoming the only ones performing surgical procedures;
midwives becoming more specialized in only birthing babies,
no longer generalists. With Galenic medicine, then, already
the patient cannot perform or rely on her own knowledge,
cannot determine the excess of humors and bleed herself.
While physicians themselves were constrained by
Christian doctrines, the effect was not a totalizing one.
Had the Christian theology made complete inroads into
practice, physicians could have given up the formulaic and
lengthy astrologic calculations, the tedious bloodletting
and uroscopy and commended the bodies along with the souls
of patients to God. The attitude of the earliest Christians
was not found in the medieval populace. "Early Christians
concerned themselves little if at all with medicine as a
natural art. As a matter of fact, the Christian Church
taught that the one concern of human existence was
preparation for a future life. The faulty shell of the
temporal body was of no importance; . . . "(Gordon 19).
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Clergy's Role in Medical Practice

Yet to complicate the picture still further, we have
the fact that monks and clergy were also physicians.
Medicine then as now was a very materialistic enterprise,
with power and wealth the common benefits of the practice.
Many monks had grown wealthy and corrupt with the payments
they received from medical practice. In 1139 Pope Innocent
the 2nd prohibited the clergy from studying medicine, and at
the Council of Tours in 1163, monks were forbidden to be
gone from their monasteries for more than two months. Many
had absented themselves in order to study, teach, or
practice medicine (Rubin 193). These prohibitions must have
fallen on deaf ears, for in 1214 Innocent the 3rd again
objected to clergy studying medicine and also forbad their
"performing any surgery involving the shedding of blood"
(Rubin 193). (Edward J. Kealey refutes this view that the
church was responsible for condemning surgery in general in
his recent book Medieval Medicus. I found arguments on both
sides of this question). Keeping in mind that the
monasteries were also the primary publishing houses, many of
them transcribed medical treatises.
William of Malmesbury, who was educated at Malmesbury
Abbey and wrote numerous tracts and monographs, reflected a
common attitude, one clearly showing the dichotomous nature

162

of medicine and religious practice. Kealey says on health
care William was "ambivalent" (14). He proudly "paraded
[his] own medical knowledge, recorded symptoms, and offered
diagnoses" while attributing "significant healing" only to
God (14). He also seldom missed a chance to criticize
physicians* greediness in print.
The clergy not only practiced medicine and transcribed
medical texts, but also maintained baptismal and funereal
records, the main demographic texts at the time.

Medical

record-keeping was the jurisdiction of the parish priest,
who recorded births, deaths, and causes of death. Just as
today no modern patient is permitted to die without a
diagnosis, in medieval times no parishioner was permitted to
be born or die without the official documentation of the
church. This ecclesiastic system functioned as the prime
organizer of society, and death, birth, and health were well
within its jurisdiction.
That this system unraveled somewhat in the times of
massive demographic change because of plague and other
epidemics, is to be expected. The parishes in London,
however, were able to print up "weekly bills of mortality"
and post them, even during such deadly plague epidemics as
the one in 1603. The record-keeping gives us textual
evidence of the power of the Church. These were not the
responsibility of the government or some public health
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organization, but rather the responsibility of the parish
priests. In addition to weekly columns of burials and those
designated "of the plague," a running tally was also kept
during 1603, and an annual bill was posted as well. The
clergy coordinated the particulars of demographics through
written texts, because priests were the few members of
society who possessed the necessary literacy. Just as the
authority for society moved from communities (and
monarchies) to the churches during the Middle Ages, the
author of the body (God and His representatives) moved in
closer to the center of medicine, decentering the patient.
To sum up our brief history of European medieval
medicine, we have seen how patient's knowledge became
subjugated through various events and exigencies. In early
medieval times, the patient's knowledge still qualified as
valid and as important. That knowledge functioned
collectively as a communal or local knowledge that passed
from generation to generation. Both natural and man-made
events disrupted the system of local knowledge, first
destabilizing it, and then subjugating it as I have shown
above.

The plague was one of the most devastating natural

events that reorganized whole countries, whole continents,
and medicine itself. Competing theories such as
Christianity, a revival of Galenic Miasmic and Humoral
theory, and Arabic astrology fought to fill the vacuum left
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by the absence of the patient. Each sought to be the
authority over the patient's body. The medical doctor's gaze
began to rest very superficially on the patient and at a
distance. Both doctor and priest were intermediaries, though
the doctor reaped much of the blame for not being able to
help patients or intervene in the massive deaths of the
plagues. The religious patriarch received less blame and was
both a comforter and afflicter to those who suffered and
lost their loved ones. Both disciplines of medicine and
religion continued to reap rewards in terms of both power
and material wealth. But until the late 1700s, power rested
more securely in the ecclesiastical realm than in the
government one. Medicine was not yet a task of the
government, but still in an uneasy alliance with the Church
(Birth 19).

American Conflation of Medicine and Religion

We saw in European medicine of the early and late
Middle Ages several competing theories, even though the
Church often dominated much of the relationship between
doctor and patient and displaced the authority from patient
to doctor/priest. In the early settlements in America,
Calvinist ministers were also medical doctors. I maintain
these historical roots further advanced the subjugation of
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patient knowledge and instituted the physician as priest
analogy in this country. Examining the first medical
compendium written in America as our historical case study
will reveal the construction of the doctor/priest authority
figure in this country.
Although Cotton Mather's medical compendium of 1724 was
not published for 250 years, this text provides a rich
source for scholars interested in the history of
patient/doctor discourse to explore the peculiar context of
colonial culture. We have to situate medicine in the early
1700s in the context of the death rate in the Colonies.
There were vast epidemics at this time, often as a result of
several generations of colonists having no immunity to
diseases such as smallpox, tuberculosis, scarlet fever,
measles, etc.

These diseases were and had been endemic in

England and Europe, which meant a certain amount of exposure
and cases were playing out at all times.

This resulted in

some build up of antibodies among the Europeans. However,
the diseases were not endemic in the Colonies, and when
infection came from abroad aboard ships, as smallpox did in
Boston in 1721, it resulted in enormous epidemics in which
vast numbers of people became infected and died. Add to this
malnutrition and its attendant diseases, plus an abhorrent
infant mortality rate, and you have an atmosphere not unlike
Europe during the Black Plague of the fourteenth and
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fifteenth centuries.

This context forms one of the

exigences that calls forth Angel of Bethesda, Mather's
"utterance" (Bitzer 5).
Mather, like most Calvinist ministers in the colonies,
was well versed in the medicine of his times. The primary
paradigm reigning at the time was the religious one, so
medicine, too, was practiced directly under the firm gaze of
God. Ministers held the power in the colonies since the
beginning of settlement, and all the authority was vested in
them. The preachers received the Word (the Logos) from God
Himself and were its prime interpreters and disseminators.
Most ministers were also "doctors," but not like doctors in
today's science-based profession.

Although midwives,

herbalists, African Americans, and Native Americans
practiced medicine, they were marginalized and had little
voice at this time.
In colonial America, religiosity informed all discourse.
Puritanism was part of the paradigm that helped people
accept the terrible conditions in which they lived. Their
religious fervor was such that young children welcomed their
own deaths because they could "go to Jesus" sooner (Jones
xii). Within their worldview, they were predestined to
suffer as a test of their faith.

Calvinistic predestination

informed not only the discourse, but the practices of
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medicine as well.
In the Colonies no hospitals or clinics existed, except
for almshouse infirmaries in Boston in 1685 and Philadelphia
in 1732 (Shryock 9).

To found hospitals at that time, would

have meant instituting medicine as something different from
religion, different from the church. With the church in
place, there was no need for another place of healing,
according to the prevailing Calvinist paradigm. The only
degreed medical person in the colonies lived in Boston, a
powerful and thriving city compared to many small outposts
struggling at this time in the Colonies.

This was not

unusual, but the norm. In Mather's Harvard class of
twenty-three, all were graduated as ministers of the church.
Degreed doctors from Scotland the rest of Europe were
uninterested in emigrating to a land full of pestilence,
disease, and starvation, where they would also have had less
status, given the strength of religious authority.
Calvinism also explains the lack of atomism, the body
as separate from mind and soul, in Mather's text. This
development of the scientific project and Cartesian thought
barely influenced the Colonies at this time.

Atomism is not

yet intrusive in Mather's text, where body/mind/soul are
united with no separations (medicine/psychology/religion) as
in modern texts. Mather as minister is in charge of the
welfare of his flock, both physical and spiritual: therefore
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much of the text is given to exhortations to mend dissolute
ways. Mather emphasizes sin as the cause of all disease:
If we enquire after the Origin of DISEASES, we
shall not Enquire wisely after this Matter, if we
do not we SIN against the Holy and Blessed ONE, to
be the Root of Bitterness, from whence they have
all arisen. . . . Lett us. Look upon SIN as the
Cause of Sickness. "There are it may be. Two
Thousand Sicknesses: And indeed, any one of whom
able to crush us! But what is the Cause of all?
Bear in Mind, That Sin was that which first
brought Sickness upon a Sinful World, and which
yett continues to Sicken the World, with a World
of Diseases. Sickness is in short, Flagellum Dei
pro peccatis Mundi;^ First, Remember, That the Sin
of our First Parents, was the First Parent of all
our Sickness. [Angel 5)
In the American colonies because disease was sin, an
imbalance in the soul, the voice of God was thought to be
the only voice worth listening to in the body. The sick body
made public the secrets of the soul. In Calvinism, the
doctrines of Original Sin, Predestination, and Eternal
Damnation were paramount. Seen through the Calvinistic lens,
a person was born sinful and had to be a devout, God-loving
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and God-fearing Christian in order to earn a place in
Heaven. However, the Christian's life had already been
predetermined; God had a plan for every person, and no one
could change it. Those destined to die from smallpox would
die. If a person had not earned a place in Heaven, Eternal
Damnation in Hell was all she could look forward to.
Operating within this paradigm, medical practice could have
only involved somewhat limited efforts, otherwise a
surrender to one's fate and one's reward or punishment
(depending on the patient's religious zeal) was expected.
Perhaps that explains the abundance of prayer in Angel. "0
my SAVIOR, whose Quickening Voice will one Day Raise
the Dead; even those that are fallen into the Great Sleep',
Do Thou Awaken my Soul; make me a Wakeful Christian;

and

always well Aware of my Duty and of my Interest" (151).
Just as we saw in medieval Europe, we also see in the
text an early appearance of the "blame-the-victim" pattern
in this country: The patient is blamed for her illness.
External, visible ailments become material evidence to
convict the ailing. Thus in Mather's examples of
patient/doctor discourse, we hear the authority of the
minister, Mather, representing the voice of his religion and
his god. The body's "voice" is perverted into something that
betrays the person; thus again the body/person is divided
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against herself. Thus no space is given for an alternative
discourse, the doctor soliciting knowledge from his patient.
Much of the blame, however, was to be internalized by the
patient. There was some room in this paradigm for the
individual. For instance, Mather called for introspection,
through which Puritans were to judge their own maladies.
Ministers did not rule with an iron-clad fist, but were
elected and could be voted out by their congregations, at
least among Congregationalists. Much of the doctrine itself,
however, was so strong in its emphasis on sin, that
patients' introspection also became self-blaming. The
quotations from Mather's text included in this section
clearly show that emphasis.
An analysis of the text also reveals the rhetoric of
humoral medicine.

All treatment and medical theory was

based on the humors:
color-coded:

blood, bile, phlegm and air,

red. black, yellow and white.

One example of

humoral ideology in Angel is:
The Grand Secret, and Sole Method for Long Life,
is To keep the Blood and Juices, in a due State of
Fluidity. In spite of all we can do. Time and Age
will Stiffen them.

It is a Mistake, that Thin

Blood is Poor Blood. There is nothing under Sun,
that can render the Blood and Juices, Thin, and
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Sweet, and Right and constantly in a Flowing
State, but keeping to a Spare, Lean, Fluid sort of
Diet. (17)
The operating medieval paradigm of seeing the patient as
interactions of fluids dictated medical practice just as it
did in Europe, but that practice was directly in the hands
of the minister or his wife (she was allowed to grow herbs
in her "kitchen garden"). The discourse in Angel centers
around purgatives, emetics, evacuants and bloodletting.
Typically prayers and religious exhortations are combined
with one or more of these types of treatment. An inner
balance is attempted by evacuating some of the excess,
changing the quality, or moderating the speed with which the
humors move through the body.

Again we are dealing with the

observable; fluids as concrete, tangible evidences of the
body, in effect the "words" the body uses to announce itself
to the world, substances that can be somewhat controlled and
measured in an otherwise mysterious domain, just as prayers
are attempts to communicate and make an impact on the
invisible.
We tend to remember the Puritans for their
witch-burning and fire-and-brimstone sermons, but they were
also very open to the latest discoveries made in Europe.
"The Puritans did not share the medieval belief that this
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world does not matter. They were insatiably curious about it
and they gave science a long start in both England and
America" (Jones xi). While this seems to contradict the
Puritanical preoccupation with sin, within the operating
paradigm the two views coexisted, especially within the
intelligencia of the Colonies. Mather was in reality a
popularizer of the newest developments. Among the almost
five hundred books he published was The Christian
Philosopher (London 1721), which claimed a "new science for
the millions . . . [and a] Philosophy . . . as a mighty
incentive to religion" (Jones xi). Because of his close
connection with the Academy, Mather's text. The Angel of
Bethesda often reads like an MLA-style text, with every
other sentence footnoted with sources. In it he attempted to
gather almost every medical writing available from classical
times (Galen) to the most recent. In Angel we hear the many
voices of the ancients: the voice of The Royal Society (the
scientific clearinghouse for all texts of this time) ,
Mather's exhortations (the voice of Puritanism), one
African-American voice (the voice of Mather's Coromantee
slave describing an effective smallpox vaccination), and the
two voices of opposing schools (iatromechanism and
iatrochemistry) heralding the beginning of the scientific
revolution.
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New Ways of Seeing, New Ways of Saying

In this text we can also view the very first glimpse in
America of what Foucault refers to as a "new way of seeing."
Kenneth Burke also talks about a way of seeing or the
interactions of language and perceptions within particular
fields. He argues that "Not only does the nature of our
terms affect the nature of our observations, . . . [but]
many of the 'observations' are but implications of the
particular terminology in . . . which the observations are
made" {Language 46).
The new observations that informed medical discourse
and were to have a profound attempt on how doctors talk to
patients were a result of two developments:

microscopy and

autopsy. Microscopy was not the only new way seeing was
configured in the practice of medicine, but can also be
found in the increased use of autopsy in Europe and in
America.

Mather permitted his son, Joseph, to be autopsied

and reported it in his diary.

Dissection was done

frequently in England, and it was under the aegis of the
scientific project that the classification of the human body
had begun.
When autopsies were performed more frequently in both
Europe and America, the door was opened for the second major
development according to Foucault's analysis of modern
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medicine, the "medicine of species." "Medicine of species"
refers to a classification system of anatomy and physiology
that started both in the colonies and in Europe in the
eighteenth century. This classification system eventually
inscribed the discourse of medicine, dictating the seeing of
patients as body parts and disease processes. Patients would
be classified biologically, just like plants, animals, and
other "objects" of scientific interest were systematized.
In addition to a microscope, Mather had access to the
writings from the Royal Society in London, a clearinghouse
for up-to-the-minute scientific tracts, in which European
observers reported their findings. This was his source for
the new rhetoric of science.

The microscope was especially

important because with it the "invisible [became] visible."
The discovery led to a break-up of the paradigm in which the
gaze shifted from external, observable to the internal,
unobservable (to patients' eyes), forcing profound
redefinitions in medicine (Birth 165). The importance of
this systemization and direct observance for rhetoricians
was that it brought into play new vocabulary and,
concomitantly, profound alterations in the foci of power
between patient and doctor, between the patient and her own
body, and between "medicine" and "society." What used to be
observable to each patient and the discourse community in
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which she lived, was destined to become observable only to
those who were privileged to see through special lenses,
those found at the end of a microscope or in the operating
theater. With microscopy it was possible for medical
personnel alone to observe directly, but also to observe
what was going on below the surface in the disease process.
This enabled scientists to set up direct relations between
certain microbes and certain diseases, breaking down the old
humoral system that classified symptoms as diseases. The
discourse had to change to reflect these alterations in
relationships as well.
Mather's reference to microorganisms marks a turning
point in colonial American medicine. Twice germ theory is
found in the text, including his description of the smallpox
bacillus itself "It begins now to be Vehemently Suspected
That the Small-Pox may be more of an Animalculated Business,
than we have been generally aware of.

The Millions of

which the Microscopes discover in the Pustules, have
Confirmed the Suspicion" (94). The blank shows that Mather
did not yet have a term for the bacteria. An editor's note
on the blank suggests:

"Apparently no one else in that

period is known to have suggested that smallpox is caused by
germs" (348). This inclusion indeed marked the first
incursion of the scientific project that began the
transformation of medicine from a homeopathic craft to a
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science in colonial America. "No one else in America
commented on this possibility [of germs implicated in
smallpox], in print, until John Crawford did so in 1811,
nearly a century later" (Jones xi).
Science was barely gaining a toehold on the new
continent; we catch the earliest glimpses of it here in
Mather's text. Such "modern" concepts as microscopy and
inoculation had a roller-coaster existence for centuries as
they were debated, denied, lost, and then rediscovered. This
process can also be partially explained through paradigms.
Thomas Kuhn suggests, also using visual metaphors like
Foucault, that "[l]ed by a new paradigm, scientists adopt
new instruments and look in new places"(111). Kuhn believed
that science went through periodic revolutions or paradigm
shifts in which "scientists see new and different things" in
the same places where they looked before (111), "It is
rather as if the professional community had been suddenly
transported to another planet where familiar objects are
seen in a different light" (111). The gaze shifts. Or
according to Kuhn, "[i]t is as elementary prototypes for
these transformations of the scientist's world that the
familiar demonstrations of a switch in visual gestalt prove
so suggestive" (111).
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Scientific Authority Supplants Religious Authority

In this text we can also see evidence of the
controversies and debate surrounding the two schools of
scientific (as opposed to humoral) medical thought at this
time:

iatromechanical and iatrochemical.

Kuhn maintains

such schools arise on the brink of the development of a
paradigm:

"Before it [development of a scientific field]

occurs, a number of schools compete for the domination of a
given field" (178), When Descartes's book De Homine was
published posthumously in 1662, "the first textbook of
physiology," it established the iatrophysical/
iatromechanical school of thought (Jones xx). This school
pictured the body as machine, which places the doctor in the
role of the mechanic, and totally refocuses the discourse.
The other school of thought was that of the iatrochemists,
which pictured the human as a product of chemical processes.
Mather ascribed more closely to iatromechanism than to
the iatrochemist school of theory. While we see some
influence in practice, most of the theorizing was done in
writing and letters to The Royal Society, and much less
filtered down to the actual practice of medicine. So, while
Mather was an adherent of the iatrophysical school, we find
little evidence of that in Angel, a much more practical
guide. An example of the thinking here is comparing teeth to
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scissors and lungs to bellows (Jones xxii), which provides
interesting theory, but in practice we see the doctors
continuing medieval treatments. Where we do see an influence
of iatromechanical theory is in the division of the text
into various parts of the body, a systematization of the
human into catarrhs, sore throats and quinsy, palsy,
nightmares and other maladies.

Descartes As the Great Divider

Cartesian thought represents an important paradigm
shift that made it possible for science to supplant religion
in this country. As I have shown earlier in this chapter,
medicine was dominated by religious doctrine on the American
scene. As we saw in the preceding passages, even Mather was
heavily influenced there in the enclave of Puritan extremism
by Descartes, preferring the iatromechanical school to that
of the iatrochemists.
Ironically perhaps, it is Descartes and his work on
light that has contributed heavily, along with other
historic forces mentioned above, to force patient knowledge
into the darkness. In the following passages we will explore
how his work on optics and light fixed the "gaze" that so
transfixes us still. Foucault in The Birth of the Clinic
organized his explications of the medical discipline around
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the "gaze." Foucault suggested that for Descartes and
Malebranche perception was based on their anatomical
practices and microscopic observations (Birth xiii-xiv).
This gaze was self-perpetuating and self-reinforcing. What
they observed fit neatly into a system of thought organized
around autopsy and microscopy. "At the end of the eighteenth
century, . . . the density of things closed in upon
themselves, have powers of truth that they owe not to light,
but to the slowness of the gaze that passes over them, . . .
bringing them nothing more than its own light" [Birth xiiixiv).
In other words, Foucault is saying that the way
Descartes and Malebranche constructed the light with their
texts caused certain limits in observation that in many ways
continue to leave us in darkness, as I suggested above. This
separation of the body of an object from the light is
observed in such a way that it can be mastered, but not
truly illuminated. Also, this construction of light directly
mirrors the construction of the body/mind dichotomy. The
light of mind receives its own validation and reinforcement
without being grounded in the body. The direction of the
gaze is down, vertical, and the discourse follows that
direction. The doctors with their assorted instruments and
lights peer into the bodies of the patients, probing dark
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airways and dark cavities, and assume their lights reveal
the only truths. The object/darkness/denseness that is
penetrated has no opportunity to talk back, to reveal its
own knowledge, its own inner secrets that cannot be revealed
to the dark gaze of an invading stranger.
Both Charles Bazerman in Shaping Written Knowledge and
Alan Gross in The Rhetoric of Science comment on Descartes'
influence on Newton. Newton was a key figure in the
formation of our present discipline of science because of
his central role in the Royal Society. The Royal Society
functioned as the main "review board" for all scientific
works at the time, and Newton constructed the paradigm for
all scientific articles, and therefore much of scientific
thought. Thus the more medicine moved to take on the cloak
of science, the more Cartesian thought entered and began to
construct the discourse of medicine today, including the
distancing of the doctor as both priest and scientist.
In looking at Newton's "history," too, we see how the
experiment form was part of the same paradigm as that of the
University lecture form, one that set up a clearly,
monoTogic discursive pattern. As Bazerman notes, "The
authoritative voice of the professor, introducing students
into a coherent and comprehensive understanding of a subject
leaves little room for serious challenge" (86). We only have
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to remember the situation in Oliver Sacks's room after his
surgery when he attempts to contradict Swan. When he
suggests there is an alternate view than one espoused by the
surgeon's grand round lecture, Sacks is shut down, silenced,
and his attempted utterance pronounced "nonsense" (81).
Although Bazerman is talking here about the formation
of journal publication, the construction of "written
knowledge," after all, I claim here that this practice has
been constructed along the same lines in our oral practice
as well. He notices the sequentiality, divisions of the
lecture form, a form that concerns itself with experiments
that are reproducible. While Bazerman claims the lecture
(oral) form developed into a written, textual one, I see
that form continuing to exist in the discourse of medical
schools, especially where young students gather around
patients' bedsides. As Bazerman points out, "Alternative
theories are dismissed rapidly, in passing, steamrollered by
the weight of the exposition and the lecturer's authority"
(87). Swan certainly steamrollers Sacks, not just with his
dismissal of his point of view as "nonsense," but also with
the universal hand signal of raised hand, palm facing out
signalling "Stop!"
We see similar conclusions in Gross' work on Descartes.
By using philosophy and a philosopher as the starting point
of science, we are stuck unarguably in the mire of logic as

182

opposed to rhetoric. Although Gross doesn't come out and say
this in his claims and explication of Cartesian influence,
what else can one infer when he writes, "Descartes shares
with tradition his conviction that the goal of his science
is absolute certainty rather than moral certainty (what we
would call very high probability)"(116). Unfortunately,
Descartes' "certainty represents a radical interpretation of
the primacy of reason in epistemology, one that leads to a
new, counterintuitive physics" (116). With the choice of
absolute certainty, rather than probability, we are again
choosing logic or philosophy over rhetoric, thus discourse,
such as that of doctor and patient, becomes fixed and
permanent. There's no room for negotiation, interpretation,
or moral judgment . , . only certainty, and that certainty
lies in the hands of the physician or surgeon as expert,
desperate both to shut out and contain the uncertainty of
death and disease that strikes terror in us all.

Notes
English translation: The punishment of God for the sins
f the world.
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CHAPTER FOUR
Patient As Object

Introduction
The last chapter examined how religious authority
helped set up the doctor as the authority figure in the
interaction between doctors and patients. But religion was
not the only context that helped form the interaction
between doctor and patient. Although we are continuing to
examine how the discourse was constructed over history, we
move now from the history of religion in medieval times and
early American Colonial times to the French Revolution. We
can ask why we are concerned with this historical process as
we discuss doctor/patient discourse in America? One reason
is that Western biomedicine was born in France in the late
1700s, a model of medicine that supplanted all others in the
Western world with little change in discursive forms since
then except those wrought by technology {Birth 71). Another
reason is that in the early 1800s, particularly the 1830s
all American medical doctors went to Paris for training.
Even a hundred years after Cotton Mather's compendium was
written, the scarcity of "proper" doctors in the Americas
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continued to be a problem. Like the period during and
following the revolution in France, many "charlatans" and
"quacks" were taking advantage of patients. The solution was
to send some five hundred doctors to Paris for training and
then to set up medical schools and teaching hospitals that
mimicked those in France. The Francophilia extant in the US
at this time (and at many times in our history) provided
legitimacy and authority to a doctor trained in Paris.
We will see how the French Revolution instituted a
surprisingly centralized model for the "new" discipline of
medicine, surprising because the revolution sought to
decentralize the government. Also in this chapter, we will
examine how other institutions, in addition to the church,
helped construct doctor/patient discourse: patient as
product and object or the commodification of the patient.
Also, using Foucault's category of "docile bodies," we will
examine the impact of the militarization of government
functions on the health care system. Our exploration will
show how several overlapping systems became the bases for
the multiple constructions of the patient's "docile body."
Patients' opportunity to talk back to the doctor is altered
and circumscribed because of these contexts. Only vertical
rhetoric is possible in these various scenes. Whether it is
the doctor as general giving orders to the patient, or the
technician repairing the object/body, or the upper-class
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person addressing the lower-class person, these contexts are
not conducive to a horizontal rhetoric or a rhetoric of
healing.
All of the changes I detailed in chapter 3 slowly but
surely pulled the patients farther and farther away from
their knowledge about their own bodies. Descartes' influence
that I talked about briefly in the last chapter made itself
felt more and more strongly in the European community, as
well as the American one. Because many other scholars have
written at some length on what Descartes and his philosophy
did to alter science and medicine, I am concentrating here
on some of the changes and influences less well known and
less obvious. In this chapter, unlike in chapter 3, we will
move gradually from the physician as authority figure to the
other half of the equation: the patient as deauthorized. We
see how the elevation of one side of the doctor/patient
binary necessitates the devaluation of the other side of the
binary: the patient becomes an object and the focus of the
doctor's gaze.

Vertical Rhetoric Follows the French Revolution

We should first examine Foucault's argument regarding
what happened to medicine immediately following the French
Revolution because that is key to the construction of a
system that militates against a horizontal discourse between
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doctor and patient. The genres I critiqued in chapter 2
(literature and medicine, and social sciences and medicine)
could benefit from incorporating such an argument into their
theoretical bases. By understanding the origin and context
of the discourse, we can construct a more effective rhetoric
of healing. Although the discourse was changed by other,
earlier factors, too, the French Revolution changed the
scene of health care from the home to the clinlque.
Because over 90 percent of the doctors lost their lives
during the revolution,

France initiated a rapid program for

educating more doctors. This need became the impetus for
setting up the clinique or the hospital and clinical
practice as we know it today {Birth 30). To institute a
whole new system of caring for patients, the revolutionaries
reached back to an old and familiar model, that of the
medieval church.
Two cultural myths arose during the French Revolution.
One was the "myth of a nationalized medical profession,
organized like the clergy, and invested, at the level of
man's bodily health, with powers similar to those exercised
by the clergy over men's souls;. ..." {Birth 31). The
second was the myth of a total disappearance of disease in
an untroubled, dispassionate society restored to its
original state of health" {Birth 31-32). The two myths
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expressed a similar "medicalization" as Foucault calls it,
one positive and one negative. The positive myth depicted a
"strict, militant, dogmatic medicalization of society, by
way of a quasi-religious conversion, and the establishment
of a therapeutic clergy" {Birth 32). The second brought on
"a corrected, organized, and ceaselessly supervised
environment, in which medicine itself would finally
disappear, together with its object and its raison d'etre"
{Birth, 31-32). Foucault here points to the establishment of
doctor as priest as a result of these pre- and
postrevolutionary myths. As I showed in chapter 3, some of
the context was already in place for such a conversion.
While I'm not disputing Foucault's historical work or his
theory about the impact of the French Revolutionary myths on
and subsequent architecture of modern medicine, I do think
much of the discursive structure, particularly in the
interaction between doctor and patient, had already been set
up prior to this time. The scene was already set; the
paradigm, as in all revolutionary change, had its
underpinnings established over a longer period of time.
As Foucault points out, such theorists of the time as
Sabarot de I'Averniere, one of the main authors of the
numerous projects following the revolution, "saw priests and
doctors as the natural heirs of the Church's two most
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visible missions—the consolation of souls and the
alleviation of pain" {Birth 32). His original plan was to
confiscate the wealth of the church and return it to the
nation, but divide it equally between the parish clergy and
physicians. Here we see a conscious project to connect the
two hierarchies, to purposely constitute doctors on a par
with or equal to clergy. This analogy was also very
consciously carried over to the construction of the
hospital, where the body would be "saved," much as the soul
of the parishioner was "saved" within the church or
cathedral.
The first hospitals were set up within this cultural
paradigm.

Add to this local (French) construction of health

care and education of doctors, the totalizing Enlightenment
philosophy in which "education was given a positive value as
enlightenment: to train was a way of bringing to light, and
therefore of discovering" {Birth 64). Part of this gathering
of the education of doctors into central places (hospitals)
for their training was a response to the chaos during and
following the revolution. In the absence of trained doctors,
anyone and everyone was taking up medicine, often taking
advantage of the ill and wounded, doing more harm than good.
In the documents of the time, those taking up the practice
were called "ill-trained practitioners," "ignorant
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murderers," "second- and third-class physicians, surgeons,
and chemists" and "dangerous charlatans" (Birth 66-67).
Clearly a problem existed, but the response itself became a
problem, too.

Patients Became Objects and Foci of the "Gaze"

With the initiation of a new structure to solve this
problem, the old hospital structures, more like almshouses,
but places where the needs of the poor were met, were
abolished. The university faculties of medicine were widely
decommissioned, often prohibited quite forcefully from
the practicing or teaching of medicine. Thus, the old
theories of medicine, those outlined in chapter 3, Galenic,
miasmic and humoral theory, Arabic theory, were suddenly no
longer taught. A vacuum was created that had to be filled,
and it was filled by the direct experience of the new
physicians-in-training in the newly established hospitals.
The language itself disappeared, to be supplanted by a
new language. Because the old forms of medicine were no
longer taught, the discourse connected with them
disappeared. The revolutionaries abolished the professorial
chairs and "made it possible, beneath the old language, in
the obscurity of a partly blind practice, driven this
way and that by circumstances, for a language without
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words, possessing an entirely new syntax, to be formed: a
language that did not owe its truth to speech but to the
gaze alone" {Birth 68-69). Under the gaze, the patient
becomes an object under the microscope and an object under
the scalpel in the autopsy theater. Foucault emphasizes "the
gaze," perhaps one of his better known formulations and one
that feminists in particular critique because they claim it
is a masculine one. While I agree with their assessment, I
do not want to recapitulate the debate here. In this
particular work, I find that the formulation is useful. If
the patient is the object of the doctor's gaze within a
discipline's discursive forms, then the patient's knowledge
exists within a vacuum, a "language without words." Soon
words were constructed that reflected the patient as object.
The patient as subject and his/her knowledge is subjugated;
the patient is not allowed to take part in the interaction
except in a very limited and circumscribed way, a way that
reflects the patient as object and without agency.
As Foucault pointed out, the language dictated by the
direction of the gaze (vertical rhetoric), is formed by a
sort of "orthogenesis" (Birth 68). By this he means that the
language grows within itself in relative isolation, is selfreinforcing, and only is open to other limited forms of
discourse, those that also employ a vertical rhetoric. "It
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is a question, in the absence of any previous structure, of
a domain in which truth teaches itself, and, in exactly the
same way, offers itself to the gaze of both the experienced
observer and the naive apprentice; for both, there is only
one language: the hospital, in which the series of patients
examined is itself a school" {Birth 68). The first schools
were set up in Paris and Strasbourg with the medieval church
as model, thus instituting the new language of medicine in
which the patient as object was no longer an active or
knowledgeable participant in the process of healing, but a
passive receptor of both the gaze and the instrumentation of
the new doctor-trainees.

Patients-As-Objects Increases Pain and Suffering

We can also ask, just how does the influence of the
teaching hospital play out in the care of the patient in
present times? I can give a fairly recent personal example
to illustrate one of the problems with the configuration of
patient as object.
In 1992, my ten-year-old daughter, Leah, was
hospitalized with a rare and dangerous form of
osteomyelitis. This rare disease involves an infection,
usually strep or staph, in the middle of the bone or the
growth ends of the bone. Leah was given morphine routinely
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because of the severity of the pain. In addition to the
medication for pain, she received large amounts of
antibiotics intravenously to fight the bone infection.
Her case was not only unusual because osteomyelitis is
so rare, but also because it was not in an arm or leg. Her
infection was in the center of the collar bone or clavicle.
Because this was rare, soon every intern and resident
(physician-in-training) was visiting our room on the
pediatric ward wanting to see and excunine Leah. Following
them were interns and residents from other hospitals who had
gotten word about this "great" case of osteomyelitis. The
interns or residents palpated the infected clavicle, causing
Leah even more pain. My husband and I soon found ourselves
standing guard twenty-four hours a day in Leah's room
blocking access to her clavicle, to keep physicians-intraining from pressing on her bone. Doctors justified this
behavior (causing more pain in a ten-year-old) on the
grounds that this palpation would enable doctors to
recognize the disease. In actuality, a trainee would not
learn much from palpation, as the bone was not yet deformed
by the disease. The x-rays were more illustrative at this
point.
Perhaps this incident seems unusual in the eyes of
those who have not spent years in teaching hospitals. Let me
assure you this incident was not unusual. My work as a
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technician in the hospital produced constant examples of
patients treated like "objects," "great" cases in which the
gaze of the physician forgot to take into account that the
patient might have something to say about this painful
poking and prodding of her body.
In the preceding history and story, the focus shifted
from the physician as authority figure to the patient as
object or focus of the doctor's gaze. This reconfiguration
of the relationship between doctor and patient and the
resulting discourse between them were reinforced in more
recent history by another structure, the factory.

Doctors* Offices and Hospitals As Factories

Another story illustrates how it feels to be an object
in a factory-line production. My daughter Leah was fourteen
when the orthodontist recommended she get all four impacted
wisdom teeth extracted before her braces were removed. We
made an appointment with the same highly recommended surgeon
who had removed our older daughter's wisdom teeth. In the
examination in his office, the surgeon predicted a routine
and uneventful extraction. He noted the teeth were deeply
impacted, but we had been prepared by our older daughter's
procedure for the swelling and discomfort the child would
experience afterwards.
As we drove toward the surgeon's office the morning of
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the extraction, Leah showed some normal apprehension. In the
oral surgeon's office, I was allowed to remain with Leah
until they took her to the surgical room. She was first
injected with Demerol, a systemic pain-killer often used as
a relaxant during procedures in which the patient needs to
be awake but somewhat sedated. A short time after the
injections, Leah began to have muscle tremors and cry a
little. I comforted her and asked her if she was very afraid
and worried? She said, "Not really. I Just feel funny and
shaky inside. I can't seem to stop the tears."
The surgeon came in at this point and seemed annoyed
that she was upset. He asked her a few questions. She told
him she felt she could not control her tears for some
reason. He shook his head and left the room. I followed him
outside and gave him her previous hospitalization
background. I suggested maybe this procedure was touching
off earlier memories, even though she had behaved very
stoically throughout that ordeal. At this time, I didn't
think about the fact that both my father and I are allergic
to Demerol although we have different reactions from the
ones Leah was having.
Leah continued to shake and cry, not hysterically, but
noticeably. They gave her a little more time, but the
surgical schedule for that day was quite tight, and patients
had to be moved in and out like clockwork for all the
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surgeries booked that day to be done. The nursing staff took
Leah into the surgical room and asked me to return to the
waiting room. Reluctantly I did, comforting myself that
often children are difficult surgical patients, and Leah's
reactions were minimal compared to some they must
experience. I assumed they would know how to work well with
children.
When I was ushered back in to see Leah after the
procedure, she was still groggy but had a terrified look on
her red, tear-streaked face. Big chunks of gauze in her
mouth extended her cheeks beyond their usual graceful
shapes. She couldn't talk. When the surgeon ceune in, Leah
shrunk back from him as he reached toward her. He showed me
a cut on her cheek and apologized, saying an instrument had
slipped. He said, "We had some difficulties at first, but
the operation itself went well."
As soon as we got in the car, Leah penciled a note: "He
yelled at me and grabbed me by my throat and shook me hard."
I read it and then read it aloud to her to see if I was
reading it correctly.
"Is that right? Did he do that?"
After she could talk. Leah said she had been unable to
quit crying and shaking, even though she tried very, very
hard. The surgeon started yelling at her, "You're going to
ruin this: you're going to ruin this!" This discourse, of

197

course, only caused her to cry more and become more upset.
As they started the procedure, Leah felt like she
couldn't breathe. The surgeon grabbed her throat and
extended the airway, but was apparently very rough about it.
His impatience showed and was picked up by the nurses who
joined in the chorus of, "Cut it out, now! Stop it now!"
They managed to get through the procedure.
After the surgery was over, the doctor returned to
Leah's recovery room and told her, "You almost messed up
everything!"
Because I had seen Leah as a ten-year-old go through
pain and discomfort, I was surprised by her discomfiture at
the oral surgeon's. Also, she is extremely mature and level
headed, very much in control of her emotions at all times;
thus her behavior that day was not characteristic. I decided
to look in my PDR {Physicians' Desk Reference) for the
descriptions of allergic reactions to Demerol since both ray
father and I were allergic to the drug. The most common
adverse reactions (my father's and ray reaction turned out to
be rare) were "muscle tremors and hyperexcitability,"
exactly what Leah had manifested after the injection of
Demerol.
When I called the surgeon again and told him I thought
Leah had an allergic reaction to the Demerol, he claimed not
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to know the wide-range of adverse reactions to the drug,
saying he had never seen this happen before. I suggested he
could have given her the antidote (clearly listed in the
package inserts that accompany the drug) or postponed the
surgery until the reaction wore off. Within an hour or two
the drug would be metabolized by the body, and Leah would
have been fine. He was reluctant to discuss the case,
saying he had done everything he always did for his
patients.
Here we obviously have a case of very misguided and
inappropriate discourse. Of the various options possible,
this oral surgeon chose the worst possible one. His
discourse, however, also can be analyzed to reveal the major
cause of his inappropriate choice. He's worried about
"everything" being "messed up" and "ruined." Even as I wrote
the story down, I had already absorbed the dominant mode of
operation in his office, as I said, "They gave her a little
more time, but the surgical schedule for that day was quite
tight, and patients had to be moved in and out like
clockwork for all the surgeries booked that day to be done."
Leah's surgeon felt compelled to make the choice he
made because, like most surgical schedules in doctors'
offices, clinics, and hospitals, the cases are booked
tightly, one after another, much like an assembly-line in a
factory to get as many patients done as quickly as possible.
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This model does not allow for variation, for problems, for
patient voices, or individual variances. In short, of the
many options available to health care professionals, their
options become very circumscribed when functioning within
this particular model.

Fordism Reinforces Patient-As-Object

Lester Faigley in Fragments of Rationality calls the
labor practices used in the assembly line, "Fordism," a term
used by Antonio Gramsci in his Selections from the Prison
Notebooks. "Fordism" represents a "system of mass production
consolidated by Henry Ford" in early 1900s (Faigley 10).
This systems required two major shifts in production. One
called for an elaborate plan to analyze, arrange, and
standardize tasks and parts on an assembly line. The other
required an "authoritarian, hierarchical management
structure" to enforce that plan (Faigley 10). Ford installed
the assembly line in his Dearborn factory in 1913, and it
soon spread to others (Faigley 10).
If we look now at another model for comparison, an
alternative image may help us keep in mind the artificiality
and the cultural constraints of the factory method of
production. Alternative "work models" are those within many
tribal cultures, where each person is responsible for an

200

entire "product" by themselves or individuals will trade off
jobs or "share" jobs and responsibilities. Think, for
instance, of the elaborately designed baskets made by Tohono
O'odham women in Sells, Arizona, on the large reservation
west of Tucson. Women as individual tribal members take
charge of one basket from the gathering of the bear grass,
devil's claw pods, and yucca leaves that make up the basket
until its final stitch is in place.
Most of us don't think of health care or patient bodies
as commodities and surgical suites as factories, but the
model has been in place for many years, since doctors
stopped making housecalls and health care became more and
more centered within hospitals and clinics. Of course
surgical procedures, because they need to be performed in
aseptic conditions, dictate that they be done in locations
organized for that specific purpose. But this model could be
deconstructed to allow for the prioritizing of patient care.
When the schedule becomes more important than the patient,
surgical procedures become even more traumatic interventions
in patient lives already altered by pain and/or illness.
Gramsci also comments in "Americanism and Fordism" on
the lack of humanity that comes into play with the
introduction of the factory model. He was writing then about
the workers in a factory, but we can apply such analysis to
the American health care system more and more organized
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around such a model. He is sometimes more Intent on
criticizing the European resistance to Fordism for being
"brutal," "insidious," and "extreme[ly] coerc[ive]," because
of the privileged class system in Europe that he condemns
(281). More important to my argument, given the Puritanical
roots of American medicine I explored in chapter 3, is
Gramsci's insistence that Fordism is a continuation of a
"Puritanical" impulse. "It is from this point of view that
one should study the 'puritanical' initiative of American
industrialists like Ford. It is certain that they are not
concerned with the 'humanity' or 'spirituality' of the
worker, which are immediately smashed" (303). When the
"product" of the assembly line is human health and healing,
to toss out "humanity" is counterproductive to say the
least.
Gramsci more closely aligned such "humanity and
spirituality" with the artisan in productive "creation,"
like the Tohono O'odham craftswoman above. In health care in
a mass society, such individual artistry may not be
possible, but a changing doctor/patient discourse is still
possible. Remember that Kathryn Montgomery Hunter also
suggested we examine reinstituting medicine as an art rather
than a science. Certainly if we allowed "the product" to
talk back (i.e., the patient), we could move closer toward
such an art. Gramsci also noted that the new industrialism
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fights against "humanism"(303). He claims this is
"Puritanical" because it preserves the body only well enough
to continue to be productive at the worksite (303). "It is
in their interests to have a stable, skilled labor force, a
permanently well-adjusted complex, because the human complex
(the collective worker) ... is also a machine which cannot
. . . be taken to pieces too often and renewed with single
new parts" (303). Although Gramsci was writing about
Puritanism in the times of Prohibition in the United States
and attributes the emphasis to keeping the worker sober
enough to perform well as a cog in the machine, we see that
same emphasis on maintaining control of patients within the
hospital factory. Hospitals, doctors' offices, oral
surgeons' offices, clinics, all run like well-oiled
machines. Any interruption or disruption represents chaos
for the factory managers, once the doctors or surgeons, but
now more likely to be business administrators. Thus we see
the source of the hierarchical, authoritarian brutality, the
loss of "humanity" that is revealed when any patient's
unusual reaction threatens to disrupt the "enterprise" or
the "machine."

Marxists Debate Commodification Onset
Although more recent Marxist historians have written
that these changes in the delivery of American health care
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services are as recent as 1980, with Gramsci's lens, we can
see that the recent changes are but a refinement of a
process already in progress since at least the 1930s. Ronald
L. Caplan, also a Marxist, argues that the commodification
has an even older history (Caplan 1139). To give credit to
the other Marxist theorists Caplan critiques, we can see in
our society how the number and diversity of private, forprofit health care systems have mushroomed compared to older
Church-owned and government-owned institutions. We have to
keep in mind, however, that doctors have almost always
functioned in "for-profit" situations.
These most recent changes will cause changes in doctor/
patient discourse: the growth of for-profit, investor-owned
hospitals and the delivery of health care services such as
laboratory tests, kidney dialysis, and home care on a
profit-making basis. "For-profit ambulatory care facilities,
such as surgery centers (surgi-centers) and urgent care
centers (urgi-centers) have also proliferated" (Caplan
1139). Add to the mix Health Maintenance Organizations
(HMOs), Preferred Provider Organizations (PPOs) and
Individual Practice Associations (IPAs). These systems will
profoundly change the way millions of Americans receive
their medical care. As Caplan says, "[c]learly, the dictates
of the market-place and the profit motive are important
forces shaping American medicine (1139).
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Although I would agree that the language of
commodification is on the upswing because of the business
emphasis on "down-sizing" and "streamlining," the patientas-commodity model has been in place for over a half
century. Caplan challenges current Marxist views that the
"commodification" of medical services is recent by arguing
that between 1830 and 1890, most of the health care was done
in the home by "lay women," and was clearly not commodified
(1139). "Some of the earliest health care advice came to
America in the form of folk medicine, or what was commonly
called 'granny cures'" (1139). I would suggest that he
research the role Puritan ministers played in the early
colonies. But after the absolute rule of the Puritans was
broken, the health care system in America was less
centralized. During the 1900s, the term 'family physician'
was not generally used when describing the doctor but
referred to popular health care books written by lay
persons.
Even medications during this time were procured from
the family herb garden, and it wasn't until after the Civil
War that "patent medicines" came into vogue (Caplan 1140).
Patent medicines were not "prescribed" as such but were more
like the over-the-counter medications we use today in
addition to prescriptions. The doctors' ethos at this time
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was quite weak and had deteriorated since the times the
Puritans were firmly in control of medicine, although
university-trained physicians did enjoy some status. Most
sick persons would rather diagnose themselves and buy a
patent medicine rather than pay the costs of the local
physician.
Around 1900 the American Medical Association (AMA) "was
deeply troubled by the low income and social status of its
members" (Caplan 1140). The association blamed
self-medication with patented drugs for this reduced demand
for doctors* care. Physicians, hospital administrators,
and pharmacists, through their organizations, pushed
for regulations, lobbied, and

initiated a public

campaign discounting the efficacy of self-care and
patented medicines, a conscious effort to invalidate
patient knowledge. I don't claim that patent medicine was
better, but that the knowledge and power of the patient
is diminished with this move. Hospital administrators at
this time were running hospitals on the verge of
financial ruin. Earlier hospitals had been charitable
organizations financed by public charity and private
philanthropy and were used to treating 75 percent of their
patients for free (Caplan 1140). But economic factors both
increased demand for services from the growing number of
unemployed people and reduced charitable income with the
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loss of wealth among some of the upper class donors. Faced
with this situation, hospital administrators banded together
into their own organization whose aims were to decrease the
number of non-paying patients and increase the number of
those patients who could afford to pay for hospitalization.
"These changes required nothing less than a radical
transformation of hospital care from a charitable offering
to an affordable commodity. At a time when most urban ill
were treated at home, the establishment of a hospital-based
system of medical care required a major realignment of
American medicine" (Caplan 1141). Just as we saw in
postrevolutionary France, the realignment centered medical
services within the hospital and away from the homes of the
patients. Physicians garnered strength, status, and higher
class ranking as a direct result of the change from domestic
health care to a highly organized, strongly controlled and
regulated system resting firmly in their hands (Caplan
1144). The social conditions that established the factory
system as the means of production in this country coincided
with the centralization of medical care.
Faigley and others noted that businesses have now
moved from the Ford model of production to "post-Fordism,"
but, as in the past, medicine is lagging behind in this
paradigmatic shift. It should be noted that when I make this
claim, I'm obviously not talking about the advanced
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technological nature of Western biomedicine, but about its
social, cultural, and discursive frameworks. Caplan
critiques the Marxist analysis of an acceleration of the
commodification of medicine in the increase of Health
Maintenance Organizations. But he does recognize important
class reconfigurations in the rise of HMOs. In some ways the
present restructuring breaks up traditional physicians'
power, what Caplan refers to as the "ancient physician
class," because physicians are being separated from the
means of production (1145-46). But in other ways the HMOs
and corporatization of medicine reorganize it into a
consumer/product model in which patient care will be even
more structured to produce maximum profits. The difference
is that those profits may not be shared by physicians as
much as in the past. Thus the doctors' role could change to
a hired employee, with the employer not the patient but a
corporation. Unfortunately, the discourse would not
necessarily improve. When proletarianized doctors lose
control of their production process, they have more in
common with the workers. However, a class alliance between
physicians and workers is not inevitable. "No definitive
conclusions can be drawn because a condition of existence of
both ancient and corporatized physicians is their
professional identification as physicians which they may see
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as transcending any class interest" (Caplan 1146).

The Patient-As-"Docile Body" Within the Medical Factory

In Leah's situation, then, she became a cog in the
wheel that didn't fit, a disruption and interruption in the
smooth, running of the oral surgery factory. Her allergic
reaction to a medication disrupted the uniform operation of
the assembly line. Her experience provides clues, though, to
the contradictions inherent in this model of health care, in
which the patient is not the organizing principle. Instead
we experience an overriding cookie-cutter model of
operation, one that devalues patient input.
With the appearance of the factories, Foucault says,
"It was a question of distributing individuals in a space in
which one might isolate them and map them; but also of
articulating this distribution on a production machinery
that had its own requirements" {Discipline 144). When we
observe the architecture of hospitals themselves, we can
clearly see that the physical space is arranged for the
optimum requirements of the staff and the work itself,
rather than being patient-friendly or family-friendly. The
structure of bureaucracy also constructs the space, and
that, too, is mapped onto patient bodies. The discourse
between doctor and patient then must fit into this map or
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construct, thus we get the constraints and structures of
charts, orders, lab reports, all of which the physician uses
in his or her conversation with patients.
Although Foucault is the most important contributor to
a postmodern understanding of the institution of medicine,
many scholars remember him for removal of the "author" from
the text. Therefore taking Foucault's work to support a
model of medicine organized around the patient might seem
contradictory. As Faigley suggests in his section on molding
docile bodies, "Foucault maintains that under modern
disciplinary regimes of power—the regimes of schools,
factories, hospitals, asylums, and prisons —those who are
the least powerful become the most individualized because
the least powerful are treated as 'cases.'" {Discipline
156). Clearly, then there are vast differences between being
individualized as a person and patient, and being
individualized, i.e., objectified, into a "case." Now to
examine Foucault*s concept of "docile bodies" more closely
to tease out the difference.

"Docile Body's" Military Origins

Foucault maintains that the "docile body" originated in
military discourse as the body of the soldier, a body useful
to those in power to keep their power intact or take power
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from other kingdoms. He compares early seventeenth-century
descriptions of the soldier to those in the late eighteenth
century. The seventeenth century writings describe uniform,
courage, strength, and valor. The soldier's body is a type,
one that already possesses certain characteristics, such as
a "taut stomach, broad shoulders, long arms, strong fingers,
a small belly, thick thighs, slender legs and dry feet"
(Discipline 135). The later writings of the military on
soldiers are configured differently and represent for
Foucault an issue of control. The emphasis changes to how
one can be trained to achieve "soldierliness." Rather than
seeking a body type, the military molds new recruits into
its ideal. It trains bodies so that they become used to
"holding their heads high and erect; to standing upright,
without bending the back, to sticking out the belly.
throwing out the chest

and throwing back the shoulders"

(Discipline 135). Young soldiers were forced to stand
against a wall "in such a way that the heels, the thighs,
the waist and shoulders touch it, as also do the backs of
the hands. . . ." (Discipline 136). In this passage Foucault
gives us the historical underpinnings of the a normalization
process we see still playing out in institutions today,
including health care. His category of "docile bodies" is
useful to us because we suddenly have standards that the
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body can be molded to fit. The military, Foucault maintains,
no longer looked for bodies possessing these qualities
naturally, but set out to form or mold "docile bodies" to
fit their specifications. Thus we see a normalization
process being developed. In medicine all anatomy and
physiology is based on concepts of what is normal. Every
clinical laboratory has its machines calibrated to test
human products according to normal ranges. Any deviation
above or below normal ranges is marked as pathological and
"treated."
Only recently are medical researchers realizing some of
the problems with such narrow formulations. For example,
most medications have been tested on men, and now
researchers realize women tend to react differently from the
way men react to various drugs. But the molding of the
docile body imposes a very rigid, monologic form, a onesize- fits-all model on health care that attempts to erase
and ignore difference, difference that can be quite
important to a patient's health care needs.
Changes in the discourse, however, continued to target
the body as a site of power operations. Descartes' work that
transcribed man into machine both initiated and fit into a
paradigm shift of tremendous implications for all operations
within society, including the school, the army and the
hospital.
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Of course, as Foucault points out, this was "not the
first time the body had become the object of such imperious
and pressing investments; in every society the body was in
the grip of strict powers, which imposed on it constraints,
prohibitions or obligations" {Discipline 136). What was
different was the scale of the operations on the body as
well as the individualization. Instead of concentrating on
large groups of people, the focus became individualized, and
it is this change in operations that Foucault sees gathered
into the phenomenon he calls a "discipline."
The clinique is clearly hierarchical and resembles the
military as "a site of power operations." Doctors and
surgeons, after all, give "orders" that are to be followed.
Clean uniforms must be worn, and deviations from standard
apparel can lead to reprimands. I was once reprimanded in my
heart catheterization unit for wearing blue-checked
shoelaces in my white nurses' shoes. Substances are kept
under lock and key with only certain people authorized to
carry those keys. We often ran drills to see how fast we
could respond to "codes" in our hospital. Only certain
people can order certain equipment. While these procedures
keep units "organized," often the bureaucracy, like in the
military, makes it almost impossible to act in certain
circumstances and make changes once systems are in place.
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On the other hand, it's certainly a relief in emergency
situations to act almost as a robot, knowing that your hands
will grab the suction tube on the wall and start suctioning
patients before they choke to death on their own vomit. When
doctors take control of a situation, the staff feels relief
then, too, that they will take all the responsibility on
their shoulders and the rest of us will be just "following
orders." When something does goes wrong, the physician
agonizes often more than we do, although those of us on a
medical staff will agonize, too.

Abusive Power Relationship Between Doctor and "Docile Body"

To return to our dental patient, my daughter, Leah, we
can see how what happened to her demonstrates the dangers of
defining an individual as a case or object rather than as a
subject with something to say. What we can discover is this:
not only does the factory model take over when one enters
such an office, but the discourse and the treatment system
has apparently been organized to take the individual into
account as "the next case." In fact, this system takes the
individual into account only in a way that manipulates her
"docile body," and pulls it into the realm of a potentially
dangerous power relationship. It is this power relationship,
I maintain, that results in the cruel practices or the
punishment inherent in the discipline itself.
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In order to keep such a power intact, the hierarchy has
to be kept rigidly in place. An examination of any medical
establishment, and in this case, an oral surgeon's clinic,
reveals how this works. The two oral surgeons, partners in
their "specialty" of oral surgery sit at the pinnacle. Below
them are an assortment of dental assistants as well as the
office manager. At the bottom of the pyramid are other
secretaries, office clerks, and receptionists. The
janitorial staff is invisible to the average patient or
visitor.
The other employees in this particular oral surgery
factory are heavily dependent upon the good will of the two
white, male oral surgeons. Surgery is one of the specialties
in medicine yet to be opened very wide to women and often
only to minorities from other countries than the US. The
staff must conform to its position within the hierarchy, and
thus the hierarchy is self-perpetuating. No one questions
the ranking system, because to do so would make it difficult
to maintain one's job or receive pay increases or
promotions. In Leah's case the nursing/dental-hygienist
staff members apparently did nothing to stop the viciousness
of the verbal attack on her. Instead they assumed that the
surgeon was right. The system must function, like German
trains, smoothly and on time. No interruption must be
brooked, especially one that appears arbitrary. As far as
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the staff was concerned, Leah was having an emotional not a
physical reaction. Had she had a heart attack for instance,
they would have acted quite differently. But even if her
needs had been purely emotional and not a physiological
response to a drug, the surgeons and nurses still could have
acted to meet them. As a cardiopulmonary technician and
special procedures nurse, I, too, bought into the blame-thepatient syndrome. Patients who exhibited fear or interrupted
our back-to-back schedules were a nuisance. We were often
more worried about being yelled at by the cardiologist,
cardiac surgeon, or neurosurgeon than we were worried about
reassuring our patients.

Isolating the Patient and Keeping the "Others" Out

Compelling reasons dictate keeping family from the room
during surgical procedures. Besides maintaining a sterile
field of operation, people with emotional connections to
patients often end up nauseous or faint at the sight of
their loved ones being "worked on." However, this distancing
of the family also leaves the patient vulnerable to a system
that when interrupted turns cruel and vicious. The blamethe-victim phenomenon runs as an undercurrent beneath
Western biomedicine. Just as the Puritans blamed the
"sinner" for becoming ill or contracting some disease, so
the oral surgeon blamed the patient, assuming hers was an
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emotional response, not a contraindication to a drug he had
administered.
Once when my husband and I were first dating, he had a
flat tire in the middle of the desert, our eventual
neighborhood for twenty years. While he was under the yellow
Ford truck with the brown-striped and white camper shell,
the jack collapsed. As he attempted to get out from under
the truck, the sharp corner of the camper shell caught the
top of his head. He was knocked back from the truck, landing
on his back with a large, open gash in his head. While blood
gushed from the wound, I held pressure until an ambulance
arrived, some forty-five minutes later (we were miles from
town).
Once we were in the emergency room of a local hospital,
not the one in which I worked, we were recognized by the
nurse on duty that night. Since I still had on my scrubsuit
from work, she enlisted my aid to give her more time to
attend to other patients on that busy Friday night. She
asked me to shave Bob's head in preparation for the
surgeon's examination. I carefully cut away the blood-matted
hair and shaved around the large, three-cornered tear on the
top of his head.
Assuming I was part of the emergency room staff at that
hospital, the surgeon asked me to set up for the minor
operation of inspecting, cleaning out, and suturing shut
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Bob's head wound. I opened drawers and cabinets and gathered
the necessary instruments, carefully setting up a sterile
tray for the procedure. I assumed I was immune to fainting
spells or nausea, because I had seen much worse injuries,
open-heart surgeries, and exploratory surgeries. The surgeon
asked me to stand slightly behind him and Bob's head and
train the powerful light on the appropriate spot.
When the surgeon lifted the large flap of skin and
exposed the glowing white skull of Bob's head, I heard a
loud buzzing in my ears, and the room began to melt into
amorphous shapes and colors. A loud "Can't you hold that
light still!" brought me quickly back to the scene before
me. I was able to finish the procedure by glancing just to
the right of Bob's head and taking deep breaths through my
mouth, literally fighting to keep conscious.
I experienced the same physical reactions during my
daughters' injuries, and while cleaning out my mother's deep
abdominal wound after the stitches ruptured following her
surgery for a dissecting abdominal aorta. There are good
reasons to keep family members out of patient rooms during
procedures as I noted above. Those of us too close to the
patient could interfere with procedures that need to be
done. Or family members create a hazard with their own
physical reactions, for instance fainting, nausea, and heart
attacks. Because family and friends cannot always attend the

218

patient, a rhetoric of healing from the physician becomes
even more important.
Had I been able to be in the room or nearby during
Leah's ordeal, I could have and would have stopped the
verbal abuse of her "docile body" by whatever means
necessary. But I was far removed from the scene in a
cheerfully and tastefully decorated waiting room whose muzak
muffled all other sound. So this spatial arrangement within
the discipline of medicine also plays a role in the issue of
control.
Foucault identifies the organization of certain
commodities of medicine and analyzes the spatial arrangement
that enables power to be exercised. He notes control factors
such as the placing of medicines under lock and key,
verifying numbers of patients and assigning them to units,
wards, and beds with their names on them, regulating patient
ingress and egress. "Gradually, an administrative and
political space was articulated upon a therapeutic space; it
tended to individualize bodies, diseases, symptoms, lives
and deaths: it constituted a real table of juxtaposed and
carefully distinct singularities. Out of discipline, a
medically useful space was born" {Discipline 144).
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Interrupting Rank Enables Horizontal Rhetoric

These physical constraints play an active role in
landscaping doctor/patient discourse in addition to the
constraints of status and rank. But is a rhetoric of healing
possible within such spaces? Won't time constraints usually
prohibit such a rhetoric? While I was a staff member in the
hospital, I often had the opportunity to practice a
horizontal rhetoric or rhetoric of healing rather than the
usual vertical rhetoric.
One of ray jobs as cardio-pulmonary technician at this
hospital was to set up the Hewlett Packard 880 for openheart surgeries. This machine measured blood pressure
internally through an arterial line, usually inserted in the
neck of the patient before surgery. The 880 also recorded
the electrocardiogram from electrodes placed on the
patient's limbs. Both tracings were easily seen on the
screen near the head of the patient and were necessary to
monitor both blood pressure and ekg before, during and after
the four or five hours of open-heart surgery. My job was to
calibrate the machine, make sure everything was in working
order, check and replace the wires that would crisscross the
floor between the patient's arms and legs and the cable
hooked to my machine.
Often we had first met the patients scheduled for openheart surgery in our cardiac catheterization laboratory.
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where the main portion of my job was spent monitoring
electrocardiograms, recording pressures, and measuring
cardiac output, stroke volume, etc., during heart
catheterizations. In the procedures, we injected dye to
determine where the blockages were and what percent of each
coronary artery was occluded. These cineangiograms, also
known as "cines" (movies), were then viewed by the heart
surgeon prior to the surgery. Still shots (like regular xrays) would be posted around the surgical suite for doctors
to consult as they replaced coronary arteries with grafts,
usually veins from the legs.
Betty, who had come through our lab, did not stand out
for any particular reason. Her procedure had gone smoothly
with no surprises or complications. As I calibrated the
Hewlett Packard 880 that morning, in the surgical suite for
open-heart surgeries, the surgical technicians brought her
into the room on the stretcher. She climbed onto the table
with some help, having been only mildly sedated, a routine,
initial procedure for open heart patients. The
anesthesiologist was at Betty's head setting up his
equipment. The heart-lung machine technicians began to
prepare her for the machine that would act as her heart,
perfusing her body with oxygenated blood while the heart was
artificially stopped for the actual operation.
The two male heart-lung technicians were among the best
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in the city, well-trained, dedicated, smart, and hard
working. They handled much of the most intense and
specialized care of the open-heart patients. As Betty lay
there with a terrified look on her matronly face, Roger, one
of the heart-lung techs, began the laborious process of
starting Ivs and arterial lines in her "docile body." I
continued to work on my machine, my back to the patient.
I could tell Roger was having trouble. He was sighing
and expelling his breath forcefully, the only sounds in the
otherwise quiet room. No one had turned the music on for the
surgeon yet. I turned my attention from the wires and cables
that were my responsibility to what Roger was doing. He was
having trouble getting an arterial line in Betty's right
arm. Ben was trying to start an IV in her left hand. Both
were discussing the difficult process of getting needles
into the veins and arteries.
Betty lay there rigid as a flag pole. I knew she was
terrified about the surgery and the mild sedation had done
nothing to alleviate her fear. I couldn't blame her. I would
have felt the same way facing open-heart surgery. Neither
Roger nor Ben talked to Betty or attempted to communicate
with her in any way. I was done with my machine calibrations
early; everything had checked out fine. The anesthesiologist
had vacated his stool by Betty's head to get some more
equipment from the supply room. I sat down directly behind

222

Betty and started talking to her. "How are you doing? The
medication to relax you, did that make you feel sleepy?"
"No," she said, and a big tear rolled down her face.
"All this equipment and stuff looks pretty intimidating
if you've never seen it before. But it's all here to make
you as safe as possible. We will know everything about your
heart and what your body is doing so we can perform a
successful surgery. The lines the technicians are putting in
your arras are for fluids and medication. They are hooked to
that monitor over there to keep track of your blood pressure
internally. I know it hurts to have two people poking you at
once, but just try to relax as much as you can."
Then I started stroking her forehead. Her hair was
tucked under an ill-fitting, greenish-blue scrub cap. "Close
your eyes and take some deep breaths. Try to let go of some
of that tension. I know it's hard, but you can do it." Betty
began to breathe more even, deeper breaths than the little
short, fast ones she had been taking. "That's it. Try to
think of the most beautiful place you've ever been in your
life. Keep taking those deep breaths." I tried to speak as
soothingly and calmly as I could. She finally closed her
eyes. She breathed more and more slowly. I saw her shoulders
relax; instead of holding them tightly, curled toward her
chest, they now rested flat on the green-draped operating
table. A few minutes later, Ben and Roger slipped in the
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venous and arterial lines. Betty seemed to doze, as I left
the room.
Later that day I heard that Betty's surgery went fine.
I went to the Intensive Care Unit to work on a telemetry
unit and saw her iodine-swathed form resting quietly amid
the tangle of tubes and lines. Her vital signs looked good.
I caught a snippet from the busy hospital grapevine, how I
must have known the patient, must have been a friend of the
patient to step in and try to relax and help her. No, I just
identified with her terror and felt we should do what we
could to communicate that concern and identification to all
our patients. I was no hero in this situation. What is
important here is the assumption that this behavior to
identify with and help relax a patient was not the usual
behavior that medical personnel used with a patient. It's
only "normal" behavior if the patient and worker are
acquainted.
What was the setting for this horizontal rhetoric?
Besides the patient in the room, we had only "lower level"
staff members: surgical nurses bustling in and out, two
heart-lung machine technicians, and me. Would I have
disrupted standard procedure by comforting and soothing the
patient had the cardiac surgeon been in the room? Of the
many surgeons I have worked with, I can only think of one or
two who would "tolerate," perhaps even encourage such a
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response to the frustrating situation of not being able to
get Ivs and arterial lines into a patient. With most
surgeons* impatience, I would have been too frightened to
attempt to comfort the patient. I doubt I would have spoken
to Betty, if the anesthesiologist had been in the room. For
one thing, he would have had the "head position" of the
patient, preparing to intubate the patient for open-heart
surgery (put the tracheal tube into the patient to maintain
the airway for the connection to the respirator). What would
have kept me from comforting Betty if the anesthesiologist,
the cardiac surgeon, or the thoracic surgeon had been in the
room? I would have anticipated getting yelled out, scolded
for slowing things down, or dismissed with some
condescending remark. I would have risked confrontation or
"unpleasantness" that could have increased not only my
anxiety, but also the patient's anxiety. Most surgeons would
have been angry at the delay caused by the inability of the
technicians to "establish lines" in the patient. I would
have probably become the scapegoat of the impatience.
Surgeons often have multiple surgeries scheduled in one day,
even open-heart surgeries, and often not in the same
hospital. The tension of time constraints and schedules is
only increased by "ruptures" in the smooth operations.
Within the surgery itself, enough surprises and
uncontrollable events occur anj^ay.
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Because the individuals of higher rank were not in the
room, I was relatively free to act. Foucault notes "In
discipline, the elements are interchangeable, since each is
defined by the place it occupies in a series, and by the gap
that separates it from the others" (Discipline 145).
Therefore the unit is "neither the territory (unit of
domination), nor the place (unit of residence), but the
rank: the place one occupies in a classification, the point
at which a line and a column intersect . . . {Discipline
145). Rank and its creation of a hierarchy very much
circumscribe what discourse one is allowed or not allowed to
practice with a patient. If staff members do not feel free
to use horizontal rhetoric with patients in front of the
doctor, how can the doctor be expected to use it? The doctor
must learn to speak the rhetoric of healing first. Rank
constructs and informs the discourse. Authority figures
enjoy a captive audience. Only their individual rhetoric is
epistemic. There's no "feedback loop," but only a
unidirectional discourse or vertical rhetoric, not a
rhetoric of healing.

Class Helps Control the "Docile Body"

So far we've looked at how factory and military models
both have contributed to the hierarchical structure of
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modern medicine. We haven't yet considered how the medical
discipline duplicates the class structure of our society.
In Pierre Bourdieu's and Jean-Claude Passeron's
Reproduction in Education, Society and Culture both argue
that "cultural reproduction contributes to maintaining the
power of dominant groups" (xvi). So we see another factor
that dictates the "superior status" of the doctor in
American society. As we saw in the first part of this
chapter, according to Caplan, that status was carefully
reconstructed in the 1890s through the 1920s. In Europe,
though, specifically Germany, the University professor
occupies a higher rung than the medical doctor. In Russia,
the doctor's status is even lower, perhaps because of large
numbers of women doctors. Sexism devalues their status even
as doctors. Few would argue that the doctor does not occupy
one of the highest rungs and command one of the best
salaries in US culture. Hans A. Baer suggests "[a]s American
capitalism evolved from a competitive to a monopoly form,
the bourgeoisie found it necessary to exert control over an
increasingly restless populace (1103). In addition to the
state and education, "medicine became yet another hegemonic
vehicle by which the corporate class came to indirectly
legitimate capital accumulation and to filter its view of
reality down to the masses (1103).
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Baer posits that the isolation of disease pathogens as
the cause of illness provided the capitalist class with a
paradigm that could ignore any social roots of illness, but
could, by the same token, restore a functional level of
health to workers needed in the production of capital for
the upper classes (1103). The identification of disease
could be carefully controlled because it required
specialized instruments that only doctors or their staffs
were allowed to use. Regulations and licenses keep the
control complete. The doctor alone has the authority to
interpret and deliver results to the patient. If you have
ever called your doctor's office and asked someone other
than the doctor for results of tests done on your own body,
you know how complete the control is. Usually the doctor is
the only one authorized to inform you.
As I noted above in the history of the reconstruction
of doctor's authority in 1900, the AMA constructed a higher
status for medical doctors. But the roots of this status can
also be traced to higher education. After the Civil War,
individuals could become regular doctors after a year or two
of medical education. Medical practitioners sought to
enhance their ethos by claiming to be "scientific" at the
same time as the rise of industrial capitalism in the late
1800s (Baer 1105). This emphasis on science also helped pull
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medicine out of the home in America, much as the French
Revolution in Europe effected the Scune change. This movement
also concentrated the "interpreters" in the Universitytrained or upper class of American citizens. Baer points out
that our term, "biomedicine," that we have used throughout
"exhibits a 'primary focus on human biology, or more
accurately, on physiology, even pathophysiology'[17] and
thus tends to divert attention from the social origins of
illness" (Baer 1105). Therefore around the turn of the
century, the alliance between the AMA, made up mostly of
elite practitioners, "medical researchers based in
prestigious universities." and the class of industrial
capitalists enabled Western biomedicine to "establish
political, economic and ideological dominance" over any
other system that attempted to challenge it (1105).
While Gramsci did not see medicine as having hegemonic
agency, V. Navarro argued that the bourgeoisie supported a
version of medicine in which "... disease was not an
outcome of specific power relations but rather a biological
individual phenomenon where the cause of disease was the
immediately observable factor, the bacteria (166). Because
of this redefinition, clinical medicine became the branch of
scientific medicine that studied the biological-individual
phenomena. Social medicine became the other branch of
medicine that studied "the distribution of disease as the
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aggregate of individual phenomenon" (Navarro 166). Both
branches assumed that disease was an alteration, a
"pathological change in the human body (perceived as a
machine), caused by an outside agent ... or several
agents" (166). Thus we can conclude that the very structure
of biomedical discourse helped construct and keep in place
certain class distinctions. The isolation of bacteria as the
cause of disease immediately cut out any other contexts as
influencing whether or not a patient got sick or stayed
well. Many medical researchers have chosen to ignore the
fact that humans are always surrounded by seas of bacterias,
including pathogenic ones, that reside on our skins, in our
mouths and noses, in our environments. Sometimes these
bacteria make people sick. Often we cope very well in their
midst without getting sick.
The isolation of disease, however, kept the focus
squarely on those who could identify and prescribe on the
basis of microscopic evidence. This training was only
available in higher education. This hegemonic pattern was
further cemented by a 1906 decision of the AMA to accredit
only schools that were acceptable to its Council of Medical
Education, a further centripetal movement to garner status
and power. Add to that the Flexner Report in 1910, sponsored
by the corporate-based Carnegie Foundation, that initiated a
survey of all medical education in this country (Baer 1106).
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Baer credits this report with single-handedly changing "the
socio-economic composition of the medical profession"
(1106). Because of the report, the number of medical schools
declined from 162 in 1906 to less than half (79 in 1924)
(1106). The ratio of physicians to patients changed from
173/100,000 in 1900 to 125/100,000 in 1930 (Ehrenreich 56).
In 1910 there were eight medical schools that educated
African Americans and a substantial number that educated
primarily women (Baer 1006). The Flexner Report contributed
to the closing of all but two of the African American
medical schools and all except one of the women's medical
schools (Baer 1106). Because of these reforms in the early
1900s, the medical profession became the preserve for white
upper and upper middle class males (Baer 1106). In addition
to narrowing the profession to these class, racial, and
gender groups, biomedicine further strengthened its hold on
American medicine by refusing to accredit any alternative
medical groups such as homeopathy and eclecticism. Thus
American medicine transformed itself from its beginnings as
a monologic form, later to a relatively pluralistic form,
and then back again to a dominant, monologic one.
Navarro posits that the class structure of American
society is clearly reflected in the structure of western
biomedicine as it is practiced here. "Members of the upper
class, and, to a lesser degree, the upper-middle class
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predominate on the boards of foundations involved in health
policy decision-making," medical schools, and hospitals
(138). While most physicians are white, upper-class males,
the nursing staff and technicians are drawn from the middle
and lower-middle class and are predominantly female; only
nine percent are African American. Service personnel (54.2
percent of the labor force in health care) are women and are
disproportionately (30 percent) African American.
M. Larson and E. Willis also argue that the
"professionalization" of medical doctors functions as a
"subtle, but highly effective, hegemonic process" and has
become an ideology (Larson xviii; Willis 16). This ideology
reproduces "aspects of the dominant ideology and thus
[promotes] ideological hegemony which as Gramsci argues,
provides the basis for bourgeois rule in monopoly
capitalism" (Baer 1107). Thus in the formation of biomedical
discourse, we find the same repression we find of the
patient's subjugated knowledge: the biomedical knowledge is
denied to those who are "other" than white, male, or upper
class. The gap then becomes wider between patients and
doctors every time the patient is not white, male or upper
class.

Conclusion

In this chapter, we have seen how industrial.
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religious, military, and class systems have succeeded in
constructing the doctor/patient binary and subsequent
discourse between them. These systems have organized power
in such a way as to continue it as authoritarian and
hierarchical, producing a vertical rhetoric. Patients are
products and soldiers who must follow orders and cannot talk
back to the doctor except in very circumscribed forms.
Medical personnel within the rigid arrangement are not able
to practice horizontal rhetoric except in unusual
circumstances, seldom in front of most doctors. Class
contributed to the use of vertical rhetoric between doctors
and patients and between doctors and staff. Doctors'
authority is maintained by merging it with this high class
status.
Our next task comes in breaking that binary. Although
some would say such a move is not possible, I maintain it
is. In none of these chapters have I argued that the doctor
by nature is unable to practice a different rhetoric than
the one she now practices. Instead in the preceding
chapters, I have shown how the binary has been constructed
over time and within the discipline. Fortunately,
disciplines can change. Binaries can be deconstructed,
especially in times of Foucauldian ruptures, in which
disciplines are especially vulnerable to change. Although we
have experienced no recent French Revolution, health care is
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being challenged by another new structure: Health
Maintenance Organizations. Such an occasion gives us the
opportunity to make some substantive changes in the way
doctors talk to patients. In the next chapter, I will
illustrate what types of pedagogical changes in medical
schools could alter the discourse from a vertical rhetoric
to a horizontal one, a rhetoric of healing.
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CHAPTER FIVE
A Rhetorical Pedagogy for Medical Education

Introduction

In this text we have examined several doctor/patient
discourse samples. We have examined how history and context
have formed the way doctors talk to patients, deconstructed
its class biases and seen how the problematic structures of
society such as hierarchies and classes are reproduced in
Western biomedicine. In this chapter, we will look at a twosemester course designed to change the way medical students
are initiated into the discipline in order to offer firstyear medical students alternative ways to talk to patients.
Currently, medical schools are more likely to offer courses
in literature and medicine, rather than in communication.
Although these types of courses can be helpful, they do not
translate directly into improved doctor/patient discourse.
(See chapter 2) However, such courses provide access for the
humanities within medical school curricula and provide a
possible site to introduce rhetorical strategies. This
rhetorical emphasis could provide alternative, grounded,
practical strategies for medical students that could more
readily translate into improved doctor/patient discourse. I
argue that we need to move to an active model of
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participation of medical students in their own education,
rather than the passive model that now exists. I set up ways
students can question their science-based knowledge and
learn to value other knowledge bases, including nonrational, emotional ones. Active participation requires
analysis of their own medical language acquisition, their
own use of jargon and figures of speech. Active
participation also requires personal writing and reflection
that evolves into cultural analysis as well. Students begin
an inquiry of their education and move towards an inquiry
into the culture that has constructed that education.

Medical Students As Concrete Thinkers

In designing a course for first-year medical students,
several factors must be taken into account. First, because
of the intense selection process for admittance to medical
school, an instructor can anticipate a very bright group of
students. In the four years in which I have helped to
prepare science and pre-med students for the MCAT (the test
that determines which students will be admitted to medical
schools), I have noticed that these students tend to be very
systematic, scientific thinkers somewhat resistant to
philosophy and unused to the types of abstractions and
uncertainty foregrounded in humanities courses.
For example, in the MCAT exam, students are given
very amorphous, general prompts from which they must
construct a formulaic essay of three paragraphs: thesis,
antithesis, synthesis. One such prompt was: "If you are
given the moon, you can ignore the stars."

My science-

oriented students had a difficult time with the prompt. They
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responded that the comparison was between reflected light
and the light that is initiated from the active, fiery burn
of a small sun (a star). Their analyses were tied to what
they accepted as concrete fact, the structure of astronomic
bodies.
What the prompt actually calls for instead is a
reflective and imagistic or symbolic approach. Many
different responses to the question are possible, and
students often have trouble accepting that there is no right
answer. For example, one possible answer would be if one has
achieved great success in one aspect of life, that person
does not need to reach for even more in other areas. Or an
interesting comparison could be made between the moon with
its feminine associations and the stars with certain
masculine connotations. Still another creative analogy would
associate the moon with a vivid inner life, and the stars
with external, societal success. The possibilities, from an
imaginative, nonsystematic orientation, then, are endless.
But my students with their science-based pre-medical
training in the university system could only think in terms
of the concrete definitions and facts about the actual stars
and moons themselves, not seeing these as potential symbol
systems for alternative modes of perceiving and imagining.
Based on this dilemma, then, I would design a
curriculum that dramatizes the importance of other types of
knowledge besides scientific knowledge. The course would not
only be a way of opening up the student to other systems of
thinking in order to communicate with his or her patients,
but also a way of enriching the potential doctor's selfawareness and sensitivity to others in general. But unlike
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literature's claims in this area, rhetorical skills would be
much more practical and grounded. The inclusion,
particularly, of writing tasks with attention to rhetorical
choices moves the students to make conscious decisions and
choices. The ability of literature to activate respect for
other types of knowledge coupled with rhetorical skills
provides a formula for recovering patient knowledge as well.
Patient knowledge, like the imagistic and reflective
knowledge called for in response to the prompt on the MCAT,
is undervalued in scientific education.
This undervaluation of knowledges other than sciencebased ones makes it even more necessary for rhetoricians to
be able to teach such classes on communication, because the
training of doctors themselves simply militates against
their ability to do so. This split between arts and sciences
has been long-standing. Charles Anderson suggests that most
physicians have been unsuccessful in addressing problems
that have grown out of the tension between arts and sciences
(8). But, he says, the fault does not lie in them but in
scientific medicine's frame of reference. Doctors cannot
move outside of their own frame of reference (that of
scientific medicine) to look at issues in a way that would
allow for problem solving (8). Understanding rhetorical
strategies provides a practical ground from which doctors
could see outside of scientific medicine's frame of
reference.

The Importance of Teaching Inquiry

Science and medical faculty present a scientific
discipline or medicine as an exact science in which
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controversy has played little part. Students are
indoctrinated, then, into a monolithic structure, whose
fissures are at least temporarily hidden. As I explored in
an earlier chapter, this approach gives medicine part of its
religious associations. These "facts" become the doctrine,
the dogma of an unquestioned and unquestionable faith. Both
doctors and patients see surgeons as priests of such a
faith, Perri Klass, reacting to her first semester in
medical school:
I must say, I feel a little bit like I am back in
high school. There are no decisions to make; I
simply march through the day in step with the
other people in my class; we go from lecture to
lab to lunch to lecture together. This can be
monotonous, but I also find it reassuring; I will
sit here passively and they will turn me into a
doctor. This metamorphosis is a miracle which will
be worked upon ray acquiescent, receptive body and
mind. (30)
This passive attitude Klass documents reflects a banking
model of education. Klass waits to be turned into a doctor.
She takes no active role such as a course centered on
rhetorical strategies and inquiry would engender. Only when
thoroughly indoctrinated, then, does the student become
aware of superficial controversies (whether x chromosome
does indeed have a certain gene on one of its outer strands
or not), without questioning the basis on which the
knowledge is itself constructed. In short, students need to
be exposed to inquiry, need to learn to question the
knowledge itself and how it is presented to them.
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Klass begins to question the medical education
system on her own. At one point she is challenged by
another student for not wanting to participate in a lab
in which a dog is experimented on for six hours.^ He
asks her if she thinks she knows more about medical
education than Harvard Medical School. She reflects on
the attitude of the student challenging her and how
completely he has been indoctrinated: "I am amazed that
after the relatively indifferent teaching we have been
receiving for the past month or so, this man is
speaking of the school in terms of holy awe. I am
amazed that after a month he identifies himself so
absolutely with the institution" (Klass 32). This
identification is part of the normalization process we
all go through when we come into any new discipline,
even as graduate students in rhetoric. But there's a
difference. Here we are taught to think and reflect and
question. In medical school, such processes are not
always foregrounded.
Many aspects of the history of medicine have
militated against reflection and identification with
anything but the institution, as I have pointed out in
earlier chapters. Burke's rhetorical strategy of
identification (see chapter one) would be useful in
challenging students' present identification with the
institution. His notion of identification would enable
students to identify with patients instead. I'm not
asking that we disrupt an identification with the good
medicine that is practiced so skillfully in our
country. Those skills taught to students (being able to
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articulate a technical procedure or give orders during
an emergency) are absolutely necessary. But I am trying
to change the discourse we have isolated in this work,
that between doctor and patient.

Teach Students to Write to Learn

Although we have few precedents of major controversies
that unravel medical knowledge itself, we do see such
patterns in philosophy of science. Much of the thrust of
postmodern philosophy of science seeks to unseat
foundationalism and positivism in scientific thought. As a
result of a new appreciation of alternate and revolutionary
paradigms, most philosophers of science today, as well as
writing across the curriculum theorists and practitioners,
recognize the importance of "other ways of knowing." Medical
students could learn that one could write to learn and write
to reflect, write to discover other ways to communicate with
patients.
Written and oral discourse can be advocated to firstyear students to heal the gap within themselves and make
them more open to valuing patient knowledge. Richard Selzer,
for instance, writes compellingly of the connection between
writing and doctoring:
It is the poet who heals with his words, stanches
the flow of blood, stills the rattling breath,
applies poultice to the scalded flesh. Do you ask
me why a surgeon writes? I think it is because I
wish to be a doctor. (Anderson 56)
Selzer understands the connections between writing and
healing, as do many writers. His work would help students
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understand the connections, too. Selzer feels that
reflection is part of the process of being a good doctor,
and a course such as the one I propose would include
opportunities for reflection. Selzer's writing also values
the emotional and irrational reactions of the doctor, the
pathos within herself. Valuing such reactions within
oneself, rather than denying them and blocking them off,
enables the doctor to hear such reactions from patients
without silencing them. Part of the fear of uncertainty and
anxiety toward reactions from patients stems from a lack of
rhetorical skills. Another fear among students stems from
their inability to understand their own feelings. By
introducing such skills into the curricula, medical students
could learn what to say and learn about their own feelings
through writing and practice dialogues.
In our field, writing across the curriculum (WAC) has
created virtual "contact zones" between disciplines as well
as institutions. By contact zones, consider the well-known
definition of Mary Louise Pratt in which two cultures come
together to provide an enriching opportunity for both. We
see a movement toward interdisciplinarity in public
secondary education and collegiate or university education.
WAC can function equally well as a contact zone between
medical school and humanities. Charles Bazerman, Alan Gross,
Thomas Kuhn, Pierre Bourdieu, Paul Feyerabend, Foucault, and
others have all contributed to bringing language to the
center of science studies. By foregrounding these particular
theorists in the curriculum, a persuasive foundation of the
importance of language to medicine can be laid down.
In practical terms, the books of these theorists in
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their entirety would be too much to require, although firstyear medical students have the lightest load of the first
four years in medical schools. A packet of key readings from
these theorists would focus student attention on the social
construction of language. The postmodern philosophers and
rhetoricians of science show the social construction of
science and/or how it functions within its cultural
contexts. Bazerman's work on Newton, Feyerabend's recovery
of the repressed and discarded scientific discoveries, and
Kuhnian paradigmatic theory when applied to students' own
experience would convince them to question the knowledge
base they unquestioningly absorb in medical school.
Bazerman's study of Newton clearly shows how the scientific
method and resulting language were carefully and
purposefully constructed by Newton and the Royal Society for
certain specific aims to control science within society.
Feyerabend's examples also paint a clear picture of how
choices made by certain key people determine what gets
accepted as scientific knowledge and what does not. His
examples also show later discoveries that prove that wrong
choices were made, and were in fact, in error, and
unscientific. Kuhn gives the framework or general structure
for how such knowledge is created through paradigms and
paradigmatic shifts.
Most first-year medical students are not aware of such
theorists and would probably not have taken a rhetoric,
history, philosophy, or sociology of science course.
Dividing the class into groups that choose a particular
theorist to write about and present to other class members
may be a good way to both lighten their workloads as well as
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facilitate a more in-depth look at the individual theorists.
Journal writing would help students learn the material and
formulate questions. The dialogic journal developed by Janet
Emig would be the best way to bring writing to learn into
the curriculum. Students could respond to the texts and also
reflect on their own reactions to the various concepts. In
addition to reflection, they would experience the usefulness
of writing to understand the materials they must focus on.
Thus they would also learn a methodology to apply to their
other studies. To understand the history of science and how
and why it was constructed the way it was would be well
worth considerable class time and effort on the part of both
students and teachers. The purpose of such instruction would
be to challenge the monologic and monolithic structure of
medicine that is otherwise presented to medical students as
inviolable and sacrosanct.
Foregrounding the idea that science is constructed by
many voices over time could lead ultimately to questioning
doctor/patient communication. A thorough understanding of
how discursive practices are socially constructed opens up
the conversation rather than forcing on patients a Pre
formatted conversation in which their knowledge is
subjugated.
At this point, my reader may be wondering why I'm
foregrounding such theoretical and historical material for
medical students who need to be taught practical
communication skills for interacting with patients and how
to reflect productively on their own experience. Two reasons
make this type of approach necessary. 1) Medical students
tend to very resistant to humanities and the ethos of the
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instructor would surely be challenged if he or she came in
with an agenda of just practical solutions to problems. He
or she would be seen as less than rigorous. Anticipating a
"hard sell," I would advocate building the necessary ethos
on rigorous, intellectually challenging course material from
the beginning of the class. Once teacher credibility has
been established, only then would it be possible to explore
the pathos of communication and attempt to develop a
rhetorical awareness and rhetoric of healing. 2) The other
reasons stem from my own adoption of Foucauldian philosophy
that it isn't enough to personalize and center communication
just on the individual. This approach treats the problem
atomistically, separates it from its context and its
history. Even as I have in this text shown the context and
history of the problem of doctor/patient discourse, I would
want my students to do the same. Why? Because without these
kinds of inquiries, there's no basis to build analyses or
cultural critiques. Otherwise how will a young, white, male
doctor from a privileged community be able to relate to an
impoverished, middle-aged African American woman who has
lived her entire life on the margins of the dominant
culture? To really hear his patient, the student must have
some tools to begin at least a rudimentary understanding of
the larger picture, what some have called a "social
imagination" (Herzberg 317). Bruce Herzberg defines those
students lacking this imagination as those students who . .
. believe all attitudes, behavior, and material conditions
are individual rather than social or cultural. He says,
students don't critically question a world that seems
natural, given, or inevitable. Instead they attempt to carve
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out their own position within it. To imagine transforming
the world, students first have to begin to question and
analyze it (317). We are not asking medical students to
change the world, but to change the way they talk to
patients. Yet reflected in their discourse is a world they
have long taken for granted. Thus the effort here is to
encourage them to question their automatic acceptance of
present discourse as "natural" and enable them to critique
and "imagine" a new way of communicating.

Rhetorical Awareness Enables Dialogue

I would introduce this early in the first semester,
showing too how rhetoric involves the flexibility and give
and take of argument, does not present itself as a
monologue, but as dialogic. One controversy to be considered
by students should be that between Charles Bazerman and
James Britton. Using their work, we can begin an inquiry of
whether writing/oral discourse is the same in all sciences
and in medicine, too.
Britton has maintained that WAC can be applied as an
overarching methodology to all the sciences. In other words,
all the various sciences are enough alike for a similar
methodology to work in each of them. Bazerman has worked to
show the different discourses of individual scientific
disciplines. In his and David Russell's introduction to
Landmark Essays on Writing Across the Curriculum they argue
that specialized scientific discourses dealing have become
increasingly differentiated from each other. In addition
they organized themselves in ways that further decreased the
communication among them (xii). I would present this
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question, whether sciences were different and especially
whether medicine differs from other "sciences," as an open
question to students. They would need to make their own
decisions and back their argument up with evidence. This
inquiry opens up a conversation on the nature of the
discipline and of medicine itself.
Bazerman's article in Shaping Written Knowledge on
three types of articles and their rhetorical analyses would
be helpful to give students a brief exposure to the
differences between sciences and how to critique them,
providing an introduction to rhetorical analysis of a text
before they move on to rhetorical analysis of doctor/patient
discourse. Bazerman uses J. D. Watson's and F. H. C. Crick's
"A Structure for Deoxyribose Nucleic Acid" (a classic and
perhaps already known to students), the sociologist of
science, Robert K. Merton's "The Ambivalence of Scientists,"
and the literary critic, Geoffrey H. Hartman's essay on
Wordsworth's style. After reading the above texts and
suggesting them as models, I would guide students through
and have them write rhetorical analyses of a medical text
and a brief astronomy article to find differences and
similarities. I would also have them examine their own
journals in the field to show that once past the point of
indoctrination into medical school, they are expected to
debate and argue within their chosen specialties. Examining
the scientific article would also help them understand how
they must be able to converse in several different languages
as physicians, and other professionals from other
disciplines are also required to develop such skills.
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Greg Myer's work on the biological article would be
helpful in moving students from a rather disinterested
inquiry to cultural critique, a move I would want them to
make in their own practices. His "The Social Construction of
Two Biologists' Proposals" critiques the buddy system of
grant writing and funding, exposing, if applied to medicine,
similar problems that also interrupt and interfere with
identification with and support of patients. Most scientific
research in this country is funded by the National Science
Foundation (NSF) and the National Institutes of Health (NIH)
through peer evaluation. John B. Conlan, a former
congressman from Arizona, charged it with being an
incestuous buddy system that prevented scientific
breakthroughs and new ideas from reaching the public
(Bazerman 189). The assignment accompanying this reading
would ask students to interview a physician of their choice
and see if they feel that this same funding process is a
problem in medical research and in their own specialization
as well. Such an inquiry again calls into question the
knowledge base and causes students to question the
monolithic structure of scientific medicine. Part of the
process of questioning such a structure includes examination
of the terminology.

The Role of Jargon in Doctor/Patient Discourse

We would also look at medical jargon and analyze what
it does and does not do for the patients. Students would
need to learn when and where usage of medical terminology is
useful. Doctors often use medical terminology in
conversations with patients, a rhetorical strategy that is
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not conscious and does not communicate with patients, unless
that patient happens to be a health professional, too. I
would have students prepare a brief argument for and against
the use of medical jargon and have them stage debates. This
point would be ideal for introducing the concept of
audience. Here I could also use Klass* reflections on the
jargon taught in medical school. She felt the pressure in
medical school to push herself into professionalism, to
start feeling at home in the hospital, the operating room,
to make medical jargon her language as soon as possible
(16). In a short time, though, Klass becomes familiar with
the jargon. "The hospital no longer feels alien or
threatening to me, the medical jargon is familiar in my
ears. Once you have come to understand a language, it is
probably impossible to recapture exactly what if felt like
to hear it as gibberish" (16). That's why it's important to
work with first-year medical students, before this jargon
becomes so familiar. Talking to patients will reflect this
familiarity with technical jargon and lose the sense of
audience that the patient represents: someone who is not
familiar with technical medical jargon filled with Latin and
Greek terms.
Because we will also work with medical journals,
students will have another exposure to audience awareness;
certain conventions and forms are expected by that
particular audience of other doctors and specialists, the
journal readers and journal editors. We could then move into
the patient as audience, and how patients need doctors to
use certain language and expect doctors to hear their
language and value their wisdom about their own bodies.
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Medical jargon is most evident when doctors scribble it
hurriedly onto charts. A typical example is: "Mrs. Tolstoy
is your basic LOL in NAD, admitted for a soft rule-out MI, .
. .

(Klass 73). In language patients and we understand,

Mrs. Tolstoy is an elderly woman (Little Old Lady or LOL) in
no apparent distress (NAD). She has been admitted into the
hospital to make sure (rule out) a heart attack (myocardial
infarction or MI). It's a "soft" rule out, because no
symptoms exist pointing to a heart attack at this time.
Many times in the heart catheterization laboratory
where I worked cardiologists and cardiac surgeons would
forget their "audience" and announce to patients that "You
have clearly had a myocardial infarction." This terminology
is often new to a patient, and the diagnosis is meaningless
to the patient, and the technical terminology causes more
anxiety. Often the staff members try to explain the
diagnoses to patients afterwards. Some doctors were more
aware of their audience and attempted to communicate more
clearly. There are, of course, advantages to this shorthand
in emergency situations. Doctors and staff can communicate
large amounts of information very quickly to each other. In
the catheterization lab, we were able to discuss various
pathological findings in front of a slightly sedated patient
without them understanding what we were saying. We had
specific codes (as did all departments) within our own local
lab to communicate with each other without alarming
patients. I'm not advocating, therefore, that all jargon be
erased, but rather that doctors simply become more aware and
sensitive to patients as audience when they communicate
directly with them and be more aware of the effects of
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indirect communication between staff about patients. When
this type of communication is done in front of the patient,
patients often feel objectified and left out of the
conversation.
There are times when those of us in the medical field
use(d) euphemisms to survive the pain we felt when we lost
patients. The favorite in our lab was "bought the farm,"
which meant that the patient died. We also labeled patients
as "positive O" and "positive Q." These were the patients
who had suffered traumatic head injuries (usually bullet
wounds, automobile and motorcycle crashes) or internal
"accidents" such as strokes. The "positive Os" were those
unconscious with their mouths wide-opened, forming an "O."
The "Q's" were those with their tongues hanging out. As I
write in this context, the concept of such labels seems both
cruel and ridiculous. But at the time, we used such
euphemisms to survive, to get through the day after
experiencing some horror of life, some traumatic inj'ury or
death of a patient. We gained distance from the event, even
as we gained distance during the adrenalin-surging
experience of a code in the lab, in which the patient
suffered either a respiratory or cardiac arrest
(interruption in breathing or the beating of the heart), by
"going on robot." As a nurse, doctor, or technician, we have
been so well trained technically and experienced so many
traumatic events in our work places, we develop automatic
responses to codes: grab the needed equipment and perform
the various assigned functions.
Klass talks about this distancing process, too, and the
role it plays in the lives of both doctor and patient. She
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suggests that one most important function of medical jargon
is to help physicians maintain distance from their patients.
If the doctor transforms a patient's pain and problems into
a language that the patient doesn't even speak, the doctor
in some measure succeeds in taking control of those pains
and problems and reducing their emotional impact (76). But
we gain distance at some price. Not only do we distance
ourselves from the very people we need most to identify
with, but this distancing also appears within us, makes us a
little less sensitive, a little more cynical. If I were
advocating that we learn to identify with patients, wouldn't
I have to admit that as a patient I would be horrified by
some of my own language and actions? Yes. And I could then
be more aware of them and change them.
There's another form of euphemism, too, a more official
one, one that erases the pain and fear in a different way.
"'As you know, this is a not entirely benign procedure,'
some doctor will say, and that will be understood to imply
agony, risk of complications, and maybe even a significant
mortality rate" (Klass 76). Permission slips to treat and
operate that are presented to patients are full of such
jargon that attempts to make palatable a vast range of
horrific possibilities.
I have no answers here, but only questions. I suggest
as teachers we negotiate that space formed by the questions
of our students. They are the ones who will need to decide
if they can both identify with patients and use the jargon
to distance themselves and survive. I suggest this inquiry,
when presented honestly to students, will help them further
understand and take responsibility for what language does
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and can do. With that understanding, too, comes the
knowledge that language is more than just words; it carries
with it all its culture and history, and the attitudes and
values that comprise that culture and history. Again from
the medical student:
I learned a new language this past summer. At
times it thrills me to hear myself
using it. It enables me to understand my
colleagues, to communicate effectively in
the hospital. Yet I am uncomfortably aware that I
will never again notice the peculiarities and even
atrocities of medical language as keenly as I did
this summer. There may be specific expressions I
manage to avoid, but even as I remark them,
promising myself I will never use them, I find
that this language is becoming my professional
speech. It no longer sounds strange in my ears -or coming from my mouth. And I am afraid that as
with any new language, to use it properly you must
absorb not only the vocabulary but also the
structure, the logic, the attitudes. (76-77)
Here Klass recognizes that she has been indoctrinated into a
new language, one that first sounded strange and then grew
familiar. She also recognizes that she absorbs the
structure, the logic, the attitudes of that language.
Students would benefit from reading her text. I would ask
them to write about their own experiences with the process
of learning this new language.
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Increase Awareness of Gender Issues

Another controversy that needs to be brought to
students' attention is the feminist critique of science.
Again a packet of readings (Mary Belenky et al., Jane Flax,
Sandra Harding, Evelyn Fox Keller, Elizabeth Spellman, Susan
Squires, etc.) and students' journaling on this controversy
would be useful. I would pair Foucault's "gaze" and Fox
Keller's "The Mind's Eye," thus presenting a rich mine of
writing and thinking in terms of which senses are privileged
in Western biomedicine and why. Most of the feminists,
except for Adelson who advocates more rationalism within
science, challenge the foundationalist approach of using
reason in science. Even Paul Feyerabend, not a feminist,
challenges the reliance on rationalism alone. These readings
would be used to start the discussion about students* own
experience with gender in the health profession. Students
would begin to examine the differences between masculine and
feminine approaches to health care by applying some of the
issues raised here to their own experiences. They would
examine their own texts to discover how this new language
they are learning is a gendered one, a masculine one.
Those of us who have worked in hospitals and medical
schools recognize what we allude to as the "macho" culture
there. One way to build some openness toward the feminist
issues I would like to discuss in the classroom would be to
have students analyze their educational experiences from
that perspective. While resistance may still be quite
strong, I would welcome the controversy to enliven what is
usually a boring and dull curriculum for most medical
students. In this way, too, I would move the assignments

254

from the rigorous (in an academic sense), pseudo-scientific,
intellectual, analytical mode toward a more personal and
reflective mode of learning. Klass wonders while a medical
student if there are clues about the way the medical
profession has always treated women in the lack of
identification between male doctors and their female
patients. She especially noticed the gender issue in the
dissection lab when males and females had to dissect
reproductive systems (38). Male medical students
clearly identified with the male corpses and often asked
women students to do the dissections of these anatomical
areas.
Unlike the squeamishness Klass notices in the
dissection lab, the emphasis for medical students, doctors,
and staff is to be tough. This attitude in medicine is often
referred to as being "macho." Identifying this focus in the
"culture" to which medical students are exposed is an
important part of deconstructing it to permit the entry of a
rhetoric of healing. Klass says,
Macho in medicine can mean a number of things.
Everyone

knows it's out there as a style, either

an ideal or an object of ridicule. You hear echoes
of it in the highest praise one can receive in the
hospital, 'Strong work,' which may be said to an
intern who got a very sick patient through the
night or to a medical student who successfully
fielded some obscure question on rounds. And the
all-purpose terra of disparagement is 'Weak.'
They're really being weak down in the emergency
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room tonight, admitting people who could just as
well be sent home. (80)
"Macho" can also refer to your tough attitude with
patients. Patients are not supposed to be in command;
medical students are encouraged to establish their authority
over them. If, rather than giving the patient a choice
between radiology, the lesser procedure, versus biopsy, the
invasive procedure, medical students (interns, residents)
assert themselves and call for the more invasive (dangerous
and painful) procedure, they are called "cowboys" (80). This
label is meant to be a compliment. Thus physicians-intraining are pushed to ignore or subjugate the knowledge of
their patients, rather than honor it. Instead of identifying
with the patient and being sensitive to the increased
suffering caused by invasive procedures, the medical student
is encouraged to ignore such "irrational" information
without being aware he or she is substituting an even more
"irrational" cultural value. Such a rational/irrational
split is deconstructed in the earlier writings.
Klass had one resident tell her over and over again
during her third and fourth years in medical school, "These
are our patients and we make all the decisions" (80). This
statement reflects another definition of "macho:"
territoriality. Here we see the docile body of the patient
fought over and claimed by young doctors establishing their
territory within the hospital.
Terms within medical schools and teaching hospitals
such as "strong" and "cowboys." and territoriality can
easily be rhetorically analyzed to reveal a male contest as
the context for health care and healing. Contests are
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frequently accompanied by war metaphors in the hospital.
Some of these were explored in chapter 4. Students need to
find their own examples of these figures of speech in the
language and write reflectively about them. They would also
identify and write about such figures in the media or
popular culture.
Foucault was of course not the only scholar to pick up
on the military as influential in medical discourse.
Military metaphors have been widely documented by Susan
Sontag's work in Illness as Metaphor and more recently in
Scott Montgomery's work on biomedical discourse in his work.
The Scientific Voice. Because Sontag's work is so wellknown, I don't wish to repeat it here, however I would
introduce it to medical students, because they would not be
familiar with it. Montgomery further critiques the ways we
continue to use military metaphors in medicine: "When taken
as a whole and stripped of its everyday, naturalized
character, the language of militarism portrays its users as
a terrorized and occupied people" (140). This work takes the
military metaphor further, seeing with Foucault the invasion
on the "docile body" of the patient, not just an invasion by
a virus or other disease agent, but by the doctor both
literally and discursively.
Holistic therapies and alternative medicine have made
some impact on the "military image system" in the last
fifteen years, yet the imagery continues unrelentingly in
the clinique (Montgomery 140). Metaphors are coming into the
discourse between patient and doctor from information
systems and business. We have many examples, especially the
work of geneticists, in which the DNA research has
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contributed such computer metaphors as coding, transcribing,
decoding, messages, processing, etc. (145). Business
metaphors are changing the discourse rapidly, too. Judy
Segal in a recent paper presented at The 1996 Language of
Health Care Symposium in Tucson, Arizona rhetorically
analyzed much of this discourse being brought in through
Health Maintenance Organizations in which the patient is not
only a commodity but also a "consumer." Perhaps we can be
relieved that the patient at least has some agency in these
metaphors. Segal's work richly documents the incursion of
many business metaphors into most recent medical discourse.
Whether such changes will soon make their way into medical
schools is anyone's guess. Given their resistance to change,
however, the change is more likely to occur once students
have started actual practice, especially if they practice
within Health Maintenance Organizations. Medical students
need to be aware of the various metaphors in the language.
Rhetorical analysis would give them a tool for developing
and continuing this awareness.
To return briefly to the military metaphors and the
other "macho" terms we isolated. Strength, cowboys, and
territory all carry important cultural messages. Illness and
disease typically make patients weak, not strong. A divisive
binary is set up, one that devalues patients. Very few of
them can present themselves as "strong" when they are
vulnerable because of pain, illness, and/or injury. Such
language automatically devalues them. Cowboys are an
anachronism in our present culture, throwbacks to a time of
colonialism and genocide against Native Americans. For
physicians-in-training to identify with "cowboys" creates
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another binary that places the patient again on the "losing"
side of the equation. And territoriality also engenders
colonialism, the patient as occupied territory in a sort of
war.
As Klass says,
If we are at war, then who is the enemy? Rightly
the enemy is disease, and even if that is not
your favorite metaphor, it is a rather common way
to think of medicine: we are combating these
deadly processes for the bodies of our patients.
They become battlefields, lying there passively in
bed while the evil armies of pathology and the
resplendent forces of modern medicine fight it
out. Still, there are very good doctors who seem
to think this way, who take disease as a personal
enemy and battle it with fury and dedication. The
real problem arises because all too often the
patient comes to personify the disease, and
somehow the patient becomes the enemy. (81,
emphasis added)
Such a characterization of patients, especially chronic
illness sufferers, remains common among practitioners. A
doctor perceives her inability to cure someone as personal
weakness and projects this weakness and sense of failure
back on the patient.

Juxtapose Personal Writing with Cultural Analysis

As I've suggested throughout this chapter, in tandem
with the theoretical and historical emphases in the
beginning of the course, I would continue to direct students
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to focus on using writing to explore their own feelings
about their experiences as medical students. Teaching
students as early as possible to be reflective on their
experiences as medical students will be helpful in making
them better physicians and communicators. If they can learn
to analyze their own personal context and what is at stake
for them that causes certain reactions to others, they will
be able to use that knowledge in creating better rapport
between themselves and their patients.
From the beginning of the course, personal journal
assignments would be juxtaposed with challenging theoretical
and historical texts I proposed above. My reasoning here is
to acquaint students with the various and multiple
discourses that need to take place, even translations that
need to happen, as they interact with patients. This effort
is one of many to heal the dualism of the Cartesian
mind/body split . . . including that within the students
themselves. Sample journal assignments would center around
questions such as: Why did you decide to go into medicine?
What are your particular strengths that will make you a good
physician? What weaknesses do you have to overcome to become
a good physician? What roles do your gender, race, class,
ethnicity, and sexual orientation play in your personality
and in your decision to become a doctor? By juxtaposing
these questions side-by-side with theoretical materials and
outside sources, we teach students to value the knowledge
that is often subjugated and devalued. By beginning with
such questions in the course, too, students will be prepared
for personal writing in their first major experience in
medical school, the dissection of a corpse.
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The Dissection Experience or "Open Up a Few Corpses"^ Calls
for Reflection

Since the late 1700s, dissection of a corpse has been
an initial course requirement for medical students. Students
should be required to reflect on their feelings about this
practice and their ovm experience. Early on they could be
taught to critique practices in their medical education, .
rather than just accept them as preordained and take them
for granted. In some medical schools, instructors have
already begun such a process. Several of them have written
on this practice, including Douglas R. Reifler in "'I
Actually Don't Mind the Bone Saw*: Narratives of Gross
Anatomy." Dr. Reifler, Assistant Professor in General
Internal Medicine at Northwestern University Medical School,
has his students write to their cadavers and about their
experiences. He does this because the gross anatomy course
functions as a first rite of initiation into the medical
profession. In the anatomy lab, students confront death and
disease in a graphic form of the human body often for the
first time (183). According to Reifler, how students learn
to handle this process has an impact on the attitudes and
demeanors that will eventually become part of their
physician personas. Student reaction to dissecting cadavers
covers a range from minimal upset to "symptoms of
posttraumatic stress disorder" (183). Many physicians
believe that this immediate exposure to patient as dead
object helps students develop the "detached concern"
necessary for their career (198). I would suggest this
notion should be critiqued and made conscious for medical
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students, as a choice, perhaps, rather than a requirement,
for it will also greatly affect how they relate and
communicate with their living patients later on. I would
assign students to write about "detachment" versus "empathy"
in my communication course.
Reifler attempts to mediate or help students "develop
their defenses in constructive ways and to temper their
detachment" by teaching a five- or six-week seminar in
literature and writing (184). This seminar coincides with
the second half of the gross academy course at Northwestern.
Reifler has students explore and write about their personal
reactions to the dissection experience and also write
fictional accounts from the cadavers' perspectives. Students
can also write letters to their cadavers.
Even though this professor also uses literature in his
class, Hamlet, Hemingway's "A Clean, Well-Lighted Place,"
and Selzer's story of the corpse in Mortal Lessons, his
emphasis is on student writing (185). In three assignments
of 2-5 page essays, students are challenged to reflect on
their gross anatomy experience. His first assignment is to:
"Describe on sensory, cognitive, and emotional levels the
first incision into your cadaver" or "Write about a humorous
event--real or imaginary--in the gross anatomy lab" (187).
While I would agree with the first option, the second seems
to me trivializing and even disrespectful of human life,
especially the life of the specific cadaver. As a cardiac
technician, I participated, too, in the gallows humor or
black humor necessary to survive difficult and traumatizing
situations with patients. But, as Reifler himself points
out, this humor is a distancing technique. Because it occurs
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naturally, I don't think it needs to be taught. I could also
see it serving as a way of getting medical students off the
hook of the much more disturbing and important first option.
In the second assignment, Reifler challenges students
to: "Compose a letter to your cadaver explaining what you
are doing and why you are doing it" or "Describe, in your
cadaver's words, the experience of dissection" (187). While
these are useful and potentially good reflective writing
assignments, I would also want students just to keep track
of their feelings as they participate in the process and how
those feelings change over time.
The third assignment asks students to: "Write an
autobiographical sketch of your cadaver's life (in the
cadaver's words)" or "Describe the death or dying process of
your cadaver or someone you knew in fictional or essay form"
(187). In writing about why he created this particular
assignment, Reifler says that he designed the writing
assignments to force students to make the leap from thinking
about their cadaver as a cadaver to imagining him or her as
a live person. He hopes this exercise will foster empathy,
to encourage students to experience the cadaver not
necessarily as a potential patient but as an actual person
(193). While these goals are laudable, I would still want
students to reflect on and critique if this introduction to
dissection in the first year of medical school in which
cadavers function as "first patients" is appropriate. They
could write a paper on what other alternatives might be
possible, even changing the order . . . perhaps by putting
dissection in the fourth year. We could even have vigorous
debates between those who feel the dissection experience is
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appropriate early in medical education, later, or, perhaps,
not at all unless one plans to become a surgeon. I would
also want them to write an answer to Richard Selzer's
description of his dissection experience in which he focuses
on the dead,
enduring their daily measure of shredding,
pulling, gouging. Before long . . . they were
meat-wrecks, something made of leather, something
unfinished, a strange collage of wallets, pouches
and lanyards, only part of which had been crafted,
and the rest being in a state of emergence, an
unruly hanging of strips and thongs and flaps.
(Anderson 9)^
Not all medical students will feel the way Selzer did,
but the intensity and brutal honesty of his writing might
enable other students to be as honest. Reifler also noticed
that class discussions were helpful in addition to the
papers, especially by letting students share in their
discomfort or awe and realize they are not alone in their
feelings (193). Also it would be important to foreground the
emotions for a change in medical school ... to teach
students that it is dangerous to totally shut off the
feeling side of our natures when we practice medicine, and
especially when we talk to patients. Also by confronting
their own emotions, these future doctors will be better
prepared to value their patients' emotional input.
At Harvard Medical School, medical students don't start
dissection of cadavers until their second semester of the
first year. Some of the tension surrounding this experience
shows up, Klass says, in the decision to choose a dissection
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partner. She says the decision is agonized over. She
characterizes this experience before the actual process as:
"Tearful phone calls. Confrontations in the hallways.
Diplomacy, deals, betrayals" (36). But when the day comes in
which students have to begin the dissections, Klass says.
For the very first time in medical school, I have
a sense that I am initiated into a priesthood.
This is something that 'normal people* never do.
There is a body on this table which was once alive
and is now dead, and I am going to take it apart,
and somehow I am going to come away understanding
much more about both life and death. (36)
Here the medical student is again separated from "normal
people" and brings in a religious metaphor, one that reminds
us of the origins of the hospital structure detailed in
chapter 3. Knowing some about the religious origins of
medical education would be helpful to students, too,
especially since they seem to recognize the connections
between priests and doctors on their own. Students would
need to reflect in writing on how this religious dichotomy
(priest/layperson) affects the discourse in their own future
situation (doctor/patient).
In order to help students understand and inquire
further about their experience, too, I would want them to
briefly study the history of the dissection process as a
teaching tool. Foucault makes much of beginning the medical
experience with dissection, because he believes such a
process centers medicine on death rather than life. He
suggests "pathological anatomy" (our gross anatomy) assumed
the appearance at the outset of "an objective, real, and at
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last unquestionable foundation for the description of
diseases" {Birth 129). This paradigm shift in the history of
medicine, Foucault asserts, became a shift "in which medical
positivism was to find its origin, surface, ..." {Birth
129). I would want to work with students on what medical
positivism means and the implications of the dissection
process in history. The inanimate body of the corpse is of
course the ultimate configuration of the docile body.
Students need to question how beginning with such a
"patient" focuses the language on a person who cannot talk
back, who cannot interact and jointly come up with diagnoses
and treatments.
Although Reifler's course has been offered for the last
four years, it is optional and only seven to ten students
sign up each time. Medical schools need to be persuaded of
the value of such teaching and need instead to require such
seminars for all medical students. My course would be
required for all medical students and would be a year long,
with writing about the dissection experience taking up fivesix weeks.

Teaching Rhetorical Analysis Creates Rhetorical Awareness

By foregrounding personal or expressivist writing in
the dissection experience, the instructor can then move the
class directly into the realm of "other ways of knowing"
besides reason and science. Reflective writing gives
students a theoretical rationale for looking at intuition,
alternative modes of healing, and subjugated knowledges,
such as that of the patient about her own body. We would
need to lay the basis for why doctors should value patient
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knowledge, especially the knowledge patients bring to oral
interviews. We could explore how gender constructs various
roles for male doctors/surgeons and women doctors/surgeons
in society. Using Arthur Kleinman's Illness Narratives, we
could look at some specific conversations in which
gender/culture/race/economics all play key roles.
To teach awareness of gender/class/race, a discourse
sample from Kleinman's Illness Narratives in which a white
male doctor is interviewing an African American woman would
be useful:
Kleinman begins with a disclaimer, "I don't contend
that the following example is representative; indeed I
believe that the degree of professional insensitivity it
depicts is unusual. But I do think that the physician's
overriding interest in disease and disregard of illness is,
regrettably, commonplace" (131). Here Kleinman separates the
terms disease and illness, one as referring to a scientific
or taxonomic entity, the other as something centered in a
person or patient, bringing with it all the personal and
social ramifications. (For a thorough discussion of how the
various terms: illness, disease, sickness are used see
Kleinman's Illness Narratives, Chapter 1). Kleinman's
example below would be very helpful in illustrating
problematic doctor/patient discourse:
The patient in the transcript below is Mrs. Melissa
Flowers; the doctor is Staunton Richards. Flowers is a
thirty-nine-year-old African American woman with
hypertension. She lives in an inner-city ghetto with four of
her five children, her mother, and two grandchildren. She
works as a waitress, but has been periodically unemployed
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and on welfare. Although she has been married twice, both of
her husbands abandoned her, thus she is a single mother and
head of a large household. Flowers is a devout Baptist and
member of a community action group. She is also the sole
wage earner in her household of eight. Her mother, fiftynine, is partially paralyzed as a result of a stroke brought
on by poorly managed hypertension. Flowers' oldest daughter
is a pregnant, unemployed and unmarried nineteen-year-old
mother of two small children with a past history of drug
abuse. Flowers' fifteen-year-old daughter is also pregnant,
her eighteen-year-old son is in prison, and her twelve-yearold is a juvenile delinquent. The baby of the family,
eleven. Flowers says is an angel. Flowers continues to mourn
for her long-time male companion, Eddie Johnson, killed a
year ago in a barroom brawl and has been increasingly upset
by his memories. She also worries about how prison will
affect her oldest son and whether her youngest son will also
get involved with drugs. Flowers' own mother is increasingly
disabled and showing early signs of dementia.
DR. RICHARDS: Hello, Mrs. Flowers.
MRS. FLOWERS: I ain't feelin' too well today.
Doc Richards.
DR. RICHARDS: What seems to be wrong?
MRS. FLOWERS: Um, I don't know. Maybe it's
that pressure of mine. I been gettin' headaches
and havin' trouble sleeping.
DR. RICHARDS: Your hypertension is a bit
worse, but not all that bad, considering what it's
been in the past. You been taking your medicines
as you ought to?
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MRS. FLOWERS: Sometimes I do. But sometimes
when I don't have no pressure I don't take it.
DR. RICHARDS: Gee whiz, Mrs. Flowers, I told
you if you don't take it regularly you could get
real sick like your Mom. You got to take the pills
every day. And what about salt? You been eating
salt again?
MRS. FLOWERS: It's hard to cook for the
family without salt. I don't have time to cook
just for me. At lunch, I'm in the restaurant and
Charlie, he's the chef, he puts lotsa salt in
everythin'.
DR. RICHARDS: Well, now, this is a real
problem. Salt restriction, I mean a low-salt
diet, is essential for your problem.
MRS. FLOWERS: I know, I know. I mean to do
all these things, but I just plain forget
sometimes. I got so much else goin' on and it all
seems to affect the pressure. I got two pregnant
daughters at home and my mother is doin' much
worse. I think she may be senile. And then I
worries about J.D., and here comes Teddy with the
same problems startin' up. I-DR.RICHARDS: Have you any shortness of
breath?
MRS. FLOWERS: No.
DR. RICHARDS: Any chest pain?
MRS. FLOWERS: No.
DR RICHARDS: Swelling in your feet?
MRS. FLOWERS: The feet do get a little
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swollen, but then I'm on them all day long at the
restaurant-DR. RICHARDS: You said you had headaches?
MRS. FLOWERS: Sometimes I think my life is
one big headache. These here ain't too bad. I've
had'em for a long time, years. But in recent weeks
they been badder than before. You see, a year ago
last Sunday, Eddie Johnson, my friend, you know.
Uh huh, well, he died.

And--

DR. RICHARDS: Are the headaches in the same
place as before?
MRS. FLOWERS: Yeah, same place, same feelin,
on'y more often. But you see, Eddie Johnson had
always told me not to bother about-DR. RICHARDS: Have you had any difficulty
with your vision?
MRS. FLOWERS: No.
DR. RICHARDS: Any nausea?
MRS. FLOWERS: No. Well when I drank the
pickle juice there was some.
DR. RICHARDS: Pickle juice? You've been
drinking pickle juice? That's got a great deal of
salt. It's a real danger for you, for your
hypertension.
MRS. FLOWERS: But I have felt pressure this
week and my mother told me maybe I need it because
I got high blood and -DR. RICHARDS: Oh, no. Not pickle juice. Mrs.
Flowers, you can't drink that for any reason. It
just isn't good. Don't you understand? Its got

270

lots of salt, and salt is bad for your
hypertension.
MRS. FLOWERS: Uh huh. OK.
DR. RICHARDS: Any other problems?
MRS. FLOWERS: My sleep ain't been too good,
doc. I think it's because-DR. RICHARDS: Is it trouble getting to sleep?
MRS. FLOWERS:

Yeah, and gettin' up real

early in the mornin'. I been dreamin' about Eddie
Johnson. Doin' a lot of rememberin' and cryin'. I
been feelin' real

lonely. I don't know--

DR. RICHARDS: Any other problems? I mean
bodily problems?
MRS. FLOWERS: No, 'cept for this tired
feelin', but that's been there for years. Dr.
Richards, you think worryin' and missin' somebody
can give you headaches?
DR. RICHARDS: I don't know. If they are
tension headaches, it might. But you haven't had
other problems like dizziness, weakness, fatigue?
MRS. FLOWERS: That's what I'm sayin! The
tired feelin', it's been there some time. And the
pressure makes it worse. But I wanted to ask you
about worries. I got me a mess o* worries. And I
been feelin* all down, as if I just couldn't
handle it anymore. The money is a real

problem

now.
DR. RICHARDS: Well, I will have to ask Mrs.
Ma, the social worker, to talk to you about the
financial aspect. She might be able to help. Right
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now why don't we do a physical exam and see how
your [sic] doing?
MRS. FLOWERS: I ain't doin' well. Even I can
tell you that. There's too much pressure and its
[sic] makin' ay pressure bad. And I been feelin
real sad for myself.
DR. RICHARDS: Well, we'll soon see how things
are going. (132-134)
After he finished the physical examination, Richards
wrote in the patient's chart:
39 year old Black female with hypertension on
hydrochlorothiazide 100 mgs. Daily and aldomet 2
gm. daily. Blood pressure now 160/105, has been
170-80/110-120 for several months, alternating
with 150/95 when taking meds regularly. Has
evidence of mild congestive heart failure. No
other problems. Impression: (1)Hypertension,
poorly controlled (2)Noncompliance contributing to
(1). (3)Congestive heart failure--mild Plan: (1)
Change aldomet to apresoline. (2)Send to dietician
to enforce low salt diet. (3)Social work consult
because of financial questions. (4)See in 3 days,
regularly until blood pressure has come down and
stabilized. Signed:

Dr. Staunton Richards (134)

Richards also wrote a consultation request to the
dietician, which read: "39-year-old Black woman with poorly
controlled hyper tension who does not comply with low salt
diet. Please help plan 2 gram sodium diet, and explain to
her again relationship of salt intake to her disease and
that she must stop eating high salt foods and cooking with
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salt" (131-134).
With this sample medical students could be introduced
to a rhetorical analysis that included gender, racial,
cultural, and class issues. They would also be asked to
examine why this particular dialogue has created a gap
between doctor and patient. Why wasn't communication
achieved. What could Dr. Richards have done to hear his
patient? What alternatives could he have prescribed given
present practices and what alternatives could be imagined
given different discursive practices? My first assignment
would be: Analyze how gender plays a role in this discourse:
analyze how race plays a role, and analyze how culture and
class play roles. The second assignment based on this sample
would be to: Rewrite the sample so that Dr. Richards hears
Ms. Flowers. After they had rewritten the dialogues, I would
ask students to read them to classmates and critique them.

Fieldwork (Constructing Ethnographies) with "Real" Patients

After this textual analysis, I would want to introduce
students to real patients. A support group of women cancer
patients, for example, could visit our class and talk about
their illnesses and their feelings about what they are going
through. I would also want support group members to discuss
the responses they have had from their physicians. We could
hear about effective and ineffective attempts at
communication, comfort, reassurance. I would videotape these
sessions to use later in class. The assignment following
this roundtable would be: analyze the discussion. What did
you [medical students] learn from the patients? Based on
your learning experience, how would your communication with
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patients change? Students could also be required to visit
various support groups on their own, to change the scene and
require them to be the vulnerable minority. Fieldwork
assignments and some instruction on very basic ethnography
would be helpful methodology to teach medical students how
to listen and pay attention to patient language and
knowledge, as Dr. Lewis Mehl-Madrona does in chapter 6.
These miniature ethnographies, then, I would want them
to bring back to our classroom and present to other
students. Once the students had worked with some of this
material, they could be assigned a patient in the hospital
to follow through for the rest of the semester. They would
be required to visit weekly and interview him or her. The
interview would be structured at first with questions
written down; later the visits would hopefully evolve into
conversations. Students would continue to write down the
gist of the conversations and perhaps make notes during them
so they could use direct quotes in their analyses. The
students would then need to reflect on the patient's
experience and their own. They would need to keep track of
changes and growth in their own perceptions, ideas and
feelings, noting especially those that surprised them.
Again in journals, students could record personal
feelings as well as suggest ways they could have better
communicated with their patients. They should also be able
to analyze what the patient was saying to them. These
experiences could also be workshopped in small groups, so
students could learn from each other's experiences and act
as reality checks on each other's perceptions and feelings.
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Students could toward the end of the semester would
write their own scenes featuring patient and doctor
conversations, such as that from Kleinman with Ms. Flowers
and Dr. Richards. These could be videotaped and given to
patients to critique, providing feedback to individual
students. Feminists and persons from other cultures could
also guest lecture to classes about issues that are
important to them, teaching students to be more aware of and
sensitive to persons from other genders and cultures.

Ancillary Role of Literature and Film

In addition to these "hands on" interviews with
patients, students could read various literary illness
narratives, including works by AIDS patients. Movies, plays,
and documentaries could also be used, such as The Doctor,
Philadelphia, Nell, Angels in America. Some fiction works
such as "The Yellow Wallpaper," poetry such as Anzaldua's
"La Curandera," Ann Sexton, William Carlos Williams, Frida
Kahlo's art, etc. would help raise student awareness of the
impact of illness on patients. Nonfiction such as Nancy
Mairs' works would also be important to read side-by-side
with their own work. We would key in, though, on the places
where doctors talk to patients or reflect on their patients
and continue the cultural analyses as well. In other words,
the journal writing could be augmented with analytical
writing to push students to continue to be aware of such
issues as: race, class, gender, culture, etc.

1/5

Conclusion

In this chapter we have explored how a two-semester
course emphasizing rhetorical theory and taught to pre
clinical medical students could be constructed. The course
begins with a rigorous, theoretical emphasis, using
controversies from philosophy of science and slowly moves
toward valuing the personal experiences of the medical
students. While the first semester involves mostly classroom
instruction, the second semester includes fieldwork with
real patients and speakers from various support groups. In
the last chapter, we will undertake an exploration of the
various strands that would feed into a rhetoric of healing.
In addition to pedagogy, how else might we construct a new
paradigm for a more appropriate and effective doctor-patient
discourse? The next chapter then, is titled "Toward a
Rhetoric of Healing."
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Notes
^

The dog lab is a dissection experience prior to human

anatomy dissection in which the cardiovascular system is
studied using an anesthetized, but live, dog. Usually a
group of four students spends six hours conducting
experiments on the circulatory system and heart of their
animal. At Harvard, where Perri Klass attended medical
school, she had a choice as to whether or not to
participate. She says about the lab, "At the end of the
afternoon, the dog is dead, and the medical students, in
theory, have a much fuller appreciation of the functioning
of the heart" (30-31). She chose not to participate
precisely because of the emphasis on being tough and
"macho." She characterizes the lab as confirming her worst
suspicions: ". . . this lab is intended to toughen me, to
divide me from ordinary normal people" (32).

2

The title of chapter 8 in Michel Foucault's The Birth
of the Clinic.

^ From notes Selzer made for a speech in 1984 that
Anderson quoted.

277

CHAPTER SIX
Toward a Rhetoric of Healing

Introduction

Two questions still need to be resolved.
rhetoric of healing necessary?

Why is a

Doesn't healing take place

on its own without using appropriate language?
Oliver Sacks healed in spite of Swan's rhetoric.

After all,
My

daughter, Leah, healed in spite of the oral surgeon's
inappropriate language.

The other question is if a rhetoric

of healing is important to the healing process, as I will
show in the first half of this chapter, how is such a
rhetoric constructed?

What kinds of language changes are

necessary and where can such alternatives be found?

Neurological Proof that Emotions Are Key to Healing

Rhetoricians recognize and value emotions in language
by including pathos within the three rhetorical appeals.
Our stereotypes of scientists suggest that people working in
the hard sciences usually do not regard emotions as valid
sources of knowledge.

But recent research has contradicted

such stereotypical notions.

Researchers have discovered
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that emotions play key roles in the health and recovery of
patients from illness.

Scientists like David Felten say "we

are on the verge of a medical revolution that is bringing
the mind into the equation" (Felten 174).

In the following

we will examine the work of two neuroscientists and two
experimental psychologists who are documenting the role
emotions play in healing.
Neuroscientist David Felten is a Professor of
Neurobiology and Anatomy at the University of Rochester
School of Medicine.

He and his wife, Suzanne Felten, PhD.

found nerve fibers that physically link the nervous system
and the immune system.
field:

Felten is no lightweight in his

he is an associate editor of the prestigious journal

Brain, Behavior, and Immunity and has received a MacArthur
Foundation Fellowship.

According to Felten, the mind and

the body "talk to one another.

We can no longer pretend

that healing is something doctors do to a patient" (174).
Felten came to studying connections between emotions
and the body accidentally.

With both an M.D. and a PhD. in

the neurosciences, he had been interested in the brain and
studied some of the chemical connections
("neurotransmitters") that act as communicators between
brain cells.

In his studies he came upon neurotransmitters

in a place where they weren't supposed to be, not in the
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brain, but in a field of immune system cells located
elsewhere in the body (Felten 214).

Before this time,

researchers believed there was no direct connection between
the nervous system and the immune system.

In other words,

the immune system was thought to operate independently of
the brain, as chemical processes, not as part of the
communication system of the body. Cells in the immune system
were not supposed to be carrying neurotransmitters like
brain cells did.

Further experiments revealed that the

immune system came to a complete halt when the nerve fibers
in the immune cells were removed.

Instead of being an

independent, autonomous system, the immune response system
was dependent upon the nervous system, and without
neurotransmitters, no healing could take place.

Bill Moyers

in his conversation with Felten on this research asked if
that meant that the mind was carrying on a conversation with
the immune system (214).

Felten replied, "That was how we

interpreted it. The practical implication was that the many
stressors we face in life, which affect the autonomic
nervous system, might have an impact on the immune system"
(215).

Felten continued, "Since that time, Suzanne Felten

and I have found a whole host of additional communication
molecules. We have many players, many different
neurotransmitters talking to many different cell types"
(215).

280

Most people have long been aware that the brain
controls many body functions, but unknown to most
laypersons, scientists believed the immune system was unlike
the rest of the body.

Now researchers know that

neurotransmitters affect the immune system and the immune
system can also talk back to the brain.

Not only are the

systems not separate but they are also interactive.

In the

interview with Felten, an interesting word came up.

He

suggested that the brain was capable of signaling the immune
system "in times of stress or loneliness, and perhaps under
nonstressful, ordinary conditions" (215).
a physical state but an emotional one.

Loneliness is not

If loneliness

affects the immune system, think of the isolation a patient
feels when doctors cannot communicate or identify with the
patient. Think of the loneliness the patient feels in a
hospital room away from her family, her friends, and
familiar surroundings.
Some researchers are now studying whether certain
stressful situations initiate changes in the immune system.
Some of those situations being studied are: taking a medical
exam, going into a nursing home, or divorcing.

Two factors

causing changes in the immune system are; whether or not a
person feels in control in a situation and whether or not
the person feels lonely (Felten 220).

Patients then have

two possible factors going against their natural healing and
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immune systems in modern medicine.

All control is usurped

from them in the clinical experience and a feeling of
isolation or loneliness sets in.

If doctors use a rhetoric

of healing to communicate with patients and let them
participate in their own healing process, these factors
could help boost the immune system rather than compromise
it.
New evidence in studies by Drs. Robert Ader and
Nicholas Cohen indicate the brain can learn to change immune
response, and Felten suggested we can signal the brain to
"therapeutically benefit a patient" (220).

When asked what

kinds of signals he meant, Felten told the interviewer that
interventions such as social support are key.

"How about

having some of the social care-givers provide enough
counseling and warmth and support to those who are at risk
so that they don't feel lonely" (220)?

The interviewer then

targeted Felten's constant return to the issue of loneliness
and the doctor responded, "Loneliness keeps showing up in
the studies as a predictor of diminished measures of immune
response" (220). While doctors cannot be expected to provide
all the support for patients, using rhetoric that treats the
patient less as an object and more as a human being will
lessen the isolation a patient feels during her interactions
with doctors.
The factor that doctors can influence even more
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directly is the issue of control.

In the earlier chapters

we saw how history and our present institutions have
constructed the doctor's role as an authoritative, monologic
one.

Doctors have all the control and patients have none.

In my own situation, I was able to heal because I took a
very active part in the treatment.

Dr. Wiener shared the

authority with me, educated me to diagnose the location of
the my pain and spasm, and valued the knowledge I brought to
him about my own body and state of mind.

Such a change in

the doctor's role is one that could enhance the patient's
healing process and is a change that doctors themselves need
to initiate with the help of those who construct and
supervise medical education.

When Moyers suggested that the

word patient has a passive connotation, Felten agreed: "I
guess the medical profession has become very used to
thinking in terms of doing something to a passive recipient.
But patients have to be very active participants in their
own health" (225).
Felten and Moyers both caution about the danger of
using immune system and neuro system connections to "blame
the victim." Patients should not feel that if they don't get
better from a disease, it is their own fault because their
attitudes were not correct.

In some situations not even the

most determined and positive immune system can fight a
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disease successfully.

Because we all have to face death,

eventually each of our immune systems will be overwhelmed
with disease. But that doesn't mean patients cannot be
responsible for engendering all the positive emotions they
can to enhance their immune responses.

And more importantly

doctors must also be responsible so that their words as well
as their actions promote the most helpful emotions to the
patient's immune system.
When asked if we can "afford to ignore the role of
emotions, hope, the will to live, the power of human warmth
and contact just because they are difficult to investigate
scientifically," Felten responded "Of course we can't afford
to ignore these things, because if we do, we'll miss
wonderful opportunities to help our patients. It turns out
that these things do make a difference" (218). Felten
lamented the fact that medicine was increasingly heading in
the direction of high-tech diagnosis and treatment "at a
time when people are crying out for someone who cares for
them, someone who will sit down and actually listen to them,
and hear how their condition affects them in their social
environment and with their family and friends" (218). In
chapter 5 the patient Mrs. Flowers was clearly asking her
doctor to listen to her.

She understood that what was

happening in her life clearly was affecting her blood
pressure. The death of her friend made her feel lonely, yet
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the doctor could not hear what she was telling him.

While

Felten does not advocate that doctors abandon high-tech
diagnoses or the use of effective medications, he does
suggest "we add more of a humane and personal touch to
medicine" (218). Like Hunter, he suggested that "[t]he art
[of medicine] is still important" (218).

A rhetorical

awareness on the part of doctors would help them identify
with patients and understand that the feedback the doctor
gave Mrs. Flowers was not helpful, proved that he did not
hear her, and, in the end, was not humane. Even learning to
analyze who your audience is, as I suggested in the medical
education course in chapter 5, would help doctors learn to
pay more attention to patient needs. From Felten's claims,
we know that the doctor also did not enhance Flowers'
chances for healing.

Chemical Proof that Emotions Play Key Roles in Healing
While Felten and others have been exploring the
anatomical links between the nervous and immune systems of
the body. Dr. Candace Pert and others have been exploring
the chemical links between the emotions and the body.

Pert

is Visiting Professor at the Center for Molecular and
Behavioral Neuroscience at Rutgers University and a former
chief of the Brain Biochemistry Section of the National
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Institute of Mental Health.

She also works as a consultant

in Peptide Research in Rockville, Maryland.
Neuroscientists have known for some time that the brain
manufactures its own endogenous morphines (endorphins).
What they did not know until recently is that these
chemicals are also found "in the immune system, the
endocrine system, and throughout the body" (Pert 178).

Pert

refers to this system as a "psychosomatic communication
network" (178).

Like tiny satellite dishes on each cell in

the body, receptors receive information from messenger
molecules, many of which are peptides.

Strings of amino

acids strung together, peptides are "the biochemical
correlates of emotions" and have been recognized by
thousands of scientists besides Pert (178, 185). They are
the bridges between the mental and the physical or vice
versa.
Pert also believes that we are wrong to separate mind
and body, but instead we should see it as one integrated
entity. She calls the Cartesian mind/body split "a turf deal
that Descartes made with the Roman Catholic Church. He got
to study science, as we know it, and left the soul, the
mind, the emotions and consciousness to the realm of the
church" (180). She is surprised Western science has come as
far as it has with such a "reductionist paradigm" and
acknowledges that scientists are discovering more and more
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evidence that is disrupting that paradigm (180). Rather than
thinking all emotions reside in the brain, neuroscientists
like Pert are recognizing that "the wisdom of the body"
exists, because intelligence resides in every single cell of
the body (188).
The implications of this research are far-reaching,
especially for old scientific definitions of health. Health
comes from a root word meaning whole and "part of being a
healthy person is being well integrated and at peace, with
all systems acting together" (Pert 189). This definition is
quite different from the one defined by doctors earlier in
this work as the "absence of disease." Pert herself based
her decision about having a second child by natural
childbirth on her own research and trust in the wisdom of
the body. Like me, she discovered that the body makes its
own painkillers, its own analgesics during childbirth. Also
control during natural childbirth, an issue Felten
identified as important, resides more in the mother and less
in the doctor, enhancing the immune system response to a
natural body process.
Likewise, the immune system responds to viruses
depending on how many peptides are available to the
individual cell. If many peptides have been motivated to
respond to the cell, the virus will be unable to penetrate
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it and cause the person to become ill. Peptides do respond
to emotion, and whether or not we become ill is at least
partially connected to our emotional well-being. Evidence
for such

phenomena includes "how people have more heart

attacks on Monday mornings, how death peaks in Christians
the day after Christmas, and in Chinese people the day after
Chinese New Year" (Pert 190). When I worked in the heart
catheterization laboratory, we were always busiest around
Christmas. We had to work extra shifts and much overtime to
accommodate all the heart attack victims of the holiday
season. I can't remember a single year when I wasn't called
out via beeper to work on the day after Christmas.
To sum up. Pert says that we are in the midst of a
revolution that can bring the mind and emotions back into
science, a revolution with enormous implications for Western
biomedicine (191). Like Felten, she cautions us that we are
too sold on the "high-tech, highly unemotional" approach and
that other alternatives to that paradigm should be explored
(191). An example is Dean Ornish's work that showed a
combination of vegetarian diet, group therapy, stressreducing exercise, and meditation actually reversed damage
to heart muscle (Pert 191). Conventional cardiology has
always held that damage to heart muscle was irreversible.
The cardiologists I worked for always informed patients that
our procedure showed their heart muscles were damaged by
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their heart attacks and that once those muscle cells lost
the ability to function, nothing could cause those cells to
start functioning again.
Pert cites the Spiegel study in which women with breast
cancer meeting in a support group lived twice as long as
those who had no support group (192). She calls for
prophylaxis: "Let's begin to appreciate simple, less
expensive therapies that deal with releasing emotions . . . .
I think in Western medicine we've come to the point of
ignoring what's obvious" (192). What's also obvious is that
doctors hearing patients emotional responses and valuing the
wisdom of their minds and bodies acting in concert would
mean less build-up of negative emotions of frustration,
anger, and resistance. "[W]e'd better seriously entertain
theories about the role of emotions and emotional
suppression in disease, and we'd better pay more attention
to emotions with respect to health" (Pert 193). Medical
students and doctors would be less apt to question one of
their own (a scientist with highly rated credentials) on the
subject of emotions in health care issues. Thus I would also
use such documentation in courses taught to medical students
and presentations made to doctors.

Emotions in Immunology from a Psychological Point of View
In addition to physical (nerve fibers) and chemical
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(neuropeptides) links between emotions and the body,
psychologist Margaret Kemeny, PhD. is researching other ways
emotions and health are linked. In an interesting study
involving experienced actors, Kemeny decided to study
physically healthy individuals to "get a different picture"
of how our emotional and biological systems are related
(197).

Many scientists have studied disease rather than

health, and psychologists have studied extreme pathological
mental states.

Kemeny decided against pursuing studies of

disease in her own research. Instead she asked healthy
actors to improvise twenty-minute monologues based on
situations that elicited either positive or negative
emotions. Before, during, and after the monologues, actors'
immune systems were measured. Specifically Kemeny measured
"killer cells" or the cells that make up our first line of
defense in illness, cells that confront and kill foreign
organisms, viruses, and tumor cells.
The results were surprising. "Killer cells" increased
in both happy and sad emotional states, indicating that only
when the emotions were not employed was there a decrease in
killer cells. The number of disease-fighting white cells
fell back to a lower number when the actor stopped
experiencing the emotional state. Kemeny connected her
results with the experiences of patients in group therapy
like the Spiegel study mentioned above. Even though people
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may experience emotions such as anger and sadness, not just
happy and positive emotions, the chance to express them
seems to increase immune system response. "The tendency to
suppress feelings is psychologically detrimental" and also
physiologically detrimental (Kemeny 199). As we have seen in
the narratives in the previous chapters, doctors spend much
of their time suppressing patient emotions when they talk to
them. The discourse is structured so as to permit no
expression of emotions whether it be Sacks's doubt and fear
regarding his leg, my anger and despair about not walking
again, Leah's emotional reactions brought about by a drug
allergy, or Betty's normal fear facing open heart surgery.
Kemeny is careful to distinguish between emotional
reactions that mobilize immune responses in a short period
of time and on-going emotional experiences that last for
days or weeks. The prolonged states might result instead in
weakened biological functions. Depression, for example,
"which [doesn't] allow us to experience our emotions fully
in response to the environment, may have a different impact"
(Kemeny 202). In her studies on men with the AIDS virus,
Kemeny was able to sort out some distinctions between grief,
an emotion that triggers enhanced immune response, and
depression or inability to grieve or express the grief that
further depressed immune response (205).
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Like Felten and Pert, Kemeny finds that the mind/body
dichotomy is not holding up. As a result of her studies and
other similar studies in psychology, and like both
neuroscientists cited above, she finds that the mind and the
body interact. "It's a two way conversation" (Kemeny 209).
Other barriers are breaking down, too, such as those between
disciplines. "We need to allow neuroscientists to talk to •
immunologists and to psychologists so that kind of
communication can lead us to address the questions that span
disciplines, and that link brain to the immune system"
(Kemeny 211). I would add that we also need to have the arts
speak to the sciences and vice versa, rhetoricians speak to
doctors and medical students, doctors and medical students
speak to graduate students in rhetoric of science programs.
Rhetoricians would enable scientists and medical doctors to
construct a new language in which they could speak to each
other and to their patients. Our discipline has already been
int he forefront of an interdisciplinary movement known as
writing across the curriculum. This movement mirrors the
convergence of disciplines in the sciences and in other
disciplines across campuses.
Kemeny recognizes that language is part of the problem.
"I think the language is one factor that has prevented us
from being able even to conceptualize mind/body processes.
Just the fact that we use one kind of language to describe
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the mind and another ... to describe the body" (207). She
recognizes that because these languages have no way of
connecting, we cannot even see that the two phenomena (mind
and body processes) are not separate but representations of
the same process (207). Although she doesn't mention that
one is privileged over the other, the "docile body" is often
gendered female and its knowledge is subjugated. A new
language in which both body and mind were equal or not even
separate would also help recover the voice of the body and
of the patient.

Behaviorists See Emotional Influence on Immune Systems

Behaviorists are also making connections between
emotions and the immune system. Dr. Robert Ader, Director of
the Division of Behavioral and Psychosocial Medicine at the
University of Rochester School of Medicine, is best known
for his study linking behavior with suppression of the
immune system. In an experiment he showed that mice given an
immunosuppressant drug could continue to suppress their own
immune systems after the drug was taken away. Ader and his
co-workers could produce a conditioned response in which the
mind took over and suppressed the immune system on its own.
Ader admits it would be a leap to suggest or imply that
human can voluntarily control their own immune systems, but
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the experiment did show that the connections between systems
are there.
Ader has been called a "psychosomaticist," but does not
believe there is such a thing as psychosomatic disease or
that the mind alone can cause disease (243). To posit that
some diseases are only caused by psychological factors, he
maintains, would be to suggest that there are diseases that
are immune to psychological causes. Instead he believes
"that psychological factors could play some role in all
disease" (243). Because the immune system is no longer seen
as an isolated one, there are new questions to be asked.
This psychologist is amazed by the new information emerging
as a result of the integration of various disciplines that
were once separate and didn't talk to each other (245).
Ader's preferred term, psychoneuroimmunology, combines the
three disciplines of psychology, neurology, and immunology.
Ader plays down the emphasis his experiments have
received; they've been called "dramatic" and "landmarks"
(239,241). Instead, he speaks of the experiments and their
findings as "intuitively self-evident" (242). A scientist
speaking about intuition is also helping to recover the
subjugated knowledge that has been lost. So in addition to
the patient's knowledge, knowledge systems that have been
repressed need to be recovered to play a role in the
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construction of a rhetoric of healing. And yes, in many
ways, this knowledge is self-evident and obvious. How could
the body and mind not be integral and connected? How could
various disciplines have carried their separateness to such
extremes as to partition knowledge into narrow little
territories that refused to speak to each other? As we have
seen in earlier chapters and with Foucault's work in
general, such disciplinary practices end up structuring
knowledge and the concomitant discourse in ways that deny
the self-evident.
Like Kemeny and others, Ader also is excited about the
possibilities of the new research and discoveries linking
mind and body. He agrees with the other scientists
represented in this work, too, that the mind interacts with
the body. He points toward the importance of a new language
to express the new configurations made possible by
psychoneuroimmunology. As I mentioned in the last section,
such emphasis on language among scientists could help
persuade doctors to change their rhetoric with patients. If
the language reflected emotions and the intuitive in
science, the rhetoric doctors use with patients would also
change.

A New Rhetoric for a New Configuration of Medicine
I've been careful in this work to avoid reinscribing
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the dichotomy between science and the humanities for several
reasons: (1) Science is too valuable a part of our Western
biomedicine to be dismissed. It would be absurd to suggest
such a move. (2) The newest findings among the research
scientists cited above support my argument that patients'
emotions are key to the healing process. If emotions are
indeed key, then it follows that how doctors talk to
patients assumes greater importance. Doctors can elicit
emotional responses from patients through their
communication practices. If a doctor is brusque and
alienates a patient, certain feelings of loneliness and loss
of control will set in. If a doctor practices an empathetic
rhetoric, one that also allows the patient to participate in
her own healing (a more horizontal rhetoric), the patient's
emotions will help boost her immune system response.
In this part of the chapter, I recover another type of
subjugated knowledge, that of the narrative or anecdotal
knowledge. Our tendency is to easily accept scientific proof
as presented in this chapter thus far. However, to look only
at the scientific proof reinscribes the dichotomy and
privileges science again. Therefore we need to look at
alternative knowledges to help construct our new rhetoric of
healing. Those new knowledges include Andrew Weil's
integrative medicine (see below for a definition), feminist
recovery of the body, and anecdotal evidence or narratives
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from other cultural paradigms.
Therefore, a new rhetoric of healing, one that makes
the recovery of the patient's voice, knowledge, and feeling
of control possible, needs to be constructed using both
knowledges of how emotions and body interact. We need to
practice a new rhetoric that reflects reconfigurations of
medical science, such as the psychoneuroimmunology we just
discussed. Other rhetorical models are possible, too. We
need to examine the integrative medicine practiced by
doctors like Andrew Weil and Louis Wiener, the
reconstruction of the body by feminists, and the medicine
practiced by other cultures. The Senoi doctors { tohats) I
wrote about in chapter 1 provide one such alternative model.
We need to open up the discourse to other cultural models so
that we can see new ways doctors can talk to patients. When
we examine our system of medicine side-by-side with other
systems, we are accomplishing several purposes. One is that
we are creating a perspective by incongruity. Kenneth Burke
suggests we can see better when we juxtapose two very
different systems or objects. Alternative models also give
us the chance to incorporate some changes into our own
medical discourse. As the discourse changes, the
relationship between doctors and patients changes and vice
versa. Doctors must learn and practice a rhetorical
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awareness so that the patient takes an active part in her
own healing. In a new rhetoric, doctors value patient input,
participation, and knowledge, listen to the anecdotal and
narrative. This change boosts the patient's immune system
and speeds her healing.
Like scientists who recognize the importance of
emotions in healing, Andrew Weil, Associate Director of the
Division of Social Perspectives in Medicine and Director of
the Program of Integrative Medicine at the University of
Arizona in Tucson, also recognizes the importance of
changing traditional medicine. He prefers using the term
Integrative medicine that could best be defined as a
combination of traditional Western biomedical practices and
alternative medical practices, including massage,
acupuncture, biofeedback, Chinese medicine, naturopathy,
hypnotherapy, visualization, herbs, homeopathy, and others.
Weil would agree with the aforementioned scientists that the
mind/body split is spurious. But he sees recent trends in
conventional medical practice as moving away from
psychosomatic medicine.
In the 1960s when Weil was with the Harvard Medical
School, bronchial asthma, peptic ulcer, rheumatoid
arthritis, and ulcerative colitis were labeled
psychosomatic. Today, the list only includes asthma and
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arthritis, and even the assumption that those diseases are
influenced by mind is challenged (89-90). He views "the
indifference toward mind/body interactions . . . [as]
peculiarly American," noting that other countries, such as
Germany, have whole hospitals devoted to psychosomatic
medicine. Several of my German psychologist friends have
worked for extended periods of time in such hospitals,
particularly one outside of Freiburg. Patients are
thoroughly screened with standard physical medical tests
before they are admitted to such hospitals. My friends, Dr.
Bernhardt Munk, Dr. Ingeborg Fulde, and Dr. Christiane
Walesch-Schneller, all report many successful treatments and
cures by concentrating on the mind/body connection. Much of
the work these neo-Freudian psychiatrists do centers around
the "talking cure." Patient's repressed knowledge is
recovered and listened to carefully. The patient is actively
involved in contributing both conscious and unconscious
experiences, stories, and history to the healing process.
Weil also briefly quotes Candace Pert, the
neuroscientist who found chemical links between mind and
body and whose work I wrote about near the beginning of this
chapter. He believes the linking mechanisms within the
patient are there for researchers to discover, but that
doctors should not wait to understand the exact science
before changing their practices to include more patient
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control and involvement of the patient knowledge in the
healing of their bodies (93). Weil also claims we must
recover individual patient knowledge. In discussing the role
hypnotherapy plays in healing, he suggests it succeeds
because it "empowers patients by encouraging them to develop
their own strategies for managing illness" (94). Like Felten
he finds the issue of patient control and the sharing of the
doctor's authority with the patient to be key to
strengthening the patient's immune system. He believes
hypnotherapy "assumes that the unconscious mind comprehends
the nature of disease processes and how to resolve them, an
assumption consistent with the healing system's diagnostic
capability" (94). Weil uses the term healing system as
opposed to immune system. The term would indicate that
disease process is already underway. But for our purposes
here, healing system is synonymous with immune system.
One way to construct a rhetoric of healing is to use
language that would put patients more in control of the
discourse and give them choices in the care and management
of their own bodies. Also doctors need to provide access for
patient wisdom, access both to physicians so that they can
facilitate the body's own healing processes, as well as
access to the patients so that the unconscious wisdom of the
body becomes accessible to patients' conscious minds. One
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site for this process is patient histories. Weil says when
he takes patient histories, he asks questions about
"lifestyle, about relationships, hobbies, ways of relaxing,
patterns of eating and exercising, sex, and spiritual
interests" (97). In conventional settings such questions
would be called "social history," and many doctors don't
take a social history because they assume it's not important
or relevant. Mrs. Flowers in chapter 5 was offering her
doctor a social history, but he refused to accept it,
acknowledge it, or regard it as important. He didn't hear
it.
When medical students first take patient histories, the
process takes over an hour (Weil 97). When those same
students begin their clinical years (usually third and
fourth years of medical school), they speed up the process
because of the volume of work and constraints of hospital
practice. The social history questions are the first to go.
Weil, on the other hand, finds those questions often provide
him with the clues he needs to diagnose and help solve
patient problems. A rhetoric of healing would include and
emphasize social history taking, providing a site for
patients to come to voice. While this may not be possible in
emergency situations and other medical situations that
require immediate attention, in patients with chronic pain
and in many clinical settings other than emergencies, such a
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practice could be initiated if bureaucracies could be
persuaded that in the long run good social history-taking
would actually save time and money.

Medical Pessimism Retards Healing

Another change in the discourse Weil suggests and that
I find necessary for a rhetoric of healing is to stop
medical pessimism. An example of medical pessimism is in
chapter 1, when doctors told me I'd never walk again. They
were obviously wrong, and their prognostication was not
helpful. Yet this pessimistic talk seems to be pattern among
doctors trained in Western biomedicine, so much so that Weil
devotes a whole chapter to it in Spontaneous Healing. Many
patients who go to see Weil have been victims of medical
pessimism and have told him what conventional medical
doctors have said: "They said there was nothing more they
could do for me; They told me it would only get worse; They
told me I would just have to live with it; They said I'd be
dead in six months; and Listen, I've got nothing else to
offer you, and anyway, the chances are you'll eventually
develop colon cancer" (60-61).
Such pessimistic pronouncements do not aid in healing
but produce the opposite reaction. Depression often develops
as a result of such rhetoric, and scientists like those
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mentioned above are starting to see a link between that and
suppression of immune responses. Psychologists and
anthropologists have often identified hexes in other
cultures, in which a shaman or witch doctor puts a curse on
someone. Many cases have shown that such a curse results in
physical harm, chronic illness, and even death in the
previously healthy person who was cursed (61). Weil likens
the pessimistic pronouncements of our medical doctors to
hexing in other cultures. He maintains that "something very
similar goes on every day in our own culture, in hospitals,
clinics, and doctors' offices" (61). Weil writes about one
particular patient who was terrified of doctors:
A high priest of technological medicine, enthroned
in his temple, had uttered the equivalent of a
shamanistic curse, for doctors in our culture are
invested with the very same power others project
onto shamans and priests. Those words were the
source of the patient's terror, a terror that
paralyzed him and prevented him from making
constructive efforts for his own survival and
well-being. (63)
In most cultures doctors are invested with much power and
authority. As I showed in chapter 3, that power is similar
to that of the shaman or priest and carries much more weight
than a pronouncement from someone lower in our cultural
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hierarchy.
To combat medical pessimism and its deleterious effect
on patients, Weil recommends the same type of course I
constructed in chapter 5. Medical students need instruction
in the power of words, and "physicians [need] to use extreme
care in choosing the words they speak to patients" (64). An
awareness of rhetoric would make doctors realize when they
are "hexing" patients. Instead they need to choose words to
support patients, to help them feel in control, to build
connections with them so that loneliness and alienation are
not a result of physician contact. In short, doctors need to
be aware of audience and how to reach that audience (their
patients). In tandem with this audience awareness, medical
students need to understand the power with which society
invests them. In many ways they already know intuitively
about power and status. In some cases, this investment has
played a role in their motivation to become doctors. But, as
Weil also suggests, this power needs to be returned to
patients or shared with them to stimulate rather than hinder
the healing process. The power must be shared, and a
horizontal rather than vertical rhetoric is one way to break
up the present power relationships.
What underlies the pessimism? What would make a doctor
who has taken the Hippocratic oath to do no harm give
unnecessarily pessimistic news to patients? Is this some
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attempt to be honest or to avoid raising a patient's hopes
too much? As I pointed out in chapter 2, much of our
conventional medicine is based on disease, not on health.
Even those literature and medicine writers who would bring a
more humane perspective to medicine write in terms of
disease not health. In medical schools health or healing are
terms rarely heard, whether in preclinical education or
later in the clinical years (Weil 65). The structure of the
education. Western biomedicine itself, and the devaluing of
the importance of emotions and the mind in healing all
militate against using optimism instead of pessimism in
interactions with patients.
Again we must confront the issue of certainty and
uncertainty that both doctors and patients face together.
Weil believes the pessimistic pronouncement gives physicians
the illusion of control (67). Doctors know control is
illusory, because in reality their patients sometimes die or
get sicker in spite of their heroic efforts. If they have
predicted such an outcome, they can be more comfortable and
better prepared for it. They can still maintain the illusion
of control. "Medical pessimism may thus be a psychological
defense against uncertainty" for the doctors themselves
(Weil 67). If doctors trusted the healing power of the human
body, and if they also learned to be more comfortable with
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the uncertainty that surrounds their work, they could
practice an alternate discourse, medical optimism.

Recovering the Feminine in Western Medicine

Because of the way gender has been constructed over
many centuries in Western society, men have been associated
with rationality, thinking, and the mind. Women have been•
associated with irrationality, emotions, and the body.
Medicine, when it became a scientific, academic discipline,
also mirrored this split. Therefore we have a medicine that
denigrates the body even while it treats it. In order to
fully recover the patient's voice and body in our rhetoric
of healing, we have to recover the feminine as it has been
constructed or essentialized as irrationality, emotions, and
body. Fortunately for our new rhetoric, feminists have
provided rich sources for us to draw from. Much of their
project has been about recovering the repressed feminine in
society's many discourses and disciplines. Because of their
extensive work, it is not necessary or possible to detail it
here. It is possible to touch on some of the assumptions
that will contribute to a rhetoric of healing. Feminist
methodology and arguments underlie this work even though I
have not foregrounded that contribution. For the purposes of
this work, we will highlight four of the assumptions of
feminism that could be used to construct a rhetoric of
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healing: (1) The recovery of the subjugated knowledge of
women within a masculinist culture has begun. (2) Authority
is constructed by creating a One and an Other. (3) Illness
is constructed within society to mirror power relationships.
(4) It is possible to consciously construct a new rhetoric
and/or impact the old one, even in the face of resistance.
Any recovery of subjugated knowledge has to owe an
enormous debt to feminist work in this area, especially
since the founding works of Simone De Beauvoir and Virginia
Woolf, One of the major feminist assumptions is that the
body has its own wisdom that has been ignored and subjugated
by the male construction of knowledge. We must use caution
in associating woman with body in an essentializing way,
because this assumption is still highly problematic within
both Anglo-American and French feminism. However, we can
note the contribution of a recovery of the body by feminists
like Helene Cixous, Gloria Anzaldua, and others. We can draw
on them for educating medical students and changing the
language to reflect the body not as only productive of
disease and death, but also as productive of joy and health.
French feminists, such as Cixous, celebrates the body to
recover it from patriarchal constructions of it as an ideal
object of sexual gratification or as dirty, diseased, and
expendable.

307

Cixous foregrounds writing the body: "Woman must write
her self: must write about women and bring women to writing,
from which they have been driven away as violently as from
their bodies. Woman must put herself into the text . . .
(309). To write the body means to break out of the silence
and limiting constructions of body and Woman by Western
tradition. By talking about the body and coming to voice as
a body as well as a mind, women can recover the subjugated
knowledge inherent in traditional medicine and culture.
Cixous again, "Women must write through their bodies, they
must invent the impregnable language that will wreck
partitions, classes, and rhetorics, regulations and codes,
they must submerge, cut through, get beyond the ultimate
reserve-discourse [such as that in traditional medicine]"
(313). By the same token, patients must also learn to write
and to speak the body. Doctors must learn the language and
wisdom of the body, too. Cixous talks about "swallow[ing] my
shame and my fear," not opening her mouth, being afraid to
talk back to the male authority that stands before her
(309). She feels silenced, just as patients feel silenced in
the presence of the usually male doctors.
I remember the terror I felt as a patient in front of
doctors, feeling that when I spoke I sounded foolish. Often
their responses made me feel foolish. And I also remembered
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the elaborate games we staff members had to play in the
heart catheterization laboratory to keep the surgeons happy,
to keep them from yelling at us, making us feel stupid and
inferior. Cixous speaks eloquently to this feeling often
felt by women (and patients):
Every woman has known the torment of getting up to
speak. Her heart racing, at times entirely lost
for words, ground and language slipping away-that's how daring a feat, how great a
transgression it is for a woman to speak--even
just open her mouth--in public. A double distress,
for even if she transgresses, her words fall
almost always upon the deaf male ear, which hears
in language only that which speaks in the
masculine. (312, emphasis added)
Clearly women and patients have much in common. We have only
to remember that even Sacks, a world-renown neurologist,
stammered in front of his surgeon in his story in chapter 1.
Gloria Anzaldua, like Cixous, recognizes that much of
the construction of the body as opposed to the mind came
through the Christian religion that taught people to
distrust the body. Anzaldua suggests this religion
encourages us to "kill off parts of ourselves," and
"encourage[s] a split between the body and the spirit and
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totally ignore[s] the soul. . .

(37). She, too, feels the

body is "smart," has wisdom of its own to impart, and reacts
wholly with, not separately from the mind (38). Anzaldua
also points us toward another place to look for healing--on
the margins, on the borderlands, en la frontera. Just as she
encourages those people on the margins of society to speak,
so must the patient speak. The patient, too, crosses many
borders between death and life, suffering and joy, sickness
and health. The heightened vulnerability of patienthood
situates us all on the margins. And like Anzaldua
recognizes, this site is very powerful place from which to
speak. Doctors can learn much from patients' "acute
awareness" that makes it possible to know things not readily
found in medical textbooks (Anzaldua 38).
Other voices from the margins, such as bell hooks,
instruct us in the rhetoric of healing. She, like Cixous,
uses the word transgress to characterize women coming to
voice. Patients also will have to transgress current
boundaries to talk back to their doctors. Narratives of
patient experience represent one such transgression, because
such experiences "eliminate the possibility that we
[teachers, authority figures] can function as all-knowing,
silent interrogators" (21). Doctors, too, occupy this
position in relation to patients, and like authority figures
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in the classroom, they too, must practice being vulnerable,
and "being wholly present in mind, body, and spirit" (21).
bell hooks understands the need to recover the knowledge
that has been lost, whether in the classroom or the clinic.
She accurately describes one of the goals underlying this
work: "Uncovering and reclaiming subjugated knowledge is one
way to lay claims to alternative histories" (22). Feminists
have been hard at work constructing alternative histories to
the subjugation of feminine knowledge. I am also trying to
construct an alternative history, one that the patient coconstructs with the doctor, rather than have the doctor mold
the patient's words into a preset form.
Another assumption besides the recovery of subjugated
knowledge that feminists contribute is that authority is
based on creating a dichotomy between the One and the Other.
"The Other is particularly defined according to the
particular manner in which the One chooses to set himself
up" (De Beauvoir 994). Feminists suggest woman was created
as "Other" for reasons of power and economics. I suggest
here that the patient is also so constructed. Patient as
"Other" creates doctor as the One, the authority, the
dominant person in any medical interaction. Some hierarchy
is necessary during emergency situations to save the life of
a patient. Someone must give the orders so that every
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possible action can be taken to rescue a patient in a
life/death situation. But this situation is relatively
infrequent compared to the multitude of interactions between
doctors and patients. Therefore the Other must be
deconstructed, as I have advocated all along, just as the
feminists have deconstructed woman as Other. Doctors can be
taught that their authority at the pinnacle of a medical
hierarchy is useful in some situations but not every one.
Thus an awareness of each rhetorical situation is key, and
that awareness could be taught in such courses as the one in
chapter 5.
When any human being is placed in the position of being
Other, mystification of that person contributes to keeping
them distant and silent. We saw how this happened with the
symbolism of the Church in chapter 3. Only in that example
we were talking about language being mystified to keep the
patient distant. Doctors also see the patient as a symbol,
often the symbol of a disease. These symbols frequently take
the form of synecdoches. A small part of the patient becomes
symbolic of the whole, but in these medical cases this trope
does not accurately represent the patient and adds to the
objectification of the patient. An example is "the kidney in
403." Actually Ms. Jones is in 403 and is much more than
just a kidney. Creations of such symbols take doctors away
from the Burkean identification we have advocated throughout
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for the rhetoric of healing and distance them from patients.
Distance, not identification, is always necessary to create
the authoritarian structures that keep people separate from
one another.
Along with symbols come myths, such as the myth that
the patient is to blame if the mystery of the illness cannot
be solved. Lewis Mehl-Madrona, a Native American healer,
remembers the day when the myth of blaming the patient was
taught to him. "No longer the assistant ward chief, I was
now assigned to the locked adolescent ward, where I was
introduced to the theory that it was a patient's fault if we
weren't able to help" (158).
The myths within Western medicine are not conscious,
which is why I tried to bring them to light in this work.
Feminists have done excellent work in bringing sexist myths
about woman as Other to light, and we can use much of their
work as models for further deconstructing Western medical
myths to make room for a rhetoric of healing.
One of the main myths we have pointed out earlier in
this work is the patient as object of an experiment
performed by scientists (doctors). This myth is immediately
inculcated in the first year of medical school through the
dissection of corpses. Students are introduced to their
first patient as dead body. Young, impressionable students
are immediately thrown into aversion as an appropriate
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response to the human body. This aversion mimics that of men
for something other than the ideal feminine body. To do so
is to deny "all experience that she [the patient, too] is a
subject, a fellow human being" (De Beauvoir 996). To
construct a rhetoric of healing, doctors must be aware of
and give up certain symbols and myths centered on patients;
patients must give up the symbols and myths centered on
doctors. De Beauvoir suggests, "Man would have nothing to
lose, quite the contrary, if he gave up disguising woman as
symbol" (999). Both doctors and patients would also have
everything to gain if they learned to deconstruct both
symbol and myth in order to identify with one another as
human beings.
A third contribution of feminists is that illness is a
social construction that mirrors power relationships in our
society. Feminist literature is full of examples in which
illness controls the bodies and minds of women, including
Gilbert and Gubar's The Madwoman in the Attic and Emily
Martin's The Woman in the Body. Gilbert and Gubar look at
how women's authorship (written word as opposed to spoken
word) was riddled with anxiety and fear. From the
neurasthenias of the last century to the anorexias, pms, and
bulimias of this century, women have been constructed in
print as either infected or infectious. As Barbara
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Ehrenreich and Deirdre English have shown, throughout the
previous century women of the upper and upper middle class
were ill, frail or sickly, while working women were
"sickening," diseased or infected and contagious (Gilbert
and Gubar 1239). Works such as these have much to teach us
about the social roles of disease.
A rhetoric of healing would take into account how
illness is constructed for all genders. Such
constructions are closely aligned with issues of
authority and control. The construction of certain
illnesses for certain populations makes it easier to
control them. Diseased bodies often represent
separations and schisms in the body politic that need
to be healed. If people can be isolated and named as their
disease, they can be Othered, isolated, and controlled.
Illnesses can be used to place certain populations
in invisible ghettoes, making actual, physical ones
unnecessary.
The fourth assumption feminism contributes is that
changing language based on the recovery of subjugated
knowledge is not only possible but probable. Nonsexist
language is now a part of many of our institutions.
Feminists have constructed their own language and had an
impact on the language of the dominant culture. As a result
of feminist writings in other fields, scholars in our own
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field of rhetoric have questioned academic language. Also as
women entered the academy in greater numbers, their points
of view had an impact on the language itself. "[Women] are
reexamining every aspect of academic institutions: the
language used to ask research questions, the kind of
research questions deemed important, the kind of data
included . . . and the type of writing .... women are
both challenging and changing . . . the nature of the
academy" (Kirsch 102). The academy has been notoriously slow
and resistant to change. If that institution can change,
medicine is vulnerable to change as well.
We have only to look at the predominance of birthing
centers that are cropping up in our society to see another
example of women working to change society. Hospitals must
now compete with such centers and offer "birthing rooms" as
alternatives to sterile delivery rooms. Hospitals advertise
a better birth experience for parents and babies as women
struggled to take back the right to have some say in their
own experiences.
But many people in our society, including women, resist
feminist ideology and the rhetorical changes it has
initiated. Authority is not willingly nor easily given up by
those who hold it. We must anticipate that in constructing a
rhetoric of healing in the clinique, some patients as well
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as doctors will resist learning a new rhetoric, one that
promotes better healing ability. But because the suffering
is widespread and acute in many doctor/patient interactions,
many will see the need for change and welcome it.

Recovering the Voices of Other Cultures in Medicine

In addition to gender awareness, another way to open up
the present medical paradigm of Western biomedicine is to
recover another subjugated knowledge--that of non-Western
cultures. One of the many drawbacks of our colonial past and
xenophobic present is our adherence to a strictly Western
European set of medical practices. Doctors would probably
ask, "Who can argue with success?" Our technological
medicine is often the envy of the world, especially thirdworld countries. But this state of affairs is as subjugating
as the one that assumes the patient has nothing to teach
doctors about her own health, illness, and body. Other
cultures often have lower rates of certain diseases than our
country, lower rates that may demonstrate the benefits of
dietary changes or other preventive practices.
Weil is not the only Western practitioner who values
Eastern medical practices such as acupuncture and herbal
medicines. Such practices are gaining increased popularity
among Americans, even though they have been slow to gain
acceptance among conventional medical practitioners. But in
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this work, we are more interested in how doctors of other
cultures talk to patients. What strengths do they have that
could be combined with some of our technological practices
to create the best of both worlds? One aspect important in
Chinese medicine, for example, is its central concept of
chi. Chi refers to the energy in the body and much of
Chinese medical rhetoric concerns that energy. Because the
energy is positive and health-producing, that discourse is
centered not around disease and pathology, but around
health- Disease and illness are regarded as interruptions in
the flow of the natural energy of health in the body. Thus
the emphasis is more on health than on sickness.
Another important aspect of Chinese medicine is its
emphasis on the individual patient as a whole person. One
way that focus is expressed is in herbal medicines. Rather
than patients visiting several specialists to treat the
various body organs and parts as in this culture, the
patient is viewed as a whole. The herbal treatments are
individualized. Rather than receiving the same type of
medication all patients with impaired liver function
receive, for example, a special combination of herbs will be
customized to treat the various problems that individual
patient has. Even in larger traditional Chinese hospitals in
large cities, the pharmacy can consist of tables full of
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individual pots of herbs cooking, each tailored to the
individual patient. One problem especially with geriatric
patients in our culture is that they are often seeing
various doctors who don't even know what each other is
prescribing. Thus drug interactions are often deleterious to
the patients' health and sometimes even fatal. American
medicine has responded somewhat to this dilemma by
instituting primary care physicians in Health Maintenance
Organizations to coordinate the various specialists a
patient sees. Pharmacy computer networks are now responsible
for keeping track of patient medications. But often doctors
and pharmacists do not spend enough time explaining
medications to their patients or listening to their
individual experiences with particular drugs.
Native American medical practices also have much to
teach us. Primary in their healing ceremonies is the role of
the community. The patient is not isolated in a separate and
alien facility, nor is the patient shunned or blamed by the
community, even unconsciously, for contracting an illness. I
attended a healing ceremony for a Lakota friend, a man in
his early fifties suffering, like many Native Americans,
from diabetes. The healing ceremony became a gathering of
family and friends to honor and heal him, a time of great
joy and coming together for the purpose of showing our
support for him in his time of need. The ceremony began in a
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pow wow held in Albuquerque to honor several Native American
men and women. We participated in the dance held especially
for our friend, Phil Crazy Bull. The gourd dance recognizes
the many good characteristics of the honoree. Then the
medicine men and chiefs danced together with the patient.
The drums beat a rhythm that after the long dances sounded
like the heart beat of the entire community. All friends and
family then joined the dance and honored Phil with gifts.
The next part of the ceremony involved both men's and
women's sweat lodges, in which the friends and family
members endured heat and discomfort together to cleanse
themselves in preparation for the healing ceremony itself.
What community support Phil must have felt as people sweated
and struggled together on his behalf. The sweat lodge is no
casual sauna, but instead an endurance test. Only people
committed to care for the patient would open themselves up
to the intense discomfort of the ritual. These ceremonies
take place over an entire weekend, so much feasting,
visiting, and socializing also go on in between ceremonies.
The last ceremony, the Yuwippi, takes place among the many
friends and family crowded into a small, dark, hot room in
someone's house. People are exhausted from the dancing, the
sweat lodges, and the long wait for the last ceremony.
Because the Yuwippi starts well after midnight, everyone
struggles to stay awake during the hours of chanting and
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drumming.
What we can learn from such ceremonies is that people
need support from doctors, families, and friends. Healing in
this culture is about whole communities and keeping
community support intact during illness crises, I often
wondered about the strict rules in Intensive Care Units as
patients often hang onto life by very thin threads. Yet, we
as family members, cannot always be at their bedsides except
for five minutes on the hour. Friends are usually not
allowed on the unit, even though the voice of a dear friend
could keep a patient hanging onto life. Some critical care
facilities are changing these rules. In intensive care
units, doctors are least apt to know the patients. Often
specialists are called in for surgical intervention in
trauma cases, yet they don't know or speak to patients, even
though one of the last senses to disappear in unconscious
patients is hearing. Instead of comfort on the unit, most
patients hear technical jargon as nurses, technicians, and
doctors bustle around monitoring lines and reporting various
statistics. Writer Karen Brennan reported visiting her
unconscious daughter in ICU while a team of medical
personnel harvested organs in the next bed. Briefing of
family members by the specialists treating patients is often
hurried and brusque. Few take the time to answer all the
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questions and offer reassurance to the worried faces in the
waiting room.

An Alternative Grand Rounds

I would like to end this work the same way I began it,
with a scene from grand rounds. But this grand round
represents a very different scene from that of Sacks and his
surgeon. Swan. To give this particular scene a context, the
work of Mehl-Madrona should be foregrounded. Like Weil, he
also practices both traditional Western medicine and an
alternative medicine. Mehl-Madrona's Native American
medicine is inspired by his Cherokee grandmother's healing
ceremonies. He believes that mental and physical health are
part of the same state of well-being, a belief organic to
Native American culture long before Western sciences started
"discovering" it.
Four main foci characterize Native American medicine as
this particular doctor practices it: highlighting community
involvement, listening to patients, humility not authority
characterizes the doctor, and patients are encouraged to
confront uncertainty with courage. As I mentioned about my
own experience with Native American healing ceremonies,
community involvement in healing is an important and
necessary aspect of this culture. Like postmodernists, many
Native American cultures believe that we construct our own
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reality, but unlike our Euro-American culture, the emphasis
is less on the individual and more on the community or
tribe. An individual is so much a part of the community that
when an individual becomes ill, the whole community
diminishes because of the sickness. Thus the community as a
whole feels a responsibility to heal one of its integral
members. That individual is not isolated or separate as in
our culture. The community comes together to create a
"shared vision" for the patient (Mehl-Madrona 112). The
belief in the group is that these shared visions create
reality for the community and provide a sort of
"scaffolding" for the healing process (Mehl-Madrona 112).
During the ceremony, then, a new vision of health is created
for the individual, but in the context of a healthy
community as well. Many participants in the ceremonies
report cures, and even though this evidence is anecdotal and
not "scientific," we honor it as valuable, as part of the
local knowledge we are attempting to recover.
The healing ritual, especially in the sweat lodges
involves listening and honesty. Mehl-Madrona says, "During
sweat lodges, people are incredibly honest. I've experienced
few other places where lies are so rarely spoken" (181). The
community and especially the patient express their fears and
deepest feelings. Often these feelings have been repressed
and so are recovered during the healing ceremony. In one
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Native American story when the speaker asks what the
medicine given to him is made of, the spirit answers: "It is
the essence of the unspoken tears. . . . When they are never
spoken, they become bitter. You are given them to drink
because 'like cures like,' and you must know this bitterness
to work with it" (Mehl-Madrona 190). In other words Native
American culture also recognizes that repressed feelings
impact the Immune system and impair its function. The
patient must "know" the bitterness or must let out the
repressed emotions in order to heal or to help the immune
system work at its optimal level.
Letting out such emotions in not enough, though. Those
emotional words and fears need to be heard, need an
audience. Part of that audience is the community, but also
key to the ceremony is the healer or doctor. In Native
American culture, though, the authority of the doctor is
constructed in a very different way from the way Western
culture constructs the authority of the shaman or healer.
Healing is directly tied to humility. "If you ask someone if
he or she is a shaman, the closest you'll get to a positive
response is, 'People say I am'" (Mehl-Madrona 122). One
belief is that if a shaman takes credit for healing, the
spirits that perform the real healing will desert the
person. One revered Apache shaman said, "I'm about as
powerful as a dead chicken" (Mehl-Madrona 122). We have only
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to contrast that view of one's power with the attitudes of
many Western doctors who are often less than humble.
The same Apache medicine man said that the "patient
must do 70 percent of the work of getting well, . . . The
Creator does 20 percent, and I do 10, which is barely worth
mentioning" (122). Once the patient decides to be well, the
medicine person steps in and brings to the healing ceremony
a vision of the person as healthy. This practice sharply
contrasts with the medical pessimism discussed above in
which Western doctors bring to the situation a vision of the
patient as sick or even deceased. The Native American healer
creates with the patient a shared story of a journey in
which the patient, not alone but with the healer and
community, finds the cause and cure of the illness. Thus
with community support and medical optimism not pessimism,
the patient brings out the repressed feelings and fears,
confronts them, and begins a journey toward wellness. This
rhetoric is in sharp contrast with the rhetoric of
traditional Western medicine analyzed earlier in this work.
One more issue must be taken up before we get to our
grand rounds scene, the issue of uncertainty. We have seen
how Western medicine has responded to uncertainty by
constructing rigid and authoritarian structures,
hierarchies, and a vertical rhetoric in which most patients
cannot talk directly to their doctors. Native American

325

tradition works with uncertainty in very different ways,
often through ritual and community support, just like in the
sweat lodge. This tradition also helps patients develop the
courage to confront their fears rather than repress them. As
we saw in Perri Klass' examples of "macho" rhetoric in
medical schools. Western medicine makes no room for the
natural expression of fears. Everyone is expected to act
"macho" in the face of terrible uncertainty, doctors as well
as patients. This construct leaves no room for the normal
feelings human beings have when they must face pain and
fear. These normal, natural feelings have no room for
expression in the present rhetoric. But rhetoric such as
that of Native American cultures can work as a model that
includes the patient's and the community's voices.
Mehl-Madrona and other Native American doctors and
healers do not advocate that we ignore penicillin or other
Western medical products and practices. Like Weil, most
advocate a combination of conventional Western medicine and
alternative medicine. But all agree that the way Western
medical doctors talk to patients needs to be changed. The
rhetoric practiced by doctors and taught directly or
indirectly in medical schools and hospitals can gain much
from Native American medicine.
Based on the assumptions and practices explored in
Mehl-Madrona's combination of Western and Native American
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medicines, we saw how his discourse is radically different
from the Western model. His conduct of grand rounds is also
different. Remember the experience of Sacks in his hospital
room and Swan's silencing him and discounting his knowledge
of his own body, even though he was also a neurologist on
equal standing with the English surgeon. The authoritarian
gesture of Swan's upraised hand to halt Sacks' speech said
volumes about the surgeon's attitude toward patient
knowledge. Mehl-Madrona, on the other hand, conducts a grand
round in the following manner. First, we should note that
his students were also conducting research centered on the
patients that regularly visit the clinic in Sunnyvale,
Stanford's Community Health Center in Palo Alto, California
(139), His students were medical students and residents from
Stanford's School of Medicine.
This particular clinic had a diverse population of
clinic visitors: Hispanic, Korean, Vietnamese, Cambodian,
Laotian, and some African Americans. Many of the clinic's
patients also depended on their own healers in their own
cultures and had constructed their own combinations of
conventional and alternative medicines. The research
questions Mehl-Madrona and his students asked were: "What
did they actually remember from their visits to the clinic
and What treatments did they actually follow" (140)? The
students and Mehl-Madrona visited clinic patients in their
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homes. On this particular day, they climbed narrow, rickety
steps to reach a garage loft in the Sunnyvale barrio. There
Mrs. Machido, a seventy-year-old Hispanic woman, lived with
her two granddaughters. She had not returned to the clinic
for her follow-up visit, where she had been treated for
bacterial pneumonia.
One medical student began the interview with Mrs.
Machido to determine why she hadn't returned. The
interviewer was not very skilled and seemed to alienate the
patient. Mehl-Madrona quickly jumped in and said, "We're not
here to lecture you about keeping appointments. These are
medical students from Palo Alto. We're trying to learn how
to listen to people. When someone comes to the clinic and
doesn't come back, we wonder why. If we can find out, maybe
we can be better doctors" (140). Even though in response to
these words Mrs. Machido protested that she didn't know what
to tell them, the fear disappeared from her face, and she
clearly was pleased that for once doctors are consulting her
knowledge about her own condition (Mehl-Madrona 141).
Mrs. Machido then told the story of her visit to the
clinic where she had been examined and given pills
(antibiotics) to treat her illness. She did not feel that
the pills would help her. After her visit to the clinic, she
consulted a curandera, a woman healer in the Hispanic
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cultural tradition. The curandera. Mama Barbosa, conducted a
healing ceremony and also gave her patient an herbal remedy
to drink. During the telling of the story one of MehlMadrona's medical students piped up with a rather
disrespectful question. The Native American doctor quickly
spoke up to reassure the woman that he valued her
information and wanted to hear more, showing his student how
to talk to a patient from a different culture without
silencing her with his own skepticism.
The patient went on to describe in detail her healing
ceremony and experience. Mehl-Madrona says he wanted his
students to "understand the sacred trust involved in
doctoring" (143). He also wanted them to "learn that illness
is a major life experience, and like any such experience, it
must be handled gently. People are as open to being
traumatized in these moments as they are to transcending
illness and being healed" (143). This sensitivity that MehlMadrona teaches his students varies 180 degrees from the
attitude that Mr. Swan, the English surgeon, taught his
students during grand rounds in Sacks' room. He showed them
how to act with the patient and how to question her. He
modeled soliciting and listening respectfully to her story.
Mehl-Madrona used a rhetoric of healing. He, too, was
unprepared for the amazing ending of her story.
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Obviously, Mrs. Machido was no longer suffering from
bacterial pneumonia, a disease especially dangerous and even
life threatening for older people. When they had reached her
loft apartment, she was busy cooking for her granddaughters
and talked about shopping for the food that morning.
Clearly, she was fully recovered and vigorous. The medical
student's last question was why she had not returned to the
clinic. She answered that she didn't have the heart to tell
the nice young man who prescribed the antibiotics to her
that she hadn't taken any of them. She didn't want to
disappoint him or hurt his feelings. "'Children,' she
explained, 'no one did nothing wrong. I just didn't have the
heart to tell that nice young man I didn't take his pills.
They seemed so important to him'" (143). Mrs. Machido
recovered from scientifically documented (x-rays and
cultures) bacterial pneumonia without antibiotics. MehlMadrona not only gave his students lessons in how to talk to
patients and value patient knowledge, but also gave them an
alternative medical practice to think about, one not taught
in medical schools.

Conclusion

We have come full circle from the first grand rounds to
the last grand rounds. Mehl-Madrona's rhetoric sounded
radically different from the rhetoric Swan used in chapter
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1. For many reasons we cannot here construct the actual
rhetoric of healing. We can only point towards it. A
rhetoric of healing needs many voices, not just my own, but
most importantly, every rhetoric of healing must be
constructed to include the voice of the patient.
We have pointed to scientific evidence that now
recognizes the connection between mind and body, yet in
medical schools students are still taught under the
assumption of the Cartesian mind/body dualism. A rhetoric of
healing would be based on the assumption that how we talk to
patients produces certain emotions that enhance their
healing ability. Because our Western cultural ideas have
constructed and continue to dominate the way doctors talk to
patients, we need to get outside of our culture and the male
gender to examine carefully these interactions in other
cultures and genders. We have begun the task here, by
examining briefly feminist views of the body and non-Western
medicines, especially Native American medicine, but also
Chinese and Hispanic medicine. Because of our country's rich
cultural mix, we are especially well situated to recover
such lore along with the voices of patients.
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