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Foreword

Knowing the Stories by Which We Know

ARTHUR W. FRANK

Not so very long ago I had the opportunity to organize a small invitational conference that brought together colleagues who taught health humanities in the six Ontario medical schools and leaders in the field. At that time, medical schools had been mandated to teach some version of humanities, but teaching resources were scattered among Web sites and journals. This volume collects what was diffuse, thus showing the breadth of expertise that now exists in teaching health humanities, both in medical schools and undergraduate programs. The book is collegial: teachers tell us what has worked for their classes, offering experienced guidance but inviting further diversity and innovation.

The momentum of health humanities is one response to a time of turbulence in healthcare and uncertainty about who professionals are going to be. The proliferation of medical technologies—diagnostic technologies, treatment technologies, and algorithms specifying in increasing detail of counts as “best practice”—make the practice of medicine an increasingly impersonal work. Numerous critiques analyze these changes,1 but let me recall a moment after I had given a visiting lecture at an American university. When questions were invited from the audience, a young man rose to thank me. He identified himself as completing medical subspecialty training in an urban hospital nearby.

This physician then told us about the tyranny of the computer screen in his examination room that prompts everything he does: what his next question should be, which tests he should order, what referral he should make. He not so much described the three-way tension between himself, the computer, and his patient as he enacted that tension. His voice rose in pitch and his words came faster as he reached the climax of his story: “and the fields are auto-populating,” he said with desperation. He was losing the contest against the computer usurping his role as the attending physician. As he told this story, I watched the faces of undergraduate premed students in the audience. He had shown them, in a couple of minutes, far more than my longer lecture had managed to get across.

Coming to grips with testimony like that, it helps to hear it as a retelling of an old story. In this case, what I saw in my imagination was Mickey Mouse in The Sorcerer’s Apprentice from Walt Disney’s classic film Fantasia. The apprentice, having cast a spell on a broom to make it carry water for him, finds himself drowning as the broom carries more and more water and the spell cannot be reversed. Just in time, the sorcerer returns and sets things back in order. How is that a parable of contemporary medicine? And how is that movement from testimony to story a small example of how medical humanities can be useful in confronting the problems that clinicians and patients face?

I find it useful to imagine clinical encounters as three levels of story-making and storytelling, each level acting back on the other two, changing them. One level is the story that is being enacted in the present moment, as each character in the story responds to his or her perception of the needs of that moment. Call this the enacted story, although it’s still a proto-story while the action continues. Only later will what happened be recalled as a story that can be told to oneself and to others, and that’s the second level. Call it the recollected story—that is, selected bits of what happened brought together and arranged into a story that the teller can construct and that listeners find intelligible. It can also be called the testimonial story.

The third level involves making sense of the recollected story by setting it in the context of other stories, which is what I do when I invoke The Sorcerer’s Apprentice as a way of understanding the physician’s testimonial story. We humans use stories to make sense of stories; familiar stories sort out the new story. In language I find useful, the familiar stories help to place a new story in our inner library of stories, and crucially, we know a story—we understand its significance—according to where that story fits in our inner library of stories.2 The physician’s story of his auto-populating computer screen becomes workable for me, rather than simply overpowering me, when I recognize it as a variant of the sorcerer’s-apprentice type of tale. That physician’s specific problem thus becomes part of a generalizable human dilemma; it has a history, and others have struggled with it. I can call upon those others as allies as I consider how I should respond. We can call this third level of storytelling the reference story or finding a like-story, a story that is like the recollected story.

A first lesson emerges. The more stories you know, the better sense you can make of new stories you hear. That should hardly be surprising. But its implications are seldom taken seriously enough, especially in education. A second implication is that the stories you know affect what you call your experience, and what significance you attribute to experiences.

What also emerges from thinking about these three levels of storytelling are questions that complement—they work alongside—the interpretive paradigm proposed by Rita Charon and put to work with wonderful lucidity by Catherine Belling in her chapter in this volume. In briefest form, my complementary questions are:

•As I move from my participation in the enacted story to my own recollected story, who am I casting to play what sort of character (hero, antagonist, victim, helper, clown) in what sort of plot (family drama, clinical mystery, personal and familial tragedy, comedy of errors, oppression narrative, resilience or resistance narrative, and so on and on)?

•What other stories are other participants telling as their recollected stories? What type of narrative do they understand the plot to be, and how have they cast various characters? In particular, what character type have they cast me to be in their preferred story?

•Whose story conflicts with who else’s story? Who has what resources to assert his or her story as the privileged account?

•On what basis are different participants—including myself—committed to their respective version of the recollected story? What grounds that commitment—often more stories—and how absolute is it?

•What reference story or like-story helps me, and might help others, in reflecting on how their recollected story is affecting their sense of what can be done in the evolving enacted story?

•How could a different recollected story be told if a different like-story were taken as the reference point for understanding what’s going on? For example, going back to the young physician who offered the intervention following my lecture, maybe instead of a sorcerer’s-apprentice narrative, he understands his story as a Cinderella narrative about the entitled daughter of a wealthy merchant who suddenly finds herself forced to do all the dirty work and is unable to go to the prince’s ball until she has finished an unfinishable amount of this dirty work. Casting his enacted story as that narrative type shifts the sense of what can be done, what ought to be done, and where to look for solutions.

These questions suggest what seems crucial to health humanities but often receives too little consideration, which is the move from classroom interpretation to clinical practice. That movement depends on another question that may be the most important of all. The assumption behind the question is that in any scene or situation, participants, including me, are more or less committed to a more or less coherent casting and emplotting of what’s happening as a type of narrative. The question is: Is this story getting in our way, obstructing us, or is it helping us to move on? And then: Specifying one aspect of moving-on, does the story induce cooperation among its characters? Does it build alliances, or does it set people at odds with each other? Stories generally do both, building alliances among some people, and setting up oppositions against others.

My three levels of storytelling and their attendant questions are framed in terms of life as it’s lived, so-called real life. I share the foundational belief of this volume’s authors that fiction prepares humans to live their real lives. By studying how a narrator’s voice spins the story, by questioning why I as reader accept the perspective of the narrator, who may or may not be the story’s protagonist, I learn how I narrate my own life. With training, I may become a more reflective narrator of my life, which strikes me as the core goal of medical humanities, although it’s readily generalized beyond the clinic. Sooner than later, ill people need this training as much as clinicians need it, or else each has a much harder road to travel.

But I want to press the argument beyond fiction as preparation. If my idea of reference stories has any validity—if humans need familiar stories to make sense of new stories—and if experience is always a recollected story, then fictions are an integral part of what constitutes our sense of what is real in our lives. The boundary blurs between real life and life in fictional worlds; the two become symbiotic. Most of the chapters in this book don’t press the case for fiction that far, but I would, and my sense of fiction is far more expansive than literary fiction.

Finally, as I wrote some time ago and still believe, stories are built on tensions between what people desire, including fantasies of what they think can heal their lives, and what they fear, including what they tacitly believe would destroy the value of their lives.3 Some desires are inspirational and others are delusional. Some fears are self-fulfilling prophecies of entrapment and others are realistic cautions. Stories can rescue us from incoherence and they can lead us to destructive violence. When the stakes are highest—as in serious illness—we had better understand what sort of narrative we are framing our actions within. The humanities are all about knowing a lot of stories, and thus coming to recognize options in how to narrate what we will then call experience. If physicians are to be more than the wet-ware interface between computer screens and patients, if they are to be guides, witnesses, and companions to people who suffer illness and disability, then they need the humanities. This book is a fine place to start.

ARTHUR W. FRANK is professor emeritus at the University of Calgary, Canada, and Professor II at VID Specialized University, Oslo, Norway. He is the author of several books, including The Wounded Storyteller (1995; second edition, 2013) and Letting Stories Breathe (2010). He is a Fellow of the Royal Society of Canada and winner of the 2016 Lifetime Achievement Award from the Canadian Bioethics Society.

NOTES

1.Two key examples are: Verghese, “Culture Shock—Patient as Icon, Icon as Patient,” 2748–51; and Hartzland and Groopman, “Medical Taylorism,” 106–8. See also Piemonte, Afflicted.

2.Frank, Letting Stories Breathe.

3.Frank, “Asking the Right Question About Pain,” 209–25.





From Reading to Healing

An Introduction from the Clinical Perspective

SUSAN STAGNO

How to teach trainees about professionalism? This is an age-old question for medical educators—perhaps simple to answer but hard to actually do. The easy answer is a variation of the age-old mantra in education: “See one, don’t do one, teach how to do it differently.”

There are several traditional ways to teach about professionalism. Some training programs have didactic lectures on this issue. These typically focus on principle-based ethics and “rules” about professionalism. “Do this. Don’t do that.” Most educators and students will agree that lecturing about this topic has some (but limited) value. Applying concrete, principle-based concepts in an ambiguous, sometimes abstract world is difficult.

Another, more useful approach is recognizing and remediating professionalism lapses in medical students, residents, or other trainees, understanding that we must see such events as a developmental and educational opportunity. Students, residents, or other trainees—anyone involved in the care of patients—can come up against a situation or dilemma that taxes one’s limits, creates a scenario that exposes one’s vulnerabilities, or simply presents a circumstance in which the individual does not or cannot respond appropriately. When these situations occur, particularly in training, it becomes a “teachable moment”—deconstructing what happened, why it happened, and how to prevent it from happening in the future. Critical to this process is developing a sense of ownership of what happened and learning and growing from it—not being judged for it (unless, of course, it is so egregious as to be untenable and must result, either for legal or moral reasons, in some definitive sanction). The drawback with this teaching option is that, in the course of training as a student or resident, issues that a given trainee might benefit from learning more about may not arise, resulting in a missed opportunity to learn from and about important professionalism concepts during a time when they can be addressed or remediated.

Another is use of role models—“good” and “bad”—but this approach is inherently risky. While it is easy to applaud doctors with great skills in the patient-physician relationship and who are adept at handling ethically challenging situations, translating these skills and traits we see in such doctors to our learners is challenging. And it’s fairly common for learners to describe behaviors seen in the clinical or other learning environments that they regard as “unprofessional.” But calling these out, processing them, and learning from them is not always practical. People in training simply are not going to directly challenge what they perceive as unprofessional behavior with those who are in the position of assessing or grading them, or those who are in authority. Having a safe space to talk about these incidents is one option for teaching, and a useful one, but once again, it is limited because we generally hear about the situation or behavior from a singular perspective and do not have the benefit of hearing from the person who is identified as demonstrating the unprofessional behavior, nor from others in the clinical or learning space—the patient, the family, other members of the healthcare team. It may well have been that the person who the learner felt displayed unprofessional behavior had a good reason for doing or saying what he or she did, and the limitations of the learning situation do not allow the issue to be put in context.

So what if we were able to present role models in written form, in short stories, poetry, novels, film and theater, graphic novels, memoirs by patients and healthcare professionals? These sources of role models exemplify the nuances of the medical encounter in ways that provide wonderful opportunities to engage the moral imaginations of the learners and teachers alike. I’ve become increasingly impressed and convinced at the “power of stories” through the use of narrative medicine, narrative ethics, and the clinical work that I do as a psychiatrist. It can teach, heal, and enlighten; encourage the development of empathy; help healthcare providers “be with suffering” and appreciate who their patients are, not just what disease they have. Stories help us deal with chaos, ambiguity, and complexity. These concepts are important in the learning of and teaching about professionalism because professionalism is so much more than following the rules, being nice, or reciting principle-based ethical concepts. The role of literature and narrative in teaching about professionalism provides opportunity to truly delve into values, virtues, and contexts, allowing for self-reflection and development of what has been described as “narrative competence,” which is defined as “the ability to adopt others’ perspectives, to follow a narrative thread of complex and chaotic stories, to tolerate ambiguity and to recognize the multiple, often contradictory meanings of events that befall human beings.”1 Readers of the literature can quite easily, I have found, put themselves in the situation of characters in the story, whether they are the doctor or others, even if the story is set in distant Siberia more than one hundred years ago. And being immersed in that situation, while also hearing the perspectives of other learners who might see the situation quite differently, they can be curious, question, evaluate, react emotionally—any of a variety of responses—and explore the margins of what it means to be a doctor, nurse, healthcare professional, or just a human being.

The call we put out inviting submissions for this volume to our health humanities and medical educator colleagues asked simply for ways in which they use literature or narrative to teach about professionalism in healthcare. We elected not to define professionalism for them but rather allow them to tell us ways in which use of literature can be useful in addressing the many aspects of professionalism—from developing a professional identity as a healthcare provider to applying concrete ethical rules to abstract and ambiguous patient care situations and everything in between. This provided a wonderful spectrum of ways in which professionalism can be defined and, therefore, taught. The old quotation by Supreme Court Justice Potter Stewart, when asked to define pornography—“I can’t define it, but I’ll know it when I see it”—has often been borrowed in attempting to define professionalism. It comes in many forms—behaviors, attitudes, virtues, communication skills. One thing we are quite sure of is that organizations overseeing medical education writ large is that there is an expectation to both teach it and assess it. We offer, through this volume, a variety of lenses through which professionalism can be seen and taught to learners ranging across the spectrum of students to practitioners, and while focusing primarily on medicine (those becoming or being doctors), it is easy to apply these pedagogical approaches in many different educational settings. We hope those who use this volume to help educate their learners about professionalism will enjoy the many approaches, different perspectives, and interesting “takes” on the issue of professionalism.

NOTE

1.Hunter, Charon, and Coulehan, “The Study of Literature in Medical Education,” 788.






From Reading to Healing

An Introduction from a Health Humanities Perspective

MICHAEL BLACKIE

My experience teaching medical students began about five years ago. Until that time, I had spent most of my professional life teaching health humanities courses to undergraduate students at liberal arts institutions. In that capacity, I mentored numerous students who aspired to be physicians. Although many of them would go on to medical school, just as many ended up choosing different career paths, often because the competitive nature of the admissions process kept them from becoming physicians. They had big hearts, but not the analytical skills medical education requires. Since becoming a medical educator, I have observed repeatedly the opposite phenomenon in many of my students—that is, they possess the necessary smarts to succeed academically, but seem to resist the importance of engaging their hearts in the development of their professional identities. Discussions with other medical and health professions educators, reviews of the pertinent literature, and my own experiences in teaching students across all four years of medical school have made clear to me what many of my senior colleagues already understood: teaching professionalism to medical students turns them off.

Although the reasons for students’ resistance to efforts to teach them about professionalism—the “P” word—are varied and complex and require more exploration than I have room for in this introduction, two explanations are of particular relevance for this anthology. First, the expectation that medical students will behave in a professional manner throughout the four years of their education becomes frustratingly problematic when they witness contradictory behavior in their mentors in clinical settings. Second, the vehicles for teaching about professionalism are often humanities-type lectures, electives, or modules that are tacked onto the formal science curriculum; these efforts have a marginalized status from the beginning, which suggests to students that their content is of little value.

In his article, “Written Role Models in Professionalism Education,” Jack Coulehan addresses these concerns when he writes, “the current emphasis on teaching and evaluating professionalism in clinical education risks failure because of the large gap between explicit professional ideals and today’s culture of medical education. For professionalism curricula to be successful, they must be narrative-based, rather than rule-based.”1 For Coulehan, and for many of the educators whose pedagogical pieces appear in this volume, an exploration of narrative, especially in literature, offers better preparation for the demands of maintaining standards of professionalism than approaches that rely solely on rules and checklists. Checklists certainly have a place in medicine. Atul Gwande’s The Checklist Manifesto: How to Get Things Right provides a persuasive model for using them effectively in the practical applications of medical science in order to ensure patient safety. But the abstract concepts most often associated with professionalism—altruism, duty, truthfulness, and empathy, to name a few—do not lend themselves to single, observable actions to be checked off as achieved. Rather, these concepts speak to ways of being—of professing—in the practice of medicine, especially when faced with situations rife with ambiguity. For example, educators have noted an association between an intolerance of ambiguity and declines in medical students’ attitudes toward underserved, geriatric, alcoholic, and chronic-pain patients.2 Such intolerance for ambiguity challenges professionalism at its core. Providing students with opportunities to engage with ambiguity in literary representations during their education prepares them for its appearance in clinical and other healthcare settings.

Literature-based humanities courses deliberately court ambiguity; that is one of their primary duties, as scholars and educators have argued since the introduction of the humanities in medical education in the 1970s. One of the earliest advocates of literature in medical education, Joanne Trautmann, recalls a “much-respected medical colleague” of hers “who frequently says that the most essential characteristic of a good doctor is a tolerance for ambiguity, for coming to conclusions when the data are incomplete or capable of being interpreted variously.”3 The same colleague bemoans the fact that this essential characteristic is one “we know very little about educating for.”4 Trautmann agrees with her colleague’s first point, but insists that the second “is just not so.”5 As support for her claim, she provides the following:


Humanists know a good deal about ambiguity. Literature in particular thrives on it, and cannot be properly read unless one knows how to look for it, cannot be properly enjoyed unless one knows how to tolerate it. In short, to teach a student to read, in the fullest sense, is to help train him or her medically. To ask the medical student what is being said here—not at all an easy question when one must look at words in their personal and social contexts and when several things are being said at once—is to prepare him or her for the doctor-patient encounter.6



Trautmann speaks to goals of this volume—engaging hearts and minds of future healthcare providers—to inspire in them the tenets of professionalism. More specifically, Trautmann refers to “the hope that reading literature can enlarge a medical student’s capacity for compassion and empathy.”7

Literature teaches us to use our imaginations, what Trautmann regards as one of our higher faculties, for the purpose of thinking and feeling “in a visionary way.”8 I would argue that every chapter in this volume encourages the educators who read them to use literature, and in some cases film, to teach students how to draw from their imaginations. As Trautmann puts it, “Imagination is a sort of leap, and many adults will not leap simply because we’re asked to. It’s too risky. We may look silly. But through literature there is the possibility, at least, that we can exercise and improve our leaping technique.”9 The qualities associated with professionalism, especially those that challenge health professionals to recognize perspectives and lived experiences different from their own, require leaps of imagination. The different exercises and course designs represented in this collection offer educators rich and varied exercises for practicing how to leap.

We have organized From Reading to Healing around some of the most challenging concepts that are relevant to professionalism in medicine and other health professions. In addition to the introductory essays by Susan and myself, we have included a section titled, “Key Texts,” which features previously published material that speaks to or demonstrates the importance of the humanities, especially close reading, in ethical and professional development. In the “Ethics of Reading: Close Encounters,” literary theorist Jane Gallop ardently argues for the value of reading closely, of paying attention to what a text is saying, before beginning to interpret it. Paying attention to what is actually being said—in a story or in a physician’s office—fosters close listening, surely a valuable skill in developing qualities essential to professionalism. In “Medicine and the Silent Oracle: An Exercise in Uncertainty,” Catherine Belling offers educators an instructive classroom exercise that draws on close reading in order to explore how unsettling ambiguity can be for healthcare professionals. The influence of Rita Charon’s narrative medicine is remarkably evident in many of our contributors’ pieces. So pervasive has her influence been that narrative medicine has come for many to represent the field of medical/health humanities, which is why we have included two articles that historically situate the use of creative literature in medical education: Joanne Trautmann’s “The Wonders of Literature in Medical Education” and Robert Coles’s “Occasional Notes: Medical Ethics and Living a Life.” Both published in the 1970s, these foundational articles lay out an approach to medical education and professional development that we believe our contemporaries would benefit from reading.

We follow this introductory material with parts on “Boundaries,” “Empathy and Respect,” “Authority and Duty,” “Stigma,” and “Truth-Telling and Communication.” Each of the original pedagogical exercises in these parts uses different genres of literature as a starting point for exploring professionalism with students in medical and health professions. When possible, we have reprinted these short stories, novellas, and poems. All of these pieces will contribute valuable lessons to existing heath humanities curricula or as stand-alone exercises at institutions where such offerings are constrained by time and space. We conclude the collection with “Disorderly Conduct: Calling Out the Hidden Curriculum(s) of Professionalism,” by Delese Wear, Joseph Zarconi, and Rebecca Garden, another previously published article that offers important cautionary words about teaching professionalism. The articles and exercises that comprise From Reading to Healing present different and even opposing approaches to teaching professionalism; taken collectively, they offer guidance and inspiration for reaching that goal.

NOTES

1.Coulehan, “Written Role Models in Professionalism Education,” 106.

2.Wayne et al., “The Association between Intolerance of Ambiguity and Decline in Medical Students’ Attitudes Toward the Underserved,” 877–82; Norton, “Measurement of Ambiguity Tolerance,” 522–34; Geller et al., “Tolerance for Ambiguity Among Medical Students,” 619–24.

3.Trautmann, “The Wonders of Literature in Medical Education,” 36.

4.Trautmann, “The Wonders of Literature in Medical Education,” 36.

5.Trautmann, “The Wonders of Literature in Medical Education,” 36.

6.Trautmann, “The Wonders of Literature in Medical Education,” 36.

7.Trautmann, “The Wonders of Literature in Medical Education,” 40.

8.Trautmann, “The Wonders of Literature in Medical Education,” 40.

9.Trautmann, “The Wonders of Literature in Medical Education,” 40.





PART I

The Humanities in Medical Education
Some Key Texts






Why Analyze a Sonnet?

Avoiding Presumption through Close Reading

DEVON MADON

In the first session of my Introduction to Shakespeare course, I always teach one of Shakespeare’s best-known sonnets: Sonnet 130, “My mistress’ eyes are nothing like the sun.” I open with this sonnet because students frequently think that they know what the poem is about. When I ask the class, someone will usually give me the most common misreading of the sonnet: the speaker tells his mistress that she does not look like other women, but he loves her all the same. Rather than dismissing this reading, I ask many questions. How did you reach this conclusion? What do you already know about Shakespeare that leads you to this conclusion? What do you know about sonnets? I explain that this type of reading, which asks the reader to focus on “the main idea,” is something that we have all been trained to do. We project what we already know about a text onto our reading of that text.

Then I switch gears. I ask them to read Jane Gallop’s article, “The Ethics of Reading.” This ten-page article can either be assigned to be read at home or can easily be read in class. Its conversational tone and vocabulary makes it appropriate for students at diverse levels. We discuss the article, focusing specifically on Gallop’s thesis about the problematic assumptions that readers bring to their reading. She claims, “Most of the time most people read not what is in front of them but what they expect to find in front of them.”1 My students usually have many expectations about Shakespeare, about sonnets, and about the purpose of poetry. Their projections can be very useful. However, they can also be limiting. As Gallop explains, projection allows us only to find what we already know. It limits the extent to which we allow a text to surprise us. Gallop urges her readers fight these prejudgments through a practice of close reading, a reading that encourages slowing down, letting go of projections, and focusing on each individual word. According to Gallop, “Unlike customary reading, close reading is a method to help the student notice what does not conform to her stereotypes.”2

Since we expect Sonnet 130 to be a love poem, we read it as a love poem. When we go back and practice a close reading of the text as a class, stripping away our presumptions and analyzing the meaning and significance of every single word in that sonnet, we can come to understand the poem differently. After completing the close reading exercise, my students usually find that the poem is not about “the mistress” at all, but is about the absurdity of the analogies that are so often used in poetry.

Why does the ability to analyze a four-hundred-year-old poem matter to the student who is interested in using literature to improve professionalism? What does this lesson teach a medical student about how to interact with patients?

To answer this, I again quote Jane Gallop. She claims:


I believe it is our ethical obligation to fight against our tendency to project our preconceptions, that it is our ethical duty to attempt to hear what someone else is really saying. Ultimately, close reading is not just a way of reading but a way of listening. It can help us not just to read what is on the page, but to hear what a person really said. Close reading can train us to hear other people. In fact, I would argue that that is the most important benefit of close reading.3



Too often, especially in classes featuring texts by Shakespeare, students either come in thinking, “Shakespeare is a great writer,” or “Shakespeare is a dead white man from the seventeenth century who wrote racist, misogynistic texts.” Or, if the course is offered at a medical or health-professions school, that Shakespeare is not relevant. Gallop discusses the danger of these assumptions. “Either we assume a book is great, wise, admirable, and read it lovingly looking for instances of its wisdom, ignoring those things that seem wrong or off to us. Or we assume a book is bad, stupid, dangerous, and read it aggressively looking for examples of its stupidity, ignoring those things that we might actually like or agree with.”4 What we don’t do enough is look at what the words on the page actually say, rather than what we expect it to say.

It is much easier for us to “closely read” (going back over each and every word to make sure that we are really understanding what the text says rather than what we assume it says) than it is for us to “closely listen.” However, the skills are transferable. Learning to dignify the words of the authors can lead to a habit of slowing down and attending to the words we hear in conversation. If we can strip ourselves of presumptions when we read, we can become more aware of the presumptions we bring to conversations. “Close listening,” like “close reading,” allows us to avoid our inadvertent yet dangerous tendency to force our patients’ words into false, prescripted narratives.

NOTES

1.Gallop, “The Ethics of Reading,” 10.

2.Gallop, “The Ethics of Reading,” 14.

3.Gallop, “The Ethics of Reading,” 12.

4.Gallop, “The Ethics of Reading,” 16.





The Ethics of Reading

Close Encounters

JANE GALLOP

No matter what course I’m teaching, I always teach the same thing—close reading. I teach a range of different courses: Women’s Studies, Freud, Literary Theory, Feminist Theory, Deconstruction. We read a range of different texts: Virginia Woolf’s A Room of One’s Own, Sigmund Freud’s Interpretation of Dreams, Jacques Derrida’s Of Grammatology, Alice Walker’s In Search of Our Mothers’ Gardens, Freud’s Three Essays on a Theory of Sexuality. The books cover a wide range of topics: art, race, literature, sex, discrimination against women. No matter the text, no matter the topic, I always teach the same thing—close reading.

You might notice that none of the books I mentioned, none of the courses, are, properly speaking, literature. In the courses I teach, we don’t read poetry, drama, or fiction; we read nonfiction prose, stuff that could be loosely called theory. I work in an English department, and all the courses I offer are English courses. For me, what makes them English courses are not the books we read, but the way we read the books we read. Sometimes I think I could teach any text in an English course, because what matters to me, what makes me sure I’m teaching English, is how we read. In my English classes, I call the way we read “close reading.”

I usually tell my students that “close reading” means looking at what is actually on the page, reading the text itself, rather than some idea “behind the text.” It means noticing things in the writing, things in the writing that stand out. To give you some idea of what this means, I’ve made up a list of five sorts of things that a close reading might typically notice: (1) unusual vocabulary, words that surprise either because they are unfamiliar or because they seem to belong to a different context; (2) words that seem unnecessarily repeated, as if the word keeps insisting on being written; (3) images or metaphors, especially ones that are used repeatedly and are somewhat surprising given the context; (4) what is in italics or parentheses; and (5) footnotes that seem too long. This list is far from complete—in fact, no complete list is possible—but the list is meant to begin to give you an idea of what sorts of things we notice when we’re doing close reading.

What all five of my examples have in common is that they are minor elements in the text; they are not main ideas. In fact, your usual practice of reading which focuses on main ideas would dismiss them all as marginal or trivial. Another thing they have in common is that, although they are minor, they are nonetheless conspicuous, eye-catching: they are either surprising or repeated, set off from the text or too long. Close reading pays attention to elements in the text which, although marginal, are nonetheless emphatic, prominent—elements in the text which ought to be quietly subordinate to the main idea, but which textually call attention to themselves.

Most of you have been educated to ignore such elements. You have been taught to seek out and identify the main ideas, dismissing the trivial as you go. This has had to be trained into you: read to a young child sometime, you will notice she has the annoying habit of interrupting the flow of the story to draw attention to some minor thing. Close reading resembles the interruptions of that child. It is a method of undoing the training that keeps us to the straight and narrow path of main ideas. It is a way of learning not to disregard those features of the text that attract our attention, but are not principal ideas.

My third example above—images or metaphors—recalls one of the most classic sorts of reading done in college English classes, the image study. For generations now, students have learned in English classes to find the images in a work of literature and think about those images as a way of enhancing their understanding of the text. This might help you see why close reading would belong in an English class, how it connects to what is traditionally taught in English classes.

Traditionally, however, we have been taught to do image studies of literary texts, whereas in my classes we study the images in expository prose. You might say that I am taking the sort of reading developed as a way to more fully appreciate literature and applying it to a wider range of texts. You could describe the sort of close reading of all texts that I teach as a generalizing of literary reading so that, rather than a way to read a particular kind of text, it becomes a particular way to read all texts.

Students often tell me that my class has changed the way they read everything: newspapers, travel brochures, signs in shop windows. Their tone is frequently that of complaint (“your class is ruining me, making me hyperaware where once things went without saying”). But it is that special kind of complaint which carries a lot of pride. I hear such complaints as the most common evidence of what I call “education”—that is, when a student encounters something in class that affects the way she lives in the world. It makes sense to me that the experience of having learned something, of being in some way changed by that learning, would be expressed with this peculiar combination of resentment and pride (“Your class has contaminated all my reading”).

In explaining what I mean by close reading, I often tell my students to read NOT what SHOULD BE on the page but what is. Over the years since first learning to read, we acquire the habit of reading what we think OUGHT TO be there rather than what actually is. You can test this by seeing how few people notice small typographical errors, how difficult in fact it is for people to catch all the typos in a text. (Even a text proofread by several people will generally still have a couple of errors.) The problem is that people automatically correct what they’re seeing without being conscious of it. So to ask people to read what is actually on the page, is to ask people to alter this pattern of automatic correction, to learn to become conscious of what they usually remain unconscious of, what is actually on the page.

This pattern of reading what ought to be there rather than what is can most easily be seen in relation to typos. While close reading is not primarily about noticing typographical errors, that is a useful side effect. Students trained in close reading generally become very good at catching typos. Even in this day of spell-check programs, this is still helpful, since the best spell-checker cannot catch typos that turn words into different words.

A more substantial benefit of close reading is the effect it can have upon the student’s reading of her own writing. When we read our own writing, we are even more than usually prey to reading what ought to be there rather than what is. Often we don’t notice that we’ve actually left words out or used words that don’t mean what we mean or not explained something in a way anyone could follow. And that’s because we know what ought to be there: we know what we were trying to say, and we read, not what we actually managed to get down on paper, but what we were trying to say.

More often than not, when I’m talking with a student about his paper, I find we’re talking about two different objects. He is talking about the paper he thinks he wrote, which is the one he intended to write; I am talking about the paper he actually wrote. As a result, if I don’t think the paper is very good, he thinks it means that I don’t think his ideas are good, whereas in fact I am critical because I can’t tell very well what his ideas are. When he reads his paper, he sees his ideas; when I read his paper, I see his words, which unfortunately don’t manage to convey his ideas.

A student trained to close read would be more likely to read what she actually wrote. And thus she would be more able to see how it differs from what she intended to write. Practically, that means she would be better equipped to revise her writing, to make it correspond more closely to her intention. That close reading can help students write better is another reason it belongs in an English class. Besides teaching students to read better, the other central task of English is teaching students to write better.

Helping students write better is a substantial benefit and argues strongly for the value of close reading. But it is not actually the argument I want to make here. I have bigger fish to fry.

While a world that writes better is a world I’d certainly like to see, the sort of improvement in writing we’re talking about is merely instrumental. Whatever thought a student might have, close reading will help him express it more clearly. As a teacher of writing, that is my simple, though by no means easy, goal. But as a teacher, I would not only like my students to become technically more proficient; I have more ambitious goals.

While I pride myself on my ability to get students to write better, regardless of what they want to say, I want to resist the instrumentalism that would turn the teaching of English into the mere transmission of some amoral technical ability. Close reading can make students write better, but as much as I value good writing, that is simply not enough.

If we only read things written by ourselves, close reading wouldn’t be very important. It is when we read things written by others that we begin to grasp the real value of close reading.

In concentrating on how close reading is useful in getting us to see the faults in our own writing, we focus on the difference between what we actually write and what we intend to write. And as good as it is to learn to hear what we actually say, as opposed to what we thought we said, in such a situation we generally have the advantage of knowing our intentions, even when we’re not very adept at expressing them.

When we read our own writing, we tend to see, not what we actually wrote, but what we intended to write—that is, we read not the words on the page, but our thoughts. Likewise, I’m sorry to say, when we read what someone else wrote, we tend to see, not what he actually wrote, but what we think he would have written. Once again rather than seeing what is there in front of us, we see our thoughts.

Whereas in reading our own writing, we merely fail to see our own inadequate expression, in reading the writing of others, our failure is much more serious: we read our own ideas in place of what the other person has written. There’s a technical term for this: it’s called projection. Rather than read what the other person has actually written, we project onto the page what we think he would have written.

It’s amazing how much reading is really projection. In fact, I would say that most of the time most people read not what is in front of them but what they expect to find in front of them.

Often the difference doesn’t matter that much. Often what is in front of us is pretty similar to what we expect to find. A letter from Mom is generally similar to previous letters from Mom; this week’s People magazine is very much like last week’s; a novel by Jane Austen is very much like other Austen novels; one Harlequin romance is pretty much like another; a comedy by Shakespeare has the same structure as other comedies; one neo-conservative attack on “political correctness” resembles another; a feminist critique of pornography is likely to say what we expect it to say.

Those things which conform to our expectations are things which resemble what we have read before, things where we have learned what to expect. English teachers call this similarity “genre.” Writings in the same genre will follow the same pattern; experienced readers of the genre will learn the pattern and know by and large what is coming. This is, of course, too simplistic. While the new Harlequin romance will mainly conform to the genre, it probably will have a few surprising details.

Rare is the text that does not, to some extent, belong to a genre; even texts which seem shockingly original often participate unwittingly in familiar patterns. Equally rare is the text which completely follows the rules of a genre: even the most conventional will usually display some individual expressivity, some originality in its details. A text generally engages the expectations of genre and also varies from or even breaks those expectations, combining the surprising and the familiar.

When the reader concentrates on the familiar, she is reassured that what she already knows is sufficient in relation to this new book. Focusing on the surprising, on the other hand, would mean giving up the comfort of the familiar, of the already-known for the sake of learning, of encountering something new, something she didn’t already know.

In fact, this all has to do with learning. Learning is very difficult; it takes a lot of effort. It is of course much easier if once we learn something we can apply what we have learned again and again. It is much more difficult if every time we confront something new, we have to learn something new.

Reading what one expects to find means finding what one already knows. Learning, on the other hand, means coming to know something one did not know before. Projecting is the opposite of learning. As long as we project onto a text, we cannot learn from it, we can only find what we already know. Close reading is thus a technique to make us learn, to make us see what we don’t already know, rather than transforming the new into the old.

Close reading can thus be a crucial part of our education, the very sort of thing we most need from college. Close reading can equip us to learn, to be open to learning, to keep on learning all our life. Given the pace of change, there is no way you can learn everything you will need in life during your formal years of schooling. Thus the most valuable thing you could take from your education is the ability to learn. Close reading is a technique to maximize learning, one with wide application.

The difference between close reading and the way most people read most of the time is that, whereas it is generally agreed that it is the big picture that matters, close reading emphasizes small details. We have been trained to read a book globally: that is, to think of the book as a whole, identify its main idea, and understand all of its parts as fitting together to make up that whole. Close reading, on the other hand, is a technique for letting the whole book, the main argument, the global picture fade into the background. When we close read, we zero in on details but we do not immediately fit those details into our idea of the whole book. Instead we try to understand the details themselves as much as possible, to derive as much meaning as we can from them.

The reason for this is that the detail is the best possible safeguard against projection. It is the main idea or the general shape which is most likely to correspond to our preconceptions about the book. But we cannot so easily predict the details. So by concentrating on the details, we disrupt our projection; we are forced to see what is really there. When the reader learns to stop at the details, to notice them, and think about them, then the reader must account for what is actually written and cannot fall back on his expectations for what is in a book. I ask my students to notice surprising or insistent details because it is there that the student is most likely to find the text as it exists, most likely to break free of his preconceptions of what should be in the text.

This will help the student learn better, all through her life; it will make her sharper and more adaptable, prepare her better for the surprises thrown in her path. This is a major benefit, but it is still a selfish gain. There is another, less selfish reason to practice close reading: I believe it makes for more ethical reading.

What do I mean by ethical? I believe it is ethical to respect other people, by which I mean: listen to them, try and understand what they are actually saying, rather than just confirming our preconceptions about them, our prejudices. I believe it is our ethical obligation to fight against our tendency to project our preconceptions, that it is our ethical duty to attempt to hear what someone else is really saying.

Ultimately, close reading is not just a way of reading but a way of listening. It can help us not just to read what is on the page, but to hear what a person really said. Close reading can train us to hear other people. In fact, I would argue that that is the most important benefit of close reading.

Our usual habits of reading are, to some extent, based on how we normally listen to spoken language. Because spoken language exists in time, not space, we catch what we can, forming impressions as we go along. We don’t usually have the opportunity to go back and hear it again, to compare what we thought we heard with what was really said. And most often that is exactly how we read. We read along as fast as we are able, catching what we can, forming impressions. Not actually taking advantage of the fact that written language exists in space.

Close reading slows us down, stopping us at words, getting us to look around at the context of the words that stopped us, making us remember similar words and go back and look for them. Close reading takes advantage of the material permanence of the text to look at what is on the page, rather than to rely on our impressions. Close reading takes the fullest advantage of the difference between writing and speech, between reading and listening. We do not have to rely on our faulty memory, our necessarily subjective impressions. We can go back and look at the page; we can pause over things that surprise or puzzle us. We might even say that close reading is reading, if we define reading as how we greet writing in contradistinction to how we encounter speech.

And yet—even while close reading means learning to take advantage of the physical permanence of writing to do what we cannot with speech—a practiced close reader will begin to listen to speech in a way influenced by close reading. Whereas most of the time most people read writing as if they were listening to speech, training in close reading can reverse that—we can learn to listen to speech with an attentiveness resembling what close reading pays to the text.

It will of course always be more difficult to “close listen” than to close read. In most circumstances we cannot easily stop at a surprising phrase, question and analyze it. In most speech situations we can’t take the time to ponder an unexpected word. But close reading, by teaching us to see the difference between what we expect and what is actually written, can make us aware of that difference, suspicious of our tendency to project, can teach us to listen better, to catch the actual words, to remark—as best we can even in passing—the specificity of what is said.

Close reading can prepare us for this difficult task by giving us the habit of noticing unexpected words and allowing them to shake up our preconceived notions. Close reading schools us for the truly hard and really valuable task of learning to hear what the other is saying, not what we expect him to say, not a general impression of what he is saying, but—as much as possible—what he is actually, literally saying.

Listening to the other is in fact the ethical principle behind a major trend in college English today. In the last decade or two, there has been a decisive opening up of the list of authors commonly taught in colleges. English classes are reading more women authors and more authors of color (African-American, Native-American, Caribbean, African, Latino, “post-colonial” women and men). This movement is often called multiculturalism, sometimes called diversity. It has been debated, raised temperatures and voices, elicited champions, and been treated as a threat. I don’t want to rehearse the debates here. I simply want to mention the fact that the teaching of English has opened up the lists of its authors so that it is much much more common to read an author of color and/or a woman author than it was a generation ago.

I bring up “multiculturalism” not for itself, but because of its relation to close reading. To be sure, “close reading” is not generally associated with multiculturalism. On the contrary, it is often considered actually to be on the other side of the debate.

In college teaching, “close reading” has historically been associated with the so-called “new criticism,” which was the dominant mode of English teaching from the 1950s through the 1970s. New criticism taught two generations of college students how to read literary texts, especially poetry. As a mode of close reading, it allowed students to appreciate the complexity of literary writing, to see the artful work, rather than merely themes and ideas. As an effective means of teaching literature, it spread through college campuses. It was definitely a great classroom method: anyone could be taught to close read; it did not demand the kind of background knowledge necessary for other types of literary study. It worked well with students who did not already have a good background in high culture. There was, actually, a populist direction to “new criticism”: it opened the way for any student, regardless of the cultural background she brought to class, to really encounter the text. The student didn’t have to have the advantage of a literary family life or prep school exposure; all she needed was patience and perspicacity.

But in “new criticism” this populist direction was always linked to something not nearly so open. The new criticism believed that only the best writing was worthy of such close reading; furthermore, it believed that the “best writing” was a rather restricted canon of traditional literature, almost exclusively written by men of European descent. When in the 1980s feminism and multiculturalism laid siege to the canon of college literature, the canon under attack was in fact the “new critical” canon, a list of major works sanctified by two generations of new critical teaching. Because “close reading” is historically associated with “new criticism,” and because “new criticism” is associated with a restricted white, male canon of literature, close reading has been, for many advocates of diversity, guilty by association.

Now, given my promotion of the ethical value of listening to the other, you might expect me to believe—as I in fact do—in diversity. I think it an invaluable part of an education to read authors who can describe experiences that differ from the student’s experience. I think reading authors with diverse backgrounds can open the student to the world’s diversity, to viewpoints different than the student’s own. But, as much as I think it beneficial to have a truly diverse group of authors on college reading lists, I know that is simply not enough. Genuine openness to diversity needs more than diversely representative authors. As much as who we read—even more, I would say—it matters how we read.

One of the unmistakable signs of progress today is the fact that students read African-American women authors in college English classes. Whereas a generation ago few if any students would ever have been assigned anything by a black woman in a college English course, students today are generally assigned at least one book written by a black woman. It is surely good for the students who are not black women to have to take seriously what a black woman has written. (Not to mention how it might be good for the students who happen themselves to be black women.) But the simple fact of assigning a text will not assure that the students actually hear what a black woman might have to say.

There are a lot of stereotypes about black women circulating in our culture—to say the least. A lot of these stereotypes are bad, but some are good; many are horribly denigrating, and some are even ennobling. Advocates of multiculturalism hope that reading black women authors will help see their viewpoint rather than viewing them according to our stereotypes. The problem is that just reading a text, the way most people read most of the time, will not disrupt the reader’s stereotypes. The reader will use her stereotypes—her preconceived notions, the ideas she brings with her into her encounter with the text—to help her understand what she is reading. Reading like that, she is quite likely to find confirmation for her prejudices.

Reading as she is accustomed to read, the student will seize upon those things in the text that conform to her expectations. She is much less likely to observe things that do not fit her preconceptions; she may not even notice things that directly contradict her preconceptions. Unlike customary reading, close reading is a method to help the student notice what does not conform to her stereotypes.

Stereotypes about “the other”—the other sex, the racialized other—are in fact technically projections. They derive from our notions of the self, and belong to a simplistic opposition of self versus other. Within that way of thinking, which is in fact the way we usually think about the other, “the other” is always derivative, based on how we understand the self. When we encounter another person, either we presume he is the same as us or we put him in the category of our other. And if in the latter category, we then presume he is our opposite, strong where we are weak and weak where we are strong. We tend to view the other as a photographic negative of our image of the self.

The projected other can in fact be either bad or good; what is consistent is that he is our polar opposite. So, for example, if we understand our self as complex, our other must be simple. Value here can go either way: if simple means stupid, complex means knowledgeable, worldly, sophisticated, cultured; but if simple means healthy, wholesome, down-to-earth, complex means neurotic, convoluted, unnatural. While “the other” is always constructed out of projected stereotypes, those stereotypes can be demeaning or flattering.

The noble savage and the selfless nurturing mother are two classic examples of “positive stereotypes”: here the other is good in contrast to the self’s selfishness. I want to make you aware of positive stereotypes because I fear that, in our fervor to counter the more obviously hurtful negative stereotypes (the other as inferior, less than human), if we do not pay close attention to what we read, our reading for diversity will only end up projecting such positive stereotypes.

I can’t tell you how many papers I’ve read in which students attempt to prove that the black woman author or character is wiser and better than us all, falling back on classic positive stereotypes of which the students are not even aware. Not just students either, but all too many of my right-thinking colleagues across the country. Such projection in fact may well constitute the most common form of reading.

If students today think they ought to take Toni Morrison as the very fount of wisdom, it has everything to do with long-engrained habits of reading so-called great literature. For example, this is precisely the way generations of students have been encouraged to read Shakespeare. And Shakespeare is an excellent case in point for demonstrating the sort of wholistic projective reading I hope here to make suspect.

Shakespeare has long been taught as a “great writer,” which has meant not only that his writing is great (his writing is in fact fabulous), but that he is a keen observer of human nature, a superior thinker—more than that, that everything he wrote is a gem of beauty and wisdom. In the 1970s, feminists began to notice that some of what Shakespeare said was sexist, demeaning to women, denying women full humanity. In the eighties, a like move found evidence of racism in Shakespeare. Now the fact that this guy living four hundred years ago in England was both sexist and racist should not have been earthshaking news. But it was.

People who loved Shakespeare but hated sexism and racism became desperate. Many did devilishly clever readings to prove that Shakespeare was really a feminist, if one just knew how to interpret. As clever (and at times even convincing) as these readings were, there was a breathlessness to them that suggested fear. People who loved Shakespeare were afraid that if he were sexist or racist he could no longer be a great writer. They feared he would fall from great to bad, be dismissed, and we would lose the pleasure of his writing.

The counterpoint to this fearful defensiveness is another common scene of cultural struggle today. All too often smart, ambitious students read a book looking for what’s wrong with it, using a mental checklist to look for sexism, racism, or something else from the ever-growing list of official prejudices so they can dismiss it. If it fails the checklist they feel they don’t have to deal with it, don’t have to learn what’s inside. This implies that if a book isn’t perfect, all-knowing, then it is worthless.

The irony is that the mental checklist is itself a prejudice. “Prejudice” from pre-judge, to form a judgment about something before actually encountering it, before coming to know it. Coming to a book armed with a mental checklist is as much a prejudice as sexism (that is, judging an individual woman according to preconceptions about what women should be rather than on her own merits). Fighting prejudice with prejudice is an all too common practice, but one I don’t recommend. To my mind the best way to fight prejudice is in fact close reading, challenging one’s pre-judgments through close encounters with the other.

We have been encouraged to read for or against. Not so much in our most literary reading, but specifically in relation to anything we take to be nonfiction, not mere entertainment. And then we tend to read as if a book is either completely good or completely heinous. When we like a book, or an author, or even a genre, when we identify with the argument, believe it to be right, we assume that we should like everything in the book. I have seen readers of otherwise great sophistication do ingenious contortions in order to deny that there is anything they do not like about a book which they have reason to prize. The flip side of this is that all too often when a reader has come to see something that offends her in a book, she will then completely condemn it, dismiss it as worthless. And it is not unusual to see a reader go from excessive admiration to complete dismissal when denial is overcome by the recognition of flaw. Once considered perfect, the book becomes all too quickly, imperfection now admitted, worthless.

This polarization yields two different reading stances, both equally totalizing and projective. Either we assume a book is great, wise, admirable, and read it lovingly looking for instances of its wisdom, ignoring those things that seem wrong or off to us. Or we assume a book is bad, stupid, dangerous, and read it aggressively looking for examples of its stupidity, ignoring those things that we might actually like or agree with.

Worse still, we don’t just treat books this way; all too often this is how we greet people. Our encounters are all too often polarized, totalizing, and projective. Either you are just like me or you are my opposite. Either you are always good or you are the devil incarnate. Either I love you or you are my enemy. All’s fair in love and war means very simply, we can project whatever we want, we are released from the ethical obligation to listen fairly to what the other is saying.

Now, don’t take my reference to “love and war” to mean I’m opposed to passion. In fact, I find it heartening when students treat books like people, when they bring to their reading the passions that make them love or hate a book. I am heartened because, if a person can bring passion to reading, then there is hope she can be taught to bring reading to passion.

By “reading” here, I mean of course close reading, learning to hear what’s really on the page, listening closely to the other, and being willing to catch what the other actually says, and able to hear what we didn’t expect him to say. If we can learn to do that with books, we might learn to do that with people. Reading, by which I now mean close reading, can school us for all our close encounters. And then maybe, just maybe, we could learn not only to read better but to fight and love more fairly. To hear a little better what our enemy or our beloved might actually be saying. To resist demonizing and idolizing, but instead to fight and love other humans.

That would be not just an ethics for reading, a way to read more ethically, but a reading for ethics, close reading as a means to a more just treatment of others.

Editors’ Note: This article on the ethics of close reading by the literary scholar, Jane Gallop, first appeared in the Journal of Curriculum Theorizing in 2002. It was brought to our attention by Devon Madon, whose piece, “Why Analyze a Sonnet?: Avoiding Presumption through Close Reading,” draws from it. Because we found the arguments Gallop makes in her article compelling and could see how valuable they might be for educators to read them in their entirety, we have reprinted it here.





Medicine and the Silent Oracle

An Exercise in Uncertainty

CATHERINE BELLING

The oracle of science, on this dry, cold winter day, is silent.

—DANIEL SHAPIRO, “PERSPECTIVE SHIFT”

 

The words above describe an ambiguous CT scan. “Perspective Shift” is a short narrative essay—a story that may or may not be fictional—that was published in the Journal of the American Medical Association.1 In it, all the powers of biomedical imaging technology cannot—or will not—give a doctor and patient the information they desperately need. Instead they must find other ways to apprehend the situation.

It might be useful if medicine could rely on science to provide exact answers to every question, not just about the existing world but also, as oracles are supposed to do, about the future. Imagine if bioscience could give doctors an entirely reliable prognosis for every patient, if test results allowed doctors to function simply as passive mouthpieces transmitting omniscient wisdom. Such certainty, and such passivity, are of course impossible—and it’s probably just as well.

In How Doctors Think, her study of medical epistemology and clinical reasoning, Kathryn Montgomery reminds us that medicine is not a science but a discipline that is “interpretive because radically uncertain” (43). Physicians read and interpret a range of complex texts, some written, some spoken, some visual, some a mixture of statistics, behavior, and body language, that can never be reduced just to paraphrasable content.2 Practicing medicine means finding, or making, coherent sense out of complex and often contradictory components of information. After all, oracles, even when they are not silent, always require interpretation in order to convey meaning and guide action.

In this essay I will analyze a single narrative exercise in order to show two things, one specific and one general. Specifically: this story conveys, in a rather elegant nutshell, the paradoxical nature of clinical medicine as a collaborative practice based on interpretation in the face of uncertainty. I will attempt to demonstrate a more general point, too: stories like this one are a good way both to teach trainee medical professionals about medical uncertainty and to help them practice ways of responding to it.

“Perspective Shift” is a very short story, around 450 words. It is set in a doctor’s office during an encounter between a physician and a cancer patient. The meeting centers on a recent scan of the patient’s chest. The scan is expected to show either that the cancer treatment is working, or that it is not. The image reveals an 8cm tumor, but despite this its meaning is ambiguous: since the previous month’s scan, the tumor has changed, but rather than clearly growing or shrinking it has become both narrower and longer. The image thus both requires and resists interpretation. It might be a picture of flourishing malignancy or of the benign scar tissue typically left behind by this kind of cancer (nodular sclerosing Hodgkin’s). The story’s narrator implicitly acknowledges that the clinical reality of the image is as much about monsters and nightmares and happy endings as it is about measurable lesions: “No one can tell if the tumor on this film is alive with cancerous intent or if what we see is the ghostly image of a beast now dead.” This, then, is a story about how to do medicine when “no one can tell.” As such, it is about imagining.

“Perspective Shift” can be used to demonstrate, on more than one level, the effective role narrative can play in medical education. Short and accessible, yet on close reading dense with meaning, it demonstrates its own subject matter with a narrative sleight-of-hand that calls readers’ attention to their own processes of reading and thinking. By concealing the identity of the narrator until the very end of the story, Shapiro leads the reader to rely on certain assumptions—about the narrator, about the other character in the story, and about the situation itself. In the final paragraph he overturns these. This surprise (one meaning of the “perspective shift” of the title) compels most readers to go back and reread the story, to see how things look different in light of this new knowledge, this shift in point of view. The last paragraph shows us that what we have read has been ambiguous (perhaps without our even noticing it). The story’s form enacts its content, presenting the challenge of ambiguity both in its plot—what happens when a diagnosis or prognosis is unclear?—and in its structure—what happens if the narrative components of a story are skewed or deceptive? The story is thus at a meta-level about narrative, interpretation, and close reading as ways of responding to medical uncertainty.

Below I suggest ways of using “Perspective Shift” as a teaching tool, the basis for an exercise in reading and writing that might alert medical students to their own assumptions about managing medical uncertainty and ambiguity, and might provoke them to reflect on those assumptions. The in-class exercise in reading and writing (and rereading) I describe might enhance the story’s effectiveness by taking Shapiro’s authorial conjuring a step further.


PERSPECTIVE SHIFT: A WRITING EXERCISE IN READING

Through writing, learners think about other people’s situations … and contemplate their own reactions in relation to those situations from a subjective, personal, and indefinite vantage point.

—JOHANNA SHAPIRO, DEBORAH KASMAN, AND AUDREY SHAFER



In short, the exercise involves having students read “Perspective Shift” with the final paragraph missing, and then write their own endings. By withholding the story’s surprise ending for a little longer than it usually takes to read the piece, one can turn the story into a practical demonstration of various aspects of medical hermeneutics, of active interpretation in the face of uncertainty. As such, it also becomes an exercise in narrative competence, the health care provider’s ability to “recognize, absorb, interpret, and be moved by the stories of illness” (Charon vii).

To write is first to imagine, and then to realize what has been imagined by articulating it. To this extent, writing, no matter how informal (or marginal), is always a valuable part of reading. As Johanna Shapiro and her co-authors suggest in the quotation above, to write (in their study, to write reflectively about the experiences of becoming and being a physician) is to take on a particular and emphatically unscientific vantage point. What this does not mean is that to write is to be unmoored from reality. The purpose of my exercise is, in part, to have students imagine within the restrictions of a particular context. They must conceive and write a plausible ending for an incomplete story about a doctor and a patient (and an ambiguous chest film), and this entails applying two different kinds of knowledge: about what happens next in a clinical encounter and about how narratives end. They will discover that this kind of imagining is necessarily reliant on evidence—in this case on the internal evidence they find in the text, on what they know about medicine, and on what they know about stories. Such imagining is not irrational, though many initially dismiss it as such. The exercise will make participants read more carefully than usual, for they are being asked, as doctors are, to do something with the information they have, even though it is inconclusive.

STEP 1: READING AND WRITING

Give participants a copy of the story with the last paragraph missing. Allow 15 minutes for them to read the story and then to write their own ending for it.

STEP 2: SHARING

Ask for volunteers to read their endings aloud. After several have done so, have the group discuss the various final paragraphs broadly, comparing content, language, degree of closure, and so on. Then ask the group to identify (or speculate about) the assumptions and narrative elements that enabled the participants to construct their various endings—the evidence, that is, on which they based their imaginative hypotheses. Such evidence may range from the medical—“it would be indicated to do more testing at this point”—through the clinical—“the physician won’t have time to keep this up much longer; he will need to end the conversation so he can see the next patient”—and the narrative—“the main character has to change, so the patient decides to give up treatment regardless of the scan’s meaning,” and so on. Being asked to articulate their reasons for decisions they probably made unreflectively—to explore the meta-narrative aspects of their creative writing—is a rich way to foster narrative competence because it begins in the student’s own narrative activity.

STEP 3: REREADING AND REFLECTING

Disclose the actual ending which, in the interests of clarity, I must give away now, too: Shapiro keeps it unclear until the end whether the story’s first person narrator is the physician, and the person described by the narrator is the patient, or vice versa. The author provides cues that lead the reader to assume that the physician is narrating the story. The nature of these cues should be an essential part of discussing the story. The final sentences resolve the uncertainty, revealing that the narrator is in fact the patient. He (she?) says of the other person in the room, “After all, I need him. He is my young doctor and that is my tumor taunting us from the scan.”

Finally, reread the entire piece together (have a student volunteer read it aloud), and have participants comment on what is changed by their new knowledge of the narrator’s identity. They may also at this point object that their own or other group members’ endings are as good as or better than the actual one. Narrative competence in medicine is about both reading (in the broadest sense) and making stories—here, in order to construct an ending, they must first have made sense of the existing story-so-far. Have them talk about how the new endings do or do not produce coherence or closure. Talk about “good” endings, how they aren’t necessarily “happy” endings, and what readers, or clinicians, or patients, expect from the end of a “good story.”

Three overarching questions to consider during this discussion might be: What assumptions (about medicine, about stories) did you make on your first reading of the story, and on what did you base these assumptions? Participants may point out anomalies. For instance, the single sentence, “I have seen this clinical presentation a thousand times,” is intriguing: Would a patient say this about a physician? In what context? His career as a cancer patient, perhaps? Or perhaps the patient is also a physician. This possibility is a valuable one to discuss: the roles of physician and patient are not mutually exclusive, and it makes narrative sense that the person telling the story understands the problems faced by the physician because he or she is also one and has had to confront them before, albeit from the other side of the frontier between health and illness.3

A second important question to discuss is how the missing ending (and knowing the ending now) affected the experience of reading. Finally, what does reading (and rewriting, and rereading) teach you about uncertainty (in medicine, in stories)? In discussion, be careful to separate uncertainty about the identity of the narrator or about the last paragraph of the story (resolved), from the clinical uncertainty at the story’s center (unresolved: we never do find out what the chest film means or what will happen to the patient and the doctor). How are the two kinds of uncertainty related?


PERSPECTIVE SHIFT: A CLOSE READING

As we proceed in this way, playing close attention to the evidence, asking questions, formulating interpretations, … we reason toward our own ideas.

—PATRICIA KAIN



Close reading, which usually means reading followed by rereading, followed by articulation of one’s interpretation, either in oral discussion or in writing, is the best way to learn what you think about a text, and why you think it. The goal of close reading is not just to find out how a text works, but to find out how it works its effects on a particular reader. It is a rational process for exploring a partially or initially irrational—instinctual, emotional, subjective—response. Storytelling, like any interaction between two human beings—including the clinical encounter—never works purely at the level of rational intellect. This does not make such interactions entirely open-ended, or fuzzy, or immune to the effects of careful analysis. One of the benefits of using close reading when teaching medical students is that it reveals the way in which a subjective interaction, like reading a story or meeting a patient, can be better understood through the systematic application of reason and the precise use of evidence.

Rita Charon, in her book Narrative Medicine, describes a useful “drill” for the close reading of narrative, particularly in medical contexts (114). It involves examining five aspects of the text (which Charon likens, coincidentally, to the five features examined in the interpretation of a chest film). I will show how a writing exercise like the one I have described can lead students to work with each of the five elements without necessarily identifying them. Deforming a story for pedagogical purposes (by cutting off its ending) can make its readers more aware of other aspects of form they may otherwise take for granted while focusing on content.

The text’s frame, “locating it in the world” (Charon, 114), uses various contexts to make sense of a story. These might be historical, bibliographical, or sociocultural, working at many levels. In this case, at least two frames are relevant for the student: the narrative was published in a prestigious medical journal, and it is being used in a class on narrative and medicine (or medical uncertainty, or the doctor-patient relationship, or …). These contexts help establish reader assumptions and expectations.

The teacher can choose how much framing to withhold in the exercise. To remove the story’s ending is a radical unframing. To the extent that the ending of a narrative tends to determine the meaning of the whole (and it certainly does in this case), readers are left to their own interpretive devices rather more than usual. This increases—and makes visible—the reader’s participation in framing and reframing the text. One could take this further by concealing the title—a story’s most obvious frame—until later. (Certainly, it may give some participants an important clue about the ending.) The second reading, with the ending, provokes a new reading: the new frame in effect creates a new text.

One might not disclose the JAMA publication information until later. One can imagine having participants first read the text of the story without title, ending, or any contextual cues at all. After discussion, an actual copy of the issue of the medical journal containing it could be circulated in order to consider the story’s placement in relation to other articles, advertising, editorials, and the various visible apparatuses of medical publication. One might consider the story’s place as a text in “A Piece of My Mind,” the forum in which JAMA includes one narrative essay in each issue. How are these narratives framed in relation to the science that surrounds them? How audible is the oracle to the story’s intended readers?

A text’s form consists of various aspects of the writing that are determined by its place in literary traditions of genre and poetics. Participants are not expected to know the technical side of this; what will be important is to know that this is a story, not a report, or an article, and so on. This will almost surely be obvious from the first sentence—“He looks so sad, so forlorn.” They will likely know that this is the beginning of a story: perhaps because of its situational immediacy, its slightly literary sentence structure and diction (the repetition of “so …”), and the narrator’s attention to subjective observations about another’s emotions.

The narrator is the crucial formal component in this story, not least because the author, by occluding his (her?) identity, has already made the story an experiment in form. The writing exercise exaggerates and highlights this. Three interlocutors emerge in this first paragraph: the First Person narrator/speaker (“I,” even though he—or she—does not actually refer to himself—or herself—until the beginning of the second paragraph), the Third Person who is described by the narrator (“he”), and an implied Second Person addressee (“you”), the reader who, even though not hailed overtly here, is implicitly involved in creating the story’s meaning. The immediacy of the first sentence marks its speaker as a character in the story, rather than a disembodied omniscient narrator. This means that the narrator’s perspective is limited to what the character has access to. Because of this limitation, the reader, the invisible “Second Person,” is also denied omniscient access. The reader knows only what the narrator tells, and the reader has to decide whether or not the narrator is entirely trustworthy. Endings in the exercise will often reflect participants’ initial decisions about the narrator—not just whether doctor or patient, but whether reliable or not, benevolent or not, someone to identify with or to suspect.

Time, what Charon calls the “text’s temporal scaffolding” (120), appears fairly simple in this story: the period of action is extremely short, the length it takes in a clinical encounter for one person to think about what another person is thinking, the space between a question and its answer. This is, then, a story about thinking. But time stretches long on each side of the brief moment captured in the narration itself. The moment has an implied history or, rather, it has three histories (or biographies): those of the clinical relationship, of the doctor, and of the patient. The reader is invited to speculate about all of them. Even more important, though, it has an implied—but unknowable—future. The speaker plans the near future: “I cannot show him the way. Nor will I offer false hope to make us feel better in this fleeting moment.” The reader (like patient and physician) has to consider the longer-term possibilities, the branching paths: if it’s just scar tissue, when will they know? If it’s cancer, what treatment options will be available? And, in this exercise, what ending will point best along the time trajectory I think this story should, or must, or most interestingly could, take?

The fourth component, plot, is closely related to time, and in this story it is important for its absence: in the most literal plot terms, in terms of outward action, nothing happens. This is the point, because making things happen is, for many, the purpose of medicine, and uncertainty is action’s nemesis. The story captures the paralysis—or the precious contemplative gap—that follows from ambiguity and ambivalence, the moment when evidence is weighed and alternatives are explored before a course is chosen. In the author’s own ending the patient decides to accompany his doctor on a collaborative and cooperative response to the tumor. Apart from this, the story remains open-ended. Students’ endings will often point more narrowly to some clear course of action, usually determined by the narrator they imagine as a doctor, because in giving them a story where nothing seems to happen and where there is no ending, they will usually be provoked to use the ending to create a plot. This somewhat desperate and entirely normal response to uncertainty should be discussed overtly.

The fifth and final textual aspect Charon recommends exploring in her “close reading drill” is the broadest, and the place where readers’ own responses will become most explicit: desire. Charon refers to the desire both of the narrator and, importantly, of the reader: “What appetite is satisfied by virtue of the reading act? What hunger seems to have been fulfilled in the teller by virtue of his or her … act [of narrating]?” (124). Or, even more simply, we ask (as many students do, if not aloud): “So what?”

“Perspective Shift” plays with the desire for certainty by thwarting it. Shapiro temporarily withholds a necessary detail concerning the narrative, leading us to picture the scene in one way, in our mind’s eye, and then at the end he makes us reenvision it all. Who do we see wearing the white coat on our first reading, and what does that do to our identification and to what we want to happen next? The frustrated reader is forced to become a self-conscious reader.

Withholding the last paragraph exacerbates this. The reader, trusting that the ending will make all clear, is frustrated, and out of that frustration has to fashion a satisfying conclusion. The narrator’s desire, of course, reflects that of the reader, and here it does not entirely matter whether doctor or patient is the narrator: what both need are clarity and certainty and a way forward, the security of knowing how this story will go. The narrator wants a way to resist the suspense caused by “cancer’s horrible ambiguity.” Refused this, he (she?) settles for the value of learning to “live with the ambiguity,” to “live, despite the ambiguity,” and to acknowledge the importance of doctor and patient facing this uncertain future together. The middle paragraph of the story predicts this collaboration: here, speaker and subject (patient and doctor) are joined in the plural first person, even though only one speaks for both: “We are staring at chest films …” The stakes in the image’s meaning are high for both. The final sentence restores this compound protagonist: the tumor taunts “us”—both of them, equally, though in different ways—from the scan. The reader, we hope, learns both this lesson about clinical collaboration as a response to uncertainty, and a meta-one about the need, in medicine as in narrative, for satisfactory closure—which need not always mean a conventional “happy ending.”

As well as leading participants to practice close reading, Charon’s reading drill should alert them to the value of reading closely at several levels. Again, the story is itself a useful examplar, for while it is about ambiguous scans and about science that refuses to provide conclusive answers, it is also about modes of telling. It refers to several other kinds of narrative. For instance: the chest films “tell a sobering story.” What kind of story is this? An image only tells a story when a reader interprets it and then tells one possible story for the image. Why does the author present the films as capable of narrative? Perhaps because of the paradox that the one who should provide the voice to tell their story cannot do it. The narrator says: “No one can tell if the tumor on this film is alive …” This particular story is, for now, untellable. The film also stifles telling. The doctor paces helplessly, for he is “unable to find words to describe his frustration with the unknown.” There are other implied tellings: the patient says that the physician “expected better news.” Who gives news in medicine? What kind of story is it? We teach students about giving bad news. What about giving inconclusive news? (This is of course what medical bad news often amounts to.) The unnarratable image is at the center of the story, quite literally: here the oracle of science is silent. In this silence, the doctor and patient communicate as they must—and the author asks the reader to pay attention.

Another kind of story is alluded to, as a counter narrative, perhaps: the patient says that the physician “is always telling me to go see the latest movie portraying a hero surmounting all odds.” This kind of story, the plot so many cancer patients are urged to imagine themselves in, is not about the real world, but instead offers a fantasy where will and effort conquer villainy (in this case, cancer) and endings are inevitably, and predictably, happy. The patient in Shapiro’s story has a more mature awareness than the physician that such stories seldom apply to real-world clinical situations.

Finally, “Perspective Shift” is about the stories patients tell their doctors. This is the point, I think, of the trick ending. If, as I think Shapiro intends, we assume as we read that the narrator is the physician, we accept this attentiveness as part of the clinical interview. The physician is observing the patient: “He looks so sad, …” and so on. When we get to the end and turn back, we realize that it is the patient observing the doctor, compassionately, with concern. This second perspective shift opens the reader, especially the reader who is also a health care professional, to a new view of the clinical interaction, one where the patient can have the power to narrate not just his own pathography but also the story of medicine itself and, it follows, the power to take care of the physician as well as vice versa. The young physician in the story must learn that uncertain, impossible, ambiguous situations like the one now threatening to silence him (and ultimately his patient) are the ones where true narrative competence is required. It is here that patients, and stories, might have much to teach.

Editors’ Note: This article first appeared in the Journal of Learning through the Arts: A Research Journal on Arts Integration in Schools and Communities in 2006. We chose to reprint it here because it offers a detailed description of how to use a piece of literature for the purpose of exploring ambiguity and uncertainty in the practice of medicine. And though it does not address professionalism directly, Belling’s article provides educators and students an opportunity to ponder the challenges posed to it by ambiguity and uncertainty.

NOTES

1.“Perspective Shift” may or may not be fiction. By the JAMA definition in the journal’s instructions for authors, it is classified as an “essay”: “Most essays published in A Piece of My Mind are personal vignettes (e.g., exploring the dynamics of the patient-physician relationship) taken from wide-ranging experiences in medicine; occasional pieces express views and opinions on the myriad controversial issues that affect the profession” (http://jama.ama-assn.org/misc/ifora.dtl#APieceofMyMind Accessed November 1, 2006). This particular essay, in part because of its deliberate indefiniteness, is easier to classify as fiction than non-fiction, simply because there it hardly contains enough information to measure its fit with a real-world situation. One could conceivably ask the author whether this “really happened” or not, but this would be largely irrelevant. It would, however, be very useful to raise this question while discussing the story with students. If it’s about uncertainty, how much does it matter that we are not certain whether this is a true story or a fiction? I thank my anonymous reviewers for suggesting that I explore this question more closely than I had.

2.For more on medicine as the reading of patient-as-text, see Stephen L. Daniel. “Patient as Text” (Theoretical Medicine 1986; 6:195); Drew Leder. “Clinical Interpretation: Hermeneutics of Medicine.” (Theoretical Medicine 1990; 11: 7–24); Richard J. Baron. “Medical Hermeneutics: Where is the ‘text’ we are interpreting?” (Theoretical Medicine 1990; 11:25–28) and Kathryn Montgomery Hunter, “Knowledge in Medicine: Reading the Signs” (Doctors’ Stories: The Narrative Structure of Medical Knowledge Princeton UP, 1991:12).

3.I thank one of the reviewers, Pamela Schaff, M.D., for pointing out this extremely valuable perspective on the story.





Reflecting on “Perspective Shift”

DANIEL SHAPIRO

While I didn’t publish it for a few years, I was a clinical psychology graduate student when I wrote the first drafts of “Perspective Shift.” At the time I was being treated for a relapsed lymphoma in the same facility where I was doing my doctoral training. Given that I was first diagnosed when I was still in college at age twenty, throughout graduate training I was fascinated by the imaginary line called professionalism that separated patients from clinicians. That line was so comforting when I was a clinician, surely I could never suffer the same slings and arrows that my patients endured. But it was frustrating when I was a patient and encountered the routine indifference of medical systems. Then I realized that some clinicians were not so inoculated, the line could disappear when my treaters were truly empathetic, when they really were trying to reach through the divide.

This essay describes one of those exact moments, when I watched a young fellow struggle while delivering the hardest news of my young life. As I was hearing the news, I watched him as he stretched a hand to me, the other clutching desperately, even awkwardly, for anchoring on the other side. I think I hoped the provocative structure of the essay would challenge others to think about that imaginary line.

Editors’ Note: Because we were unable to obtain permission to reprint Daniel Shapiro’s “Perspective Shift,” his story does not follow Catherine Belling’s piece. As an alternative, we asked him if he would like to share with readers of this volume his interpretation of the story. His immediate response was: “I have some skepticism about authors who try to tell others what their pieces are truly about—particularly as Catherine does such a nice job—so I will just share where the piece originated.” Above is Shapiro’s full response.





Occasional Notes

Medical Ethics and Living a Life

ROBERT COLES

A black woman in Mississippi’s Delta told me in 1969, as I went from home to home with other doctors trying to understand how it went for extremely poor and hard-pressed people:


We don’t have it good here. It’s no good at all. I turn and ask the Lord, a lot of times, why it’s so—the unfairness in this world. But I’ll never get an answer. My daddy told me: “Don’t expect answers to the really big questions—not from anyone. We’re put here, and we don’t know why, and we try to figure out why while we’re here, and we fight to stay around as long as we can, and the next thing we know, it’s slipping away from us, and we’re wondering where we’re going, if we’re going any place.” If I was a doctor, I guess I’d wonder every day what it’s all about, this life. A lot of times my children ask me these questions, ask me why people behave so bad toward other people, and why there’s so much greed in the world, and when will God get angry and stop all the people who don’t care about anything but themselves. I have to say I don’t have the answers. Does anyone? If you go to college, my oldest girl said, you learn the answers. She’s twelve. She thinks the more education you get, the more you know about how to be good and live a good life. But I’ll tell you, I’m not so sure. I think you can have a lot of diplomas to your credit, and not be the best person in the world. You can be a fool, actually, and have a lot of people calling you professor, lawyer, even doctor.



That “even”—a measure of hesitation, of lingering awe, of qualified respect. She had experienced her “rough times” with doctors—not only segregated facilities, but poor care and more insults than she cared to remember. A self-described “uppity nigger,” she had finally spoken up to a doctor, had an argument with him. She remembered the critical essence of their confrontation this way:


I heard him saying bad, bad words about my people on the phone, and then he came into the waiting room and he gave me the nod. He never is polite to us, the way he can be with his white patients, and the more money they have, the bigger the smile they get out of him, and he’s as eager to please as he can be. But with us, it’s different; we get one sour look after the other. That day he told me to “shake a leg.” I guess I wasn’t walking into his office fast enough. Then he started talking about all “the welfare people,” and saying, “Why didn’t they go get themselves work?” Then, as he poked my belly, he gave me a lecture on eating and my diabetes—how I should “shape up and eat better.”

That’s when I forgot myself. I told him he should look to himself sometimes and stop making cracks at others. I told him he wasn’t being much of a credit to his people and his profession, the way he was making these wisecracks about us poor folks. I told him he should know better, that there wasn’t the jobs, and only now are we getting the right to vote, and the schools we’ve had weren’t like the ones he could go to. I told him I expected more of him. Isn’t he a doctor? If he can lord it over people, being a doctor, and he ought to remember how our Lord, Jesus Christ behaved. He was the Son of God, but did He go around showing how big and important He was, and calling people bad names, and making wisecracks, and sidling and up to the rich and looking down His nose at the poor? Jesus was a doctor; He healed the sick, and He tended after the lame, the halt and the blind, like our minister says. I told our doctor he ought to read the Bible more. I told him that instead of saying bad things about the poor people and us colored people, he should take a hard look at himself and see if he’s living the best life he can—the kind of like a doctor should live—if he’s going to preach to the rest of us, and be looked up to as if he’s the best of the best.



She didn’t get very far with such words, although, to his credit, the doctor not only heard her out but smiled and thanked her for the obvious courage (in the year 1967) that she had displayed. And it may be all too easy now, as it has surely been in past years, to call upon such an incident, the South being once again a convenient scapegoat for the rest of us. In fact, there aren’t too many places in America, one suspects, where such a candid encounter could take place. How many of us in medicine have been asked by anyone—patient, friend, relative, student, colleague—to connect our professional position with the kind of life we live, the way we get on with those we attend in an office, clinic, ward? That woman, who today would be categorized as “culturally deprived” or “culturally disadvantaged” (the dreary banality of such language!), had managed to put her finger on an important issue, indeed—one that philosophers, theologians and novelists have struggled for a long time to comprehend: How does one live a decent an honorable life, and is it right to separate, in that regard, a person’s “private life” from his or her working life?

In a sense, too, that woman was struggling with the issue of medical ethics: How broad and deep ought such a subject cut—to the bone of the doctor’s life? Without question, we need to examine the ethical matters that press on us every day in the course of our work. Recently, such matters have gained increasing attention and have been worked into the curricula of our medical schools. The traditions and resources of analytic philosophy have been extremely helpful, as we wonder when life ends or contemplate priorities so far as scarce (or experimental) technology and medicine go. It is utterly necessary for us to confront our values (or lack of them) as, for example, we work with patients too young or too old or too sick to be able to speak for themselves. And the dying patient has, of course, by and large benefited from the recent attention given that final stretch of earthly time, though one hastens to wonder whether a certain kind of psychological self-consciousness has not had its own dangers: all those “stages” and the prescriptive arrogance that can accompany “reform.” Aren’t there some people who have a “right” to “denial,” not to mention a belief in the Good News? When does psychological analysis become a kind of normative judgment, if not smug, self-righteousness? Sometimes, as I read the “literature” on “death and dying,” I get the feeling that agnostic psychological moralists have the complete run of the field, with all too many ministers worrying all too much about something called “pastoral counseling,” when a few old-fashioned prayers might be in order for the sake of the patient, the attending clergyman, and the rest of us as well.

Be that as it may, the woman just quoted from the outer precincts of Clarksdale, Mississippi, was aware in her own way that there have been, all along, two philosophical traditions—the analytic and the existential. The former allows us to ponder a host of variables and to make a specific (for the doctor, medical) decision. But the latter tradition urges us to go along with Kierkegaard, who surveyed Hegel’s analytic abstractions with the certain awe but managed to remind himself and his readers that a man who had scrutinized all history and come up with a comprehensive theoretical explanation of anything and everything that had happened or would take place nevertheless had not much to tell us about how we ought to live our lives—we, who ask such a question and know that we have only so much time to find an answer. The existentialists (I don’t like the glib, trendy use of the word, but what can one do these days with any word?) have stressed the particulars of everyday life—hence their interest (Buber, Marcel, Camus, Sartre and the father of them all, and that once high-spirited and gloomy Dane, Kierkegaard) in short stories, novels, plays and essays concerned with specific, concrete matters, as opposed to large-scale theoretical formulations meant to explain whatever comes in sight and then some.

It is the everyday life that clinicians also contend with—the unique nature of each human being. Since no patient is quite like any other, the doctor has to step from well learned abstractions to the individual person at hand—an important move, indeed. Novelists as well are wedded to the specific, the everyday; their job is to conjure up details for us, examples for us—the magic of art. And, as our black woman friend pointed out, everyday life has its own ethical conflicts. No wonder novelists do so well examining the trials and temptations that intervene, say, in a doctor’s life. The point of a medical humanities course devoted to literature is ethical reflection, not a bit of culture polish here, a touch of story enjoyment there. There is an utter methodological precision to the aim taken by George Eliot in Middlemarch, F. Scott Fitzgerald in Tender Is the Night, Sinclair Lewis in Arrowsmith, Walker Percy in Love in the Ruins. They are interested in exploring a kind of medical ethics that has to do with the quality of a lived life.

In Middlemarch, Dr. Lydgate, a young doctor with high ideals, gradually must contend with the world of money and power. His marriage, his friendships, his everyday attitudes and commitments are revealed to weigh heavily, in the end, on the nature of his work. When he leaves Middlemarch for his excellent practice “between London and a Continental bathing place,” he is not only abandoning a promising research career; he has changed so imperceptibly that he has no notion of real change. The ethical implications of his change of career are rendered with great subtlety. This greatest of English novelists knew better than to indulge in melodrama—the high-minded doctor come to naught through bad luck or a bad marriage or the bad faith of a particular banker. She makes it clear that to the outer world Lydgate is never a failure; he becomes, rather, more and more successful, as judged by the (corrupt and ignorant, we now know) standards of his time and place. The measure of his failure is his own early and well muscled ethical resolve. He had wanted to combat typhus and cholera—aware of the social as well as personal devastation those diseases wrought. He had wanted to take issue with the “principalities and powers” in his own profession. He ends up writing a treatise on gout. No doubt, gout, too, imposes suffering on people. And who is to decide what each of us ought to do—in any profession? But Lydgate had, indeed, made a series of decisions for himself and had hoped to see certain hopes and ambitions realized. Middlemarch provides a chronicle of disenchantment. A steady series of minor accommodations, rationalizations, mistakes of judgment contribute to a change of purpose, if not of heart. A doctor’s character is proved wanting, and the result is his professional success by the standards of the time. Such a devastating irony leaves the reader in hopes, no doubt, that a bit of contemplation will take place: a person’s work is part of a person’s life, and the two combined lifework must be seen as constantly responsive to the moral decisions that we never stop making, day in and day out. What George Eliot probed was character, a quality of mind and heart sadly ignored in today’s all-too-numerous psychological analyses.

Similarly in Arrowsmith, a novel that many of us, arguably, read and take seriously the wrong time in our lives—as high-schoolers, rather than during medical school and the years of hospital training. Sinclair Lewis was no George Eliot; he had a ruder, more polemical nature as a writer. And he lacked her gifts of narration. But he knew how professional lives become threatened, cheapened, betrayed. And he knew that such developments take place gradually, almost innocently—the small moments in the long haul, or the seemingly irrelevant big moments, such as a decision to live with one or another person and in this or that setting. His novel offered a powerful indictment of the larger society (always Lewis’ intent) that exerts its sway on medicine, even research medicine, which is supposedly insulated from the vulgar world of cash and politics. But, of course, nothing is completely removed from that world—not doctors and not writers and not church people either. Arrowsmith is a novel that confronts the reader with a doctor’s repeated ethical choices, a novel that makes it clear that such choices not only have to do with procedures (to do or not to do) or plugs (to pull or not to pull) but with the fateful decisions of everyday life that we are constantly making.

Such decisions are the stuff of each person’s life. Once made, such decisions shadow us to the last breath. That is why Dick Diver haunts us in Tender Is the Night, and that is why Thomas More of Walker Percy’s sad, funny and compelling novel, Love in the Ruins, makes us so uneasy with his shrewd, satirical observations about himself and his fellow human beings. Those two physicians, the reader knows, have asked important questions about life—how to live it honorably, decently. They have also stumbled badly, and their “fall” troubles us. We want to know why. But the reasons, the explanations, are not the categorical ones of modern psychology—some emotional hang-up. Those two principal characters speak for novelists who know how seamless a web life is, how significantly each physician’s career connects with his or her moral values. It is a truism that one takes a risk by isolating the various moments of one’s time on earth; yet we commonly strain to do so, and we are even allowed, if not taught, to do so, in our colleges and graduate schools and post-graduate training.

Every day, for instance, I see undergraduates not only working fiercely in courses such as organic chemistry but showing evidence of malevolent, destructive competitiveness. I have talked with some of those who teach such courses—heard the horror stories, the accounts of spite and meanness and outright dishonesty. Yet, again and again one listens to it asked: What can we do? And the students tell themselves, and we tell ourselves—we, who have gone through the maze ourselves—that it is something “inevitable” and, once over, forgotten. But these bothersome novelists tell us that we don’t forget, and Lord knows Freud managed to make that point rather tellingly during his lifetime. We may appear to forget; we may convince ourselves that we do, but the small compromises, evasions, surren-derings of principle have their place in the unconscious, an element of geography yet to be done justice to by psychological theorists—the way we “repress” our moral sensibility, accommodate to various situations and die in the way George Eliot indicates.

Each year I receive respectful letters from ministers, bishops and church officials of one kind or another; I am asked to pass judgment psychologically on candidates for the ministry. Once my wife, in a moment of mischief and perhaps common sense, wondered what would have happened to all of us, historically, had Rorschach tests, Thematic Apperception Tests, or, yes, psychiatric interviews, been given to St. Francis of Assisi, St. Teresa of Avila, Martin Luther or Gandhi, not to mention the Old Testament prophets or Jesus Christ. Would they have “passed” those psychiatric interviews—they with their anger at the injustices of this world and their extraordinary willingness to suffer on behalf of all of us? One shudders at the psychiatric words that might have been sent their way. For that matter, she also wondered: Would Freud be given a grant from the National Institute of Mental Health today and would he even be willing to fill out those idiotic forms, one after the other? But setting that detour of my wife’s aside, one is still left with the “spectacle” (to use a word that St. Paul favored at a critical moment in the affirmation of his faith) of religious authorities relying rather eagerly on the judgment of my ilk regarding the selection of candidates—as if psychiatrists were especially successful in finding for themselves, never mind others, how it is possible to live a principled life.

In psychiatry and medicine, as in other walks of life, we might ask for a few letters ourselves—not only appraisals of “mental function” but judgments about the ethical qualities of our various candidates. Do we often enough ask for such judgments? Do we ask ourselves and our students the kind of questions that George Eliot had in mind when she gave us, forever, one hopes, Dr. Lydgate, who would soon enough realize that there are prices to be paid for not asking certain questions? Dr. Lydgate forgot to inquire about what it would mean to him to become financially dependent on the philanthropist Bulstrode. Dr. Arrowsmith saw again and again the way doctors, like others, fall in line, knuckle under to various authorities who curb and confine independent thinking, never mind research. What those novelists move us to pursue is moral inquiry of a wide-ranging kind, in the tradition of Socrates or the Augustinian Confessions or Pascal’s Pensées, or again, the best of our novelists: intense scrutiny of one’s assumptions, one’s expectations, one’s values, one’s life as it is being lived or as one hopes to live it. The pivotal questions are, of course, obvious. How much money is too much money? Who commands one’s time, and who does not? What balance is there to one’s commitment of energy? And, from another standpoint, when do reformers start succumbing to the very arrogance or cruelty that they claim to fight? How ought we to resist various intrusions on our freedom, on our privacy as persons and as doctors—the bureaucratic statism that no one, however anxious for various governmental programs, should dismiss as being of little consequence, not after this century’s testimony? And so on. Is there room to teach that kind of medical ethics, that kind of program of medical humanities in our medical schools? Is there any better way to do so than through the important stories and character portrayals of novelists who have moved close to the heart of the matter—the continuing tension between idealism and so-called “practicality” in all our lives?

Editors’ Note: This article originally appeared in The New England Journal of Medicine in 1979. We reprint it here for two reasons. First, because it continues to provide humanities-trained educators who believe literary study belongs in medical school curriculum support from a physician for their case. Second, because Coles’s article offers an important historical perspective—it helps us better understand the genealogy of what we have come to call health humanities.





The Wonders of Literature in Medical Education

JOANNE TRAUTMANN

With the introduction of the professional discipline of literature into consideration, we are faced with a field that some people treat as not only different from medicine, but opposite in its methodologies, its resources, even—a few would add—its content. Medicine, after all, is a science, or closely allied to it, and literature is an art; and all the talk of the “art of medicine” cannot disguise the fact that to some people literature is about as far from medicine as you can get.

At its most extreme, the argument would run as follows: “medicine deals with the real world and literature with a fictional one; certainly literature has its potential value in medicine as elsewhere, but of course one has so much to learn in the real world of science that a concern with the fictional world of culture is a luxury that few medical students can afford; literary learning may be a fine accouterment for the sophisticated chairman of medicine, and it’s nice that that interesting man, the new professor of surgery, goes to plays frequently, but isn’t it all rather a gentlemanly veneer on the true business of medicine?”

Now many of you may not perceive this opposition between literature and medicine, or may believe that the question of the real versus the fictional was surely settled long ago. But in the five years since I came to teach medical students, I have discerned this argument hidden in the statements of most of those who would keep literature out of medical education altogether or offer it only for a precious few. I have even heard echoes of it in the talk of very thoughtful people (perhaps I should say “otherwise thoughtful people”) who say, “Yes of course the history of medicine must be known by some of us if we are to understand fully what we believe and the reasons we act as we do, and yes of course medical people need to come to terms with the ethics of their daily tasks—but why literature in medicine?” The answer is not self-evident—sometimes not even to my literary colleagues—and I welcome the opportunity provided to attempt some answers.

The first statement to make, then, is that the medical world and the literary world cannot be validly distinguished by the use of the terms “real” and “unreal.” I am tempted to examine the unreality of the world inhabited by our medical students—indeed I think academic medicine is as deliciously unreal as any other ivory tower—but I will leave that part of the discussion and go on to show what is meant by fictionality.

The fictional world, in this context, is simply a created one, an imaginary one, an enchanted one, if you will. The term encompasses all the literary genres—the novel, the poem, the play, and often the essay; also the less conscious and more fantastical forms, the fairytale and the myth. Fiction must inevitably be evaluated partly on the basis of criteria from the so-called real world. We ask, for instance, how a certain fictional piece stands up in relation to our own experience, both direct and indirect, how it can inform our established concerns. In a sense these approaches are the same as asking how real it is. But finally a fiction must be judged on its own terms for the simple reason that a fully imagined world is generally much more complete than our own, or at the very least much different. We come to a piece of fiction each of us with our own limitations, those necessarily imposed by our functioning in the real world. No matter how well trained as observers—and certainly medical education hopes to train good observers—we normally do not see the full range of details in any given situation. What’s more, as we go about our daily tasks, we do not have the time or the facility to arrange those details in some kind of memorably insightful patterns. Often we do not truly perceive even the familiar; and thus our knowledge of reality grows blunted and hazy. We move through unseen worlds.

In contrast, the first-rate fictional world is a fully considered one. In it, lights are cast upon shadowy corners or veils are stripped from dailiness. Relationships of ideas to people are examined more comprehensively, if sometimes less exactly, than in historical studies. Unlike philosophical studies, relationships of ideas to ideas are put in the human contexts from which they arose and to which they must surely return. With more adventurousness and foolhardiness than is found in psychological studies, fictions reveal relationships between people and within a single personality. Unlike theological studies, fictions may, if they choose, explore and explain the world, the flesh, and the devil without recourse to traditional opinions about meaning or meaninglessness. Fictions are not bound, as medical studies are, by the actual patients who present themselves, the occasionally unreliable laboratory data, the regulations about human experimentation; fictions can test the marrow of the psyche without thinking of the classification of disease or possible therapy; they can see the diseased person simultaneously from the outside of the body, the inside of the mind, and the experience of the doctor watching the diseased.

Literature may draw on historical, philosophical, psychological, theological, and medical reality, but literature is free of their constraints. Indeed on some occasions literature has helped to shape other realities, as in the well-known instances of the 19th century Russian novelists getting to the principles of psychiatry before Freud did, and assuming by numbers of medical students large parts of the professional identities of Sinclair Lewis’s Dr. Martin Arrowsmith and Camus’s Dr. Rieux from the novel The Plague. And there are of course countless individual instances of life following art as well.

In the face of all this, isn’t it misleading and a dangerous waste of human resources to say that literature is only speculation and therefore of less value than scientific truth, that it is in any helpful sense “unreal”?

I do not mean to overlook the fact that literature is not totally free either. Let me record, even if I do not have the opportunity here to elaborate on it, that literature is constrained by the rule of artistic creation. In some places, at some times, these can be very complicated and rigid rules; and even in the most free-spirited cultural periods, creative writers are limited to publishing what may be understood, at least by a few readers. I bring this up partly because there is a basic misunderstanding among some people about how one should approach literature and other works of art. I have heard my colleagues and students in the medical center say that they are comfortable within the more strictly defined limits of medical diagnosis, description, and interpretation; and that literature with its limitless interpretations makes them uneasy. Well, literature is not open to limitless interpretations. Just as in philosophy there are opinions and then there are informed opinions, valid literary judgment too lies within the broad limits of the art work’s own history and conventions, and these can be known through study.

One other aspect of literary freedom needs to be considered. I have argued that literature is a complete world, more complete than our other realities. But there is a price to pay. Because the fictional world is full and relatively free to see many things at once, it necessarily deals in shades of truth: in ambiguities and nuances. A lover of literature will declare, “That is no price to pay; that is its glory.” But a medical student, coming to literature to see what it has to offer, may find it altogether too indirect and therefore time-consuming. “Why shouldn’t I,” he or she might ask, “spend my limited time reading, for instance, a brief sociological study about attitudes of suicidal women rather than Sylvia Plath’s difficult poem, ‘Lady Lazarus’ which seems to be about suicide, but I can’t be sure?”

A first-rate fiction is never really about anything. The student cannot be given a hand-out which summarizes what he or she is to get from a fiction. We may pretend that a certain poem is about something. We say, for instance, that the relatively simple medieval lyric “West Wind” is about the speaker’s passionate grief over the absence of his lover, but we diminish the poem when we do so!


O western wind when wilt thou blow

That the small rain down can rain?

Christ if my love were in my arms

And I in my bed again!



We may say, to use another example closer to medical concerns, that Patrick White’s rich novel The Eye of the Storm is about old age and nurses and other medical subjects. I have said so myself in my course on aging, but that is actually convenient organizational shorthand. The literary works in that course are not simply illustrations of the medical subject of old age. I hope they are illuminations of age, a fine but important distinction. How White’s novel illustrates the topic of old age, what it has to teach the medical student who will one day care for elderly patients, can of course be talked about, and is. But only seeing this detail in subtle and ambiguous and rich relation to that detail, can we get the flashes of illumination that can bring to the student’s medical practice a better insight than that which a narrower education offers him or her.

This may be the time to say what we all doubtless recognize: that the great literature of the past and present is one of our best sources for illuminations of many medical subjects. For instance, at Hershey I also offer literature courses which deal with the body, the doctor’s public and private responsibilities, medical ethics, various kinds of illness, and various kinds of patients. But I suspect that even the most cautious philosophical study can more accurately be said to be about something, to conclude a set of specific somethings, than a fiction can. In his How Does a Poem Mean? John Ciardi has popularized Archibald MacLeish’s epigrammatic summary of what I’ve been speaking about: “A poem should not mean/But be.”

I seem to have been working up to another way in which literature is sometimes seen as medicine’s opposite. Stated simply, this idea runs: medicine is decisive and to the point; literature is needlessly concerned with tangential details and such contrived nuances as metaphors and symbols. In this case, I am not going to challenge the dichotomy—though one could—but suggest that the training a medical student needs to read literature properly is training that is extremely useful in medical prac tice. I do not conclude this entirely on my own, but with the help of such people as C. P. Snow, who has said recently in JAMA (6 August 1973) that proper medical training would include the critical reading of novels as one obvious way of bridging his famous Two Cultures gap. Of course his suggestion is suspect, coming as it does from a novelist. But I rely also on the judgment of a much-respected colleague of mine who frequently says that the most essential characteristic of a good doctor is a tolerance for ambiguity, for coming to conclusions when the data are incomplete or capable of being interpreted variously. At the same time, my colleague adds that it is a characteristic we know very little about educating for. That last part is just not so. Humanists know a good deal about ambiguity. Literature in particular thrives on it, and cannot be properly read unless one knows how to look for it, cannot be properly enjoyed unless one knows how to tolerate it. In short, to teach a student to read, in the fullest sense, is to help train him or her medically. To ask the medical student what is being said here—not at all an easy question when one must look at words in their personal and social contexts and when several things are being said at once—is to prepare him or her for the doctor-patient encounter.

I want to turn now from these assertions to a particular fiction and demonstrate why, and to a limited extent, how I think medical students ought to read it. On the surface of it, Joyce Carol Oates’s Wonderland (Vanguard Press, 1971) appears to be an odd book with which to illustrate the broad nature of fictional reality to students who are scientifically trained, for the novel suggests conventional notions of unreality in several ways. The title evokes the exaggerated, inverted dream world of children; the epigraphs are from that skillful twister of expectations, Jorge Luis Borges and from Yeats (“knowledge increases unreality”); and the basic theme itself deals with illusions: what we call personality is knowable only as a phantasmagoria is knowable, that is, through indirection, and furthermore, all of medicine—indeed all of American society—is something of a nightmare.

But these very unrealities make the book enormously valuable for medical students. It is more valuable than, say, Sinclair Lewis’s Arrowsmith, an interesting but conventionally realistic treatment of the medical profession in America. Readers of Arrowsmith come away nicely informed about many aspects of the profession, from medical school to several kinds of practice, and nicely entertained too, no minor matter. Readers may even be socially inspired. If we are looking for a fictionalized sociological account of medicine in a certain time, then Arrowsmith will suffice. But if we want to enlarge our vision on the human eternal as it can be known through medicine—and why should we seek anything less?—then we must read a brilliant novel like Wonderland, whose surface unrealities add up ultimately to a new understanding of Reality with a capital R.

If I were to try to tell my students what this novel is about, in that slightly misleading way I referred to a little earlier, I would have to say that Wonderland is about these medically relevant topics: abortion, adolescence, children, death, disease and health, doctors, drugs, the family, madness, medical ethics apart from abortion, medical institutions, medical students, pregnancy, sexuality, and surgery. I would have to add that the novel is not about these topics as, say, that entertaining but simplistic doctor-novelist Frank G. Slaughter might introduce them, but about them in rich relationship, so that they do not so much say anything straight out, but suggest conclusions, much as life does.

This means that it is difficult and, again, misleading to retell the plot quickly, but let me try to give those who don’t know the novel some idea of its resources by sketching a few major circumstances. The novel begins with an incident of shocking violence. Young Jesse Harte’s harassed father murders his wife and young family, then kills himself. Only Jesse survives, going through life in a kind of dream state, rarely even making conscious references to the horror of his childhood, and since it is from his point of view that Oates chooses to tell the story, the untrained reader might be confused about the violent beginning, thinking it only vaguely related to the rest of the novel. But the trained reader remembers, and it is in this gap between Jesse’s thoughts and the skillful reader’s observations that illuminations of truth will grow.

The novel next jumps to the Pedersen household, where Jesse goes to live, adopting the second of the names he will bear in his lifetime, Jesse Pedersen. Here we are introduced to one of the most bizarre families in literature. The Pedersens—the father, who is a doctor, the housewife mother, and their two genius teenage children—are all huge. They eat enormous quantities of food until, it will seem to that skillful reader I am trying to train, their selfhoods, their elusive personalities, are buried deep in mountains of fat. At this point, some of the medical students might say, “You see literature always seizes upon the abnormal; that’s fine if we were all going to be psychiatrists; nobody even denied that literature has plenty of resources to offer psychiatry, but most of us are interested in other kinds of medicine; give us people who are a little more commonplace.” Often, of course, writers do create people we can all more quickly identify with, and my students read many of these fictions, but I’ve chosen Wonderland and its freaks because, as I suggested earlier, sometimes the most unreal fictions offer us the best glimpse of reality. The Pedersens, for instance, are only bizarre when judged by criteria from the real world. Within their own fictional world they seem perfectly believable, so much so that students reading Wonderland, and never of course letting go of the real world’s criteria, come to compare the Pedersens to people they have known. Furthermore, it is often through the extremes of personality, through the outsider, that we define ourselves and our associates most clearly.

Dr. Pedersen is ultimately seen to be a megalomaniac, a doctor who believes he is so divinely inspired that his diagnoses are never, never wrong, and that all his patients belong not to themselves but to him. His plans for Jesse to enter medicine and to become a certain kind of doctor indicate that Dr. Pedersen believes Jesse belongs to him too. It’s as if, the trained reader thinks, Jesse too will be eaten, swallowed up. At the end of this section of the novel, when Jesse behaves in a way his adoptive father thinks is a betrayal, Pedersen throws him out. Ideally, the reader will think, “Aha! another father lost.”

We next see him at medical school, now calling himself Jesse Vogel, a name he retains, although he becomes so attached to other medical father figures and accepts so thoroughly their value systems, it is as if he were called by other names as well. Jesse never sees this, by the way. The reader must come to this conclusion through skillful interpretation of the data. We see him visiting an animal research farm, where the stench of the dying and dead animals fills his nostrils and where he is asked to come to terms with the muddled morality involved in this particular experimental form. The animals are butchered by inexpert freshman working for men with large and suspiciously confidential grants. Jesse takes a stand of sorts, based not on clear-headed analysis, but on the necessity of defending choices he has already made. He asks himself, “What other way was there, except to pursue truth through the bodies of animals … through the stink of blood and intestines and burned flesh, taking wisdom where he found it?” I would hope that the student readers would realize, even though Jesse does not say it outright, that blood, intestines, burned flesh and victims of slaughter in the name of some mysterious goal are all aspects of one of his earliest glimpses of the nature of human behavior, that horrible set of murders to which he never refers but which pursues him everywhere.

When Jesse chooses a medical specialty, it is surgery. The novel at this stage is a fascinating account of some of the practices and theories of surgery, all of it in the human context which no surgical textbook can give us. The novel should suggest to the reader that Jesse is at home in a profession which, as Miss Oates presents it, allows him to behave mechanically, in fact encourages it. The finest mechanic is the finest surgeon. And behind the sterile, protective mask of The Doctor, Jesse Harte Pedersen Vogel’s personality, that feeling part of him, eludes him and all who know him. Thinking back over the book as a whole, we might conclude that Jesse has chosen medicine partly because he knows bloody violence intimately, and death too. He knows that people are always escaping him, and that only he survives. He has chosen medicine because he wants to fight against all this loss, but chiefly because it is somehow comforting to encounter it on a regular basis.

In view of our goal, there is an interesting passage in Wonderland about Jesse’s inability to read literature: “Years ago, his freshman English instructor at the university had told him there was something odd about his understanding of literature—he was unable to follow a plot. He was unable to see the careful evolution of a story. The necessary pattern, the rhythm that demanded completion, the internal heat, the gravity that forced everything to a suitable conclusion … He had not understood, though he had tried. But in the end he did not know what a ‘story’ was … Jesse still believed that all writing was factual and true, as part of a shattered whole that could not be put back together again but must be experienced only in parts, and yet was not ‘believable’ in the way his medical texts were believable. You lived it but you could not believe it.” I take this passage to show not only this particular medical student’s acceptance of the real/unreal dichotomy I started with, but also his psychological impoverishment. Jesse, who does not understand what a literary story is, cannot see the stories in his own life and the lives around him—their rhythm and their wholeness. He lives his life but he does not believe it.

Wonderland is useful for making a few other points about what literature has to offer medical education. There is, for instance, the contribution that comes first to many medical minds and for which they are most grateful. I refer to the hope that reading literature can enlarge a medical student’s capacity for compassion and empathy. I say it is a hope only, and some deny altogether that literature or any other professional discipline can accomplish this worthy medical goal. It is best accomplished, one often hears, through clinical role models. Others declare that it is impossible to hope for a compassionate empathetic M.D. unless the admissions committee chooses compassionate, empathetic young students. I can understand this reasoning. Some of the meanest, most self-centered people I know are novelists and professors of literature. Still, there is no question that I believe, with Kenneth Burke, that literature is equipment for living and that it can alter not only perceptions but behavior as well.

How does reading literature lead to compassion and empathy? Is it by some aery/faery, mysterious process that literary people are inclined to regard as self-evident to all but the philistines?

I think I can begin to answer these questions with reference to Wonderland again. In order to read that novel properly, we have seen, the reader must fill in gaps deliberately left by the author. To understand the relationship between the murders at the beginning of the novel and Jesse’s choice of medicine in the middle and, in turn, their relationship to the novel’s end, where Jesse, now a father himself, is first tempted to destroy violently the human weakness of children, then thinks in passing—“nobody is going to die tonight. Not on my hands”—and finally lets echo guiltily in his mind his daughter’s charge that he is the devil—to understand all these relationships, the reader must exercise not only his scientific knowledge of literary conventions, not only his philosophical ability to separate components intellectually, but also that higher faculty that involves thought and feeling in a visionary way, the faculty we call imagination. Imagination is a sort of leap, and many adults will not leap simply because we’re asked to. It’s too risky. We may look silly. But through literature there is the possibility, at least, that we can exercise and improve our leaping technique. And where do we leap to? To come to an understanding of these relations in Wonderland is in essence to leap into the much protected, disguised psyche of the superficially successful doctor—that is empathy—and there to feel the survivor’s immense, lonely terror—that is compassion.

Incidentally, though I have so far assumed that literature in a medical school’s curriculum will normally mean the reading of literature, there is also the writing of it to consider. Doctors have often been writers, so it is not surprising to find that many of our medical students scribble poems and stories (usually very short poems and stories). At our own institution we have twice published magazines containing some of these student endeavours, and of course the same increased compassion that I hope for in readers of literature might also occur in writers, especially once they are past their initial self-conscious stage. After all, the greatest of the doctor-writers, Anton Chekhov, is widely described as the most tolerant, compassionate, and gentle of all writers.

To return to the issue of literature and medicine as perceived opposites, I want to suggest that another such dichotomy is the assumption that runs: “the proper practice of clinical medicine requires objective distance towards the patient, whereas the proper practice of literature requires that emotion play a large, perhaps the largest, role. Medicine is detached; literature is involved. Even: medicine deals mostly in the rational; literature, mostly the irrational—so why do we need it in medical education?”

Although the description of literature as emotional, involved, and greatly concerned with the irrational is a generalization that needs to be modified, I will let it stand for the moment because it is recognizable enough, and go on to distinguish what literature is and what reading of it requires. I think there may be a misunderstanding about literature and many literary people to be cleared up. Dan Clouser has already pointed out that training in philosophical inquiry helps us to deal with otherwise muddled matters clearly. We do this by stepping back and using our analytical ability. Literary criticism requires this process too, at least in certain stages of our approach to written work. In fact, one of the greatest literary critics, Matthew Arnold, speaks of critic’s “disinterestedness”—in other words, a detached, rational analysis without regard to the critic’s own needs. Only in such a way can the critic of literature discover and propagate, using Arnold’s well-known definition of literature, “the best that has been thought and said.” Looked at in this manner, then, training in reading literature complements the training a medical student needs to judge carefully the situations that present themselves in professional practice.

But this business of objectivity is something writers know about too, for no matter how passionate, how romantic, even how melodramatic a literary work may be, extreme discipline and distancing is required for the writer to create it. For every writer who claims he or she writes in furious inspiration, his pen driven on by forces beyond him, there are ten who report that if they do not maintain a certain amount of distanced control over their creations, the result will be mere spilling of their guts on the paper—perhaps not interesting and almost certainly not art. Joyce Carol Oates’s objective distance is most clearly seen in the way she manipulates point of view. I have said that most of the novel is told from Jesse’s perspective, and certainly the author’s understanding of him is sympathetic. But Oates does not become Jesse in the way a method actor is said to become the character he or she is playing. We realize this because we the readers always know more than Jesse does, and that which we know is what Oates the narrative voice implies from her position a little above and beyond the action. Furthermore, she moves from character to character, now investigating this one’s feelings and thoughts, now that one’s. I suggest that this process, known to literary critics as aesthetic distance, is similar to clinical distance.

Literature counts among its distinguished contributors a man who can teach medical students a good deal more directly about distance and objectivity—the poet and fictionist William Carlos Williams, who for most of his adult years practiced medicine in New Jersey. Williams writes fictions very much as we sometimes think doctors ought to practice medicine. He places himself at a certain distance from his artistic creations, from his characters, for instance, evidenced by the fact that we are more aware than in Wonderland of a narrator observing them, a narrator who uses concrete language that strikes some readers as cold and clinical. He will refer to a baby who is the narrator’s patient as “that poor brat” and describe her symptoms in ways that are indistinguishable from a medical chart (“Jean Beicke,” The Farmers Daughters, 1961). Yet—and here is where he becomes a possible role model for medical students—Williams manages to allow his compassionate concern for his characters to come through, not because he wraps them in protective language and values, as many writers do, probably including Joyce Carol Oates, but because he gives them center stage and shines a clear light on them. This is objectivity in art as a doctor would understand it. It is a kind of distanced caring that might be useful to study and develop for oneself.

Yet another contrast which I hear medical people making between their profession and mind and my humanist colleagues’—and this is related to the earlier one about ambiguity—is that a good medical education should enable students to grasp the essentials of a situation fast and act quickly, but literary people never do anything—they just sit around talking. They are sort of intellectual masturbators who don’t interact much with others. Lord Snow deals with this charge in The Two Cultures where, as a physicist, he brings news to the humanists that scientists think of themselves as having a social conscience and the humanistic community having none. This is thought to be particularly true of the literati who have on and off throughout the ages declared that literature must be written and read for its own sake—art for art’s sake—rather than for some moral, political, or social reason, which just leads, these particular theorists would say, to bad art, as in the case of Marxist literature.

I think anyone who teaches literature to medical students must use almost exclusively first-rate material, must continue his or her search for the best that has been thought and said. But of course for that person, for me, for instance, there are very particular moral, political, and social goals. I am interested in better patient care, just as my medical colleagues are; and I hope I have indicated that I am convinced that literature can contribute quite directly to achieving this goal. Far from being apolitical and inactive, I believe with Percy Bysshe Shelley that poets are “the unacknowledged legislators of the world.” A very activist surgeon friend of mine, by the way, has given copies of Wonderland to those of her colleagues whose surgical practice she wants most to affect.

Literary people sometimes speak of this division between the active person and the thinking person with reference to the “Hamlet-Quixote” dualism, Hamlet being the epitome of someone who sits around soliloquizing and thereby losing chance after chance to act as in conscience he knows he must, and Don Quixote the epitome of an idealistic person who dashes around, acting out his sense of service to others. Hamlet and Quixote are useful metaphors, but before we condemn literary people as Hamlets and praise medical people as Quixotes, let us remember that Hamlet does act eventually and provides some exceptional reflective help for the rest of us before he does so; and Quixote, who does not pause to think much at all, ends by attempting to kill windmills and save the virtue of self-satisfied prostitutes.

I have one last thought about what literature has to offer medical education. I am thinking of several qualities really, but I can sum them up in the term “affirmation.” Medical school, after all, can be a pretty negative experience. Students work long hours. In their basic science years they are frustrated by seeing things in parts and not in wholes. On the floors they deal with discontent, pain, deformity, grief and death. Everywhere there is death. It was this thought that led my religious studies colleague and I to offer a course called The Everlasting Yea, after Thomas Carlyle’s Sartor Resartus, in which a man plunges into the abyss of doubt and despair, rises through means which the medical students grapple with to what Carlyle calls “The Center of Indifference,” and finally achieves that state of affirmation labeled “The Everlasting Yea.”

No matter how dismal in content, successful literature is always affirmative. Tragedy itself, as Aristotle explains it, affirms our dignity. Literature satisfies that almost universal human quality, curiosity. Its study enables medical students to feel that they are more than mechanics of the body. Literature is fun, sometime hilarious. It gives enormous pleasure. Literature is a thing of beauty and therefore a joy forever. That line, of course, is from John Keats, a student of medicine, by the way, and a Romantic. But even the very cynical 18th century sage Samuel Johnson said of literature something that should appeal to every medical student. Literature, said Dr. Johnson, helps us better to enjoy life—or better to endure it.

Editors’ Note: This article originally appeared in a collection of essays titled, The Role of the Humanities in Medical Education in 1978. Like the Robert Coles piece, Joanne Trautmann’s essay offers another important historical perspective on the use of literature to teach students essential skills for navigating the ambiguous and uncertain world of medicine. Trautmann is important for another reason: she joined the Department of Humanities of the Pennsylvania State University College of Medicine at Hershey in 1972. Because she was the first professor of literature to hold a regular full-time faculty position in an American medical school, Trautmann’s appointment at Hershey has often been regarded as the beginning of literature and medicine as a recognized subspecialty within medical humanities.1 We believe her passionate argument for and demonstration of close reading will prove as useful to readers of this anthology as it did for pioneers of the health humanities over forty years ago.

NOTE

1.Jones, “Why Teach Literature and Medicine? Answers from Three Decades,” 415.





PART II

Boundaries






On Both Sides of the Stethoscope

Teaching Professional Boundaries in Medical Education

JULIE AULTMAN


Rules about proper medical boundaries, the analyses of ethical principles, speculations about clinical intervention all provide some guidance. But they fail adequately to illuminate the often ambiguous and confusing terrain of the relationship between doctor and patient.

—RITA CHARON ET AL., “LITERATURE AND ETHICAL MEDICINE”



The stethoscope is used to listen to the internal sounds of the human body with acoustic precision, filling a space that both separates and connects the clinician and her patient. It is a symbol of medical knowledge, skill, and social position—and of a professional boundary. Crossing or violating that boundary may then disrupt the therapeutic relationship, but as Richard Frankel and Sarah Williams write, “boundaries are often left open to interpretation on both sides of the stethoscope.”1 Because many professional boundaries are open to interpretation and void of rigid rules or ethical principles, it is essential to teach future students and healthcare professionals to identify and justify when it may be professionally permissible to cross some professional boundaries and not others. “Boundary dilemmas,” according to Richard Martinez, “reveal much about the nature of professionalism, and the tension between personal and professional morality.”2

The Association of American Medical Colleges (AAMC) suggests that students’ professional development can be evaluated based on their awareness of personal boundaries in medical practice. However, as Jonathan Scarff and Steven Lippmann describe, medical students report little teaching about professional boundaries and how to address the challenges they may encounter in the clinical setting (e.g., dual relationships). The authors conclude that students will be better informed through the teaching of behavioral ethics. Behavioral ethics alone may not, however, give students the space for self-discovery and reflection, particularly when professionalism and humanism are, arguably, inseparable concepts that speak to the difficulties of disconnecting the professional roles and relationships from the personal ones. It is not through behavioral ethics, but through a narrative exploration into the minds of other characters and the tensions they present that students can have the space to consider their own personal and professional morality. Thus, the use of literature through the medical humanities can address the ambiguity of this tension and prompt students to consider the flexibility of professional identity unbound by the physical space of the clinical setting or by the hyphen that metaphorically separates physician from patient.

In our longitudinal ethics and humanities course, Human Values in Medicine (HVM), at Northeast Ohio Medical University, the use of didactic lectures combined with panel discussions and short stories from the medical humanities is essential to the professional and moral development of our medical students. Reflective Practice, a component of HVM, requires students to read short stories, poetry, and novels, write reflective essays that synthesize their interpretations of these assignments with their personal experiences and thoughts, and then contribute to faculty-facilitated discussions in small groups of ten to twelve students. In our three-hour session on Professional Boundaries, including a Reflective Practice session, the first ninety minutes includes a didactic session whereby second-year medical students are exposed to boundary definitions (e.g., distinguishing boundary crossings from violations) and rules established by professional organizations, such as the American Medical Association. In addition to this didactic session, a panel of healthcare professionals presents their personal stories about boundary crossings and violations, and comment on various illustrations (i.e., ethical case studies) presented to the student body. The panelists not only address those boundaries that must never be violated (e.g., sexual relationships with patients), but also those boundaries that are not so clear-cut and may be crossed for the overall well-being of the therapeutic relationship (e.g., giving a patient a hug). While the didactic lecture and stories told by the panel of healthcare professionals are effective in teaching students about boundaries and the positive and negative consequences of crossing boundaries, the “critical nexus between professionalism and humanism”3 is not effectively explored until the second part of the session.

The last ninety minutes of the module involves a Reflective Practice session that uses as its touchstone Richard Selzer’s “Toenails” for grappling with the ambiguities of professional boundaries it represents, a process that encourages students to recognize that professionalism and humanism “are not mutually exclusive” as each can “enrich the other.”4 “Toenails” is a short story narrated by a surgeon, who spends Wednesdays away from his practice and “the depths of the human body” by going to the library, where he joins “that subculture of elderly men and women who gather in the Main Reading Room to read or sleep beneath the world’s newspapers, and thumb through magazines and periodicals, educating themselves in any number of esoteric ways, or just keeping up.”5 As Jack Coulehan explains, “to ensure their own health, doctors should discover other passions that permit them periodically to disconnect from medical practice.”6 And thus, at first glance, it would seem as though this surgeon-narrator is disconnecting from his professional life in order to spend some personal time in the public library. But this surgeon is unable to detach himself completely as he eventually “diagnoses” this subculture of elderly patrons, and is ultimately guided by both humanism and professionalism to care for his “dear colleagues, fellow readers who, with me, were engaged in the pursuit of language.”7 Observing one of his fellow readers, Neckerchief, the surgeon recognizes the expressions of pain: “His lower lip was caught between his teeth. His forehead had been cut and stitched into lines of endurance. He was hissing. I waited for him to take his seat, which he did with a gasp of relief, then I went up to him.”8 Causing Neckerchief’s pain were his overgrown toenails. “The nail of each big toe was the horn of a goat. Thick as a thumb and curved, it projected down over the tip of the toe to the underside. With each step, the nail would scrape painfully against the ground and be pressed into his flesh.”9 After retrieving toenail cutters from his clinical office, the surgeon returns to the library and offers to cut Neckerchief’s toenails. Kneeling at the feet of Neckerchief in a bathroom stall, he carefully clips and cleanses each toe, completing his work by replacing Neckerchief’s socks and shoes.

In the Reflective Practice session, students are asked whether Neckerchief and the other library patrons are the surgeon’s patients, and if so, has he crossed a boundary by providing medical care inside the restrooms of a public library. Is the act of clipping toenails a medical service? If so, should the surgeon provide this care in an established medical facility? In answering questions such as these, students begin to think about the rigidity of different rules and recommendations regarding professional boundaries, such as the injustices of providing pro-bono medical services, treating family and friends, and the possible harms of providing nonemergency medical care in nonclinical settings. Many students come to challenge the very idea of “professionalism” as it is often described throughout their medical education, and ask, “Where is the humanism?” As they reflect on “Toenails,” our students see a surgeon whose identity is of an unbounded healer, who does not require a clinical setting in order to be caring and compassionate toward others in need. They see the bathroom stall as a place of privacy, the act of kneeling before a fellow human being as the enactment of virtue (respect, humility, honesty), and the need to preserve one’s own health by embracing, rather than ignoring, one’s calling. On the other side of the stethoscope, Neckerchief is not resistant to the idea of sitting on a “booth” in the restroom stall, but does comment, “It doesn’t look decent” when others came into the men’s room to occupy the booth next to theirs. Although this setting does not bother the surgeon, students do appropriately question whether Neckerchief is bothered and, if so, is this a boundary crossing? Furthermore, they also question whether Neckerchief sees the surgeon as a doctor, a friend, or both, especially when he offers to pay him for his services, which the surgeon declines.

“Toenails” has been used in medical education by others to teach medical students about the meaning of professional virtues, such as humility, how to enact those virtues in serving others, such as the elderly population and their special needs, which we may take for granted (e.g., clipping of toenails), and the ambiguous boundary between a physician’s personal and professional life. As Rita Charon and coauthors in “Literature and Ethical Medicine: Five Cases from Common Practice” explain:


Selzer’s surgeon is a healer at all times. He is not fragmented by contemporary notions of professionalism … Selzer’s surgeon explores and ventures across boundaries … his story reminds us that the practice of medicine extends beyond the office and the defined hours of doctoring, sometimes requiring actions that are not only helpful for the patient but perhaps necessary for the physician who aspires to realize the full meaning of his calling.10



Our three-part Professional Boundaries module (didactic lecture, panel, and reflection practice session focused on “Toenails”) teaches our students that boundaries serve an important function by creating a mutually understood and respected “safe space” through which trusting and reciprocal interactions between physician and patient occur and therapeutic relationships develop.11 Students also learn that some boundaries need to be flexible so as to not inhibit the humanism that is indistinguishable from the professional healer. Lastly, our students not only imagine what it is like to be on either side of the stethoscope, but understand the occasional need to remove such boundaries for the purpose of making room for the human touch.

NOTES

1.Frankel and Williams, “Connections and Boundaries in Clinical Practice,” 431.
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Toenails

RICHARD SELZER

It is the custom of many doctors, I among them, to withdraw from the practice of medicine every Wednesday afternoon. This, only if there is no patient who demands the continuous presence of his physician. I urge you, when the time comes, to do it, too. Such an absence from duty ought not to win you the accusation of lèse responsibility. You will, of course, have secured the availability of a colleague to look after your patients for the few hours you will spend grooming and watering your spirit. Nor is such idleness a reproach to those who do not take time off from their labors, but who choose to scramble on without losing the pace. Loafing is not better than frenzied determination. It is but an alternate mode of living.

Long ago I made a vow that I would never again delve away the month of July in the depths of the human body. In July it would be my own cadaver that engaged me. There is a danger in becoming too absorbed in Anatomy. At the end of eleven months of dissection, you stand in fair risk of suffering a kind of a rapture of the deep, wherein you drift, tumbling among the coils of intestine in a state of helpless enchantment. Only a month’s vacation can save you. It is wrongheaded to think of total submersion in the study and practice of Medicine. That is going too far. And going too far is for saints. I know medical students well enough to exclude you from that slender community.

Nor must you be a priest who does nothing but preserve the souls of his parishioners and lets his own soul lapse. Such is the burnt-out case who early on drinks his patients down in a single radiant gulp and all too soon loses the desire to practice Medicine at all. In a year or two he is to be found lying in bed being fed oatmeal with a spoon. Like the fruit of the Amazon he is too quickly ripe and too quickly rotten.

Some doctors spend Wednesday afternoon on the golf course. Others go fishing. Still another takes a lesson on the viola da gamba. I go to the library where I join that subcultural of elderly men and women who gather in the Main Reading Room to read or sleep beneath the world’s newspapers, and thumb through magazines and periodicals, educating themselves in any number of esoteric ways, or just keeping up. It is not the least function of a library to provide for those people a warm, dry building with good working toilets and, ideally, a vending machine from which to buy a cup of hot broth or coffee. All of which attributes a public library shares with a neighborhood saloon, the only difference being the beer of one and the books of the other.

How brave, how reliable they are! plowing through you-name-what inclemencies to get to the library shortly after it opens. So unbroken is their attendance that, were one of them to be missing, it would arouse the direst suspicions of the others. And of me. For I have, furtively at first, then with increasing recklessness, begun to love them. They were, after all, living out my own fantasies. One day, with luck, I, too, would become a full-fledged, that is to say daily, member. At any given time, the tribe consists of a core of six regulars and a somewhat less constant pool of eight others of whom two or three can be counted on to appear. On very cold days, all eight of these might show up, causing a bit of a jam at the newspaper rack, and an edginess among the regulars.

Either out of loyalty to certain beloved articles of clothing, or from scantiness of wardrobe, they wear the same things every day. For the first year or two this was how I identified them. Old Stovepipe, Mrs. Fringes, Neckerchief, Galoshes—that sort of thing. In no other society does apparel so exactly fit the wearer as to form a part of his persona. Dior, Balenciaga, take heed! By the time I arrive, they have long since devoured the morning’s newspapers and settled into their customary places. One or two, Galoshes, very likely, and Stovepipe, are sleeping it off. These two seem to need all the rest they can get. Mrs. Fringes, on the other hand, her hunger for information unappeasable, having finished all of the newspapers, will be well into the Journal of Abnormal Psychology, the case histories of which keep her riveted until closing time. As time went by, despite that we had not yet exchanged a word of conversation, I came to think of them as dear colleagues, fellow readers, who, with me, were engaged in the pursuit of language. Nor, I noticed, did they waste much time speaking to each other. Reading was serious business. Only downstairs near the basement vending machine would animated conversation break out. Upstairs, in the Reading Room, the vow of silence was sacred.

I do not know by what criteria such selections are made, but Neckerchief is my favorite. He is a man well into his eighties with the kind of pink face that even in July looks as though it has just been brought in out of the cold. A single drop of watery discharge, like a crystal bead, hangs at the tip of his nose. His gait is stiff-legged, with tiny, quick, shuffling steps accompanied by rather wild arm-swinging in what seems an effort to gain momentum or maintain balance. For a long time I could not decide whether this manner of walking was due to arthritis of the knees or to the fact that for most of the year he wore two or more pairs of pants. Either might have been the cause of his lack of joint flexion. One day, as I held the door to the Men’s Room for him, he pointed to his knees and announced, by way of explanation of his slowness:

“The hinges is rusty.”

The fact was delivered with a shake of the head, a wry smile and without the least self-pity.

“No hurry,” I said, and once again paid homage to Sir William Osler, who instructed his students to “listen to the patient. He is trying to tell you what is the matter with him.” From that day, Neckerchief and I were friends. I learned that he lives alone in a rooming house eight blocks away, that he lives on his Social Security check, that his wife died a long time ago, that he has no children, and that the Boston Globe is the best damn newspaper in the library. He learned approximately the same number of facts about me. Beyond that we talked about politics and boxing, which is his great love. He himself had been an amateur fighter sixty years ago—most of his engagements having been spontaneous brawls of a decidedly ethnic nature. “It was the Polacks against the Yids,” he told me, “and both of ’em again the Micks.” He held up his fists to show the ancient fractures.

The actual neckerchief is a classic red cowboy rag folded into a triangle and tied about his neck in such a way that the widest part lies at the front, covering the upper chest as a kind of bib. Now and then a nose drop elongates, shimmers, wobbles and falls to be absorbed in to the neckerchief. Meanwhile a new drop has taken the place of the old. So quickly is this newcomer born that I, for one, have never beheld him unadorned.

One day I watched as Neckerchief, having raided the magazine rack, journeyed back to his seat. In one flapping hand the Saturday Review rattled. As he passed, I saw that his usually placid expression was replaced by the look of someone in pain. Each step was a fresh onslaught of it. His lower lip was caught between his teeth. His forehead had been cut and stitched into lines of endurance. He was hissing. I waited for him to take his seat, which he did with a gasp of relief, then went up to him.

“The hinges?” I whispered.

“Nope. The toes.”

“What’s wrong with your toes?”

“The toenails is too long. I can’t get at ’em. I’m walkin’ on ’em.”

I left the library and went to my office.

“What are you doing here?” said my nurse. “It’s Wednesday afternoon. People are just supposed to die on Wednesday afternoon.”

“I need the toenail cutters. I’ll bring them back tomorrow.”

“The last time you took something out of here I didn’t see it for six months.”

Neckerchief was right where I had left him. A brief survey, however, told me that he had made one trek in my absence. It was U.S. News & World Report on his lap. The Saturday Review was back in the rack. I could only guess what the exchange had cost him. I doubted that either of the magazines was worth it.

“Come on down to the Men’s Room,” I said. “I want to cut your toenails.” I showed him my toenail clippers, the heavy-duty kind that you grip with the palm, and with jaws that could bite through bone. One of the handles is a rasp. I gave him a ten-minute head start, then followed him downstairs to the Men’s Room. There was no one else there.

“Sit here.” I pointed to one of the booths. He sat on the toilet. I knelt and began to take off his shoes.

“Don’t untie ’em,” he said. “Just slide ’em on and off.”

The two pairs of socks were another story, having to be peeled off. The underpair snagged on the toenails. Neckerchief winced.

“How do you get these things on?” I asked.

“A mess, ain’t they? I hope I don’t stink too bad for you.”

The nail of each big toe was the horn of a goat. Thick as a thumb and curved, it projected down over the tip of the toe to the underside. With each step, the nail would scrape painfully against the ground and be pressed into his flesh. There was dried blood on each big toe.

“Jesus, man!” I said. “How can you walk?” I thought of the eight blocks he covered twice a day.

It took an hour to do each big toe. The nails were too thick even for my nail cutters. They had to be chewed away little by little, then flattened out with the rasp. Now and then a fragment of nail would fly up, striking me in the face. The other eight toes were easy. Now and then, the door opened. Someone came and went to the row of urinals. Twice, someone occupied the booth next to ours. I never once looked up to see. They’ll just have to wonder, I thought. But Neckerchief could tell from my face.

“It doesn’t look decent,” he said.

“Never mind,” I told him. “I bet this isn’t the strangest thing that’s happened down here.” I wet some toilet paper with warm water and soap, washed each toe, dried him off, and put his shoes and socks back on. He stood up and took a few steps, like someone who is testing the fit of a new pair of shoes.

“How is it?”

“It don’t hurt,” he said, and gave me a smile that I shall keep in my safety-deposit box at the bank until the day I die.

“That’s a Cadillac of a toe job,” said Neckerchief. “How much do I owe ya?”

“On the house,” I said. “And besides, what kind of a boy do you think I am?”

The next week I did Stovepipe. He was an easy case. Then, Mrs. Fringes, who was a special problem. I had to do her in the Ladies’ Room, which tied up the place for half an hour. A lot of people opened the door, took one look, and left in a hurry. Either it was hot in there or I had a temperature.

I never to go the library on Wednesday afternoon without my nail clippers in my briefcase. You just never know.





Professionalism in the Practice of Psychotherapy

KELLY FIORE, ROBERT DICKER, SAILAJA AKELLA,
AND PAMELA HOFFMAN

“Professionalism in psychiatry involves constant and honest self-reflection about one’s aims and motivations, and it also involves a current understanding of the emerging trends in ethics that serve as the basis for the public trust in our field. Psychiatry is, in fact, held to a different standard than other disciplines in medicine because of the nature of the diseases we treat and the potential vulnerability of our patients; also, the therapeutic relationship itself is the major vehicle for carrying out our treatments. It is both our greatest strength clinically and our greatest vulnerability professionally.”1

In teaching psychotherapy to medical students and residents, there is no body of wisdom more vital to impart than an ethical framework for approaching the therapist-patient relationship. A successful psychotherapy, after all, hinges upon a strong therapeutic alliance between patient and therapist as well as the construction of a safe space for the patient to delve into his or her interpersonal struggles.2 The teaching of psychotherapy poses a unique challenge for educators for two main reasons: (1) The unique emotional intimacy created by the psychotherapeutic confines (which is often difficult for the trainee to process); and (2) The inherent ambiguity in teaching ethics and professionalism in this context. The therapist-patient relationship is, in many ways, more intimate than the traditional doctor-patient relationship, both in terms of time spent together and richness of content. Physician-psychotherapist Glenn Gabbard, in discussing professional boundaries in psychotherapy, points out the following: “By its very nature, psychotherapy involves a radical form of privacy … The atmosphere of emotional confession and acceptance fosters a rare kind of intimacy not often available outside of therapy.”3 In addition, the emotionally intimate environment created within psychotherapy may lend itself to the enactment of a power differential. It is unlikely that trainees will have encountered this level of emotional intensity in their medical training, thus rendering their first psychotherapy encounters fertile ground for boundary crossings. The second factor complicating the teaching of professionalism in psychotherapy is the abstract nature of the content. Given the myriad schools of thought and approaches to talk therapy, there is no agreed-upon set of rules for how to conduct oneself (outside of, perhaps, “Don’t sleep with your patients” and “Don’t commit billing fraud.”). For example, a traditional psychodynamic therapist would likely hold all sessions in an office, and might view a patient’s suggestion to have a session on a rooftop park as an example of that patient’s pushing of boundaries. However, it would not be uncommon for a cognitive behavioral therapist focusing on, say, fear of heights, to take his or her patient to the top of a building as a form of exposure. It is important for the trainee to internalize a framework for thinking critically about such therapeutic decisions, and to develop an emergent sense of identity as a therapist at the conclusion of his or her training.

The seminar we have created, “Professionalism in the Practice of Psychotherapy,” was designed to address this crucial aspect of psychotherapy training using a medical humanities framework. We decided to look to fiction to address this elusive aspect of professionalism on the basis of the robust body of literature in which the humanities have been integrated into medical curricula. Reading and reflecting upon fiction has been shown to foster introspection and moral reflection; to increase self-awareness; and to foster a tolerance for the uncertainties inherent in medicine.4 In our seminar, medical students and/or psychiatry residents read depictions of psychotherapeutic dyads in four novels (Matthew Quick’s The Silver Linings Playbook, Wally Lamb’s I Know This Much Is True, Pat Conroy’s The Prince of Tides, and Judith Guest’s Ordinary People). They discuss four major principles of psychiatric ethics: establishment of a therapeutic frame, professional boundaries, self-disclosure, and confidentiality.5 The purpose of this course is to provide the space for trainees to reflect upon the psychotherapy relationships as portrayed in fiction (some of which are morally and ethically ambiguous) so as to develop a mental model for coping with these situations as they arise in real time. They also grow to appreciate the complexities inherent in psychotherapeutic relationships and approaches to treatment, and to forge the path toward a unique professional identity as a therapist. This seminar is designed as either a fourth-year medical student elective or a second- or third-year psychiatry resident elective; ideally, three to eight students or residents participate at a time. It meets once per month for five months (so that readers have one month to complete each book), and each meeting is roughly two hours long. The pedagogies of close reading and self-directed learning are used throughout the course, and the residents are evaluated upon the basis of their close reading assignments and their participation in the seminar’s discussion. The four discussion questions for each session will be the same and are listed below:

1.How does the therapist handle the initial encounter? To what extent does the therapist explain the purpose of psychotherapy and set a frame for ongoing sessions?

2.How do the therapist and patient address one another? How formal is the relationship? Does the therapist use physical touch at any point within the treatment? Humor or irreverence?

3.How does the therapist handle self-disclosure? To what extent is the patient privy to the therapist’s life outside the confines of the office? How do the therapist and patient relate if and when they encounter one another outside the office?

4.How is the issue of confidentiality handled within the therapy? Does the therapist violate patient confidentiality at any point and, if so, was it justified?

Detailed below are sketches of each of the five seminars, including techniques for integrating the aforementioned discussion questions.

In the first session, the course objectives are reviewed, as well as the four psychotherapeutic ethical questions as detailed above. In addition, learners are introduced to the pedagogy of close reading as a means through which trainees can improve their clinical reasoning skills as well as their ability to fully attend to a patient’s subjective experience.6 Although they will be reading entire novels, learners are asked to select excerpts of therapist-patient interactions prior to each session and read them closely, paying attention to elements of the text such as perspective, form, narrative voice, and use of metaphor—things that might not occur to them in the process of reading a lengthy novel. In other words, they will be interpreting and interacting with the text (and therefore the patient-therapist dyad) rather than passively viewing it. The Reading Guide for Reflective Writing, developed by the College of Physicians and Surgeons at Columbia University to train close readers, is included in Appendix 1 and will serve as a guide for learners to complete their close reading assignments.7 In preparation for each of the subsequent monthly sessions, learners are responsible for reading a novel and using the Reading Guide to engage in a close reading of a therapist-patient interaction. These close readings are e-mailed to the instructor prior to each seminar; each learner is expected to share observations from his or her close reading with the group at the start of the discussion. The first novel assigned is The Silver Linings Playbook, to be discussed in Session II; the passage for close reading is selected by the course instructor rather than the learner and is included in Appendix 2. This allows the learner to ease into close reading and to get a sense of how the process can facilitate the discussion of psychiatric ethics. A sample resident close reading of the selected passage can be found in Appendix 3.

The Silver Linings Playbook is a short novel about Patrick Peoples, a middle-aged man who moves back into his childhood home after spending time in a psychiatric hospital; he holds the delusional belief that he and his ex-wife will be reunited and fall back in love. This second session begins as all of the following seminars will—each learner shares pertinent observations from his or her close reading, which will tie into a discussion of professionalism. Following the close reading of the passage in Appendix 2, learners tend to appreciate that although this story is told in the first person, the narrator lacks self-awareness. He is able to describe, in a breezy and almost humorous manner, his agitated behavior (screaming, kicking chairs, flipping a coffee table) without reflecting upon why he is engaging in this behavior. He is also so mired in his delusional belief that he cannot even consider the possibility of his ex-wife not returning to him. Learners will also pick up on how Pat regards the therapist’s office as a kind of sanctuary, and how Dr. Patel’s kind, measured, and curious approach in turn allows Pat to de-escalate. The reason that the course opens with this scene is to illustrate, in the most vivid way possible, that therapy has this potential—to allow a patient to enter a space of serenity and introspection.

In discussion of both this scene as a stand-alone as well as the entire novel, it is likely that each of the four above discussion questions will be touched upon. If not, it is the role of the facilitator to steer the discussion in the direction of these professionalism topics. As the close reading touches on the initial encounter, learners are likely to spontaneously address Dr. Patel’s lack of formality with the patient. Early in the encounter, the therapist tells his patient, “No more Dr. Patel. Call me Cliff.”8 This informal approach continues throughout the novel, with Dr. Patel running into Pat at an Eagles football game and remarking in one session, “When I am sitting in this chair, I’m your therapist. When I am not in this chair, I am a fellow Eagles fan.”9 Medical students and residents tend to react to this, wondering if they are “allowed” to have their therapy patients call them by their first names or to divulge their hobbies to their patients. Clearly these techniques are designed to build rapport—but are they appropriate for all patients? Are there patients for whom the therapist’s professional training is important and formality is necessary to establish a rapport? How might one go about addressing this with a new patient? These are the types of questions that are likely to emerge from the group discussion, with the conclusion being that there is no one-size-fits-all rule for how to address or relate to a patient. Each individual will develop his or her style that feels most comfortable and genuine in the transition from learner to therapist.

Another major theme that emerges from this novel is the treatment of delusional content in psychotherapy. Dr. Patel does not confront Pat on his delusional belief, and therefore he does not discuss a formal “treatment plan” in the first session (as the inferred goal of treatment would be the absence of delusional thinking and the return to functioning). He does not collude with the delusion either, but rather expresses curiosity around it, asking open-ended questions to understand why this delusion is particularly important to him. This was a crucial alliance-building strategy that ultimately facilitated a successful course of therapy. The learner might wonder what the ethics are around not addressing the treatment plan in the first session. Why is it appropriate in this case for the therapist not to challenge the patient’s delusional belief? These are all the right questions—and if the learners don’t generate them, then the facilitator can guide them there.

In the third session, I Know This Much Is True is the selected text. This novel addresses the lives and family history of twin brothers Dominick and Thomas Birdsley (now in their thirties). Thomas is diagnosed with paranoid schizophrenia in adolescence, and the novel explores how Dominick has coped with his brother’s illness as well as his role as his “brother’s keeper” (a promise he reluctantly made to his mother). This is a lengthy novel, and the learners have been instructed to choose their own two- to three-page psychotherapy encounter for a close reading. There are actually two therapists in this novel, so the discussion that follows will allow for comparing and contrasting their styles, along with that of Dr. Patel from the previous novel. The first therapist encountered in the novel is Lisa Sheffer, a social worker on an inpatient forensic unit. She is actually Thomas’s therapist, not that of first-person narrator Dominick, but the novel addresses Dominick’s interactions with her as he attempts to have his brother moved to a less restrictive unit. She is quite informal, developing nicknames for Dominick (“Paisano,” “Domenico”). She discloses to Dominick that she was in a nine-year relationship with a substance abuser in an attempt to connect with him around the hardship of caring for his mentally ill brother (this attempt fails miserably). And she kept a picture of her daughter on her desk, which Dominick picks up in a fit of anger and asks, “Would you bring her down here? Let your little girl play down at Hatch for the day?”10 These scenes are important for the learners to read, as they illustrate ways in which self-disclosure can backfire. Learners wonder what aspects of Pat’s psychology (or of Dr. Patel’s technique) lend themselves to successful self-disclosures, as compared to Dominick and Lisa. Another issue that arises here is discussing the purpose of therapy and framing the sessions. Lisa is not actually Dominick’s therapist, and yet they end up engaging in a psychotherapeutic relationship. How should she have gone about framing this, and would such framing be prohibitive? How important is it to maintain boundaries between collateral history gathering from family members and psychotherapeutic content? Often it is difficult to draw this line, but it is an important one for trainees to feel comfortable drawing.

The second psychotherapist in this epic novel is Dr. Patel (female in this novel). Similar to Lisa Sheffer, Dominick came to know her as his brother’s therapist, but she differed in that she set the frame for weekly one-hour sessions with Thomas when it became apparent that he needed his own treatment. She also reinforced this frame throughout treatment, inquiring about missed appointments and stating that she would not be able to continue with him without a consistent commitment. Although her style is more formal than the previous two therapists (she is referred to as Dr. Patel throughout, and he Mr. Birdsley), she does engage in forms of self-disclosure in that she has religious statues in her office, which she discusses with Dominick. She is also nontraditional in that she sends Dominick a Hindu statue when he is hospitalized for a physical injury, and in that she serves tea with every session. Residents and medical students tend to wonder about inadvertent forms of self-disclosure when contemplating Dr. Patel. What do patients know about you by virtue of your age, gender, and office decor (unless you choose to leave it completely bare)? What about pregnancy? Choice of dress (Dr. Patel wears a peacock-blue sari)? All therapists engage in self-disclosure by virtue of existing; this cannot be eliminated, but rather processed appropriately with the patient.

More so than any of the other therapists we have encountered, Dr. Patel makes effective use of process comments throughout the novel, often asking Dominick about how he is feeling in the encounter rather than focusing on the factual details of his narrative. In the course of doing this, she uses irreverence quite effectively to allow Dominick to become curious about his own psychology. In a pivotal therapy session (after Dominick’s live-in girlfriend confesses to him on a cassette tape of her infidelity and he subsequently plays the tape in the session), Dr. Patel confronts him on his behavior. She asks him why he chooses to play the tape for her rather than just telling her of his girlfriend’s infidelity. She states, “So, you are not much interested in exploring your feelings about Joy’s betrayal. Or the failure of your relationship. You are merely giving me a tour of the museum … the Dominick Birdsley Museum of Injustice and Misery.”11 Learners tend to point out that this intervention (in the face of a serious betrayal) is not particularly empathic, but rather challenges Dominick’s tendency to catalog wrongs committed against him. They wonder how to tell when a patient can handle this level of sarcasm and confrontation; will this be an effective intervention, or will it make the patient worse? Make them leave therapy altogether? This is an ideal place to discuss the role of humor and irreverence in psychotherapy, and how to go about deciding which patients can tolerate and derive benefit from it. Not every therapist will feel comfortable using techniques like sarcasm, and this should be normalized as well. The goal is to facilitate the development of a personal comfort level and therapeutic style, which may or may not include humor or irreverence in its arsenal.

In The Prince of Tides, the novel used for the fourth session, Tom Wingo, the middle-aged protagonist, travels to New York City to help his twin sister Savannah, a poet who recently became psychotic and was institutionalized. In the process of discussing Savannah’s early childhood, growing up in an abusive family in South Carolina, Tom develops a therapeutic relationship of his own with Savannah’s psychiatrist, Dr. Lowenstein. It is clear that this novel has much in common with I Know This Much Is True (including the name of the protagonist). It is an epic story of the life history of twins, one seriously mentally ill. Like the therapists in I Know This Much Is True, Dr. Lowenstein is taking care of Savannah, but ends up working with Tom (and like Lisa Sheffer, she does not set a frame for their professional relationship). However, Dr. Lowenstein is unique among the therapists we have examined thus far in the course in that she engages in a major boundary violation—she has a sexual relationship with her patient, Tom. This will certainly dominate much of the early discussion in this session among the medical students or residents, and as facilitator, it is important to emphasize the lack of ambiguity in this ethical violation—under no circumstances is it appropriate. This session allows learners to process appropriate ways of handling sexual feelings toward their patients (which will inevitably occur at some point in their careers). The trajectory of Tom and Dr. Lowenstein’s relationship can be examined at multiple critical junctures—her invitation to discuss Savannah’s childhood over a drink; Tom’s declaration that she is beautiful and her expressed desire to hear this again; Tom inviting her out to dinner; Dr. Lowenstein’s discussion of her marital conflict and distant relationship with her son; her inviting Tom to coach her son at football; and finally, her inviting Tom to a dinner party in her home. At certain points, she does confront Tom on his sexual advances, such as in her comment: “Why do you want to be attractive to me, Tom? I don’t see how that could help either your sister or you.”12 Discussion around this may allow the learners to get creative, to model how Dr. Lowenstein (who does insist on being called this, until the two become lovers) might have handled the therapeutic relationship differently at any of the critical junctures mentioned earlier.

The second major theme that emerges from The Prince of Tides is the issue of confidentiality. Early in the novel, Dr. Lowenstein respects Savannah’s wishes to not discuss any aspects of her case with Tom. When Tom, on his own, discovers that Savannah has been assuming the identity of a deceased woman (Renata Halpern), he angrily confronts Dr. Lowenstein, demanding to know the clinical details. After much resistance, she discloses to him that she had assumed this alternate identity during a psychotic episode in which she and Renata had become friends. During this heated conversation, she discloses to Tom that she has been taping their psychotherapy sessions and playing them to Savannah in an attempt to improve her reality testing. Tom is (perhaps justifiably) irate, as he has not given consent for her to do this. This encounter (which ends with Dr. Lowenstein throwing a dictionary at Tom’s face—a discussion topic in and of itself), leaves residents wondering why she chose to disclose clinical details of Savannah’s case when she did. When is it appropriate to violate confidentiality? At the end of the novel, Savannah improves to the point that she is able to be discharged from the hospital and return home with her family. If Tom’s taped sessions somehow contributed to her wellness, do the ends justify the means? Of course there are laws that dictate confidentiality in today’s clinical world, and these would have to be clearly discussed with the trainees during the course of session four. However, it is worth considering the subtle confidentiality violations that can arise in the context of working with patients and families and how these can be managed.

Ordinary People, the novel for the final session, details the grieving process of a family in the wake of the death of a teenager in a boating accident. The protagonist, Conrad, attempts suicide following his brother’s death, and the novel begins when he is released from the psychiatric hospital under the care of an outpatient psychiatrist, Dr. Berger. The reason this novel is read last is because the psychotherapeutic relationship is central to the plot, is successful in its outcome, and lends itself well to discussion of all four professionalism issues. Dr. Berger is one of the more informal of our fictional therapists in this course. He works out of a dingy office; makes coffee for both himself and Conrad; eats doughnuts in front of Conrad; encourages Conrad to lounge anywhere in his office that is comfortable rather than sitting in a chair; curses often; takes Conrad out to breakfast; refers to Conrad as his friend; gives direct advice at times rather than interpretations; and constantly uses irreverent humor (as does Conrad). That being said, he rivals the male Dr. Patel in terms of warmth and establishes a rapport with a resistant teenager who is only attending therapy to appease his father. After reading this short and ultimately uplifting novel, it would be useful for learners to reflect upon what techniques in Dr. Berger’s unorthodox arsenal were most effective in establishing a therapeutic alliance with Conrad. What techniques might be off-putting to another patient? As this is the last session of the course, it is a prime opportunity for the facilitator to review the lessons learned from each of the five fictitious therapists and to encourage learners to reflect upon each of the four professionalism topics. The facilitator can ask the following questions in discussion:

•How might you frame your initial psychotherapy session with a new patient?

•How would you like to be addressed by a patient?

•Would you feel comfortable using humor in a psychotherapy session?

•What information do you feel is appropriate to disclose to your patient about yourself?

•How would you broach the subject of confidentiality with a new patient?

The answers to these questions may vary from learner to learner, but the crucial learning experience of ethical self-reflection will have been accomplished.

The four novels discussed above have been used successfully in teaching professionalism in psychotherapy—allowing residents to reflect on ethically ambiguous topics that emerge in the therapist-patient relationship as well as to develop an emerging professional identity as a therapist. Aside from the aforementioned course, these four works can be used in other teaching contexts. All four of them provide evocative narratives of mental illness that would be of benefit to the medical student or junior psychiatry resident learning about psychiatric diagnoses. Pat can be conceptualized as suffering from bipolar illness in The Silver Linings Playbook as aspects of mania are brought to life in his first-person narrative. Thomas, in I Know This Much Is True, has been formally diagnosed with schizophrenia, and his brother Dominick bears vivid witness to the deterioration in functioning that ensues, culminating in suicide. In addition, Dominick suffers from vivid nightmares and flashbacks to moments of childhood physical and sexual abuse, illustrative of the impact that trauma can have over the life course. Savannah, in The Prince of Tides, presents a diagnostic conundrum, and it would be a worthwhile exercise in the practice of differential diagnosis to examine her psychotic and dissociative symptoms. Finally, Conrad from Ordinary People may be viewed as suffering from both major depressive disorder and post-traumatic stress disorder, as he survives a boating accident that took the life of his brother. The film versions of The Silver Linings Playbook and Ordinary People have been used at the medical student level in a self-directed learning activity aimed at learning psychiatric diagnoses; the film version of The Prince of Tides can be used in this way as well. Clips of therapy sessions from all three films could be used to enhance content for the course described above, or could constitute a stand-alone course in psychotherapeutic professionalism through film. Finally, these four novels would be useful for the psychiatry resident learning family therapy, as each work discusses at length the impact of mental illness on the entire family system.

APPENDIX 1

THE COLLEGE OF PHYSICIANS AND SURGEONS OF COLUMBIA UNIVERSITY READING GUIDE FOR REFLECTIVE PRACTICE

1.Observation

Signs of perceiving—seeing, hearing, smelling, touching. Details, descriptions, sensory aspects of the scenes.

2.Perspective

Were multiple perspectives represented, explored, guessed at? How were these perspectives conveyed?

3.Form

What is the genre—story, poem, play, screenplay, parable, cautionary tale, ghost story, black comedy? Notice any use of metaphor or imagery. Describe the temporal structure of the text—are events told in chronological order, in reverse, in chaotic sequence? Are there allusions to other stories or texts? Are there inserted texts (like quotations, letters, substories)? What is the diction—formal, breezy, bureaucratic, scientific?

4.Voice

Whose voice tells the story? Is the narrative told in a first-person, second-person, or third-person voice? Is the teller near or far, intimate or remote? Can you feel the teller’s presence as you read? Is the teller self-aware?

5.Mood

What is the mood of the text? What mood does reading it leave you in?

6.Motion

What does the story do? Does the teller seem to move from the beginning to the end? Does the story?

APPENDIX 2

Excerpt from The Silver Linings Playbook: First session with Dr. Patel.

As I sit there flipping through a Sports Illustrated, listening to the easy-listening station Dr. Patel pumps into his waiting room, suddenly I’m hearing sexy synthesizer chords, faint highhat taps, the kick drum thumping out an erotic heartbeat, the twinkling of fairy dust, and then the evil bright soprano saxophone. You know the title: “Songbird.” And I’m out of my seat, screaming, kicking chairs, sipping the coffee table, picking up piles of magazines and throwing them against the wall, yelling, “It’s not fair! I won’t tolerate any tricks! I’m not an emotional lab rat!”

And then a small Indian man—maybe only five feet tall, wearing a cable-knit sweater in August, suit pants, and shiny white tennis shoes—is calmly asking me what’s wrong.

“Turn off that music!” I yell. “Shut it off! Right now!”

The tiny man is Dr. Patel, I realize, because he tells his secretary to turn off the music, and when she obeys, Kenny G is out of my head and I stop yelling.

I cover my face with my hands so no one will see me crying, and after a minute or so, my mother begins rubbing my back.

So much silence—and then Dr. Patel asks me into his office. I follow him reluctantly as Mom helps the secretary clean up the mess I made.

His office is pleasantly strange.

Two leather recliners face each other, and spider-looking plants—long vines full of white-and-green leaves—hang down from the ceiling to frame the bay window that overlooks a stone birdbath and a garden of colorful flowers. But there is absolutely nothing else in the room except a box of tissues on the short length of floor between the recliners. The floor is a shiny yellow hardwood, and the ceiling and walls are painted to look like the sky—real-looking clouds float all around the office, which I take as a good omen, since I love clouds. A single light occupies the center of the ceiling, like a glowing upside-down vanilla-icing cake, but the ceiling around the light is painted to look like the sun. Friendly rays shoot out from the center.

I have to admit I feel calm as soon as I enter Dr. Patel’s office and do not really mind anymore that I heard the Kenny G song.

Dr. Patel asks me which recliner I want to relax in. I pick the black over the brown and immediately regret my decision, thinking that choosing black makes me seem more depressed than if I had chosen brown, and really, I’m not depressed at all.

When Dr. Patel sits down, he pulls the lever on the side of his chair, which makes the footrest rise. He leans back and laces his fingers behind his tiny head, as if he were about to watch a ball game.

“Relax,” he says. “And no Dr. Patel. Call me Cliff. I like to keep sessions informal. Friendly, right?”

He seems nice enough, so I pull my lever, lean back, and try to relax.

“So,” he says. “The Kenny G song really got to you. I can’t say I’m a fan either, but …”

I close my eyes, hum a single note, and silently count to ten, blanking my mind.

When I open my eyes, he says, “You want to talk about Kenny G?”

I close my eyes, hum a single note, and silently count to ten, blanking my mind.

“Okay. Want to tell me about Nikki?”

“Why do you want to know about Nikki?” I say, too defensively, I admit.

“If I am going to help you, Pat, I need to know you, right? Your mother tells me you wish to be reunited with Nikki, that this is your biggest life goal—so I figure we best start there.”

I begin to feel better because he does not say a reunion is out of the question, which seems to imply that Dr. Patel feels as though reconciling with my wife is still possible.

“Nikki? She’s great,” I say, and then smile, feeling the warmth that fills my chest whenever I say her name, whenever I see her face in my mind. “She’s the best thing that ever happened to me. I love her more than life itself. And I just can’t wait until apart time is over.”

“Apart time?”

“Yeah. Apart time.”

“What is apart time?”

“A few months ago I agreed to give Nikki some space, and she agreed to come back to me when she felt like she had worked out her own issues enough so we could be together again. So we are sort of separated, but only temporarily.”

“Why did you separate?”

“Mostly because I didn’t appreciate her and was a workaholic—chairing the Jefferson High School History Department and coaching three sports. I was never home, and she got lonely. Also I sort of let my appearance go, to the point where I was maybe ten to seventy pounds overweight, but I’m working on all that and am now more than willing to go into couples counseling like she wanted me to, because I’m a changed man.”

“Did you set a date?”

“A date?”

“For the end of apart time.”

“No.”

“So apart time is something that will go on indefinitely?”

“Theoretically, I guess. Especially since I’m not allowed to contact Nikki or her family.”

“Why’s that?”

“Umm … I don’t know, really. I mean—love my in-laws as much as I love Nikki. But it doesn’t matter, because I’m thinking that Nikki will be back sooner than later, and then she’ll straighten everything out with her parents.”

“On what do you base your thinking?” he asks, but nicely, with a friendly smile on his face.

“I believe in happy endings,” I tell him. “And it feels like this movie has gone on for the right amount of time.”

“Movie?” Dr. Patel says, and I think he would look exactly like Gandhi if he had those wire-rim glasses and a shaved head, which is weird, especially since we are in leather recliners in such a bright, happy room and well, Gandhi is dead, right?

“Yeah,” I say. “Haven’t you ever noticed that life is like a series of movies?”

“No. Tell me.”

“Well, you have adventures. All start out with troubles, but then you admit your problems and become a better person by working really hard, which is what fertilizes the happy ending and allows it to bloom—just like the end of all the Rocky films, Rudy, The Karate Kid, the Star Wars and Indiana Jones trilogies, and The Goonies, which are my favorite films, even though I have sworn off movies until Nikki returns, because now my own life is the movie I will watch, and well, it’s always on. Plus I know it’s almost time for the happy ending, when Nikki will come back, because I have improved myself so very much through physical fitness and medication and therapy.”

“Oh, I see.” Dr. Patel smiles. “I like happy endings too, Pat.”

“So you agree with me. You think my wife will come back soon?”

“Time will tell,” Dr. Patel says, and I know right then that Cliff and I are going to get along, because he does not preach pessimism like Dr. Timbers and the staff at the bad place; Cliff doesn’t say I need to face what he thinks is my reality.

“It’s funny, because all the other therapists I’ve seen said that Nikki wouldn’t be back. Even after I told them about the life improvements I have been making, how I am bettering myself, they still were always ‘hating on me,’ which is an expression I learned from my black friend Danny.”

“People can be cruel,” he says with a sympathetic look that makes me trust him even more. And right then I realize that he is not writing down all my words in a file, which I really appreciate, let me tell you.

I tell him I like the room, and we talk about my love of clouds and how most people lose the ability to see silver linings even though they are always there above us almost every day.

I ask him questions about his family, just to be nice, and it turns out he has a daughter whose high school field hockey team is ranked second in South Jersey. Also he has a son in elementary school who wants to be a ventriloquist and even practices nightly with a wooden dummy named Grover Cleveland, who, incidentally, was also the only U.S. president to serve two terms that were not back-to-back. I don’t really get why Cliff’s son named his wooden dummy after our twenty-second and twenty-fourth president, although I do not say so. Next, Cliff says he has a wife named Sonja, who painted the room so beautifully, which leads to our discussion about how great women are and how it’s important to treasure your woman while you have her because if you don’t, you can lose her pretty quickly—as God really wants us to appreciate our women. I tell Cliff I hope he never has to experience apart time, and he says he hopes my apart time will end soon, which is a pretty nice thing to say.

APPENDIX 3

Sample resident close reading of The Silver Linings Playbook passage.

1.Observation

Leather recliners, stone birdbath (multi-textured space—I imagined myself touching both of these items). Clouds painted on the wall (whimsical, bright). “kick drum thumping out an erotic heartbeat … sexy synthesizer chords … evil bright soprano sax”—brings to life the extent to which the office elevator music is evocative and intrusive to Pat.

2.Perspective

Written from Pat’s perspective as he describes his first meeting with his therapist. No other perspectives are directly narrated, although we can guess at Dr. Patel’s perspective (he is genuinely curious about Pat and feels a pull to help him. Also, he makes the decision not to confront Pat’s delusion).

3.Form

Genre—story, perhaps a darkly humorous one. It is ordered temporally. There is an allusion made to Gandhi (comparing Dr. Patel to him). The diction is breezy despite the serious content.

4.Voice

Written in Pat’s voice (first person). He states his behaviors (screaming, kicking chairs, flipping the coffee table) with a detached tone, as if he is unaware of how angry he must appear to others. Also seems unaware of the implausibility of his wife returning. So lacks self-awareness.

5.Mood

Hopeful (both Pat and the reader feel this way). Pat will get help from this therapist.

6.Motion

Moves an emotionally dysregulated patient to a calm, conversational space. Therapy has this potential according to this story.
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A Novel Approach to Narrative-Based
Professionalism

The Literature Classroom in Medical Education

PAMELA SCHAFF AND ERIKA WRIGHT

What if I don’t like my patient? How close is too close? What if I don’t agree with another physician? Such questions, which come up in the Narrative Medicine course we team-teach to fourth-year medical students, reflect the personal underpinnings of professional conduct, and speak to our students’ impulse to make clear distinctions between the personal and the professional. We use literature and writing to help students challenge the division between the two, and to think critically about the gray areas of professionalism, about those moments when their instincts tell them to connect with a patient, but the actions of their superiors or institutional practices dictate otherwise. Our narrative-based approach to this topic provides students with models in literature that help them examine the tensions they often feel between their need to remain distant—to be objective and “professional”—and their desire to get close—to identify with their patients.

The Narrative Medicine seminar takes place in a classroom geographically separate from the clinical world. From the first session, we explicitly define the classroom as a space for reflection and ethical engagement—with fiction, poetry, memoir, film, and illness narratives (their own and those of others). We define expectations for participation, respectful curiosity, and safekeeping of the stories to be shared.

Pat Barker’s Regeneration provides a productive way to approach the nuances of professionalism. Set at Craiglockhart Psychiatric Hospital during World War I, the novel features historical figures Dr. William Rivers, a psychiatrist, and poet Siegfried Sassoon, a conscientious objector whose declaration against the war is viewed as a “symptom” of his “war neurosis.” While this treasonous act initiates the narrative, it is the doctor’s struggle to manage the increasingly blurred lines between his personal feelings and his duties to his profession that dominates the novel. The novel’s foreignness (in time and place) provides a safe way for students to enter into discussions of the taboo topics it raises. They feel enough distance (it is, after all, a fiction) to comment candidly on the characters’ struggles, but they also come to recognize the novel’s relevance to their own experiences, specifically its treatment of the politics of medical practice and its critique of medicine’s role in shaping debates about gender, sexuality, class, and war.

What follows are examples of how we use the novel to address three areas of medical professionalism.

1. DOCTOR-PATIENT ANTIPATHY (SEE CHAPTERS 5, 6, AND 9)

Rivers and the reader clearly have favorites—those patients whose stories are more compelling or seem more worthy of our sympathy than others. Patients who resist treatment or appear too self-indulgent take more effort to appreciate, to “read.” Like a challenging book with which we cannot connect, these patients seem to repel our empathy. One of the relationships in the novel that registers this tension is that between Dr. Rivers and Second-Lieutenant Billy Prior. Prior does not remember the events that trigger his nightmares and have caused his mutism, but rather than feel sorry for him, the medical staff, represented by Sister Rogers, are irritated by his apparent rejection of their care. Sister Rogers tells Rivers, “If you speak to him he just stares right through you,” an observation that becomes a condemnation when we learn that “it was unlike Sister Rogers to take a dislike to a patient, but there was no mistaking the animosity in her voice.”1 Prior’s refusal to connect, either through eye contact or through language, puts him at odds with the doctor and, by extension, the reader. Barker underscores the value of narrative connection to the therapeutic process and to our ability to connect with each other when, during the initial assessment, Rivers obliquely censures Prior’s effort to control the mode of communication. When Rivers asks Prior about his nightmares, “Prior reache[s] for the notepad and pencil” and writes “I DON’T REMEMBER.”2 The block letters and short answers erect a barrier that Rivers must overcome. Prior’s assertion that “THERE’S NOTHING WRONG PHYSICALY” earns him a spelling lesson and a painful physical exam, as Rivers directs Prior to “open wide” so that he can “dr[a]w the end of the teaspoon, not roughly, but firmly, across the back of Prior’s throat.”3 By criticizing Prior’s mode of communication and substituting it with a medical assessment, Rivers asserts his power in a way that he later regrets but that allows him to regain some control. Our close reading of this moment reveals the slippage between the doctor’s humanness and medicine’s objectivity—Rivers’s vulnerability leads him to a (subtly) aggressive act authorized by his professional status. After Prior regains his voice, Rivers acknowledges his own role in creating the antipathy, admitting that to point out that there are “two l’s in ‘physically’”4 was “an insufferable thing to say.”5 Rivers apologizes and Prior finds himself at a loss for words. This time, however, the absence of speech provides a way for the doctor to cross the divide he has partly created. These exchanges allow us to discuss the importance of self-reflection—ask yourself: “Why am I responding to my patient in a particular way? What is it in me, in my background, and my history, that has led me to feel and react this way? And do I need to apologize?”

The initial antipathy, characterized by disdain and shaming, evolves in later chapters of the novel into a relationship that students identify as more clearly therapeutic. Subsequent encounters not only give the patient a voice but invite the doctor to imagine his role as more than that of an objective observer and diagnostician. During one session, Prior complains that “All the questions [come] from you, all the answers from me. Why can’t it be both ways?”6 Rivers’s response (that most patients “don’t care what the doctor feels”) leads Prior to explain that he’d rather “talk to a real person than a a strip of empathetic wallpaper.”7 Prior’s stutter (the “a a”) echoes Rivers’s stutter (which appears primarily during his sessions with Sassoon) and puts the patient and doctor on equal rhetorical footing. But more than that, Prior’s claim that he wants a person as his doctor signals a desire for connection through shared vulnerability, which the medical encounter rarely allows. While Rivers maintains his professional identity as therapist by redirecting the session to Prior’s nightmares, this moment opens a space for our students to consider how to cultivate genuine empathy and maintain professional boundaries. In response to Prior’s disappointment with his hypnosis-induced recovered memory—he thought the event that caused his mutism should have been more traumatic—Rivers offers, “I imagine most of us could [breakdown] if the pressure were bad enough. I know I could.” Prior retorts, “Did the wallpaper speak?”8 This exchange presents the “wallpaper” as symbolic of the tension between objectivity and engagement, between antipathy and connection, and allows students to discuss possible metaphors for their professional distance.

2. DOCTOR-PATIENT INTIMACY (SEE ESPECIALLY CHAPTER 15)

The novel offers a number of examples that address intimacy between doctors and their patients, including the relationship between Rivers and Prior discussed earlier. We will focus here on his relationship with Burns, a patient who gets sick whenever he eats. What is most troubling to Rivers about this case is that his methods seem to have failed.9 Burns’s symptoms stem from his experience after a bombing—he woke up with his head lodged in the decomposing body of a German soldier. We use Burns’s narrative to help disrupt the tidy barriers that define the doctor-patient encounter, particularly when Rivers goes to stay with Burns at his home. Rivers has become a patient himself and is on medical leave suffering physical and psychological symptoms related to his round-the-clock care of Craiglockhart’s sickest patients. Students find it odd that Rivers would go to Burns’s house and that he lives at the hospital in the first place—the domestic collapses under the weight of the clinical. We approach this as a larger metaphor for the ways that doctors “live” with patients and become part of their stories.

While staying with Burns, Rivers works on a paper about the dangers of suppressing the war experience. He realizes the irony of the moment—that he is “in the same room as a man who was doing just that,” but claims that he is no “longer Burns’s doctor” and that it is “up to Burns now how he chose to manage his illness.”10 (An additional layer of irony, of course, lives in Rivers’s own suppression of his experience as a physician who has broken down while caring for his shattered patients.) And while it may be technically true that Burns has been discharged from his care, Rivers cannot reconcile this fact with his impulse to see Burns as always his patient. Eventually, Burns begins to talk about his experience in a way that “put the decomposing corpses into some kind of perspective.”11 We discuss the extent to which Burns’s narrative gets resolved, and the satisfaction (or not) that comes from closure without cure. There are no “happy endings” in this novel, and most of the resolutions occur outside of the typical clinical setting.

3. INTRAPROFESSIONAL CONFLICT (SEE ESPECIALLY CHAPTERS 20–21)

The most chilling example of intraprofessional conflict occurs in the novel’s final section, when Rivers observes Dr. Lewis Yealland at the National Hospital in London. Rivers notes the relative absence of action and talk as he watches Yealland work: “Contact with patients was restricted to a brisk, cheerful, authoritative greeting. No questions were asked about their psychological state. Many of them, Rivers thought, showed signs of depression, but in every case, the removal of the physical symptom was described as a cure. Most of the patients would be out in a week, Yealland said.”12 Tellingly, nobody has information about relapse or suicide rates. Unlike Rivers’s patients, Yealland’s are cured almost immediately. But at what cost?

The differences between Yealland and Rivers become clearer as we witness a mute patient, much like Prior, receiving electric shock to the lumbar spine and throat. In addition to telling the patient, Callan, he will not leave until he speaks, Yealland adds, “A man who has been through so many battles should have a better control of himself.”13 This combination of insult and injury begins to work, as Callan whispers a few sounds, to which Yealland commands, “You must speak, but I shall not listen to anything you have to say.”14 Despite the divide between these two doctors, Rivers cannot help but recognize their shared goal and professional affiliation. After witnessing Yealland’s treatment, Rivers has a dream in which he attempts an even more gothic version of Yealland’s treatment on an unnamed patient, recognizing “the tension he felt between … his sympathy for the patients and his doubts about the quality of treatment they were receiving, and … the social and professional demands on him to be reasonably polite.”15 More importantly, he identifies similarities between his treatment of Prior and Yealland’s treatment of Callan, recognizing that his patients’ symptoms (muteness, stammering, tremors) are a form of protest and that curing them silences that protest.

A close reading of this section allows students to interrogate the distinction between “healing” and “cure.” What happens when doctors define these terms differently? We discuss professional hierarchies that interfere with patient care; the evolution of medical practice and theory; the ways that personal ethics get challenged by senior colleagues and by institutional protocols. In short, this novel allows us to discuss strategies for navigating the complexities of medical practice and professional relationships. By creating the space and time in the formal curriculum for students to engage with literature that reflects their own struggles, we honor the often-challenging work of forging a professional self that aligns with one’s personal beliefs and values.

We recognize that not all medical school curricula can accommodate teaching a novel, but we know of several schools that have incorporated longer works in humanities electives, especially in Year IV. We trust that this anthology will offer multiple approaches to using literature to teach professionalism, and that our “novel” approach may inspire others to take the leap. It’s actually less daunting than it seems.
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“Playing God”

SUSAN STAGNO

The title that Michael LaCombe has chosen for his short but powerful piece, which appeared in the “On Becoming a Doctor” series in Annals of Internal Medicine, employs the epithet used for doctors who engage in decision making beyond the scope of what is reasonable or appropriate; life and death decisions, generally better left for the Deity or at least for the courts.

In this very pithy and compelling story, “Playing God,” told from the point of view of a kindly country doctor in a small rural community, we meet Kitty and her dysfunctional family in the immediate aftermath of the death of Kitty’s husband—a death she lamely portrays as a suicide, but as the story unfolds, we come to realize was the result of Kitty shooting her husband following yet another episode of physical abuse. Kitty requests the help of the doctor.

Because of the brevity of this story, it lends itself well to situations in which advance preparation is not feasible or desirable. It is useful to have the story read aloud during the teaching session or seminar. Assigning segments of reading to the learners/participants lends a sense of “ownership” and emotional engagement with the story that either a single person reading aloud or each person reading silently does not create.

The story provides a number of elements for examination of ethical and professionalism issues. First and perhaps most obvious in this “clinical vignette” are the boundary issues. The unnamed doctor tells us, as readers of this story, that for many years, he has been much more than a doctor to this person (Kitty) and this family. And of course this sort of relationship would not necessarily be unusual or even inappropriate for a family doctor in a rural setting. This doctor has been straddling the line between being Kitty’s father substitute, her protector, her obstetrician, her advocate/social worker, her GP, and in the end, judge and jury; and going yet one step further—covering up the evidence about what really happened—a “co-conspirator.”

Expect that your learners are likely to “take sides,” which makes the discussion of this story interesting and lively. Some will take what they feel to be the moral high ground and ask, “Who is this doctor to tamper with the evidence?” “Who is he to make the decision about her innocence based on justifiable homicide?” Or “Who is he to play God?” Others clearly see that the victim “had it coming” and that putting Kitty through the legal wringer over this would be adding insult to injury. Allowing the learners to steep in the ambiguity of “right or wrong”—and not to declare which is correct—is a useful exercise in and of itself. It also helps the learners to see that unexpected situations present themselves for which a “right answer” is not always so easy to determine.

The writer of the story raises a subtext—that of physician self-care. The doctor recalls having “a bad baby” on his hands, and the gut-wrenching decision that he faced—the other time he “played God.” Let the baby live and condemn this family to dealing with a child who would never have a normal, perhaps even a sentient life or let the baby go and lie to the family about a stillborn? The doctor opts for the latter. “I went home that night and yelled at my wife, kicked the dog, and drank too much—brooded for weeks and never talked about it.”1 What a great icon representing the many painful and difficult decisions that physicians face, the fact that they frequently do so in isolation, without support, not wanting to appear “weak” or “needy”—just shouldering it alone. It has been demonstrated that situations such as these lead to physician burnout or depression, and that strategies for preventing or dealing with burnout include having colleagues with whom physicians (or any healthcare provider) can discuss, be supported, and emotionally process the difficult things that they face in the course of their work.

An overarching professionalism dimension that this story speaks to is, of course, paternalism. The doctor’s decision to cover up the crime, and his choice about the “bad baby” both involve a rather large dose of paternalism. This concept has certainly been eclipsed in the modern era of medical ethics by autonomy and, in the process, paternalism has taken on a bad name. But most paternalistic actions are done with at least some degree of beneficent intent—and this story presents two examples of the nature of intent and what the limits of doctorly beneficence are.

Some learners have also brought up the final line of the story in which the doctor directs Kitty to come to his office in the morning to set her fractured arm—a result of the abusive episode with her husband before she took his life. Why is he making her wait? Why would he not take her first to his office to perform that procedure rather than taking her to her sister’s house? Presumably she is in pain. Is this the price she pays for his silence and “cover-up” of her crime?

Not that the crux of the story itself doesn’t provide plenty of opportunity to examine major professionalism issues, but if time permits, other dilemmas or ethical challenges inherent to small-town practice could also be discussed. Commonly identified ethical concerns in small-town and rural practice include limited healthcare resources (both availability and accessibility), dual caregiver relationships, caregiver stress, confidentiality, cultural and personal values, and boundary issues.2 Rural physicians must straddle the line between being a part of the community in which they live and work—both for the purpose of developing trust among those they serve as well as having a life outside their practice—and maintaining some professional distance. Lack of collegial support with regard to consultative assistance or processing of difficult situations and the expectation of 24/7 availability to the community can lead to stress at best and burnout at worst. Yet rural practice can also be filled with myriad rewards, making this choice extremely gratifying. Brief yet rich and very well written, this story provides plenty of opportunity for deliberation about any or all of these issues.

NOTE
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Empathy and Respect






Below the Surface

A “Most Beautiful” Understanding

APARNA ATLURU, MICHAEL LANEY, AND TIANYI DU

Medical education places a substantial emphasis on reading, yet leaves little room for “literature.” Literature is an admittedly vague discipline whose meaning differs from person to person, and which transforms over time. For many students, missing out on the opportunity to read more literature may not seem terribly significant—not when there are more pressing, immediate tasks at hand, such as mastering anatomy and physiology, scoring well on board exams, or impressing the attending physician on clinical rotations. While reading literature may not be the most efficient way to acquire medical knowledge, it can impart a different kind of acumen that is arguably as important for physicians in training. The good news is that literature encompasses more than the dense, lengthy novels that the term conjures—novellas, short stories, and poems all offer a similar ability to encourage contemplation and are more amenable to the time constraints that medical students face. “The Most Beautiful Woman in Town,” a short story by the German American writer, Charles Bukowski, is a compelling yet brief literary work that is personally enriching, but also helpful in developing a sense of professionalism and the responsibilities we have to patients. In only seven pages, the story explores a variety of themes that are particularly relevant to the practice of medicine, especially with regard to observation, contextual awareness, empathy, and responsibility.

Bukowski’s story is the first-person narrative of a middle-aged man who spends his days and nights in bars, seeming to float carelessly along. At one of these bars, he meets a young woman named Cass—exotic, strikingly beautiful, and spirited. But she is also self-destructive, and theatrically so, at one point driving a hatpin through her nose while others at the bar watch. Most in the town said she was crazy. Others saw her as a sexual object and “didn’t care whether she was crazy or not.”1 Though the narrator is an ugly man, Cass prefers men that way, and they quickly begin a sexual relationship that lasts several months. Over the course of the story, we learn a great deal about Cass, her history, and her increasingly erratic and self-destructive acts. All along, we hear from a man who seems to accept her unconditionally, but is absent in so many ways. This absence is highlighted at the end of the story, when he is unexpectedly offered condolences by the bartender. Cass had committed suicide and been buried the day before. His reaction at first is cool, but at some point “the night kept coming in and there was nothing [he] could do.”2

Bukowski’s story is at heart a detailed, sordid, surreal account of the interaction between two very different human beings. The reader is exposed initially to thrill and curiosity, and later to tragedy, as told through a detailed narrative with distinct form and style that presents many questions for readers to consider—the razor marks and scars on Cass’s body disturb and leave us wondering about their meaning. Maybe they hint at some darkness beneath her free-spirited exterior, which the narrator fails to notice. In this context, words and images serve more than one purpose: they foreshadow, symbolize, and introduce ambiguity.

If there is one aspect of the story that almost anyone in the medical profession can draw a parallel to, it is the sinking feeling of overlooking a seemingly minor detail whose significance only becomes apparent too late. With continual technological progress, many aspects of medical practice have become automated and algorithmic. One skill certain to remain vitally important, and one that technology cannot replace, is the ability to interpret the stream of subtle cues that come from observing another human being. Just as in the story, appreciating the smallest details can potentially translate into the difference between life and death.

An appreciation for context is another gift that literature offers readers. A story is more than the words it contains—context matters. In “The Most Beautiful Woman in Town,” contextual considerations are rife within the story. Cass is presented as a mysterious outlier, charming and spontaneous. Readers are left to wonder, what else has happened in her life? How would extratextual information about Cass or Bukowski change how we read this story? How is her portrayal received today compared to when the story was written?

Similarly, physicians in all fields must be aware of context in both the diagnosis and management of patients. For the emergency physician evaluating the patient presenting with an acute abdomen, a further work-up will need to be guided by details of onset, timing, duration, and dozens of other factors. For the internist looking at serum electrolytes, the significance of an abnormal value varies widely depending on the underlying cause and could suggest a variety of diagnoses. Physicians are certainly less likely to be successful if they approach their duties without an appropriate understanding of context.

The characters in Bukowski’s story all have their own complex set of motivations, beliefs, qualities, and flaws. As in other literary works, and as in real life, the emphasis is not so much on an objective-driven story arc as it is on exploration of the characters and their situations. These are tales of people trying to find their way in the world, whose paths intersect at a particular moment in time, and of the consequences that subsequently arise. Bukowski’s story allows the reader to consider events from multiple perspectives, namely Cass’s perspective and the narrator’s. A reader may wonder whether Cass suffers from a type of mental or physical illness. What could have prevented her from doing what she did, and where does the responsibility lie in this scenario? Could Cass have done anything differently? How much is the narrator “at fault” for the ending, and what might he have done differently?

If we imagine ourselves as the man at the end of the story, sharing drinks after just happening to hear of this troubled woman’s suicide, we might be asking ourselves, “In what ways am I responsible? What guilt do I bear?” And most pointedly, “How could I have acted differently?” There is a tradition of thought that takes assuming responsibility as a fundamental aspect of existing authentically in the world. But what is it that we are to assume responsibility for? Most can agree that we are responsible for the actions we take and the results that follow, at least to a point. But we are also responsible for our ignorance, for not pursuing a line of inquiry, and for everything that follows from that.

It is difficult not to agree with the narrator when he says that everything about her had indicated that she had cared, but that he had simply been too offhanded about it, lazy, too unconcerned. We feel for the narrator and the situation in which he finds himself. He seemed to care more for her than others had. Indeed, his acceptance of her and her scars could at times be unquestioning. But that is just the problem, and it is something for us to reflect on as collectors of scars. There were missed opportunities to know more, and not just at the end. He accepts sibling quarrels as explanation for razor marks on Cass’s left forearm. A hatpin through her nose was simply a prelude to intrigue, even if met with initial horror. The narrator leaves for six months to bum around soon after telling Cass that he cared for her and her body, not just the latter. When he returns, to his surprise, she was still there, though with glass pins driven in under her eyes and a soon-to-be-revealed jagged scar made with broken glass across her neck. In each instance, increasingly visible mutilations are met with muted responses that could on one level pass for unquestioning acceptance but on another be seen as examples of what he admits was an offhanded and unconcerned kind of acceptance.

He was responsible. Not to choose is a choice. Not to throw ourselves in and understand another person can leave us guilty just the same. In what ways have we encountered these situations in our practice? Do we pass over signs of a deeper pathology or at times not see beneath the surface when asking why our patient is not meeting goals because we have not cared deeply about the person across from us? This kind of commitment will not lead uniformly to good outcomes, but bearing this responsibility regardless of outcome is one of our essential virtues.

Literature, if one gazes beyond its fictional nature, can indeed help equip students in the intangible but supremely important skills in understanding the nuances of professionalism and the responsibilities entailed therein. It also provides students with a rare opportunity for introspection unburdened by the academic pressures accompanying other areas of their medical education.

NOTES
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The Most Beautiful Woman in Town

CHARLES BUKOWSKI

Cass was the youngest and most beautiful of 5 sisters. Cass was the most beautiful girl in town. Half Indian with a supple and strange body, a snake-like and fiery body with eyes to go with it. Cass was fluid moving fire. She was like a spirit stuck into a form that would not hold her. Her hair was black and long and silken and whirled about as did her body. Her spirit was either very high or very low. There was no in between for Cass. Some said she was crazy. The dull ones said that. The dull ones would never understand Cass. To the men she was simply a sex machine and they didn’t care whether she was crazy or not. And Cass danced and flirted, kissed the men, but except for an instance or two, when it came time to make it with Cass, Cass had somehow slipped away, eluded the men.

Her sisters accused her of misusing her beauty, of not using her mind enough, but Cass had mind and spirit; she painted, she danced, she sang, she made things of clay, and when people were hurt either in the spirit or the flesh, Cass felt a deep grieving for them. Her mind was simply different; her mind was simply not practical. Her sisters were jealous of her because she attracted their men, and they were angry because they felt she didn’t make the best use of them. She had a habit of being kind to the uglier ones; the so-called handsome men revolted her—“No guts,” she said, “no zap. They are riding on their perfect little earlobes and well-shaped nostrils … all surface and no insides …” She had a temper that came close to insanity, she had a temper that some call insanity.

Her father had died of alcohol and her mother had run off leaving the girls alone. The girls went to a relative who placed them in a convent. The convent had been an unhappy place, more for Cass than the sisters. The girls were jealous of Cass and Cass fought most of them. She had razor marks all along her left arm from defending herself in two fights. There was also a permanent scar along the left cheek but the scar rather than lessening her beauty only seemed to highlight it.

I met her at the West End Bar several nights after her release from the convent. Being youngest, she was the last of the sisters to be released. She simply came in and sat next to me. I was probably the ugliest man in town and this might have had something to do with it.

“Drink?” I asked.

“Sure, why not?”

I don’t suppose there was anything unusual in our conversation that night, it was simply in the feeling Cass gave. She had chosen me and it was as simple as that. No pressure. She liked her drinks and had a great number of them. She didn’t seem quite of age but they served her anyhow. Perhaps she had forged i.d., I don’t know. Anyhow, each time she came back from the restroom and sat down next to me, I did feel some pride. She was not only the most beautiful woman in town but also one of the most beautiful I had ever seen. I placed my arm about her waist and kissed her once.

“Do you think I’m pretty?” she asked.

“Yes, of course, but there’s something else … there’s more than your looks …”

“People are always accusing me of being pretty. Do you really think I’m pretty?”

“Pretty isn’t the word, it hardly does you fair.”

Cass reached into her handbag. I thought she was reaching for her handkerchief. She came out with a long hatpin. Before I could stop her she had run this long hatpin through her nose, sideways, just above the nostrils. I felt disgust and horror.

She looked at me and laughed, “Now do you think me pretty? What do you think now, man?”

I pulled the hatpin out and held my handkerchief over the bleeding. Several people, including the bartender, had seen the act. The bartender came down:

“Look,” he said to Cass, “you act up again and you’re out. We don’t need your dramatics here.”

“Oh, fuck you, man!” she said.

“Better keep her straight,” the bartender said to me.

“She’ll be all right,” I said.

“It’s my nose, I can do what I want with my nose.”

“No,” I said, “it hurts me.”

“You mean it hurts you when I stick a pin in my nose?”

“Yes, it does, I mean it.”

“All right, I won’t do it again. Cheer up.”

She kissed me, rather grinning through the kiss and holding the handkerchief to her nose. We left for my place at closing time. I had some beer and we sat there talking. It was then that I got the perception of her as a person full of kindness and caring. She gave herself away without knowing it. At the same time she would leap back into areas of wildness and incoherence. Schitzi. A beautiful and spiritual schitzi. Perhaps some man, something, would ruin her forever. I hoped that it wouldn’t be me.

We went to bed and after I turned out the lights Cass asked me, “When do you want it? Now or in the morning?”

“In the morning,” I said and turned my back.

In the morning I got up and made a couple of coffees, brought her one in bed.

She laughed. “You’re the first man who has turned it down at night.”

“It’s o.k.,” I said, “we needn’t do it at all.”

“No, wait, I want to now. Let me freshen up a bit.”

Cass went into the bathroom. She came out shortly, looking quite wonderful, her long black hair glistening, her eyes and lips glistening, her glistening … She displayed her body calmly, as a good thing. She got under the sheet.

“Come on, lover man.”

I got in.

She kissed with abandon but without haste. I let my hands run over her body, through her hair. I mounted. It was hot, and tight. I began to stroke slowly, wanting to make it last. Her eyes looked directly into mine.

“What’s your name?” I asked.

“What the hell difference does it make?” she asked.

I laughed and went on ahead. Afterwards she dressed and I drove her back to the bar but she was difficult to forget. I wasn’t working and I slept until 2 p.m. then got up and read the paper. I was in the bathtub when she came in with a large leaf—an elephant ear.

“I knew you’d be in the bathtub,” she said, “so I brought you something to cover that thing with, nature boy.”

She threw the elephant leaf down on me in the bathtub.

“How did you know I’d be in the tub?”

“I knew.”

Almost every day Cass arrived when I was in the tub. The times were different but she seldom missed, and there was the elephant leaf. And then we’d make love.

One or two nights she phoned and I had to bail her out of jail for drunkenness and fighting.

“These sons of bitches,” she said, “just because they buy you a few drinks they think they can get into your pants.”

“Once you accept a drink you create your own trouble.”

“I thought they were interested in me, not just my body.”

“I’m interested in you and your body. I doubt, though, that most men can see beyond your body.”

I left town for 6 months, bummed around, came back. I had never forgotten Cass, but we’d had some type of argument and I felt like moving anyhow, and when I got back I figured she’d be gone, but I had been sitting in the West End Bar about 30 minutes when she walked in and sat down next to me.

“Well, bastard, I see you’ve come back.”

I ordered her a drink. Then I looked at her. She had on a high-necked dress. I had never seen her in one of those. And under each eye, driven in, were 2 pins with glass heads. All you could see were the heads of the pins, but the oins were driven down into her face.

“God damn you, still trying to destroy your beauty, eh?”

“No, it’s the fad, you fool.”

“You’re crazy.”

“I’ve missed you,” she said.

“Is there anybody else?”

“No there isn’t anybody else. Just you. But I’m hustling. It costs ten bucks. But you get it free.”

“Pull those pins out.”

“No, it’s the fad.”

“It’s making me very unhappy.”

“Are you sure?”

“Hell yes, I’m sure.”

Cass slowly pulled the pins out and put them back in her purse.

“Why do you haggle your beauty?” I asked. “Why don’t you just live with it?”

“Because people think it’s all I have. Beauty is nothing, beauty won’t stay. You don’t know how lucky you are to be ugly, because if people like you then you know it’s for something else.”

“O.k.,” I said, “I’m lucky.”

“I don’t mean you’re ugly. People just think you’re ugly. You have a fascinating face.”

“Thanks.”

We had another drink.

“What are you doing?” she asked.

“Nothing. I can’t get on to anything. No interest.”

“Me neither. If you were a woman you could hustle.”

“I don’t think I’d want to make that close a contact with so many strangers, it’s wearing.”

“You’re right, it’s wearing, everything is wearing.”

We left together. People still stared at Cass on the streets. She was a beautiful woman, perhaps more beautiful than ever.

We made it to my place and I opened a bottle of wine and we talked. With Cass and I, the talk always came easy. She talked a while and I would listen and then I would talk. Our conversation simply went along without strain. We seemed to discover secrets together. When we discovered a good one Cass would laugh that laugh—only the way she could. It was like joy out of fire. Through the talking we kissed and moved closer together. We became quite heated and decided to go to bed. It was then that Cass took off her high-necked dress and I saw it—the ugly jagged scar across her throat. It was large and thick.

“God damn you, woman,” I said from the bed, “god damn you, what have you done?”

“I tried it with a broken bottle one night. Don’t you like me any more? Am I still beautiful?”

I pulled her down on the bed and kissed her. She pushed away and laughed, “Some men pay me ten and I undress and they don’t want to do it. I keep the ten. It’s very funny”

“Yes,” I said, “I can’t stop laughing … Cass, bitch, I love you … stop destroying yourself; you’re the most alive woman I’ve ever met.”

We kissed again. Cass was crying without sound. I could feel the tears. The long black hair lay beside me like a flag of death. We enjoined and made slow and somber and wonderful love.

In the morning Cass was up making breakfast. She seemed quite calm and happy. She was singing. I stayed in bed and enjoyed her happiness. Finally she came over and shook me, “Up, bastard! Throw some cold water on your face and pecker and come enjoy the feast!”

I drove her to the beach that day. It was a weekday and not yet summer so things were splendidly deserted. Beach bums in rags slept on the lawns above the sand. Others sat on stone benches sharing a lone bottle. The gulls whirled about, mindless yet distracted. Old ladies in their 70’s and 80’s sat on the benches and discussed selling real estate left behind by husbands long ago killed by the pace and stupidity of survival. For it all, there was peace in the air and we walked about and stretched on the lawns and didn’t say much. It simply felt good being together. I bought a couple of sandwiches, some chips and drinks and we sat on the sand eating. Then I held Cass and we slept together about an hour. It was somehow better than lovemaking. There was flowing together without tension. When we awakened we drove back to my place and I cooked a dinner. After dinner I suggested to Cass that we shack together. She waited a long time, looking at me, then she slowly said, “No.” I drove her back to the bar, bought her a drink and walked out. I found a job as a parker in a factory the next day and the rest of the week went to working. I was too tired to get about much but that Friday night I did get to the West End Bar. I sat and waited for Cass. Hours went by. After I was fairly drunk the bartender said to me, “I’m sorry about your girlfriend.”

“What is it?” I asked.

“I’m sorry, didn’t you know?”

“No.”

“Suicide. She was buried yesterday.”

“Buried?” I asked. It seemed as though she would walk through the doorway at any moment. How could she be gone?

“Her sisters buried her.”

“A suicide? Mind telling me how?”

“She cut her throat.”

“I see. Give me another drink.”

I drank until closing time. Cass was the most beautiful of 5 sisters, the most beautiful in town. I managed to drive to my place and I kept thinking, I should have insisted she stay with me instead of accepting that “no.” Everything about her had indicated that she had cared. I simply had been too offhand about it, lazy, too unconcerned. I deserved my death and hers. I was a dog. No, why blame the dogs? I got up and found a bottle of wine and drank from it heavily. Cass the most beautiful girl in town was dead at 20.

Outside somebody honked their automobile horn. They were very loud and persistent. I sat the bottle down and screamed out: “GOD DAMN YOU, YOU SON OF A BITCH, SHUT UP!”

The night kept coming and there was nothing I could do.





“Do You Always Swear at Your Patients?”

Teaching Professionalism Using Mikhail Bulgakov’s
“The Speckled Rash”

CLAYTON J. BAKER

One may learn from both the wise and the unwise. When it comes to developing professionalism during medical training, it is probably impossible not to be influenced by both types of teachers. Traditionally, medical students are introduced to the standard orthodoxy regarding physician professionalism during their preclinical years. They are told the prime directive of the profession, primum non nocere—to do no harm. They are inculcated in the virtues of a tireless work ethic and delayed gratification. They are taught to balance empathy with a degree of deliberate emotional distance. And so on.

Then students are sent to the wards, where an almost endless variety of human behaviors pass before their eyes. As this pageant unfolds, students must reconcile the examples they witness with the ideals they have been taught. Simultaneously, they must also learn to manage long hours, heavy workloads, and the need to expand their knowledge base and hone their diagnostic and therapeutic skills.

Under such complicated circumstances, professionalism cannot possibly develop uniformly in all individuals. Different challenges are faced at different times in each student’s unique experience. A given student may be exposed to a specific professional example—positive or negative—much sooner or more intensely than his or her peers. It is therefore highly desirable to have supplemental means through which medical trainees can gather to share, discuss, and reflect upon professional and unprofessional behaviors in a safer, better controlled, and lower-stakes environment than the wards. Certain literary texts lend themselves especially well to such group study of medical professionalism issues. One of the best I have found for this purpose is the Russian writer-physician Mikhail Bulgakov’s short story “The Speckled Rash.” I have students carefully read this story prior to meeting and then come together to discuss it in a seminar-type setting, where I serve as moderator.

“The Speckled Rash” is one story in the collection entitled A Country Doctor’s Notebook, a fictionalized account of Bulgakov’s own early clinical experiences. Set in 1917, Bulgakov’s unnamed young doctor finds himself, just graduated from medical school, in a tiny district hospital in some remote Podunk in rural Russia. He is the only physician there, the previous one having left prior to his arrival. With the help of only a surgical assistant and a couple of old midwives, the young doctor must learn on the job as he treats every malady that appears. He must also learn how to deal in a professional manner with the people who come bearing these illnesses.

Bulgakov gained posthumous international literary fame for his novel The Master and Margarita. Years before his masterpiece, however, Bulgakov learned his craft by writing the stories collected in A Country Doctor’s Notebook, just as his fictional doctor learns his trade through the actions described in them. The stories are brief, blunt, and unsparing accounts of medical training of the most merciless, sink-or-swim kind. Told mostly as exceptional individual cases, they are vivid, fast-moving, and highly compelling. They are excellent narratives for close reading exercises with physicians-in-training and can be used to explore a wide variety of topics.

“The Speckled Rash” lends itself especially well to a discussion of professionalism and its development. The story tells how Bulgakov’s young doctor gradually realizes that endemic syphilis is raging through his rural, peasant patient population, and how he responds to the public health crisis he has uncovered. In several successive cases, the reader clearly comes to see how the protagonist’s professionalism develops, however imperfectly.

In the opening scene, Bulgakov’s young doctor, looking back, wryly describes the first time he diagnosed syphilis in a patient: “‘This is it!’ my intuition prompted me. No need to rely on my knowledge; as a doctor only six months qualified, I had none.”1 Students quickly recognize the combination of surprise, pride, and anxiety generated by such circumstances. Bulgakov then describes the young doctor’s earnest yet awkward, uncertain, and ultimately unsuccessful efforts to convey the severity of the diagnosis to this patient, whom he concludes (not altogether inaccurately, it appears) to be something of a feckless, ignorant fellow. In a final effort to sway the patient, the young doctor delivers an impassioned, pathophysiology-laden tour de force to the patient on the perils and potential complications if his disease goes untreated: “I even hinted that his nose might drop off … I discovered I was a mine of information on syphilis.”2 But the doctor later overhears his patient whispering skeptically about him to other patients in the waiting room: “He’s no good. Young fellow. I’ve just got a sore throat, but he looks me all over … Lord, here I am with nothing but a sore throat and he gives me ointment for my legs.”3 The protagonist’s lack of confidence, obvious inexperience, and overbearing manner—in short, his lack of professionalism—betray him. His first syphilitic patient ignores the prescribed therapy, and never returns.

Bulgakov follows this tragicomic scene with a much more poignant one. Some time after the doctor had forgotten about the first case, a young woman presents with a letter from her husband, who has abandoned her, telling her to seek treatment for the disease he had contracted months before but never revealed to her—syphilis. The young doctor first tries to console the woman (“my soul was not yet blunted to human suffering and from somewhere in its depths I was able to find comforting words”), then he performs an exhaustive physical examination, which reveals nothing.4 He instructs her to return for weekly examinations so he could to continue to monitor her for the appearance of a primary syphilitic lesion, which would confirm infection. Unlike the first patient, she complies with his instructions faithfully, suffering great anguish in the process: “From that time on she lived under a sword of Damocles.”5 Miraculously, she never develops the lesion—somehow, she has escaped infection. After he finally grants her a clean bill of health, the grateful woman brings him a gift of butter and eggs, which he rather prudishly refuses. Nevertheless, it is she, the patient who did not have syphilis, who inspires him to devote himself to aggressively fighting the disease.

Students note how this woman’s belief in him as a doctor motivates him. Soon he spends his free time combing through the old hospital records, recognizing patterns of infection that show the disease is endemic in the population and offer clues as to why. Ultimately, the young doctor creates an inpatient clinic to allow him to provide the difficult treatment regimen, even to entire families who are infected. Somehow he obtains Ehrlich’s new “magic bullet,” Salvarsan, for his patients. The young doctor’s dedicated, dogged work at this stage recalls the definition of a professional that a teacher of mine once told me: a professional is someone who does the job the way it needs to be done, when it needs to be done, whether he or she feels like doing it or not.

As much progress as the young doctor has made, one more key scene in the story reminds students that the road to professionalism in medicine can be bumpy. The young doctor’s syphilis clinic is up and running, and he is treating patients successfully. However, one young woman, undergoing treatment along with her three young children, becomes tired of the time-consuming inpatient therapy and threatens to leave. He implores her to stay, to no avail. Exasperated by what he sees as disregard for her children’s well-being, the young doctor loses his self-control.


Our conversation gradually became so heated that we both lost our tempers. It ended like this:

“Do you know what you are?” I said, feeling my face redden. “You’re a … fool!”

“What sort of language is that? Do you always swear at your patients?”

“‘You’re much worse than a fool! You’re not that, you’re a … ! Take a look at your Vanka! Are you trying to kill him? Well, I’m not going to let you!”

She stayed another ten days.6



This is a particularly worthwhile scene to discuss with students. It is immediately apparent to them what the young doctor is doing poorly, how he is failing to act with professionalism. This is no way to talk to patients, and students sense that the doctor knows this too, despite his protestations otherwise: “I’m not sorry. What is swearing in comparison to the speckled rash!”7 But then, students are asked, what is he doing right? The answer to this question is less obvious, but it’s there. He’s struggling mightily in the best interests of his patients—in this case, this recalcitrant, uneducated woman and her three children. Without condoning the browbeating, students acknowledge that even at its worst, the young doctor’s behavior is driven by his obvious dedication to his patients and his considerable efforts on their behalf. As the story—and the book as a whole—progresses, his self-confidence increases, his interactions with patients generally improve, and his professionalism grows.

Bulgakov’s “The Speckled Rash” provides a vivid, compelling, and accessible case study, warts and all, of the development of a young physician’s professionalism, forged in a crucible of exceptionally challenging clinical circumstances. The doctor’s overall progress, combined with his occasional backsliding, leads doctors-in-training on a vicarious journey along a rough but ultimately navigable path toward professionalism.

NOTES

1.Bulgakov, A Country Doctor’s Notebook, 61. See page 97 of this volume.

2.Bulgakov, A Country Doctor’s Notebook, 64. See pages 98–99 of this volume.

3.Bulgakov, A Country Doctor’s Notebook, 65. See page 99 of this volume.

4.Bulgakov, A Country Doctor’s Notebook, 67–68. See page 101 of this volume.

5.Bulgakov, A Country Doctor’s Notebook, 69. See page 101 of this volume.

6.Bulgakov, A Country Doctor’s Notebook, 78. See page 107 of this volume.

7.Bulgakov, A Country Doctor’s Notebook, 78. See page 107 of this volume.





The Speckled Rash

MIKHAIL BULGAKOV

‘This is it!’ Intuition prompted me. No need to rely on my knowledge; as a doctor only six months qualified, I had none. Afraid to touch the man’s bare, warm shoulder (though there was nothing to fear), I said to him from where I stood: ‘Just move nearer to the light, would you?’

He turned the way I wanted him to, and the light of the kerosene pressure-lamp shone on his yellow-tinged skin. A white, speckled rash showed through the yellow colouring of his flanks and bulging chest. ‘Like stars in the sky,’ I thought to myself with a chill of fear as I bent down to his chest. Then I drew my eyes away from it and up to his face. Before me was a man of about forty with an untidy, ashen-grey beard and bright little eyes under swollen lids. To my great amazement I saw in those eyes a look of dignity and a sense of his own importance. Bored and indifferent, he blinked occasionally as he adjusted the belt of his trousers.

‘This is it—syphilis,’ I repeated grimly to myself. This was my first professional encounter with it, as I had been flung straight from university into a remote village. I stumbled on this case of syphilis by chance. The patient had come to me complaining of a congested throat. All unawares, without a thought of syphilis, I had told him to get undressed, and only then did I see the speckled rash.

Putting all the symptoms together—his hoarseness, the sinister inflammation of his throat, the strange white patches on it and his mottled chest—I guessed at the trouble. My first, cowardly reaction was to rub my hands with a ball of sublimate of mercury. The minute it took to do this was poisoned by the anxious thought that he might have coughed on my hands. Then weakly and squeamishly I rolled a glass spatula in my hands and inspected my patient’s throat with it. Where should I put the spatula? I decided to place it on a wad of cotton wool on the window ledge.

‘Well now,’ I said, ‘you see … er … it seems … in fact it’s quite certain … you see, you have a rather unpleasant disease—you have syphilis … ’

As soon as I had said this I felt awkward. I thought he might be frightened out of his wits. But not at all. He gave me a sidelong glance, rather as a hen looks up with her round eye when she hears a voice calling her. I was astonished to see mistrust in his round eye.

‘You’ve got syphilis,’ I repeated softly.

‘What’s that, then?’ asked the man with the speckled rash.

I had a brief, sharp mental vision of a snow-white ward at the university hospital, a lecture-theatre filled with rows of students’ heads and the grey beard of the professor of venereology … But I quickly came to myself and remembered that I was about a thousand miles away from the lecture-theatre and thirty miles from the nearest railway, and that my only light was a kerosene lamp … I could hear the dull buzz of voices coming from my numerous patients waiting their turn on the other side of the white door. Outside the window, night was steadily drawing in and the first winter snow was flying on the wind.

I made my patient take off more clothes and found a primary lesion which was already healing. I was no longer in any doubt, and felt the pride which invariably arose inside me whenever I made a correct diagnosis.

‘You can get dressed again,’ I said. ‘You’ve got syphilis! It is an extremely serious illness which affects the whole body. It will take a long time to cure.’ Here I faltered because—I swear it—I detected in that hen-like gaze astonishment clearly mixed with derision.

‘But I’m only a bit hoarse in the throat,’ said the patient.

‘Yes, I know. That’s why it’s gone hoarse, and that’s why you’ve got a rash on your chest. Have a look at your chest.’

He squinted at his chest. The ironic glint in his eyes did not fade.

‘Couldn’t you just give me something for my throat?’ he asked.

‘Why does he keep on like this?’ I thought somewhat impatiently. ‘I’m talking about syphilis and all he worries about is his throat!’

‘Look here,’ I continued aloud, ‘your throat is a minor matter. We’ll make your throat better too, but the most important thing is to get rid of the general disease. And the treatment’s going to take a long time—two years.’

At this the patient stared at me. I saw the verdict in his eyes: You’ve gone off your head, doctor!

‘Why so long?’ he asked. ‘How can it take two years? All I need is something to gargle for my throat.’

I saw red. I started to speak. I was no longer afraid of frightening him. Oh, no; on the contrary, I even hinted that his nose might drop off. I told him what the future held for him if he did not take the necessary treatment. I mentioned how contagious syphilis was and spoke at length about plates, spoons and cups, and about separate towels.

‘Are you married?’ I said.

‘Yes, I am,’ he answered in amazement.

‘Send your wife to me immediately!’ I said heatedly. ‘I suppose she’s sick too, isn’t she?’

‘Send the wife?’ he asked, looking at me in great astonishment.

We went on in this vein. He kept blinking and looking into my eyes, and I into his. It was, in fact, less of a conversation than a monologue—a brilliant monologue by me, which would have earned a final year student the highest marks from any professor. I discovered that I was a mine of information on syphilis. My unexpected resourcefulness filled in the lacunae of all those passages where the German and Russian textbooks fail to go into detail. I told him what happens to the bones of an untreated syphilitic and sketched en passant an outline of progressive paralysis. Then there were his offspring—and how was his wife to be saved? Or if she was already infected, which she was bound to be, how was she to be treated?

In the end my torrent of words dried up and I self-consciously took out of my pocket a reference book in a red binding with gold lettering. It was my faithful friend, and I was never parted from it in those first stages of my difficult career. How many times did it come to my rescue when the accursed problem of prescriptions gaped before me like a black abyss! While the patient was getting dressed I furtively leafed through its pages and found what I needed.

Mercury ointment is a great remedy!

‘You must rub this stuff on you. You’ll be given six little bags of ointment. You’ll rub on one bagful a day, like this … ’ I gave a vigorous demonstration of how to do it, rubbing my overall with my open palm.

‘Today you must rub it on your arm, tomorrow on your leg, then on the other arm. When you’ve rubbed it on six times, wash it all off and come and see me. Without fail. Do you hear? Without fail! And apart from this, you must take great care of your teeth and your mouth in general while you are under treatment. I’ll give you a mouthwash. After meals you must be certain to rinse out your mouth.’

And my throat?’ he asked hoarsely, and at once I noticed that he only came to life at the word ‘mouthwash’.

‘Yes, yes, your throat too.’

A few minutes later the yellow back of his sheepskin jerkin was disappearing through the door and a woman in a headscarf was elbowing past him. A few minutes later, as I ran along the half-dark passage from my out-patient surgery to get some cigarettes from the pharmacist, I happened to overhear a hoarse whisper:

‘He’s no good. Young fellow. I’ve just got a sore throat, see, but he looks me all over … chest, belly … I’ve more than enough work on my hands and it took me half a day to get to the hospital. By the time I get back it’ll be dark. Lord, here am I with nothing but a sore throat and he gives me ointment for my legs.’

‘Careless, careless,’ a quavering peasant woman’s voice agreed, and then suddenly stopped short as I flitted past like an apparition in my white overall. I could not help looking round, and in the semi-darkness I recognised the little beard looking as if it were made of tow, the heavy eyelids, the hen-like eyes and the ferociously hoarse voice. I pulled my head into my shoulders and furtively tried to hunch myself up as if I were guilty, and disappeared with a burning sense of resentment. I was in a terrible state. Had I been completely wasting my time?

I refused to believe it. Every morning for a month I studied the reception book as keenly as a detective, expecting to come across the surname of the wife of the man who had listened so attentively to my monologue on syphilis. I waited for the man himself for a whole month. He never came back. When a month had passed the memory of him faded, I stopped worrying and forgot him. Because there was always something new, and every working day in those remote backwoods brought unexpected and difficult cases which forced me to overtax my brain; countless times I would be reduced to utter perplexity, only to recover my presence of mind and return to the struggle with new zest.

Now that many years have passed and I am far from that remote hospital with its peeling white walls, I cast my mind back to the speckled rash on his chest. Where is he? What is he doing? Don’t tell me, I know. If he is still alive, he and his wife are visiting the ramshackle old hospital from time to time. They are complaining of lesions on their legs. I can clearly picture him unwrapping his foot-cloths and looking for sympathy. The young doctor, who may be a man or a woman, in a patched overall, is bending over his legs, pressing his fingers on the bone above the lesion and looking for the cause. He finds it, writes in his book: ‘Lues III’, and then asks whether he has ever been prescribed black ointment.

And then, just as I remember him now, he will remember me, the year 1917, snow outside the window and six little bags of waxed paper, six sticky unused lumps. ‘Yes, he did give me some,’ he will say, and this time his expression will no longer be ironical but full of dread. The doctor will write out a prescription for potassium iodide or maybe some other treatment. And maybe he will take a glance at his reference book just as I did …

Greetings, dear colleague!

‘ … and then, dearest wife, give my kindest regards to Safron Ivanovich. And apart from that, dear wife, go and see our doctor because for the last six months I have been suffering from a foul and painful disease, syphilis. I didn’t tell you when I was with you. Take the treatment for it.

Your husband, Anatoly Bukov.’

The young woman pressed a corner of her flannel shawl to her mouth, sat down on the bench and shook with sobs. Her fair curls, wet with melted snow, lay across her forehead.

‘Isn’t he a swine?’ she cried.

‘Yes, he is,’ I answered firmly.

Then followed the most difficult and agonising part of her visit. I had to calm her; but how was I to do it? We whispered for a long time to the accompaniment of the rumble of impatient voices in the waiting room. My soul was not yet blunted to human suffering and from somewhere in its depths I was able to find comforting words. First of all I tried to banish her fear. I told her that so far nothing was definite and she must not give way to despair before she had been examined. Even then there was no cause for despair: I told her with what success this terrible disease was nowadays being treated. ‘The swine,’ the young woman sobbed and choked on her tears.

‘Yes, he’s a swine,’ I echoed.

We spent quite a long time swearing at this ‘dearest husband’ who had spent a short time at home and then left for Moscow. In the end the woman’s tears began to dry, leaving stains on her face and swollen eyelids over her dark despairing eyes.

‘What am I going to do? I have two children,’ she said in a husky, exhausted voice.

‘Wait, wait,’ I mumbled. ‘We’ll see what has to be done.’

I called the midwife, Pelagea Ivanovna, and the three of us retired to a separate ward where there was a gynaecological chair.

‘The scoundrel,’ Pelagea Ivanovna hissed through her teeth. The woman was silent, her eyes two black pits staring out of the window at the twilight.

It was one of the most thorough examinations I have ever made. Pelagea Ivanovna and I did not miss an inch of her body. But nowhere could I find anything suspicious.

‘Do you know,’ I said, hoping passionately that this was not wishful thinking and that we should not later find the sinister, hard, primary chancre: ‘Do you know what? You can stop worrying! There’s hope. Yes, there is. Of course there’s still a chance that it might develop, but right now there’s nothing wrong with you.’

‘Nothing?’ the woman asked hoarsely. ‘Nothing?’ Her eyes began to shine and her cheekbones flushed with colour. ‘But say it begins?’

‘I can’t understand it myself,’ I said under my breath to Pelagea Ivanovna. ‘According to what she’s told us, she ought to be infected. But there’s nothing.’

‘Nothing at all,’ Pelagea Ivanovna repeated after me.

We spent another few minutes whispering about dates and various intimate matters and I told the woman she would have to come regularly to the hospital. As I looked at her then I saw that she was crushed. Hope had crept in and almost immediately vanished. She burst into tears and went away like a dark shadow. From that time on she lived under a sword of Damocles. Every Saturday she came silently to my surgery. She lost a lot of weight and her cheekbones protruded more sharply, her eyes became sunken and encircled by shadows. She would untie her shawl with a habitual movement and we would all three go to the ward to examine her.

The first three Saturdays passed and we found nothing. Then gradually she started to recover. Her eyes regained their sparkle, her face livened and the drawn look began to smooth out. The odds rose in our favour. The danger was passing. On the fourth Saturday I spoke with certainty. I could count on a roughly ninety per cent chance of a favourable outcome. The first twenty-one-day period was well past. There remained the remote possibility that the chancre might develop extremely late. That period finally passed too, and one day, as I threw the shiny mirror away into the basin, having felt her glands for the last time, I said to the woman:

‘You are no longer in any danger. You needn’t come any more. You have been lucky.’

‘I’m all right?’ she asked in an unforgettable voice.

‘Yes, you’re fine.’

I lack the power to describe her face. I remember that she bowed low from the waist and went out.

She did, however, come once more. She was holding a bundle in her arms—two pounds of butter and two dozen eggs. After a terrible inner struggle, I accepted neither. Being so young, I felt very proud of this. But later, when I had to go without food in the years immediately after the revolution, I often thought of the kerosene lamp, those dark eyes, and the golden slab of butter marked with fingerprints and with droplets of water oozing out of it like dew.

But why should I recall this woman, condemned to four months of terror, when so many years have passed since then? There is a reason. For she was my second suspected syphilis patient and I later devoted the best years of my life to venereal diseases. The first was the man with the speckled rash on his chest. She was the second, and the only exception, because she was afraid: the only one to remain in my memory from all the work that we four (Pelagea Ivanovna, Anna Nikolaevna, Demyan Lukich and myself) did by the light of those kerosene lamps.

While she was going through her agonizing Saturday visits as if waiting for her execution, I started investigating the disease. The long autumn evenings and the hot tiled stove produced such warmth and stillness that I felt all alone in the world with my lamp. Somewhere outside life was raging like a storm, but here only the slanting rain could be heard tapping at my window, then turning imperceptibly into soundless snow. I sat for long hours studying the last five years’ records of the out-patients’ surgery. The names of people and villages passed before me in their thousands and tens of thousands. I was looking for syphilis in these columns of people and I came across it often. There were rows of boring, routine entries like ‘Bronchitis’, ‘Laryngitis’, and others … But here it was: ‘Lues III’. And in the margin in the same bold hand:

‘R. Ung. hydrarg. ciner. 3.0 D.t.d.’

That was it—the black ointment.

And off I would go again. Again the bronchitis and catarrh would dance before my eyes and then suddenly there would be a break … ‘Lues’ again.

The more frequent entries, in fact, were of secondary syphilis. Tertiary cases occurred less often, and then potassium iodide was boldly written in the ‘Treatment’ column. The more I read the old mildew-smelling folios of the outpatients’ register which I had retrieved from the attic, the more light filtered into my inexperienced head. I began to understand some appalling things.

Where, for instance, were the entries for primary lesions? Somehow there did not seem to be any. There was hardly a single one among a thousand names. What could this mean?

‘This means,’ I said in the dark to myself and to the mouse that was nibbling the backs of the old books on the shelves, ‘this means that the people here have no conception of syphilis and the lesions don’t frighten them. I see. And then they heal spontaneously, leaving a scar. And is that all? No, that’s not all! For then secondary syphilis, the vicious stage, sets in. Semyon Khotov, aged 32, will get a sore throat and oozing papules and then he will go to the hospital and he will be given the grey ointment …’

The light cast by my lamp formed a circle on the table and the chocolate-coloured woman lying on the bottom of the ashtray had vanished under the pile of cigarette butts.

‘I’ll find this Semyon Khotov. Let’s see now … ’ The slightly yellowing pages of the outpatients’ register crackled faintly. On 17 June 1916 Semyon Khotov was given six bags of mercury ointment, invented long ago to heal people like him. I can imagine my predecessor saying to Semyon as he handed him the ointment:

‘Semyon, when you’ve rubbed it on six times, wash it all off and come and see me again. Do you hear me, Semyon?’

Semyon bowed, of course, and thanked the doctor in a hoarse voice. Well, in another ten to twelve days he is bound to appear in the book again. Let’s see … Cigarette smoke, rustle of pages. Hmm … not a sign of him! He’s not there ten days later, nor twenty. He’s not there at all. Poor Semyon Khotov. In all likelihood the speckled rash has vanished like the stars at dawn and the condylomata have dried up. And Semyon will surely perish. I shall probably see him at my surgery with gummatous lesions. Is the bridge of his nose still intact? Are the pupils of his eyes symmetrical? Poor Semyon! But whom have we here? Not Semyon Khotov, but Ivan Karpov. Nothing surprising in that. Why shouldn’t Karpov fall ill? Yes, but wait a minute—why has he been prescribed calomel with sugar and milk in small doses? The reason is that Ivan is two years old! And he is suffering from ‘Lues II’. That fateful ‘II’! He was covered in a rash when his mother carried him in and he struggled out of the doctor’s strong grasp. It is all quite clear.

‘I know, I can guess. Now I realise where the two-year-old had the primary lesion which always precedes the secondary stage. It was in the mouth! He got it from his spoon.’

What lessons there are to be learned from the backwoods, from the peace and quiet of country life! Yes, the old register has many interesting things to tell the young doctor. Above Ivan Karpov there was written:

‘Avdotya Karpova, aged 39.’

Who was she? Oh, I see. She was Ivan’s mother. She was carrying him as he cried. And below Ivan Karpov:

‘Maria Karpova, aged 8.’

Who’s that? His sister. More calomel …

The whole family is there. A family. There’s only one member missing—Karpov, 35 to 40 years old. His first name is not known. Was it Sidor, Pyotr … ? Anyway, it doesn’t matter.

Ah, here’s the document. Now I see. He probably came back from the damned war and did not ‘confess’, or maybe he did not know that he needed to. Then he went away again. And that’s how it began. After Avdotya, Maria; after Maria, Ivan. They used the same soup bowls and towels.

Here’s another family. And another. There’s an old man, seventy years old. ‘Lues II’. An old man. What had he done wrong? Nothing. He had simply shared a mug; nonsexual contagion. It was daylight outside, with the whitish light of an early December dawn. I had sat up the whole lonely night poring over the hospital records and the splendid German textbooks with their colourful illustrations.

On my way to the bedroom I mumbled through a yawn: ‘I’m going to fight this thing.’

In order to fight it I had to see it. And it was not long in coming. A sleigh road had been laid, and on some days as many as a hundred patients came to see me. The day would begin in cloudy white light and end with a black haze into which the last sleighs would disappear with a mysterious hiss.

It came in many insidious guises. It would take the form of whitish lesions in an adolescent girl’s throat, or of bandy legs, or of deep-seated, indolent ulcers on an old woman’s yellow legs, or of oozing papules on the body of a woman in her prime. Sometimes it proudly displayed itself on the forehead as a crescent-shaped ‘crown of Venus’, or, as an indirect punishment for the sins of their fathers, on children with noses that were the shape of a Cossack’s saddle. And there were other times when it simply escaped my attention. I was only just out of the lecture-theatre, after all!

Unaided and alone I thought it all out for myself. Somewhere the disease was lurking in people’s bones and in their minds. I learned a great deal.

‘They told me to rub some stuff on.’

‘Was it black ointment?’

‘That’s it, sir, black ointment.’

‘On alternate limbs? On the arm one day, on the leg the next?’

‘So he did. How did you know?’ (flatteringly).

How could I fail to know? It was all so obvious. Just look at that gumma!

‘Were you in great pain?’

‘I should think so! Howled more than a woman having a baby.’

‘Uhuh … did you have a sore throat?’

‘That’s right. I had a sore throat. Last year.’

‘I see. Did Leopold Leopoldovich give you the ointment?’

‘That’s right. Black as my boot, it was.’

‘Well, you made a bad job of rubbing it on. You didn’t do it properly … ’ I wasted countless kilograms of grey ointment. I prescribed masses of potassium iodide and used a great deal of strong language. I managed to persuade a few to come back after they had rubbed on the first six bagfuls of ointment. A few of these actually underwent the initial course of injections, although most did not complete them. The majority slipped through my fingers like sand in an hourglass, and I could not go looking for them out in the snowbound darkness. I became convinced that syphilis was so fearful here precisely because it was not feared. And that is why, at the beginning of these reminiscences, I introduced the woman with the dark eyes. I remember her with a kind of heartfelt respect for her very fear. But she was the only one!

As I matured, I grew more single-minded and sometimes even sullen. I dreamed of when my spell in that job would be over and I could return to the university town, where it would be easier to fight syphilis.

On one such gloomy day a very good-looking young woman came to my surgery at the hospital holding a swaddled baby in her arms. Two toddlers stumbled in after her, hindered by their oversized felt boots as they hung on to the blue skirt which flared out from under her sheepskin jacket.

‘The children have suddenly come out in a rash,’ the pink-cheeked woman said gravely.

Cautiously I touched the forehead of the little girl who was holding on to the skirt. She hid herself in its folds and vanished without trace. I fished out the fatfaced little boy from behind the other side of the skirt and felt him too. Both their foreheads felt quite normal.

‘Would you undress the baby, my dear?’

She unwrapped the baby girl. Her naked little body was spattered with a starry rash like the sky on a frosty night. It was covered from head to foot in roseola and oozing papules. Vanka, the little boy, suddenly struggled out of my grip and started to howl. Demyan Lukich came to help me.

‘It’s a chill, isn’t it?’ said the mother, looking at me with a serene expression.

‘A chill!’ Lukich growled and made a grimace of pity and disgust. ‘The whole damn district of Korobovo has caught this sort of chill.’

‘What’s it from?’ the mother asked while I inspected her mottled sides and chest. ‘Get dressed,’ I said.

Then I sat down at the desk, laid my head on my hand and yawned (she was one of the last that day; she was number ninety-eight). Then I said:

‘Both you, my dear, and your children are very, very ill. This is a dreadful, dangerous disease. You must start a very long course of treatment at once.’ What a pity that words are so inadequate to describe the incredulity in the woman’s bulging eyes. She turned the baby over like a log in her arms, stared dully at its legs and asked: ‘Where does it come from?’

And she gave a crooked grin.

‘That’s not the point,’ I replied, lighting my fiftieth cigarette that day. ‘You should be asking what will happen to your children if you don’t have them treated.’

‘Nothin’ at all, that’s what,’ she answered and started wrapping the baby in its swaddling clothes.

My watch lay on the table in front of me. As far as I remember, by the time I had been speaking for three minutes the woman burst into sobs. I was very glad of these tears, brought on by my intentionally cruel and frightening words, because it was only thanks to them that I was able to say what I said next:

‘So they’re staying. Demyan Lukich, put them in the annexe, please. I shall go to town tomorrow and get permission to open an in-patient section for syphilitics.’

The feldsher showed a lively interest:

‘But doctor—(he was a great sceptic)—how shall we manage on our own? What about the medicines? We can’t spare any nurses … and who’s going to do the cooking? Have you thought about the crockery, the syringes?’

But I shook my head obstinately and answered:

‘I’ll see to all that.’

A month passed.

The three rooms of the snow-covered annexe were lit by lamps with tin shades. The beds were made up with torn old sheets. There were only two syringes—a small onegramme syringe and a five-gramme venereal one. In other words, it was pitiful, snowbound poverty. But one syringe was proudly kept separate—the instrument with which, inwardly dying of fear, I had already administered several difficult and unfamiliar injections of the new Salvarsan.

More than that: I was feeling much relieved, as seven men and five women were lying in the annexe, and each day their speckled rashes were melting before my eyes. It was evening. Demyan Lukich was holding a small lamp and casting its light on the shy little boy, Vanka, whose mouth was smeared with semolina. But the boy no longer had a rash. It was balm to my conscience as all four of them passed under the lamp. ‘I think I’ll get myself discharged tomorrow,’ said the mother, tucking in her blouse. ‘No, you mustn’t go yet,’ I replied. ‘You must still have another course of injections.’ ‘I won’t agree to it,’ she retorted. ‘I’ve got too much to do at home. Thank you for your help, but please discharge me tomorrow. We’re better now.’

Our conversation gradually became so heated that we both lost our tempers. It ended like this:

‘Do you know what you are?’ I said, feeling my face redden. ‘You’re a … fool!’

‘What sort of language is that? Do you always swear at your patients?’

‘You’re much worse than a fool! You’re not that, you’re a … ! Take a look at your Vanka! Are you trying to kill him? Well, I’m not going to let you!’

She stayed another ten days.

Ten days! Wild horses could not have kept her longer. But believe me, my conscience was clear and I was not even worried about calling her a fool. I’m not sorry. What is swearing in comparison with the speckled rash!

Many years have passed since then. Fate and the turbulent years have put a long distance between me and the snow-covered annexe. What is happening there and who is there now? I am certain it has been improved. The building has probably been whitewashed and there are new sheets. There is no electricity, of course. It is just possible that as I write these lines a young head is bending over a patient’s chest. The yellow light from a kerosene lamp is shining on a yellow leg.

Greetings, dear colleague!





Reign over Me

A Film Resource for Reflecting on Themes Related to Grief,
Meaning, and Professionalism in Healthcare

PAMELA BRETT-MACLEAN, LOUANNE KEENAN, AND DAVID KELNER

Film offers a medium that can promote a heightened, more engaged experience of reflection and learning. Given ever-changing curriculum needs, we continually watch for films that can be used to stimulate reflective dialogue within our undergraduate programs in the Faculty of Medicine and Dentistry at the University of Alberta.1 Reign over Me (2007), written and directed by Mike Binder, offers a challenging yet ultimately hopeful portrayal about the experience of complicated grief, and loss of personal and professional meaning, while also depicting a variety of professionalism concerns that are relevant to the health professions.

Set in New York City, post-9/11, we are introduced to Charlie Fineman (Adam Sandler) and Alan Johnson (Don Cheadle), former college roommates who studied dentistry together and then grew apart. We learn early in the film that Charlie’s wife and three young daughters died when their hijacked airplane crashed into a World Trade Center tower. Following this, Charlie retreated into a self-imposed isolation, not wanting colleagues, friends, or relatives to remind him of his former life. When we meet Charlie, he has difficulty regulating his emotions, often shifting between cheerfulness, depression, and anger. He plays video games obsessively and works incessantly on the kitchen renovation he had promised his wife. He watches movie marathons at home and in darkened theaters. He rides through the streets of New York on his scooter at night.

When they first meet, five years following 9/11, Charlie does not immediately recognize his old roommate. It is only after Alan persists—“Charlie, you seriously don’t remember me? We were college roommates?”—and describes specific memories from the time they were at college that Charlie remembers him: “Yeah. Yeah, you slept naked most nights.” Providing a mirror image, we imagine, of the happy life Charlie enjoyed before 9/11, Alan is a successful cosmetic dental surgeon who is married and has two lovely daughters. We soon learn that despite all outward appearances of success, Alan is experiencing a deep sense of malaise in both his personal and professional lives. He feels confined by his domestic responsibilities and the routines he shares with his wife. At one point, he describes being disgusted with his dentistry practice: “I hate what I do.” He is drawn to the lifestyle and the freedom he imagines Charlie enjoys.

Given their renewed connection, Charlie and Alan begin to share their stories, which provides a means for each of them to start addressing the issues they face. When his own father unexpectedly dies, Alan experiences a moment of clarity in which he recognizes both what he values most in his life, as well as the depth of Charlie’s distress and brokenness. Despite his efforts to bury the past, Charlie’s memories of his wife and children frequently break through and torment him. During times of increasing stress, he tries to block his pain by rocking back and forth and playing loud music on headphones. During a competency trial organized by his in-laws, who are also grieving the loss of their daughter and grandchildren, he screams the lyrics from “Love, Reign o’er Me” to stop hearing their testimony. This scene provokes the beginning expression of the overwhelmingly painful feelings Charlie has suppressed for many years.

Reign over Me offers an impactful means of introducing students to the experience of grief and distress in relation to traumatic loss and the more gradual erosion of meaning and satisfaction in one’s life and work and to how these experiences may lead to profound personal crises and professionalism lapses. It is noteworthy that Charlie and Alan are presented as fully developed characters, as opposed to the simplistic, stereotyped, and often cruel representation of dentists in many mainstream Hollywood films.2 As a “buddy film,” this comedic drama also offers an opportunity for critical reflection regarding gender and normative notions of masculine identity and experience—in this instance, in relation to the portrayal of grief and loss.3 Discussion might consider gendered, cultural understandings and responses to grief by reflecting on Charlie’s tragic loss, Alan’s personal situation, and the distress experienced by both Alan and his female patient when he rebuffs her sexual advances during her office visit. She accuses him of sexual harassment but eventually apologizes, sharing that she is having difficulty dealing with a painful divorce. Students might be guided to reflect on the extent to which self-isolation and violence or sexually acting out represent realistic or typical responses to grief among men and women.

With respect to healthcare ethics and professionalism, the appropriateness of the actions of several characters who attempt to secure help for Charlie may be considered. For example, Charlie’s mother-in-law encourages Alan to secure help for Charlie without his permission. In the end, Alan persuades Charlie to see his psychiatrist colleague, Dr. Oakhurst (Liv Tyler). When Charlie attends sessions, she encourages him to tell his story: “I can be patient, Charlie, but you need to tell someone your story. It doesn’t have to be me, but someone.” Charlie subsequently shares his story with Alan, who is rendered mute at the enormity of his loss and pain. Later that night after drinking excessively, Charlie attempts suicide by brandishing an unloaded gun on a busy street with police officers in view. Discussion about the aftermath of such occurrences, “suicide by police officer,” offers an opportunity to recognize the distress experienced by the officers involved as well as other emergency responders, which can relate back to discussion regarding the profound struggle of first responders at the World Trade Center who continue to experience post-traumatic distress.

Consideration may be directed to the ways in which our experiences are part of and emerge within a relational process. Health professional students may consider the role of compassion, trust, and patience in responding to patients—and colleagues—who have experienced enormous losses. They may also be encouraged to consider the importance of genuine human relational connection in supporting their own sense of wholeness and well-being within increasingly bureaucratized systems, which offer few opportunities or support for making meaning of one’s life experiences as a health professional.

At a hearing to decide if Charlie should be committed for psychiatric care against his will, Judge Raines (Donald Sutherland) strongly encourages Charlie’s in-laws not to consider principles of law and instead think about their daughter and the relational fabric of their lives: “I want you to think about what your little girl would have you do. … I’m gonna have you look me straight in the eye on Monday morning and tell me whether or not she would want her man put away in a place like that.”

Professionalism issues within the film can also inspire further dialogue and critical reflection about human-centered care, ethics, and professionalism. In one scene, Charlie visits Alan at his dental practice to discuss a private matter. Alan assures Charlie he can feel comfortable talking with him because his patient is sedated and his assistant does not understand English. The dental assistant plays along with this but later reveals she can indeed understand and speak English. In other scenes, Melanie, the office receptionist, is overtly rude to patients (e.g., insensitively referring to the possibility of losing a patient “in the chair,” yelling at a patient when other patients are present, etc.). With respect to dentistry, the value of having open office space to mitigate questions regarding improper behavior with patients may be discussed. Students in other health professions might consider the spaces in which they practice in relation to this question. Throughout the film, Alan feels underappreciated and unsupported by his partners. He perceives them as ganging up on him to pressure him to make the threat of the sexual harassment lawsuit go away. Students might also reflect on healthcare team and partnership dynamics in relation to healthcare ethics and professionalism issues.

Supporting student well-being is increasingly being recognized as important in medicine, dentistry, and other health professions. Early in the film, Alan repeatedly approached Dr. Oakhurst for her professional advice about his marriage. Explaining that this was inappropriate, she encouraged him to see another therapist. Discussion may focus on how health professionals can support each other and patients through periods of profound personal loss, including the loss of loved ones, the loss of personal connection, and the loss of meaning. Students might be asked when and how they would personally approach a colleague when they are concerned that a colleague’s well-being may compromise patient care (as required by practice guidelines upheld by professional associations) and how they might respond to expressions of concern and offers of support that may be extended to them by their colleagues. Students might also be invited to consider the importance of selecting a personally rewarding specialty and how different choices might influence not only their practice of patient-centered care but their own personal and professional well-being and their experience of meaning in their chosen career.

By the end of the film, Alan appears to be more in control of his life, more appreciative of his wife and family, and more able to effectively and compassionately connect with, support, and care for those around him. With respect to Charlie, while he remains vulnerable as a character, the possibility emerges that it may become bearable for him to work through his grief with the support of others. Reign over Me offers a narrative that not only considers the intense grief of Sandler’s traumatized character but also offers an opportunity to reflect on the importance of personal and professional well-being in the health professions. It offers a resource for considering themes related to distress and professionalism and the ways that these are intertwined. Perhaps most significantly, the film offers an opportunity for reflecting on the connection that the two main characters share in the midst of their personal pain and struggles, which helps them to shift from struggling with loss, depression, and regret to being open to other possibilities.

Charlie and Alan cannot heal their lives alone; they need each other. We all need to connect and share our stories and support one another. We live and learn with, and through, our stories. Health professional students’ own constructed meanings regarding their personal experience of grief and loss can significantly influence their developing sense of professional identity. Reign over Me can be effectively used in dentistry and other health professions to inspire the sharing of stories and questions regarding the importance of friendship, support and compassion, professionalism, and patient-centered care.

NOTES

1.Brett-MacLean et al., “Film as a Means to Introduce Narrative Reflective Practice in Medicine and Dentistry.”

2.Thibodeau and Mentasti, “Who Stole Nemo?”

3.Moran, “Men in Mourning.”





Teaching Literature and Professionalism

Course Design, Texts, and Didactic Approaches

ANNE JOHNSON AND ADAM BRENNER

The University of Texas, Southwestern Psychiatry Residency program introduced “Literature and Psychiatry” seminars into its formal didactics in the 2014–15 academic year. This article will give concrete descriptions of the development and implementation of the seminars, using “The Lady, or the Tiger?” by Frank Stockton to detail our approach to teaching empathy and professionalism in psychiatry.

The designers of the seminars were a core group of psychiatry residents from the department’s optional book club under guidance from the residency director/book club leader, Dr. Brenner. Through our discussions, we had become increasingly aware of the value of literature in our growth as psychiatrists—that, in fact, it was too valuable to be confined to the peripheries of resident education. Although we were convinced that literature merited a place in the formal didactic curriculum, one of our first tasks was to communicate our rationale to all residents. The following excerpt from the course syllabus illustrates our approach:

•In the first two years residents are trained to listen to a patient’s story in a very limited way (focused on things like safety and medications). As we gain in efficiency and know-how, we may also become increasingly quick to jump to conclusions. Reading literature lets us be surprised by how the story unfolds.

•As we become more and more comfortable in the doctor role, we may become more distanced from the patient’s perspective. We may believe, rightly or wrongly, that we know more about the patient’s mental illness than they themselves do; yet we may actually be losing the ability to understand the way they think. We may ignore or become impatient with comments that don’t fit in with our diagnostic categories. Literature can help us revisit a non-doctor’s perspective.

•Sometimes our relationship to patients seems adversarial (i.e., med-seeking patients, patients who are hospitalized against their will, patients who use split ting). All residents will experience moments of compassion fatigue. Literature can help restore empathy for patients.

Two fifty-minute seminars were incorporated into the regular didactics schedule. All residents were required to attend and to read the texts in advance. Texts for the seminars were chosen based on their accessible length (they were short) and their ability to stimulate discussions about professional values and dilemmas in psychiatry. The stories and poetry include: “The Most Beautiful Woman in Town” by Charles Bukowski; “The Good Doctor” by Adam Haslett; “Ennui” by Sylvia Plath; “How to Tell Whether You’ve Got Angst, Ennui, or Weltschmerz” by Arika Okrent; and “The Lady, or the Tiger?” by Frank Stockton. For brevity’s sake, this article will focus only on “The Lady, or the Tiger?” However, we encourage readers to take a look at the other texts, which are well worth the time.1

We assigned residents to five small groups, consisting of eight members each. One of the goals of the seminars was to foster interclass collegiality and peer teaching; to this end, groups included residents from all four classes. Each group also had a resident facilitator and a faculty facilitator.

EXAMPLE TEXT

“The Lady, or the Tiger” is a short story by Frank Stockton published in 1882. It starts off with the tone of an amusing fairy tale. It tells of a “semi-barbaric king” who, with the absolute power he possesses, has instated a system of “justice” that depends entirely upon chance. His daughter is discovered in a forbidden love affair with a handsome youth of low station who is then put on trial. The story has a surprise ending in which the reader is left to divine the youth’s fate—a question that, as the narrator advises, is “not to be lightly considered.”

Ahead of the session, the resident session guide (syllabus) was posted online. We sent residents an e-mail asking them to read “The Lady, or the Tiger?” before the guide, which contained spoilers. We also stated that there would be a quiz at the beginning of the session.

The faculty facilitators were e-mailed a separate guide with additional prompts intended to help tease out some of the important themes of the seminars and to stimulate further discussion if needed. An excerpt from the facilitator guide, with examples of prompts related to our core themes, is given below:

Empathy:

•“The Lady, or the Tiger?” prompts us to put ourselves in someone else’s shoes in order to understand their thought processes and to try to predict their behaviors. How does this compare to trying to empathize with our patients?

•What are the barriers to empathy?

•Were you able to put yourself in the princess’s shoes and guess what choice she would make, rather than what choice you would make?

Conflicting psychological motivations:

•What are the conflicting motivations that factor into the princess’s decision?

•How might comparable thought processes apply—perhaps more subtly—to our patients and ourselves?

Stigma, “othering,” and bias:

•Why do you think Frank Stockton chose to write about a “semi-barbaric” king?

•What do you think of the narrator’s comment that “the moiety of barbarism in the princess’s soul made her love exceedingly warm and strong”? Is a “moiety of barbarism” necessary for a good life?

•It has been suggested that words such as “barbaric,” “primitive,” or “exotic” have the effect of “othering” the people they are applied to. Do you agree? What terms do doctors use that have the effect of “othering” patients?

Authority, power, and justice:

•Reading about the king’s idea of justice is (hopefully) amusing. What obvious blind spots does he have?

•What blind spots might doctors have that could seem equally obvious to future generations?

•As psychiatrists in training, what sort of power do we hold in relation to others, especially our patients?

•How does the current system of justice for psychiatric patients compare and contrast to the king’s system of justice?

•Who is the authority on a patient’s “story”?

At the beginning of the session, residents were given a closed-note quiz with one question per text; the questions were all easy to answer, provided the resident had read the texts. In the case of “The Lady, or the Tiger?” we asked residents to very briefly describe the king’s system of justice. Residents were also asked to write their answer to the story’s central question (lady or tiger) on an index card, and then to reveal their answer. Having residents commit publicly to an answer was intended to increase their stake in the discussion and to keep them engaged. Both of these teaching techniques derive from Team-Based Learning principles and had been productive in other areas of the psychiatry didactics.2

Having residents reveal their answers proved successful at generating lively discussions. Overall there were more “tigers” than “ladies,” although the ratio varied quite a bit by group. One group had only tigers.

Although it will not be possible to describe the session’s discussions at length, some interesting points included:

•Being overly quick to make assumptions about how someone else’s mind works: to some, there seemed to be strong hints in the story that the princess had chosen to send her lover to the tiger; others had felt equally convinced that the story pointed toward her choosing the lady.

•Real-world correlates of the princess’s dilemma—for example, murder-suicides: often there is a disturbing link between romantic/sexual love, jealousy, and aggression.

•“Othering” people: Although most residents thought the princess was more likely to choose the tiger, no one claimed they themselves would make an analogous choice. It is easier to attribute negative qualities to people who are different.

•Ambivalence about our authority as psychiatrists: Committing a patient involuntarily sometimes feels arbitrary; the physician sometimes wants to disavow responsibility, much as the king does in setting up his justice system. It is uncomfortable to be able to empathize with the king.

•Concerns about being an authority on a patient’s “story”: Sometimes residents worry that they are reducing a patient to a set of diagnostic criteria instead of really trying to understand the whole person. How big an effect do our diagnoses have on the patients’ identity and the way in which they are treated in the future?

SUCCESSES, FAILURES, AND TROUBLESHOOTING

Our first success was: out of forty-five residents, an estimated forty completed the readings for Session Two—an excellent rate for any didactic topic. In Session One, the rate of reading completion had not been quite as high, although it had still been good. In that session, we had solved the problem of the nonreaders by having residents who had done the readings give short synopses. This was a helpful stopgap measure.

As noted above, for Session Two we had announced that there would be a quiz at the beginning of the hour, which undoubtedly contributed to the high rate of reading. This in turn helped the session to proceed smoothly and spontaneously. It is also our philosophy that residents end up enjoying the session much more when they have done the reading, so we can recommend this technique in good conscience.

Because most groups’ discussions were so lively, the main intervention used occasionally by facilitators was to steer the discussions back to core themes such as empathy, respect, stigma, awareness of one’s own conflicting motivations and blind spots, and the power differential between doctor and patient. As stated earlier, facilitators had extra prompts at hand if needed. For a reticent group, it may prove useful to have residents take turns discussing the prompts.

In conclusion, the “Literature and Psychiatry” seminars at UT Southwestern were a successful and enjoyable way to teach concepts related to empathy and professionalism in psychiatry. We have continued to use these seminars (with new texts) in subsequent academic years.

Our hope is that other healthcare educators will incorporate literature into their formal curricula. We invite readers to adapt this course design to their own needs. We would be more than happy to receive questions and comments.

NOTES

1.Stockton, “The Lady, or the Tiger?” is widely available in numerous short-story collections; Bukowski, “The Most Beautiful Woman in Town”; Haslett, “The Good Doctor”; Plath, “Ennui”; Okrent, “How to Tell Whether You’ve Got Angst, Ennui, or Weltschmerz.”

2.Michaelson, Knight, and Fink, Team-Based Learning.





The Lady, or the Tiger?

FRANK STOCKTON

In the very olden time there lived a semi-barbaric king, whose ideas, though somewhat polished and sharpened by the progressiveness of distant Latin neighbors, were still large, florid, and untrammeled, as became the half of him which was barbaric. He was a man of exuberant fancy, and, withal, of an authority so irresistible that, at his will, he turned his varied fancies into facts. He was greatly given to self-communing, and, when he and himself agreed upon anything, the thing was done. When every member of his domestic and political systems moved smoothly in its appointed course, his nature was bland and genial; but, whenever there was a little hitch, and some of his orbs got out of their orbits, he was blander and more genial still, for nothing pleased him so much as to make the crooked straight and crush down uneven places.

Among the borrowed notions by which his barbarism had become semified was that of the public arena, in which, by exhibitions of manly and beastly valor, the minds of his subjects were refined and cultured.

But even here the exuberant and barbaric fancy asserted itself. The arena of the king was built, not to give the people an opportunity of hearing the rhapsodies of dying gladiators, nor to enable them to view the inevitable conclusion of a conflict between religious opinions and hungry jaws, but for purposes far better adapted to widen and develop the mental energies of the people. This vast amphitheater, with its encircling galleries, its mysterious vaults, and its unseen passages, was an agent of poetic justice, in which crime was punished, or virtue rewarded, by the decrees of an impartial and incorruptible chance.

When a subject was accused of a crime of sufficient importance to interest the king, public notice was given that on an appointed day the fate of the accused person would be decided in the king’s arena, a structure which well deserved its name, for, although its form and plan were borrowed from afar, its purpose emanated solely from the brain of this man, who, every barleycorn a king, knew no tradition to which he owed more allegiance than pleased his fancy, and who ingrafted on every adopted form of human thought and action the rich growth of his barbaric idealism.

When all the people had assembled in the galleries, and the king, surrounded by his court, sat high up on his throne of royal state on one side of the arena, he gave a signal, a door beneath him opened, and the accused subject stepped out into the amphitheater. Directly opposite him, on the other side of the enclosed space, were two doors, exactly alike and side by side. It was the duty and the privilege of the person on trial to walk directly to these doors and open one of them. He could open either door he pleased; he was subject to no guidance or influence but that of the aforementioned impartial and incorruptible chance. If he opened the one, there came out of it a hungry tiger, the fiercest and most cruel that could be procured, which immediately sprang upon him and tore him to pieces as a punishment for his guilt. The moment that the case of the criminal was thus decided, doleful iron bells were clanged, great wails went up from the hired mourners posted on the outer rim of the arena, and the vast audience, with bowed heads and downcast hearts, wended slowly their homeward way, mourning greatly that one so young and fair, or so old and respected, should have merited so dire a fate.

But, if the accused person opened the other door, there came forth from it a lady, the most suitable to his years and station that his majesty could select among his fair subjects, and to this lady he was immediately married, as a reward of his innocence. It mattered not that he might already possess a wife and family, or that his affections might be engaged upon an object of his own selection; the king allowed no such subordinate arrangements to interfere with his great scheme of retribution and reward. The exercises, as in the other instance, took place immediately, and in the arena. Another door opened beneath the king, and a priest, followed by a band of choristers, and dancing maidens blowing joyous airs on golden horns and treading an epithalamic measure, advanced to where the pair stood, side by side, and the wedding was promptly and cheerily solemnized. Then the gay brass bells rang forth their merry peals, the people shouted glad hurrahs, and the innocent man, preceded by children strewing flowers on his path, led his bride to his home.

This was the king’s semi-barbaric method of administering justice. Its perfect fairness is obvious. The criminal could not know out of which door would come the lady; he opened either he pleased, without having the slightest idea whether, in the next instant, he was to be devoured or married. On some occasions the tiger came out of one door, and on some out of the other. The decisions of this tribunal were not only fair, they were positively determinate: the accused person was instantly punished if he found himself guilty, and, if innocent, he was rewarded on the spot, whether he liked it or not. There was no escape from the judgments of the king’s arena.

The institution was a very popular one. When the people gathered together on one of the great trial days, they never knew whether they were to witness a bloody slaughter or a hilarious wedding. This element of uncertainty lent an interest to the occasion which it could not otherwise have attained. Thus, the masses were entertained and pleased, and the thinking part of the community could bring no charge of unfairness against this plan, for did not the accused person have the whole matter in his own hands?

This semi-barbaric king had a daughter as blooming as his most florid fancies, and with a soul as fervent and imperious as his own. As is usual in such cases, she was the apple of his eye, and was loved by him above all humanity. Among his courtiers was a young man of that fineness of blood and lowness of station common to the conventional heroes of romance who love royal maidens. This royal maiden was well satisfied with her lover, for he was handsome and brave to a degree unsurpassed in all this kingdom, and she loved him with an ardor that had enough of barbarism in it to make it exceedingly warm and strong. This love affair moved on happily for many months, until one day the king happened to discover its existence. He did not hesitate nor waver in regard to his duty in the premises. The youth was immediately cast into prison, and a day was appointed for his trial in the king’s arena. This, of course, was an especially important occasion, and his majesty, as well as all the people, was greatly interested in the workings and development of this trial. Never before had such a case occurred; never before had a subject dared to love the daughter of the king. In after years such things became commonplace enough, but then they were in no slight degree novel and startling.

The tiger-cages of the kingdom were searched for the most savage and relentless beasts, from which the fiercest monster might be selected for the arena; and the ranks of maiden youth and beauty throughout the land were carefully surveyed by competent judges in order that the young man might have a fitting bride in case fate did not determine for him a different destiny. Of course, everybody knew that the deed with which the accused was charged had been done. He had loved the princess, and neither he, she, nor any one else, thought of denying the fact; but the king would not think of allowing any fact of this kind to interfere with the workings of the tribunal, in which he took such great delight and satisfaction. No matter how the affair turned out, the youth would be disposed of, and the king would take an aesthetic pleasure in watching the course of events, which would determine whether or not the young man had done wrong in allowing himself to love the princess.

The appointed day arrived. From far and near the people gathered, and thronged the great galleries of the arena, and crowds, unable to gain admittance, massed themselves against its outside walls. The king and his court were in their places, opposite the twin doors, those fateful portals, so terrible in their similarity.

All was ready. The signal was given. A door beneath the royal party opened, and the lover of the princess walked into the arena. Tall, beautiful, fair, his appearance was greeted with a low hum of admiration and anxiety. Half the audience had not known so grand a youth had lived among them. No wonder the princess loved him! What a terrible thing for him to be there!

As the youth advanced into the arena he turned, as the custom was, to bow to the king, but he did not think at all of that royal personage. His eyes were fixed upon the princess, who sat to the right of her father. Had it not been for the moiety of barbarism in her nature it is probable that lady would not have been there, but her intense and fervid soul would not allow her to be absent on an occasion in which she was so terribly interested. From the moment that the decree had gone forth that her lover should decide his fate in the king’s arena, she had thought of nothing, night or day, but this great event and the various subjects connected with it. Possessed of more power, influence, and force of character than any one who had ever before been interested in such a case, she had done what no other person had done—she had possessed herself of the secret of the doors. She knew in which of the two rooms, that lay behind those doors, stood the cage of the tiger, with its open front, and in which waited the lady. Through these thick doors, heavily curtained with skins on the inside, it was impossible that any noise or suggestion should come from within to the person who should approach to raise the latch of one of them. But gold, and the power of a woman’s will, had brought the secret to the princess.

And not only did she know in which room stood the lady ready to emerge, all blushing and radiant, should her door be opened, but she knew who the lady was. It was one of the fairest and loveliest of the damsels of the court who had been selected as the reward of the accused youth, should he be proved innocent of the crime of aspiring to one so far above him; and the princess hated her. Often had she seen, or imagined that she had seen, this fair creature throwing glances of admiration upon the person of her lover, and sometimes she thought these glances were perceived, and even returned. Now and then she had seen them talking together; it was but for a moment or two, but much can be said in a brief space; it may have been on most unimportant topics, but how could she know that? The girl was lovely, but she had dared to raise her eyes to the loved one of the princess; and, with all the intensity of the savage blood transmitted to her through long lines of wholly barbaric ancestors, she hated the woman who blushed and trembled behind that silent door.

When her lover turned and looked at her, and his eye met hers as she sat there, paler and whiter than any one in the vast ocean of anxious faces about her, he saw, by that power of quick perception which is given to those whose souls are one, that she knew behind which door crouched the tiger, and behind which stood the lady. He had expected her to know it. He understood her nature, and his soul was assured that she would never rest until she had made plain to herself this thing, hidden to all other lookers-on, even to the king. The only hope for the youth in which there was any element of certainty was based upon the success of the princess in discovering this mystery; and the moment he looked upon her, he saw she had succeeded, as in his soul he knew she would succeed.

Then it was that his quick and anxious glance asked the question: “Which?” It was as plain to her as if he shouted it from where he stood. There was not an instant to be lost. The question was asked in a flash; it must be answered in another.

Her right arm lay on the cushioned parapet before her. She raised her hand, and made a slight, quick movement toward the right. No one but her lover saw her. Every eye but his was fixed on the man in the arena.

He turned, and with a firm and rapid step he walked across the empty space. Every heart stopped beating, every breath was held, every eye was fixed immovably upon that man. Without the slightest hesitation, he went to the door on the right, and opened it.

Now, the point of the story is this: Did the tiger come out of that door, or did the lady? The more we reflect upon this question, the harder it is to answer. It involves a study of the human heart which leads us through devious mazes of passion, out of which it is difficult to find our way. Think of it, fair reader, not as if the decision of the question depended upon yourself, but upon that hot-blooded, semi-barbaric princess, her soul at a white heat beneath the combined fires of despair and jealousy. She had lost him, but who should have him?

How often, in her waking hours and in her dreams, had she started in wild horror, and covered her face with her hands as she thought of her lover opening the door on the other side of which waited the cruel fangs of the tiger!

But how much oftener had she seen him at the other door! How in her grievous reveries had she gnashed her teeth, and torn her hair, when she saw his start of rapturous delight as he opened the door of the lady! How her soul had burned in agony when she had seen him rush to meet that woman, with her flushing cheek and sparkling eye of triumph; when she had seen him lead her forth, his whole frame kindled with the joy of recovered life; when she had heard the glad shouts from the multitude, and the wild ringing of the happy bells; when she had seen the priest, with his joyous followers, advance to the couple, and make them man and wife before her very eyes; and when she had seen them walk away together upon their path of flowers, followed by the tremendous shouts of the hilarious multitude, in which her one despairing shriek was lost and drowned!

Would it not be better for him to die at once, and go to wait for her in the blessed regions of semi-barbaric futurity?

And yet, that awful tiger, those shrieks, that blood!

Her decision had been indicated in an instant, but it had been made after days and nights of anguished deliberation. She had known she would be asked, she had decided what she would answer, and, without the slightest hesitation, she had moved her hand to the right. The question of her decision is one not to be lightly considered, and it is not for me to presume to set myself up as the one person able to answer it. And so I leave it with all of you: Which came out of the opened door—the lady, or the tiger?





“Death Is Here, and I Am Thinking
of an Appendix!”

On Rereading “The Death of Ivan Ilyich”

ABRAHAM M. NUSSBAUM

Some stories are over-assigned but underread. While we pass these stories around, we duck the challenges they pose to our practices.

Consider Leo Tolstoy’s “The Death of Ivan Ilyich,” perhaps the most frequently anthologized and taught story in the medical humanities. Our leading physician-writers, Abraham Verghese and Atul Gawande, have both recently engaged the story, which still reads like a contemporary illness narrative. The story is psychological; the significant events occur within the protagonist’s mind. The story is also allegorical; it teaches a lesson.

The reader gets a sense of this lesson when Tolstoy writes, “The story of Ivan Ilyich’s life was of the simplest, most ordinary and therefore most terrible.”1 From the beginning, the tone is regretful and the setting is commonplace, but even in that sentence, Tolstoy paradoxically promises to tell about Ivan’s “life,” despite the story’s title declaring Ivan’s death. Life or death? Which one will Ivan’s story be about? Throughout the story, Tolstoy shifts the relationship between these ostensibly opposite poles of human existence, life and death, to challenge our assumptions.

Tolstoy chiefly challenges the bourgeois assumption that we can avoid suffering by making socially approved choices. We exercise, drink in moderation, and follow United States Preventive Services Task Force recommendations, but can we avoid illness and death? Ivan would have exercised regularly. After all, he was the good son, the dutiful student, the social climber, who lived “the decorous life approved by society” as an examining magistrate.2

And yet, he falls while hanging curtains in his home one day. Pain ensues. His wife insists that he be seen by a physician. When Ivan meets the doctor, we find that “The entire procedure was just the same as in the Law Courts. The airs that he put on in court for the benefit of the prisoner at the bar, the doctor now put on for him.”3 Ivan’s doctors were, like Ivan himself, enthralled by the ritualized powers of their positions.

Ivan asks his doctors one thing—“was his case serious or not?”4—but never receives an answer. Prognosis is forever delayed. Ivan’s doctors instead try to mollify his distress by seeking a diagnosis. Ivan again asks whether he will live or die. The doctor becomes so frustrated with Ivan’s questions that he terminates their encounter: “‘I have already told you what I consider necessary and proper,’ said the doctor. ‘The analysis may show something more.’ And the doctor bowed.”5 The doctor leaves with his proper bow. Ivan leaves with his fundamental question—life or death?—unanswered.

In the absence of an answer, Ivan’s identity is now narrowed from son, husband, and magistrate to a patient following doctor’s orders: Ivan’s “principal occupation became the exact observation of the doctor’s prescriptions regarding hygiene and the taking of medicine, and watching the symptoms of his malady and the general functioning of his body.”6 Was Ivan’s life overwhelmed by his status as a patient, by his entry into the sick role? The narrator believes so, telling us that Ivan’s “condition was rendered worse by the fact that he read medical books and consulted doctors.”7 Ivan obsessively reads medical texts and visits “medical celebrities,”8 just as, in our own moment, the wealthy visit renowned specialists seeking miracle cures. Ivan finds that doctors, with their conflicting diagnoses and treatments, distract him from realizing his illness will kill him. Ivan has moments when he sees the truth—“Death is here, and I am thinking of an appendix! I am thinking of how to get my bowels in order, while death knocks at the door”9—but continues visiting the doctor to divert his attention. He knew he was dying, the narrator assures us, but “he simply did not and could not grasp it.”10

We know the ending of the story. Ivan Ilyich dies. It is the usual ending of every life, our shared future. We are all, whether abruptly or gradually, diminished unto death. And yet, Tolstoy tells us that death is the beginning because it is only in death that we become aware that the marriages, jobs, friendships, and rituals of the bourgeois are expected courtesies. Their disingenuous formalities distract us from the reality of our existence, namely, that we will all die. Tolstoy implies we die twice, first when we submit to cultural expectations, and again when we literally die.

That seems obvious, a cliché even, but the story still attracts readers because it offers a clear hope, embodied in Ivan’s servant Gerasim, that we can resolve the confusion between life and death. Ivan’s doctors could neither diagnose his illness nor explain why death would intrude into Ivan’s decorous life. In contrast, Gerasim provides a clear-eyed explanation for why Ivan suffers illness and death. In every way, Gerasim stands in counterpoint to Ivan and his intimates. Gerasim is youthful and strong, while Ivan is aging and weak. Gerasim is cheery, while Ivan is dully embittered, so Ivan recruits Gerasim to sit with him. In Gerasim’s company, Ivan does not feel as though he has to maintain what he calls “the pretence, the lie, … that he was merely ill and not dying, and that he only need stay quiet and carry out the doctor’s orders.”11 Alone among the people Ivan encounters, Gerasim dissolves deception, telling Ivan that since we all suffer and die, it is not disconcerting to attend to a dying man. Gerasim solves the problem of the confusion of life and death, telling Ivan that if we embrace the reality of our death, we can truly live.

Tolstoy suggests this understanding is embodied by a particular class, the peasantry, and is unintelligible to another class, the bourgeois. When the doctor witnesses Gerasim’s attention to Ivan, he dismisses Gerasim’s care as “foolish fancies” and reiterates his groundless belief that Ivan will survive.12 Every doctor deceives Ivan about his death. Gerasim nurtures Ivan as he dies. Tolstoy encourages his readers to identify with Ivan, but he wants them to emulate Gerasim. Tolstoy hopes in a peasant who knows that we all die, but cheerfully endures anyway. Gerasim is the hope of the story. He is also the contemporary equivalent of a hospice volunteer. When we celebrate this story in the medical humanities, we rarely reckon with its suggestion that young people could better serve the ill as hospice volunteers than as medical students. After all, Tolstoy identifies the peasant class as the only people who can have true empathy.

Too often, we teach medical students that they should embody the empathetic care of Gerasim even as they aspire to a social position more analogous to Ivan’s decorous life as a judge. Tolstoy offers little hope within the story that one can have Gerasim’s peasant wisdom and Ivan’s decorous life. Yet when we read this story to students in contemporary academic medical centers, we imply that this very thing is possible. We implicitly encourage students to read the text against itself.

We do this even though Tolstoy seems to anticipate many of our contemporary humanistic hopes. Could we not make Ivan’s experience more humane by calling in his wife, doctor, or priest? Death is near? Here is a family meeting, here is a PCA pump, here is the chaplain; that is what we offer for the existential questions posed by Ivan. In the story, Tolstoy tells his readers again and again that Ivan’s wife, doctor, and priest are the curators of the veils that shield Ivan from the truth of his existence: “All you have lived for and are living for is a lie and a deception, hiding life and death from you.”13 The gift of truly reading this text is that it anticipates all of our contemporary hopes, reveals their flaws, and then offers a radical critique that still pertains today.

After all, do not we physicians think of our patients’ organs instead of the reality of their existence, as in Ivan’s self-reproaching statement, that he is thinking of his appendix as death nears?

Many students enter medical school, in part, to assure themselves of lives of bourgeois propriety. So we teach students to abstract people into syndromes, disorders, case series, and teaching points. We also teach them to abstract people into billing codes, RVU reports, promotion portfolios, tax shelters, and second homes. We can disrupt this teaching by reading this over-assigned text seriously, and ask ourselves how to care for an ill person as Gerassim does. Can we, as physicians, help patients avoid the traps that Ivan falls into as he, in the company of doctors, thinks only of his appendix as death nears?

Below are some strategies for teaching “The Death of Ivan Ilyich” that draw from the points made above:

To see the text anew, ask students to shift their identification with different characters. If Tolstoy’s story encourages students to identify with Ivan, and medical educators often ask students to identify with Gerasim instead, then consider assigning an ancillary character to students, or small groups of students, before they come to class. Although the number of ancillary characters is small, you can begin with Ivan’s wife Praskovya, his close friend and fellow judge Peter, or his friend Schwartz—and if you desire additional roles, you can assign Ivan’s regular physician Michael, along with the celebrated specialist and the priest.

As the student reads the text from the perspective of an assigned character, ask how each character responded to Ivan’s illness. How did their responses create dilemmas? You can ask about the boundaries each character kept with Ivan. Were these boundaries distancing or therapeutic? You can ask to what extent each character tells Ivan the truth. Is their version of truth-telling appropriate? You can ask if their character behaved altruistically to Ivan. Why or why not? Then invite students to shift their perspective to Gerasim’s and ask the same questions.

Finally, ask students how they relate to patients: are they a servant like Gerasim, a technician like the celebrated specialist, or a denier of death like most of Ivan’s friends and family? How do relationships and perceptions change your reception of an ill person? In asking students to consider their responses to these questions, you might draw students’ attention to how Tolstoy anticipates many of our contemporary humanistic hopes and failures.

When death is near, we often call on spouses, doctors, and priests to make the experience more humane. Yet we see that Tolstoy tells his readers again and again that Ivan’s wife, doctor, and priest hold the veils that shield Ivan from the truth of his existence: “All you have lived for and are living for is a lie and a deception, hiding life and death from you.”14 The gift of this text is that it anticipates all of our contemporary hopes, reveals their flaws, and then offers a radical critique that still pertains today.
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The Death of Ivan Ilyich

LEO NIKOLAYEVICH TOLSTOY
TRANSLATED BY LOUISE AND AYLMER MAUDE

CHAPTER I

During an interval in the Melvinski trial in the large building of the Law Courts the members and public prosecutor met in Ivan Egorovich Shebek’s private room, where the conversation turned on the celebrated Krasovski case. Fedor Vasilievich warmly maintained that it was not subject to their jurisdiction, Ivan Egorovich maintained the contrary, while Peter Ivanovich, not having entered into the discussion at the start, took no part in it but looked through the Gazette, which had just been handed in.

“Gentlemen,” he said, “Ivan Ilyich has died!”

“You don’t say so!”

“Here, read it yourself,” replied Peter Ivanovich, handing Fedor Vasilievich the paper still damp from the press. Surrounded by a black border were the words: “Praskovya Fedorovna Golovina, with profound sorrow, informs relatives and friends of the demise of her beloved husband Ivan Ilyich Golovin, Member of the Court of Justice, which occurred on February the 4th of this year 1882. The funeral will take place on Friday at one o’clock in the afternoon.”

Ivan Ilyich had been a colleague of the gentlemen present and was liked by them all. He had been ill for some weeks with an illness said to be incurable. His post had been kept open for him, but there had been conjectures that in case of his death Alexeev might receive his appointment, and that either Vinnikov or Shtabel would succeed Alexeev. So on receiving the news of Ivan Ilych’s death the first thought of each of the gentlemen in that private room was of the changes and promotions it might occasion among themselves or their acquaintances.

“I shall be sure to get Shtabel’s place or Vinnikov’s,” thought Fedor Vasilievich. “I was promised that long ago, and the promotion means an extra eight hundred rubles a year for me besides the allowance.”

“Now I must apply for my brother-in-law’s transfer from Kaluga,” thought Peter Ivanovich. “My wife will be very glad, and then she won’t be able to say that I never do anything for her relations.”

“I thought he would never leave his bed again,” said Peter Ivanovich aloud. “It’s very sad.”

“But what really was the matter with him?”

“The doctors couldn’t say—at least they could, but each of them said something different. When last I saw him I thought he was getting better.”

“And I haven’t been to see him since the holidays. I always meant to go.”

“Had he any property?”

“I think his wife had a little—but something quite trifling.”

“We shall have to go to see her, but they live so terribly far away.”

“Far away from you, you mean. Everything’s far away from your place.”

“You see, he never can forgive my living on the other side of the river,” said Peter Ivanovich, smiling at Shebek. Then, still talking of the distances between different parts of the city, they returned to the Court.

Besides considerations as to the possible transfers and promotions likely to result from Ivan Ilyich’s death, the mere fact of the death of a near acquaintance aroused, as usual, in all who heard of it the complacent feeling that, “it is he who is dead and not I.”

Each one thought or felt, “Well, he’s dead but I’m alive!” But the more intimate of Ivan Ilyich’s acquaintances, his so-called friends, could not help thinking also that they would now have to fulfill the very tiresome demands of propriety by attending the funeral service and paying a visit of condolence to the widow.

Fedor Vasilievich and Peter Ivanovich had been his nearest acquaintances. Peter Ivanovich had studied law with Ivan Ilyich and had considered himself to be under obligations to him.

Having told his wife at dinnertime of Ivan Ilyich’s death, and of his conjecture that it might be possible to get her brother transferred to their circuit, Peter Ivanovich sacrificed his usual nap, put on his evening clothes and drove to Ivan Ilych’s house.

At the entrance stood a carriage and two cabs. Leaning against the wall in the hall downstairs near the cloak stand was a coffin-lid covered with cloth of gold, ornamented with gold cord and tassels, which had been polished up with metal powder. Two ladies in black were taking off their fur cloaks. Peter Ivanovich recognized one of them as Ivan Ilych’s sister, but the other was a stranger to him. His colleague Schwartz was just coming downstairs, but on seeing Peter Ivanovich enter he stopped and winked at him, as if to say: “Ivan Ilyich has made a mess of things—not like you and me.”

Schwartz’s face with his Piccadilly whiskers, and his slim figure in evening dress, had as usual an air of elegant solemnity which contrasted with the playfulness of his character and had a special piquancy here, or so it seemed to Peter Ivanovich.

Peter Ivanovich allowed the ladies to precede him and slowly followed them upstairs. Schwartz did not come down but remained where he was, and Peter Ivanovich understood that he wanted to arrange where they should play bridge that evening. The ladies went upstairs to the widow’s room, and Schwartz with seriously compressed lips but a playful looking his eyes, indicated by a twist of his eyebrows the room to the right where the body lay.

Peter Ivanovich, like everyone else on such occasions, entered feeling uncertain what he would have to do. All he knew was that at such times it is always safe to cross oneself. But he was not quite sure whether one should make obeisance while doing so. He therefore adopted a middle course. On entering the room he began crossing himself and made a slight movement resembling a bow. At the same time, as far as the motion of his head and arm allowed, he surveyed the room. Two young men—apparently nephews, one of whom was a high-school pupil—were leaving the room, crossing themselves as they did so. An old woman was standing motionless, and a lady with strangely arched eyebrows was saying something to her in a whisper. A vigorous, resolute Church Reader, in a frock- coat, was reading something in a loud voice with an expression that precluded any contradiction. The butler’s assistant, Gerasim, stepping lightly in front of Peter Ivanovich, was strewing something on the floor. Noticing this, Peter Ivanovich was immediately aware of a faint odor of a decomposing body.

The last time he had called on Ivan Ilyich, Peter Ivanovich had seen Gerasim in the study. Ivan Ilyich had been particularly fond of him and he was performing the duty of a sick nurse. Peter Ivanovich continued to make the sign of the cross slightly inclining his head in an intermediate direction between the coffin, the Reader, and the icons on the table in a corner of the room. Afterwards, when it seemed to him that this movement of his arm in crossing himself had gone on too long, he stopped and began to look at the corpse.

The dead man lay, as dead men always lie, in a specially heavy way, his rigid limbs sunk in the soft cushions of the coffin, with the head forever bowed on the pillow. His yellow waxen brow with bald patches over his sunken temples was thrust up in the way peculiar to the dead, the protruding nose seeming to press on the upper lip. He was much changed and grown even thinner since Peter Ivanovich had last seen him, but, as is always the case with the dead, his face was handsomer and above all more dignified than when he was alive. The expression on the face said that what was necessary had been accomplished, and accomplished rightly. Besides this there was in that expression a reproach and a warning to the living. This warning seemed to Peter Ivanovich out of place, or at least not applicable to him. He felt a certain discomfort and so he hurriedly crossed himself once more and turned and went out of the door—too hurriedly and too regardless of propriety, as he himself was aware.

Schwartz was waiting for him in the adjoining room with legs spread wide apart and both hands toying with his top hat behind his back. The mere sight of that playful, well-groomed, and elegant figure refreshed Peter Ivanovich. He felt that Schwartz was above all these happenings and would not surrender to any depressing influences. His very look said that this incident of a church service for Ivan Ilyich could not be a sufficient reason for infringing the order of the session—in other words, that it would certainly not prevent his unwrapping a new pack of cards and shuffling them that evening while a footman placed fresh candles on the table: in fact, that there was no reason for supposing that this incident would hinder their spending the evening agreeably.

Indeed he said this in a whisper as Peter Ivanovich passed him, proposing that they should meet for a game at Fedor Vasilievich’s. But apparently Peter Ivanovich was not destined to play bridge that evening. Praskovya Fedorovna (a short, fat woman who despite all efforts to the contrary had continued to broaden steadily from her shoulders downwards and who had the same extraordinarily arched eyebrows as the lady who had been standing by the coffin), dressed all in black, her head covered with lace, came out of her own room with some other ladies, conducted them to the room where the dead body lay, and said: “The service will begin immediately. Please go in.”

Schwartz, making an indefinite bow, stood still, evidently neither accepting nor declining this invitation. Praskovya Fedorovna recognizing Peter Ivanovich, sighed, went close up to him, took his hand, and said: “I know you were a true friend to Ivan Ilyich …” and looked at him awaiting some suitable response. And Peter Ivanovich knew that, just as it had been the right thing to cross himself in that room, so what he had to do here was to press her hand, sigh, and say, “Believe me …” So he did all this and as he did it felt that the desired result had been achieved: that both he and she were touched.

“Come with me. I want to speak to you before it begins,” said the widow. “Give me your arm.”

Peter Ivanovich gave her his arm and they went to the inner rooms, passing Schwartz who winked at Peter Ivanovich compassionately.

“That does for our bridge! Don’s object if we find another player. Perhaps you can cut in when you do escape,” said his playful look.

Peter Ivanovich sighed still more deeply and despondently, and Praskovya Fedorovna pressed his arm gratefully. When they reached the drawing room, upholstered in pink cretonne and lighted by a dim lamp, they sat down at the table—she on a sofa and Peter Ivanovich on a low pouf, the springs of which yielded spasmodically under his weight. Praskovya Fedorovna had been on the point of warning him to take another seat, but felt that such a warning was out of keeping with her present condition and so changed her mind. As he sat down on the pouf Peter Ivanovich recalled how Ivan Ilyich had arranged this room and had consulted him regarding this pink cretonne with green leaves. The whole room was full of furniture and knick-knacks, and on her way to the sofa the lace of the widow’s black shawl caught on the edge of the table. Peter Ivanovich rose to detach it, and the springs of the pouf, relieved of his weight, rose also and gave him a push. The widow began detaching her shawl herself, and Peter Ivanovich again sat down, suppressing the rebellious springs of the pouf under him. But the widow had not quite freed herself and Peter Ivanovich got up again, and again the pouf rebelled and even creaked. When this was all over she took out a clean cambric handkerchief and began to weep. The episode with the shawl and the struggle with the pouf had cooled Peter Ivanovich’s emotions and he sat there with a sullen look on his face. This awkward situation was interrupted by Sokolov, Ivan Ilych’s butler, who came to report that the plot in the cemetery that Praskovya Fedorovna had chosen would cost two hundred rubles. She stopped weeping and, looking at Peter Ivanovich with the air of a victim, remarked in French that it was very hard for her. Peter Ivanovich made a silent gesture signifying his full conviction that it must indeed be so.

“Please smoke,” she said in a magnanimous yet crushed voice, and turned to discuss with Sokolov the price of the plot for the grave.

Peter Ivanovich while lighting his cigarette heard her inquiring very circumstantially into the prices of different plots in the cemetery and finally decide which she would take. When that was done she gave instructions about engaging the choir. Sokolov then left the room.

“I look after everything myself,” she told Peter Ivanovich, shifting the albums that lay on the table; and noticing that the table was endangered by his cigaretteash, she immediately passed him an ash-tray, saying as she did so: “I consider it an affectation to say that my grief prevents my attending to practical affairs. On the contrary, if anything can—I won’t say console me, but—distract me, it is seeing to everything concerning him.” She again took out her handkerchief as if preparing to cry, but suddenly, as if mastering her feeling, she shook herself and began to speak calmly. “But there is something I want to talk to you about.”

Peter Ivanovich bowed, keeping control of the springs of the pouf, which immediately began quivering under him.

“He suffered terribly the last few days.”

“Did he?” said Peter Ivanovich.

“Oh, terribly! He screamed unceasingly, not for minutes but for hours. For the last three days he screamed incessantly. It was unendurable. I cannot understand how I bore it; you could hear him three rooms off. Oh, what I have suffered!”

“Is it possible that he was conscious all that time?” asked Peter Ivanovich.

“Yes,” she whispered. “To the last moment. He took leave of us a quarter of an hour before he died, and asked us to take Volodya away.”

The thought of the suffering of this man he had known so intimately, first as a merry little boy, then as a schoolmate, and later as a grown-up colleague, suddenly struck Peter Ivanovich with horror, despite an unpleasant consciousness of his own and this woman’s dissimulation. He again saw that brow, and that nose pressing down on the lip, and felt afraid for himself.

“Three days of frightful suffering and the death! Why, that might suddenly, at any time, happen to me,” he thought, and for a moment felt terrified. But—he did not himself know how—the customary reflection at once occurred to him that this had happened to Ivan Ilyich and not to him, and that it should not and could not happen to him, and that to think that it could would be yielding to depressing which he ought not to do, as Schwartz’s expression plainly showed. After which reflection Peter Ivanovich felt reassured, and began to ask with interest about the details of Ivan Ilych’s death, as though death was an accident natural to Ivan Ilyich but certainly not to himself.

After many details of the really dreadful physical sufferings Ivan Ilyich had endured (which details he learnt only from the effect those sufferings had produced on Praskovya Fedorovna’s nerves) the widow apparently found it necessary to get to business.

“Oh, Peter Ivanovich, how hard it is! How terribly, terribly hard!” and she again began to weep.

Peter Ivanovich sighed and waited for her to finish blowing her nose. When she had done so he said, “Believe me …” and she again began talking and brought out what was evidently her chief concern with him—namely, to question him as to how she could obtain a grant of money from the government on the occasion of her husband’s death. She made it appear that she was asking Peter Ivanovich’s advice about her pension, but he soon saw that she already knew about that to the minutest detail, more even than he did himself. She knew how much could be got out of the government in consequence of her husband’s death, but wanted to find out whether she could not possibly extract something more. Peter Ivanovich tried to think of some means of doing so, but after reflecting for a while and, out of propriety, condemning the government for its niggardliness, he said he thought that nothing more could be got. Then she sighed and evidently began to devise means of getting rid of her visitor. Noticing this, he put out his cigarette, rose, pressed her hand, and went out into the anteroom.

In the dining room where the clock stood that Ivan Ilyich had liked so much and had bought at an antique shop, Peter Ivanovich met a priest and a few acquaintances who had come to attend the service, and he recognized Ivan Ilych’s daughter, a handsome young woman. She was in black and her slim figure appeared slimmer than ever. She had a gloomy, determined, almost angry expression, and bowed to Peter Ivanovich as though he were in some way to blame.

Behind her, with the same offended look, stood a wealthy young man, and examining magistrate, whom Peter Ivanovich also knew and who was her fiancé, as he had heard. He bowed mournfully to them and was about to pass into the death-chamber, when from under the stairs appeared the figure of Ivan Ilych’s schoolboy son, who was extremely like his father. He seemed a little Ivan Ilyich, such as Peter Ivanovich remembered when they studied law together. His tear-stained eyes had in them the look that is seen in the eyes of boys of thirteen or fourteen who are not pure-minded. When he saw Peter Ivanovich he scowled morosely and shamefacedly. Peter Ivanovich nodded to him and entered the death-chamber. The service began: candles, groans, incense, tears, and sobs. Peter Ivanovich stood looking gloomily down at his feet. He did not look once at the dead man, did not yield to any depressing influence, and was one of the first to leave the room. There was no one in the anteroom, but Gerasim darted out of the dead man’s room, rummaged with his strong hands among the fur coats to find Peter Ivanovich’s and helped him on with it.

“Well, friend Gerasim,” said Peter Ivanovich, so as to say something. “It’s a sad affair, isn’t it?”

“It’s God will. We shall all come to it some day,” said Gerasim, displaying his teeth—the even white teeth of a healthy peasant—and, like a man in the thick of urgent work, he briskly opened the front door, called the coachman, helped Peter Ivanovich into the sledge, and sprang back to the porch as if in readiness for what he had to do next.

Peter Ivanovich found the fresh air particularly pleasant after the smell of incense, the dead body, and carbolic acid.

“Where to sir?” asked the coachman.

“It’s not too late even now. … I’ll call round on Fedor Vasilievich.”

He accordingly drove there and found them just finishing the first rubber, so that it was quite convenient for him to cut in.

CHAPTER II

Ivan Ilyich’s life had been most simple and most ordinary and therefore most terrible.

He had been a member of the Court of Justice, and died at the age of forty-five. His father had been an official who after serving in various ministries and departments in Petersburg had made the sort of career which brings men to positions from which by reason of their long service they cannot be dismissed, though they are obviously unfit to hold any responsible position, and for whom therefore posts are specially created, which though fictitious carry salaries of from six to ten thousand rubles that are not fictitious, and in receipt of which they live on to a great age.

Such was the Privy Councilor and superfluous member of various superfluous institutions, Ilya Epimovich Golovin.

He had three sons, of whom Ivan Ilyich was the second. The eldest son was following in his father’s footsteps only in another department, and was already approaching that stage in the service at which a similar sinecure would be reached. The third son was a failure. He had ruined his prospects in a number of positions and was not serving in the railway department. His father and brothers, and still more their wives, not merely disliked meeting him, but avoided remembering his existence unless compelled to do so. His sister had married Baron Greff, a Petersburg official of her father’s type. Ivan Ilyich was le phenix de la famille as people said. He was neither as cold and formal as his elder brother nor as wild as the younger, but was a happy mean between them—an intelligent polished, lively and agreeable man. He had studied with his younger brother at the School of Law, but the latter had failed to complete the course and was expelled when he was in the fifth class. Ivan Ilyich finished the course well. Even when he was at the School of Law he was just what he remained for the rest of his life: a capable, cheerful, good-natured, and sociable man, though strict in the fulfillment of what he considered to be his duty: and he considered his duty to be what was so considered by those in authority. Neither as a boy nor as a man was he a toady, but from early youth was by nature attracted to people of high station as a fly is drawn to the light, assimilating their ways and views of life and establishing friendly relations with them. All the enthusiasms of childhood and youth passed without leaving much trace on him; he succumbed to sensuality, to vanity, and latterly among the highest classes to liberalism, but always within limits which his instinct unfailingly indicated to him as correct.

At school he had done things which had formerly seemed to him very horrid and made him feel disgusted with himself when he did them; but when later on he saw that such actions were done by people of good position and that they did not regard them as wrong, he was able not exactly to regard them as right, but to forget about them entirely or not be at all troubled at remembering them.

Having graduated from the School of Law and qualified for the tenth rank of the civil service, and having received money from his father for his equipment, Ivan Ilyich ordered himself clothes at Scharmer’s, the fashionable tailor, hung a medallion inscribed respice finem on his watch-chain, took leave of his professor and the prince who was patron of the school, had a farewell dinner with his comrades at Donon’s first-class restaurant, and with his new and fashionable portmanteau, linen, clothes, shaving and other toilet appliances, and a traveling rug, all purchased at the best shops, he set off for one of the provinces where through his father’s influence, he had been attached to the governor as an official for special service.

In the province Ivan Ilyich soon arranged as easy and agreeable a position for himself as he had had at the School of Law. He performed his official task, made his career, and at the same time amused himself pleasantly and decorously. Occasionally he paid official visits to country districts where he behaved with dignity both to his superiors and inferiors, and performed the duties entrusted to him, which related chiefly to the sectarians, with an exactness and incorruptible honesty of which he could not but feel proud.

In official matters, despite his youth and taste for frivolous gaiety, he was exceedingly reserved, punctilious, and even severe; but in society he was often amusing and witty, and always good- natured, correct in his manner, and bon enfant, as the governor and his wife—with whom he was like one of the family—used to say of him.

In the province he had an affair with a lady who made advances to the elegant young lawyer, and there was also a milliner; and there were carousals with aides-de-camp who visited the district, and after-supper visits to a certain outlying street of doubtful reputation; and there was too some obsequiousness to his chief and even to his chief’s wife, but all this was done with such a tone of good breeding that no hard names could be applied to it. It all came under the heading of the French saying: “Il faut que jeunesse se passe.” It was all done with clean hands, in clean linen, with French phrases, and above all among people of the best society and consequently with the approval of people of rank.

So Ivan Ilyich served for five years and then came a change in his official life. The new and reformed judicial institutions were introduced, and new men were needed. Ivan Ilyich became such a new man. He was offered the post of examining magistrate, and he accepted it though the post was in another province and obliged him to give up the connections he had formed and to make new ones. His friends met to give him a send-off; they had a group photograph taken and presented him with a silver cigarette case, and he set off to his new post.

As examining magistrate Ivan Ilyich was just as comme il faut and decorous a man, inspiring general respect and capable of separating his official duties from his private life, as he had been when acting as an official on special service. His duties now as examining magistrate were far more interesting and attractive than before. In his former position it had been pleasant to wear an undress uniform made by Scharmer, and to pass through the crowd of petitioners and officials who were timorously awaiting an audience with the governor, and who envied him as with free and easy gait he went straight into his chief’s private room to have a cup of tea and a cigarette with him. But not many people had then been directly dependent on him—only police officials and the sectarians when he went on special missions—and he liked to treat them politely, almost as comrades, as if he were letting them feel that he who had the power to crush them was treating them in this simple, friendly way. There were then but few such people.

But now, as an examining magistrate, Ivan Ilyich felt that everyone without exception, even the most important and self-satisfied, was in his power, and that he need only write a few words on a sheet of paper with a certain heading, and this or that important, self-satisfied person would be brought before him in the role of an accused person or a witness, and if he did not choose to allow him to sit down, would have to stand before him and answer his questions. Ivan Ilyich never abused his power; he tried on the contrary to soften its expression, but the consciousness of it and the possibility of softening its effect, supplied the chief interest and attraction of his office. In his work itself, especially in his examinations, he very soon acquired a method of eliminating all considerations irrelevant to the legal aspect of the case, and reducing even the most complicated case to a form in which it would be presented on paper only in its externals, completely excluding his personal opinion of the matter, while above all observing every prescribed formality. The work was new and Ivan Ilyich was one of the first men to apply the new Code of 1864.

On taking up the post of examining magistrate in a new town, he made new acquaintances and connections, placed himself on a new footing and assumed a somewhat different tone. He took up an attitude of rather dignified aloofness towards the provincial authorities, but picked out the best circle of legal gentlemen and wealthy gentry living in the town and assumed a tone of slight dissatisfaction with the government, of moderate liberalism, and of enlightened citizenship. At the same time, without at all altering the elegance of his toilet, he ceased shaving his chin and allowed his beard to grow as it pleased.

Ivan Ilyich settled down very pleasantly in this new town. The society there, which inclined towards opposition to the governor was friendly, his salary was larger, and he began to play vint [a form of bridge], which he found added not a little to the pleasure of life, for he had a capacity for cards, played goodhumouredly, and calculated rapidly and astutely, so that he usually won.

After living there for two years he met his future wife, Praskovya Fedorovna Mikhel, who was the most attractive, clever, and brilliant girl of the set in which he moved, and among other amusements and relaxations from his labors as examining magistrate, Ivan Ilyich established light and playful relations with her.

While he had been an official on special service he had been accustomed to dance, but now as an examining magistrate it was exceptional for him to do so. If he danced now, he did it as if to show that though he served under the reformed order of things, and had reached the fifth official rank, yet when it came to dancing he could do it better than most people. So at the end of an evening he sometimes danced with Praskovya Fedorovna, and it was chiefly during these dances that he captivated her. She fell in love with him. Ivan Ilyich had at first no definite intention of marrying, but when the girl fell in love with him he said to himself: “Really, why shouldn’t I marry?

“Praskovya Fedorovna came of a good family, was not bad looking, and had some little property. Ivan Ilyich might have aspired to a more brilliant match, but even this was good. He had his salary, and she, he hoped, would have an equal income. She was well connected, and was a sweet, pretty, and thoroughly correct young woman. To say that Ivan Ilyich married because he fell in love with Praskovya Fedorovna and found that she sympathized with his views of life would be as incorrect as to say that he married because his social circle approved of the match. He was swayed by both these considerations: the marriage gave him personal satisfaction, and at the same time it was considered the right thing by the most highly placed of his associates.

So Ivan Ilyich got married.

The preparations for marriage and the beginning of married life, with its conjugal caresses, the new furniture, new crockery, and new linen, were very pleasant until his wife became pregnant—so that Ivan Ilyich had begun to think that marriage would not impair the easy, agreeable, gay and always decorous character of his life, approved of by society and regarded by himself as natural, but would even improve it. But from the first months of his wife’s pregnancy, something new, unpleasant, depressing, and unseemly, and from which there was no way of escape, unexpectedly showed itself.

His wife, without any reason—de gaiete de coeur as Ivan Ilyich expressed it to himself—began to disturb the pleasure and propriety of their life. She began to be jealous without any cause, expected him to devote his whole attention to her, found fault with everything, and made coarse and ill-mannered scenes.

At first Ivan Ilyich hoped to escape from the unpleasantness of this state of affairs by the same easy and decorous relation to life that had served him heretofore: he tried to ignore his wife’s disagreeable moods, continued to live in his usual easy and pleasant way, invited friends to his house for a game of cards, and also tried going out to his club or spending his evenings with friends. But one day his wife began upbraiding him so vigorously, using such coarse words, and continued to abuse him every time he did not fulfill her demands, so resolutely and with such evident determination not to give way till he submitted—that is, till he stayed at home and was bored just as she was—that he became alarmed. He now realized that matrimony—at any rate with Praskovya Fedorovna—was not always conducive to the pleasures and amenities of life, but on the contrary often infringed both comfort and propriety, and that he must therefore entrench himself against such infringement. And Ivan Ilyich began to seek for means of doing so. His official duties were the one thing that imposed upon Praskovya Fedorovna, and by means of his official work and the duties attached to it he began struggling with his wife to secure his own independence.

With the birth of their child, the attempts to feed it and the various failures in doing so, and with the real and imaginary illnesses of mother and child, in which Ivan Ilyich’s sympathy was demanded but about which he understood nothing, the need of securing for himself an existence outside his family life became still more imperative.

As his wife grew more irritable and exacting and Ivan Ilyich transferred the center of gravity of his life more and more to his official work, so did he grow to like his work better and became more ambitious than before.

Very soon, within a year of his wedding, Ivan Ilyich had realized that marriage, though it may add some comforts to life, is in fact a very intricate and difficult affair towards which in order to perform one’s duty, that is, to lead a decorous life approved of by society, one must adopt a definite attitude just as towards one’s official duties.

And Ivan Ilyich evolved such an attitude towards married life. He only required of it those conveniences—dinner at home, housewife, and bed—which it could give him, and above all that propriety of external forms required by public opinion. For the rest he looked for lighthearted pleasure and propriety, and was very thankful when he found them, but if he met with antagonism and querulousness he at once retired into his separate fenced-off world of official duties, where he found satisfaction.

Ivan Ilyich was esteemed a good official, and after three years was made Assistant Public Prosecutor. His new duties, their importance, the possibility of indicting and imprisoning anyone he chose, the publicity his speeches received, and the success he had in all these things, made his work still more attractive.

More children came. His wife became more and more querulous and ill tempered, but the attitude Ivan Ilyich had adopted towards his home life rendered him almost impervious to her grumbling.

After seven years’ service in that town he was transferred to another province as Public Prosecutor. They moved, but were short of money and his wife did not like the place they moved to. Though the salary was higher the cost of living was greater, besides which two of their children died and family life became still more unpleasant for him.

Praskovya Fedorovna blamed her husband for every inconvenience they encountered in their new home. Most of the conversations between husband and wife, especially as to the children’s education, led to topics that recalled former disputes, and these disputes were apt to flare up again at any moment. There remained only those rare periods of amorousness, which still came to them at times but did not last long. These were islets at which they anchored for a while and then again set out upon that ocean of veiled hostility which showed itself in their aloofness from one another. This aloofness might have grieved Ivan Ilyich had he considered that it ought not to exist, but he now regarded the position as normal, and even made it the goal at which he aimed in family life. His aim was to free himself more and more from those unpleasantnesses and to give them a semblance of harmlessness and propriety. He attained this by spending less and less time with his family, and when obliged to be at home he tried to safeguard his position by the presence of outsiders. The chief thing however was that he had his official duties. The whole interest of his life now centered in the official world and that interest absorbed him. The consciousness of his power, being able to ruin anybody he wished to ruin, the importance, even the external dignity of his entry into court, or meetings with his subordinates, his success with superiors and inferiors, and above all his masterly handling of cases, of which he was conscious—all this gave him pleasure and filled his life, together with chats with his colleagues, dinners, and bridge. So that on the whole Ivan Ilyich’s life continued to flow as he considered it should do—pleasantly and properly.

So things continued for another seven years. His eldest daughter was already sixteen, another child had died, and only one son was left, a schoolboy and a subject of dissension. Ivan Ilyich wanted to put him in the School of Law, but to spite him Praskovya Fedorovna entered him at the High School. The daughter had been educated at home and had turned out well: the boy did not learn badly either.

CHAPTER III

So Ivan Ilyich lived for seventeen years after his marriage. He was already a Public Prosecutor of long standing, and had declined several proposed transfers while awaiting a more desirable post, when an unanticipated and unpleasant occurrence quite upset the peaceful course of his life. He was expecting to be offered the post of presiding judge in a University town, but Happe somehow came to the front and obtained the appointment instead. Ivan Ilyich became irritable, reproached Happe, and quarreled with both him and with his immediate superiors—who became colder to him and again passed him over when other appointments were made.

This was in 1880, the hardest year of Ivan Ilyich’s life. It was then that it became evident on the one hand that his salary was insufficient for them to live on, and on the other that he had been forgotten, and not only this, but that what was for him the greatest and most cruel injustice appeared to others a quite ordinary occurrence. Even his father did not consider it his duty to help him. Ivan Ilyich felt himself abandoned by everyone, and that they regarded his position with a salary of 3,500 rubles as quite normal and even fortunate. He alone knew that with the consciousness of the injustices done him, with his wife’s incessant nagging, and with the debts he had contracted by living beyond his means, his position was far from normal.

In order to save money that summer he obtained leave of absence and went with his wife to live in the country at her brother’s place.

In the country, without his work, he experienced ennui for the first time in his life, and not only ennui but intolerable depression, and he decided that it was impossible to go on living like that, and that it was necessary to take energetic measures.

Having passed a sleepless night pacing up and down the veranda, he decided to go to Petersburg and bestir himself, in order to punish those who had failed to appreciate him and to get transferred to another ministry.

Next day, despite many protests from his wife and her brother, he started for Petersburg with the sole object of obtaining a post with a salary of five thousand rubles a year. He was no longer bent on any particular department, or tendency, or kind of activity. All he now wanted was an appointment to another post with a salary of five thousand rubles, either in the administration, in the banks, with the railways in one of the Empress Marya’s Institutions, or even in the customs—but it had to carry with it a salary of five thousand rubles and be in a ministry other than that in which they had failed to appreciate him.

And this quest of Ivan Ilyich’s was crowned with remarkable and unexpected success. At Kursk an acquaintance of his, F. I. Ilyin, got into the first-class carriage, sat down beside Ivan Ilyich, and told him of a telegram just received by the governor of Kursk announcing that a change was about to take place in the ministry: Peter Ivanovich was to be superseded by Ivan Semonovich.

The proposed change, apart from its significance for Russia, had a special significance for Ivan Ilyich, because by bringing forward a new man, Peter Petrovich, and consequently his friend Zachar Ivanovich, it was highly favorable for Ivan Ilyich, since Sachar Ivanovich was a friend and colleague of his.

In Moscow this news was confirmed, and on reaching Petersburg Ivan Ilyich found Zachar Ivanovich and received a definite promise of an appointment in his former Department of Justice.

A week later he telegraphed to his wife: “Zachar in Miller’s place. I shall receive appointment on presentation of report.”

Thanks to this change of personnel, Ivan Ilyich had unexpectedly obtained an appointment in his former ministry which placed him two states above his former colleagues besides giving him five thousand rubles salary and three thousand five hundred rubles for expenses connected with his removal. All his ill humor towards his former enemies and the whole department vanished, and Ivan Ilyich was completely happy.

He returned to the country more cheerful and contented than he had been for a long time. Praskovya Fedorovna also cheered up and a truce was arranged between them. Ivan Ilyich told of how he had been feted by everybody in Petersburg, how all those who had been his enemies were put to shame and now fawned on him, how envious they were of his appointment, and how much everybody in Petersburg had liked him.

Praskovya Fedorovna listened to all this and appeared to believe it. She did not contradict anything, but only made plans for their life in the town to which they were going. Ivan Ilyich saw with delight that these plans were his plans, that he and his wife agreed, and that, after a stumble, his life was regaining its due and natural character of pleasant lightheartedness and decorum.

Ivan Ilyich had come back for a short time only, for he had to take up his new duties on the 10th of September. Moreover, he needed time to settle into the new place, to move all his belongings from the province, and to buy and order many additional things: in a word, to make such arrangements as he had resolved on, which were almost exactly what Praskovya Fedorovna too had decided on.

Now that everything had happened so fortunately, and that he and his wife were at one in their aims and moreover saw so little of one another, they got on together better than they had done since the first years of marriage. Ivan Ilyich had thought of taking his family away with him at once, but the insistence of his wife’s brother and her sister-in-law, who had suddenly become particularly amiable and friendly to him and his family, induced him to depart alone.

So he departed, and the cheerful state of mind induced by his success and by the harmony between his wife and himself, the one intensifying the other, did not leave him. He found a delightful house, just the thing both he and his wife had dreamt of. Spacious, lofty reception rooms in the old style, a convenient and dignified study, rooms for his wife and daughter, a study for his son—it might have been specially built for them. Ivan Ilyich himself superintended the arrangements, chose the wallpapers, supplemented the furniture (preferably with antiques which he considered particularly comme il faut), and supervised the upholstering. Everything progressed and progressed and approached the ideal he had set himself: even when things were only half completed they exceeded his expectations. He saw what a refined and elegant character, free from vulgarity, it would all have when it was ready. On falling asleep he pictured to himself how the reception room would look. Looking at the yet unfinished drawing room he could see the fireplace, the screen, the what-not, the little chairs dotted here and there, the dishes and plates on the walls, and the bronzes, as they would be when everything was in place. He was pleased by the thought of how his wife and daughter, who shared his taste in this matter, would be impressed by it. They were certainly not expecting as much. He had been particularly successful in finding, and buying cheaply, antiques which gave a particularly aristocratic character to the whole place. But in his letters he intentionally understated everything in order to be able to surprise them. All this so absorbed him that his new duties—though he liked his official work—interested him less than he had expected. Sometimes he even had moments of absent-mindedness during the court sessions and would consider whether he should have straight or curved cornices for his curtains. He was so interested in it all that he often did things himself, rearranging the furniture, or rehanging the curtains. Once when mounting a step ladder to show the upholsterer, who did not understand, how he wanted the hangings draped, he made a false step and slipped, but being a strong and agile man he clung on and only knocked his side against the knob of the window frame. The bruised place was painful but the pain soon passed, and he felt particularly bright and well just then. He wrote: “I feel fifteen years younger.” He thought he would have everything ready by September, but it dragged on till mid-October. But the result was charming not only in his eyes but to everyone who saw it.

In reality it was just what is usually seen in the houses of people of moderate means who want to appear rich, and therefore succeed only in resembling others like themselves: there are damasks, dark wood, plants, rugs, and dull and polished bronzes—all the things people of a certain class have in order to resemble other people of that class. His house was so like the others that it would never have been noticed, but to him it all seemed to be quite exceptional. He was very happy when he met his family at the station and brought them to the newly furnished house all lit up, where a footman in a white tie opened the door into the hall decorated with plants, and when they went on into the drawing-room and the study uttering exclamations of delight. He conducted them everywhere, drank in their praises eagerly, and beamed with pleasure. At tea that evening, when Praskovya Fedorovna among others things asked him about his fall, he laughed, and showed them how he had gone flying and had frightened the upholsterer.

“It’s a good thing I’m a bit of an athlete. Another man might have been killed, but I merely knocked myself, just here; it hurts when it’s touched, but it’s passing off already—it’s only a bruise.”

So they began living in their new home—in which, as always happens, when they got thoroughly settled in they found they were just one room short—and with the increased income, which as always was just a little (some five hundred rubles) too little, but it was all very nice.

Things went particularly well at first, before everything was finally arranged and while something had still to be done: this thing bought, that thing ordered, another thing moved, and something else adjusted. Though there were some disputes between husband and wife, they were both so well satisfied and had so much to do that it all passed off without any serious quarrels. When nothing was left to arrange it became rather dull and something seemed to be lacking, but they were then making acquaintances, forming habits, and life was growing fuller.

Ivan Ilyich spent his mornings at the law court and came home to diner, and at first he was generally in a good humor, though he occasionally became irritable just on account of his house. (Every spot on the tablecloth or the upholstery, and every broken window-blind string, irritated him. He had devoted so much trouble to arranging it all that every disturbance of it distressed him.) But on the whole his life ran its course as he believed life should do: easily, pleasantly, and decorously.

He got up at nine, drank his coffee, read the paper, and then put on his undress uniform and went to the law courts. There the harness in which he worked had already been stretched to fit him and he donned it without a hitch: petitioners, inquiries at the chancery, the chancery itself, and the sittings public and administrative. In all this the thing was to exclude everything fresh and vital, which always disturbs the regular course of official business, and to admit only official relations with people, and then only on official grounds. A man would come, for instance, wanting some information. Ivan Ilyich, as one in whose sphere the matter did not lie, would have nothing to do with him: but if the man had some business with him in his official capacity, something that could be expressed on officially stamped paper, he would do everything, positively everything he could within the limits of such relations, and in doing so would maintain the semblance of friendly human relations, that is, would observe the courtesies of life. As soon as the official relations ended, so did everything else. Ivan Ilyich possessed this capacity to separate his real life from the official side of affairs and not mix the two, in the highest degree, and by long practice and natural aptitude had brought it to such a pitch that sometimes, in the manner of a virtuoso, he would even allow himself to let the human and official relations mingle. He let himself do this just because he felt that he could at any time he chose resume the strictly official attitude again and drop the human relation. And he did it all easily, pleasantly, correctly, and even artistically. In the intervals between the sessions he smoked, drank tea, chatted a little about politics, a little about general topics, a little about cards, but most of all about official appointments. Tired, but with the feelings of a virtuoso—one of the first violins who has played his part in an orchestra with precision—he would return home to find that his wife and daughter had been out paying calls, or had a visitor, and that his son had been to school, had done his homework with his tutor, and was surely learning what is taught at High Schools. Everything was as it should be. After dinner, if they had no visitors, Ivan Ilyich sometimes read a book that was being much discussed at the time, and in the evening settled down to work, that is, read official papers, compared the depositions of witnesses, and noted paragraphs of the Code applying to them. This was neither dull nor amusing. It was dull when he might have been playing bridge, but if no bridge was available it was at any rate better than doing nothing or sitting with his wife. Ivan Ilyich’s chief pleasure was giving little dinners to which he invited men and women of good social position, and just as his drawing room resembled all other drawing rooms so did his enjoyable little parties resemble all other such parties.

Once they even gave a dance. Ivan Ilyich enjoyed it and everything went off well, except that it led to a violent quarrel with his wife about the cakes and sweets. Praskovya Fedorovna had made her own plans, but Ivan Ilyich insisted on getting everything from an expensive confectioner and ordered too many cakes, and the quarrel occurred because some of those cakes were left over and the confectioner’s bill came to forty-five rubles. It was a great and disagreeable quarrel. Praskovya Fedorovna called him “a fool and an imbecile,” and he clutched at his head and made angry allusions to divorce.

But the dance itself had been enjoyable. The best people were there, and Ivan Ilyich had danced with Princess Trufonova, a sister of the distinguished founder of the Society “Bear My Burden.”

The pleasures connected with his work were pleasures of ambition; his social pleasures were those of vanity; but Ivan Ilyich’s greatest pleasure was playing bridge. He acknowledged that whatever disagreeable incident happened in his life, the pleasure that beamed like a ray of light above everything else was to sit down to bridge with good players, not noisy partners, and of course to fourhanded bridge (with five players it was annoying to have to stand out, though one pretended not to mind), to play a clever and serious game (when the cards allowed it) and then to have supper and drink a glass of wine. After a game of bridge, especially if he had won a little (to win a large sum was unpleasant), Ivan Ilyich went to bed in an especially good humour.

So they lived. They formed a circle of acquaintances among the best people and were visited by people of importance and by young folk. In their views as to their acquaintances, husband, wife and daughter were entirely agreed, and tacitly and unanimously kept at arm’s length and shook off the various shabby friends and relations who, with much show of affection, gushed into the drawing-room with its Japanese plates on the walls. Soon these shabby friends ceased to obtrude themselves and only the best people remained in the Golovins’ set.

Young men made up to Lisa, and Petrishchev, an examining magistrate and Dmitri Ivanovich Petrishchev’s son and sole heir, began to be so attentive to her that Ivan Ilyich had already spoken to Praskovya Fedorovna about it, and considered whether they should not arrange a party for them, or get up some private theatricals.

So they lived, and all went well, without change, and life flowed pleasantly.

CHAPTER IV

They were all in good health. It could not be called ill health if Ivan Ilyich sometimes said that he had a queer taste in his mouth and felt some discomfort in his left side.

But this discomfort increased and, though not exactly painful, grew into a sense of pressure in his side accompanied by ill humor. And his irritability became worse and worse and began to mar the agreeable, easy, and correct life that had established itself in the Golovin family. Quarrels between husband and wife became more and more frequent, and soon the ease and amenity disappeared and even the decorum was barely maintained. Scenes again became frequent, and very few of those islets remained on which husband and wife could meet without an explosion. Praskovya Fedorovna now had good reason to say that her husband’s temper was trying. With characteristic exaggeration she said he had always had a dreadful temper, and that it had needed all her good nature to put up with it for twenty years. It was true that now the quarrels were started by him. His bursts of temper always came just before dinner, often just as he began to eat his soup. Sometimes he noticed that a plate or dish was chipped, or the food was not right, or his son put his elbow on the table, or his daughter’s hair was not done as he liked it, and for all this he blamed Praskovya Fedorovna. At first she retorted and said disagreeable things to him, but once or twice he fell into such a rage at the beginning of dinner that she realized it was due to some physical derangement brought on by taking food, and so she restrained herself and did not answer, but only hurried to get the dinner over. She regarded this self-restraint as highly praiseworthy. Having come to the conclusion that her husband had a dreadful temper and made her life miserable, she began to feel sorry for herself, and the more she pitied herself the more she hated her husband. She began to wish he would die; yet she did not want him to die because then his salary would cease. And this irritated her against him still more. She considered herself dreadfully unhappy just because not even his death could save her, and though she concealed her exasperation, that hidden exasperation of hers increased his irritation also.

After one scene in which Ivan Ilyich had been particularly unfair and after which he had said in explanation that he certainly was irritable but that it was due to his not being well, she said that if he was ill it should be attended to, and insisted on his going to see a celebrated doctor.

He went. Everything took place as he had expected and as it always does. There was the usual waiting and the important air assumed by the doctor, with which he was so familiar (resembling that which he himself assumed in court), and the sounding and listening, and the questions which called for answers that were foregone conclusions and were evidently unnecessary, and the look of importance which implied that “if only you put yourself in our hands we will arrange everything—we know indubitably how it has to be done, always in the same way for everybody alike.” It was all just as it was in the law courts. The doctor put on just the same air towards him as he himself put on towards an accused person.

The doctor said that so-and-so indicated that there was so-and-so inside the patient, but if the investigation of so-and-so did not confirm this, then he must assume that and that. If he assumed that and that, then … and so on. To Ivan Ilyich only one question was important: was his case serious or not? But the doctor ignored that inappropriate question. From his point of view it was not the one under consideration, the real question was to decide between a floating kidney, chronic catarrh, or appendicitis. It was not a question the doctor solved brilliantly, as it seemed to Ivan Ilyich, in favor of the appendix, with the reservation that should an examination of the urine give fresh indications the matter would be reconsidered. All this was just what Ivan Ilyich had himself brilliantly accomplished a thousand times in dealing with men on trial. The doctor summed up just as brilliantly, looking over his spectacles triumphantly and even gaily at the accused. From the doctor’s summing up Ivan Ilyich concluded that things were bad, but that for the doctor, and perhaps for everybody else, it was a matter of indifference, though for him it was bad. And this conclusion struck him painfully, arousing in him a great feeling of pity for himself and of bitterness towards the doctor’s indifference to a matter of such importance.

He said nothing of this, but rose, placed the doctor’s fee on the table, and remarked with a sigh: “We sick people probably often put inappropriate questions. But tell me, in general, is this complaint dangerous, or not?”

The doctor looked at him sternly over his spectacles with one eye, as if to say: “Prisoner, if you will not keep to the questions put to you, I shall be obliged to have you removed from the court.”

“I have already told you what I consider necessary and proper. The analysis may show something more.” And the doctor bowed.

Ivan Ilyich went out slowly, seated himself disconsolately in his sledge, and drove home. All the way home he was going over what the doctor had said, trying to translate those complicated, obscure, scientific phrases into plain language and find in them an answer to the question: “Is my condition bad? Is it very bad? Or is there as yet nothing much wrong?” And it seemed to him that the meaning of what the doctor had said was that it was very bad. Everything in the streets seemed depressing. The cabmen, the houses, the passers-by, and the shops, were dismal. His ache, this dull gnawing ache that never ceased for a moment, seemed to have acquired a new and more serious significance from the doctor’s dubious remarks. Ivan Ilyich now watched it with a new and oppressive feeling.

He reached home and began to tell his wife about it. She listened, but in the middle of his account his daughter came in with her hat on, ready to go out with her mother. She sat down reluctantly to listen to this tedious story, but could not stand it long, and her mother too did not hear him to the end.

“Well, I am very glad,” she said. “Mind now to take your medicine regularly. Give me the prescription and I’ll send Gerasim to the chemist’s.” And she went to get ready to go out. While she was in the room Ivan Ilyich had hardly taken time to breathe, but he sighed deeply when she left it.

“Well,” he thought, “perhaps it isn’t so bad after all.”

He began taking his medicine and following the doctor’s directions, which had been altered after the examination of the urine. But then it happened that there was a contradiction between the indications drawn from the examination of the urine and the symptoms that showed themselves. It turned out that what was happening differed from what the doctor had told him, and that he had either forgotten or blundered, or hidden something from him. He could not, however, be blamed for that, and Ivan Ilyich still obeyed his orders implicitly and at first derived some comfort from doing so.

From the time of his visit to the doctor, Ivan Ilyich’s chief occupation was the exact fulfillment of the doctor’s instructions regarding hygiene and the taking of medicine, and the observation of his pain and his excretions. His chief interest came to be people’s ailments and people’s health. When sickness, deaths, or recoveries were mentioned in his presence, especially when the illness resembled his own, he listened with agitation that he tried to hide, asked questions, and applied what he heard to his own case.

The pain did not grow less, but Ivan Ilyich made efforts to force himself to think that he was better. And he could do this so long as nothing agitated him. But as soon as he had any unpleasantness with his wife, any lack of success in his official work, or held bad cards at bridge, he was at once acutely sensible of his disease. He had formerly borne such mischances, hoping soon to adjust what was wrong, to master it and attain success, or make a grand slam. But now every mischance upset him and plunged him into despair. He would say to himself: “There now, just as I was beginning to get better and the medicine had begun to take effect, comes this accursed misfortune, or unpleasantness. …” And he was furious with the mishap, or with the people who were causing the unpleasantness and killing him, for he felt that this fury was killing him but he could not restrain it. One would have thought that it should have been clear to him that this exasperation with circumstances and people aggravated his illness, and that he ought therefore to ignore unpleasant occurrences. But he drew the very opposite conclusion: he said that he needed peace, and he watched for everything that might disturb it and became irritable at the slightest infringement of it. His condition was rendered worse by the fact that he read medical books and consulted doctors. The progress of his disease was so gradual that he could deceive himself when comparing one day with another—the difference was so slight. But when he consulted the doctors it seemed to him that he was getting worse, and even very rapidly. Yet despite this he was continually consulting them.

That month he went to see another celebrity, who told him almost the same as the first had done but put his questions rather differently, and the interview with this celebrity only increased Ivan Ilyich’s doubts and fears. A friend of a friend of his, a very good doctor, diagnosed his illness again quite differently from the others, and though he predicted recovery, his questions and suppositions bewildered Ivan Ilyich still more and increased his doubts. A homoeopathist diagnosed the disease in yet another way, and prescribed medicine that Ivan Ilyich took secretly for a week. But after a week, not feeling any improvement and having lost confidence both in the former doctor’s treatment and in this one’s, he became still more despondent. One day a lady acquaintance mentioned a cure affected by a wonder-working icon. Ivan Ilyich caught himself listening attentively and beginning to believe that it had occurred. This incident alarmed him. “Has my mind really weakened to such an extent?” he asked himself. “Nonsense! It’s all rubbish. I mustn’t give way to nervous fears but having chosen a doctor must keep strictly to his treatment. That is what I will do. Now it’s all settled. I won’t think about it, but will follow the treatment seriously till summer, and then we shall see. From now there must be no more of this wavering!” this was easy to say but impossible to carry out. The pain in his side oppressed him and seemed to grow worse and more incessant, while the taste in his mouth grew stranger and stranger. It seemed to him that his breath had a disgusting smell, and he was conscious of a loss of appetite and strength. There was no deceiving himself: something terrible, new, and more important than anything before in his life, was taking place within him of which he alone was aware. Those about him did not understand or would not understand it, but thought everything in the world was going on as usual. That tormented Ivan Ilyich more than anything. He saw that his household, especially his wife and daughter who were in a perfect whirl of visiting, did not understand anything of it and were annoyed that he was so depressed and so exacting, as if he were to blame for it. Though they tried to disguise it he saw that he was an obstacle in their path, and that his wife had adopted a definite line in regard to his illness and kept to it regardless of anything he said or did. Her attitude was this: “You know,” she would say to her friends, “Ivan Ilyich can’t do as other people do, and keep to the treatment prescribed for him. One day he’ll take his drops and keep strictly to his diet and go to bed in good time, but the next day unless I watch him he’ll suddenly forget his medicine, eat sturgeon—which is forbidden—and sit up playing cards till one o’clock in the morning.”

“Oh, come, when was that?” Ivan Ilyich would ask in vexation. “Only once at Peter Ivanovich’s.”

“And yesterday with Shebek.”

“Well, even if I hadn’t stayed up, this pain would have kept me awake.”

“Be that as it may you’ll never get well like that, but will always make us wretched.”

Praskovya Fedorovna’s attitude to Ivan Ilyich’s illness, as she expressed it both to others and to him, was that it was his own fault and was another of the annoyances he caused her. Ivan Ilyich felt that this opinion escaped her involuntarily—but that did not make it easier for him.

At the law courts too, Ivan Ilyich noticed, or thought he noticed, a strange attitude towards himself. It sometimes seemed to him that people were watching him inquisitively as a man whose place might soon be vacant. Then again, his friends would suddenly begin to chaff him in a friendly way about his low spirits, as if the awful, horrible, and unheard-of thing that was going on within him, incessantly gnawing at him and irresistibly drawing him away, was a very agreeable subject for jests. Schwartz in particular irritated him by his jocularity, vivacity, and savoir-faire, which reminded him of what he himself had been ten years ago.

Friends came to make up a set and they sat down to cards. They dealt, bending the new cards to soften them, and he sorted the diamonds in his hand and found he had seven. His partner said “No trumps” and supported him with two diamonds. What more could be wished for? It ought to be jolly and lively. They would make a grand slam. But suddenly Ivan Ilyich was conscious of that gnawing pain, that taste in his mouth, and it seemed ridiculous that in such circumstances he should be pleased to make a grand slam.

He looked at his partner Mikhail Mikhaylovich, who rapped the table with his strong hand and instead of snatching up the tricks pushed the cards courteously and indulgently towards Ivan Ilyich that he might have the pleasure of gathering them up without the trouble of stretching out his hand for them. “Does he think I am too weak to stretch out my arm?” thought Ivan Ilyich, and forgetting what he was doing he over-trumped his partner, missing the grand slam by three tricks. And what was most awful of all was that he saw how upset Mikhail Mikhaylovich was about it but did not himself care. And it was dreadful to realize why he did not care.

They all saw that he was suffering, and said: “We can stop if you are tired. Take a rest.” Lie down? No, he was not at all tired, and he finished the rubber. All were gloomy and silent. Ivan Ilyich felt that he had diffused this gloom over them and could not dispel it. They had supper and went away, and Ivan Ilyich was left alone with the consciousness that his life was poisoned and was poisoning the lives of others, and that this poison did not weaken but penetrated more and more deeply into his whole being.

With this consciousness, and with physical pain besides the terror, he must go to bed, often to lie awake the greater part of the night. Next morning he had to get up again, dress, go to the law courts, speak, and write; or if he did not go out, spend at home those twenty-four hours a day each of which was a torture. And he had to live thus all alone on the brink of an abyss, with no one who understood or pitied him.

CHAPTER V

So one month passed and then another. Just before the New Year his brother-in-law came to town and stayed at their house. Ivan Ilyich was at the law courts and Praskovya Fedorovna had gone shopping. When Ivan Ilyich came home and entered his study he found his brother-in-law there—a healthy, florid man—unpacking his portmanteau himself. He raised his head on hearing Ivan Ilyich’s footsteps and looked up at him for a moment without a word. That stare told Ivan Ilyich everything. His brother-in-law opened his mouth to utter an exclamation of surprise but checked himself, and that action confirmed it all.

“I have changed, eh?”

“Yes, there is a change.”

And after that, try as he would to get his brother-in-law to return to the subject of his looks, the latter would say nothing about it. Praskovya Fedorovna came home and her brother went out to her. Ivan Ilyich locked the door and began to examine himself in the glass, first full face, then in profile. He took up a portrait of himself taken with his wife, and compared it with what he saw in the glass. The change in him was immense. Then he bared his arms to the elbow, looked at them, drew the sleeves down again, sat down on an ottoman, and grew blacker than night.

“No, no, this won’t do!” he said to himself, and jumped up, went to the table, took up some law papers and began to read them, but could not continue. He unlocked the door and went into the reception-room. The door leading to the drawing room was shut. He approached it on tiptoe and listened.

“No, you are exaggerating!” Praskovya Fedorovna was saying.

“Exaggerating! Don’t you see it? Why, he’s a dead man! Look at his eyes—there’s no life in them. But what is it that is wrong with him?”

“No one knows. Nikolaevich [that was another doctor] said something, but I don’t know what. And Seshchetitsky [this was the celebrated specialist] said quite the contrary …”

Ivan Ilyich walked away, went to his own room, lay down, and began musing; “The kidney, a floating kidney.” He recalled all the doctors had told him of how it detached itself and swayed about. And by an effort of imagination he tried to catch that kidney and arrest it and support it. So little was needed for this, it seemed to him. “No, I’ll go to see Peter Ivanovich again.” [That was the friend whose friend was a doctor.] He rang, ordered the carriage, and got ready to go.

“Where are you going, Jean?” asked his wife with an especially sad and exceptionally kind look.

This exceptionally kind look irritated him. He looked morosely at her.

“I must go to see Peter Ivanovich.”

He went to see Peter Ivanovich, and together they went to see his friend, the doctor. He was in, and Ivan Ilyich had a long talk with him.

Reviewing the anatomical and physiological details of what in the doctor’s opinion was going on inside him, he understood it all.

There was something, a small thing, in the vermiform appendix. It might all come right. Only stimulate the energy of one organ and check the activity of another, then absorption would take place and everything would come right. He got home rather late for dinner, ate his dinner, and conversed cheerfully, but could not for a long time bring himself to go back to work in his room. At last, however, he went to his study and did what was necessary, but the consciousness that he had put something aside—an important, intimate matter which he would revert to when his work was done—never left him. When he had finished his work he remembered that this intimate matter was the thought of his vermiform appendix. But he did not give himself up to it, and went to the drawing room for tea. There were callers there, including the examining magistrate who was a desirable match for his daughter, and they were conversing, playing the piano, and singing. Ivan Ilyich, as Praskovya Fedorovna remarked, spent that evening more cheerfully than usual, but he never for a moment forgot that he had postponed the important matter of the appendix. At eleven o’clock he said goodnight and went to his bedroom. Since his illness he had slept alone in a small room next to his study. He undressed and took up a novel by Zola, but instead of reading it he fell into thought, and in his imagination that desired improvement in the vermiform appendix occurred. There was the absorption and evacuation and the re-establishment of normal activity. “Yes, that’s it!” he said to himself. “One need only assist nature, that’s all.” He remembered his medicine, rose, took it, and lay down on his back watching for the beneficent action of the medicine and for it to lessen the pain. “I need only take it regularly and avoid all injurious influences. I am already feeling better, much better.” He began touching his side: it was not painful to the touch. “There, I really don’t feel it. It’s much better already.” He put out the light and turned on his side …”The appendix is getting better, absorption is occurring.” Suddenly he felt the old, familiar, dull, gnawing pain, stubborn and serious. There was the same familiar loathsome taste in his mouth. His heart sank and he felt dazed. “My God! My God!” he muttered. “Again, again! And it will never cease.” And suddenly the matter presented itself in a quite different aspect. “Vermiform appendix! Kidney!” he said to himself. “It’s not a question of appendix or kidney, but of life and … death. Yes, life was there and now it is going, going and I cannot stop it. Yes. Why deceive myself? Isn’t it obvious to everyone but me that I’m dying, and that it’s only a question of weeks, days … it may happen this moment. There was light and now there is darkness. I was here and now I’m going there! Where?” A chill came over him, his breathing ceased, and he felt only the throbbing of his heart.

“When I am not, what will there be? There will be nothing. Then where shall I be when I am no more? Can this be dying? No, I don’t want to!” He jumped up and tried to light the candle, felt for it with trembling hands, dropped candle and candlestick on the floor, and fell back on his pillow.

“What’s the use? It makes no difference,” he said to himself, staring with wide-open eyes into the darkness. “Death. Yes, death. And none of them knows or wishes to know it, and they have no pity for me. Now they are playing.” (He heard through the door the distant sound of a song and its accompaniment.) “It’s all the same to them, but they will die too! Fools! I first, and they later, but it will be the same for them. And now they are merry … the beasts!”

Anger choked him and he was agonizingly, unbearably miserable. “It is impossible that all men have been doomed to suffer this awful horror!” He raised himself.

“Something must be wrong. I must calm myself—must think it all over from the beginning.” And he again began thinking. “Yes, the beginning of my illness: I knocked my side, but I was still quite well that day and the next. It hurt a little, then rather more. I saw the doctors, and then followed despondency and anguish, more doctors, and I drew nearer to the abyss. My strength grew less and I kept coming nearer and nearer, and now I have wasted away and there is no light in my eyes. I think of the appendix—but this is death! I think of mending the appendix, and all the while here is death! Can it really be death?” Again terror seized him and he gasped for breath. He leant down and began feeling for the matches, pressing with his elbow on the stand beside the bed. It was in his way and hurt him, he grew furious with it, pressed on it still harder, and upset it. Breathless and in despair he fell on his back, expecting death to come immediately.

Meanwhile the visitors were leaving. Praskovya Fedorovna was seeing them off. She heard something fall and came in.

“What has happened?”

“Nothing. I knocked it over accidentally.”

She went out and returned with a candle. He lay there panting heavily, like a man who has run a thousand yards, and stared upwards at her with a fixed look.

“What is it, Jean?”

“No … o … thing. I upset it.” (“Why speak of it? She won’t understand,” he thought.) And in truth she did not understand. She picked up the stand, lit his candle, and hurried away to see another visitor off. When she came back he still lay on his back, looking upwards. “What is it? Do you feel worse?”

“Yes.”

She shook her head and sat down.

“Do you know, Jean, I think we must ask Leshchetitsky to come and see you here.”

This meant calling in the famous specialist, regardless of expense. He smiled malignantly and said “No.” She remained a little longer and then went up to him and kissed his forehead.

While she was kissing him he hated her from the bottom of his soul and with difficulty refrained from pushing her away.

“Good night. Please God you’ll sleep.”

“Yes.”

CHAPTER VI

Ivan Ilyich saw that he was dying, and he was in continual despair.

In the depth of his heart he knew he was dying, but not only was he not accustomed to the thought, he simply did not and could not grasp it.

The syllogism he had learnt from Kiesewetter’s Logic: “Caius is a man, men are mortal, therefore Caius is mortal,” had always seemed to him correct as applied to Caius, but certainly not as applied to himself. That Caius—man in the abstract—was mortal, was perfectly correct, but he was not Caius, not an abstract man, but a creature quite, quite separate from all others. He had been little Vanya, with a mamma and a papa, with Mitya and Volodya, with the toys, a coachman and a nurse, afterwards with Katenka and will all the joys, griefs, and delights of childhood, boyhood, and youth. What did Caius know of the smell of that striped leather ball Vanya had been so fond of? Had Caius kissed his mother’s hand like that, and did the silk of her dress rustle so for Caius? Had he rioted like that at school when the pastry was bad? Had Caius been in love like that? Could Caius preside at a session as he did? “Caius really was mortal, and it was right for him to die; but for me, little Vanya, Ivan Ilyich, with all my thoughts and emotions, it’s altogether a different matter. It cannot be that I ought to die. That would be too terrible.”

Such was his feeling.

“If I had to die like Caius I would have known it was so. An inner voice would have told me so, but there was nothing of the sort in me and I and all my friends felt that our case was quite different from that of Caius. And now here it is!” he said to himself. “It can’t be. It’s impossible! But here it is. How is this? How is one to understand it?”

He could not understand it, and tried to drive this false, incorrect, morbid thought away and to replace it by other proper and healthy thoughts. But that thought, and not the thought only but the reality itself, seemed to come and confront him.

And to replace that thought he called up a succession of others, hoping to find in them some support. He tried to get back into the former current of thoughts that had once screened the thought of death from him. But strange to say, all that had formerly shut off, hidden, and destroyed his consciousness of death, no longer had that effect. Ivan Ilyich now spent most of his time in attempting to reestablish that old current. He would say to himself: “I will take up my duties again—after all I used to live by them.” And banishing all doubts he would go to the law courts, enter into conversation with his colleagues, and sit carelessly as was his wont, scanning the crowd with a thoughtful look and leaning both his emaciated arms on the arms of his oak chair; bending over as usual to a colleague and drawing his papers nearer he would interchange whispers with him, and then suddenly raising his eyes and sitting erect would pronounce certain words and open the proceedings. But suddenly in the midst of those proceedings the pain in his side, regardless of the stage the proceedings had reached, would begin its own gnawing work. Ivan Ilyich would turn his attention to it and try to drive the thought of it away, but without success. It would come and stand before him and look at him, and he would be petrified and the light would die out of his eyes, and he would again begin asking himself whether It alone was true. And his colleagues and subordinates would see with surprise and distress that he, the brilliant and subtle judge, was becoming confused and making mistakes. He would shake himself, try to pull himself together, manage somehow to bring the sitting to a close, and return home with the sorrowful consciousness that his judicial labors could not as formerly hide from him what he wanted them to hide, and could not deliver him from It. And what was worst of all was that It drew his attention to itself not in order to make him take some action but only that he should look at It, look it straight in the face: look at it and without doing anything, suffer inexpressibly.

And to save himself from this condition Ivan Ilyich looked for consolations—new screens—and new screens were found and for a while seemed to save him, but then they immediately fell to pieces or rather became transparent, as if It penetrated them and nothing could veil It.

In these latter days he would go into the drawing room he had arranged—that drawing room where he had fallen and for the sake of which (how bitterly ridiculous it seemed) he had sacrificed his life—for he knew that his illness originated with that knock. He would enter and see that something had scratched the polished table. He would look for the cause of this and find that it was the bronze ornamentation of an album, which had got bent. He would take up the expensive album which he had lovingly arranged, and feel vexed with his daughter and her friends for their untidiness—for the album was torn here and there and some of the photographs turned upside down. He would put it carefully in order and bend the ornamentation back into position. Then it would occur to him to place all those things in another corner of the room, near the plants. He would call the footman, but his daughter or wife would come to help him. They would not agree, and his wife would contradict him, and he would dispute and grow angry. But that was all right, for then he did not think about It. It was invisible.

But then, when he was moving something himself, his wife would say: “Let the servants do it. You will hurt yourself again.” And suddenly It would flash through the screen and he would see it. It was just a flash, and he hoped it would disappear, but he would involuntarily pay attention to his side. “It sits there as before, gnawing just the same!” And he could no longer forget It, but could distinctly see it looking at him from behind the flowers. “What is it all for?”

“It really is so! I lost my life over that curtain as I might have done when storming a fort. Is that possible? How terrible and how stupid. It can’t be true! It can’t, but it is.”

He would go to his study, lie down, and again be alone with It: face to face with It. And nothing could be done with It except to look at it and shudder.

CHAPTER VII

How it happened it is impossible to say because it came about step by step, unnoticed, but in the third month of Ivan Ilyich’s illness, his wife, his daughter, his son, his acquaintances, the doctors, the servants, and above all he himself, were aware that the whole interest he had for other people was whether he would soon vacate his place, and at last release the living from the discomfort caused by his presence and be himself released from his sufferings.

He slept less and less. He was given opium and hypodermic injections of morphine, but this did not relieve him. The dull depression he experienced in a somnolent condition at first gave him a little relief, but only as something new, afterwards it became as distressing as the pain itself or even more so.

Special foods were prepared for him by the doctors’ orders, but all those foods became increasingly distasteful and disgusting to him.

For his excretions also special arrangements had to be made, and this was a torment to him every time—a torment from the uncleanliness, the unseemliness, and the smell, and from knowing that another person had to take part in it.

But just through his most unpleasant matter, Ivan Ilyich obtained comfort. Gerasim, the butler’s young assistant, always came in to carry the things out. Gerasim was a clean, fresh peasant lad, grown stout on town food and always cheerful and bright. At first the sight of him, in his clean Russian peasant costume, engaged on that disgusting task embarrassed Ivan Ilyich.

Once when he got up from the commode to [sic] weak to draw up his trousers, he dropped into a soft armchair and looked with horror at his bare, enfeebled thighs with the muscles so sharply marked on them.

Gerasim with a firm light tread, his heavy boots emitting a pleasant smell of tar and fresh winter air, came in wearing a clean Hessian apron, the sleeves of his print shirt tucked up over his strong bare young arms; and refraining from looking at his sick master out of consideration for his feelings, and restraining the joy of life that beamed from his face, he went up to the commode.

“Gerasim!” said Ivan Ilyich in a weak voice.

Gerasim started, evidently afraid he might have committed some blunder, and with a rapid movement turned his fresh, kind, simple young face which just showed the first downy signs of a beard.

“Yes, sir?”

“That must be very unpleasant for you. You must forgive me. I am helpless.”

“Oh, why, sir,” and Gerasim’s eyes beamed and he showed his glistening white teeth, “what’s a little trouble? It’s a case of illness with you, sir.”

And his deft strong hands did their accustomed task, and he went out of the room stepping lightly. Five minutes later he as lightly returned.

Ivan Ilyich was still sitting in the same position in the armchair.

“Gerasim,” he said when the latter had replaced the freshly- washed utensil. “Please come here and help me.” Gerasim went up to him. “Lift me up. It is hard for me to get up, and I have sent Dmitri away.”

Gerasim went up to him, grasped his master with his strong arms deftly but gently, in the same way that he stepped—lifted him, supported him with one hand, and with the other drew up his trousers and would have set him down again, but Ivan Ilyich asked to be led to the sofa. Gerasim, without an effort and without apparent pressure, led him, almost lifting him, to the sofa and placed him on it.

“That [sic] you. How easily and well you do it all!”

Gerasim smiled again and turned to leave the room. But Ivan Ilyich felt his presence such a comfort that he did not want to let him go.

“One thing more, please move up that chair. No, the other one—under my feet. It is easier for me when my feet are raised.”

Gerasim brought the chair, set it down gently in place, and raised Ivan Ilyich’s legs on it. It seemed to Ivan Ilyich that he felt better while Gerasim was holding up his legs.

“It’s better when my legs are higher,” he said. “Place that cushion under them.”

Gerasim did so. He again lifted the legs and placed them, and again Ivan Ilyich felt better while Gerasim held his legs. When he set them down Ivan Ilyich fancied he felt worse.

“Gerasim,” he said. “Are you busy now?”

“Not at all, sir,” said Gerasim, who had learnt from the townsfolk how to speak to gentlefolk.

“What have you still to do?”

“What have I to do? I’ve done everything except chopping the logs for tomorrow.”

“Then hold my legs up a bit higher, can you?”

“Of course I can. Why not?” and Gerasim raised his master’s legs higher and Ivan Ilyich thought that in that position he did not feel any pain at all.

“And how about the logs?”

“Don’t trouble about that, sir. There’s plenty of time.” Ivan Ilyich told Gerasim to sit down and hold his legs, and began to talk to him. And strange to say it seemed to him that he felt better while Gerasim held his legs up.

After that Ivan Ilyich would sometimes call Gerasim and get him to hold his legs on his shoulders, and he liked talking to him. Gerasim did it all easily, willingly, simply, and with a good nature that touched Ivan Ilyich. Health, strength, and vitality in other people were offensive to him, but Gerasim’s strength and vitality did not mortify but soothed him.

What tormented Ivan Ilyich most was the deception, the lie, which for some reason they all accepted, that he was not dying but was simply ill, and he only need keep quiet and undergo a treatment and then something very good would result. He however knew that do what they would nothing would come of it, only still more agonizing suffering and death. This deception tortured him—their not wishing to admit what they all knew and what he knew, but wanting to lie to him concerning his terrible condition, and wishing and forcing him to participate in that lie. Those lies—lies enacted over him on the eve of his death and destined to degrade this awful, solemn act to the level of their visiting, their curtains, their sturgeon for dinner—were a terrible agony for Ivan Ilyich. And strangely enough, many times when they were going through their antics over him he had been within a hairbreadth of calling out to them: “Stop lying! You know and I know that I am dying. Then at least stop lying about it!” But he had never had the spirit to do it. The awful, terrible act of his dying was, he could see, reduced by those about him to the level of a casual, unpleasant, and almost indecorous incident (as if someone entered a drawing room defusing an unpleasant odor) and this was done by that very decorum which he had served all his life long. He saw that no one felt for him, because no one even wished to grasp his position. Only Gerasim recognized it and pitied him. And so Ivan Ilyich felt at ease only with him. He felt comforted when Gerasim supported his legs (sometimes all night long) and refused to go to bed, saying: “Don’t you worry, Ivan Ilyich. I’ll get sleep enough later on,” or when he suddenly became familiar and exclaimed: “If you weren’t sick it would be another matter, but as it is, why should I grudge a little trouble?” Gerasim alone did not lie; everything showed that he alone understood the facts of the case and did not consider it necessary to disguise them, but simply felt sorry for his emaciated and enfeebled master. Once when Ivan Ilyich was sending him away he even said straight out: “We shall all of us die, so why should I grudge a little trouble?”—expressing the fact that he did not think his work burdensome, because he was doing it for a dying man and hoped someone would do the same for him when his time came.

Apart from this lying, or because of it, what most tormented Ivan Ilyich was that no one pitied him as he wished to be pitied. At certain moments after prolonged suffering he wished most of all (though he would have been ashamed to confess it) for someone to pity him as a sick child is pitied. He longed to be petted and comforted. He knew he was an important functionary, that he had a beard turning gray, and that therefore what he longed for was impossible, but still he longed for it. And in Gerasim’s attitude towards him there was something akin to what he wished for, and so that attitude comforted him. Ivan Ilyich wanted to weep, wanted to be petted and cried over, and then his colleague Shebek would come, and instead of weeping and being petted, Ivan Ilyich would assume a serious, severe, and profound air, and by force of habit would express his opinion on a decision of the Court of Cassation and would stubbornly insist on that view. This falsity around him and within him did more than anything else to poison his last days.

CHAPTER VIII

It was morning. He knew it was morning because Gerasim had gone, and Peter the footman had come and put out the candles, drawn back one of the curtains, and begun quietly to tidy up. Whether it was morning or evening, Friday or Sunday, made no difference, it was all just the same: the gnawing, unmitigated, agonizing pain, never ceasing for an instant, the consciousness of life inexorably waning but not yet extinguished, the approach of that ever dreaded and hateful Death which was the only reality, and always the same falsity. What were days, weeks, hours, in such a case?

“Will you have some tea, sir?”

“He wants things to be regular, and wishes the gentlefolk to drink tea in the morning,” thought Ivan Ilyich, and only said “No.”

“Wouldn’t you like to move onto the sofa, sir?”

“He wants to tidy up the room, and I’m in the way. I am uncleanliness and disorder,” he thought, and said only:

“No, leave me alone.”

The man went on bustling about. Ivan Ilyich stretched out his hand. Peter came up, ready to help.

“What is it, sir?”

“My watch.”

Peter took the watch which was close at hand and gave it to his master.

“Half-past eight. Are they up?”

“No sir, except Vladimir Ivanovich” (the son) “who has gone to school. Praskovya Fedorovna ordered me to wake her if you asked for her. Shall I do so?”

“No, there’s no need to.” “Perhaps I’d better have some tea,” he thought, and added aloud: “Yes, bring me some tea.”

Peter went to the door, but Ivan Ilyich dreaded being left alone. “How can I keep him here? Oh yes, my medicine.” “Peter, give me my medicine.” “Why not? Perhaps it may still do some good.” He took a spoonful and swallowed it. “No, it won’t help. It’s all tomfoolery, all deception,” he decided as soon as he became aware of the familiar, sickly, hopeless taste. “No, I can’t believe in it any longer. But the pain, why this pain? If it would only cease just for a moment!” And he moaned. Peter turned towards him. “It’s all right. Go and fetch me some tea.”

Peter went out. Left alone Ivan Ilyich groaned not so much with pain, terrible thought that was, as from mental anguish. Always and forever the same, always these endless days and nights. If only it would come quicker! If only what would come quicker? Death, darkness? … No, no! Anything rather than death!

When Peter returned with the tea on a tray, Ivan Ilyich stared at him for a time in perplexity, not realizing who and what he was. Peter was disconcerted by that look and his embarrassment brought Ivan Ilyich to himself.

“Oh, tea! All right, put it down. Only help me to wash and put on a clean shirt.”

And Ivan Ilyich began to wash. With pauses for rest, he washed his hands and then his face, cleaned his teeth, brushed his hair, and looked in the glass. He was terrified by what he saw, especially by the limp way in which his hair clung to his pallid forehead.

While his shirt was being changed he knew that he would be still more frightened at the sight of his body, so he avoided looking at it. Finally he was ready. He drew on a dressing gown, wrapped himself in a plaid, and sat down in the armchair to take his tea. For a moment he felt refreshed, but as soon as he began to drink the tea he was again aware of the same taste, and the pain also returned. He finished it with an effort, and then lay down stretching out his legs, and dismissed Peter.

Always the same. Now a spark of hope flashes up, then a sea of despair rages, and always pain; always pain, always despair, and always the same. When alone he had a dreadful and distressing desire to call someone, but he knew beforehand that with others present it would be still worse. “Another dose of morphine—to lose consciousness. I will tell him, the doctor, that he must think of something else. It’s impossible, impossible, to go on like this.”

An hour and another pass like that. But now there is a ring at the doorbell. Perhaps it’s the doctor? It is. He comes in fresh, hearty, plump, and cheerful, with that look on his face that seems to say: “There now, you’re in a panic about something, but we’ll arrange it all for you directly!” The doctor knows this expression is out of place here, but he has put it on once for all and can’t take it off—like a man who has put on a frock coat in the morning to pay a round of calls.

The doctor rubs his hands vigorously and reassuringly.

“Brr! How cold it is! There’s such a sharp frost; just let me warm myself!” he says, as if it were only a matter of waiting till he was warm, and then he would put everything right.

“Well now, how are you?”

Ivan Ilyich feels that the doctor would like to say: “Well, how are our affairs?” but that even he feels that this would not do, and says instead: “What sort of a night have you had?”

Ivan Ilyich looks at him as much as to say: “Are you really never ashamed of lying?” But the doctor does not wish to understand this question, and Ivan Ilyich says: “Just as terrible as ever. The pain never leaves me and never subsides. If only something …”

“Yes, you sick people are always like that. … There, now I think I am warm enough. Even Praskovya Fedorovna, who is so particular, could find no fault with my temperature. Well, now I can say good-morning,” and the doctor presses his patient’s hand.

Then dropping his former playfulness, he begins with a most serious face to examine the patient, feeling his pulse and taking his temperature, and then begins the sounding and auscultation.

Ivan Ilyich knows quite well and definitely that all this is nonsense and pure deception, but when the doctor, getting down on his knee, leans over him, putting his ear first higher then lower, and performs various gymnastic movements over him with a significant expression on his face, Ivan Ilyich submits to it all as he used to submit to the speeches of the lawyers, though he knew very well that they were all lying and why they were lying.

The doctor, kneeling on the sofa, is still sounding him when Praskovya Fedorovna’s silk dress rustles at the door and she is heard scolding Peter for not having let her know of the doctor’s arrival.

She comes in, kisses her husband, and at once proceeds to prove that she has been up a long time already, and only owing to a misunderstanding failed to be there when the doctor arrived.

Ivan Ilyich looks at her, scans her all over, sets against her the whiteness and plumpness and cleanness of her hands and neck, the gloss of her hair, and the sparkle of her vivacious eyes. He hates her with his whole soul. And the thrill of hatred he feels for her makes him suffer from her touch.

Her attitude towards him and his diseases is still the same. Just as the doctor had adopted a certain relation to his patient which he could not abandon, so had she formed one towards him—that he was not doing something he ought to do and was himself to blame, and that she reproached him lovingly for this—and she could not now change that attitude.

“You see he doesn’t listen to me and doesn’t take his medicine at the proper time. And above all he lies in a position that is no doubt bad for him—with his legs up.”

She described how he made Gerasim hold his legs up.

The doctor smiled with a contemptuous affability that said: “What’s to be done? These sick people do have foolish fancies of that kind, but we must forgive them.”

When the examination was over the doctor looked at his watch, and then Praskovya Fedorovna announced to Ivan Ilyich that it was of course as he pleased, but she had sent today for a celebrated specialist who would examine him and have a consultation with Michael Danilovich (their regular doctor).

“Please don’t raise any objections. I am doing this for my own sake,” she said ironically, letting it be felt that she was doing it all for his sake and only said this to leave him no right to refuse. He remained silent, knitting his brows. He felt that he was surrounded and involved in a mesh of falsity that it was hard to unravel anything.

Everything she did for him was entirely for her own sake, and she told him she was doing for herself what she actually was doing for herself, as if that was so incredible that he must understand the opposite.

At half-past eleven the celebrated specialist arrived. Again the sounding began and the significant conversations in his presence and in another room, about the kidneys and the appendix, and the questions and answers, with such an air of importance that again, instead of the real question of life and death which now alone confronted him, the question arose of the kidney and appendix which were not behaving as they ought to and would now be attached by Michael Danilovich and the specialist and forced to amend their ways.

The celebrated specialist took leave of him with a serious though not hopeless look, and in reply to the timid question Ivan Ilyich, with eyes glistening with fear and hope, put to him as to whether there was a chance of recovery, said that he could not vouch for it but there was a possibility. The look of hope with which Ivan Ilyich watched the doctor out was so pathetic that Praskovya Fedorovna, seeing it, even wept as she left the room to hand the doctor his fee.

The gleam of hope kindled by the doctor’s encouragement did not last long. The same room, the same pictures, curtains, wall-paper, medicine bottles, were all there, and the same aching suffering body, and Ivan Ilyich began to moan. They gave him a subcutaneous injection and he sank into oblivion.

It was twilight when he came to. They brought him his dinner and he swallowed some beef tea with difficulty, and then everything was the same again and night was coming on.

After dinner, at seven o’clock, Praskovya Fedorovna came into the room in evening dress, her full bosom pushed up by her corset, and with traces of powder on her face. She had reminded him in the morning that they were going to the theatre. Sarah Bernhardt was visiting the town and they had a box, which he had insisted on their taking. Now he had forgotten about it and her toilet offended him, but he concealed his vexation when he remembered that he had himself insisted on their securing a box and going because it would be an instructive and aesthetic pleasure for the children.

Praskovya Fedorovna came in, self-satisfied but yet with a rather guilty air. She sat down and asked how he was, but, as he saw, only for the sake of asking and not in order to learn about it, knowing that there was nothing to learn—and then went on to what she really wanted to say: that she would not on any account have gone but that the box had been taken and Helen and their daughter were going, as well as Petrishchev (the examining magistrate, their daughter’s fiancé) and that it was out of the question to let them go alone; but that she would have much preferred to sit with him for a while; and he must be sure to follow the doctor’s orders while she was away.

“Oh, and Fedor Petrovich” (the fiancé) “would like to come in. May he? And Lisa?”

“All right.”

Their daughter came in in full evening dress, her fresh young flesh exposed (making a show of that very flesh which in his own case caused so much suffering), strong, healthy, evidently in love, and impatient with illness, suffering, and death, because they interfered with her happiness.

Fedor Petrovich came in too, in evening dress, his hair curled a la Capoul, a tight stiff collar round his long sinewy neck, an enormous white shirt-front and narrow black trousers tightly stretched over his strong thighs. He had one white glove tightly drawn on, and was holding his opera hat in his hand.

Following him the schoolboy crept in unnoticed, in a new uniform, poor little fellow, and wearing gloves. Terribly dark shadows showed under his eyes, the meaning of which Ivan Ilyich knew well.

His son had always seemed pathetic to him, and now it was dreadful to see the boy’s frightened look of pity. It seemed to Ivan Ilyich that Vasya was the only one besides Gerasim who understood and pitied him.

They all sat down and again asked how he was. A silence followed. Lisa asked her mother about the opera glasses, and there was an altercation between mother and daughter as to who had taken them and where they had been put. This occasioned some unpleasantness.

Fedor Petrovich inquired of Ivan Ilyich whether he had ever seen Sarah Bernhardt. Ivan Ilyich did not at first catch the question, but then replied: “No, have you seen her before?”

“Yes, in Adrienne Lecouvreur.”

Praskovya Fedorovna mentioned some roles in which Sarah Bernhardt was particularly good. Her daughter disagreed. Conversation sprang up as to the elegance and realism of her acting—the sort of conversation that is always repeated and is always the same.

In the midst of the conversation Fedor Petrovich glanced at Ivan Ilyich and became silent. The others also looked at him and grew silent. Ivan Ilyich was staring with glittering eyes straight before him, evidently indignant with them. This had to be rectified, but it was impossible to do so. The silence had to be broken, but for a time no one dared to break it and they all became afraid that the conventional deception would suddenly become obvious and the truth become plain to all. Lisa was the first to pluck up courage and break that silence, but by trying to hide what everybody was feeling, she betrayed it.

“Well, if we are going it’s time to start,” she said, looking at her watch, a present from her father, and with a faint and significant smile at Fedor Petrovich relating to something known only to them. She got up with a rustle of her dress.

They all rose, said goodnight, and went away.

When they had gone it seemed to Ivan Ilyich that he felt better; the falsity had gone with them. But the pain remained—that same pain and that same fear that made everything monotonously alike, nothing harder and nothing easier. Everything was worse.

Again minute followed minute and hour followed hour. Everything remained the same and there was no cessation. And the inevitable end of it all became more and more terrible.

“Yes, send Gerasim here,” he replied to a question Peter asked.

CHAPTER IX

His wife returned late at night. She came in on tiptoe, but he heard her, opened his eyes, and made haste to close them again. She wished to send Gerasim away and to sit with him herself, but he opened his eyes and said: “No, go away.”

“Are you in great pain?”

“Always the same.”

“Take some opium.”

He agreed and took some. She went away.

Till about three in the morning he was in a state of stupefied misery. It seemed to him that he and his pain were being thrust into a narrow, deep black sack, but though they were pushed further and further in they could not be pushed to the bottom. And this, terrible enough in itself, was accompanied by suffering. He was frightened yet wanted to fall through the sack, he struggled but yet co-operated. And suddenly he broke through, fell, and regained consciousness. Gerasim was sitting at the foot of the bed dozing quietly and patiently, while he himself lay with his emaciated stockinged legs resting on Gerasim’s shoulders; the same shaded candle was there and the same unceasing pain.

“Go away, Gerasim,” he whispered.

“It’s all right, sir. I’ll stay a while.”

“No. Go away.”

He removed his legs from Gerasim’s shoulders, turned sideways onto his arm, and felt sorry for himself. He only waited till Gerasim had gone into the next room and then restrained himself no longer but wept like a child. He wept on account of his helplessness, his terrible loneliness, the cruelty of man, the cruelty of God, and the absence of God.

“Why hast Thou done all this? Why hast Thou brought me here? Why, why dost Thou torment me so terribly?”

He did not expect an answer and yet wept because there was no answer and could be none. The pain again grew more acute, but he did not stir and did not call. He said to himself: “Go on! Strike me! But what is it for? What have I done to Thee? What is it for?”

Then he grew quiet and not only ceased weeping but even held his breath and became all attention. It was as though he were listening not to an audible voice but to the voice of his soul, to the current of thoughts arising within him.

“What is it you want?” was the first clear conception capable of expression in words that he heard.

“What do you want? What do you want?” he repeated to himself.

“What do I want? To live and not to suffer,” he answered.

And again he listened with such concentrated attention that even his pain did not distract him.

“To live? How?” asked his inner voice.

“Why, to live as I used to—well and pleasantly.”

“As you lived before, well and pleasantly?” the voice repeated.

And in imagination he began to recall the best moments of his pleasant life. But strange to say none of those best moments of his pleasant life now seemed at all what they had then seemed—none of them except the first recollections of childhood. There, in childhood, there had been something really pleasant with which it would be possible to live if it could return. But the child who had experienced that happiness existed no longer; it was like a reminiscence of somebody else.

As soon as the period began which had produced the present Ivan Ilyich, all that had then seemed joys now melted before his sight and turned into something trivial and often nasty.

And the further he departed from childhood and the nearer he came to the present the more worthless and doubtful were the joys. This began with the School of Law. A little that was really good was still found there—there was lightheartedness, friendship, and hope. But in the upper classes there had already been fewer of such good moments. Then during the first years of his official career, when he was in the service of the governor, some pleasant moments again occurred: they were the memories of love for a woman. Then all became confused and there was still less of what was good; later on again there was still less that was good, and the further he went the less there was. His marriage, a mere accident, then the disenchantment that followed it, his wife’s bad breath and the sensuality and hypocrisy: then that deadly official life and those preoccupations about money, a year of it, and two, and ten, and twenty, and always the same thing. And the longer it lasted the more deadly it became. “It is as if I had been going downhill while I imagined I was going up. And that is really what it was. I was going up in public opinion, but to the same extent life was ebbing away from me. And now it is all done and there is only death.

“Then what does it mean? Why? It can’t be that life is so senseless and horrible. But if it really has been so horrible and senseless, why must I die and die in agony? There is something wrong!

“Maybe I did not live as I ought to have done,” it suddenly occurred to him. “But how could that be, when I did everything properly?” he replied, and immediately dismissed from his mind this, the sole solution of all the riddles of life and death, as something quite impossible.

“Then what do you want now? To live? Live how? Live as you lived in the law courts when the usher proclaimed ‘The judge is coming!’ The judge is coming, the judge!” he repeated to himself. “Here he is, the judge. But I am not guilty!” he exclaimed angrily. “What is it for?” And he ceased crying, but turning his face to the wall continued to ponder on the same question: Why, and for what purpose, is there all this horror? But however much he pondered he found no answer. And whenever the thought occurred to him, as it often did, that it all resulted from his not having lived as he ought to have done, he at once recalled the correctness of his whole life and dismissed so strange an idea.

CHAPTER X

Another fortnight passed. Ivan Ilyich now no longer left his sofa. He would not lie in bed but lay on the sofa, facing the wall nearly all the time. He suffered ever the same unceasing agonies and in his loneliness pondered always on the same insoluble question: “What is this? Can it be that it is Death?” And the inner voice answered: “Yes, it is Death.”

“Why these sufferings?” And the voice answered, “For no reason—they just are so.” Beyond and besides this there was nothing.

From the very beginning of his illness, ever since he had first been to see the doctor, Ivan Ilyich’s life had been divided between two contrary and alternating moods: now it was despair and the expectation of this uncomprehended and terrible death, and now hope and an intently interested observation of the functioning of his organs. Now before his eyes there was only a kidney or an intestine that temporarily evaded its duty, and now only that incomprehensible and dreadful death from which it was impossible to escape.

These two states of mind had alternated from the very beginning of his illness, but the further it progressed the more doubtful and fantastic became the conception of the kidney, and the more real the sense of impending death.

He had but to call to mind what he had been three months before and what he was now, to call to mind with what regularity he had been going downhill, for every possibility of hope to be shattered.

Latterly during the loneliness in which he found himself as he lay facing the back of the sofa, a loneliness in the midst of a populous town and surrounded by numerous acquaintances and relations but that yet could not have been more complete anywhere—either at the bottom of the sea or under the earth—during that terrible loneliness Ivan Ilyich had lived only in memories of the past. Pictures of his past rose before him one after another. They always began with what was nearest in time and then went back to what was most remote—to his childhood—and rested there. If he thought of the stewed prunes that had been offered him that day, his mind went back to the raw shriveled French plums of his childhood, their peculiar flavor and the flow of saliva when he sucked their stones, and along with the memory of that taste came a whole series of memories of those days: his nurse, his brother, and their toys. “No, I mustn’t think of that. … It is too painful,” Ivan Ilyich said to himself, and brought himself back to the present—to the button on the back of the sofa and the creases in its morocco. “Morocco is expensive, but it does not wear well: there had been a quarrel about it. It was a different kind of quarrel and a different kind of morocco that time when we tore father’s portfolio and were punished, and mamma brought us some tarts. …” And again his thoughts dwelt on his childhood, and again it was painful and he tried to banish them and fix his mind on something else.

Then again together with that chain of memories another series passed through his mind—of how his illness had progressed and grown worse. There also the further back he looked the more life there had been. There had been more of what was good in life and more of life itself. The two merged together. “Just as the pain went on getting worse and worse, so my life grew worse and worse,” he thought. “There is one bright spot there at the back, at the beginning of life, and afterwards all becomes blacker and blacker and proceeds more and more rapidly—in inverse ratio to the square of the distance from death,” thought Ivan Ilyich. And the example of a stone falling downwards with increasing velocity entered his mind. Life, a series of increasing sufferings, flies further and further towards its end—the most terrible suffering. “I am flying. …” He shuddered, shifted himself, and tried to resist, but was already aware that resistance was impossible, and again with eyes weary of gazing but unable to cease seeing what was before them, he stared at the back of the sofa and waited—awaiting that dreadful fall and shock and destruction.

“Resistance is impossible!” he said to himself. “If I could only understand what it is all for! But that too is impossible. An explanation would be possible if it could be said that I have not lived as I ought to. But it is impossible to say that,” and he remembered all the legality, correctitude, and propriety of his life. “That at any rate can certainly not be admitted,” he thought, and his lips smiled ironically as if someone could see that smile and be taken in by it. “There is no explanation! Agony, death. … What for?”

CHAPTER XI

Another two weeks went by in this way and during that fortnight an event occurred that Ivan Ilyich and his wife had desired. Petrishchev formally proposed. It happened in the evening. The next day Praskovya Fedorovna came into her husband’s room considering how best to inform him of it, but that very night there had been a fresh change for the worse in his condition. She found him still lying on the sofa but in a different position. He lay on his back, groaning and staring fixedly straight in front of him.

She began to remind him of his medicines, but he turned his eyes towards her with such a look that she did not finish what she was saying; so great an animosity, to her in particular, did that look express.

“For Christ’s sake let me die in peace!” he said.

She would have gone away, but just then their daughter came in and went up to say good morning. He looked at her as he had done at his wife, and in reply to her inquiry about his health said dryly that he would soon free them all of himself. They were both silent and after sitting with him for a while went away.

“Is it our fault?” Lisa said to her mother. “It’s as if we were to blame! I am sorry for papa, but why should we be tortured?”

The doctor came at his usual time. Ivan Ilyich answered “Yes” and “No,” never taking his angry eyes from him, and at last said: “You know you can do nothing for me, so leave me alone.”

“We can ease your sufferings.”

“You can’t even do that. Let me be.”

The doctor went into the drawing room and told Praskovya Fedorovna that the case was very serious and that the only resource left was opium to allay her husband’s sufferings, which must be terrible.

It was true, as the doctor said, that Ivan Ilyich’s physical sufferings were terrible, but worse than the physical sufferings were his mental sufferings which were his chief torture. His mental sufferings were due to the fact that that night, as he looked at Gerasim’s sleepy, good-natured face with its prominent cheek-bones, the question suddenly occurred to him: “What if my whole life has been wrong?”

It occurred to him that what had appeared perfectly impossible before, namely that he had not spent his life as he should have done, might after all be true. It occurred to him that his scarcely perceptible attempts to struggle against what was considered good by the most highly placed people, those scarcely noticeable impulses which he had immediately suppressed, might have been the real thing, and all the rest false. And his professional duties and the whole arrangement of his life and of his family, and all his social and official interests, might all have been false. He tried to defend all those things to himself and suddenly felt the weakness of what he was defending. There was nothing to defend.

“But if that is so,” he said to himself, “and I am leaving this life with the consciousness that I have lost all that was given me and it is impossible to rectify it—what then?”

He lay on his back and began to pass his life in review in quite a new way. In the morning when he saw first his footman, then his wife, then his daughter, and then the doctor, their every word and movement confirmed to him the awful truth that had been revealed to him during the night. In them he saw himself—all that for which he had lived—and saw clearly that it was not real at all, but a terrible and huge deception which had hidden both life and death. This consciousness intensified his physical suffering tenfold. He groaned and tossed about, and pulled at his clothing, which choked and stifled him. And he hated them on that account.

He was given a large dose of opium and became unconscious, but at noon his sufferings began again. He drove everybody away and tossed from side to side.

His wife came to him and said:

“Jean, my dear, do this for me. It can’t do any harm and often helps. Healthy people often do it.”

He opened his eyes wide.

“What? Take communion? Why? It’s unnecessary! However …”

She began to cry.

“Yes, do, my dear. I’ll send for our priest. He is such a nice man.”

“All right. Very well,” he muttered. When the priest came and heard his confession, Ivan Ilyich was softened and seemed to feel a relief from his doubts and consequently from his sufferings, and for a moment there came a ray of hope. He again began to think of the vermiform appendix and the possibility of correcting it. He received the sacrament with tears in his eyes.

When they laid him down again afterwards he felt a moment’s ease, and the hope that he might live awoke in him again. He began to think of the operation that had been suggested to him. “To live! I want to live!” he said to himself.

His wife came in to congratulate him after his communion, and when uttering the usual conventional words she added:

“You feel better, don’t you?”

Without looking at her he said, “Yes.”

Her dress, her figure, the expression of her face, the tone of her voice, all revealed the same thing. “This is wrong, it is not as it should be. All you have lived for and still live for is falsehood and deception, hiding life and death from you.” And as soon as he admitted that thought, his hatred and his agonizing physical suffering again sprang up, and with that suffering a consciousness of the unavoidable, approaching end. And to this was added a new sensation of grinding shooting pain and a feeling of suffocation.

The expression of his face when he uttered that “Yes” was dreadful. Having uttered it, he looked her straight in the eyes, turned on his face with a rapidity extraordinary in his weak state and shouted:

“Go away! Go away and leave me alone!”

CHAPTER XII

From that moment the screaming began that continued for three days, and was so terrible that one could not hear it through two closed doors without horror. At the moment he answered his wife realized that he was lost, that there was no return, that the end had come, the very end, and his doubts were still unsolved and remained doubts.

“Oh! Oh! Oh!” he cried in various intonations. He had begun by screaming, “I won’t!” and continued screaming on the letter “O.”

For three whole days, during which time did not exist for him, he struggled in that black sack into which he was being thrust by an invisible, resistless force. He struggled as a man condemned to death struggles in the hands of the executioner, knowing that he cannot save himself. And every moment he felt that despite all his efforts he was drawing nearer and nearer to what terrified him. He felt that his agony was due to his being thrust into that black hole and still more to his not being able to get right into it. He was hindered from getting into it by his conviction that his life had been a good one. That very justification of his life held him fast and prevented his moving forward, and it caused him most torment of all.

Suddenly some force struck him in the chest and side, making it still harder to breathe, and he fell through the hole and there at the bottom was a light. What had happened to him was like the sensation one sometimes experiences in a railway carriage when one thinks one is going backwards while one is really going forwards and suddenly becomes aware of the real direction.

“Yes, it was not the right thing,” he said to himself, “but that’s no matter. It can be done. But what is the right thing? He asked himself, and suddenly grew quiet.

This occurred at the end of the third day, two hours before his death. Just then his schoolboy son had crept softly in and gone up to the bedside. The dying man was still screaming desperately and waving his arms. His hand fell on the boy’s head, and the boy caught it, pressed it to his lips, and began to cry.

At that very moment Ivan Ilyich fell through and caught sight of the light, and it was revealed to him that though his life had not been what it should have been, this could still be rectified. He asked himself, “What is the right thing?” and grew still, listening. Then he felt that someone was kissing his hand. He opened his eyes, looked at his son, and felt sorry for him. His wife camp [sic] up to him and he glanced at her. She was gazing at him open-mouthed, with undried tears on her nose and cheek and a despairing look on her face. He felt sorry for her too.

“Yes, I am making them wretched,” he thought. “They are sorry, but it will be better for them when I die.” He wished to say this but had not the strength to utter it. “Besides, why speak? I must act,” he thought. With a look at his wife he indicated his son and said: “Take him away … sorry for him … sorry for you too. …” He tried to add, “Forgive me,” but said “Forego” and waved his hand, knowing that He whose understanding mattered would understand.

And suddenly it grew clear to him that what had been oppressing him and would not leave him was all dropping away at once from two sides, from ten sides, and from all sides. He was sorry for them, he must act so as not to hurt them: release them and free himself from these sufferings. “How good and how simple!” he thought. “And the pain?” he asked himself. “What has become of it? Where are you, pain?”

He turned his attention to it.

“Yes, here it is. Well, what of it? Let the pain be.”

“And death … where is it?”

He sought his former accustomed fear of death and did not find it. “Where is it? What death?” There was no fear because there was no death.

In place of death there was light.

“So that’s what it is!” he suddenly exclaimed aloud. “What joy!”

To him all this happened in a single instant, and the meaning of that instant did not change. For those present his agony continued for another two hours. Something rattled in his throat, his emaciated body twitched, then the gasping and rattle became less and less frequent.

“It is finished!” said someone near him.

He heard these words and repeated them in his soul.

“Death is finished,” he said to himself. “It is no more!”

He drew in a breath, stopped in the midst of a sigh, stretched out, and died.

Editors’ Note: Many translators have produced versions of Tolstoy’s story. In pages 123–127 of this volume, Dr. Nussbaum referenced Rosemary Edmonds’s translation first published by Penguin in 1960. The famous flightless bird edition remains widely available, but it is copyrighted. To assist readers and educators alike, we provide a publicly available translation of the story on the following pages. The translation is different, but the hero remains the same.





Bed Controls

Narrative Ethics and Professional Identity

REBECCA GARDEN

I teach healthcare ethics to undergrad and grad nursing students and health professions students such as lab techs and cardiovascular perfusion students, as well as imaging, radiation therapy, and respiratory therapy. The differences in clinical experience and professional roles make for productive differences in perspective in small group discussions. In these groups, facilitators lead discussions of two kinds of cases. One is usually a traditional ethics case, a stripped-down and instrumental narrative designed to elicit a discussion that is artificially simplistic and focused on some of the educational objectives for the unit. The other is a literary narrative, with literariness defined as texts that create “stylistic or narrative variations [that] defamiliarize conventionally understood referents and prompt reinterpretive transformations of a conventional feeling or concept.”1

For the third session of the course, which is called Ethics and Professionalism: Ethics, Reasoning, and Relationships, I have students discuss a case involving a student who feels forced by an unfair course director and institution, as well as other pressures, into a situation where his only way to succeed academically is to cheat. I also have them read and discuss a one-page first-person narrative by Tony Gramaglia called “Okay, So I’m in This Bed.”2 Gramaglia’s narrative represents a different kind of coercive institutional environment: the crushing nature of the AIDS crisis of the 1990s for gay people and for hospitals and healthcare providers, especially before the development of drugs that could prevent people from dying of AIDS. The way that Gramaglia’s narrative distills the ordinary into dense concentrations of power and protection, which are ultimately ineffectual in the face of suffering and death, is particularly and productively literary. He writes, “Okay, so I’m in this bed. Hospital bed. Egg-crate cushion. Soft. Clean sheets. Inviting. I don’t need to be in the bed, but I stay there. The TV keeps me there. The doctors keep me there. I keep me there. AIDS keeps me there. … My controls are there. Bed controls, TV controls. Nurse controls. Phone controls. Disease controls. I am the good patient in the bed. I can make doctors laugh. I can make the nurses love me. …”3

In lecture, I talk with the students about narrative ethics and the ways that we can develop our interpretive skills through an immersion in the complexity and ambiguity of narrative. The kind of professionalism they learn is often rule-based (e.g., Health Insurance Portability and Accountability Act rules, definitions of the scope of practice), which does not prepare students to analyze and interpret signs and symbols in an ambiguous context, especially when they are under pressure not to interfere with the pace of the work flow. A preoccupation with professional rules can lead to scenarios where clinicians fail to act to address suffering because they are uncertain how to respond to something ambiguous. As professionals, they will need to become comfortable with ambiguity and with pushing back against the forces that may make the practices of ethics and empathy difficult. Gramaglia’s narrative provides resources to engage with ambiguity and find the kind of meaning that can compel action in the face of a coercive institutional setting. This process begins through the narrative entrance into a patient’s world view, where meanings slide sideways into each other and the ordinary is defamiliarized: The AIDS patient’s hospital bed is soft and inviting. The controls that the narrator has access to are somehow tied to his ability to be “good,” to perform for, entertain, and elicit sympathy and care from his healthcare providers.

Gramaglia says, “At night I turn the TV on before I go to sleep. … I need the white noise to drown out the sound of AIDS. … But the white noise of the TV still does not drown out the sounds of the hospital at night. … That hacking cough.. … A faucet next door. My own breath. You don’t have to be awake to hear the screams of the man next door.”4 Here the ordinary, ambient, or annoying sounds of the hospital at night slide sideways into screams, the ordinary is defamiliarized as terror and pain, the presence of which the narrator attempts to mask by diminishing it as ordinary and benign.

I ask the students to discuss what Gramaglia means when he says, “I am the good patient” and what they think is going on with his description of his different types of controls. The students identify how the notion of control and of being “good” goes through a reinterpretive transformation. They see how the patient’s performance of good humor and good behavior is a desperate gambit for care, if not cure. They see how the “inviting” bed controls are useless in the face of disorienting fear and suffering. Analyzing this narrative helps students prepare for the defamiliarization that they will undoubtedly experience when they, in their professional roles, will become part of the hospital system that controls the patient. Despite the orderly nature of their education in basic sciences, anatomy, and clinical practices, healthcare is not a science but rather a “rational, science-using … interpretive activity undertaken for the care of the sick person.”5 Through this engagement with Gramaglia’s narrative, they are thrown off balance by the unexpected. Although they tend not to have experience analyzing literary texts, they overwhelmingly empathize with the narrator and carefully pick their way through an analysis and description of how the metaphors of control work to illustrate his affective state. They readily comprehend the ways that patients who fear rejection and abandonment may feel compelled to empathize with their healthcare providers and perform in ways that reassure and entertain them, at risk of losing the care that not only empathy should grant but that the principle of justice should ensure, whether they are amusing or whether they are offensive. I link this narrative ethics to their developing professional identity by asking them to reflect on how they imagine themselves as professionals and to recognize the ways in which their capacity for moral imagination (especially as it is developed through literary narrative) and moral reasoning will shape their actions and define them as people as well as professionals.

NOTES
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“Okay, So I’m in This Bed”

TONY GRAMMAGLIA

Okay, so I’m in this bed. Hospital bed. Egg-crate cushion. Soft. Clean sheets. Inviting. I don’t need to be in the bed, but I stay there. The TV keeps me there. The doctors keep me there. I keep me there. AIDS keeps me there. There are three chairs and even a sofa in the room, but I stay in the bed. My controls are there. Bed controls, TV controls. Nurse controls. Phone controls. Disease controls. I am the good patient in the bed. I can make doctors laugh. I can make the nurses love me; I can welcome friends from this bed. This hospital bed.

At night I turn the TV on before I go to sleep. I put it on a nothing station that has only static and turn it up as loud as the remote will allow. I need the white noise to drown out the sound of AIDS. No people. I don’t want to know that there are people. Down the hall. In that room next door or across the way. But the white noise of the TV still does not drown out the sounds of the hospital at night. The flushing of a toilet. That hacking cough. A pulling back of someone’s curtain. A voice on the intercom. A faucet next door. My own breath.

You don’t have to be awake to hear the screams of the man next door. You can’t pretend it is just a sound. He is screaming, “No, no. Please don’t. Please don’t. Wait. Not now.” And when the screaming stops and the coughing starts, I know they have stuck the tube down his throat to drain the fluid.

I know there are many scared eyes like mine opened now at 3:46 A.M. Eyes that are listening. There is a set in room 416. Another set in room 412. Another set of opened, scared eyes that should be shut and dreaming in room 411. But all of the eyes, those that can open if there is not too much morphine or Demerol in them, all those sets of eyes in the hospital beds are listening to this, to him. Or were.

You can close them now, your eyes. You wish you were someplace else so you could call the front desk and ask someone to please stop the man next door from dying so loudly. To stop injecting you with the fear of pain. To stop your eyes from listening to the death down the hall. In that room. In this room. In my room.

So close your eyes now. Listen to the white noise of the TV. Try to drown out the sounds. Drown out the fear. But the eyelids closed offer little peace. You can still see the empty room across the way where the black man used to be. You can’t forget what you saw in another room, legs too skinny to be legs. You can see through the crack in the door the tangle of tubes that poke through another’s chest. You can see her skin, too tight, too gray to be skin. You can see the fright.

At daybreak, I turn off the white noise. I am back in control. In this bed. I can make it go up or down. Call for a Coke. Turn a station. Open a blind. Flip on a light. Make a call. I keep feeling around for a switch to turn off the nights. Turn off the screams. Turn off the disease. But there is none. Not here. Not in this bed.





PART IV

Authority and Duty






The Mustard Seed and the Poison Arrow

Using Religious Literature to Teach
Professionalism in Medicine

TARA FLANAGAN

In courses on medical ethics, many students arrive with a biology or chemistry background, their only exposure to the academic study of religion occurring through required core classes. Yet, in their clinical work they will undoubtedly encounter patients whose religious beliefs inform how they make medical decisions. For clinicians who aspire to be patient-oriented, there is a crucial need for religious literacy, particularly in a medical context increasingly marked by religious pluralism. One way to address this professional need is to teach sacred texts as literature in medical ethics courses. Through attending to religious literature as a source for critical reflection, students learn to analyze sacred texts and to recognize and evaluate their preconceived ideas about religion and those who identify as religious. Using religious literature in the classroom provides students with the opportunity to approach the material from a posture of openness and critical regard, rather than dismissing the material as mystical or speculative.

According to the Pew Research Center’s Forum on Religion and Public Life, the proportion of Americans who identify as religiously unaffiliated is growing.1 However, the study also shows that, despite this increase in secularism, 79 percent of Americans identify as religious. Given this number, the chances of encountering religious language in clinical practice are high and warrant preparation for knowing when and how to appropriately respond to such language. A key aspect of medical professionalism involves knowing when to make or offer referrals that can meet a patient’s needs, particularly when such needs fall outside the clinician’s area of expertise. The study of religion can sharpen a clinician’s awareness of religious language when used by patients and family members, or lead them to notice and inquire about religious texts like a Quran or Bible by the bedside, thereby increasing chaplain referrals when deemed appropriate for patient care. Commendably, many hospitals or hospice and palliative care programs have either multireligious programs with chaplains of various faith traditions, or have chaplains who can function in an interfaith role.2 Additionally, if the patient so desires, chaplains can coordinate connections with religious leaders in the larger community, thus expanding the network of care for the patient beyond the clinical context.

One goal in using sacred texts as literary case study is to increase a clinician’s fluency in the religious language that patients may use in the clinical encounter. Another goal is to increase the clinician’s comfort with patients who use religious language—patients who refer to religious literature when trying to make sense of illness and pain, or patients who make medical decisions by looking to their religion as a guide in decision making, whether in the specific, such as Jehovah’s Witness patients with regard to the refusal of blood transfusions, or expanding scope to include the many patients who turn to religion when facing end-of-life treatment options.3 The aim of conversations that extend beyond biomedical concerns is to develop rapport with a patient or with family members so that those difficult questions and decisions become easier to address in the clinical encounter. Finally, the use of religious literature in the classroom improves the clinician’s ability to attend closely to patients anchored in a religious framework, with the recognition that patients drawing on religious language, texts, and concepts can be offering valuable personal and clinical information, pointing to their medical concerns in an indirect way. By using religious texts in courses on professionalism and healthcare ethics, students then learn to take the patient’s religious language seriously as a source of medical information.

Because the majority of patients in the United States are Christian or come from a Christian background, clinicians are likely to hear language imbued with Christian theology. Even if a patient is nonpracticing or estranged from a religious community, medical events may provoke religious or spiritual concerns related to guilt, punishment, or fear that call for attention. Learning to identify verbal markers of religion in a patient’s language can be facilitated by the study of religious texts, such as the canonical Gospels—Matthew, Mark, Luke, and John—and the Pauline letters in the New Testament, a sacred text for many Christians.4 Those coming from a Christian or Jewish background may find meaning in psalmic poetry or quote sacred texts in Hebrew literature. Through the study of such literature, clinicians can identify allusions to sacred texts and discern modes of religious coping when assessing patients. For instance, if a patient or family member uses the language of miracles or speaks of having faith that moves mountains, a clinician who recognizes the religious underpinning of such language can engage with those who use it in a manner that honors their religious identity, receiving the language as an invitation to discuss with patients their understanding of and reaction to their prognosis.

Because a healthcare context is one marked by a plurality of religious perspectives, the comparative study of religious literature can broaden cultural and religious understanding and competence for clinicians. For example, two Buddhist stories, the Parable of the Mustard Seed and the Parable of the Poison Arrow, prove useful in teaching about Buddhist thought and in prompting reflection on the experience of illness and grief from the family’s perspective and the patient’s perspective. The parables stand as sacred texts that can foster dialogue about religion and patient experience in ways that promote multidimensional clinical competence. They can also encourage dialogue about how the family experiences a patient’s illness or death, challenging models of selfhood in medicine and medical ethics that rely on the assertion of independent selfhood and autonomous individualism.

The Parable of the Mustard Seed, one of the Buddha’s oral teachings from the Pali Canon, concerns the grief of a parent over the loss of a child. In this narrative, Kisa Gotami experiences the unexpected death of her only child, her infant son.5 In her shock and grief, she goes to the Buddha, carrying her dead son’s body, asking the teacher to revive him. The Buddha responds by asking her to bring him a mustard seed from every household in the village that has not experienced death. After going door-to-door with her child asking for mustard seed, a common household spice, so that she can obtain medicine for him, she returns to the Buddha without any mustard seed, but with the recognition that all people have, or will, experience death, loss, and sorrow. This story points to the centrality of impermanence in Buddhist thought, and to the common, but singular, experience of grief and bereavement for family members. Both are helpful starting points of conversation for future clinicians who, even if they do not encounter Buddhist patients, will likely encounter family members experiencing deep grief who may turn to them for support.

The Parable of the Poison Arrow, another oral teaching attributed to the Buddha, offers an opportunity for reflection on the patient’s experience. The parable relates the story of a man who, after being shot with a poisoned arrow, becomes fixated on examining the various reasons for his predicament.6 He asks himself many questions: Who shot the arrow? Where did it come from? Why was he hit? During the time the man spends deliberating on the possible source of his pain and the identity and context of the person who shot him, the poison from the arrow kills him. If he had merely pulled out the poisoned arrow the moment he was shot, he would have lived. The Buddha uses this story to speak to the futility of dwelling on potentially unanswerable questions, particularly when doing so can result in neglecting one’s immediate situation and health needs. Rather than focusing on missed opportunities or the arbitrary, and at times cruel, nature of human experience, the story encourages acceptance of one’s predicament coupled with constructive action.

Both parables are pedagogically useful in teaching about about medical professionalism and personalized attention to patients and family members. A challenge characteristic of Enlightenment-based approaches to medical education is that religion is often sorted into the domain of the personal and irrational, rendering it superfluous to the empirical practice of medicine. However, a purely secular biomedical model of care is unduly limited when it neglects the religious dimension of patients and their caregivers. Patients often interpret their lives by drawing on religious narratives, particularly in situations of acute illness or proximity to death.7 By becoming familiar with religious language through exposure to sacred texts in the classroom, and by gaining literacy in global religious traditions, clinicians can improve their ability to be attentive to their patients’ concerns and better meet patients and family members where they are.8 Additionally, increasing a clinician’s recognition of and comfort level with religious language can facilitate needed chaplain referrals, thereby improving comprehensive care for patients.
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The Mustard Seed

 

 

There was a rich man who found his gold suddenly transformed into ashes; and he took to his bed and refused all food. A friend, hearing of his sickness, visited the rich man and learned the cause of his grief. And the friend said: “Thou didst not make good use of thy wealth. When thou didst hoard it up it was not better than ashes. Now heed my advice. Spread mats in the bazaar; pile up these ashes, and pretend to trade with them.” The rich man did as his friend had told him, and when his neighbors asked him, “Why sellest thou ashes?” he said: “I offer my goods for sale.”

After some time a young girl, named Kisa Gotami, an orphan and very poor, passed by, and seeing the rich man in the bazaar, said: “My lord, why pilest thou thus up gold and silver for sale?” And the rich man said: “Wilt thou please hand me that gold and silver?” And Kisa Gotami took up a handful of ashes, and lo! they changed back into gold. Considering that Kisa Gotami had the mental eye of spiritual knowledge and saw the real worth of things, the rich man gave her in marriage to his son, and he said: “With many, gold is no better than ashes, but with Kisa Gotami ashes become pure gold.”

And Kisa Gotami had an only son, and he died. In her grief she carried the dead child to all her neighbors, asking them for medicine, and the people said: “She has lost her senses. The boy is dead. At length Kisa Gotami met a man who replied to her request: “I cannot give thee medicine for thy child, but I know a physician who can.” The girl said: “Pray tell me, sir; who is it?” And the man replied: “Go to Sakyamuni, the Buddha.”

Kisa Gotami repaired to the Buddha and cried: “Lord and Master, give me the medicine that will cure my boy.” The Buddha answered: “I want a handful of mustard-seed.” And when the girl in her joy promised to procure it, the Buddha added: “The mustard-seed must be taken from a house where no one has lost a child, husband, parent, or friend.” Poor Kisa Gotami now went from house to house, and the people pitied her and said: “Here is mustard-seed; take it!” But when she asked “Did a son or daughter, a father or mother, die in your family?” They answered her: “Alas the living are few, but the dead are many. Do not remind us of our deepest grief.” And there was no house but some beloved one had died in it.

Kisa Gotami became weary and hopeless, and sat down at the wayside, watching the lights of the city, as they flickered up and were extinguished again. At last the darkness of the night reigned everywhere. And she considered the fate of men, that their lives flicker up and are extinguished. And she thought to herself: “How selfish am I in my grief! Death is common to all; yet in this valley of desolation there is a path that leads him to immortality who has surrendered all selfishness.”

Putting away the selfishness of her affection for her child, Kisa Gotami had the dead body buried in the forest. Returning to the Buddha, she took refuge in him and found comfort in the Dharma, which is a balm that will soothe all the pains of our troubled hearts.

The Buddha said: “The life of mortals in this world is troubled and brief and combined with pain. For there is not any means by which those that have been born can avoid dying; after reaching old age there is death; of such a nature are living beings. As ripe fruits are early in danger of falling, so mortals when born are always in danger of death. As all earthen vessels made by the potter end in being broken, so is the life of mortals. Both young and adult, both those who are fools and those who are wise, all fall into the power of death; all are subject to death.

“Of those who, overcome by death, depart from life, a father cannot save his son, nor kinsmen their relations. Mark I while relatives are looking on and lamenting deeply, one by one mortals are carried off, like an ox that is led to the slaughter. So the world is afflicted with death and decay, therefore the wise do not grieve, knowing the terms of the world. In whatever manner people think a thing will come to pass, it is often different when it happens, and great is the disappointment; see, such are the terms of the world.

“Not from weeping nor from grieving will any one obtain peace of mind; on the contrary, his pain will be the greater and his body will suffer. He will make himself sick and pale, yet the dead are not saved by his lamentation. People pass away, and their fate after death will be according to their deeds. If a man live a hundred years, or even more, he will at last be separated from the company of his relatives, and leave the life of this world. He who seeks peace should draw out the arrow of lamentation, and complaint, and grief. He who has drawn out the arrow and has become composed will obtain peace of mind; he who has overcome all sorrow will become free from sorrow, and be blessed.”





Parable of the Poisoned Arrow

 

 

A man approached the Blessed One and wanted to have all his philosophical questions answered before he would practice. In response, the Buddha said, “It is as if a man had been wounded by a poisoned arrow and when attended to by a physician were to say, ‘I will not allow you to remove this arrow until I know of the man who pierced me whether he is a noble or brahmin or merchant or worker … until I know his name and clan … until I know whether he is black or deep brown or golden skinned … until I know his village or market or town … until I know if the bow was a single-bow or cross-bow … until I know if the bow-string was of swallow-wort or of reed or sinew or hemp or tree … until I know if the shaft was of reeds of this kind or that … until I know what kind of feathers it had: whether of vulture or heron or hawk or peacock or some other bird … until I know if the sinews that encased it were of cow or buffalo or deer or monkey … until I know whether it was an ordinary arrow or some other kind of arrow.’ That man would die before having learned all this. In exactly the same way, anyone who should say, ‘I will not follow the teaching of the Blessed One until the Blessed One has explained all the multiform truths of the world’—that person would die before the Buddha had explained all this.”





How an Effort to Understand an
Enigmatic Literary Text Can Translate into
Our Practice of Medicine

SARA PAWLOWSKI

There is a moment in many English literature majors’ undergraduate life when they realize that no one in the classroom discussion of James Joyce’s The Dead has read any of the tedious dinner party scene. Frankly, there are parts in most meaningful stories that are just incredibly daunting to read. The phenomenon of skipping the dense and seemingly non-plot-driven parts of a treasured work isn’t just a phenomenon associated with The Dead and other classic must-be-read short stories. It happens with countless readers and in countless moments of our readerly lives. It’s as inherent to an English class as it is to any class in medical or other professional school. We are trained across disciplines, in literature and medicine and everything else in between, to get the gist and lose the particulars. It’s a way of learning and surviving when we are presented with and must learn large amounts of information.

Instead, what if we treat a short story as if every word mattered from beginning to end? This is what we are supposed to do and maybe our most idealized versions of ourselves actually do this. In searching for a touchstone in a classroom, we assign many different texts and hope that people retrieve the same messages from them. But, what if as an experiment instead, you direct each student to return to a work of literature that they have cared about at one time in their lives and ask them to read every single word of it for the first time or second time or third or fourth? The task is a simple yet commanding one because it requires our attention in a way that we often do not give. This is what I finally did with The Dead, and this exercise taught me about the value of mindful engagement with literature and ultimately with our patients. If you imagine that the patient is much like a text, complicated and daunting at times, but deserving to be understood more fully, you can imagine how such an experience could translate into your daily professional interactions.

I had read The Dead for several classes in high school and college. The ending always enraptured me: Gabriel, the protagonist, stands alone after an argument with his wife. He is filled with jealousy over her passion and love of a boy in her youth. He feels shame for his feelings in a way that engrosses him as if a “shameful consciousness assailed him.” The last image stuck with me more so than any of the words themselves: Gabriel was staring out of a window, reflecting upon his relationship with his wife and his place in this world as the snow fell softly outside. Before this important moment, Gabriel and his wife were at a dinner party where every conversation and every move is documented. I have always wondered: how could a moment so profound come at the end of such an elegantly written but otherwise tedious scene?

Once I decided to read again the entirety of the piece, pausing upon each word to absorb their meanings, I realized that I had endured a great aunt’s dinner party and listened to Gabriel’s prepared dinner toast, which I had found arrogant and nearly intolerable. What I also realized was that I had endured being an observant spectator to the scene of merry-making, of which I couldn’t be a part. I had grasped a significant and understated scene of his life, which crescendoed into his realization of his own humanity. The attention I paid to each and every word gave me a different experience. I realized that one of my college English professors was entirely correct in her statement that you never read the same book twice. You are always bringing to it a different lens, which has been shaped by all of the experiences you have garnered between readings. In the rush to read so much material in my English classes, I had missed the more seemingly mundane part of the story, which gave me a more complete understanding of Gabriel’s moment alone and the surprising transformation of a man from one superficially engaging in banter at a party to one who was contemplative about his place in his relationship and the greater world at the end.

To approach a story in this way, with reflective attentiveness, provides a means by which we can approach patients. What would it mean then to engage with someone fully and to listen to each word as if it illuminated some grander experience of their story? The task is simple yet demands a great deal of attention and care. One doesn’t have to read The Dead, but rather we can ask students to read a favorite story from the past that moved them. The assignment here will be to read each and every word with a new perspective—the one shaped by all that has happened in the interim. Ultimately, we can then ask a question much like Gabriel’s questions at the end of the story: who were those characters in your lives then and now and who were you then and who are you now?

Patients can be like the greatest of short stories in that they may come into our lives for a brief time yet may also impact us in infinite ways. In my psychiatry training, we are taught to focus on the patient’s every word and even that which is unsaid. What is not said within a text or by a patient can tell us something about what he or she chooses not to reveal and ultimately about common and human feelings of shame, fear, and envy. These are the emotions that a reader accesses from Gabriel at the end of the story. But now, having read it all again, I feel like I could empathize with his character in a more nuanced and compassionate way and truly understand the depth of his change in character from the beginning to the end.

To see a complicated text and the characters within it commands much the same effort as the practice of empathy with a patient in a moment of harried clinical time. It is at the heart of a more subtle aspect of professionalism, which is giving someone your attention fully in a moment and to treat that interaction with the gravity it deserves even if it’s seemingly a routine or insignificant daily interaction. This treatment of a patient’s story is much like the treatment that we may give to great literature or a work of art. If we allow ourselves to follow another’s story in this way, we may go beyond learning the required information about our patients and even be transformed by them.





Unpacking Physician Behavior in “The Use of
Force” by William Carlos Williams

ALLAN PETERKIN

“The Use of Force” is a short story written by the American physician-poet, William Carlos Williams. The story represents an ideal classroom teaching tool because its language is compelling and told in three short pages. Furthermore, the story allows readers to contemplate the inner workings of a physician faced with a medical dilemma.

INSTRUCTIONS

INITIAL READING

Ask for a volunteer from the class to read the story, with the title, from start to finish. Have printed copies of the story available so that students can make notes as they listen. Ask students to highlight words, images, conversations, and feelings that stand out for them as the story is told. How do short sentences, dialogue, and a lack of punctuation propel the story? Why do they think William Carlos Williams (as a physician himself) wrote this story? Ask them to imagine what happens after the story ends.

CLOSER READING USING CRITICAL LENSES

Ask students to divide themselves into small groups. Each group will be assigned a specific critical lens with which to read the story more closely. They are free to use hand-held devices for on-site research. Ask them to discuss for ten minutes in their small groups and then to bring their findings back to the larger group to contextualize the story as a whole.

These groupings are as follows.

History of Medicine Context

Ask readers to delineate what was known about diphtheria in the early 1930s. What treatments were or were not available in terms of public health, antibiotics, antitoxins? Which groups were most afflicted by the disease in the 1930s and where? What was the perception of the doctor-patient relationship when the story was written? How were children perceived then as compared to now?

Socioeconomics

Using specific details from the text, ask students to paint a portrait of this family’s social context. How does their different use of language from the physician narrator suggest educational levels? Why is the child located in the kitchen? How does the physician narrator describe his young patient and her parents? How does he address them? What clues about the physician’s sense of power and privilege are provided in the text?

Gender and Sexuality

What tensions exist between this grown male physician and this young girl? Between her parents? Do the female characters in the story have an equal voice? List how the physician narrator describes the girl. How does this description change during the course of their encounter? Some critics have suggested that this doctor’s “use of force” is symbolic of rape. What do you make of this reading?

Bioethics

What ethical issues are raised by this story? Comment on tensions between principles of beneficence and autonomy. Has the doctor done the right thing, the wrong thing, or the right thing for the wrong reasons? Does the end justify the means? The girl in the story is a minor; what issues of consent raise arise within this situation?

Reflective Capacity/Mindfulness

This story allows us to observe the thoughts and feelings of a doctor who confronts a difficult situation and his responses to it. How does his mind work? In what ways is the doctor honest with himself? In which ways does he rationalize? What options presented themselves to the doctor as his level of rage mounted in the encounter?

Psychology

Ask this group to prepare brief portraits of each of the characters in the story. What makes them stand out as individuals? What are they feeling, thinking, saying, and not saying? Pay special attention to what is going on for the little girl. Why has she withheld information? What does she know (or not know) about her illness and how does she know it? What role does denial play for the characters in this story? Now focus on the physician’s experience. Where and how does he live? What has his day been like? What do you imagine his experiences have been treating diphtheria in that community leading up to this encounter? List all the feelings you believe this physician is experiencing within the story. Why and how is he triggered by this situation? If we view the physician’s contempt as a defense mechanism, against which feelings is the physician defending himself? What else might be going on for him?

PUTTING THINGS TOGETHER

Reconvene the class and ask each of the groups to provide a five-minute presentation on their interpretations of the story, using the specific critical lens they have been provided. How does reading with a specific lens affect the interpretation of a particular story (or real-life situation)? Are there advantages and disadvantages to reading a story with a particular theme or perspective in mind? Is misreading of a story (or encounter) possible when one favors a particular critical lens? How good was the evidence presented by each group for their interpretation of the text based on information actually provided within the short story itself?

PROFESSIONALISM

Ask students to comment on the physician’s professionalism or lack of professionalism within the context(s) presented in the story. How have members of this family responded to the doctor’s behavior? What, if anything, has changed in the doctor-patient relationship from 1930 into the twenty-first century?

REFLECTION IN ACTION/REFLECTION ON ACTION

This part of the class can be a general discussion or include a five-minute on-site writing exercise.

Option One

Transposing this story into the twenty-first century, ask students to imagine themselves making a house call and encountering a child with a serious illness who refuses to cooperate with the examination.

What would you do and how would you explain your recommendations and decisions to the parents and child? If the need to intervene medically were critical (a life or death intervention), how would that differ from management in a noncritical context?

Ask students to be specific in their use of language. Encourage them to put forth actual dialogue of what they would be explaining to the child and to the child’s parents.

Option Two

Have you ever experienced significant anger (or any other strong feeling) in an encounter with a patient or a patient’s family? How did you observe and manage that emotion? What went well in that encounter? What did not go well? What would you do differently next time?





The Use of Force

WILLIAM CARLOS WILLIAMS

 

 

They were new patients to me, all I had was the name, Olson. Please come down as soon as you can, my daughter is very sick.

When I arrived I was met by the mother, a big startled looking woman, very clean and apologetic who merely said, Is this the doctor? and let me in. In the back, she added. You must excuse us, doctor, we have her in the kitchen where it is warm. It is very damp here sometimes.

The child was fully dressed and sitting on her father’s lap near the kitchen table. He tried to get up, but I motioned for him not to bother, took off my overcoat and started to look things over. I could see that they were all very nervous, eyeing me up and down distrustfully. As often, in such cases, they weren’t telling me more than they had to, it was up to me to tell them; that’s why they were spending three dollars on me.

The child was fairly eating me up with her cold, steady eyes, and no expression to her face whatever. She did not move and seemed, inwardly, quiet; an unusually attractive little thing, and as strong as a heifer in appearance. But her face was flushed, she was breathing rapidly, and I realized that she had a high fever. She had magnificent blonde hair, in profusion. One of those picture children often reproduced in advertising leaflets and the photogravure sections of the Sunday papers.

She’s had a fever for three days, began the father and we don’t know what it comes from. My wife has given her things, you know, like people do, but it don’t do no good. And there’s been a lot of sickness around. So we tho’t you’d better look her over and tell us what is the matter.

As doctors often do I took a trial shot at it as a point of departure. Has she had a sore throat?

Both parents answered me together, No … No, she says her throat don’t hurt her.

Does your throat hurt you? added the mother to the child. But the little girl’s expression didn’t change nor did she move her eyes from my face.

Have you looked?

I tried to, said the mother, but I couldn’t see.

As it happens we had been having a number of cases of diphtheria in the school to which this child went during that month and we were all, quite apparently, thinking of that, though no one had as yet spoken of the thing.

Well, I said, suppose we take a look at the throat first. I smiled in my best professional manner and asking for the child’s first name I said, come on, Mathilda, open your mouth and let’s take a look at your throat.

Nothing doing.

Aw, come on, I coaxed, just open your mouth wide and let me take a look. Look, I said opening both hands wide, I haven’t anything in my hands. Just open up and let me see.

Such a nice man, put in the mother. Look how kind he is to you. Come on, do what he tells you to. He won’t hurt you.

At that I ground my teeth in disgust. If only they wouldn’t use the word “hurt” I might be able to get somewhere. But I did not allow myself to be hurried or disturbed but speaking quietly and slowly I approached the child again.

As I moved my chair a little nearer suddenly with one catlike movement both her hands clawed instinctively for my eyes and she almost reached them too. In fact she knocked my glasses flying and they fell, though unbroken, several feet away from me on the kitchen floor.

Both the mother and father almost turned themselves inside out in embarrassment and apology. You bad girl, said the mother, taking her and shaking her by one arm. Look what you’ve done. The nice man …

For heaven’s sake, I broke in. Don’t call me a nice man to her. I’m here to look at her throat on the chance that she might have diphtheria and possibly die of it. But that’s nothing to her. Look here, I said to the child, we’re going to look at your throat. You’re old enough to understand what I’m saying. Will you open it now by yourself or shall we have to open it for you?

Not a move. Even her expression hadn’t changed. Her breaths however were coming faster and faster. Then the battle began. I had to do it. I had to have a throat culture for her own protection. But first I told the parents that it was entirely up to them. I explained the danger but said that I would not insist on a throat examination so long as they would take the responsibility.

If you don’t do what the doctor says you’ll have to go to the hospital, the mother admonished her severely.

Oh yeah? I had to smile to myself. After all, I had already fallen in love with the savage brat, the parents were contemptible to me. In the ensuing struggle they grew more and more abject, crushed, exhausted while she surely rose to magnificent heights of insane fury of effort bred of her terror of me.

The father tried his best, and he was a big man but the fact that she was his daughter, his shame at her behavior and his dread of hurting her made him release her just at the critical times when I had almost achieved success, till I wanted to kill him. But his dread also that she might have diphtheria made him tell me to go on, go on though he himself was almost fainting, while the mother moved back and forth behind us raising and lowering her hands in an agony of apprehension.

Put her in front of you on your lap, I ordered, and hold both her wrists.

But as soon as he did the child let out a scream. Don’t, you’re hurting me. Let go of my hands. Let them go I tell you. Then she shrieked terrifyingly, hysterically. Stop it! Stop it! You’re killing me!

Do you think she can stand it, doctor! said the mother.

You get out, said the husband to his wife. Do you want her to die of diphtheria?

Come on now, hold her, I said.

Then I grasped the child’s head with my left hand and tried to get the wooden tongue depressor between her teeth. She fought, with clenched teeth, desperately! But now I also had grown furious—at a child. I tried to hold myself down but I couldn’t. I know how to expose a throat for inspection. And I did my best. When finally I got the wooden spatula behind the last teeth and just the point of it into the mouth cavity, she opened up for an instant but before I could see anything she came down again and gripping the wooden blade between her molars she reduced it to splinters before I could get it out again.

Aren’t you ashamed, the mother yelled at her. Aren’t you ashamed to act like that in front of the doctor?

Get me a smooth-handled spoon of some sort, I told the mother. We’re going through with this. The child’s mouth was already bleeding. Her tongue was cut and she was screaming in wild hysterical shrieks. Perhaps I should have desisted and come back in an hour or more. No doubt it would have been better. But I have seen at least two children lying dead in bed of neglect in such cases, and feeling that I must get a diagnosis now or never I went at it again. But the worst of it was that I too had got beyond reason. I could have torn the child apart in my own fury and enjoyed it. It was a pleasure to attack her. My face was burning with it.

The damned little brat must be protected against her own idiocy, one says to one’s self at such times. Others must be protected against her. It is a social necessity. And all these things are true. But a blind fury, a feeling of adult shame, bred of a longing for muscular release are the operatives. One goes on to the end.

In a final unreasoning assault I overpowered the child’s neck and jaws. I forced the heavy silver spoon back of her teeth and down her throat till she gagged. And there it was—both tonsils covered with membrane. She had fought valiantly to keep me from knowing her secret. She had been hiding that sore throat for three days at least and lying to her parents in order to escape just such an outcome as this.

Now truly she was furious. She had been on the defensive before but now she attacked. Tried to get off her father’s lap and fly at me while tears of defeat blinded her eyes.





Challenging the Orthodoxy of “Perfection”

LINDA RAPHAEL

 

 

This pedagogical description focuses on the first session of an eight-session course, titled Narrative in and of Medicine. It lays the groundwork for what follows in the subsequent classes. Readings throughout the course overlap and emphasize the complexity that any situation or story of an individual or group can inevitably present. This fourth-year medical-humanities elective at The George Washington University School of Medicine exemplifies the ways that literature enhances our students’ education. The term narrative in the name of this course is intended in a broad sense to include all literary genres, as well as graphic texts. Similarly, we use medicine in a broad sense to mean the diagnosis and treatment of disease and the maintenance of health. Some of the texts we read relate to medicine and health indirectly; however, it is hard to imagine any text that does not have something to do with health and/or disease in a physical, mental, or emotional sense. Our focus is on patients, caretakers, physicians, and characters who are not in those roles when we “meet” them but who offer insights into the multifarious ways people experience life.

The first session, entitled “Perfection and Orthodoxy” utilizes two classic short stories: Nathaniel Hawthorne’s “The Birthmark” and Sherwood Anderson’s “The Book of the Grotesque.” The term Perfection resonates with medical students. They are tested with exhausting regularity in their first two years, and then take their first set of board exams, which will determine their progression to the clinical year. There they are instructed by a variety of attending physicians, who may have different notions of perfection. Students’ performance on tests, boards, and clinical rotations has a significant bearing on where they will land a residency. At the same time as these pressures for performance weigh heavily, students in most medical schools interview and diagnose the conditions assigned to standardized patients (actors), who then grade them on ideal standards for doctor-patient interaction. Perhaps in recognition of the heavy demands they already face, students are urged to develop habits that will lead to a “perfect” professional and personal-life balance.

Of course, there are no absolute definitions of perfection in any area of life; even a perfect test score or grade can be challenged in terms of the reliability of the measuring scale. The few who have surmounted anxious feelings about their imperfections may then fall into something similar to what Ben Franklin ironically termed “pride” at one’s humility, suggesting that one cannot finally escape some sort of pride. In other words, those few may think of themselves as “perfect” in resisting notions of perfection. Another way to cope with the perfection problem is to become “orthodox” in the way described in “The Book of the Grotesque”; that is, to take one value or “truth” and place it above all others.

Notions of perfection and commitments to one “truth” are challenged in the two readings. Aylmer, the scientist in Hawthorne’s story, is obsessed with perfecting earthly matters, beyond the limits of moral decency. In his insatiable desire for flawlessness, he develops a potion to remove a birthmark that blemishes what he regards as his wife, Georgiana’s, potentially perfect beauty. Although the final mixture he prepares removes the blemish, it kills Georgiana. In “The Book of the Grotesque,” the author dreams of all the people he has known, envisioning each one holding onto a truth. The truths are beautiful, but each person’s obsession with one makes that individual grotesque.

Two sets of questions guide students’ responses to the readings:


What in your medical school education encourages you to aim for perfection? What are some of the positive and negative aspects of aiming for perfection?

What “truths” have you been encouraged to adopt? How do these truths help or hinder you?



Students respond insightfully to these questions. Many of them refer to type A personality, a description one hears students attributing to themselves and classmates throughout the four years. As one female student puts it, “Medical school is a microcosm of type A people who have all been competing with others for years in order to get to this stage in life. We are not just competing with ‘nature’ and the ‘aim for perfection,’ but with each other in the process. We all want to be more perfect than our peers.”

However, she recognized something early on: “I missed birthday parties, weddings, graduations, and life’s other celebrations. I missed breakups and tears, and fell farther down the list of people to call when one needs a comforting friend. It took me a year or so to realize that trying to attain perfection in medical school is nonsense. It made me deeply unhappy.”

One student’s paper bears the title “B Type Personality in an A Type World.” She wonders if the perfectionistic doctor may “kill” himself or harm a patient with unrelenting perfectionistic desires; on the other hand, she questions whether her imperfections (she refers to her occasional clumsiness, messiness, and disorganization) will make her “less of a doctor.” She recalls that when residency candidates were asked at an interview to list their weaknesses, most of them wrote, “I am a perfectionist.”

Another student writes that “in medicine when we are faced with difficult or emergent clinical situations, it helps us to be able to rely on the ‘truths’ we have adopted, but perhaps it is dangerous for us to rely on these too much as they will not always hold true.” She adds that she and her fellow students are “trained” to identify imperfection—“to identify that which is ‘different’ and strive to remove the source. At its best, this is a cancer, or an injury, or illness that truly is harming the patient. But the line between when it is causing true harm and causing harm solely because of its societal implications and the values we have adopted as a culture is less clear to me (i.e., the entire field of plastic surgery, for instance). I found it funny how in the story, the birthmark was seen as a ‘symbol of his wife’s liability to sin, sorrow, decay, and death,’ as though the symbol itself somehow came to embody those things.”

A daring student admits to his problem with moral relativism. He tends to prefer to hold onto a truth. One suspects that some other students may share his view, but may be wary of acknowledging their attitude because of the generally liberal tone of the discussion. In addition, the students frequently refer to the difficulty they have in dealing with ambiguity, and the answer that “one truth” provides seems to them a poor response. Nonetheless, the discussion about moral relativism and the idea of “grotesques” is open and energetic.

In the following sessions, specific notions of perfection and truths are addressed from a variety of perspectives. For example, in the second session titled, “Starting Out,” Lara Vapnyar’s humorous story “Love Lessons, Mondays 9 A.M.” tells the tale of a young woman in Moscow who as a part-time math teacher has the unexpected assignment to teach sex education to a class of girls.1 By “defamiliarizing” the subject of being new, the medical students consider their anxieties about the coming intern year with “new eyes”—their job is not the only intimidating one, and when the character jumps up and down at the end of the story, feeling secure for the first time in saying, “I don’t know, I don’t know!” they can laugh at least for a few minutes at their own fears. Danielle Ofri’s stories from her residency years appeal to students in all years as well as to residents. “July 1” is a story about a day the students anticipate with trepidation, and Ofri’s usual openness about her anxieties, errors, and learning from the latter are reassuring.2 Both stories involve humiliation, the emotion one has when made to feel as if she is less than she thought she was. However, both stories relate to the emotion of pride in acting according to one’s values, from the symbolic and real signing of one’s name with “MD,” and the ability to admit, “I don’t know.” Discussions of Ofri’s story may include common fears about errors that kill patients, but they typically address the implications of less serious mistakes And Vapnyar’s story encourages students to laugh at themselves.

The remaining sessions concern illness or death of young children, cancer, old age, grief, and disasters. Each of these subjects and the assigned readings offer ample opportunities for continuing to refine the ideas about perfection and truths that frame these medically related topics.

NOTES

1.Vapnyar, “Love Lessons, Monday, 9 A.M.”

2.Ofri, “July 1.”





The Birthmark

NATHANIEL HAWTHORNE

In the latter part of the last century there lived a man of science, an eminent proficient in every branch of natural philosophy, who not long before our story opens had made experience of a spiritual affinity more attractive than any chemical one. He had left his laboratory to the care of an assistant, cleared his fine countenance from the furnace smoke, washed the stain of acids from his fingers, and persuaded a beautiful woman to become his wife. In those days when the comparatively recent discovery of electricity and other kindred mysteries of Nature seemed to open paths into the region of miracle, it was not unusual for the love of science to rival the love of woman in its depth and absorbing energy. The higher intellect, the imagination, the spirit, and even the heart might all find their congenial aliment in pursuits which, as some of their ardent votaries believed, would ascend from one step of powerful intelligence to another, until the philosopher should lay his hand on the secret of creative force and perhaps make new worlds for himself. We know not whether Aylmer possessed this degree of faith in man’s ultimate control over Nature. He had devoted himself, however, too unreservedly to scientific studies ever to be weaned from them by any second passion. His love for his young wife might prove the stronger of the two; but it could only be by intertwining itself with his love of science, and uniting the strength of the latter to his own.

Such a union accordingly took place, and was attended with truly remarkable consequences and a deeply impressive moral. One day, very soon after their marriage, Aylmer sat gazing at his wife with a trouble in his countenance that grew stronger until he spoke.

“Georgiana,” said he, “has it never occurred to you that the mark upon your cheek might be removed?”

“No, indeed,” said she, smiling; but perceiving the seriousness of his manner, she blushed deeply. “To tell you the truth it has been so often called a charm that I was simple enough to imagine it might be so.”

“Ah, upon another face perhaps it might,” replied her husband; “but never on yours. No, dearest Georgiana, you came so nearly perfect from the hand of Nature that this slightest possible defect, which we hesitate whether to term a defect or a beauty, shocks me, as being the visible mark of earthly imperfection.”

“Shocks you, my husband!” cried Georgiana, deeply hurt; at first reddening with momentary anger, but then bursting into tears. “Then why did you take me from my mother’s side? You cannot love what shocks you!”

To explain this conversation it must be mentioned that in the centre of Georgiana’s left cheek there was a singular mark, deeply interwoven, as it were, with the texture and substance of her face. In the usual state of her complexion—a healthy though delicate bloom—the mark wore a tint of deeper crimson, which imperfectly defined its shape amid the surrounding rosiness. When she blushed it gradually became more indistinct, and finally vanished amid the triumphant rush of blood that bathed the whole cheek with its brilliant glow. But if any shifting motion caused her to turn pale there was the mark again, a crimson stain upon the snow, in what Aylmer sometimes deemed an almost fearful distinctness. Its shape bore not a little similarity to the human hand, though of the smallest pygmy size. Georgiana’s lovers were wont to say that some fairy at her birth hour had laid her tiny hand upon the infant’s cheek, and left this impress there in token of the magic endowments that were to give her such sway over all hearts. Many a desperate swain would have risked life for the privilege of pressing his lips to the mysterious hand. It must not be concealed, however, that the impression wrought by this fairy sign manual varied exceedingly, according to the difference of temperament in the beholders. Some fastidious persons—but they were exclusively of her own sex—affirmed that the bloody hand, as they chose to call it, quite destroyed the effect of Georgiana’s beauty, and rendered her countenance even hideous. But it would be as reasonable to say that one of those small blue stains which sometimes occur in the purest statuary marble would convert the Eve of Powers to a monster. Masculine observers, if the birthmark did not heighten their admiration, contented themselves with wishing it away, that the world might possess one living specimen of ideal loveliness without the semblance of a flaw. After his marriage,—for he thought little or nothing of the matter before,—Aylmer discovered that this was the case with himself.

Had she been less beautiful,—if Envy’s self could have found aught else to sneer at,—he might have felt his affection heightened by the prettiness of this mimic hand, now vaguely portrayed, now lost, now stealing forth again and glimmering to and fro with every pulse of emotion that throbbed within her heart; but seeing her otherwise so perfect, he found this one defect grow more and more intolerable with every moment of their united lives. It was the fatal flaw of humanity which Nature, in one shape or another, stamps ineffaceably on all her productions, either to imply that they are temporary and finite, or that their perfection must be wrought by toil and pain. The crimson hand expressed the ineludible gripe in which mortality clutches the highest and purest of earthly mould, degrading them into kindred with the lowest, and even with the very brutes, like whom their visible frames return to dust. In this manner, selecting it as the symbol of his wife’s liability to sin, sorrow, decay, and death, Aylmer’s sombre imagination was not long in rendering the birthmark a frightful object, causing him more trouble and horror than ever Georgiana’s beauty, whether of soul or sense, had given him delight.

At all the seasons which should have been their happiest, he invariably and without intending it, nay, in spite of a purpose to the contrary, reverted to this one disastrous topic. Trifling as it at first appeared, it so connected itself with innumerable trains of thought and modes of feeling that it became the central point of all. With the morning twilight Aylmer opened his eyes upon his wife’s face and recognized the symbol of imperfection; and when they sat together at the evening hearth his eyes wandered stealthily to her cheek, and beheld, flickering with the blaze of the wood fire, the spectral hand that wrote mortality where he would fain have worshipped. Georgiana soon learned to shudder at his gaze. It needed but a glance with the peculiar expression that his face often wore to change the roses of her cheek into a deathlike paleness, amid which the crimson hand was brought strongly out, like a bass-relief of ruby on the whitest marble.

Late one night when the lights were growing dim, so as hardly to betray the stain on the poor wife’s cheek, she herself, for the first time, voluntarily took up the subject.

“Do you remember, my dear Aylmer,” said she, with a feeble attempt at a smile, “have you any recollection of a dream last night about this odious hand?”

“None! none whatever!” replied Aylmer, starting; but then he added, in a dry, cold tone, affected for the sake of concealing the real depth of his emotion, “I might well dream of it; for before I fell asleep it had taken a pretty firm hold of my fancy.”

“And you did dream of it?” continued Georgiana, hastily; for she dreaded lest a gush of tears should interrupt what she had to say. “A terrible dream! I wonder that you can forget it. Is it possible to forget this one expression?—‘It is in her heart now; we must have it out!’ Reflect, my husband; for by all means I would have you recall that dream.”

The mind is in a sad state when Sleep, the all-involving, cannot confine her spectres within the dim region of her sway, but suffers them to break forth, affrighting this actual life with secrets that perchance belong to a deeper one. Aylmer now remembered his dream. He had fancied himself with his servant Aminadab, attempting an operation for the removal of the birthmark; but the deeper went the knife, the deeper sank the hand, until at length its tiny grasp appeared to have caught hold of Georgiana’s heart; whence, however, her husband was inexorably resolved to cut or wrench it away.

When the dream had shaped itself perfectly in his memory, Aylmer sat in his wife’s presence with a guilty feeling. Truth often finds its way to the mind close muffled in robes of sleep, and then speaks with uncompromising directness of matters in regard to which we practise an unconscious self-deception during our waking moments. Until now he had not been aware of the tyrannizing influence acquired by one idea over his mind, and of the lengths which he might find in his heart to go for the sake of giving himself peace.

“Aylmer,” resumed Georgiana, solemnly, “I know not what may be the cost to both of us to rid me of this fatal birthmark. Perhaps its removal may cause cureless deformity; or it may be the stain goes as deep as life itself. Again: do we know that there is a possibility, on any terms, of unclasping the firm gripe of this little hand which was laid upon me before I came into the world?”

“Dearest Georgiana, I have spent much thought upon the subject,” hastily interrupted Aylmer. “I am convinced of the perfect practicability of its removal.”

“If there be the remotest possibility of it,” continued Georgiana, “let the attempt be made at whatever risk. Danger is nothing to me; for life, while this hateful mark makes me the object of your horror and disgust,—life is a burden which I would fling down with joy. Either remove this dreadful hand, or take my wretched life! You have deep science. All the world bears witness of it. You have achieved great wonders. Cannot you remove this little, little mark, which I cover with the tips of two small fingers? Is this beyond your power, for the sake of your own peace, and to save your poor wife from madness?”

“Noblest, dearest, tenderest wife,” cried Aylmer, rapturously, “doubt not my power. I have already given this matter the deepest thought—thought which might almost have enlightened me to create a being less perfect than yourself. Georgiana, you have led me deeper than ever into the heart of science. I feel myself fully competent to render this dear cheek as faultless as its fellow; and then, most beloved, what will be my triumph when I shall have corrected what Nature left imperfect in her fairest work! Even Pygmalion, when his sculptured woman assumed life, felt not greater ecstasy than mine will be.”

“It is resolved, then,” said Georgiana, faintly smiling. “And, Aylmer, spare me not, though you should find the birthmark take refuge in my heart at last.”

Her husband tenderly kissed her cheek—her right cheek—not that which bore the impress of the crimson hand.

The next day Aylmer apprised his wife of a plan that he had formed whereby he might have opportunity for the intense thought and constant watchfulness which the proposed operation would require; while Georgiana, likewise, would enjoy the perfect repose essential to its success. They were to seclude themselves in the extensive apartments occupied by Aylmer as a laboratory, and where, during his toilsome youth, he had made discoveries in the elemental powers of Nature that had roused the admiration of all the learned societies in Europe. Seated calmly in this laboratory, the pale philosopher had investigated the secrets of the highest cloud region and of the profoundest mines; he had satisfied himself of the causes that kindled and kept alive the fires of the volcano; and had explained the mystery of fountains, and how it is that they gush forth, some so bright and pure, and others with such rich medicinal virtues, from the dark bosom of the earth. Here, too, at an earlier period, he had studied the wonders of the human frame, and attempted to fathom the very process by which Nature assimilates all her precious influences from earth and air, and from the spiritual world, to create and foster man, her masterpiece. The latter pursuit, however, Aylmer had long laid aside in unwilling recognition of the truth—against which all seekers sooner or later stumble—that our great creative Mother, while she amuses us with apparently working in the broadest sunshine, is yet severely careful to keep her own secrets, and, in spite of her pretended openness, shows us nothing but results. She permits us, indeed, to mar, but seldom to mend, and, like a jealous patentee, on no account to make. Now, however, Aylmer resumed these half-forgotten investigations; not, of course, with such hopes or wishes as first suggested them; but because they involved much physiological truth and lay in the path of his proposed scheme for the treatment of Georgiana.

As he led her over the threshold of the laboratory, Georgiana was cold and tremulous. Aylmer looked cheerfully into her face, with intent to reassure her, but was so startled with the intense glow of the birthmark upon the whiteness of her cheek that he could not restrain a strong convulsive shudder. His wife fainted.

“Aminadab! Aminadab!” shouted Aylmer, stamping violently on the floor.

Forthwith there issued from an inner apartment a man of low stature, but bulky frame, with shaggy hair hanging about his visage, which was grimed with the vapors of the furnace. This personage had been Aylmer’s underworker during his whole scientific career, and was admirably fitted for that office by his great mechanical readiness, and the skill with which, while incapable of comprehending a single principle, he executed all the details of his master’s experiments. With his vast strength, his shaggy hair, his smoky aspect, and the indescribable earthiness that incrusted him, he seemed to represent man’s physical nature; while Aylmer’s slender figure, and pale, intellectual face, were no less apt a type of the spiritual element.

“Throw open the door of the boudoir, Aminadab,” said Aylmer, “and burn a pastil.”

“Yes, master,” answered Aminadab, looking intently at the lifeless form of Georgiana; and then he muttered to himself, “If she were my wife, I’d never part with that birthmark.”

When Georgiana recovered consciousness she found herself breathing an atmosphere of penetrating fragrance, the gentle potency of which had recalled her from her deathlike faintness. The scene around her looked like enchantment. Aylmer had converted those smoky, dingy, sombre rooms, where he had spent his brightest years in recondite pursuits, into a series of beautiful apartments not unfit to be the secluded abode of a lovely woman. The walls were hung with gorgeous curtains, which imparted the combination of grandeur and grace that no other species of adornment can achieve; and as they fell from the ceiling to the floor, their rich and ponderous folds, concealing all angles and straight lines, appeared to shut in the scene from infinite space. For aught Georgiana knew, it might be a pavilion among the clouds. And Aylmer, excluding the sunshine, which would have interfered with his chemical processes, had supplied its place with perfumed lamps, emitting flames of various hue, but all uniting in a soft, impurpled radiance. He now knelt by his wife’s side, watching her earnestly, but without alarm; for he was confident in his science, and felt that he could draw a magic circle round her within which no evil might intrude.

“Where am I? Ah, I remember,” said Georgiana, faintly; and she placed her hand over her cheek to hide the terrible mark from her husband’s eyes.

“Fear not, dearest!” exclaimed he. “Do not shrink from me! Believe me, Georgiana, I even rejoice in this single imperfection, since it will be such a rapture to remove it.”

“Oh, spare me!” sadly replied his wife. “Pray do not look at it again. I never can forget that convulsive shudder.” In order to soothe Georgiana, and, as it were, to release her mind from the burden of actual things, Aylmer now put in practice some of the light and playful secrets which science had taught him among its profounder lore. Airy figures, absolutely bodiless ideas, and forms of unsubstantial beauty came and danced before her, imprinting their momentary footsteps on beams of light. Though she had some indistinct idea of the method of these optical phenomena, still the illusion was almost perfect enough to warrant the belief that her husband possessed sway over the spiritual world. Then again, when she felt a wish to look forth from her seclusion, immediately, as if her thoughts were answered, the procession of external existence flitted across a screen. The scenery and the figures of actual life were perfectly represented, but with that bewitching, yet indescribable difference which always makes a picture, an image, or a shadow so much more attractive than the original. When wearied of this, Aylmer bade her cast her eyes upon a vessel containing a quantity of earth. She did so, with little interest at first; but was soon startled to perceive the germ of a plant shooting upward from the soil. Then came the slender stalk; the leaves gradually unfolded themselves; and amid them was a perfect and lovely flower. “It is magical!” cried Georgiana.

“I dare not touch it.” “Nay, pluck it,” answered Aylmer,—“pluck it, and inhale its brief perfume while you may. The flower will wither in a few moments and leave nothing save its brown seed vessels; but thence may be perpetuated a race as ephemeral as itself.”

But Georgiana had no sooner touched the flower than the whole plant suffered a blight, its leaves turning coal-black as if by the agency of fire.

“There was too powerful a stimulus,” said Aylmer, thoughtfully.

To make up for this abortive experiment, he proposed to take her portrait by a scientific process of his own invention. It was to be effected by rays of light striking upon a polished plate of metal. Georgiana assented; but, on looking at the result, was affrighted to find the features of the portrait blurred and indefinable; while the minute figure of a hand appeared where the cheek should have been. Aylmer snatched the metallic plate and threw it into a jar of corrosive acid.

Soon, however, he forgot these mortifying failures. In the intervals of study and chemical experiment he came to her flushed and exhausted, but seemed invigorated by her presence, and spoke in glowing language of the resources of his art. He gave a history of the long dynasty of the alchemists, who spent so many ages in quest of the universal solvent by which the golden principle might be elicited from all things vile and base. Aylmer appeared to believe that, by the plainest scientific logic, it was altogether within the limits of possibility to discover this long-sought medium; “but,” he added, “a philosopher who should go deep enough to acquire the power would attain too lofty a wisdom to stoop to the exercise of it.” Not less singular were his opinions in regard to the elixir vitae. He more than intimated that it was at his option to concoct a liquid that should prolong life for years, perhaps interminably; but that it would produce a discord in Nature which all the world, and chiefly the quaffer of the immortal nostrum, would find cause to curse.

“Aylmer, are you in earnest?” asked Georgiana, looking at him with amazement and fear. “It is terrible to possess such power, or even to dream of possessing it.”

“Oh, do not tremble, my love,” said her husband. “I would not wrong either you or myself by working such inharmonious effects upon our lives; but I would have you consider how trifling, in comparison, is the skill requisite to remove this little hand.”

At the mention of the birthmark, Georgiana, as usual, shrank as if a redhot iron had touched her cheek.

Again Aylmer applied himself to his labors. She could hear his voice in the distant furnace room giving directions to Aminadab, whose harsh, uncouth, misshapen tones were audible in response, more like the grunt or growl of a brute than human speech. After hours of absence, Aylmer reappeared and proposed that she should now examine his cabinet of chemical products and natural treasures of the earth. Among the former he showed her a small vial, in which, he remarked, was contained a gentle yet most powerful fragrance, capable of impregnating all the breezes that blow across a kingdom. They were of inestimable value, the contents of that little vial; and, as he said so, he threw some of the perfume into the air and filled the room with piercing and invigorating delight.

“And what is this?” asked Georgiana, pointing to a small crystal globe containing a gold-colored liquid. “It is so beautiful to the eye that I could imagine it the elixir of life.”

“In one sense it is,” replied Aylmer; “or, rather, the elixir of immortality. It is the most precious poison that ever was concocted in this world. By its aid I could apportion the lifetime of any mortal at whom you might point your finger. The strength of the dose would determine whether he were to linger out years, or drop dead in the midst of a breath. No king on his guarded throne could keep his life if I, in my private station, should deem that the welfare of millions justified me in depriving him of it.”

“Why do you keep such a terrific drug?” inquired Georgiana in horror.

“Do not mistrust me, dearest,” said her husband, smiling; “its virtuous potency is yet greater than its harmful one. But see! here is a powerful cosmetic. With a few drops of this in a vase of water, freckles may be washed away as easily as the hands are cleansed. A stronger infusion would take the blood out of the cheek, and leave the rosiest beauty a pale ghost.”

“Is it with this lotion that you intend to bathe my cheek?” asked Georgiana, anxiously.

“Oh, no,” hastily replied her husband; “this is merely superficial. Your case demands a remedy that shall go deeper.”

In his interviews with Georgiana, Aylmer generally made minute inquiries as to her sensations and whether the confinement of the rooms and the temperature of the atmosphere agreed with her. These questions had such a particular drift that Georgiana began to conjecture that she was already subjected to certain physical influences, either breathed in with the fragrant air or taken with her food. She fancied likewise, but it might be altogether fancy, that there was a stirring up of her system—a strange, indefinite sensation creeping through her veins, and tingling, half painfully, half pleasurably, at her heart. Still, whenever she dared to look into the mirror, there she beheld herself pale as a white rose and with the crimson birthmark stamped upon her cheek. Not even Aylmer now hated it so much as she.

To dispel the tedium of the hours which her husband found it necessary to devote to the processes of combination and analysis, Georgiana turned over the volumes of his scientific library. In many dark old tomes she met with chapters full of romance and poetry. They were the works of philosophers of the middle ages, such as Albertus Magnus, Cornelius Agrippa, Paracelsus, and the famous friar who created the prophetic Brazen Head. All these antique naturalists stood in advance of their centuries, yet were imbued with some of their credulity, and therefore were believed, and perhaps imagined themselves to have acquired from the investigation of Nature a power above Nature, and from physics a sway over the spiritual world. Hardly less curious and imaginative were the early volumes of the Transactions of the Royal Society, in which the members, knowing little of the limits of natural possibility, were continually recording wonders or proposing methods whereby wonders might be wrought.

But to Georgiana the most engrossing volume was a large folio from her husband’s own hand, in which he had recorded every experiment of his scientific career, its original aim, the methods adopted for its development, and its final success or failure, with the circumstances to which either event was attributable. The book, in truth, was both the history and emblem of his ardent, ambitious, imaginative, yet practical and laborious life. He handled physical details as if there were nothing beyond them; yet spiritualized them all, and redeemed himself from materialism by his strong and eager aspiration towards the infinite. In his grasp the veriest clod of earth assumed a soul. Georgiana, as she read, reverenced Aylmer and loved him more profoundly than ever, but with a less entire dependence on his judgment than heretofore. Much as he had accomplished, she could not but observe that his most splendid successes were almost invariably failures, if compared with the ideal at which he aimed. His brightest diamonds were the merest pebbles, and felt to be so by himself, in comparison with the inestimable gems which lay hidden beyond his reach. The volume, rich with achievements that had won renown for its author, was yet as melancholy a record as ever mortal hand had penned. It was the sad confession and continual exemplification of the shortcomings of the composite man, the spirit burdened with clay and working in matter, and of the despair that assails the higher nature at finding itself so miserably thwarted by the earthly part. Perhaps every man of genius in whatever sphere might recognize the image of his own experience in Aylmer’s journal.

So deeply did these reflections affect Georgiana that she laid her face upon the open volume and burst into tears. In this situation she was found by her husband.

“It is dangerous to read in a sorcerer’s books,” said he with a smile, though his countenance was uneasy and displeased. “Georgiana, there are pages in that volume which I can scarcely glance over and keep my senses. Take heed lest it prove as detrimental to you.”

“It has made me worship you more than ever,” said she.

“Ah, wait for this one success,” rejoined he, “then worship me if you will. I shall deem myself hardly unworthy of it. But come, I have sought you for the luxury of your voice. Sing to me, dearest.”

So she poured out the liquid music of her voice to quench the thirst of his spirit. He then took his leave with a boyish exuberance of gayety, assuring her that her seclusion would endure but a little longer, and that the result was already certain. Scarcely had he departed when Georgiana felt irresistibly impelled to follow him. She had forgotten to inform Aylmer of a symptom which for two or three hours past had begun to excite her attention. It was a sensation in the fatal birthmark, not painful, but which induced a restlessness throughout her system. Hastening after her husband, she intruded for the first time into the laboratory.

The first thing that struck her eye was the furnace, that hot and feverish worker, with the intense glow of its fire, which by the quantities of soot clustered above it seemed to have been burning for ages. There was a distilling apparatus in full operation. Around the room were retorts, tubes, cylinders, crucibles, and other apparatus of chemical research. An electrical machine stood ready for immediate use. The atmosphere felt oppressively close, and was tainted with gaseous odors which had been tormented forth by the processes of science. The severe and homely simplicity of the apartment, with its naked walls and brick pavement, looked strange, accustomed as Georgiana had become to the fantastic elegance of her boudoir. But what chiefly, indeed almost solely, drew her attention, was the aspect of Aylmer himself.

He was pale as death, anxious and absorbed, and hung over the furnace as if it depended upon his utmost watchfulness whether the liquid which it was distilling should be the draught of immortal happiness or misery. How different from the sanguine and joyous mien that he had assumed for Georgiana’s encouragement!

“Carefully now, Aminadab; carefully, thou human machine; carefully, thou man of clay!” muttered Aylmer, more to himself than his assistant. “Now, if there be a thought too much or too little, it is all over.”

“Ho! ho!” mumbled Aminadab. “Look, master! look!”

Aylmer raised his eyes hastily, and at first reddened, then grew paler than ever, on beholding Georgiana. He rushed towards her and seized her arm with a gripe that left the print of his fingers upon it.

“Why do you come hither? Have you no trust in your husband?” cried he, impetuously. “Would you throw the blight of that fatal birthmark over my labors? It is not well done. Go, prying woman, go!”

“Nay, Aylmer,” said Georgiana with the firmness of which she possessed no stinted endowment, “it is not you that have a right to complain. You mistrust your wife; you have concealed the anxiety with which you watch the development of this experiment. Think not so unworthily of me, my husband. Tell me all the risk we run, and fear not that I shall shrink; for my share in it is far less than your own.”

“No, no, Georgiana!” said Aylmer, impatiently; “it must not be.”

“I submit,” replied she calmly. “And, Aylmer, I shall quaff whatever draught you bring me; but it will be on the same principle that would induce me to take a dose of poison if offered by your hand.”

“My noble wife,” said Aylmer, deeply moved, “I knew not the height and depth of your nature until now. Nothing shall be concealed. Know, then, that this crimson hand, superficial as it seems, has clutched its grasp into your being with a strength of which I had no previous conception. I have already administered agents powerful enough to do aught except to change your entire physical system. Only one thing remains to be tried. If that fail us we are ruined.”

“Why did you hesitate to tell me this?” asked she.

“Because, Georgiana,” said Aylmer, in a low voice, “there is danger.”

“Danger? There is but one danger—that this horrible stigma shall be left upon my cheek!” cried Georgiana. “Remove it, remove it, whatever be the cost, or we shall both go mad!”

“Heaven knows your words are too true,” said Aylmer, sadly. “And now, dearest, return to your boudoir. In a little while all will be tested.”

He conducted her back and took leave of her with a solemn tenderness which spoke far more than his words how much was now at stake. After his departure Georgiana became rapt in musings. She considered the character of Aylmer, and did it completer justice than at any previous moment. Her heart exulted, while it trembled, at his honorable love—so pure and lofty that it would accept nothing less than perfection nor miserably make itself contented with an earthlier nature than he had dreamed of. She felt how much more precious was such a sentiment than that meaner kind which would have borne with the imperfection for her sake, and have been guilty of treason to holy love by degrading its perfect idea to the level of the actual; and with her whole spirit she prayed that, for a single moment, she might satisfy his highest and deepest conception. Longer than one moment she well knew it could not be; for his spirit was ever on the march, ever ascending, and each instant required something that was beyond the scope of the instant before.

The sound of her husband’s footsteps aroused her. He bore a crystal goblet containing a liquor colorless as water, but bright enough to be the draught of immortality. Aylmer was pale; but it seemed rather the consequence of a highly-wrought state of mind and tension of spirit than of fear or doubt.

“The concoction of the draught has been perfect,” said he, in answer to Georgiana’s look. “Unless all my science have deceived me, it cannot fail.”

“Save on your account, my dearest Aylmer,” observed his wife, “I might wish to put off this birthmark of mortality by relinquishing mortality itself in preference to any other mode. Life is but a sad possession to those who have attained precisely the degree of moral advancement at which I stand. Were I weaker and blinder it might be happiness. Were I stronger, it might be endured hopefully. But, being what I find myself, methinks I am of all mortals the most fit to die.”

“You are fit for heaven without tasting death!” replied her husband “But why do we speak of dying? The draught cannot fail. Behold its effect upon this plant.”

On the window seat there stood a geranium diseased with yellow blotches, which had overspread all its leaves. Aylmer poured a small quantity of the liquid upon the soil in which it grew. In a little time, when the roots of the plant had taken up the moisture, the unsightly blotches began to be extinguished in a living verdure.

“There needed no proof,” said Georgiana, quietly. “Give me the goblet I joyfully stake all upon your word.”

“Drink, then, thou lofty creature!” exclaimed Aylmer, with fervid admiration. “There is no taint of imperfection on thy spirit. Thy sensible frame, too, shall soon be all perfect.”

She quaffed the liquid and returned the goblet to his hand.

“It is grateful,” said she with a placid smile. “Methinks it is like water from a heavenly fountain; for it contains I know not what of unobtrusive fragrance and deliciousness. It allays a feverish thirst that had parched me for many days. Now, dearest, let me sleep. My earthly senses are closing over my spirit like the leaves around the heart of a rose at sunset.”

She spoke the last words with a gentle reluctance, as if it required almost more energy than she could command to pronounce the faint and lingering syllables. Scarcely had they loitered through her lips ere she was lost in slumber. Aylmer sat by her side, watching her aspect with the emotions proper to a man the whole value of whose existence was involved in the process now to be tested. Mingled with this mood, however, was the philosophic investigation characteristic of the man of science. Not the minutest symptom escaped him. A heightened flush of the cheek, a slight irregularity of breath, a quiver of the eyelid, a hardly perceptible tremor through the frame,—such were the details which, as the moments passed, he wrote down in his folio volume. Intense thought had set its stamp upon every previous page of that volume, but the thoughts of years were all concentrated upon the last.

While thus employed, he failed not to gaze often at the fatal hand, and not without a shudder. Yet once, by a strange and unaccountable impulse he pressed it with his lips. His spirit recoiled, however, in the very act, and Georgiana, out of the midst of her deep sleep, moved uneasily and murmured as if in remonstrance. Again Aylmer resumed his watch. Nor was it without avail. The crimson hand, which at first had been strongly visible upon the marble paleness of Georgiana’s cheek, now grew more faintly outlined. She remained not less pale than ever; but the birthmark with every breath that came and went, lost somewhat of its former distinctness. Its presence had been awful; its departure was more awful still. Watch the stain of the rainbow fading out the sky, and you will know how that mysterious symbol passed away.

“By Heaven! it is well-nigh gone!” said Aylmer to himself, in almost irrepressible ecstasy. “I can scarcely trace it now. Success! success! And now it is like the faintest rose color. The lightest flush of blood across her cheek would overcome it. But she is so pale!”

He drew aside the window curtain and suffered the light of natural day to fall into the room and rest upon her cheek. At the same time he heard a gross, hoarse chuckle, which he had long known as his servant Aminadab’s expression of delight.

“Ah, clod! ah, earthly mass!” cried Aylmer, laughing in a sort of frenzy, “you have served me well! Matter and spirit—earth and heaven—have both done their part in this! Laugh, thing of the senses! You have earned the right to laugh.”

These exclamations broke Georgiana’s sleep. She slowly unclosed her eyes and gazed into the mirror which her husband had arranged for that purpose. A faint smile flitted over her lips when she recognized how barely perceptible was now that crimson hand which had once blazed forth with such disastrous brilliancy as to scare away all their happiness. But then her eyes sought Aylmer’s face with a trouble and anxiety that he could by no means account for.

“My poor Aylmer!” murmured she.

“Poor? Nay, richest, happiest, most favored!” exclaimed he. “My peerless bride, it is successful! You are perfect!”

“My poor Aylmer,” she repeated, with a more than human tenderness, “you have aimed loftily; you have done nobly. Do not repent that with so high and pure a feeling, you have rejected the best the earth could offer. Aylmer, dearest Aylmer, I am dying!”

Alas! it was too true! The fatal hand had grappled with the mystery of life, and was the bond by which an angelic spirit kept itself in union with a mortal frame. As the last crimson tint of the birthmark—that sole token of human imperfection—faded from her cheek, the parting breath of the now perfect woman passed into the atmosphere, and her soul, lingering a moment near her husband, took its heavenward flight. Then a hoarse, chuckling laugh was heard again! Thus ever does the gross fatality of earth exult in its invariable triumph over the immortal essence which, in this dim sphere of half development, demands the completeness of a higher state. Yet, had Alymer reached a profounder wisdom, he need not thus have flung away the happiness which would have woven his mortal life of the selfsame texture with the celestial. The momentary circumstance was too strong for him; he failed to look beyond the shadowy scope of time, and, living once for all in eternity, to find the perfect future in the present.





The Book of the Grotesque

SHERWOOD ANDERSON

The writer, an old man with a white moustache, had some difficulty in getting into bed. The windows of the house in which he lived were high and he wanted to look at the trees when he awoke in the morning. A carpenter came to fix the bed so that it would be on a level with the window.

Quite a fuss was made about the matter. The carpenter, who had been a soldier in the Civil War, came into the writer’s room and sat down to talk of building a platform for the purpose of raising the bed. The writer had cigars lying about and the carpenter smoked.

For a time the two men talked of the raising of the bed and then they talked of other things. The soldier got on the subject of the war. The writer, in fact, led him to that subject. The carpenter had once been a prisoner in Andersonville prison and had lost a brother. The brother had died of starvation, and whenever the carpenter got upon that subject he cried. He, like the old writer, had a white moustache, and when he cried he puckered up his lips and the moustache bobbed up and down. The weeping old man with the cigar in his mouth was ludicrous. The plan the writer had for the raising of his bed was forgotten and later the carpenter did it in his own way and the writer, who was past sixty, had to help himself with a chair when he went to bed at night.

In his bed the writer rolled over on his side and lay quite still. For years he had been beset with notions concerning his heart. He was a hard smoker and his heart fluttered. The idea had got into his mind that he would sometime die unexpectedly and always when he got into bed he thought of that. It did not alarm him. The effect in fact was quite a special thing and not easily explained. It made him more alive, there in bed, than at any other time. Perfectly still he lay and his body was old and not of much use any more, but something inside him was altogether young. He was like a pregnant woman, only that the thing inside him was not a baby but a youth. No, it wasn’t a youth, it was a woman, young, and wearing a coat of mail like a knight. It is absurd, you see, to try to tell what was inside the old writer as he lay on his high bed and listened to the fluttering of his heart. The thing to get at is what the writer, or the young thing within the writer, was thinking about.

The old writer, like all of the people in the world, had got, during his long life, a great many notions in his head. He had once been quite handsome and a number of women had been in love with him. And then, of course, he had known people, many people, known them in a peculiarly intimate way that was different from the way in which you and I know people. At least that is what the writer thought and the thought pleased him. Why quarrel with an old man concerning his thoughts?

In the bed the writer had a dream that was not a dream. As he grew somewhat sleepy but was still conscious, figures began to appear before his eyes. He imagined the young indescribable thing within himself was driving a long procession of figures before his eyes.

You see the interest in all this lies in the figures that went before the eyes of the writer. They were all grotesques. All of the men and women the writer had ever known had become grotesques.

The grotesques were not all horrible. Some were amusing, some almost beautiful, and one, a woman all drawn out of shape, hurt the old man by her grotesqueness. When she passed he made a noise like a small dog whimpering. Had you come into the room you might have supposed the old man had unpleasant dreams or perhaps indigestion.

For an hour the procession of grotesques passed before the eyes of the old man, and then, although it was a painful thing to do, he crept out of bed and began to write. Some one of the grotesques had made a deep impression on his mind and he wanted to describe it.

At his desk the writer worked for an hour. In the end he wrote a book which he called “The Book of the Grotesque”. It was never published, but I saw it once and it made an indelible impression on my mind. The book had one central thought that is very strange and has always remained with me. By remembering it I have been able to understand many people and things that I was never able to understand before. The thought was involved but a simple statement of it would be something like this:

That in the beginning when the world was young there were a great many thoughts but no such thing as a truth. Man made the truths himself and each truth was a composite of a great many vague thoughts. All about in the world were the truths and they were all beautiful.

The old man had listed hundreds of the truths in his book. I will not try to tell you of all of them. There was the truth of virginity and the truth of passion, the truth of wealth and of poverty, of thrift and of profligacy, of carefulness and abandon. Hundreds and hundreds were the truths and they were all beautiful.

And then the people came along. Each as he appeared snatched up one of the truths and some who were quite strong snatched up a dozen of them.

It was the truths that made the people grotesques. The old man had quite an elaborate theory concerning the matter. It was his notion that the moment one of the people took one of the truths to himself, called it his truth and tried to live his life by it, he became a grotesque and the truth he embraced became a falsehood.

You can see for yourself how the old man, who had spent all of his life writing and was filled with words, would write hundreds of pages concerning this matter. The subject would become so big in his mind that he himself would be in danger of becoming a grotesque. He didn’t, I suppose, for the same reason that he never published the book. It was the young thing inside him that saved the old man.

Concerning the old carpenter who fixed the bed for the writer, I only mentioned him because he, like many of what are called very common people, became the nearest thing to what is understandable and lovable of all the grotesques in the writer’s book.





Assisting Medical Students in the Creation
of a Class Oath Using Comics

MICHAEL REDINGER, CHERYL DICKSON,
AND ELIZABETH LORBEER

Kalamazoo, Michigan, is home to one of the newest medical schools in the United States, the Western Michigan University Homer Stryker M.D. School of Medicine. From its outset, the faculty has been determined to engage students as adult learners by incorporating team-based pedagogical methods. The curriculum has a horizontal and vertical integration design, including small group sessions that engage students in interactive participatory exercises. Formal lectures are included on a limited basis. While this process has had inevitable challenges, it has allowed us to think more broadly about content and develop creative modalities for its delivery. As we have developed the professionalism curriculum, our goal has been to engage students and motivate continuous growth and maturation in this area, beginning early in training.

Our desire to focus on professionalism early in training is supported by research on medical student well-being. Studies indicate that during medical school, students experience high levels of personal distress that can contribute to worsened academic performance, competency, professionalism, and health. In the area of professionalism, this can be measured as an increase in cynicism and a loss of empathy and humanitarianism, despite the fact that a desire to “help others” is among the frequently cited reasons for choosing to become a physician.1 Further, research from the Pew Research Center suggests that millennials, who make up the majority of current medical students, are more cynical than previous generations.2 As the faculty members tasked with developing the professionalism curriculum, we felt this needed to be addressed from the outset of their medical careers.

The modality chosen for engaging this aspect of professional education was to have the students reflect on the virtues incumbent in the practice of medicine and to work together to combine their thoughts by creating a shared class “Medical Student Oath.” In order to assist their critical thinking, it was decided to have the students analyze depictions of physicians in art and literature with the hope that incorporating the humanities would help the students appreciate the unique nature and value-laden meaning of medicine in society.

Prior to the class sessions, students were provided introductory information about professionalism in medicine and the history of oaths. In keeping with the recent trend of having medical students collectively write their own oaths as part of the process of inculcating them into the medical guild, they also were provided an overview of how to write a medical oath, information about typical content in medical student oaths, and access to historical oaths, including the ancient Hippocratic Oath, as well as modern examples, such as the Declaration of Geneva from the World Medical Association.3

At the beginning of the formal two-hour session, students were asked to view two Norman Rockwell portraits of working physicians depicted on covers for the Saturday Evening Post, “Before the Shot/A Study for the Doctor’s Office” (1958) and “Norman Rockwell Visits a Family Doctor” (1947).4 The pieces were chosen as representative of idealistic depictions of professional physicians. The students were asked to describe the setting, the actions of the physicians within the setting, and the relationship between the physicians and their patients and patients’ family members. They also were asked to describe the virtues that the physicians were depicted as embodying. Doing so enabled the students to codify many of the positive traits that can characterize the medical profession.

The students were then shown comic strips from the contemporary series, “Pearls Before Swine,” written and illustrated by Stephen Pastis. The series follows several anthropomorphic characters, including Rat, who often engages in self-employment in order to defraud others. This often has the effect of providing a cynical, but not necessarily unrealistic, perspective on different jobs or professions. In the strips shown to the class, Rat is shown as a physician treating patients. During those interactions, Rat is depicted as impatient, narcissistic, greedy, and entirely under the sway of the pharmaceutical industry. The students are then asked to repeat the previous descriptive exercise, but, this time, to describe the vices that Rat was embodying.5

Once the corresponding lists of virtues and vices were compiled, the medical students were asked to work in groups and use the positive and negative descriptors of physician professionalism to create a code of conduct for themselves. They also were provided with supplemental information from the American Board of Internal Medicine Foundation’s, “Medical Professionalism in the New Millennium: A Physician Charter” and the Association of American Medical Colleges and National Board of Medical Examiners’ “Embedding Professionalism in Medical Education: Assessment as a Tool for Implementation.”6 Student leaders were elected from each group to collaborate in combining the individual group versions into a final version that would serve as their class Medical Student Oath. This Class Oath was sent to the Dean’s Cabinet for final approval and then collectively recited at the end of their White Coat Ceremony.

The level of engagement that this process engendered was appreciated in the voracity of the deliberations and negotiations that occurred both during the sessions devoted to the construction of the oath and in discussions afterwards about what to include in the final oath. Further, the students reported a high level of ownership in their created oath and rated the sessions highly on course evaluation surveys. Overall, the process of using art and contemporary literature in the form of comics served as an excellent gateway into the topic of medical professionalism for new medical students. As the students move through the curriculum, we plan on further reflective exercises revisiting the oath and utilizing comics as the students prepare to enter their third-year clerkships during their Transitions to Clinical Applications course and at the end of their medical school career as during their Ethics and Professionalism Capstone week. Our hope is that by guiding critical reflection on professional virtues and vices and providing a creative outlet for the idealism that contributed to their decision to enter medicine, this process will help to serve as a bulwark against cynicism and unprofessional behavior as they progress in medical school and their careers.

NOTES

1.Dyrbye and Shanafelt, “Medical Student Distress.”
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3.Sulmasy, “What Is an Oath and Why Should a Physician Swear One?”; Lorbeer, “Getting Started at WMed: Writing a Medical Oath”; Kao and Parsi, “Content Analyses of Oaths Administered at U.S. Medical Schools in 2000”; “Various Physicians Oaths.”

4.Rockwell, “Before the Shot / A Study for the Doctor’s Office”; Rockwell, “Visits a Country Doctor.”

5.Pastis, “Pearls Before Swine, February 20, 2014 Via @GoComics”; Pastis, “Pearls Before Swine, March 04, 2014 Via @GoComics”; Pastis, “Pearls Before Swine, August 20, 2014 Via @GoComics”; Pastis, “Pearls Before Swine, August 21, 2014 Via @GoComics.”

6.Sox, “Medical Professionalism in the New Millennium”; Association of American Medical Colleges and National Board of Medical Examiners, “Embedding Professionalism in Medical Education.”





Literature and Psychiatry

LLOYD A. WELLS

As this volume attests, there are many approaches to teaching psychiatry and literature. One can imagine a course of psychiatry as literature—for example, reading Freud’s Interpretation of Dreams or de la Tourette’s monograph on the syndrome, which now bears his name. One can imagine a course on how great literature illuminates psychiatry, with an emphasis on great writing. Indeed, one can imagine many delightful courses.

The elective I hosted for over twenty years was fun and often led to lively discussions. This seminar was entirely voluntary, and at any one time between three and twelve residents—and an occasional medical student committed to psychiatry—participated. The two ground rules were that participants would commit for a year and that they would do the reading. Each resident was responsible for leading the discussion, in turn, and when a participant was to lead the discussion, she or he was also responsible for choosing the reading selection. For the discussion, both the seminar leader and I would prepare a list of questions based on the reading. These questions generally dealt with the relationship of the reading to the profession of psychiatry. Fiction or poetry is unlikely to enlighten a young psychiatrist about neural transmitters or pharmacogenomics, but it is a very good source of discourse about ethics and professionalism.

There were no novel didactic approaches—this was an old-fashioned seminar. Participants did the reading, thought about it, and came prepared to discuss it, with emphasis on its psychiatric aspects. There were no pre- or post-tests, no effort to measure what had been learned. Most members of the seminar, over the years, thought it was fun, and some certainly believed they learned from it.

We read many forms of literature over the years: novels, short stories, poems, plays. We read everything from classics to thrillers, and some of the best discussions were triggered by works that did not come close to qualifying as great literature. Indeed, a good starting point each year was to read and discuss a piece that some of the residents were already reading or had recently read. These pieces were rarely great literature.

For example, Sandra Block, a young physician, wrote a book, Little Black Lies, which is in the thriller genre.1 Her protagonist is a young woman who is a resident in psychiatry. She is trying to learn about her biological mother and has a series of misadventures, which nearly result in her death. The book has problems, but the depiction of residency is accurate. Some of the questions we discussed included the resident’s relationships with her attending and her psychiatrist, and the role of her own attention-deficit hyperactivity disorder in her development as a psychiatrist. In particular, the residents resonated to a wonderful comment of the resident-protagonist: “Forty-five-year-old woman with diabetes, hypertension and a new onset of visual hallucinations. As per her son, she has been complaining of seeing dinosaurs in the backyard. A surge of contentment runs through me. Dinosaurs in the backyard. My beloved, chosen field: psychiatry.” Residents enjoy discovering enthusiasm for and love of their field. Many useful seminars were devoted to readings such as this, which would never make it into a literature class.

In contrast, Virginia Woolf was a great writer, and her novel, Mrs. Dalloway, is an important work and holds a historic place in the development of the modern novel.2 A young man with severe depression and post-traumatic stress disorder, related to his service in World War I, is attended by two physicians. The family physician, well intended, keeps telling the patient that “there is nothing wrong” with him and makes him feel guilty for his wife’s concern about him. The doctor prescribes bromides and is intrusive in seeing and talking to the patient. While the doctor views himself as kind, the patient thinks of him as “the repulsive brute with the blood-red nostrils.”3 The second physician, a psychiatrist, has a contrived, benign bedside manner. He tells the patient that he needs rest and counters his strong suicidal impulse by telling him that life is good. The sad denouement occurs when the patient, hearing one of the doctors arriving to see him again, commits suicide by jumping out a fifth-floor window, in part to escape the doctor.

Some of the questions posed for discussion were:

1.If you were seriously depressed, which of these physicians would you prefer as your doctor?

2.What breaches of professionalism were committed by each of these physicians? Were they aware of them?

3.What ethical boundaries did the physicians breach?

4.If this suicide were reported to a modern Board of Medical Practice, it would likely find that the patient had received good care. How would you react to such a finding?

The seminar often discussed poems. Of these, W. H. Auden’s “Musée de Beaux Arts” always led to wonderful discussions, for it concerns the perceived impossibility of true empathy.4 This perception is debatable (and was vigorously debated), but a reading of the poem led many residents to question many “empathic” statements of theirs to patients, such as “I know how you must feel,” or any variant of “I feel your pain.” At worst, such statements are self-serving, and at best they do little good. Eliminating them from patient discourse, as many residents did, may have been salutary.

Let me consider two popular seminar readings in more depth. The first is “The Survivor,” a chapter in Julian Barnes’s fascinating book, A History of the World in 10½ Chapters,5 and the second is “Quitters, Inc.,” a short story by Stephen King.6

In “The Survivor,” a relatively young woman takes her husband’s boat and her cat, then acquires another cat and sails away as nuclear war breaks out. She sails aimlessly and eventually lands on a deserted island. She hopes ultimately to contribute to making a new and better world. One of the cats is pregnant and gives birth to a healthy kitten. At night, the woman has recurrent dreams that she is in some sort of locked setting, with a man talking to her. It eventually becomes evident that this man is a psychiatrist.

He tells her that the nuclear war was averted, that she sailed in circles, and that she was eventually rescued with two emaciated cats. He indicated that prior to the boat trip, she had been having great difficulties with her relationship with her husband. He tells her, “Well, we called in your files from the north, you see. There does seem to be a pattern. You like putting all your eggs in one basket. With the same type of man. And that’s always a bit dangerous, isn’t it? … We call it the persistent victim syndrome. PVS.”7

The writing is such that it is impossible for the reader to discern whether the woman is in fact on an island with cats and a kitten, dreaming repetitively of a psychiatrist, or whether she is in a psychiatric hospital dealing with delusions. (My bias is that she is indeed in a psychiatric hospital, given the fact that the words of the psychiatrist are consistently psychiatric and not dream-like, but who knows?)

Three features of this chapter have generated a great deal of discussion among residents:

1.What really happened? (Lengthy discussion is futile.)

2.How different is the patient’s experience from that which the psychiatrist is observing? How commonly might a patient’s experience of hospitalization be very different than what it seems to us?

3.What about PVS? What is the effect of mentioning such a “diagnosis” to a patient? The residents find this pseudo-diagnosis condescending in context and then look at their own use of similar diagnostic shortcuts. There can be a very good discussion of dismissive and value-laden official and unofficial diagnostic terms.

Other chapters in this book are well worth discussing as well. “Parenthesis” talks of “imaginative sympathy” as a prerequisite for love. Imaginative sympathy is very similar to projective identification. Why is projective identification “bad” while imaginative sympathy is wonderful?

Of all the readings used in the seminar over the years, the most popular, leading to the most intense discussions, has been a short story, “Quitters,” by Stephen King.

It is a story about a man, Dick Morrison, who is struggling somewhat in his work life and smoking a great deal. He runs into an old friend, Jimmy McCann, in an airport bar, and his friend tells him of his success in smoking cessation through a program called Quitters, Inc. Morrison goes to the facility, where a counselor tells him of the 98 percent success rate of the program. Morrison signs up for the program and promises not to smoke again. He learns that Quitters, Inc. is a foundation set up by a Mafia don as he was dying from a smoking-related disease. When the patient becomes ambivalent about his decision to stop smoking, he learns that a relapse will result in his wife being abducted and receiving a series of painful electric shocks. Further relapses, he learned, would lead to similar treatment for his mentally retarded son, followed by escalating interventions against both his wife and son. The patient has one relapse, and his wife receives electric shocks. He is not allowed to withdraw from the program. Over time, he does well. He has another encounter with his counselor on the issue of weight control after smoking cessation and is told that if his weight exceeds a certain limit, the Foundation would amputate one of his wife’s fingers. It is very far-fetched but still quite chilling. Morrison has an outstanding outcome for both smoking cessation and weight control.

Two quotations make the story even more chilling.

In the first, the counselor is describing the “steps” of the program—increasingly awful tortures.


“And the tenth?”, Morrison asked, his mouth dry.

Donetti shook his head sadly. “Then we give up, Mr. Morrison. You become part of the unregenerative two percent.”

“You really give up?”

“In a manner of speaking.” He opened one of the desk drawers and laid a silenced .45 on the desk. He smiled into Morrison’s eyes. “But even the unregenerative two percent never smoke again. We guarantee it.”8



The second quotation is at the end of the story. Morrison has unexpectedly encountered Jimmy McCann at the theater. “Morrison has never met his wife. She is pretty in the radiant way plain girls sometimes have when they are very, very happy. She offers her hand and Morrison shakes it. There is something odd about her grip, and halfway through the second act he realizes what it was. The little finger on her right hand is missing.”9

This is an amusing, macabre, and rather silly story, but it has resonated with a great many psychiatry residents and often leads to very rich discussions. Smoking cessation—and so many other psychiatric interventions—are positive benefits to a person in terms of health. Physicians and other healthcare providers certainly do not approve of smoking. But how intrusive can and should physicians—and especially psychiatrists—be when a patient is negative or ambivalent about a treatment that will likely help him or her? After various court proceedings, psychiatrists are allowed to treat some patients against their will. How far can and should we go? The ethical questions are myriad.

The ludicrous nature of this short story makes it, in some ways, easier to discuss. However bizarre and intrusive psychiatry may sometimes seem, it does not involve patient assassination or the dismemberment of patients’ relatives. But perhaps because the story is so ludicrous, the residents seem more open to engage on topics related to psychiatric control and patient autonomy than they are with more realistic readings. Although they begin the discussion seeing an unbridgeable gap between the short story and their own practice, they often end up discerning conceptual similarities. Some residents actually feel guilty about how directive they have been with patients.

Residents react very strongly to the receipt of the bill in the story.

Literature matters and is important to understanding ourselves and our profession.

NOTES
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Structural Violence, HIV/AIDS, and the
Use of Narrative Medicine to Examine
Individual and Collective Storytelling

SAMANTHA BARRICK AND ROSA LEE

“Structural violence” is a term first used by sociologist Johan Galtung in the 1960s to describe how structural forces in society create unequal distributions of power and resources that prevent individuals and groups from achieving their full potential. Galtung writes, “violence is present when human beings are being influenced so that their actual somatic and mental realizations are below their potential realizations.”1 In its medical implication, structural violence refers to societal institutions such as legal, political, economic, and cultural systems that hinder patients from achieving health and instead subject them to illness, disability, and premature death. In their article, “Structural Violence and Clinical Medicine,” Paul Farmer and colleagues call upon health professionals to apply the conceptual framework of structural violence to diagnose and manage disease, not only so that they may understand the societal structures that are responsible for illness, but also so that they may develop preventive and therapeutic interventions that directly address the forces responsible for the disease. Their article is reprinted in this volume on pages 231–243.

As we move to educate medical students to recognize the social determinants of health and address health disparities, it is useful to adopt the position taken by Farmer and his colleagues. They write, “with few exceptions, clinicians are not trained to understand such social forces … Because they seem so ordinary in our way of understanding the world, they appear invisible.”2 Hence, teaching about structural violence and illness reveals a deeper and more nuanced understanding of illness. Engaging in these philosophies creates opportunities for students to recognize their own underlying assumptions and potential biases that may unwittingly perpetuate structural violence.

The use of structural violence as an interpretive lens by which to read the “text” of illness lends itself naturally to the field of narrative medicine. Narrative medicine breaks disciplinary boundaries by encouraging clinicians to apply tools of literary analysis and close reading to patients’ stories, as well as to their own reflective writings about their patients. Rita Charon, a pioneer in the field of narrative medicine, has championed the notion of training health providers in narrative analysis as a way “to supply health professionals with the equipment to interpret and make sense of the stories of others.”3 At our institution, the Sophie Davis Program in Biomedical Education at CUNY School of Medicine, we have incorporated the use of narrative medicine into our teaching of the social determinants of health. Sociomedical Sciences is the first in a sequence of courses offered at our institution that teaches students about the social foundations of health and disease. In this interdisciplinary course, which draws upon the fields of medical anthropology, sociology, and behavioral medicine, students are introduced to the concepts of social determinants of health, health disparities, and the relationship between culture, illness, and health. We developed a class session using narrative medicine techniques to introduce the framework of structural violence in understanding the HIV epidemic in the United States. This class session is based upon the following principles:

1.As a result of structural violence, particular individuals and communities bear a disproportionate burden from HIV in the United States. This burden is magnified by cultural beliefs and biases that continue to stigmatize these patients who suffer from HIV.

2.The conceptual framework of structural violence and its relation to illness can be taught in a powerful and effective way when the individual narratives of people living with HIV/AIDS are mapped onto these broader structural issues. These personal stories give powerful clues to some of the deeper meanings and nuances in the understanding of illness.

3.The practice of narrative medicine, which is rooted in close reading and reflective writing, is a powerful tool of self-reflection that encourages students to strive toward recognizing how they receive these stories as the lens through which they ultimately imagine, understand, and endeavor to feel equipped to witness the suffering of others.

The session was cotaught by a faculty member in clinical medicine (R. L., the course director) and the director of the Humanities in Medicine program (S. B.).

In preparation for the class session, students were required to read the essay “Structural Violence and Clinical Medicine” by Paul Farmer and colleagues, which defines structural violence and describes clinical interventions that specifically address structural violence as forces that contribute to suffering from HIV/AIDS.

1. INTRODUCTION TO NARRATIVE MEDICINE (TEN MINUTES)

We introduced the practice of narrative medicine as a discipline that uses the tools of literary analysis and reflective writing to hone our observation skills and to reposition narrative in the practice of health and medicine. The particular tools of literary analysis that we focused on with the students included: observations of choices made by the author/speaker in his or her creation of voice, tone, temporality, setting, and mood. Students were encouraged to take note of omissions and silence in the stories. They were encouraged to query what these voids may indicate about the motivation for sharing this particular narrative and how these omissions speak to the relationships of power between writer/teller and audience. The second tool of narrative medicine was reflective writing, the practice described by Charon as “inviting learners to write in the shadow of the text they just read,”4 then sharing the writing with the group to illuminate the activity of reading or listening as a coconstructed act between teller/writer and listener/reader.

2. THEORETICAL FRAMEWORK OF STRUCTURAL VIOLENCE
(TEN MINUTES)

We reviewed key points in the assigned reading about structural violence. We asked students to apply the framework of structural violence to HIV in the United States. Specifically, we asked students to consider how racism, poverty, and stigmatism of homosexuality impacts not only who acquires HIV, but the disease course and prognosis in individuals with HIV/AIDS.

3. THEORETICAL FRAMEWORK WITH PERSONAL NARRATIVES
OF HIV (TWENTY MINUTES)

We then showed an eleven-minute video clip from “In the Life: An Invisible Crisis,”5 an episode in the series HIV Sisters, which underscored many of the key points of the class session by connecting social statistics about HIV/AIDS in the black and Latino community to personal and collective narratives of people living with HIV/AIDS. A brief class discussion followed the video with questions focused on the narrative voice of the people in the video as well as its representation of forces leading to structural violence through HIV/AIDS.

4. THE NARRATIVE AND WRITING PROMPT (FIFTEEN MINUTES)

Students were then shown a four-minute video clip from the series HIV Sisters. The video features a woman with HIV named Kryssy, who tells her personal narrative of her illness and speaks about how socioeconomic and familial factors have affected some of the choices she made in her life. At the end of the video, Kryssy expresses optimism for her future by stating that she is preparing to take her GED and “make something of her life.”6 After the video, the students were given the following prompt for an in-class writing assignment: “You are going to spend the next seven minutes writing the continuation of Kryssy’s story in a fictionalized fashion. It can be written from any narrative point of view, in any genre, and in any setting, but it should look into Kryssy’s future and tell us how it unfolds.”

5. SHARING (FIFTEEN MINUTES)

At the end of the writing exercise, students were invited to share their writing. Several students, as well as one of the instructors, read their writing aloud to the class. Students were encouraged to comment on their classmates’ writings by utilizing tools of literary analysis to observe features of the written text itself, such as tone, voice, temporal structure, and plot, rather than commenting or making judgments about the writer or speaker. The instructors emphasized that the goal of the exercise was quality engagement—in both the reflective writing process as well as the discussion—rather than on the final written product.

While formal student responses for medical education research purposes were not collected, students informally responded very favorably to the class session, citing it as both highly engaging and cohesive. In particular, students enjoyed the opportunity to write and share their version of Kryssy’s story with their classmates. The active participation of students during the large-group session (sixty-two students in the class) demonstrated that the practice of narrative medicine and reflective writing techniques was feasible in a large-group setting.

Our class experience demonstrates one way that social determinants of health and health disparities may be taught to medical students through the study of personal narratives and incorporation of narrative medicine techniques. This practice encourages participants to focus on the singular act of paying attention in order to uncover deeper meanings of illness, which we believe helps students develop empathic listening skills and a deeper engagement in the process of understanding and treating patients with illness. We also believe that the opportunity for self-reflection offered by this exercise helps students identify and ultimately challenge their own underlying belief systems, which may affect the ways they engage in the healthcare of their future patients and the health of communities. By engaging the imagination of the students and encouraging them to carry on these narratives in a classroom exercise, we make visible what they hope or believe to be possible in the lives of other people and themselves.

NOTES
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Structural Violence and Clinical Medicine

PAUL FARMER, BRUCE NIZEYE, SARA STULAC,
AND SALMAAN KESHAVJEE

Because of contact with patients, physicians readily appreciate that large-scale social forces—racism, gender inequality, poverty, political violence and war, and sometimes the very policies that address them—often determine who falls ill and who has access to care. For practitioners of public health, the social determinants of disease are even harder to disregard.

Unfortunately, this awareness is seldom translated into formal frameworks that link social analysis to everyday clinical practice. One reason for this gap is that the holy grail of modern medicine remains the search for the molecular basis of disease. While the practical yield of such circumscribed inquiry has been enormous, exclusive focus on molecular-level phenomena has contributed to the increasing “desocialization” of scientific inquiry: a tendency to ask only biological questions about what are in fact biosocial phenomena.1

Biosocial understandings of medical phenomena are urgently needed. All those involved in public health sense this, especially when they serve populations living in poverty. Social analysis, however rudimentary, occurs at the bedside, in the clinic, in field sites, and in the margins of the biomedical literature. It is to be found, for example, in any significant survey of adherence to therapy for chronic diseases2, 3 and in studies of what were once termed “social diseases” such as venereal disease and tuberculosis (TB).4_8 The emerging phenomenon of acquired resistance to antibiotics—including antibacterial, antiviral, and antiparasitic agents—is perforce a biosocial process, one which began less than a century ago as novel treatments were introduced.9 Social analysis is heard in discussions about illnesses for which significant environmental components are believed to exist, such as asthma and lead poisoning.10_15 Can we speak of the “natural history” of any of these diseases without addressing social forces, including racism, pollution, poor housing, and poverty, that shape their course in both individuals and populations? Does our clinical practice acknowledge what we already know—namely, that social and environmental forces will limit the effectiveness of our treatments? Asking these questions needs to be the beginning of a conversation within medicine and public health, rather than the end of one.

WHAT IS STRUCTURAL VIOLENCE

Structural violence, a term coined by Johan Galtung and by liberation theologians during the 1960s, describes social structures—economic, political, legal, religious, and cultural—that stop individuals, groups, and societies from reaching their full potential. In its general usage, the word violence often conveys a physical image; however, according to Galtung, it is the “avoidable impairment of fundamental human needs or … the impairment of human life, which lowers the actual degree to which someone is able to meet their needs below that which would otherwise be possible.” Structural violence is often embedded in longstanding “ubiquitous social structures, normalized by stable institutions and regular experience.” Because they seem so ordinary in our ways of understanding the world, they appear almost invisible. Disparate access to resources, political power, education, health care, and legal standing are just a few examples. The idea of structural violence is linked very closely to social injustice and the social machinery of oppression.16

DEFINING STRUCTURAL VIOLENCE

The term “structural violence” is one way of describing social arrangements that put individuals and populations in harm’s way. The arrangements are structural because they are embedded in the political and economic organization of our social world; they are violent because they cause injury to people (typically, not those responsible for perpetuating such inequalities). With few exceptions, clinicians are not trained to understand such social forces, nor are we trained to alter them. Yet it has long been clear that many medical and public health interventions will fail if we are unable to understand the social determinants of disease.17,18

The good news is that such biosocial understandings are far more “actionable” than is widely recognized. There is already a vast and growing array of diagnostic and therapeutic tools born of scientific research; it is possible to use these tools in a manner informed by an understanding of structural violence and its impact on disease distribution and on every step of the process leading from diagnosis to effective care. This means working at multiple levels, from “distal” interventions—performed late in the process, when patients are already sick—to “proximal” interventions—trying to prevent illness through efforts such as vaccination or improved water and housing quality.

As with many other concepts, structural violence has its limitations.19 Nevertheless, we seek to apply the concept to what remain the primary tasks of clinical medicine: preventing premature death and disability and improving the lives of those we care for. Using the concept of structural violence, we intend to begin, or revive, discussions about social forces beyond the control of our patients.

These forces are not beyond the reach, however, of practitioners of medicine and public health. In this article, we describe examples of the impact of structural violence upon people living with HIV in the United States and in Rwanda. In both cases, we show that it is possible to address structural violence through structural interventions. We then draw general lessons from these examples for health professionals and policy makers worldwide.

DELIVERING AIDS CARE EQUITABLY IN THE UNITED STATES

The distribution and outcome of chronic infectious diseases, such as HIV/AIDS, are so tightly linked to social arrangements that it is difficult for clinicians treating these diseases to ignore social factors. Although AIDS is often considered a “social disease,” clinicians may have radically different understandings of what makes AIDS “social.” Many doctors have focused on the “behaviors” or “lifestyles” that place some at risk for HIV infection.20,22,23 Yet risk has never been determined solely by individual behavior: susceptibility to infection and poor outcomes is aggravated by social factors such as poverty, gender inequality, and racism.24,25,26 Unsurprisingly, in less than a decade AIDS became a disease that disproportionately affected America’s poor, many of whom engaged in “risk behaviors” at a far lower rate than others who were not at heightened risk of infection with sexually transmitted diseases.27,28,29

FACTORS AFFECTING DISEASE COURSE

HIV attacks the immune system in only one way, but its course and outcome are shaped by social forces having little to do with the universal pathophysiology of the disease. From the outset of acute HIV infection to the endgame of recurrent opportunistic infections, disease course is determined by, to cite but a few obvious factors: (1) whether or not postexposure prophylaxis is available; (2) whether or not the steady decline in immune function is hastened by concurrent illness or malnutrition; (3) whether or not multiple HIV infections occur; (4) whether or not TB is prevalent in the surrounding environment; (5) whether or not prophylaxis for opportunistic infections is reliably available;30 and (6) whether or not antiretroviral therapy (ART) is offered to all those needing it.

Throughout the usually decade-long process of HIV progression, detrimental social structures and constructs—structural violence—have a profound influence on effective diagnosis, staging, and treatment of the disease and its associated pathologies. Each of these determinants of disease course and outcome is itself shaped by the very social forces that determine variable risk of infection.

Although the variability of outcomes has been especially obvious in the era of effective therapy, it was so even before ART became widely available. In Baltimore in the early 1990s, Moore et al. showed that race was associated with the timely receipt of therapeutics: among patients infected with HIV, blacks were significantly less likely than whites to have received ART or Pneumocystis pneumonia prophylaxis when they were first referred to an HIV clinic, regardless of disease stage at the time of presentation.31 The timeline from HIV infection to death was further shortened in situations where TB was the leading opportunistic infection, as it is in much of the poor world.32 These fundamentally biosocial events call into question a “natural history” of HIV infection and AIDS.

ADDRESSING DISPARITIES IN HIV CARE

In an attempt to address these ethnic disparities in care, researchers and clinicians in Baltimore reported how racism and poverty—forms of structural violence, though they did not use these specific terms—were embodied as excess mortality among African Americans without insurance.33,34 After documenting these disparities, these clinicians and researchers asked: what would happen if race and insurance status no longer determined who had access to the standard of care?

Their subsequent interventions were decidedly proximal: in addition to removing some of the obvious economic barriers at the point of care, the clinicians and researchers considered paying for transportation costs and other incentives as well as addressing comorbid conditions ranging from drug addiction to mental illness. They also implemented improvements in community-based care, conceived to make AIDS care more convenient and socially acceptable for patients. The goal was to make sure that nothing within the medical system or the surrounding community prevented poor and otherwise marginalized patients from receiving the standard of care.

The results registered just a few years later were dramatic: racial, gender, injection-drug use, and socioeconomic disparities in outcomes largely disappeared within the study population.35 In other words, these program improvements may not have dealt with the lack of national health insurance, and still less with the persistent problems of racism and urban poverty, but they did lessen the embodiment of social inequalities as premature death from AIDS. Similar work elsewhere has shown the ability of providers to lessen the impact of social inequalities on AIDS outcomes among the homeless, the addicted, the mentally ill, and prisoners.36,37,38

The program in Baltimore was improved in part by linking an understanding of social context to clinical services. The importance of such programs is underscored by the emergence of multidrug-resistant HIV in the United States.39 Microbial acquisition of resistance to antibiotics, including antiretrovirals, is necessarily a biosocial phenomenon. Most microbes mutate when challenged with antibiotics; the rate of mutation may be hastened by imprudent use of antibiotics or by inadequate or interrupted therapy.40,41 Although structural violence lessens both access and adherence to effective therapy, it is a rarely discussed contributor to epidemics of multidrug-resistant HIV. In reality, it is impossible to understand the dynamics of drug-resistant disease without understanding how structural violence is embodied at the community, individual, and microbial levels.42,43 The lessons from Baltimore show us that by viewing access to care and adherence to treatment as structural issues requiring programmatic solutions, we can alter the very biology of HIV and the “natural history” of AIDS.

PREVENTING PEDIATRIC AIDS IN RWANDA:
LESSONS FROM RURAL HAITI

The impact of structural violence is even more obvious in the world’s poorest countries and has profound implications for those seeking to provide clinical services there. Over the past year, working with the nonprofit organization Partners In Health (PIH), we have sought to address AIDS and TB in Africa, the world’s poorest and most heavily burdened continent. Specifically, we have transplanted and adapted the “PIH model” of care, which was designed in rural Haiti to prevent the embodiment of poverty and social inequalities as excess mortality due to AIDS, TB, malaria, and other diseases of poverty.44,45

THE PIH MODEL

In some senses, the model is simple: clinical and community barriers to care are removed as diagnosis and treatment are declared a public good and made available free of charge to patients living in poverty. Furthermore, AIDS care is delivered not only in the conventional way at the clinic, but also within the villages in which our patients work and live.

Each patient chooses an accompagnateur, usually a neighbor, trained to deliver drugs and other supportive care in the patient’s home. Using this model, we currently provide daily supervised ART to more than 2,200 patients in rural Haiti. This model, with conventional clinic-based (distal) services complemented by home-based (more proximal) care, is deemed by some to be the world’s most effective way of removing structural barriers to quality care for AIDS and other chronic diseases. It is also a way of creating jobs in rural regions in great need of them. We have used a similar model in urban Peru,46,47 and in Boston, Massachusetts.48

THE CHALLENGE OF HIV IN RWANDA

Rwanda presents unique challenges, but many barriers to care are quite similar to those seen in Haiti and other settings where social upheaval, poverty, and gender inequality decrease the effectiveness of distal services and of prevention efforts. Like Haiti, Rwanda is a densely populated, predominantly agrarian society. Although both countries have endured large-scale political violence, that which registered a decade ago in Rwanda due to war and genocide was unprecedented in scale. In the two rural districts of Rwanda in which the PIH model was introduced in May 2005, an estimated 60 percent of inhabitants are refugees, returning exiles, or recent settlers; not a single physician was present to serve 350,000 people.

AIDS has recently worsened this situation and is a leading cause of young adult death. In spite of the availability of significant resources to treat complications of HIV infection in Africa, almost all patients enrolled on ART live in cities or towns. Indeed, some have noted that rapid treatment scale-up is likely to occur largely in urban settings, where infrastructure, though poor, is better than in rural regions.49 The challenge, however, is to reach rural Africa, where fewer than five percent of those who need ART receive it. Rural treatment scale-up is far from impossible: less than a year after our program began in 2005, more than 1,500 rural Rwandans with AIDS were already enrolled in care using the PIH model.

To deepen our discussion of interventions designed to counter structural violence, consider the prevention of mother-to-child transmission (MTCT) of HIV in rural Rwanda. Where clean water is unavailable and HIV prevalence is high, the policy of universal breast-feeding—driven by the desire to reduce diarrhea-related mortality—leads to increased transmission of the virus to infants, even when ART is offered. We knew from our experience in Haiti that we could reduce rates of MTCT from as high as 25 to 40 percent to as low as two percent. We knew that such a dramatic reduction could be made possible by: (1) providing combination ART to the mother during pregnancy; (2) enabling formula-feeding and close follow-up of infants; and (3) launching potable water projects within the catchment area—in even the most difficult regions, where electricity is scarce, food insecurity widespread, and health and sanitation infrastructure rudimentary at best.50

Although our pilot project in Rwanda is only a year old, its feasibility is almost certain. In the first six months of operation, we screened for HIV infection more than 31,000 persons in the two districts in which we work. Without exception, pregnant women found to be infected with HIV expressed interest in ART to prevent MTCT, and all requested assistance not only with procuring infant formula, but also with the means to boil water and to store the formula safely.

MEDICAL PROFESSIONALS ARE NOT TRAINED TO MAKE
STRUCTURAL INTERVENTIONS

Our distal intervention is to provide ART to all women in the catchment area with the help of accompagnateurs. More proximal interventions include the distribution of kerosene stoves, kerosene, bottles, and infant formula; we also provide food aid and housing assistance when possible. Already, we are seeing a lowering of HIV infection rates amongst newborns, and we believe that, as the program becomes well established and services become available earlier during the course of pregnancy, rates of MTCT will continue to decline.

Unsurprisingly, opposition to the PIH model did not come from rural Rwandan women living with HIV. Rather, we faced the most resistance to this approach from local and global health policy makers who continued to promote universal breastfeeding, a policy which made eminent sense prior to the advent of HIV. Instead of trying to overcome programmatic barriers, the experts argued that formula-feeding was simply not feasible in rural Rwanda and that HIV-related stigma would prevent women from enrolling in such projects.

The examples of Rwanda and Haiti have shown us that, to date, there is little reason to believe that thoughtful structural interventions will fail to improve HIV prevention and treatment outcomes. Any failure is more likely to be due to programmatic shortfalls than to stigma or to non-compliance on the part of the patients enrolled in the program. Structural interventions of the sort described here remove the onus of adherence from vulnerable patients and place it squarely on the health system and on providers.

INCORPORATING STRUCTURAL INTERVENTIONS IN
MEDICINE AND PUBLIC HEALTH

If structural violence is often a major determinant of the distribution and outcome of disease, why is it or a similar concept not in wider circulation in medicine and public health, especially now that our interventions can radically alter clinical outcomes? One reason is that medical professionals are not trained to make structural interventions. Physicians can rightly note that structural interventions are “not our job.” Yet, since structural interventions might arguably have a greater impact on disease control than do conventional clinical interventions, we would do well to pay heed to them.

Acknowledging and addressing structural impediments, however, should never be the sole focus of our work. For decades, those who study the determinants of disease have known that social or structural forces account for most epidemic disease. But truisms such as “poverty is the root cause of tuberculosis” have not led us very far. While we do not yet have a curative prescription for poverty, we do know how to cure TB. Those who argue that focusing solely on economic development will in time wipe out tuberculosis may be correct, but en route toward this utopia the body count will remain high if care is not taken to diagnose and treat the sick. The same holds true for other diseases of poverty. Clean water and sanitation will prevent cases of typhoid fever, but those who fall ill need antibiotics; clean water comes too late for them.

The debate about whether to focus on proximal versus distal interventions, or similar debates about how best to use scarce resources, is as old as medicine itself. But there is little compelling evidence that we must make such either/or choices: distal and proximal interventions are complementary, not competing. International public health is rife with false debates along precisely these lines, and the list of impossible choices facing those who work among the destitute sick seems endless. In reality, there is no good way to tackle the health crisis in Africa when the scant resources previously available are so bitterly contested; thus is structural violence perpetuated at a time in which science and medicine continue to yield truly miraculous tools. Without an equity plan to bring these tools to bear on the health problems of the destitute, these debates will continue to waste precious time.51

THE LESSONS OF BALTIMORE, HAITI, AND RWANDA

What are the lessons that can be drawn from the examples of successful structural interventions in the diverse settings of Baltimore, rural Haiti, and rural Rwanda? First, we have seen that it is possible to decrease the extent to which social inequalities become embodied as health disparities. While some interventions are straightforward, we also have to recognize that there is an enormous flaw in the dominant model of medical care: as long as medical services are sold as commodities, they will remain available only to those who can purchase them. National health insurance and other social safety nets, including those that guarantee primary education, food security, and clean water, are important because they promise rights, rather than commodities, to citizens. The lack of these social and economic rights is fundamental to the perpetuation of structural violence.52

Second, we have learned that proximal interventions, seemingly quite remote from the practice of clinical medicine, can also lessen premature morbidity and mortality. To put this in sociological terms, interventions that increase the agency of the poor will lessen their risk of HIV. Similarly, it is not possible to have an honest discussion of alcoholism among Native Americans,53 or crack cocaine addiction among African Americans,54 without discussing the history of genocide and slavery in North America. Again, such commentary is often seen as extraneous in medical and public health circles, where discussions of substance abuse are curiously desocialized, viewed as personal and psychological problems rather than societal ones. Here, too, structural violence is perpetuated through analytic omission.

Third, we have seen that structural interventions can have an enormous impact on outcomes, even in the face of cost-effectiveness analyses and the flawed policies of international bodies. Taking the components of the distal interventions already underway in Rwanda—infant formula, clean water, fuel, and so forth—it is possible to go further and describe more proximal interventions to improve access to each component of the project. These would include, of course, legislation to promote generic medications, improved distribution networks for ART and infant formula, clean-water campaigns, and the development of alternative fuels. More proximally still, they would include enhancing agricultural production; creating new jobs outside of the agricultural sector; addressing gender inequality through legislation about land tenure and political representation;55 and promoting adult literacy.

These are not the tasks for which clinicians were trained, but they are central to the struggle to reduce premature suffering and death. The importance of structural interventions for the future of health care means that practitioners of medicine and public health must make common cause with others who are trained to intervene more proximally. Sometimes public health crises, such as the AIDS pandemic in Africa, can lead to bold and specific interventions, such as the campaign to provide AIDS prevention and care as a public good.56 When linked to more structural interventions, such ostensibly specific campaigns can help to trigger a “virtuous social cycle” that promises to shift the burden of pathology away from children and young adults—a major victory in the struggle to lessen structural violence.

CONCLUSIONS

Pioneers of modern public health during the nineteenth century, such as Rudolph Virchow, understood that epidemic disease and dismal life expectancies were tightly linked to social conditions.57,58 Such leaders might not have employed the term “structural violence,” but they were well aware of its toll and argued compellingly for proximal interventions: education, basic sanitation, land reform, sovereignty, and an end to political oppression. These interventions are no less needed now that we have better distal tools, including vaccines, diagnostics, and a large armamentarium of effective therapeutics.

It does not matter what we call it: structural violence remains a high-ranking cause of premature death and disability. We can begin to address this by “resocializing” our understanding of disease distribution and outcome. Even new diseases such as AIDS have quickly become diseases of the poor, and the development of effective therapies may have a perverse effect if we are unable to use them where they are needed most. By insisting that our services be delivered equitably, even physicians who work on the distal interventions characteristic of clinical medicine have much to contribute to reducing the toll of structural violence. The poor are the natural constituents of public health, and physicians, as Virchow argued, are the natural attorneys of the poor. In this struggle, equity in healthcare is our responsibility. Only when we link our efforts to those of others committed to initiating virtuous social cycles can we expect a future in which medicine attains its noblest goals.

NOTES

The authors work with large teams of providers—accompagnateurs, social workers, nurses, physicians—in both Haiti and Rwanda. We are deeply grateful to our colleagues.
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Narcissism and Empathy in Flaubert’s
Madame Bovary

KELLY FIORE


Without having to move, we walk through the countries of our imagination, and your thought, blending with the fiction, toys with the details, follows the outline of the adventures. It mingles with the characters, and it seems you are living their lives, that your own heart beats in their breast.

—GUSTAVE FLAUBERT, MADAME BOVARY



 

Patients suffering from narcissistic tendencies are one of the most stigmatized groups in psychiatric practice. They present as outwardly grandiose and self-centered, but inwardly, they suffer from chronic feelings of inadequacy and unworthiness, often the result of empathic failures in their early childhood.1 Psychiatrists struggle to empathize with this patient population precisely because these individuals are often unable to experience empathy themselves. Empirical research supports this; in a study addressing psychiatrists’ reactions to narcissistic patients, the following trends were identified: anger and resentment; dread at the prospect of treating the patient; feeling devaluated and criticized by the patient; and feeling “distracted, avoidant, and wishing to terminate the treatment.”2 To begin addressing this empathy gap, I have designed and implemented a six-week seminar entitled “Narcissism and Empathy in Flaubert’s Madame Bovary.” It is intended for a small group of psychiatric residents of any level (between three and five participants per seminar is ideal) who meet three times for ninety-minute sessions. The goal of the seminar is to allow the trainee to develop empathy for patients suffering from narcissistic tendencies. The residents are introduced to Emma Bovary, a character who can be interpreted as pathologically narcissistic, through the close reading of Flaubert’s novel, and are given the opportunity to write reflectively on their emotional reactions at three key junctures.

In his article on literary fiction and theory of mind, David Komer Kidd points out that “the words of fiction … pose fewer risks than the real world, and they present opportunities to consider the experiences of others without facing the potentially threatening consequences of that engagement.”3 The reason that the medium of fiction is so important in this seminar is that it allows for the unique experience of discussing a character rather than an actual patient. Residents feel freer to express their emotional responses to Emma than they would in a clinical supervision when discussing a living, breathing narcissist (where they tend to fear being judged as nonempathic). Throughout the reading of Madame Bovary, the residents tend to express strong emotional responses—anger, disgust, disdain, even hatred—toward Emma that mirror the reactions these residents are likely to have toward their narcissistic patients in clinical practice. These reactions are encouraged in this seminar—a concept that may seem counterintuitive, given the educational aim of teaching empathy. However, it has been long believed (and empirically studied) that awareness and openness to expressing negative countertransference is actually a predictor of clinician empathy.4 A clinician who engages in this process is more willing to grapple with and ultimately come to terms with these negative emotions, allowing a space for empathy, when compared to a clinician who avoids or suppresses the emotions stirred up through a patient encounter. In this seminar, residents are asked to both candidly express and process their negative reactions to a fictional character, who likely shares some of the same personality patterns that they will find in their patients. Should a resident enter a clinical situation in which he or she is responsible for a complex, medication-refractory, depressive-narcissistic patient in his third-year outpatient rotation, he or she may become overwhelmed by negative reactions to this patient to the point of acting out—either actively ignoring the patient or, more commonly, by dismissing their symptoms as dramatic or exaggerated. The goal of this seminar is to allow the resident to become aware of his or her negative countertransferrential reactions through literature before they occur in real time with a patient, thereby avoiding the possibility of acting out and increasing the chances of an empathic encounter.

The reason that the pedagogy of reflective writing will be used in this course is that it has been shown to improve humanistic qualities in physician trainees.5 Moreover, close reading of literature is a widely accepted means of prompting the reflective process.6 In the discussion that follows, I have included three reflective prompts, with instructions on their use, with the goal of facilitating discussion of “critical incidents”—memorable events from one’s own professional or personal experience.7 It is through both the writing process and the ensuing discussion that the resident’s reflective capacity is strengthened, and that the resident becomes a more compassionate and self-aware practitioner.

SEMINAR OUTLINE AND INSTRUCTIONS

Session I

Madame Bovary, Part I

Assignment (to be completed prior to seminar): Read Madame Bovary, Part I, and spend about twenty minutes responding to the following prompt:

What are your initial thoughts and feelings surrounding Emma Bovary? Does she resonate with anyone in your life? Any of your patients?

Description: The goal of this session is to extract the residents’ initial reactions to the temperamental and tragic protagonist, Emma. The residents will be asked to read their reflective pieces aloud at the beginning of the session verbatim; they are discouraged from editorializing what they have previously written. The frame for reflective writing should be introduced at this point—that sharing is always optional, and that the contents of the reflective pieces and discussion will be kept confidential within the group. Discussion follows each reading, and a crucial role of the facilitator here is to ensure that each resident has time to share his or her writing. In this section of the novel, the intensity of Emma’s emotional experience has not reached its peak, and she has not yet begun her extramarital affair. The reactions that residents express at this point tend to be mixed. Some will empathize with her early loss of her mother, some will appreciate her love of art and the piano, and some will point out how truly isolating provincial life must be. Others will report anger and frustration toward her on account of her careless dismissal of her physician husband, Charles; her apparent lack of concern for his emotions; and her vain and superficial fantasies of material wealth. The novel’s first part details the underpinnings of Emma’s narcissism as she experiences empathic failures at every stage of her life. One interpretation of her life trajectory is that as a result of this early deprivation, she develops a grandiose sense of entitlement, feeling as if she is owed a life of luxury, romance, and adventure. As the residents share their reflective writing, they are encouraged by the facilitator to share parallels they observe between Emma’s personality trends and those of actual patients they have seen. Throughout the session, participants’ comfort level discussing negative reactions to patients tends to increase, perhaps because they are prefaced by the experience of a fictional character, and perhaps because the setting of this seminar is not a direct clinical supervision in which they are being evaluated.

Session II

Madame Bovary, Part II

Assignment: Read Madame Bovary, Part II, and respond to the following prompt:

Read the following passage carefully; it immediately follows her finding out, via letter, that her lover has rejected her:


She leant against the window-frame, and re-read the letter with angry sneers. But the more she concentrated on it, the more confused she grew. She could see him, hear him, feel his embrace; the throbbing of her heart, beating irregularly in her breast like the blows of a battering ram, grew faster and faster. She looked about her wishing that the earth might crumble. Why not end it all? What restrained her? She was free. She advanced, looked at the paving-stones, saying to herself, ‘Jump! jump!’

The ray of light reflected straight from below drew the weight of her body towards the abyss. The ground of the village square seemed to tilt over and climb up the walls, the floor, to pitch forward like in a tossing boat. She was right at the edge, almost hanging, surrounded by vast space. The blue of the sky invaded her, the air was whirling in her hollow head; she had but to yield, to let herself be taken; and the humming of the lathe never ceased, like an angry voice calling her. (148)



Following this passage in the novel, you will recall that Emma experiences a fainting spell. Imagine that you are Emma, and that you have just regained consciousness. Please write (in the first person), what you are observing, thinking, and feeling just after the syncopal episode.

Description: It is during this second session that the strongest negative emotions will be elicited from the learners. They tend to speak candidly of their revulsion and rage toward Emma, as she carelessly dismisses her husband and child to pursue a love affair with Rodolphe. She becomes deceitful, volatile, and cruel at certain moments, her vanity and obsession with luxury reaching a peak. As the residents gain clinical experience, it is inevitable that they will encounter narcissistic patients for whom they experience a similar rage—which is why it is so important to address this rage in an educational setting first. The imaginative exercise in this session was chosen based on previous work in the area of first-person narrative; it has been suggested that the process of writing a narrative from the patient’s perspective can engender empathy in residents who feel disconnected from the experience of the patient.8 The above prompt encourages residents to work through their negative reactions by walking in Emma’s shoes—and hopefully to develop insight into how inherently lonely and hopeless her inner experience is. Indeed, narcissistic patients often struggle with depression, isolation, and existential despair on account of their ongoing search for validation. When her lover Rodolphe abandons her, Emma plunges into a severe depression and experiences psychogenic syncope as well as a near suicide attempt. Through the exercise of writing from Emma’s perspective in a moment of intense despondency, they are placed in a mental space conducive to empathy rather than judgment. Residents may come to appreciate her suffering in the process, which parallels that of their narcissistic patients.

Session III

Madame Bovary, Part III

Assignment: Read Madame Bovary, Part III, and respond to the following prompt:

How has your opinion of Emma evolved throughout the course of this novel? Imagine yourself as Emma’s psychiatrist in the days just prior to her poisoning herself. How would you assess her and what would be your treatment plan?

Description: Now that the residents have become comfortable expressing their strong emotional responses to this novel, the final session focuses on integration—being aware of negative reactions toward a patient, while at the same time creating the space for empathy and objectivity. In the final third of the novel, Emma unravels in every sense of the word—emotionally, physically, and financially—until she finally takes her own life. The residents typically continue to express anger and disdain for her (after all, she engages in yet another affair and plunges her family into intractable debt). But following the reflective exercise in Session II, they also tend to demonstrate awareness of the severity of her despair, as well as the humiliation she experiences as she pursues vacuous relationships and material wealth. Being placed in the role of treating psychiatrist, equipped with some awareness of his or her countertransference, the resident is forced to think objectively about Emma’s personality structure. A trainee who is unaware of his or her negative emotions toward a patient will be prone to dismiss or ignore suffering, whereas the self-aware trainee will recognize these emotional reactions and move beyond them to inhabit fully the role of healer. This is what the imaginative exercise in the prompt aims to accomplish: moving the resident from the role of passive reader to active clinician.

CONCLUSION AND OTHER DIRECTIONS

Residents who have successfully completed this workshop are mindful of their negative biases toward the narcissistic patient as experienced through Emma Bovary. This awareness leads to increased empathy (as fostered in the imaginative exercise in Section II) and objectivity (emphasized in Section III). Although this article focuses on psychiatric residents in particular, Madame Bovary can be used as an educational tool in other medical education settings. Medical students can learn about psychiatric diagnoses through the vivid descriptions of Emma’s depression, somatization, and panic—and can come to experience the suffering inherent in these diagnoses in a way that is not possible through reading a textbook or manual. In addition, medical students learning to take a social history or to consider sociocultural factors in formulating a patient will benefit from this text as well. Emma’s sociopolitical environment (nineteenth-century rural France) was such that women did not pursue higher education, and divorce was not an option for women who were unhappy in their marriages; one wonders how her fate may have differed in a more contemporary France. Medical themes that extend beyond psychiatry abound in this novel as well.9 Surgical residents and medical students would benefit from reading it, and a course could easily be designed around coping with surgical errors (as Emma’s husband commits one that proves to be fatal), as well as the ethical issues around dealing with a dying patient. Francis Baudry, in a psychoanalytic paper on Flaubert, points out that “a great novel has to be able to stir us passionately, even disturb us. We need to feel as if what we are reading is only a surface beneath which lie complex and rich themes.”10 Madame Bovary operates on the level of intensity described by Baudry—the main character plunges us as readers into emotional extremes that allow for educationally meaningful experiences.
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Speechless

Shame, Stigma, and Professionalism in
David Sedaris’s “Go Carolina”

LISA KERR DUNN

“Despite the woman’s best efforts, no one seemed to make any significant improvement. The only difference was we were all a little quieter.”1 These lines from “Go Carolina,” David Sedaris’s autobiographical essay about his weekly sessions with a fifth-grade speech therapist, encapsulate the message of the story that is relevant to healthcare: providers who shame instead of empower their patients, who treat patients like adversaries instead of partners, and who fail to recognize the indelible link between illness and identity are likely to do harm. Although Sedaris presents his experience with his signature humor and self-deprecation, he nonetheless demonstrates how significant the provider-patient relationship is to healing, how important it is for providers to maintain professionalism and act with empathy, and how unprofessional behaviors can have iatrogenic effects.

Teaching Sedaris’s essay is a pleasure because of his playful tone, which provides levity in health humanities courses that naturally include narratives of suffering, sickness, and death. This essay was taught as part of a twelve-week interprofessional course called Health Care and the Humanities and offered to students from all six colleges at the Medical University of South Carolina, although the majority of students who take the course are medical students. In this interactive, discussion-based course, students read a variety of fiction, nonfiction, and poetry texts; view film clips; and analyze visual art with the goals of developing narrative competence and visual literacy, becoming more reflective and examining historical, social, and cultural issues that affect health. “Go Carolina” is one of a handful of stories that often seem to students only tangentially connected to medicine since the narrative focuses on a nonmedical healthcare provider (a speech therapist) and is told from the patient’s point of view. My purpose, then, is also to challenge preconceived notions about what types of stories are valuable for discussions of professional issues, stressing that teaching patient narratives is crucial if we aim to create a culture of patient-centered care.

“Go Carolina” was taught in a two-hour unit with Cortney Davis’s “Tattoos,” as both short memoir pieces contain themes of patient identity and stigmatization. Since neither piece features a physician as narrator or main character, medical students are required to enter the story through an “Other’s” perspective. In Davis’s essay, the nurse-narrator demonstrates a respect for the patient’s body and identity that provides a stark contrast to the speech therapist’s attitude toward her young patient in “Go Carolina,” who labels himself both as unpopular and as a “future homosexual of America.”2 I have taught the stories in different sequences, particularly since I always enlist one or more students to help facilitate the discussion each week. Since student-facilitators’ questions are sometimes more probing than at other times, I use the following questions to ensure we address the theme for the week, that we perform a close reading, and that students make connections between the story and the clinical work they are doing or will do. As we answer each question, students are asked to locate textual evidence to support the claims they make.

1.What is the dominant analogy Sedaris uses to describe himself as a patient? How does this analogy establish a theme of innocence versus guilt?

2.How would you describe the strategy used by the speech therapist? Analyze her method and evaluate her efficacy as a provider. Have you seen similar approaches taken by professionals in your field? Is this a type of behavior that is often role modeled for healthcare professional students?

3.In what ways does Sedaris feel marginalized by the embarrassment the therapist and teacher cause him and by his illness itself? How does he cope with this embarrassment?

4.Is it ever productive to shame or scold patients into desired behaviors? How is this culture of shaming promoted through media representations of certain illnesses like obesity or addiction? Do you believe providers’ professional behaviors are affected by these cultural biases? What techniques do you or will you use as a provider to ensure you provide unbiased, socially just care?

5.By his own account, Sedaris never overcame his so-called illness, and he went on to be quite successful as a writer and speaker. However, at the time, he believed that “popular” kids did not have speech issues, that his particular illness was, in fact, a mark of his difference. How do our ideas of normalcy drive definitions of illness? Who decides what is normal, and what is abnormal?

6.If we consider this essay as a “patient narrative,” what would you say the value of reading narratives like this holds for future healthcare providers?

“Go Carolina” is an essay that will have continuing relevance in health humanities classrooms as the themes of shame and guilt, stigmatization and marginalization move to the forefront of healthcare discussions. Recent articles about the correlation between empathetic providers and positive patient outcomes highlight the need for future providers to develop strategies to support and not shame patients. Even television’s Dr. Oz has begun to spread the message that patients who feel judged are less likely to go back to the healthcare providers and, therefore, do not receive the care they need. As narrative healthcare scholars suggest, students should have opportunities to reflect on what biases, prejudices, and assumptions they bring with them to the patient encounter and how those biases might interfere with their ability to deliver effective, compassionate care.

For further investigation of themes of stigma, marginalization, and health, “Go Carolina” might also be taught in a unit with the 2013 Oscar-nominated film Dallas Buyers Club, a film about the determination of a man with AIDS to provide controversial drug treatments for himself and for others. Together, these works coax readers to consider different professional approaches providers take to vulnerable populations of patients who face stigmas and marginalization in healthcare, and in society at large. Alternatively, “Go Carolina” might be paired with the 2010 film The King’s Speech, which also presents a controversial speech-therapist character. This pairing offers students opportunities to consider the stereotype of the aloof, no-nonsense, semicruel healthcare professional character. The eponymous doctor of the popular TV show House is one example that permeates health narratives across various types of media. When did this “cruel to be kind” paradigm rise as one model of professionalism, and how are our paradigms shifting, if in fact they are shifting, today? What models of professionalism can ensure that patients have a voice, that they aren’t left “a little quieter,” shamed speechless?
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Listen to My Tale

Frankenstein and Physician-Patient Disagreements

CLAYTON J. BAKER, SARAH BERRY, AND
STEPHANIE BROWN CLARK

Physicians and patients do not always agree. Each patient enters a clinical encounter with assumptions and concerns the physician might not recognize, and expectations the physician might not meet. Conflicts may arise over matters of diagnosis, treatment, and communication, among others. Proficiency at identifying, addressing, and resolving such disagreements is an essential component of professionalism in medical practice.

Clinical encounters are narrative encounters, driven by the telling, hearing, and interpretation of patients’ illness narratives. The better the physician comprehends the patient’s narrative and communicates this understanding, the less likely misunderstandings and conflicts become. If disagreements still occur, the narratively skilled physician can better reexamine the story gained so far, clarifying, correcting, and revising it to better understand the patient’s needs and wishes.

How does a trainee—say, a medical student—develop such skills? While clinical experience with patients is foremost, a number of other exercises can help develop relevant competencies. Close reading of literary sources can develop narrative skills applicable to physician-patient interactions in many respects. In this article, we describe a close reading exercise using excerpts from Mary Shelley’s novel Frankenstein and a narrative-based approach to develop greater professionalism at addressing physician-patient disagreements.

Frankenstein is frequently read and taught in literature and medicine courses. It is a rich source for discussion of a wide variety of humanities and ethics topics relevant to medicine. Many interpretations of the novel focus on Victor Frankenstein as scientist and the creature as research subject. In our exercise, the creature is framed as one who suffers (the literal meaning of patient) under the care of Victor Frankenstein. We chose interactions between Victor and the creature that are analogous to clinical physician-patient interactions. The creation scene establishes Victor’s professional, moral, and personal responsibility toward the vulnerable being he has created, and also reveals his deep ambivalence toward this individual.1

The creature’s perspective is highlighted in two passages where he seeks Victor’s help to relieve his suffering—first, when he tells of his painful personal history,2 and again when he proposes that Victor create a mate for him.3

Working in a seminar format, ten to twelve students are guided through a three-step exercise. First, students frame this story in sociocultural context. Next, students use close reading techniques to discern the characters’ differing viewpoints, and their underlying values and goals. Finally, students apply these insights to try to identify sources of conflict and potential areas of agreement.

Clinical encounters between doctor and patient are affected by the individuals’ personal values, beliefs, feelings, and sociocultural backgrounds. When interpreting any narrative, whether a novel or a patient history, one must frame it in time, place, and circumstances. First published in 1818 in England, Frankenstein is part of a culture and time unfamiliar to our students.

We review key social and cultural moments around 1800, particularly the change in social order resulting from the American and French revolutions, expressed in terms such as “liberté, egalité, fraternité.” These values imply relationships of care and responsibility (fraternité), between citizens across social and cultural differences (egalité), and participation and choice (liberté) to every individual regardless of status.

These values had implications for medicine and science in the early nineteenth century that persist in the twenty-first century. Frankenstein provides an interesting case. Is this artificially created “monster,” who is “hideously deformed and loathsome,” entitled to these essential rights? Victor is responsible for him. Students are asked to consider Victor’s personal and professional duties to his creature. Placing the narrative in historical context allows students to better understand how sociocultural context matters in physician-patient encounters.

With this frame, we guide students through a role-playing exercise using close reading, with a clinical physician participating to note both parallels and differences between the text and clinical situations. Students read these passages as clinical encounters, in which Victor (as doctor) and the creature (as patient) discuss their viewpoints and desires. Students identify language features such as word choice, repetition, connotation, multiple meanings, and unusual usages. Students look for images and sounds, intertextual references, digression and reliability, antithetical pairs, and tensions.

Employing a visualized tracking technique, students use colored pencils to mark language and structural patterns in each passage, resulting in patterns emerging visually on the written page. Students draw conclusions from these patterns. We discuss the first passage in which the creature approaches Victor (Chapter 10) as a patient’s illness narrative. In it, he tells his story, expresses his suffering, and seeks help, while Victor is compelled to listen and respond.

The textual evidence reveals emotional contradictions and ambivalence in both characters. Students note that initially Victor perceives a “man” in the distance as the creature first approaches, suggesting he regards the creature as human. Yet, Victor also uses antithetical phrases such as “odious companion” to describe the creature, revealing his conflicted feelings of disgust and obligation. Such language reinforces how Victor’s emotions dominate his rationality as he hears the creature’s narrative.

The creature, isolated from humanity, is suffering and desperate to be heard. He asks Victor to listen to or hear his story seven times in one excerpt, yet each time, Victor ultimately resists doing so, directing disparaging epithets such as “vile insect” at him. The creature attempts to rationalize his murderous acts: “I was benevolent and good; misery made me a fiend.” This self-characterization as innately good and worthy of human care works temporarily, as Victor listens more sympathetically and compassionately with his creature. However, students note how the creature also threatens further violence if his wishes are not carried out. Much like Victor, the creature vacillates between rational negotiation and emotional appeal. As teller, the creature alternates between persuasion and threats, while Victor as listener fluctuates between compassionate attendance and disgusted rejection. In clinical practice, listening with professionalism requires suspending judgment, avoiding premature closure, and controlling emotional responses. Close reading of this passage helps students identify areas where conflicts originate, prompting discussion about how such disagreements can undermine professionalism during clinical encounters.

We study the passage where Victor creates his “monster” (Chapter 5). Students visually track this passage as well, noting for instance Shelley’s repeated use of the colors yellow and black to describe the creature’s appearance. Composed of animal parts, charnel-house bones, and human remains, the creature appears as a sallow, wasted visage with haggard, sunken eyes, visible arteries and black lips, but with beautiful teeth and hair. Interspersed within these physical descriptions are Victor’s exclamations (“Great God!”) and harsh judgments (“catastrophe,” “wretch,” “horrid”). Comparing these observations with the patient interviews in the previous passages, students realize that Victor listens more objectively when he is not looking at the creature. When he does look at the creature, Victor’s emotions invoke panic and rejection. Remembering the postrevolutionary social order and values, students observe that Shelley’s narrative directs readers to sympathize with the creature as Victor’s equal, and to conclude that his suffering is socially induced, rather than biologically determined. This interpretation is reinforced when they examine the creature’s plea for a mate in Chapter 17.

The creature’s plea vacillates rapidly between persuasion and rage. He succeeds in advancing his request not through rational argument; instead, he pleads emotionally to Victor, stressing their relationship to one another. “Oh! My creator, make me happy; let me feel gratitude to you for one benefit! Let me see that I excite the sympathy of some existing thing.”4 To this appeal, Victor finally admits, “I was moved,” and subsequently agrees to create a female for the creature (a promise he ultimately reneges upon). Here, students observe how powerfully emotion and bias can influence negotiations, and how one’s perceived duty to another can affect emotions.

After studying all three passages, students inventory and discuss potential points of negotiation and agreement. Students review the conflicting positions, emotions, and goals of both Victor and the creature. They identify their personal responses to both parties and consider how their own sociocultural circumstances inform these opinions.

Our clinician then recounts a clinical narrative in which the backgrounds (education level, financial situation, and health beliefs) of the patient and himself were very different, and their concerns and goals of care conflicted. As they have just done with Frankenstein, students apply the same three-step exercise to this narrative. They identify sociocultural factors influencing the encounter. They carefully dissect the language of the clinician’s story to discern differing viewpoints, and underlying values and goals. They apply these insights to identify sources of conflict and potential areas of agreement.

Frankenstein is a staple text of literature and medicine, widely used to discuss many different subjects in medical humanities and ethics. Here, through the study of selected passages from the novel, we examine how to address physician-patient disagreement with professionalism. We describe and model a three-step approach: first, understand the context of the situation and the perspectives of the participants; second, closely examine and interpret the language used for sources of misunderstanding or disagreement; and third, make an inventory of and negotiate possible areas of agreement.
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Latin American Literature, the Hispanic Patient,
and Professionalism in Healthcare

ANNE STACHURA

As the demography of the U.S. patient population becomes increasingly more diverse racially, ethnically, and linguistically, the need for bilingual and bicultural healthcare professionals has become urgent. According to the U.S. Census Bureau, as of July 2012 there were fifty-three million people of Hispanic origin living in the United States, accounting for 17 percent of the nation’s population. As sociolinguist Brad Davidson notes, many researchers have established the disparity in power in the use of medical discourse in a clinical setting among speakers of the same language, a situation that is exacerbated when a language barrier is present: “The fact that the patients for whom these interpreters are speaking are recent immigrants, mostly from the Third World, highlights the fact that what interpreters are mediating in hospital discourse is not only the diagnosis and care of patients, but also a form of cross-cultural encounter between immigrants and agents of the institutions of the First World.”1 However, interpreters are only a partial solution. Studies have shown that beyond miscommunication, there are deeper issues related to language that affect health outcomes for linguistic minorities. According to Glenn Martínez, “the language spoken by a patient can recall negative stereotypes and index a view of non-deservingness that results in unequal treatment.”2 Studying works of literature from Latin America that portray medical interactions gives future healthcare professionals a chance to reflect on bioethical and cultural issues in the delivery of healthcare. A deeper understanding of the power dynamics in these clinical encounters will allow students to develop empathy in order to combat bias and stigma in healthcare interactions. In this chapter, I will focus on the use of two texts that can be used to initiate discussions with medical students and residents that focus on addressing issues of cultural competence and the development of a greater self-consciousness regarding bias and stigma. The first is Rosario Ferré’s short story, “La muñeca menor” (The youngest doll), from her 1976 collection, Papeles de Pandora, which details an incident of malpractice and the unequal power relations between men and women in clinical encounters and beyond. The second text, Abelardo Díaz Alfaro’s short story, “Peyo Mercé y la dietista” (Peyo Mercé and the dietician), from his 1967 collection Mi isla soñada, focuses on culturally appropriate health education interventions and highlights the importance of incorporating knowledge from and about specific local communities.

Rosario Ferré’s “The Youngest Doll” tells the story of a woman who in her youth is bitten by a river prawn and becomes an invalid due to medical malpractice. The physician attending her purposely does not cure the wound properly so that he can keep her under his care and charge her for his services throughout her lifetime. The woman devotes herself to the care of her nieces, and makes dolls for them each year. When the youngest niece marries the unethical doctor’s son (who is also a physician), the woman gives the girl a lifelike doll to take with her to her new home. Now a member of the old sugar aristocracy, the youngest niece is neglected by her husband and made to appear before society so that she can be shown off to the rest of the town to increase her husband’s social and financial capital. Later, the doll mysteriously disappears. The young physician notices that his wife does not age, and goes to check on her while she sleeps. When he listens to her chest, he hears the sound of the river running rather than a heartbeat, and when she opens her eyes river prawns escape from the sockets.

In a medical humanities elective course or as a text assigned for a physician writer’s group, discussions of “The Youngest Doll” might cover issues of biomedical ethics, particularly the principles of beneficence, nonmaleficence, and human dignity. Beyond these concerns, the story provides an avenue for medical students and residents to discuss the unequal power dynamics in every clinical encounter, wherein the physician, given his specialized training, has influence over his patients’ health outcomes that affect their entire lives. In this case, there is a further differential of power in that the physician is male and the patient female; the symbol of the doll, one who is acted upon and does not act for herself, reinforces the inferior social position of the woman in this story. However, the end of the story, in which the doll has the power to terrify the physician, lends a subversive reading to the submissive attitude of the wronged patient. While at first it appears that her devotion to her nieces is a classic example of marianismo, all the time she is fabricating the doll that becomes the instrument of her revenge. The injustice of gender inequity and abuses of power in healthcare that are addressed in discussions of this story can be applied to clinical situations and case studies as well. Access to adequate treatment for Hispanic and African American patients is a pressing issue for discussion, since according to the Institute of Medicine, “people from racial and ethnic backgrounds are disproportionately served by safety net urban hospitals.”3 A reflective practice assignment might ask third- and fourth-year medical students or residents to describe their experiences working in an urban safety-net hospital and then compare it to experiences in a more well-funded institution, or ask them to describe a clinical encounter from the perspective of one of their patients in a safety-net hospital.

Similarly, analysis of “Peyo Mercé and the Dietician” allows the opportunity to introduce concepts from community medicine and public health by facilitating a discussion of the responsibilities of a health educator. At the same time, the story can be used as an opening to a discussion of issues of class, race, and social injustice that lead to unequal health outcomes, considerations necessary for the development of empathy. The story is set in a rural village in Puerto Rico, where the protagonist Peyo Mercé, an older teacher in a one-room schoolhouse, is grieving for a student who has died recently due to malnutrition. The action of the story takes place primarily on one day, during which Peyo has been directed to receive a visit from a dietician sent by the superintendent of schools to give a talk to the students about nutrition. From the outset, the dietician and the teacher are posed as adversaries; the fact that the dietician is an uninvited guest in his classroom is made clear in Peyo’s presentation to the students. Her speech also marks her as an outsider to the community, both of this particular classroom and of the rural area itself; her first line of dialogue in the story, a greeting, is spoken in English rather than Spanish. As she begins her educational presentation, she attempts to engage the students by asking them about their personal eating habits in order to discuss the concept of vitamins. Her attempt is unsuccessful because she does not understand the students’ answers, as she is completely unfamiliar with the level of poverty in the community. When asked what the students eat for breakfast, they mention meager foodstuffs, adding, “if there is any” at the end. As she proceeds with her presentation, she uses visual aids to demonstrate the different foods to be eaten daily in order to have a balanced diet. Since many of the students, due to material deprivation, had not eaten that day, they suffer at the sight of the food, staring at the images with wide eyes and growling stomachs. The dietician does not take note of the children’s discomfort until Peyo interrupts her and asks her a relevant question for the situation: How can one make a balanced meal given the constraints of extreme poverty in which the students live? The dietician becomes angry and denies the existence of such conditions in the world. After an argument between the dietician and the teacher, the dietician leaves, the students are dismissed, and Peyo quietly weeps at his desk in the empty classroom.

This short story has many potential uses in a medical humanities elective course. Discussions or writing prompts asking students to reflect on Peyo Mercé’s reaction to the dietician and her health education intervention will permit students to think more critically about what information they might lack when attempting to prescribe medical advice to those of different socioeconomic backgrounds. Examining the protagonist’s frustration will lead to a discussion of social justice and the health disparities that are exacerbated by conditions of extreme poverty. This story could be paired with public health research on racial, ethnic, and socioeconomic disparities and the effects on health outcomes for vulnerable patient populations for further discussion. Alternatively, an analysis of the dietician’s performance will allow students to consider effective health campaigns and the importance of modifying educational materials on health-related topics for specific audiences. For example, after discussing this particular story, a collaborative assignment could ask students to prepare presentations on healthy eating to prevent obesity, diabetes, and heart disease, with each group assigned a different local audience from which the teaching hospital draws its patient populations (elementary school, high school, adult education, urban, rural, or suburban setting, in English or Spanish). Each student group could present for their peers and professor and receive feedback before finding a community partner to collaborate with to present the information in a school or other educational setting for the local population. The medical students would be expected to think of activities and ways of engaging patients based on their interests, experience, and competencies. By putting themselves in the position of their patients in order to imagine what will appeal to them, the medical students will be practicing empathy and using their medical knowledge to educate others and improve community health.

There are many opportunities to incorporate literature into discussion of professionalism among future healthcare providers in order to increase their awareness of issues surrounding public health, social justice, and bioethics, and to help them develop empathy for their patients. Given the increasing number of patients who come from Hispanic backgrounds, the use of Latin American or Chicano literature in particular will show students additional perspectives regarding a wide variety of potential obstacles—linked to language, socioeconomic conditions, eating practices, racial and gender bias, among others—that might prevent thoughtful and more thorough treatment.

These two literary examples are an entry point into discussions of health disparities in the growing Hispanic population and also showcase the linguistic diversity of the Spanish language, since both include regional vocabulary that will be new to students unfamiliar with Caribbean plants, foods, and colloquialisms. Moreover, reading and discussing these stories in Spanish, if possible, will improve physician competency in the language and will facilitate clinical encounters with patients who have limited English proficiency. Together with language study, analysis of literary texts can contribute to decreasing stigma based on racialized stereotypes and will eventually lead to the overall improvement in healthcare services for the Hispanic population in the United States.

NOTES

1.Davidson, “The Interpreter as Institutional Gatekeeper,” 381.

2.Martinez, “Language and Power in Healthcare,” 60.

3.Smedley, Stith, and Nelson, Unequal Treatment, 110.





The Youngest Doll

ROSARIO FERRÉ
TRANSLATED BY ROSARIO FERRÉ AND DIANA VÉLEZ

Early in the morning the maiden aunt had taken her rocking chair out onto the porch facing the cane fields, as she always did when-ever she woke up with the urge to make a doll. As a young woman, she often bathed in the river, but one day when the heavy rains had fed the dragontail current, she had a soft feeling of melting snow in the marrow of her bones. With her head nestled among the black rock’s reverberations she could hear the slamming of salty foam on the beach rolled up with the sound of waves, and she suddenly thought that her hair had poured out to sea at last. At that very moment, she felt a sharp bite in her calf. Screaming, she was pulled out of the water, and, writhing in pain, was taken home on a stretcher.

The doctor who examined her assured her it was nothing, that she had probably been bitten by an angry river prawn. But days passed and the scab wouldn’t heal. A month later the doctor concluded that the prawn had worked its way into the soft flesh of her calf and had nestled there to grow. He prescribed a mustard plaster so that the heat would force it out. The aunt spent a whole week with her leg covered with mustard from thigh to ankle, but when the treatment was over, they found that the ulcer had grown even larger and that it was covered with a slimy, stonelike substance that couldn’t be removed without endangering the whole leg.

She then resigned herself to living with the prawn permanently curled up in her calf. She had been very beautiful, but the prawn hidden under the long, gauzy folds of her skirt stripped her of all vanity. She locked herself up in her house, refusing to see any suitors. At first she devoted herself entirely to bringing up her sister’s children, dragging her enormous leg around the house quite nimbly. In those days, the family was nearly ruined; they lived surrounded by a past that was breaking up around them with the same impassive musicality with which the dining room chandelier crumbled on the frayed linen cloth of the dining room table. Her nieces adored her. She would comb their hair, bathe and feed them and when she read them stories, they would sit around her and furtively lift the starched ruffle of her skirt so as to sniff the aroma of ripe sweetsop that oozed from her leg when it was at rest.

As the girls grew up, the aunt devoted herself to making dolls for them to play with. At first they were just plain dolls, with cotton stuffing from the gourd tree and stray buttons sewn on for eyes. As time passed, though, she began to refine her craft, gaining the respect and admiration of the whole family. The birth of a doll was always cause for a ritual celebration, which explains why it never occurred to the aunt to sell them for profit, even when the girls had grown up and the family was beginning to fall into need. The aunt had continued to increase the size of the dolls so that their height and other measurements conformed to those of each of the girls. There were nine of them, and the aunt would make one doll for each per year, so it became necessary to set aside a room for the dolls alone. When the eldest turned eighteen, there were one hundred and twenty-six dolls of all ages in the room. Opening the door gave the impression of entering a dovecote, or the ballroom in the Czarina’s palace, or a warehouse in which someone had spread out a row of tobacco leaves to dry. But the aunt did not enter the room for any of these pleasures. Instead, she would unlatch the door and gently pick up each doll, murmuring a lullaby as she rocked it: “This is how you were when you were a year old, this is you at two, and like this at three,” measuring out each year of their lives against the hollow they left in her arms.

The day the eldest turned ten, the aunt sat down in her rocking chair facing the cane fields and never got up again. She would rock away entire days on the porch, watching the patterns of rain shift in the cane fields, coming out of her stupor only when the doctor would pay a visit or whenever she would awaken with the desire to make a doll. Then she would call out so that everyone in the house would come and help her. On that day one could see the hired help making repeated trips to town like cheerful Inca messengers, bringing wax, porcelain clay, lace, needles, spools of thread of every color. While these preparations were taking place, the aunt would call the niece she had dreamt about the night before into her room and take her measurements. Then she would make a wax mask of the child’s face, covering it with plaster on both sides, like a living face wrapped in two dead ones. Then she would draw out an endless flaxen thread of melted wax through a pinpoint on her chin. The porcelain of the hands and face was always translucent; it had an ivory tint to it that formed a great contrast with the curdled whiteness of the bisque faces. For the body, the aunt would send out to the garden for twenty glossy gourds. She would hold them in one hand, and with an expert twist of her knife, would slice them up against the railing of the balcony, so that the sun and breeze would dry out the cottony guano brains. After a few days, she would scrape off the dried fluff with a teaspoon and, with infinite patience, feed it into the doll’s mouth.

The only items the aunt would agree to use that were not made by her were the glass eyeballs. They were mailed to her from Europe in all colors, but the aunt considered them useless until she had left them submerged at the bottom of the stream for a few days, so that they could learn to recognize the slightest stirring of the prawn’s antennae. Only then would she carefully rinse them in ammonia water and place them, glossy as gems and nestled in a bed of cotton, at the bottom of one of her Dutch cookie tins. The dolls were always dressed in the same way, even though the girls were growing up. She would dress the younger ones in Swiss embroidery and the older ones in silk guipure, and on each of their heads she would tie the same bow, wide and white and trembling like the breast of a dove.

The girls began to marry and leave home. On their wedding day, the aunt would give each of them their last doll, kissing them on the forehead and telling them with a smile, “Here is your Easter Sunday.” She would reassure the grooms by explaining to them that the doll was merely a sentimental ornament, of the kind that people used to place on the lid of grand pianos in the old days. From the porch, the aunt would watch the girls walk down the staircase for the last time. They would carry a modest checkered cardboard suitcase in one hand, the other hand slipped around the waist of the exuberant doll made in their image and likeness, still wearing the same old-fashioned kid slippers and gloves, and with Valenciennes bloomers barely showing under their snowy, embroidered skirts. But the hands and faces of these new dolls looked less transparent than those of the old: they had the consistency of skim milk. This difference concealed a more subtle one: the wedding doll was never stuffed with cotton but filled with honey.

All the girls had married and only the youngest was left at home when the doctor paid his monthly visit to the aunt, bringing along his son who had just returned from studying medicine up north. The young man lifted the starched ruffle of the aunt’s skirt and looked intently at the huge swollen ulcer which oozed a perfumed sperm from the tip of its greenish scales. He pulled out his stethoscope and listened to her carefully. The aunt thought he was listening for the breathing of the prawn to see if it was still alive, and she fondly lifted his hand and placed it on the spot where he could feel the constant movement of the creature’s antennae. The young man released the ruffle and looked fixedly at his father. “You could have cured this from the start,” he told him. “That’s true,” his father answered, “but I just wanted you to come and see the prawn that has been paying for your education these twenty years.”

From then on it was the young doctor who visited the old aunt every month. His interest in the youngest was evident from the start, so the aunt was able to begin her last doll in plenty of time. He would always show up wearing a pair of brightly polished shoes, a starched collar, and an ostentatious tiepin of extravagant poor taste. After examining the aunt, he would sit in the parlor, lean his paper silhouette against the oval frame of the chair and each time hand the youngest an identical bouquet of purple forget-me-nots. She would offer him ginger cookies, taking the bouquet squeamishly with the tips of her fingers as if she were handling a sea urchin turned inside out. She made up her mind to marry him because she was intrigued by his sleepy profile and also because she was deathly curious to see what dolphin flesh was like.

On her wedding day, as she was about to leave the house, the youngest was surprised to find that the doll her aunt had given her as a wedding present was warm. As she slipped her arm around its waist, she looked at her curiously, but she quickly forgot about it, so amazed was she at the excellence of its craft. The doll’s face and hands were made of the most delicate Mikado porcelain. In the doll’s half-open and slightly sad smile, she recognized her full set of baby teeth. There was also another notable detail: the aunt had embedded her diamond eardrops inside the doll’s pupils.

The young doctor took her off to live in town, in a square house that made one think of a cement block. Each day he made her sit out on the balcony, so that passersby would be sure to see that he had married into high society. Motionless inside her cubicle of heat, the youngest began to suspect that it wasn’t only her husband’s silhouette that was made of paper, but his soul as well. Her suspicions were soon confirmed. One day, he pried out the doll’s eyes with the tip of his scalpel and pawned them for a fancy gold pocket watch with a long, embossed chain. From then on the doll remained seated on the lid of the grand piano, but with her gaze modestly lowered.

A few months later, the doctor noticed the doll was missing from her usual place and asked the youngest what she’d done with it. A sisterhood of pious ladies had offered him a healthy sum for the porcelain hands and face, which they thought would be perfect for the image of the Veronica in the next Lenten procession.

The youngest answered that the ants had at last discovered the doll was filled with honey and, streaming over the piano, had devoured it in a single night. “Since its hands and face were of Mikado porcelain,” she said, “they must have thought they were made of sugar and at this very moment they are most likely wearing down their teeth, gnawing furiously at its fingers and eyelids in some underground burrow.” That night the doctor dug up all the ground around the house, to no avail.

As the years passed, the doctor became a millionaire. He had slowly acquired the whole town as his clientele, people who didn’t mind paying exorbitant fees in order to see a genuine member of the extinct sugar cane aristocracy up close. The youngest went on sitting in her rocking chair on the balcony, motionless in her muslin and lace, and always with lowered eyelids. Whenever her husband’s patients, draped with necklaces and feathers and carrying elaborate canes, would seat themselves beside her, shaking their self-satisfied rolls of flesh with a jingling of coins, they would notice a strange scent that would involuntarily remind them of a slowly oozing sweetsop. They would then feel an uncontrollable urge to rub their hands together as though they were paws.

There was only one thing missing from the doctor’s otherwise perfect happiness. He noticed that although he was aging, the youngest still kept that same firm porcelained skin she had had when he would call on her at the big house on the plantation. One night he decided to go into her bedroom to watch her as she slept. He noticed that her chest wasn’t moving. He gently placed his stethoscope over her heart and heard a distant swish of water. Then the doll lifted her eyelids, and out of the empty sockets of her eyes came the frenzied antennae of all those prawns.





Peyo Mercé and the Dietician

ABELARDO DÍAZ ALFARO
TRANSLATED BY ANNE M. STACHURA

Peyo Mercé had finished his daily work. The small old schoolhouse stood completely empty. His students went off along the paths, red scratches on the violet flesh of the hills. Today they were even quieter. Some of them would pause to pick a ripe guava—a round star amongst the tangled branches. A rare feeling of defeat was breaking the guayacan tree of his spirit. His life seemed to him like the sleepy path of the mamey orchards; crisscrossed by good shortcuts and bad ones. The howling cry of an oxherd struck weakly in the shining emptiness of the dying afternoon. Peyo was feeling compelled to call his students to tell them how they hung from the babbling branches of his memories. Up on the highest cliffs, where the little ranchos crashed into the dreamy blue sky, the last stragglers were hiding. Peyo found himself alone, but closer to the rolling hills, the snaking paths, the winding routes. Hills that were his own flesh, mud made of pain and shaped by bitterness. And Peyo thought that his life was becoming stagnant, immobilizing itself, with the cold and dead brilliance of the greenish cattail-filled marsh.

Pain flooded his chest. A tear rolled down the hard crest of his face, coming to rest in the thicket of his graying mustache. That night, in a dilapidated shack nestled in the stony hollow of the crag, some cheap penny candles would throw paltry shadows at his student Juancho’s wake.

Peyo quickly turned away from the window and cried out, “It’s the hunger, the poverty, the pain!” His steps sounded giant on the creaky floorboards. He mounted the bay that was sleeping with its ears thrown back. He hurried the pony along, who was drinking the bloodied landscape of the dusk in through honeyed eyes. He crossed the ravine and advanced along the steep slope through the mamey orchard.

Chunguita stuck his anemic face out of the black hole of the shack and spoke these words: “Poor Mr. Peyo. He’s going to Juancho’s wake like he’s numb.” And from behind the wall his grandmother whispered this response: “God bless him, he loves his kids so much.”

And with that the shadow of the old teacher and the old bay became embedded in the iridescent background of the sunset.

Today was yet another day in Peyo Mercé’s life. A ripple of foam in the calm flow of the ravine. His shadowed eyes in his face as pale as a death candle. Peyo looks over his students’ heads. His gaze stops on a flamboyán tree that erupts its coagulated blood of sunset in the wavy green forest.

He seems older to the kids. All of the years, all of the weariness, all of the injustice suddenly flooded into his face. He moves like a sleepwalker. He sighed deeply and with disinterest, like an ox that passes over the same furrow, and prepared to begin his class.

“Well, kids, I’m tired. Who doesn’t get tired!”

He was talking without thinking. The students sensed the pain that was appearing in his distressed eyes.

And as though he were getting rid of a burden, he picked up the pace and his dry lips began to put on a gesture of sarcasm.

“So, Mr. Rogelio Escalera will be sending us a dietician, Miss Lucía Albornoz. She is going to talk about the new abc’s of eating.”

And he tried to laugh, but his voice came out hollow, like the crackle of water in the overhang of the Charco Azul.

And Peyo sat at his antiquated desk, devoid of glass and without a portrait of a national hero, like the one that Johnny Rosas had on his.

“Read quietly. And we will wait for her.”

The children’s sounding out of each syllable spread through the classroom like the swarming of bees. Peyo sunk his anguished head into his hands, rough hands sanctified by the dirt of tree-felling and the daily mapping out of paths. He sank deeper into his life. And his memory became fixed on a time of pain, a bitter harvest like that of tobacco.

Peyo was pulled out of his reverie by the sharp voice of a child: “Mr. Peyo, there’s the young lady.” And his voice seemed to come from the dark green depths of the mamey orchards, from beyond the forest, from beyond the world.

Peyo shook his head. He made a gesture of boredom.

“We are going to show how well mannered you all are; that this is more important than Math or English.”

And before the astonishment of the teacher and student, Miss Albornoz ascended the stone steps of the rural schoolhouse: tall, bony, and with light and nervous movements.

“Good morning, Mr. Mercé,” she said in English.

“Buenos días, señorita Albornoz,” Peyo responded ceremoniously.

Olique whispered to another child, “she looks like Cipria’s crested chicken.”

And in the back of the room there was a flutter of laughter that Peyo contained with a reprimanding look.

“These are some bad roads, Mr. Mercé.”

“They have told me a lot about you.”

“I imagine that it wasn’t very good.”

And the dietician put on a smile straight out of Ladies Home Journal. Peyo introduced the dietician to the class.

“It is an honor to have Miss Lucia Albornoz with us. She is going to talk to you all about very interesting things. Be all ears, because there is nothing worse than someone who listens but doesn’t understand.”

And Peyo asked the dietician’s permission to sit down and listen to her talk. “In order to inform myself.”

And Peyo headed toward the back of the room. The seat creaked. He stretched his legs and with an expression of weariness he got ready to listen.

“Children, I suppose that Mr. Mercé has talked to you about what vitamins are. Do you guys know any vitamins?”

The children looked at each other, their faces expressing that this was a strange thing. In the end, Chunguita raised his scrawny hand.

“Yes, Miss, I know one. My buddy Teclo’s Vitamin. Vitamin Garcia. They call her Vita.”

Peyo jumped in his seat. The kids made an expression of surprise, and the dietician looked confused. And forcing an unmissable smile she continued: “Vitamins are the nourishment in what you eat. And there are different types of vitamins. They are things that can’t be seen, but are known to exist.”

Peyo said to himself, “Like so many other things in my country.”

And the dietician asked the children: “Let’s see. What did you all eat for breakfast this morning?”

There was a deep silence in the classroom.

“Don’t be scared,” Miss Albornoz insisted.

Pelusa, who was a little distracted looking at a wasp nest that hung from the threshold of the door, replied “Black coffee, if there is any.”

Laughter bounced off the old walls. And Peyo puffed out his lips in a sign of disgust. Miss Albornoz did not give up.

“And you all don’t know about any fruit that is good for breakfast?”

Changuita shook the fringe of his jacket and hurried to answer.

“Mamey and guanabana.”

And Miss Albornoz felt relieved to get out of an awkward situation.

“There, you see, why don’t you all eat a piece of guanabana for breakfast?”

Again silence fell over the tousled little heads. Guaba answered, “Because it makes you fat.”

The dietician shook, trembling like a bull sniffing danger. Peyo was so absorbed in something far off that he barely noticed the answer. The dietician crumpled a paper that showed the foods and their vitamin content between her nervous hands. And realizing that this line of questioning was going nowhere, she decided to educate both the students and the old, disheveled teacher.

“Vitamins are the nourishment in what you eat. There are different types of vitamins. A, B, C, D, and so on. …”

And Peyo fixed his gaze on the rough surface of the desk, hearing Miss Albornoz’s lecturing, angry as the buzz of a bumblebee. And he was returning to his lonely childhood like those handspikes of forgotten farms.

And the dietician proceeded talking about a balanced diet, about the requirements of a good meal: a liter of milk each day, four ounces of meat, five eggs a week, two servings of vegetables, desserts, etc. Peyo clenched his fists, lifted his head, rolled his disdainful eyes onto the dusty rafter and then set them on his students. Spellbound, they were listening to that monotone lecturing, their feeble little bodies leaning with fatigue on the tops of the desks, their small mouths hanging open like a wilting rose. But to Peyo the lecture was like listening to a story about the fantastical agasaná creature; made-up stories for children.

The sun was already rising some yards above the sharp shoots of the mamey trees. Peyo, his head down, was looking at some letters that were poorly scratched with a knife onto the rough surface of the student desk. Then he looked out the window. In the garden next door some friends were passing around a coconut shell filled with black coffee: communion of poverty.

And the murmuring of the dietician was continuing. She was showing some posters to the spellbound children. One of them showed a chubby child with a calm smile, cheeks rosy like rose apples, who was eating a succulent and colorful lunch of meats, lettuce, eggs, tomatoes, and milk. Peyo closed his eyes momentarily in order to avoid looking at it. Then he fixed them on his kids. They were watching with eager eyes. Their mouths were watering. Their eyes seemed to be coming out of their sockets. And with pity he could see Chunguita, who was licking his dry and bloodless lips. Peyo clenched his teeth. He went back to sink his gaze onto the surface of the student desk. In poorly written letters he could read a name: Juancho.

He couldn’t take it anymore, and without willing it to be so, he found himself with his hand up. The kids and the dietician looked at him, surprised.

“Do you have something to add, Mr. Mercé?”

Peyo stood up with a heavy feeling. He wiped his face with a handkerchief. It was as if he were absorbed in something outside of himself. His thick eyebrows closed over his penetrating eyes.

“Yes, I have a lot to add. Everything you say is correct. No doubt. A balanced diet is necessary: eggs, milk, grains, etc.”

Peyo paused. The dietician felt satisfied with what Peyo had just said, since it was reaffirming her point of view.

And Peyo, gripping his faded tie, continued: “But … a person who doesn’t have a cow doesn’t drink milk. And a person without a chicken doesn’t eat eggs. Here—and please excuse my frankness—we have another kind of balance.”

His face was beginning to take on an expression of gravity.

The dietician was turning red. The poster trembled in her shaky hands. And in a falsetto voice used to hide the rage that was consuming her, she answered, “Very clever, Mr. Mercé, very funny.”

In Peyo’s mind a far-away scene was boiling: a shack tucked away in the stony cliffs, where cheap penny candles were crackling. An idea shined in his darkened mind.

“Ok, young lady. What dietician could balance this diet for me? How could one provide lunch for a family of twelve with only fifty cents?”

He waited for an answer with his chin resting in his hand.

The dietician fell silent. She found herself confused, without a glimmer of light. She was sweating. Finally, an answer occurred to the dietician to get her out of trouble.

“Mr. Mercé, this situation that you present is unusual.”

With a soft and measured voice Peyo responded, “It is what is normal here.”

Miss Albornoz shook from head to toe. She cursed the hour that Mr. Escaleras had decided to send her to contend with such an old-fashioned teacher. Now losing her patience, she reprimanded Peyo, “That, Mr. Mercé, is a problem that you should solve yourself.”

Peyo, unbothered by the harshness of her tone, said, “This nutritional problem, this diet is the one that we balance here every day. A meal that fills us up, that has all of the vitamins of hunger: the bread of poverty.”

Laughter raised a fresh wave in the decayed classroom. Peyo controlled the kids with a stern look.

“Yes, Miss Albornoz, forgive me. You are right, but ‘Meterio se llama el niño.’”

And he was rubbing his thumb against his index finger.

The dietician, becoming increasingly irate, questioned Peyo, “What is that, Mr. Mercé? I don’t understand. Be more precise.”

“Ok, more clearly, young lady, a rooster doesn’t crow. All of this junk is good for those who have ‘con lo que la madama hizo el dulce.’”

He began to rub his thumb against his index finger several times.

And the dietician, exhausted by the old, scruffy teacher’s gibberish, yelled in a imperious and harsh voice, “Mr. Mercé, you haven’t read a thing about this subject.”

“But everyone has his own book, and I have mine—everything that I have learned in the shacks, on these mountain paths, what life has taught me.”

The dietician could not take it any longer, and she launched into a tirade. “You are making me lose my moral strength. Now I can confirm what Mr. Escaleras told me about you.”

And gathering up the posters and brochures before the excited crowd, she furiously left the classroom.

Peyo, calm, headed back to his table and sent his students off to lunch.

The sun was at its zenith. From the window, Peyo watched as his students went off, their baggy pants blowing in the wind, their light, bare feet leaving tracks on the old, coarse path through the mamey trees. From the window he could see Teclo squatted down in the field with a cup in his hand, dunking a piece of plantain into garlic sauce. The same scene repeated time and again. It was something that was as much a part of Peyo’s daily life as the constant flow of the stream.

The midday fire of the sun took control of the bloody crown of the coral trees, the straight shoots of the mamey trees and the twisted branches of the guava trees.

In the ridges of the mountains, the children go off to hide.

Peyo finds himself alone again. The howling voices become lost in the wind. Peyo’s soul fills with a nostalgia as green as the stagnant waters of the swamp. As if in a dream he sees another white path leading from the classroom, that passes over the violet hills and goes deeper into the radiant blue beyond. He sees his kids follow that path, one after another. He sees Juancho straggling behind, raising his dry hand, like back then, and yell from the woods, from the blue, cloudless, birdless background, “Goodbye, Mr. Peyo.”

Peyo sinks his graying, grief-stricken head into his hands, and from his chest that is as strong as a guayacan tree, escapes a sob, just like the trickle of water that flows from the hidden peaks of the mountain.





Connections in Obstetrics and Gynecology

Using Reflective Writing to Engage in
Providing Healthcare to Women

ABIGAIL FORD WINKEL, LAUREN MITCHELL,
AND STEPHANIE BLANK

During residency, medical trainees leave the structured educational environment of medical school and begin to learn their trade. This time is an intense immersion in the culture and standards of the future profession of these doctors. While clearly recognized as a formative period in the professional development of physicians and surgeons, residency is a time marked by strong competing pressures for resident time—having limited hours to care for patients, learning clinical reasoning and procedures, and answering the ever-increasing demands to document, code, and bill according to changing standards. For all too many trainees, this means that residency is the end of their formal education in professionalism.

Obstetrics and gynecology is a particularly challenging field in this regard: between learning to manage labor and delivery and perform surgical procedures, trainees must learn skills to deal with some of the most intimate and emotionally charged situations that patients and their families face. Whether talking about sexual activity and infectious diseases, comforting families who have experienced an unexpected obstetric tragedy, or providing a support to a woman with a gynecologic malignancy, obstetrician-gynecologists must not only be adept clinically, but also must be interpersonally nimble and maintain professionalism under extreme stress. And yet, during residency training for most obstetrician-gynecologists, these events are rarely digested from a humanistic perspective. The medical details may be sliced and diced, the surgical skills practiced until they are sharp, but the rest of the learning is left to osmosis.

In the narrative medicine curriculum for obstetrics and gynecology residents at the New York University Langone Medical Center, we have attempted to address these challenges with a series of workshops aimed at addressing the range of issues that might otherwise fall through the cracks. The hour-long workshops occur at intervals of six to eight weeks over a two-year curriculum, with topics ranging from self-care, coping, and making mistakes to pregnancy loss, sexuality, and dying. Because the time and attention of these trainees is critically limited, all work takes place during the session. Each session follows the same basic structure: after initial reactions to the topic are discussed, a piece of literature—poem or short story or excerpt from a longer piece—is read aloud together. Trainees reflect on their reactions to the story and then write a reflection or creative exercise based on a prompt addressing the topic. These writings are then shared among the trainees.

As an example, in the workshop on “Sexuality,” trainees explore the way their clinical work enters an intimate space in their patients’ lives and can create tensions with the clinician’s own personal and private experiences and thoughts.

Creating a safe space prior to the reading and writing is essential in these workshops, and this is especially the case in this workshop, which covers such sensitive material. We explicitly state that participants should not feel the need to share any thoughts or writings if doing so would make them uncomfortable. As an icebreaker, we ask the residents what they thought when they saw the title of the workshop on the schedule. Then we explain that the reason for discussing sexuality is because we work in a field that is often determined by the sex lives, concerns, victories, and woes of others. Obstetrics and gynecology bring countless reminders of the link between sexuality and disease. We wanted to create a space to discuss how these interactions impact the residents and to discuss what they carry with them as they leave the clinical environment.

Because of the highly charged nature of the subject, we start the workshop in a common clinical situation, the physical exam. Reading David Watts’s poem, “Physical Exam,” facilitates a conversation about the boundaries between physician and patient, and the ways that clinical work involves crossing boundaries that would be present in the world outside.


Physical Exam

I have told her I will not

do a pelvic, so already

we are on better terms.

I have learned when best

to say this,

so as to ease her fears.

But she worries that I

will examine her breasts, perhaps

take too much pleasure

with beauty,

with softness … it’s possible.

The truth is

unlike those I have loved

I do not remember the breasts

I examine. I didn’t think

it would be this way,

but it is.

And I feel the opening

of possibility, it’s just that

it goes unrecorded,

as if to honor

the unspoken agreement. Afterwards,

a transformation,

as if through this intimacy

we have become part

of each other,

protective of each other—Don’t

misunderstand,

it’s just that now

she stands close to me

and is not afraid.

David Watts



We discuss the residents’ reactions to the poem. We ask, “What do you find yourself thinking as you are about to perform an exam on a patient?” Other discussion questions focus on the ways that performing intimate exams like the breast and pelvic exam on a regular basis influences the way we view our own bodies or the bodies of other people who are not patients. We ask if they find themselves making judgments about the sex lives of the patients based on their clinical encounters, and whether these judgments are different in the hospital than in the world outside.

For the writing prompt, we ask participants to write a scene from the perspective of a patient during a physical exam or during a sexual-history interview. The residents are invited to share these writings and discuss their reactions to each other’s work. Following that discussion, the group turns to another poem, “Words”

by Dwaine Rieves, for a close reading exercise. As the poem is read aloud, the residents are instructed to circle the words or phrases that resonate with them.


Words

At night, in my bed, a rip-shirted

world still breathes, its muscle

matched to mine, its rhythm

in my back, one slow heart

unschooled and warm. Come

inside, check your coat,

remove your shoes—or keep them,

it is so risky, the intonations, the accents,

the manipulations of day, its

science and short sun, its voluptuous

sudden moon. A moon so focused

I recorded its holes, the few

mumblings it could give. I saw these

things and kept their answers.

Study the scenes—

on-call, a night’s receiving room,

the dead woman, her chest open,

my hand inside. That was

the night I took back those

early sayings, their recommended lists

and ready places.

That night I crawled down

from the stacks. I kicked Dr. Osler

and opened his tie, finding

old Halsted, scalpel raised and in

my face. And later, with Blalock –

we chewed opium and talked

about pain. Remember

these nights, the short tempered

streets. I sleep with this

world and speak its words,

the unstuck, the found, sentences

pale and sweating, that

whole language of make-do

words, every syllable bare-chested

besides me still and breathing.

Dwaine Rieves



Residents then share the words and phrases they circled with each other, and share their reactions to thinking about this material in the context of their training. By creating this forum for literature to help residents unpack the aspects of such a sensitive and somewhat taboo subject, we allow them to explore in a community what they are inevitably encountering individually. Without attending to these aspects of the work of obstetrics and gynecology directly, there is a real risk of furthering the kind of gallows humor and inappropriate comments that are sometimes seen in doctors, or perhaps worse, lead to avoiding these subjects that are actually quite important clinically. We hope these sessions can enhance the professional development of doctors in the period just before they enter their careers.

Faculty and health professionals who work clinically with the residents lead the workshops and these leaders are encouraged to share their personal experiences, thereby modeling for trainees that this type of critical reflection is a practice to be continued throughout their professional lives. The trainees are split into groups of approximately ten to encourage the intimate and confidential environment. Each workshop takes place entirely within the hour of the course: there is no homework, no required reading. By reading together aloud, the group transitions together from the clinical world to the world of their own creative and reflective experience, and through this process access an openness in the discussion that is otherwise missing from the hospital hallways. It is our hope that this element of the curriculum provides a parallel space within which to examine the clinical events, and an opportunity within which to nurture the professional identities that they have with them at the beginning of their training. While our aim is to promote the residents’ development, it is the patient we ultimately wish to reach: the one who comes to the doctor, who needs to find a trusting and safe space in which to share her story.





PART VII

Conclusion—Cautionary Words






Disorderly Conduct

Calling Out the Hidden Curriculum(s) of Professionalism

DELESE WEAR, JOSEPH ZARCONI, AND REBECCA GARDEN

To be thoughtful about what we are doing is to be conscious of ourselves struggling to make meanings, to make critical sense of what authoritative others are offering as objectively “real.”

—MAXINE GREENE, “ART AND IMAGINATION:
RECLAIMING THE SENSE OF POSSIBILITY”

 

To assume: to take for granted or without proof. In an educational environment obsessed with evidence, it seems odd that so many practices in medical education remain firmly in place without a shred of evidence that they are relevant, “true,” or even effective. These assumptions operate within Hafferty’s definition of the hidden curriculum—“among other things, the commonly held ‘understandings,’ customs, rituals, and taken-for-granted aspects of what goes on in the life-space we call medical education” (1998, 404). Every day in this life-space we move through what Joanne Trautmann Banks refers to as “unseen worlds” (1982, 24), or perhaps more aptly, unspoken worlds.

In this chapter we focus on current assumptions about professionalism and two factors in its expression in the undergraduate medical curriculum: the medical humanities, designated by many as a primary vehicle for the “delivery” of the professionalism curriculum; and various evaluative strategies—most notably competencies, benchmarks, and assessable outcomes—used to determine the professional development of students. Our application of the medical humanities and our penchant for assessment in professionalism education arise from implicit assumptions underlying the nature and goals of each, assumptions that often work against what they claim to support: the ongoing professional development of physicians. Here we examine assumptions as hidden curriculum. We argue that such assumptions deflect serious investigation of the everyday practices surrounding professionalism education that have comfortably settled into the medical education environment, and that impede our progress toward inspiring students about professionalism.

PROFESSIONALISM: CONTESTED MEANINGS

It has been long known and clearly documented that medical students become more cynical as they progress through the curriculum. A vast literature exists about this phenomenon, some of it theoretical, most of it descriptive, all with remarkably similar language (Becker et al.1961; Christakis and Feudtner 1993; Newton et al. 2008). We know that such cynicism erupts when students experience mistreatment and powerlessness, or witness physician behaviors which contradict what they’ve been taught about professionalism. As educators, our own cynicism about whether we can change the clinical culture of medicine may be justified. Like the usual response to an ill-mannered eccentric relative acting out at a family dinner, we’re not even embarrassed. Instead we dismiss such behaviors and say, “Oh that’s just the way he is … ignore him.” We turn away from these culprits in the medical environment and focus our educational efforts solely on their victims, the students. Our ignoring these behaviors offers powerful lessons to students about how things really are in medicine, about what professionalism is, and about what it isn’t.

Enter curriculum efforts focused on interpersonal, communicative, ethical, or “humanistic” aspects of medical care, largely bundled into something we call professionalism. The thinking goes something like this: If we create lists of attributes denoting professionalism, talk about professionalism enough (or at least use the word enough), assess it enough, and offer enough “remedial” measures for reported lapses in it (in students only), students will become “professional” or demonstrate professional “competence.” Indeed, the major accrediting organizations subscribe vigorously to professionalism mandates for trainees. And the Association of American Medical Colleges (AAMC), the American Board of Internal Medicine (ABIM), and numerous other specialty organizations all address this elusive concept, defined by even more abstract concepts including virtues such as duty, respect, altruism, empathy, or truthfulness, among others. The term professionalism is used as though it were a common referent for us all, but in fact it is often merely a vaguely positive-sounding floating signifier that medical schools, accrediting bodies, medical school administrators and faculty deploy to signal that they are serious about such virtues attached to it and thus claim a moral high ground. It is at the local level where professionalism educational efforts are enacted, however, and it is there where the tension between abstractions denoting professionalism and the actual witnessed behaviors, practices, and attitudes of “professionals” arises.

Brainard and Brislen pose such problems most succinctly in their “view from the trenches” as medical students:


The chief barrier to medical professionalism education is unprofessional conduct by medical educators, which is protected by an established hierarchy of academic authority. Students feel no such protection, and the current structure of professionalism education and evaluation does more to harm students’ virtue, confidence, and ethics than is generally acknowledged. … Deficiencies in the learning environment, combined with the subjective nature of professionalism evaluation, can leave students feeling persecuted, unfairly judged, and genuinely and tragically confused. (2007, 1010)



Leo and Eaglin write similarly about the flawed professionalism movement as they experienced its manifestations in their education, beginning with the following statement: “Cringe … this is the reaction that many students have to the word professionalism” (508). They report that the “disdain, frustration, and hostility” are not because students believe themselves above discussions involving their professional identities but because the lopsided focus on criticizing unprofessional behaviors in students “leads to an aura of negativity whenever the word professionalism is mentioned” (510). Given that students have so little authority in the educational setting, particularly in the clinic, they resent and resist being assigned sole responsibility for professional behavior while concomitantly being deprived of the power to critique its absence in their superiors.

Thus, the failure to address the “values being transmitted within the hidden and informal curriculum [that] are decidedly ‘unprofessional’ in nature” (Hafferty 2000, 24) is a major cause of students’ disdain of “the p-word” and is directly tied to the development of cynicism cited above. Yet the drumbeats for assessing professionalism in students largely ignore these disturbing contradictions, and students notice the conspicuous absence of similar professionalism efforts targeting the same behaviors in attendings (Leo and Eaglin). Instead, students face an environment of “excessive directives, lectures, rules, and moral pronouncements that they [find] repetitive and patronizing” (Goldstein et al. 2006, 873).

Unfortunately, at the local medical school level, the term frequently denotes a more pragmatic concentration on student behaviors, such as important factors as punctuality or appearance. Yet aside from didactic lectures, handbooks, and local lore passed from class to class regarding the “rules” that make up professional decorum, those designing curricula often turn to the field perceived as the “humanizing” counterpart to the potentially dehumanizing basic science curriculum and clinical training: the medical humanities. Such content is often deemed most appropriate for more intensive investigation (if not outright inculcation) of professionalism, particularly the virtues associated with it. Assumptions proliferate here, most of them unspoken, including how professional virtues can be “taught” directly, and where, and by whom. For many medical educators, the medical humanities—primarily ethics, literature, narrative inquiry, and writing—seem as good a place as any to address professionalism, if not to actually “teach” it.

MEDICAL HUMANITIES: THE FOUNDATION FOR PROFESSIONALISM?

The assumption that professionalism issues are more at home in the content of the humanities than elsewhere in the formal curriculum is rife with misunderstandings and inaccuracies. Yet medical education has appropriated the humanities in several ways, particularly in the service of professionalism education. The Project to Rebalance and Integrate Medical Education (PRIME) is currently a major national movement insistently arguing that “the goals of medical ethics and humanities teaching should be clearly articulated and explicitly linked to consensus goals of professionalism and … to those aspects of professionalism that lend themselves to reliable evidence-based quantitative and qualitative assessment” (Doukas, Mc-Cullough, and Wear 2012, 337).

To these and many other medical educators, it just makes sense that humanities inquiry leads to more compassionate, caring physicians. In fact, we often hear medical educators using the word “humanities” interchangeably with “humanism, “humane,” and “humanist.” Likely reasons for these specious assumptions include equating humanities inquiry in medical education with a kind of liberal arts experience, however limited that experience might be relative to the entirety of medical education, and then proceeding with the belief that this modest dose of liberal arts equates with a robust liberal arts education. What is felt to be a rigorous academic course of liberal arts inquiry is most often actually a piecemeal, elective, and less complex and critical approach to humanities inquiry that is often seen as “stuck on” to the real medical education curriculum.

A long line of humanities scholars in medical education offers different perspectives. K. Danner Clouser, prominent in the development of the medical humanities over 30 years ago, argues that the most important benefit of the humanities in “technical-vocational training programs” such as medicine is critical intelligence (1980). Writing about literature in particular, Joanne Trautmann Banks points out that when we ask students to engage with literature during medical education, teaching them to read “in the fullest sense,” we are training them medically: “To ask the medical student what is being said here—not at all an easy question when one must look at words in their personal and social contexts and when several things are being said at once—is to prepare him or her for the doctor-patient relationship” (1982, 26). Others contend that literary inquiry in medical education teaches students to “follow the narrative thread of complex and chaotic stories … to recognize the multiple, often contradictory meanings of events that befall human beings” (Hunter, Charon, and Coulehan 1995, 788). More recently Catherine Belling offers a meticulous description of the merits of all humanities study in medicine:


The humanities resist the homogenization of social science metrics, for our focus is on the specific and particular, exactly those aspects of human texts that resist reduction. We value fine distinctions, even at the risk of defaulting to an n value of 1. This is precisely why the humanities are so valuable to medicine, for we offer a counterpart to the necessary reductions of the natural sciences. The unit of medicine is the particular patient, always irreducible. (2010, 940)



When students focus attention on complex but particular patient narratives, they are also coming to understand “contingency, context, and complex processes through which we construct meaning” (Gillis 11–12); they also come to understand how formulas and metrics and “evidence,” however critical they are to understanding disease processes, have limited usefulness in understanding a particular patient. Such understandings involve “certain habits of mind, nuances to thinking, an appreciation for subtleties and ambiguities of argument,” and may move students to “develop new kinds of doubts and anxieties, concerns and hesitations” (Brottman 2009). All these point to excellence in clinical care, not solely to professional virtues. To cede the medical humanities only to “virtue” building or “professionalism” is simply to get it all wrong.

Still, more assumptions remain that underlie a troubling lack of expertise that is ubiquitous in medical humanities teaching. Given that medical culture defines itself in part through a rigorous emphasis on areas of expertise and specialties involving serious regimens of study and practice, it is surprising that, when it comes to educating in the humanities (particularly when the humanities are being marshaled as a vehicle for professionalism education), there appears to be a nonchalant approach to even defining what the areas of study are, much less how they achieve anything of value for clinicians-in-training. Some argue that medical humanities approaches, such as the “study and creation of creative literature … encourage humanism and critical thinking and serve as a vehicle to improve care, commitment, and self-care,” as well as teaching that “there are multiple perspectives, making suspect the privileging of any one perspective (e.g., the physician’s versus that of the patient or family)” and inculcating skills in taking patient histories (Doukas et al. 2010). Yet the educators making these claims do not provide any explanation for how studying literature or writing creatively teaches multiple perspectives or how a student might avoid appropriating a patient’s story or projecting her or his own experiences onto the patient, despite the fact that there is a formidable literature of critical arguments supporting and critiquing these assumptions and practices (Belling 2012; Diedrich 2005; Evans 2002; Garden 2007, 2010; Jones 2007; Peterkin and Prettyman 2009; Squier 2007; Wear and Aultman 2005; Wear and Zarconi 2006). Medical humanities scholars and educators draw on literary and disability studies’ complex critiques of assumptions and practices regarding empathy and humanitarian issues in culture in order to develop pedagogical approaches that deconstruct, rather than reify, physician power in the clinic. Thus, medical educators who devise professionalism courses or programs by ostensibly founding them on the humanities disciplines should be careful to consult the deep literature, if not the deep bench of medical humanities experts themselves, in order to make persuasive claims and provide real outcomes for them regarding the humanities as a vehicle for training in ethical, compassionate, and professional conduct.

The problem of reducing professionalism training to a checklist of “competencies” recurs with the question of expertise. Emphasizing education in professionalism competencies by devising checklists of objectives and measurements that are easily packaged and reproduced (Doukas et al. 2010) makes it easier for non-experts—anyone, really—to teach the subject. While administrators may trust that their students are engaging with complex socio-cultural and ethical issues and getting the perspectives of the patient—through study in the medical humanities—students are more likely to receive yet another fragmented PowerPoint approach to a subject. Medical humanities scholars and educators with serious training and credentials do for students what specialists do for patients who need them: they bring a deep knowledge of the research, including the latest findings, to bear on experience and expertise in practice. Above all, they bring a nuanced approach to the assumptions too often made about the powers of the medical humanities.

ASSESSMENT AND PROFESSIONALISM: “TAKING APART THE ART”

One of the most wildly enthusiastic movements in academic medicine over the past quarter century is the implementation of the competencies concept to denote students’ knowledge, skills, and attitudes. The assumptions surrounding competen cies include that some kind of standard exists that reflects a level students should achieve before moving on, and that there are ways to evaluate whether students meet these standards, ways that accurately capture whatever characteristic is under scrutiny. This may be easy enough for knowledge-based phenomena or for clinical skills, although Huddle and Heudebert’s (2007) incisive article on the topic problematizes competencies even in those domains as overly reductionistic, akin to “taking apart the art” of medicine. But turning assessment of professionalism into a series of benchmarks and rubrics is deeply flawed. Indeed, “benchmarking” professionalism lends a deceptive impression of exactness—of “real” measurement—to a phenomenon that is fluid and contingent, variably enacted by variable human beings. Judith Grant argues this point eloquently, that the totality of what physicians do is “far greater than any of the parts that can be described in competence terms.” In fact, “they are making judgments, managing cases in the absence of definitive information, taking a multiplicity of factors into account … almost never replicating precisely the same approach because every case is never exactly like any other” (273).

Current critiques of these assumptions fueling the use of benchmarks, competencies, or other outcomes-based assessments of professionalism, are beginning to appear with increasing frequency (Lingard 2009; Hodges 2006; Wear 2008). All are quick to state that such critique does not attempt to replace competencies, or that learners should never be appraised regarding how they enact empathic and respectful caregiving to patients. But all point out serious problems with such assessment that uses empty benchmarking or competency-driven strategies, or with other forms of assessment that are actually coercive.

Coerciveness, for example, can occur during the “evaluation” of portfolios or reflective writing assignments using rubrics that purport to tell us “where” students are in terms of their professional development, a kind of surveillance that deems students professionally appropriate, or at least growing in that direction. When this is the case—when students’ interpretive efforts in both oral and written language are subjected to various kinds of measurement that encourage adherence to prescribed, almost scripted conventional positions regarding professional attitudes—the “easier path [for students] is likely … to stay with the familiar and to avoid trouble which may arise from questioning established ways of thinking and acting” (Peterson et al. 3). Students know that critique of medical culture, that critical understandings of medical phenomena (including how they are educated), and that questioning the taken-for-granted have been nearly evacuated from a medical education marked by “the constant pressure to ‘perform’ according to imposed and often reductive standards” (Apple 15).

WHERE TO GO FROM HERE?

We have discussed some of the assumptions underlying the professionalism discourse and two factors in its expression: the medical humanities as a vehicle for professional development; and competency-based approaches to measure the professional development of students, often marked by excessive reductionism. We have argued that these assumptions often work against what they claim to support. Questions remain, most notably what now?

Perhaps one place to begin is to move away from the term professionalism itself. It is fractured, used uncritically and evoked punitively far too often; it is imbued with assumptions so variable that in any given educational location it slips away from a common referent. Jarvis-Selinger, Pratt, and Regehr offer what may be the most compelling argument for moving away from the “excessive reductionism … in discussions of professionalism” toward an exploration of the “interrelated identities that form the basis of what it means to be a physician” (1; italics added). By including the roles and responsibilities that emerge as students are learning the “practice” of medicine, a thoughtful “focus on being rather than exclusively a focus on doing” can begin to take place (1). Moreover, the coauthors argue that supplementing the work in developing measurable competencies with a consideration of professional identity formation may ameliorate two problems inherent in competency-based training: first, the tendency to atomize and fix what is essentially a dynamic and evolutionary process of becoming a physician and second, the tendency to focus on minimally acceptable levels of “competence” as an indication of readiness to practice. Medical education could begin to reorient itself to not only thinking about making medical students and residents perform competently but to also considering how their professional identities as physicians are evolving (Jarvis-Selinger et al. 5). Professional identity development requires far more than students’ adherence to “rules”; to see one, do one, teach one-type competencies; or to documentation of designated behavioral manifestations of abstract qualities such as altruism or compassion. Using an orientation toward professional identity development focused on being rather than behaving makes such reductionistic assessment of “being” increasingly problematic.

Students require a social environment that nurtures their individual identity development, which is no small order. Coulehan stated this succinctly over a decade ago when he argued that the first requirement “for a sea change in professionalism” is to “dramatically increase the number of role model physicians at every stage of medical education” (116). “This is a conscious, overt effort that includes full-time faculty members who exemplify professional virtue in their interactions with patients, staff, and trainees; who have a broad, humanistic perspective; and who are devoted to teaching. … [These] physicians are reflective, as opposed to non-reflective, in their professionalism [and] their presence would dilute and diminish the conflict between tacit and explicit values” (116). These are the role models who may engage students in the kind of ongoing reflective practice that acknowledges and supports their identity development at both the individual and collective level, “which involves a socialization of the person into appropriate roles and forms of participation in the community’s work” (Jarvis-Selinger et al., 2).

And what of the humanities? We firmly resist assumptions that link humanities inquiry to professionalism any more than other disciplines or content are similarly bound. The humanities offer knowledge and skills that may move students toward becoming better physicians, in the same way courses on patient interviewing or population health, or various clerkships, do. In the end, the incorporation of the humanities into medical education can make a difference, if we cut through the decorative assumptions of their worth to what they can offer. But to make a difference, humanities inquiry must be ongoing and systematic in the regular curriculum, not relegated to an electives-only curriculum. The medium is the message, and curriculum time and course placement is one of the most powerful indices of what a medical school values, of who’s in charge, of what knowledge is worth the most.
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Editors’ Note: The following chapter originally appeared in The Hidden Curriculum in Health Professional Education, edited by Frederic Hafferty and Joseph O’Donnell. We chose to conclude the anthology with this chapter because it offers two critical perspectives on professionalism that may prove useful for educators charged with teaching it to students. First, this chapter draws attention to the ways the medical or health humanities can be used to further, rather than challenge, the hidden curriculum in medical education. Second, it interrogates the problematic and evaluative strategies deployed to assess the attainment of professionalism in students. Ultimately, this chapter reminds us that we must be vigilant about how we use literature in medical education, so that our efforts do not become another means of furthering the negative aspects of the hidden curriculum in medicine.
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