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What are the Medical Humanities and Why Do They Matter?
(Abstract)

Brian Hurwitz

Medical Humanities today spans a variety of discourse communities that deploy
the lenses and analytical tools of the arts and humanities to investigate problems
of health, disease and responses to illness. Although its origins can be traced to
the beginning of the twentieth-century, the field emerged in the second half of
the century from criss-crossing interactions that illuminate medical practices
across a wider terrain of enquiry than established bimodal disciplines, such as
medical ethics, medical history and medical sociology. | will present examples
of research achievements from this field — which is also known as the Health
Humanities - and discuss its innovatory potential to link-up with scientific

research, user movements and disabilities studies.

(BEENBLUCMRIEAMF 16 R—PUEICISNET)

(The full-text of the lecture is from page 16 of this book.)
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It is of great interest from a medical device provider's perspective to know how quickly an
innovative diagnostic or therapeutic innovation is tried, adopted into the regular clinical
setting and fully utilized. It is meaningful for a medical device provider to measure the
level and speed of adoption and spread of an innovative technology among elderlies in
Japan where there is a high proportion of such population. How effective the new
diagnostic or therapeutic technology is in a clinical setting, how effective or efficacious it is
relative to existing technology, or how it measures up in such parameters as QOL that are
rarely measured quantitatively, are examples of some of the very useful information. The
difference between the life expectancy and "healthy life expectancy “in Japan today is said
to be about 10 years and measuring how much the adoption of the new technology may
reduce this difference will allow us to estimate the potential contribution of the new
technology to the society. It is much anticipated that collection of such information occurs
more often than before and then the resulting analyses presented. At the same time, we
observe a new technology that is particularly effective for elderly patients is not necessary
adopted fully in Japan. | will discuss such an example and consider the difficulties of
technology adoption today and the use of innovation in future in Japan.
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What are the Medical Humanities and Why Do They Matter?
Brian Hurwitz

In this talk | want to examine the origins of the Medical Humanities,
characterise the field, and address why it is that university centres in faculties of
arts, humanities and medicine worldwide believe it to offer productive contexts
and materials for research and teaching across disciplines.

One Japanese surgeon whom I'm delighted to say is in the audience here
today, studied our master’s degree in Medical Humanities at King's and we have
had delegations from Medical Schools in Japan and Japanese professors give
papers in the UK about the importance of narrative perspectives and skills in
medical practice.

To begin with, I'd like to draw your attention to a short paragraph by some
of the doyens of evidence-based medicine, who in 2000 - in the pages of - JAMA

wrote:

"..knowing the tools of evidence-based practice is necessary but not
sufficient for delivering the highest quality patient care. In addition to
clinical expertise, the clinician requires compassion, sensitive listening

skills, and broad perspectives from the humanities....

Guyatt GH, Haynes B, Jaeschke R, Cook D et al. EBM: principles of applying users’ guides to patient care. JAMA

2000: 244; 1290-96.

Quite what these authors meant by the phrase 'broad perspectives from

the humanities' they never subsequently elaborated: perhaps they meant that for
highest quality care:

e there's a list of important things EBM doesn’t help with, such as
compassion, sensitive listening skills and broad perspectives from the
humanities; or

e that compassion and listening skills in medicine constitute broad

perspectives from the humanities, or
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e that as regards medicine broad perspectives from the humanities
these are only good for promoting ethical and interpersonal virtues
such as compassion? or

e that the source of these virtues is centred not in medicine but outside
of it, within the humanities?

Whichever interpretation we choose — as | hope to show — none of them

encompass the full meaning or potential of this claim.

However, hold on to this valorisation of the humanities for medicine by
some of the high priests of Evidence Based Medicine, while | trace out from where
this interface field has arisen.

The medical humanities is not a new field. Conjoining medicine and the
humanities in a single term was the inventive move of George Sarton in 1948.

Sarton was a Belgian chemist and mathematician who became a historian
of science, settling in Boston in the early years of the 20" century, founding /SIS,
a journal devoted to the history of science, technology and medicine in 1912
which remains a prestigious UoChicago Press publication.

Sarton was one of several voices at that time calling for ‘a new humanism’
in face of the splintering of scientific knowledge into specialties and
subspecialties, across which scientists were finding it hard to converse about their
research findings to other scientists in their own discipline. He believed there to
be two primordial roots to human understanding: the study of nature and the
study of history. Of the two, only history offered the interpretative framework
required to understand science fully, because however much insight scientists
gained into the workings of the universe this understanding would lack an
appreciation of how their own conceptual lineage had arisen from the turns and
twists of thoughts, hypotheses, observations and inventions in different epochs,
places and cultures. Only history could delineate how channels of understanding
arise and flow into — hinder and obstruct - the development of scientific thinking
and procedures, how false paths and knowledge superseded came into being

and for a time seemed explanatory and true. The sciences as products of human
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minds are fallible, provisional, and rooted in presuppositions and human
institutions. Sarton argued that a new engagement with the humanities — history,
philosophy and literature could generate a multidisciplinary understanding - ‘a
new humanism’ — with science and an understanding of how it generates
progress at its centre. This endeavour he also called 'the humanization of science’

The humanization of science sought to understand science as an
expression of human characteristics and capabilities - curiosity, imagination,
interrogation and experimentation — which the Humanities would help situate
and comprehend.

Sarton’s ideas were paralleled by the concerns of physicians such as
Theodor Puschmann, professor of medical history in Vienna and by William Osler,
who had established the Hospital Historical club at Johns Hopkins in 1890s, who
both saw history as a partial antidote to ‘excessive reductionism and
specialisation’. Whilst science provided knowledge and tools to diagnose and
treat diseases, it offered no tuition (or intuition) on matters, concerning how
medical students were to understand doctor-patient relationships, or how best
they could interact within the profession, and between it and the public. By
reading medical biographies and memoirs and studying literature and
philosophy of the period, the mentality, values and reasonings of earlier
generations of doctors would be made available, Osler argued, which was the
reason he amassed a vast library of books and manuscripts devoted to medical
culture and practice, spanning many civilisations and periods. In 1919 as Regius
Professor of Medicine at Oxford, Osler referred to the humanities as “the
hormones” that activate new ways of thinking in society, the academy and in
medicine (“The OId Humanities” 1-7). Both he and Harvey Cushing the
neurosurgeon saw libraries as laboratories of the humanities relating to medicine.

So when Sarton coined the term medical humanities in a short book
review published in /SIS in 1948 he meant by it a scholarly endeavour that could
critically situate the sciences, including medicine, its discoveries and inventions

in a multidisciplinary framework of human understanding.
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The medical humanities has since grown into a scholarly configuration and
meeting ground for disciplines including the History & Philosophy of Medicine,
Literature and Medicine, Medical Ethics and Law, and combinations of these. In
my own institution this has translated into one of the largest doctoral
programmes anywhere and a master’'s degree with courses on, for example, the
history and evolution of clinical case reports; the role of 19th century French
novels in exploring medical practices, relationships and professionalism; the
place of delusions, dreams and compulsions in twentieth century philosophy of
mind and literature; the philosophy of medical methods and their scientific status.
We have had a mix of students and physicians coming on the degree including
a professor psychiatry from the Mayo Clinic who is now Head of the Mayo’s
Medical Humanities programme and a senior lecturer in Neurology from Calgary,
a consultant neurologist and a nephrologist from Brazil, and as | said at the start,
a Japanese surgeon.

Health Humanities today is the umbrella term for activities that adopt the
methods, lenses and analytical tools of the Humanities to inquire into past and
present-day beliefs and values embodied in health care sciences and practices.
The boundaries of the field are loose, shifting and porous, which makes it difficult
to situate in the contemporary Academy because the field involves a
"heterogeneous inbetween-ness”. In my own university it is centred in English but
there are satellites of activity in other departments, including History, Bioethics
and Medical Law, French, Philosophy and Psychiatry; in Durham it is situated in
Anthropology, in Manchester in History of Medicine and in Columbia NY in the
Medical School.

Like many an umbrella term, Health Humanities has a low specificity —
there are lots of possible things encompassed by it and it's not absolutely clear
what counts as a Health Humanities scholarship. The humanities are interested
in human concepts, processes and artefacts, their significance and meaning,
lineage, production and authorship, in how what is produced becomes known,

whether as text, dance, sculpture or a musical score. Humanities' authors, artists
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and scholars question, critique as well as celebrate what it is that they study,
which may not be entirely separable from the objects that they create. In this
sense subject and object in arts and humanities to an extent interpenetrate.
The humanities often espouse outsider positions, champion the marginal
and downtrodden. Their disciplines engage with postcolonial theory, feminism
and disability studies, and seek to expose concealed assumptions and
questionable and unjustified moves. ‘The role of critique’ writes Rita Felski, ‘is not
to castigate, but rather to complicate, not primarily to engage in the destruction
of ideas but to expose their cultural construction and ... role’. It is to get behind
an object of interest or an idea to bring to light new positions and interpretations
that supersede or counter previous readings. As Claudia Ruitenberg explicates
critique it is a painstaking inquiry that may demonstrate entanglement rather
than clarification or problem-solving. It therefore “slows matters down” forces

reflection and raises questions as much as providing answers.

Examples of Medical Humanities Research

Hearing a voice in the absence of any speaker is one of the most unusual,
complex, and mysterious aspects of human experience. The Hearing the Voice
project based in the Medical Humanities Centre at Durham aims to develop a
better understanding of the experience of voice hearing in the absence of any
external stimuli. These experiences are common and have not always been seen
as pathological. They are richly described across cultures and historical eras in
memoirs, letters, and literary accounts. Can such experiences from the past, their
content, and diversity, be compared with the voices people hear today? What
are the important tropes within which voice hearings are recounted? Are the
subtypes of voices today different or similar to those in the past? How does
hearing voices change one's being-in-the-world in relation to how one
experiences oneself, belief in one's own agency, inner direction and relationship
with others? This research is being undertaken with clinicians in association with
modern-day hearing voices groups across several continents, and addresses the

implications of its findings for the neural foundations of language, the nature of

27



thought and the unity of the self and possible therapeutic options. Some of their
findings have been published in The Lancet, in journals of cognition and
psychology as well as in blogs and exhibitions.

Typically regarded, as a symptom of severe mental disorders such as
schizophrenia, voice-hearing is increasingly recognized as an important part of
many people's lives and experience, as well as a phenomenon that has had
profound significance, not only for individuals, but across communities, cultures,
and history.

From the revelatory and inspirational voices of medieval mystics to those
of imaginary friends in childhood, and from the inner voices of writers as they
craft their characters, to the accounts people give from the international Hearing
Voices Movement, the project explores the complexity and diversity of the
experience and interpretation of voice-hearing.

Four characteristics of voices: their dialogicality, evaluative and
motivational content, and the presence of other voices have been charted
including unworded speaking and relatedly to ‘inner hearing'.

The assumption that voice-hearing is inevitably a feature of psychiatric
disorders, notably schizophrenia, is changing; voice-hearing can be a feature of
grief, spiritual insight, and voluntarily dissociated states such as meditation; it
might follow traumatic events, disrupted processes of memory, abusive
experiences, prolonged stress, or sensory deprivation. Voices — often persecutory
in nature — might arise out of conditions of anxiety or hypervigilance, out of
ruminative and obsessional thinking. During transitional life experiences, the
inner dialogue orienting the self might break up into punitive or admonishing,
as well as comforting and conciliatory voices. If voice-hearing arises in many
modes and dimensions, then examination of these different experiences
enhances our understanding of them. Some novelists have discussed their sense
that fictional worlds are in part built out of voices which in some way generate

characters, intentionality and agency. As Pat Waugh, one of the researchers has
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written ‘in building the disembodied vocal command or commentary into a

“character”, the novelist takes control of the processes of inner speech’

What's health humanities about this work?

It's historical — but also to some extent transhistorical — it offers a
constructive critique of the narrowness of previous researches into voice hearing.
It is transdisciplinary — better still multidisciplinary, involving a wide patient
involvement from far flung parts of the globe and input from psychology, literary
and historical scholars well as qualitative and cognitive neuroscience researchers.
So it's a multifaceted action oriented critique.

It has resulted in an impressive set of publications.

Another good example, it seems to me, is Catherine Belling’s work on
hypochondria which takes seriously the accounts hypochondriacs give of their
symptoms and fears, and deconstructs their labelling by modern medicine as
‘'unreliable narrators’. Belling’s is a work that confronts the central anxiety of
hypochondriacs by taking seriously their concern that there’s something
threatening lurking inside  their bodies. Belling finds evidence that
hypochondriacs are more attuned than others to complex feelings embodiment
and less able to sustain the fantasy — fiction if you like! — that so-called 'normals’
live by: of invulnerability to disease and illness. She treats hypochondriacal
testimonies as credible narratives of vulnerability which have something
important to say to contemporary medicine's definition of health as the absence
of disease, and about its denial of death. Belling notes that we all today
participate in public health messages that demand individual and social vigilance
for early detection of disease, for example, thro" screening programmes, which
posit collective participation, to some degree, in a hypochondriacal narrative —
the idea that potentially there's always something threatening us from inside.
How unreasonable is it that hypochondriacs cannot accept they are completely
free of disease however extensively they are investigated and nothing abnormal

is found, when false negative rates and re-screening intervals systematically
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institutionalise modern medicine’'s doubts about the meaning and reliability of
tests that signal the all clear?

Hyochondriacal stories are marked by streams of beginnings which,
without clear trajectories and diagnoses, hardly ever develop — the result is
people who become stuck in multiple arrested unsatisfactory stories and
accounts. For Belling Hypochondria is not simply a condition within a person.
Nor is it a form of somatization, an emotional or psychological state that
manifests as a physical response or a symptom. Nor is it malingering, in which a
healthy person feigns illness. In her formulation, hypochondria is a condition of
embodiment and it is particularly amenable to modern approaches to reading
personal accounts which come up against the more naive realist interpretive
frameworks of modern medicine.

The Story of Pain is the outcome of a Wellcome Trust funded programme
at Birkbeck University of London to explore the nature of pain across the Anglo-
American world, from 1760 to the present, through a reading of letters, memoirs,
poems, prayers, songs, stories, images, textbooks, philosophical and scientific
investigations, and music. It therefore considers a profusion of testimonies
expressive of pain and discomfort — bodily and mental — and develops a historical
account deeply informed by the language and conceptual resources in which
pain has been articulated, endured and comprehended over the centuries.

The effect of weaponry on human tissue has long been a productive trope
for metaphors of pain: “red hot pincers.. tearing and twisting”, “cutting”,
"exploding” and “searing”. Descriptors such as “burning”, “scorching” and
“crushing” in the early nineteenth century were joined by violations such as being
“chewed from inside”, whereas in an earlier period humoral processes
predominated, which elucidated pain as flows that were “blocked”, “choked” or
“stagnant”.

In a rural society pain could be likened to “a garlic with roots moving
around”, headaches like “forked-" or “sheet-lightning”, a quite different

vocabulary being adopted in Japan, which included terms such as “woodpecker”
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headache like the pounding of the bird on bark and "“musk deer headache” like
the galloping of running of deer. Shivering and fever were not part of these sorts
of Japanese headaches, Bourke says, which required animal metaphors such as
‘'octopus’ (sucking) and ‘crab headache’ with its associated pincer sensation. (p
68)

Bourke makes apparent the extraordinary diversity of figures of speech
recruited to conjure up and share painful experiences. During industrialisation
pain was likened to mechanical disruption — “rust around nerves” and “defective
ball bearings” — and when the railway arrived pain started to be viewed as a
signal that heralded a coming danger. Sensitivity to this cultural expressivity
underpins Bourke's thesis that “figurative language discloses our being in the
world”; it helps familiarise the alienation and social estrangement pain causes,
by condensing experience of it into culturally understood terms. In India the
pain of cancer has been likened to that of “a scorpion continuously stinging’,
“the sting of a thousand cobras’, illustrating the socio-cognitive process of
embodiment Bourke calls “retrojection”, the means by which metaphors, images
and cultural symbols from outside the human body are not only called upon to
communicate and make sense of pain, but actually fuse with the painful
experience, and thereby come to be felt from inside. Her work shows
convincingly just how “the physiological body becomes an active repository of
social and political meaning”. Bourke shows how language use in relation to pain
has varied by class, religious affiliation and cultural framings, which during her
period has shifted from positioning pain as a punishment for sin and a guide to
virtuous behaviour, to seeing it as stimulus to personal development and secular,
social solidarity. Pain stigmatises and silences sufferers, many of whom play down
its severity and constant presence, to protect loved ones from the depth of their

suffering

Medical Humanities is not a discipline with a defining method; rather it is

a pluralistic, polymorphous collaborative field of activity.
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The Faculty of Arts and Humanities at King's College London extols
Humanities for helping people to learn "to think, to argue and to express
themselves, to evaluate experience and emotion, to understand other times and
other places as well as our own — to care about strangeness and the unfamiliar,
to appreciate that aspects of understanding are dependent on viewpoint.” The
humanities offer access to systems of belief which are not necessarily mainstream
and it is from platforms such as these they can help to re-position the notion of
patienthood - patient experiences, cultures and perspectives - as far more central
a subject of enquiry than it has been hitherto. In this Disabilities Studies has led
the way, but Medical Humanities scholars today engage with a growing public
culture which finds expression in writings, images, artworks and enactments
undertaken by patients, patient groups, carers, counsellors, poets, playwrights,
novelists and visual and performance artists who are creating a multifaceted
conversation. It is a conversation taking place in many media - letters, memoairs,
book-length biographies, fiction, poetry, political manifestos, film, theatre,
newspaper-columns, television, radio dramas, social media and e-fora. The
conversation concerns experience of dis-ease, its stigmas, personal and cultural
denials, relationship with carers, healthcare personnel, medical power,
institutions and hierarchies. It is a conversation that shares reflective self-
intimacies aimed at making new sense of health care experiences and healthcare
divides: divides between illness and disease, bodies-in-culture and bodies-in-
clinics, between mental and physical conditions, expert and lay, cared for and
caring for, scientific and humanistic; and between the biological and social.

These conversations have created and are creating a cultural imaginary
that is expressing and enacting a heightened public awareness that the
experience, meaning and significance of illness is not grounded in the discourse
of bioscience; the demand is for different terms of reference from those of
objectified body parts and universal disorders for discussing illness, terms better
able to accommodate and recognise people caught up in locally situated

networks of language and impaired agency and affiliation. In the West, these
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conversations concern experiences of heightened vulnerability and dis-ease from
many possible causes, their stigmas, personal and denials, relationships with
carers, medical models of pathology, power, institutions and hierarchies. In Japan,
| understand there is a well-developed culture concerning ageing which does not
match bioscientific concepts, and which has its own expressive genres revolving
around positive features - such as Pokkuri, Kanreki, Keiro-no-Hi, Inkyo - as well
as negative images, such as Yama-uba and Ubasute

A cultural space with aspirations for more emancipatory and embodied
selfhood is beginning to surround health care, which is of interest not only to
those directly affected but to those not yet sick or in some way disabled. How its
testimonies can be accommodated and met by a scientific and medical
knowledge conducted within a bio-scientific discourse detached from much of
the lived experience of sick people, which gauges bodily and mental problems
scientifically and statistically is unclear but the two books I've mentioned go some
way towards creating a linguistic and conceptual interchange between this
imaginary and the scientific realm. Devan Stahl's memoir of the effects of her
seeing an MRI scan of her central nervous system which revealed appearances
of multiple sclerosis also addresses she could not decide what was worse,
becoming subjugated by a such a disease or subjugated to "medicine’s cold
culture of abstraction and objectification”.

This brings us to another terrain from which conversations about the
Medical Humanities arise, which came into view in the second half of C19", in
debates in the UK and USA about reform of medical education in the light of the
fading value the humanities were being accorded in the practice of medicine in
contrast to the increased importance then attached to the sciences. Key notions
of that debate had in fact surfaced a century earlier, in C18" discussions about
the role of sympathy, the humane, humanity and humanism in attempts to
develop a medical ethics grounded in the theories of philosophers such as David
Hume and Adam Smith that were centred on the notion of sympathy. Sympathy

was conceived of by these thinkers as an inter-personal force linking individuals
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together and promoting moral and social cohesion in the face of the fragmenting
effects of industrialisation and a growing division of labour necessitated by a
growing capitalism.

In his Lectures on the Duties and Qualifications of Physicians of 1772 the
Edinburgh Physician and moralist John Gregory extolled nervous powers and
dispositions of sensibility as the chief characteristics required for the practice of

medicine. Gregory insisted that:

‘The chief quality of the physician is humanity, the sensibility of heart that
makes us feel for the distresses of our fellow-creatures, and which... incites
us in the most powerful manner to relieve them. Sympathy produces an
anxious attention to a thousand little circumstances that may tend to
relieve the patient; an attention which money can never purchase... He
requires to be knowledgeable and show especially active benevolence,

love of all mankind'.

In the same period, Wilhelm Gottried Ploucquet, a Wurttemberg physician
and Professor of Medicine at TUbingen university in what is now Germany in a

volume entitled Der Artz — The Art of Medicine in 1797 — wrote:

‘Numberless difficulties press down on the physician in the course of his
professional activities. He, particularly if he has a sympathetic heart,
suffers endlessly along with the patients of his care; he is most damned to
spend a great part of his life in scenes of misery, where a thousand

loathsome impressions haunt his senses.’

In David Hume's philosophy, sensibility was the faculty by which ‘the
passions and sentiments of others become our own'.
Adam Smith in his Theory of Moral Sentiments of 1771 placed sensibility as

the chief moral and psychological faculty.

'How selfish soever man may be supposed, there are evidently some

principles in his nature, which interest him in the fortunes of others... Of

28



this kind pity, or compassion ..... is the most exquisite sensibility. The
greatest ruffian, the most hardened violator of the laws of society, is not

without it.’

Notice here that moral responsibilities of doctors are being grounded not
only in inner states or feelings but in the social sphere, in relationships located
outside of a narrow medical sphere, where humanity, pity and compassion were
thought of not predominantly as calls upon the emotions but as calls to practical
action that would make the world a better place and society a more cohesive
enterprise, in which medicine was to play its part.

This terrain of sympathy is certainly not what George Sarton was pointing
to when he coined the term Medical Humanities yet it is frequently claimed by
medical educators and humanists to be the main grounds and purposes of the
Medical Humanities, especially in a Medical School setting. They elide the
Medical Humanities with what the EBM physicians | quoted at the start seemed
to accept: that scientific knowledge alone is not sufficient for providing good
medical care. Powers and capacities conceived as lying outside science —
experience, intuition, capacities to imagine other lives — bodies & minds — are
crucial too, and these can be nourished and encouraged by studying and
reflecting on materials traditionally situated in the humanities, such as memoirs,
poetry, and patient experience fora.  Professional reflections are equally
important: Archie Cochrane recalled a man he’'d been responsible for when a
medical officer to a large prisoner of war camp in Saxony.

"The Germans dumped a young Soviet prisoner in my ward late one night.
The ward was full, so | put him in my room as he was moribund and screaming
as | did not want to wake the ward. | examined him. He had obvious gross
bilateral cavitation and a severe pleural rub. | thought the latter was the cause
of the pain and the screaming. | had no morphia, just aspirin, which had no effect.
| felt desperate. | knew very little Russian then and there was no one in the ward
who did. I finally instinctively sat down on the bed and took him in my arms, and

the screaming stopped almost at once. He died peacefully in my arms a few
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hours later. It was not the pleurisy that caused the screaming but loneliness. It
was a wonderful education about the care of the dying. | was ashamed of my
misdiagnosis and kept the story secret” - he literally turned the experience into
Anekdota — which in Greek originally meant literally a secret history.

Cochrane's felt responses to the dying man'’s situation, his embodied
emotions and presence jump off the page: “I put him in my room as | did not
want to wake the ward. | examined him. | had no morphia. | felt desperate. | knew
very little Russian. | finally instinctively sat down on the bed and took him in my
arms. | was ashamed of my misdiagnosis.”

Through his thoughts and sfeelings we sense not only the urgency of the
situation but something of Cochrane’s resourcefulness and capacity
unorthodoxly to improvise, despite his desperation and lack of medical facilities.

A striking aspect is the didactic closing statement that the encounter “was
a wonderful education about the care of the dying.”

Which aspects of the soldier's case had Cochrane found especially
educative? What did he learn from these terrible circumstances: that doctors
would do well not to assume screaming is a response to somatic pain even when
the patient is known to suffer from a physical condition that's frequently painful?
Or that when clinicians cannot communicate verbally the resulting anxiety and
loneliness may all too commonly be imputed to pain, and that all three - pain,
anxiety and loneliness - are eased by the reassurance of physical closeness, even
with a stranger?

lain Chalmers wrote of the account that:

'With this anecdote Archie Cochrane reminds us that decisions about how
best to care for patients are often complex, and that undue reliance on

evidence from formal investigations will sometimes be inappropriate.’

The account is an anecdote but not for the reasons Chalmers gives, which
relate to it being a single unsubstantiated instance that sets out clinical

complexities and uncertainties and the need — occasionally - to practise without
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supporting evidence from formal studies. What makes this a powerful anecdote
is the drama of its intense focus on ambiguity and fallibility which the doctor is
caught up in to which instinctively he finds some resolution — not only movingly
by ‘being with’ the soldier life at the end of his life — but by committing the
original sin of EBM — by making claim to the truth: that the man was lonely.

The account is important because it forces readers to try to work out what
was at stake in the encounter. Was the soldier lonely — how did Cochrane know?
- or was he frightened and indeed in pain, emotional and physical — or all three?
The account has entered the medical literature as a call for better palliative care.
Important as this undoubtedly is Chalmers’ reading vacates the expressivity — the
expressive power - of the piece as an imprint of interpersonal relations in
medicine, by ignoring its qualities as a plea for medicine to go beyond narrow
exhortations, claims or counterclaims about ‘evidence’, solutions found to
complex situations, paths not taken and riddles unriddled. It should be read as a
memorial text, an act of reparation for a mistaken interpretation, an attempt by
Cochrane to seek release from self-criticism, and a small but urgent contribution
to the cultural memory of suffering.

Medical Humanities brings analysis an rigour to the study of such
testimonies.

In this memoir Anatole Broyard writes that the diagnosis of prostate
cancer meant that ‘all my trivial selves fell away and | was reduced to essence’.
This ‘essence’ of his individuality Broyard asserted in a distinctive voice, and
through refusing to accept the role of a docile or quiescent patient, stripped by
the clinical environment of the hospital of individuality and quirkiness.

He refused to ‘shrink’ into death arguing that on the contrary people
should ‘burst” into death.

An American novelist of creole New Orleans descent, Broyard spent most
of his life in New York City where he wrote for the New York Times. Maintaining
that ‘technical explanations of disease flatten the story of iliness’, he insisted on

libidinous expression of his thoughts and responses to his iliness through which
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he recovered the meaning of his illness. 'When the cancer threatened my
sexuality, my mind became immediately erect. Writing is a counterpoint to my
iliness. It forces the cancer to go through my character before it can get to me’”.

| believe that the Medical or Health Humanities is the best chance we have
at the current time for helping to create a culture of care - both of the patient
and professional - that takes account of the individuality, personal needs and
experiences of each. Although in the health humanities the sick person is much
more likely to be the true hero of illness than in biomedicine, where the doctor
is the hero — in an institution such as Kyoto University | should say where the
scientific physician, surgeon and public health specialist - are likely to be heroes
and heroines. But either way, what | hope to have shown is that Medical
Humanities arose from the epistemological task of making sense of scientific
knowledge with the best tools available within the Humanities: through careful
attention to language, and through a sustained interest in voice, viewpoint, plot
lines, metaphors and figures of speech in illness. This is what | take the Evidence
Based physicians to have meant when they said that ‘clinicians require broad

perspectives from the humanities....

* 'To die is to be no longer human’, he wrote ‘to be dehumanised — and | think that

language, speech, stories or narrative are the most effective ways to keep our humanity alive’
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