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PRAISE FOR SUBURBAN SHAMAN: TALES FROM MEDICINE’S FRONTLINE





‘Cecil Helman is many things: old-fashioned general practitioner, psychiatrist, cultural anthropologist, storyteller, poet and artist – and all of this comes together in Suburban Shaman, a beautifully written, devastatingly honest (and often very funny) account of an audacious and adventurous life.’


Oliver Sacks


Neurologist and author of The Man Who Mistook His Wife for a Hat,


Awakenings and Hallucinations


 


‘I simply could not put down this extraordinary mixture of stories from the GP’s surgery in suburban London … Two clear messages emerge from this book, which should be required reading for every medical student … First, medicine must relearn its heart and soul … Second, there is no certainty in medicine, and no clear answer as to what it is that cures, or fails to cure people … Clearly told, and an extraordinary read, this is a passionate cry for humane medicine.’


Rabbi Julia Neuberger, the Baroness Neuberger DBE


Senior Rabbi, Member of the House of Lords, Writer


The Independent


 


‘A marvellous memoir on the human side of GP practice … His resolutely non-specialist memoir may, I think, turn out to be one of the classics which every medical student must read … I don’t think anyone since AJ Cronin has expressed so strongly what it is to be embedded in the community as a GP.’


Libby Purves OBE


Presenter, journalist and author


BBC Radio 4 Midweek
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PUBLISHER’S NOTE





It was a great honour for Hammersmith Press to publish Cecil Helman’s Suburban Shaman in 2006. With the help of publicist Pam Solomon, it was widely and positively reviewed and read on BBC Radio 4 as Book of the Week.


Even before it was published, Cecil was working on this second collection of medical stories and the general issues about medical practice and contemporary medical training that they prompted. He read from both collections at literary events between 2006 and 2009, but increasingly he had to ask others to read for him as his throat was giving him trouble – the first signs of the motor neurone disease that was eventually to kill him.


Cecil died in June 2009 just as retirement from research and teaching was offering the opportunity to write full time. This was a great loss to us all. Thankfully he entrusted An Amazing Murmur of the Heart, his final manuscript, to his daughter Zoe, and his close friends Clive Sinclair and Doron Swade. Hammersmith Books is now delighted to publish it as both a print and an ebook – an option that was only in its infancy when Cecil died. These stories remind us of Cecil’s humanity as a doctor and his erudition and breadth of vision as a writer – aspects of himself that he would hope to pass on to all who read his last book.
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ABOUT CECIL HELMAN





Dr Cecil Helman was born in Cape Town, South Africa, into a family of doctors and artists. He studied medicine there during the apartheid era before moving to the UK, where he studied anthropology at University College London.


After a spell as a ship’s doctor, he became a family practitioner in London while also developing a distinguished academic career, focusing on the cross-cultural study of health, illness and medical care – a specialism he largely established. He was a Visiting Fellow in Social Medicine and Health Policy at Harvard Medical School and a Visiting Professor in the Multi-cultural Health Programme at the University of New South Wales. He retired from clinical practice in 2002 but continued his academic work, being Professor of Medical Anthropology at Brunel University and Senior Lecturer in the Department of Primary Care & Population Sciences, Royal Free & University College Medical School, London, UK until his death in 2009. His leading textbook, Culture, Health and Illness is now in its fifth edition, published by CRC Press, and has been translated into many other languages.


In recognition of his pioneering achievements, Cecil received two major international awards for his work:




	the Career Achievement Award of the American Anthropological Association (2004), and


	the Lucy Mair Medal for Applied Anthropology of the Royal Anthropological Institute (2005).





In addition to his academic achievements, Cecil was a talented writer of stories, prose poems and essays. The autobiographical Suburban Shaman was published in 2009 to great acclaim. For it he won the Royal College of General Practitioners’ Abercrombie Medal ‘for an outstanding contribution to the literature of general practice’ and the Book of the Year award from the Society of Medical Writers in 2007. An Amazing Murmur of the Heart is published posthumously, following his death from motor neurone disease in June 2009.


 


‘Spending time with Cecil was like being in one of his books. He gave much thought and meaning to everyday experience and, always the enquiring and informed observer, would reveal his quizzical insights when one least expected it. [He] was a generous man, always helpful and encouraging of others’ projects and growth.’


 


From Gerald Mars’s obituary of Cecil Helman, The Guardian
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INTRODUCTION







‘The practice of medicine is an art, based on science.’


Sir William Osler





This book is about healing and curing, and the differences between the two.


I have used the word ‘healing’ for the care of the ill person. As well as treating their symptoms, it means listening to the stories they tell, and dealing with their fears, hopes, dreams and desires. ‘Curing’, by contrast, focuses mainly on the care of the body itself, its diseases and dysfunctions, often at the level of its organs or cells.


Healing is about people; curing is about patients.


Many of the stories in An Amazing Murmur of the Heart – told from both sides of the doctor’s desk – are about the widening gap between these two approaches in modern medicine, and the great distress this can cause. Most of them are based on my own experience – on the cases that I have observed, and the lessons I have learned, during 27 years as a family doctor in London and surrounding towns. But it also draws on my studies in social anthropology shortly after finishing medical school, combined with a long-term interest in mythology, folklore and traditional healing practices; and also on a research project I carried out at Harvard Medical School in the 1980s.


The stories included here deal mainly with the non-medical aspects of illness and of medical care. They show how different people respond in very different ways to suffering and illness. This more personal, intimate perspective is one that you will rarely find described in any conventional medical textbook, with its ‘one-size-fits-all’ approach to medical treatment. And yet understanding each person’s unique responses to illness is crucial for successfully healing them, as well as curing their ailing bodies. This is something that every patient knows – and every doctor should.
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In the Introduction to his classic Cambridge Illustrated History of Medicine, the historian Roy Porter points out a key paradox at the heart of modern medicine: ‘Never have people in the West lived so long, or been so healthy, and never have medical achievements been so great. Yet, paradoxically, rarely has medicine drawn such intense doubts and disapproval as today.’


This odd situation is something I’ve puzzled over for very many years, both before and after I entered practice. While doctors are as committed as they ever were to the relief of human suffering, why is it that every year there is an increasing number of complaints against them? Why the rising rates of litigation? Why the media campaigns that publicise medicine’s failings, often more than its successes? And why are more and more people resorting to ‘alternative’ types of health care, instead of its conventional forms? Is it just due to the growth of a more educated, perhaps more demanding, patient population, with over-inflated expectations of what medicine can actually deliver? Or is it maybe a reaction to a certain direction in which medicine itself is developing?


In answering these questions, any criticism of medicine always has to be balanced with an acknowledgement of all its many triumphs, especially in the Western world over the past century or so. Some have resulted from better public health measures, others from specific medical breakthroughs. There has been a dramatic decline in infant mortality (in Britain, a drop from 140 deaths per 1000 live births in 1900, to only 5.6 in 2000); the decline in maternal mortality, both during and after childbirth; the increase in life expectancy; and the development of new vaccines that have virtually eradicated many diseases – such as smallpox, polio, diphtheria, typhoid and measles – once the scourge of previous generations. Other medical discoveries have produced new and effective drugs to fight infection, improve cardiac function, relieve pain, and help contain terrible diseases such as malaria and tuberculosis. Developments in ‘spare part surgery’ have made a wide range of transplants and prostheses available to replace organs or body parts, once they have become damaged or worn out. Diagnostic technology now enables doctors to precisely identify the presence of severe diseases, even at a very early stage. And in vitro fertilisation (IVF) and surrogate pregnancy both offer new hope for infertile women.


Despite this, some critics prefer to focus on well-publicised medical disasters, such as the thalidomide tragedy, the increasing side-effects of many drugs and other treatments, and the contamination of transfused blood by the HIV virus – all of which have helped undermine public trust in the medical profession. There is also the growing cost of medical care and medical bureaucracy, and the rushed and pressurised consultations, long-waiting lists, and sometimes impersonal, mass-produced approach of the National Health Service. For many people, though, the dissatisfaction seems to be with a type of medicine that focuses only on a fragment of a body, rather than on the whole person. A mostly technical, mechanistic approach that tends to treat specific diseases – rather than the people who have those diseases.
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My own particular background, from childhood onwards, prepared me for a very different approach to medicine – a long-term interest in its less technical, more holistic aspects. I grew up in South Africa in a family that produced a dozen doctors, and many other relatives who also worked in the health field, as medical social workers, medical librarians, or laboratory technicians. Listening to my father, a consultant psychiatrist, and my uncles and cousins telling their tales to one another about the unusual cases they’d just encountered, the diagnoses that they’d made or missed, all made it clear to me early on that medicine was a literary, as well as a technical, discipline. It was not just about science – it was also all about stories – the stories that sick people tell themselves, and their doctors, about why they got ill in the first place. And it’s about how those narratives then mingle with those of the doctor during the medical consultation.


In addition, two of my uncles – one an eminent gastroenterologist, the other a paediatrician – shared a special interest in the ‘psychosomatic’ approach to medicine. Their aim was not only to treat bodily diseases, but also to understand the complex links between body and mind that accompany them. Doctors of that generation, in the infancy of the great technological breakthroughs that have transformed medical diagnosis, well understood that physical disease is never just a physical phenomenon and that it could never really be understood if viewed only through a scientific or a statistical lens, or somehow separated from the rest of that individual’s life. Disease was always accompanied by less tangible elements, such as its emotional or social impact, or the role of the context in which it occurred.


I suspect that they would be envious of, but also baffled by, the emergence of a new type of doctor – the one I call the ‘techno-doctor’. This highly skilled individual is often someone with an overriding obsession with technology, and usually a super-specialist with an interest in only a small area of the body. A doctor who sees the body merely as a repairable machine, rather than as part of a suffering person – a machine that can best be diagnosed, and then treated, only by other machines. Or merely as a complex assemblage of cells, enzymes, sinews and bones, and not much more than that. As a result they tend to over-emphasise the physical aspects of illness while dismissing as largely irrelevant its wider emotional, social, cultural and even spiritual dimensions. Their focus is almost exclusively on phenomena located within the body – arteries that clog up, cells that proliferate too wildly, joints that wear away, or glands that produce too little or too much of a particular hormone – while largely ignoring the impact of these events on the rest of the patient’s world: their personal lives; their relationships with others; their jobs, housing or love life; or even their religious beliefs.


They are the doctors who have elevated the Science of medicine, way above its Art.
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One day, early in the Cape summer, sometime towards the end of 1967, a friend and I are roaming the wards of Groote Schuur Hospital, our university teaching hospital, looking for ‘interesting cases’ to examine. It is only a few weeks before our final medical school exams, and we are frantically trying to examine as many patients as possible while we can, to improve our clinical skills – to listen to their wheezing chests, palpate their swollen abdomens, probe into this orifice or that. In every other ward of the teaching hospital, hordes of other white-coated medical students  are also busy on the same frantic journey. Everyone is tense.


In one of the medical wards we are sent by one of the junior doctors to examine an elderly man, pale and wheezing in his bed. He is courteous and cooperative, but we are soon bored by his story, and by the ‘physical signs’ revealed by our examination. We grumble to the ward doctor afterwards that it’s ‘just another case of heart failure’. Nothing special. We’ve seen dozens of them already in the past few months, and why has he wasted our time on something so common, so ordinary?


The doctor doesn’t say anything, but there’s a strange look in his eye. And just a short time later, at the end of that year, we learn the reason why. For that elderly man has become the recipient of the world’s first heart transplant, one of the greatest milestones in medical history. His face is now one of the most famous in the world, featured in every newspaper, glowing on every television screen. He is more famous than any of us will ever be. And what’s more, the heart surgeon Dr Christiaan Barnard is one of our own lecturers.


And yet, even at the time, I was convinced that all this enormous worldwide attention couldn’t possily be due only to the daring, technical brilliance of the operation. Something else has happened, something much more significant that could not be explained only in strictly medical terms. For it is almost as if Dr Barnard had somehow strayed inadvertently into a landscape of signs and metaphors, where the word ‘heart’ referred not only to a small muscular pump inside the chest, but also stood as a universal symbol of emotion, intimacy, courage and will. For the first time in human history one of the most important metaphors for personhood had been cut out, handled, cleaned, and then placed inside the body of another individual. In just a few historic minutes, the borders of one human being had been breached by the symbolic core of another.


Long after the operation was over I found that those familiar idioms that I’d always used – such as ‘to take heart’, ‘with all my heart’, ‘sick of heart’ or ‘to have one’s heart in the right place’ – had all acquired a peculiar new salience, a double meaning both medical and metaphorical. For during the transplant operation, the recipient was literally ‘heartless’ for those brief, but by now famous, moments as the surgeon lifted the old broken heart out of his body and handed it to an assistant – before replacing it inside the empty chest with the healthier heart of another. In this way, the donor had literally ‘given heart’ to the recipient, while each had ‘lost their heart’ to the other via the matchmakers of surgical science.


I am sure that none of this was on Dr Barnard’s mind during the operation as, with sharply focused attention, he cut and clamped and sewed, taking out one heart, putting in another. And yet this unique surgical operation seems to me to mark a significant watershed, a moment of convergence between the worlds of medicine and those of metaphor and myth. For one dizzying moment in 1967, the protective boundary between Nature and Art, between physical reality and the language that we use to signify it, was suddenly dissolved. And therefore I was not at all surprised some time later, to read in the newspaper how, after an American patient had received the world’s first artificial heart – a clever little device of steel, rubber and plastic – his wife was quoted as saying how relieved she was to find that he still loved her, and the children as well.


Perhaps for the first time in my medical career I came to realise how the human body was much more than a physical object, which was sometimes healthy and sometimes ill. It is always much more than that. Unlike its portrayal in the medical textbooks, the body also has powerful symbolic and cultural meanings. It is always linked intimately to language, metaphor and idiom. And sick people always live within a much larger picture – whether social, cultural, or economic – that can shape their experience of bodily illness and how it is treated. It is a lesson that I have never forgotten.


And yet, at medical school no-one ever taught us about the possible role of metaphor and myth in influencing how patients interpret their symptoms. Nobody described in any detail to us how patients’ belief systems, or their cultural background, could either damage or improve their health. Nobody ever mentioned the theatrical side of medical care – how illness could be presented, not in words but by an intricate dance of symptoms, a mime of movements and facial expressions, that might take months or even years to display – and even longer for the doctor to decode. And therefore, how time and patience were so crucial for patient care. No-one described to us with any clarity the role of the inner worlds of doctor and patient, and how the doctor’s own emotions could influence his or her reactions to different types of patients. My colleagues and I have all had to fill in these gaps ourselves, from our own studies, and from our own clinical experiences, over the years.


An Amazing Murmur of the Heart is a further attempt to explain the gaps between healing and curing, by illustrating that you cannot ever understand medical practice – and why it works or doesn’t work – from a purely scientific perspective. For so much more is happening than ever meets the eye – hidden dimensions that simply cannot be scanned or X-rayed, or even described adequately in a medical textbook. To truly understand them one needs to delve deeper into the symbols and myths that people use, and the range of cultural beliefs and folklore, that always underlie attitudes to illness. Most importantly, that quiet personal story of the patient still needs to be told – and to be listened to with care and compassion. That unique, irreplaceable story of personal illness or suffering, told by a patient to his doctor, and which sometimes emerges slowly or indirectly, often in painful whispers, over very many years. It is those tiny moments of therapeutic intimacy that are at the very core of medical practice. They are what make it such a unique and rewarding profession. But there is a real danger now that among the rush and bustle of techno-medicine, and the buzz of its wonder machines – and all the pressures of bureaucracy, the market, the accountants, and the litigation lawyers – that much of this will eventually be lost.
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For all that, this book is in no way a rejection of medical science, nor of its long tradition of experimental enquiry, and the technology that it has produced. For I have always believed that the scientific method is absolutely necessary for any improvement in medical care, and I haven’t changed my mind on that.


However, as that great 19th-century physician Sir William Osler made clear, for successful health care Science is absolutely necessary.


But it is also never sufficient.


 


Cecil Helman
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CHAPTER 1


AN AMAZING MURMUR OF THE HEART





It is 1965, the first year of my clinical studies at the University of Cape Town Medical School, and our very first chance to examine real, live patients in the wards – not just silent cadavers in the dissecting room, or microscope slides in the laboratory. Today, clumps of white-coated medical students are roaming the wards of Groote Schuur Hospital like eager hunter-gatherers. Our prey are what we refer to as ‘interesting cases’, especially those who are very ill and the bearers of interesting stories, and even more interesting ‘physical signs’. It’s the only way we can hone our clinical skills, learn how to ‘take a history’ from a patient, and then examine them, in order to decipher the message hidden behind all those bodily clues. It’s the best way to build up our experience of actual disease. At the entrance to one of the male medical wards, a group of us ask one of the junior doctors on duty about whom we should examine. Does he have any ‘interesting cases’ for us to see? He is busy writing up the patients’ charts and occasionally talking on the phone, but he tries to be helpful.


‘There’s a really interesting spleen,’ he says, pointing over his shoulder. ‘Third bed on the left. Go and examine it. And then there’s that rather interesting pair of lungs in the bed next door. And – best of all – while you’re down there, do have a listen to that amazing heart murmur just across the ward from him. Really amazing. It’s a mitral stenosis, straight out of a textbook. Have a look at them all. That should keep you busy.’


We thank him and walk through the ward between the long rows of beds, each with a pale, middle-aged man lying in it – some quiet or dozing, others shifting restlessly with pain or apprehension. Many are attached to intravenous drips or monitor machines, while some are surrounded by small clumps of worried relatives. Eventually we find ourselves standing at the foot of the third bed on the left. But instead of a big, black, glistening spleen lying across the bed, there is a small anxious man – a small bald man with ‘splenomegaly’ (an enlarged spleen), and a complicated tale of increasing weakness, loss of weight, and hard swollen glands in his neck and elsewhere. But we’re much less interested in his story, than in his dramatic ‘physical sign’. It’s his spleen, with its hard, palpable, irregular edge that we’re really after.


In the bed next door to him, the pair of lungs looks up at us with a pale, frightened, wheezing face. Of course, there’s no pair of moist, pinkish-grey organs to be seen. From behind half-rimmed glasses and a copy of the Cape Argus, the owner of the lungs watches us approach his bed. I notice his bluish lips, his tobacco-stained moustache, his heaving, tortured way of breathing, and the way that his fingers are all swollen at their tips, like tiny clubs, each one stained a khaki colour. But what we’re really fascinated by are those moist crackling sounds and unusual wheezes from both his lungs, and – when we tap his chest firmly with our fingertips – that irregular area of dullness in the left one. There’s something dense and jagged hiding in there, just biding its time.


And then, a while later, on the other side of the ward, there’s that ‘amazing murmur’ – the mitral stenosis, who lies coughing up pink frothy phlegm into a stained handkerchief. He’s in his mid-forties, and his face and body are swollen with oedema. A framed picture of two little children stands on the bedside table, smiling at him from a beach somewhere, but he’s too ill to smile back at them. There’s a tiny vase of flowers, a bottle of guava juice, a Bible, and a neat pile of paperback books besides him. A small bespectacled woman in a floral dress sits quietly at the bedside, reading a religious tract. No matter how hard one looks, there’s no scarred, narrowed heart valve in sight. Gasping and coughing, his voicing dropping occasionally to a murmuring sigh, the man tells us that he’d had rheumatic fever as a child, which left him with a damaged mitral valve in his heart. For some time now he’s been getting so short of breath that he can’t carry on working, and that’s why he’s recently lost his job. Because he’s not earning anything, they’ve had to dip into their meagre savings, which are almost all gone now. And because he’s spending so much time at home these days, that is causing strain between him and his wife (here the woman looks up uneasily), but at this point we’ve all stopped listening to him. Abruptly he falls silent as, one by one, ignoring what he’s saying, we place our stethoscopes firmly onto his clammy chest. It’s just as the ward doctor promised – a classic heart murmur. Not the lub-dub lub-dub of ordinary heart sounds, but a soft click, and then a whoosh of blood, squeezing its way through a narrowed valve, the sound emerging clearly through the earpieces of our stethoscopes. Just as the textbook said it would.


‘Hey, so how did it go?’ asks the same junior doctor, as we finally leave the ward. ‘Man, didn’t I tell you what great physical signs they were!’


Yes, it’s been a good day, and we are grateful to him. A spleen, a mitral valve murmur, and a pair of lungs with a large tumour inside one of them. An embarrassment of riches!


 


The following year, dressed in loose green trousers, smock and shoe-coverings, I am standing in an operating theatre in the hospital, observing an operation for the first time. The room is tiled in a pastoral green, and the surgeons, anaesthetist and nurses are all wearing the same green-coloured smocks, hats and masks. The air within the room feels cool and disinfected. Except for the low murmur of voices, the clink of instruments, the slow beep-beep-beep of the monitor machines, and the rhythmic puffing of the respirator, nothing else can be heard.


Everyone in the room bar the anaesthetist, busy with his tubes and respirators, is staring at something at the very centre of all this crisp, green foliage. They are concentrating on a pale rectangle, surrounded on each side by green drapes, each one held in place by a shiny silver clip. The rectangle is brightly lit by large circular light suspended from the ceiling, and is being carefully swabbed with a brownish liquid by one of the nurses. Everyone is staring at it. Silently, intently.


Suddenly I notice a faint, slow movement. Up and down, up and down. The rectangle is moving! The rectangle is breathing! And furthermore, as the surgeon cuts deeply into it, the rectangle is beginning to bleed. For just a moment I had completely forgotten that this pale, symmetrical area is not just an interesting geometric shape, nor just a rectangular doorway into the hidden secrets of a body. It is actually a part of a person, even though the rest of that person’s body is completely hidden from view, especially its head and its face. He is anonymous, unknown, almost irrelevant. All that I know of him is this pale rectangle with the wide gash across its the middle, like a bleeding smile. ‘What a tricky gall bladder,’ says the surgeon suddenly, his voice echoing off the tiled walls, ‘What a real bugger! These bloody gall bladders! Just look at it, all packed with stones and full of pus!’


 


Another couple of years later, after my graduation, and I am now a young hospital doctor, dutifully following the Consultant on his daily ward round. As he passes in a regal procession from bed to bed, patient to patient, he is trailing behind him – like the ends of an imperial cloak – a long line of white-coated junior doctors, nurses and medical students. Now the focus is not so much on ‘physical signs’ and surgical rectangles, but more on what I have come to call ‘paper patients’. These are the products of diagnostic technology: printouts of blood test results, strips of electrocardiogram paper, X-rays and scans, all filed in the patient’s medical folder. At the ward round, these objects, held lovingly in the Consultant’s hands, are the real focus of our attention – not poor, terrified Mr R lying in the bed besides us. Frowning, straining to hear what the Consultant is saying about him, he is largely ignored as, standing around the bed, the senior doctors discuss in detail the shadow in his lung, the inverted T-wave in his electrocardiogram, and the low haemoglobin level in his blood tests.


Watching this scene, a question is forming itself in my mind. It’s the same, insistent question that’s been hovering there for years now, ever since I first began medical school. And it’s still there two decades later, but shouted even louder now, one morning in the 1980s when I’m a Visiting Fellow at a famous American medical school. For the first time I am attending one of the weekly Grand Rounds, or clinical case presentations, held at one of its main teaching hospitals. It’s a regular opportunity for the senior medical staff to show their most interesting, and puzzling, cases to the rest of us.


By now, the answer to that question – But where has the patient gone? – is perfectly obvious. For the human patient has now completely disappeared, atrophied away like a damaged and useless limb, and been replaced only by cells and diseased organs, and by all those slides of ‘paper patients’ projected onto the screen before us. All that remains of that particular person, that unique case of human suffering, are those rectangular abstractions, the fragments or shards of a shattered human life. Nothing more.


We spend an hour in the big lecture theatre, crowded with white coats and name-tags, listening to one of the Attending Physicians as he carefully presents these fragments to us, one by one, like exhibits in an archaeology museum – a long succession of photographs, slides, scans, X-rays, videotapes and blood tests projected onto the enormous screen behind him. They are like a set of Tarot cards, shuffled on the screen before us, and we watch as the physician cleverly pieces them together into a single message, a coherent whole – decoding the true diagnosis, and likely prognosis, hidden somewhere among them. But despite glancing regularly around the room, I can see no trace of the patient himself. He never appears. All that we have of him is this collage of signs – a semiotic system of his symptoms and physical findings.


Then, at the end of the Grand Rounds, we all get up and leave. The lecture hall empties swiftly. Nothing remains behind us except a few sparse, fading echoes of a particular human life, still projected onto the silent screen.
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The young woman lies at the centre of a circle of white coats, and I can sense how the atmosphere around her has begun to thicken. The birthing room has suddenly become tense, stuffy, almost airless. Voices have dropped, the nurses have begun to hurry to and fro, intense, distracted. There is almost no sound except for her gasping breath and occasional moan, the whispered words of her husband, holding her hand, and the rhythmic beep and buzz of the monitor machine. But when I listen more carefully, I can also catch the faint melodic sounds of a Mozart concerto, though at first I’m not sure where it’s coming from. Then I realise that she has brought along a small tape-recorder to play at this time, to calm her down during her labour, to help create a more gentle atmosphere. Now it lies thrown on its side, discarded like a useless toy on the small table nearby, hidden behind the large, white, glistening machine that dominates her bedside.


The young couple had hoped for something very different from this, her first birth, and you can see the shock and confusion on their faces. For many months they had attended ante-natal classes in ‘natural childbirth’ methods – yoga breathing, relaxation exercises, the inner visualisation of peaceful scenes – and yet things have not worked out according to plan. Despite all their preparations, and Mozart, something has gone terribly wrong. She is in the final stages of labour, but that labour is not progressing as it should. It’s been going on for many hours now, and still the baby hasn’t appeared. Gradually the contractions of her uterus have become sluggish, irregular, weaker by the moment. Her mother, who had hoped to attend the birth, has been sent out of the room, a handkerchief pressed to her face. Everything has suddenly changed.


The young woman’s face is flushed and sweating, her green eyes blurry with fatigue. Strands of damp blonde hair cling to her forehead. Her eyes swivel, as if at a tennis match, from us to the pale, taut face of her husband, and then back again. She lies tethered like Gulliver to the bed by a collection of different wires and tubes. She can hardly sit up, or move her body around. As well as the intravenous drip inserted in her wrist, her blood pressure and pulse rate are being monitored continuously by a cuff attached to her other arm. She has also been connected up to the CTG (cardiotocography) machine, and a special sensor leading from it has been strapped to her huge swollen belly, in order to monitor within it the contractions of her ailing uterus, and the heartbeats of her distressed foetus. Lower down, another wire is emerging from within her, linked to a tiny electrode attached to the baby’s scalp, still marooned within its exhausted womb.


‘Well, there’s quite obviously fetal distress,’ says the chief obstetrician to our white-coated group, standing on the other side of her bed. ‘She’s just passed some meconium, and you all know what that they means, don’t you? Here, let me show you the tracings on the CTG.’ I notice that except for a slight nod towards her he is talking to us over her body, bypassing both her and her husband, not making any eye contact with them. He moves around the bed towards that big white machine, with its rows of silver dials, its fluorescent screen and long electric coils.


Like all the others, I am full of admiration for this wondrous object, with its gleaming surfaces and glowing screens, pulsing and buzzing at her bedside. At a critical time like this it is a good ally to have. It’s a clever diagnostician, a reliable adviser, an oracle, spewing forth Truth out of its thin, horizontal mouth. It is so helpful to us that all our attention is focused upon it, and what it has to say, as the long white paper printout emerges slowly from within it, the squiggly parallel lines on it recording the baby’s heart rate, and the frequency and nature of the uterine contractions. We gather around it, peering closely at the printout, holding it carefully by its edges, closely examining it, commenting to one another on the frequency or irregularity of this squiggle or of that. Someone remarks how the tracing shows that the fetal heart rate is often irregular, how sometimes it beats too fast – well over 170 beats a minute – but occasionally drops to well below 100. The obstetrician reels off facts and figures, a series of numbers and numerical standards, normal and abnormal.


‘Basically, it all means the baby is not getting enough oxygen,’ he says to us, ‘and if we don’t operate soon – well, you all know what will happen.’


And yet I notice that in all this drama no-one is paying much attention to the woman herself, neither the obstetrician nor ourselves. No-one is asking her or her husband how they are feeling at this moment, or what they make of the situation. No-one seems to be explaining to them exactly what is happening to her body, and to her baby, or what will happen next. Nobody is comforting them, or reassuring them in any way. In fact, for the most part they are ignored by all the focused, frowning medical staff clustered around the bed. The couple seem to have become largely irrelevant. It’s as if the woman’s body has become merely a soft, unreliable appendage to the hard, but much more reliable machine before us – an appendage that can only be understood by its metallic sister, and not by anyone else.


As each minute passes, and the tension rises, it seems more and more as if this big machine, and not the woman herself, is the true patient today. The focus of all our conversation, the one most entitled to our loving care and attention. It seems to be the one giving birth today, not to a small, wrinkled, crying infant – but to a long strip of white paper, covered with irregular lines.


And yet the obstetrician is not a bad man. I am quite sure of that. He is a kindly person, probably a fine father and a good husband, and an excellent doctor, too. He will do everything he can to deliver the baby safely, and he will probably succeed. But somehow – like so many of my medical tutors before him – the focus of his attention is wrong. He has led us all in the wrong direction, allowing the woman to disappear completely behind the machine, to be obscured by numbers and printouts and statistics. To become almost invisible to our medical gaze. 
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The spleen, the rectangle, the pair of lungs, that damaged mitral valve. The reams of ‘paper patients’ handed from doctor to doctor at the bedside, or projected onto a screen in the lecture hall. The data flashing brightly on a computer screen. The tangled web of a genetic code. The young woman in labour, competing for attention with the monitoring machine. In each of these scenes, what remains of the patient is something less than a human being. For, reduced to a meta-language of numbers, symbols and statistics, the ill body seems to have become almost a form of modern art, abstract and stylised. Medical science has become a way of fictionalising the human condition, of reducing it to a much smaller story, and in the process making it seem more distant, less threatening, less disturbing.


I try to think back to the precise point in my medical training when it all began – this process of abstraction and fragmentation. My mind is drawn back, a long time before that Amazing Murmur lying in the ward, to that icy dissecting room, where we were first taught to dismantle the human form – to break it down with our scalpels into its organs, blood vessels, muscles and bones, to turn it into the pieces of a person, with each piece being handled and studied on its own. And yet ironically, as clinical students a year or so later, when we finally came to examine real living patients in the hospital wards, we were somehow expected to put all those shattered pieces of Humpty-Dumpty together again – to move rapidly from the part to the whole, from the dead to the living, to reassemble those small fragments into a bigger picture – into something our lecturers increasingly referred to as ‘a patient’ or ‘a person’, and not just a collage of bodily parts. It’s a difficult task, and some of my classmates would never succeed in doing it. For the rest of their professional lives they would remain focused on only small pieces of people: on the spleen-third-bed-on-the-left, or an even tinier fragments than that.


In that year of our anatomy studies – as we leaned over the icy cadavers, cutting and probing – the pages of our textbooks were filled with graphic illustrations of parts of human bodies, printed in garish colours. These days, thanks to the electron microscope and other developments, those parts are getting even smaller every year. Once filled only with photographs or drawings of organs, blood vessels, bones, muscles, ligaments and nerves, today’s anatomy textbooks now also include many more detailed illustrations of its hidden, microscopic structure. Page after page of brightly coloured photographs of various types of cells and their inner components: their nuclei and organelles, and the intricacies of their genetic structure.
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