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To my children and grandchildren, for they are the future.


Narrative Medicine
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“Lewis Mehl-Madrona is an extraordinarily gifted physician and healer. I saw him transform the lives of profoundly affected patients. Mostly, he was sitting next to them, listening carefully and telling them stories. I was amazed.”

David Servan-Schreiber, M.D., Ph.D., Clinical Professor of Psychiatry, University of Pittsburgh, author of The Instinct to Heal

“Dr. Mehl-Madrona’s work with Narrative Medicine is both powerful and exciting. He meets each patient as a unique individual instead of a diagnosis. He provides story after story of successes that are not within the normal spectrum of modern medicine, and breaks down narrative medicine into components so we may catch a glimpse of how it achieves its success. He brings the reader back to listening and compassion, the two human aspects of medicine that are crucial to the doctor-patient relationship. His view of medicine and healing expands how one looks at the illness, health, and community.”

Ann Marie Chiasson, M.D., MPH, CCFP, Clinical Assistant Professor of Medicine, University of Arizona

“It is clear from Lewis Mehl-Madrona’s work that healing is far too complex a process to entrust to the western medical profession. And in opening the door to indigenous voices from outside these professional doors, the present volume is both illuminating and invaluable. My hope is that this book will serve as a beacon and an inspiration for the broadest collaboration in defining and enriching our orientations to health, illness, and cure.”

Kenneth J. Gergen, Mustin Professor of Psychology, Swarthmore College

“Stanford Medical School trained Mehl-Madrona invokes the philosophy of his Cherokee and Lakota ancestors to remind us that the path to redemption for today’s health care world is to honor the patient’s life story with all of its elements of culture, community, family, health beliefs, spirituality, and individuality. Mehl-Madrona’s narrative contribution is possibly the most inclusive philosophy ever proposed in medicine.

“After reading Narrative Medicine, when we come face-to-face with that terrible question, ‘Doc, how long have I got to live?’ we will know that the answer cannot be found in a statistic or the natural history of a disease, but depends upon your unique story—the one told up until this point and especially the one authored from this point onward.”

Farrell Silverberg, Ph.D., author of Make the Leap: A Practical Guide to Breaking the Patterns That Hold You Back

“Our stories bring us comfort and help us become acquainted with our unanticipated dreams and fears. Narrative Medicine helps us connect to this personal taproot enhancing our understanding of how we can find our way back to wellness in crisis.”

Roberta Lee, Continuum Center for Health and Healing, Beth Israel Medical Center, New York
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Foreword

We are surrounded by stories. At the largest level, our stories enfold, protect, and constrain us.

Every building you see started as an idea. The dimensions of the idea—should it be round or square, energy-intensive or energy-efficient, tall or short, brick or steel—emerged from the stories of the culture in which its architect lived. Planes, trains, automobiles, bicycles, pavement, sidewalks, canyons of buildings that are our big cities all started first as thoughts, all grounded in the stories of what is right and good and consistent with how people should live.

Every invention grew out of a story. Even the stories of the stories grew out of stories—consider Plato’s story of the shadows on the walls of the cave, ancient notions of the perfect archetype, the search for the ultimate story from Gilgamesh to Genesis to Stephen Hawking.

In a similar way—but for those of us who grew up in modern Western culture a far less obvious way—our bodies are our stories. Not just our body decorations, like the way we wear our hair or our piercings or tattoos or makeup, but our bodies themselves.

There’s a perhaps apocryphal story that Dale Carnegie related about Abraham Lincoln. One of Lincoln’s advisors was recommending a man for inclusion in his cabinet, and Lincoln said no.

“I don’t like his face,” Lincoln reportedly said.

Horrified, his advisor said, “But he’s not responsible for his face!”

Lincoln replied, “Every man over forty is responsible for his own face.”

Lincoln understood that over the course of our lives, we create and re-create ourselves in a way consistent with our stories about ourselves and the world around us. And, just as Lincoln reportedly felt about a man’s face, Lewis Mehl-Madrona suggests that each of us carries in our entire body the legacy of our stories.

Lewis’s book is compelling, in large part because it rings so true. All of us, at one time or another, have managed to work ourselves into a sickness, a panic attack, or an exhaustion of one sort or another. And all of us have managed to push through illness—or push totally past and around illness when everybody around us was falling sick—when we knew we had to.

It should come as no surprise that our immune system cells are rich with receptor sites for neurochemicals like serotonin, which vary with mood and story, and that mining this relationship between mind and immune system is one of the richest and most fascinating fields in modern psychiatry. But we don’t need to become completely Aristotelian about it all to grok its reality. Simply tell some stories and listen to hear if they sound true, look at their effect, check with your gut for their reality.

This book is rich with stories, some of which you will carry with you for the rest of your life and integrate into your own stories. Thus, it will not only inform you, the simple act of reading it will also heal you.

THOM HARTMANN
PORTLAND, OREGON 
JANUARY 2007

Thom Hartmann is the award-winning, best-selling author of more than a dozen books, including Walking Your Blues Away, Screwed: The Undeclared War Against the Middle Class, The Last Hours of Ancient Sunlight, and The Edison Gene. His groundbreaking work in attention deficit hyperactivity disorder and psychotherapy has been featured in TIME magazine, the New York Times, and in media around the world.



INTRODUCTION

Awakening to Narrative Medicine
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Diseases cannot be reduced to pathological facts, they constitute other worlds.

OLIVER SACKS1

Despite areas in which modern medicine shines, the prognosis for some illnesses is little better today than it was one hundred years ago. The incidence of some illnesses seems to be increasing. The U.S. Department of Health and Human Services calculated 1028 patient-episodes of mental illness per 100,000 people in 1955 and 3806 in the year 
2000.2 New illnesses such as AIDS, avian flu, fibromyalgia, and chronic fatigue syndrome seem to appear as quickly as old ones are eradicated. Once we have reached age five, we have no greater life expectancy today than we did in 
1905.3

This state of affairs is reflected in the relationships between doctors and patients. Both are increasingly unhappy. Managed care in the United States and time pressure in other countries has led to the ten-minute office visit with the family doctor. Specialists are sometimes allotted fifteen minutes. In the United States, people have little opportunity to tell their stories to their doctors, and doctors have no venue for listening to patients. Taking a careful history is no longer cost effective. Television commercials inform patients what drugs to request during their brief visit with the doctor. Diagnoses are made in fifteen minutes or less after a succession of rapid-fire, yes-or-no questions. Doctors increasingly rely on answers to these questions to guide their decisions about what laboratory tests to order, and then let the results of those tests make the diagnosis. Illnesses that fall outside the realm of what the lab can diagnose are relegated to the confusing, the psychosomatic, the ridiculous, and the unimportant.

In a seeming rush to separate itself from culture and tradition, conventional medicine has eliminated much of the art of healing—those elements of doctoring that may be more important than the specific medicines provided. In its rush toward technological solutions (part of a broader social movement stretching across the twentieth century), medicine has progressively diminished the importance of the doctor-patient relationship, and of caring, compassion, and intent, in favor of diagnostic imaging and technical procedures. Discarding these long-standing, common aspects of healing practices has been to our detriment. Many of these arts can only be found now in the practices of the world’s indigenous cultures. Recovering these lost arts could infuse medicine with renewed vitality and effectiveness. We need to hear new and different voices. Narrative Medicine is about revising our concept of medicine to enable the incorporation of these voices into modern medicine.

Ethicist Daniel Callahan writes that medicine needs to abandon the quest for immortality as its project and begin to consider quality of 
life.4 Immortality is unattainable; the quest for longevity is expensive and draws from the resources available for the many to serve a privileged few. When we focus upon quality of life, we find other compelling stories that draw our attention away from conventional medicine as the only option. My favorite competing stories come from North American Native culture, since this is my heritage. Had I been born Chinese, however, I would now be comparing and contrasting the traditional Chinese story about health and healing with the conventional biomedical story. Circumstances of birth and later life experiences led me to where I am today. That is my context.

I was born in the Appalachian Mountains of southern Kentucky to a family of mixed Scottish and Cherokee ancestry. We didn’t have much in the way of medical care and largely relied on local healing practices and folk medicine. I never met my father, though, through process of elimination I traced him through the U.S. Air Force to the Pine Ridge area of South Dakota. He was apparently part French Canadian and part Oglala. He and my mother met at a USO dance, but I think they were both too proud and stubborn to get together once I was conceived. My grandparents raised me while my mother worked her way through college and began her teaching career. They raised me in a complex mix of Cherokee heritage and modified Christianity—how modified I only came to understand later when I studied what regular Christians believed.

My mother eventually married a German farmer/milking parlor serviceman, and we moved to southeastern Ohio where I finished high school. I really didn’t have much appreciation for my heritage and culture, except to know that the Cherokee identity—those principles and stories instilled by my grandparents—saved my life in my difficult battles with my stepfather. I supposed I was the chosen one, since my half-brothers and -sisters were not given these teachings.

Medical school made me aware of the value of my heritage. A famous and intimidating professor stood ponderously before us on the first day of pharmacology class. His glasses were perched on the end of his nose. With virtual papal authority, he removed his lecture notes from the inside pocket of his suit coat. He surveyed the room in pregnant silence. “Boys,” he announced (he apparently could not acknowledge the women in our class), “life is a relentless progression toward death, disease, and decay. The job of the physician is to slow the rate of decline.” I felt a lump in my throat. This was not how I wanted to see myself or be seen. His teachings so conflicted with those of my grandparents and great-grandmother that, by the next weekend, I had found a Cherokee healer with whom to study.

This sparked a journey that has continued for over thirty years of studying traditional healers and collecting stories about their work and their patients. I have sat in ceremony with healers in such diverse places as Arizona, New Mexico, Wisconsin, New York, Vermont, Hawai’i, California, Canada, and even France, Germany, Austria, and the former Yugoslavia. I have felt the power of the many prayers embedded in sacred land in North America and in thousand-year-old churches in Europe.

I have also been immersed in conventional medicine for over thirty years. I graduated from medical school in 1975. I completed residencies in family medicine and in psychiatry at the University of Vermont. I earned added qualifications in geriatrics. I completed a Ph.D. in clinical psychology, though from a somewhat innovative graduate school that emphasized cross-cultural psychology. I did a postdoctoral fellowship in alcohol research at the U.C. Berkeley School of Public Health. I worked for twenty-seven years in emergency medicine. In 2004, I stopped my E.R. work, but I continue to practice mainstream family medicine and psychiatry.

Throughout this time, I have tried to bridge cultures and to develop an approach that will allow the patient and his or her family to be active collaborators in the healing process, recognizing the wisdom of indigenous cultures—that relationship matters, that people have to believe in the treatment and the doctor, that the support of family and community are necessary to make treatments work, and that far more than biology and pharmacology determine the success or failure of each medical encounter. I have traveled the world in search of healers. I have felt the sadness when treatment fails and people die. I have seen the limitations of narrow points of view on the part of many cultures.

I have traveled through a variety of United States institutions, longing for that place where I could develop a truly integrated program that was inclusive of the world’s cultures and especially of the Native cultures of North America, since that is where we are located. For many reasons, I couldn’t find that place. Two years ago, I moved from the University of Arizona to the University of Saskatchewan in Canada, where I have been working with aboriginal communities in rural and remote areas and developing a training program in cross-cultural health and mental health. Saskatchewan is the environment in which this book was written. As I write this, the snow is blowing outside and the cars are hardly moving in the -20°C weather. Nevertheless, sweatlodges are happening this afternoon, and I will be going to one with two Cree healers from Meadow Lake.

In my work, I have come to understand that integration, while desirable, is not necessary. Respect and tolerance are what is actually required. The world’s traditional healing methods will persist above ground or underground, despite what mainstream people do. This has been the experience of Native people in the United States and 
Canada.5 Cultures persist and evolve despite what is done to destroy them. I discovered the narrative philosophy and practice to be the best means of allowing diverse stories to coexist and interact, so I present it as a framework in this book for the restoration of traditional healing systems into a valid position within world cultures.

I propose that medicine must reinvent itself to include the voices and visions of indigenous peoples. Those of us within medicine must discover how to get from where we are today to a paradigm (or a story) that is more conducive to health and well-being. We need to think differently about medicine, psychotherapy, and healing. What we have are collections of stories that make sense to members of the cultures who tell them. The world’s indigenous medical systems deserve appreciation for their wisdom. These traditional methods of healing include North American Native, traditional Chinese medicine, ayurveda from India, and African medicine, to name but a few. They hold many useful stories about health and disease, as valid in their own right as the stories told by conventional medicine.

As doctors, we serve our patients best when we exercise judgment and match stories to particular people, cultures, and circumstances to achieve the best possible outcome. However, in our increasingly global, modern culture, conventional medicine claims to be the truth, rather than one of many truths. Studies of indigenous knowledge from around the world teach us that many other valid ways of perceiving and learning about the world exist, beyond the European American scientific model. When we reconsider our models of medicine and psychology from the standpoint of other cultures, we begin to see that it also is an anthology of stories, not necessarily superior to the world’s many other healing traditions.
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In Coyote Medicine, I wrote about a traditional elder who told me that health and disease evolved from the way we answered four simple questions: Who are you? Where did you come from? Why are you here? Where are you going? This wisdom is common in indigenous knowledge systems about health and illness. 
Kim Anderson6 wrote that her elders asked four similar questions: Who are you? Where did you come from? What are your responsibilities? Where are you going? These questions are powerful because they force us to tell a story about ourselves. That story becomes our identity. Medicine and psychology must also answer these four questions. The answers become stories about the profession’s identity.

We did not always have trauma surgery. This has emerged as a modern story about how to save lives. We can say we prefer it for healing damage caused by accidents and war, even though our preference doesn’t mean that it always works, or that it can’t be augmented by prayer, distant energy healing, or visualization. The worldviews behind different stories about healing do not necessarily conflict with one another. We can be multicultural, using several different anthologies of belief. When we compare and contrast different knowledge systems, we learn what we prefer and how practical a given approach is for our particular context.

Within any healing art, whatever else we do, we treat by telling a story. The term 
narrative medicine arises from the impossibility of separating treatment from the stories told about the treatment, the audience hearing the stories, and the context in which the stories are told. This is as true for the conventional medical approach as it is for any other healing modality.

First we weave a time-sequenced narrative that includes what we have been told about the course of the various symptoms. This is called the “history of the illness.” We combine this history with evidence from laboratory and imaging studies to form an interpretive story that tells the patient and family what caused the problem (from evil spirits to mercury amalgams to viral infections). We use this story rhetorically to position ourselves as trustworthy experts who can be believed. Then we offer a prescription (do an exorcism, remove mercury fillings, prescribe an antibiotic) to eliminate the ailment.

We build patient confidence through our use of all the tools language and communication provide. We use what psychologist Michael Bamberg of Clark University calls “small 
stories”7 (short vignettes that barely qualify as tales in the classic sense) to position ourselves as caring, compassionate, knowledgeable, and believable. To the extent we are perceived this way, to the extent we are believed, we create an expected outcome and our treatment works. First and foremost, medical treatment is a story that we instantiate upon others.

When our preferred story about sickness and cure differs too much from those of our patients, their families, and their cultures, they may choose their more familiar stories, perhaps searching for healers who are more similar to them. How many patients come to us and then go home to their local healers when our story emerges as unsatisfying? When people don’t believe our stories, they won’t follow our treatments. Instead of using terms such as 
noncompliance or lack of adherence, we could just say the story we told didn’t go over well. We weren’t sufficiently convincing.

Patients who do not follow our instructions are exercising their functional autonomy to disagree with our story when it contradicts their preferred stories. To our chagrin, they are free to do something different than what we want them to do.

As much as medicine operates from stories about the world, patients operate from stories about their encounters with doctors. If we listened to all these stories and could hold them in our minds simultaneously, we could grasp our culture’s concept of doctors’ roles, of all that people think doctors are supposed to be and do.

We would hear stories that define good doctors, bad doctors, mean doctors, addicted doctors, incompetent doctors, heroic doctors, caring doctors—all manner of doctors. An oft-repeated story is about the doctor who picks up a life-threatening illness in its early stages, when it is still a confusing collection of symptoms, permitting an early intervention that saves the patient’s life. This doctor is a hero, which all doctors want to be. The flip version of this story is about the doctor who misses the illness, allowing the patient to die, and is then sued for malpractice. From these stories we can see that many people hold doctors responsible for their health and well-being—blaming them if death occurs, charging them with preventing death at all 
costs.*1

We doctors have an especially rich investment in wanting to be the main character in a medical hero tale, wrenching lives from the jaws of death and making diagnoses from obscure facts that would stump even Sherlock Holmes. We are drawn to medicine as a career to become this hero. This story about who we are supposed to be—our medical identity—torments and tortures us. What if we make a mistake and someone dies? Then we fall from heroic grace and become the main character in a tale of disgrace and failure. We may even turn to drugs, alcohol, or suicide. We become tragic antiheroes in stories of lost potential and good people gone bad. This fear keeps us awake at night, constantly studying and worrying about things we might have missed and mistakes we may have made. This is not necessarily bad, as taxing as it may be when driven by fear. Nevertheless, the stories that we doctors tell ourselves about our role are important determining factors in our behavior and approach to treating patients. Our stories about ourselves interface with patients’ stories about us and merge into the unfolding treatment story, which the patient may or may not accept. This story is what is efficacious, not the various treatment modalities mentioned in the story. Healing rises or falls on the quality of the story, not the modalities chosen.
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When we actually listen carefully to the amazing stories people tell about how they got well from serious, life-threatening diseases, we realize that no culture’s stories or belief system can explain everyone’s healing. Sometimes healing defies a rational explanation. Healing stories are often unique, lying outside the diagnostic and treatment stories of the world’s medical systems. This observation puts us on a collision course with rational positivism, the basis for declaring medicine scientific, based upon discoverable facts and principles. Treatment becomes effective (or more effective) through how it is presented as part of an over-arching story inclusive of everything.

An example will further this discussion. A mother brought her five-week-old daughter to the family medicine clinic for an urgent visit. The mother began calling the clinic when her daughter was three weeks old, and had been doing so with increasing urgency ever since. This was her second child, who had been seen several times in the office and once in pediatric emergency. When I saw this child, she was five weeks old and had been without bowel movements for the past ten days. She was sleeping poorly and was fussy and irritable all day. She vomited after nursing. For the past thirty-six hours, she had had what is called projectile vomiting, in which the vomit actually projects well beyond the baby.

When we examined the baby, her abdomen was mildly distended. Poking and prodding upon it increased her irritability and fussiness. Her cheeks, trunk, legs, and arms held a fine, faint rash that had been present for the past week, not seeming to bother her. One eardrum was mildly red.

Most of us with conventional medical training would approach this child similarly. This is because we share a certain story about health and disease. Without question, our approach does save lives, but it isn’t the only possible approach, and not even the only one that can save lives, or even always the best one. Within our story, we start by imagining the worst. Our story focuses upon the mechanical things that can go wrong and become life threatening. People come to us fearing the worst, and are relieved and reassured when the worst does not come to pass.

The resident (a physician in training) and I approached this baby, contemplating emergent conditions like pyloric stenosis (blockage of the end of the stomach), volvulus (twisting of the intestine upon itself), intussusception, (telescoping of the intestine into itself), other causes of intestinal blockage, Hirschsprung’s disease (a condition in which the nerves that coordinate the movement of food through the intestines are congenitally lacking), and congenital hypothyroidism, to name a few possibilities. When an X-ray of the abdomen returned normal, we ordered an ultrasound. We drew blood for thyroid studies, electrolytes, and calcium, and obtained urine to rule out a bladder infection. What were we to do when the ultrasound was normal? Luckily, when the baby returned from the diagnostic imaging department, her abdominal exam was also now normal. She slept through our poking on her belly. Based upon the rash, pink ears, fussiness, and other symptoms, we felt justified in making a diagnosis of “viral syndrome.”

Making a diagnosis is synonymous with constructing a story. It is an act of making meaning from isolated observations. It is a social activity in that everyone has to agree with the diagnosis (the story) for it to be a good one. Part of selling a diagnostic story is telling it in such a way that the involved lay people (family, patient, and friends) will believe it. Our diagnostic stories are prescriptive in that they provide a rationale for people to do what we tell them. When people don’t share our rationale, they don’t follow “doctor’s orders.” We have to build a good story to get people’s cooperation. This was as true in the days of leech bleeding and bloodletting as it is today. When people reject our story, they seek out others, such as those told by alternative medicine doctors, Chinese medical practitioners, shamans, witchdoctors, faith healers, and more. These people do just what we do—tell a story to build a rationale for a different kind of treatment.

For our case with the five-week-old baby, once we leave the highly correlated world of diagnostic imaging with structural gut abnormalities, we enter a jungle of possibilities, including the realization that we don’t actually have certainty about what to do. Some physicians would interpret the pinkish-red ear as otitis media and give antibiotics, “just in case,” which would probably be treatment more for the physician than the child. Other physicians would offer Tylenol or Advil for symptom relief, while each would build a story about what they thought was wrong and how what was offered would treat the cause. Another practitioner might try some tincture of belladonna.

The resident and I convinced ourselves that we could diagnose a viral illness. We created a story of a viral process, only partially expressed because of the conferred immunity from breastfeeding. We marshaled our supporting evidence—pinkish-red ears, rash, fussiness, irritability. We reasoned that the lack of stools, which is common among breastfed babies, could relate to a higher-than-average metabolic rate due to the virus. We decided to congratulate the mother on the power of her breast milk to keep her baby relatively healthy in the face of a viral illness, thereby making diagnosis more difficult for us. I prefer to call this an explanatory story rather than fact, because it reminds me that there are other ways to put together the same observations and even better stories could emerge over time. The interaction and dialogue through which shared stories are generated has only just begun.

In my experience, people who come to the doctor want more than just a good explanation. They want more than reassurance. I wanted to give this mother something, but something potentially empowering, not requiring the continued surveillance of a medical professional. I made the intuitive leap that this mother could handle a simple prescription for chamomile and peppermint tea. I told her the story of Peter Rabbit and how his mother had given him chamomile and peppermint tea to calm his stomach and make him sleep after his antics in Mr. MacGregor’s garden. “If it worked for Peter Rabbit, probably it will work for your child,” I said, with some humor. She smiled and agreed with a nod. Then we discussed how to prepare and administer the tea. I asked her to return the next day in case my story wasn’t as good a map for this territory as I had hoped.

When mother and baby returned the next day for follow-up, mom stated with pleasure that the tea “had worked.” The baby’s bowels moved, the vomiting stopped, the child slept for six hours straight, and the irritation and fussiness resolved. Was it the tea or the story in which the tea was embedded? Add to this brew the mother’s sense of relief when she was reassured that nothing terrible was wrong with her baby, possibly related to my ability to make rapport and tell convincing stories or to the fact that the virus had already run its course. Did we heal the mother sufficiently for her to heal her child? We don’t know; but to the chagrin of evidence-based medicine advocates, we know that the tea cannot be considered apart from the story containing everything that happened.

Stories like this illustrate why I often place “heal” in quotation marks, to call attention to the possibility, as suspected by many aboriginal healers, that healing arises mysteriously through dialogue—in this case, the interaction of mother, baby, resident, nurses, imaging technicians, phlebotomists, receptionists, and me. Awareness of the storied nature of medical practice allows us to bring back the importance of relationship to healing, a story often told by indigenous 
healers.10 The power of reassurance and having tea to serve as a vehicle for the expression of maternal love and caring may have been sufficient to initiate a healing dialogue between mother and baby after they left the office.

Would you be surprised to learn, as I did when they returned, that this woman’s husband had lost his job when the child was two weeks old, multiplying the stress within the family? Mom’s stomach was in knots. This new information prompted me to further congratulate the woman for managing as well as she had in the face of adversity. At every visit, we open new drawers and cabinets and doors within the person’s house, always learning something new. We can now imagine a richer story in which the infant experienced the increasingly stressful ambience of the family and had physiological consequences. We could invoke the extensive literature on the gut-brain connection to help us explain this. However, one of the advantages of a “narrative approach” over logical positivism is that we can accept this narrative on its own merits. We can declare its validity without reference to a normative sample. We don’t have to extract any principles about the correlation of paternal job loss and infant vomiting. People are richer and more idiosyncratic than one simple correlation. Many different stories could be told about paternal job loss at two weeks of age. Now we are more aligned with aboriginal knowledge and practice, in which we can entertain with interest a connection between life events and the events experienced without having to explain, generalize, or interpret. We don’t have to find the “right” story to explain what happened. It is enough simply to add this story to an archive of stories, which we can then explore more holistically—without having to dissect the underlying elements of the stories and make specific correlations.

Consistent with indigenous approaches, a narrative approach allows us to accept the validity of people’s stories without reference to correlations or large population studies. The underlying principle is the connectedness of all things, but this manifests in different ways in different families and cultures. A narrative approach does not seek to make a specific correlation of family stress with infantile vomiting. If the next ten cases of infantile vomiting do not resemble this story in the slightest, that does not invalidate the story. It can and does stand alone. People and their situations, families, cultures, and biological responses are all different.

There is no doubt that experimental science and observational epidemiology are useful. Science can tell us amazing stories about the world. My current favorite scientific story comes from Wade Davis’s book 
The Clouded Leopard.11 Davis tells us a story about the behavior of the giant lily from the Amazon, which opens its white blossoms briefly at dusk. The flower buds rise above the surface of the water and rapidly open, releasing an intense fragrance that has been building in strength all afternoon. The metabolic processes that generate the odor raise the temperature of the central cavity of the blossom by about 20°F (11°C) over the outside temperature. The color, smell, and heat attract a swarm of beetles, which converge on the center of the flower. As night falls and temperatures drop, the flower closes, trapping the beetles inside the carpel of the flower with a single night’s supply of starch and sugar. The next day, just before dusk, the anthers (male parts) of the flower release pollen and the sticky beetles are allowed to go. In their mad dash to find more food, they are covered with pollen, which they carry to the stigma of another flower, thus accomplishing pollination.

This description is scientific, but not explanatory in the way of most diagnosis–treatment stories, which rely on a cause-and-effect understanding of how things work. The story of the giant lily is more like the stories of spontaneous healings that inspire awe and wonder, making us think, “Wow, that’s amazing. How in the world did that happen?” We realize that healing is a great mystery, perhaps even defiant of explanation. This is where myths, legends, and spiritual narrative enter the picture.

The correlations that have been made between abdominal X-ray patterns and anatomical conditions are helpful. From the recording of trial and error experience since the dawn of X-ray photographs, we have good ideas about the signs that indicate an actual anatomical diagnosis of volvulus, intussusception, and malrotation. We have developed similar correlative understandings for ultrasound patterns and anatomical conditions of the abdomen. We know from collecting data that these conditions are often fatal without surgical intervention. Here is where population studies shine. We have developed risk–benefit analyses to convince ourselves (easily) that surgery is better than near certain death. So, the recording of observational data is useful.

What we forget is that our observations and correlations can be put together in myriad ways when it comes to developing a larger story about what’s going on. Have we let ourselves become arrogant based upon our successes with the life-threatening structural diseases—intussusception, volvulus, and the like? We generalize that arrogance to myriad other areas where our performance is not so great—cardiovascular diseases, schizophrenia, diabetes, and children’s unexplained vomiting. In keeping with that, the improvement in lifespan that has occurred over the last one hundred years has been largely the result of changes in the treatment of childhood diseases.

Our Western medical story is not necessarily privileged over the traditional Chinese story, the ayurvedic story, or the spiritual healing story. Indigenous cultures have also been recording observational data in the form of stories for as long as humans have had language, and are emphasizing that their stories are as valid as the European scientific story. For example, Edward Jenner is credited with discovering that cowpox infections conferred immunity against smallpox infections. In fact, he learned this as a story told by milkmaids. They knew that they couldn’t get the smallpox once they’d had the cowpox. Jenner merely publicized what the dairy community already knew. He took the idea further by intentionally inoculating people so that they would come down with cowpox to prevent smallpox, but the idea came from stories already circulating in his environment. He just expanded it to large populations outside the dairy world. He built upon an indigenous, local story.

Similarly, many of the indigenous people of Thailand and surrounding areas survived the tsunami that hit in 2004 because of their stories. A number of stories informed the people to run for the hills when the water receded and fish were stranded on the newly uncovered beach. Anthropologist Kathryn Coe of the University of Arizona tells a similar story about an event that occurred in Africa at the turn of the 
century.12 The native people of an equatorial lake had stories that informed them never to build houses below a certain altitude above the lake. Though no scientific justification was provided, they followed these stories, unlike the Europeans, who thought such ideas were poppycock. When a large carbon monoxide bubble rose out of the lake, as it did every several hundred years, the Europeans were killed, while the indigenous people lived high enough from the surface of the lake to survive. For centuries, stories have contained perspicacious observational wisdom. These stories don’t provide what biomedicine would consider a satisfactory scientific explanation, but neither did the milkmaids’ cowpox story. It just told how things worked.

Most disturbing is the tendency of physicians to tell a story that dictates a specific ending, as in telling a person when she will die. We get numbers from the median or mode of a population of people with cancer, for example, and then tell everyone that the mean is how long each individual will live. Leon Gordis describes the conventional wisdom well: “A patient asks his physician, ‘How long do I have to live, doctor?’ and the doctor replies, ‘Six months to a 
year.’”13 The fallacy of this approach lies in the inability of population studies to predict where an individual person will fall on an actual survival curve, which is generally bell shaped. For example, in one case conference I attended at the University of Saskatchewan, a researcher presented a study from the provincial SaskHealth database showing that the median survival for women with metastatic breast cancer was 3.4 years. In almost a footnote, he mentioned that he discarded 2.5 percent of women from the analysis because they were outliers, living an average of forty-three years after 
diagnosis.14 In actuality, only a small proportion lived 3.4 years. That number was just an average.

We use survival curves and statistics to talk about disease as if it were independent of the people who have it and their stories. This so-called natural history approach is grounded in the idea that the patient and her family and culture have no relevance to survival. It usually ignores the stories of the 3 percent at the far end of the survival curve who live much longer than the mean. Those of us who record and save the stories of people like this—those who have supposedly lethal diseases but outlive their doctors and their doctors’ predictions—fear that telling patients how long they should expect to live sets up a self-fulfilling prophecy. Indeed, psychologist and immunologist Alastair Cunningham of the University of Toronto showed that the best predictor of how long a patient lives in the presence of metastatic cancer is how long the person thinks they will 
live.15 Similarly, in one of my studies the best predictor of response to an AIDS treatment that was later shown to be statistically ineffective was how strongly the patient believed that it would 
work.16 I observed similar findings with a treatment for autism that was later shown to be biologically inactive—the best predictor of success was the parents’ enthusiasm for the 
treatment.17

Here is where the conventional medical story about the “natural history” of a disease—which, according to this thinking, is supposed to progress in an orderly fashion regardless of the acts of the person who has the disease—diverges from indigenous stories of healing. These stories accept that healing is always possible, though not producible on command. In some contexts, like vodou (voodoo) or boning practices from Africa, telling people they are going to die is as good as killing them.

Some children spontaneously resolve malrotations, volvulus conditions, or intussusceptions without surgery. We can’t explain this. Our medical story relegates these events to the realm of spontaneous remissions. Other cultures tell stories that attribute these healings to acts of God, Divine Grace, or the power of prayer. We actually have no knowledge about how spontaneous the healings were, just that they happened without our providing any mechanical treatment (for example, drugs or surgery). Unlike the stories of healing told by indigenous cultures, the medical stories preferred by mainstream culture generally exclude actions by supernatural beings (God, angels, spirits). I prefer to call such healing stories mysteries instead of spontaneous remissions. It seems better to admit our uncertainty than to use empty words that make us sound more knowledgeable than we are, at least to the uninformed.

My accounts of so-called miraculous cures have generated criticism in academic and medical circles. In academic circles, speaking of terms such as 
cures, healing, spirits, or medicine powers—can bring down rain upon the head of one who uses them. Anthropologist William Lyon of the University of Missouri at Kansas City has agreed with me that today’s academic standards automatically question the scholarship (or sanity) of anyone who believes in spirits or in people’s ability to cultivate relationships of power with them. Lyon is one of the few courageous anthropologists who has written about his actual observations of medicine ceremonies, and he has personally experienced some of the effects of academic skepticism and 
ridicule.*2 Nevertheless, he has continued to report what he saw and experienced in healing ceremonies, as I too have done.

My vision in approaching this work is similar to what Black Elk is reported to have said of his biographer, John G. Neihardt. Just as Black Elk said that he believed Neihardt had been sent “to save his [Black Elk’s] great vision” and that he (Black Elk) had been waiting for him to arrive, healing elders have told me that they expect me to share their wisdom with mainstream culture. Black Elk said, “What I know was given to me for men and it is true and it is beautiful. Soon I shall be under the grass and it will be lost. You were sent to save it, and you must come back so that I can teach 
you.”18 My goal, like Neihardt’s and William Lyon’s, is to save and promote the visions and wisdom of aboriginal cultures for health and healing—because we desperately need this perspective and their stories.

It’s not too late to acknowledge the merit of indigenous perspectives for the modern world. In the indigenous worldview, for example, each person is the sum of all the stories that have ever been (or ever will be) told about him; the idea that our identity is formed from telling ourselves these stories leads us to realize that each person is unique and must be approached individually to discover how he will heal. No two people with the same diagnosis are narratively alike. All the stories are different. Treatments can’t work if the stories we live have no place for healing.

We physicians would serve our patients better if we could learn how to listen to people tell their own valid renditions of their realities and the worlds in which they dwell. If we wish for people to “comply” with our medical prescriptive stories, what we say must resonate with the stories of the health decision-makers within families (often wise grandmothers in aboriginal or Hispanic culture), and with family and cultural stories about how to live and what is meaningful or valid. (For example, taking medications that reduce sexual potency may not be compatible with a culture’s stories about what it means to be a man.) If we can respect other stories or worldviews that differ from our own and entertain the possibility that these stories and views might work as well as (or even better than) our own, we will be more capable of and open to cross-cultural collaboration. We might begin to “speak so that we can listen” instead of lecturing the world from our position of superiority. We might be better able to form collaborative partnerships to reach desired goals.

Our world needs more multicultural, collaborative partnerships with its diverse cultures. We doctors need to practice in a style that is respectful of the world’s many different stories about health, sickness, meaning, purpose, and life. A narrative approach to medicine can help us, as can an understanding of collaborative language and learning systems. In listening to others’ perspectives with equal respect as to our own, we develop shared language and eventually shared stories about the meaning and purpose that we forge in common. When we work from shared stories that respect all involved families and cultures, we eliminate patient noncompliance since we all work from the same shared map showing how to get from a state of sickness to greater health.

We also need cross-cultural research programs, which by nature will require us to collect stories. They will require collaborative partnerships with the knowledge holders of other traditions, and the development of collaborative language systems that will help us understand each other. They will require our listening very carefully to each other and learning how to translate our stories into each other’s frameworks (the nascent field of knowledge translation). We might end up comparing the outcomes from the imposition of our biomedical paradigm (story) with traditional healing used within its own community of origin. We might learn that people’s historical, local practices are more effective, within those communities, than externally imposed biomedical approaches. We might even learn that our expensive biomedical approaches to health and disease work, but can be equivalent to using a Gauguin painting to kindle a campfire.

I conclude with the story of a Latina woman I interviewed during a workshop in Los Angeles. In that sun-drenched environment, Alma presented a story to me that was logical, comprehensible, and beyond my medical understanding. She had healed from a relatively incurable illness. Alma clearly shows us how medical expectations can influence outcome and presents an example of resistance to being “programmed” to die on command. She shares with us the amazing healing power of love. She shows us a very unique path to healing that can inspire us, but is not a formula for getting well. It was just her path.

Alma had previously been diagnosed with Wegener’s granulomatosis. Her symptoms had been severe. By the time of my interview, she was essentially well. When I asked her to what she attributed her healing, she said, “Love.”

“How so?” I asked.

“I began by doing everything the doctors told me to do,” she said, “but then I realized that they were looking at me as if I were dead. They were already at my funeral. I didn’t like that. I didn’t like feeling like a corpse when I walked into the office. That’s when I decided to go to the spiritual healer.”

Alma then described her meetings with the healer who extracted a curse from her, massaged her, rubbed herbs over her body, prayed to the saints and the spirits, and conducted various ceremonies for her. At the same time, she went to the 
curanderos, traditional Latin American folk healers, for herbs. Over time, she said, she learned to love herself with a fraction of the love that the angels had for her. She credited that as starting her improvement.

Next Alma met a man who loved her almost unconditionally. That feeling of being loved brought up memories and pain from previous bad relationships. To his credit, she said, this man stayed with her while she worked that out. She almost left him many times, but he insisted she stay with him while she went through her crises. “He told me I could only leave him when I was feeling good. That really helped and we’re still together.”

“What do you think of the doctors now?” I asked. We were sitting on a deck in Santa Monica, overlooking the Pacific Ocean, its blue deeper than the sky. A gentle wind passed over us, carrying the smell of the sea. Occasional clouds cast shadows upon the water.

“They’re nice young people, but they’re misguided.” The wind picked up, swaying the tree branches. Cars and trucks clogged the Pacific Coast Highway below us. “They don’t know God or Spirit or Love or plant medicine. They don’t know how our people have healed for centuries. I guess you can’t expect much of them, though if you want to die, they’ll hold your hand and encourage you to do so.” Surfers came and went on the shore.

“What advice do you have for others who are ill?”

“That’s easy,” she laughed. “Find people who can have the faith and hope for you that you don’t have. It’s contagious. Eventually you will feel it, too. And when you find love, for yourself and from anyone else, sink your teeth into it and hold on for dear life. Don’t give up.”

This story is valid in its own right. It doesn’t have to lead to a study, to any particular prescriptive practice, or to any interpretation, except to say, “Wow, that’s really something. I’m really happy to hear that.”

That’s what we will explore in the remainder of this book—a medicine based upon stories as a means to understanding and healing. I hope to further our sense of story as an intersection with the world’s indigenous cultures, a bridge to connect us with people from around the world. We will explore the stories that emerge in dialogue with others, with nature, with God and the spirits, and with illnesses. These stories give us clues about healing—how it works, how to do it. They show us our connectedness to one another and teach us about the indigenous principle that we are never separate from our surroundings or from our culture.
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The Roots of Narrative Medicine 

[image: image]

The Universe is vast. Nothing is more curious than the self-satisfied dogmatism with which mankind at each period of its history cherishes the delusion of the finality of its existing modes of knowledge. Skeptics and believers are all alike. At this moment, scientists and skeptics are the leading dogmatists. Advance in detail is admitted: fundamental novelty is barred. This dogmatic common sense is the death of philosophical adventure. The Universe is vast.

ALFRED NORTH WHITEHEAD1

The concept of narrative medicine offers a paradigm or perspective from which we can contemplate contemporary medicine and psychology. The narrative perspective offers a position outside of medicine from which medicine can be viewed and discussed. Though contemporary medicine engages in self-criticism, it rarely steps outside of itself to address the assumptions (stories) that define it. A narrative perspective allows us to identify these stories and to engage people outside of the field of medicine in discussing their desirability.

A storied approach to health and healing argues that our stories (or our series of interpretations about the world) are only as good as they are practical, and that it is impossible to determine their absolute “truth.” Rather than argue truth, we settle for learning which stories are best for particular situations, people, times, and places. Contemporary biomedicine becomes just one of many stories about health and disease. A common indigenous story, for example, is that disease is a side effect of disharmony and imbalance. Imagine a healer from that tradition trying to talk to a medical practitioner who sees disease only in anatomical terms. The healer’s discussion of sources of disharmony in a person’s family and spiritual life seems irrelevant to the physician trying to categorize the type of tissue damage in an organ. Progress is being made, however, in recognizing that these stories also have validity.

A storied approach to health and healing situates itself well within the developing field of indigenous knowledge. Aboriginal groups throughout the world recognize that wisdom is contained in stories. Traditional elders answer questions by telling stories. It is up to the listener to determine what they mean.

Indigenous knowledge systems usually recognize that we humans are integrated upon the Earth, and that we already share land, food, and air. Social justice emerges when we consider the importance of maintaining diversity and autonomy for the world’s people. Awareness of difference can be a reason for celebration and learning, or it can provoke a response in which the “other” is eliminated. A contemporary example is provided by the hatred and stereotyping of Turks and Kurds along the Turkish-Iraqi border. From our perspective in North America, those differences that seem so enormous to them seem trivial to us.

The history of colonization has been about elimination through death and assimilation, apropos to the ongoing Turkish debate about whether to use their military against the Kurds. Indigenous people throughout the world are challenging the point of view that leads to conquest and colonization as they assert the primacy of their own pre-contact stories. A narrative approach to medicine allows their stories (traditional Chinese medicine, ayurvedic medicine, North American Native healing, Mayan healing, African healing, and more) to coexist with the stories produced by the dominant, mostly white culture that relies largely on pharmaceuticals. We discover that the conversation is more interesting when everyone is given a seat around the table.

Despite its claims of superiority, conventional medicine itself is the third leading cause of accidental death in the 
United States.2 Similar to the stance taken by Galen in the first century BCE, medicine says that “what it cures, it cures, and what it cannot cure, cannot be cured.” The examples of pharmaceutical companies withholding information on the dangers of drugs like Vioxx (which increases the risk of heart attacks and 
strokes3) shows that medicine’s story (so closely linked to that of the pharmaceutical companies) is not always altruistic. Even as I completed this book, new scandals were emerging about the drug 
Paxil.4

The multibillion-dollar U.S. complementary and alternative medicine industry competes with conventional medicine to fill its gaps, but does it succeed? The many available alternative therapies are confusing to sort out. New fields and experts rise and fall yearly. Today’s popular cure for autism, for example, is forgotten next 
year.5 How is a person to decide what to do? Even holistic 
medicine*3 case conferences often present the same bland collection of recommendations for everyone—eat more fruits and vegetables, take some vitamins (but not too many), get reiki, have hypnosis, try acupuncture, take some herbs. Is this enough? In any city in America, we can emerge from a holistic doctor’s office with a shopping bag full of supplements and other products, but does this make us healthier? Does it work?

My criticism of alternative and holistic medicine resembles my thoughts about conventional medicine—that it constructs experts who are supposed to know more about the person and her condition than she does, that it purports to fix people from a position outside of them, that it fails to respect and elicit people’s local knowledge about how to heal themselves. In short, holistic medicine can also take away people’s sense of power and agency, just as conventional medicine does, but with theoretically more natural substances. This is not a real change, just an improvement by substitution that also does not work all the time.

A plethora of mysterious illnesses, including fibromyalgia, chronic fatigue syndrome, and Lyme disease, defies medicine’s ability to diagnose and treat. Illnesses related to lifestyle—diabetes, heart disease, chronic obstructive lung disease—are becoming the major causes of death. Conventional medicine has a dismal record at helping people change lifestyle. Less than 10 percent of people, for example, make lifestyle changes after a heart 
attack,6 despite Dean Ornish’s having shown that these changes can prevent the next heart attack and actually reverse atherosclerosis, the inflammatory process within arteries that leads to heart 
attacks.7 Drugs or procedures do not change lifestyle. I frequently point out to doctors in training that psychiatric drugs do not cure poverty, homelessness, isolation, or loneliness. They merely take the edge off the pain caused by these conditions. So what do we do with these limitations of conventional and holistic medicine?

To begin exploring this question, I want to tell a story told to me by Norman, a Haida physician from British Columbia. This story has a “phoenix rising” quality. It inspired me to think that we can rise above our circumstances regardless of our origins, and, through diligence, persistence, and courage, overcome all odds to reach our goal. It struck me that narrative medicine is emerging this way too. We are struggling against the binds and fetters of conventional medicine to bring a different perspective to health care, one that is more sustainable and nurturing than the conventional model. To do this, we must overcome obstacles the way Namasingit does in this story, as he rescues his wife from Killer Whale. Like all stories, this one may mean something different to each reader, but this is what it meant to me. Its spirit will work on each person who encounters it, and it will do with that person what it wishes. That is the nature of traditional stories.

Our story begins with a child who lived alone with his grandmother and a great blue heron in a shack of brush at the edge of a 
village.8 The rest of his family, including his mother, had gone to the spirit world. His father remained unknown. The great blue heron suffered from a cracked beak and, in gratitude for the family taking him in, he taught the child all he knew, which was enough to lead the youth to become a great hunter, able to find game when no one else could. He could catch large salmon when others’ hooks remained empty. By the time he reached adulthood, he had built a big house for himself and his grandmother, as large as any in the village.

We can let this young man represent marginalized people, like those of us on the outskirts of medicine, who are bridging cultures. He is an indigenous version of a Horatio Alger character, though he makes good through his relationship with and respect for an animal as well as his hard work. In this indigenous culture it is not just hard work that allows one to succeed; spiritual power is also required. When I tell this story in my practice, I ask my audience to recognize those who have inspired and uplifted them—whether animal, grandparent, great-uncle, or aunt. Suffering people often have sources of inspiration in their lives who they may forget. I recently told this story to a Dene woman who was able to overcome her depression by reconnecting to the spirit of her grandmother. She did this by performing a daily ceremony that her grandmother had done with her as a child to protect her from abusive parents. The ceremony reinvoked that feeling of protection and comfort, which was enough to pull her out of her depression (a story in which nobody loved her).

When his house was finished, the young man wanted a wife. Unfortunately for them, none of the girls in the village caught his eye, perhaps because they had treated him badly when he was still very poor, teasing, mocking, and spurning him. He decided to take the great blue heron’s advice and seek a wife from the sea. He laid up a supply of smoked fish, oil, and wood for his grandmother’s winter survival and then disappeared in his canoe over the smooth, glasslike surface of the summer sea, in search of a wife.

I take this to mean that we don’t have to “get hitched” to conventional medicine, but can make our own way, carving out our own territory. We’re not stuck with the resources and characters with whom we grew up. We can go outside of our limited and narrow confines to seek our healing from other people, cultures, and experiences.

One year later, an impressive canoe arrived at the village. Its design was unlike any the people had ever seen. It was decorated with haunting and provocative images. The young man sat in the bow. Exotic foods, carved chests, copper, jewelry, blankets, and hides spilled over the sides. A small cloud seemed to float amidst this bounty. The people gathered, curious. They asked the young man where he had been. He didn’t answer, and proceeded to the house to get his grandmother. “Come meet my wife,” he said to her. She came down to the canoe, but all she could see was a little cloud. “This is my wife,” he said, pointing toward the cloud. His grandmother stood next to the cloud and invited her to come into the house in the manner appropriate for a grandmother to address a grandson’s new wife. The young man returned to the shore to push the canoe farther up onto the beach.

Mainstream culture has yet to dream of the potential resources available for healing. The young man in our story found them beneath the sea. Magic was presumably required to allow him to breathe and live underwater for an extended period of time. In this case, the great blue heron held the key to this transformation and shared it with the young man in gratitude for his family’s kindness.

The curious villagers followed the young man to his house and milled around outside. Inside, the young man asked the cloud to take off her hat. A small voice from inside the cloud said, “You do it.” He touched the top of the cloud, picked it up, and set it behind him. Then everyone could see his wife. The people were breathless at the sight of her beauty. After she had settled into the house, the young man prepared to go fishing.

Once we show our riches—cultivated by authentically practicing the wisdom and traditions of our communities—people around us will get curious. We must hold faith in the past and practice our magic until the forthcoming results cannot be disputed.

Just as he was going down to his canoe, his grandmother asked if it could be snowing in the kelp bed. He looked and saw a snow-white form bobbing up and down in the waves. Recognizing a white sea otter, he chased it in his canoe for the entire day. After a grueling day at sea, he finally speared it under its tail so that the pelt would be perfect. He brought it home for his grandmother to skin but, despite her care, one drop of blood spilled onto the pure, white fur. His wife offered to clean that spot off in the sea. She walked out to the rocky point where clear tide pools lie free of sand. When she slipped on a wet stone, the pelt fell into the sea. She dove into the ocean to get it, but Killer Whale rose beneath her and lifted her clear of the waves. She clung to his dorsal fin for safety as he carried her away. The young man saw this happening from a distance and ran to the shore. He jumped into his canoe and paddled to the spot where the whale had dived, but could find nothing.

We will have challenges and opposition. I often use this part of the story as a template for an illness that has grabbed the person. An illness is similar to a kidnapping whale in the way that it can suddenly take away your happiness. Action is required. The young man did not lie down and pine, giving up on ever finding his wife. He was self-empowered to take action, which is how healing begins.

The young man returned to the village for a four-day fast. Afterward he drank devil’s club juice and ate corn lily leaves until the wind blew through him. On the fifth day, he bathed in aged urine and gathered the supplies he needed. On his fast, he had received a vision for how to proceed. He had been told what supplies to take, which included a mussel shell knife, twisted cedar limbs, goat hair, a whetstone, a comb, some goosegrass, and some dried bearberry leaves.

Our visions and the spirits will show us how to overcome the challenges we face. The contemplative and purifying part of the preparation cannot be skipped. We are all too tempted to do this in Western culture. We want to jump into action headfirst without letting the spirits tell us what to do. Patience is required in the early phases of the healing journey.

The young hunter returned to the spot where Killer Whale had dived. He tied his canoe to the kelp, and then dived deep into the sea. He found a trail on the sea floor. The first animals he encountered on this trail were four blind geese. They smelled him and named him Namasingit, which referred to his capacity to make things which were broken whole again, and which conveyed to him an important healing ability. With his mussel shell knife, he opened the eyes of three of the geese. He fed them goosegrass. When the eyes of the geese were open, they gratefully told him which way his wife had gone, and he proceeded down the trail in that direction.

Helpers along the way—family, spirits, friends—will give us needed guidance and show us where to go. They require something from us, however. Rarely in stories is help freely given. We must earn it through our own merits and preparedness. The young man was able to do this because of his help from the spirits prior to his journey. He came prepared.

Armed with his new name, Namasingit was surprised upon his path by a great blue heron who was repairing a cracked canoe. This was not a common sight anywhere, least of all under the sea. He felt a great affinity toward the bird based upon memories of his childhood teacher, so he tossed some of the bearberry leaves he had into Heron’s mouth, remembering how much the other heron had enjoyed them. While Heron chewed them, Namasingit gave him some cedar planks for his canoe. Then, they heard footsteps. “It’s the killer whale’s sentry,” exclaimed Heron. “Quick. Hide under my wing.”

We must show these helpers our appreciation and respect and offer them gifts. When we do, they will protect us like Heron protected Namasingit.

Namasingit squirmed under the wing just in time to avoid detection by the watchman, who lumbered along on wooden legs. 

“I heard something,” said the watchman. “And I smell a human! Where did you get that cedar? What have you seen here?” 

“Nothing,” retorted Heron. “You are wrong. Your nose is playing tricks on you. You are smelling things that aren’t there. I got this cedar from around here. Maybe once it was dropped into the water by people, but that must have been some time ago.”

“Fine,” the watchman grumbled and prepared to lumber off. Then he saw the bearberry leaves and grabbed a handful to eat. That seemed to satisfy him and he left. Namasingit then offered more bearberry leaves to Heron. In exchange for his help, Heron told Namasingit that his wife had been taken to the home of Killer Whale, who wanted to marry her, but only after she was given a fin.

“Go further up the trail,” Heron said. “Help the slave who is making the preparations for attaching the fin, and maybe he will be of assistance to you.” Namasingit thanked Heron and headed up the trail.

Not too far along the trail, he came upon a slave who was using a red snapper tail to split kindling. When that red snapper tail broke, the slave cried out in alarm. “Master will beat me,” he sobbed. Namasingit had power now that he had a name. He offered to help the slave.

When we help others, we are sometimes rewarded with help in return. In most journeys, we must perform tasks to demonstrate our resolve.

“Here,” Namasingit said, offering to take the snapper tail. “I will fix this for you.” He sucked on the end of the broken wedge and it became whole again. Then he gave the slave some bearberry leaves to eat. The slave was very grateful.

“Your wife is in Killer Whale’s house,” the slave said. “She’s tied up there. I am building a fire to steam a fin for her. You have been kind to me, so I will help you. When the fire is built, I will take water into the house to heat over the fire. I am known to be clumsy. I will trip and spill the water into the fire. When the room fills with steam, you take her. She sits on the other side of the room from where you will enter. I can puff up like a blowfish and am known to do so when I’m upset. They’ll not suspect anything because they’ll know I’ll be upset and fearing a beating, so they’ll expect me to puff up. This will make it harder for them to run after you.”

Through kindness and healing, we can find allies in the camp of our enemies as Namasingit did. Accomplishing each task on our healing journey gets us that much closer to our goal.

The slave was true to his word. Namasingit crept close behind him. Just as the slave was about to put the water down, he spilled it into the fire. In the thick steam that rose, Namasingit ran straight to where his wife was tied, cut her bonds loose with his knife, and led her by the hand out the door amid the chaos of steam and shouts. The slave swelled up like a bulging bullfrog so no one could get past him for quite some time, giving our hero time to escape.

Namasingit ran with his wife past Heron, past the geese, and back to where he had dived into the sea. Killer Whale and his troops were closing in. They were getting closer and closer. When the whale was almost on top of them, Namasingit threw down the goat hair he had brought with him, and a great kelp forest sprang up. He and his wife climbed up the kelp to the canoe. By then Killer Whale had broken through the kelp forest and was again closing on them. Namasingit threw down the whetstone and an island formed between them and Killer Whale. This bought them a little more time, but again Killer Whale swam around the island and began closing the gulf between them. Namasingit threw down the comb and a reef formed. This allowed them to reach the beach. His grandmother was there waiting for them, smiling to herself and tanning the snow-white pelt.

The goal is reached. I think of narrative medicine as stealing back from killer whales the art of healing, the essence of doctoring, the powerful medicine of caring, the stories that make us well. Without this, the technology is empty and often destructive. We need the healing arts to make use of healing technology, which is what indigenous cultures can teach us.

Within what I am calling narrative medicine, I am seeking new ways to conceptualize and integrate the wisdom of indigenous cultures, the insights of holistic medical practitioners, contemporary social sciences, and our developing understanding of the importance of story in behavior and even biological science. Within this new synthesis, medical doctors invite other voices to join in creating the explanatory story of the illness. We see that most of our explanations are culturally driven and that we cannot separate biology from culture.

We have two very different potential scenarios—the viewpoint of modern medicine and what we would achieve if we succeed in integrating conventional and indigenous worldviews. The table summarizes the differences between the two, which we will review in detail. I want to show that these principles of narrative medicine are very similar to the common principles of indigenous knowledge systems and provide a bridge between cultures that has never before been so accessible.

 



	Narrative Medicine
	Conventional Medicine



	Multiple causality
	Unilateral causality



	Systemic explanations
	Mechanistic explanations



	Entanglement; interdependence; circularity; relationship to quantum physics
	Independent variables; linearity; cause and effect; randomized controlled trials; classical mechanics



	Community focus (disease is seen as originating through relationships within a community)
	Individual focus (disease is seen as originating within the individual)



	Solutions do not necessarily relate to causes
	Solutions arise from understanding cause, and grow logically out of one cause



	Healing focuses upon restoring harmony and balance
	Healing focuses upon finding a specific biological or genetic cause and fixing that



	Disease arises from dysfunction; it  occurs through susceptibility, which relates to imbalance and disharmony in relationship
	Disease is defined by structural suffering and anomalies; caused by biological factors or genetics (cause and defect paradigm)



	Relational self
	Individual self



	Cooperate; win–win
	Compete; win–lose



	Disease is found within relationships
	Disease is found within individuals and specifically within organs





Illnesses Have Multiple Causes

Indigenous people have recognized from time immemorial that simple ideas of cause and effect are rarely useful. One elder told me, “If you think you know what’s going on, you’re wrong. If you know what’s going on, it’s trivial. It’s always much more complicated than you could ever understand. The spirits don’t even let us know why things happen, so whatever explanation you can think of isn’t right.”

On the forefront of modern epidemiology—the study of how diseases originate and spread—is the idea that all conditions have multiple causes. These multiple causes have been primarily seen as part of a linear approach, but the new science of complexity is transforming the concept of “cause” into sets of networks of nonlinear distributed interactions where new and old things combine and new orders of self-organized complexity 
emerge.9 What this means is that simple explanations become less and less possible. Conventional medicine remains largely locked in the idea that we should be able to identify one cause of every disease. Within this multiple, interlocking causality approach, new paths emerge through internal local interactions of interlacing networks. This is the opposite of reductionism.

Maria’s story illustrates the impossibility of isolating single causes. I inherited Maria from a psychiatrist who believed wholeheartedly (and single-mindedly) in the biological model of mental illness. Maria was on more medication than I could fathom. Whenever Maria or a family member complained about an old symptom or the appearance of a new symptom, this doctor either added a medication or increased the dosage. When I saw Maria, she was shaking from her high doses of medication.

I slowly began decreasing Maria’s medication levels. As we decreased the dosages, Maria stopped shaking and began to make more sense. We finally reached a low dose beyond which she thought her problems were worse. Regardless of the dosage of medication, she still believed people were out to get her. Her prior psychiatrist had tried unsuccessfully to make this go away with medication, which it wouldn’t. Instead I listened to Maria’s story about what was going on. Part of this story involved her awareness that she had smoked way too much marijuana. That fit, since too much marijuana tends to make people paranoid. But beyond that, her story was that women who didn’t like her (they had fought over boyfriends) had recorded her voice on an iPod device and used a special machine to broadcast those voices to the inside of her brain. She recognized that the voices were making negative comments that she had previously heard others make about her. She reasoned that someone had to have recorded these comments and were now broadcasting them to her. When asked what would help, Maria was sure that a psychic could stop the broadcast. She believed that it was pointless to find the machine and break it, because they could just buy another.

I found a traditional healer who people said was psychic, and Maria accepted her. They made a good relationship; the healer performed a treatment that resembled reiki and then did a ceremony to stop the broadcast. The voices in Maria’s head stopped for a week. After that, they started coming back but at much reduced volume. Another session and ceremony eliminated them again. This was much more effective than her previous high-dose medication had been, and illustrates the idea of treating the story.

Thinking in a one-dimensional way about Maria proved counterproductive. Maria was raised in poverty in a family that revolved around alcohol and drug use and domestic violence. She had been involved in heavy drug use herself. Her current boyfriend beat her regularly. Her life was miserable. To blame all of her troubles on biology is shortsighted, but this is our current, dominant paradigm, the one that narrative approaches are opposing.




We Need Systemic Explanations and Solutions for Problems

Explanations and understanding should be sought in the relationships among interconnected entities, rather than through a mechanistic model in which events can easily be traced through a chain of effects, like the infamous mousetrap game.

This became apparent to me when I visited Teresa in a remote northern community. Teresa was what I had been trained to call “floridly manic.” The conventional explanation is linear, linking the cause to defective genes, and, according to this model, the proper treatment is pharmacological. Since Teresa’s mania had reached psychotic proportions, I offered her some medication. I wanted to prevent her from being hospitalized, which I thought would be even more traumatic for her than any side effects of medication. Teresa refused. “My family will take care of me,” she said. I was skeptical, but she was adamant, so I offered the support I could.

I visited Teresa every month for nine months and watched her family take care of her as she said they would. Counter to what my training led me to believe, their love and her continued embeddedness in a social network kept her grounded, and her psychosis and mania slowly disappeared. A traditional healer “doctored” her several times with the full support of her community, and the priest exorcised evil and prayed over her regularly. At the end of nine months, Teresa had fully recovered without medication, hospitalization, embarrassment, or residual shame within the community. How did this happen? I can’t say. It was a systemic solution. The entire system within which she lived responded, and something new emerged that is impossible to predict from the perspective of a linear, cause-and-effect model.




Traditional Healing Is Defined by Entanglement, Interdependence, and Circularity

More than any other concept I can think of, the idea of interdependence most clearly defines the difference between indigenous healing approaches and Anglo-European culture. It is precisely this aspect of healing that story or history is uniquely able to capture and convey.




OEBPS/images/9781591439509_004.jpg





OEBPS/images/9781591439509_002.jpg





OEBPS/images/9781591439509_cvi.jpg
N @w
M






OEBPS/images/9781591439509_001.jpg
Narrative
Medicine

The Use of History and Story
in the Healing Process

Lewis Mehl-Madrona, M., Ph.D.






OEBPS/images/9781591439509_003.jpg





