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Stories of sickness
STORIES of sickness is the title of a finely written, closely

argued book by Howard Brody, director of the Centre: for
Ethics and Humanities at Michigan State University, a family
physician and a philosopher.' The book is a many faceted study
of the use of narrative in medicine in all its protean diversity:
stories told by patients to doctors (symptoms), by doctors to
doctors (case histories) and by doctors to patients (explanations);
stories told about doctors and patients (medicine in literature
- both as truth and as metaphor); stories told by doctors to
their students (anecdotal teaching); and just about every other
kind of medical story you can imagine. Perhaps Brody's most
striking argument for the practising clinician is that 'suffering
is produced, and alleviated, primarily by the meaning that one
attaches to one's experience' and that stories are the primary
mechanism for attaching meaning to experience.

Throughout, Brody emphasizes the longitudinal perspective
of sickness as against the more commonly adopted cross-
sectional viewpoint.2 In a sense, this is a defence of our natural
urge towards storytelling against the guilty feeling that this is
an unscientific way to behave. After all, as he says, medicine
is not really a science (the subject has been around for much
longer than science) but more like a craft or Technik to use the
German word: a problem-oriented activity which draws upon
science, but upon many other things as well.

Cross-sectionally, scientifically speaking, the patient is part
of a group with a certain illness. And only insofar as patients
conform to that group can the physician learn from experience
to decide on diagnosis, treatment and prognosis. But at the same
time each patient is unique in terms of the life story which he
tells himself- that birth-to-death account encompassing past,
present and future - and this individual narrative will deter-
mine his reaction to any general diagnosis. This life story ex-
tends beyond the categories of social science, or any other
science, and into the realms of art, philosophy and religion.

Unlike diagnosis, the subjective meaning of an illness is not
a state of affairs at a moment in time, but instead is actually
part of a story in progress - the life story - and contains what
Richard Rorty has named the 'final vocabulary': the
unanalysable bottom-line description of a person's values upon
which everything else depends.3 If an illness is acute, with the
prospect of complete recovery, then the life story can simply be
suspended; the patient adopts the sick role for a finite period
and 'normal service will be resumed as soon as possible'.

Problems arise when illness is potentially fatal, chronic, or
leaves a permanent effect - when illness threatens the final
vocabulary. How patients adapt to this is largely a question of
how they are able to integrate the state of sickness into the nar-
rative of what their life has been and where it is going. This is
not a fixed decision but will depend on the subjective meaning
of the illness, and furthermore will be influenced by the reac-
tions of other people in terms of whether they are blaming, in-
different or supportive. In each individual case the threat to self-
respect and the sense of personal identity will vary according
to context. The meaning of sickness depends on the story.

There is nothing fanciful or esoteric in the use of stories. In
the broad sweep of medical history the physician has always been
involved in setting sickness into its longitudinal context: indeed
before the development of effective physical treatments this was
the primary role of a doctor. The placebo effect, which may be
the best therapy we have, seems to depend upon a combination
of a satisfying explanation given by a trusted source which allows
a sense of mastery of the illness. ' This is the physician as prog-
nosticator, and the effect of mastery, operating by means sym-

bolic or physical, is to produce objectively enhanced healing.
It is only in the past few decades, with the appearance of a
multiplicity of efficacious interventions (p,harmaceutical, surgical
and so on) thatVthe role of a doctor has been seen as mostly
a matter of curing - or eliminating - sickness.
When did patients first complain that 'no one will listen to

my story'? I suspect it was about the middle of the nineteenth
century when the technique of examining for physical signs was
developed. Until then physicians of the old school would make
their diagnosis almost entirely on the patients' own report, on
their symptoms derived from long, detailed history-taking -
on their story, in other words. After judicious consideration (and
only the most cursory examination, or none at all) they would
then prescribe an elaborate and personally-tailored treatment.
'The important thing then was what the patient thought about
it: the important thing became later what the doctor found, and
today may even be, rather, what someone else reports from the
laboratory'.4 The old school method bears a close resemblance
to that of homoepaths and other 'alternative' practitioners of
today - history-taking and individualized prescribing - which
may explain the wide appeal of such unproven therapies. This
is in contrast to the dominant modern technique of elaborate
physical examination (plus laboratory tests) followed by the
generic application of simple treatment. It seems possible that
in adopting the rational and scientific approach to diagnosis and
treatment, doctors threw away something irreplaceable to pa-
tients - the sense that their story mattered. In some situations
it may therefore be valuable to return to the old methods.
The potentially devastating effect of sickness on a person's

self-narrative meshes closely with developments in philosophy.
Nietzsche was probably the first thinker to emphasize that a wor-
thwhile life is something each of us must create for ourselves
in the same way an artist creates a work of art.5 Self-knowledge
is actually self-creation and the subjective narrative is more im-
portant than the objective facts about what has happened. But
this life-long and daily process of creating meaning from the
raw materials of life is vulnerable to interruption by events which
cannot be ignored or forgotten, events which demand to be in-
serted into the story, in the process invalidating much of what
has gone before.
Such a radical transformation in the meaning of life can be

seen as positive and beneficial: for example in certain religious
conversions or falling in love. The whole life before the event
is reinterpreted as leading up to that joyful transformation. More
commonly an unpleasant event, such as failing an examination,
is gradually assimilated and built upon; finally being regarded
as valuable experience that is part of the life story. In some situa-
tions, however, experiences are so extreme as to destroy the
narrative.
While the sense of personal identity is preserved through all

but the most catastrophic brain disorders, the sense of self-
respect can be destroyed and the personality changed by illness.
It may be part of a doctor's task to help patients in the attempt
to place their illness into the narrative of their life plan in a dif-
ferent context: to change attitudes to the illness and/or to change
the life plan. For example after hearing the patient's own story,
the doctor may suggest a different story. This is the therapeutic
effect of narrative; a new story gives the illness new meaning
and can actually alleviate suffering.

But this does not happen in isolation. Stories must be con-
vincing for them to be effective and this depends upon the
cultural context, as well as therapeutic and interpersonal skills.
It is also worth considering that the nature of other people's
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response to a patient's sickness is powerfully influenced by the
nature of its story, either positively or negatively.
Some therapeutic stories might emphasize the localized,

foreign and hostile aspects of an illness such as cancer; so that
it can be 'fought' with drugs, cut away with a scalpel or blasted
with radiation. The meaning is that the illness is not the pa-
tient's fault, it is an evil invader, but 'battling' together doctor
and patient can kill it.
However if the cancer is incurable, and defeat is certain, then

another kind of story would be appropriate. An entirely different
strategy again might be needed for the misery of grief reactions.
Brody tells how one boy was walking in the woods mourning
the death of his father, when suddenly the idea came to him
that his father had been like an old oak tree who had died so
that sunlight could reach his offspring: the young saplings grow-
ing around the trunk. His fresh metaphor produced an im-
mediate sense of meaningfulness and great relief. Admittedly
this kind of instant cure by storytelling is very uncommon, but
if a medical practitioner is able to open up the possibility of
such an insight, this extends the range of therapeutic benefit
far beyond the scope of purely physical treatments.

Stories ofsickness offers no facile answers. In practice it may
be difficult, even impossible, for a professional to achieve what
is beyond the capability of friends and relations.6 The doctor
cannot unilaterally impose an interpretation on the patient, but
'physicians, because of their special knowledge and their social
role, have special powers to construct stories and to persuade
others that these stories are the true stories of their illness'.
This requires listening to the patient's own account of his or

her life, meaningful (unstereotyped) conversation, and a genuine
sense of care (although clearly such a combination is never go-
ing to be universally available in all situations). A family prac-
titioner may be able to add to this present empathy, with a
knowledge of home and community extending into the past. By
such means the patient may be led towards at least a considera-
tion of alternative biographies.

Brody's book provides a satisfying and enriching perspective
on doctors and sickness. It demonstrates that in medicine,
abstract concepts can only get us so far, and that when reflec-
ting on the deepest ethical questions, such as the actual
experience of sickness, we require the vastly richer context of
a story.
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General practitioners and psychiatry: an
opportunity for cooperation and research
M OST minor psychiatric illness is managed almost entirely

by family doctors and in this issue of the Journal
Shepherd' challenges general practice to participate actively in
the development of primary care psychiatry and research. The
family doctor is well placed for this role2 in that much
psychiatric illness is connected with family problems and is best
understood and managed in this context. Physical and mental
illness frequently co-exist and often need continuing care In re-
cent years, management protocols for diabetes, hypertension or
asthma have become quite commonplace; audit projects on the
quality of care for patients with these illnesses are rightly receiv-
ing increased attention. It is no less important to standardize
treatment plans and to evaluate the effectiveness of clinical work
in mental health care. Perhaps because less is known about
normal psychology than normal physiology, it is harder to
distinguish between the normal and the pathological in patients
with emotional or mental disturbance. Similarly, psychological
disturbance is often less visible than physical illness and is not
measurable using laboratory tests.

Early work reported by Shepherd and colleagues3 showed
that only about 5% of the patients suffering from psychiatric
disorders who were identified in their survey had been under
specialist psychiatric -care at any time during the survey year.
General practitioners also care for substantial numbers of pa-
tients who suffer from chronic mental-disorders with some degree
of functional impairment. The recent large scale closure of men-
tal hospitals has meant a shift of more 'difficult' psychotic pa-
tients from institutions to the community with more involve-
ment by general practitioners in the long term care of their
physical as well as mental disabilities. This movement has also

brought a welcome increase in personal contacts between fami-
ly doctors and psychiatrists, who now often consult in the com-
munity, with enhanced opportunities for liaison and two-way
learning. Similarly, family doctors have been brought into con-
tact, often for the first time, with community psychiatric nurses,
psychologists and others who can make direct contributions to
the care of their patients.
The research potential of these changes is enormous and large-

ly unrealized. There is now an opportunity for family doctors
in service practices to make valuable research contributions both
in individual and large scale studies. The latter, though valuable,
need to be supplemented with qualitative studies of
doctor-patient interactions. The new developments in com-
puterization combined with the advantage of the registered list
mean that British general practitioners can now make a signifi-
cant contribution to the understanding of the natural history
of these illnesses. For any real advance there is a need for the
'bottom-up approach and some population-thinking', as ad-
vocated by Harris,4 rather than a 'top-down' approach where
data are collected routinely by people who do not know why.
'Bottom-up' data are collected by people who know what the
data mean and how it may be used to improve clinical care.
Although the 'bottom-up' method is slower, more expensive and
collects smaller amounts of data, this type of approach is vital
to meaningful audit of mental health care.

Practice teams need to monitor the care they give to patients
with depression, schizophrenia, dementia, mental handicap and
alcohol and drug misuse. Chronic mental illness in the communi-
ty should also be thought of in terms of handicap as well as
of illness. It is particularly difficult to define and measure the
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