FRAC L CASsELL

THE SUBJLCTIVE IN CLINICAL JUDGMENT™

INTRODLL LION

Someone telephones the doctor that he has had increasing Jdull puin in the
gt side of his abdomen and back tor several hoas. While nut exactly
nauscated. he is repelled by the thought of tood. He thinks the pain is the
same as that of fus wite when she had her gallbladder attack, The patient’s
complaint is ¢learly subjective and of the type that 1iost often initates the
medical act. Yet. in its subjectivity, the report lies in 4 domain ot medical
practice that is least understood. or more precisely that is leust svsiemutized.
The deficiencies of medical practice in rezurd o the subjecuve are highlizhted
by the increasing use of the problem-onented medical record i3« ool of
medical education. In Medical Records, Medical Fducarion, and Paticnr Care;
The Problem-Oriented Reeord as @ Basic ool Liwrence Weed [3] points out
ihe equal importance of paticnts’ subjective eapenicnce with ohjective. mey-
surable facts of medicine. Fusthier, D Weed aives excellent examples of the
kind of profiles of patients’ pensonal anw social ives that should be cluded
m any complete medical record.

It has been my expericnce. however, that the problem-onented inedicul
record as actually used by e medical students und house ofiicers at the New
York Hospital (many of whom trmned at other schools) i asterile sstrument
that rarely meets the goals set Tor it precisely becawse it i deficient i ats
recording ol the subjective, It hius also Deen my experien e tiat muny bounger
(and too many older) physiciens distrust the patient’s report ol s own
sy mptoms and experience.

One more comment seenis necessary o document the probiem of the
subjective in medical practice. The social medicine movement ol carlier
decades succeeded i establishing the importance of the patient™s socsl and
personal hustory as part of any complete medical record, And yet, a 2enera-
tion Jater that aspect of a patient’s history 1s wualy confined 1o personal
habits (tobaccu. alcohol. ete.), job history und some marital and tanly facts.
The movement was successtul in getting some aspects of the patient as subject
into his own care but in a fashion often uselessly spurse because only the
objective facts of the patient’s existence are recorded.
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THE SUBJICTIVE IN MEDICING !

I believe the subjecuve involves tour aspects: the sociologic person, the un-
conscious, experiencer, and assigner of understandings. The sociologic person
includes the patient’s past and present culteral set. his roles (attorney. me-
chanic, futher. son, cic.), the uafolding story of his life and his important
others. The subjective also includes the unconscious self, generally considerad
to be conilicts, repressed materials, drives and motivations - matte - -
volitionally available 10 the conscious mind. Then there are the thngs eapw-
enced by the body or person of the patient. These may be objectively non-
confimiable us i the instance of abdominal pain or ubjectively confinnable
as in the mstance of fever. In all instances, after the expericnee has passed it is
non<confirmable, slthough subsequent obective evidence may allow it 1o be
intened. Lastly the subjective includes the meanings assigned by the patient
to the experience and events he reports. This ncludes feclings evoked. beliers
about the nature of disease or ilness as well as its causes, and extends to
feclings. perceptions and beliefs about phy sicians and the world of medicine.

Obviously these four aspects of the subjective in medicine zre not truly
separate and cannot be made 1o remain separate except fur purposes of
explication, as I am doing here, and except for action as when the physician
asks questions, Together they are the subject in medicine and the subject of
medicine. They are. in other words, the patient.

Indeed it would be dirficult. for example. to dJistinguish that part of the
patient that assigns meanings from, say. the unconscious. or even from the
pereeiving experiencer. But | hope to show that these domains of the subjec-
tive can be kept apart. if only in action, well enough to serve the physician as
he makes his diagnosis and treats his patient.

THE SOCIOLOGIC PFRSON

Two domamns of the subjectivity of the patient have recenved the most atien-
tion in medicine: the sociolpgic person and the unconscious. There is ample
evidence that the sociologic person is important in medicine. Discases as
disparate as tuberculosis and coronary heart disease are influenced in their
oceurrenve by the lire history of the person who has them. The mainourished
black child from a large ghetto family has a much higher probability of
acquiring tuberculosis than the white suburban child of 1 Bell Telephone
supervisor, especially if there is an old person with tuberculosis in the
crowded ghettp apartment. And the Bell Telephone supervisor has a greater



THE SUBJLCTIVE INCLINICAL JUBGMEN] 201

probability of dying of a myocardial intasction than twe unemploved tather
of the black chiid, especially if the supervisor smokes cizareties, is sedentary
and. has a family history of coronary heart disease. Modern medicine has
made much of the contribution of sociological variables o disease production
(although even Virchow was politically radicalized by his awareness of the
contribution of sogial factors 10 typhus prevalence in Silesia). But while
probabilitics may be crucial to directing the diagnostic thinking o physician,
probabilities are often not as necessary in making a diagnosis as what the sick
person says. More important, however, is that probabilities are vbjective pura-
meters of the sociologic person. not subjective. The probabilistic person is
seen as propelled towards his expected pattern of disease by fucts of his
existence which he (usually) did not create and over which he (otten) has no
control. In other words it is not that the sociologic peison cannot be con-
strued as a part of the subjective domain of medicine - part of the domain of
the consciousness of the patient, but rather that its current use by medicine is
primarily in the objective domain: measurable or at least objectively con-
firmable personal facts linked to confirmable facts sbout the lungs or the
coronary arterics. Even Weed's use of the subjective in the protiles of patient
examples is aimed towards useful objective information, This Kind of in-
rormation might help in the interpretation of other dingnostic information (in
the sense that “divorced women with young children are often .. .7 and so
on). But such data. while undoubtedly helpful and even often vital in chinical
Jecision making, are part of the subjective of the physician more than of the
patient. Sociologic parameters do not tell us about tis divorced woman. but
rather about the class of divorced women. In u sense the use of these fucts 1o
speak for the person so much occupies the physician’s head (not to say his or
ler preconceptions) that they prevent the physician rom hearing what this
divorced woman has 1o say,

THE UNCONSCIOUS

The other aspect of the subjectivesthat has received widespread attention in
medical practice is the unconscious, IUis Tair to suv that one of Freud's major
contributions to medical practice was to put the person as subject back into
medicine. It is not necessary 1o detail the evidence to support the belier that
there are unconscious determinants of symptoms and disease. The widespread
acceptance of psychosomatic medicine is an acceptance of the influence of
the mind on the body, Oddly, it is conceived ol as the intluence ot the wn-
conscions mind on the body: a mind not availuble 1o the volition of the



202 FRIC L CAssLL

person and awlmost alwavs conceved of as causing illness or syipioms, It is
somewhat mterestng, i only historically. that this view maintains the Car-
tesian duality but wives the (separate) mind some control over the body . This
view of the duahity is not nearly us meaningtui or userul as the view of nund
and body as a poiar duality discussed by Guutentag [1]. Much as North and
South cannot exist without each other and mutaully influence cach other, so
aso do mind and body. O more nnmediate importanee to our discussion is
that the way the uinconscious domain of the subjective 15 most often used in
medical pracuce exclindes the subject, That is to sav, the pauent is seen as not
Kiowing what s unconscious containy or s doiaz 1o ool onder the
patient’s centrol and even the patient’s words are un untrustworthy puide
its contents and its actions. We, the physicians, take it that we knew better
thun the panent what are the unconscious determinants of his symproms or
his disease. While that may well be the case. 1t s an uncharitable view of the
patient since that view bypasses the consciousness of the patient just as
ciTectively us does the dominant view of the sociological person.

To view the unconscious as solely an inaceessibie domain with oniy nega-
tve etfects on the body s also. | believe, an uncharitable view of the uncon-
scious. This is not the place (nor am 1 the person) 1o attempt g summary of
the various views of unconscious process. Nonetheless, it seoms pmportant to
point out that any such summary wouid have 1o include the understanding
that the panent’s unconscious s part of his subjective aspect that 1 able to
vommunmcite to another person, And. the unconscious and its communica-
tion are legitimate expressions of that person. Lnconscious conmuuinications
are not merely unsuspecied leaks of inadequuicly repressed atenial but
purposerul expressions. As the unconscious can spesh. it can abso be spoken
o [2]. Finudly, and of more direct importance to medicing, the unconscious
appears able to communicate with the body. These phenomena which can be
dimpsed in bioteedbuck techniques, hypuosis and certain yoga 1eais suggest 4
relationship of the subjective person to the bady that is at preseat minimally
understood.

Thus, just as the sociviogie person is often used and viewed i nedivine as
an objective thing apart fiom the consaousness of the patients. 50 teo is the
diconscious used and viewed. For both socioiogic persan aad unconacious.
such undentandings tend 10 diminish the potental importanee w medicine
of those aspects 4y Tactogs of subjectivity.
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FXPERIENCER AND ASSIGNT R OF UNDERSTANINNGS

I believe | am warranted, it only tor methodological reasons, in making a Jis-
tinction between the experiencer and the assigner of understandings within
the subject. Wiien the patient reported the dull pain in the right side of ins
abdomen und back, wineh he thought was similar 1o his wite’s gallbladder
attacks, he wus actually reporting two Jistinetly detferent things: first, the
experience of u body sensation: and. second, his nderstandings - the mean-
ing attached 1o the body sensations, The assignment of understandings was
on at Ieast two levels: thar the sensation was painful. and thet it nught be
gallbladder discase. Considerable attention has been paid to the “subjecuvity™
ol reports of pain, (for wiich, the way itis usually used. vou may substitute
the word "unreliability ™). It has been shown that what patients say, or that
their behavior in response o pain. is nfluenced by thew ethnic group [5].
But that s merely another way of saving that the yeport of pain generally
includes some kind of meuaning to the patient. On the other hand, | do not
know of studies which show that what some people call *pain,” others label
“jitch™ or *tickle.” And that seems to be because what people call pain are
sensations arising [rom a diserete group of nerve fibers called pain fibers.
What is shown by dittering reports of what is presumed 1o be the same kind
ol pain, is that valuation by the patient is pan oi the report, A scemingly
dilferent Kind of the assighment of understanding is that which implies that
the pain is from a gallbladder anack. Indeed. many patients when reporting
therr dlnesses never tell of symptoms but simply use divgno-tie terms, “First
[ vot 2 cold and then it turned into bronchitis.”™ Or, “last week | had a virus
and then it started my colitis o7,

The dominant voice of the patient with abdonunal pain was e voice of
the assigner o understandings (the pain is guilpladder disease) razher than the
experiencer. And it is common to sy that the patient’s understanding might
not be an securate retlection of the meaning of his symptom. Bui meanmg in
whose terms? It must indecd be an accurate retlection of the meaning of the
symptom to the patient (unless he is lying  the unusual case), Rather when
we speak of the patient’s undérstundéings being inaccurate, we mean inaccu-
rate by the doctor’s stundards. To dismiss the importance of the patient’s
understanding is to dismiss him as subject. Arter all, whatever the actual
disease, its unportance 1o the patient, even it it is futal. will depend on how it
meshes back o the subjective - the collectivity of hiis meanirys, Thus, 10
deal adequately with the subject of the patient we must 1ing within the
patient’s teport of an experence two things: what is the matter in our erms.
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and wio s the patient. Since e patient’s report of an expenence is so
heavily influenced by his understandings, carerul questioning about the report
of the experience offers the opportunity of finding out about borh the
discuse and the patient,

To understund the process of the assignment of undesstanding it may be
useful to view it in the saume manner that has been used to relate a speaker to
what ke says [3]. A speaker. in relating a senience, is suying something about
somethung: the speaker is thus the coupler beiween whar he says, and what he
suys it @bout. Thus when the patient tells us about u symptom. he does the
same thing. He is the coupler between the experience and his verbal report of
the experience. As we have already seen, to assign language 1o the report is 1o
assign meaning, and to give meaning is 10 give his understunding of the
experivnce,

But it 1s obvious that the report of experivnce is not the experience itself
and 1hat the memories und sensations that constituted the original experience
remazin available for reinterpretation, This is not 1o deny that perception is 10
some degree guided by the assignment of meaning. and that what steps the
patient takes to broaden his perception of an event ~ for example, taking his
temperature, feeling his abdomen, trying to remember what was caten and so
forth — are also guided by the assignment of understanding. But, if the raw
sense data of an experience remain availuble for re-interpretation, than a new
coupler — the questioning doctor — can be introduced between what is said
(the assignment of meaning). and what it iy said abour (the raw sense duta of
the experience). To put it another way, the doctor can msert himsel! between
the patient as experiencer and the patient as assigner of understandings. Thus
may seem a complicated way of saying that 1 obtain the story of an illness,
the doctor asks the patient questions, but I think more is being said. Sinca by
eliciing answers the physician is forced 1o continue to use the patient as
coupler (someone seying something about something). how does he disengage
the patient as assigner of understandings? The classic znswer is that the
physician offers (at least to himselt) an aliernutive hypothesis. That is 1o say,
i the doctor believes the.aman with abdommnal pam does have vallbladder
discase, he asks questions ubout the pain, its 1elationship to foud, previous
episodes, associated symproms, and so forth, until he has enough evidence 1o
suppart his tentative dingnosis. Or il such evidence is non tortheoming, he
rejects that diagnosis. proposes (1o himseli) another diagnosis. and repeats
the procedure, In Joing this, he is using the sume reasoning that will guide
his physical diagnosis. choice of diagnostic tests or other diazgnostic ands. I
he is o good physician, he will use strict stundards tor hy pothesis testing.,
and irhe is a poor physician, he will use loose standards.
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The classic preciure 1 have just provided of the physician as history taker is
madequate Tor several reusons. First. the physigian will only 1ind what he
already knows. Lach case may flesh out his conception of the discase as the
patient describes somewhat dilTerent expressions of symploms, but hie cannot
find that for which he has no diagnosis. Second. ke will miss in tae patient’s:
symploms the unfolding process that the discase represenis within the
patient. Thus he will be held 1o basically static or structural views of disease
rather than us a process occurring through time. Alter all, the patient. as the
container of the memory of succeeding events influenced by the shnormality
within him. is virtualiy the only source of information about such a4 process
(reinforced by the physician’s observation of the change in physical findings
and laboraiory tests over time), Third, in that classical methud of guestion-
ing. the doctor will emerge knowing htle about the person who has the
disease. the subject of his work. The diosyncratic differencas presented
py different patients are secn by some physicians as ohstructions 1o the
dJiagnostic process rather than as an inherent part of the diagnosis. Finally . the
doctor will not learn how the person of the patient mteracts with basic
pathologic mechanisms to produce the illness that is this person with this
discase.

] would hke to expand somewlizt on those four points in a somewhat
different vein. The classic understanding of ihe physician taking a history
from the patient by extracting thosc. admitiedly subjective, fucts of the
dlness in order to make & diagnosis of Jiscase is deficient because it excludes
the person from the diagnosis. It is by now cliche in medicine 10 speak of the
importance of the “person of the patient™ to diagnosis and treatiner.t, We do
not label as cliche the saying “a coin lesion or the lung is a carcinoma unless
proven otherwise.” Why is the former 2 cliche but the latter no? Because
“treat 1he pationt as a person” is more 3 wish than agreed upon necessity and
does not rest on established facts and procedures which lead to a2 defined
course of action, It is more an ethical imperative than a medical direcuve. |
would like to point out, however. that the clinical expression oi the primary
discuses of cur time. arterioscierotic heart discase. hypertension, dizbetes.
degenerative jouint discase. and perhaps the mahgnancies depend on the
individuating characteristics of the patient. Further. in marked contradistinc-
tion to the infectious discases or the surgical discascs. the putient is the
primary azent ol his own tréatment. That is 1o say. the panent must change
his life style or behavior and comply with often complicated treatinent re-
quirements. This was brought home 1o me the other day as | iried to discuss
with 1 Chinese-speaking patient the use of insulin. diet. and exercise for the
treatment of diabetes through an insdequate interpreier.
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Contrary 1o directives based on analogy to the infectious diseases, what 1s
needed ure directives for obtaining informaton about the patient as person
now necessiry because of the change in the disease pattern and the prclpnn-
" derance of chronic disease. This involves some understanding. in methodolo-
gical terms, of how understandings are assigned by the patient 1o the sense
data of experience - the meaning of experience. An experience is given
meaning along four plunes, or conversely in reporting sense data, the patient
modifies it 10 conform 1o his understanding slong four planes, They are: a)
the space-time continuum = when and where things happened: b) the assign-
ment of value m relationship 1 other values of the self = the process of
adjectivizaupn: ¢) the assignment of causaliy - where did the thing come
from and what is it expected to dos and finally, d) the relutionship of the
experience 1o previous expericnces of the seli” or of significant others,

When patients feel puin, or experience fever. Jdiarrhea and abdominal pain,
they interpret it to themselves along those four planes. | believe that virtually
no alien body sensution can go uninterpreted ulthough the degree and com-
plexity of the interpretation may vary widely — as in dismissing a twinge or
conversely building a case for cancer on the twinge, What | am describing is o
process in which the original body sensations can lead to interpretation which
is followed by a search Tor other daty in memory or ut the moment that aids
in, conlirms or disconfinms the interpretation. In this process some sense
mformation will be dismissed as irrelevant, and other sense duta perhaps will
be clevated in importance within the patient. The ussigner of understanding
(within the patient) takes a history from the experiencer (within the patient)
in much tiwe sume manner thut the physician questions the patient.

The importance of examining the various dimensions along which the
experience is given meaning is not only that by so doing the physician will
obtain a more accurate picture of the orginal experience, but also a more
accurate understanding of the subjectivity of the patient,

THE SPACL-TIME CONTINUUM
iy
People seem 1o vary enormously m their shility to report degails about the
time and place (including place on the body) or experiences. In part, this
appears 10 be idiosyneratic -- some remembering i great detal events of the
distant past and sonmwe assigning everything before vesterday 1o the huzv past,
It is my impression thut the future may be handled by ditterent mdividuals in
4 manner similar o their handling of the past. Time and place are often
related ... Te must have been 1975 because thag was the sumimier we were in
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New Hampshire” Time may be used as a mechanisim o dental so that the
cvents become difficult to recall because they cannot be located 1in tume. In
an opposite manner. “F remember i as though it were vesterday™ becomes 3
means of maintaining the largeness of the event, Some Landlings of time do
pol seem 1o be due w individual variation. Terribly threatening events that
are remembered seam to renain, for most people. close in time - “that
accident couldn’t have been a year already.”™ Similarly, a far future but bad
prognosis is viten handled gy though the threat were immediate. In all of this
time seems o be dealt with as though it were a spatisl not a temporal dimen-
siott. The more important the event is considered the eloser Lo the present sell
it is perceived. An understanding of this is important to the physician both in
obtaining the history of an illness and in discussing prognosis, future therapics
and so forth, A patient with a rightsided abdominal mass und fever wus con-
sidered to have an ameboma because his symptoms started while on an Asian
journey. In fact, however. the first ¢pisode of abdonminal pain had started a
month ecarlier in London but was attributed by the putient to carrying a
heavy suitcase (Lo borrow Irom a luter wpic). Careiul questioning that related
iimes and places on the trip to body sensations produved the classic story of
un uppendiceal abeess, The original appendicitis, the relief of pan with its
rupture, a few days of fever, then quiescence, followed by a return of fever,
pain. and a perceived mass.

From what we know of the patient’s subjective use of the tine-space
dimension in relating a story, we may be able to wilor our deseription of his
juture as we think it will happen. The basie point is that an objective outline
of the future temporal relationships of a disease process will be necessarily
reprocessed by the subjectivity of the patient in tenms of his past use of that
dimension. And that reprocessing influences the course of the pauent’s
illness. For example, one patient with rheumatic heart disease, tola that an
aperation will probably be required in two yeurs, lives in constant and con-
tinuing dread of the surgery. behaving as though it s imminent. or anuther
patient, saying that the medication he is taking now is to forestal an event
that might vccur many years in the future (as i the prevention of stroke or
heart disease i hyperiension) is the equivalent of removing any sense of the
msportance of the event and theietore of king the medication. Thus, the
objective time seale of 4 discase or a projected course ol action provides
merely the tinguage for time, only the patient’s sebjectivity can provide its
meaning o the patieni and the meaning is what the patient will use 10 direct
pis actioas and Dis fears, As with all the dimensions of the subjective. the
person’s subective sense of time-space can change, Indeed. some chunges in
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ume sense from childheod to old age appear developriental but events in
one’s lite also cun produce change i an individual manner. “What my iiiness
taught me is that I have 1o vajue euch duy.” '

THE ASSIGNMLENT OF VALUL

A sccond plune of subjectivity is the assignment of value 1o experience, or the
process of adjectivizution, Adjectives used by the inner assigner of under-
standing do not merely modify nouns such as for example pain, swelling,
dizziness, or nauses, rather they give those experiences a value relative to
other values of the selll, A pain may be deseribed as mild, or excruciating, un-
comfonable or sore, One patient describes the puin as merely discomfort
while for another patient the sume kind of pain is unbearable. The assicnment
of value is both idiosyncratic and held in common. Certain kinds of pain. for
cxample, pressure on a nerve root, will be described with the same kinds of
adjectives by most people and this commonality allows adjectives o enter the
diagnostic process much like an objective referent. On the other hand. the
experience of the pain may be adjectivized differently. In this context, | can
point out that physicai behaviors such as writhing or grimacing. or conversely
sitting stoically, add 10 the process of value assignment. For some people
experiences are cither black or white — things are 1errible or simply fantastic,
For others, things are more vaned but the colors of their adjectives are always
ntense. Every experience. bad or good. is assigned a strong term. For others
everything is subdued, nothing is fantastic. nothing is serrible. Pain may be
awful but never terrible. Their weakened ieg is not “useless” but “ruther
awkward.™ Their whole, near futal illness was ~a bore.™ The ethnic or culiural
contribution to the assignment of value is well known.

The experiences of life enrich adjective use because these are vajues
assigned relative 1o the other values of self, Since 1t is virtuslly impossible 1o
speak without using adjectives, speakers quickly display thein palette of value
terims. On the other hand, many phrases or utterances do not include adjec-
tives but their voice pitch. inflection and modulation emiphasize or deempha.
size the words, serving the same valuative function as the adjecitve in display-
g the weight the speaker assigns 1o the words or thoughs, Consequently. as
the physician obtains the story of an illness. he has avadable 1o him the scale
of value assignment used by the patient. Consciously or not, those adjective
usages and speech inflections (us well as clothies and body moiion ) allow him
not only to understand the patient’s value scale but also to revalue in his own
terms the experience being reported. Similarly. since values are assipned
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relative 1o other values of the self, the physician has the opportunity 1o Tind
out how importnt a symptom or possible conseqquence of an illness may be.
Mild diminution in vision may be well tolerated by a putient who does not
like to read but the same loss would be “intolerabie™ to an avid reader.

The pattern of valuings of a person is a basic constituent of thut person.
When the patient complains that something is “terrible™ it is useless for the
physician 1o say that it is not terrible. For the patient the thing is “terrible™.
“useless™, “hopeless™,  *“sad™, “wonderful™,  “umusing”, “mnteresting”,
“dirty”, “smelly”, cte. It is part of their understanding of the thing, And as it
is part of their understanding of the thing, it is part of them as a person for
we are constituted by our meanings and our meanings include the values we
assign, For the physician 1o argue with his patient in order to change the
valuing of something trom “terrible™. for example, to “mild™ is not 1o change
a word but the person himselt, When two people look at a plate of six raw
oysters one sces six oysters revolting and the other six oysters delicious.
Induced 10 cat those oysters, a person may change his valuing of oysters from
“revolting” to *delicious™ because he has changed in regard to oysters, (The
six remains a constant, however, and that is the infinite advantage of the
number in the realm of value) The patterning of value may change with
experience and with that change comes a new undesstanding of experience
and an alteration in the person himselr.

This is an appropriate place to point out again that Jdividing the assignment
ol understandings into Tour planes and even separating these dimensions from
the sociologic person or the unconscious is a uselui procedural device for a
physician but does not correspond to the person as bie lives and thinks,

The person is a funciional unity and these planes and dimensions inter-
penetrate. The assignment of value is heavily intluenced by the sociologic
person, by the cause of a symptom as percewved by the person (pain that is
heart discase versus pain from a sore muscle), as weil as by repressed uncon-
scious maierial and even by the inner relationship of person and body. That
these levels are a nexus rather than discrete does not Jdetract, however, from
finding out how a person ussigns value, On the contray, understanding how a
patient assigns value is an important clue not only 1o the compicte entity but
to how the interpenetration oceurs.

THE ASSIGNMLNT OF CAUSE

A third plane of subjectivity is the assignment of cause to the sense data of
expenence. No event can be experienced without a search for cause. I have
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calicd this the dimension of causality, rather than cause and effect, because as
every event 1s understood in part by understending its cause, it is also given
meaning by a conception of what will follow from the event, in other words,
what it will subsequently cause. As is the case with space-time and the
patterning of value, understanding the couse of one individual event dous nut
occur apart from the person’s whole pattern of causal understandings, To
believe that his pneumonia was caused by o bucterium or virus, the putient
must conceive ol micro-organisms as existing and as being part of the general
class of causes, IT that understanding exists, it may be applied by the patient
o a whole range of phenomena experienced in his body. Thus, alien body
sensations may be subsumed under their cuuse as in [ had o virus Fast week,”
The physician also has such u causa) nexus but his understandings may be
ditferent. To him virus may mean for example coxsackie, varicellu-zoster, or
mumps virus in their most specific wechnical sense as well as a more general
and vague sense he shares with the patient of viruses as a cause. This distine.
tion should allow me to make clearer what | mean by cause as part of sub-
jectivity. The mumps virus is in the physician®s understandings. un objective
technical thing having among other specific characteristics physical shape, and
also a distribution among the population or in the tissues of the host. By that
general class of cause called “a vitus™ no such specitic virus is meant, although
specific viruses remain the objective referent on which the subjective is based.,
Rather, the subjective allows expericnce to be classitied and put @ rest, so 10
speak. Cuuses within subjectivity such as “viruses™ always have antecedent
causes such as I was run dowin™, which may have its own antecedent such as
“I was under a lot of strain®™ and so jorth, Viruses, in subjectivity, are not
comsidercd serious und so they usually are not seen as causing other serious
events. The important thing tor this discussion is to realize that when the
paticnt says *I had a virus lust week™, hie is saying veny little about the sense
data of the expericnce but a great deai sbout his causal nexus. For the
information 1o be meaningiui in classic diwznostic terms, the doctor must
inquite of the experiencer within the patient for the specific symptoins io
which the understanding “virus™ was applied. To accept that the word
Uvirus™ means to the paticnt what it means t the doctor may lead to serious
didgnostic errors, as may aceeptance of the patient’s words “bronchitis™,
sinusitis”, “stomach upset”, or what hive vou, (Those words contan not
only vause but also value wssiznment and time-space intorsiaion since they
are often more specifically inclusive than “virus™.) However. not 1o listen 1o
those words and o hear only the specitic sought afier symptoms is slso to
nuss valuable information gbout the person. The causal reiutionships well not
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only how ihe patient views this illness, vut how ali iliness may be pereeived in
terms ol cause, The train of antecedents | suggested before may ultimately
Thave led o some psychologival conception ol disease causality. In another
person the ultimate nexus may be seli-blame und s, The first words of a
patient of mine who was found to have a cancer of the breast were, ™1 knew
it, I'm being punished.” As it is useless to argue with people about their time-
sense or valuations, it is equally useless 1o tell them that carcinoma of the
breast is not punishment for illicit behavior. Rather, it is important to see the
discase and its treatment within the causal netwuork of the patient. And that
network is revealed in the words of the patient when symptoms are related.
The patient’s conception of cause may have 1o be sought but to understand
the subjectivity of the pedson (indecd the person humsell’) that search is as
vital us the hunt for symptoms,

THIL ASSOCIATION OF EXPERIENCE

The fourth plane helprul in assessing the subjectivity of the patient is that in
wlhiich an experience is given meuning by its association with the experiences
of signiticant others. The patient has noted pain and stiffness in his fingers.
The cuause is not readily appurent - that is, he cannot remember doing some-
thing 1 the hand thai might cause pzin, His knowledge of the word includes
the conception of arthritis, but, at age fory, he seems too young, His mother
had arthritis, and remeinbermg her, he conciudes he also has arthritis. The
experience of the mothier appears 1o be dealt with as though it is part of his
experience. Many other examples could be viven o show the influence on
the paticnt’s assignment o understanding that is exerted by the experience of
famdy. That a young woman with an elevated cholesterol interprets every
pain in her chest as angina may scem reasonuble 1o u physician since many of
her relatives died at an ewrly age of coronary heart disease. We find it
reasonable because we know the relationship between tamilial hyperchol-
esterolemia and premature coronary heart disease, While the patient may use
those objective Tucts 1o support her Tears. the fear is part of her subjective
expericnce of her puments. For example. another person with normal blood
pressure and headache worries alwuys sbout stroke and we are not surprised
to find that u parent died of a stroke. The fear of the patient that he has the
discase of the parent is believed by many 1o arise from unconscious deter-
minants such as unresolved vedipal contlict, or unresolved guilt. Such inter-
pretations may be correct. but whatever the reazon. patients behave in o
manner suggesting that the expenence of significant others is part of their
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own experience when they assign umderstanding to their own expernence,
Further, | am Irequently surprised at how ditficult it is o dislodge the
_ p;njcm'".x beliel that he has the same problem as the parent even in the face of
considerable counter-evidence, As the physicul therapist wis wo King success-
Tully on lier previously painful knees, the patient was suie the therapy would
be useless because her mother had been crippled by arthritis, Two different
lines of thought are suggested by these observations. The first is that subjec-
tivity. the collectivity of meanings, extends heyond the physicul confines of
the person, Such a conclusion, which is neither new nor world shaking,
achieves its importance in this context because when the Jdoctor talks 10
the patient he generally scts as though he is facing a unique free standing
individual, The physician does not see the continity of the patient with the
parents or siblings and neither may the patient. The continuity might not
even be important il it did not so color the assignment of meaning to experi-
ence. But more striking. that comtinuity tends to derermine e experienee,
It is in this area that the relationship of the unconscinus domain of subjectivity
to the assignment of understanding scems most obvious. The relationship to
parents and other important people does twnd o uccupy the content of
repressed or conflictual material making much of that content unavailuble
(except by inference), to even the most skilled questioner in the imited time
availuble 10 the physician taking a history.

On the other hand much of the continuity of experience is available to the
patient on reflection and so also is the patient’s beliet that the experience of
significant others may determine his own experience even it he does not
consciously know why that should be the case.

Where the physician obtains g family history he generally obtains fuets of
fumily disease. such as diabetes, as well as who is alive or dead and their ages
and so forth. That the mother may have hud Jiabetes influences the probabil-
ity that the patient has diabetes but does not help in the diagnosis. On the
other hand the fact that the mother had diabetes may have a greatiniluence on
how the patient interprets wand reports increased urination or other symptoms
of disbetes. It may have even more influence on how the patient behaves
aiter he is told of his own diabetes. | should like to stress that this rrequent
clinical observation should not be confused with interpretations us 1o its
psychological cause, The subjectivity of the patient intfluences not only the
assignment and report of the meanings of an experience but the patient's
mterpretation of subsequent events in the iilness. It cannot be overstated that
the interpretations of the patient help determine the way the disease will be
expressed in the patient and the patient’s behuvior towards the disease. Not
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cnly the symptoms but abvo the totality of meanings, and actions that tollow
these meanings, are the illness,

Another line of thought follows from these observations. Patients do not
only borrow trom the experience of family but also from that of friends and
associates as they give understanding 1o 1heir own experience, Physicians are
sometimes frusirated (o discover that the misinformation of friends or even
casual acquaintanees is given more weight by the patient than the doctor's
knowledge. Why should this be? It seems to me that uncertainty is the pri-
mary impetus for the assigner of understandings. Uncertainty is intolerable,
Where the previous experience or knowledge of the person is inadequate to
give meaning 1o the events, others must be consulted. The fact that opinion
from the unknowledgeable is influential cannot be because they lack know-
ledge, but rather because they have knowledge, But what knowledge can that
be? | suspect that the associates have two advantages over the physician in the
service of certainty. First, they Anow cause in the same tenns as the patient,
and second. the patient thinks they know fiime because they are like him, That
is to say that the experience of the associates is useiul in giving meuning to
tihe patient’s experience because the associates and the patient are similar, As
one's subjectivity includes purents and siblings, italso includes the surrounding
sroup. In providing their experience or knowledge the members of the group
do two things: they give understanding to the events of the patient and they
assure that what is happening to the patient does not exclude him from the
group, The myths ot the group are part of the subjectivity o' the patient, It is
often the cuse that the physician is not part o1 the group and rurther that his
knowledge is seen as thremening whereas the knowledge of the group otiers
security.

CONCLUSION

For the purpose ol understanding | have divided the subjective of the patient
into (1) the sociologic person, (2) the urconscious, and (3 and +) thie experi-
encer and the assigner of understandings. Further, I suggested that understand.
g is assigned along four planes — (a) timespace, (h) value, (¢) causabiy and
(d) association, | think that the physician who is trained 1o hear in those
Jimensions will learn how the patient represents his symptoms 1o himself and
ussigns them meaning, But rurther the physician will also tearn how the patient
will understand future events including what the doctor will tell hi of his
illness. The patient does not have the option nor an inzerest in seeing things
vbjectively, at least as far as his iilness is concerned., becuuse processing the
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sense data of experience reguires the subjectivity ol consclousness. Details of
timing and causality and the wljectives that describe und modify the deserip-
tion of things 1o come only have meaning to the patient in his own spatio-
temporal, causal and value terms, A month may have thiryy days, but which is
longer. thirty days of health or thirty days of puin caused by my own care-
lessness?

Two important things remain. First. my division of subjectivity is entirely
artificial. Even for the purpuses of understanding, these realms and plancs
should not be seen as parts of a whaole. They are notlike the muscles, nerves,
bloud vessels or bones of a limb—things in themselves. Perhups at their most
discrete they are reflecting facets of the whole, i way of beginning o know
and appreciate the whole. To see them separately, to listen tor them us the
patient tells the story of his illness has methodological advantages since the
person as subject is 5o hard 1o grasp as wiole, The pianist practices the con-
certo by working out parts of it until those segments are par ol him sutficient-
ly so that he cun present the whole concerto himseli and then to others, |
stress this because 1wo previous attempts to get the subject into medicine
represented by the unconscious and the socivlogic person foundered becuuse
those aspects of person entered medicine as separate and unique entiiies. Nor
have | said what in the person is the ussigner of understandings. 1 do not
know and 1 do not think it 1 necessary 1o know. [ lias been said that a
spoken utterancee is unigque bevause it can mean literally anything. [t achieves
its meaning in the moment, the context of other uiterances, situation and
place and by who says it and who hstens. Here also the meaning of events is
relative. My divisions and planes of the subjective, as my colleugue Dr. Skopck
has pointed out, are merely schemes of relationships and in thuse terms are
poi totally artificial. But what in the person untangles the relationships is
irrelevant.

Finally in this discussion, the interpreter of particulars of the subjective is-
the physician, Earlier 1 suggested the image of the physician interposing him-
self between the experiencer and the assigner of understandings. I1 he listens
only to the sense data ‘ol the experiencer he will hea: enly about disease and
wiil miss the person. 15 he hiears only the subjecuvity he will niiss the discase.
To listen to both without knowledge of discase and knowledge of persons is i
o miss every thing. Have | assigned a 1ol to the plysician that I deny to the
patient—the ubility 10 keep separate Iy uhservation of what the patient says
(including how he says it) from lus own assignment of understanding or
imerpretation”? Yes, 1 have done that because | believe that 1o make wse of
the subjective (rather than just o live it the evervday) the physician must
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learn to separate ais observation from his interpretation. A ditficutt task but
one that can be taught and learned. We teach the same art in physical diag-
nusis because we know what we want the student to see and provide x schema
with which 10 evaluate it. Then we hope he will go on to see not only wiist he
has been taught but also, for example. how the shin looks and feels: how the
patient walks and how he moves — the endless details of the visible body. The
analogy to physical diagnosis is important because there, as in the subjective,
we do not expect very much in the beginning. Itis our hope, as teachers, that
having provided the reason and the tools 1o see the body, nme and the stwu-
dent’s ability will enlarge both his knowledge and his views. With the subjec-
tive we can only do the same. Provide the reason and the tovls to listen and
thien hope that the physician will hear the person much as the pianist iirst
reads the music and practices individual parts o1 the concerto. The art of
physical diagnosis. then laboratory diagnosis and even clinical thought itself
has evolved over the vears in a reciprocating relationship to knowledge of
discase. The place of the subjective in clinical judgment has rested on intui-
t:on for too many centuries. But now it is emerging in response to the de-
mand for a medicine of persons rather thun a medicine of disease - 1 whale
micdicine, not merely a medicine of the body.

Cormell Universiny Medical College
New York, New York

NOTES
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' Tius essay. deals primarily with the subjective o the paticn:. not the physician. Ii
concerned with the subjective information that i» vbtsined from paticns, not with how
that infTormation is processed by the doctor.
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