TH
- ILLNESS
NARRATIVES

Suffering, Healing, and

the Human Condition

ARTHUR KLEINMAN, M.D.

Basic Books, Inc., Publishers

NEW YORK




Library of Congress Cataloging-in-Publication Data

Kleinman, Arthur,
The illness narratives,

" Bibliography: P. 269,

Includes index,

1. Chronje &mmmmmmfm&..nraomh.nmh aspects. [, Title.
[DNLM: 1. Chronic Ummmmmmslvmwnro_omw. 2.
Disease-—therapy. WT 500 Ks4i}
RC108.K57 1933 616.001"9
ISBN 0-465-03202-8

Chronic

8747772

Copyright © 1988 by Basic Books, Inc.

Printed in the United States of Am,
Designed by Vincent Torre

mmmc@oouxmﬂwwmvmmawwm

erica

To those who suffer chronic illness; to those who
share the experience of disability as members of
the family and social circle; and to the profession-

als who care for them.




The solid meaning of life is always the same eternal thing—the

marriage, namely of some unhabityal ideal, however special, with

some fidelity, courage and endurance, with some mar's or
woman’s pains.

—Wiiitam James

Talks to Teachers

Mortality, T take it, is the central fact of practical existence; death
.; .15 the central fact of life.

g —MicHars QOaxesgorr
Experience and Its Modes

: ~If you miss being understood by laymen, and fail to put your

. hearers in this condition, you will miss reality.
—HirrocraTes
Ancient Medicine




 The Meaning of
Symptoms and Disorders
Information contained in this book accurately conveys the spirit of my :

work as a physician and researcher, but all names, characteristics, and .
identifying details in the case histories have been changed.

" Whatever is real has a meaning,
L : —Micnasl Oaxesuort
([1933] 1978, 58)

: .m,o_..an% Americans the meaning of disease is the mechanism
-that defines it; even in cancer the meaning is often that we do not
vet know the mechanism. To some, however, the meaning of
cancer may transcend the mechanism and the ultimate ability of
medicine to understand it. For such individuals the meaning of
¢dncer may lie in the evils of capitalism, of unhindered technical
progress, or perhaps in failures of individual will, We live in a
““complex and fragmented world and create a variety of frame-
:i.warks for our several ailments. But two key elements remain
- Fundamental: one is faith in medicine’s existing or potential in-
“sights, another, personal accountability.
R ~Crarees E. Roseneera
(1986, 34)

Hlness and Disease

Nhen I use the word illness in this book, I shall mean something
fundamentally different from what ] mean when I write disease. By
invoking the term illness, I mean to conjure up the innately human
perience of symptoms and suffering. Illness refers to how the sick
person ‘and the members of the family or wider social network
p wwm?..m\. live with, and respond to symptoms and disability.* Illness

‘In this volume [ use the terms sick persen and patient interchangeably. But in fact the former
CONVEYS ‘2 more accurate sense of my point of view than the latter. Individuals whe are
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is the lived experience of monitoring bodily processes such as respi- .. the patterned ways that we have
ratory wheezes, abdominal cramps, stuffed sinuses, or painful .. e in our life worlds and that replicate
joints. Hllness involves the appraisal of those processes as expect- - o ar
able, serious, or requiring treatment. The illness experience includes
categorizing and explaining, in common-sense ways accessible to all
lay persons in the social group, the forms of distress caused by those
pathophysiological processes. And when we speak of illness, we
must include the patient’s judgments about how best to cope with
the distress and with the practical problems in daily living it creates.
llness behavior consists of initiating treatment (for example,
changing diet and activities, eating special foods, resting, engaging
in exercise, taking over-the-counter medication or on-hand pre-
scription drugs) and deciding when to seek care from professionals
or alternative practitioners. .
[ilness problems are the principal difficulties that symptoms and -
disability create in our lives. For example, we may be unable to walk .
up our stairs to our bedroom. Or we may experience distracting low
back pain while we sit at work. Headaches may make it impossible
to focus on homework assignments or housework, leading to failure :
and frustration, Or there may be impotence that leads to divorce, .
We may feel great anger because no one can see our pain and
therefore objectively determine that our disability is real. As a re-
sult, we sense that our complaints are not believed, and we experi-
ence mwmmﬁmﬂ.mm pressure to prove we are in constant pain. We may’
become demoralized and lose our hope of getting better, or we may’
be depressed by our fear of death or of becoming an invalid, We
grieve over lost health, altered body image, and dangetously declin-
ing self-esteem. Or we feel shame because of disfigurement. All:

mon' treat illness; thus we can
...mw%..”am illness experience that it is always culturally shaped. Para-
mmxmn.&.. as it sounds, then, there are normal ways of being ill (ways
at our society regards as appropriate} as well as anomalous ways.
_wnm.._m.nnwaamﬂmo&mm expectations about illness are altered through
negotiations in different social situations and in particular webs of
elationships. Expectations about how to behave when ill also differ
.oﬁ.ﬂw..mo.onu unique individual biographies. So we can also say of
illness experience that it is always distinctive,

Hiness complaints are what patients and their families bring to the
..w.w.n.mmonmm. Indeed, locally shared illness idioms Create a common
mﬂ%mxm for patient and practitioner to understand each other in their
initial encounter. For the practitioner, too, has been socialized into
.mewmnﬂmw collective experience of illness. Disease, however, is
what the practitioner creates in the recasting of illness in terms of
rmommm of disorder. Disease is what practitioners have been trained
t0 see ‘through the theoretical lenses of their particular form of

these are illness problems. : creased ‘insulin, pain of uncertain origin that calls for diagnostic
; esting, or major depressive disorder that needs treatment with an-
tidepressants. The healer—whether a neurosurgeon or a family doc-
wcw\”..m.armmommmn»g or the latest breed of ﬁm%nwoEmammﬁmwizmbwmﬁuma
he w..mmzw problem within a particular nomenclature and taxonomy,
~adisease nosology, that creates a new diagnostic entity, an “it’—the
- disease, .
..Ummmmmm is the problem from the practitioner’s perspective. In the

narrow biological terms of the biomedical model, this means that

_&.m..wm.mm is reconfigured only as an alteration in biological structure or

chronically ilt spend much more time in the roles of sick family member, sick worker, sick’’
self than in the role of patient, which is so redolent with the sights and smells of the clinic :
and which leaves an afterimage of a compliant, passive object of medical care, | wish to place -
stress on the sick person as the subject, the active agent of care, since in fact most treatmen
in chronic illness is self-treatment and most decisions are made by the sick person and family,:
not by health care professionals. Sick person also sounds more appropriate for the model of care
I will advance. Care for chronic iliness is (or should be) more like a negotiation among |
therapeutic allies than actions the physician takes on behalf of a patient. The patient and the
practitioner bear reciprocal responsibilities, a point 1 will develop in chapter 15, where |
describe a model of care, In spite of these good reasons, it sounds excessively artificial to avoid x
the term patient; hence I use the twao terms interchangeably with: the same meaning: more
person, less patient.







5 LHE EFELLINDODS LNIDRIMA LY &

' - -

%m ‘patient himself. For this reason it is usually as much hedged
in with ambiguities as are those Hﬁmﬂosm?wm themselves. But in the
. oﬂ@ Omﬁmwgm course of chronic disorder, the sick, their relatives,
nd: "rowm who treat them become aware that the meanings com-
Qsﬁnmwmm by illness can amplify or dampen symptoms, exaggerate
essen disability, impede or facilitate treatment. For reasons I will
review: wmﬁmH\ however, these understandings often remain unexam-
ned; silent emblems of a covert reality that is usually dealt with
either: E&EQ&% or not at all. Powerful emotions attach to these
meanings, as do powerful interests.

Social: _.mmg% is so organized that we do not routinely inquire into
1 Bmwmwwmm of illness any more than we regularly analyze the
ure of our social world. Indeed, the everyday priority structure
Bm&n& training and of health care delivery, with its radically
:m_wmw ﬁcummm of the biological mechanism of disease, precludes
HESQ It turns the gaze of the clinician, along with the atten-
f ﬁmﬂmﬂwm and families, away from decoding the salient mean-
ings Om illness for them, which interferes with recognition of dis-
ing’ ‘but potentially treatable problems in their life world. The
.@65 dical: system replaces this allegedly “soft,” therefore de-
alued, ﬁmﬁ?umoemw concern with meanings with the scientifically
d” therefore overvalued, technical quest for the control of
.mﬁn@ﬁoﬁm This pernicious value transformation is a serious failing
of modern medicine: it disables the healer and disempowers the
SEnmE\ ill (see chapter 16). Biomedicine must be indicted of this
m__ﬁm in order to provoke serious interest in reform, because a
oémmmc,_ therapeutic alternative is at hand.

There is evidence to indicate that through examining the particu-
Emn_mnmwnmm of a person’s illness it is possible to break the
icious cycles that amplify distress. The interpretation of iliness
mmﬁwmm can also contribute to the provision of more effective care.
nocmr those interpretations the frustrating consequences of dis-
bility can be reduced. This key clinical task may even liberate
ﬁmﬁ.mnm and practitioners from the oppressive iron cage imposed by
00 Emm:mmww. morbid preoccupation with painful bodily processes
nd.a too technically narrow and therefore dehumanizing vision of
_. ﬁnmmwﬁmﬂﬁ respectively. In chapter 15, I will set out a practical clini-
‘2 Bmm»om that practitioners can (and should) apply to provide

Periods of alleviation also reveal attendant diminution in anxiety .
and depression. There are rising feelings of mastery, often due to
acceptance of a paradigm of care that substitutes a pragmatic notion
of illness maintenance and disability reduction for the myth of cure. .

Of course, swings from amplification to damping, and vice versa, .
need not reflect psychosocial influence: often biological change is
responsible. As a result, there is uncertainty over the reason fo
exacerbation or remission, which, regretably, encourages a corre-
sponding tendency to dismiss even the obvious social-psychological
push of the swing. The upshot is conjoint Qummnﬁﬁoumﬂ\ﬁmcmﬁ.
family) denial that chronic disorder is so influenced-a fateful com
plicity that in my experience correlates with pessimism and passiv-
ity. Not surprisingly, the effect is to worsen outcome.

The Meanings of Iliness

Iliness has meaning, as the cases I have mentioned suggest, in sev
eral distinctive senses. Each type of meaning is worth examining
From an anthropological perspective and also a clinical one, iliness
is polysemic or multivocal; illness experiences and events usually:
radiate (or conceal) more than one meaning. Some meanings remain-
more potential than actual. Others become effective only over the.
long course of a chronic disorder. Yet others change as changes.
occur in situations and relations. As in so many areas of life, thei
very ambiguity often supplies illness meanings with relevance,.
inasmuch as they can be applied now this way, now that way to the
problem at hand. Chronic illness is more than the sum of the many
particular events that occur in an iliness career; it is a reciprocal
relationship between particular instance and chronic course. The
trajectory of chronic illness assimilates to a life course, contributing
so intimately to the development of a particular life that illness
becomes inseparable from life history. Continuities as well as trans-
formations, then, lead to the appreciation of the meanings of illness.

The appreciation of meanings is bound within a relationship: it
belongs to the sick person’s spouse, child, friend, or care giver, ot




“particular cultures and not infrequently diverges among different

he sickness experience through established patterns of gestures,

acial -expressions, and sounds or words.

As aresult, when we talk of pain, for example, we are understood

y those around us. Yet even surface significances can be fairly

btle mﬁ each culture and historical period there are different ways
alk about, say, headaches. And these differences make a differ-

nce in the way the members of the sick person’s circle respond to

m or her. Think of the many ways to complain of headache in

orth ;PBQ.HB; society: “My head hurts,” “My head really hurts,”

, rmma Hm voﬁb&wm\: “I'm having a Hﬁmﬂmwzm\: :Hw s only a .85;

more effective and humane care of chronically sick persons. This
alternative therapeutic approach originates in the reconceptualiza-
tion of medical care as (1) empathic witnessing of the existential
experience of suffering and (2) practical coping with the major psy-
chosocial crises that constitute the menacing chronicity of that ex-
perience. The work of the practitioner includes the sensitive solici-
tation of the patient’s and the family’s stories of the illness, the
assembling of a mini-ethnography of the changing contexts of chr
nicity, informed negotiation with alternative lay perspectives on
care, and what amounts to a brief medical psychotherapy for the
multiple, ongoing threats and losses that make chronic illness so
profoundly disruptive. .

Not the least of the reasons for studying iliness meanings, there-
fore, is that such an investigation can help the patient, the family,
and also the practitioner: certainly not every time, perhaps not even
routinely, but often enough to make a significant difference.

mm £ m <me were passing before my eyes.” Each expression
s& colors the bald term “headache.” In the lifetime course
rwomﬁn...ﬁmwmm&»mm‘ key words take on special significance to the
fferer and family that no eavesdropper could interpret. We differ
dividuals in how effective we are in the use of these conven-
al iliness idioms and special terms. Some are more skillful in the
et mmw.wﬂmvmouNEmm* of these potentially powerful words to influ-
s th ..‘Um.r..mﬂow, of others in the desire to receive support, to keep
thers at a distance, to obtain time alone, to convey anger, to conceal
ame; Em so-forth.

Hgﬁ__n: n the first-level meaning of symptoms are accepted
s of sosmmmmm about the body, the self, and their relationship
ach otheér and to the more intimate aspects of our life worlds.
r Emgwmﬂm of Western societies the body is a discrete entity, a

ng, an“it,” machinelike and objective, separate from thought and
tiol ._m.ow. members of many non-Western societies, the body is
n ope ﬂ.w%mﬁmg linking social relations to the self, a vital balance
etween: interrelated elements in a holistic cosmos. Emotion and
omsﬁom are integrated into bodily processes. The body-self is not
.c_mnmmm private domain of the individual person but an organic
rt of a sacred, sociocentric world, a communication system in-
lving exchanges with others (including the divine).

For example, among traditionally oriented Chinese, the body is
mmm&mn as a microcosm in symbolic resonance with the social and
ven Emzmwma% macrocosm (Porkert 1974). The body’s gi (vital en-

Symptom as Meaning

The first kind of illness meaning that we shall consider, mﬁunov%
ately enough, is the surface denotation of symptom qua sympto
This is the ostensive, conventional signification of the symptom (for
example, back pain, palpitations, or wheezing) as disability or dis-
tress. There is a tendency to regard such self-evident significance as
“natural.” But what is natural depends on shared understandings in

social groups. The meanings of symptoms are standardized ““truths”
in a local cultural system, inasmuch as the groups’ categories are
projected onto the world, then called natural because they are found
there. That is to say, we take for granted local forms of common-
sense knowledge—a lump in the breast could be cancer, when over-
heated be cautious of drinking something very cold, suntanned skin
is a sign of health, to be thin is better than to be fat, a firm stoo]
once a day is normal-and these contribute to our shared apprecia-
tion of what sickness is and what is meant when a person expresses




‘experiences, sometimes literally so, as, for example, when ritua
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ergy) is thought to be in harmony with that flowing in the environ-
ment. Yin/yang constituents of the body-self are in complementary
opposition and also are in interaction with yin/yang constituents o
the group and nature. Emotion correlates intimately with bodily
constituents, which in turn correlate closely with the weather, the
time, the physical setting, and the sociopolitical order. Conceptions
of illness are based on this integrated, dialectical vision. _

In India the body-self is held to be permeable to substances mzm
symbols in social interactions (Daniel 1984). Health is a ¢m_m5.8
among the body’s humors and the constituents of the outer worl
mediated by diet and a hierarchy of social relations tightly org;
nized around a systematic categorization of the world in terms
purity and pollution. A child is polluted by the touch of a me
struating mother because menstrual blood can enter the porous
body (Shweder 1985), just as food received from someone in a lower
caste gets incorporated into the body and pollutes it from within,
The body is also permeable to supernatural and mystical forces.

Among the Navaho, the body is in perfect aesthetic and mor
harmony with the physical landscape of the Navaho world (Sand
ner 1979; Witherspoon 1975). Body symbolizes landscape, an
landscape body. A similar idea is found among the Chinese (Un
schuld 1985} and many other societies. In these cultures bodil
complaints are also moral problems: they are icons of disharmonie
in social relationships and in the cultural ethos. Reading the Hippo
cratic medical texts suggests that, although some of the conception
are quite different, a similarly integrative, dialectical view of wo%
self, and world was found in ancient Western society.

Meaning of a social kind is stamped into bodily processes and

 expressed a particular vision of women and their role in society.
he association in many societies of femaleness with the left side
he body——which also frequently symbolizes pollution, darkness,
lampness, sinister motives, and a host of other negative oppositions
o the Bm_m {right) side of the body—informs bodily experience as
He mm mon_& categories with the moral meaning of gender {Need-
m Hoqu The great concern in North American culture with un-
_mBHmrwa skin surface, deodorized, youthful bodies, sexualized
ody shapes and gestures is part of a diffused capitalist system of
Eﬁmwcmrumm symbolic meanings, which, like all cultural systems,
rients the person to body and self experiences and to the priorities
d expectations of the group. Indeed, through these embodied
alues. oﬂ& control is internalized and political ideology material-
s noGoﬂmmw feelings and physiological needs. To understand
mﬁs@ﬁoﬁm and illnesses have meaning, therefore, we first must
stand normative conceptions of the body in relation to the self
orld. These integral aspects of local social systems inform how
eel, how we perceive mundane bodily processes, and how we
nterpret those feelings and processes.

We do not discover our bodies and inner worlds ¢ nove. All
umans learn methods to monitor bodily processes and rhetorical
dioms (verbal and nonverbal) to communicate bodily states, in-
F&Em. states of illness. There are distinctive styles of eating, wash-
aughing, crying, and performing routine bedily functions
”E..”.w»..n_”.n.ocmamm\ urinating, defecating, menstruating, and so
&&a.wrmmm styles of normal activities influence illness idioms
Ni ..w..».mw”wo.mmv. We learn how to identify and react to pain, how to
e udm..naEE:bmnm»m dysfunction. The idioms we learn are often
1e same channels used to communicate troubles of any kind. Chest
umnogmo@ ‘may signal anxiety or angina, pneumonia or bereave-
n:.... Tension headaches may express a number of states: from
xhaustion, chronic inflammation of the cervical spine, or the dis-
fress m an acute upper respiratory infection or of worsening diabe-
es to the misery that results from job loss, an oppressive work
mnzmﬁomy ‘or a systematically demoralizing marital relationship. Not
mqmn_:mﬁmu? a wo&w% idiom will express several of these forms of
istress simultaneously. Where a physiological stress reaction or a
Iy ”ouwn.wsm&nm_ disease provide the particular biclogical substrate,

circumcision and other forms of mutilation (subincision, tatooing
clitoridectomy, amputation of finger joints, scarification) mark lif
transitions and group and personal identity., Among Australia
aboriginals a person’s totem is embroidered into the skin throug]
ritual scarification; the person receives a skin name that identifie
his social group and personal status (Warner 1958; Munn 1973
Social experience is embodied in the way we feel and experience ou
bodily states and appear to others (Turner 1985). The tightly cor
seted female body in an earlier era in Europe constituted as muct

S
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...o%m..r. ..onmcmmmonmr and economic statuses, we must distinguish
...mw.m.c.mmﬁ.vomuﬁwu cultural meanings that are shared and those that
are restricted to particular subgroups. As a result, it is more sensible
& mm.m..mw of local systems of knowledge and relationships that in-
orm how we regard symptoms; these may differ substantially from
.r.”.. other. Within these local systems shared meanings will be
w.m.moﬁ.m.ﬁ.”mw among individuals of unequal power who attempt to
persuade others of the intensity of their distress and of the need for
mn.nmm.m...ﬁo.?oum resources. Members of such local systems may seek
to mmu%..._ﬁwm implications of an obvious abnormality, or they may try
to m&..ww._.mmmﬁmnmﬂ others in the quest for care. Obviously, in-
' .Hﬁa..mnmu.w_.&mmﬁ in their rhetorical skills in deploying idioms of
distress (Beeman 1985).

. Lay understandings of illness influence verbal as well as nonver-
bal communication. There may well be enough universality in facial
xwﬁnww_..uﬂm\ body movements, and vocalizations of distress for
members of other communities to know that we are experiencing
ome kind of trouble (Ekman 1980). But there are subtleties as well
at zn..m.nm.ﬁm our past experiences, chief current concerns, and prac-
al ways of coping with the problem. These particularities are so
_much m_..u.uwn.Om local assumptions that they are opaque for those to
hom our shared life ways are foreign. Moreover, these distinctive
...Hoﬁw_”.mmm.m.vmnw to influence the experience of distress (Good 1977;
einman and Kleinman 1985; Rosaldo 1980).

hear you say your headache is a migraine, or a tension headache
wing to-too much “stress,” or that it is “beastly,” “awful,”
pounding,” “throbbing,” “boring,” “aching,” “exploding,”
blinding,” “‘depressing,” “killing,” and I interpret something of
at experience and how you feel and want me to feel about it. (You
also interpret your own language of complaining and my response
to you, .Em.mnw will affect your symptoms.) It is a testament to the
sub _ .@M.ﬁm.nz:cﬁ that we share such a wide array of understand-
gs of surface meanings of symptom terms. (Nigerian psychiatric
mﬁmﬁwm\.mow example, frequently complain of a feeling like ants are
nﬁimﬂw.mﬁ.mwmw heads, a complaint that is specific to their culture
mvm.m.r....”womwu.v I may no longer explicitly understand the Galenic
system of hot and cold bodily states and the humoral balance and
u:vm_mwn.m# connotes in Western folk culture, but I get your point

there is a specific channel of established complaints (including -
weakness, shortness of breath, chest discomfort, and abdominal
pain) that can be amplified to express distress of various kinds.
Hence, at the very core of complaints is a tight integration between
physiological, psychological, and social meanings (Kleinman 1986)..

Illness idioms crystallize out of the dynamic dialectic between’
bodily processes and cultural categories, between experience ,mnnﬂ
meaning. Among New Guinea natives in the Sepik region, illness is
indicated by the sick person’s dramatic withdrawal {Lewis 1975). He
shows the intensity of the felt experience by covering the body with
ashes and dirt, refusing food, and remaining isolated. In some cul-
tures illness idioms may be more gregarious and mundane, and in
others they may be embodied as stoical silence. In some communi=
ties in India, for example, iliness is expressed in the special tropes
of that society’s core hierarchical relationship between purity and
pollution, which determines to whom one shows symptoms and
from whom one accepts food and medicine. For the traditional
Brahmin mother who is menstruating, the fear of polluting her son,
even when he is ill, may prevent her from touching him and cause
her to warn him not to come too near (Shweder 1985). In India a
well as many other societies, illness behavior and care are demon
strated in the pattern of food sharing and diet (Nichter 1982). Diet
is adjusted to right putative humoral imbalances. Special foods and
indigenous medicines may be shared among individuals whose kin
ship or friendship ties bring them together into a lay therapy man--
agement team responsible for the patient’s treatment (Janzen 1978
In small-scale, preliterate societies—for example, the Inuit of Alask
and the Kaluli of the New Guinea highlands—illness is expresse :
in the system of balanced reciprocity among members of the grou
that is the central structural principle of each of these societie
(Briggs 1970; Schieffelin 1985). This system defines who shall de

In North American society we, too, possess these conventional:
ized understandings of the body, these customary configurations o
self and symptoms. But given the marked pluralism of North
American life styles; ethnic and religious backgrounds; and educa-
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ot what the patient thinks but what he or she says. Since 80
ercent of diagnoses in primary care result from the history alone,
he ._.”m..wm.izm%m (the account the physician assembles from the pa-
.mmnwm...m_.ﬂ.o.uﬁ is crucial (see Hampton et al. 1975). That tale of com-
laints becomes the text that is to be decoded by the practitioner
&mmbomaﬁms. Practitioners, however, are not trained to be
.mm-wmmmng‘m interpreters of distinctive systems of meaning. They
.Eu.s.mm.. out of medical schools as naive realists, like Dashiell

mett’

that you have a “cold” and therefore want something “hot” to drink:
and feel the need to dress warmly to protect your “cold” from “the’
cold.” Our understanding is based on a grand cultural convention:
that would make “feed a cold, starve a fever” incomprehensible to
someone without this shared local knowledge (Helman 1978).
Yet there is obviously also great uncertainty at this outer level of
signification. I am not entirely sure what you mean when you sa
your “head is splitting,” because I feel I do not know you wel
enough to make full sense of your experience. Are you generally
stoical, hysterical, hypochondriacal, manipulative? Understandin;
who you are influences how [ interpret your complaints. The rela-
tionship we have will inform how I respond to your complaint of
headache. That relationship includes a history of how I have re:
sponded to you in the past (and you to me), along with our mutual
understanding of the current situation; in the case of chronic iliness
it includes as well the pattern of response and situation that ha
already been established over hundreds of complaints. My interpre
tation of your communication of distress is organized by the pattern:
of our daily interactions in times of sickness, Indeed, the language
of your complaints has become a part of the language of our rela-
tionship. Hence, even the superficial significance of symptoms qu
symptoms is embedded in the meanings and relationships that orga
nize our day-to-day world, including how in interaction we recreat
our selves. This makes of even superficial symptoms a rich meta
phoric system available for many kinds of communication. :
A corollary to the meaning of symptoms is the semiotics of diag:
nosis. For the practitioner, the patient’s complaints (symptoms of.
iliness) must be translated into the signs of disease. (For example, wmm ..
patient’s chest pain becomes angina—a sign of coronary artery dis
ease—for the physician.} Diagnosis is a thoroughly semiotic activ-
ity: an analysis of one symbol system followed by its translation
into another. Complaints are also interpreted as syndromes—clus
ters of symptoms which run together over time—that indicat
through their relationship a discrete disorder. Clinicians sleuth for:
pathognomonic signs—the observable, telltale clues to secret pa-
thology—that establish a specific disease. This interpretive bias to
clinical diagnosis means that the patient-physician interaction .m.m.
organized as an interrogation (Mishler 1985). What is important is-

; 's Sam Spade, who are led to believe that symptoms are
ues t ...&mmmmm evidence of a “natural” process, a physical entity
obe Hwnoﬁwnmm or uncovered. They are rarely taught that bioclogical
vwonmmmmmmmﬂm known only through socially constructed categories
hat constrain experience as much as does disordered physiology;
this is 2 way of thinking that fits better with the secure wisdom of
.ﬁwnm..ﬁm.ﬁmbnm than with the nervous skepticism of the medical

mmmwﬁwnvirwnw is not to credit ?m patient’s mc_c_mnsg account
‘can _om quantified and therefore Hmbnﬁmﬂmm more oEmQQm

e n?.os_nm:% ill, but one that is vmaﬂn&wﬂq difficult to do with
Hmmimﬂw% and consistency and sheer perseverance that chronic-
 necessitates, The interpretation of symptoms in the longitudinal
..noﬁmm..um illness is the interpretation of a changing system of mean-

ings which are embodied in lived experience and which can be
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understood through the acquisition of what amounts to an ethno-:
graphic appreciation of their context of relationships, the nature of
their referents, and the history of how they are experienced.

In the Gilded Age of late nineteenth-century America, the vapor-
onm..._.vmw&%mmm of hysteria, neurasthenic weakness, and neurotic
angst due to crises of personal confidence over career and family
esponsibilities were specially salient disorders regarded as products
of the age. ‘They spoke of a widespread middle-class malaise as-
ic mm sir the very rapid pace of social change that was trans-
oﬂﬂﬁm a Zon& American society anchored in eighteenth-century
m_.msa rural or small town life styles into the twentieth-century
ctilture of industrial capitalism (Drinka 1984). There was great con-
.35&; the effect of this massive societal transformation on in-
&.Smﬁm;m usually bourgeois and upper-class men and women,
EwOmm mﬁzwwoﬁm were viewed ambivalently as the price that mem-
bers of mon.Q had to pay for their world to become fully modern.
Let us take another example of culturally marked illness: witch-
aft.:Accusations of witchcraft in the early New England Puritan
world congealed many of the core fears of the time, including
thr ﬁm 'of deviance, egocentricity, antisocial behavior, and sexual-
t .. Hmﬁwmmmamm an obsession with the control of jealousy and
vy, msm with explaining the presence of misfortune and malefi-
snm 5 a world ruled by a stern but just God. In twentieth-century
bal societies in Africa, witchcraft symbolizes a similar concern
...?._zpm mocanmm of jealousy, envy, and misfortune, though here the
emphasis is on human rather than Satanic evil. In the African set-
ting, witchcraft also conveys fears regarding threats to procreativity
and: .«...&E% unity (Turner 1967; Janzen 1978). In both societies
tchcraft became a major explanatory model of malignant illnesses
Emm.amwm random and unpredictable, like witchcraft itself; it of-
fered; furthermore, a magical means to exert control over seemingly
njust suffering and untimely death.
n Chinese society over the millenia, severe mental illness—la-
eled insanity, fengbing—held particular salience (Lin and Lin 1982).
mﬁ&....&.muw insanity places stigma not just on the sick person but
...P...&m.mwmnm family. A marriage go-between traditionally asked if
insanity was present among members of the family; if it was, she
led the family out as a suitable source of spouses—a catastrophe
he family-centered Chinese social system. Families of schizo-
phrenic and manic-depressive patients in present-day China and
Taiwan, and even among the traditionally oriented Chinese in the

Cultural Significance as Meaning

lllness has meaning in a second sense, insofar as particular mﬁdmv
toms and disorders are marked with cultural salience in different.
epochs and societies. These special symptoms and illness categories
bring particularly powerful cultural significance with them, so to’
speak, often of a stigmatizing kind. Few North Americans have mqﬁ....
seen or heard of a case of leprosy, vet so fearsome is the mythology.
surrounding this category of disorder in the collective consciousnes
of the West that equally few would be likely to react without:
abhorrence or terrible fright if told that they or a close acquaintance
were suffering from leprosy. No wonder the horrific name of this’
illness has been changed to the innocuous “Hansen's disease.”

In the late Middle Ages, the Black Death (bubonic plague
depopulated the European continent by an astounding three
fourths. In so doing, the Black Death became a symbol of evil anc
terror. It came to signify several things: the wrath of God, Ewﬂw..
fallen state of sin and suffering, and death as transcendence of the
immortal soul (Bynum 1985; Gottfried 1983). Whatever particula
-~ religious meaning the Black Death had for a community was over
whelmed by the immensely powerful practical meaning the term
held for the afflicted and their families. The application of this
illness label placed home and neighborhood under the isolation of
quarantine and made the inhabitants doomed outcasts who posed
the gravest dangers to society. That the word plague radiates hardls
any significance today is an illustration of the process of transfor-
mation of meaning that Foucault (1966)—using the example of
insanity in the West—showed can substantially change the natur
of the culturally salient mark certain illnesses impress on th
afflicted. The disappearance of plague epidemics must have nonu.
tributed powerfully to this transformation.
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f invisible pollutants, such as ionizing radiation and even the
hemical constituents of the very foods we eat. These menacing
meanings meld ancient fears of contamination with the great mod-

en threat of man-made catastrophes that poison the environment

United States, still experience such great shame and other negative
effects of stigma. It is often preferable to the members of this fami-
listic culture that the patient remain institutionalized or live apart:
from home. The diagnosis of mental illness among Chinese is 80
threatening that the euphemism “neurasthenia’” continues to flour-

ith toxic wastes. They disclose our inability to control the effects

t technology. The popular view of anticancer drugs as poisons

tends the imagery of risk from causes to treatments and seems to
mplicate biomedical technology as part of this danger.

...aﬁ.wﬁ% to earlier assumptions, the more we have learned, the
re threatening our environment has become. Heart disease, like
nmw..wmmmﬁm to implicate our very way of life: what we choose to
...&..ﬁ%mdgm like to do. It points to the frenetic pace of an economy
predicated on ever more rapid technological change and its accom.

paniment, disordered physiology. It speaks to us of the risks of our

illegitimate and unacceptable. In 1980 and 1983 my wife and I
conducted research in China (Kleinman 1982, 1986; Kleinman and
Kleinman 1985) which disclosed that neurasthenia conveys other
tacit problems as well, especially serious political, work, and mmgmw :
crises that have given rise to demoralization and alienation. One of
the neurasthenia cases from our research in China will be described
in chapter 6 to illustrate the cultural meanings of illness. The Ch
nese example offers a remarkable comparison with neurasthenia in
late nineteenth and early twentieth century North America and
Europe. For although this quintessential biopsychosocial problem
crystallizes certain meanings unique to each society, there are also.
many instances when the social iconography of neurasthenia as:
sickness communicates identical meanings.
Perhaps the disorders of our own period in the West that carry
the most powerful symbolic loading are cancer, heart disease, and:
the new venereal epidemics—herpes and acquired immune defi:
ciency syndrome (AIDS). The first—still a highly malignant, seem
ingly randomly occurring, largely uncontrollable problem-—is a di
rect threat to major values of late twentieth-century American
society. The specific values I have in mind include the »Esmmozmm..
tion of chaotic human problems into closed-ended practical issue
manageable by technological means rather than into open-ended
questions concerned with moral ends. Cancer is an unsettling re-
minder of the obdurate grain of unpredictability and uncertainty
and injustice—value questions, all--in the human condition. Can:
cer forces us to confront our lack of control over our own or others
death. Cancer points up our failure to explain and master much in
our world. Perhaps most fundamentally, cancer symbolizes our
need to make moral sense of “Why me?” that scientific explanations
cannot provide. Cancer is also freighted with meanings of the risks

wmwm._o:mmg mﬁﬁmQsmmnww?xﬁmwe.mmmmmn personality precisely
ﬁmwmﬂ.ﬁo be most successful in the capitalist system). Heart disease
invokes the ubiquitous tension in our lives, the breakdown of inti-
&mﬁ..ﬁ&..&& bonds, and the loss both of leisure and of sustained
.ww,ﬁ.n.m._ activity in our workaday world (Lasch 1979; Helman 1987).
m.w..manmmqaimam response to each problem also tells us much
b .s.m.wmm value structure of American society. We manage as medi-
. n..ouvmmgm the symptoms resulting from the social sources of
istress and disease. We blame the victim in the ideology of per-
] life-style change. We avoid the hard, value-laden questions
h wﬂ..ﬂwmmwmm public health concern with cigarette smoking, expo-
ure to carcinogens, promiscuous sexual practices, and what is eu-
hemistically called unavoidable stress (what Taussig [1986] calls
e .:.m?ozm: system of modern society). Both cancer and heart
&mmmwmm..mﬁnmzﬂm% our awareness of the dangers of our times and of
wrm”..ﬁmdmﬁwmm sources of much misery. But the governmental re-
sponse ...mm.hmmmww to obfuscate this vision of sickness as meaning
something is wrong with the social order and to replace (medicalize)
3&9 narrowly technical questions. Is there a better mirror of what
WE .mmm_..mvoﬁm
..m.m. nmmnmw and heart disease, we can say of genital herpes and
AIDS that these disorders bring particular cultural meaning to the
rson (Brandt 1984). As in the cases of syphilis and gonorrhea

efore them, herpes and AIDS brand the victim with the painful

?
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(and in the case of the latter, deadly) stigmata of venereal sin. At
the same time, the response to these diseases suggests that the
dominant, commercialized sexual imagery of postindustrial capital-
ist society hides a double standard of both amoral promiscuity on’
behalf of individual rights and consumer values and highly moral,
if archly hypocritical, condemnation of the venereal results. For
each of these disorders meaning arrives with a vengeance togethe
with the diagnosis: “She’s got breast cancer and may diel” “T've 0
coronary artery disease and can’t work any longer!” “Her boyfrien
has herpes and infected her without warning her!”” “Can you imag
ine, that fellow down the street has AIDS. You know what tha
means!” Each statement encases the patient in a visible mXOmW&H
of powerfully peculiar meanings that the patient must deal with, a
must those of us who are around the patient. These meanings in.
clude the fear of a lingering and untimely death, the threat ‘ol
disfiguring treatment with the concomitant loss of body- and self;
image, the stigma of self-earned illness, discrimination agains
homosexuals, and so forth. That exoskeleton is the carapace 0
culturally marked illness, a dominant societal symbol that, once
applied to a person, spoils radically that individual’s identity and i i
not easily removed.

Less solemn cultural meaning is exemplified by the lay perspe
tive on hypertension in North America. Blumhagen’s (1980) I
search describes the beliefs about hypertension held by a largely
middle-class, college-educated clinic population in Seattle. The lay
model takes the essence of hypertension to be too much tension, rio
necessarily high blood pressure, which is what the term denotes in
biomedical usage. Blumhagen shows that the lay interpretation of
hypertension as an illness is a North American folk model that helps
explain the high rate of noncompliance with the medical drug regi
mens that characterize this disorder. Noncompliance is held by
physicians to be a major obstacle to the effective management of
hypertension. When patients feel “hyper-tense” they believe they
are suffering the disorder and they take the medication. When they
do not feel tense, they deny that they have hypertension and moﬂ.ﬂ
take the medicine. Here the illness model is the obverse of th
disease model. The object of therapy is to control the blood pressu
on a daily basis, independent of stress or tension. This folk model,

. mﬁvoﬁmﬁ implications for care, appears widespread in
o&#”..\rﬂmnnmﬁ society in spite of health education campaigns in
vEnm_..mzm in the media. Its persistence is a measure of the staying
mu.om ocmE,m_ meanings,

fom ...¢coH can carry cultural significance. For example, in the ancient
tese medical texts, “headaches,” “dizziness,” and “weakness”
. mvmﬁm; attention; the same symptoms are highlighted by
mwmmﬁm_mmm physicians in clinical settings in modern China {Klein-
man 1986). Benveniste (1945), in an early and still provocative ac-
count of ..wrm relationship of symptoms to the tripartite social divi-
sion of ancient Indo-European society, notes that wounds,
Eﬁmmmmm\ and a weakness-exhaustion-debility complex of com-
plaints have held special salience in Western society and have been
associated with military, priestly, and agricultural functions, respec-
tively. The epidemic of chronic pain complaints in North America
st mmﬁm_.mﬁﬁ pain has peculiar present-day significance and seem-
€ has smcmvmm the cachet of exhaustion-weakness complaints of
rasthenia. Perhaps North American culture’s ideology of per-
nal .?mmmomb and the pursuit of happiness has come to mean for
1y guaranteed freedom from the suffering of pain. This meaning
ashes’ mgwﬁm@ with the expectation in much of the nonindustri-
alized world that pain is an expectable component of living mwm
Bzmw_..wm._.msmﬁma in silence.
:...wmbOw just that certain symptoms are given particular attention
..82&5 cultural and historical settings, but that the meanings of
il muﬁﬁwon.a as 1 have already noted, are dependent on local
noé_mmmm about the body and its pathologies. Hence, weakness in
onmwn?zmmm communities connotes loss of vital energy (5i), a cen-
theme in traditional Chinese ethno-medical theories. Excessive
s of semen, through masturbation or an overly active conjugal
life; has always generated marked anxiety among Chinese be-
.mmams contains jing, or the essence of ¢/, which in turn is lost
vhen semen is lost. This makes semen loss a potentially life-threat-
.am..&dmmm in Chinese medical theory. Because of this set of be-
tradition-oriented Chinese adolescents and young adults are
Enmmmm% fearful of the consequences of nocturnal emissions and
[ .mo.aam of semen loss; their view stands in striking contrast
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with that of their counterparts in the present-day West, where it
would seem to be positively valued. In South Asia, where Ayurves
dic medical theory holds that both men and women contain semen,
Jeucorrhea carries the same fearful connotation for women. That
female semen loss is impossible in biomedical theory illustrates the
great semantic gap between illness and disease. :
Other culturally particular symptoms described in the anthropo-
Jogical and cross-cultural psychiatric literature include “fright”.
_mmaﬁm to “soul loss” in Mexico and in various Asian societies,
“nerves” in North and South America, fear that the penis is shrink-
ing among Southeast Asians, and startle-related copying and echo-
ing behavior (lafah) affecting Malays. There exists a large mmmoiﬁma
of so-called culture-bound complaints (see Simons and Hughes
1985).
It is a sign of the marked pluralism of North American monQ
that symptoms hold special significance not just in the society mm_.m
whole but also in the distinctive life worlds shaped by class, et
nicity, age, and gender. Menopausal complaints are a Huwmonnﬁmmﬁow
of white, middle-class women in midlife. But women of most oth
cultures pass through the menopause with few serious complaint
and no conception of this life transition as an illness (Kaufert and
Gilbert 1986; McKinlay and McKinlay 1985). Yet menopausal cor
plaints are highlighted by the media and the medical Eo?mmpo#mo
economic reasons. They have entered the popular North American
culture as a marker of the feared transition to old age and mmmXQmE
in a society commercially centered on the cult of youth and sexua
attraction. Similarly, mwmam:chmﬂ tension is a symptom constel
tion unheard of in much of the world and among members
traditional ethnic groups in the United States; but it is increasingl
commonplace in white, middle-class North America. Non-Wester
practitioners regard premenstrual syndrome as yet another meﬂ.E_
of the unwillingness of middle-class Westerners to endure any pai
or suffering, no matter how limited and expectable. Perhaps i
cultural significance lies in the strong ambivalence associated wit
traditional procreative functions and femininity among Eoﬁg
Western society. Rural blacks and poor whites in Appalachia com

plain of “high blood,” “sugar, 7 “fallin’ out,” “merves,” and ot
ailments that hold little, if any, significance in the urban Zonwﬁmm

and: %mw define this population as much as does their dialect (Na-
ﬂ.oam et'al. 1985). Complaints of “soul loss” (susfo) among working-
class: Mexican-Americans in Los Angeles, spirit possession mﬂ;om
Husm.io Ricans in New York, voodoo among Haitian immigrants HM
womﬁoF ‘airs” (aires) and hot/cold imbalance among working-class
nuwmmm in Miami, and evil eye among recent refugees from Latin
Bmmnm serve a similar function. They mark ethnic, class, and re-
a Hﬁﬁwmmmﬂow statuses. They should signal to health profession-
als Bmuow. cultural differences that require sensitive evaluation. All
too Hm@zmwmuﬁ however, they stimulate traditional ethnic stereo-
types that" may exert a mischievous influence on care.

c::w.mmw salient illness meanings disclose change as well as con-
55»% over time and place. The meaning of a lump in the breast
5 no. _ozmmw limited to wealthier and better educated women in
North: America, and the potential physiological significance of
ooz%:wm and wheezing among smokers is much better appreciated
o} .&mﬁ in the past. Alternatively, the bloody sputum, hectic
...m h, and elegant pallor so well known to readers of nineteenth-
tury Western literature as signs of tuberculosis have lost their
mﬁmnmwnm as a cohesive, popular cultural category. The signifi-
ice of each of these disorders will hold a meaning different for
hi o@msm than for Bostonians, Where acute disorder, starvation,
d ﬁﬁmﬂ:m infectious disease are rampant it is unlikely that the
mptoms of chronic conditions will hold as powerful a place in the
ocal collective consciousness as they do in societies that have
mmmm wmmoﬁmr the epidemiological transition to chronic disorder as
h nw:.mm source of morbidity and mortality.

Baldness and impotence among middle-aged men, acne and short
tature among adolescent males, obesity and eating preoccupation
mc_:mmm and anorexia) among adolescent and young adult women,
noﬂﬁmwh concerns among the elderly are culturally marked
H.nwwm that express the narcissistic preoccupation of modern

tern SoEmb ‘s ambivalence about the choice between having a
%Sm career and being a housewife (Littlewood and Lipsedge
7). ‘At present, the dementia of Alzheimer’s disease captures
ow:_mﬂ mxmbﬂoa in North America as an unacceptable index of the
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BE& Srms he spoke of the “dissociation of sensibility” (cited in
Wwe.om 1986, 284) The modern Western cultural orientation con-
Emumwmm to our experience of suffering precisely through this recip-
rocal relationship between the actual experience qua experience and
how each of us relates to that experience as an observing self. We
H%: say that culture fills the space between the immediate embod-
ime Om sickness as physiological process and its mediated (there-
T SmmE:m -laden) experience as human phenomenon—for exam-
5. an alienated part of body-self, as a vehicle for transcendence,
15 2 source of embarrassment or grief. [llness takes on meaning
nmmﬂwm because of the way this relationship between body and
self is mediated by cultural symbols of a religious, moral, or spiritual
ind. :mmgﬂnw as the Western experience of the body-self dichot-
om ﬁmm mﬁ.ommro& this century been exported to the rest of the
orld as a psychological component of modernization, perhaps the
&Sﬂom ‘of experience and meaning will become, at least for those
most. m:owmm% influenced by Western values, universal in illness
ound: the globe.

et mm Hmmﬁmwm the issue in sociological terms. Following Schutz
ommv we can view the individual in society as acting in the world
“ _sbm up a common-sense perspective on daily life events. The
vmng,m comes from a local cultural system as the accepted way
nceiving (and thereby replicating) social reality. We create, not
ust &mnoﬁlﬁ meaning in experiences through the process of meet-
ng vamanm_ resistances in the real world, obstacles owing to the
mmamm_ distribution of available resources or the unpredictability
nd zznouqozm?_m% of life problems, for example. When we meet
p with the resistance offered by profound life experience—the
eath’ 0m a child or parent or spouse, the loss of a job or home,
rious illness, substantial disability—we are shocked out of our
mmon-sensical perspective on the world (Keyes 1985). We are
hen in a transitional situation in which we must adopt some other
rspective on our experience, We may take up a moral perspective
xw_mﬁ and control disturbing ethical aspects of our troubles, or
mwmho:m perspective to make sense of and seek to transcend mis-
tune; or; increasingly, a medical one to cope with our distress. In
nou& societies, shared moral and religious perspectives on the
xvmmmbnm of life crises anchor anxieties in established social insti-

final assault of aging on the autonomy of the person. Relabeling
alcoholism as an illness and child abuse as a symptom of family
pathology are further examples of the widespread process of medi
calization in Western societies, whereby problems previously la
beled and managed as moral, religious, or criminal are redefined as
disorder and dealt with through therapeutic technology. Thes
problems open a window on Western society, mroiwﬁm its chie
cultural concerns and conflicts. Co

To recapitulate our main argument, cultural meanings mark thy
sick person, stamping him or her with significance often unwanted
and neither easily warded off nor coped with. The mark may be
either stigma or social death. Whichever, the meaning is inescap-
able, although it may be ambiguous and although its consequences
can be significantly modified by the affected person’s place in the
local cultural system. People vary in the resources available to them
to resist or rework the cultural meanings of illness. Those BmmE:mm
present a problem to patient, family, and practitioner every bit as
difficult as the lesion itself. :

A final aspect of this type of illness meaning deserves mention.
The cultural meanings of illness shape suffering as a distinctive
moral or spiritual form of distress. Whether suffering is cast as the
ritual enactment of despair, as paradigmatic moral exemplars of
how pain and loss should be borne (as in the case of Job), or as th
ultimately existential human dilemma of being alone in a meanin
less world, local cultural systems provide both the theoreti al
framework of myth and the established script for ritual vmrms.
that transform an individual’s affliction into a sanctioned mﬁﬂwom.
form for the group.

‘The German phenomenologist Plessner {1970) makes the ncmﬁ.
point about suffering this way. Illness in modern Europe or th
United States, he avows, brings the sick person to the recognitio
of a fundamental aspect of the divided nature of the human condi
tion in the West: namely, that each of us is his or her body and /s
(experiences) a body. In this formulation, the sick person is the sic
body and also recognizes that he or she has a sick body that
distinct from self and that the person observes as if it were someor
else. As a result, the sick both are their illness and are distanced
even alienated, from the illness. T. S. Eliot may have had this
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the fragmented, pluralistic modern world, anxiety mcreasingly is
free floating and requires personal processes of creating idiosyn-
cratic meaning to supplant the shared moral and religious signifi-
cance that guided our ancestors on how to suffer {see Obeyesekere
1985). Lacking generally agreed-upon authorization for how to in-
terpret misfortune, there is a definite tendency in the contemporary |
world to medicalize such problems and therewith to turn to the
cultural authority of the health professions and science for an an-
swer to our predicaments. Taking on a medical or mﬁ.muﬁmfn perspec-
tive, however, doesn’t help us to deal with the problem of mcmm&bm“.”.
in contemporary biomedicine and the other helping professions:
there is no teleological perspective on illness that can address the
components of suffering relating to problems of bafflement, oﬁmmww
and evil, which appear to be intrinsic to the human condition
Instead, the modern medical bureaucracy and the helping profes--
sions that work within it, as we have seen, are oriented to treat
suffering as a problem of mechanical breakdown requiring a techni.
cal fix. They arrange for therapeutic manipulation of disease prob:

lems in place of meaningful moral (or spiritual) response to illness
problems.

Clinical and behavioral science research also possess no category
to describe suffering, no routine way of recording this most thickly
human dimension of patients” and families’ stories of experiencing
illness. Symptom scales and survey questionnaires and behavioral
checklists quantify functional impairment and disability, rendering
quality of life fungible. Yet about suffering they are silent. The
thinned-out image of patients and families that perforce must
emerge from such research is scientifically replicable but ontologi-
cally invalid; it has statistical, not epistemological, significance; it

-a dangerous distortion. But to evaluate suffering requires more tha;
the addition of a few questions to a self-report form or a standard

obtaining valid information from illness narratives, Ethnography
biography, history, psychotherapy—these are the appropriate re-
search methods to create knowledge about the personal world of
suffering. These methods enable us to grasp, behind the simple
sounds of bodily pain and psychiatric symptoms, the complex inner
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epidemic, as well as by applying those few social and technical
controls available at the time. In our own time, the threat of man
made catastrophe raises similar questions of suffering; yet the soci-
etal response is almost entirely limited to rational-technical
manipulations aimed at controlling practical problems, with scant
attention to their deeper significance. Indeed, one reason for lay
musinterpretations of the scientific discourse on risk is the tendency
of laymen to reinterpret, in qualitative, absolute, personalized {non-
random) terms, the scientists’ quantitative, bell-shaped curves of
the random distribution of risks in the population. That is to say,

questions of the cultural significance of risk as bafflement come 8:
the fore in spite of professional (and societal) attempts to expunge
meaning and value from the equation of care. Suffering is not easily
put aside by biomedical science; it remains central to the experience
of illness, a core tension in clinical care. ...

Hmeumwmos& and Social
_____gmmas% of Illness

Unscientific utterances can, and indeed usually do, have double

Hieanings, implied meanings, unintended meanings, and can hint

and insinuate, and may indeed mean the opposite of what they

apparently mean, especially if they are said in a certain tone of

voice.

. —CHarLzs RYCROFT
(1986, 272)

'successfully identifying and understanding what someone else
is'doing we always move towards placing a particular episode in
i’the ‘context of a set of narrative histories, histories both of the
“individuals concerned and of the settings in which they act and
suffer.
e e ALASTAIR MacINTYRE
{1981, 197)

Life World as Meaning

wzmmm.wmm.gmmswnm in a third sense, a sense so central to under-
.nm"mmwozwn illness that I will spend much of the rest of this
k mmmvoumﬁnm and illustrating it and expanding on its therapeutic
BEE ions. ‘For in the context of chronic disorder, the illness
omes: ‘embodied in a particular life trajectory, environed in a
oncrete: _wmm world. Acting like a sponge, illness soaks up personal
and social significance from the world of the sick person. Unlike
1t ‘meanings of illness that carry significance fo the sick person,
ig ?_.m intimate type of meaning transfers vital significance from
ﬁmaom ’s rmm to the illness experience.




