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Introduction

If two men of the same age have heart attacks resulting in equal damage to their hearts, why is the man who is single and depressed more likely to die of heart disease within the following year than the man who is married and not depressed? If a woman suffers from rheumatoid arthritis, why might the condition be relatively stable when her life is calm, but flare up when she has a conflict with her grown child? Why do people with little decision-making power in their jobs have more heart attacks and gastrointestinal disorders than their supervisors? How is it possible that asthma sufferers will have better lung functioning after they start writing about troubling experiences in their lives? And why is social isolation just as hazardous to one’s health as smoking, obesity and lack of exercise?

These questions, adapted from an American Psychosomatic Society brochure1, may seem surprising. We are all familiar with information about the dangers of smoking, poor diet and a sedentary lifestyle, but what about the psychological factors that may affect our lives? When we speak casually of an illness being ‘psychosomatic’, it is usually to indicate a transitory condition that isn’t very serious: a stomach ache before a job interview, a headache before going on a date or a weak bladder before an exam. But the examples listed above refer to life-threatening illnesses like heart disease and chronic, debilitating conditions such as rheumatoid arthritis and asthma. Could what’s going on in our heads actually have an impact on these ailments? And if so, how?

Three out of every four people in the UK and the US2 experience symptoms in any given month which they will try to relieve in specific ways, such as taking medication, resting or visiting their GP. Anxieties about health are fuelled by media stories that present readers with an increasing number of illnesses and conditions which they can suspect themselves of suffering from. Indeed, it has been estimated that between 25 and 50 per cent of GP visits are for medically inexplicable complaints, and the most common diagnosis in general-practice medicine today is non-illness. How can we account for this increase in the worried well? Is the body being used as a loudspeaker to signal some other kind of distress?

This is a fascinating question, but what about the remaining 50–75 per cent of cases – the ones where the patient’s complaints do receive a medical diagnosis of illness, such as heart disease, diabetes and cancer? Could it be possible that thoughts and feelings might play a part in making our bodies ill with medically recognizable diseases? Would some of us be more prone to fall ill than others? And if so, would that mean susceptibility to specific illnesses or just to ill-health in general?

We will argue in this book that it isn’t what we worry about that can make us ill, but the ways in which we worry. Research from several different traditions converges on the idea that what matters is how we are able – or unable – to process our experiences. Human beings are processing creatures: from the hunt tallies found on the walls of prehistoric caverns to the notches on the wall of a prison cell, we need ways to register what happens to us. Speaking and writing are the most obvious examples of how we make sense of the events in our lives, but what happens when these modes of communication are unavailable? Is it possible that, in some cases, a bodily illness could take their place?

As we explore these questions, we reach a number of conclusions. First of all, that there is no such thing as a psychosomatic illness. No single major illness is exclusively caused by the mind, just as few illnesses will always be completely exempt from the mind’s influence. What matters are the potential connections between mind and body. If a study showed that several hundred women experienced no change in the state of their rheumatoid arthritis after a conflict with their children, but that one woman did, we might still learn something from this one case. It could suggest how the bodily mechanisms at work in arthritis can be linked to mental processes. These might be more or less dormant in some cases and active in others, or dormant and active at different moments in the same person’s life. But the fact that there are routes between mental experience and the body means that the possibility of their interaction is never absent.

If one person blushes in an embarrassing situation, another may experience no comparable physical change. In the first case, the sense of embarrassment is the reason for the increased dilation of blood vessels in the cheeks. The other person may feel embarrassed but not blush, just as blushing can be caused by states other than embarrassment, such as excitement or pleasure. This simple example should warn us of the dangers of generalizing and of positing exclusive mechanisms to link mind and body. The same physical symptom can have a variety of causes, sometimes weighted psychologically, sometimes not. Likewise, the same psychological pressures will not produce the same physical symptoms. Everything depends on the particular combination of factors in each particular case.

Despite this, there may be times when the body is left more open to ill-health. Moments of separation and loss are especially significant here. When a vital relationship is broken, we will be left in a difficult, even impossible, situation. If we are unable to find ways of processing the loss, some of the body’s internal systems may be compromised. This will weaken our resistance to disease. Ill-health will be more likely, though by no means definite. One of the interesting points made by psychoanalysis here is that separation and loss can apply to many different things: not just other human beings, but also jobs, activities and even hobbies. What matters is the central place they have in our lives. If an observer searches for more obvious types of loss, such as bereavement, they may well miss these other more subtle factors in a person’s life.

Thinking about loss brought us to another conclusion. It has often been noticed that a bereaved person will identify with their lost loved one. They might adopt the same tone of voice or the same way of walking, or start to wear an article of clothing or scent linked to the loved one. These identifications frequently take place outside conscious awareness. And they may play a part in physical illness. A symptom may be a way of identifying with someone else, either to express a common bond or simply because the mechanisms for making sense of the relationship with that person, or with their loss, are not available. Today’s vogue for stressing genetic factors masks these unconscious processes. If a symptom is found in two generations of a family, it will all too often be ascribed to genetic determinants rather than to unconscious identifications. This is not to say that an unconscious identification might not rely on genetic factors to emerge. But the interplay of the two is far more interesting to consider than the banishment of psychological factors favoured by some currents of contemporary medicine.

Keeping an open mind about this interplay means that rather than using the word ‘psychosomatic’ to refer to an illness, it should be used to designate an approach to illness. Instead of labelling asthma or hyperthyroidism or hypertension psychosomatic illnesses, any disorder could be approached psychosomatically, from the common cold to malaria, to heart disease or cancer. Psychosomatic medicine would not be a speciality3, like ophthalmology or cardiology, but simply a term to indicate a way of cooperating between different practitioners. We hope that this book will encourage that kind of cooperation.

We start our book by looking at some common misconceptions about illness. It is often assumed that each illness is a well-defined entity, with a single specific cause and a single specific cure. This model might seem applicable to a case of bacterial infection to be treated by antibiotics, but it fails to account for most known illnesses. As we will see, it is in fact not even accurate when applied to a bacterial infection, since several other contributing factors can enter the picture. Psychological pressures can play a part in something as simple as an everyday viral infection like the common cold.

Trying neatly to compartmentalize the causes of illness can eclipse the bigger picture. The more an illness is studied within the context of a patient’s life as a whole, the less reliable the standard explanations become. Today’s emphasis on what can be counted and measured is inadequate for exploring the role played by psychological factors. When stress is evoked as an all-embracing explanation, the specificity of an individual case is lost. In place of the details of a unique life there is a vague catch-all concept. Individual case histories rather than large-scale statistical studies about stress are crucial for illuminating how psychological factors operate.

Yet the popularity of concepts such as stress and bacterial models of illness can in fact give us a vital clue to a better understanding of both health and disease. The more distanced we are from the events in our lives, the more likely it is they will appear as external influences that we have no control over. This distancing may be the result of a difficulty in processing what happens to us. When we are unable to think something through, the body may suffer the consequences. It is thus less what happens to us that matters than whether we are equipped to symbolize important changes in our lives.

An attention to these moments of change and transition can suggest why some people get ill when they do. Chapter 4 focuses on the timing of illness. If it is possible for someone to fall ill or even die at a symbolically significant or emotionally charged moment, it follows that there are very real routes from mental experience to the body. Hearing bad news, for example, has been shown in some cases to herald heart problems or exacerbate autoimmune disorders. If this can happen, it means that the words we hear can affect us deeply, in the very tissue of our bodies.

In Chapters 5–7 we explore the power of words. Words can shape our experience of the body and of medicine, and certain physical symptoms may even be made from words encoded in the body. Careful listening and interpretation may remove these symptoms, but there are many physical ailments that are not made from words yet still seem to have a link to mental processes. If someone hears that a loved one has just died of a heart attack, and then succumbs to the same fate themselves, should we assume that the specificity of the first death may have a link to the specificity of the second? Was it an accident that in both instances there was a heart attack, or should we assume that the news of the bereavement weakened the second person and so they fell ill at their most vulnerable point, which just happened to be the heart?

This brings us to the question of the different ways in which words can influence symptoms. We will see how some physical symptoms can be encoded questions or appeals for a response. They might be asking something about our identity or sexuality: ‘Is there something inside me?’, ‘Am I a man or a woman?’ or ‘Am I at risk of losing part of myself?’ But other symptoms may result from an arrest in the questioning process. Like a stamp or seal on the body, they emerge at the points where the possibilities of human dialogue and mental elaboration are curtailed. Unable to articulate distress, we fall ill at a symbolically charged moment.

Exploring the timing and course of certain illnesses shows how much we are bound up with other people. Friction, turbulence and disappointment in our relations with others can have very real effects in the body. How we react will depend to a large extent on our early relations with our caregivers. Chapters 9 and 10 examine some aspects of these relations and their consequences for illness and health. We will see how most of these reactions take place at an unconscious level, distanced from our conscious awareness.

If relations with other people can affect our bodies, how do they do it? How can mental experience change our physiology? Research on the immune system offers some clues here. It was believed until quite recently that the immune system was autonomous, independent of the brain and nervous system. New research suggests that the immune system is in fact in constant dialogue with the brain. Psychological difficulties can have a direct effect on how our immune systems respond to threats. It is one of the pathways by which mental experience can open up the body to illness.

Chapter 12 explores one example of this process. Cancer has been the subject of passionate debate in the area of mind–body medicine: can the mind affect the course or even the inception of cancer? We look at some of the evidence and suggest new ways of thinking about the mind–body connection here. Are some people more susceptible to cancer than others due to their psychological make-up? We question the concept of the cancer-prone personality, and the association often made between poor emotional expressivity and cancer.

The idea that the more problems we have expressing ourselves, the more likely we are to fall ill is discussed in Chapter 13. It raises the important question of how we process experience. What mechanisms do we need to make sense of the world? And could the absence of such mechanisms make us ill? Researchers from several countries have proposed that a defensive distancing from one’s emotional life can set the ground for physical illness. The coolest, most well-adapted people would be most at risk. How robust is this theory? And if there’s anything to it, what would be the effects on a person’s physiology?

We argue that although these ideas can be helpful and illuminating, they tend to put too much emphasis on the expression of emotions. Perhaps it is less acute emotional experiences that can prepare the ground for illness than the absence of a mental framework for processing them. This would explain why people so often fall ill when they find themselves called to occupy a new symbolic place: a death, a birth, a marriage, retirement, for example, all introduce vital changes in our lives. They involve shifts in the position we occupy in the world, and so demand that we make sense of the new configuration we find ourselves in. If we are unable to do this, we may in some cases fall ill.

Chapter 14 draws out some conclusions here. A theory of why people get ill is not the same thing as a treatment plan. We believe that psychoanalytic ideas may be helpful in understanding the details of how someone becomes ill, but it is not psychoanalysis as such that will cure the disease. Unconscious mental forces may have powerful effects on the body, but talking therapies are rarely the unique answer to bodily illness. Rather, they may work in conjunction with sensitive medical treatments that are alert to the importance of human dialogue and recognition. Psychoanalytic theories are also useful here to demonstrate why some non-psychoanalytic treatments actually work.

Our final chapter raises the delicate issue of the psychology of doctors. What impact will the doctor’s mental processes have on their understanding of and response to illness in a patient? This is a question that could of course be raised about any profession: how does the sea captain’s psychology affect the way he steers his ship and handles his crew? How does the barrister’s mental life shape the way she relates to her clients and then argues their case? The breadth of these examples doesn’t lessen the relevance of this enquiry in the context of medicine, and we examine some of the problems that our question raises.

Throughout the book, we hope to revive an interest in psychosomatic medicine: not as a way of labelling certain illnesses and segregating them from others, but of approaching any illness. This project seems all the more vital today given the progressive disillusionment with conventional medicine. More and more patients are seeking alternative or complementary treatments. Orthodox medicine has both attacked and, at times, embraced such treatments, but has by now recognized that they are here to stay. While debate continues as to the medical benefits of practices such as homeopathy and acupuncture, they clearly offer a more holistic approach than the average GP consultation. In contrast to the reduction of the body to its parts implicit in much of conventional medicine, they provide a space where a patient can feel recognized and listened to. Rather than let this split widen, it is surely imperative for medicine to rethink some of its assumptions and widen the scope of its interests.

This perspective faces many difficulties, however. Medicine has moved in a direction to a large part determined by economic interests. Payment methods in insurance-based systems tend to reward costly technical procedures, not listening processes. In some parts of America, a physician will only get reimbursed for a consultation if it results in a prescription. The power of drug companies has likewise grown exponentially. They now fund about two-thirds of clinical studies, and medical journals have increasingly become marketing devices for new products and diagnoses. After thirteen years editing the British Medical Journal, Richard Smith concluded that the studies funded by industry4 are subtly manipulated to give positive results. The same research will be published again and again in different journals, with minor variations, to give the impression of a unanimous acceptance and weight of evidence. Studies funded by industry, he observed, are four times more likely to have positive results than those funded by other sources.

Companies may then pay for and distribute thousands of reprints of articles detailing these positive results. These are sent to doctors or come in the form of supplements to medical journals. All in all, the whole field is swayed by economic self-interest. Pharmaceutical companies generally have little to gain from psychological perspectives on illness. If a drug is found that can apparently extend the lives of breast-cancer sufferers by two years, this would make the newspapers. But when forms of group therapy have claimed the same results, this has not happened. Group therapies and support groups don’t fit well into the marketplace. They won’t make anyone millions, and most forms cannot be patented.

There has predictably been a growing trend in recent years to package such therapies like drugs. Some of them claim to target specific aspects of illness. They are supposed to be administered like a pill or injection, and this no doubt makes them attractive to health-service providers. But this has left aside the question of how patients participate and contribute to all forms of therapy. The more that market forces exert their pressure on the field of therapy, the more such treatments will become distorted and reframe their aims and results in the terms required by a market which sees human interactions in terms of goods to be bought and sold.

This presents a rather bleak picture of the future. Psychological therapies will aim to do without the psychology. The human factor will be progressively emptied out of the equation, and the unconscious forces at play in therapies will just be reduced to the level of other external factors. If the market looks for specific interventions that can be packaged and sold, what place is there for research which does not lead to a conventional product? Psychoanalytic theory, for example, does not necessarily provide a treatment method for a physical illness, but it may well illuminate some aspects of the illness which have remained obscure. Yet what agency would fund further research in the knowledge that there may be no specific, marketable outcome?

If it is possible to generate a dialogue around some of the themes we discuss in this book, perhaps this situation can change. An openness to different and perhaps unfamiliar ways of thinking can foster a more humane approach to illness. Once we acknowledge the part played by our unconscious mental life, illness is no longer an isolated physical problem but something that concerns the whole person and the networks of our relationships to others.
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1. What Causes Illness?

In her first term at boarding school, a fifteen-year-old girl is taken ill with fever and vomiting. The fever quickly subsides, yet the vomiting continues and, as it worsens, her mother is called. She takes her daughter home and arranges private medical help. A round of visits and tests ensues, yet medical opinion differs. The mother is keen to find a name for her daughter’s malady, and has more confidence in those doctors who will provide one. It is important to her that the vomiting can be explained by a known, classifiable medical cause such as infection.

The patient, in contrast, wants something different. As she says when she finally has the opportunity to see a psychotherapist, her world has not been the same since her separation from her family to attend the new school. These events, it turns out, have been precipitated by the divorce of her parents. Her father had left the family home some months before her own departure to the school. And significantly, one of the first details about the father she mentions is the fact that he suffers from habitual acid reflux. Although she wants relief from the vomiting, she senses that there is something more that needs to be said beyond a purely medical diagnosis – something that is at odds with her mother’s refusal to see that her symptoms are in any way linked to her experience of the family upheavals.

In this case mother and daughter each wanted something different from their encounter with medicine. The mother’s wish for a neat diagnosis was felt by her daughter to be her way of refusing to recognize the pain caused by the break-up of the family. The daughter’s insistence that the doctors weren’t understanding her was felt by the mother to be sheer self-indulgence on the girl’s part which she should just snap out of. The mother wanted a medical label and a pill to cure her daughter. The daughter wanted more than a label. She wanted to be able to voice her feelings, even if she wasn’t sure how exactly she should do so or what exactly she should say.

This example brings into focus some of the problems that can emerge when we ask what has made us ill. The vomiting must have an explanation in terms of the body. Since it is a somatic or bodily phenomenon, it can’t fail to have a bodily description. And this is probably what the mother was searching for. But in its particular context, it also has a meaning in terms of the patient’s life. It could be seen as a way of articulating distress, a response to the family break-up and the exile to the new school. On another level, it could be seen as an identification with the father, the vomiting mimicking the symptoms of acid reflux. But which of these explanations would be the truest? Are they mutually exclusive or can they coexist?

How these questions are answered reveals a great deal about our presuppositions and what we expect by way of an explanation. Where one individual would seek an answer couched in medical terms, another would find it alienating to see their body’s functioning reduced to the cellular or molecular level. But it isn’t just about choosing mind or body here, since what matters is the sort of link we expect them to have. For the mother, the explanation she sought effectively ruled out the psychological factor, while the daughter was interested in how the body was expressing something. The answers to our questions will thus partly depend on how we experience our physical symptoms and what place we have given them in our lives – and this, in turn, will have an effect on what we want from medicine.

Although people may have very different views here, don’t we all want to know about causes, whatever terms they are phrased in? If we go to our GP with chest pains or nausea or a cough, we will want an explanation as to why we have the symptoms and what they might be signs of. We probably won’t ask why we have flu, but will simply want a prescription for the medication that works best. But many of the problems we might see a GP about are more complicated than this. If we have a cough, it might be reassuring to learn that it’s due to air pollution or pollen or diet or an air-borne bacterium. We might be angry because the air isn’t clean or frustrated because there’s too much pollen around, but at least there’s a definite and concrete explanation for why we’re coughing.

But what if the GP were to list five or six causal factors? Wouldn’t the confusion this gives rise to only add to the problem? And if all we had was a common cold, would we really want to know that several factors are involved in getting one? Most people will have1 2–5 colds a year, the incidence among schoolchildren increasing to 7–10. A cold might only be a minor nuisance, but should this impede curiosity about its origins? A number of experiments have tested people’s stress levels and then exposed them to rhinovirus, the germ generally linked to the common cold. Years of this kind of work at the Common Cold Unit of the Medical Research Council in Salisbury have shown that rhinovirus on its own isn’t enough to produce this everyday malady.

The Common Cold Unit operated between 1946 and 1989, and was promoted to volunteers as a holiday opportunity. Housed in a large property and paid a fee for their troubles, the human guinea pigs were allowed to enjoy walks on Salisbury Plain but forbidden from entering the local town. Rhinovirus or a placebo would be squirted up their nostrils every day, and they would have to blow their noses regularly into collection tubs. Despite being inconvenienced in this way, the volunteers nonetheless found these enforced ‘get away from it all’ conditions so attractive that many were keen to go back, and one couple even visited the unit twenty-one times. There would always be a waiting list, and couples met, married and even honeymooned there.

Thanks to the enthusiasm of these volunteers, the researchers reached a number of conclusions. They found that emotional distress is linked to a greater risk of infection, and difficult life events increase the chances of actually catching a cold, with chronic problems like unemployment or friction within a relationship proving particularly significant. We might think it obvious that the more run down we are, the more likely we’ll come down with a cold, but results like these are important to show how it isn’t just the single isolated factor of exposure to a germ that will make us ill.

Surprisingly, the idea that one unique entity,2 such as a germ, causes another, such as a cold, is relatively new in medical thinking. One of the landmark moments in the development of this paradigm was the discovery by Robert Koch in 1882 that there was a link between Mycobacterium tuberculosis and the disease itself. He isolated a tubercle bacillus from a patient and injected it into a guinea pig. A fortnight later, enlarged lymph nodes appeared adjacent to the site of the injection and the infection spread. This infection model of disease is probably the one that most people subscribe to today: an external agent comes into contact with an organism, infects it, and the organism falls ill. And from here it’s an easy step to the assumption that, given one external agent and one organism, there will also be one cure.

The discovery of tissue changes caused by an external agent that could be captured under a microscope created a universal template for causality in medical thinking. And when a cure is found that will counter the effects of these changes, it produces a certain kind of awe. There is indeed something wondrous when we witness the effect of antibiotics on bacteria, or insulin therapy in diabetes, or L-Dopa in the management of Parkinson’s. But these amazing and sometimes life-saving developments are not the same thing as a proof of the single-cause or ‘bacterial’ model of illness. In reality many more factors play a part in the recovery of a patient.

The discovery of the tubercle bacillus and the demise of TB seem one and the same phenomenon. Yet when medical historians studied the evolution of the disease, they made an equally intriguing discovery: TB was on the wane many years before a vaccine became available. Environmental changes in people’s lives, such as better hygiene and nutrition, were key factors here. And this doesn’t apply just to TB. Historians have shown repeatedly that the decline of deaths from infectious disease has generally preceded the introduction of antibiotics and immunization by several decades. One study has even claimed that only 3.5 per cent of the decline in mortality3 due to infectious disease since 1900 can be attributed to pharmacological intervention. There is thus a mismatch between our beliefs about disease and the curative power of medicine, and the facts.

But do these findings really contradict the single-cause model? Wouldn’t improved social conditions just mean decreased exposure to a bacillus, less chance of coming into contact with a sick person due to less crowded accommodation and better food hygiene due to pasteurizing procedures? The social argument might still support the single-cause model. And yet, in the case of TB, although every known case of the disease is a result of exposure to the bacillus, only a minority of those exposed to it will actually go on to develop the disease. Rather than a single cause, there have to be many factors at play here.

The idea of a single cause for a single illness may be more a belief system than a rational perspective. If the tubercle bacillus is a necessary cause of TB, not everyone harbouring it will get TB, just as Streptococcus pneumoniae may cause pneumonia, yet many people play host to this creature in their mouths without developing the illness. In fact, 5–10 per cent of healthy adults and 20–40 per cent of healthy children carry it. Malaria, likewise, is caused by a parasite4 of the genus Plasmodium which is transmitted by the anopheles mosquito. What is less well publicized is that, as army studies in the 1940s found, development of the disease is affected by psychological pressures, such as the threat of air raids. Similarly it has also long been known that diseases like typhus and dysentery will flourish with greater success in defeated armies rather than victorious ones.

Clinical studies have shown again and again how an individual’s response to the risk of infection is determined by several different factors. This is crucial even in a common illness like influenza. Although it is often pointed out that specific antibody responses, and hence resistance to disease, decline with age, they are also affected by our relations with other people. For instance, antibody responses to the flu vaccine are much lower in elderly people who look after someone else than in those who don’t have a caregiving role. This becomes all the more significant when we realize that, in the United States alone, there are an estimated 24 million homes5 where a chronically ill person is being cared for. There are thus other factors besides simple infection that account for the development and course of illnesses. We can be exposed to many different infections, yet not become ill in any real sense.

Take a well-known problem like ulcers. In the early 1980s it was famously demonstrated that, after years of searching for psychological causes such as stress at work, a bacterial cause had at last been found. Ulcers were caused by the presence of Helicobacter pylori6 in the stomach. This idea was apparently scoffed at when it was first aired in 1983, since it seemed so obvious that factors like diet and stress were intimately linked to the illness, and that bacteria wouldn’t thrive in the acidic environment of the stomach. Yet after Barry Marshall publicly swallowed a petri dish of the stuff and succumbed, as predicted, to gastritis, it seemed as if cause and effect had finally been found. Bacteria did matter. And soon enough the single-cause model captured everyone’s imagination: Helicobacter pylori caused ulcers and antibiotics could then be used to treat them.

However, it soon became clear that between a third and two-thirds of the world’s population carried Helicobacter pylori in their stomachs, yet clearly not all of them developed gastritis or an ulcer. And furthermore, about 15 per cent of ulcer cases turned out not to have these bacteria in the gut at all. Just as intriguing was the fact that when Marshall received the Nobel Prize for his work on ulcer causation in 2005, the many accounts of the discovery that filled the newspapers depicted him as having been a desperate man back in the 1980s. People hadn’t been listening to him, and so he swallowed the Helicobacter as a last resort – to the horror of his wife and family. Doesn’t this suggest that he was a little bit tense and anxious to start with? The fact that the bacteria gave him gastritis, then, was perhaps just as much a proof that mental strain had to be present for the bacteria to take effect.

What happens to the single-cause model of illness in a case like this? The picture is quite complex, and becomes even more so when issues like immunity, predisposition and resistance are factored in. How many other possible contributing causes should we add? And where should we stop? Since the suicide rate goes up7 when newspaper and television stories about a suicide are broadcast, should media reports be included in the list of ‘causes’ of suicide? Or should talk of ‘causes’ be dropped altogether and replaced by ‘correlations’ between events?

Yet however often we attest to recognizing these complex pictures, it seems we’re forever drawn to single causes. We can accept complexity rationally, but in reality we want something less confusing. Strange as it may seem, this reinforces beliefs and superstitions that supposedly characterized the time before the rise of scientific medicine. The bacterial model, after all, conceives illness as a single, discrete entity, and this is suspiciously close to the ancient idea of illness as an autonomous entity which is visited upon one, like a demon. The discovery of microscopic organisms and infection processes did not dispel these archaic fears but rather gave them a new, scientific veneer. In the words of physician and psychosomatic researcher Alberto Seguin,8 ‘The germ was the scientific form of the demon who attacks and kills.’

Many of the seemingly miraculous discoveries of bacterial medicine made these old belief systems even more concrete. Personalizing the enemy had finally become scientific, and there was a new vocabulary to name the agencies trying to destroy us. Everyday ways of speaking about illness illustrate this: we ‘battle’ illness or ‘fight’ against it, just as we can ‘surrender’ to it or be ‘beaten’ by it. Television adverts and media articles tell us we have to distinguish between ‘good’ and ‘bad’ bacteria, eradicating the latter and nourishing the former. These ways of personalizing microorganisms rely on child-like divisions into good and bad, benign and evil, and they also invite us to make a much sharper distinction between the inside and the outside of our bodies than rationality might suggest. Picturing and describing the body along these lines actually reinforces the bacterial single-cause model of illness.

Today’s popular emphasis on genetics has a similar effect. Genetic factors are referred to as if they were external agents entirely responsible for illness. One gene problem is supposed to cause one illness or behaviour pattern. But we must remember that there are very few disorders that can be attributed to a single gene. How a gene manufactures – or ‘expresses’ – proteins is highly dependent on its biochemical milieu, and how these proteins then function is again highly contextual. As David Weatherall,9 director of the Institute of Molecular Medicine at Oxford University, has pointed out: ‘When scientists announce that they have discovered a “gene” for heart disease or asthma, what they really mean is that they have identified one of a number of genes that may, under certain circumstances, make an individual more or less susceptible to the action of a variety of environmental agents, some of which are known to be involved in our common intractable diseases.’

Although each of the stem cells of an embryo contains the whole genome, it will be the complex history of its interactions which determines whether it becomes a bone, skin, blood or gut cell. Likewise, organs require the contributions of many genes. In a humble creature such as the fruit fly, three-quarters of its genes contribute to the formation of its eye. The workings of any single gene are dependent on many variables. In the cells of an adult human, whether the C282Y gene will express itself, exposing that person to the risk of developing the iron-absorption disorder haemochromatosis, will depend on sex, age, diet, alcohol consumption, whether they are menstruating, whether they’ve had hepatitis C, and other possible factors.

Nonetheless, in the face of such extreme complexity, almost every aspect of the human condition has now been linked simply to genetic propensities, from alcoholism to celibacy to sexual orientation. Genes are portrayed as distinct causal agents – like germs – rather than as parts of dynamic systems in which they won’t act all the time, but only in response to a complicated range of other factors. Very few illnesses are reducible to pure genetic inheritance, but let’s just assume for a moment that they were. If one of the reasons some people wish to dismiss psychological factors as a cause of illness is to shield themselves or their loved ones from blame, wouldn’t this just redistribute it?

Belief in genetic inheritance already introduces the vast psychological problem of inter-generational blame and guilt, and there is a growing literature10 now on the specific psychological problems encountered in areas like genetic oncology. If one family member is afflicted with an illness linked to strict genetic inheritance, it is quite common to witness the rise of debilitating guilt in those sharing the same genetic stock but who escaped the disease. This can even lead to self-destructive behaviour and oddly coincidental ‘accidents’ in those who have escaped, as if to draw punishment on themselves.

A 39-year-old woman began psychotherapy faced with the terrible problem of having to decide on whether to go ahead with the double mastectomy her doctors had advised. There had been six deaths from breast cancer in three generations of her family, and genetic tests had shown the high probability of her developing the disease. The patient’s acutely anxious state led the therapist to believe that the medical advice must have been received recently, yet it turned out that this had occurred more than three years previously, after her older sister had herself been diagnosed with breast cancer. What, then, had happened in the interim?

After the sister’s biopsy proved positive, the patient had left her stable job in the Civil Service to drift from one part-time job to another. ‘I had no energy,’ she said. ‘I couldn’t focus on anything.’ During this time, it was as if she had abandoned herself. She would put herself in increasingly dangerous situations, going home with random men she met in dodgy clubs and having unprotected sex, hitching lifts home late at night and repeatedly driving while drunk. Over the three years, she had four accidents, two of them serious. As she described these remarkable changes in her behaviour, it became clear that her sister had always envied her safe Civil Service job, and that the dissolute night-life had been a feature of the sister’s, and not her own, adolescence.

Following her sister’s diagnosis, the patient had asked herself why it had not been her instead. She had known about the other deaths in the family, and had a sense of a fate or destiny that lay waiting for them. When the terrible disease struck her sister and not her, her behaviour showed that she was putting herself in the sister’s place, giving up her job and drifting around clubs as the sister had once done. The dangerous situations she created were punishments for her guilt at having escaped. Interestingly, during this time she experienced very little conscious anxiety. This appeared at a precise moment: after she had met a man who wanted to have children with her. It was this, rather than the medical opinion, which upset the unconscious equilibrium she had maintained.

The assumption of genetic determinism can remove blame from one person only to displace it on to another. As for the person afflicted with the illness, how would they deal with their rage at their parents or grandparents for transmitting a disease to them? Would that rage have any effect on the actual course and outcome of the disease in question? If such troubling feelings remained unarticulated, would they then risk making the person even more unwell? If the rage conflicted with feelings of love, how would the body bear the brunt of this unresolvable tension?

Even a highly simplified view of genetics swiftly unravels into this more complicated picture. Likewise, as medical research finds more and more interconnections between the many systems of the human body, causal models are forced to take into account a host of links and communicating pathways. This complexity is augmented by the fact that there are often problems in defining and differentiating between quite common disorders. Take rheumatoid arthritis, for example. This is often diagnosed by the presence of IgM rheumatoid factor in the blood, yet there are plenty of people who have IgM without showing the symptoms of arthritis, just as there are those who show the symptoms yet have less than significant rheumatoid factor in their bloodstream. Other patients may have rheumatoid arthritis due to the fact that they suffer from a particular protein deficiency.

While medicine acknowledges this complexity, popular images of medical research often disregard it. Clear correlations between an illness and a unique cause make better media stories. Yet this can work the other way round: medical research can be pushed in the direction of easy compartmentalization and over-simplification. Highly complex models may conceal a string of single-cause models. When the Helicobacter thesis about ulcers was shown to be limited, rather than searching to include psychological factors, some researchers just looked for a more specific kind of Helicobacter. The discovery of new strains featuring a syringe-like structure that can inject a protein into cell walls to produce an inflammatory response makes this theory look more precise. But there is still the question of what other factors determine the strength of the inflammatory response and how some people can carry the bacteria without becoming ill. The precision of a fine-tuned piece of research here risks obscuring the bigger picture.

Likewise, sub-forms of diseases are still being found. Researchers have discovered nine different mechanisms which result in the formation of peptic ulcers, and whereas it was once assumed that secretion of high levels of hydrochloric acid and pepsin11 was necessary, some patients turn out to have normal secretory levels. Gout was once associated with high levels of uric acid in the blood, yet some gout patients have relatively normal levels. The factors that allow a diagnosis of disease to be made will be clearer in some cases than in others. Hepatitis B, for example, can be linked to chronic or acute liver disease, hepatic carcinoma or may cause no symptoms at all. The more supposedly homogeneous diseases12 are studied, the more it seems that different mechanisms may produce the same lesions13 and physiological disturbances, just as the same mechanisms may produce different lesions or physiological responses.

This might not be true all of the time, but if we accept the possibility that it will be so in some cases, there will be an impact on how disease is thought about. A single elusive mechanism will not necessarily be the culprit when we fall ill. And likewise, a strong psychological factor in one case14 would not necessarily be present in another. This point was made many years ago by the surgeon David Kissen, who ran the Psychosomatic Research Unit at Glasgow University in the 1960s. To find a plausible mechanism in one case and not in another does not automatically rule out the mechanism, if we have recognized that a disease is not always a homogeneous entity. And so, as Kissen suggests, it would make little sense to ask a question like ‘Which psychological factors give rise to which illnesses?’

The quest for simplicity should not become an obstacle here. The Plato scholar Seth Bernadete once told an illuminating story about a conversation he had one day with the philosopher Willard Quine.15 Bernadete was telling him about an interesting new book which analysed the differences between habit and understanding, a theme that Quine was working on. As he explained some of the arguments, Quine said, ‘Yes, that’s true, but it’s too complicated.’ He wanted simplicity. Rather than a proper analysis of what was happening, his wish for a simple model got in the way of proper thinking.

Quine claimed to have a love of desert landscapes, perhaps reflecting this same desire for simplicity and lack of clutter. Yet the more we look, the more we find, and it turns out that the kind of ecosystems that deserts support are of an astonishing complexity. In fact, the bacteria found in desert soil is typically far richer than that found in the Amazonian rainforest. And why should a human being be treated as any less complex than a desert landscape? If we stick to the simplistic bacterial model of illness, we will, like Quine, block out the many other more subtle sets of relations involved in human health and disease. And this will stop us from seeing the bigger picture. As the psychoanalyst and medical researcher Franz Alexander lamented as early as 1939, the great (bacterial) discoveries of the past in medicine were in danger of becoming obstacles to the discoveries of the future.16

This brings us to another problem. The bacterial model of causation seemed attractive where infectious diseases were concerned, yet these are no longer the most common cause of death in industrialized countries. They have been replaced by chronic conditions, which are the most frequent source of complaint in general-practice medicine today, as well as being the most frequent cause of death. In America, it is estimated that almost 100 million people17 suffer from chronic diseases like arthritis, diabetes, Alzheimer’s and coronary heart disease.

This trend towards mortality due to chronic disease was already apparent in the US by 1950. Heart disease was a particular concern, but it clearly could not be attributed to a single cause. So medical researchers decided to pursue a number of long-term studies. In one of the most famous, over 5,000 residents of the town of Framingham18 in Massachusetts were assessed using a range of behavioural and physiological measures, before coronary heart disease had set in. Vast amounts of data were collected, requiring sophisticated statistical analysis. Complex mathematical techniques were used to sift through the figures in search of the most significant risk factors, such as family history, weight, exercise, personality type and cholesterol levels.

This certainly seemed like progress beyond the single-cause models. But as professor of medicine Robert Aronowitz points out, the new multi-causal models that came out of studies like the one at Framingham had a number of flaws. For one, they left out any in-depth investigation of cause: Why did someone become overweight? Why did they eat high-cholesterol foods? What effect did the death of a loved one have on them? The distinction between cause and effect seemed blurred here. Secondly, the risk-factor approach saw the individual as the one who had to take responsibility for him or herself. It implied that the levels of risk they exposed themselves to were their own choice. The responsibility for health is then confined to conscious decision-making by the individual, leaving no place for the consideration of the effects of unconscious processes or of a wider social framework.

Chronic illnesses pose a special problem to simplistic views of causality. Long-standing illnesses tend to generate advice from physicians to sufferers as to how to reduce symptoms or the chances of future flare-ups. These may involve modifications to the individual’s behaviour, environment and lifestyle, such as regular exercise, relaxation techniques or the avoidance of particular foods. It has been estimated that up to 50 per cent of the commonest causes of death19 in the US are linked to modifiable behaviours. The rise of chronic disease means that the ways in which a patient will respond to medical advice become more visible than ever. So would the decision to keep on enjoying a high-cholesterol diet after a diagnosis of heart disease count as a cause of mortality?

Given the massive prevalence of chronic conditions and the recognized importance of social factors in treating them, it has often been argued that GPs should be taught how to persuade people to alter their lifestyles, and that advertising consultants should be brought in to advise on how best to exert influence on the public. Hence doctors and advertising companies are both encouraged – and paid – to spread the message in the most effective ways possible. So why is it that, out of the seven to eight thousand hours of training20 a medical student receives, the mean number of hours devoted to teaching medics how to get a patient to stop smoking is precisely one?

It might seem obvious that techniques of persuasion should occupy a central place in medical education, like the schools of rhetoric of classical and mediaeval times. Persuasion would not only be confined to risk-reducing behaviours, but also to the vast problem of so-called non-compliance. This rather sinister term refers to the habit patients have of failing to follow a prescribed medical regime. The word ‘compliance’ is now often replaced by ‘adherence’, to avoid the Big Brotherlike nuance of the older term. The Royal Pharmaceutical Society has even suggested ‘concordance’, to imply a relationship between partners of equal standing.

Whatever term we use, this is a major problem. It is estimated that non-compliance amounts to around 30 per cent of health costs in Great Britain, while in the States it has been called ‘America’s second drug problem’ by the US National Council on Patient Information and Education. Surprising as it may seem, it represents a high-risk factor in cases where the patient knows full well what the consequences of non-compliance may be. A quarter of cancer patients don’t take medication as it is prescribed or miss chemotherapy appointments. And several studies have shown the high rate of non-compliance21 after organ transplant, which is reckoned to account for 25 per cent of post-transplant deaths. In kidney-transplant patients the rate of non-compliance is between 20 and nearly 50 per cent, and around 30 per cent for heart-transplant cases. This does not concern just the rather obvious variables like diet and smoking, but also the taking of immunosuppressive medication, the monitoring of blood pressure and attending medical appointments.

Since the reasons for non-compliance will vary from person to person, one could object that persuasion is too simplistic a technique to be relied on here. In one case, an eighteen-year-old diabetic girl22 had refused to follow the treatments her doctors advised. She would neglect to take her insulin injections and induce states of total exhaustion through physical hyperactivity and eating binges. This dangerous behaviour led on several occasions to diabetic coma. Exploring her history and questioning her attitude to her illness with an analyst revealed some of the threads that lay behind it.

Her parents had separated some months before her birth, the father having refused to accept a monogamous relationship with the mother. Disgraced and defamed, his name was not to be mentioned, and he was completely excluded from the family’s discourse. Curiously, her descriptions of her diabetic condition matched word for word her descriptions of her father: in each case, she would say, ‘I decided not to think about it.’ Just as her father was not allowed to exist for her mother and her family, so the existence of the diabetes was blanked out. And just as speaking about her father would make her cry, so speaking about the illness would produce tears – a reason for her to speak about neither. As these associations continued, it became clear that she had linked the idea of her father firmly to that of her illness. She had diabetes because she didn’t have a father.

By this logic, not only should the treatment of her diabetes be neglected but the disease itself should endure. If her diabetes was no longer visible, thanks to proper use of the medication, it would be as if she had relinquished her father. As the analyst observed, her illness was both a marker of her father’s absence – she had diabetes because she didn’t have a father – and the guarantee of his existence: through not being talked about, he was there. She had constructed a complex, contradictory knot of her father and the diabetes. Having one meant having the other. This was reinforced by the mother’s decision not to mention her daughter’s illness in the same way that she had obliterated all reference to the father. Complying with her medical regime would thus mean for her abandoning the idea of her father and her link to him.

It was the detailed exploration of the patient’s psychological life rather than persuasion that allowed her to rethink her refusal to take medication carefully. The fact that these same factors will be involved not only in compliance behaviour but in illness itself receives just as little attention. Mind–body connections were once a popular theme in medical education, and the textbook for students Psychosomatic Medicine23 by Weiss and English went through endless reprints in the 1940s. By the 1970s, however, this would be found only in second-hand bookshops. No equivalent textbook replaced it, and the study of psychological factors in illness declined rapidly. About half of the medical schools polled in a recent survey reported that they offered less than forty hours of teaching in psychosomatic-behavioural medicine, which represents less than half of 1 per cent of their curricular work. This is worrying, given even the most obvious problems claimed to stem from how people behave, be it smoking or failure to exercise or some other self-destructive activity. It might even make sense for physicians to leave all this to the advertising experts. Indeed, the estimated 70 per cent decrease in sudden infant death syndrome in the US is supposed to be the result of Procter & Gamble’s decision24 to put the words ‘Back to sleep’ on disposable nappies, teaching mothers to put babies to sleep on their backs.

Even if some fields of medicine choose to ignore the role of psychological factors in physical illness, it would be difficult to deny the part played by these same factors in patients’ lifestyle choices and patterns of compliance. If the way to affect these behaviours is not only through advertising and education but, as we saw in the case of the diabetic girl, through listening and speaking, it might seem logical that the way in which these practices work would be a major topic of interest for medicine; how words and images can change people’s behaviour – or not, as the case may be. The power of words and images would thus deserve a special place in medical education, and not just in the humanities where it currently resides. And this, we might guess, would bring into focus the role of speaking and listening in the medical encounter.




2. Why Listening Matters

Patients today often complain of feeling that they are merely peripheral phenomena in the busy schedule of a GP or consultant. One study found that hospital patients were less satisfied1 with the way medical staff communicated with them than they were with the food they were served. The rising use of computers in general practice means that doctors are often typing in data as they speak with patients, sometimes reducing eye contact to a bare minimum. In the US, the average time a patient is allowed to speak2 in a first consultation before being interrupted by their physician is twenty-three seconds.

Primary-care medicine today is generally directed at the management of patients. They should be kept as healthy as possible, and the frequency of their visits kept to an ideal minimum. It is important to recognize that although no doctor would be averse to curing a patient, this is not always the cardinal aim, especially given the prevalence of chronic illnesses like heart disease and diabetes which can be managed but not cured. Most doctors have to cope with a staggering workload and ever-increasing bureaucracy, so it is hardly surprising that there is less and less time to listen to the individual. Given that the average length of a consultation in a city like London is between six and eight minutes, who would have the time required to take a thorough history – to explore the patient’s biography, the details of recent life events, their aspirations, difficulties or any challenges they may be facing?

Yet without careful listening, can more than a partial aspect of illness ever be grasped? Many patients complain of not being properly listened to and of receiving hasty advice. They are often left feeling literally unrecognized. One survey even found that in 50 per cent of medical encounters,3 the patient and the doctor disagreed as to what the main presenting problem was. If today’s hospital has become what one physician has called ‘a mosaic of specialities’,4 patients are turning elsewhere to find different forms of recognition and receptiveness. Doctors before the Second World War were already lamenting how the study of disease had begun to overshadow the study of the patient. Commenting on the changes he had witnessed in the first decades of the twentieth century, the Austrian writer Stefan Zweig5 said that ‘disease meant now no longer what happens to the whole man but what happens to his organs’.

This movement away from biography and particularity towards fragmentation inevitably encourages a wide range of alternative and complementary therapies. In America the number of visits to alternative practitioners6 exceeds the number of all visits to primary-care physicians. Today, more than a third of the American population use so-called alternative therapies. And significantly, more than 70 per cent of these people don’t tell their conventional doctors about these treatments. One might wonder what effect this has on assessments of the efficacy of conventional treatments.

The expansion of alternative practices is sometimes explained as a consequence of the
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