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“illness [is] ... understood here as intrinsic to and thus constitutive of the structure of
performatives"*. If any of the contexts for the performative utterance or action are

inappropriate, then the performative will fail.

With regard to utterances®, Derrida®points out that Austin makes the context of the
utterance—that is aspects of the convention of the utterance—the feature that is at
risk. Austin thought of convention as the features surrounding the utterance, not a
feature within the utterance. But for Derrida it is also "a certain intrinsic
conventionality of that which constitutes locution itself...tha'g extends, aggravates,
and radicalises the difficulty"®. In other words, the risk or failure is inherent in the
use of language, since this is itself a convention. A frequent example of an
unsuccessful performative in the clinic occurs if the individual announcing their
name at the reception is either not registered on the computer, or is not registered
under the correct spelling of their name. The conditions that satisfy their right to be a

patient are not satisfied until they are correctly named and registered.

The messages performed in a ritual say something about the state of the performers
(they are self referential or indexical) and they also do something to them. When we
are outdoors and travelling to the clinic we are not yet patients. The action of
walking through the clinic doors to the reception desk, announcing our name and
stating that we have an appointment initiates a transformation—that is, from being
indistinguishable from other members of the public on the street, to becoming a
patient. When the receptionist finds our name on the computer appointment list,

marks us off and asks us to take a seat, the transformation has taken place.

The public and personal action described is a ritual action, in that it shares the
features of a unique ritual structure. This ritual action has the effect of declaring that
one is a patient. One’s status as a patient is confirmed in the act of accepting the
receptionist’s request and walking from the desk and taking ones seat—seats that
are specifically reserved for patients. Ritual acts and utterances that signify states of
affairs bring the states of affairs into being. Having brought the states of affairs into
being, the rituais and utterances also indicate them. A constant feature of ritual is
that it communicates its effects. Rappaport describes this as the sleight of ritual: "In
the case of the ritual acts and utterances with which we are concerned, the sign
brings the state of affairs into being and—here is the sleight of ritual—having

brought it into being it cannot help but indicate it"*.
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Austin®® observed that the act of speaking itself is instrumental. In other words, to
say something is to do something. This is especially relevant in certain rituals where
the utterances or spoken acts have been termed "performative sentences" or

"% In his well-known account of the

"performative utterances" or "illocutionary
performative in speech, Austin distinguishes between utterances that are statements

of fact, descriptive or constative and utterances that are performative.

Performative speech utterances (speech-acts) are not just statements they also
change the states of affairs that they are speaking about. In his account, he refers to
the example of the ritual convention of naming a ship. With the pronouncement "
name this ship the Queen Elizabeth", the words do not describe the action, they are
the action. Similarly, with regard to the physical actions in rituals, these are
performative gestures that bring the state of affairs, into being. State of affairs refers
not just to the process, but also to what is happening to the participants. In Austin's
example the naming of the ship is completed in the gesture of smashing the bottle
against the side of the ship. Likewise, the action of the sword in the dubbing of a

knight is the crucial perfomative gesture.

Bell®” notes that it was important for those involved in an analysis of ritual to
understand that in exactly the same way that bodily actions adhering to codes in
rituals are performative so are words. Some words do things; they do the actions

they describe®.

The spatial arrangement of doors and furniture in health clinics prompt staff and
patients into their roles. The furniture has an analogous function to props on a
stage. Not only does it set the scene, but it also delimits and prompts the actions of
the performers. The performatives are said and done only at specific places and at
specific times depending on where one is situated. The position of the reception
desk is considered so that patients are generally invited to walk towards the desk as
soon as they enter the clinic. Desks are designed to be high enough to serve as a
protective measure for staff against theft or aggressive patients; they also serve to

establish a hierarchical boundary between patients and staff.

After announcing their arrival and being registered into the system, patients are

ushered to seats arranged in rows in the waiting area. Sometimes the seats, and
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rows of seats, are colour coded according to which doctor the patient is due to see.
The rows and spaces between them are arranged so that patients are obliged to
pass from the desk to their seats and then towards the consulting rooms.
Consideration is given to the proximity between seats—hence proximity to others
and to the direction in which they point. It is preferable that the receptionists can
observe the entire waiting area and it should be easy for patients to see or hear

when their names are called and which way to go towards a consulting room.

Other aspects of the ‘role’ or performance of the role of patient further enacts the
patient’s position. For example, patients are often asked to pass urine samples in
small plastic containers before taking a seat. The question is asked of the patient in
public, and the urine sample is handled in public. This insensitivity towards the
feelings of the patient, who may be embarrassed at being witnessed in public, is
often overlooked. It may be necessary for medical reasons to produce a sample of
urine, but making the act public serves to infantilise the patient and demonstrates
that their position is one of subservience to the workings and staff of the clinic. It
also reduces the patient’s body to a ‘purely’ biological fact or entity rather than a

sexual and affective body.

Patients are frequently asked to fill out health questionnaires whilst sitting in the
waiting room. Completing these always makes me feel aware of my status as a
patient. | imagine that | am answering to an absent authoritative other—presumably
my doctor or a medical scientist. The questions generally ask for quite personal
details about lifestyle and health. These are details that | willingly provide, because
although doubtful, | maintain a hope that this will help the doctors or scientists to

help me and other patients.

Clemens Krauss, an artist and doctor working in Berlin, has made art works
involving medical health questionnaires that humorously reflect their arbitrary nature
and their role in establishing what is considered to be a normal and therefore
healthy body. His work also involves his audiences in participating in the role of a
patient in that they are invited to complete and hand in the questionnaires. He
designs his own questionnaires that are similar in style but different in content to a
typical psychological questionnaire or general health questionnaire. His questions
carry the same weighted seriousness but also seem slightly off the mark so one is

not quite sure how precisely relevant the answers are to ones health. In completing
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moment in which we feel
apprehensive and sometimes
nervous. It is not unlike the
moment when an actor walks
from the changing room onto
the stage. During this
moment we hold onto the
story we rehearsed in the
waiting room. We walk with a
sense of foreboding and
pending relief, as very soon
we will be able to release the
troubled thoughts about
which we have been
preparing ourselves to speak.
A preparation that began
during the days or even
weeks before our visit to the
doctor, and that we continued
to rehearse in the waiting

room.

Relations of Power, Knowledge and Authority in the Consultation

The doctor's role is traditionally seen as authoritative and underpinned by a system
of power and knowledge, which at its core relates to empiricism, rational scientific
method and reason. Power and knowledge, according to Foucault, mutually

implicate one another. He states that:

Power produces knowledge (and not simply by encouraging it because it
serves power, or by applying it because it is useful); that there is no power
relation without the correlative constitution of a field of knowledge, nor any
knowledge that does not presuppose and constitute at the same time power

relations*.
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of a disease process within the body of the patient. Foucault suggests that this had

implications for scientific discourse about the body. He states:

The gaze is no longer reductive, it is rather that which establishes the
individual in his irreducible quality and it thus becomes possible to organize a

rational language around it*°.

In other words it became possible to hold a scientifically structured discourse about

an individual.

However knowledge of the individual was not rendered objective solely through the
gaze, but through accurate description, within a constant and fixed vocabulary, of
the symptoms and signs of the patient. In clinical medicine, the visible and the
expressible came together. In this new constellation, to describe is to see and to
know at the same time. In his account of the relation between seeing and knowing,
Foucault introduces the idea of a speaking eye. He points out that within this new
and totalising clinical thought “hovers the great myth of a pure Gaze that would be

pure Language: a speaking eye.”*

The practice of holding such an objective and rationally structured discourse about
an individual has in turn become problematic. In a partial return to the wisdom of the
ancient Greeks®' the invisible, or that which is not visible to the speaking eye, has
become reinstated. Contemporary medicine has incorporated knowledge gained
about iliness from different disciplines, such as sociology, anthropology,
epidemiology and psychology. As a result, diseases are no longer considered in
isolation to the circumstances of the individuals in which they occur. Political,
geographical, social and personal factors impinge on the aetiology, course and
outcomes of diseases. It is now widely understood that health, illness and disease

are inter-related and inseparable from their cultural context.

The term consultation refers to the traditional idea of a patient consulting with a
doctor, nurse or other health professional, in order to take their advice or expertise.
This tradition assumes a hierarchical relationship in which the doctor is a figure of
authority and the patient accepts this authority without question. Contemporary
approaches to medicine and general practice have challenged this traditional view.

Psychoanalysis and narrative based medicine® has influenced the way in which
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doctors perceive their role within the consultation. The discourse of the patient and
the psychological and social aspects of their lives are now integral to configuring the
cause of iliness. Thus in the general practice consultation, it is important to
acknowledge the speech of the patient. It is the speech of the patient that brings the
patient’s world into the doctor’s room and the doctor’s world. The consultation is the

outcome of the meeting between these two worlds.

The consultation functions at its best when understood as an inter-subjective
relationship in which the doctor’s practice relates to the unpredictability of the
personality and world of the patient. The doctor's approach to the patient needs to
be fluid and hetérogeneous in order to effectively understand and interpret their
stories and symptoms. These changes in the relationship between the doctor and
patient have meant the doctor is no longer perceived as an authority figure who
represents traditional forms of knowledge upheld by the institution of medicine.
These changes have coincided with the crisis of authority that has occurred across
the social spectrum. Royalty, religious institutions, politicians and even teachers no
longer exercise the same power over citizens. This is in part due to the
democratisation of knowledge and access to information. The traditional and
hierarchical power of the doctor has been altered not only by external factors but
also through the influence of psychoanalysis and narrative based medicine
(regarded as peripheral disciplines by the medical establishment) on the relationship
between the doctor and patient. This has caused changes in perceptions of
knowledge between doctor and patient. The speech of the patient (and the
knowledge that this implies) is integral to the knowledge and understanding of the
doctor, such that the doctor has become less of an authority figure. Decisions
regarding diagnosis and treatment now tend to be made collaboratively and in full

recognition of the knowledge and position of the patient.

The Consultation

Consultations can have a strong emotional impact upon doctors and it is therefore
important that there is a brief opportunity for doctors to clear their thoughts and
feelings of the last patient in order to be ready for the next. In this regard, the act of
washing one’s hands in the short interval between consultations is an effective
ritual. It is both physically and psychically cleansing. There is also a chance to briefly
glance through the records of the next patient—a glance that jolts memories of the

new patient’s case and personality, as well as what they look like, sound like and
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possibly smell like. The notes hold particular aspects of the patient’s life discussed
at the last visit—details, as it were, of their medical, social or personal history. As
the patient walks through the door, the doctor is holding those memories and
conjuring up a mental picture of their world. In general, patients are usually focused
on their immediate needs, which may or may not relate to the last or to previous
consultations. They bring a new atmosphere into the room with a new kind of
personal charge. It is a charge full of emotion, which changes or affects the feelings
of the doctor, feelings that it is always important for the doctor to notice. In Chapter
Two | will discuss the importance of this change in feeling, especially in relation to

the Freudian concept of transference.

Having established our role as a patient in the waiting room, by the time we walk
into the consulting room, we are ready to perform the role in its fullest sense.
Waiting has prepared us for this moment, and crossing the threshold of the

consulting room places us on the stage for this role.

Consultations are usually private but sometimes involve more than two people.
Relatives and friends of the patient may wish to be present and adults usually
accompany sick children and babies. If patients are unable to speak English, they
are usually accompanied by a health advocate, a friend or a relative, who can
translate for them. The details of what happens in a consultation are held in
confidence. Although the room has stage-like qualities—the furniture sets the scene
of a clinic in which doctor and patient become one another’s audience—it is

nevertheless an enclosed and private stage.

In most contemporary consultation rooms the furniture is arranged so that the doctor
sits at their desk in front of or adjacent to a computer and important items such as
medical equipment, books, stationary, draws and telephone are close to hand.
Patients generally sit either obliquely on the other side of the desk or next to the
doctor. Traditionally the doctor's chair was larger and more comfortable than the
patients. However, changes in approach to the consultation, which encourage
developing a non-hierarchical relationship between the doctor and patient, mean
that the chairs now tend to be of equal comfort and are of similar size. Some doctors
arrange the chairs so that the patient sits against a wall facing towards the doctor.

This means that the doctor is able to control how far away the patient sits from them.
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The intention is to prevent patients from moving too far away if they feel

uncomfortable and to encourage an intimate atmosphere.

In addition to a desk and chairs, there is also usually an examination couch, a
curtain, weighing machine and measuring equipment. Often doctors bring personal
furniture, pictures, plants, art objects, and family photographs into the room, in an
attempt to make a less clinical, more relaxed and homely atmosphere for the benefit
of both patient and doctor. The arrangement of the furniture and objects creates a
stage for the dialogue and medical procedures. The dialogue and procedures are a
set of utterances and actions that have ritualistic properties. Unlike theatrical
performances, the dialogues are not strictly scripted. To a certain extent they are
rehearsed by the patient in the waiting room, and by the doctor because she or he

has enacted similar scenarios with different patients on previous occasions.

The medical procedures, such as examinations, minor surgery and taking blood
samples, have been rehearsed many times by the doctor both in training and with
patients. Thus, the doctor and patient are in different roles, which have different
characteristics (actions and utterances), which to varying degrees have been
previously rehearsed and enacted with other patients or with doctors. Importantly
the doctor and patient act as an audience for each other. The sense of audience
and stage gives those in the consultation the impression that although they are
carrying out their roles for practical reasons, they are also carrying them out within
the context of a performance. This element of performance theoretically enables the
actions and utterances to be considered in relation to both theatre and ritual, the

theatricality of ritual.

Performance—an essential feature of ritual—has effects both for the participants
and the audience. In ritual the audience is integral to the successful effect of the
ritual. In the consultation, doctor and patient are in the roles of performer and
audience. Although the doctor’s role is rehearsed in rnedical training, this role is
considerably transformed through the experience of working with many different
patients. The doctor’s role is in part an effect of that experience. Once in the
consultation, both patient and doctor’s roles are further transformed through the

evolving interaction between them.
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The role that | adopt when a doctor is ritualized. It is a role that | have learnt and is
similar to an acting role in that | am conscious of performing. This role | perform
within the relatively flexible structure of a consultation, which is repeatedly re-
established with each patient. In everyday practice as a doctor, it is continually
repeated but with different patients. This repetition gives me the impression that |
am operating and acting in a structure that has many features characteristic of
rituals. Not only is it a sequence of events in which the relations between the
elements—performance, invariance, formality and so on—of the structure are
unique to it, but also it is not unlike a ritual rite of passage®. The doctor takes the
patient through a transformative ritual. In undergoing transformation in a ritual,

subjects have been observed to enter a liminal state®.

Liminal® is derived from the Latin word limen, meaning threshold. Liminality is an in-
between state, ambiguous and relatively passive. In the rituals of the consultation,
the patient’s state of being is caught in a position that has similarities with that of a
liminal subject. Unlike the liminality of a rite of passage however, the patient’s
position involves moving between the passivity of liminality and a more active state.
This fluidity is determined by the exchange with the doctor. The doctor at times
takes an active, structuring and controlling role in the consultation. For example, she
or he asks the patient specific questions, interrupts and directs their narrative,
instructs the patient what to do in order to be examined, examines them, takes blood
samples, and towards the end of the consultation, gives the patient advice or offers
a diagnosis. At these times the patient state becomes reciprocally more passive and
liminal. At these times the patient is least resistant to the impact of the ritual and this
passive state of liminality allows for transformations in the patient. The patient
becomes more of an active agent when they present their story, question the doctor,
argue, disagree or offer alternative perspectives about the nature of their illness and
the treatment or make demands (appropriately or inappropriately). Thus, unlike a
liminal subject in a ritual rite of passage who accepts orders from those in control of
the ritual, a patient can be in a relationship of reciprocity with the doctor, with the

power to effect and change the particulars of a consultation.

The doctor-patient relationship is, at times, very intimate. It is a relationship in which
a patient may need to express difficult feelings and release emotions. The doctor's
role is to facilitate the patient’s contact with their feelings and to contain emotions.

Although there is frequent physical contact between doztor and patient, sexuality is
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beyond the limits of the interaction. Without discussing or openly agreeing to these
limits, both parties generally adhere to them. The agreement is tacit but rituals within
the roles give a message that establishes and secures boundaries. For example,
when performing an examination of a patient the doctor makes the contact through
a set of rules. This highly coded form of contact is called the clinical method of
examination. The clinical method means adhering to a set of scientifically prescribed
rules about how to examine a particular part of the body. Although following this
procedure provides information about the body, its other performative and ritual
effect is to establish a boundary which signals that the physical contact is clinical
rather than sexual. Why rituals establish boundaries can be understood through
reference to Freud, who observed the taboo effect created by rituals in certain

primitive societies.

In ‘Totem and Taboo’ Freud posited that taboos were cnacted through rituals. The
ritual behaviour substituted for the repressed and desired behaviour that the taboos
forbade®. The taboos placed strict prohibitions on certain types of
behaviour—behaviour of a sexual and violent nature, which, if allowed to occur,

would threaten the cohesion and possible survival of groups or clans.

Clinical examination has all the features of a ritual. The place and performers are
specific to the context of the examination, and the actions and utterances performed
are relatively formal and invariant. As with Freud’s understanding, the ritualistic
apparatus serves to create a taboo against sexual or violent behaviour between the
doctor and patient (the breaking of such taboos is the subject of David Cronenberg’s
1988 film Dead Ringers). However it is important that there is flexibility within these
roles, so that sensitive issues can be discussed and either party can express their
feelings and emotions. In these circumstances the performatives of the rituals, to
use Austin’s terminology, "misfire". With less prescribed and rigid the performatives,

the boundaries are more flexible.

This process, | would suggest, involves a kind of ‘getting to know’. Relaxation of the
boundaries created by taboos means that psychologically defensive boundaries are
also relaxed. Over time the patient begins to see behind the professional mask of
the doctor. This enables them to judge the empathetic and emotional skills of the
doctor more easily, for example how she or he might react when the patient reveals

personal information or expresses their emotions. Sometimes patients assess the
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doctor by asking questions that are informal and lie outside the expected framework
of the consultation. For example, they might ask the doctor how they are, or if they
have had a good weekend or they might make comments upon their appearance.
These questions have the potential to flatter and thereby seduce the doctor into a
position in which the roles are temporarily reversed. In answering the questions, the
doctor is directed towards thinking about themselves, and has to consider carefully
how much personal detail to reveal. Although the doctor does not wish to reject the
patient by refusing to answer them, at the same time they do not want to jeopardise
the effectiveness of their role. By revealing too much about their personal life they
would inappropriately place the patient in the role of a ‘carer’. Doctors therefore tend
to answer these types of questions in a fairly light-hearted fashion and thereby avoid

revealing intimate details about themselves.
Generally the sequence of the consultation is structured as follows:

The patient tells the doctor why they have come to the surgery and gives a history of
their complaint. They tell the history of their iliness and whilst telling their story the

patient and the doctor are mutually assessing each other.

The story is refined through further dialogue between the patient and doctor with an

opportunity for further mutual assessment.

The doctor may assess the patient by clinical examination (inspecting, auscultation
(listening through a stethoscope and palpating the patient's body) and biomedical

tests, or there is further story telling or narrative exchange between both parties

Management—the patient listens to the doctor’s story, which usually includes
making a diagnosis of the patient’s illness. A plan of further action is agreed

between the doctor and patient.

The consultation draws to a close, often by the doctor giving the patient a

prescription or a sick certificate or the offer of another appointment.

As patients, each one of us approaches this role differently according to a variety of
characteristics such as: personality, class, gender, race, age, cultural expectations

or simply how we feel on the day. Distressing symptoms, which we do not
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the doctor to notice. By way of example, the following is an account of a recent

consultation | had with a female patient.

A short time ago, a Bangladeshi woman, named Fatima came to see me at the
surgery. She brought her eldest daughter along with her. Neither woman could
speak much English. Fatima looked a great deal older than her fifty-eight years,
more like seventy-eight. Most of her teeth were missing; she walked uncomfortably
as if in pain and was wrapped in several layers of shawls and saris. As the couple
entered the room | was immediately struck by our cultural differences. Infact both
women wore saris and the younger woman wore a veil and long black Burkha. As |
recall, | was wearing a typical western outfit of jeans and a summer shirt. The older
woman’s teeth were stained from chewing beetle nuts and she smelt heavily of chilli
and curry. Everything about her manner and disposition spoke of a very different
culture to my own. She grew up in a small village in Sylhet in rural Bangladesh. She
lived there until she was in her late thirties, whereupon she moved to London to join

her husband, bringing their three daughters with her.

Via a Sylheti speaking female interpreter, she complained, with a great deal of
elaboration, that her whole body was paining her; she had a hot head and night after
night, could not sleep because of all the discomfort. She seemed miserable. Prior to
this encounter a physical check-up had shown her to be in reasonable health and an
array of x -rays and blood tests were all normal. Paracetamol had not helped, so
where to go next? Discussing her family circumstances seemed to provide some
answers. Her husband died some years ago. She subsequently raised her
daughters on her own whilst living in a tenth floor council flat in Tower Hamlets.
When her youngest daughter became eligible she arranged a marriage. A large
number of families at home in Sylhet volunteered their sons. Unfortunately the man
whom she chose turned out to be violent, neglectful and abusive. Within two years a
divorce ended the unhappy union. On hearing of the divorce, the families of the sons
whom she had turned down were angry with Fatima for her ‘mistake’. They took
revenge by casting spells on her. She believed that it was the spells that were
causing her pain. According to Fatima the only person qualified to remove them
lives in Sylhet. Until she can find the airfare home she believes she will have to live

with the spells and the pain.

This account or story highlights how the analysis of symptoms and signs® within

medical discourse does not sufficiently allow for the patients whole story. It was only
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through listening in depth to Fatima's story that the reason for her pains became
apparent. These reasons are related to a cultural system of belief that lies outside

the framework of conventional medical knowledge.
The Oxford English Dictionary gives the following definition of the word symptom:

A (bodily or mental) phenomenon, circumstance, or change of condition
arising from and accompanying a disease or affection, and constituting an
indication or evidence of it. Especially, in modern use, a subjective indication,

perceptible to the patient, as opposed to an objective one or sign®.

This definition considers the symptom as evidence of disease. However, symptoms
do not always leave evidence of disease—that is identifiable physical and
pathological changes in the body—and it is sometimes difficult to ascertain what
they are evidence of. When listening to the patient describe their symptoms, the
doctor is interested in what the patient perceives, in the subjective indication of a
phenomenon. Usually it is only possible for patients to represent this through
speech. Art therapists work with other forms of symbolisation, but speech is still an

important part of their communication with patients.

Although psychoanalytic theory places primary emphasis on the dimension of the
patient’s speech in order to understand why symptoms occur, it should be stated
that unlike the practice of psychoanalysis, in general practice there is greater
emphasis on the meaning and context of the patient’s story. Psychoanalytic practice
is more interested in the details of a patient’s speech, their parapraxes, their
descriptions of dreams, the gaps in their speech and their symptoms in order to

reveal unconscious mental processes.

Most consultations begin with the patient, or the parent, or guardian of the patient
trying to describe an illness or symptoms that are making them feel unwell. | use the
word ‘trying’ because symptoms are often difficult to describe. The surgeon
Professor Norman Browse, well known in the medical profession for his book An
Introduction to the Symptoms and Signs of Surgical Disease, manages to avoid
defining a symptom. He sidesteps the issue by talking about the “history of the
present complaint”'' He effectively describes symptoms as verbal complaints about
the body, which have a history. Symptoms are described through the patient’s

narrative’?. The narrative gives the history of the events, which coincide with the
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onset and duration of the symptoms. The symptoms are described according to

times and places.

Thus patients usually describe their symptoms in the form of a story. The story
ideally includes the context and history of the symptoms and what they feel like or
look like. The story can seem straightforward with a direct correspondence between
the symptoms and their cause, (for example, the sore throat caused by an upper
respiratory viral infection or the broken and painful leg caused by a car accident). Or
there is no direct correspondence and understanding the relationship between the
symptom and the story for both doctor and patient requires complex unravelling. The
unravelling often impinges on many aspects of a patient's life. Social, cultural,
sexual, psychological, economic, environmental, legal and biological factors are
important co-determinants that contribute to an understanding of what becomes
manifest in the form of symptoms. Alternatively the story telling itself can seem
fragmented and unclear. This could be because the patient’s use of language gives
an unclear narrative, or the story is itself unclear, or both™. Unclear narratives serve
to indicate how the meanings of symptoms defy reduction to simple explanations

and often remain enigmatic. .

Symptoms have a material quality because they have an effect on the body.
Generally they are presented by patients as verbal descriptions of unquantifiable
sensate phenomena usually occurring within the body (visual and auditory
hallucinations are example of symptoms whose precise location is not readily
identifiable). | consider symptoms to be forms of bodily representation, which are

communicated through language.

If symptoms are a form of representation in the body, it is interesting to consider
what the motive is for their representation, what their formal qualities are and what
their message is. The patients’ speech represents the symptom through language.
The symptom is therefore intimately connected to speech. Understanding the
meaning of symptoms requires that the doctor be attentive to the language of the
patient and follow their linguistic clues. It further requires that the context of the
emergence of the symptom be considered. In Fatima’s case the onset of her
symptoms coincided with her daughter’s divorce. The symptoms were unrelated to
her daily routines—such as doing house work, climbing stairs or cooking—because

they were, in Fatima’s opinion, related to the work of spirits and spells.
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With regard to the indexical nature of symptoms, Lacan'™ notes that in medicine the
symptom is regarded as an index, whereas in psychoanalysis it is a signifier. Neither
concept accounts for the dimension of emotion within the patients’ perception of
symptoms. However since emotions are revealed symbolically through body
language, the emotional feelings of symptoms can be read either consciously or
unconsciously by the doctor. Lacan’s later formulation, where he situates the
symptom outside symbolic interpretation and as a trace of the subjects jouissance”’
6 js | believe of some relevance to my description of the emotional charge of
symptoms, where equally emotions lie outside symbolic interpretation. Lacan’s

concept of “synthome” and “jouissance” will be discussed further in this chapter.

A remarkable aspect of symptoms is that they are bodily sensations (and signs) that
have no referential content. They exist independently from objects in the outside
world with no necessary indication of a causal relationship. Elaine Scarry’s insightful
writings on pain—and by analogy symptoms, which are often an experience of some
degree of pain—explores this characteristic rather interestingly. In comparing the
sensation of pain to other bodily sensations, Scarry'’ points out that most bodily
states of consciousness have “objects” in the external world that we attach to them.
For example, we feel hungry for certain foods, thirsty for liquids, envious of other
people, love for someone. Scarry sees this as “the human being’s capacity to move
out beyond the boundaries of his or her own body into the external sharable
world”'®. This stands in contrast to the symptoms of pain. In these states, we can
describe the feeling but not what the feeling relates to. We don't say that we have a
headache for someone or something, (although we may well believe that some
annoying person might be responsible for a headache!). As Scarry observes "it is
precisely because pain takes no object that it, more than any other phenomenon,
resists objectification in language"®. The difficulty patients have in describing pains
or symptoms relates—in part—to this resistance. Scarry believes that resistance to
language is in fact essential to what pain and therefore symptoms are. Lacan goes
as far as describing the symptom as “the silence in the supposed speaking
subject”®. Given this linguistic impasse, it is then interesting to reflect upon how we

use speech to approach the symptom.

| will return to this point later, but while on the subject of pain | would like to reflect
upon a question that has a bearing on the relationship of pain to language: why is
pain such a difficult phenomenon to share with others? The experience of pain is

internal to the body. It is not an expansive state of being but on the contrary, it is an
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prototype of all later intellectual work directed towards the solution of problems”?.

Freud also postulates that since the arrival of new babies is felt as an intrusion, the

activity of thinking is related to preventing dreadful or fearful events. He states that:

The question itself is like all research, the product of vital exigency, as though
thinking were entrusted with the task of preventing the recurrence of such

dreadful events *°

Al of this may be relevant to a consideration of how small children talk about the
enigma of their symptoms, because attempts at making sense of them may be more
immediately caught up with the other great question of sexuality. As we grow older
our explanations for the experience of our own symptoms become more rational as
opposed to rationalizing. For example, in the video Frozen Section®" Lilah gives an
account or story of her symptoms that is both rational and rationalising. She
spontaneously recalls that at age eleven she experienced tight muscle spasms in
her lower back and legs on walking home from school. Her explanation as an eleven
year old was that this was either because she had forgotten to do something, like

“pee”, or that she was wearing tight pants.

In speaking of how we use stories to explain or rationalize phenomena it is
interesting to consider how Freud uses myth as a way of accounting for human
desire, which transcends the history and variations of individual life experience. His
use of myth also relates to his understanding of the development of neurotic

symptoms.

Freud has observed how the first question of the three great enigmas—'where do
babies come from?’ is echoed in innumerable myths and legends™®. In his use of the
story of Oedipus, he invokes a Greek myth as an example in Western culture of the
long-lived fascination with a story of incest and patricide. A fascination, which
suggests to Freud that there is something like a fundamental truth that we recognise
in this story. Furthermore he uses the story of Oedipus to develop his formulation of
the Oedipus complex®, a structure, which explains the origins of sexual wishes,
the psychic structure of desire and their prohibition in the incest taboo. Interestingly
Freud arrived at the formulation of the Oedipal complex through analysis of his own

dreams as well as those of patients.
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unconscious satisfaction and it enables us to persist with symptoms despite their

conscious debilitating effects.

In my psychoanalytic interpretation of Jacqueline’s stabbing pain in the back, | felt
that repression had a part to play in the formation of this symptom and that it was a
symptom she “needed” in order to avoid distressing thoughts. It was as if she could
not consciously let herself believe her son had been killed. The event, of which she
could not speak or mourn, had then become represented as a bodily event, through
the material quality of the symptom. If we accept the idea of unconscious
satisfaction in the symptom, then her symptom, although a compromised form' of

expression of grief, was nevertheless allowing her some satisfaction.

What we have at our disposal in trying to comprehend symptoms is the discourse of
the patient and different discourses or stories about what they might mean. Ranging
from a scientific rational discourse to perhaps a more, to the uninitiated at least,
obscure psychoanalytic explanation, or to non-western cultural explanations such as
Fatima’s, whose pains seem to have originated with the casting of spells. What is
consistent within the history of medicine, as evident for example in Roy Porter’'s
book Medical History of Humanity™, is that different cultures, in different times, have
variously employed culturally specific narratives, discourses and stories in order to
explain and treat symptoms. Within contemporary British general practice one can
opt to take a pragmatic approach. To follow the discourse that leads to the most
effective outcome for the patient. Underlying this approach is a belief that there is no
single truth for what constitutes a symptom and successful ‘treatment’ is about

following the most appropriate option, which works for the individual patient now.
The Consulting Room as Theatre

In the general practice consultation room, the patient brings their world into the
doctor's world. It is a site for a ritual where stories are told about symptoms. The
consulting room can then be regarded in dramatic terms. The room becomes a
stage, where patients tell stories, demonstrate symptoms and display their bodies.
The doctor's role in the drama is to listen and interpret the stories, take part in the
action, perform rituals, drive the narrative forward, intervene to change its plotss,
create resolutions or allow for open endings. The audience for the patient is the
doctor, and the patient addresses the doctor in confidence. The doctor’s

professional role implicates another wider audience of health professionals and the
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legal profession. The narrative structure of the events of the consultation has a
parallel with the defining features of tragic drama. Tragic dramas evoke strong
emotions upon audiences, based on identification with the hero and consequent pity
for his demise. With the unfolding of often distressing stories, the doctor empathises
with the patient and in so doing identifies with their felings. The position of the
patient, if unfavourable, will also evoke a feeling of pity in the doctor. Re-working
and resolution of the narrative can evoke a catharsis for the patient and also for the
doctor. When described in these terms, as an unfolding drama with a plot structure,
one is able to consider the place of desire within the story of the consultation. How

desire operates in the narratives of the consultation will be considered in chapier

three.

The doctor and the patient have other potential audiences, that persists in the
doctor's awareness like pale shadows. Although consultations are confidential, this
imaginary audience has a psychological presence. They are one of the factors that
provide the consultation with its sense of performance and in conscious and
unconscious ways influence the way | behave. The imaginary presence of an
audience introduces a tension between ‘confidence’ (addressed to one listener) and
‘performance’ (addressed to more than one listener whether it is actual or imagined).
Although the patient may be aware of this imaginary audience, it is an audience that
is more likely to affect the doctor’s performance and sense of ease with the patient.
(Other factors relating to a sense of performance, as discussed in chapter one, are
to do with roles and the performativity of speech). The wider audience consists ina
variety of other health workers who may need to be involved in the future care of the
patient. For example, other general practitioners, psychologists, hospital

consultants, district nurses, midwives and so on.

Although unlikely, each and every consultation could lead to a case of medical
negligence. In which case, the events of a consultation are then open to the scrutiny
of medical defence doctors, expert witnesses and the legal profession. The events
of the consultation are documented only by the doctor, and in the form of brief notes.
The layout of the notes follows a distinctive set of guidelines, which serves to place
the events firmly within medical discourse. These are; the subjective statements of
the patient, the objective findings of the doctor, the diagnosis, the management plan
and treatment. Ostensibly this script is written as an aide memoir and historical
reference for future consultations. However, it is also written for the other wider

audience and for patients, who have a legal right of access to the notes. The script
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present to bear witness and give testimony about events, or in other words to give
evidence about events.

Different modes* of documentary film practice — for example, observational, reflexive
performative represent evidence according to how they wish to address an audience
and whether they wish to reveal the presence of the filmmaker and filmic apparatus.
What is characteristic of documentary is the use of “the evidential” in order to deliver

a point of view.

The evidential is not simply about representing evidence but also relates to
epistemology, narrative construction, points of view and interpretation. This idea is
discussed by Carlo Ginzberg who describes the emergence of an epistemological
model in the nineteenth century which he calls an ‘evidential paradigm™. In this
epistemological model, observations, statements, and often seemingly insignificant
details about an individual are collated in order to make conjectural statements
about that individual. Unlike empirical scientific data, these observations are
qualitative rather than quantitative and the knowledge conjectural rather than
empirical. The evidential mode is used in documentary practices and lends
documentary an ‘evidentiary’ aesthetic: typically juxtapositions of selected interviews
and images. These material representations accrue throughout the film to reveal
evidence about those individuals and events. How the material is selected and
edited together gives the film its subjective turn. Nichols describes how “evidentiary
editing organizes cuts within a scene to present the impression of a single,
convincing argument supported by a logic”®. Furthermore he notes that the
evidentiary function of editing “not only furthers our involvement in the unfolding of
the film but supports the kinds of claims or assertions the film makes about our
world”’. The argument or perspective of the film is embedded in these
representations. The perspective is implicit and also depends on interpretation by

the viewer.

In Frozen Section different stories about one person’s iliness are told by three
members of the same family and by the patient’s physician. | interviewed Lilah, who
is the daughter and the person with the iliness, at her home in New York. The idea
was to visit her as a general practitioner carrying out a home visit and to record our
interview so that it could be used in an artwork. Subsequently | interviewed Lilah’s
mother, Cynthia and her father Stephen in their respective apartments and her

hospital physician, Dr. Keegan to discuss their views about Lilah’s symptoms. The
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installation consists of three separate monitors each facing the viewer. On the
central screen there is a continuous shot of the inside of Lilah’s apartment. She is
not seen and is represented entirely through her disembodied voice. Her father and
mother are depicted as ‘talking heads’ on the right and left hand screens
respectively. The doctor, also represented as a talking head, is introduced

intermittently, faded in and out to replace the image of Stephen.

The narratives of each interview were broken down into fragments, and selected
fragments were interlaced to produce a linear narrative. These fragments of speech
operate as evidence for the events described and alsc provide details about each
persons ideas and beliefs. They are the elements of an evidential paradigm which
provides qualitative knowledge about Lilah’s iliness and life. The perspective or
point of view of the film is revealed through the constructed narrative. The
perspective is determined by which fragments of speech or “evidence” | have
chosen from the original footage and by how the fragments of speech are edited

together.

Apart from Lilah each person in the narrative is represented as a talking head,
interviewed by the filmmaker (myself) who is off camera. Although my voice is
included it has been substantially edited out. | mainly prompt and ask questions but
sometimes my reflections and responses are included. Thus my role in the film is
participatory and the film itself can be situated within the participatory mode®.
Furthermore my role in the film is about investigation rather than interpretation since
| mainly ask questions rather than provide medical or psychological opinions about

Lilah’'s symptoms.

Since all those participating in the video were aware that they were performing their
roles as either interviewee or interviewer for an artwork that would eventually be
screened in an art gallery, they were simultaneously performing for a real event and
a documentary or artwork. Thus the video falls within the domain of both a

participatory mode and a performative mode of documentary production.

The narrative is constructed as if each person was speaking in the same room.
However since they were all talking to me at different times and in different places, it
becomes clear that they are not speaking directly to each other, even though the
fragments are selected to form a coherent and sensible dialogue. In constructing

the narrative sequence, attention was paid to building suspense. Narrative closure,



128

such as providing a medical diagnosis or a psychological interpretation was denied,
thus suspending the viewers desire to know. Each person speaks in turn, but
beneath their speech the faint noise of the preceding persons voice is heard
imperceptibly in the background. This auditory device makes reference to my
experience in general practice. When speaking to a patient one also recollects other
narratives in relation to the patient. These narratives may belong to another family
member seen previously, another doctor with whom one might have discussed the
patient, another patient with similar symptoms, or even the voice of the patient

remembered from a previous consultation.

The video reflects upon how one patient's story of illness also involves other
people’s stories. The narrative does not conclude with an answer, it provides
endless clues and potential meanings according to who is speaking, but no
definitive interpretation. It gives the viewer extensive knowledge about Lilah’s iliness
and allows them to draw their own conclusions. The knowledge accrued leaves the
viewer with an understanding of Lilah and her symptoms, yet this knowledge cannot
be reduced to a concluding diagnosis. The video creates a dynamic between that
which is known and that which is not known. The knowledge that the viewer is
presented with cannot be assimilated within a body of knowledge. There is a kernel
of unassimilated knowledge which remains unknown. Like Lilah who remains
unseen and off frame, this knowledge cannot be framed. The video suggests that

not knowing, or that which cannot be known, is a form of knowledge.

Frozen section exploits the problematical distinction between objective documentary
form and subjective fictional form of filmmaking, in order to reflect upon an
analogously problematical distinction at work within the doctor—patient consultation.
Within the consultation interpretation of the patient’s complaint according to
objective scientific knowledge is continually disrupted by the subjective knowledge
of both patient and doctor. The video questions the objective claims of both the

documentary form and of scientific knowledge.

The research and analysis has bought new insights into my understanding of the
patient, their symptoms and the doctor-patient relationship. It has allowed me to
disengage from my role as a doctor and to reflect upon medical practice using
philosophical, psychoanalytical and narrative perspectives. Importantly it has
allowed me to bring the non-reductive and less systemised reflections of art practice

into an analysis of medicine and general practice. It has provided me with many rich
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APPENDIX: INTRODUCTION TO FROZEN SECTION: A Video
Installation by Vanda Playford, 2004

Frozen Section is a three screen video installation, which can be shown on three
separate monitors or projection screens (see figures 4 and 5, pp 131-32 ). It can
also be shown on a single monitor or projection screen where the screen is divided
into three sections. It has a running time of thirty-five minutes. Although the viewer
can leave at any time, my intentions for the artwork can only be understood by

watching the installation from beginning to end.

Erozen Section is an artwork, which draws on the conventions of documentary film-
making: for example | adopt the convention of the ‘talking head’. Its status as an
artwork is constantly unsettled by features that sustain it as a documentary.
Likewise, its status as a documentary is questioned and destabilised by features
that sustain it as an artwork. The story told in Frozen Section is that of one person’s
illness. The way in which it is told raises a question about knowledge by suggesting
that not knowing is also a form of knowledge. These concerns will be discussed in

more depth later in this essay.

Represented in the installation is a family of three — a mother, Cynthia, a father,
Stephen, their daughter Lilah, — and a medical doctor. Each person talks in turn
about Lilah’s iliness. Each family member is represented on a different screen:
Stephen is seen on the right-hand screen, which partially reveals the inside of his
apartment. Likewise, Cynthia is seen on the left hand screen, sitting on the sofa in
her sitting room whilst talking and facing the camera. Lilah is represented on the
middle screen. Rather than seeing her image, the viewer sees a continuous shot of
the interior of her apartment and hears her disembodied voice. The doctor appears
on the right hand screen, occasionally fading in and out to replace the image of
Stephen. He is seen in his office, talking to me and facing the camera.. Throughout
the recordings | was situated off frame next to the camera, so that the viewer hears

my voice but does not see me.

The voices are synchronized except for those of Lilah and myseif, since we never

appear on screen. The narratives of those interviewed are fragmented and the
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fragments interlaced together so that the subjects appear to be talking in turn to me
and to each other, as if in the same room. Although the four subjects are rarely
shown speaking simultaneously, running beneath each person’s speech, is the faint

sound of the preceding person’s speech, which is never loud enough to be
deciphered.

Throughout Frozen Section the middle screen depicting the inside of Lilah’s
apartment, remains permanently in view. In contrast the right and left hand screens
continually fade in and out according to cues in the narrative. This movement

reinforces the content and structure of the narrative (See figure 6, p134).

Frozen Section was shown as an installation at the Royal College of Art summer
show in June 2004. The monitors used were the size of an average domestic
television and stood on low plinths, at the approximate viewing height of a seated
audience. They were placed close to each other facing the audience so that the
inter-activity across the screens could easily be seen. The room was carpeted with
charcoal grey carpets and the same carpet covered the plinths and walls. The
carpets not only served to reduce sound reflection but to create an atmosphere of
domesticity reminiscent of a home visit and of the familiar experience of watching

television.

Four speakers placed in the top corners of the room were used to create a surround
sound effect. Stephen’s voice was heard through the right hand speakers, Lilah’s
through the right and left speakers at the front and Cynthia’s through the left hand

speakers. Amplifiers and DVD players were hidden in the plinths.

Methodology

When considering how | was going to make this work | had the following

requirements:

1. To make a video about the consultation between a doctor and a patient that was
primarily concerned with the narratives of the consultation.
2. To record the video in a situation where the doctor and patient were as

uninhibited as possible by the presence of a recording device or camera. This would
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enable the conversation between us to be spontaneous and thus resemble the
open-ness of conversations with patients during ‘real’ consultations.

3. To obtain the patient’'s agreement that the consultation be recorded and that the
recording would be available to be used for the development of an artwork that

could be shown in art galleries.

In order to create this situation | decided to use myself in my role as a doctor and to
invite volunteers with symptoms to consult with me as if they were real patients. |
wanted the discussion or consultation to take place in the patient’s home, as if the
doctor was carrying out a home visit. | also wanted the patient to have no prior
knowledge or experience of a National Health Service (NHS) style consultation or
home visit, in order to avoid the possibility of both patient and doctor using the
stereotyped codes of language and gesture of NHS consultations. For medico-legal

reasons it was important that | was not the patient’s usual doctor.

Foxy Productions, a gallery based in New York, invited me to develop the project in
New York with their assistance and support. This was an ideal proposition because |
would be able to find English-speaking patients, with no knowledge of the NHS and |

would not be their regular doctor.

| accepted the invitation to use the Foxy Productions gallery for one evening where
gallerists were invited to attend a soiree. During the evening | showed some of my
previous photographic and video-works, introduced the project and invited those
present who had an illness or symptoms, to participate in the project. They were
asked if they would like to discuss their health problems with me in my role as a
doctor in the context of an NHS style home visit. In exchange for this “free” service
they had to agree to the event being recorded on video for the development of an
artwork. The evening attracted interest from six people and | was subsequently
contacted by a further six people who had heard from friends about the project and
who wanted to participate in it. | carried out home visits to twelve people in total
during the following ten days. | recorded my journey to each person’s home, which
often entailed walking through the New York subway system, as well as outdoors in
the streets. At each visit the volunteer, now in their role as patient, discussed with
me their health problems. The discussions were recorded such that the camera
faced away from them, merely recording a continuous shot of the inside of their
home, whilst the microphone recorded our conversation. | returned to London with

twelve interviews.
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Dr. Sagan?, Lilah’s hospital doctor, agreed to allow me to read her hospital records
and to discuss her case with me, on the proviso that | had written consent from
Lilah. Our discussion was straightforward and practical and Dr. Sagan was friendly
and helpful. | did not ask to record the interview, but rather made notes about it after
| had left. | then used the notes in order to write a script for an actor to play his part.
| did not want to film the interview with Dr. Sagan because | felt that the presence of
a camera would have made him defensive, uncomfortable, and worried about
potential litigation. On my return to London | asked an American friend who looked a
little like Dr Sagan, to re-enact the interview with me in a room that was made to
look similar to Dr. Sagan’s office in New York. The re-enactment was recorded on

video.
| had now assembled the following footage from which to make Frozen Section:

A recording of a consultation in which | was in the role of the doctor and Lilah was in
the role of the patient. The consultation was both real and performed for the camera.
The awareness of the camera did not detract from our mutual understanding that we
were also involved in speaking about real issues and that our concerns as doctor

and patient were genuine.

Recordings of two interviews between Lilah’s parents and myself, where | was both
a doctor and filmmaker. In the interviews we discussed Lilah’s health problems and
at times we also discussed the parent’s health and personal problems. At these
times the interviews became like consultations, in which the parents were
" articulating their concerns and fears about their own health and revealing intimate
details about the family and their past and current problems. Our awareness of the
camera and knowledge that the recordings would be used to construct an artwork,
heightened our sense of the performative aspect of the event®, this instance | am
using ‘an event’ to refer to a happening in which the state of things change.
However, the value of the interviews as both event and material for an artwork relied
on an understanding that the participants were speaking with honesty and that my
questions were intended to shed light on the problem being discussed. It was
important that the process was not merely about creating an artwork. In this sense
in making the work | felt that | was being both a doctor and an artist. As an artist the
experience of making the video became a reflexive insight into the performative

aspect of being a doctor and indeed, of being a patient.



138

The final element was the recording of a re-enactment of an interview, in which |
performed my own role as a doctor discussing Lilah’s case with an untrained actor
who performed the role of Lilah’s real doctor. The re-enactment was filmed so that it
had a similar look to the other interviews. In other words, it was performed as if it
were a live, real and spontaneous interview. This enabled me to edit the performed

and fictitious interview seamlessly into the final artwork.

In editing this material for the final artwork | had a number of intentions that | will
now discuss. | will also discuss how | think the video achieves its effects and what |

think these are.

| wanted the viewer to hear the story of Lilah’s illness by listening to her describe her
experience of it and also by listening to other peoples’ perspective of her illness.
This was in order to place the viewer in a similar position to a general practitioner,
who has different threads of narrative from different sources in her or his
consciousness, which she or he uses in order to interpret the meaning of the
patient's symptoms. Thus in Frozen Section the viewer arrives at a knowledge of the
symptoms by progressively weaving together the various threads of narratives from
family members, Dr.Sagan and myself. Each fragment of narrative operates as a
piece of evidence or a clue towards understanding the meaning of the symptoms.
As such the fragments are used as part of what Ginzberg* describes as an
evidential epistemological model or evidentiary paradigm. In this epistemological
paradigm observations, statements, and often seemingly insignificant details about
an individual are collated in order to make conjectural statements about that
" individual. Unlike empirical scientific data, these observations are qualitative rather
than quantitative and the knowledge conjectural rather than empirical. In Frozen
Section, even though the viewer gains substantial knowledge and understanding of
the illness through listening to the interviews, ultimately the diagnosis and “true”
meaning of her symptoms remains unknown. A precise definition of the illness is not
revealed and the viewer is left to make his or her own interpretations and draw his
or her conclusions. Thus although the video reveals substantial knowledge of the
iliness, it cannot be reduced to a particular diagnosis. Thus the video suggests that

not knowing is also a form of knowledge.

Apart from the image on the middle screen, which remains static, the images on the

other screens continuously disappear and reappear. The intention of this movement
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is to use the fades to reinforce some of the family tensions and dynamics revealed

in the narrative.

The body of Habeas Corpus® the primary referent of documentary is both present
and absent in Frozen Section. Indeed Lilah is represented as a disembodied voice,
as an absence in the frame. The room depicted in the middle screen is the room in
which Lilah is interviewed. It dwarfs her body but her voice occupies the entire room.
The static middle screen, which depicts the seemingly frozen view of her apartment,
also reflects the idea of the ever frozen section of Lilah’s muscle biopsy holding the
secret of the illness. Equally the secret lies hidden in her voice, which the viewer
hears emanating from the screen This representational form implicates a larger
social space rather than her body as the site of evidence or clues for the cause of

her illness.

The absence of Lilah’s image invites the audience to imagine what she looks like by
looking for clues in the fixed view of her apartment, by listening to her voice and
seeing and hearing her parents speak. Thus the audience’s image of Lilah is based
on these perceptions rather than an image of her on a screen. Like the diagnosis

her image remains elusive and unknown.

The position of each screen is important. Lilah’s screen lies between those of her
parents. Not only is this position suggestive of the Oedipal configuration of the child-
parent relationship, it also emphasises the specific dynamics within this family. Lilah
is an only child of divorced parents. Her importance to both her parents means that
their relationship with one another, in spite of antagonism and difficulty, is
maintained. Like the middle screen, Lilah is always caught between them.
Introducing the doctor through a fourth screen would not have held the tensions of
the dynamic so successfully, hence the decision to place him fading in and out over
the image of Stephen on the right hand screen. His authority as a doctor is partially
questioned through the interaction between his narrative and Stephen’s narrative.
Their contrasting beliefs on matters of health, creates an interesting opposition.
Stephen constantly refers to his own quasi-mysticai philosophies on how to live a
good and healthy life and he is critical of the medical establishment. These beliefs
stand in sharp contrast to the strictly scientific discourse upheld by the figure and

voice of the doctor.
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Throughout the video, the participants appear to be speaking in two simultaneous
but distinct contexts. One context is that of the intimate private consultation. The
other context is that of a documentary film in which participants speak to each other
and to a wider public audience Through editing | have made it appear as if the
family members are involved in an internal family dialogue which “inadvertently”

reveals the family dynamics and tensions at stake in the evolution of Lilah’s iliness.

The video interviews have an aesthetic typically associated with an evidentiary
practice of documentary filmmaking®. That is, ‘talking heads’ interviewed as

witnesses to the events which they describe, thus providing evidence of the events.

Although the talking heads are interviewed for the camera, the camera also records
a real life event: a doctor—patient consultation. The filmmaker thus participates with
the social actors of the film. The video recording or document produced in this
instance does not conform to the observational premis which gives an impression to
the viewer that what they are seeing is a true representation of what would have
occurred in the absence of the filmmaker and recording devices. Any documentary
is never simply a document or straightforward recording of events as they unfold in
the absence of the camera. The presence and intervention of the filmmaker
introduces their subjectivity into the outcome and meaning of the film. In Frozen
Section, both the filmmaker (myself as a doctor) and the patient knew that we were
participating in a real event and at the same time making an artwork. Thus the
document is a recording of a reality performed for the camera and the reality would
not have occurred without the participation of the filmmaker. In this respect the video
falls into the realm of both participatory and performative’ modes of documentary

practice. In speaking of the participatory mode Nichols states

If there is a truth here it is the truth of a form of interaction that would not exist
were it not for the camera. In this sense it is the opposite of the observational
premis that what we see is what we would have seen had we been there in

lieu of the camera®.

In the performative mode the actual and the imagined are combined. The footage in
these documentaries uses recordings of both real events and events re-enacted for
the camera. In Frozen Section the interview with Dr.Kagan was a re-enactment
based on my experience of a real interview that | had had with him. As already

described the interviews with Lilah and her parents had ooth real and a performative
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