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ABSTRACT

Physicians are routinely exposed to dying patients and death, although some
encounters are emotionally and existentially problematic, creating problems on two
levels. Individuals are taught through medicine’s hidden curriculum to detach from
patients at the end-of-life, which can conflict with their personal values and result in
moral distress. Institutionally, medical discourse does not officially encompass personal
reflective writing, although it has been cited as potential remediation. This study uses
discourse analysis, narrative discourse analysis, and rhetorical genre theory to critically
investigate 126 physicians’ personal articles recounting experiences from their
postgraduate training with dying patients, which have been published in 14 general
medical journals over 47 years. Findings disclose six rich discoursal features that
distinguish physicians’ personal discourse as rhetorical: repetition, metadiscourse,
emotive language, euphemisms, metaphors, and narrative. Analysis of narrative, the
dominant feature, reveals that physician-authors consistently use personal writing to
resist the hidden curriculum. Recurring themes--challenges to medical enculturation,
counter-cultural medical practices at the end of life, and reincorporation of humanistic
values--represent genre knowledge critical to an ethical practice of medicine. Therefore,
physicians’ personal discourse warrants rhetorical recognition as another genre of
medical discourse, which I provisionally call perspective writing. Texts that focus on

dying and death constitute the subgenre necrography. Findings from analysis



of necrography using a combined method of material rhetoric, critical rhetoric, and
phenomenology further reveal that narrative enables physician-authors to relate to the
corpse in terms of kairos. They reconceptualize death as a critical time in which they can
reconnect to the human body of the dead person and to their own mortality, humanizing
the patient and themselves. I propose this representation of the corpse as the kairotic
body, a theoretical model that expands upon other theories of the power of the unruly
body. Rhetorical recognition of the genre of perspective writing, and by extension
necrography, would substantiate the value of an existing body of medical writing as a
significant and beneficial corrective to moral distress. Necrography especially provides
new, crucial perspectives on dying that may contribute to the demedicalization of death in

the medical profession and ultimately, in American society-at-large.



“To commit to journeys of compassion challenges me to remain fully aware
of the experience—the suffering, the distress—of the person with a life-threatening
illness who may be near the end of life whether or not I have an expectation of relieving
the cause....In the end, I have come to understand that those are the times when I need to
be less of a physician in order to be more of one.”
Larry D, Cripe, M.D.
“Giving Up,” JAMA 301, 17, 1748
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CHAPTER 1

INTRODUCTION

Most Americans have not personally witnessed the dying process. They have not
experienced the sight, sounds, and smells of a body that can often be overwhelming as it
transforms at death into a corpse. Since the latter half of the 20th century, dying, even of
a loved one, usually takes place at a distance in an institutional setting (CA Healthcare
Foundation, 2012), rendering death an abstract event. One segment of American society,
however, is repeatedly exposed firsthand to dying and death: health-care professionals.
In particular, physicians have been given legal as well as medical responsibility to certify
all deaths occurring in hospitals. Physicians pronounce the end of a human life by
touching, listening to, and observing the body of the deceased person; they call the time
that is officially recorded as an individual’s final minute of human existence. Thus,
physicians experience an intimacy with death that few others do--though not necessarily
by personal choice. Professionally, they are required to manage patients’ dying, to
handle death. Yet professionalism also mandates that physicians distance themselves
emotionally, psychologically, and existentially. Any affective or visceral responses to
patients’ dying are regarded as professionally “extraneous” (Meier, Back, & Morrison,
2001, p. 3007). Nonetheless, physicians cannot always confront death in this idealized

detached manner. They grieve, and they cry. They react with shock and anger, fear and



loneliness, sometimes relief (Zambrano & Barton, 2011). Even for oncologists, who
expect in their specialty to routinely experience death since many of the patients they care
for are terminally ill, grief is “pervasive, sticking to the physicians’ clothes when they
[go] home after work and slipping under the doors between patient rooms” (Granek,
Tozer, Mazzotta, Ramjaun, & Krzyzanowska, 2012, p. 964). Further complicating
physicians’ personal responses to dying are the accompanying feelings of frustration,
self-doubt, guilt, and powerlessness when patients under their care die (Bradley & Brasel,
2008; Granek, Tozer, Mazzotta, Ramjaun, & Krzyzanowska, 2012; Meier, Back, &
Morrison, 2001; Whitehead, 2012). These negative affective responses, although related
directly to their professional role, are likewise silenced, resulting in stress, burnout,
cynicism, and depression in physicians, which has been documented over many years
(Coulehan, 2005; Granek, Krzyzanowska, Tozer, & Mazzotta, 2012; Kleinman, 1988;
Meier, Back, & Morrison, 2001; Redinbaugh et al., 2003; Tucker, 2009; Whitehead,
2012).

Of particular concern is how this “conspiracy of silence toward emotion”
(Redinbaugh et al., 2003, p. 188) impacts physicians-in-training. Residents from multiple
specialties experience anxiety, depression, and post-traumatic stress disorder (Van Allen,
2010) in response to problematic encounters with dying patients. Trainees engage in
maladaptive coping behaviors (Redinbaugh et al., 2003; Rhodes-Kropf et al., 2005;
Vallurupalli, 2013), including suicide (Sinha, 2014). Although humanism and altruism
are underscored in the institution’s formal curriculum, medical students and postgraduate
medical students—interns, residents, and fellows--learn more about the practice of
medicine from physician role models in what has become known as medicine’s “hidden

curriculum” (Hafferty, 1996; Hafferty & Franks, 1994; Hundert, 1996): the informal



teaching that occurs in patient rooms, hospital hallways, and outside clinics. Here,
physician-trainees learn what are and are not appropriate attitudes, beliefs, values, and
behaviors in the culture of medicine. They learn that death is failure resulting directly
from their inability, their inadequacy to successfully carry out medicine’s technological
imperative (Callahan, 2000; Chapple, 2010; Dubler, 2005; Dugdale, 2010; Hardwig,
2009; Kaufman, 2005; Lynn, 2005; McCue, 1995; Scott, 1981; Whittington, 2011),
which demands that physicians do all they can to prolong life.

Advances in medical technology have made it increasingly possible in the past 70
years for physicians to delay death, a possibility that has morphed into the cultural
expectation in America that death should be staved off. Physicians are expected to
postpone or temporize death, treating it like a disease state rather than a natural and
inevitable event in human life. This practice has been referred to as the medicalization of
death (Conrad, 2007), an instance of the larger medicalization of American society
(Clark, 2006; Conrad, 2007; Lupton, 2003). While the profession of medicine has
played a significant role in promoting medicalization and the resulting power it gives to
its members, medicalization is more accurately “a form of collective action” by multiple
social actors (Conrad, 2007, p. 9). The personal effects of medicalization, epitomized in
the technological mandate, are evident in the way death is (not) handled by physicians:
as professionals, they are enculturated to disassociate themselves from their personal
responses. The result is “ethical erosion” (Billings, Engelberg, Curtis, Block, & Sullivan
2010, p. 320), ranging from “innumerable clinical-moral qualms” (Kaufman, 2005, p. 41)
to moral distress, which has been described as “negative feelings that arise when an
individual believes he or she knows the morally correct response to a situation, but

cannot act because of hierarchial or institutional constraints” (Loomis, Carpenter, &



Miller, 2009, p. 107). Physicians suffer moral distress when their personal values and
beliefs conflict with professional ones imposed by the institution of medicine that itself
has been medicalized. Especially vulnerable are physicians-in-training who are not yet
fully enculturated and lack not only medical expertise but the skills and experience to
detach themselves from contradictory situations. In terms of death, this means that
trainees, modeling those higher on the medical hierarchy, deny the power of death so as
to deny the existence of their own moral suffering. They avoid the essential questions
death raises about mortality and the nature of being human; a situation which raises the
specter that, through medical education’s enculturation process, the institution of
medicine is actually dehumanizing the very professionals it is training.

In response, American medical schools have revised curricula. Beginning in the
1970s, courses in medical ethics were offered; in the 1980s, medical humanities; and in
the 1990s, courses on professionalism, which continue to proliferate (Birden et al., 2013;
Coulehan, 2005; Hafferty & Frank, 1994). A recent review of literature on
professionalism, defined variously as an ideology based on humanistic values to an ethos
based on humanistic behaviors, concluded that after 20 years, there are still no “validated,
productive, replicable teaching methods for professionalism” (Birden et al., 2013, p.
e1263). What was found effective, though, was an emphasis on personal reflection.
Indeed, self-awareness was identified as a critical though missing component of medical
education by Frederic Hafferty and Ronald Franks in their seminal 1994 article on the
hidden curriculum and was reiterated by Hafferty (2006) 11 years later in The New
England Journal of Medicine. During the intervening years, the need for physicians as
well as physicians-in-training to engage in personal reflection has been repeatedly and

consistently voiced (Branch et al., 2001; Davidoff, 2008; Fish & de Cossart, 2006;



Kearney et al., 2009; Lie, Shapiro, Cohn, & Najm, 2010; Lomis, Carpenter, & Miller,
2009; Meier, Back, & Morrison 2001; Rhodes-Kropf et al., 2005). In particular, writing
narratives has been singled out as an effective means of increasing physicians’ self-
awareness (Charon, 2001; Coulehan, 2005; DasGupta & Charon, 2004; Doukas,
McCullough, & Wear, 2010; Greenhalgh & Hurwitz, 1998; Ragan, Mindt, & Wittenberg-
Lyles, 2005). When the topic addressed is death, however, medical educators and
researchers have found the literature lacking. Physicians’ affective responses to dying
patients have been quantitatively and qualitatively identified (Artiss & Levine, 2007;
Meier, Back, & Morrison, 2001; Serwint et al., 2006). Yet as recently as 2011,
researchers claimed that “little is known about how [physicians] approach a dying patient

and what impact it has in their lives” (Zambrano & Barton, 2011, p. 827).

From the Physicians’ Perspective

In this dissertation, I will prove that physicians not only have thought about the
place and meaning of death in the practice of medicine; they have written and published
articles for more than 40 years in prominent medical journals, including The New
England Journal of Medicine and the Journal of the American Medical Association
(JAMA), about their personal experiences with dying patients and death. These texts,
actively solicited and peer-reviewed by medical journals, have been largely ignored,
since they lack rhetorical recognition and stature. My central argument is that
physicians’ personal writing should be formally recognized as a genre of medical
literature, because it is a valuable though overlooked existing resource that addresses the

moral distress physicians experience and struggle with as trainees and professionals.



In medical journals, physicians’ subjective accounts of their professional

99 ¢ 2 ¢

experiences are referred to as “personal essays,” “reflections,” “vignettes,” and “personal
narratives,” distinctly literary labels that situate the discourse within the hierarchy of
English literature (Hawkins, 1999; Wear & Jones, 2010). The AMA Style Guide (2007)
refers to the discourse of physicians’ personal writing as an “other” type of medical
writing, the last of eight types listed in hierarchial order; they are not regarded as praxis
literature (Ainsworth-Vaughn, 2001), discourse directed toward the practice of medicine
as an applied science. Instead, the articles are relegated to special journals sections with
nonscientific, thus ancillary titles such as “A Piece of My Mind” (JAMA) and
“Reflections” (New England Journal of Medicine).

I contend that that the discourse of physicians’ personal texts is directly and
critically related to the practice of medicine. It constitutes physicians’ social responses to
the hidden curriculum: The texts resist and/or disrupt the professional silencing of
personal emotions and moral beliefs imposed by the institution of medicine. In terms of
dying and death, physicians’ personal writing accounts for as well as recounts their
experiences. The discourse tells how and why physicians-in-training responded as they
did, challenging, opposing, and even revolting against teachings of the culture of
medicine when they confronted problematic patient care situations at the end of life. The
discourse serves as genre knowledge (Berkenkotter & Huckin, 1995): It provides critical
information about the profession of medicine; disciplinary knowledge that is necessary
and vital to physicians and especially physicians-in-training striving to practice medicine
as moral individuals through the integration of their personal and professional selves. In

short, the discourse recounts medical practice from the perspective of physicians and



their real-life experiences.

Accordingly, I propose that the medical discourse represented by physicians’
personal writing be recognized as a genre that I call perspective writing. At levels of
individual texts as well as discourse, the writing fulfills the definition of perspective in its
adjectival form: the articles recount scenes—clinical experiences and patient encounters
of individual physicians—relative to a particular time and from a personal distance.
Furthermore, perspective writing can be aligned theoretically with perspectivism, a
philosophical position that recognizes the validity of an individual’s own perception and

the impossibility of an objective experience.

A New Corpus of Death Telling

To argue that perspective writing is a social response to the hidden curriculum, I
draw upon rhetorical theory, namely critical discourse analysis and rhetorical genre
theory (Berkenkotter & Huckin, 1995; Miller, 1984, 1994), to critically examine a corpus
of physicians’ personal texts focusing on death. I have collected more than 120 personal
writings by physicians about their clinical experiences with dying patients that are
published in general medical journals, which I propose as a subset or subgenre of
perspective writing to be called necrography. The term combines the Greek word
necros, meaning “corpse,” with —graphy, from the Greek word graphein, “to write.” 1
have narrowed my critical investigation of necrography to physicians’ accounts from
their years as postgraduate medical trainees in response to repeated calls to more

adequately prepare interns and residents to care for patients at the end-of-life



(Larson & Tobin, 2000). ! Thus, the first of three research questions guiding my
investigation is:
RQ #1: How does necrography, a subset of perspective writing, function as a
rhetorical response to the exigency that death poses for the practice of medicine
by physician-trainees?
By using a rhetorical lens, I reframe the dynamics of patient care at the end of life in
terms of a rhetorical situation (Bitzer, 1968). Iidentify a confluence of medical, social,
and political events that have occurred within the past 70 years; a heretofore
unrecognized rhetorical situation within medicine. I hypothesize that the new
medicalized conception of death, which troubles physicians personally and
professionally, is a medical exigence, which necessitates a discursive response from

practitioners and trainees.

Narrative: A Personal Account That Recounts in Deep Time

When physician-authors discursively recount their experiences as trainees
attending to dying patients, they are narratively ordering the events that comprised their
experience (Johnstone, 2008). Therefore, I propose that narrative is the key defining
feature of necrography and by extension, perspective writing. A narrative recounts what
happened by (re)ordering events in time, thereby enabling the author to uncover new
meaning in the telling of the experience. Reflection collapses the strictures humans place

upon time—past, present, and future—because in recollection, the past is brought forth

! Although the study corpus is limited to personal writings by physicians, necrography can be authored by
others inside the health professions (e.g., nurses, physical therapists, medical students) as well as
individuals outside medical culture (e.g., family members of and caregivers to the chronically critically ill)
who publish in professional journals focusing on medicine and health.



into the present, spiraling into the future that also becomes present. This understanding
of time explicitly contradicts medicalized time, which is measured as a progressive
chrono-logical ordering (Kaufman, 2005). With their narratives, physician-trainees
oppose the imperative of medical time endorsed by the hidden curriculum. In its place, I
suggest, physicians are experiencing and describing the “deep time” that Paul Ricoeur
posits in his theory of narrative and time (1980, 1991a, 1991 b). Particularly in his later
works, the French philosopher argues that personal identity is composed through
narrative and time, which I find especially relevant to physicians’ personal writing. I
hypothesize that through narrative, physician-authors resituate themselves outside the
culture of medicine where they can reflect on their experiences and find new meaning in
deep time, which is a unified sense of time where the past and future are experienced in
the present. Freed from the constraints of the hidden curriculum and its model of the
physician as detached professional, physician-authors re-envision their identity as moral
human beings. Thus, narrative elucidates not only how physicians resist the hidden
curriculum but equally important, the reasons why: the taken-for-granted values and
beliefs that underlie the culture of medicine. Accordingly, my second research question
is:

RQ #2: What does the genre knowledge articulated by necrography tell us

theoretically about medical practitioners’ behaviors and attitudes toward death?

The Corpse as Kairotic Body

When physician-trainees write about their near-death experiences, recounting how
they attended or failed to attend to patients during their dying, they are performing

“radical reflection upon lived experience” (Toombs, 1993, p. xiii). From a
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phenomenological perspective, the physician-trainee “sets aside any theoretical
commitments derived from the natural sciences” (p. xii) so as “to focus upon the lived
experience of embodiment” (p. xiv), and in this case, the bodies of both patient and
physician. Critical analyses of the study corpus, I hypothesize, will show how
necrography allows for the re-presentation of dying bodies while rhetorically fleshing out
the materiality of physicians as embodied practitioners, an aspect of their being that is
silenced by medicine’s continued, though often tacit reliance on the division between
mind and body.

In addition to phenomenological theories of the body, I draw upon theories of
material rhetoric to open up physicians’ bodies of text to perceive new understandings of
death. From this theoretical vantage point, rhetoric focuses on relationships, not facts:
“It is a medium, a bridge among human beings” (McGee, 1982, p. 27); rhetoric is
“’material’ by measure of human experiencing of it” (p. 29; italics in original). More
recently, Debra Hawhee in her investigation of material rhetoric in ancient Greece
interrogates time, offering a complex and nuanced definition of kairos “as opening, as
weaving, as timing, and most notably, as critical delimited places on the body” (2004, p.
67). She relates kairos as embodiment specifically to the practice and performance of
medicine. In ancient times, physicians employed “bodily kairos—momentary, embodied
perception of somatic symptoms—to make the right diagnosis at the right time” (p. 70); a
process that simultaneously drew upon physicians’ bodies and minds. But kairos can be
also be interpreted in a reverse sense in which “the rhetor opens him or herself up to the
immediate situation, allowing for more of an exchange” (p. 71), which is referred to as

“kairotic inspiration.”



11

I argue that immediately after death, a person’s body is transformed into the
kairotic body. The corpse as the kairotic body becomes a material and metaphorical
opening--a critical opening through which we can interrogate what it means to be human.
We can examine physicians’ personal writing about their encounters with newly dead
bodies, listening for the authority of their voices as medical professionals entrusted by
society to do all they can to prolong life at a time when they no longer can do so. Equally
important, we can listen to the corpse and how it reverses the power differential in the
traditional doctor-patient relationship: The corpse gains agency and becomes the rhetor.
Thus, the third question guiding my research is:

RQ #3: How does the representation of the dying/dead body in necrography

function in terms of material rhetoric as the kairotic body with particular

significance for the doctor-patient relationship?

Such a reading is not as transgressive as it might initially seem. Within the
culture of medicine, we find support in scholarship by physicians and scholars whose
work I reference. Arthur Kleinman, in explaining the origin of his notion of body-self,
states that “[r]reading the Hippocratic medical texts suggest that, although some of the
conceptions are quite different, a similarly integrative, dialectical view of the body, self,
and world was found in ancient Western society” (1988, p. 12). In her theory of medical
knowledge as narratively structured, Kathryn Montgomery Hunter says medical
knowledge “is phronesis—practical and applied knowledge—and not a matter of
scientific principle alone” (1991, p. 27). More recently, bioethicists have reinterpreted
phronesis, the Greek word meaning practical and applied knowledge, in terms of medical

practice (Kuczewski & Polansky, 2000). My research expands upon this scholarship by
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focusing on physicians’ personal relationship to dying/dead bodies, which has not been

critically explored.

Death Telling as Life-Giving: Contributions to Scholarship

Re-envisioning death as a shift in agency from physician to corpse not only would
invert the power dynamics of clinical encounters between doctor and patient; it would
bring into view a new dimension of medical discourse in which rhetoric could help
reconstruct the doctor-patient relationship as conciliatory, rather than competitive, and
provide new ways of actualizing shared-decision making. Findings from this dissertation
have the potential to contribute to and expand rhetorical scholarship in disciplines that
investigate the doctor-patient relationship: health communication, medical rhetoric,
writing studies, narrative studies, medical sociology, and medical education, in addition
to the interdisciplinary field of medical humanities. Indeed, the cross-disciplinary
approach I take in this dissertation is intended to directly respond to the call for
rhetoricians “to explore new paths... locate, discover, stumble over, and then open up
silences” (Glenn 2004, p. 151), particularly “sociocultural silences” (p. 17). Isuggest
that medicine, an institution that helped promulgate medicalization but has fallen subject
to its social force, is a culture whose silences need to be rhetorically opened.

At the beginning of the new century, changes in American demographics also are
making it crucial for medicine and society-at-large to examine silences surrounding dying
and death. The first cohort of “baby boomers,” Americans born after World War II and
up through the early 1960s, turned 65 years old in 2011. While the aging generation
characterizes itself as physically and intellectually active, socially productive, and ever

youthful (Scannell, 2006; Wadley, 2010), clinicians offer a decidedly different
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perspective. Americans 65 and older are “uniquely burdened with illnesses” (Mueller,
Hook, & Fleming, 2004, p. 554); they account for most deaths. As baby boomers age,
many will lose their cognitive capacity to make critical decisions regarding their end-of-
life medical care (Libow, 2005). Already physicians have identified “chronic critical
illness” (Lamas, 2014): a condition of mostly elderly patients who are resuscitated but
can never be taken off mechanical ventilation, so remain hospitalized. The temporization
of their deaths is a new example of medicalized dying. I suggest that physicians’
personal writing—perspective writing—has the potential to help begin difficult
conversations about the dying process in America. Necrography tells how neophyte
physicians learned to draw closer to dying patients and to relate to them as persons and
not simply as patients. Narratives of their personal experiences may help health-care
professionals and lay persons alike begin to reconceptualize abstract notions about dying
and replace denial of death with recognition of dying as a crucial and natural life event.
Just as necrography shows how physicians recompose their personal identities, perhaps it
will demedicalize death for others, inspiring death with renewed humanity.

Now, I argue, is the time for the profession of medicine to come to terms with
dying and death; to see the intertwined questions of how and when we die, and the
meaning of death from a perspective that affords practitioners the time and space to draw
closer to the dying body; to understand how the corpse, and the suffering and compassion

it engenders in the bodies of the living, does matter.

Overview of the Dissertation

In Chapter 1, my goal has been to introduce physicians’ personal writing and

show how the discourse is situated outside medical literature, even though the writing is
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published in professional medical journals. Formal recognition will validate knowledge
about the practice of medicine that is conveyed in the discourse of physicians’ personal
writing, a finding that has the potential to expand medical education and epistemology.
Furthermore, recognition will bring awareness to physicians’ texts about their
experiences with end-of-life care as a professional resource, particularly medical
attention to the newly dead body, which has not been critically analyzed through a
rhetorical lens.

In Chapter 2, I review literature on several key concepts, providing both
background and context for my arguments. I begin with an historical overview of how
death has been understood in Western culture; attitudes toward dying and beliefs
regarding death that have strongly influenced the culture of medicine and physicians’
practice. I discuss medicalization and its impact on patient care at the end of life; I also
review literature on the hidden curriculum. Both have been strong determinants of how
medical professionals attend to dying patients. Finally, I give an overview of narrative
and medicine, discussing how narrative theory has been applied to medical education and
medical practice.

The purpose of Chapter 3 is to present the research methods I used at different
stages of my analysis. The predominant method is discourse analysis (Barton, 2002),
followed by narrative discourse analysis (Johnstone, 2008; Labov, 1999; Labov &
Waletsky, 1967) and rhetorical genre theory (Berkenkotter & Huckin, 1995). The latter
two are closely aligned methodologically and theoretically with discourse analysis. For
the final stage of analysis, I drew upon material rhetoric (Hawhee, 2004; McGee, 1982)

to re-examine the newly dead body and derive new insights into the rhetorical agency of
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the corpse, which lead to new ways of understanding death in the context of lived
experiences.

In Chapter 4, The Matter of the Corpus, I trace medical, social, and political
events that occurred primarily in the United States in the period after World War II to
show how they came together to form a “rhetorical situation” (Bitzer, 1968) for the
institution of medicine. I explain how death becomes a medical exigency and physicians’
personal writing, the social response. At the individual level, physicians are publicly
disclosing their personal responses to dying patients and death, responses that often
conflict with tenets of the culture of medicine. At the institutional level, medical journals
have created new rhetorical spaces where editors invite and publish only nonscientific
writing. Although marginalized by journals as literary and ostensibly valued less than
original research, these personal texts nonetheless emerge within the medical discourse
community as a new type of professional literature.

In Chapter 5, Discourse Analysis: Dismembering the Corpus, I critically examine
results of my discourse analyses of the 126 individual texts that form the study corpus to
support my argument that physicians’ personal articles are rhetorical. I identify six “rich”
discoursal features (Barton, 2002) that distinguish physicians’ personal writing from
other discourse in medical journals, notably an extensive use of metadiscourse through
which physician-authors become rhetorical agents explicitly telling readers how to
understand what they write.

In Chapter 6, Narrative Discourse Analysis: The Telling of Death Telling, I
address how physician-authors use narrative, the dominant rich discoursal feature, which
reveals why trainees are compelled to tell about their encounters with dying patients and

what the point is of their telling. I identified 11 types of routine medical procedures and
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situations related to the care of patients at the end of life, which have not previously been
parsed out. Using narrative preconstruction as a theoretical framework (Labov, 1999), I
discuss how these complicating actions became uncommon, thus remarkable. Each
procedure or situation presents a moral conflict between the personal values of
physicians-in-training and the professional constraints imposed upon them by medical
enculturation. Trainees respond by challenging and resisting those constraints, even
subverting the culture to which they have sworn to uphold. Thus, I argue that the
personal experience narratives of physicians serve as oppositional narratives. They are
discursive insurrections against the institution of medicine through which physicians
revolt against idealized role models and especially the ways the institution has
medicalized time. Physician-authors oppose the practice of temporizing or postponing
death through medicine’s technological imperative. Instead, physicians use their personal
authority gained through reflection and recollection to assert a new rhetorical use of
narrative in medicine.

In Chapter 7, Rhetorical Genre Analysis: Perspective Writing as Another Genre, |
build upon my argument regarding oppositional narratives by identifying at the level of
discourse recurrent themes related to patient care at the end of life: resistance to a
prevailing culture of blame; objections to fears attached to subjectivity and affective
expression; and contestation of medicine’s amoral enculturation. I contend that these
discoursal themes constitute the quotidian, though culturally unsanctioned knowledge of
the practice of medicine, which substantiates the central argument of this dissertation:
that physicians’ personal writing be recognized as another—a different, thus additional—
genre of medical literature. Recognition of the genre’s valuable disciplinary knowledge

brings to light a revolutionary practice of patient care at the end of life. When physician-
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authors reflect upon their experiences with dying patients, they stand outside medicalized
time where they gain a new perspective on their practice. They recollect values and
attitudes nominally recognized in professional oaths; they return to ancient Greek role
models of physician-healers, iatros (Bartz, 2000) brought to mind when they recite the
Hippocratic Oath. Through their personal narratives, physician-authors put these moral
values back into practice. Among the most revolutionary practices, I argue, is
recognition of the newly dead body as the kairotic body (Hawhee, 2004): a critical
opening on multiple levels. Rhetorically, understanding the corpse as the kairotic body
elucidates the power dead bodies have over physicians. The corpse inverts the doctor-
patient relationship. Though disempowered medically, physicians-authors describe
newfound power as human beings; death enables them to relate to patients on
fundamentally moral and mortal terms. Thus, narrative presents to physicians a new way
of knowing; a new epistemology grounded in phronesis (Montgomery, 2000), practical
wisdom that centers on healing gained through real-life experiences with death.

In the concluding chapter, I summarize my study, note limitations, and highlight
primary contributions to medical rhetoric, rhetorical genre theory, and material rhetoric.
On a practical level, I discuss how the research impacts medical education and training.
Equally important, I suggest how the recognition of a new genre of medical discourse
eventually may influence societal discussions. The renewed practice of medicine that is
revealed through physicians’ personal narratives has the potential to radically alter how
the culture of medicine and, ultimately, American society understands dying and death in

the 21st century.



CHAPTER 2

REVIEW OF THE LITERATURE

This dissertation is a rhetorical investigation of the power of discourse in the
institution of medicine. It examines how discourse constructs physicians’ knowledge of
and relationship to the human body, the material and conceptual focal point of the
practice of medicine. Without the body, there would be no doctor-patient relationship.
Persons only become patients when their bodies require the attention of physicians who
are trained to provide insight into the body, professionals who have access to scientific
and medical knowledge that they use to prolong and sustain the lives of patients. Even
though the institution of medicine has in recent years committed to a shift in the
dynamics of the doctor-patient relationship by publicly advocating shared decision-
making, physicians are empowered by the institution of medicine with privileged,
disciplinary discourse that allows them to treat and control the body. The exception is the
dying body and the dead body; both disrupt the institutional narrative that denies death.
Physicians-in-training especially find themselves unprepared and disempowered by the
dying body. Assured by medicine’s hidden curriculum that professional physicians can
affectively detach themselves from the bodies and the persons of dying patients, trainees
respond by challenging, resisting, and subverting the institutional discourse. They write

and publish subjective accounts of their experiences in medical journals in which they re-
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naturalize death, repersonalize patients, and rehumanize themselves. Thus, my goal in
this study has been to interrogate the oppositional discourse physicians-in-training create
to morally empower themselves as individuals and physicians.

My project draws upon scholarship in communication, particularly rhetoric,
material rhetoric and body studies, and critical rhetoric, and health communication. I
begin my review of literature with a discussion of Michel Foucault whose theories on
discourse, power, and knowledge are foundational to communication. His investigation
into the history of the medical clinic lays the groundwork for understanding how medical
knowledge has been constructed by discourse that renders the body and death
abstractions; how medicalization empowers the institution of medicine but disempowers
individual physicians; and how physicians-in-training subversively wield discourse in

response to medicine’s hidden curriculum.

Foucault: Discourse, Knowledge, and Power

The theories of philosopher Michel Foucault are among the most influential in
critical rhetorical studies as he challenges traditional notions of discourse. Rather than
objectifying discourse, historically understood as the ways in which information is
thought and then simply expressed, Foucault directs attention to discourse as a
construction of and relationship to power. With discourse, language and practice are
intricately entwined, which enables and limits conditions of existence. Owning a
discourse— that is being in a discourse — allows privileged access to information that
others do not or cannot have. Discourse constitutes knowledge, which empowers those

who belong to it; they control knowledge, which they can use to discipline others. In
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other words, Foucault posits discourse as a construction inextricably related to power and
knowledge. He is not objectifying discourse as a construction in the positivist tradition.
Rather, he maintains that we experience the world through discourse; through language
as a construction that we are used to thinking with. Thus, human thought and experience
are bound to discourse. Meaning is found in the discourse that is the experience; the
language we use to construct our experience. Truth is the discourse that is our
experience; it does not exist in an object independent of discourse. The meaning of the
discourse, however, is strongly influenced by the context in which it is experienced, the
social and cultural environment comprised of hierarchies of knowledge and power.
Analyzing discourse from this theoretical stance invites questions about who is writing or
speaking, their position, how they might control the discourse, and for what gain?

In his theories, Foucault proposes four principles, three of which I review in the
context of the culture of medicine with references to The Birth of the Clinic: An
Archaeology of Medical Perception (1994/1973). In that work, Foucault’s most relevant
to this dissertation, he employs the reversal principle to examine the discourse of
medicine as it shifts focus from the human body to disease. Reversal is the reviewing of
medical history from a critical standpoint that asks what information has been left out of
the traditional account. In The Birth of the Clinic, Foucault limits his historical re-
investigation to the late 18th century when pathological anatomy developed as a medical
science, made possible through the dissection of the human body in the form of the
corpse. Before then, physicians practiced medicine primarily through observing the body
of the living patient, listening to the person’s account of changes in his/her body, and

relating this information to medical knowledge, which at the time was a system of
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classification, “a nosological picture” (p. 4) of disease. Dissection literally opened the
body to physicians who gained privileged access to the interior of the human body. What
physicians could see and how they shaped relevant practices constituted a new kind of
medical knowledge, a discourse that the medical profession owned. Pathological
anatomy gave physicians new insight into the body and the discipline of medicine, new
power over bodies, which gave rise to clinical medicine. The “medical gaze,” made
possible through dissection, redirected the physician from the “concrete body, that visible
whole, that positive plenitude that faces him—the patient...towards...negatives, ‘the
signs that differentiate one disease from another” (p. 8). Further, death was resituated; it
was no longer the natural endpoint of the biological body. The corpse became the space
for the construction of discourse essential to knowledge of life.

Foucault’s discontinuity principle identifies interruptions in traditional accounts
where assumptions are disturbed. In terms of the medical gaze, the limitations of
physicians’ insight into the body are revealed: They can see only what they can speak,
the discourse that constitutes their experience and their thought. Developments in
medicine as an applied science are usually perceived as progress, a positive progression
always moving to an increased knowledge that brings about an improved future.
Foucault maintains that pathological anatomy limited medical knowledge, which gave a
“strange character [to] the medical gaze” (p. 9) and the “endless reciprocity” (p. 9) of
medical knowledge, as opposed to the forward-moving trajectory traditional history
assumes. Physicians came to the dissected corpse with “a rational, well-founded body of
medical knowledge”; however, “in order to know, [the physician] must recognize, while

already being in possession of the knowledge that will lend support to this recognition”
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(p. 9; emphasis added). What results is a reflexive and self-limiting relationship between
physician and medical knowledge.

Finally, the principle of exteriority focuses on the meanings revealed on the
surface of discourse that encompasses the context, as opposed to traditional notions of
truth hidden in the depths of reality. It is in examining the situations that make discourse
possible, which in medicine are the power relationships within the institution of medicine
that reveal how knowledge is constructed and controlled. Foucault does not interrogate
power relationships between physicians and patients in The Birth of the Clinic; his work
does, however, lay groundwork for the investigation of this relationship from a new

understanding of discourse, the body, and knowledge.

Omission of the Body and Denial of Death

The science of pathological anatomy that gave rise to the clinical practice of
medicine rendered the body an abstraction and changed perceptions of death. To
understand how both conceptions continue to influence medical education and practice, I
review traditional understandings of each. I begin by reviewing historical conceptions of
death that centered on recognition of the mortal body and acceptance of death as a natural
and inevitable event. I follow with contemporary understandings of death as an
abstraction constructed of ambiguous discourse, which allows Americans individually
and collectively to deny mortality.

In Western cultures, the conception of death remained largely unchanged for
centuries: It was the inevitable destiny of all human beings. Death was not feared as

much as accepted as a natural occurrence. Dying was expected; the diseased and aging
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body provided indisputable evidence. Mortality was a matter of time as stated in the Old
Testament’s Book of Ecclesiastes: “For everything there is a season and a time for every
matter under heaven: ...a time to be born, and a time to die” (Revised St