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ABSTRACT

The article analyzes two types of practice involirethedical training — case presentations
and the annotation of consultations in medical idge— that play a fundamental role in
divesting patients of their personal qualities eswbnstituting them as an objective body, a
set of organs, the site of a lesion and the olgkicttervention. The ethnographic material
presented here is the result of observing casemi@ions made by students to their tutors in
a cardiology outpatient clinic at the Universitydpital of UFBA. The article highlights the
role of scientific and technological conceptionshis process. It also shows that both the
case presentations to tutors (a descriptive arfdipegitive type of speech) and the written
notes in medical records (a training practice bwdh shapes speech and reflects it, thereby
authorizing the student) are procedures for olfjg the patient that depend on
interpretation, although this takes place in suitieps form.
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Fabiana, medicine student, a little over twentgnde and short, attends to Mrs.
Magali, a very fat black woman who appears to lmad 60 years old. At the
start of the appointment Fabiana speaks in a lawhasitant voice, seeming not
to have entered into character and, for this redsi@s to improvise in the role of
doctor without showing much confidence in her perfance. As the encounter
proceeds, however, she becomes more sure of hek$telf concluding the first

part of the consultation, in which she obtainedinfation concerning her patient
(filling in a form with socio-economic data, obtaig the history of her

afflictions, listening to the symptoms, jotting dovthe results of laboratory

analyses, and carrying out the clinical exam: maagarterial pressure and heart



rate), it was then time to present the case toekaluating tutors, so that they

might deliberate on the appropriate treatment argliggest further exams.

Due to the temporary absence of the two peopleoresiple for the clinic (a
cardiologist and an endocrinologist), she begatigouss the case with Alberto, a
resident cardiologist, all the while remaining lire tvery same office in which she
had attended and before the patient whom she Ishdgen to. The conversation
ran smoothly up until the moment when she askeshd should advise Mrs.
Magali to take walks. The resident found the answehis question in an exam
that showed the parts of the patient’'s heart tltakwveongested. He commented —
still before the patient — that the case seemedpianally serious, noting that
the exam showed a homogenous result, which sugbéisée everything was
either congested or uncongested. Since she hadrm#&dMI| and is very fat, he
went on, the former is the more probable hypothasdthat, for this reason, her
state was exceptionally serious (he repeated hijead she should therefore be

barred from any type of physical activity.

Fabiana and Alberto did not seem at all concerni¢gd the fact that they held
their conversation in the presence of Mrs. Madalvas as if that conversation
did not concern a person whose life appeared tatbdask. They spoke of
information registered on a form, of printed imadfest represented the material

present in the interior of a body whose nature iga$f purely material.

The discussion of this case develops in interestiags, but | will interrupt the
narrative at this point. Everything up until nowes®s to be a perfect fit with the usual
critiqgues of medicine’s dehumanization of its peatise of its tendency to reduce them to mere
objects, to bodies of a biological nature, destdudf subjectivity and of relationships with
the social world. What is medicine in this view?dtthe application of knowledge in the
search for an objective, neutral and rational ansava pathology situated in the body.

But what if we were to change the focus somewhdt enstead of trying to say what
it is, we were to inquire into the way in whichdabmes about? In this case, if medicine
objectifies patients, the questions we must askraow is this process carried out? How does
it succeed in emptying a person of her human dgesliand transforming her into a material
entity with a pathology? Which interpretative prdaees are advanced in order to produce an
objective version of the ailment — an ailment whifch the person suffering from it, is a lived
condition and not a simple biological fact?

Following this path in our discussions of medicared its forms of objectification

implies precisely in not considering objects anpkotivities as givens, but in treating them as



a practical outcome, as a means for determiningfearding that has the characteristic of
covering up alternative framings and perceptiong] af eclipsing the very process of
interpretation involved in the constitution of otlige reality.

This article will focus on the ways in which theebjectification practices are
learned. Even if we argue that our culture is paedaby a biological conception of the body
as something that lives among a number of othegshof a material nature, and that disease
possesses a real, carnal substrate, when we cotisgdexperience of our own body we do
not understand it to be an entity that is separatem physical and psychic components.
Instead, we understand it as an ambiguous modeingba union of these two dimensions
that contains a sedimented history of habits aniitied acquired through a specific
trajectory. It does not, therefore, correspond toeae aggregate of physiological processes,
but rather to a way of being in the world (Csorii@893; Casey 1998)

For someone to enter into a universe such as tHadbmedicine, which conceives of
the body in a manner so different from the wawiss in our own experiences and history, it
is thus proposed that it is necessary that theopermdo and reconstitute — if only
momentarily — her previous sense of reality. Thiguires an effort towards learning not only
the contents of a specific discipline, but alsdwades that take shape during coexistence with
trained professionals who offer a series of lessamBow to extract the general configuration
that constitutes a person as a medical case (G888).1in this process, some abilities are
refined, others developed, resulting in a typeradedge that becomes a dimension of their
identities.

More specifically, | intend to detail and explot@stissue through a study of two
types of practice that are a fundamental part oflioa training, and which are deeply
implicated in the process of reconstituting thesparas an objective body, as a set of organs,
a bearer of a lesion and the object of medicalrvetgion: case presentations and the
recording of the consultation in medical files. Tdescriptions that will be presented here are
the result of ethnographic observations carriedabtihe Hospital of the Federal University of
Bahia (UFBa Hospital), an institution that not opiypvides assistance, but is also a place of

learning. | will thus begin with a brief descriptiof the ward and of its functioning.

A brief outline of the cardiology unit

On the afternoons of every Monday and Wednesdepssed the huge entrance door
to the UFBa Hospital and walked past an ampleurdll | reached a wide and dark corridor,
with heavy wooden benches on one side, jammedpeitiple. On the left, in a hot, dark and
cramped room, | would meet with medicine studenesidents and doctors who worked at the
hospital. | was in the cardiology ward, an outpdtienit whose functioning | followed for

two years — recording appointments and intervigwdding conversations in the waiting



room, and observing what went on in the tutori@lse roughly 1000 men and women who
were being treated, most of whom were undereducatest fifty years of age and working
class, suffered from cardiac ischemia, dyslipidemia many of them also had diabetes.

In the hospital, the area reserved for the wassht(lout by the physiotherapy
department) was precariously divided into threamm®dn which six “offices” operated, one
being separated from the other by cloth screenereltvas also the small room | referred to
above, which functioned as both a place for orgagiwvork and an area for tutorials. This is
where students, residents and tutors would talkngstathemselves, while the patients waited
in the “offices” to hear the deliberations on thease.

During the course of one afternoon, an averageenty people were attended by six
interns, all students in their third or fourth yeaho were fulfilling their annual
extracurricular residency requirements. There viwedve in all, and they divided their time
between two days of appointments. Two tutors, ecgptors, supervised the students, and
two cardiology residents would help them. The im¢enad to attend to the patients, fill in the
forms with the latter's data, present the casénéogreceptors, register the appointment in a
file, fill out prescriptions, carry out certain kaslinked to work organization and also attend
the weekly cardiology teaching sessions.

During my research, | spent most of my time witk #tudents who had recently
joined the ward. When they arrived, they behaveabiingly. They were unfamiliar with the
jargon of cardiology and easily discomposed whengreceptor would ask them questions
such as: “what is the functional class of angind®’.time, they began to familiarise
themselves with the terminology, and some of theznalme quite fluent in the medical
vocabulary of their specialty. However, it was moly cardiology and its jargon that the
students were learning. They were also learning twodeal with a patient, to present a case,
to fill in prescriptions, files and reports, as lad how to relate to doctors and colleagues.

In spite of their hesitant demeanour when in thes@nce of the preceptors, some
students already knew how to play the part of thector”. This was particularly true when
they dealt with their patients, and many seemelgatie a sort of internal switch with which
they turned on or off the “doctor” function. At on@oment they would behave like students,
worried about their classes, exams and recreatidrtteen, in the blink of an eye, they would
transmute into doctors, speak in voices of authanitd carry themselves with certainty, only
to then shift back to the personae of timid stusidrgfore the tutors who were evaluating
them.

Generally, they attended to patients in the follgvmanner: the student arrived
around 13:00 and found a list of patients, theidive files and forms stacked in the order in
which they arrived. Each student would then sedkooe of the available “offices”. There

would be some dispute over the best ones, sincelttle-screened units were not exactly



equivalent in terms of privacy, lighting and quiatpre-work scurry for the available chairs
and tables was also a common fixture. After theéld&br space and furniture was over, the
students would ponder their patient’s file and hebe appointment, or, rather, the first stage
of the appointment in which they would gather tla¢adthat they would later present to the
preceptors. Once this was done, patients remainttkiwaiting room while the intern left to
argue his case. After the discussion, he wouldmesnd bring with him a prescription and a
form soliciting exams.

The to-and-fro of appointments could last for caerhour, which some of the staff of
the clinic found excessive, discreetly expressim@rtcriticism at the administration. Students
were thus asked to shorten the length of the appemts. They, in turn, criticized those
colleagues who took longer in their consultatidagrthermore, preceptors discouraged long
conversations during case discussions, insistiagekpositions limit themselves only to what
was relevant to the issue at hand.

The time spent by preceptors, residents and isterrthe ward was not, however,
wholly dedicated to consultations and the discussib cases. Between one case and the
other, or when no preceptor was around, conversatiften drifted in other directions. These
were occasions for more informal chats, even is¢ho often swung towards their chosen
profession. Students would speak of their specatty the type of practice that they hoped to
have in the future. The way that these topics vieoeight up confirm what Goulart (1998)
has shown: that, despite changes in the job mank&t medicine students want from their
career is to have their own practice with a largntele.

But these conversations did not only concern pgimal matters. One’s own
personal affairs (or that of others), exceptioredes and entertaining anecdotes were also
among the themes that enlivened work intervals. dlimalways found a place in the
confines of that small room, and this contributed/drds a more congenial atmosphere in a
place in which young people had to deal with difficsituations and patients faced heavy
dramas.

The outpatient clinic was the place for a pecugacounter: young people who
listened to the suffering of others rubbed showdldgth doctors in different moments of their
career and their lives and with varying degreesxgferience. This is an important factor in
the training of students, and not only in the mob¥ious sense that students are there to
obtain knowledge from those who have it. The cderise of a plurality of voices speaking
about the profession and their jobs, and also ahaspital negotiations concerning the use of
space and equipment, allowed students to profédite and career of a doctor. It therefore
becomes progressively more evident to them thaigbeidoctor implies more than the simple
application of scientific knowledge in the intertien of a pathological process or a lesion.

This occurs in spite of the explicit value giventhe technical expertise acquired during the



clinical phase of their studies (Menezes 2001; Ronz Ribeiro 2003). This accrued
knowledge has not gone unnoticed in social scientifflections on medicine. Let us briefly

offer a synthetic and far from exhaustive revievsaie of these ideas.

Some notes on the social science literature on medicine

In the contemporary world, technology and scienesvade our lives, being
embodied in our daily existence. Medicine is onetted spheres of social life in which
technological and scientific conquests make thewesepresent and in which they reveal
themselves to be spectacular: they enable safemane precise surgical interventions, the
understanding of our genetic makeup, the producaifomore potent drugs, the visualization
of the body’s interior, the discovery of patholagithat have not yet appeared as symptoms,
and so on. Science and technology point us towafuhste possibilities for correcting nature,
and allow us to envisage a future without diseas#ering and — who knows — ageing and
death. At the same time, we hear of dissonant sdltat suggest that medicine is undergoing
a crisis. What does this crisis have to do with itied’s more salient, successful aspects?

In order to understand this question, we must faflect on the relationship between
science, technology and medicine. Although cenaiive views welcome the advances made,
and, consequently, the increasingly more effedtiterventions on the diseases that afflict us,
the anthropology or sociology of health demandsoaentritical perspective. It is generally
argued that the presumed success of medicine goabkih hand with its tendency towards
controlling and normalizing existence. It is beéidvthat this occurs at the expense of the
human dimensions of illness, treatment and cumegesimedicine is characterised by a
biologically and individually determined view ofdtbody, disease and cure (Martins 2003;
Caprara and Lins e Silva 1999; Koifman 2001; Aci@0i04; Scherer et aR005; Martins
2004).

The model of medical understanding relies on thjeative apprehension of a natural
event, and it purports to be based on solid cedigaithat stem from the supposed stability of
things and bodies. According to Good (1993), fordimime to fulfil its promises of a
continuous progression, it is required to remaimitted to rationality, neutrality and
scientific objectivity. Yet the fact is that theiskeals are never fully realized in the clinic (nor
are they realized in science, but that is not oesgnt theme).

The ideal of medicine as science and of the badhimg of a material nature raises
many questions, and distinct approaches have stoigiticount for the relationships between
the biomedical model and the clinic. Some authengehfocused on the type of knowledge
acquired by doctors and on their reasoning durimgrtactivities. This is the case of
Camargo’s (2005) work on the ways in which medlgadwledge is acquired and renewed.

He shows that the knowledge applied in the climieolves the incorporation of diverse



information, some of which is implicit and contretdiry, and which furthermore contradicts
practical activity. This fact points towards a fantental distinction between the knowledge
that works in clinical medicine, which is supposeblhsed on scientific medicine, and the
image that we have of science as a methodicabnatand coherent activity.

Koifman (2001) also focuses on the question oflkadge in his analysis of changes
to the curriculum of the Fluminense Federal Uniipgrs 1992 — changes that were guided
by a more humane view of practical medicine. Lil@r@argo, she points out the existence of
fragmentary and contradictory views within medigiaad of the impossibility of conceiving
of its knowledge base and practice as anythingogmhing the universality of a scientific
concept. A recognition of the inevitable interwesypf medical knowledge with its practical
contexts, however, does not prevent the author &ffinming that medicine is pervaded by a
biological determinism that is rooted in specidima, and increasingly centred on the use of
technology. This latter fact ensures that the éffecintegration of subjective and social
dimensions with the practice of medicine remainSicdit. We can here ask a further
guestion: since the biomedical standard of sci¢naepervades the ideal model of medicine
does not materialize, how does it manifest itself clinical activities? What are the
consequences of the adoption of this standardhierencounter between a doctor and his
patient?

Studies clearly inspired by Foucaldian analysessicier that this materialist and
mechanical understanding of the body, which is sseltial component in the way that
medicine is configured, results in biological retilutism and in the destitution of the patient
from his rights over his body, his right to “livgrow ill and die in a manner that suits him”
(Martins 2004: 22). Medicine is here characteriaesdeing a sphere of activity that is in tune
with the more general process of normalizing lifiel @xistence in our society. In line with the
critiques of the submission of the individual téfuse mechanisms of power and domination,
we have here an attempt to make evident the macat fand political dimensions of medicine
that are otherwise covered up by its pretence &ttty and the universality of its
knowledge, and which lead it to adopt a totalitanmosition by mixing up the quantifiable
aspects of reality with reality itself.

Other studies do not emphasise so much the morpbldgical aspects of medical
science, but seek instead to elucidate the dynaomoections between medicine and other
spheres of social life by focusing on the relatiops between medicine and the market. It is
argued, for example, that interests of capitalateflthe production and use of technology,
transforming doctors and patients into raw materidilproduction — a situation that seriously
atrophies the care-taking dimension of medicinerfiye2000). One of the problems behind
these types of affirmations is that they statertbkiims in such a generic and apparently

evident manner that they lose sight of the fact tapital only makes itself present in clinics



through a series of mediations. And if capital doefeed transform everyone into mere
components of its machineriy,is necessary to make evident the ways in whighis carried
over in practice. A more fine-grained approachdtioas and experiences therefore remains
lacking in these studies.

Without neglecting the importance of science axhmology in medicine (nor its
relationship with other social domains, such as mharket or politics), some authors
nonetheless argue that the clinic is not merelyagepwhere knowledge and expertise are
applied. Schreiber (1997) draws attention to hoacfice is anchored in specific, pragmatic
contexts that condition the ways in which a prafess develops his activities. Medicine’s
two facets — on the one hand art; on the otheznsei— is also taken up as a theme, as are the
many contrasts that animate a doctor’s day-to-d@yrs: duties/difficulties, expertise/ethics,
physical aspects/communicational aspects. Theaenbkat exists between these poles makes
the practice of medicine particularly difficult. éarding to the author, the fact that in our
culture we are inclined to seek the certainties godrantees offered by technology and
science, or, more precisely, by their projectedgesa does not preclude the existence of
subjectivity and judgement. In moments of uncetiaithen, doctors should guide themselves
above all by ethics.

By following a trail of research that leads to ttiscovery of elements that are
apparently alien to science, but nonetheless evittermedicine, we reach the matter of
emotions. Affect, which we tend to think of as stimmay that disturbs the neutrality required
of any scientific practice, nonetheless makesfitsa@tent to those who seek it out in speech
and actions. But things are not quite so simple Glrriculum is silent on how to deal with
death and the suffering that ensues and, consdguiéreinds up veering the student towards
denial, in which he attempts to dissociate himfeifn his emotions (Quintana et al. 2002;
Menezes 2001; Souza 2004; Hoffmann 1993). OneeofMltys of concealing the uneasiness
that death brings is to treat it as a statistigabpbility or as a simple natural event. For
Bonnet (2004), “feelings”, in a broad sense (antl ordy the pain caused by a patient’s
death), are present in the clinic, and they canstitalong with the knowledge that had (for a
time) been the privileged dimension of medical disse, one of the structuring axes of
tension within the biomedical field.

The attempt to stress these under-explored aspegtsdicine — its artistic dimension
(Schreiber 1997), emotions (Bonet 2004), cultureugd 2001; Gilbert et al. 2006), and
difficult ethical decisions (Menezes 2001) — hasggarated a social science perspective on it.
| believe that this move is not only the resuloflytical or conceptual changes, but also the
outcome of a methodological shift towards ethnolgyaStudies carried out in hospitals,
ICU’s, wards and medical clinics, specify and addther tone and colour to the themes

traditionally addressed in studies of the medicafgssion. It is certainly easier to embellish



the generic model of medicine as an activity thjectifies the patient, that reduces its
professionals and clients to instruments, when aeeid on the concrete situations in which
doctors act and in which they deal with real peopleis does not mean that there is no
objectification, but rather that in practice it Walways combine or be in conflict with the

various other aspects that we have drawn attemdipand which are always involved in its

exercise.

There is, however, something that | believe didgs for closer attention. This
something is, precisely, the most obvious and unaus aspect of medical practice: its
processes of objectification. When the complexitg anultiplicity of doctors’ knowledge,
contexts and ways of acting are made visible, there tendency to emphasise the
significance of that which contradicts or embelistobjectivity, while the latter is treated as
a given. It is perhaps time for a return to our thielme — so often the object of our critiques —
so as to observe it with the same attention thatdegicate to the humane, social and
existential meanings of medicine. A brief overvie case presentations and of the
registration of the consultation in a case file kich, as Good (1993) argues, are essential
components in medical training — will allow us tocaunt for the field of interpretative

practices involved in the objectification of thetipat'.

Thediscussion of cases

A student enters the world of medicine throughliteemedical sciences: physiology,
anatomy, biochemistry, etc. It is from here thaishimducted to the realm of de-personalized
bodies; initially, in his studies of anatomy, heedmot even come across conserved corpses in
their integrity, but is rather faced with anatonhiparts (Quintana et al. 2002). A student’s
initial steps are thus guided by sciences thatedpprd the body as a mechanical and passive
object (Goulart 1998). Furthermore, the (manifesimplicit) embodied epistemology of the
curricula of most medical schools conceives ofrsmeas set of established facts, or at least
of facts that that can be resolved. It views theldvas an agglomerate of atomized units,
without considering the provisional and contingeature of all knowledge (Atkinson 1984,
Corréa 1995). It is only after a student’s initaintact with dead and fragmented bodies that
he is authorized to deal with living patients inspivals or ambulatory care units (Goulart
1998).

A student’s clinical training is marked by the expnce of direct contact with the

patient and his disease, which he had hitherto engpountered on a theoretical level. He is

Y In his study of these practices, Good was primamiincerned with students’ perspective on them. |
will focus not so much on specific actors, but eatirame my discussion from the vantage point ef th
observation of the interactions and conversatibastharacterise presentations and the case file.



now face-to-face with concrete cases to which hetmespond. The underlying idea behind
this type of learning process is that it will eralthe student to consolidate what he has
learned in theoretical classes, to acquire prdctkilis, and to formulate the correct course of
action to take before a disease and a patientlé8ii®97; Hobbs 2002; Geller et al. 1990).

In the outpatient unit in question, interns didt wiscuss cases in front of their
patients (the case that | presented at the stdtti®farticle being an exception). Generally,
they go in to the room where the preceptors ardingaifor them, their papers in hand:
hospital files, the ambulatory clinic forms, an@ #xam results brought in by the patient. In
their conversation, students should display the,ndigtinct abilities that are expected of
them. They should show that they have learned ametkeir patients by touch, to listen and
write in the formal language of the medical filesd also to speak with the patient, the
preceptors and the other residents. It is the ptecs task to advise on how to recognize
certain symptoms and signs, how to analyse caskexams, what standard of normality is
expected and required, and what procedures sheaulgséd to treat a disease. Furthermore,
they can suggest how to consider (or disconsidher)ptient, and some of them come to be
seen by students as paradigms of what a doctotdsheuand examples of how they should
behave in their profession. In this configuratiossidents occupy an intermediary position:
they help out in the discussion of cases and theyrae to go and watch catheterizations, but
they are not fully authorized by the preceptorsai@ decisions.

According to Sinclair (1997), what is crucial fstudents at this moment is not so
much their relationship with the patients, but witteir tutors, since it is they who will
evaluate them — and this evaluation is importantHeir career. The students’ performance in
the unit itself was certainly taken into accountt, bwas not graded; they did not need formal
approval at the end of the internship in order tocped with their studies. However, there
were certain mechanisms that clearly showed tleit ferformance was being evaluated.
One of the ways in which a student’s efforts weesvarded was by being offered a
scholarship to remain linked to the unit, eitherrkirog in research or as a monitor for the
next class. Students would also often require riettd recommendation so that they could
obtain internships in other research or teachisgtitions. Only those students who believed
that they had a chance would ask the preceptorthése letters, and those who had shown
commitment (punctuality and assiduity, a carefubarel for routines and organized
procedures, interest in learning) would receivéattering presentation and an indication to
occupy the position that they sought elsewhere vE&aely, in one instance a student whose
work conduct was deemed negligent, was removed finenunit altogether.

Even if other factors were taken into accounthim évaluation of students, it was the

way that cases were presented that was decisilef Kieir qualities should have converged



into that one moment: seriousness, the abilityatk with the patient, to conduct a physical
exam, to be familiar with the relevant jargon amel theme at hand.

Most case presentations began with informatiorceoring the sex and age of the
patient; a name could also be presented, but inyniastances the patient remained
anonymous. This was proceeded by the descriptidimeoflisease and its history, which could
take the following form: patient with a history &MI (acute myocardial infarction); three
years ago had an angioplasty intervention, wittwithout a stent (tube used to keep the
artery open), or a complete or incomplete myocardevascularization (a complete
revascularization means that all obstructed ademere unobstructed; incomplete means that
some obstruction remains), hypertension for fivargeand diabetes mellitus type 2 for three
years. Doctors some times found this informatiagufficient, and they may then have asked
the student to describe the state of the coronasries, which chambers had suffered
damages, etc.

The patient’s history, as told by the studenthes bf a process of disease, temporally
and spatially located in tissue lesions and in ulystions of physiological processes. In the
narrative of the case presentation, the patient suffers from the affliction is presented as
thelocusin which the disease takes place. It may be $eitj through a metonymic process,
person and disease stand in for each other (Githet2006). The student should be fluent in
the narrative genre of case presentations, whighiesthe construction of a report through
which the “person is framed as a patient and asdical problem” (Good 1993: 79).

During the presentation, it is not only the diseand its time frame that matters,
since the ability to properly report on the sympsaequally important. The student should
be able to express the patient's complaints, hovinde been feeling, if he is in pain, if he
lacks for breath, is tired and dizzy. If there ayenptoms, these must be understood as either
following from or being independent of the card@oblems, and it is also necessary to try
and establish what they may indicate. At issue ot the use of symptoms as a guide
towards a possible diagnosis, since patients afraadve in the unit as sufferers of cardiac
ischemia and dyslipedemia. What is intended isctirestruction of the frame of his current
condition through the interpretation of his sympsoand, above all, of the exams that will
show if the patient’'s complaints possess a “rebssate”.

Of all complaints, chest pains warrant the mostraitbn. What the patient is feeling
must be thoroughly investigated during the consolta, so that the student will obtain
sufficient data to characterize the pain as eigtmgjina (following from ischemia) or as pain
of another nature situated in the chest. At thismeat of the discussion of a case, the
preceptors tend to raise a series of questionthéostudents so that they may specify what the
patient feels, in order to conclude whether the pallows a patterrtypical of angina and, if

so, if it is stable or unstable, and of functioolass 1, 2 or 3. If his answers provide little or



insufficient information, the embarrassed studenthien told by the doctor to return to the
office and “question the patient further”. The néada more detailed and clear description of
pain is justified by the preceptor: since sufferisgsubjective, pain requires a meticulous
investigation that will allow it to be stripped df personal elements, so that only the
information necessary for adequately understantfiagsymptoms remains. This procedure is
one of the mechanisms used for determining thectibge data of what otherwise appears
most subjective: the patient’s suffering.

Yet pain is not the only criteria for diagnosistatment. The patient’s narrative is
seen to be a type of veil through which the diseasebe glimpsed, but it is not an objective
testimony of his condition, and it therefore onrneges as clues which must be confirmed
through more solid evidence: exams, particularbséhthat use image technology, that enable
the visualization of the arteries, the muscleshef heart, of the obstructed and unobstructed
areas, etc., are a crucial means towards apprefgetitd reality of the condition. Images and
the results that are obtained from them may be tparterpretation, but they are nonetheless
dealt with as non-mediated, direct representatifribe interior of the body (Monteiro 2004;
Joyce 2005). The privilege that is accorded toeahgpes of exams is evident at various
moments, such as, for example, at the onset ofprasentations, when doctors demand from
students information concerning the obstructioartéries and the state of the heart chambers
(where there are lesions and where there are nirig)equally important in determining the
way that the case is to be conducted — such &gisrtippet at the start of this article.

Nevertheless, sometimes there are important dimesge between what the patient
narrates to the student and what the images atfdéstmpts at accounting for these
problematic discrepancies often lead to the adonisgiat interpretative processes are at play
in the evaluation of exams. In these cases, thefbelthe image as a faithful representation
of the interior of the body is suspended. This duatsthereby imply radical doubt, however,
nor does it lead to a relativization of the modgtlbody and disease upon which western
medicine is based. All that is allowed is that mdit exams share the same degree of
objectivity and that, therefore, the prudent dostoould base his decision on a set of exams,
the analysis of which will result in a more secdegision.

Let us turn to an example. Dr. Alberto was disaugs case with Michele, an intern,
who began by saying: “Rosa, a 36-year old pattesd, an AMI two years ago”. The patient
had stable concentration levels of HDL, LDL, etc.cAtheterization had only revealed an
obstruction of 50% (lesions are only consideredbdoserious when the obstruction is over
75%) in an important artery, and nothing more. pites of having an insignificant lesion,
Michele argued that she complained of chest palmsnwinder emotional stress; these pains,
however, did not follow from physical effort. Inshreply, the doctor first lectured on the

causes of heart attacks when lesions are at 5@/prtsblem lies not in the degree to which



the artery is obstructed, but in the quality of phatelet, which releases a type of thrombus
that clogs the artery. He then argued that, irctse at hand, the problem might not be in the
artery or platelet, but rather in the results o tbardiac MRI, which depends on the
interpretation of whomever watches the film. Itpisssible, he went on, that a professional
claim that the artery is 50% obstructed, but thagnt is somewhat “subjective”, since another
doctor watching the same film can conclude thatdbstruction is at 75% or greater. The
MRI depends on a degree of subjectivity and it cintiherefore, accurately express reality.
In his opinion, the objectivity of the matter shibide established by further exams that will
allow them to reach a degree of certainty conceriine patient's complaint. The latter will
be real if its is backed by an actual lesion tkadetectable through the use of these various
instruments.

This example leads us to consider objectivity ametbing towards which facts
converge when sufficient elements are brought teyeand when the possible discrepancies
between them are eliminated or levelled. The “dbjecreality” of the disease is thus the
result of an interpretative procedure, but, whea fhocess is concluded, it emerges as
something that was there at the onset, only waftirige discovered.

But let us return to the case presentation. Afteribtern deals with the symptoms, it
is time for the clinical exam. The student alwaysviles information concerning the pulse
rate and arterial pressure, and although these skarlve listening and touching, these are
only mentioned if something positive is observedhat is, something that indicates a
problem, such as edemas, crepitation of the lugtgs A report that is too detailed is frowned
upon, and those who are fond of details are toldtick only to what is important. The
student’s clarity concerning what is relevant destiates to the preceptors his grasp of the
narrative style of case presentation, as well aglégree to which he has matured. We should
also keep in mind that even in those ambulatorysuwwhere appointments are long (and,
indeed, often because of this) time is a critieaitdr. The need for concise presentations is
thus linked not only to knowledge of the rulesdood presentations, but it is also justified by
the time constraint of appointments.

What is said also needs to adhere to a certain.lfghe student reports a finding, he
must be clear on what these findings imply for td@se at hand. If he does not do so
immediately, the preceptor may ask questions tkaihbst try to respond and justify. The
guestions asked by the doctor are typical of thestijons asked by a tutor: he knows the
answer, and he wants to test the student, to khbevis able to discern what is correct in that
situation. When he asks “what is the functionasslaf angina?”, he expects that the student
not only responds with a number, but that he disloagate on why it fits into that category. A

logical argument is thus necessary. The totalitythef narrative should be a concise and



coherent report. For this, it is essential that shedent synthesise the long replies that he
obtained from his patient, selecting only that vahie judges to be relevant.

After the clinical exam, the next step in constingthe case is the exposition of the
results of other, mostly laboratorial, exams. Theels of glycemia, of LDL and HDL
cholesterol, of potassium, of hepatic enzymes,vamatever else is known are presented. The
student may follow two strategies: he may onlyestalhat he believes to be altered, or he can
report on all the results. The preceptors appedwat@ more difficulty in apprehending the
meaning of this data simply by what they hear, iweg therefore tend to lean into the student
and glance at the file so as to read what it says.

It is certainly difficult to be attentive to infortion and to formulate a synthesis of
the patient through nothing but a roll of acronyansl quantities. It is precisely that which is
pure quantification — the ideal of good sciencéat fails to attract the spontaneous attention
of the preceptor. On the contrary, he knows thatuns the risk of digressing, and therefore
makes a deliberate effort at concentrating on itifitrmation. This effort is not evident at
other moments, such as when he listens to a repdine symptoms. It is possible that what
carries with it a human significance and bringscloser to the experience of another also
evoke a more immediate type of understanding, whithains present in the clinic and is
distinct from the understanding that takes placemwve apprehend reality through formulas
or quantities. This occurs in spite of medicineisifive assessment of what can be validated
through instruments that measure physiological gsses, lesions, and so on.

As the discussion continues, the time comes fosthdent to mention the drugs that
were prescribed for the patient. This once agaipiriges on the problem of the distinction
between what is objective and what is subjectivee guestion here emerges in the following
terms: a clear distinction must be made between vghprescribed and what is used. This
makes it possible to recognize the actual effetthedrugs on the patient. For example, in

one case presentation, the following dialogue betwsestudent and a preceptor occurred:
Preceptor: Is she taking one or two per day?
Intern: Two, every twelve hours. | saw it on thegaription.

Preceptor: The prescription is one thing, what ishactually taking is another.
Ask her if she is really taking them, because hresgure is high, but | think it

would be complicated to prescribe another drug.

Information on what medication is being taken igctal in deciding the path along
which the treatment must proceed, whether pressniptshould be altered or maintained.
Pharmaceuticals are the main therapeutic stratdtpmied by doctors, and most patients take

reasonably high quantities of drugs, and so ibibd expected that not all of them adhere to



the prescribed quantities. When something in tleattnent is not working, it becomes
necessary to know if this is due to a shortcominigsufficiency in the prescribed medication
(objective aspect) or to the inadequate use ofig (subjective aspect).

Once the patient’'s data has been presented —sthahde he has been defined as a
medical problem that requires a solution — itisgtito determine what can be done in order to
minimise his symptoms (if he has any), and to obtai maintain the desired profile. The
latter includes regulating blood pressure, glycemaidequate levels of triglycerides, HDL,
LDL, as well as maintaining other indexes at recanded levels. The aim is to “optimize”
the patient, to conform him to established patt&fnsormality. When a suitable profile has
been established as an aim, the types and quartitidequate drugs for achieving the aim
are sought. Various factors are explicitly taketo iaccount when a preceptor recommends
the prescription of medication: the costs thatéhesve for a National Health System patient
is important, for example, but what matters mostlbfis the role of a drug in increasing
longevity, and not only in alleviating symptoms.

Deliberations on suitable medication are a privetgnoment for a preceptor to play
the tutor role: “what would you recommend for thigtient?”. In cases that are apparently
more simple, students take a stab at a reply, stigge for example, that anti-hypertension
medication be increased. In more complex situatibogever, they tend to keep silent, stare
at the floor and wait for a reply. Contrary to wiabod (1993) showed in his study — that
students often felt that there was a degree ofrarlriess in the medication chosen — in the
case discussions that | witnessed none of the misid@iestioned the doctors decision. It may
be true that the student’'s opinion could be duditoassessment that it was not worth
expressing doubt in the preceptor’s, or the resigedecision. Nonetheless, all that | can
assert is that there was no open conflict concgrtiia preceptor’s decision.

Doctor’s clear preference for the prescription aédication over and above other
possible strategies (such as dieting and exergigsglue, it is claimed, to the greater
reliability and efficacy of drugs. It did not seeémreasonable to them to expect that patients
would adhere to a lifestyle filled with prohibitisand proscriptions, nor to wait the necessary
time for a change of habits to produce effects.r@he here an opposition between the
objective, unrelenting and immediate effect of ¢neg and the uncertainty of depending on
the somewhat “subjective” nature of the patientingness to change his ways.

Even if the prescription of medication is the maremmon outcome of case
presentations, at times the solicitation of exanas &re not a regular part of the ambulatory
unit’s routine is also considered. In these catbespreceptor explains to the student why the
exam is being solicited, and how the relevant nspand forms are to be filled out,

particularly for expensive and complex exams.



The preceptor might, for example, tell the intetithe ergometric test is good for
patients that you already know to have cardiac Iprob. You just keep increasing the
resistance, and if he passes the third level, tbhgnwsis is good. If he stays at the third level,
he has less than 1% chance of having problemsotinég year. The ergometric test does not
offer a diagnosis. | already know that she has% Ision in the proximal DA. What | now
want to know is how she will behave, if she hashea with the pain. When you write the
solicitation, you need to put down ‘cardiac pati¢est to evaluate clinical condition™.

This example shows not only the didactic style afame presentation, where the
preceptor not only deliberates on what to sollwitt also justifies his conduct to the student,
but it also reveals how the uncertainties concertie patient’s future are dealt with. The
exam results indicate the patient’s chances ofiwalrdor a quantifiable period of time;
expectations concerning his future are convertemlancalculus, and it is therefore framed in
the objective form of numbers.

Besides calculations, a further way of dealing witicertainty is recourse to the
Guidelines or Consensus, which carry a series afdstrd responses to cases that can be
found in the clinic (Berg et al. 2000). One of tthectors always brought his copy of the
Cardiology Consensus with him, which he would raatletween appointments. Sometimes
he would question other doctors: “On what type ofjina patient should you not use
nitrate?”; “My patients? None. | tend to use nitat; “But the Guideline says that you
should start with beta, then a calcium channelk#o@nd, as a last resort, nitrate. Almost
nobody does that”. Even if it is recognized thatréhis some distance between what is
crystallized as consensus and what is normally domeactice, the doctor will still refer to
the former when making certain decisions, as a @faggitimating them and making them
seem non-arbitrary, or based on mere personal fancy

Case presentations conclude with the studentngriip the prescription and the exam
solicitations or procedures. This is what he wirmally take back with him to the
appointment after his talk with the preceptor. H# walso return armed with a specific
rhetoric (not always appropriate or efficient) tpkain to the patient why medication was
modified or why a specific exam or procedure is\geiolicited.

The case discussion is over; the patient has te@igured as a medical problem and
a solution has been envisioned (Good 1993). Inptesentation, the student has (or should
have) excluded all themes that are not directlguvaht to the treatment. Students therefore
need to eliminate what is superfluous, learn whatelevant and present it in a persuasive
manner (Cox 2001; Geller et.dl990; Haber and Lingard 2001; Lingard et 2003). A
narrative and argumentative style in which thednmsof the patient is made into a case is
thus one of the dominant motifs in the discourshe#lth professionals, and it is linked to the

production and assurance of scientific objectiiiaber and Lingard 2001; Lingard et al



2003). We have seen how this is carried througtaiceinterpretative resources: the removal
of subjectivity from symptoms, the search for evicke in exams, and the specification of
drug use, among other procedures.

Yet the conversation about patients in case ptasens is not only descriptive; it is
also constitutive, insofar as it expresses thegoeas a patient. It is furthermore persuasive,
for it seeks to convince an audience of precegtwsthe student possesses the abilities that
are expected of him. Speech is also guided byngritby what has been registered in a file,
and for this reason it is neither redundant noretitipe, but rather seeks to be precise,

scientific and unambiguous. Let us now turn tofiles.

CaseFiles

A doctor’s training involves not only learning tow to hold consultations, to present
cases, and to prescribe medication, but also ttewp case files. A student’'s work at the
unit, in fact, often commences with these filesidBe he even talks to the patient, he studies
his medical history. Kept in light brown folderbgse contain not only exam results, but also
information concerning consultations in other wandsunits, internments, and so on. At the
end of the appointment, the student will add anostheet of paper to the file. These sheets
are standardized, and their content should ideddly be standardized, recording, in general
terms, the following: the diagnosis expressed byaaronym (e.g. CAD, coronary artery
disease), if the patient has had a heart attack jAkhe file), how long ago, the results of the
catheterization with information concerning theedai which the procedure occurred and
other relevant data, such as which arteries aré¢rumbed and to what degree they are
obstructed. This description also depends on krdydleof certain recurrent acronyms (such
as RCA and CX, which are coronary arteries).

Next, the file records the diseases that are assativith the cardiac problem: AHS
(arterial hypertension), DM Il (diabetesellitustype two), dyslipidemia, renal failure and so
forth. Immediately beside the information concegnthe disease should be its time frame.
This time frame, expressed as months or years, nioesoncern how long the patient has
been suffering from the disease, but rather the timat has elapsed since its diagnosis. After
the record of diseases and their history (whicma$ a history of events, but one of
chronological units expressed as months or yeans)es the symptoms of which the patient
complains. If the patient has not mentioned anypes@f them should be entered even if
absent, by writing, for example: ‘patient denieslifeg pain, no edema’, etc. Or, if the patient
does complain, the file will record: ‘patient coraipis of pain or fatigue’, or something along
these lines. This recourse to indirect discoursanigrtifice used by students and doctors to
avoid commitment to the patient. He cannot say tiatpatient feels pain, or that he suffers

from flatulence, but instead that the patient denédaims or reports something. Next come



the results of the clinical exams; blood pressuc lzeart rate are always recorded, but other
information is only entered if something positive dbserved, which is the same protocol
followed during case presentations. The resultbudher exams are also entered, as is the
new prescription.

The case file is supposed to remain faithful taimhe patient says, but it is not a
transcription of the consultation; it is, insteade-organization and an edited version of talks
with the patient (Berg 1996; Cox 2001; Good 19@%).the other hand, not everything that is
recorded comes up in the appointment. Notes comgethe diagnosis and the state of the
arteries are frequently copied from previous cdasiohs, since data on catheterization need
not, and cannot, be updated in every trip to thetao There is, however, a close similarity
between case presentations and the files.

The order of what is said to the preceptor moress follows what is written. In fact,
students hold on to the files during case presenttsince these contain the data that is
necessary for the discussion (even if these renmsifficient). Preceptors, for their part,
repeatedly listen to the students while they réadfile, or, not uncommonly, even read the
file without paying any attention to what the stodbas to say about the case, preferring to
focus on the sheet of paper and not on their mtatbr.

What follows is a common example of what one fiimd¢hese instances: Danilo, an
intern, begins to talk about a case; Dr. Marcele preceptor, looks aloof (this was
previously justified: he had just come from a nighift and was exhausted). Danilo sees that
he is distracted and stares intently at him, dsegging for his attention. When the student
stops speaking, Dr. Marcelo takes the paper frarhhnds and, then, begins to focus on the
case; he reflects on it while his eyes remain fixpdn the paper, as if it were easier to think
while looking at it, since all of the informatios bundled and concise, and one can shift
between data, establishing one’s own order ratrar bbserving a given sequence. The way
that he glances up and down the paper that heftookthe student’s hand further suggests
that the preceptors do this in order to obtainabal image of the case — one that can only
emerge from the different items that make up thee As in case presentations, objectivity is
the result of a synthesis that must be constructecf a series of factors and the ways in
which these converge. Here, too, the patient igefdrthrough an interpretative process that
gives rise to a general configuration, even ifntd® up seeming as if the latter had always
been there.

The perfect, well-written file is ordered, obje&jwinambiguous and contains all of
the necessary information. These requirements eniertpe peculiar literary style of the file.
In contrast to other genres, for example, the fiespises variations, creativity, lexical
prolificacy, and rhetorical elements; what is valui® a colourless writing, with no metaphor

or imagination, bureaucratic and firm, containingthing that might be contested or that



gives it a personal touch (Hobbs 2002). The wolissen must be a part of the received
jargon and, if possible, acronyms should be usehéoe the time of whosoever is writing.

The student only knows what the patient says (@s/fiof course, the patient never
speaks, says or feels, he only “claims”), and hestntherefore look for the appropriate
medical expression to describe what was said. Quyeird the ambulatory unit, during the
temporary absence of the preceptors, a group désts were set on helping a colleague find
the correct term to describe a patient who compthiof recurrent farting. A consensus was
finally reached, and it was decided that flatulemees the appropriate term. The importance
that the students accorded to finding the precs&\wuggests the role that the learning of the
correct terminology plays in their attempts at tigimg a professional image, one that is
sanctioned by the world of the clinic, since thesed doctors are tuned into the frequency of
a shared vocabulary (Lingard et al 2003). The @&hofovords and the plain and unambiguous
style of the medical file are also related to #utelr’s functional dimension: it is a document
meant to be read quickly and it should tell a starinear fashion, without the characteristic
embellishment of quotidian language. It revealsuaohanging past and a geography of the
patient’s body with its lesions situated in theefitr space of matter.

Since the file is the legal and formal documentaaf institution, it also confers
authority upon the student (Good 1993). Allow mieriaf digression. | was unaware of how
important it was for a student to feel as if he hathority, until the day that | saw one jump
for joy when, for the first time, she placed healsen a form soliciting a blood exam, which
she proudly showed to everyone. To return to tiee di further important aspect of it is that it
is produced for doctors: for other doctors who widk only make decisions based on what it
contains, but will also evaluate the student whoterit up. Even if, as | have already
mentioned, the method of evaluation was less forthah in curricular internships, |
witnessed many instances in which the preceptdwesdas student to redo the file. One doctor
in particular, who was always adamant about theomapce of this practice, often said: “all
of you will have to leave this place knowing howwote up a good file”.

This insistence was not only the whim of a paracwoctor, for it is necessary to
note that even though the aim of the file is toviie memory and a framework for the
patient’s condition, it is often poorly organizets, information being dispersed, lacking and
incomplete. This is not only the result of unintenal omissions, for there is something else
that the file lacks: complementary information abthe patient — information that can be
decisive to his treatment. The clearest and masian example of this concerns the use of
medication: whether the patient really takes thdnhe lies, and why he does not follow
prescriptions. None of this information is availalh files. Although it is relevant to the
discussion of cases, it is not registered, sindg tivat which was decided for the patient

makes it into the written document.



Neither is there a record of uncertainties. The lelpwocess of the appointment and
the discussion of a case is presented as fixedlartmined: what is the problem and what
procedures have been adopted. The type of reastrdhded to certain decisions is silenced,
allowing only for that which was decided. In sulisent consultations, this may result in
attempts at recovering the process through which gecisions were taken — an aim which
may not always be achievable. It is possible, f@neple, that the information contained in a
file does not make it clear what, exactly, madeesmme decide to submit a patient to surgery.
The absence of the decision-making processes finmditate that these are superfluous, since
it is believed that doctors posses a shared stécknowledge, which would make the
description of why a decision was taken unneces¥#rifing down what was decided should
suffice, for it is believed that practices are wneqgcal — which, in fact, they are not.

Files are repositories of facts that serve diffeymrposes, and they can be more or
less adequate or complete. The ideal model, howevdree of error and ambiguity, being
organized in a way that allows for the immediatognition of all that is relevant. It should
enable the case to be reconstructed in a cleaobjedtive manner, because it supposedly
contains an accurate representation of facts aedtevThis view of the file suggests a
conception of practical medicine that is transpgrenified and rational (Berg 1996). It
reveals, yet again, the objectification of the @aiti his description as a set of ailments,
organs, symptoms and pathological processes. Amaabgatient that, although reduced to
materiality, seems to lack substance.

The way in which consensus, calculi, exams, meidicgt and even reports of
symptoms appear in both case presentations anediicat files is often linked to claims of
objectivity and a corresponding resistance to velmnatconsidered to be subjective matters. It
is these aspects that | have sought to highliglarder to show how the idea that body and
disease are material realities is constructed &ctfme. My argument is not meant to claim,
however, that medicine is reduced to this, nor ithigt successful in separating the objective
from the subjective. What makes the actualizatibrthes split difficult is evident in the
practice of medicine, particularly when we considertain problematic patients (and there is
more than one way to be problematic). In thesescabere is no way of avoiding parallel
narratives, of seeking motives or specific situadithat can render the enigma (in the form of
a patient) intelligible (Souza 2004). The literatam the theme is filled with examples of the

impossibility of realizing the goal of complete egijification, neutrality and rationality.

Returning to the narrative and conclusion

In order to conclude the article, | will return tee case that | interrupted at the

beginning:



As Fabiana and Alberto continued to disagree intfad their patient, Dr. Tiago,
one of the preceptors, entered the room to disthusscase. He immediately
recognized the patient, and called her by her ndiegali, you're thinner,

looking very good. Stopped eatimpcotéandfeijoadd, have you...”.

He re-did the clinical examination, all the whilddaessing Fabiana, and also
having fun with the patient: “Maggie... this oneedgo eat some meatarajé
She would eat them more than she would sell tHerMagali laughed. Dr.
Thiago listened to the patient’'s heart rate, anehttaught Fabiana how to
organize what she heard: what needed to be obsérsedvhat came later and
how to check if the stethoscope was working. Sitinee exam also served for
teaching purposes, it went on for much longer tisural. But this does not mean
that the doctor treated the patient as a mere a=dg, model for the teaching of a
medical procedure. He told Fabiana: “Magali is s®edi to these types of
situations that she doesn’t mind being examinedstydents, isn’t that so
Maggie?”. The words were not so much an attemgletzribe the circumstances
in which they found themselves, and more of a pbegpatience from the one
who lent out her body and her time to the teacbingedicine. Magali remained
silent and resigned to her situation. Fabianah&rpart, paid no attention to the
exchanges between Dr. Tiago and Magali; she wagueg trying to master the
stethoscope, and had no time to learn how to grgiatEnt's attention at a

moment in which that patient is being treated astgect.

After the physical exam, the resident went to Dhia§o to clear his doubts
concerning the obstruction of Magali's arteriess IHply was: she has nothing,
she’'s fine. The resident explained his logic: sinbe exam showed up
homogenous, he thought that it could mean a compbstruction and that,
therefore, her state could be exceptionally seri@rs Thiago interrupted the
resident before he finished saying the word “sevipueferring instead to “her
problem”, without qualifying or naming it. Suddenlilberto became aware of
the patient. He turned to quickly glance at her toak note of her existence,
realizing that she was not only an exam resulthieateeded to interpret, but also
a person who sat beside him. He then repeatedubiy,gphrasing it in the terms

of Dr. Thiago. But his glance at the patient haty t/@en a momentary lapse, and

2 Translator's notemocotéand feijoada are particularly rich and fatty Brazilian stewshelr main
ingredients are the hooves of cows and buiedotd and black beans and a variety of cuts of pork
(feijoadq).

® Translator's noteacarajéis a Brazilian dish consisting of a dough whosénnmagredient is cowpea.
The dough is then fried in palm oil and garnisheth\whrimps and spices. It is a common dish in the
Brazilian northeastern state of Bahia, where d@fisn sold on the streets by women.



he soon returned to what interested him: to shaw liis reasoning concerning
the exam was correct. Dr. Thiago insisted that hewkthe case and that he
doubted that she actually had had a heart attaekeidt Magali on the prescribed
medication, comforted her, said that she was fime that she needed to take

daily walks, and then said goodbye.

In light of what has been discussed above, the thatythis event develops can lead
us to a range of conclusions. We can reaffirm sofehat is by now obvious, such as
medicine’s tendency towards becoming increasingbhnical and scientific, and how, in
practice, this process results in a commitmentbjeativity and neutrality. In general terms,
for those who practice clinical medicine, scieredasically an endeavour that involves the
use of reasoning in order to establish a diagnasi to find the appropriate drug to be
prescribed in each case — or, to be more exacippeopriate drug for a set of images and
laboratory exams, such as catheterizations, smgnéiphies and so on. This conclusion
suggests that doctors avoid risk, and situate tBk@s in a domain of certainty that is
guaranteed by exams which, it is believed, areabibge evidence and accurate descriptions of
the internal structures of the body (Schreiber 1997

Drugs, the main treatment strategy, are a parhe@fwide range of resources made
available by science and technology, and theircaffy has been established through
experiments carried out on thousands of peopleeSinis is the predominant conception, the
student is more concerned with learning how to avteke stethoscope than in being attentive
to the patient in order to bring her back into 8wene, as someone less impersonal and
passive. This objectification of the body appearbé¢ more crystallized in the resident, who
only for a short amount of time becomes aware lteais before a person. The preceptor,
however, who has been in the profession for some,tpossesses virtues and abilities that
are important to his practice, but which are igddsg his tutees, at least for the time being.

How, then, are students introduced to this wonhdl how do they learn to inhabit this
atmosphere? There are a series of factors thavew®sem in that direction. Belief in science,
in technology, and in the world as an aggregateatdral, objective facts — all of which are a
sign of our times — guide the student in what hié fimid in medicine. The learning process
furthermore privileges a view of the body and déseas being essentially biological and
material realities. This path ultimately takes Horhospitals and ambulatory units, where he
simultaneously acts as “doctor” and student.

His education then takes a new turn, since, cotdrbmvith real patients, he must
learn how to manage in practice his idea of objdygti body and disease, and to show his
instructors that he can understand the instrumérds are available for conducting an

appointment and for settling a case. Even though het fully responsible for the patient, the



student needs to be competent enough to report eédical terms, and to edit, in an
appropriate manner, the data that he collects,ragdus case in presentations and registering
itin a file.

Students elaborate the patient's profile in terthat tare adequate to scientific
conceptions: a purely biological body, a part ofchlis lesioned. The lesion is only concrete
and real when evidenced by exams that allow orkmosv what is going on inside the body.
With this knowledge it is possible to envisage atervention which is itself of a material
nature. Although medicine is not limited to this we have seen in the review of the
literature and in the way that Dr. Tiago dealt whils patient, medical training, in its more
explicit aspects, is primarily oriented towards emgpnal interactions with a patient who is,
through a specific process, destituted of his peakqualities.

The fact remains that this objectivity is itself canstruction that depends on
interpretative processes. This, however, remaingred up (at least in non-problematic
cases), and matters proceed as if exams — partyctiee more high-tech ones — or other
objectifying practices were a straightforward dggimn of the material reality of disease.
The medical student who takes his first stepsiimical practice tatters between this view and
one that admits that the interpreter elaboratesesdrat on what he sees (Joyce 2005;
Monteiro 2004). However, even in these cases, Hemk to constrain the perspectives on
disease, so as to assure that what is perceitbd @bject itself.

Attempts to eradicate all ambiguity, contingency human significance so as to
recognize and deal with the disease, is a parteaficine that is in tune with a more general
move towards a rationality based on calculationsun own culture (Gadamer 1996). The
danger in this bureaucratic trend is that thoséitiaki that are not reduced to instrumental
rationality, or which do not lend themselves toasolute explanation, but instead require
other forms of understanding (such as intuitiorgseeto be encouraged and become atrophied
by an excessive trust in the calculability of evienyg.

The exercise of medicine requires an understartiziggoes beyond calculations, but
the latter is becoming ever more present in climeadicine. There is nonetheless room for a
practice that may be conceived of as being ofietlgtpragmatic nature, geared towards the
physical dimensions of disease, but which also ehelsoother forms of understanding — an
understanding that recuperates something of thetemtial dimensions of the patient (even
though he proceeds to be objectified), and therehyses anonymity by prizing humour, a

consideration of lived dramas and the search fompticity.
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