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Abstract:  Lawrence says, “One is ill because one doesn’t live properly—can’t.  It’s the failure to live that makes one ill . . .” (Women in Love, 125)   This is exactly the sort of metaphor Sontag suggests we ought to reject, the sort of metaphor that blames and shames and stigmatizes the victim.    And yet Lawrence’s insightful “can’t” belies the cant Sontag struggles to get beyond.  Lawrence anticipates and insists that we look at something we are now calling “the social and economic determinants of health.”  Complexity science teaches us that illness has multiple determinants, and the author helps us understand determinants that aren’t easily reducible to biological causes.  


Lawrence makes a remarkably bold assertion about illness:  “One is ill because one doesn’t live properly.”  It is a comment Birkin makes with such casual indifference that one is tempted to dismiss it, yet it is made with such spontaneous confidence that it must be taken seriously.  Is it credible?  Does it capture something unique about Birkin’s experience of illness?  Is it generalizable beyond his particular situation?  Does the insight posited by Lawrence’s character transcend the understanding of early 20th century medical science?  And finally, I would like to ask; can 21st century science illuminate this extraordinary claim?


Birkin makes his comment in reflecting on his own unspecified illness.  Ursula comes upon him working on a boat.  She notices that he looks ill:  “He was very thin and hollow, with a ghastly look in his face.”


We are tempted to wonder at his illness.  As a physician, I am tempted to try to match symptoms to diagnosis.  Thin and hollow and a ghastly look suggest a chronic illness: it could be cancer, but probably a chronic infection.  Knowing Lawrence’s preoccupation with tuberculosis, TB could be presented here as emblematic of malaise in general.  


Ursula and Birkin’s conversation is telling, and Lawrence draws us into their world, their defiance of each other defying our attempts to maintain a stance of objective observation.


“’You’ve been ill, haven’t you?’ she asked, rather repulsed.” [Emphasis added]


“’Yes’, he replied coldly.”


Ursula inquires if the illness has made him frightened.

What of?” he asked.  “Whether one is really afraid of death, or not, I have never decided.  In one mood, not a bit, in another, very much.”  

Ursula presses him, reflecting an attitude that was and is common, but usually unspoken:

“But doesn’t it make you feel ashamed?  I think it makes one so ashamed, to be ill—illness is so terribly humiliating, don’t you think?”

“Maybe,” he said.  “Though one knows all the time one’s life isn’t really right, at the source.  That’s the humiliation.  I don’t see that the illness counts so much, after that.  One is ill because one doesn’t live properly—can’t.  It’s the failure to live that makes one ill, and humiliates one.”  

This is really quite a remarkable observation, remarkable in his perception of causality—one is ill because—and remarkable in his sense of the power of the individual, an almost grandiose egocentricity, relating his success or failure in life to the state of health.  It is also a statement remarkable for its empiricism, a view of reality based on experience.

At one level, Birkin is simply explaining to Ursula, something that usually doesn’t enter conversation.  Illness is humiliating, something too shameful to be spoken.  Ursula has crossed a social boundary by speaking words and revealing her hidden feelings, disgust.    Birkin does not deny this reality; he explains it.  

So the Hamlet question in Lawrence, to be or not to be in face of TB, is here given an ontological context.  One doesn’t get to choose one’s illness, but must chose whether or not to talk about it.  And if one is to talk about illness, with whom does one talk and how does one have that conversation?  Shakespeare’s character contemplates non-being in face of outrageous fortune.  Lawrence’s characters similarly struggle deliberately for self-determination when they are in fact repressed and socially constrained.  One doesn’t live properly because one can’t.  

Freud, writing about the same time, said something similar.  In one of his most important papers on psychoanalytic technique, “Remembering, Repeating and Working Thorough” (1915), Freud posited the repetition compulsion, the force that compels us to repeat what we don’t remember: can’t remember.  Freud’s answer was that we must remember and that we remember by talking about illness in a special kind of conversation, the kind of conversation created in psychoanalysis.  In psychoanalysis one is supposed to be able to talk about things too shameful to be spoken in ordinary society, and thereby be liberated from the constraints to make better choices.  

Susan Sontag opens her essay, Illness as Metaphor, with a fascinating metaphor.  She says, “Illness is the night-side of life, a more onerous citizenship.  Everyone who is born holds dual citizenship, in the kingdom of the well and the kingdom of the sick.  Although we all prefer to use only the good passport, sooner or later each of us is obliged, at least for a spell, to identify ourselves as citizens of that other place.” (p.3)

She helpfully draws close to Lawrence by identifying two illnesses in particular as illnesses whose metaphors are particularly unhelpful, tuberculosis and cancer, the latter an illness with which she lived for thirty years before finally succumbing. Of cancer, Sontag says, “Twelve years ago, when I became a cancer patient, what particularly enraged me—and distracted me from my own terror and despair at my doctors’ gloomy prognosis—was seeing how much the very reputation of this illness added to the suffering of those who have it.” (p 100).  

Ten years ago when I became a cancer patient, I too reflected on my experience and my understanding of illness.  Notably my first reaction on receiving the diagnosis was the desire to crawl under a rock. My body had betrayed me.  I (like most patients) felt as though I had somehow caused my illness. Perhaps I had improperly dispensed of anger, as many theories would suggest. Perhaps my mid-life marathoning had demanded too much of my body?  If given a choice of talking or not talking, my instinct at least initially was to hide and to withdraw from social discourse.  Perhaps my salvation was that for a professor who has made his life talking about illness, there is no place to hide.  

Sontag later writes about AIDS as another illness whose metaphors of causality draw us into the shame-blame-humiliation dynamics Lawrence called to our attention.  Similarly neurosis (once called neurasthenia), the whole realm of psychosomatic medicine, headaches, back pain, alcoholism, even depression, Post-Traumatic Stress Disorder, accident proneness, and many others, all swirl in a vortex of metaphors and causality, which complicate Sontag’s claim that “Illness [physical illness] is not a metaphor, and that the most truthful way of regarding illness-and the healthiest way of being ill-is one most purified of, most resistant to, metaphoric thinking.” 

Just last week one of my patients said something remarkably similar.   In her free associations she observed, “I feel ashamed about being depressed.  Being sick is our own fault.  It’s even worse to talk about it.  There’s something taboo about talking—almost like you weren’t supposed to get sick.  It’s not just mental illness, it’s anything, and I don’t understand where that idea comes from.”


Anthropologists have attempted binary distinctions between illness (what patients experience) and disease (patho-physiological abnormalities).  But these distinctions don’t hold up in face of the complex bio-psycho-social realities in which patients in families in communities experience their distress.  


The question, which both scientist and artist tackle, is the extent to which the individual patient can be responsible for his or her own illness.  It is a slightly different question than “Should be patient be blamed for his illness?” or even “Did the patient cause the illness?” or “Could the patient have avoided the illness by living better, more successfully?”  Or does society cause the illness?  Or does one just passively fall ill (or pregnant), like rain falls from the sky? 

Obviously this a complex but important nest of questions, and a branch of science has evolved to deal with such complexities.  It is called “complexity science”.  It is a significant development because it challenges the oh-so-successful—but incomplete –science it replaces, namely the reductionistic science that believed that illness could be reduced to a single cause.  Reductionistic science, the old biomedical model, doesn’t explain such subtleties because it doesn’t live successfully—can’t.   In its view, tuberculosis is caused by the tubercle bacillus, and AIDS is caused by the HIV virus.  What more do we need to know?  

Actually we need to know a great deal more.  We need to know, for example, why not everyone who is exposed to infectious agents becomes sick.  We need to know why in a world full of carcinogens not everyone gets cancer.  We need to know why some people respond to treatment and get better and some do not.  


I will state my answers to these questions, and then suggest several lines of “evidence” that may support the hypotheses.  I believe that in the early years of the twenty-first century we now are better able to understand the observations of early twentieth century writers like Lawrence and Freud.  


My first conclusion is this:  a modern understanding of the immune system helps us understand the balance of health and illness as an array of forces both internal and external to the organism, which in aggregate may tip the balance toward wellness or toward disease.  The branch of complexity science that deals with these interrelationships of the mind, body, and external environment is descriptively named psycho-neuro-immunology (PNI).  It may turn out not just to be a twig of the branch of medicine called complexity science, but one of the roots or even the trunk.  


My second conclusion is perhaps more controversial.  I believe that illnesses do not occur to individuals; they occur to communities.  The success or failure of living that relates to illness is not the fault or credit of a particular individual, but of the communities that individual inhabits.  


So far I have focused on the views of one author, Lawrence, in one book, Women in Love, in one conversation, in fact, one important word, “can’t”.  Now I would like to say a word about methodology.  Since we live in a time when politicians would like to repeal the Enlightenment, I believe we should be scrupulous about what we claim to know and what we accept as evidence.  In the remarks that follow, I am going to rely on what might be called a “narrative epistemology,” the evidence coming from the stories, from the context and from the relationships.  So I will try to suggest some relationships that I hope will make this hypothesis—the social determinants of health hypothesis—compelling.  I hope you will be convinced, as I have been, that Lawrence is not just speaking metaphorically, but about a deeper physiological reality.  


In the early days of the AIDS epidemic in the United States in the early 1980’s three groups were most affected:  male homosexuals, IV drug users, and hemophiliacs, who required frequent blood transfusions.  This epidemiology inevitably invited its own metaphors, often blaming the victims for causing their own illnesses.  But surely the hemophiliac children were innocent victims.  One family had five sons, all with hemophilia, all of whom developed HIV/AIDS.  The oldest son was speaking about his illness at his church and was asked, “Do you feel you are being tested?”  The prejudice reflected in this question is an old one.  People suffer because they deserve to.  In the Biblical story of Job, Job’s friends assume that he has done something bad for which he was being punished.  Many people might be angered or embarrassed by such a pointed (and ignorant) question.  This boy answered with a calm equanimity:  “Perhaps the congregation is being tested.”  


All five of those boys subsequently died, as did most hemophiliacs of that generation.  One who survived was a medical school classmate of mine, who recognized early on, what public health officials were slow to recognize, that there was something transmitted in the blood supply.  He asked friends whom he trusted to donate blood that would be put aside for his transfusions.  None of our local hospitals would cooperate with this scheme, so it was necessary to drive to a neighboring city every few weeks to donate blood.  


These two stories taken together say something important about “community”. The assumptions of the first community were prejudicial, a pre-judgment of those with the illness.  The second community was able to respond with more practical support. While the HIV/AIDS epidemic has been devastating on communities, communities have an important role to play in battling the disease and its multiple impacts.  


In face of a humanitarian crisis, such as an epidemic, a natural disaster, or a man-made disaster, it is important to get the moral tone right.  This is perhaps the most difficult level of complexity that confronts us.  So it is not surprising that Sontag would turn to AIDS, an illness unprecedented in its textured metaphors:  the new plague, a scourge.  And in the case of the African epidemic, we add the metaphors of colonialism, primitivism, tribalism, and the Dark Continent.  One is ill because one doesn’t live well-can’t.  

I was particularly interested last year to be invited to a conference in Johannesburg on the Role of Communities in HIV/AIDS, which specifically requested papers on PNI (Psycho-neuro-immunology).  As I prepared my remarks I worried—and my medical students challenged me—that suggesting it might be important to attend to psycho-social concerns might undermine efforts to provide anti-retroviral therapies.  But when I got to South Africa (and especially Botswana, which has the highest HIV incidence in the world, nearly 40%), it all made sense in an African context.   It was not at all about biological fatalism or waiting for the West.  It was about colonialism and tribalism and community.  It was about taking care of oneself, nutrition, knowing one’s HIV status and valuing it, empowerment of women, reproductive self-determination, AIDS orphans and how to care for them, coming together as communities and talking about what is going on, and planning for the future.  It was more about hope than despair.  We could say it was about creating new metaphors.   


There are several lines of “evidence” I can only mention in passing.  


Time does not permit elaborating the biochemistry of the immune system except to note it.  I should also mention an important and compelling body of research, which does statistically analyze large populations, Robert Putnam’s Bowling Alone thesis, in which he analyzes something he calls “social capital,” the extent to which communities respond to the needs of their members.  He compares all of the United States and subsequent research in industrialized nations, United Kingdom, Germany, Japan, and Australia, confirm his findings that none of us do as well as we used to, but individuals fare better in terms of health, education, life expectancy, and social well being in communities that organize to support individuals.  


Social capital operates though psychological and biological processes to improve individuals’ lives.


People whose lives are rich in social capital cope better with traumas and fight illness more effectively.  


Notable in my experience was the Indian response to the tsunami of Dec, 2004, in which government and NGO teams responded immediately (within 24 hours) to the needs of communities with not only physical relief but also psycho-social training programs.  This contrasts starkly with Hurricane Katrina, which hit the US Gulf Coast the following year, for which there has yet to be an organized relief response!


Let me offer some historical and literary examples, which are equally compelling, perhaps more so because of the candor of their un-theoretical descriptions.  Twenty-five hundred years ago, Thucydides observed that at the time of the Peloponnesian Wars, citizens of Athens were suddenly overcome by an outbreak of the plague:  “As for what is called honour, no one showed himself willing to abide by its laws, so doubtful was it whether one would survive to enjoy the name for it . . .  No fear of god or law of man had a restraining influence.  As for the gods, it seemed not to matter whether one worshipped them or not, when one saw the good and the bad dying indiscriminately.  As for offenses against human law, no one expected to live long enough to be brought to trail and punished.” (p 135)   Our modern theories help us appreciate that war is a time of stress accompanied by immunological vulnerabilities, and we are now prepared to recognize Post-Traumatic Stress Disorders in veterans of these wars.  Where Lawrence saw a malaise in the Great War, and Thucydides saw the coincidence (if not causality) of war, plague, and the breakdown of the social order with lawlessness, hedonism, and fatalism, we may attentive to similar comparisons in our current Not-So-Great War.  

What impressed me most—medically and socially-- on a recent lecture trip to Iraq (Kurdistan) was the extent to which civilians (as well as the military) are suffering from PTSD or what I think would better be called OTSD (On-going Traumatic Stress Disorder).   A famous Viennese psychiatrist (not Sigmund Freud) observed that everyone in Iraq is depressed.  My observations were that nearly everyone was stressed with psychosomatic manifestations:  headaches, gastrointestinal disturbances, dermatological conditions, heart symptoms, and premature cardiac death.  


In many ways our current epidemics are much like the plague of the European Middle Ages.  Here I am speaking metaphorically, of course, to be very mindful of how easily we slip into metaphor, using the symbol to stand for a reality which perhaps we would prefer not to look at too exactly:  Old Plague as analogy of New Plague.  The very magnitude of both plagues initially overwhelmed creative and reasoned approaches to dealing with them and cast a shadows of fear and devastation.  Boccaccio describes in his Decameron the situation when the plague hit Florence in the 1300s.  People died in droves, and those who were well enough fled the city.  The situation he describes for the sufferers was one of “lack of due attendance to the sick”.  They were abandoned. No one attended to them.  No one fed them or provided water.  Most died in a matter of days, the natural course of dehydration and starvation even without infection.  We could say that their community failed them; they lacked sufficient social capital, even that they lacked love.  Fear overcame care.    


By contrast Daniel DeFoe describes conditions of the Plague Year in London (1664-65).  Still before the germ theory was well understood, doctors established a “plague house” where people were cared for humanely, with proper attention to their needs, adequate nutrition, and reasonable cleanliness.  While tens of thousands died in London that year, no one died in the plague house.  


We may pride ourselves that our current state of knowledge is so far advanced scientifically that we now have tools to battle our current plagues, but biological responses, the moral imperative of the international community, are by themselves not enough.  The metaphors belie the reality.  The social response in the twentieth century has been much like that in the thirteenth and seventeenth—denial and running away.  And therein lies both the challenge—and the opportunity.  Only by facing the truth unadorned by metaphor, can we make a different response.  
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