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Abstract:

The subspecialty of literature and medicine is significant, not only as a supplement to
an education in biomedicine and science, but also as a serious engagement in the pursuit
of humane feeling essential in the cultivation of health professionals. I aim to convince
the instructors of medicine and health care in Japan that incorporating a program of
literature and medicine in their curricula is important to create health professionals
endowed with skills of narrative analysis and interpretation, and other essential qualities
required in the practitioner-patient relationship, such as empathy, moral imagination, and
ethical reflection. In Part I, I outline the emergence and development of literature and
medicine in the United States and initiate Japanese faculty into the historical necessity of
the birth of the subspecialty and the therapeutic effect of reading texts of literature for the
well-being of future clinicians. Another objective of my dissertation is to demonstrate to
the scholars of literature and medicine in the United States the importance of cultural
diversity in the selection of reading materials. Cross-cultural sensitivity has been one of
the most urgent issues in the practice of medicine, health care, and bioethics. Part II is so
crafted that Japanese educators may note the possibility of their literary tradition serving
to expose their students to opportunities for moral inquiry and deliberation. Reading
Japanese works of literature with topics that deeply concern the human condition may
work for Western audiences as an enrichment program of cultural awareness and literacy.
Part III offers my model programs for an international collaboration in literature and
medicine. I have selected nine pairs of Western and Japanese texts of literature and
illness narrative. This part also works as an advanced course of English comprehension
for Japanese students. By reading each combination of works that have a common
theme, one can be aware of differences in ways medical and ethical issues, such as
autonomy and decision making, are addressed in another culture and can acknowledge
universally compelling human suffering in the descriptions of pain, illness, aging,
relationships, caring, and dying and death.
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Introduction

“Literature and medicine is not taught in Japanese medical schools.” That was the

unanimous answer I received when I made informal inquiries of a few physician and

instructor acquaintances at the end of 2005 as to whether literature was used as part of

medical education in my home country, Japan. All the replies suggested that no school of

medicine had an official course teaching literature and medicine or using literary

materials.

However, in the beginning of 2010, when I conducted a Web-site search of syllabi in

approximately one hundred medical/nursing/health-care schools in Japan for the purpose

of confirming the above responses, I found that, at least in two schools, there are courses

titled in so many words “literature and medicine.” In Japan, medical education, which

usually consists of six-year programs, comes immediately after high school as a

combination of undergraduate and graduate-level courses. Almost every Japanese

medical school has two faculties or departments: a school of medicine and a school of

nursing or health care. Many have a third department of medical technology. These

three schools have completely different teaching systems. Therefore, the number of

syllabi I looked over is far greater than the actual number of medical schools in Japan.

Plus, not all schools have their syllabi available to external visitors of their Web sites.

That might mean that there are more courses in literature and medicine actually offered in

Japanese schools of medicine and health care than I was able to find.

Another discovery from course contents available to the outsider is that even if not

under the course title of literature and medicine, some instructors teach literary texts with
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medical themes or topics. Some subthemes of courses are titled “health care and

literature.” This discovery may not be a novel one at all because the act of reading a

narrative is a natural human activity and literary texts are full of the human condition. It

is not in the least surprising that literature is utilized as a teaching material for medical

and nursing students. I thought of trying to do a formal e-mail survey of Japanese deans,

but I was unable to find contact information. Therefore, in this dissertation project, my

information about the educational offerings of medical/nursing/health-care schools is

limited to what was accessible on the official Web site of each institution in Japan.

It is probable that more than a few Japanese medical schools have taken up teaching

literature during the five years between 2005 and 2010. However, more likely, the fairly

great discrepancy in recognition of the existence of courses in literature and medicine

suggests that the subspecialty does not yet have an established status in medical or health-

care education in Japan. Web constructions of offered courses are different from institute

to institute. In practically all institutes, medical education consists of two levels: basic

science and clinical medicine. Some schools include electives such as philosophy,

history, and literature in the basic part. Among them, in quite a few schools literature is

not offered at all. In others, electives from the humanities are not exhibited in the

construction of basic medicine. One needs to go to other links to see what courses are

offered in general education. Electives in humanities subjects are sometimes offered

along with nonmedical sciences such as biology, chemistry, and physics. Oftentimes, in

these attached course descriptions, I found a list of reading materials for literature. It

seems to be up to each school how the humanities courses are classified. The division

that teaches nonmedical subjects is called by diverse names, such as general education,
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liberal arts, human sciences, liberal arts and sciences, across-the-university common

courses, and so on. Literature is offered as one of the electives for the first- and/or

second-year students of medical schools. In the third year onward through the sixth year,

when students study clinical medicine, few humanities courses are given except medical

English, which is taught in some schools. In short, despite the fact that literature has

been actually taught, the visibility of literature and medicine still remains quite low in the

teaching settings of medicine and health care in Japan.

The initial reaction or assumption I got anecdotally five years ago that literature and

medicine is unheard of has two possible explanations. One is that, in fact, only a few

universities have courses of literature that are designated as such. The other is a self-

evident fact that, even without declaring or launching a new subspecialty of literature and

medicine, literature or language courses in medical schools have been using literary texts

of illness representations or of medical or ethical subject matters. In the few courses

called literature and medicine, I found that contemporary Japanese authors I discuss or

mention in my dissertation were included in the reading material. Those were physician-

writers such as Nagi Keishi and Watanabe Jun’ichi and non-physician-authors such as Ōe 

Kenzaburō, Yoshimura Akira, and Ogino Anna. 

The second explanation may be plausible when I take into account the fact that almost

every single statement or message by the dean located at the top of the Web site of each

medical school indicates its mission to develop physicians endowed with scientific and

technical expertise, clinical skills, responsibility, dedication, and professionalism, and

rich humanity and humanism.
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The phrase medical humanities is still susceptible to misconstruction in the context of

Japanese medical education. In some schools, medical humanities actually refers to

medical anthropology. Forcibly unifying the terminologies across all the medical

institutes in Japan would violate against the autonomy of each organization of education.

From an optimistic point of view, a lack of unity in terminology for the humanities and

literature and medicine in Japan could be taken as a reflection of allowance for the

originality and creativity of each instructor in the crafting of each course. Nevertheless, I

believe that the contribution, both past and future, of professionals of literary studies to

medical and health-care education should be recognized under the name of literature and

medicine and hope that this subspecialty will be an essential part of the development of

health professionals.

Will it ever be possible to get the teaching program of literature and medicine

recognized as an indispensible part of medical/health-care education in more than just a

handful of schools in Japan? Can someone help get literature and medicine

acknowledged not just as the name of another course but as an established subspecialty?

And could that someone be me? These questions have been the incentive for my

dissertation project. Furthermore, as someone with a literary background, I do not

believe one can simply depend on the matter-of-course nature of using literary texts in

medical education. Even before the emergence of contemporary bioethics and health-

care ethics, medical doctors used to observe the do-no-harm principle for the best

interests of the patients. However, changes in medical science and technology and

changes in the patients’ awareness did come to need a new form of medical ethics. This

new dimension of health-care ethics is not a finished product; it continues to need studies,
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research, debates, and deliberation about practicing medicine and health care to better

serve people in a rapidly changing and globalizing world. Similarly, I think one should

make endeavors to have literary studies updated and elaborated to suit the ever-

complicated reality and meet the demand in the cultivation of health-care professionals.

My project is a manifestation of this aspiration.

Here, I need to return to the radical question as to what literature and medicine means.

“Why literature and medicine?” is an expected question from audiences who are not

familiar or comfortable with this set of terms. Could literature and medicine be defined

as literature about medicine, that is, literary works that deal with medical themes?

Medical themes can be very broad from a narrow sense of medical practice to characters

engaged in medicine, from a specific illness or an epidemic to pain and suffering.

Suffering itself could cover an infinite number of subthemes that have existed in what

human beings have been writing since eons ago. Could this category of texts be

rephrased as “medicine in literature”? Literature and medicine may depend on how one

sheds light upon “medicine.” As literature can be seen as a human activity of recording

texts by engraving on tablets, writing on papyrus, printing on paper, and publishing

electronically, medicine could be conceived as an amorphous entity that engulfs

everything related to humanity. Thus, literature and medicine inevitably invites inquiries

about its definition and identity. In my dissertation, I prescribe literature and medicine as

a program of teaching literature crafted for the education of individuals or groups

engaged in medicine and health care, and of those engaged in the humanities who are

interested in medicine and health care. Furthermore, through the dissertation, I want to

demonstrate that literature and medicine is an engaging moral commitment.
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Literature and medicine is a subspecialty that was born in the 1970s in the United

States.
1

Since then, programs of literature and medicine have developed and prospered in

the past four decades as a part of the medical humanities. Literature is not the only

discipline that stepped forward to cooperate with medical science and deliberate about the

problems that the education and practice of medicine were facing. Nor was it the first.

All disciplines in the humanities, such as philosophy, ethics, history, and religious

studies, are mutually informing and enhancing in medical humanities in not only their

original rationales but also the expansion of their boundaries to accommodate themselves

to the contemporary needs in medicine, health-care ethics, and human existence. The

disciplines of the medical humanities are designed for students in medicine, nursing, and

allied-health sciences, for health-care providers, and for scholars and practitioners of

bioethics including health-care ethics. The medical humanities are now widely

recognized all over the United States, adopted into the curricula of schools of medicine

and institutes of higher education, and taught in both graduate programs and

undergraduate programs.
2

In the United States, students who have completed

undergraduate education enter medical schools, although medical education is still called

undergraduate. Because of the graduate status of medical education in the United States,

unlike the undergraduate level of Japanese medical schools, programs of medical

1
Kathryn Montgomery Hunter, Rita Charon, and John L. Coulehan, “The Study of Literature in Medical

Education,” Academic Medicine 70, no. 9 (September 1995): 787; Anne Hunsaker Hawkins and Marilyn
Chandler McEntyre, “Introduction: Teaching Literature and Medicine: A Retrospective and a Rationale,” in
Teaching Literature and Medicine, ed. Anne Hunsaker Hawkins and Marilyn Chandler McEntyre (New
York, NY: Modern Language Association of America, 2000), 4; and M. Faith McLellan and Anne Hudson
Jones, “Why Literature and Medicine?” Lancet 348, no. 9020 (July 13, 1996): 109.

2
Hawkins and McEntyre, “Introduction: Teaching Literature and Medicine,” 9.
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humanities accordingly began at the graduate level. There are now increasingly more

medical humanities programs at undergraduate colleges and universities in the United

States.

It may not be certain that American methods are adaptable for other countries.

Whereas medicine is taught as graduate education in the United States, medical education

in Japan and England is given at the undergraduate level. Perhaps even more than

American students who have had diverse experiences in nonmedical disciplines as

undergraduates, medical students in Japan may need basic and intensive education that

takes advantage of the heritage from humanities and liberal arts. Because of the

difference in the mental maturity of students, different approaches may need to be taken.

Yet despite these differences, the subjects of the medical humanities are now taught not

only in the United States but also in Australia, Britain, Canada, Europe, and Asian areas

such as China, Hong Kong, and Korea.
3

It is high time that Japanese educators of

medicine and humanities opened their eyes to the subspecialty of literature and medicine

as a formal program that should be incorporated in their teaching contexts.

In countries where Western-style medicine and health care are practiced, the split

between bioscience and human needs has been a serious problem. Japan is one of those

countries. Literature and medicine is essential to reuniting the once integrated areas of

science and humanities. Japanese schools of medicine and institutes of higher education

can benefit from having official curricula of literature and medicine. For this purpose, I

3
From the information I received from attending the Second Annual Medical Humanities Week that

took place in Beijing, China, in October 2009, literature and medicine is not yet taught as a separate course
in Asian nations. For more information about the medical humanities in East Asian countries, see Centre
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hope to reorient the Japanese medical community’s attitude toward literature. Japanese

literature has two thousand years of tradition, during which it has been addressing the

human condition in nuanced and particularized fashions. I will reinterpret selected texts

of Japanese literature from the contemporary perspectives of bioethics and medical

humanities. Japanese medical practitioners and instructors can have dialogical

conversations with texts of their cultural heritage they have not read or read only for

diversion and, thereby, become adept in the reflective thinking that is required to

accommodate their clinical practice to humanistic and ethical conflicts and dilemmas.

In Japan, if literature and medicine is recognized at all, it is mainly as a tool with

which to do bioethics better. The education of bioethics in Japan is said to lag behind

that in the United States by more than twenty years.
4

As far as I find on the syllabi of

Japanese medical schools available on their Web sites, compared with traditional

humanities subjects, bioethics, usually called seimei-rinri (literally meaning life ethics), is

fairly visible in the course syllabi of medical schools in Japan because it is often included

in basic or preclinical education of medicine. Bioethics was first introduced to Japan

with the 1974 translation of Van Rensselaer Potter’s Bioethics (1971).
5

The word

bioethics was first translated as seimei-rinri (literally meaning life ethics) by Kiyoshi

for the Humanities and Medicine, the University of Hong Kong, the East Asian Medical Humanities
Network, http://www.chm.hku.hk/medical_humanities_network.html (accessed March 22, 2011).

4
 Toshitaka Adachi and Tomoko Adachi, “Baioeshikkusu-Kyōiku no Riron to Jissen [Theory and 

Practice of Bioethical Education],” in Iryō-Rinrigaku [Bioethics and Medical Ethics], ed. Masami
Maruyama (Tokyo, Japan: Chūō-Houki,  2004), 173. 

5
Takashi Tsuchiya, “Introduction: ‘Bioethics,’ ‘Baioeshikkusu,’ and ‘Seimei-Rinri,’ and ‘Seimei-Rinri-

gaku’—Who, When, and How,” in Iryō-Rinrigaku [Bioethics and Medical Ethics], ed. Masami Maruyama
(Tokyo, Japan: Chūō-Houki,  2004), 16. 
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Aoki of Sophia (known as Jōchi in Japan) University, which was founded by the Society 

of Jesus, as Georgetown University was.
6

Since around 1975, Sophia University had

been preparing for the establishment of the Institute for Life Sciences and a new graduate

program of biosciences. Aoki coined the Japanese term seimei-rinri because the Ministry

of Education did not accept the phonetic translation of bioethics—baioeshikkusu.
7

With

the publication of the Encyclopedia of Bioethics by the Kennedy Institute, there emerged

a recognition of bioethics as an independent academic field, followed around 1979 by a

subsequent movement to import it to Japan.
8

The lawyer and professor at the Faculty of

Human Sciences of Waseda University, Kimura Rihito, who joined the Kennedy Institute

in 1980 and initiated the introduction and dissemination of bioethics in Japan, emphasizes

that bioethics was born in the 1960s in the United States under the strong influence of the

civil rights movement and human rights movement. Therefore, Kimura argues that

bioethics concerns itself not only with health care and medicine but also with all that

encompasses “bios (life, living things, and daily life).”
9

The media in Japan began to use

the word seimei-rinri, which became known among the public in 1985, as the legislation

of transplantation from brain-dead patients came to be examined and the Ministry of

Welfare published the criteria for brain-death evaluation.
10

There were mainly two

6
Ibid.

7
Ibid.

8
Ibid.

9
Ibid., 17. My English paraphrase.

10
Ibid., 17-18.
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directions in Japan to examine and introduce bioethics from the United States from

objective perspectives. One is analysis from the perspective of the history of science.

Scholars who take this stance call into question the systematic nature of bioethics as an

academic field and view bioethics as a comprehensive term for a cluster of problems for

medicine and health care engendered by contemporary science and technology. The

other direction is the Japanese translation of the basic literature of bioethics from the

West. In the 1980s and onward, there has been in-depth research on bioethics drawn

from the literature from Western countries. Following the 1982 foundation of the ethics

committee at the Medical School of Tokushima University, other medical schools

developed ethics committees.
11

Nevertheless, in 1989, the philosopher Tsukazaki Satoshi

observed that philosophers and ethicists were falling behind in bioethical research in

Japan.
12

The year 1988 saw the foundation of two nation-wide organizations: the

Japanese Association for Bioethics and the Research Council for Bioethics.
13

Two of the

few degreed scholars of medical humanities in Japan, Adachi Toshitaka and Adachi

Tomoko, have introduced the medical humanities as a program in which the education of

bioethics is conducted comprehensively by means of the principles approach, which is

essential in cultivating the awareness of ethical problems in health care and the ethical

deduction and analysis, and the narrative approach, which is suitable for nurturing

11
 Satoshi Tsukazaki, “Jo: Sentan-Iryō-Gijutsu ga Motarashita Rinriteki Kadai [Introduction: Ethical 

Problems Brought about by Up-to-Date Medical Technology],” in Seimei-Rinri no Genzai [Bioethics As It
Is], ed. Satoshi Tsukazaki and Naoki Kamo (Kyoto, Japan: Sekaishiso-sha, 1989), 4.

12
Ibid..

13
Tsuchiya, 18.
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personal qualities and attitudes and empathizing with and understanding the patient’s

perspective. Although they acknowledge that it might be seen as unrealistic by Japanese

educators of medicine and bioethics, they emphasize the program of medical humanities

as a model of bioethical education at a time when “the importance of bioethical education

is intensely advocated.”
14

Taking into account the situation of bioethics in Japan, I may

as well admit that teaching the medical humanities in Japan should start as a tool for the

education of bioethics. However, my argument throughout my dissertation project is that

literature has much more to offer in the contexts of medical and health-care education.

Literature and medicine should eventually serve the education of students and

professionals as a self-standing subspecialty.

On the one hand, scholars of literature have been intrigued by somatic, psychological,

and medical themes and have published research articles about medical subjects in

literary works.
15

On the other hand, the deans of Japanese health-care institutes refer to

the cultivation of humanity and humanism as one of the essential objectives in the

education of their students. There is nothing in the way of the collaboration of these two

disciplines—literature and medicine—in the educational settings of Japanese health care.

My dissertation invites medical faculties in Japan to, first, appreciate the richness and

deepness of the subspecialty acknowledged in schools in the United States and other

countries. Today, not only residents but also seasoned physicians have a hard time

coping with patients’ pain, suffering, and death, and they find it necessary to learn ways

14
Adachi and Adachi, 173. My translation.

15
As one example, see Hisao Ishizuka, “Enlightening the Fibre-Woven Body: William Blake and

Eighteenth-century Fibre Medicine,” Literature and Medicine 25, no. 1 (Spring 2006): 72-92.
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to address the human condition. In order to treat patients not as cases but as persons,

health-care providers need to incorporate humanistic quests as part of their training in

clinical practice. Second, my project will help open their eyes to the heritage of

literature, Japanese or foreign, that will function as an inexhaustible source for materials

that help students understand ethical topics and reflect on the radical phases of life, death,

and all the suffering in between. Third, professors of medical/health-care institutes,

where English is a required course in basic education in the first and second years and

medical English is also required in the third and fourth years, should be aware that

language education and literature should never be mutually exclusive.
16

My project thus

answers the needs in Japanese medical education of creating good health-care providers

and in literary education of cultivating scholars with a keener commitment to society and

an awareness of human reality.

Traditionally, clinical practice in Japan has been far more paternalistic than in the

United States. Patients used to be submissive recipients of medical professionals’

diagnoses, batteries of tests, and treatments; shared decision making was not part of

clinical practice. Truth telling used to be a taboo, especially in the case of cancer

patients. The prevailing climate of nondisclosure has been dramatically changing,

however, with a strengthened sense of patient autonomy and informed consent. Now, in

general, both the provider and the patient expect truth to be disclosed so that they can

reach agreements about choices of treatments, goals of quality of life, withdrawal of

16
As far as I see in the course contents available on the Web sites of each institute, many instructors of

the English language adopt literary texts, often with medical themes, to teach their students. It is only
natural because language never exits in a void. Medical students will be interested in learning their
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aggressive treatments, and so on. As I briefly wrote above, the change owes much to the

influences from American health-care ethics. Bioethics has gained some footing in

academia and health care in Japan mainly by its introduction from the United States.

Literature and medicine could be more systematically introduced into medical and

humanities education in Japan if faculties and professionals have opportunities to be

exposed to models from American schools.

I also think this project will be of benefit in expanding the diversity of the programs of

literature and medicine and enhancing cultural literacy of courses of health-care ethics in

the United States. In other disciplines of medical humanities, such as philosophy,

history, religious studies, and ethics, different cultures have been extensively researched

and actively taken advantage of for materials instrumental in widening the spectrum of

each discipline and enriching intercultural communication. It is the non-Western medical

humanist’s obligation to introduce works of her culture into the programs of literature

and medicine in the United States. In this respect of transcultural dialogue as well, my

project will make contributions.

As for the methodology in this dissertation, I used traditional humanities research

methods and scholarship. I did close readings and analyses of the source texts in order to

make interpretations and evaluations of the applicability of the texts as potential teaching

materials for Japanese medical education.

My dissertation consists of three parts, with three chapters in each part—that is,

nine chapters in total. In Part I: “Literature and Medicine: The Subspecialty in the

profession’s phrases and expressions from narratives of illness or physician-writers’ works rather than
merely cramming themselves with medical terminology.
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Western Tradition,” I write about literature and medicine from Western culture.

Therefore, I neither include the situations of Japanese medical education nor refer

extensively to Japanese authors or works. Instead, at the end of each chapter, I briefly

mention Japanese constructions of the chapter topic and suggest some ways to

incorporate, or be inspired from, what I have discussed in the main text of the chapter.

The first chapter of Part I, “The Resuscitation of Apollo: Literature and Medicine,” is

composed of three sections: “The Emergence of Literature and Medicine”; “The

Evolution of Literature and Medicine”; and “The Future of Literature and Medicine.”

The three sections offer a review of the path literature and medicine has taken, of the

significance of this new subspecialty in the medical humanities for medical education

mainly in the United States, and of the prospect of the subspecialty for the future. I

mention major themes taught in American courses of literature and medicine and discuss

how literature and medicine has become essential to cultivating the diagnostic abilities,

empathic capabilities, and self-knowledge of medical students. The objective of this

chapter is to demonstrate how the instructors of literature and medicine succeeded in

having medical faculties acknowledge the close connection between literature and

medicine in Western culture. As the chapter title suggests, the main focus is placed on

the original affinity of science and humanities, embodied by Apollo, in the pursuit of the

truth; the way the reunion of sciences and humanities was achieved; and how the process

and rationale will serve as a model for Japanese education in biomedical sciences and

traditional humanities.

In chapters 2 and 3, to avoid their becoming an overarching list of major works of

literature and comments about them, I selected topics that may interest Japanese
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audiences and, at the same time, will work as foundations for the future of this

subspecialty in Japan. Chapter 2, “François Rabelais: Founding Father of the Physician-

Author Heritage,” takes a look at the work of one of the West’s earliest physician-

authors, François Rabelais, who is the originator and founder of the medical humanities,

the subspecialty of literature and medicine, and the heritage of physician-writers in

Western literature. I attach such importance to Rabelais because I believe that some

knowledge about Renaissance humanism, intelligence, and human-centered visions is

vital in the education of professionals in the art of healing. The way Rabelais captures

the human in body, mind, and soul is more or less traced in the writings of those who not

only observe and write about, but also touch and probe the body and mind of human

beings. Then I discuss Samuel Shem, the author of The House of God, as a contemporary

physician-writer who has most legitimately inherited the legacy of Rabelais.

Under the title of “The Impaired Physician: Moral Paralysis and Catharsis,” chapter 3

considers a unique part of the physician-author’s legacy, that is, literary representations

of physicians who deviate from medical ethics and professionalism. In narratives by

physician-authors from Hungary, Russia, and the United States, I investigate literary

representations of medical doctors whose knowledge, skills, and practice are severely

damaged by their habitual dependence on the use of alcohol and other drugs. This

chapter will serve the purposes of students’ and clinicians’ self-examination, cultivation,

and reflection, and, therefore, be most educational, in the strict sense of the word,

intended for the very well-being, physical and emotional, of student doctors and full-

fledged physicians so that they may realize the real-life dangers of addiction, the pitfalls
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of their professional pride and prestige, and the difficulty of curing medical doctors of

their problems of substance abuse.

Part II is titled “Literature and Medicine: Themes from Modern Japanese Literature.”

Modern in this context refers to the time since the nation renounced its seclusion policy

in the mid-nineteenth century and opened itself to the rest of the world. While Japanese

classics offer a powerful source of artistic representations of mortality, transience, and

demise, many modern Japanese authors have written about their illness experience in the

forms of fiction, poetry, or essays. I investigate modern Japanese literary works with

themes proper to Japanese climate, society, and culture, as potential texts for bioethical

and medical humanistic perspectives, and explore their applicability as texts of literature

and medicine for Japanese audiences and medicine and, as texts of cultural studies for

non-Japanese audiences. As I do in Part I for Japanese audiences, I add a brief part

intended for American audiences at the close of each chapter. I show some suggestions

or questions as to how to use the Japanese texts in American settings of teaching

literature and medicine.

In chapter 4, “Ars Moriendi: Tuberculosis Narratives,” I investigate narratives of

tuberculosis, which was called the Japanese national disease through the mid-twentieth

century. The epidemic of the then fatal disease gave rise to many works of literature by

Japanese authors, some of whom died of the illness and some of whom cared for their

loved ones suffering from it. In one sense, these narratives served as ars moriendi, the art

of dying that teaches people how to remember death and face dying gracefully. Some

authors actively took advantage of the aesthetic images attached to the illness.

Traditionally, literature used to reflect the Japanese frame of mind that held death as a
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familiar topic. The tuberculosis narratives around the turn of the nineteenth to the

twentieth century carry a sense of the proximity of death permeating their lines and serve

as model writings of the art of dying. To read them will work as education in death for

health-care professionals, whose primary obligation is considered to be to fight death and

preserve life.

Chapter 5, “Trauma Memory: Atomic-Bomb Narratives,” provides a view of Atomic-

bomb narratives as a deliberation on mass disaster and its ethical conditions. As Western

society has found its obligation to give voice to Holocaust survivors as witnesses to one

of the most tragic events in human history, Japanese literature and medicine would be

incomplete if it disregarded the narratives from the first atomic bombs dropped upon

humankind. One of the foci of this chapter is to see, under the heading of “Trauma and

Narrative,” how Trauma Studies has been forming itself as a cross-disciplinary field of

studies to better serve the victims of disaster, catastrophe, and traumatic experiences.

The second focus is to explore, in the section “Witnesses from Hiroshima and Nagasaki,”

how the narrative approach in Trauma Studies could be applied to the literary

representation of the Atomic-bomb experience as an educational program for health

students. I re-interpret Hiroshima and Nagasaki narratives from the perspectives of

massive injury; senses of futility, chaos, and despair in the time of no resources; and

health-care providers’ obligation to treat and care for the victimized. Professionals at any

time must be aware what obligations they have in mass disasters and what limitations

they face. I also consider whether the theories of pathography developed in the United

States, such as those by Anne Hunsaker Hawkins and Arthur Frank, will be applicable to
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these Japanese narratives or whether narratives of illness from a certain culture need their

own theoretical interpretations.

     In chapter 6, “Empathy: Narratives of the Retarded by Ōe Kenzaburō,” I explore 

representations of the mentally disabled. Unfortunately, it has to be said that mentally

and/or physically disabled individuals are extremely underrepresented and unrecognized

in Japanese society when compared to those in the United States or other Western

countries.  Ōe’s Hikari narratives about his real-life son are rare literary representations 

about mental disability with power and beauty. For medical students to read full-length

and often dense novels by Ōe might not be practical. But excerpts from some of his 

works, arranged in chronological order and informed by the theologian-ethicist William

May’s insight, would serve well as texts that will engage readers in the issue of empathy.

If there is something that health professionals can learn from the Hikari narratives, it may

be that empathy is a thing that one can learn to attain.

Part III: “East Meets West in Literature and Medicine: Reading Models” works as a

synthesis. This part has three chapters, each of which has three sections. In each section I

discuss a pair of Western and Japanese texts and narratives of illness by novelists, poets,

and essayists in parallel. Since this part is not an exhaustive study of texts for literature

and medicine, I must admit that many vital issues of literature and medicine and health-

care ethics are left uncovered here. I have selected the nine sets of texts for their affinity

in theme and similarities or differences in each text’s approach to the ethical and moral

subjects and the compatibility as potential material for classroom discussion and

deliberation. This part of my project should also work as a model for intermediate or

advanced-level courses of English and as an introductory course of literature and
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medicine for Japanese undergraduate or graduate students and for health-care

practitioners. With this purpose in mind, I have avoided long novels or too dense texts.

Since every Japanese medical school has English as a required course and most of the

schools also have medical English as a required course, students can never have enough

opportunities to read texts in English. Students are encouraged to read Western works in

English alongside their Japanese equivalents in English translation. Some texts may be

too challenging for non-literature majors to read through as a weekly assignment. I do

not believe that students of medicine and health care should spend every week struggling

to read a book-length text in English. Some works may be sufficient in excerpts. I still

want to emphasize that professional requirements involved in literary studies should not

disregarded. Whoever can read at all may be entitled to discuss a literary work. I never

wish to claim the teaching of literature and medicine exclusively for scholars of literature.

At the same time, however, I hope that literary texts will be taken seriously so that

instructors with literary training will exhaust and explore the potentials underlying the

texts for the students. Not simply following the plot but addressing characteristics of

style and viewpoints and vital metaphors and connotations needs to be included.

Chapter 7 is “Four Sufferings: Birth, Aging, Sickness, and Dying.” The chapter title

is from a Buddhist concept, but both Western and Japanese literature have abundant

stores of texts about the four phases in the basic and extraordinary forms of human

suffering. The first section, “Beginning (and End) of Life: Abortion in Watcher from the

Shore and ‘Before the Change,’” examines narratives about abortion from Japan and

Canada. Students are urged to compare the Japanese and Western conceptions of

abortion and realize that medical issues such as abortion, which need to intimately
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involve ethical, philosophical, religious, and existential perspectives, defy simplistic pros

or cons of the legitimacies of decisions and actions. In the second section, “Women,

Men, and Madness: Mental Illness in ‘The Yellow Wallpaper’ and ‘The Sting of Death,’”

literary constructions of mental illness are explored. Students are encouraged to make

comparative studies of relationships, sociocultural backgrounds, genderization of

madness including women’s status and position, and difference in perspectives. In

today’s health-care environment, patient-centered care is actively advocated, yet the

patient-centeredness in mental illness has many challenging implications. Students may

learn the benefits of reading first-hand narratives by the patient and the caregiver,

particularly in mental illness. The closing section of chapter 7, “‘Where Is My Home?’:

Aging as Exile in ‘Tell Me a Riddle’ and A View by the Sea,” is about the inscrutability

of the psychology and physiology of the elderly. Even with advances in gerontology, one

has a hard time understanding what is going on in the aged person who has lost, or is

losing, her voice as an autonomous person. Medical professionals need to ask the next-

of-kin or close members of the family about the preferences for the best possible care for

the patient. However, when the family members have a hard time understanding the

aging individual, what is it that providers could do? These narratives urge readers to

realize how difficult it is to care for such a patient but, moreover, how difficult it is to be

such a patient.

Chapter 8, “The Institution and the Individual,” takes a look at the interactions,

alienations, or conflicts between the individual and the institution. In this context, the

institution can be the medical institution, the system or practice, or the bigotry,

conventions, or biases of society of the time. The literary texts in this chapter illuminate



21

how the character retains her humanity and identity as a person as far as she has a voice

and how the character fights—whether she wins or loses—and contributes to changing

institutions such as the medical establishment or social system. The first section, “The

Mask and Identity: Burn Victims in ‘The Monster’ and The Face of Another,” is about

burn survivors from Japan and from the United States. Burn treatment has been making

remarkable advances in the past decades. It is now possible to save severely burned

people who would have not survived in former times. However, it is still the case that

deformed appearances deeply affect the patient’s personhood. I investigate how the

literal loss of face by burning affects the person’s psychology and self-recognition and

discuss how and why society feels appalled and threatened by facial deformities. In the

second section, “In and out of the White Coat: Poems by Dannie Abse and Saitō 

Mokichi,” I read poems by these physician-poets from Wales and Japan respectively.

The literary reputation and productivity of these two physician-poets are amazing. Their

artistic cosmos is informed by their direct experience in clinical practices, common grief

and joy in the profession, and the dilemma of being a physician and a person. I look at

poems that feature the struggle between personal feelings and professional detachment

when they face the deaths of their beloved mothers. The texts I discuss in the last section

of chapter 8, “Being Women in Medicine: Then and Now in Beyond the Blossoming

Fields and ‘The Good Doctor,’” serve as a critique of sexism in the medical profession

and in society in general. What is it to be a woman in the long male-dominant field of

medical science and practice? Is it still a disadvantage or is it rather an advantage? Is

sexual equality something to strive for in the profession of medicine and health care even
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in the twenty-first century? Students and practitioners might want to discuss these

questions, drawing on their own experiences.

Chapter 9, “The End of the Journey,” reflects on different forms of human death. I

have chosen the theme of death for the last chapter, in addition to the art of dying in

chapter 4 and one phase of suffering in chapter 7, because I do not think students of

medicine and health care can be exposed enough to the topic of mortality and to the texts

portraying death. It has frequently been said that in modern communities death has

become institutionalized and invisible. Nakagawa Yonezo, professor of environmental

medicine and medical history in Japan, observes that medical practice has become a

matter of objective technique to the extent that physicians no longer need to be at the

dying patient’s bedside or look the patient in the face.
17

Now the physician only has to

look in another room at the monitor wired to the patient.
18

Thus, physicians are

increasingly becoming distanced from the patient’s suffering or dying.
19

Students might

be surprised to hear that even seasoned physicians admit to the fear of having to keep

vigil beside their patients on the verge of death.
20

In the twentieth-century, doctors

became engaged in the preservation and prolongation of life. In the foreword to

Elisabeth Kübler-Ross’s Death: The Final Stage of Growth, Joseph L. Braga and Laurie

D. Braga write that death became “another disease to be conquered” in “our youth-

17
 Hisatake Katō and Yonezō Nakagawa, “Tekunorojī  toshite no Iryō [Health Care as Technology],” in 

Hisatake Katō, Baioeshikkusu towa Nanika [What Is Bioethics?] (Tokyo, Japan: Mirai-sha, 1986), 158.

18
Ibid.

19
Ibid., 158-159.

20
Ibid., 157.
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worshipping, progress-oriented society.”
21

Various narratives about the final stages of

human life by distinguished writers, both Western and Japanese, might help students

realize that reflection in literature on the inevitable ending of life’s journey has been a

moral duty for human beings, and should be even more so for professionals of medicine

and health care. The first section, “Between Dignity and Sanctity: Suicide in ‘A Summer

Tragedy’ and ‘Invitation to Suicide,’” is a deliberation about the act of terminating one’s

own life. The statistics by the World Health Organization (WHO) show that almost one

million people die from suicide in the world every year and that in the last forty-five

years suicide rates have increased by 60 percent worldwide.
22

Nevertheless, the

prevention of suicide has not been adequately addressed due to a lack of awareness of

suicide as a major problem and the taboo in many societies against discussing it openly.
23

Reading narratives about suicide might not directly lead to the prevention of suicide or

the decrease of suicide rates. However, for professionals of medicine and health care to

realize biopsychosocial, cultural, and ethical nuances concerning suicide might be part of

multi-dimensional approach to intervention as the WHO suggests.
24

In the second

section, “Letting Go: Physicians and Euthanasia in ‘Mercy’ and ‘Touching the Skin of

Trees,’” I consider the issue of euthanasia by reading stories about physicians’ dilemmas

21
Joseph L. Braga and Laurie D. Braga, Foreword to Elisabeth Kübler-Ross, Death: The Final Stage of

Growth (Englewood Cliffs, NJ: Prentice-Hall, 1975), x.

22
World Health Organization, Mental Health, “Suicide Prevention (SUPRE),”

http://www.who.int/mental_health/prevention/suicide/suicideprevent/en/ (accessed March 10, 2011).

23
Ibid.

24
Ibid.
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by Richard Selzer and Nagi Keishi. Many doctor stories, whether Eastern or Western,

have a voice of self-critique, both personal and professional, about practicing medicine as

scientific reductionism. Euthanasia is one of the most longstanding topics in medical

ethics. In section 3, “Cancer Narratives: To Bear, Care, and Share in A Very Easy Death

and Cold Summer, Hot Summer,” compelling narratives about terminal cancer patients

from France and Japan, respectively, are discussed in comparison. These narratives,

based on each author’s personal experience of caring for a close family member, include

a great many ethical quandaries in health care, such as the patient’s autonomy and

medical paternalism, heroic prolongation measures and peaceful terminal care, and

disclosure and protection. In this final section of the entire dissertation, I also explore

why people write narratives of illness.

My project does not include narratives of illness by nonprofessional writers because of

the already vast and increasing number of publications. Instead, I examine representative

works of artistic quality by authors with established literary reputations.

In my conclusion, I summarize and provide an overview of the significance of the

entire project. The legitimacy of discussing Japanese works under the rubric of Western

theories and ethics of literature and medicine is reviewed. At the same time, the utility of

bringing Japanese texts into programs of Western literature and medicine is reexamined.

Based on the chapters of my dissertation, I present a model syllabus that could be utilized

in a fifteen-week semester at a Japanese school of health professions. Finally, the

meaning of literature and medicine as a moral engagement is reconfirmed.
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I discuss and therefore quote extensively from the Japanese short story “Kihada ni

Furete” by Nagi Keishi. Because this work has no English translation, I put my own

translation in the appendix of this dissertation. Its license permission has been secured

and is presented in the appendices.

I want to draw attention to the conventions of Japanese names. In the Japanese

presentation of a person’s name, the family name comes first. Throughout my

dissertation, as a rule, I observe the Japanese tradition and give a Japanese person’s name

in the order of his surname and given name, unless otherwise stated. In the example of

the author, Ōe Kenzaburō, “Ōe” is the surname and “Kenzaburō” the first name.  In the 

footnotes in each chapter, however, I abide by the Chicago Manual of Style, and enter

this author’s name as “Kenzaburō Ōe.”  In the bibliography, which also follows the 

Chicago Manual style, the entry will be in the last name-first name order: “Ōe, 

Kenzaburō.”   Also, in Japan, there is no general rule as to whether a particular author 

goes by either surname or given name. Conventionally, the author is represented by the

more identifiable or idiosyncratic of either the surname or the given name.  Ōe 

Kenzaburō is usually identified as “Ōe.”  However, the poet, Saitō Mokichi is regularly 

called “Mokichi,” instead of “Saito,” which is a very common family name in Japan.

Finally, the original title of a Japanese work that has no published translation is spelled

out phonetically and its English translation shown in square brackets. As a rule, each

main word is capitalized as, for example, in Keishi Nagi, “Kihada ni Furete [Touching

the Skin of Trees].”
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Part I: Literature and Medicine:
The Subspecialty in the Western Tradition
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Chapter 1: The Resuscitation of Apollo: Literature and Medicine

I am the eye with which the Universe
Beholds itself, and knows it is divine;
All harmony of instrument or verse,
All prophecy, all medicine, is mine,
All light of art or nature; —to my song
Victory and praise in its own right belong.

25

\

25
Percy Bysshe Shelley, “Hymn of Apollo,” Old Poetry. http://oldpoetry.com/opoem/41357-Percy-

Bysshe-Shelley-Hymn-of-Apollo (accessed March 8, 2011). As other Greek gods and goddesses are,
Apollo is possessed of temperaments and imperfections. Apollo is said to hate “to see his prowess
contested”:

He came to be associated with the sun and was often referred to as Phoebus (“Brilliant”). As the
patron of music and the arts, Apollo was often depicted with a lyre and among his retinue were the
nine Muses, the goddesses of artistic inspiration. Apollo was also the patron of medicine, and the
father of Asklepios, the demi-god of healing. Zeus killed Asklepios for resurrecting a dead man and
Apollo avenged his son’s death by killing Zeus’s servants, the Cyclopes. As penance for this act Zeus
sent Apollo to Thessaly for one year as the humble herdsman of Admetus, king of Pherae.

Roy Willis, ed. Dictionary of World Myth: An A-Z Reference Guide to Gods, Goddesses, Heroes,
Heroines and Fabulous Beasts (London, UK: Duncan Baird, 2000), 23.

“Hymn of Apollo” by the Romantic poet Percy Bysshe Shelley (1792-1822) is quoted

in the opening of “Literature and Medicine: Physician-Poets” by Anne Hudson Jones, one

of the first faculty of literature appointed in a medical school in the United States. The

poem represents the Greek god Apollo as a symbol of the connection of medicine and

poetry. Apollo, known as the god of light, music, and medicine, has a wide range of

attributes.
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Jones writes that “what medicine and poetry have in common may no longer be

obvious”; medicine and literature in the mindset of people in general are viewed as

contrasting.
26

Since the Victorian era, the relationship between literature and science has

been a subject of debate.
27

C. P. Snow’s The Two Cultures and the Scientific Revolution

(1959) is well known as suggesting the irreparable estrangement of sciences and

humanities in Western culture.
28

Granted this prevailing image of the polarization of sciences and humanities, one

might be astonished to see that in the twenty-first century the necessity of including

humanities subjects in health professionals’ education is widely and irrefutably

acknowledged in the United States. In Academic Medicine, the journal of the Association

of American Medical Colleges, which started in 1926, there are three hundred articles

that contain humanities as part of their key words.
29

There are articles that argued for the

merits of teaching the humanities in medical education as early as the 1930s. Annals of

Internal Medicine, which was established the year after Academic Medicine, has 31,998

26
Anne Hudson Jones, “Literature and Medicine: Physician-Poets,” Lancet 349, no. 9047 (January 25,

1997): 275.

27
Rita Charon, Joanne Trautmann Banks, Julia E. Connelly, Anne Hunsaker Hawkins, Kathryn

Montgomery Hunter, Anne Hudson Jones, Martha Montello, and Suzanne Poirier, “Literature and
Medicine: Contributions to Clinical Practice,” Annals of Internal Medicine 122, no. 8 (April 15, 1995):
599.

28
C. P. Snow, The Two Cultures and the Scientific Revolution (New York, NY: Cambridge University

Press, 1959). The estrangement has deeper roots that date back to the sixteenth century. In chapter 2, by
drawing on Stephen Toulmin’s argument, I discuss the physician-author François Rabelais in terms of the
two separate starting points, humanistic and scientific, in Western modernity. Stephen Toulmin,
Cosmopolis: The Hidden Agenda of Modernity (Chicago, IL: University of Chicago Press, 1990).

29
American Association of Medical Colleges, “Humanities,” Academic Medicine,

http://journals.lww.com/academicmedicine/pages/results.aspx?k=humanities&Scope=AllIssues&txtKeywo
rds=humanities&ThisIssue=http://journals.na.lww.com/content/academicmedicine/1926/07000 (accessed
February 26, 2011).
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hits to a key word search for medical humanities.
30

Literature and medicine has been

fortifying itself by developing a diversity of pedagogical methods and teaching contents,

materials, and models. How the subspecialty is thriving is shown by Ayelet Kuper,

internist and scholar of medical education, in the data that say: “[B]y 1994, about a third

of American medical schools were known to be teaching literature within their medical

curricula. In 1998, 74% of them offered it as an elective, whereas 39 percent required it

as part of at least one course. In 2003-2004, the medical humanities as a whole were

represented by at least one required course at 88 of 125 medical schools and in an

elective course at 55 schools.”
31

What does this active adoption of the new

subspecialty—being taught in almost three quarters of the medical schools—mean to

medical education? What did the faculty of American medical schools find in literary

studies? What is it that only literature can teach to medical professionals, especially in

their future enterprises? To consider these questions, I divide this chapter into three

sections: “The Emergence of Literature and Medicine,” “The Evolution of Literature and

Medicine,” and “The Future of Literature and Medicine.” By reviewing the relationship

between literature and medicine, the rationale for teaching literature and medicine, and its

contributions to the education of medical students and to the new area of the medical

humanities in the United States, which has spread to Canada, Australia, the United

Kingdom, Europe, and Asian areas such as Hong Kong, China, and Korea, and continues

30
American College of Physicians, “Medical Humanities,” Annals of Internal Medicine,

http://www.annals.org/cgi/search?fulltext=humanities&sendit.x=12&sendit.y=7 (accessed February 26,
2011).
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to flourish in each clime, I will explore what it would potentially mean to Japanese

educators of medicine, health care, and humanities to have programs of literature and

medicine.
32

The Emergence of Literature and Medicine

Endeavors have constantly been made by some scholars of literature and some

instructors of medicine alike to address the general current in the split between sciences

and humanities. In the United States, it was even “during the past 100 years or so” that

“physicians and practitioners of the humanities have looked to one another to satisfy

needs and longings that have been varied according to time and place.”
33

The renowned

physician Sir William Osler’s words that traditionally doctors turn to literature for

sustenance and moral guidance deserve special note.
34

Long before the academic field of

31
Ayelet Kuper, “Literature and Medicine: A Problem of Assessment,” Academic Medicine 81, no. 10

(October 2006): S128-S137.

32
From the information I received from attending the Second Annual Medical Humanities Week that

took place in October 2009, at Peking University, China, literature and medicine is still in the process of
becoming recognized as an independent subspecialty in these Asian areas.

33
Robert Martensen, “Thought Styles among the Medical Humanities: Past, Present, and Near-Term

Future,” in Practicing the Medical Humanities: Engaging Physicians and Patients, ed. Ronald A. Carson,
Chester R. Burns, and Thomas R. Cole (Hagerstown, MD: University Publishing Group, 2003), 99.

34
Osler acknowledges therapeutic effects in reading literature:

For the hard-working medical student it is easier perhaps to keep up an interest in literature. Let
each subject in your year’s work have a corresponding outside author. When tired of anatomy
refresh your minds with Oliver Wendell Holmes; after a worrying subject in physiology, turn to the
great idealists, to Shelley or to Keats, for consolation; when chemistry distresses your soul, seek
peace in the great pacifier, Shakespeare; ten minutes with Montaigne will lighten the burden.

Sir William Osler, “Aphorisms,” in On Doctoring: Stories, Poems, Essays, 3rd ed., Richard Reynolds and
John Stone (New York, NY: Simon and Schuster, 2001), 33.
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medicine and literature, doctors and patients relied on literature for making sense of the

tragedies and victories in medical experience.
35

For a long time, individuals from the

sciences and humanities have been attempting to demonstrate the affinity of these two

domains and the established and potential contributions of literature in the education of

medical students and practitioners.

The birth of the subspecialty of literature and medicine in the United States is thus

never the product of a whimsical and impulsive desire for novelty but the inevitable

culmination of this long-standing “historical conversation” between the two disciplines.36

It materialized as part of these steady and incessant currents that aspire to the confluence

of sciences and humanities. There are four stages in the history of the current

subspecialty of literature and medicine. The 1970s was the time of beginning. The year

1972 saw the first faculty appointment in literature in a medical school in the United

States.37 In the 1980s there were a great many endeavors to get literature and medicine

recognized and legitimized as the new field of study that bridges sciences and humanities

and contributes to the cultivation of personnel in medicine and health care. In 1990, less

than two decades since the official start of the subspecialty, one-third of the medical

schools in the United States had courses in literature.38 Thus, the 1990s was for literature

35
Hunter, Charon, and Coulehan, “The Study of Literature,” 788.

36
Ibid. I refer to literature and medicine as a subspecialty throughout my dissertation. As suggested by

the fact that the first volume of Literature and Medicine is subtitled Toward a New Discipline, it might be
viewed as a field evolving into what is a counterpart of a discipline.

37
Hawkins and McEntyre, “Introduction: Teaching Literature and Medicine,” 4.

38
Charon et al., 599. The Association of American Medical Colleges (AAMC) represents the 133

accredited M.D. degree-granting medical schools in the United States. “Medical Schools,” AAMC,
http://www.aamc.org/medicalschools.htm (accessed March 10, 2011).
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and medicine a decade to flourish and prosper. It was a breakthrough event in the history

of the subspecialty that in 1995 “Literature and Medicine: Contributions to Clinical

Practice,” written by the eight members of the Kaiser Narrative Group, was published in

Annals of Internal Medicine, a highly respected general medical journal. In the same

year another important article, “The Study of Literature in Medical Education,” came out

in Academic Medicine as part of a thematic issue devoted to medical humanities.
39

This

medical journal is very influential, as it is read by the deans of medical schools in the

United States. In 1996 the international medical journal the Lancet began a twelve-part

feature series titled “Literature and Medicine.” Since it was founded in 1823 in Britain,

the journal has been addressing health issues in all regions of the world and its stance has

consistently been a “reformist.”
40

This first appearance of “Literature and Medicine” in

the Lancet recognized the subspecialty as a renovating power that helps reform medical

education in countries beyond the United States as well. This series featured literature

and medicine and its major topics: “Why Literature and Medicine?” by M. Faith

McLellan and Anne Hudson Jones. This first article was followed by Jones’s “Images of

Physicians in Literature: Medical Bildungsromans” (1996); “Literature and Medicine: An

Evolving Canon” (1996); “Literature and Medicine: Physician-Poets” (1997); “Literature

and Medicine: Narrative Ethics” (1997); “Literature and Medicine: Narratives of Mental

Illness” (1997); and “Literature and Medicine: Garcia Marquez’ Love in the Time of

39
Hunter, Charon, and Coulehan, “The Study of Literature.”

40
Lancet, “About the Lancet Medical Journal: History,” http://www.thelancet.com/lancet-about

(accessed February 26, 2011).
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Cholera” (1997), and by McLellan’s “Images of Physicians in Literature: From Quacks

to Heroes” (1996); “Literature and Medicine: Some Major Works” (1996); “Literature

and Medicine: the Patient, the Physician, and the Poem” (1996); “Literature and

Medicine: Physician-Writers” (1997); and “Literature and Medicine: Narratives of

Physical Illness” (1997). These titles suggest basic course subjects of literature and

medicine, such as canonical works, healers’ images, physician-authors’ works, mental

illness, and aging. Thus, in the 1990s, these Lancet articles brought the concept of

literature and medicine to broader audiences and let them recognize potential applications

of the subspecialty to their respective culture of medical education and practice. From

that time on, literature and medicine entered its international stage of development.

Once the scholarly status and prestige and pragmatic functionality and efficacy of

literature were recognized in the environment of medicine, more and more attention has

been paid to this new subspecialty. Since the 1990s, the nature of narrative in health-care

interactions has been in increasing focus. Not only in medical practice but also in ethical

investigation and deliberation, narrative has been noticed as an essential factor because it

is a natural constituent of human expression and existence. According to Ursula K. Le

Guin, literary critic and author of a wide variety of works including science fiction and

fantasy, “we tell tales, or tales about tales” because “we are so organized as to take

actions that prevent our dissolution into the surroundings.”
41

The act of narrating

manifests human inclination to “bear witness, true or false,” to the existence of a “human

41
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being unwilling to dissolve entirely into his surroundings.”
42

Simultaneously, narrative

connects, as Le Guin suggests that “in the tale, in the telling, we are all one blood.”
43

I

will review the status of narrative in health-care education and ethics in the third section

of this chapter in terms of its future direction.

The actual adoption of literature in the curricula of medical education owes much to

the 1960s educational reforms in the United States.
44

This participation of literary studies

in medical education must be viewed in the strong current of change in the pedagogical

climate and the social renovation that culminated in the hitherto unheard of but quickly

legitimized field of medical humanities.

Literature was invited to medical schools later than other humanities disciplines.

Philosophy, including ethics, has been a companion to medical practice since the time of

Hippocrates. Until the late nineteenth century, history was where physicians turned for

the precedents of the past “for diagnostic and therapeutic guidance.”
45

Then in the 1950s

and 1960s, medicine received studies from social sciences, which focused on “some

until-then-obscure aspects of medicine’s power dynamics and medical training’s

developmental processes.”
46

These nonmedical disciplines first participated in helping the
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medical faculty widen perspectives for coping with unprecedented sociocultural contexts.

Prior to the change in medical education in the 1960s, students learned from exemplary

professionals in apprenticeship systems.
47

The unavailability of an apprenticeship

approach has been a serious problem in countries where Western-style modern medicine

was taken in and medical students are rigorously trained to become skillful scientists and

technologists. How could students learn the nonmedical and nonscientific skills such as

being empathetic, attentive, interpretive, and communicative? The most valuable

contributions from the participation of social sciences were “efforts to open medicine to

the gaze of and the assistance of engaged nonpysicians.”
48

In the 1970s, medical

educators began to seek assistance from the disciplines of the humanities in order to be

equipped with insight into the ethical and moral problems brought about by rapidly

changing reality and advancing technology. This quest developed into the medical

humanities. Literature was one of the disciplines that contributed to the new domain.

Since the early 1970s when literature came to play a part in the medical school

curriculum, it has been increasingly commended as a means for the cultivation of good

future physicians and practitioners. The ultimate goal in including literature in the

education of medical and health-care students is to create good clinicians. For educators

to achieve that overarching goal, they found ultimate concerns in the patient, the

physician, and ethics.
49

The initial objectives in the 1970s were to develop diagnostic
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skills, to nurture empathetic attitudes, to build interpretive abilities, and to complement

ethical thinking in medical ethics.
50

As for the diagnostic skill, which is primary in the

physician’s requirements, Kathryn Montgomery Hunter, professor of ethics and human

values in the medical program at Northwestern University Medical School, argues that

the detective Sherlock Holmes works in the ways good medical doctors do with their

patients’ complaints of symptoms. Arthur Conan Doyle’s famous hero constructs his

hypothesis as an “imagined story.” In his methodology, Holmes works on the

“retrospective construction of a hypothetical narrative” so that all the clues will be

arranged in a linear sequence that makes sense.
51

Diagnosing is thus a “narrative

reconstruction that aims to recapture lost time and unobserved deeds.”
52

Hunter declares

that “medicine is not a science” but a “rational, science-using, inter-level, interpretive

activity undertaken for the care of a sick person.”
53

It goes without saying that the

“rational” and “science-using” aspects of medicine oblige practitioners to have a large

store of knowledge that can be applied in the stages of observation and deduction.

In the 1990s and onward, attention has been increasingly paid to the narrative nature

of the patient-physician relationship. It has been considered more and more essential in

clinical practice to listen attentively and carefully to patients’ voices in their stories of

illness, to better understand and interpret illness and possible treatment from patients’

50
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viewpoints.
54

To be a good listener is one of the basic requisites for a practitioner to enter

into the patient’s experience of illness. On the one hand, pressed by temporal limitations,

most doctors are said to listen to the patient for eighteen seconds without interrupting his

talk.
55

On the other hand, there is a strong awareness among practitioners that the patient-

physician transaction should be considered an act of collaboration. That is where

literature works to bridge the gap. Texts of literature are pregnant with metaphors,

allusions, symbols, and figures of speech. The reader must listen to the resonances of

these clues and weave them together so that they will make sense as an overall picture in

the course of the narrative. Listening skills thus acquired may lead straight to more

accurate observation and diagnosis, which is one of the main objectives in teaching

literature to medical students.

It was in 1982 that the first issue of the journal Literature and Medicine was

published. Having a journal specializing in literature and medicine was a giant leap for

the subspecialty. In the opening article of this inaugural issue of Literature and

Medicine, Joanne Trautmann, the first professor of literature appointed in 1972 as the

faculty of a medical school, argues about the potential and future task of literature and

medicine. She explores it as a possible art of reviving the ancient union of medicine and

poetry/literature, embodied by Apollo.
56

Trautmann discusses extensively the
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dichotomies in general assumptions about medicine, literature, and their relationship

respectively. She emphasizes the importance for health professionals of learning more

about feelings and emotions and claims that literary studies is also a science that needs

observation and analyses, not just personal responses. Most contributors of the articles

in this issue of Literature and Medicine write about the affinity of the two fields and how

their efforts invested in this reunion are legitimate. The early years of literature and

medicine in medical education demonstrated that these two disciplines are not mutually

exclusive but that both have been the fundamentals to address the activities and workings

of the human mind and body. In this way, the historic encounter of two disciplines

represented by the resuscitation of Apollo has successfully been made. The legitimacy of

their relationship in medical education has been confirmed, established, and eventually

recognized in the decades that followed.

The Evolution of Literature and Medicine

Medical institutions first invited the professors of literature to serve as faculty to teach

medical students. However, the remarkable development of the subspecialty of literature

and medicine owes much to the efforts on the part of literature experts. Apollo was

beautifully revived and began to breathe without the aid of a respirator and walk on his

own feet.

As well as the accomplishments made by those early instructors of literature and

medicine, there are a series of external factors that promoted the commitment by literary

scholars to medical education and health-care ethics. In consequence, they turned to the
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more intimate and reciprocal involvement of literature and medicine. The original three

concerns in teaching literature and medicine—the patient, the physician, and their ethical

relationship—are not separate but overlap and intertwine with one another. That fact was

reconfirmed in the early days of literature and medicine when a series of medical cases

posed ethical challenges not only to the medical profession but also to society as a whole.

To be engaged in patient-centered care, the first thing the physician should do is to be

better informed about the patient as a person. The evolution of literature and medicine

was accelerated as the medical community tried to cope with new definitions of

personhood and conceptions that needed redefinition, such as quality of life, patients’

rights, and autonomy. Models of teaching programs had been developing to review the

traditional paternalism of health providers and incorporate patients’ and families’

perspectives so that providers would better serve the needs of recipients. New

technologies of life support became available in cases of emergency and trauma.
57

As a

consequence, it became possible for patients who were unable to breathe or swallow food

for themselves and who would have naturally withered to death prior to these life-

supporting machines to live on for years, even decades, tied to ventilators or feeding

tubes.

The 1960s was a decade with triumphs and achievements in medical science and

technology. The chronology of events in literature, medicine, and science complied by

Mahala Yates Stripling, independent scholar of the medical humanities, displays the
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inseparable connections between the topics of medical science and technology and those

of traditional humanities disciplines. The first birth control pill was approved in 1960 in

the United States.
58

In 1962, the first cadaveric kidney transplant was successfully

performed, followed by the first liver transplant the next year.
59

Successful renal

transplants have been increasing in number. That raises questions whether every dying

kidney patient should have a kidney transplant, furthermore on federal funds.
60

It was in

1967 that the world’s first heart transplant was performed in South Africa.
61

The

American Lung Association launched an antismoking campaign in 1970. This movement

led to a constant decrease of smokers in number from 40.2 percent in 1965 and 37.4

percent to 20.6 percent in 2009.
62

Even now when the correlation of smoking and

diseases such as lung cancer has been widely acknowledged, there are arguments that

smoking is a choice and that cessation should not be coercion. These arguments suggest

that health is a matter that contains much more than physical factors. In 1969, the

Hastings Center was established as a foundation for social debates and academic research

on issues of life sciences and health care.
63

Following the 1968 establishments of brain
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death criteria and the Uniform Anatomical Gift Act, all fifty states legalized the Uniform

Organ Donor Card in 1972, which made it possible for anyone eighteen or older to donate

organs upon death.
64

The same year had the unethical nature of the United States

government-sponsored Tuskegee Syphilis Study disclosed in front-page national news

coverage.
65

This disclosure could be viewed as a part of movements for human rights that

had been continuing from the indictment of atrocities in Nazi experimentation on human

subjects, which led to the Nuremberg Code that included one of the most essential

principles of modern medical ethics: “The voluntary consent of the human subject is

absolutely essential.”
66

The Declaration of Helsinki prescribed principles that reflect “the

mission of the physician to safeguard the health of the people.”
67

This exposé about the

effects of untreated syphilis on 400 African-American men drew public attention to

inhumanity inflicted in the name of contribution to advance science and to informed

consent as one of the absolute requirements in bioethics.
68

It was also in 1972 that the

63
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Kennedy Institute of Ethics was founded in Georgetown University with the initial

objective of research on human procreation and bioethics to turn out works of historical

magnitude that had bioethics in their titles, such as Encyclopedia of Bioethics (1978).
69

In

1973, the Institute for the Medical Humanities (IMH) was founded at the University of

Texas Medical Branch at Galveston (UTMB), Texas. The IMH was authorized in 1988 to

offer the nation’s first Ph.D. degree in the medical humanities and remains “one of the

very few programs in the United States to offer advanced degrees (M.A. and Ph.D.) in the

medical humanities.”
70

In 1977, the issue of organ harvesting was portrayed in Robin

Cook’s novel Coma.
71

1978 was the year Louise Brown was born from the world’s first

in vitro fertilization.
72

In 1979, the World Health Organization announced the eradication

of smallpox, which had devastated human beings for three thousand years.
73

In this way,

the 1970s was the decade of miraculous progress in biomedical science and technology

and, at the same time, ethical reevaluation and correction of the past in medical and

health-care practice.
74
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The 1970s was the decade when cases provoked the need for ethical deliberation about

challenging issues such as the creation of human life, the definition of death, personhood,

patient autonomy, and quality of life, not only by medical professionals but also by the

wider society in general. The new field of bioethics, which is said to have been born in

the late 1960s, was in high demand to address the ethical challenges, which medicine

proper or traditional legal intervention was unable to answer.
75

In the middle of this

transition in the ethical and moral frame of reference concerning medicine, health care,

and science and technology, the field of literature and medicine came into being in

1975.
76

The medical humanities, including literature and medicine, was actively involved

in responding to those cases from perspectives that would illuminate moral values and

human dignity with the knowledge and reflection traditionally proper to each discipline.

One such case is that of Donald (Dax) Cowart in 1973. Cowart and his father were in an

accident caused by propane explosion, which killed the father and gave Donald third-

degree burns over 67 percent of his body, left him blind, and deprived him of the

functions of his hands.
77

Cowart wanted to terminate the excruciatingly painful

treatments given against his will so that he could go back home to die. The ethical

dilemma between medical paternalism and patient autonomy involved in this case led to

deliberation and changes in the ways of thinking about what health professionals are

supposed to do for the best interests of the patient. More than thirty years after his
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accident, Cowart’s case is still taught in the education of medical ethics for health-care

students and practitioners to show the conflict between the doctor’s duty and the patient’s

desire. Also in the mid-1970s, the Karen Quinlan case attracted attention from all over

the world. By this time in the United States, the use of a ventilator was common, which

required the reexamination and clarification of the criteria of death.
78

Quinlan’s parents’

lawsuit for disconnecting her ventilator to grant her the right to die with dignity made the

new phrase death with dignity known to lay people in general as well as to the medical

community. These unprecedented cases raise the radical question: what is the good of

medicine? If the preservation of life is not what physicians should do, then what is the

meaning of their profession? There are an infinite number of shades of gray between life

and death. To address fully the issues of each case, medical indications, legal validity,

and traditional principles of medical ethics turned out to be insufficient. Hospitals had

committees of ethics. The cultivation of ethicists with expertise in philosophical, ethical,

religious, or legal background plus knowledge of clinical practice became an imminent

issue.  Questions about personhood, human dignity, and the meanings of life or death−too 

profound for answers or solutions−are what humanities disciplines had been tackling for 

thousands of years. It was wise of the medical community to seek deliberation from

disciplines other than sciences to illuminate the ethical significance of each case and

work out the best possible resolution.

As one of its principal missions, literature and medicine had its own part to play in this

series of change in the climate of medicine, ethics, and society. When more subtle

78
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deliberation is needed in cases of clinical ethics, such as relationships and the values of

involved parties, traditional training in literature—comprehension of narrative structure,

interpretive skills, and insight into implicit metaphors—shows itself at its best. When

resorting to traditional principles proves to be unsatisfactory, each party’s claim must be

examined in terms of a narrative she holds. Literature reconfirms its role in illuminating

the hitherto inaudible voices of the patients and the patients’ family members and

interpreting the nuances and particularities of each voice in ways other disciplines are

unable to. Addressing the ambiguities of arguments, the absence of a single “right”

answer to the problem, and thus addressing different angles of the same narrative—all

these skills are what literary studies have been exercising for centuries. Literature and

the arts not only help interpret these actual cases of disability and decision making in

health-care ethics but also actively take advantage of them to create thought-provoking

works. Dax’s case inspired a drama by Brian Clark, Whose Life Is It Anyway? (1974),

and its film adaptation with the same title.
79

These cases that placed new challenges to

medical ethics prompted clinical culture to realize that each patient needs to be

approached not only by the application of principles to the case but also by the

recognition of its narrativity.
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The 1980s continued to present issues that urged the world to rethink ethical meanings

and values in clinical practice and relationships. 1982 saw an American man receive the

first permanent artificial heart. Baby Fae received a baboon heart and lived twenty-one

days in 1984. Furthermore, the HIV/AIDS epidemic in the 1980s confirmed the very

special role literature and medicine plays in the social mindset as well as in medical

culture. The epidemic of infectious diseases, which the medical community had

complacently believed had been “conquered and eradicated,” came back to terrify the

world with unknown power of destruction. The news of the Hollywood movie star Rock

Hudson’s death of AIDS, in 1985, made the illness a “household word” and helped

ignite worldwide debates over its medical indications and mass hysteria over

stereotyping, denial, and cultural meanings.
80

This context helped arouse a renewed

interest in The Plague (1947) by Albert Camus. This novel has heroic caregivers, both

professional and lay, who, in defiance of their own risk of contagion and death, make

every possible effort to fight the plague and rescue victims. Also, the new readership

reconfirmed that religious and existential suffering is addressed in this novel and that

political engagement is essential for the representation of individuals living and dying

with a new epidemic. The HIV/AIDS epidemic went beyond the boundaries of medicine

and health care to create a robust body of culture in literature, film, and visual and

performing arts. Many of those who wrote AIDS narratives knew nothing about the

existence of the field of literature and medicine. However, the ethos and pathos

nourished by the subspecialty of literature and medicine contributed to “discovering” the

80
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significance in the life stories by AIDS patients and caregivers, not simply as narratives

by a special group of people but as studies of humanity and humanism that the medical

humanities has been pursuing. Literature and Medicine 10 (1991) features the

photographs and texts of people with AIDS in “Words and Images in the Time of AIDS”

as one of the articles that review the first decade of the journal. In this way, literature and

literary studies have served as a tool for addressing the unprecedented events and

phenomena in medicine, society, and culture, and simultaneously proved that the

subspecialty is more than a mere instrument; it is an empowered and empowering field,

academically and pragmatically.

Literature and medicine has also come to offer a special space for reflection and to

serve as a constructive critique of the medical institution that has dealt with patients

exclusively as “cases.” Physicians—not necessarily physician-writers—also came to feel

encouraged to write personal accounts of their encounters with patients “outside the

confines of the case history.”
81

It is not coincidental that it was “increasingly during the

1980s” that those accounts by physicians began to appear in medical journals.
82

Change

occurred to medical journals in that they had also come to acknowledge meaning in

offering a safe zone for “psychic refreshment and moral encouragement to members of a

profession that has not traditionally fostered self-disclosure.”
83
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There was a strong assertion on the part of health-care recipients that illness is far

more than the disease that is executed and acknowledged by the medical institution: a

cluster of symptoms, a battery of tests, diagnosis, treatment sessions, and medications.

When Susan Sontag’s Illness as Metaphor was published in 1977, general audiences took

this enlightening book as an answer to the uncertainty and powerlessness they felt about

their illness and health experiences.
84

Inspired by her own experience of having breast

cancer and surviving it, Sontag, highly respected as a journalist, critic, and photographer,

wrote that what upset her even more than her “terror and despair at [her] doctors’ gloomy

prognosis” was “seeing how much the very reputation of this illness added to the

suffering of those who have it.”
85

Sontag’s instant classic has a sequel in AIDS and Its

Metaphors in 1988, in which the biopsychosocial climate underlying a disease is

analyzed in detail. Literature reflects and responds to society’s desire to understand the

mysteries of the nonorganic aspects of a disease.

Another factor that stems from and worked for the development of the subspecialty is

the enrichment of resources. In 1993, the Literature, Arts, and Medicine Database, an

“annotated multimedia listing of prose, poetry, film, video and art,” which I frequently

refer to throughout this dissertation, was initiated by Felice Aull, professor of physiology

and medical humanities on the faculty of New York University School of Medicine, and

was developed in the ensuing years as a “dynamic, accessible, comprehensive resource
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for teaching and research in medical humanities, and for use in health/pre-health,

graduate and undergraduate liberal arts and social science settings.”
86

One of the greatest contributions to the development of literature and medicine is

reference books. Already in 1975, Joanne Trautmann [Banks] and Carol Pollard

published Literature and Medicine: An Annotated Bibliography. To reflect extended

interest in the subspecialty, its revised edition came out in 1982.
87

Another resource is

the publications of theories of illness narratives, which before long have established their

status as classics in their genre. In 1993 Anne Hunsaker Hawkins’s Reconstructing

Illness came out, followed by its second edition in 1998.
88

Arthur W. Frank published

The Wounded Storyteller in 1995.
89

These two books classified types of illness narratives

according to their patterns and themes. Moreover, they demonstrated what writing about

illness means to patients, who rebuild their lives by narrating their illness experiences and

find meaning, often spiritual, in their suffering. As such, illness narratives urge the

general public as well as medical professionals to listen to the voices of patients and pay

due attention to their unique journeys of life and death.

In parallel with interest in the narratives of illness written as a testimony of the human

condition by authors from various walks of life, interests in existing literary works from
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both provider and recipient of health care materialized in a number of anthologies such as

Medicine in Literature (1978); On Doctoring (1991; 3rd ed., 2001); Literature and Aging

(1992); The Literary Companion to Medicine: An Anthology of Prose and Poetry (1996);

A Life in Medicine: A Literary Anthology (2002); Medicine and Literature: The Doctor’s

Companion to the Classics (2002); The Body in the Library: A Literary History of

Modern Medicine (2003); and Imagine What It’s Like: A Literature and Medicine

Anthology (2008).
90

These anthologies contain a variety of literary texts from classics to

contemporaries. Essays on literature and medicine by both literary scholars and medical

professionals are collected in works such as Medicine and Literature (1980), The Body in

the Text (1990), Teaching Literature and Medicine (2000), and Bioethics and Medical

Issues in Literature (2005).
91

These publications are a reflection of interest in literature

and medicine that has outgrown its role as a competent assistant to the education of
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students in medicine and health-care ethics and become acknowledged as a self-standing

domain that involves a large number of teaching institutes and communities.

The development of the subspecialty also contributes to the reevaluation and

reconsideration of existing works of literature in terms of more engaging human

concerns. As mentioned above, literature and medicine is concerned with the patient, the

physician, and the ethical relationships among them. These three objectives often overlap

with each other in literary works. A literary text often serves these three-fold functions: it

guides the reader to acknowledge the patient’s feelings, the reader’s own biases, and

ethical questions, and eventually enriches the imagination of the reader as a moral thinker

and agent. When one appreciates a work of art, whether it is a painting or a literary text,

one first describes it, then responds to it, analyzes it, and finally interprets it.
92

In history

taking in medical training, the stage of responding is omitted. Students are not to show

their personal responses. However, in reading a story, students are allowed to watch their

own responses and reflect on who they are and where they are from, and consider how to

deal with their preconceptions if they find they have any.

In this way students’ and physicians’ self-awareness and knowledge are attended to in

the act of immersing themselves in a good text of literature. Literature functions for

students as a safe zone in which they are allowed to give outlet to their emotions and

feelings, which are shielded from professional settings. At the same time, students look

into themselves to detect their values, biases, and preconceptions. As these early

instructors of literature and medicine bear witness, using literature may help reconfirm
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the fact that physicians are not mere scientists but “resilient personalities with various

and flexible psychic resources.”
93

Another of the subspecialty’s accomplishments is the reaffirmation of the role of

emotion in clinicians’ attributes. Reflective and constructive access to their feelings is

important for medical students to grow into professionals “who can fire up and be moved

intensely when it is called for, but who can also disengage themselves from emotion

when it is to the patient’s benefit and to the benefit of the task at hand.”
94

In catching up

with new information and skills, one is likely to disregard the fact that “medicine’s full

potential is reached only when the physician is as much the human being at the bedside,

giving care and comfort, as he is the scientist and technician evaluating laboratory studies

and doing surgery.”
95

Literature and medicine is part of the enterprise that contributes to

cultivating a good doctor. A good doctor is one who strives for a “middle way” between

the extremes: “emotional overinvolvement” and coldness, chillness, and austerity.
96

Literature promotes this emotional pliability by its textual exercises of expression with

nuance and depth. Traditionally, in philosophical ethics, emotion has been checked as

that which would disturb calm and meditative reflection on human nature. It was

feminist theorists who argued for the legitimacy of emotion in philosophical thinking and
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reevaluated David Hume from the perspective of his positive estimate of feeling.
97

Hume’s theory of emotions is still within the Cartesian tradition and simplistic yet is

noteworthy in that he associates indirect emotions such as joy or pride with “the idea of

self.”
98

Many postmodern philosophers appreciate emotion as that which greatly

contributes to the idea of Eudaimonia, an Aristotelian sense of flourishing by exercising

one’s gift and potential to the fullest. As postmodernism took notice of the Other,

neglected or suppressed in the Western history of modernity, the medical humanities

actively includes the aspects of the human hitherto left unexplored as a hindrance to

scientific thinking. Instructors of literature and medicine have been serving as facilitators

to accommodate medical students in a renewed view of emotion so that they can feel

comfortable with their feelings as well as with the patients’ emotional responses. The

reevaluation of emotion encourages students and practitioners to sympathize with the

expressions of feelings in literary texts so that they will recognize that disregarding

emotion is disregarding the wholeness of the self, whether with the patient or the

physician, and failing to see illness in its entirety.

Granted that emotion is counted as one of the benefits one can get from reading a

work of literature, one must manage another die-hard misunderstanding: that literature is

all about emotion. Trautmann intimates that great literature and its critical appreciation is

as rational and objective as the analytical ability required in philosophical training: a
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“detached, rational analysis without regard to the critic’s own needs.”
99

The theories

about illness narratives, the methodologies of teaching literature and medicine, and the

articles about the benefits of using literature and medicine on the actual clinical

performance of medical students and practitioners are some embodiments of the

endeavors to evidence that literature can grant to medicine much more than emotion.

As well as emotion, relationship is one term that has been in the focus of attention in

the last decades to respond to the change in medical transactions:

Because health is also essential for life and for living well, people experience the
religious, moral, political, and economic conflicts of our age in the domain of
medicine. It is no longer enough that the patient complain and the healer provide a
remedy. People must also understand what transpires. The activities of patients
and healers, their cultures, organizations, and passions, have also become objects
of study. As a result, the dramatis personae of medicine are becoming
increasingly self-conscious.
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As mutuality in the clinical encounter is suggested in this passage, patient-centered care

has become one of the fundamentals in health-care ethics. Just as providers are no longer

detached givers of diagnoses and treatments, patients are no longer docile recipients of

medical oracles. Relational care is now paid attention to as a form of clinical relationship

that focuses the effect on the well-being of providers and the medical profession itself as

well.

Relationship has much to do with the holistic approach to the patient and to the

physician herself. Francis W. Peabody, another legendary physician, writes as early as

1927 of the fallacy that when no organic causes are detected, doctors tend to send their

patients home, conceiving they are done with their duty, without inquiring into or tending

to the patients’ predicaments.
101

The conclusion of Peabody’s article is renowned as “one

of the most widely quoted lines in medicine”:
102

Disease in man is never exactly the same as disease in an experimental animal, for
in man the disease at once affects and is affected by what we call the emotional
life. Thus, the physician who attempts to take care of the patient while he neglects
this factor is as unscientific as the investigator who neglects to control all the
conditions that may affect his experiment. The good physician knows his patients
through and through and his knowledge is bought dearly. Time, sympathy and
understanding must be lavishly dispensed, but the reward is to be found in that
personal bond which forms the greatest satisfaction of the practice of medicine.
One of the essential qualities of the clinician is interest in humanity for the secret
of the care of the patient is in caring for the patient.
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Students of medicine may be amazed by the timelessness of this excerpt except that many

now would argue that nonhuman animals also have an “emotional life” that affects their

response to disease or injury and that today research ethics covers the care for animals as

the objects of moral action.
104

Relationship never forms where there is no “interest in

humanity.” Thus, hardly was medicine established as a modern science when there was a

concern that medicine was dehumanizing and deviating from the art of healing.

The personal self of the physician is frequently required to be suppressed under

professional demands. It is highly problematic if with the pressure of grueling curricula,

examinations, and duties such as clinical rotations, students of medicine have little time

for nourishing themselves. It is often the case that physicians in training even go

through “disembodiment,” in which they learn to make their bodily needs “secondary to

medical responsibilities.”
105

The critical reading of novels may lead to a reaffirmation of

the personhood of the physician and the dual life the physician is often obliged to lead—

the gap between the mind and the body in the practitioner’s life. Recently, there have

been impressive female physician-authors such as Perri Klass, Susan Mates, Kate

Scanell, Danielle Ofri, and Pauline Chen. These writers, albeit in different styles and

perspectives, have in common reflexive references to the problem of clinicians’

104
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disembodiment. Worthy of note is that excellent physician-writers who face their

disembodiment will not stop there. They often sublimate their personal concerns to the

reflection of the vice of systematized modern medicine. Most female physician-writers

pose the issue of the traditional sexism and machismo in the education and practice of

medicine. Physicians’ stories sometimes take the form of straight memoirs, other times

poignant satires, such as Samuel Shem’s The House of God. Stories by actual physicians

suggest the doctor is challenged “not only by his old, familiar antagonist, disease, but that

other foe whose continuing power is a given for all of us—pride in all its forms,

disguises, assertions.”
106

Disembodiment can be another foe. But nothing gives more

vivid portrayals of disembodiment as another foe than literary texts.

Interest in humanity is channeled through imagination. Since antiquity, literature has

been addressing human suffering with its image-provoking narrative reproductions of

realities. The role of imagination has been of increasing weight in health-care settings

that involve diversity and discrepancy. Literature has been cultivating imagination in

audiences as what “frees us from the immediate and allows the unusual, the other, to

appear.”
107

In literature and medicine imagination grants the clinician abilities “to change

places with the patient and dwell in his or her ambiance.”
108

Thus, imagination functions

as part of moral reasoning in clinical settings. Texts help empower and equip readers

with moral imagination. Moral imagination cultivated by reading literary texts could fill
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what remains left unaddressed in a gap between one principle and another. Texts of

literature are image-provoking and, thus, may have “persuasive power of stories of

helping and healing, not in the clarity of our thinking about principles.”
109

If not strictly

literary texts, religious parables and narratives are common assets that can be shared in a

particular culture. In Christian countries, for example, the Good Samaritan is instantly

recognizable in its “narrative power of the parable which makes it compelling, that is, the

knitting together of events, motives and actions which together form a story.”
110

These

conventions are not only formed in storytelling but are also deeply embedded in religious

and cultural heritage. To be sensitive to these traditions will be instrumental in

cultivating narrative skills to contexualize principles and address moral deliberation and

action. In this dissertation, I intend to expose readers to texts from different cultures that

will help open their eyes to the existence of different systems of symbols and, therefore,

different modes of moral re(actions).
111
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Intercultural literacy of ethical principles and idiosyncratic narratives to particularize

those principles is one of the essential subjects in health-care ethics. Especially in

countries such as the United States, which have cultural, racial, and ethnic diversities as

social backgrounds, not only interpersonal skills but also crosscultural competence are

indispensable. Mystery humbles the practitioner and in turn empowers him or her:

Narrative has the power to show us, rather than tell us about the profound mystery
of medical encounters. Literature makes this narrative available to us, displays it,
rather than recasting, cloaking or analyzing it beyond recognition. Literature at its
best lets be, for its own sake, and on its own terms, the human realities of
medicine. Far from being artificial, the conjoining of literature and medicine is
natural and even essential.

112

In order to readdress modern Western dualism in modes of thinking, leaving oneself open

to the world of a literary work can be a rewarding experience as a reencounter with the

power of mystery:

We in the Western world have perpetuated a studied ignorance of the role and
place of humanistic learning over the past three hundred years. The typical
academic bifurcations of sciences and humanities (hard data and soft; knowledge
and opinion; fact and value; cognitive and affective) have dominated our way of
thinking and perceiving.

113

It is not only in Western nations that science has been elevated to the position where

religion used to be. However, religion used to, and still does, hold human beings humble

in the presence of mysteries such as the grace of the Divine. Yet in modern medicine
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there is little space to appreciate mystery. In fact, some physician-writers, such as

Richard Seltzer, suggest that there is mystery going on in emergency rooms, in operating

rooms, and at many bedsides. In literature and medicine, students are granted license to

their reverence for mystery. As I extensively discuss in the next chapter, modernization

is the process in which the unscientific has been done away with and the humanistic has

come to be appreciated mostly as aesthetic and supplementary. With this “idolatry of

scientism” in mind, one could be convinced that the medical humanities is in a broader

sense concerned about the revitalization of the human spirit in the early Renaissance

alongside the renovation of health-care education in a narrower sense.
114

Mystery might be defined as what one finds oneself enveloped in when one reads the

representations of the experience of illness and suffering in great works of literature. In

literature from ancient times, myriad ways of human suffering have been portrayed. In

this respect, literature and medicine, “two great discourses about human origins, ills, and

destinies,” have thematic commonalities.
115

Through history, since the time of the Book

of Job, literary writings have been addressing fundamental issues such as sickness,

suffering, dying, and death. Timelessly and crossculturally, literature has been

committed to dealing with suffering and the uncontrollable in human existence. Works

of literature intimately tell how characters suffer, how they cope with what has befallen

them, and how they do or do not find meaning in their experiences. Literary works

114
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vividly describe the side of the disease that is usually invisible or inaccessible to

providers. That is the way literary texts display how a disease and an illness could differ.

If a disease consists of symptoms, diagnosis, and treatment plans, an illness is composed

of the whole of the patient’s existence—personal and public self and her history from

past memories through present pain toward future plans. Professionals often fail to bear

witness to the patient’s angle of illness. For example, Frantz Kafka’s Metamorphosis is

compelling as illness experience because it is told from the character’s viewpoint, totally

unimaginable and inaccessible to others.
116

Gregor Samsa’s horrendously changed body

could be interpreted as a disability, a cancer, or a mental condition, depending upon the

reader’s personal imagination and experience. Kafka’s text conveys how Gregor is

confined in his uncontrollable, unsightly body; how lonely he is, with no means of

communication even with his family members; how people are unfeeling toward his

agony and isolation; and, above all, how human and humane he remains despite his

conditions until the last moment of his life. This apparently “absurd” story is powerful

enough to touch the chord of the heart beyond the boundaries of cultures and times and

has the audience relate to or even identify with Samsa.

That literary moment of connectedness may be interpreted as a definition of empathy.

What is an “ability to elicit, interpret, and translate the patient’s illness story?”
117

It is

empathy, one of the core values of today’s health-care ethics. Without empathy one

could never capture the illness of a patient as a person. Nevertheless, empathy does not
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come easy. It is not a skill that can be technically imparted or acquired by repetitive

exercises. Empathy is, as Trautmann suggests, “a sort of leap” of imagination to an

understanding of the psyche of the patient.
118

In literature, the reader needs some training

to “fill in gaps deliberately left by the author.”
119

It is one of the most important subjects

that literature is instrumental in illuminating because the physician needs to have a

“tolerance for ambiguity” because the physician often has to act even when the “data are

incomplete or capable of being interpreted variously.”
120

Rather than technical adherence

to any strict format of history taking, empathetic witnessing is described by physicians as

“the existential commitment to be with the sick person and to facilitate his or her building

of an illness narrative that will make sense of and give value to the experience.”
121

This

action is exactly what the reader does in a collaboration with the character in a literary

text like Metamorphosis. It might sound irrelevant to practitioners who take professional

authority and medical paternalism for granted. One morally charged experience in

clinical practice is the reciprocity of the patient-doctor relationship. In this way, the

initial targets in teaching literature and medicine—patient, physician, and ethics—are

intimately connected with one another.
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The Future of Literature and Medicine

What do faculties of medical schools think now? Do they presume that because lists

of reading materials, teaching topics, pedagogies and methodologies are all handy,

medical doctors can take over and teach courses in literature and medicine? I believe the

future of the subspecialty depends on instructors of literature working for more in-depth

investigation of the intrinsic values of literary texts. Literature and medicine has a duty

to continue reviewing the works of the past from both East and West and any cultural

entity. Just as the casuistical approach in medical ethics, literature has an enormous store

of precedents and examples to refer to and consult in cases of new epidemics or novel

issues of medical ethics. With the aid from the moral—–not necessarily didactic—

lessons from works in the past, one could better address and deliberate on the problems at

present or any problems to come in medical and human concerns. How to retrieve texts

with contemporary concerns from the legacy of literary works might be best executed

with the expertise of an instructor of literature.

At the same time, specialists in literature and medicine are obligated to keep an eye

open for publications by professional writers and lay authors that might make important

additions to the list of works in literature and medicine. Some narratives of illness by

nonprofessional writers might reach the state of literature depending on their style,

content, and sociocultural impact. It is literary instructors’ task to discover this type of

work, expose students to it, and encourage them to find out how it has power to change

the way they look at their profession, illness, or the patient.
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In 1991, to commemorate the tenth year of the journal, Literature and Medicine

published the anniversary issue that reviews the themes taken up in its past decade and

predicts the future of the subspecialty. Trautmann Banks discusses several points that she

thinks might play important roles in the future of the subspecialty. One is, as she says

anyone will agree, narrative.
122

Trautmann Banks never fails to draw attention to the

down sides of the narrative trend. The overemphasis on narrative in clinical practice and

medical ethics has already been pointed out by some scholars.
123

However, attention to narrative does not seem to be declining. Narrative is still

thriving not only in the fields of health-care ethics and clinical practice, including

psychiatric and psychological treatments but also in social interests in general, such as

testimonies in trauma studies. This narrative prosperity does not mean that Trautmann

Banks’s prophecy did not turn out true, but that it did turn out to be true. Keys to explain

this lie in the other itemized concepts that Trautmann Banks thinks will, or should,

describe future phases of literature and medicine. One is realism. This view of realism

has been working and will work as a deterrent for the excessive infatuation with the

power of narrative. Realism is explained in the dictionary as a realistic attitude of “not

being given to speculation and illusion, but keeping a firm grasp of what is actually the

case.”
124

As suggestively implied by the term “the case” in this definition, realism is what
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clinical observation and diagnosis of a disease are based on. In philosophy and ethics,

realism is a dense concept. As terms such as conceptual realism, moral realism,

semantic realism, and epistemological realism suggest, realism itself is a multi-

dimensioned concept.
125

In any definition, at question is the value of truth a statement

refers to when it cannot in any way be verified. Natural sciences are about induction

from observable phenomena. Nevertheless, it has been known that “what we believe or

feel” occupies not a small part of illness experiences. That is one of the reasons illness

narratives have been made much of in the cultural recognition of suffering as well as in

the specific context of health care. Still, grounding the story in plausible and tangible

observation and description will be a liberating, not a binding factor, for the future of the

narrative approach.

In literature, this assumption is related to the scientific theory by Émile Zola I

mentioned in the footnote 73 of this chapter. Zola’s novels “managed to survive their

methodology,” which lies on the assumption about naturalism of the “wholly determined

character of man and society” that man’s nature is “controlled by the regular forces of

heredity and environment” and that “the novelist as social historian now appeared as the

taxonomic biologist, displaying his scientific objectivity in elaborate documentation and

unwonted frankness in regard to bodily functions.”
126

Naturalism may be situated at one

pole of the spectrum of realism in literature. But all theories of realism, if not as extreme

as that of naturalism and “however sophisticated, rest on the assumption that the novel
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imitates reality, and that reality is more or less stable and commonly accessible.”
127

One

merit literature attains while it is intimately linked with medicine and health care is the

fallacy in this assumption. Practitioners of medicine and health care have learned in the

past generation that a more intricate picture of the patient as a whole entity is accessible

through the narratives he or she tells as well as through the quantifiable data, visible

images, and objective counts from the laboratory. One contribution of literature and

medicine to health-care practice is that there is a broad spectrum of realism in the art of

the novel.

In art, realism has been conceived in less rigid and more affirmative perspectives. In

other words, reality has not been viewed as stable, fixed, and universal:

It is possible to conceive of the relationship between art and reality in terms of
imaginative creation rather than imitation. The artist may be said to imagine, to
invent a fictional world which is more than a copy of the real one. Such a shift in
conceptual metaphors produces attitudes to the novel, and perhaps even novels,
with quite different priorities from those of the realist tradition.

128

The shift in the idea of realism reflects what Trautmann Banks observes in one of her

early articles about literature and medicine, “The Wonders of Literature.” She writes that

literature is a complete world. In the textual cosmos audiences are privileged to have a

glimpse of the whole picture of a thing or a person, whereas in realty one sees only

limited phases of things, incidents, or people. In a postmodern frame of reference, it has
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been more acknowledged that there is no such thing as reality equally accessible to

anyone and that reality is an entity being constructed by the act of remembering and

narrating, orally, legibly, or mentally. Therefore, to be sensitive to narrative concerning

the sick person it is not only necessary to improve or elaborate clinical practice. It is

essential to know the patient and indispensable to make accurate judgments about the

person.

As Trautmann Banks reevaluates the word realism from the perspective of literature

and medicine, an interdisciplinary approach to realism is necessary. For that purpose, a

review of realism in art and literature is needed. Literature and medicine has been, and

will remain, a witness to the fact that realism is a larger entity than generally assumed.

Unlike in the conventional definition of realism where the world exists independently of

what we think, in literature and medicine what matters is what one thinks. Truth values

in statements also concern how one conceives the relationship between the mind and the

outside world. Realism in narrative, particularly narratives of illness or case studies of

health-care ethics, requires discernment of the balance between objective realism and

subjective realism. Nevertheless, balance does not refer to values of an average, a mean,

or a mode, as in mathematical transactions. Instructors of literature and medicine should

see that skills about how to strike a balance may be trained in the instruction of the

subspecialty. As well as for health-care providers, for literary scholars involved in

teaching literature and medicine, the appropriation of realism will not remain the same.
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Rethinking the somatic and physical reality will be mediated by being involved in

teaching literature and medicine in other than “traditional academic ways.”
129

Along with narrative and realism, connection is another term that Trautmann Banks

predicts will play a key role in literature and medicine or, specifically, in the study of

narrative in medical practice and ethics.
130

Trautmann Banks confirms as a proven array

of tools of literature and medicine its practitioners, their interpretive skills, and their

collaboration with both critics and creative writers. The scholars of the subspecialty have

the “ability to make strong connections.”
131

The things they are trained to connect include

“analysis and compassion, reflection and speed, past and present, traditional and cutting-

edge texts, and critical and primary writing.”
132

As I mentioned in the second section of

this chapter, one segment of Literature and Medicine volume 10 is devoted to actual

AIDS patients’ pictures and words. AIDS was the illness that represented the 1980s.

Taking into account that in 1991, it was continuing to create fear and abomination in

society, this feature article marks another contribution made by practitioners of literature

and medicine: connection between the patient and health care, the patient and society,

and the patient and his experience. Literature and medicine did not allow people with

AIDS to be left alienated either from the rest of society or from one another.

Stigmatization of certain populations is one of the topics literature and medicine

129
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130
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addresses very adeptly. As one of the patients in “Images and Words” writes, in his own

handwriting, he wants to “educate the general public about AIDS to end the ignorance

that causes hysteria and discrimination.”
133

Literature has affirmed the patient’s right to

humanity and society’s obligation to respect that. Literature has even encouraged patients

to hold it their obligation to narrate their experiences. As I discussed in the second

section, literary theories by scholars such as Arthur Frank and primary texts about illness

or disability by lay or professional writers have developed hand in hand. This

sociocultural inclination reflects what Trautmann Banks notes in terms of the connecting

power of literature and medicine. The scholars of literature and medicine have thus been

engaged in practice as well as in theory and instruction. The subspecialty will

increasingly move in this direction in the future.

It is almost twenty years since Trautmann Banks made these observations. In these

two decades there have been strong senses of crises of potential global pandemics in the

emergence of SARS, H1N5, and H1N1. These waves of epidemics did not cause the

apocalyptic impact that the AIDS epidemic did. Need of preparedness for pandemics will

never go out of the picture in health-care ethics. But acute, intense fear, as that from the

series of terrorist bombings and threats, has turned to a more chronic and incessant sense

of anxiety, multiplied with a slack economy and the lack or insufficiency of health-care

insurance and access in the United States. In the vital need of interdisciplinary dialogue,

literature as one of the oldest scholarly pursuits makes contributions by resorting to the

past heritage and to the present narratives going on in society.

133
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The evolution of the subspecialty of literature and medicine, which has contributed to

the expansion of teaching texts, owes much to these instructors’ efforts to legitimize and

professionalize their teaching field. The amazing expansion of literary texts for literature

and medicine is endorsed by the published lists of reading texts on the Internet

constructed by communities of medicine and literature as well as academic institutes.

Considering that literature has been addressing suffering and the human condition since

ancient times, it would be nearly impossible to find a literary text that does not contain a

topic or topics that could be discussed in the interests of literature and medicine. In fact,

those lists carry a diversity of works from Sinclair Lewis’s Arrowsmith (1925) to Jose

Saramago’s Blindness (1995), and works that do not typically fall in the genre of

literature, such as Anne Fadiman’s The Spirit Catches You and You Fall Down: A

Hmong Child, Her American Doctors, and the Collision of Two Cultures (1997).

Fadiman’s book involves perspectives of multiple disciplines—not only medicine, health

care, and medical ethics, but also religious studies, cultural anthropology, politics, and

economics. Celebrated is the fact that all types of texts are brought to the table so they

may attain new readership and new interpretations. However, it is scholars with training

in literature who continue to help elaborate the ways a certain text is read and deciphered

from new perspectives of human concerns. Jones notes that with the development in

approaches to literature and medicine and medical education, there was a change in

approaches to specific works and narratives. The subject of a monologic perspective and

dialogic interaction in texts comes to the pedagogical foreground.
134

Dialogic interaction

134
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(November 16, 1996): 1363. Jones refers to The Dialogic Imagination by Mikhail Bakhtin. By his work
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often takes place in a text at an epiphanic moment when the narrator-physician hits a

reversal of viewpoints, enters into the other’s perspective of the story, and has his eyes

open to a truth hitherto hidden from his vision. William Carlos Williams’s “Face of

Stone,” for example, showcases the power of dialogic imagination. Such an experience

can be shared with the reader. Without the patient’s story, the physician is susceptible to

the temptation of “construct[ing] a story that reveals the stereotypical cultural

associations.”
135

Moreover, usually, one hardly has chances to investigate one’s own

value systems. The physician-patient relationship is reciprocal in that the provider also

has to face her values in aesthetical and ethical senses. Then, the relationship can be

dialogic, by means of the “inclusion of the patient’s story [which] has changed the way

the physician understands and treats her.”
136

Dialogic imagination, as Mikhail Bakhtin’s

book is titled, facilitates intercultural and intersubjective communication at a more

intimate level.
137

If asked whether medicine is a subjective or objective profession, most people may

not hesitate to answer that it is an objective profession. However, subjectivity and

objectivity are not clearly outlined perspectives as is usually believed. The historians of

medicine and critics have shown, as in Sontag’s Illness as Metaphor, that the “objective”

and “scientific” constructions of a disease are influenced by the cultural and social

Rabelais and His World, Bakhtin made an extraordinary contribution to the postmodern rereading of
François Rabelais, whom I discuss in chapter 2, as a forefather of the physician-author tradition.

135
Ibid.

136
Ibid.



72

environments of the time. An ailing person is most difficult to comprehend if one stays

out of the person’s reach and keeps him as the other, especially if the physician feels

“responsible” to keep a distance in order to “fix” the patient without being involved in his

plight. The constructions and images of diseases in broader cultural contexts are also

what literary texts can effectively convey, especially with infectious diseases and mental

disorders from depression to schizophrenia. A character or personality-based “punitive

blame-the-victim attitude” is more manifest from literary works or narratives with the

patients’ viewpoints.
138

Human beings in general, as well as health-care providers in

particular, should be appreciative of the fact that “attempts to understand the human

conditions of illness, suffering, and death and give them meaning often take the form of

literary works.”
139

Providers as scientists may be eager to keep up with the up-to-date

information and do away with the outdated. But they will be surprised to read in literary

works how irrelevant the “science-based” medicine of a particular time can be, whereas

portrayals of the patient’s suffering can be timelessly engaging.
140
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In this fashion, literature can be of benefit in informing about the difference between

the pathology of disease and the construction of illness. As I mentioned in the second

section of this chapter, illness consists of much more than organic and biologic elements

of the disease. This recognition needs to be renewed constantly whenever health

professionals face new or existing problems. Nonbiomedical aspects of suffering—

personal, economic, cultural, racial, ethnic, political, and ideological—can only be

addressed and illuminated in the forms of narrative. To be more adept and empathetic in

narrative comprehension, perspectives from literature and medicine will be required as

ever. Skills for narrative analysis of health problems will be in greater demand in health

care. Accordingly, cultivation of those abilities of narrative comprehension will be in

more urgent need in the education of health-care providers.

Literature as a model of healing also has a time-honored tradition. Aristotle writes

that one purpose of Greek tragedy is to bring about “catharsis, a purging of the emotions

of pity and fear to purify and exhilarate the spectators.”
141

In addition to reading literary

texts for the purpose of enhancing interpretive skills and empathetic abilities there is an

active way of using literature as a means of healing. Writing has the therapeutic value of

purging negative effects of emotions and better understanding and dealing with problems

and conflicts.
142

Art in general, such as music, dance, painting, printing, and pottery, has

been recognized for its therapeutic efficacy for an individual to face herself and her plight

without escaping from it. It is because art gives opportunity to have constructive

141
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interactions with oneself as well as its object. As I discuss in chapter 3, “The Impaired

Physician,” physicians are not necessarily informed of the need to be aware of their own

shortcomings and limitations. Medical educators should more actively take advantage of

literature’s role in self-help in terms of cathartic tools as well as informative sources.

Thus, as an independent field that stands on its own to offer more than fictional case

studies to the patient, the physician, and ethics, literature and medicine should continue

evolving both from within the text to engender interpretations from both traditional and

unconventional perspectives and from the external stimuli to address and deliberate the

meanings of new pandemics or unprecedented ethical issues. In exploring the internal

life of textuality and reinforcing its tie with the external world, literature and medicine

will continue to contribute to the education of health-care students and providers.

Medical history used to be written and taught by physicians.
143

Teaching physicians’

biographies was an important part of the subdiscipline “as a means to inculcate

professional values.”
144

History was often a “saga of heroes who were notable scientists .

. . overcoming long odds to advance medical science.”
145

History of medicine developed

to have “historians of medicine [who] have advanced degrees in history.”
146

This

precedent of history of medicine has something to suggest for the future of literature and

medicine. In contrast to history, scholars with training in literature were invited to teach

143
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medical students in the early 1970s. This suggests that despite the fact that literary texts

are a medium open to everyone in society, there is recognition on the part of medical

faculties that to explore literature’s potential, they need professional guidance.

Martensen concludes that medical professionals continue to look to the humanities for

reassurance that they are on the right path and that the humanities including literature

“make ideal travel companions for those on medical journeys.
147

Just as people live in

relational terms, academic and practical fields also work relationally in interdisciplinary

dialogue. As Stephen Toulmin says, “medicine saved the life of ethics.” Did medicine

also save the life of literature?
148

The answer might be “No” because literature had been a

robust, self-standing discipline and profession even before it launched on a joint project

with medicine. However, the answer may be in the affirmative in the sense that literature

has gained a renewed sense of reality and engagement in actual life by being involved in

authenticity in its experiences with health, illness, the body, the self, relationship, and

suffering in health professions and ethics. That is the point Trautmann Banks indicates

by means of realism. The life of medicine and health care has been replenished, if not

saved, by collaboration with the disciplines of the humanities. It is true that “medicine

provides to the humanities scholar a laboratory in which to test hypotheses about

authenticity, the imagination, emotion, human vision, self, and other.”
149

Yet for the

subspecialty of literature and medicine, the settings of health care are more than a

147
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laboratory. Literature and medicine is often regarded, mainly by bioethicists, as a

“handmaiden” to philosophy or ethics, that “could provide a source for richly rendered

ethics cases” as Tod Chambers, professor of medical ethics and humanities, observes.
150

But as I have discussed in this chapter, the subspecialty is not a mere aid or tool in doing

ethics better. Likewise, medicine may be conceived as more than a “laboratory” for

literature and medicine. Or would it be more accurate to argue that life itself and the

world itself have been a “laboratory” for literature for thousands of years?

I have titled this chapter “The Resuscitation of Apollo.” In the trajectory of the

subspecialty, Apollo has obtained support from many of his colleagues. One is Dionysus,

who takes over the altered states to better address narratives such as those of mental

illness, addiction, and suicide that need help from the points of irrationality and

destructiveness.
151

As the evolution of literature and medicine displayed, moral reasoning

in clinical practice came to need a far more nuanced stance than a rationality-based

approach. Another deity that helps Apollo is Hermes, Apollo’s half-brother. Just as

Apollo is, Hermes is a god with numerous different faces.
152

He has evolved in time to

assume different—often contradicting—roles: lyre player, inventor, messenger of the

gods, protector of commerce, deception, and death, patron of merchants, gamblers, and

150
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liars.
153

The caduceus, which belongs to Hermes, has been viewed as a symbol for

medicine or doctors, particularly in North America.
154

It is of interest, however, that the

caduceus has no connection with Hippocrates or any association with healing arts.
155

What deserves attention in health care is his role as translator and interpreter.
156

Hermeneutics is a derivative of Hermes, which represents this Greek god’s ability to

grant interpretive skills for narrative and narrative construction. When the doctor’s

narrative competency is required, clinical health care is increasingly an art of translation

and interpretation that should be conducted by means of all his expertise, experience,

perception, intuition, and imagination.

Finally, I believe that Apollo will need more international aid from other cultures. In

Part III, I incorporate some non-Western and non-Christian viewpoints, such as Buddhist

and Confucian, because I believe this crosscultural collaboration will be vital for a more

fruitful future of literature and medicine. It is to a great degree relevant to apply Western

theories and systems of thought to phenomena in Japan, where ways of life and

reasoning, especially the research and practice in sciences and medicine, are highly

Westernized. In return, it might not be totally irrelevant to consult Eastern thoughts and

beliefs in regards to possible new interpretations of Western narratives in the sense that

the critique of Western modernity and modernism has been flourishing as postmodern

and is now further developing into the global and interdisciplinary forum of dialogue.
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The future of literature of medicine spells more need for collaboration at many levels.

Literature from other countries, including Japan, will have much to offer to give depth

and dimensionality to the subspecialty.



As I write in my Introduction, some schools in Japan have been offering elective

courses in which literature is actively used to educate medical students. To produce

future health professionals better equipped with knowledge and imagination to deal with

changes in the technological, ethical, and mental landscape, Japanese educators of

medicine and health care should be aware of the merits of making a more rigorous and

systematic use of literary texts. Literature and medicine should be in increasing demand

in countries such as Japan, where advances in technology lead to ethical and

philosophical conflicts and dilemmas among the providers and the patients equally.

Many deans of medical schools and nursing schools in Japan refer to patient-centered

care in the rationales of education. Sensitivity to patients’ rights has been improving in

the past generation mainly because of the influences from the ideas of patients’ rights,

autonomy, and informed consent in the United States. In the Japanese language the

patient, who used to be called kanja (literally meaning patient) without any honorific

attached, became kanja-san with a moderate expression of politeness, then recently

kanja-sama with a supreme honorific suffix. In the statements by the deans of Japanese

156
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medical schools I researched on the Web sites, more deans refer to patients as kanja-

sama than kanja-san. It may be understood as a reflection of their awareness that respect

for patients as persons with rights and autonomy is one of the fundamentals for a better

practitioner-patient relationship. Since language prescribes the way one thinks and

behaves, calling patients kanja-sama may be a commendable change in practice. In the

United States as well, the appellation of patients has been a matter of debate. Some

practitioners in allied health sciences display their preference to call patients clients, as it

has a connotation of equality as in legal transactions. Others have concerns about the

commercial flair in the term clients and attach importance to the covenantal significance

in the relationship between clinician and patient that would not exist between provider

and client. Similarly, the choice of honorific language in Japanese medical practice may

be a mere reflection of the “major driving force, which is commercialization,” as the

professor of medical ethics Larry R. Churchill says of the change in clinical relationships

in the United States.
157

Just as physicians turned from doctors to providers, sick

individuals are “no longer patients but ‘customers,’” under particular insurance plans,

“members” or “enrollees,” or, under managed care plans, “consumer[s].”
158

Whether in

Japan or in the United States, financial and administrative aspects are so important a part

of clinical practice that professionals need to be savvy in handling that department.

Nevertheless, the physician-patient relationship should not be reduced to that of business

157
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transactions. In fact, the practice of using kanja-sama, which emerged in some larger

hospitals in Japan in the 1990s as an expression of sensitivity for the provider-patient

relationship, has recently begun to be done away with because of the many voices that

point out that the appellation sounds incompatible.
159

Real patient-centeredness lies not

just in the appellation but in clinicians’ willingness to enter into the patient’s experience.

There are countless texts of literature and narratives that exhibit how forlorn and lonely

the patient feels in medical settings although the providers never meant to be insensitive

to them.

As American teaching models suggest, literary studies also work therapeutically for

medical students. Japanese medical schools, especially prestigious schools, have

extremely competitive admission rates for applicants. Once students are in school,

faculties pay every attention—and urge the parents to do likewise—to the students’

mental sanity and emotional stability so that they will not collapse under heavy loads of

studies and pressure even before they graduate and become qualified to take national

examinations. The therapeutic aspect of literature and medicine, as mentioned above, is

also what Japanese educators should take more advantage of. Literary texts are an

excellent store of ethical and moral subject matter. Yet just as medical treatment is not a

mere repair job, literature is not a manual for problem solving. Great literature has long-

lasting engagement and influences. To have students more geared for ethical thinking

and moral reasoning, Japanese schools of health care will need not sporadic but

systematic teaching programs of literature and medicine. It is literally timeless in two

159
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senses. First, the text is always there to be revisited and reinvestigated as far as its reader

is willing to. The thought of reading a novel as a “profligate waste of time” may be even

more applicable to overextended and overworked provider-educators in Japan.
160

Temporal limitations may keep them from adopting into their curricula literary texts in

which they recognize highly educational potential. Literary forums could offer an open,

expiration-date-free zone for moral observation, exploration, and deliberation. Second,

literary texts have the privilege of simultaneity, temporal and spatial. One can consult all

the wisdoms and follies, comedies and tragedies of humankind from diverse cultures in

order to reflect on them in terms of present conflicts and future projects. It would be

astonishing to find that “new” dilemmas and issues in health-care ethics are in fact

familiar topics from ancient times in literature. Reading programs in Part III of this

dissertation will work as a part of the teaching material of literature and medicine for

those who hesitate to be engaged in literary engagement under the pretext of an

uncompromising schedule. As I mention in my Introduction, almost all the deans of

medical and nursing schools in Japan present the cultivation of humanity as one of their

primary goals in the education of their students. Also, not a few deans emphasize that

one of their missions is to create physicians with international senses and global visions.

If carefully crafted, models of teaching literary texts to health-care students will never

turn out to be a waste of time or work. Far from it. Literature and medicine will offer

professionally, personally, and ethically cogent resources with which to nurture the

humanity of future clinicians.
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As medicine is all about human existence, so is literature. Take any work of literature

and one will find without fail discussion topics suitable for a course in literature and

medicine. In order not to make this omnipresence of literature-and-medicine themes

belittle the control and discipline necessary for course instruction, one might need more

pedagogy and methodology to read a text more profoundly. In the following two

chapters in Part I, I will look specifically at two intriguing teaching themes of literature

and medicine: the historical background of literature and medicine and the importance of

self-knowledge in medical education. Both chapters are also closely linked to a third

theme: physician-writers’ works. I explore this theme from contrasting perspectives. In

chapter 2, I stand back to take a broad view of the Western foundation and heritage of

literature and medicine in terms of François Rabelais’s works and the Renaissance spirit

of humanism. Then, in chapter 3, I make microscopic approaches toward literary

representations about physicians’ substance and alcohol abuse with the purpose of

investigating the privileges and pitfalls of medical profession and education.
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Chapter 2: François Rabelais: Founding Father of the Physician-Author Heritage

By frequent anatomies get thee the perfect knowledge of the other world,
called the microcosm, which is man. And at some hours of the day apply
thy mind to the study of the Holy Scriptures; first in Greek, the New
Testament, with the Epistles of the Apostles; and then the Old Testament
in Hebrew. In brief, let me see thee an abyss and bottomless pit of
knowledge; for from henceforward, as thou growest great and becomest a
man, thou must part from this tranquillity and rest of study, thou must
learn chivalry, warfare, and the exercises of the field, the better thereby to
defend my house and our friends, and to succour and protect them at all
their needs against the invasion and assaults of evildoers.

161

The stories of Gargantua and Pantagruel by François Rabelais (1494-1553) may be

best known as the source from which the adjective gargantuan was borrowed and

naturalized into the English language. However, there may not be many who have

actually read those stories of the giant father and son. The first-time reader may be

surprised at their outrageous nature of the tall tales, bawdy and dirty, permeating the

whole work consisting of five volumes.
162

The Japanese audience, who has enjoyed the

adventures of Gargantua and Pantagruel in stories retold in a collection of world literary

masterpieces for children, may not know that the author was a physician. Since there had

been few physician-writers before the sixteenth and seventeenth centuries in the West,

161
François Rabelais, Five Books of the Lives, Heroic Deeds and Sayings of Gargantua and His Son

Pantagruel, book II (1532), trans. by Thomas Urquhart of Cromarty and Peter Antony Motteux,
http://www.gutenberg.org/files/1200/1200-h/p2.htm#2HCH0008 (accessed March 11, 2011).

162
Book V, which was published posthumously, has been omitted from some editions because of the

uncertain status of the authorship of its text.



84

Rabelais could be one of the first who engaged in both medical practice and creative

writing.
163

In literature and medicine, physician-writers’ works make excellent reading materials

because they highlight the affinity of the two fields, address important parts of life

outside medicine, and provide a great way to examine the physician-patient encounter or

power relationship.
164

It is impressive to enumerate worldly renowned physician-writers:

François Rabelais, Tobias George Smollett, Oliver Goldsmith, John Keats, Arthur Conan

Doyle, Anton Chekov, William Somerset Maugham, William Carlos Williams, A. J.

Cronin, Walker Percy, and so on.
165

From this brilliant succession of names, it is not

difficult to perceive that medicine and literature have been on intimate and constructive

terms for centuries. Moreover, one will assume that these writers use the medium of

written texts for what they cannot possibly achieve in the practice of medicine. Their

works often function as mirrors held up to reflect the blunders or limitations of modern

scientific reductionism. Physicians who were trained with the progress of modern

science as educational background developed the tendency to reflect on the human

condition and human nature that will not fit within the boundaries of scientific

observation and precision, principles, and formulae. Ethical issues posited by these

authors are often taught in courses of medical humanities. For example, the issue of
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euthanasia is described in physician-authors’ works “in the human context where

knowing what is ethical is not nearly so easy as knowing what is legal.”
166

In chapter 1, I discussed the birth of the subspecialty of literature and medicine and its

adoption in the educational settings of medicine and medical humanities. To explore the

evolution of the subspecialty in its historical roots, in this chapter I want to argue that the

tradition of literature and medicine has a distant forefather in Rabelais. Rabelais may be

dubbed one of the first resuscitators of Apollo in the sense that like humanists of his time,

he returns to the original texts of Greek as the epigraph of this chapter shows and that he

embodies the coexistence of medicine and art. In fact, Rabelais is no longer a widely

read author. However, by taking a look at the culture and relationships of medicine,

literature, and society at the emergence of modernity, I intend to develop my argument

that if Rabelais is recognized as a founder of the physician-writer tradition in Western

literature, he could serve as an inspiration for today’s medical humanities. I hypothesize

that Rabelais’s expansive spirit as a Renaissance humanist, as succinctly expressed in the

epigraph, has been passed down to modern and postmodern physician-authors and taken

a diversity of forms in their urge for artistic expression. Gargantua’s statement has much

in common with the rationale for medical humanities:

By humanistic, we refer to knowledge (not necessarily in the humanities), clinical
competence, or practice that is informed by the ancient ideal of humanitas. The
original meaning of the Latin word humanitas was human feeling; the word
gradually became associated with an educational ideal that blended knowledge,

166
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humane feeling, and compassionate action. It is this wonderful and elusive mixture
of knowledge, feeling, and action—the humanist educational ideal in Lionel
Trilling’s terms—that we are trying to recapture and refigure in a contemporary
health-care setting.

167

When I consider my goals for including literature and medicine in medical curricula,

Rabelais’s humanistic spirit cannot be ignored as the very foundation of the humanities in

medical education.

In the first book Rabelais wrote, which was “Pantagruel” (Book II), the prince’s

education and behavior in his young days—already quite outrageous—are described.

The popularity of this first book encouraged Rabelais to write another book, which

became Book I, about Pantagruel’s father-king Gargantua to make their royal lineage

legitimate. Book III is about philosophical discussions of Pantagruel and his subject-best

friend, Panurge. Their inquiries are picked up in Book IV, in which they go on a voyage

like the Odyssey and encounter many strange places, characters, and incidents. Book V,

posthumously published and regarded as the patch-up by the editor of Rabelais’s

unpublished manuscripts, remains uncollected in some editions because its quality is far

inferior to that of the preceding volumes. The epigraph of this chapter comes from part

of the father Gargantua’s correspondence with the son Pantagruel in Book I. This letter is

often referred to as a passage that represents Rabelais’s rationale of humanism. The

father encourages his heir to pursue multiple domains, such as anatomy and

hermeneutics, and take action for the familial duties and the social good, equally

devotedly, instead of concentrating on a single area. In Gargantua’s message one could
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find a model for the cultivation of the self in Renaissance humanism. There is a

celebration of the human being, free from restrictions or constraints of medieval

dogmatism, both body and mind working autonomously and harmoniously with the

world. Humanism in Renaissance times, however, does not mean human-centrism in a

narrow sense. People in those days, no matter how liberal, had a strong sense of faith in

Divine authority. The age did not know what is called atheism in a modern sense. What

Gargantua calls “the other world, called the microcosm, which is man,” has as its premise

the primary world, the macrocosm. The correspondence of the microcosm with the

macrocosm is one of the core notions of the time.

What Rabelais has Gargantua express in this condensed form of his entire work has a

direct bearing on what the medical humanities aims to achieve. Gargantua’s view of an

ideal person, who is well balanced in scientific knowledge, cultural scholarship, spiritual

piety, moral responsibility, and social obligations, resonates with the goals of medical

humanists.
168

The giant father is wisely aware of the danger of being confined in

knowledge and expertise without retaining wholesome ties with outside reality.

The humanistic legacy from Rabelais resonates with the tradition of physician-authors.

One might see that when some physicians desire to take up literary writing as a space for

168
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moral reflection, they are likely to cherish something akin to Rabelais’s vision and

sensibility that led to the creation of the outrageous narratives of the intelligent and

hilarious giants. Knowledge or skill per se will not serve as a moral agent:

Printing likewise is now in use, so elegant and so correct that better cannot be
imagined, although it was found out but in my time by divine inspiration, as by
a diabolical suggestion on the other side was the invention of ordnance. All the
world is full of knowing men, of most learned schoolmasters, and vast
libraries; and it appears to me as a truth, that neither in Plato’s time, nor
Cicero’s, nor Papinian’s, there was ever such conveniency for studying as we
see at this day there is. Nor must any adventurer henceforward to come in
public, or present himself in company, that hath not been pretty well polished
in the shop of Minerva. I see robbers, hangmen, freebooters, tapsters, ostlers,
and such like, of the very rubbish of the people, more learned now than the
doctors and preachers were in my time.

169

Gargantua is sensitive to the new technologies of the time. Printing and ordnance are

inventions that brought about tremendous impacts on both constructive and destructive

sides of modern civilization. Today’s health-care ethicists know too well that new

technology has power to rewrite the horizon of society’s culture and make new problems

of moral magnitude. Particularly for those engaged in health care, advance in technology

often literally spells ethical dilemmas and challenge. Physicians as medical scientists

may find themselves either masters of or servants to technology. Contemporary

physician-authors tackle the moral struggle engendered by the very sophistication of

patient-care machinery.

Gargantua and Pantagruel are larger-than-life personalities. However, one cannot help

harboring the simple question: “Why giants?” The outsize of Rabelais’s characters may
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be worthy of consideration. The giant has been a popular character throughout the

history of literature. Literature, entertaining or high brow, has embraced outsize

characters from Biblical giants, Greek and Roman mythological giants, to medieval

giants in folk legends and fairy tales. Many cultures have legendary giants associated

with local geographies. However, in general, giants are not compatible with intelligence

or integrity. Helmut Bonheim discusses the giant in literature from the viewpoint of

acromegaly, a clinical condition of bodily growth. Bonheim indicates as one of its

symptoms, “bouts of inordinate thirst,” refering to the episode of the birth of Gargantua,

who “cried out, not like other children: ‘Mies! Mies!’ but ‘Drink! Drink! Drink!’, as if

inviting the whole world to drink, and so loud that he was heard through all the lands of

Booze and Bibulous.”
170

Along with voracious appetite and thirst, the giant is often associated with slow-

wittedness. Bonheim explains the giant’s lack of intelligence by a physiological

malfunction in the brain caused by the pituitary gland often growing into a tumor that

could impair control of violent emotions as well as mental functions.
171

The giant has

barely survived “as often a victim as a victimizer.”
172

One might say that the bigness of

Rabelais’s father-son humanist pair is symbolic of the magnanimity of the early

Renaissance and, simultaneously, the fate of the first wave of modernity that had been
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taken over by the scientists. Below I make more extensive discussions of two separate

waves of modernity—humanistic and scientific.

Watanabe Kazuo, the premier scholar of Rabelais in Japanese academia and translator

of all his volumes, writes in Rabelais’s biography that he was inspired by the bestselling

medieval folk tale Chronicles of Great Gargantua published around 1532.
173

What is

original with Rabelais’s Gargantua is that the author instilled intelligence and humanity

into this giant character unremarkable except for his physical size. Pantagruel is based on

a nondescript medieval fairy who was believed to cause thirst in people. Rabelais gave

this character a new life as the son of Gargantua. Rabelais’s father and son characters’

supersize is suggestive in terms of the reductionism that had reigned in Western science

and society in the previous three centuries. Were Gargantua and Pantagruel the last

giants to be blessed with intelligence, character, and strength? Unfortunately, yes. The

giant survived exclusively in fantasies, folk legends, tall tales, and children’s stories in

the next four hundred years.
174

Bonheim notes that “over two millennia of Western

literature, the giant almost inevitably loses.”
175

That is one reason Rabelais’s giants, with

all their wits, brains, and hearts, had to wait to be revitalized by the Russian critic,
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Mikhail Bakhtin, whose theories I discuss below, to be taken seriously in literary

criticism and the studies of the Renaissance and modernity.

Rabelais had a life as full of vicissitudes as did the gigantic characters of his creation.

The significance of Rabelais as a physician-author will be illuminated against the

backdrop of the sociocultural and religious turbulence and unrest of sixteenth-century

Europe. In the time Rabelais lived, religious convictions could cost not only a career but

also a life. His attitude of tolerance is shown by the fact that he was so religiously

ambiguous that even scholars cannot pin down his specific religious belief. Rabelais is

said to have been an evangelist, but also a Catholic, a Protestant, and even sympathetic to

the Anglicans.
176

Rabelais was born into a fairly wealthy family in Chinon, Touraine, in middle France

in 1494.
177

His father, Antoine, was a lawyer serving on the local court of Chinon and by

the generation of Antoine, the family had become related to wealthy households by

marriage.
178

Rabelais received a primary-level education in the school of the Franciscan

monastery.
179

In 1517, when Martin Luther’s religious Reformation took place, the

Sorbonne, the faculty of theology of the University of Paris, which had the greatest

authority, both spiritual and political, put a ban on Greek studies in fear that the reading
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of the Bible in its original texts would fuel the momentum for religious change.
180

It is

said that Rabelais had his Greek books confiscated by the monastery.
181

Later, Rabelais left the monastery to seek a medical career. In 1530, at the University

of Montpellier, he qualified as a bachelor of medicine after being enrolled in a six-week

course of medical studies and practice.
182

At that time the course of medicine was

composed of reading classical texts. For Rabelais, who was well acquainted with Greek,

Latin, and Italian, it was not difficult to finish the course in such a brief period of time.
183

According to the Japanese Rabelais scholar, Ninomiya Takashi, Rabelais gave lectures as

an intern in the next term on Hippocrates and Galen based on Greek, not on Latin,

translations, which was epoch-making at the time.
184

The year 1532 was in many ways crucial in the life of Rabelais as physician, author,

and humanist, respectively. He became recognized in Lyons by scholarly publications: a

translation of an Italian physician’s book written in Latin and a compilation of his own

lectures in Montpellier.
185

The same year when Chronicles of Great Gargantua by an
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anonymous author became an astonishing bestseller, Rabelais was inspired to recreate

stories of the giants in his own fashion.
186

It was Book II with Pantagruel as its

protagonist that was published first.
187

The same year Rabelais wrote a letter to Erasmus

expressing unsurpassable praise for the man of rhetoric and toleration for nonessentials in

religious polemics.
188

The fate that awaited Gargantua and Pantagruel was by no means plain. In the next

year Book II was censored by the Sorbonne and judged as obscenus, which could be

interpreted either as insolent or obscene.
189

Nevertheless, in 1534, the popularity of Book

II urged Rabelais to publish Book I, in which he made Gargantua the protagonist as

Pantagruel’s father and legitimized Pantagruel’s genealogy.
190

It was also in this year that

Jean Calvin expatriated and Thomas More was executed.
191

In 1536, Rabelais was

approved to be in the Benedictine order and practice medicine.
192

The next year he was

granted a Ph.D. at Montpellier and performed a dissection of an executed man in front of

a public audience at Lyons.
193

In 1538, France alienated itself from German Protestants,
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thereby doing away with their religious policy of toleration.
194

The year 1542 saw the

revised editions of Books I and II, both of which were banned by the Sorbonne and

accused by Paris Supreme Court.
195

However, in 1546 Book III was published, followed

by Book IV in 1548.
196

Book IV was also banned by the Sorbonne in 1552.
197

Rabelais is

believed to have died in the next year, 1553.
198

It was in this context that modern medicine based on observation and deduction of

facts was born. Modern medicine is one of the most important contributions of

modernity. As one of the few physicians of the time who performed dissections, Rabelais

may be acknowledged as instrumental in helping bring modernity to the West. However,

according to Stephen Toulmin, British philosopher, educator, and former physicist who

dedicated his life to the study of moral reasoning, modernity is not a unitary continuity of

improvement and advancement. Toulmin suggests that modernity has two distinct

starting points, a humanistic one grounded in classical literature and a scientific one

rooted in seventeenth-century natural philosophy.
199

The discrepancy between the two kinds of modernity has vast implications in

understanding the significance of Rabelais as a physician-writer. According to Toulmin,
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the first modernity was started by humanists such as Rabelais, Erasmus, and Shakespeare,

and it is characterized by the unity of mind-body, tolerance, ambiguity, uncertainty, and

diversity. The second modernity began with scientists, represented by Descartes,

Copernicus, Galileo, and Newton, who respectively attempted to formulate all

phenomena and make them reducible to universal equations. The first was completely

replaced by the second. Toulmin explains the reason these two traditions were seen in

antagonism:

Whatever was gained by Galileo, Descartes, and Newton’s excursions into natural
philosophy, something was also lost through the abandonment of Erasmus and
Rabelais, Shakespeare and Montaigne. . . . It is that the humane attitudes of
openness, relaxation, and bawdiness which were still permissible in the time of
Rabelais and Montaigne, were driven underground not long after 1600.

200

The predominance of rationality and consequent mind-body separation governed the

Western mind for the next four hundred years. The physician-writers who follow

Rabelais’s steps are those who are aware that literature and medicine are mutually

indispensible and inclusive. Thus, if not consciously, they attempt the revitalization of

the first start of modernity and, in that sense, owe Rabelais a picture of a merry union of

sciences and humanities.

The question Toulmin posits is what made such drastic change occur—that is, why in

so short as fifty years’ time, between 1590 and 1640, in the cultural climate of the West,

was the tradition of Montaigne’s reflection completely replaced by the debate of

200
Ibid., 43-44.



96

Cartesian philosophy?
201

According to Toulmin, in the time of Montaigne and other

sixteenth-century humanists, there was a “climate of opinion that let readers be

skeptically tolerant of uncertainty, ambiguity, and diversity of opinion in the 1580s and

‘90s.”
202

However, by the mid-seventeenth century, writers were “more dogmatic” and

“trying to give their beliefs ‘provably certain’ foundations.”
203

Options for “skeptical

acceptance of ambiguity and a readiness to live with uncertainty” came to be “taken

seriously only by consciously ‘heterodox’ thinkers.”
204

Toulmin suggests that the then

rationalists’ attempt to make philosophical, epistemological, and metaphysical quests

“out of reach of contextual analysis” is worth examining because in the twentieth century,

the “call for certain foundations to our beliefs . . . lost its original appeal.”
205

Now we

find ourselves back where the sixteenth-century humanists left us. Physician-writers who

came after Rabelais are obviously “heterodox” in science and flourish in the contexts of

creativity.

In the transitional period from the sixteenth and seventeenth centuries, with human

freedom gained as a result of the politico-religious democratization and individualization

as the background, there was a serious quest for certain and demonstrable foundations. It

was a need for scientific systems and physical theory of metaphysics and knowledge.
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Descartes’s starting point was “the connection between his existence and his mental

experiences—the single unquestionably certain thing.”
206

Descartes led to Newton and

produced an “all-embracing system of theoretical physics.”
207

Cartesian arguments,

despite deficiencies, have had “lasting influence . . . for the logical structure of theories,

which was the required form for all future systems of physics, from Newton on.”
208

Cartesian methodology of basing theories on “clear and distinct” concepts and his

program for philosophy swept aside the “‘reasonable’ uncertainties and hesitations of

16th-century skeptics.
209

Skepticism in a constructive sense was thus expelled from

hegemonic discourses. From many physician-writers’ texts, it is conceivable that they

suffer from the uncertainties in the human condition that can never be captured in clear

and distinct formulae or universal principles except in particular contexts.

The impressive list of physician-writers I mentioned at the beginning of this chapter

displays those of straight lineage from the rationality of seventeenth-century natural

philosophy. In the act of writing, they wish to pay compassionate attention to the details

of a myriad of concrete incidents and events of conditions and realities in human

existence. When they find themselves serving not only as scientists and practitioners but

also as moral thinkers and agents, they may feel obliged and urged to return to the first

modernity that their once legitimate fathers—Erasmus, Montaigne, and Rabelais—
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enjoyed.
210

Toulmin suggests that Montaigne conceives our humanity as our accepting

“responsibility for our bodies, our feelings and the effects of the things we do” despite the

fact that bodies and feelings are not necessarily under control.
211

Montaigne refers to a

scatological example in St. Augustine’s account: a “man who, by controlling his gut,

could fart in time with music.”
212

Montaigne’s point is serious: “that there is no use

laying down a hard and fast line to divide bodily processes (‘material’) from voluntary

activities (‘mental’).”
213

According to Toulmin, both liberated from “respectability,”

Montaigne and Rabelais are kindred.
214

It is of interest to know that Montaigne and Rabelais share the lack of somatic

inhibitions. Toulmin intimates that this observation is true of the history of science or

philosophy and points out the modern fallacies that intellectual problems are handled

independently of social attitudes, and vice versa, and that “in separating rationality and

logic from rhetoric and the emotions, we are unwittingly committed to the basic agenda

of modern philosophy.”
215

Physician-authors are in some ways those who acknowledge

these problems in medical science in the institution and in its application to the needs of
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real people living in socioeconomic, political, and cultural contexts. Toulmin goes on to

say:

Epistemology involves not just intellectual, but also moral issues. Abstract
concepts and formal arguments, intuitive ideas and propositions are not the only
grist for a philosopher’s mill: rather, he can attend to the whole of human
experience, in varied, concrete detail.

216

If physician-writers seriously intend to tackle moral and ethical questions that would be

lost by the alienation of science from the humanities, then they may want to return to

Rabelaisian expansiveness, toleration for uncertainty, ambiguity, and diversity and depict

“the whole of human experience, in varied, concrete detail.”

It is Mikhail Bakhtin, Russian philosopher and critic, who revitalized Gargantua and

Pantagruel not as dumb losers but as intelligent humanists in his work, Rabelais and His

World (1930). The rediscovery of Rabelais by Bakhtin can be seen as the reconfirmation

of these humanistic spirits and visions characteristic of the first wave of modernity.
217

The giant father and son not only embody a delightful challenge to the separation of

science and humanities but also to that of the mind and the body. Kendrick W. Prewitt,

professor of English who teaches courses in literature and medicine, observes:

The dualism of body and mind (or soul) is deeply ingrained in the Western
philosophical tradition by the writings of Plato, which were appropriated into
Christian thought through the Neoplatonism of the early church fathers and which

216
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typically privilege the mind or soul over the body or flesh. But this hierarchy of
mind over body encounters a stiff challenge in the writings of the sixteenth-century
Frenchman François Rabelais and more explicitly in the work of Rabelais’s
twentieth-century commentator Mikhail Bakhtin.

218

Prewitt notes Bakhtin’s concepts of “two modes of bodily representation, the ‘classical’

and the ‘grotesque.’” In contrast to the classical body, which is situated in the vertical

hierarchy with the head at its top, the grotesque body serves as the foundation of the

horizontal picture of the world, “the relative center of the cosmos” in the Renaissance

frame of mind.
219

Grotesque is a phase of natural phenomena (human beings, animals,

and plants) merging with each other and giving birth to each other, in contrast with the

classic, static, and separate with bright borderline. The grotesque body is not static and

stable but always changing. Unlike the classic body, which is static and constant, the

grotesque body is transforming and generating. The classical mode has a hierarchical

model with the “head as the seat of reason,” which transcends the merely bodily, seeing

“the body as self-contained and individualized.”
220

In contrast, Bakhtin says:

The grotesque mode levels or even subverts the traditional (classical) mind-body
hierarchy. It emphasizes those parts of the body that are open to the outside
world—the open mouth, the sexual organs, and so forth—and celebrates dung as
the fertilizer of material life. The grotesque body is on the whole unfinished; it
outgrows itself and is not clearly separated from the world.
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Bakhtin notes that “the grotesque image reflects a phenomenon in transformation.”
222

Scatological details are not simply for the sake of shocking effects. Rather, they are for

the comprehension of the entire transformative process of existence. Particularly, the

account of Gargantua’s mother, Gargamelle, giving birth to him “provides a good dose of

the Rabelaisian bawdy celebration of defecation, copulation, pregnancy, and birth”:
223

A little while after she began to groan, lament and cry.
Then suddenly came the midwives from all quarters, who groping her below,
found some peloderies, which was a certain filthy stuff, and of a taste
truly bad enough. This they thought had been the child, but it was her
fundament, that was slipped out with the mollification of her straight
entrail, which you call the bum-gut, and that merely by eating of too many
tripes, as we have showed you before. Whereupon an old ugly trot in the
company, who had the repute of an expert she-physician, and was come from
Brisepaille, near to Saint Genou, three score years before, made her so
horrible a restrictive and binding medicine, and whereby all her larris,
arse-pipes, and conduits were so oppilated, stopped, obstructed, and
contracted, that you could hardly have opened and enlarged them with your
teeth, which is a terrible thing to think upon.

224

The fetus Gargantua climbs up Gargamelle’s “hollow vein” by the “diaphragm even

above her shoulders” until finally he issued forth at her left ear.
225

Rabelais’s grotesque
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body entails praise of human reproduction and awe for the birth-death-rebirth cycles of

life. Prewitt says that the speech by Panurge, a subject and good friend of Prince

Pantagruel, about the building of organic city, made of the “connected genitalia of

Parisian men and women,” is delivered in “praise of human fecundity.” Moreover,

according to Panurge, the codpiece, which is the protector of the vital seed of the species,

is “the noblest piece in a warrior’s armor and even more crucial than the helmet.”
226

Scatology, as well as sexuality, is thus an essential part of Rabelais’s “grotesque” view of

life and death. However, as the giant became obsolete in serious literature, scatology

became detached from the entire picture of the vision of life and reduced to an occasional

artistic gimmick to stun audiences.

Rabelais’s affirmative conception of the human mind and body, including its base

functions, is most succinctly represented in combination in the following remark by

Panurge:

O the fine saying! Now let our microcosm be fancied conform to this model
in all its members; lending, borrowing, and owing, that is to say,
according to its own nature. For nature hath not to any other end created
man, but to owe, borrow, and lend; no greater is the harmony amongst the
heavenly spheres than that which shall be found in its well-ordered policy.
The intention of the founder of this microcosm is, to have a soul therein
to be entertained, which is lodged there, as a guest with its host, (that)
it may live there for a while. Life consisteth in blood, blood is the seat
of the soul; therefore the chiefest work of the microcosm is, to be making
blood continually.
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Rabelais has Panurge envision “the body as a model for how society should operate.”
228

As Prewitt writes, all the organs lend to and borrow from one another, just as members of

society ought to cater to one another’s needs. Panurge’s conception of lenders and

debtors gives a picture of solidarity in human society, compared to the system of a

physical body.
229

Thus, unlike in modern canons, Rabelais’s grotesque body is not segregated from the

norm of the world. In that respect, it has potential to serve as a remedy to the modernist's

concept of the Other and to the postmodern struggle to embrace and expand to the Other:

The unfinished and open body (dying, bringing forth and being born) is not
separated from the world by clearly defined boundaries; it is blended with the
world, with animals, with objects. It is cosmic, it represents the entire material
bodily world in all its elements. It is an incarnation of this world at the absolute
lower stratum, as the swallowing up and generating principle, as the bodily grave
and bosom, as a field which has been sown and in which new shoots are preparing
to sprout.

230

The grotesque body is a key conception in the changed position of the human in the

universal system. The idea of the human body that Rabelais holds was “the center of a

philosophy that contributed to the destruction of the medieval hierarchic picture of the
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world and to the creation of a new concept.”
231

In the system of the medieval universe, all

elements were subject to a definite order from top to bottom. The higher the element on

the cosmic scale, the more perfect it was in quality. All degrees of value correspond

strictly to their positions in space, from the lowest to the highest. The flesh and blood of

medieval man was composed of “the conceptions and the images of the higher and lower

stratum as expressed in space value.”
232

In the medieval paradigm, celestial bodies were

most perfect as quintessence.
233

As Bakhtin observes:

The Renaissance destroyed this hierarchical picture of the world; its elements were
transferred to one single plane, and the higher and lower stratum became relative.
The accent was placed on “forward” and “backward.” This transfer of the world
from the vertical to the horizontal was realized in the human body, which became
the relative center of the cosmos. And this cosmos was no longer moving from the
bottom to the top but along the horizontal line of time, from the past to the future.
In bodily man the hierarchy of the cosmos was reversed and canceled; he asserted
himself outside it.

234

Attention should be paid to Bakhtin’s statement that the human body became the

“relative center of the cosmos.” There was acknowledgment of values and beliefs

exterior to the human body. It is an important point when one considers that as modern
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medical technology progressed, the human body became the absolute center of the

cosmos. The preservation of the human body became the absolute mission of the

profession. In other words, the institution of medicine has taken a sacrosanct place, like

that of the pre-modern Church.

Furthermore, Rabelais’s grotesque has a link to a strong sense of history. In the

primitive level of development, grotesque images are ancient, pertaining to man’s and

nature’s biological and reproductive life. In the Renaissance, “the sense of time and

change was broadened and deepened, drawing into its cycle social and historic

phenomena”:

The grotesque images with their relation to changing time and their ambivalence
become the means for the artistic and ideological expression of a mighty
awareness of history and of historic change which appeared during the
Renaissance.

235

By giving anatomical details, Rabelais aims to build up the idea of the grotesque body.

The images of the grotesque body, according to Rabelais, “entirely different from ready-

made, complete being,” are “ambivalent,” “contradictory,” “ugly,” “monstrous,” and

“hideous from the point of view of ‘classic’ aesthetics.”
236

Bakhtin remarks:

The new historic sense that penetrates them gives these images a new meaning but
keeps intact their traditional contents: copulation, pregnancy, birth, growth, old
age, disintegration, dismemberment. All these in their direct material aspect are
the main element in the system of grotesque images. They are contrary to the
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classic images of the finished, completed man, cleansed, as it were, of all the
scoriae of birth and development.

237

Rabelais’s images of the body are thus realistic, untarnished by any classic idealism. In

that sense they are under the medical gaze. But Rabelais’s body is not the medical body

that lacks historicity. The grotesque images of the body are also under the humanistic

gaze as organic parts in process in a larger sweep of life.

Rabelais’s idea of the grotesque body may serve as a critique of the body

dehumanized in the process of medicalization. If the grotesque body’s temporal sense is

historicity, its special sense concerns its bond with its natural and social environments.

Modern doctors are first-hand witnesses to the dramatic activities that take place in the

interior of the human body. However, it is highly questionable that the modern

physician’s view of the body is ever accompanied by the idea that the grotesque body is

part of a larger life on a communal vein. Rather, the individual body is alienated from

other bodies in the sanitized medical environment, and its death is complete and final,

never seen as part of the symbiosis of life as a whole. When physicians wish to consider

the deaths they daily handle in practice in a more reflexive and connecting manner, some

of them may take up writing. Modern individuals became free from the hierarchical

concept of the body in a medieval sense. Instead, they have become bound by the new

mode of hierarchy with science holding objective, quantifiable, and detached evidence in

highest esteem. In their attempts to recreate a new order of phenomena in the universe,
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probably, medical humanists and many physician-writers share in the Renaissance minds,

who challenge this hierarchical order with this scientism at top.

The declaration of new order and human autonomy in modernity can be found in

Oratio de hominis dignitate by Pico della Mirandola.
238

Bahktin refers to it as a striking

expression of “this reconstruction of the cosmos from vertical to horizontal in man and

the human body.”
239

In this famous speech Pico asserts that man is superior to all beings,

including the celestial spirits, “because he is not only being but also becoming.”
240

Man

is outside all hierarchies, which determine only what represents “stable, immovable, and

unchangeable being, not free becoming.”
241

All the beings other than man remain forever

the same, as their nature is ready-made and unchanging because it receives at its birth one

single seed, which is to develop, whereas “man receives at his birth the seeds of every

form of life.”
242

He may choose the seed that will make him become a plant, an animal,

an angel, or a son of God. According to Bakhtin:

Such concepts as becoming, the existence of many seeds and of many possibilities,
the freedom of choice, leads [sic] man toward the horizontal line of time and of
historic becoming. Let us stress that the body of man reunites in itself all the

238
Giovanni Pico della Mirandola, “Oration on the Dignity of Man,”

http://cscs.umich.edu/~crshalizi/Mirandola/ (accessed March 11, 2011).

239
Bakhtin, Rabelais and His World, 364.

240
Ibid.

241
Ibid.

242
Ibid.



108

elements and kingdoms of nature, both the plants and the animals. Man, properly
speaking, is not something completed and finished, but open, uncompleted.

243

With the Renaissance philosophers, including Pico, who had influence on Rabelais, there

are two characteristic tendencies. One is to find in man the “entire universe with all its

elements and forces, with its higher and lower stratum.”
244

The other is to think of the

human body as drawing together the most remote phenomena and forces of the cosmos.

Bakhtin suggests:

All things in the universe, from heavenly bodies to elements, had left their former
place in their hierarchy and moved to the single horizontal plane of the world of
becoming, where they began to seek a new place and to achieve new formations.
The center around which these perturbations took place was precisely the human
body, uniting all the varied patterns of the universe.

245

This new philosophy led to the “new awareness of the cosmos as man’s own home,

holding no terror for him.”
246

In this great time of transition, the expansion of knowledge

and enhancement of the self was of highest priority. Rabelais’s language of images and

the plane of laughter reflect this change of the time in theoretical terms. Gargantua’s

letter addressed to his son aptly represents this unconditional trust in the investment in

humanity.
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The letter from Gargantua in the epigraph of this chapter may embody the spirit of the

Gargantuan world. Its style, however, is never on a par with the language used in the

rest of the entire narrative. According to Watanabe, the letter stands out in style because

it is written in extremely formal and classical French.
247

Through most of the text of

Gargantua, the language is that of the marketplace, as Bakhtin suggests. Bakhtin also

notes the relationship between the concepts of the grotesque body and the phrases of

language such as “abuses, oaths, and curses.”
248

Before the birth of the clinic, the

performance of medicine is not carried out in a secluded space, but the purpose and

meaning of its benefits brings it back to the marketplace where “popular spectacles and

popular medicine, herbalists and druggists, hawkers of magic unguents and quacks, could

be seen side by side.”
249

The role of abusive language is essential to the understanding of

grotesque literature. Rather than working as derogatory as in a modern sense, abuse

exercises a direct influence on “all other forms of ‘degradation’ and ‘down to earth’ in

grotesque and Renaissance literature.”
250

Scatology is one vital artistic expression in this

vein. Of all the functions of the body, why should defecating and urinating be invisible,

stigmatized, and discriminated against? As the wastes from the human body enrich the

soil so that the change of seasons and the life-death-rebirth cycle go on, abusive phrases

from the human mouth also help communal interactions prosper and thrive.
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Closely connected to abuse, oaths, and curses is the carnivalesque. The carnival is an

event that reproduces the cycle of life-death-rebirth in nature by the overturn of the

norms, rules, values, and statuses in the normal order, law, and power of society. Modern

medicine, where normal values in society are suspended under the name of

professionalism, is a space for the counter-carnivalesque. The medical gaze makes

normal citizens objectified, vulnerable, and powerless. When a physician writes about

his profession, almost inevitably this carnival called medical practice is revealed, and the

ritual of the closed sanctuary is brought out as a spectacle in the agora. That is why

physician-writers’ works often cause controversies of the kind other writers’ works

would not. In a way, clinical practice is a variation of carnival in that it overturns the

daily norms, values, and codes. The difference is that modern medicine is alienated from

marketplace practices, values, and languages. What takes place in an operating room is

nothing but grotesque. But if segregated from the rest of the organic system, it might be

grotesque in a completely different sense than in Gargantua. When death is no longer

incorporated in the cycle of communal life but is targeted as the nemesis of medical

science, the entire picture has been severed from the wholeness of Rabelais’s world.

Rabelais as a physician is most tangibly represented in the preface to Book IV. In the

form of a letter to the Cardinal Odet, who has power over publication licensure in the

royal court of the time, Rabelais describes the task of a physician in humorous ways,

referring to classical examples. He suggests that his duty as a physician and his mission

as a writer are compatible with each other. He emphasizes that his aim is not “glory” or

“applause” but to help those “who labour under affliction,” insisting on the benefits of his

“Pantagruelian fables” that led to the outcomes that “many languishing, sick, and
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disconsolate persons, perusing them, have deceived their grief, passed their time merrily,

and been inspired with new joy and comfort.”
251

In this letter, Rabelais notes basic protocols of the patient-doctor relationship and

refers to the clinician’s ethics and etiquettes “in the prescription of his motions,

deportment, looks, countenance, gracefulness, civility, cleanliness of face, clothes, beard,

hair, hands, mouth, even his very nails.”
252

According to the author, the physician is to

behave

as if he were to play the part of a lover in some comedy, or enter the lists to fight
some enemy. And indeed the practice of physic is properly enough compared by
Hippocrates to a fight, and also to a farce acted between three persons, the patient,
the physician, and the disease.

253

Comparing it to a “fight” or a “farce,” Rabelais realizes the multidimensionality of

clinical practice that demands skills in patient-doctor interactions and accommodations to

a diversity of contexts. One might want to recognize that many modern and postmodern

physician-writers are in the same vein as Rabelais with a satirical reflection on practicing

medicine.

One eccentric variation of Rabelaisian giants has materialized as the Fat Man in

another conspicuous physician-author’s story, The House of God (1978) by Samuel Shem

(1944- ). The Fat Man is extremely intelligent and knowledgeable, yet first appears crazy
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to the intern-hero Roy Basch. The Fat Man, well acquainted with both the “fight” and

“farce” aspects of clinical practice, teaches Roy not only how to survive his grueling

internship but also how to have the empathy and tenderness a doctor needs to serve

patients as a healer. Roy learns from him that the clinician’s presence, just being there,

consoles a dying patient and alleviates her suffering more than any other medication.

The Fat Man guides Roy as Gargantua did Pantagruel in showing him ways to negotiate

the narrow path to be skilled and tactful as a physician without sacrificing his human

decency. Shem’s work serves as a reminder of Gargantua in many ways: grotesque

realism, laughter, caricature, satire, and sexology and scatology. Shem might be called a

straight descendent of the Renaissance humanist. With all the initial disapproval from

within the medical community, the reputation of the book has endured to earn a special

standing among physician-authors’ works. In Bakhtin’s observation, the affinities of

medicine and the grotesque are evident:

He [the physician] participates in death and procreation. He is not concerned with
a completed and closed body but with the one that is born, which is in the stage of
becoming. The body that interests him is pregnant, delivers, defecates, is sick,
dying, and dismembered. In one word, it is the body as it appears in abuses,
curses, oaths, and generally in all grotesque images.

254

Bakhtin suggests that grotesque realism has been latent under the prosperity of realistic

literature in the last three centuries but became manifest with “a renewed vitality.”
255

The

House of God no doubt supports and deserves this claim.
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As Gargantua is a satire, many works by modern and postmodern physician-writers

belong to this genre. If not a straightforward satire, literary works by physician-writers

often assume critical poignancy. Satirical flare may come from the sense of futility a

doctor feels in the face of human suffering and mortality, a genuine critique of

institutionalized medical practice and education, or the suffering generated and increased

by the very advance and sophistication of medical technology. As Prewitt reads

Rabelais’s Gargantua and Pantagruel as a satire directed at the contemporary

establishments including the “late medieval church, monastic life, and humanist

education,” The House of God can be read as a satire targeting the “modern medical

institution, interns’ life, and reductionist education.”
256

It is not coincidental that The

House of God is one of the most acrimonious satires against not only institutionalized and

dehumanized medicine but also the social system in general that maintains the status quo

at a dear cost of individual freedom, sanity, and aspirations for fulfillment. Shem shares

with Rabelais the “combination of comic exaggeration and serious intent.”
257

Shem’s

novel is crammed with scatological details, sexual orgies, and grotesque portrayals of the

bodies of gomers and the fellow intern who killed himself by jumping from the window.

Just as Rabelais’s work, The House of God does not end up as a mere satire but exudes

the celebration of life and love. The Canadian professor of English and literary critic
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Northrop Frye argues that in literary convention, categories of comedy, romance, tragedy,

and irony or satire correspond with spring, summer, autumn, and winter in the cycle of

nature.
258

Frye intimates that the myth of winter, irony, is “best approached as a parody of

romance” and that in satire as “militant irony,” “its moral norms are pretty clear, and it

assumes standards against which the grotesque and absurd are measured.”
259

Furthermore, according to Frye, “romance and irony, the champions of the ideal and the

actual” “contrast rather than blend.”
260

These observations by Frye may well be

applicable to the interpretation of the structure of The House of God, which constitutes a

“militant” satire. The denouement of Shem’s book, however, marks the summertime of

romance in Southern France when Roy proposes marriage to Berry. Thus completes the

cycle of life-death-rebirth, or as Kathryn Montgomery Hunter suggests, the “story of trial,

fall, and redemption.”
261

Hunter observes that the novel has a pattern of descent and

return as do conventional satires such as Gulliver’s Travels and Catch-22.
262

These

returns in satire, according to Hunter, “represent the narrator’s ideal, the standard by
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which we are to judge the world from which the hero has returned.”
263

One should note

that Hunter uses the word standard as Frye does. The opening and ending of the book

has “an idyllic moment in a summer garden.”
264

The naked Roy and Berry serve as a

reminder of Adam and Eve before the Fall. However, as Hunter notes, “the world

intrudes upon this garden.”
265

Roy is no longer innocent. His experience makes him

imagine dissecting the “bikini-clad luscious bodies” “into tendon, muscle, and bone.”
266

His knowledge makes him discern signs of age and death in this paradise: “their waiter

has ‘a senile tremor.’”
267

When he passes a hospice, he cannot help seeing the ghosts of

gomers.
268

The brief description of hospice is important because whereas the hospice is a

program where men and women in the last of their lives are given means to die peaceful

deaths, the “House” that continues haunting Roy is the institution where individuals on

the verge of death are forced to stay alive. Frye observes that the enemy of a romantic

hero is “associated with winter, darkness, confusion, sterility, moribund life, and old

age,” while the hero “with spring, dawn, order, fertility, vigor and youth.”
269

Little

wonder that when Roy sees a gomer, he “always feel[s] grand”: “healthy, tan, sweaty,
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drunk, full of blackberries, laughing inside and fearing the cruelty of that laughter, I feel

grand.”
270

However, as the novel is not a romance as its entirety, Roy is not a hero of

romance either. According to Frye, a main character in romance “never develops or

ages,” while Roy did develop and age. He says “I love these gomers now” because he

realizes that his enemy is the system, not gomers themselves.
271

Hunter points out that as

the timeliness of the novel is its strength, the prolongation of life at all costs described in

the book is dated even in 1983 when Hunter’s article was published.
272

Roy’s sight of

hospice seems to suggest the direction in which the end-of-life care was to proceed.

Part of an answer to the question why this novel was a sensational event to the

community of medicine and the audience, both lay and professional, may be found by

exploring the temporally distant but sensibly close relationship between these two

physician-writers in the sixteenth century and twentieth century, respectively. For Roy,

traumatized from the horrendous experiences in prolonging the lives of virtually dead

patients, what worked as a resuscitating tonic was Marcel Marceau’s pantomime

performance. Hunter suggests that the character of Roy’s fiancée-psychologist, Berry, is

“one of the failures in the novel”—an embodiment of “the satiric norm of psychological

and social (as well as sexual) health by which we and the hero are to judge his aberrant

year.”
273

True, Berry is too pure, benevolent, and faithful to be true, compared with other
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female characters in the novel with their shares of despotism, defects, and desires.

However, Berry may be singlehandedly taking over the element of romance in this book

of satire. She might be viewed as functioning as a female guide who inspires and guides

the hero in Western literature, such as Beatrice in Dante’s Divine Comedy or Goethe’s

vision of the eternal feminine that leads men upward, or as a parody or an allusion to

those feminine guiding characters. As Hunter points out, it is Berry “who organizes

Basch’s rescue” from the death-infested intensive care unit to the revitalizing mime.
274

According to Bakhtin, the language of the marketplace, which Rabelais takes advantage

of to disseminate humanist vitality, includes vendors’ language, common folk’s language,

and also the language of pantomime.
275

Roy’s soul, calloused and frozen by the language

of death in reductionist and mechanical practice under the control of the institute, became

thawed and mellow again with the healing power of nonverbal communication with the

pantomime performer. This turning point suggests that Roy has grown up into a

discerning translator and interpreter of the language and gestures of silence into the

language of shared joy, grief, laughter, sadness, and happiness. Roy’s growth is what has

enabled him to interpret the eccentric language of the Fat Man in the way not all his

fellow interns were able to do. Growth is also an idea that links Shem and Rabelais. At

the end of the story, Shem has Berry say:
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“Your whole life has been a growing from the outside, mastering the challenges
that others have set for you. Now, finally, you might just be growing from inside
yourself. It can be a whole new world, Roy, I know it. A whole new life.”

276

What Roy should pursue in the medical profession is to grow, as Gargantua encourages

his son to learn and grow as a man of the new age. Some young doctors may cease to try

to grow from inside once they are certified by having mastered the “challenges the others

have set” for them through school curricula, internship, and residency. Berry’s words

suggest one of the objectives of teaching literature and medicine to students and

practitioners: the cultivation of the physician’s character.

The opening and closing of The House of God take place in the framework of a

recollection by the protagonist and his girlfriend on a year’s vacation in South France.
277

The place, if the whole story is viewed as an homage to Rabelais, is fit for the hero’s

renaissance because it was in Montpellier, South France, that Rabelais studied medicine

and in the municipal hospital Hôtel Dieu in Lyons that he practiced as a physician. Hôtel

Dieu is a common name as a public clinical institution in the history of Western

medicine. The closeness of the House of God and Hôtel Dieu might be coincidental yet

worthy of note. Hunter also suggests that the hospital modeled after Harvard’s Beth

Israel serves as a reminder of the “infamous Hôtel Dieu in eighteenth-century Paris.”
278
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Finally, laughter is a strong bond connecting Rabelais and Shem. As it is clinically

indicated that laughter has actual healing effects, humor is a manifestation and

acceleration of human resilience. Rabelais’s “Advice to Readers” that precedes his

Prologue reads:

Good friends who come to read this book,
Strip yourselves first of affectation;
Do not assume a pained, shocked look,
For it contains no foul infection,
Yet teaches you no great perfection,
But lessons in the mirthful art,
The only subject for my heart.
When I see grief consume and rot
You, mirth’s my theme and tears are not,
For laughter is man’s proper lot.

279

Judging from the fact that the Fat Man is described as a “Gargantua of medicine” and one

patient is described as a “Pantagruelian drunk Norwegian,” it is obvious that Shem was

well aware of Rabelais’s giants.
280

It is not certain whether Shem intended a parody of

Gargantua, but Rabelais’s “advice” could have worked well as Shem’s remark to his

reader.

On the one hand, the hyphenated terminology of a physician-writer has a

condescending connotation that he or she is somewhat inferior to a writer.
281

On the other

hand, medical doctors are far more likely to get opportunities to have their texts
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published because of society’s interest in their profession.
282

That apparently ambivalent

reaction to the physician-writer may suggest that the hyphen is an attempt to bridge an

apparently unsurpassable crevasse between these two entities. The dawn of modernity

was the time when “philosophers tried to be physicians, and the physicians were all

philosophers.”
283

Rabelais is the epitome of the physician-philosopher because his work

is charged with insatiable thirst to capture the human, the natural, and the artificial in the

cosmos.

In modern science, the boundaries of the microcosm have been inwardly expanding

day by day just as dissections at Rabelais’s time opened new frontiers of humanity. New

definitions of the human body and renewed relationship with one’s body have been

required. The more because of the sophisticated technologies for diagnoses and

treatments, the human body has become alienated from the self to the same extent as it

has been benefited. As in Rabelais’s Renaissance, physician-writers explore the relative

relationships of the body with the exterior world and of the body with the self, which

have been getting increasingly complex.

For Rabelais, rationality and emotion are not separated by a bright line just as the

body and the mind are not. Rabelais is an extraordinary forerunner of humanism,

medical humanities, and physician-author’s writing. What he is endowed with resonates

with what is pursued in these fields: insatiable curiosity about the human body, mind,
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soul, and the world surrounding them; belief in the expansion of knowledge, intellect, and

reflection; celebration of basic human facts, functions, and desires; promotion of

individual freedom and autonomy; and advocacy for social justice, improvement, and

solidarity. The essence of Rabelais’s humanist spirit has been inherited by many

physician-writers, who have been tenaciously pursuing their perpetual concerns for the

human condition and their resistance against medicine’s irreversibly becoming a science

and technology and the social complacency that allows it.



What would Rabelais’s achievements mean in medical education in Japanese context?

In Japanese, there is no hyphenated appellation referring to a physician-writer. There

will be always a conjunction and linking the two vocations, which rather helps celebrate

the status of that particular individual who is blessed with two contrasting gifts. It is

interesting that in the history of modern Japanese literature, there have been many

physician-authors.  Two of the luminaries, Mori Ōgai (1862-1922) and Saitō Mokichi 

(1882-1953), whom I discuss in Part III, both played significant roles in building the

foundation of Japanese modern literature. They are medical doctors who went to Europe

to research Western-style modern medicine and import it to Japan. Just as the

Renaissance is the time of the rebirth of Western classics, the advance in science, and the

liberation of the human spirit, the Restoration in the mid-nineteenth century was the time

of greatest change in Japanese history.
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In addition to the unequivocal commitment to science and the Western vision of

humanism, physician-authors in Japan had a mission to import and impart Western

culture. In the programs of teaching literature in Japanese medical schools, the presence

of physician-writers can never be overemphasized. Their works provide a powerful link

between literature and medicine and serve as cogent voices in both domains.

Rabelais’s work was introduced to Japanese audiences as one of the numerous imports

from the West. As Bakhtin notes, Rabelais had long been forgotten in the Western

mindset. In Japan interest in Rabelais has been incessant if not intense. Rabelais has

been celebrated as the Renaissance personified by prominent scholars of French

literature, such as Watanabe Kazuo, and by his students, including Ōe Kenzaburo, the 

1994 winner of the Nobel Prize in literature. The second restoration, or rebirth, literally,

of Japanese culture from the ruins from World War II, was carried out by new

generations of writers including Ōe.  Ōe’s fascination with Rabelais is consistent, as more 

than the lifetime research subject of his revered teacher, Watanabe. In Rabelais’s spirit of

the Renaissance, Ōe finds a suggestion that might lead to Japan’s revitalization from the 

ashes, not only economic, political, and material defeats but also spiritual, intellectual,

and mental annihilation by the war experiences.

     Along with Ōe, Abe Kobo (1924-1993) is one of the Japanese authors whose works 

such as Woman in the Dunes (1962) boast a broad readership not only in Japan but also in

other countries such as the United States and France. Kobo’s The Kangaroo Notebook

(1992) is a unique novel that can be termed a Japanese counterpart of House of God.
284

284
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Kobo graduated from the Medical School of Tokyo University but chose literature as his

career. Since he did not take the national examinations for the license of medical

practice, it might be open to question whether one can categorize Kobo as a physician-

author. In any event, he draws much on his knowledge of biomedical science to craft the

original world of his fiction and stories. The narrator of Kangaroo Notebook seeks

treatment for the small radishes on his shins sprouting all of a sudden one morning. As

many of Kobo’s protagonists, he finds himself having fallen prey to an unfathomable

fate.
285

What he gets is a nightmarish journey through the underworld on his hospital bed,

tied to IV poles and a urinary catheter, running across bizarre characters such as ghostlike

children, blood-sucking nurses, and a karate instructor-chiropractor-euthanist. The

Kangaroo Notebook is thus very much of a satire aimed at institutionalized medicine and

is full of the portrayals of grotesque and carnivalesque aspects of the profession. It is not

confirmed whether Kobo was aware of Shem, but it would not be out of the question to

argue that he is also a descendant of Rabelais.

Recently, Ogino Anna (1956- ), novelist with acclaimed career and professor of French

literature, wrote a book about Rabelais, Raburei de Genki ni Naru [Get Pepped Up with

Rabelais] (2005), intended for wider audiences, including teenagers.
286

With the

rhythmic and piquant style of a Japanese traditional comic storyteller, she tells what

outrageous characters Gargantua and Pantagruel are and suggests that readers get high

285
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spirits by laughing and gawking at their incredible personalities and actions. In this way,

although Rabelais may never have been a main focus in the studies of Western literature,

he never has been forgotten in the minds of Japanese intellectuals and book lovers.

Rereading Rabelais as a physician-author and scientist-humanist will serve as an

opportunity for educators of medicine, health care, and humanities to pay renewed

attention to the tradition of physician-writers in Japan, which started as a movement to

comprehend the West and emulate its modernity, and rethink what medicine and health

care should be in terms of humanistic pursuits and aspirations mainly taken over by

physician-authors. The new readership thus earned will be amazed at Rabelais’s

powerful sense of the human body and its unreserved portrayals. Needless to say,

reading all the five volumes even in Japanese translation will not be practical for medical

students. However, reading the whimsical highlights of the story— such as the episode

about what can be called the archetype of colonoscopy in Pantagruel’s constipated

intestines—in Japanese, in English translation, or in modern French for students who opt

to study French as a second foreign language, will be immensely intriguing. Also,

students and providers engaged in Western-style medicine will be impressed to learn that

their profession has such a hilarious ancestor and that what their deans call opulent

humanity as one of the requisites of a good doctor has such a time-honored tradition.
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Chapter 3: The Impaired Physician: Moral Paralysis and Catharsis

Having suffered from this appalling malady, I hereby enjoin all doctors to
be more compassionate toward their patients.

287

In the preceding chapter I discussed the origin of the heritage of physician-authors in

terms of a macroscopic picture of modernity in Western culture. In contrast, in this

chapter, I intend to take a microscopic picture of literature and medicine by discussing

special literary representations of physicians. The chapter subject is the impaired

physician. In literature and medicine is a conventional topic called the impaired

physician. The impaired physician is a “phrase which has come to denote doctors with

psychiatric illness, alcoholism and/or abuse of other drugs, and suicide.”
288

Literature has

been no stranger to those physicians who have been seriously ruined by the problem of

addiction. In this chapter I will consider the role of literary texts by reading three

narratives about impaired physicians, by a physician-writer from a different country:

“The Surgeon” (1908) by Géza Csáth (1887-1919) from Hungary, “Morphine” (1926) by

Mikhail Bulgakov (1891-1940) from Russia, and “Old Doc Rivers” (1932) by William

Carlos Williams (1883-1963) from the United States. The aim of this chapter is to

investigate what those impaired physicians as literary characters mean in the education of

health professionals. Focus is placed upon literary representations of the impaired

287
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physician. However, I will also refer to a biographical work, The Tennis Partner (1998)

by another physician-author, Abraham Verghese as a compelling real-life portrayal of a

drug-addicted medical doctor. In addition, I briefly discuss Arrowsmith (1925) by

Sinclair Lewis (1885-1951) as an antidote to those three narratives. I have selected these

texts to demonstrate that the convention of describing medical doctors with impairment is

neither very new in literature nor confined to one country. It deserves note that literary

representations have ample examples of medical doctors with impairment. For example,

in the Literature, Arts, and Medicine Database maintained by New York University

School of Medicine, the keyword impaired physician has approximately eighty entries in

literature.
289

In reality, however, the impaired physician who is addicted to substances such as

drugs or alcohol is a matter of grave significance and potential fatal risk. Neither the

medical profession nor general society appreciates physicians in trouble. They have

extremely high expectations of medical professionals. Medicine is a profession, not just

another occupation. Profession means that its providers have publicly “professed” their

commitment to selflessly serving for the health of people and the good of society.

Physicians and the recipients of their service are thus in special relationship. In return for

prestige and rewards, doctors are expected to take far greater risks than lay people in

situations such as natural disasters and pandemics. They are under oath to abide by

professional codes to work hard to update their knowledge and skills to diagnose,

research, treat, and cure to bring about best possible outcomes. Society also hopes their

289
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medical practitioners are not only highly intelligent, skillful, and responsible but also

integrated, empathetic, reflexive, and virtuous. Most doctors try to meet the community’s

expectations of them. Students must be determined to work hard and become doctors

who will live up to the obligations of good doctors. Then, why do they need to read

about “bad” doctors? Some may assert that it would be far more beneficial for students

to read texts featuring heroic and good doctors. In the real world, students need to be

placed among exemplary teachers, whom they feel willing to look up to as role models.

Literature, however, does not merely offer didactic materials. I discuss the impaired

physicians not simplistically as characters whose bad examples students should learn

from. Instead, I want students to have dialogue with the characters in these texts, have

dialogue with themselves and fellow students and make insight into factors, both external

and internal, that have led to their impairment. Medical practitioners have easier access

to drugs than non medical individuals. Aside from that, everyone of every occupation is

at risk of being addicted to substance or alcohol. What is then the difference, if any, in

susceptibility to this disease between the physician and the lay person?

Not only students but also full-fledged physicians are individuals who are not free

from vulnerability or weakness. They are as human as their patients are. They too have

personal and private troubles and quandaries. The burden, stress, and tension of those

who have to make decisions about life and death, can be overwhelming to some

clinicians. Whatever the reasons, some physicians become indulged in the vice of

excessive drinking or taking drugs. Verghese vouches for the extreme difficulty of

treating physicians’ addiction with a compelling real-life portrayal of a drug-addicted

2011).
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medical doctor. In his article “Physicians and Addiction,” Verghese observes that after

he tragically lost his colleague and tennis partner with cocaine abuse, he wanted to learn

more about addiction and attended a rehabilitation program for doctors with addiction.

From men and women who gathered for their weekly meeting, having nothing in

appearance that tells of their problems, Verghese hears extraordinary stories of “drug use,

of preoccupation with a drug, of efforts at concealment.”
290

Their stories may vary, but

what they have in common is “exquisite denial that allowed them to believe they could

still care for patients perfectly well (including patients with addictions).”
291

Also, a recent article in The Lancet about physician wellness indicates that physicians

are not good at taking care of their own health or aware of their actual and potential

problems, much less seeking help.
292

It is pointed out that excessive workload, long

hours, emotional charge specific to clinical practice, and cognitive demands and

organizational and managerial responsibilities makes burnout common among

physicians, “affecting an estimated 25-60 % and up to 75 % in some studies.”
293

As a

result of the job-related stress, suicide rates for physicians are estimated to be “six times

higher than in the general population.”
294

Stunning is a research finding that “about 8-12
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% of all practicing physicians are expected to develop a substance-abuse disorder at some

point in their career.”
295

These statistical findings may be too intimidating to students,

who are enthusiastic over the outlook for accomplishments in their career. Nevertheless,

it is not counter-effective for the young men and women to face frustrated physicians in

literary texts. The point is that recognition of this dismal situation is far from sufficient.

Terms that describe physicians’ self cares are neglect, procrastination, ignorance,

indifference, and, carelessness.
296

In short, doctors’ “coping strategies” consist of “denial

and avoidance.”
297

It is not only physicians, profession, and organization that are

responsible for this less than ideal attitude. Patients’ expectation is that “their physicians

are larger than life” and need to “be extraordinary.”
298

Students should know these

professional dilemmas addressed plausibly in the texts of literature. The researchers

suggest that the first step to secure the wellness of the physician as well as the quality of

the patient care is to “promote dialogue among key stakeholders (physician groups,

health-system decision makers, payers, and the general public).”
299

I suggest that the

medical humanities including literature and medicine should be involved in the dialogue

and that narrative reflection on the nature of physicians, medical culture and institute

might be part of the “components needed in such a quality indicator system to best

295
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measure physician and organizational wellness.”
300

They argue that for the sake of

enhancing the importance of physicians’ health, a “shift in the culture of care and

wellness of physicians is necessary.” The “culture” of medicine as human care has a

wholesome tradition and powerful heritage as I discussed in chapter 2. However, just as

science has overshadowed the humanity of medicine, the physician as scientist who

functions as a flawless mechanism has superceded the physician as a person who knows

that she can be frail and susceptible to temptations. Today’s students and practitioners

should know that as well as the real examples of addicted physicians as shown in

Verghese’s article, literature has a fair share of physicians who have difficulty coping

with their troubles and succumbed themselves to the allure of drug and alcohol.

The doctors in Three Sisters (1901) and Uncle Vanya (1899) by the Russian

physician-author Anton Chekhov (1860-1904) are some of the well-known

representations of impaired physicians with training in modern science. Like Chekhov,

other physician-writers who are well acquainted with healing work from inside have

often written compelling narratives about doctors with personal demons. Thomas Szasz,

professor of psychiatry who has penned many books on mental illness from diverse

angles, writes of the longstanding “love affair” between the writer and the physician:

“literature and medicine address humanity’s most important and most intimate concerns,

and they do so in a complementary manner.”
301

This remark suggests that in literature are

often the phases of medicine and its professionals that go denied or suppressed in the

300
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301
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actual contexts of the profession. The representations of the physician in literature that

deviate from the general expectation of the good doctor are engaging as what makes one

rethink the picture of medicine-disease, physician-patient, knowledge-ignorance, and

good-evil in uncomplicated dichotomy.

Géza Csáth’s “The Surgeon” is the more compelling by the fact that the author is an

opium addict. The story portrays an aging surgeon who drenches his frustration in

absinth, harboring a pipe dream of a brain surgery that will relieve human suffering

related with the concept of time. In the introduction to Opium and Other Stories by

Csáth, Angela Carter emphasizes the nightmarish entity of the Austro-Hungarian Empire,

where Csáth was born.
302

Against the backdrop of this Kafka-like “paranoid” in the “vast

bureaucracy” of “imperialism,” Csáth weaved his own compositions out of his opium-

induced dreams:
303

Inhabitant of a collective dream, Csáth, the opium addict and therefore a specialist
in dreams, wrote short stories comfortless as bad dreams, sometimes decorating
them languorously with art-nouveau impedimenta of lilies, lotuses, and sulphurous
magic, at other times relating them in the cool, neutral language of the case-book.
He was also a doctor. No real contradiction here; the medical profession not only
offers free access to narcotics but often, since it involves considerable exposure to
human suffering, implicitly invites their use.

304
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Csáth was born in Szabadka in the Austro-Hungarian Empire. He lost his mother when

he was only nine.
305

The young Csáth was gifted in art, painting, music, both performing

and composing, and writing. His father, lawyer and amateur musician, wanted him to

become a concert violinist. They often played the classics together.
306

His first short

story was published when he was sixteen.
307

When his wish to study composition was

rejected by the Academy of Music, he enrolled himself in the Budapest Medical

School.
308

He received his degree in general medicine and specialized in neurology. He

worked on clinical research three years at the reputed Professor Moravcsik’s clinic. As

well as practicing as a neurologist, he studied mental illness.
309

During that time, he

became known as a contributor to important literary journals and also as a critic of music,

“one of the first to appreciate the work of Bartók and Kodály.”
310

However, the opium

he took up smoking in 1909 started to have “paralyzing effects” on his talents.
311

In 1913

he left the clinic to practice in the countryside, which enabled him to “indulge in opium
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without the restraints of family and friends.”
312

Despite his addiction, he served in World

War I and by the time he was discharged, he even “showed signs of insanity,” becoming

paranoid toward his family until finally he shot his wife with a revolver.
313

He attempted

suicide while confined in a mental asylum.
314

Months later, he made an escape and

headed for Budapest, “bound possibly for Dr. Moravcsik’s clinic.”
315

When he was

detained by Serbian border guards, he swallowed poison and killed himself.
316

With this biographical information in mind, one may find “The Surgeon” all the more

uncanny. The unnamed narrator, a physician, notices an old man in a “seedy cafe on the

edge of town.”
317

He learns from the waiter that the shabby man with the “aristocratic

demeanor” is “a doctor: Surgeon once.”
318

The surgeon hears the narrator call for medical

papers and makes his acquaintance. One night when the narrator observes the surgeon

again, he gives a diagnosis of this old man—alcoholism:

Eyes shut, he raised the absinthe to his lips with such desirous seeking, draining
the green syrup so slowly and pleasurably that I realized the surgeon was
alcoholic. More, that he was a confirmed, passionate drunk, lost and drifting

312
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steadily towards the DT’s. In that moment I was hit by the odd glint in his eyes,
the disinterested gaiety and hairsplitting sharp intellect: the man must once have
been very different. Alcohol’s transmogrified him.

319

One might wonder whether this passage is the description of the author’s own opium-

induced delirium. The surgeon delivers his monologue extending as long as five pages

with the narrator as a captivated audience, who seems either too fascinated or too

dumbfounded to interject a single word:

When Man stepped out of the primeval monkey world, he left Nature behind. His
brain evolved tremendously. Unbeknownst to us, he picked up attitudes that put
himself and the world into a new, shall we say more sophisticated, perspective.
Perhaps this new outlook is what discovered Man’s psychic happiness. Perhaps
it’s what put the concept of time into his head. Perhaps this new perceptual
dimension, relatively imperfect as it is although absolutely higher—and certainly a
mere temporary capacity—is what makes us suppose that it’s time that’s passing.
But that’s all temporary, as I say. No need to expound on it: evolutionary phrases
pass very, very slowly. So we’ve reached this point: time weighs heavy on the
human race. And that’s why we’re assaulted by degeneration, by trouble and pain,
and death.

320

One may presume that the old doctor’s lamentation over the evils of time is analogous

with the author’s depression during his withdrawal from opium. The surgeon develops

his theory of time as to how it is an internalized, organically controlled, locus in the

brain, no different “from an ordinary brain cell,” which is the “nucleus of misery,

sickness, the senseless sorrow of passing on.”
321

It signifies the “evil hornet’s nest of
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human grief.”
322

The surgeon imagines himself releasing humanity of the “silent madness

of mortality.”
323

The surgeon ends his monologue with a toast to “a drug to be taken

orally, and which is useful against time, temporarily: absinth.”
324

He asserts to the

narrator that the drink, “merely a symptomatic treatment,” will no longer be needed when

he eventually develops “the surgical method” which is “both radical and excellent.”
325

The commentator on the database of Literature, Arts, and Medicine notes that “The

Surgeon” is the “mark of an artist who must and will use anything and everything for his

work, and at the same time a hopeless and forlorn artist whose material includes a

brutally honest—for what else is great art but such integrity—self-appraisal that is more

useful for material than it is as a fillip to change one’s life.”
326

This comment resonates with the image of the genius around the end of the nineteenth

century in the observation by Roy Porter, scholar of the history of medicine:

Associating mental disturbance with various other illnesses (syphilis, tuberculosis)
and vices (drinking, drug-taking), the avant-garde, notably in the Paris of Flaubert,
Baudelaire, Verlaine, and Rimbaud, held that true art—as opposed to the good
taste favoured by the bourgeoisie—sprang from the morbid and pathological:
sickness and suffering fired and liberated the spirit, perhaps with the aid of
hashish, opium, and absinthe, and works of genius were hammered out on the anvil
of pain.
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At this time, drugs were not clearly separated in legal or illegal terms. As the fictional

Sherlock Holmes was a user of opium, the substance was believed to enhance reasoning

power and imaginative abilities.

The surgeon of the story is endowed with a deep empathy into psychiatric problems.

The old ex-surgeon drenches his frustration in absinth, harboring a pipe dream of a brain

surgery that will relieve the human of the roots of their affliction—that concept of time.

In this short story, it remains open to the reader’s guesswork whether this former surgeon

had to resign because of his outrageous tendency probably caused by drinking or he

developed his delusion because he was obliged to quit owing to his alcohol problem. He

is pursuing his profession in his fantasy not as a practical science but as a metaphysical

deliberation. Given his age and alcoholism, he has no hope of waking up to engage

himself in his wish as a real project. It is evident, however, that he is sensitive to, even

obsessed with, the human condition. He is keenly aware that the brain cell that

recognizes the concept of time is the very cause of all human distress. This theory itself

is reasonably Freudian because many negative emotions that often work to destroy the

integrity of a person—anger, regret, shame, and grief—are fixations in memory on the

events in the past The conception of the future, which gives a temporary sense of

contentment in hope or confinement in fear, does not exist unless in the eventual

disappointment and sense of betrayal.

If the surgeon’s sense of reality were not ruined by excessive drinking, then should it

happen that he might make a good doctor who is sensitive to the patient’s suffering and

able to enter into the nonphysical or nonorganic forms of pain and suffering? Ironically,
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the way the surgeon attributes the source of suffering to the function of a particular brain

cell suggests that he may also be a victim of scientism and reductionism. Or it might be

the expression of his efforts to remain a medical doctor even in his drunken delirium.

In this narrative, there is no clue to the narrator’s responses. Is he disgusted or

fascinated at the surgeon’s account? The reader has access neither to the surgeon’s past

nor possible causes to his alcohol abuse. What one can speculate from the story is the

ruined balance in the doctor’s engagement and detachment. While empathy is an

essential condition to be a good doctor, it is not a good idea for the physician to

overidentify with the patient’s suffering. The surgeon is all empathy but no

professionalism. One thing that the reader should remember is that the surgeon was

waiting for a colleague-listener to show up. When he learns that the narrator is also a

physician (he orders a medical journal from the waiter), the ex-surgeon introduces

himself and seeks his company. He knows that only physicians understand, if not

completely, what he must have undergone to end up as a social failure. How to cope with

“considerable exposure to human suffering” without losing herself in the patient’s agony

and sacrificing her own sanity is a critical issue that every medical doctor must learn.
328

The narrator’s response is not available but presumably, the author is commiserating with

the surgeon on his missed state of ecstasy and despair. Ratzan refers to Csáth’s

biological fact that as a neurologist he was researching mental illness and suggests a

possibility that “the addicted researcher in neurologic and mental processes saw in

328
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himself the protagonist of this short story.”
329

As future doctors, how might students

respond to the surgeon’s self delusion? Do they feel they find something understandable

for this former doctor? Or is he simply a violator of professional self-control? As

Verghese notes, it is confirmed by addiction specialists that denial is a major part of the

problem.
330

Exactly, the surgeon does not regard himself as a former surgeon but,

instead, as an existing and excellent member of the profession.

As is “The Surgeon,” “Morphine” by Mikhail Bulgakov is narrated by a young

physician, Bomgard, about another physician, Polyakov, who succumbed to morphine

addiction while practicing in a far-off, snowswept country town. However, whereas the

surgeon in the preceding story is at the age of retirement and thus assumes a hint of

senility not just of alcoholism, Bulgakov’s doctor is young, just launched on a career of

medical practice. While all the reader can do is to exercise imagination about the cause

of the surgeon’s vice, the reader can trace in Polyakov’s diary the process Polyakov

became dependent on the drug. While Csáth’s story gives some intoxicating image of

dream, “Morphine” provides a horrendous picture of affliction. The story’s opening

narrated by Bomgard serves as a reminder of the famous opening of Anna Karenina by

Bulgakov’s compatriot: “Clever people have long been aware that happiness is like good

health: when you have it, you don’t notice. But as the years go by, oh, the memories, the

329
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memories of happiness past!”
331

Students should be reminded that physicians tend to take

their good health for granted and ignore the possibilities that they might lose it just as

their patients do. The narrator has just been released from his duty in this country town

where there is little modern facility, apparatus, or staff to support this brand new doctor

fresh from the training at medical school. Now back in Moscow, he enjoys the

civilization, urban atmosphere, and balmy springtime of the beautiful big city he has been

missing.

One day Bomgard receives a strange letter from Polyakov stating that he is in urgent

need of help because of his serious medical condition, which he can confide to no one

else. Wondering what afflicts his colleague, guessing some embarrassing disease like

syphilis, Bomgard hurries to the rural town, where he finds Polyakov on the verge of

death from the gunshot he inflicted on himself. Before he expires, Polyakov hands

Bomgard his notebook. The notebook tells in graphic detail how the morphine he took to

relieve his abdominal pain has gradually been controlling him with increased doses and

frequency of injections.

Polyakov’s initial use of morphine is medically necessary and justifiable. He did not

touch the drug for recreational purposes or even as a stress reliever. In clinical practice

now, morphine administered under a physician’s careful supervision is known to work

effectively to alleviate pain otherwise unbearable. Patients are told that horrible stories

once prevalent of morphine addiction are no longer applicable to today’s controlled

331
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management pain. Polyakov’s addiction may sound irrelevant to students. Students may

want to know about Polyakov’s continuing to use morphine after his abdominal pain is

gone. They may wonder whether he has an “addictive personality” and “which is the

menace here, Polyakov, the environment, or morphine itself.”
332

The environment where

he was working was not ideal either. He had to make critical decisions in the patient’s

care all by himself. If he had had a good supervisor, would he have been prevented from

becoming out of control? Polyakov has a heartbreaking experience with his opera-singer

lover, which may have been relieved by the effects of the drug. Has a personal loss

worked as an accelerator of morphine dependency? For a provider to approach a person

with addictive behavior and target his problem without blaming the victim would require

more than medical knowledge.

All these “if” questions might not make sense but as hindsight. However, it is

unquestionable that under the effects of morphine working, life is ecstatic for Polyakov.

In contrast, withdrawal is agonizing. Polyakov writes in his diary that the textbook entry

of the symptoms of morphine withdrawal is so “dull, pedestrian, and totally inadequate”

that he graphically describes what drug deprivation is really like:
333

What overtakes the addict deprived of morphine for a mere hour or two is not a
“depressed condition”: it is slow death. Air is insubstantial, gulping it down is
useless . . . there is not a cell in one’s body that does not crave . . . but crave what?
This is something which defies analysis and explanation. In short, the individual
ceases to exist: he is eliminated. The body which moves, agonises and suffers is a

332
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corpse. It wants nothing, can think of nothing but morphine. To die of thirst is a
heavenly, blissful death compared with the craving for morphine. The feeling must
be something like that of a man buried alive, clawing at the skin on his chest in the
effort to catch the last tiny bubbles of air in his coffin, or of a heretic at the stake,
groaning and writhing as the first tongues of flame lick at his feet.

Death. A dry, slow death. That is what lurks behind that clinical, academic
phrase “a depressed condition.”

334

This gripping description of the addict’s life as death could be read as a confession by

David of Abraham Verghese’s The Tennis Partner or a part of Csáth’s diary.
335

Worthy

of attention is that what Polyakov is experiencing is the embodiment of the patient’s

suffering. He is living empathy, literally entering into the experience of the patient. As

the translator of this story writes in the introduction, Bulgakov’s narrative is abundant in

the imagery of the darkness and harshness of nature such as “night, winter, blizzard and

gales.”
336

It might be important to point out to students that “in the rural Russia of his

334
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In combating myself I can only report one bloody defeat after another. Not even in this
respect is fortune willing to smile at me. The week started well with daily quantities of 0.044
and 0.046 which I divided into 3-4 portions. But yesterday and today I reached again that
awful vicious circle which is the source of the most shameful remorse. The trouble always
starts with not having the strength to wait for my mid-morning stool. Because when I
succeed in doing this, and the morphium leaves the intestines, then it is followed by a
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early career, a doctor was literally someone fighting an elemental force.”
337

Today, in

countries like the United States, clinical practice may not even remotely be as harsh as it

was for Polyakov. Yet the contrast of light and dark in the “fight” against the evil of

diseases may sound cogent to today’s practitioners too:

The dominant, recurrent image in his stories is that of light and dark: the light over
the gateway to his little hospital, the welcoming green-shaded lamp in his study,
the single light burning in an otherwise darkened, storm-swept building. These
brave pinpoints of light—the light of reason—are always contrasted with the vast,
malevolent, surrounding darkness which threatens to engulf them yet never
succeeds in putting them out.

338

Students, interns, and residents may think that they share with Bulgakov’s characters the

loneliness of long nights on call when exhausted, apprehending their patients in critical

conditions, they feel as if the dark evil were edging and encroaching them. In her book

about the experience as a student in clerkship in Harvard Medical School, A Not Entirely

Benign Procedure, the pediatrician-writer, Perri Klass, describes the loneliness of night in

the hospital on a thirty-hour shift:

Those hours when the human spirit is at its lowest ebb, and the medical student
stares out the window into the night and tries to think of some friend in
California—it’s 4:00 a.m. here, so it’ll be only 1:00 a.m. there—who’ll still be
awake and willing to talk. But will she accept a collect call?

339
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Extreme sleep deprivation, steady tension, fear of inadequacy, constant tests of both

knowledge and strength, plus in her case, concerns about her very young baby left behind

at home, Klass, overcome with bursts of emotion, often finds herself crying secretly in

the restroom. She writes that “those dark hours of the soul when one is reduced to

scrounging yet again in one’s pocket for enough change to coax yet another candy bar out

of the vending machine in the cafeteria for a few seconds of sugar rush.”
340

Even a

student whose responsibility is not remotely as demanding as residents or attending

physicians is under this pressure and stress. One could imagine that “candy bar” might

be replaced by drugs especially when they lie within one’s reach.

Ironical is that Polyakov’s rationality as a physician is damaged when his empathy

becomes consummate. The balance is a difficult thing to strike. The temporary bliss that

envelopes the addict reconfirms to him that the drug has given him the light of reason, a

moral state of quiet reflection instead of moral anarchy as nonaddicts would imagine:

For an addict there is one pleasure of which no one can deprive him—his ability to
spend his time in absolute solitude. And solitude means deep, significant thought;
it means, calm, contemplation—and wisdom.

341

This pseudolegitimacy of the state thus gives no reason for him to give the habit up.

Narratives by the addict himself suggest how irrelevant and pointless it is that

340
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341
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professionals or nonaddicts blame him for moral feebleness. Polyakov resorts to all

pretexts that he has never neglected his professional duty:

In fact there is nothing particularly unusual or alarming about my condition. It
does not in the least affect my capacity to work. On the contrary, I live through the
day on the previous night’s injection. I cope splendidly with operations, I am
irreproachably careful when prescribing, and I give my professional oath that my
addiction causes no harm to my patients. I pray that it never will.

342

That addicted doctors will diligently keep up work so they can justify their lifestyle and

deny the existence of any problem is aptly substantiated by one of the physicians in the

recovery program in The Tennis Partner, who says: “The work is the last thing to

suffer.”
343

Dr. Talbot, ex-addict and founder of the rehabilitation program for physicians,

notes:

As a doctor, what makes you unique is that your denial is exquisite, a hundredfold
more entrenched than non-physicians. Even now as you sit there, you are in
massive denial. In the back of your mind, you think that your biggest misfortune
was to get caught.

344

“Morphine” is in many ways a forerunner in condensed form of The Tennis Partner by

Verghese. In “Morphine” the physician’s loneliness, geographical and personal as well

as professional, is intimately and urgently portrayed. The medical resident, David in The

Tennis Partner, could not stay sober from cocaine addiction despite his talents as a doctor

342
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and tennis player, charm as a man, and all the help and support he receives. Eventually

he shot himself to death. Verghese writes:

Despite all our grand societies, memberships, fellowships, specialty colleges, each
with its annual dues and certificates and ceremonials, we are horribly alone. The
doctor’s world is one where our own feelings—particularly those of pain, and
hurt—are not easily expressed, even though patients are encouraged to express
them. We trust our colleagues, we show propriety and reciprocity, we have the
scientific knowledge, we learn empathy, but we rarely expose our own
emotions.”

345

Is it commendable that Polyakov summons his courage to write to Bomgard when one

realizes that “physicians neglect to have physical examinations and procrastinate when

seeking medical treatment”?
346

Or, is his belated cry for help just another instance of a

physician’s procrastination? While David in The Tennis Partner has many supportive

friends and colleagues like Verghese, Polyakov has no one at hand to turn to for help,

except for one sympathetic nurse. The narrator now living in distant Moscow is the only

person he could possibly rely on and confide in about his secrets. This story tells how

overloaded duties on call devastate the physical, cognitive, and emotional well-being of

an inexperienced physician. It is true that all the conditions under which the young

doctor is assigned are too harsh from today’s standards. At the same time, it is also

presumable that not a few interns and residents will relate to the agony of Polyakov

suffering in isolation. As told in detail as the actual events in The Tennis Partner,

345
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treating addicted physicians is challenging in different ways than treating nonmedical

individuals.

The title character of “Old Doc Rivers” by William Carlos Williams has also a

problem of addiction not only of alcohol but also of drugs. Williams is a physician-

author who is renowned for his poetry with modernist images and short stories that shed

light on various aspects of human nature. Doc Rivers is a classic type of doctor who,

though impulsive, drunken, and dope-addicted, knows how to bond with people and

capture them. The eccentric Doc Rivers is described after his death by a young doctor-

narrator and people he has interviews with as if to solve the mystery surrounding this

personality reigning over the townsfolk by the power of his charisma, with all his defects

and dysfunction as a physician. Even when people have long been aware of his

impairment and consequent danger as a practitioner, they seek his help when all

alternatives have been exhausted. Unlike the surgeon by Csáth, Doc Rivers managed to

continue practicing instead of babbling about his dream surgery. The narrator is

obviously fascinated by Doc Rivers. Part of his odd charm is that he is a loner. There is

an account of Rivers’s frequent visit to the woods:

This flight to the woods or something like it, is a thing we most of us have yearned
for at one time or another, particularly those of us who live in the big cities. As
Rivers did. For in their jumble we have lost touch with ourselves, have become
indeed not authentic persons, but fantastic shapes in some gigantic fever dream.
He, at least, had the courage to break with it and to go.

347
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Imperfect as he is as a medical doctor, he is on his own, not a herded being. He never

belongs to the institution either. People see in him and find themselves attracted by what

they cannot possibly attain:

With this pressure upon us, we eventually do what all herded things do; we begin
to hurry to escape it, then we break into a trot, finally into a mad run (watches in
our hands), having no idea where we are going and having no time to find out.

348

The narrator uses the image of the late doctor to make a mild critique of modern life.

This passage is increasingly true of the lifestyle of the audiences of Williams’s time and

even more truly, today. The narrator talks of Doc and his bond with nature in nostalgic

tones. Rivers’s position as a nonconformist is the more alluring from the perspectives of

the later times when to practice as a physician means to be a component of the

establishment of the profession. Related to his solitude is his enigmatic attribute.

Rivers’s habit is ritualistic, like a shaman’s performance of his ablutions and vision quest

in the wilderness. A literary convention in American literature, the antagonism of evil

and good, represented in the contrast between the city and wild nature, is alive in this

account. Rivers’s intimate relation with nature implies his essential goodness, which

comes from his “plunge into something bigger than himself.”
349

What draws people to him despite his many far-from-good procedures and

consequences, which led to the deaths of some of his patients, is the mystery pertaining to

him as well as his skills and quick procedures:

348
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In reality, it was a population in despair, out of hand, out of discipline, driven
about by each other blindly, believing in the miraculous, the drunken, as it may be.
Here was, to many, though they are diminishing fast, something before which they
could worship, a local shrine, all there was left, a measure of the poverty which
surrounded them. They believed in him: Rivers, drunk or sober. It is a plaintive,
failing story.

350

Rivers has gained power as an object of almost religious persuasion partly because of the

indigence of the community he serves: “When everyone else failed, they believed he’d

see them through: a powerful fetish. He would save them.”
351

The power of the unknown

that the patient perceives in the white coat and its priestly status remains the same or even

greater today. At the same time, the patient’s rights to the transparency of information

and self-determination have become incomparably greater than in Doc’s time. As the

commentators call it, it may be the “good old days” of doctoring, which “William seems

both cynical and sentimental about.”
352

It was the time the doctor belonged to the

community, not the institute. The narrator’s “sentimental” feeling for Doc and his time

could be better understood and appreciated by actual medical doctors in terms of their

“autonomy” in the contexts of organizational restrictions on their day-to-day practice of

health care. Research results suggest that one of physicians’ stressors and causes of

dissatisfaction is the “substantial decline in physicians’ autonomy because of increased
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managerial and cost control by governments, employers, and patients.”
353

No matter

what, Doc Rivers cannot at least complain of the lack of autonomy in the ways he treats

his patients. Doc Rivers is a man on his own. His senility may be partly responsible for

his oddness as indicated in the fact that this story is collected in Literature and Aging.

Which is better for a community, a doctor impaired but endowed with healing power or a

doctor competent, professional, but replaceable with another? Obviously, it is not an

either/or question. The reader may perceive that Doc Rivers’s peculiarity somehow tells

that which has been missing from the dehumanizing settings in modern medicine.

In contrast with the doctors so far discussed, the title character in Arrowsmith is

remembered as the first physician-scientist as a hero in American literature.
354

However,

it would not be very difficult to count the weaknesses of not only Martin Arrowsmith but

also the other doctors in the novel. First of all, his first boyhood mentor was alcoholic.

Doc Vickerson, who takes the fourteen-year-old Martin as an apprentice, drinks so

excessively that Martin had to habitually “help him into bed.”
355

As in the fact that he is

called “the Doc,” Vickerson has much in common with Doc Rivers. Vickerson’s office is

described as the extreme opposite of modern medicine represented by sanitation, order,

efficiency, and professionalism:
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The most unsanitary corner was devoted to the cast-iron sink, which was oftener
used for washing eggy breakfast plates than for sterilizing instruments. On its
ledge were a broken test-tube, a broken fishhook, an unlabeled and forgotten bottle
of pills, a nail-bristling heel, a frayed cigar-butt, and a rusty lancet stuck in a
potato.

356

What is it then that makes Arrowsmith a hero and the aforementioned characters

“impaired physicians”? The young Martin had a desire to be a great healer. However,

early on in his career, he gives up learning to have bedside manners and chooses to be a

scientist, or more of a fighter at “war on disease.”
357

The “conversion” in his specific

pursuits suggests change not only in his personal aspirations but also in American society

and culture.
358

It might be the change that took place when the impairment of physicians

and the social tolerance of physicians’ “wild raggedness” became latent in the

characterization of a physician.
359

Arrowsmith is a heavy drinker. He has his own share

of personal trouble:

And Martin, at Barney’s dive, was hotly drinking the first of the whiskys which
sent him wandering all night, by himself. With each drink he admitted that he had
an excellent chance to become a drunkard, and with each he boasted that he did not
care. Had Leora been nearer than Wheatsylvania, twelve hundred miles away, he
would have fled to her for salvation. He was shaky next morning, and he had
already taken a drink to make it possible to live through the morning.

360
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There are several factors that kept Arrowsmith from becoming one of the impaired

physicians. One, as mentioned in the passage, he has a devoted wife, Leora, who serves

as a level-headed partner of life whenever Arrowsmith goes to extremes and is about to

lose himself. In contrast, the other three literary physicians are lonely. Arrowsmith is

fortunate to find a role model he can truly respect in the German scientist Max Gottlieb.

Plus, Arrowsmith has good colleagues to work and positively compete with as well as

rivals and opponents. Despite numerous temptations, Arrowsmith remains a critic of

medicine becoming a business. He does not allow himself to be a victim of the

commercialism of the research institute. He consistently pursues the truth in science but

will not become a reductionist. In this sense, though he gave up the idea of being a

medical practitioner, he remembers medicine as a healing art. His moral integrity was

strengthened through the mourning of the death of Leora from the plague he was

researching. Finally, he retains his moral integrity by staying independent. In the end of

the novel, he builds a laboratory in the woods. This serves as a reminder of Doc Rivers,

who seeks spiritual cleansing in nature away from the sin and clamor of city.

The texts I have discussed in this chapter happen to have only male physicians. But

female doctors are not free form impairment. Women are no longer a minority in

medicine. Therefore, “presenting women as particularly vulnerable” is neither politically

nor practically correct.
361

In one of the articles in The Impaired Physicians, Carol C.

Nadelson and Malkah T. Notman, both female psychiatrists, note that medical profession
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remains “male dominated, particularly in the academic hierarchy.”
362

It may no longer be

so currently, yet that means that women are exposed to equally stressful factors in

medical practice in addition to the demands of childbearing and childrearing. Some

reports have it that while “physicians have similar wellness to the general population,”

“depression is heightened in female physicians, medical students, and residents.”
363

One

of the brilliant contemporary female physician-writers, Pauline Chen, refers in her

memoir about her experience as a surgeon of organ transplantation to the sociologist

Charles Bosk, who says that surgeons as a professional group have a culture that

“demanded the highest level of competence among its members: infallibility in a highly

variable world,” that the “surgeons’ group identity was intimately linked to that drive for

perfection,” and that “while surgeons were free to choose individually how they cared for

patients, they had to be prepared throughout their training and careers to be entirely

accountable to the professional group for any decisions they made.”
364

Thus, the

professional identity of medicine, particularly of surgical professionals, has demanding

criteria and relentlessness toward its deviates. This rigorous professionalism, seen from

its reverse side, could function as granting license to its members—a sense of immunity

that they are above anything and entitled to do what nonmembers are not permitted to. It

could be viewed as elitism. But it might be ever more accurate to call it hubris. What I

362
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call moral paralysis is not dependency on substance itself. I refer to the frame of mind

that holds its membership insusceptible to social and moral sanction. It is important for

the medical population to rethink the notions, or myth, that “the best doctors have few

needs, make no mistakes and are never ill.”
365

The relationship between the provider and the patient is founded on trust. Unethical

acts on the part of the physician remarkably destroy the community’s trust in the entire

profession of medicine and health care. However, sins, demerits, and impairments will

not immediately disqualify them as practitioners. Oftentimes, their darkness inside gives

them different perspectives that will help them tend to the suffering of their patients in

less paternalistic and more empathetic ways. Their own vulnerability facilitates their

looking at things from patients’ points of views. The wounds grant them reflective depth

and even charismatic charm as characters in literary texts. They form a special bond with

patients in reciprocal ways standard physicians could not. The surgeon in Csáth’s brief

story has reached a philosophical reflection on the roots of human affliction—time—and

fantasizes how he as a surgeon could relieve people of that destructive cell of time from

their brains. The concern of the surgeon in Csáth might be authentic, but he is in no

condition whatever to perform a brain surgery. It is not until Polyakov is irreversibly

addicted that he realizes what it is like to be a patient. Doc Rivers’s serious problems

and danger are well recognized and feared by the people of his community. He would be

sued for his medical neglect and malpractices and would have his license revoked in

today’s standard for clinicians’ ethical behavior. Nevertheless, some people trust him.
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Doc Rivers’s presence might suggest what is essential in clinical encounters in addition

to license and certifications.

Did writers portray self-destructive, illegal, or untrustworthy doctors to reveal their

transgressions as physicians and accuse them? Did they mean to give warnings to

colleagues in their profession and people in society? Probably. Literary texts have

provided exposés or judgments. These narratives of impaired physicians may be showing

the bad examples one should learn from. However, one should also perceive the power

and immunity of medical profession other occupations do not have. One can also

perceive the humanely agreeable aspects despite their professionally unforgivable

impairment. Literature is a space of moral reflection where the darker side of a human

being is investigated and deliberated. It takes over the negative and destructive

components banned from reality and illuminates them for the audience to better

understand the comprehensive and total picture of the human being. This function of

literature is essential in medical education in that the mystery of human existence that

defies scientific reductionism is explored and reflected upon. Literature and medicine is

thus a highly ethical commitment. In the textual forum of literature, physicians out of

the norm and their overflowing humanity provide insight into the aspects of human

nature generally suppressed as detrimental to health-care practice. Literary portrayals of

the physicians in moral paralysis may be simultaneously disturbing and fascinating

because they bring about effects of moral catharsis and urge reflections on the fissures

between scientific medicine under legal license and humane practice for the human

condition.
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This cathartic function of literature is of benefit in medical education. Traditionally,

Greek heroes’ tragedies are those of fate that falls on human beings. Audiences

experience pleasure of purgation from the cruel fate that has befallen to the heroes. One

may assume that compared with Greek heroes’ ordeal against their fate, contemporary

physicians’ impairments are oftentimes consequences of their voluntary choice and

devoid of the dignity and grace of ancient heroes. It is true that their addiction and its

denial are by no means an unavoidable fate. However, in today’s health-care ethics, it is

generally agreed that the issue of environment versus choice is viewed as far more

complicated that one tends to presume. The force of surroundings or society in a larger

sense is so intimately interwoven with individual choice and responsibility that it is

extremely difficult to draw a bright line between these two factors. With this difficulty in

mind, one may experience cathartic moments when looking deeply into the psyche and

circumstances of each protagonist of the afore-discussed narratives.

Suzanne Poirier, educator of literature in medical school, notes the importance of the

physician’s self-acknowledgment of vulnerability:

The physical vulnerability of both patient and physician seems to offer a valuable
starting point for thinking about the privileges and responsibilities of being a
physician. Recognizing the embodied nature of the practice of medicine opens a
new dimension for understanding one’s development as a physician and the work
of medicine itself. Acknowledging one’s physical vulnerability as a practitioner
can, perhaps, foster narcissism or self-pity, but only if vulnerability is seen as
weakness. Accepting the idea that medicine is, inevitably, an embodied profession
and that all bodies are vulnerable can also foster humility, promote emotional
honesty, and support a more healthful process of medical education.
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The reader of the narratives of impaired physicians may realize the meaning of

vulnerability and the necessity of embodying it as connectedness with other vulnerable

beings. Noteworthy is the fact that except for the caricaturized images, most physicians

in literary texts worth considering are impaired in one way or another. Even the heroic

doctors have wounds, psychological or emotional. Indeed, Martin Arrowsmith succeeds

in building and maintaining his character integrity and distinguishing himself as a heroic

medical scientist. However, a number of coincidences, which are neither of his choice

nor under his control, work for him and propel his career.

Social tolerance for physicians’ imperfections may vary from time to time and place to

place just as for priests’ transgressions. The acknowledgement of one’s own humanity—

limitations and shortcomings—can work as a liaison with the patients. It is unwholesome

to suppress or deny characteristics that usually will not fit the physician’s criteria. Now

that awareness both on the part of the professional and the patient of the necessity of

recovering a doctor as a healer not just a scientist has been more consistent, a study of the

impaired physician and the wounded healer could be of assistance in rethinking medicine

as a healing art.

The old saying, “Physician, heal thyself,” never holds truer than when a physician

gains confidence and control over his work after surviving grueling training in long years

of apprenticeship, builds up expertise and experience, and feels as if he had conquered

human mortality. For educational purposes, using the narratives of impaired physicians

will be as beneficial as those of exemplary counterparts in the sense that they help

capture the humanity of doctors and nondoctors alike, from different angles. Those
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narratives remind physicians in practice and in training of the negative, undesirable, and

unacceptable aspects of human existence that they strive to suppress or leave behind in

their aspiration to becoming good doctors. They tell them that they should be aware of

and humble before the fact that they are vulnerable, that they are fearful of failures that

culminate in death, that they are susceptible to vice and temptations, and that health-care

practice entails under the white coat more than license, expertise, and technique.



In Japan as well, impairment is not a metaphysical problem but a real threat that may

jeopardize individual physicians, medical profession, and the recipients of health care in

Japan. It is still fresh in public memory that there was a series of residents’ accidental

deaths from overdose in a private university hospital of the Tokyo area.
367

Three young

physicians—one resident of surgery and two anesthesiologists—died from overdose in a

short period of six years, in 1994, 1999, and 2000, respectively. The university hospital

did not disclose the details to the media under the pretexts of the privacy protection of the

deceased and the wishes from their families. Since it receives the annual subsidy of

approximately 250 million yen from the city, the neglect of their responsibility to report

to the city is considered deplorable.
368

The writer of this article about this series of

incidents points out that these three cases are only a fraction of the entire problem of

367
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practitioners’ addiction. With all the witnesses and material evidences that substantiate

the drug abuse of some physicians, no proper measures were taken to place them under

rehabilitating supervision. The hospital simply forces them to submit resignations or

“expel” them to other institutions.
369

Further accusation is that some cases of overdose

deaths were fabricated in their death certificates as deaths from natural causes.
370

Thus,

moral paralysis goes on in the level of the medical establishment just as the denial and

concealment occur in the individual level of the impaired physician.

The narratives of the impaired physician are not stories that showcase exceptional

cases that deviate from the standard of a medical doctor. Rather, they provide

dimensional pictures of vulnerability, common with human beings, professional or lay,

physician or patient. In Japan, memoirs by physicians about the illnesses, especially

cancer, of themselves or their colleagues, have been recently published in succession.

This trend indicates not only that physicians have come to recognize that they are as

vulnerable as their patients but also that it is no other than the vulnerability that helps

make doctors more responsive as healers, informed of what the patient and his loved ones

are going through day by day in illness—pain, anxiety, despair, anger, regret, hope, and

appreciation of connectedness and healing relationship.

If the definition of the impaired physician includes depression, not just the substance

abuse, the physician character in many stories and essays by Nagi Keishi would be one

representation in modern Japanese literature. As I discuss in chapter 9, Nagi wrties about
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his painful, nearly fatal experience of depression that assaulted him at the prime of his

career as a clinician. He says he has seen too many deaths taking place in his practice,

for which he could do very little. The fear of death makes him dysfunctional physically

and emotionally. Variations of this “impaired physician” appear in many of Nagi’s

works.

Another memorable representation of the impaired physician in Japanese culture is

from Drunken Angel, a 1965 movie directed by Kurosawa Akira, acclaimed as one of the

greatest directors in film history, who created masterpieces such as Ikiru, Seven Samurai

and Rashomon.
371

Dr. Sanada is an alcoholic doctor who practices in a shabby clinic in

postwar Japan under the American occupation. He cannot help drinking between

patients—who number very few anyway. He talks dirty and behaves in ways far from

suave but is a personification of compassion and dedication. He treats a young gangster

with tuberculosis and goes out of his way to make him clean his life and get well. Yet the

young man eventually is killed in a fight with the boss of the gang who came out of

prison. Dr. Sanada has even taken under his wing the former mistress of the gang boss,

who had been cruelly treated her and infected with a venereal disease, and gave her work

in his clinic as a nurse’s aid.

The drug-addicted or alcoholic physicians in this chapter would be actual threats to the

medical system in any country. Not just because physicians are within easy access of

medications but also because they are inclined to believe they are professionals who help,

rescue, fix, treat, and cure but hardly conceive themselves as recipients of those

371
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interventions. Denial is part of addiction. Conspicuously, denial of physicians’ humanity

permeates the medical culture. Verghese writes that addiction is a “disease of secrecy

and loneliness.”
372

Tendency to cover up colleagues’ impairments is also a sign of false

“solidarity” as well as complacency and overconfidence in their profession’s immunity.

To deal with doctors who have succumbed to the handiness of drugs, the institution has

been developing policies of early detection and intervention of addiction by mainly

importing the system developed and practiced in the United States, an advanced country

of drug use not only among the public but also health professionals.
373

Policies of

watching at-risk doctors for signs such as frequently confining themselves in the

restrooms or multiple checking of the storage of drugs, and protecting residents from

overexhaustion or sleep deprivation are all good things. However, the enforcement and

improvement of the institutional system will be of little use unless accompanied by

reflections on human vulnerability and on the darkness of humanity driving otherwise

smart individuals onto the path to self-destruction.

What is necessary in cultivating insight into the character of a physician is not to

single out “immoral” or “unethical” doctor characters in these texts and confirm the

difference between “them” and “us.” What the reader is urged to do is to look into

herself concerning emotions and responses such as fear, anxiety, insecurity, and

loneliness in individuals including doctors and future doctors. The view of addiction as

moral deficit, especially with individuals in high social standing, persists and will not

easily die down. Literature has a function of moral deliberation, not as an accusation but
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as a deep understanding of all dimensions of humanity. Literary texts of the impaired

physician should make a useful part of moral education for health-care students.

  

Part I has examined the subspecialty of literature and medicine that was born in the

United States and has been growing, mainly incorporating texts from Western cultures. I

have purposively refrained from discussing Japanese texts. Nevertheless, I mentioned

some Japanese authors such as Ōe Kenzaburō, Abe Kobo, and Nagi Keishi in the natural  

course of discussion. This borderless and timeless quality of literature should justify my

project of crafting reading models of literature and medicine from Japanese texts in Part

II, which might be taken advantage of in the program of literature and medicine in non-

Japanese countries.

373
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Part II: Literature and Medicine:
Themes from Modern Japanese Literature
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Chapter 4: Ars Moriendi: Tuberculosis Narratives

the tiny bird of tuberculosis/ is perched on my bones
Your beak/ pecked at me/ missing blood/ in my phlegm

374

Part I was my overview of the subspecialty of literature and medicine mainly in the

United States. I also explored the cultural foundation of physician-writers’ heritage in the

literature of the West and the topic of the impaired physician as one of the important and

interesting subjects in teaching literature and medicine, also from Western perspectives.

In Part II, I want to demonstrate that Japanese literature has much to offer in courses of

literature and medicine for the education of health-care students. I explore how illness

and disability are represented in major works of Japanese literature and how they have

the potential to work as teaching materials for the subspecialty of literature and medicine.

Illness is not only a cluster of symptoms in a person. For the person himself, his illness is

a mystery, unruly and dreadful, intimate and transcendent, simultaneously. To grasp

what is going on in his body and mind, he often frames his experience in the form of

narrative so he can reorganize and reconstruct his world in a more ordered and

comprehensible manner. Narratives of illness offer opportunities to cultivate one of the

essential challenges for health professionals: walking in the patient’s shoes. All this has

been observed by the scholars of theories about American and Western narratives of

illness. However, when a writer, first-person or third-person, writes about illness

experience, it inevitably reflects the comprehensive body of her personal life and the

374
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accumulation of the history of her culture. There are idiosyncrasies of the authors that

can never be disregarded. Therefore, to acquaint Japanese students with narratives from

their heritage is one of the first things that the instructor of literature and medicine should

do.

In the first chapter of Part II, I explore Japanese narratives of tuberculosis as possible

texts for the students of health professions to read and discuss. From these texts, they can

learn about the role of Ars Moriendi, that is, the art of dying. Students at the beginning of

their career are focused on the future of their career and may not be much interested in an

epidemic of the past. However, tuberculosis has not been eradicated at all. Tuberculosis

is a disease that still poses a serious threat in many different areas of the world.

Nevertheless, it is regarded as an illness of the past. Why this disparity? By reading

some narratives of tuberculosis, students may realize how the constructions of an illness

contribute to the overall picture of the disease. In spite of the menacing presence of

multidrug resistant types of tuberculosis, it is now an invisible disease, at least to some

populations, which might be attributed to the change in its social construction as well as

to efficacious antibiotics. Tuberculosis should help students realize that an illness is not

simply an organic phenomenon and that a physiological approach, however data-based,

reveals only part of the whole picture of the illness.

Formerly, tuberculosis was a very visible illness. Tuberculosis has played an

intriguing role in literature. On one hand, tuberculosis as a “modern” disease is a

powerful construction. It is conceived as a by-product of industrialization and

consequent urbanization, capitalist exploitation, pollution, and poverty. In Western art,

on the other hand, most persistent is its artistic, especially literary, representation.
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Consumptives’ transparent complexion, long neck, slender limbs, languorous eyes, and

melancholic expression were celebrated in Romantic literature, art, and music of the

eighteenth and nineteenth centuries. Tuberculosis as a glamorous illness for geniuses,

lovers, poets, artists, and musicians has endured in the Western frame of reference.

In modern Japanese literature, tuberculosis was also a popular subject. In addition to

the romanticized images of the illness, what is characteristic of the construction of

tuberculosis in Japanese literature is that it has been associated with the concept of the

individual. The historical background of modern Japan required a powerful narrative that

would represent the modern self, and narratives of tuberculosis did this to a remarkable

degree.

After Japan abolished its policy of seclusion in the late nineteenth century, it re-

created itself as a nation that would be equal to the Western countries. The new Japan

realized constitutional government. It went through a rapid process of modernization,

industrialization, urbanization, and militarization. During its almost overnight

transformation from a feudalistic country into a modern nation, Japan lost so many lives

to tuberculosis that it was even called a “national disease” until after World War II.

Japan’s epidemic of tuberculosis continued approximately fifty years, from the late 1890s

to the early 1950s. Mortality rates for pulmonary consumption “increased almost every

year from 1886,” when the rates showed “86 per 100,000 of the population, until 1900,

when they had nearly doubled to 164.”
375

It was in 1900 that the tuberculosis mortality

rates of Japan “approached those of the United States, Italy, the Netherlands, Denmark,
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and England.”
376

Those were the “nations that were either experiencing or just recovering

from their own white plagues, as epidemics of tuberculosis were then called in Europe

and North America.”
377

Intellectuals in Japan recognized it as their responsibility to leave behind the tradition

of feudalist principles and recreate a new system of values founded on the individual self

to represent the modern Japan that would be equal to the West in cultural influence.

Western culture in all forms was introduced into Japan at once: medicine, science and

technology, law, philosophy, music, art, literature. For men and women of literature, it

was imperative to create a new mode of narrative that would better fit the new reality

they were facing and the new mental and spiritual horizon they were aiming at.

Formerly, there had been a clear distinction between formal written Japanese and

colloquial spoken Japanese. In the new modern Japan, a colloquial style for writings was

devised and consequently the new written style of Japanese prompted literary works that

could describe and enlighten the new frame of mind for the new people. Authors also

found it crucial to work out a new form of narrative in which they could represent this

traumatizing process of reworking oneself, reestablishing one’s relationship to the nation

that was for the first time in its history going out into the wide world.

Whereas feared and abhorred as a fatal disease in real life, tuberculosis in literature of

the time was celebrated as a tool to conceive the interiority of modern person. William

Johnston, author of The Modern Epidemic: A History of Tuberculosis in Japan (1995),
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says that such an enormous number of “works of literature including the novels, short

stories, poetry, essays, and letters of writers who became widely recognized and read

from the Meiji period [1868-1912] on helped shape the emerging society, culture, and

attitudes, including those about tuberculosis,” that “it would be possible to write an entire

volume on the literature of tuberculosis in Japan,” and that “the writers who themselves

had the disease almost make a who’s who of modern Japanese literature.”
378

In this chapter I want to discuss chronologically seven of those literary works that have

survived temporal oblivion, ranging from the end of the nineteenth century to the 1930s:

“Troubled Waters” (1895) by Higuchi Ichiyō (1872-1896); Namiko: A Realistic Novel (1898) by

Tokutomi Roka (Kenjiro) (1868-1927); Tanka poems by Masaoka Shiki (1867-1902);

“Genkaku-sanbo” (Genkaku’s Villa;1927) by Akutagawa Ryunosuke (1892-1927); “Spring

Riding in a Carriage” (1926) by Yokomitsu Riichi (1898-1947); “The Lemon” (1925) by Kajii

Motojiro (1901-1932); and The Wind Has Risen (1934-38) by Hori Tatsuo (1904-1953). They

represent only a handful of the authors of modern Japanese literature who had tuberculosis

themselves or wrote about tuberculosis. The primary reason I selected these works is simple:

they have been translated into English. Having English translation evidences that they are

canonical authors in Japanese literature. I have picked one or two works that represent each

deacade of the “prime time” of the tuberculosis epidemic from the end of the nineteenth century

through the mid-twentieth century.  Also, variety in genre―novels, short stories, poems, some of 

which are autobiographical and some fictional―is one of the reasons for my choice of these 

texts. In some of these narratives, the main characters die of tuberculosis, or the authors of some

378
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of these narratives die of the disease. They are all different in style, thought, views of life and

art, and in the ways they deal with the subjects of tuberculosis, patients, and death and dying.

However, they are all alike in developing tuberculosis narratives, exploring the influence of the

sickness—physiological, psychological, social, and cultural—on the characters and giving

dimensionality, reality, and interiority to those characters who struggle to realize what it is to die

as a modern self. In their works of literature, the seven writers pursue ways to reestablish

individuality and reconstruct the relationship between the self, the exterior reality in modern

Japan, and the encounter of the East and the West taking place both inwardly and outwardly.

External change affects the characters’ or the authors’ preparedness to leave this world because

they no longer die for the principles of loyalty and feudal piety. How does this series of

tuberculosis narratives make sense in Japanese medical and health-care education? One of the

benefits of reading them for students of health professions is to realize that some individuals,

strongly conscious of one’s mortality, worked out their own art of dying. Medical providers

fight against mortality. Patients do fight for their life, and yet they have to learn to accept that

their time on earth is counted. These narratives will show various ways tuberculosis patients,

whether characters or authors, cope with the idea of their own deaths.

     The first author, Higuchi Ichiyō (1872-1896), is the first professional female writer in 

modern Japan.  Ichiyō was and remains one of the greatest masters of Japanese literature 

in spite of her premature death at the age of twenty-four from tuberculosis.
379

She wrote

in the traditional style of written Japanese. Her characters are mainly children, second-

class courtesans, seamstresses, and shop clerks inside or near the pleasure zone.  Ichiyō 
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herself was from the samurai-warrior class. But with the fall at her father’s death from

fortune and status as happened to many households of their class, her mother, sister, and

Ichiyō had to make a living as seamstresses.  Ichiyō earned a modest amount of money 

by writing love letters for the illiterate prostitutes in her neighborhood. “Troubled

Waters” (1895) was born from her “stud[ying] those who were driven outside of the

world of bourgeois convention, or were broken by it.”
380

The story’s heroine, Oriki, is

“the number-one attraction” of a mediocre courtesan house.
381

She has “relative youth

and outward nonchalance,” charm, and beauty.
382

To understand why, despite some

patrons’ proposals of marriage, she is “so completely resigned to her fate . . . confined to

a marginal life,” one needs to note her words that her mother died of consumption and

her family had a long history of insanity.
383

Johnston points to “contemporary

sensibilities” that held both consumption and insanity to be “hereditary diseases,”

“emblems of pollution, deviancy, and death, [that] banished both those who suffered

from them and their families to the social status of outsiders.”
384

Oriki feels herself

“stuck in this hopeless situation, where everything was absurd and worthless and cruel”:
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“I have no choice,” she whispered. “I will have to cross the bridge by myself. My
father fell treading it. They say my grandfather stumbled, too. I was born with the
curse of many generations, and there are things I have to undergo before I die. No
one’s going to feel sorry for me, that much I know. If I complain about how sad I
am, ‘What’s wrong?’ people say, ‘Don’t you like your work?’ Oh, it doesn’t
matter any more what happens—I haven’t the slightest idea what will become of
me. I might as well go on as Oriki of the Kikunoi.”

385

Oriki ends up by committing a double suicide with a patron who was madly in love with

her. A love suicide in the demimonde is a popular theme in the drama of the Edo Period

(1600-1868).  Ichiyō may be sentimental in offering this closing, but Danly notes “the 

blending of humanity and splendor in Ichiyō’s prose,” which stands out “after the stern 

and mannered years of Edo—when a thing was either serious or playful.”
386

Critics and

the public find in Ichiyō’s writings “a metaphor for modern Japan’s own precarious, 

deracinating journey,” the country’s “sudden, confused attaining of selfhood.”
387

Would

students of health professions today assume that a suicide is a justifiable choice when

there is no known cure at the time?

Future health-care providers may wonder why Oriki does not even seek medical help

but resigns herself in fatalism. However, distrust of medicine, at least among some of the

population, is as persistent as trust of medicine. At the time of “Troubled Waters,”

physicians would not have treated a social outcast from Oriki’s class. Western medicine

in Japan began with Dutch medicine in the nineteenth century, when the first Western
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physician attended the Shogun, and the first Western-style hospital “wished to reserve for

the upper classes.”
388

“Troubled Waters” can be read as an “ideological statement that

confronted the power structures of contemporary values,” which forced “persons with

consumption and other stigmatizing diseases” into tragic situations.
389

The problems

concerning health care portrayed in this story might sound too old-fashioned to today’s

students of health care. However, unfortunately, those problems are valid today too.

Persons with illnesses, if not explicitly stigmatized but uninsured, are unable to seek

medical intervention, even if treatable illnesses could be delayed because of the problems

with costs in the health crisis of the United States. Students today will be stunned at the

way tuberculosis was constructed as a doomed heritage or cursed fate. Even after it

became known as an infectious disease, tuberculosis was long believed to “run” in certain

families. Even in the 1960s in Japan, people passed the house of a tuberculosis patient

holding their breath so that they might not inhale “contaminated” air. Children were

warned against mingling with their friends from those lung-diseased households.
390

The

memory of this infectious disease was revived anew in the AIDS epidemic in the 1980s,

and sporadically in Severe Acute Respiratoy Syndrome (SARS), and Bird’s Flu, and

Swine Flu. Students of health should be reminded of the panic, in the West and Japan, in

the early days of the AIDS epidemic, when neither cause nor treatment was known. At
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that time, health professionals were required to treat AIDS solely as a fatal disease―one 

in which patients were destined to die. Not only the general public but also practitioners

were apprehensive about their lives and the health of their families. Students should

know that the stigmatization of a particular disease does happen to patients today and that

they may be pressed to make decisions as professionals as to whether to attend patients

whom their colleagues refuse to see.

The second work, The Cuckoo (1898) by Tokutomi Roka (Kenjiro), is also one of the

earliest novels featuring a consumptive protagonist in Japanese literature.
391

The author,

however, situates the problem of tuberculosis in a completely different context and

approaches the sickness in terms of a melodramatic conflict between the old and the new

values. The first English translation of this novel by Shioya Sakae and E. F. Edgett was

published in 1904 under the title of Namiko: A Realistic Novel. The English title might

be targeting Western interest in the exotic resonance in a Japanese heroine’s name.

Unlike Oriki in “Troubled Waters,” Namiko is an upper-class woman. The novel may be

realistic since the author was inspired to write it by a true story he had happened to hear.

However, despite its claim for realism as part of its English title, the novel is one of the

first Japanese novels that implanted in the Japanese frame of mind romantic and

sentimental resonances of the illness. Portraying love between the married couple,

Namiko, the eldest daughter of an army general-viscount, and Kawashima Takeo, a navy

lieutenant-baron, the novel became a national bestseller and enjoyed a hundred printings

391
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by 1909. The novel’s English translation went through ten printings between 1905 and

1913, and a second English translation came out in 1918.
392

This novel has a conflict between a young bride much in love with her husband and a

“stern and demanding mother-in-law” who cares about their class prestige more than her

daughter-in-law’s wellbeing. Johnston points out the “implicit assumption . . . that

Namiko develops consumption as the result of her mother-in-law’s mental and physical

abuse.”
393

This assumption is plausible in that many medical conditions are caused by

mental stress. The young couple represents new morality based on individual choice and

marital relationship by love. The unreasonable mother-in-law denotes the feudalist codes

and values that place priority and pride on the endurance of the house.

The two generations also represent old and new medical assumptions about

tuberculosis.
394

The mother-in-law considers the disease “not only both hereditary and

infectious but invariably fatal.”
395

In the frame of mind of the health students today, the

mother-in-law’s accusation may sound irrelevant and unscientific because moral integrity

and a certain disease are not remotely related, except in cases with proved causalities

such as smoking and lung cancer. However, constructions linking morality, or personal

traits, and particular diseases remain persistent. It is still fresh in historical memory that

moral talk was clamorous regarding the cause of AIDS and its patients. The mother
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urges her son to think of his own life and the house of Kawashima and divorce his sick

wife. Takeo firmly refuses, resorting to moral persuasion in terms of personal integrity

that “living by cruel and unjust means” is of no use and “act[ing] inhumanly and unjustly

never does good to any house.”
396

The mother is adamant in her argument for the

rightness overriding humanity in sacrificing the individual for the sake of the larger

cause. Indeed, she says she sympathizes with Namiko for her illness, but she also implies

Namiko’s being morally responsible for it: “I pity Nami and feel very sorry for her

parents, but isn’t it wrong to fall ill?”
397

No matter what “the prestige of the house” may

be, Takeo determines to do good for his wife:

“You say ‘right, right,’ but we have no right to do wrong because others do
wrong. To divorce on account of illness—that is a thing of the past. But if that be
the rule now, it is worth while to break it, indeed, we must break it. You are
thinking of our family only, but how will Nami’s family feel to have the daughter
whom they have just given away sent back merely because of her illness? And
then how could Nami go back without being humiliated? Imagine a case in which
I am suffering from lung trouble, and they come to take Nami back because
consumption is a dangerous disease! Would you like that? Yet it is the same
thing.”

“No, that is different. Women are not equal with men.”
“Yes, they are. They are equal at least in feeling. But, coming down to a more

practical point, Nami has recently recovered from the attacks and has shown some
sign of improvement. If you now do such a thing, it will cause a relapse. She will
die—surely die. I couldn’t do such a thing even to a stranger. Do you want me
to—kill Nami?”

Takeo wept.
398
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Takeo is not just sentimental about the care for his wife. He knows from the updated

medical information that tuberculosis can be treatable under careful supervision. In

health-care ethics, morality plays a central role in deliberating about any problem. But as

the conversation between the mother and the son suggests, the notions of right and wrong

may not easily compromise with one another. The right from the collective perspective

may be the wrong from the individual perspective, and vice versa. Thus, morality, which

is not a monolithic structure, can never invite enough dialogue. In this novel, dialogue

does not exist; decision making proceeds one-directionally. While Takeo is away at war,

his mother exercises her legal right to divorce Namiko without his consent. Heartbroken,

Namiko dies soon. Learning of her death, Takeo leaves his inhuman mother for good to

be on duty for the West in the China-Japan War, “preferring to be a target for a shell

rather than to preserve his useless life.”
399

He survives the War and the novel closes with

him and Namiko’s father sharing feelings for the late wife and daughter before her grave.

In addition to the sentimental plot with aristocratic décor, Namiko has all the motifs

that have “Western” appeal, such as Christianity, Red Cross, women’s rights, and a

dashing elite officer who studied in the United States. The seaside residences with scenic

beauty, which were to be known as upscale resorts and later connected with sanatorium

therapy, provide also one of the factors that “sparked the nation’s imagination.”
400

By
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this novel the “image of tuberculosis as a disease of upper-class women” stuck.
401

This

image of the illness is fully taken advantage of in the narratives by Hori Tatsuo, that I

discuss below.

Students might be intrigued to learn that tuberculosis has extremely polarized images.

One example contrasting with Namiko is that for Oriki in “Troubled Waters”:

tuberculosis is as unmentionable as other “fateful diseases,” such as mental illness or

venereal disease, belonging to social outcasts. The other image of tuberculosis is that of

a romantic, aristocratic illness that will cause the young and beautiful patient to waste

away. These images are both sides of a coin. Every sickness is, especially when it is still

viewed as incurable, attached to many, often contradictory, constructions. Some

constructions are linked to the patient’s morality and give rise to socially well-grounded

but biomedically ungrounded accusations. Medical students may argue that whatever

moral constructions an illness may have, they are only obligated to fix the disease.

However, physicians sometimes refuse to treat noncompliant patients, and

noncompliance is often accompanied by the implications of moral lack of responsibility.

There were also individual authors who would not take advantage of existing images

of tuberculosis. In contrast with Roka’s romanticizing view of tuberculosis, the third

author Masaoka Shiki (1867-1902), born one year earlier than Roka, has a thoroughly

detached attitude toward the illness that afflicted him since he was barely twenty years

old and confined him to bed for the last two years of his life. Shiki died four years after

Namiko was published. Yet there is no romantic or sentimental resonance in his

401
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approach to his debilitating illness. For him tuberculosis was a “simple physical

problem, one that had no social or moral implications either for Shiki himself or for his

friends and relatives.”
402

About his unsentimental view of his illness, Johnston explains:

As did many late-Meiji writers, Shiki represented a group whose culture was closer
to that of educated Europeans and Americans than it was to that of rural Japanese.
Despite popular conceptions to the contrary, Japanese culture before World War II
was in many respects heterogeneous in the extreme. Although for most rural
Japanese tuberculosis was an object of avoidance and taboo, for Shiki and many
other writers it was another of life’s experiences, suitable as an object for aesthetic
appreciation. And since Shiki’s works were widely read there is little doubt that he
influenced the thinking of others.

403

As well as the “object for aesthetic appreciation,” tuberculosis for Shiki is an

inexhaustible fountain for his artistic inspiration and passion. He is a poet who critiqued

a conventionalized style of Japanese poetry and refreshed the tradition of Haiku (a three-

line poem with 5-7-5 syllables respectively) and Tanka (a five-line with a pattern of 5-7-

5-7-7 syllables) by adding a modern touch of sharp delineation and an unconventional

use of day-to-day motifs. It was in 1889, the year after “symptoms of his chronic disease

appeared” that he adopted the pen name Shiki “for its allusive connotation of the

hototogisu [cuckoo], in the poem composed of eight lines with seven Chinese characters

402
Ibid., 133. As in Johnston’s passage, Masaoka Shiki is traditionally identified by his pseudonymous

first name Shiki, rather than his surname.

403
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in each line.”
404

The first two lines of the poem go: “My life continues thin as a

thread.”
405

Confined to his sickbed with excruciating pain, for which his physician prescribed

morphine, Shiki’s “mental faculties remained intact to the end” and he remained so full

of alertness and energy that he prolifically continued putting out journals, essays, letters

to friends, haiku and tanka poems.
406

In a collection of twelve tanka poems titled “Glass

Windows” (1900) in Songs from a Bamboo Village, Shiki writes about what catches his

eyes through the glass windows of his sick room. At the suggestion of one of his friends,

he had his paper screens replaced by sliding glass windows.
407

In the twelve poems called

“The Glass Window” (1900), Shiki sings of the delight he takes in the view of the garden

from his bed. He explains “how like a miracle it is” that the transparent glass windows

allow him to enjoy the sights of small things such as “sparrows, here, there, fluttering

from branch to branch,” “the winter sunlight,” “the potted Adonis,” “these forests of

404
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Ueno,” “a pair of tabi seen hanging out to dry,” “shepherd purse flowers in bloom,”

“snow,” “even an insect,” and “a crow crying out.”
408

But do not students think that to be

immovable, often screaming with pain and yet to be delighted at small things in sight is

also a miracle? In addition to pulmonary tuberculosis, Shiki was incapacitated and

tormented by spinal caries. Pus oozing from internal wounds in the lower part of his

body and the changing of bandages gave him terrible pain. Moreover, he could not move

his body an inch to find a lying position that might ease his pain. One day’s entry in his

journal goes:

I scream and wail. I scream and scream and wail and wail. The suffering and the
pain are beyond any description. I suppose it would be easier if I could become a
real mad man but I cannot. If only I could die, which I wish for more than
anything else. I cannot die, however, and there’s no one who would kill me either.
The day’s pain softens slightly in the evening and when sleepiness finally visits
me, the day’s pain ends. But I already apprehend the pain of tomorrow morning.
Wakeup time is more painful than any other. Is there anyone who could help me
with this pain? Is there anyone who could help me with this pain?

409

Still he did not give up writing. Shiki’s style of work is characterized by conciseness,

lucidity, detachment, no self-pity or sentimentalism, no ostentation, a childlike curiosity,

a broad interest in the outside world, sensitivity to seasonal changes, and a warm concern

for humankind.
410

His prolific work of poems, essays, and journals displays that

408
Shiki Masaoka, “Glass Windows Tanka,” in Songs from a Bamboo Village: Selected Tanka from

Takenosato Uta by Shiki Masaoka, trans. Stanford Goldstein and Seishi Shinoda (Rutland, VT: Charles E.
Tuttle, 1998), 197-201.

409
Shiki Masaoka, Byosho Rokushaku [Six-foot Sickbed] (1902) (Tokyo, Japan: Iwanami, 1984), 69.

My translation. Italics added.

410
Goldstein and Shinoda, “Introduction,” 108.



180

tuberculosis in modern Japanese literature has a manifestation completely different from

its romantic resonances. Furthermore, his attitude in his short life has much to tell about

one’s relationship with one’s illness. Neither sentimentalizing nor romanticizing his

illness, he did not deny or battle it. With his voracious appetite to live, see, and write,

Shiki made his sickbed a rich and colorful world.

The journals he kept writing up to the day before his death are valuable records as

first-person narratives of illness, abundant in details from the huge amount of food he ate

and people who visited him to the huge amount of defecation he had.
411

Shiki’s entire

work could work as a model for the art of dying in that it demonstrates that for him living

well coincides with dying well. The journals tell, however, that Shiki is not a saint either.

He often loses temper with his sister, who has been taking care of him and condemns her

for being callous and uncaring. But his journal entries also evidence how devoted and

selfless she actually was. What would she have said if she had kept a diary as her famous

brother did? Would she have vented her anger about her selfish and despondent brother?

In the past years not only patients but also caregivers have been actively represented in

publications and other media. If Shiki were a contemporary author, publishers might

approach his sister to write a memoir about her celebrated brother. Narratives about late

family members and friends involve many delicate ethical points. Is it a good thing that

she will also get space to express herself to the public if it complies with the late

brother’s will now that he was extremely honest about the private details of his life? Or

411
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is it ethical to keep the secrets and respect the rights of the individual she has been

looking after?

The fourth author, Akutagawa Ryunosuke (1892-1927), is one of the greatest writers

in Japanese literature. The Akutagawa Prize, the most prestigious literary award in

Japan, was founded to commemorate his literary achievements. Akutaga is acclaimed for

a gorgeous rhetoric, an elaborately crafted storytelling, an astute observation of

psychology, and a pessimistic and cynical vision of life and human beings in general. A

precocious genius, Akutagawa reached the level of perfection in his twenties. He killed

himself when he was only thirty-five years old, leaving behind him a note saying his

motive was a vague anxiety for the future. It is said that the pulmonary tuberculosis that

had afflicted him for years and a serious nervous breakdown led him to terminate his

life.
412

His death note also gives instructions to his family members that they should not

think of resuscitating him even if they find him yet to expire.

One of Akutagawa’s last works was a short story entitled “Genkaku-Sanbo”

(Genkaku’s Villa, 1927). It depicts the last days of Genkaku, an elderly artist dying of

tuberculosis. The story is drawn on the “story of Akutagawa’s brother-in-law’s death

from tuberculosis as told by a nurse who had taken care of him.”
413

As Johnston says, the

“peculiar and offensive odor that clings to everything and everyone,” emanating from the

old man’s room, suggests that “the romanticized vision of persons with tuberculosis such

412
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as Namiko could not be further removed from Genkaku’s world.”
414

Akutagawa focuses

on the drama of tension among the persons surrounding him: his wife, Ocho, paralyzed

from the waist down and bedridden for more than seven years; his daughter and son-in-

law and their son; his former maid-turned-mistress, Oyoshi, and the son she had with

Genkaku; and his jealous and scheming nurse, who secretly relishes watching the scenes

of “malodorous hell” evolving in this bourgeois household.
415

With all the hands taking

care of him, Genkaku has little comfort in his last days:

Genkaku grew weaker and weaker. His agonizing suffering from his prolonged
illness was intensified by uncomfortable bedsores extending from his back to his
loins. With occasional groans, he made futile attempts to mask his suffering.
However, it was not only the physical pain that tortured him. During Oyoshi’s
stay, he could derive some comfort, while on the other hand he had to undergo
constant afflictions from his wife’s jealousy and his grandchild’s quarrels and
fights. After Oyoshi left, he felt a devastating loneliness and could not but
meditate about his long past desolate life.

416

Genkaku, with pulmonary tuberculosis “unusual with an old man,” is kept in a detached

room because of the odorous breath.
417

At his age it would be more fitting in a literary

narrative if he were a cancer patient or a stroke victim. His consumption, which would

414
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be more becoming to a much younger person, is a metaphor for his deviance from

aesthetics despite his profession. It is condemned as disgraceful as his sexual escapade in

his old age. Tuberculosis also implies the wretchedness of his entire life, which is not

likely to end well. The garlic, which his former mistress Oyoshi brought to the family as

a present, gives forth a “horrid odor not in keeping with the smart up-to-date kitchen

range or delicate plates and clean dishes.”
418

It serves as a reminder of the “peculiar odor

emanating from the breath of Genkaku.”
419

It also suggests its alleged efficacy as an

aphrodisiac Genkaku might have depended on in his relationship with a woman of his

daughter’s age. Death is no better than his life, which Genkaku calls “shameful.”
420

He

may be a successful artist, but his life is “dreary and prosaic.”
421

Indeed, he was fairly

well known as an artist. But his fortune was made not by the sales of his paintings but by

the patent of rubber seals and by the commercial transactions of suburban lots with the

patent royalty. For the last two years he even wished that Oyoshi and her son were dead

because they only caused jealous tantrums in his wife. Even heroin-induced sleep would

no longer bring him peace of mind. Death is the only hope that would release him.

Genkaku even attempts to strangle himself with a loincloth but failed when his grandson

finds him “doing something.”
422

Thus, his life has been, despite a pun on his name

418
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419
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Genkaku, meaning “seriousness,” absurd to the point of being farcical.
423

Tuberculosis in

“Genkaku-Sanbo” suggests that the illness is open to multiple connotations and is

endowed in Akutagawa’s short story with the revolting and dismal nature of old age and

life as a failure.

Akutagawa’s work is noted for his pessimistic and cynical view of life. “Genkaku-

Sanbo” is no exception. All the characters in this story are portrayed to have some twists

or perversion in their personalities. The most crooked is the professional caregiver,

Sugano. She is a type of caregiver common in narratives of illness in Japan. She is

maliciously enjoying the drama developing in the house she is serving, savoring their

secrets, and tasting the power and control she can exercise on them without letting them

know that. This type of obnoxious nursing character is not unusual in illness narratives

both in fiction and nonfiction. Their presence adds to the vulnerability of the patients,

who are at the mercy of abuse by those caregivers.

“Genkaku-Sanbo” might be classified in the subgenre of literature and aging, which

has been paid increasing attention with the progress of gerontology. In this narrative

there is no redemption for the aging artist. The only sight of relief is Oyoshi paying her

last respects unnoticeably on the side of the street from the procession of Genkau’s

casket. She might have been the sole light in the dismal days of the late Genkaku. Just

as if to complete his life in the same style as his art, Akutagawa killed himself. He could

not stand the prospect of debilitation in old age, which might have been as uncontrollable

and undignified as that of Genkaku. The author’s biographical fact may lead to students’

423
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discussion about suicide. Genkaku’s loneliness is painful. This story might work better

as an aging narrative. However, one should note that his loneliness is worsened because

unlike young tubercular patients, this old man is deprived of the privilege of being

viewed as aesthetic. Again, in spite of his profession of creating objects of beauty, he

has nothing to aestheticize in his final days. Akutagawa’s story has no celebration but

only repulsion toward the ugly sides of aging. It might interest students to compare it

with recent narratives of caring for the elderly suffering from illnesses including

Alzheimer’s disease.

In 1918 the tuberculosis mortality rates hit an all-time high in Japan.
424

From this year

mortality rates fell. However, both literary works about tuberculosis and patients with

tuberculosis increased in number.
425

For many writers, tuberculosis was not a literary

metaphor but a real-life affliction that they had experienced themselves or with their

family members. They attempted to recreate their personal experience in an artistic

pursuit of the truth of individuals and their relationships.

The fifth writer, Yokomitsu Riichi (1898-1947), wrote “several stories portraying the

experiences of persons suffering from tuberculosis, and their families and friends.”
426

One of them, “Spring Riding in a Carriage” (1926), is based on his actual experiences of

caring for his wife, who contracted tuberculosis and died of the illness. The story, which

could be termed as a forerunner of care-giving narratives, has no particular plot

424
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evolution. It is brilliant in the description of both the patient’s and the caregiver’s pain

and successful in transforming the “emotional trauma of nursing a loved one dying” and

the “living hell into which the afflicted and her husband have fallen” into an “aesthetic

experience.”
427

The third-person narrator chooses to describe his suffering in analytic and

stoic ways as an author known for an experimentally intellectual style.

The waves after waves of suffering that came in upon him had never been
something to be evaded. The origin of those waves of suffering, each different in
each onslaught, existed in his very flesh, had been there from the beginning. He
had decided to taste this suffering as the tongue tastes sugar, to scrutinize it with
the total light of his senses. Which would taste best in the end? My body is a
scientific flask; the most important thing is absolute clarity.

428

Aesthetic as it may be, Yokomitsu neither romanticized nor solemnized the illness itself.

His detached approach to suffering might be also a sort of defense mechanism that

prevents him from breaking down into insanity. He depicts his wife’s entrapment in her

illness as a cage:

There was his mind going round and round in circles tied up to the bars of her cage,
and there was her mind inside its mental cage, and this cage mentality of hers with
all her physical irritability kept on at him all the time, hardly allowing him a
moment to breathe. Because of this, and because of the acuteness of this neurotic
set of ideas she had created for herself within her cage, she was destroying the
constitution of her own lungs every day at an ever-increasing pace. When he
tapped her chest it made a light, papier-mâché sound.

429
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Here is a relentless portrayal of both physical and mental agony taking place in the sick

person. The dialogue between husband and wife and sentiment-free descriptions convey

the helplessness the caregiver must feel toward the one for whom he cares. Discharging

phlegm, which would be cathartic to a healthy person, can be a fatal coup for lungs on the

verge of breaking. Phlegm suffocates her, yet coughing hard could burst the paper-thin

lungs. As her condition gets worse—coughing up phlegm every minute, every twenty-

four hours having “about five really prolonged and violent attacks of coughing,” and

“fumbl[ing] and claw[ing] at her chest with the pain,” he tells himself that he should “try

to remain as calm as possible” only to find that “this quiet detachment of his only seemed

to provoke her into abuse of him.
430

The patient, unable to control her desperate emotion

as well as pain, makes a sarcastic remark that “I like the way you just sit there thinking

about other things when someone’s in pain like this.”
431

With all empathy and devotion,

the caregiver could not experience the same pain as the patient is having every moment

of her life.

As in many other stories about tubercular patients of the time, physicians are only

peripheral to their lives, suffering, pain, and dying. The wife’s physician declares to the

husband one day that “there’s no hope for your wife,” adding that “there is no left lung,

and the right one is too far gone.”
432

Prepared as he may have been to hear that sentence

430
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one of those days, he is “very clearly aware of his face growing pale.”
433

The loneliness

of a sick individual may well be recognized. But the loneliness of the caregiver must be

as compelling. Now that he heard of his wife’s impending death, no landscape he sees on

the way home, “swayed in a carriage like a piece of luggage,” looks the same as before.

Even the “bright, glittering sea” seems to him “a monotonous curtain concealing

death.”
434

He does not want to go home to face his wife, feeling that “if he never saw her

again, it would be possible to think of her always as still being alive.”
435

He is obliged to

carry the secret he is not allowed to share with her. What do students think of the way

the physician tells the husband of his wife’s hopelessness? There is no follow-up after

the matter-of-fact death sentence. The doctor may be accurate as a scientist but is never

empathetic as a healer. If the students suppose that they are obligated to take over this

physician’s role, how would they act and what would they say? How little medical

professionals meant to the patients in the narratives of tuberculosis is partly because of

the lack of any efficacious treatment except for absolute rest and nutrition.

Little as he could do to alleviate her pain, the husband as a caregiver has the sole most

important duty to perform: being there with her. At the end of the story, he offers “a

bunch of sweet peas” “as an offering” as if a token of admiration for her perseverance

through the long winter:

433
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“Spring has finally come.”
“They are so beautiful. Aren’t they beautiful?” she said, smiling and stretching

her thin and wasted hands toward the flowers.
“Really beautiful, aren’t they?” he said.
“Where did they come from?”
“They came riding here in a carriage, along the shore of the sea, scattering the

first seeds of spring as they came.”
She took the flowers and hugged them full to her breast. Then she buried her

pallid face among the bright flowers, and closed her eyes entranced.
436

Empathy is a difficult thing to define. But if empathy could be portrayed as a picture,

this scene might serve as one. This closing passage stands in stark contrast with the

preceding text darkly laden with the analytic description of the couple’s pain and

suffering. In this ending, the narrator lets out all the sensations he has suppressed

throught he winter—“the first scent of spring”— vivid colors, and touch of the

springtime—“his hands covered in pollen.” He savors the advent of spring as if through

the senses of his wife, who has only a limited time left on the earth. This closing of the

story suggests a newly attained bliss of the couple, one of them on the verge of death,

having gone through the suffering of physical, emotional, and economic pain.

Reading “Spring Riding in a Carriage” shows that as patients write narratives of their

illness figuratively and find meaning in their experiences, so do caregivers try to

reconstruct their world devastated by the illness and approaching death of their family

members. In contrast with the urgency and intimacy in the patient-caregiver

relationship, the physician described in this story is no more than a stranger. There is

practically nothing going on between the couple and their physician. When doctors have

little to do with the illness, does the physician-patient relationship still exist? If the

436
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student were the couple’s physician, should he or she feel obliged to do something for the

dying patient and her family members? Or do students assume it is the task of a hospice

doctor?

The sixth author, Kajii Motojiro (1901-1932), tended to his own illness as a caregiver.

He contracted tuberculosis at nineteen and suffered from it until he died at the age of

thirty-one. Kajii gives exquisite expressions to the inner workings of a young, self-

conscious intellectual. Because of his premature death from tuberculosis, Kajii left only

a small number of short stories, but all his stories are brilliant with sensibility and

sensuality. “The Lemon” (1925), best known of all his works, is a portrayal of the

“wretched circumstances of a person with tuberculosis who perceives the sublime in

everyday life.”
437

The opening paragraph describes the protagonist’s symptoms, both

phsyicial and psychological, and suggests his—and the author’s—habit of heavy

drinking:
438

I could no longer suppress the inexplicable, ominous lump in my throat. Was it
impatience? Was it disgust? Like the hangover that follows a night’s drinking, so
at last comes one hell of a climax to having gotten drunk every day. It had come,
and it wasn’t good. Not because of the lung inflammation or the nervous
prostration that followed. Not because of the debts that would take the hide off my
back. What was no good was the ominous lump in my throat.

No matter how beautiful the poetry or music that had once delighted me, I
could bear them no more. Not even a line or a bar. Though I would go to the
trouble of finding a friend to let me listen to his gramophone, I would stand up and

437
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leave at the sound of the first few notes. Something would not let me be still. As
ever, I wandered from one part of town to the next.

439

The Taisho period (1912-1924) is the time when a brief political liberalism and

democracy were enjoyed. This period had apparently contradictory currents of mood—a

decadent indulgence in hedonism and a philosophical pursuit of the truth in life. In the

1910s there were frequent reports of the suicides of tuberculosis patients.
440

The young

first-person narrator of “Lemon,” viewed as Kajii’s alter ego, personifies this mixed

mood of the time. He roams the streets and decides to buy one of the lemons in a

greengrocer, fascinated by “their color, like a hardened dollop of pure ‘lemon yellow’

squeezed from a painter’s tube; their shape, a perfectly compressed spindle.”
441

He

immediately feels his “stubborn melancholia” diverted by his “new possession”:
442

The lemon’s coolness was beyond description. At the time, my tuberculosis had
worsened to the point that I was always feverish. In fact, I found that I could show
my friends and acquaintances how sick I was merely by grasping their hands, since
mine were always so much warmer. Perhaps because of that heat, it felt as if the
coolness of the lemon was seeping through my palm, refreshing my entire being.

443
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He goes to the Maruzen department store where imported goods from overseas such as

bottles of eau-de-Cologne and eau-de-quinine, perfume flasks, tobacco, and books are

sold to fascinate customers with exotic tastes and styles. In its art book section the

narrator makes a dream castle by stacking the books in a tower and “carefully placed the

lemon upon the castle’s peak.”
444

Then “another bizarre idea” occurred to him:

Why not leave the lemon where it sat and innocently walk out?
A ticklish feeling came over me. “Should I? Why not!” I briskly left the

building.
Out on the street, that ticklish sensation drove me to laughter. What a peculiar

villain I was, to leave a glittering golden bomb ticking on the shelves of Maruzen.
If the bomb did in fact violently explode in ten minutes’ time in the heart of the art-
book section, how exciting it would be!

“And then,” I went on enthusiastically pursuing my vision, “nothing would be
left of that oppressive place but a heap of sawdust.”

445

The “ominous mass,” “irritation,” “ennui,” “nervous exhaustion,” “oppressive” feelings,

“melancholia,” and depression” may come from the narrator’s tubercular conditions and

reflect the period of modernism and degeneration.
446

At the same time, the protagonist is

an eternal personification of adolescent sensibility, rebellion, and yearning for

unattainable beauty. The narrator-Kajii is an accomplice in the “mythology of

tuberculosis” that suggests “the tubercular patient was not only hyperrefined, exquisitely

sensitive, and interesting; he was also a traveler.”
447

A traveler in the city, Kajii’s hero
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embodies the wandering angst of youth that never settles. Before the grave of Kajii

Motojiro are always lemons offered by new generations of admirers whom the story

continues to fascinate. The undying popularity of Kajii demonstrates that his narratives

are those of the ennui and angst of youth as well as of tuberculosis.

If one is not a great reader of literature, one might feel that this is not an illness

narrative at all. True, the author may have been a patient of tuberculosis, but the story is

all about his narrator’s imagination, not about his symptoms or even thoughts of them.

What is it that health-care students might learn from Kajii’s narratives? He died at thirty-

one of tuberculosis. In other stories, he writes with eerie humor about superstitious folk

remedies for tuberculosis such as eating the blackened brain of a human being.
448

None

of his works have a why-me lamentation or reflect a victim mentality. Does the

aestheticization of one’s illness help the patient tolerate what he has to? Would it benefit

only artists to sublimate their pain and fear of death to art? Or would it work for non-

artist patients as well? I would answer in the affirmative, as one sees that for many

authors, both professional and lay, to work on their narratives of illness experience is

their own cultivation of the art of dying—preparation for death. For students, to have a

young patient die may be a surreal idea. Even for seasoned practitioners, having their

patients die prematurely is a grieving experience. Narratives of tuberculosis work as Ars

Moriendi in the sense that they are evidence of some patients who were young, living

with death in sight, and yet managed to retain their human integrity, creative mind,

448
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curiosity, and sense of humor until the bitter end. It is a morally fulfilling way of living.

Reading narratives of remembering but not fearing or denying could be a moral exercise

for students and practitioners of medicine and health care

For the seventh and last author, Hori Tatsuo (1904-1953), the sense of mortality was

synonymous with the sense of morality. Hori is the name in the history of Japanese

literature most associated with the tuberculosis sanatorium. Hori lost his fiancée to

tuberculosis, and he too died of the illness. The Wind Has Risen (1934-1938) is a fiction

modeled on his personal experience in an alpine sanatorium where he took care of his

fiancée in the final stage of tuberculosis until her death. The novel had a great influence

on creating the image of tuberculosis as an aesthetic illness. As a sanatorium narrative,

Hori’s work serves as a reminder of Thomas Mann’s Magic Mountain (1924). However,

unlike the decadent, upper-class patients described in Mann’s work, Hori’s narrator, a

budding novelist absorbed in European literature, remains apart from the outside world

and finds peace in his own sensibility, appreciation of tuberculosis, and spiritual

communion with his betrothed against the background of beautiful nature. Mann’s novel

has allusions to the social reality of “Germany through the fires of the First World

War.”
449

But it is impossible to tell from Hori’s story what state, political or economic,

his country is actually in. In this sense, he is sharing in Romantic “invalidism,” in which

the tubercular patient is “excused from burdensome responsibilities” and granted a

suspension from social duties and norms.
450

449
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450
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Hori’s sanatorium narrative is also characterized by its lack of any sign of

medicalization. The narrator speaks little about social stigma attached to this disease. He

says little of “the relationship between the physician and the patient, or even the

operation of the sanatorium in which most of the novel occurs.”
451

Except in the

“emotional relationship with his fiancee, their discovery of beauty and calm in the face of

death, and the poetic expression of that beauty,” the narrator has no other interest

whatever in searching for possible cures or having his body and illness scrutinized in

medical discourse.
452

There is no telling what kind of physician the fiancée sees or what

medicine she takes. There is only a perfunctory mention of nurses or fellow patients.

The sanatorium is literally an asylum from the world that was getting militarized day by

day. Ignoring the unrest building up in outside reality, the first-person narrator watches

his interiority and cherishes his illness as a little bird in his ribcage. Hori’s initial

ambition was to become a poet. The epigraph of this chapter is titled “Illness” (1927).

Written the year he was diagnosed with tuberculosis, it was the first he wrote about this

disease and “like Hori’s prose works, embraces his illness as an aesthetic

phenomenon.”
453

451
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452
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Even physical pain and emotional anguish are “no longer of concern to Hori in this

novel.” Instead, the author “creates a sensibility that transcends both disease and

death”:
454

To mention the one and only event of those days, she would occasionally develop
a fever that, little by little, wasted away her body. On those days we tried to savor
the charm of the unchanging daily schedule a little more carefully and a little more
slowly, as if we were secretly stealing the taste of forbidden fruit. We could
cherish our joy to the fullest in a life that tasted somehow of death.

One of these evenings we gazed spellbound, I from the balcony, Setsuko from
her bed, at the uncertain grayness vividly tinged with red that crept over the
neighboring mountains, the hills, the forests, the highland fields, all bathed alike by
the setting sun sinking behind the opposing range. I recall birds flying up
occasionally, drawing parabolas above the trees. I thought how impossible it was
for us, with our overflowing happiness beyond the moment, to grasp a scene like
this, no matter how familiar, created on the instant of an early summer evening.
Much later, whenever this beautiful evening came back to me, the dream brought
memories, a perfect vision of our happiness.

455

How, students may wonder, could “a life that tasted somehow of death” be a life of

“overflowing happiness”? When one is in perfect shape and conceives death as a distant

event, this view might seem perverted. However, it might be also a complacency of a

healthy person. Tuberculosis narratives serve as a way of memento mori (remembering

death) for people living in good health and people serving in health professions because

the proximity of death does not necessarily mean a life in darkness but a more ravenous

appreciation of life. The narrator’s “perfect vision of happiness” thus lies in the recreated

454
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world of art. As in the epigraph of the novel, the story was entitled after Paul Valéry’s

“Le Cimetière marin” (“The Graveyard by the Sea”): “Le vent se lève! . . . Il faut tenter

de vivre!” (The wind has risen; we must try to live). Memento mori should be understood

as accompanied by carpe diem (seize the day). To remember death is neither an escape

from reality nor a morbid adoration of death as some are indulged in believing. After the

death of his fiancée, the narrator responds to Rilke’s poem that goes: “Do not return. If

you can bear to, stay dead with the dead. The dead have their own tasks.”
456

It suggests

trying to live a life more appreciatively and even greedily. Some narratives like this

novel reconstructed by the caregiver after the death of the patient exude this

wholehearted engagement in life.

As I mentioned above, the lack of medical discourse in the tuberculosis narratives in

the period I have discussed is in part because of the absence of any treatment except rest

and nutrition.
457

In a major part, however, these writers did not want to subject

themselves to medical scrutiny only. In today’s term, they exercised their autonomy in

the form of art work. They aimed to take advantage of the illness as an opportunity to

gaze at the self through the experience and to attempt to construct a new sense of self by

narrating it. For narrators of tuberculosis, the illness was rather a privilege that enabled

them to have a closer look at the self. As Arthur Frank discusses in The Wounded Story

Teller (1995), “the self is being formed in what is told”:

456
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457
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The self-story is told both to others and to one’s self; each telling is enfolded
within the other. The act of telling is a dual reaffirmation. Relationships with
others are reaffirmed, and the self is reaffirmed. Serious illness requires both
reaffirmations.

458

In human history many diseases emerged, claimed an infinite number of lives, and

assumed social cultural implications. When the disease itself is eradicated or an effective

cure is found, and narratives about that illness go out of sight, what is it that retains its

value as a literary work? It is the way the writer reconstructs his self that was ravaged by

the illness: by giving narrative coherence to his own history, the writer gives the illness

experience meaning. Modernization in Japan, the tuberculosis epidemic, and a need for

powerful narratives of self-representation all combined to give rise to a huge volume of

narratives of tuberculosis. Students and practitioners of health care may consider

diseases solely as nemeses. But people who carry diseases in their bodies may develop

somewhat different views of their illnesses. Narratives are the evidence of their attitudes.

They have often learned to coexist with the illnesses and reconstruct new selves living a

life with them. Health professionals should respect the fact that some patients succeed in

recreating themselves as masters of gazing at life in death and death in life.

Paradoxically, the illness, a condition of autonomy deprived, became for tubercular

authors a vehicle to gaze at what was going on in their bodies and minds. This act of

self-assertion through illness writing can also be found in cancer narratives both in the

United States and in Japan. They are informative and inspirational to contemporary

458
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audiences. However, as these tuberculosis narratives in retrospect sound self-

aggrandizing to some critical eyes, it might be possible that today’s overflow of cancer

narratives may be seen as an odd phenomenon of narcissim in the future when cancer is

conceived as a disease of the twentieth century.

By quoting Sontag, the Japanese critic Karatani Kojin argues that the mythologizing

of tuberculosis, which occurred in the eighteenth century in the West, has very deep

roots:

With the new mobility (social and geographical) made possible in the eighteenth
century, worth and station are not given; they must be asserted. They were asserted
through new notions about clothes (“fashion”) and new attitudes toward illness.
Both clothes (the outer garment of the body) and illness (a kind of interior décor of
the body) became tropes for new attitudes toward the self.

459

Karatani observes about tuberculosis “existing as a ‘meaning’ which inverted the real”:

There has been an embarrassing degree of collusion between Japanese modern
literature and tuberculosis that has extended right up to the emergence of the Third
New Wave writers (Daisan no Shinjin) in the 1950s. What is embarrassing is not
tuberculosis itself, of course, but the meaning of tuberculosis. This can be traced to
The Cuckoo [Namiko].

460

Attachments of melodramatic values to the illness, which Karatani calls an “inversion of

values,” may be embarrassing from the viewpoint of literary criticism proper.
461
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However, one should acknowledge that it is impossible to look at an illness as it is and

ponder why those attached décor and imagery were needed in the first place.

Interestingly, tuberculosis narratives and essays found themselves comfortable under

medical gaze and discourse in the post-streptomycin phase of history, probably because

of much more augmented prospects of cure and recovery. Many of the Third New Wave

writers, including the Catholic writer, Shusaku Endo, known abroad for Silence (1969)

and other works with Christian belief for Japanese people as a central subject matter, are

tuberculosis survivors. They feel comfortable in framing their illness experience in the

culture of medicine: pain of treatments; medication; insensitivity or kindness of some

doctors and nurses, some Dickensian, some Nightingale-like; anecdotes of fellow

patients; and so on. For survivor-authors, to have a brush with tuberculosis is equivalent

to being decorated with an order of the literary art of dying.

Tuberculosis was for these writers a signature of narrative that gives voice to their

inner conflict, to “an embarrassing degree,” to use Karatani’s phrase. One reason that led

to the excessive celebration of this illness is that the country needed a modern form of

Ars moriendi. Each era of each culture needs its own art of dying. In modern Japan, one

culmination of the art of dying was an anachronistic revival of samurai warrior spirit in

wartime. It represented death-defying codes of conducts of courage, dignity, and

sacrifice. It found a tragically futile expression in the spirit of suicidal bombers who

lived and died for the delusional ideal of modern Japan reigning over Asia, standing firm

against the enormous entity of the West. Artists and those who connect with art search

461
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for their art of dying in the microcosm of consumptives. They were in need of another

narrative of Ars moriendi. Tuberculosis as an illness of narrative was a literary

convergence of the traditional mindfulness of death and the modern sense of self that

values an individualized experience of illness and dying. With numerous patients

suffering from it, it is also a common disease that links them to society. At the same

time, tuberculosis in literature served as a fortress, impregnable, that shields the self in

formation from the reality of the nation that hastened its way to the first non-Western

nation that would win colonial victory. The authors constructed in the illness the

individuality that would be insusceptible to the nation-level violence, insanity, and

absurdity and that would help them attain the art of dying as an individual. Today the

majority of people in Japan recognize tuberculosis as a solely “literary” illness. Thanks

to scientific research and modern medicine, tuberculosis has gone “out of sight” like

other diseases that scared people in the twentieth century, such as typhus and polio.

Unlike lay populations, professionals know that tuberculosis remains a threat to health

and should know that there are two faces of tuberculosis—as aesthetic construction and

as constricting affliction.

I imply neither that the aestheticization of an illness obscures the reality of the illness

nor that actual pains annul the beautified perception of the illness. Each age in history

needs its own narrative voice. And oftentimes the voice finds itself in illness and its

artistic representations because illness is an experience that sharpens a person’s

consciousness of life, death, and the self to such a height that would be unattainable to the

healthy population. For that reason, especially health providers need to be alert to illness

narrative representations of illness and keep consulting narratives in the past to reconfirm
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that all the stigmas, suffering in dying and care giving, patients’ quest for meaning in life

are already there. How to die calmly has seen many different expressions. Particularly

narratives of illness of the time when there was no efficacious treatment serve as great

narratives of memento mori. Providers are entitled to participate in this moral act as part

of their profession.



What would Japanese tuberculosis narratives mean to non-Japanese audiences? There

is no question about their value as one of the windows through which to understand

Japanese culture. How to frame illness has similarities and differences from culture to

culture because narrativity requires commonalities not only of modes of language but

also of attitudes, sentiments, and thoughts. Still, are they of any significance when

tuberculosis is not an impending threat, at least as it used to be before antibiotics became

generally available? The matter-of-fact statistics of the current prevalence of tuberculosis

sobers our complacency. In 1996 the World Health Organization reported that

tuberculosis was responsible for the greatest number of deaths in the world.
462

According

to the report, in 1995, three million died of tuberculosis and more than eight million new

patients emerged. The total number of tuberculosis patients was twenty-two million.

These numbers are shocking to the population of the developed countries who believed

that tuberculosis is a disease of the past, particularly of the nineteenth century. Even

462
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more shocking is the fact itself that they had long been unaware of its comeback. Taking

into account that more than two million died of tuberculosis worldwide in 1900, it has

been a “silent” killer because more than 90 percent of the 1995 tuberculosis deaths

occurred in developing countries.
463

Tuberculosis has become an underrepresented illness

that targets “invisible” and “poor” populations of both the Third and First Worlds until

the disease crosses the “border” to threaten the mainstream population in the privileged

countries. Providers may be stunned at the discrepancy between the wealthier nations,

where tuberculosis is the illness of the past that lived on in beautified narratives, and the

less fortunate, where it is an actual killer, complicated even more by other diseases,

which keeps claiming a huge number of lives. Yet again, professionals of medicine and

health have the privilege to have balanced views of both poles of tuberculosis.

This coordinated stance and outlook by health practitioners will be needed in reading

and interpreting narratives of some diseases in more accurate and intimate ways.

Particularly, narratives of trauma are known to undergo extremely complicated processes

from remembrance through reconstruction to representation of the experience. In the

next chapter, “Trauma Memory: Atomic Bomb Narratives,” I will study Japanese works

of literarure about trauma from atomic bombings. So that society may not sentimentalize

those narratives of massive disaster or forget them as relics of the past, active

engagement by professionals of medicine and health care will be essential.

463
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Chapter 5: Trauma Memory: Atomic-Bomb Narratives

In the choking stench of pus, stripped even of the capacity for hatred, for anger,
You sent the world of the living that last smile.

464

In the other two chapters of Part II, Japanese narratives of illness and disability are

discussed. In this chapter I investigate some narratives about the experiences of atomic-

bomb survivors and explore how reading them can be applicable for the education of

students of health professions. That is, one needs to have prepared potential answers to

the radical question—why one now has to read these narratives about the historical

events that took place more than half a century ago. I argue that especially students of

health professions need to read Atomic-bomb narratives to understand the role of the

narrative approach in the studies of individuals or groups who were exposed to events

“outside the range of human experience.”
465

On August 6, 1945, in Hiroshima City an atomic bomb was dropped on humankind

for the first time in history. It is said that almost all in the radius of four kilometers of the

epicenter were killed instantly.
466

John Hersey, author of the Pulitzer Prize-winning

nonfiction Hiroshima, says that as a journalist he has seen many sites of destruction by

war but Hiroshima is exceptional because its ruins were “created by one instrument in

464
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one instant.”
467

Three days later, on August 9, an even more powerful plutonium atomic

bomb detonated above Nagasaki City. The immediate casualties are assumed to have

been 200,000 in Hiroshima and 100,000 in Nagasaki.
468

The total number of deaths from

the bombings remains unclear because besides those instantly killed, the number of

victims who died from burns, radiation disease, complications, or prostration in the

subsequent years is impossible to specify. The devastation in these two cities led Japan

to make an unconditional surrender to the Allies on August 15, 1945. Hiroshima has

become a generic term that represents a historic memory of catastrophe involving atomic

and nuclear power and a global fear of extinction in the second half of the twentieth

century and onward.

Students may see patients from massive disasters and care for their external injury (the

original meaning in Greek of trauma) until they recover sufficiently to be released from

hospital to live “normal” lives. However, their psychological trauma (the meaning

generally used in public discourse) will haunt them for life. I divide this chapter in two

parts so that the necessity for students of medicine and health care to read atomic-bomb

narratives will be more tangibly presented. The first part, “Trauma and Narrative,” gives

a brief review of how the study of trauma has become Trauma Studies as it is now in

terms of its narrative representations. In the second part, “Witnesses from Hiroshima and

466
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Nagasaki,” I discuss individual narratives of atomic-bomb experiences to see how the

statements made in the first part are materialized in each literary representation.

Narrative approach to trauma could be most effectively utilized in combinations with the

appropriation of neuroscience, psychoanalysis, psychology, and medication.

Trauma and Narrative

Trauma is a Greek term that means “physical wound.” In 1980 trauma, referring to

“an injury inflicted upon the mind” was first officially recognized, and the term Post

Traumatic Stress Disorder (PTSD) was adopted in the third edition of the Diagnostic and

Statistical Manual of Mental Disorders.
469

It is a natural mechanism that when a person

faces danger, a “fight-or-flight” “triggers many split-second changes in the body to

prepare to defend against the danger or to avoid it.”
470

This “healthy reaction meant to

protect a person from harm” is changed or damaged in PTSD.
471

With individuals with

PTSD, stress or fright continues even when they are no longer in danger.
472

It is

considered that the person has been exposed to a traumatic event when “the person

experienced, witnessed, or was confronted with an event or events that involved actual or

threatened death or serious injury, or a threat to the physical integrity of self or others”

469
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and “the person’s response involved intense fear, helplessness, or horror.”
473

Characteristically, the traumatic event is “persistently reexperienced” in “recurrent and

intrusive distressing recollections,” and “recurrent distressing dreams.”
474

The victim is

said to be “acting or feeling as if the traumatic event were recurring,” and having

psychological and/or physiological reactivity to “internal or external cues that symbolize

or resemble an aspect of the traumatic event.”
475

The study of trauma is not a recently emerged subset of clinical practice. Sigmund

Freud can be called one of its forerunners. Freud worked out the theories and techniques

of psychoanalysis in which the analysand—that is, the patient—articulates the traumatic

experience to the analyst so that the patient can find out constructive ways to integrate the

experience into his or her present life.
476

The greatest focus of trauma studies from the

mid-nineteenth to the mid-twentieth century is related to war experiences. The soldiers

suffering from “various states of physical and mental exhaustion,” particularly from the

Crimean War (1854-1856) and the American Civil War (1861-1865), came into medical

attention.
477

After World War I the condition called “shell shock” came to be recognized

473
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in Britain.
478

Researching soldiers’ trauma from combat encouraged the development of

“psychiatry as a discipline.”
479

The “institutional imperative for trauma research” has

been accelerated by the “motivation from the military” through and after World War II,

the Vietnamese War, and the Gulf War and by the increasing research interest in PTDS.

The focus of the study of trauma has extended from the military to civilians, involving

and engaging the marginalized and neglected. The overflow of testimonial publications

since the mid-1970s owes much to the women’s movement and subsequent research

interest by psychologists and social scientists in “uncovering the ongoing effects of

interpersonal, face-to-face violence” such as “rape, incest, domestic violence, and

criminal assault.”
480

Trauma, now a popular term, has “become part of a public and

media-dictated discourse in a way that never previously existed.”
481

It has been suggested

that survivors of traumatic conditions “may well have a higher risk than others of

developing organic brain disorders such as dementia in later life.”
482

Suicide rates are

known to be higher among concentration camp victims, with Primo Levi as a well-known

example.
483

According to the long-substantiated outlook by psychologists and physicians:
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Trauma may fundamentally affect the processes of memory and indeed they have
maintained that traumatic experiences may affect neurological functions, changing
the way that survivors think. These changed thinking processes tend to produce
memories of trauma which are at the same time unusually vivid and unusually
fragmented.

484

Memory is a huge area of inquiry that includes questions, such as capacity to retrieve

information, recollection of semantic, sensory or imaginative contents, and the place or

location of the storation of these recollections. Medical students may be interested that

narratives of trauma may provide clues to changes in neurological functions.

Pierre Janet (1895-1947), whom Adami introduces as a “pioneer of the study of

trauma and memory,” differentiates two kinds of memory: “narrative memory” and

“traumatic memory.” Narrative memory presupposes the narrator’s ability to know how

to narrate a certain happening and “how to associate the happening with the other events

of his life.”
485

This kind of memory is “flexible, semantic, and symbolic,” and the

accounts of narrative memories can be addressed to an intended audience.
486

Narrative

memory is a social act in the sense that its accounts can be “adapted to the

circumstances,” for example, in length, “according to social demands.”
487

In contrast,

what Janet calls traumatic memory is “inflexible, timeless and invariable,” consisting of

“fixed images and sensations that are not placed in time, and thus not transformed into a

484
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coherent story.”
488

The traumatic moment is fixed in memory not as the past but as the

present. The accounts of traumatic memory cannot be addressed as accounts to any

audiences because unlike narrative memory, not being a social act, “it is not revised in

order to fit social expectations.”
489

It is ultimately the integration of traumatic event into

the overall story of one’s whole life that helps a person to recover. For the narrativization

of a traumatic experience, traumatic memory must be transformed into narrative memory.

In this process, it is inevitable that a falsification of the original experience takes place so

that, according to Adami, “once traumatic memory is transformed into narrative memory,

the traumatic event is no longer accessible as an individual entity.”
490

Past becomes

present and embodied and reflected in behavior. Patients sometimes “forget” the

traumatic experience, but trigger events open up the path linking past and present. Adami

refers to Cathy Caruth, a contemporary scholar of Trauma Studies, who suggests that

trauma stands “outside all knowledge,” is unable to be “brought into recollection,” and

thus “defies all possibilities for representation.”
491

Since integration into recollection is

the whole purpose of therapy for PTSD, the trauma narrator faces a great dilemma here.

Another dilemma in trauma narratives lies in the fact that memory is not only an

“individual phenomenon” but also a “collective phenomenon.”
492

Therefore, personal
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images need to be “translated into language and transformed into a narrative.”
493

This

process of verbalization and narrativization can “only occur through social interaction.”
494

Memory controls the mastery of the story and gives it. Memory resides not in the heads

but in the discourse of individuals talking about the past. Therefore, individual memories

are “always recollected within the framework of a certain social group” through “cultural

formations . . . such as texts, rituals and monuments”:
495

Collective memory allows social groups to perpetuate their culture by maintaining
the myths and traditions that represent the “spirit” of a society and from which a
group derives its unity and peculiarity. In particular, literary texts contribute to
the construction of a society’s collective memory by facilitating the fixation of an
event in collective memory.

496

Why students and health professionals need to pay attention to these literary texts is

obvious. The experience is mediated through various forms of representation. Narrative

is one of the forms that link, reform, and rework the memory of the experience. The texts

of literature allow students and providers to recognize the otherwise inaccessible

accounts of the psychological and physical wound and anguish of the individual, even if

in a reorganized form with the force and impact of the original lost from them. The role

of literary works in collective memory is a component of identity formation―reflective 

process that reframes thoughts, languages, and intertexual relationships. Cultural trauma
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goes through a process of mediation and interpretation of the dramatic loss of identity

and meaning―disruption of social fabric of life.   For the recovery from cultural trauma, 

a public or social explanation is needed through a variety of discourses that the public

accepts. It is process of a dialogic negotiation.

Collective memory needs more rigorous definition. Memory as a collective

phenomenon is susceptible to social, political, ideological, and moralistic demands and of

a consequence, could be manipulated and fabricated to better serve the will of “some

social group—usually the dominant one.”
497

What is worthwhile for students and health

professionals to keep in mind is the notion of Geoffrey Hartman that there is a distinction

between “cultural memory” and “public memory.” Public memory is defined as a

“modern, politicized version of collective memory” that leads to “official history”

“written by the victors.”
498

While, in Hartman’s words, cultural memory is “an

abstraction that has to be reconceptualized all the time” and “includes a continuous

reflection on itself,” public memory is “media-driven and myopic.”
499

Cultural memory

functions as what Hartman calls a “‘living deposit’ preserved outside academic or written

history.”
500

In contrast, public memory is “imposed from above by dominant institutions

497
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and expressed in cold and detached narratives and artefacts.”
501

Students and providers of

medicine must remember that they belong to a “dominant institution” where “narratives

and artefacts” are traditionally produced and maintained in their “cold and detached”

states. Consequently, medical practitioners are at risk of being contented with, even

unknowingly taking part in, the falsification and fabrication of narratives intended for

public memory.

Despite all the institutional discourses they are subject to, clinicians can see trauma

survivors in person, whom, in general, lay populations can get access to by being the

victims of traua themselves or through representations, such as literary texts. That is an

enormous privilege, which practitioners should humbly take advantage of so that they

may not be deceived by the accounts of “official history, promoted by institutions of

power, [which] manipulates memory and erases the subversive or heterogeneous facts.”
502

Practitioners need to stay open-minded for what Hartman defines as “active communal

memory . . . made of such traditional materials as legends, poetry, dances, songs,

festivals, and recitations, the sum of which helps to define a ‘culture.’”
503

Clinicians

could dissent from the “single authorized narrative” for the sake of standing by the

survivors whose memories have been subverted to serve an “institutionalized and bogus

501
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502
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503
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recollection.”
504

In contrast, literature is more likely to reflect the particularities of each

individual survivor. Adami writes:

[Literature] counteracts the impersonality and instability of public memory, on the
one hand, and, on the other the determinism and fundamentalism of a collective
memory based on identity politics. Literature creates an institution of its own,
more personal and focused than public memory yet less monologic than the
memorializing fables common to ethnic or nationalist affirmation.

505

Here again, by using Hartman’s observation, I want to confirm the necessity for students

and practitioners of health professions to read literary texts.

Tellers of atomic-bomb narratives have been maneuvering their ways through a

narrow path between the tension between “traditional collective memory” and “public

memory.” Some of the tellers are survivors. They were urged to tell their stories as

testimonies because, as Adami observes, “the survivor has a responsibility to bear witness

both for those who died and for those who were not there at the time of the traumatic

event.”
506

Adami notes the difference between facts per se as they occurred and facts

retrieved from traumatic memory:

The truth of a traumatic event only exists in the individual’s psyche, in his or her
inner experience of trauma: testimony bears witness precisely to this trauma.
Therefore, the value of testimony does not lie in its power to document the facts,
but in the survivor’s traumatic memory of the facts: by bearing witness, survivors
do not turn into historians, but simply become “human witnesses to a

504
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505
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506
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dehumanizing situation.” Testimony requires an attentive, empathetic and
compassionate audience.

507

Testimony, when addressed to the other who is willing to listen, has the possibility of

developing into a “personal connection with events in which [the reader or listener] was

not directly involved.”
508

Adami suggests that testimony is the “encounter between

survivor and listener” and a “dialogue between the survivor and an audience.”
509

I want

to suggest that health professionals be a party to this encounter and dialogue because

providers have a duty to pay attention to the traumatized victim and to care for his or her

wounded body and psyche.

The reason that I wish for a practitioner to enter into partnership in testimonial

dialogue is the inconceivability and unspeakability of the events that is characterized by a

“failure of representation” as Adami phrases it.
510

Adami remarks that the impact of the

Holocaust so “radically exceeds our capacity to grasp it” that its “trauma destroys the

ordinary frameworks of understanding and mechanisms of memory” and thus “cannot be

represented in traditional, coherent narrative forms.”
511

Broken, disrupted, and so

meaningless narratives may keep audiences at a bay. The listener’s reluctance is also

507
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508
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what the teller must struggle against.
512

However, trained professionals are able to listen

to the survivors’ body as well as their voice so that they can aid in bringing out a true

testimony by being a vehicle for the somatic expressions, which might evade lay

observation. These professionals are even ethically obligated to do so because, as Admi

observes, “it is when the referential function of words begins to break down that we can

have a true testimony”:
513

Fitting together the broken pieces of the testimony forces the reader or listener to
look behind and beyond language. Faced with a fragmentary, non-linear narrative,
the reader searches for connections between the “bits and pieces”, in order tp
provide the unwritten part of the text. Therefore, the impossibility of a coherent
trauma testimony does not only bear witness to the truth of trauma, but also favors
an empathetic, ethical response: being actively engaged in the creation of meaning,
the reader is more likely to be emotionally involved.

514

Professionals, if adequately trained not only to listen carefully to take the history but also

to “look behind and beyond language,” may be qualified to take part in this act of

connecting. Therefore, I urge Japanese students of medicine and health care to read

atomic-bomb narratives as trauma testimonies as exercises to detect what is latent as well

as what is manifest in the languge of trauma narratives.

According to Adami, the study of the survivors of traumatic incidents needs

interdisciplinary perspectives:

512
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513
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Trauma disrupts genres and collapses distinctions, promoting an interaction among
different disciplinary areas: no single discipline “owns” trauma as a subject matter.
Hence, the approach of Trauma Studies to literature takes into account the
multifaceted perspectives of literature, history, psychoanalysis, sociology,
anthropology, psychiatry, and neurology.

515

Cathy Caruth, pioneer of Trauma Studies, also suggests that different disciplines need to

compensate for one another:

The more we satisfactorily locate and classify the symptoms of PTSD, the more
we seem to have dislocated the boundaries of our modes of understanding—so that
psychoanalysis and medically oriented psychiatry, sociology, history, and even
literature all seem to be called upon to explain, to cure, or to show why it is that we
can no longer simply explain or simply cure. The phenomenon of trauma has
seemed to become all-inclusive, but it has done so precisely because it brings us to
the limits of our understanding: if psychoanalysis, psychiatry, sociology, and even
literature are beginning to hear each other anew in the study of trauma, it is
because they are listening through the radical disruption and gaps of traumatic
experience.

516

Traumatic experience causes a disjunction in its experience, perception, and articulation

because the experience cannot be integrated into the framework prior to the experience.

Trauma victims often are unwilling to talk about their experiences because they have

numbed themselves to survive the terror of the things that happened to them. It is called

“numbness” by Robert Lifton, a sociologist who has studied Holocaust narratives and

Hiroshima narratives. This numbness, defined as a psychic defence, may give rise to “a

loss of contact with the surroundings . . . and a lack of awareness of a problem’s

515
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516
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Cathy Caruth (Baltimore, MD: Johns Hopkins University Press, 1995), 3-4.
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existence” and might result in the impossibility of speaking and even the oblivion of the

problem itself.
517

Numbness is also termed “frozen memory,” which “complicates

verbalization” and thus leaves the traumatizing event “unintegrated with other

experience” in the survivor’s psyche.
518

When traumatizing experience is verbalized and

words deal with it, even if insufficiently, inarticulately, or distortedly, clinicians should

humbly listen to those words and verbalized expressions and integrate them into the

treatment of the survivor as a whole being.

Witnesses from Hiroshima and Nagasaki

The narratives I discuss in this chapter are: Black Rain (1965) by Ibuse Masuji (1898-

1993); “Summer Flower” (1947) and “The Land of Heart’s Desire” (1951) by Hara

Tamiki (1905-1951); Hiroshima Notes (1965) by Ōe Kenzaburō (1935- ); “The House of 

Hands” (1960) by Inoueu Mitsuharu (1926-1994); “The Rite” (1963) by Takenishi

Hiroko (1929- ), The Bells of Nagasaki (1949) by Nagai Takashi (1908-1951); “Fireflies”

(1953) and City of Corpses (1950) by Ōta Yōko (1903-1963); and “The Colorless 

Paintings” (1961) by Sata Ineko (1904-1998). One of the major reasons that I have

chosen these texts is that they are essential works in atomic-bomb literature in Japan, as

suggested by the fact that they all have English translations. I also considered the variety

in the selection of authors.  Hara, Nagai, Takenishi, and Ōta are survivers and are more or 

less remembered as authors who wrote about atomic-bomb experiences.  Ibuse, Ōe, 

517
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Inoue, and Sata are non-survivors and are also mainstream writers, whose literary

reputation is not necessarily associated with their works on the atomic bombs.  Ōta, Sata, 

and Takenishi are women. I discuss these atomic-bomb narratives not as trauma fiction

but as the narrative approach toTrauma Studies.

Reading them will allow students of the health professions to develop a renewed

interest in narratives of Hiroshima and Nagasaki as a means to comprehend the

traumatizing exposure of its victims and survivors from inside their injuries. Students

should realize that the wound becomes more than an object for applying medicine,

dressings, and giving reconstructive surgeries; the word wound assumes social, political,

and cultural implications when it is in the process of being made public in the form of a

narrative. Pain is the present for the survivor, and the survivor feels the pain anew every

day. Health professionals should not be those who view the trauma survivor’s suffering

as the “end product” derivative of the distant historic event.

Furthermore, today when awareness of, if not preparedness for, mass disasters is

greater and burn treatment and pain management are far more advanced, students might

want to think about what could be done for the victims if the atomic bombings happened

now. Do they think they could handle the situation more adroitly or would they be

feeling as helpless and desperate? One thing that is usually not considered providers’

obligation but is actually a most important duty is to be on and by the side of victims for

a very long term of follow-up. Doing so may require generations of practitioners to

come. Incidents like atomic bombings are prone to political and ideological utilization.

While the survivors should take the center stage of the historicizing process, oftentimes it

is the survivors who are first forgotten. The “social evaluation” of the incidents are
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transformed, and the public becomes desensitized about the stories of and by the

survivors. Thus, everything becomes history. Practitioners have the privilege to touch,

see, and talk with the patients firsthand. Students and practitioners should make much of

the taken-for-granted fact that patients never become invisible to clinicians. As a reading

companion to A-bomb narratives, The Wounded Storyteller by Arthur Frank provides

medical professionals with a more nuanced access to victims’ pain, both physical and

metaphysical. Frank poses a radically humanist question: “How it is possible to write

after Auschwitz.”
519

How it is possible to write after Hiroshima was, and remains, a

compelling question when authors reflect on their vocation in the light of humanism and

humanity. This ultimate question leads to another question: are non-survivors entitled to

“represent” the true victims in the narratives they create? Or are only survivors qualified

to write about their experiences? Representation can be a convenient term that suggests

generalizing all the victims without attending to the particularity of each survivor and

subsequently making the individual invisible. However, health-care professionals are a

special group of people who can attend to each person’s pain and furthermore view the

incident from an altered perspective to stand witness to the population that suffered from

any part of it. Reading narratives from Hiroshima and Nagasaki may not give students or

practitioners answers to the above questions. But those narratives can help give them a

broader picture they are unable to get when they care for each patient intimately and

closely.

519
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The historical events from Hiroshima and Nagasaki resulted in a fifteen-volume

collection of literature about the atomic bomb.
520

Subjects of discussion in this section

include the relationship between the individual and mass disaster, health providers’

obligations, abuse of medical authority, trauma and resilience, victim stigmatization,

empathy, authenticity, and existential quest. How to better understand human suffering is

one of the most embodying issues discussed, taught, and shared in the medical

humanities as a crossover subject covering ethics, philosophy, religious studies, and

literature. Hiroshima narratives provide to health-care practitioners opportunities to

realize how to approach the invisible, as well as visible, plight controlling the Atomic-

bomb survivors for life, very brief for some and still continuing for some others.

Best known of Hiroshima narratives, both at home and overseas, is Black Rain

(1965) by Ibuse Masuji. This novel was translated into many foreign languages and

continues to represent Atomic-bomb narratives from Japan. As its original title My

Niece's Marriage suggests, the plot centers around the main character’s niece Yasuko,

who contracted A-bomb disease when she was caught in the highly radioactive “black

rain” that fell several hours after the bombing. Ibuse is from Hiroshima but is not a

survivor. The major source of this novel is a journal by Shigematsu Shizuma, who

together with his family survived the bomb. Shigematsu did not initially have any

intention to have his personal writing published. However, it upset him to see

“Hiroshima” being coded as a political event: “Everybody’s forgotten! Forgotten the

520
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hellfires we went through that day—forgotten them and everything else, with their

damned anti-bomb rallies. It makes me sick, all the prancing and shouting they do about

it.”
521

To contest the climate where the victim vanishes from the social mindset, he

decided to have his countryman Ibuse write a novel based on his memos and diaries.
522

Black Rain is noted for unsentimental descriptions of the atrocity by firsthand

witnesses:

The people in the street by the shrine grounds were all covered over their heads
and shoulders with something resembling dust or ash. There was not one of them
who was not bleeding. They bled from the head, from the face, from the hands;
those who were naked bled from the chest, from the back, from the thighs, from
any place from which it was possible to bleed. One woman, her cheeks so swollen
that they drooped on either side in heavy pouches, walked with her arms stretched
out before her, hands drooping forlornly, like a ghost. A man without a stitch of
clothing on came jogging along the road with his body bent forward and his hands
between his legs, for all the world like someone about to enter the communal tub at
a public bathhouse. There was a woman in her slip who ran wearily along the road
groaning as she went. Another carrying a baby in her arms, crying, “Water!
Water!” and constantly wiping at the baby’s eyes between her cries. Its eyes were
clogged with some substance like ash. A man shouting at the top of his voice;
women and children shrieking as they ran; others crying for relief from their pain. .
. . A man plumped down by the side of the road with his arms thrust skywards,
waving them frantically. An elderly woman sitting earnestly praying with her eyes
closed, her hands pressed together in supplication, beside a pile of tiles that had
slid off a roof. A half-naked man who came along at a trot, cannoned into her and
ran on cursing her foully. A man in white trousers who crept along a little at a
time on all fours, weeping noisily to himself as he went. . . .

523
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As I said above, Ibue was not a direct witness of this scene. This excerpt is reproduced

from the survivor’s journal entry. Will students find any difference from the descriptions

by firsthand witnesses I will discuss below?

In such a massive disaster the frailty of human life and the futility of medical care

come hand in hand. There is very little practitioners can do: “the doctor himself was

reluctant to risk touching patients whose sickness he did not know how to treat” and had

“no idea of the source of their suffering other than the pain of the burns.”
524

It is a target

of criticism that in modern medicine patients are reduced to “cases.” Here, patients are

not even cases; they are simply “bodies”:

The victims were sprawled about on the tatami; visual identification was
impossible since their faces, without exception, were burned raw. One of them
was as bald as an egg where he should have had hair, with a single band of normal
skin left; he had apparently had a cotton towel round his forehead. His cheeks
were dangling like an old woman’s breasts. Fortunately, the injured could all hear,
and people went round asking each of them his name, which was written in
Chinese ink on his bare skin if he was naked, or on any tatters of cloth he might
have retained about him. This method, though crude, was necessary if
identification was to be possible, since the injured were constantly shifting about in
their suffering, groaning all the while.

525

Who are to receive the scarce resources? Even in nonemergency times, it is a critical

question. In a time of disaster, should those who are most likely to die even with any

treatment not be given anything? How about pain management? Pain medication is in

short supply in a time of such extreme emergency. In addition, there are ethical questions

524
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as to whether health-care providers should still go to give a helping hand to the victims

when they know potential health risks that might affect them. The danger of exposing

oneself to the source of sickness, such as deadly viruses or bacteria, is a critical issue

when they face a natural disaster or a pandemic of avian flu or SARS. Some accounts in

Black Rain are testimonials to the medical personnel who become martyred to their

professional duties:

On returning home, some of the nurses had diarrhea and slight loss of hair in the
same way as the victims of radiation sickness. But there was no known treatment
and no medicine. There was a great deal of panic-stricken consultation among
them, as a result of which each did what she thought best. Some soothed their
nerves by resorting to moxibustion; some avoided going out into the sun, so as to
keep up their white corpuscle count; others stuffed themselves with tomatoes.
Some even ate the leaves of potted aloes. I, for one, can well understand this need
to clutch at any straw.

The members of the relief squad who had walked about the ruins fared much
worse than the nurses. Of twenty-one from Takafuta, one died on the spot, and
eleven died of radiation sickness after their return. That was the result of simply
walking in the ruins. In the village of Kitami, fifteen out of sixteen died, leaving
only one alive today. In Senyô, all died.

526

To what degree a provider is expected to risk himself is a matter that needs further

investigation and discussion. There is no agreement as to exactly when and where

practitioners are excused from the obligation to treat their patients. Providers have a duty

to treat. They have an obligation to treat patients whenever they need help. Professionals

also have obligations to their profession, which involves duties to live up to the prestige

of the profession and to give reciprocal aid to one another among its members. This

ethics of solidarity works beyond principle-based reasoning, relies much on values such

526
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of connectedness as relationship, gratitude, sense of belonging, and so on.
527

Students

may have difficulty picturing to themselves a situation in which they are obligated to

respond to the duty to treat over their duty to their family members. Do they realize that

health professions involve risks and sometimes sacrifices?

The victim’s agony is the last to be attended to in the middle of chaos. Direct damage

by the detonation of an atomic bomb is divided into two types: one from the exploding

blast and heat and the other from radiation.
528

One burn victim in Black Rain has skin

peeling off, the back looking “like a piece of raw beef, with the ribs all but poking

through.”
529

Sympathetic as he is with the orderly overloaded with duties, he is

“appalled” by being treated as one of the “whole trainload of patients”:

The next day, August 10, when the orderly stripped the gauze from my back, I
could not help crying out. The heat and weight of my body, and its secretions, had
made it stick fast to the burns all over. He stripped it off from below, in an upward
direction, and as he did so the pain made me unconsciously lift my body with it. . .

Ignoring the blood that came spattering down, the orderly brushed my back
with the medicine, covered it with gauze, applied more of the liquid to my head,
face, neck, and upper arms, to the backs of my hands, my wrists, and my fingers,
then passed on immediately to the next patient.

530

527
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The portrayal of the orderly, who will not utter a single word to comfort the patient,

displays that in massive injuries, patients tend to be handled as objects in an assembly

line.

Moreover, the authoritative aspect of medicine could be taken out of proportion.

Patients could be doubly tormented, first by the trauma itself and then by the callousness

of the system. The novel has an episode of a lieutenant doctor “who had an extremely

arrogant manner and overbearing way of talking” and “ungentle” way of examining.
531

He successfully removes maggots—“about two hundred, each a millimeter or so long,”

from the patient’s burned and decomposing ear.
532

Delighted to have been released from

earache and irritation, the patient gives the lieutenant a bottle of saké, extremely hard to

get at the time, in a wrapping cloth as a token of gratitude. The lieutenant “just put the

bottle away in a closet, and flung the cloth down on the floor. ‘Here, I don’t want this,’

he said, ‘take it away with you.’”
533

Power dynamics in clinical relationships could be

magnified in the context of mass disaster where patients, stripped of any normal identities

and resources, have to rely only on the providers’ mercy. Students will see both the

virtuous and vicious aspects of the medical practitioner because there are as many heroic

physicians as corrupt ones in atomic-bomb narratives.

Not only medical authority but also the community itself could become the enemy of

the victim. Survivors often suffer from lingering disease. They are regarded as “lazy”

531
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532
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and are accused of being “lucky” and “taking advantage of being caught in the raid.”
534

At the time when the nation was occupied surviving day to day and amending the past for

the renewed future, those who did nothing useful for the rebuilding of the nation yet

served as constant reminder of that wartime could be viewed as the community’s eyesore.

Furthermore, radiation sickness assumes a dismal prospect for future generations.
535

The

wedding of Shigematsu’s niece Yasuko is postponed indefinitely when she honestly tells

her fiancé of the symptoms indicative of radiation sickness. In Black Rain the issue of

discrimination remains unexplored and submerged in the traditional values of the

community.
536

However, Ibuse’s intent was to reproduce the materials from the survivors

as loyally as he could by withholdong his own comments or critiques. Students may thus

learn that ways witnesses handle collective trauma vary and so do ways readers respond

to testimonies, whether by survivors or witnesses.

     This novel has portrayals of affirming sides of the community.  Ōe Kenzaburo, an 

astute critic as well as novelist, finds in the end of Black Rain a picture suggestive of the

community’s life and regenerative power that might outweigh its narrow-mindedness:

534
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Shigematsu looked up. “If a rainbow appears over those hills now, a miracle will
happen,” he prophesied to himself. “Let a rainbow appear—not a white one, but
one of many hues—and Yasuko will be cured.”

So he told himself, with his eyes on the nearby hills, though he knew all the
while it could never come true.

537

In this excerpt, Ōe interprets, is a visionary image of the correspondence between the 

human being as a microcosm and the universe including natural phenomena as a

macrocosm.
538

The Shigematsu character’s prayer is suggestive of a grand picture that

has a linking to the carnivalesque in grotesque realism.
539

Mikhail Bakhtin argues in

Rabelais and His World that the carnivalesque is a mode in life as well as in art.
540

  Ōe 

sees a prayer for recovery—rebirth from death—in the naïve wish of the elderly uncle for

537
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538
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his niece.
541

Heterogeneous from Rabelais’s, Ibuse’s text thus connotes the coexistence

of death and rebirth.  Ōe explains that this oneness of ambivalent death and rebirth is 

characteristic of literature where principles are represented in the images of the material

and the physical, not the ideological or the abstract and where, Ōe suggests, there is a 

mass of the universal, the social, and the physical.
542

  Ōe’s idea of literature may have 

much in common with the literature-and-medicine scholar Joanne Trautmann’s reference

to literature as a “complete world, more complete that our other realities.”
543

In literature

as such, it is worth making intertextual readings among texts by the same author, texts of

the same topic, and texts from different cultures. For this reason, I believe reading

multiple texts with the same subject matter would work for students of health professions

rather than reading one text closely.

It is impossible to know whether the providers of sources for Black Rain, including

Yasuko, found some therapeutic effects in the act of writing. Anne Hunsaker Hawkins,

noting the significance in the function of medical narrative in the larger culture, writes

that “collective as well as individual trauma seems to demand the therapy of narrative,

hence the continuing flood of Holocaust narratives—historical, autobiographical, and

fictional”:
544
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Retelling such traumatic experiences has the same therapeutic function in the
microcosm of individual illness and the macrocosm of collective disaster. It
creates a coherent and meaningful story out of the chaos of suffering; it builds
narrative bridges between the sufferer and other human beings. To tell the story of
one’s affliction becomes a way to distance it from oneself, to move beyond it, to
repair its damages and return to the living community—in a word, to heal.

545

Interesting is that just as Ōe, Hawkins recognizes a correlation between microcosm and 

macrocosm in trauma writing. As Hawkins indicates in Reconstructing Illness, it is not

coincidental that what is “so central to pathography and to this [Hawkins’s] book” is the

concept of “formulation” in Death in Life: Survivors of Hiroshima by Robert Jay

Lifton.
546

According to Hawkins, Lifton’s formulation is a “reparative process that deals

with trauma by imagination and interpretation.”
547

Hawkins argues that it is in parallel

that the formulation in the victim-writer’s psychology and the reformulation in

pathographic narrative proceed.

Another Japanese author who “deals with trauma by imagination and interpretation” is

Hara Tamiki. Whereas Ibuse’s Black Rain is a “subtle polyphony” and a “portrait of

agroupe of human beings”
548

from a diversity of sources such as journals, interviews, and

archives, Hara’s “Summer Flowers,” another masterpiece of atomic-bomb literature, is

private, sensitive, and poetic. For Hara, still grief-stricken from the recent death of his

545
Ibid.

546
Ibid. See Robert Jay Lifton, Death in Life: Survivors of Hiroshima (New York, NY: Random House,

1967).

547
Ibid., 24.

548
John Bester, “Translator’s Preface” to Masuji Ibuse, Black Rain, trans. John Bester (Tokyo, Japan:

Kodansha International, 1969), 6, 8.



231

beloved wife, the exposure to the atomic bomb was so devastating that it made him

constantly think about the emptiness of living a life without her. “Summer Flowers” was

originally titled straightforwardly “Atomic Bomb,” a title which he was forced to change

under the censorship by the Allies Occupation General Headquarters. The story

describes the scene after “all of a sudden, a powerful blow struck me and darkness fell

before my eyes”:

It was like something in the most horrible dream. Right from the start, when I
received the blow to my head and things went black, I knew that I wasn’t dead.
Then, thinking what an enormous inconvenience this all was, I tried to work
myself up to anger. My cry sounded in my ear like someone else’s voice. But as
the situation around me, though still hazy, began to resolve itself, I soon felt as if I
were standing on a stage that had been set for a tragedy. I had surely seen
spectacles like this at the movies.

549

Each time he looks at the rubble of the house, “come floating into [his] mind, unbidden,

the words, ‘The Fall of the House of Usher.’”
550

The mimesis of reality by art is the

footing he tries to build in chaos:

In the expanse of silvery emptiness stretching out under the glaring hot sun, there
were roads, there were rivers, there were bridges. And corpses, flesh swollen and
raw, lay here and there. This was without doubt a new hell, brought to pass by
precision craftsmanship. Here everything human had been obliterated—for
example, the expressions on the faces of the corpses had been replaced by
something model-like, automaton-like. The limbs had a sort of bewitching
rhythm, as if rigor mortis had frozen them even as they thrashed about in agony.
With the electric wires, jumbled and fallen, and the countless splinters and
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fragments, one senses a spastic design amid the nothingness. But seeing streetcars,
overturned and burned apparently in an instant, and the horses with enormous
swollen bellies lying on their sides, one might have thought one was in the world
of surrealistic paintings.

551

The Hara character sees himself alienated from solid reality, and the feeling only

intensifies when he witnesses most horrendous tragedies of victims.

In his final work “The Land of Heart’s Desire,” Hara displays his vision of the future

of the world, for which one could not tell whether he harbors despair or hope:

Sleepless in bed, I summon up a vision of the earth. The night cold creeps
shuddering into my bed. . . . Why should I be so utterly chilled as this, my body,
my existence, my innermost self? I decide to appeal to the earth that gave me
being. And dimly, a vision of the earth rises up within me. O wretched globe! O
warmthless earth!—Yet this, it seems, is the earth millions of years hence, an earth
of which I have as yet no knowledge. And before my eyes there arises, a dim
mass, another earth. At the very heart of its sphere, a mass of crimson fire
simmers and whirls. What could exist inside a furnace such as that? Substances
yet undiscovered, mysteries yet unconceived—such things might well be mingled
there. And what will happen to our world when these things spew out, all at once,
onto the earth’s surface?

552

When students picture to themselves this apocalyptic image the author may be harboring,

they may wonder what the act of writing means for him. In general, writing is regarded

as therapeutic, but could it be applied to an extraordinary event like the atomic bombing?

As medical intervention does not always denote a deliverance from illness, does Hara

represent a case where narrative does not guarantee its efficacy as a means of

551
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reformulation of the self? General speculation is that Hara’s natural introversion and

antisocial withdrawal were only complicated by the atomic-bomb experience.  Ōe writes, 

however, that Hara as a humanist resisted a temptation to let himself descend into

madness.
553

Hara’s narratives suggest his desperate efforts to keep the insanity he had to

witness from destroying his integrity as a person. Hara’s vision is predicting, beyond his

personal concerns, the human future that has obsessed almost every intellectual and

creative mind. Leaving gemlike stories about Hiroshima behind, Hara committed suicide

at the age of forty-six.  His narratives are a crystallization of trauma‒‒ personal, 

collective, and prophetic.

On the personal level, how to face a crisis of drastic change, mainly due to an illness,

injury, disability, or loss, is pursued in trauma studies. On the social level, Trauma

Studies deals with how to explore the ways a community as a whole should take part in

and cope with disasters such as wars, attacks and menaces of terrorism, environmental

pollution, pandemics, massive accidents, and so on.

     Ōe is one of the individuals who have attempted to carry on what took place in Hara’s 

personal vision to what might be realized in social terms. The nuclear matter was what

Ōe has committed to as a trauma of the entire human race.   His Hiroshima Notes is not a

narrative of illness in a narrow sense yet could be read alongside narratives by survivors

so that the reader has a multidimensional picture of the postbombing days in Hiroshima.

It is with passion that he describes Dr. Shigeto Fumio, director of Hiroshima Red Cross

553
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Hospital and also director of the A-bomb Hospital, as an exemplary physician. Shigeto

was himself exposed to the bomb and injured but continued to stay on duty as a physician

with no time for resting as a patient.  Ōe writes that in the open space in front of 

Shigeto’s hospital, thousands of dead bodies had to be piled up and cremated every

day.
554

The relation of radiation and leukemia has long been known. But it was not until

Shigeto conducted seven years of tenuous research that a statistical connection between

radiation and leukemia was proved.
555

This doctor takes over multiple tasks as the

hospital director to better serve the ravaged community, as a political reformer of the

general health-care system to mobilize the Ministry of Health and Welfare, plus as a man

of the community who “must also deal with the difficulty that A-bomb victims have in

finding marital partners.”
556

Division of labor and compartmentalization of duty and

responsibility are the norm in the modern medical environment.  Ōe says that the “deep 

sorrow and anxiety” in his eyes as Shigeto talks with leukemia patients is unforgettable.
557

It is in a “sad and faltering voice” that he relates he has seen many A-bomb patients

waste away due to general prostration as it seems after-effects erode the human body’s

resistance to illness.
558

Victim compensations took a long and highly politicized process.

Hersey writes in Hiroshima that “for more than a decade after the bombings, the
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hibakusha [“explosion-affected persons”] lived in an economic limbo, apparently because

the Japanese government did not want to find itself saddled with anything like moral

responsibility for heinous acts of the victorious United States.”
559

It was three years after

“the storm of rage swept across Japan” in 1954 when the crew on the Lucky Dragon No.

5 was irradiated by the American test of a hydrogen bomb at Bikini that a relief law

passed the Diet.
560

Hersey’s comment is that “the Japanese tended to shy away from the

term ‘survivors,’ because in its focus on being alive it might suggest some slight to the

sacred dead.”
561

Avoidance of survivors may be reflecting their sense of guilt that obliges

them to feel that they were supposed to die with the dead. The author Inoue Hisashi, who

read as much as he could from among the survivors’ notes and and memoirs, which are

said to be more than fifty thousand in number, says that what surprised him most was that

almost all the writers had written that they felt sorry that they had survived.
562

Students

should note that while in illness experience surviving may be the most celebrated thing,

in trauma experience as massive as that of Hiroshima, victims could be suffering from

surviving, which was unnatural against the total naturalness of perishing in the atomic-

bomb disasters.
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Symptoms of radiation disease have exposed the victims to all kinds of distinctions

and prejudices and ostracized them to a “limbo.” Whereas discrimination stays episodic

in Black Rain, the stigma itself is the subject of “The House of Hands” by Inoue

Mitsuharu. The story’s epigram, presented as a remark by “woman from a rural village

in Nagasaki Prefecture,” suggests the tenacity of a label attached to the irradiated women:

Nobody’s going to marry those Nagasaki girls. Even after they reach marrying
age, nobody’s going to marry them. Ever since the Bomb fell, everybody’s calling
them “the never-stop people.” And the thing that never stops is their bleeding.
Those people are outcasts—damned Untouchables. Nobody's going to marry one
of them ever again.

563

This “curse” on the women from an orphanage called The House of Hands run by the

Catholic Church serves as a reminder of the Biblical woman who suffers from persistent

bleeding.
564

Whereas the second-citizen status of the young women in “The House of

Hands” is depicted as socially imposed, in Takenishi Hiroko’s “The Rite,” the subhuman

status of a reproductively imperfect woman is portrayed as self-ordained. Takenishi

experienced the atomic bombing in Hiroshima. The narrator Aki has a friend, Tomoko, a

563
 Mitsuharu Inoue, “The House of Hands” (1960), trans. Frederick Uleman and Kōichi Katō, in The

Crazy Iris and Other Stories of the Atomic Aftermath, ed. Kenzaburō Ōe (New York, NY: Grove Press, 
1985), 145. Italics in original. Inoue further develops this theme of stigmatization of atomic-bomb
survivors in his novel Chi no Mure [People of the Land] (1963).

564
Luke: 43-48: “And a woman having an issue of blood twelve years, which had spent all her living

upon physicians, neither could be healed of any, came behind him, and touched the border of his garment:
and immediately her issue of blood stanched. And Jesus said, Who touched me? When all denied, Peter
and they that were with him said, Master, the multitude throng thee and press thee, and sayest thou, Who
touched me? And Jesus said, Somebody hath touched me: for I perceive that virtue is gone out of me. And
when the woman saw that she was not hid, she came trembling, and falling down before him, she declared
unto him before all the people for what cause she had touched him, and how she was healed immediately.
And he said unto her, Daughter, be of good comfort: thy faith has made thee whole: go in peace.” Holy
Bible, King James Version, Self-pronouncing ed. (Cleveland, OH: World Publishing, n.d.), 61.



237

fellow survivor, who had consecutive miscarriages. Aki is shocked to know that Tomoko

is pregnant again and upset by her determination to have a healthy baby despite the very

slim chance of success:

She had a vision of all those miscarried babies, clustered like so many grapes,
gushing out over and over there before her eyes, feebly thrusting tiny hands and
feet, rubbing up against each other, and after wriggling for a while, coming to rest
quietly at last, in a white jar no bigger than a sake pourer.

565

A married woman, former orphan from the House of Hands, dies of hemorrhage from a

miscarriage. Inoue does not deal with the stigma of Atomic-bomb survivors per se.

Instead, he views their stigmatization under the web of discriminations against the

traditional outcast class and Crypto Christians. The orphanage has been closed, and the

village is against the plan of its reopening. It is self-evident that if there is a group

discriminated against, then there must be a society that chooses to eliminate and oppress

them. The closing of the story suggests the way a community behaves toward a

“contaminated” group and secures their health and social status:

“Cryptos’ve got to stay Cryptos. We’ve seen what happens when the old religion is
defiled. Now there’s a rumor that Junko’ll never be able to get married. I feel sorry
for the poor girls, but things’ll just get worse if we let them rebuild the House.
Junko won’t be the only one. Let them rebuild, and we’ll have a whole village of
kids from Nagasaki with their bodies all bombed out. The word’ll get out that
Kirimaru’s a village of bleeders, and we’ll be a village of outcasts, unable to marry
outside Kirimaru. We’ll be a village of Untouchables. Nobody’ll ever . . . .”
Kunisada’s voice rose, flowing like oil fueling Seiko’s funeral pyre.
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There is an implication that those who have fallen from normalcy by being diseased or

disabled should not claim their place in the community of the “normal” citizens. The

women in this narrative are doubly stigmatized with their radiation disease and

association with fall from grace with Jesus, for even with their faith, they are not allowed

to touch Jesus to seek healing because of their sinful ancestry. The idiosyncratic history

of Nagasaki, particularly that of Urakami, retains the memory of the martyred Christians

in the sixteenth century under the oppression of Christian belief.

The Nagasaki narratives suggest that similar causes and conditions could assume

different connotations, cultural and social, depending on localities, and even more so on

individuals. The professor of Japanese language, literature, and culture John Whittier

Treat points out the danger of Nagasaki literature’s “being subsumed within Hiroshima

literature, and thus effectively disappearing” and the challenge that confronts the

“literature of atrocity in general” within “a long-standing tradition of literature as an

aestheticized and aestheticizing practice.”
567

Treat continues:

But at the same time this multiple suppression offers Nagasaki atomic-bomb
literature multiple opportunities to conceive and develop its themes in conjunction
with other current themes in modern writing. Figuring prominently in Nagasaki
literature are the problems, for example, of women and ethnic minorities: problems
displayed against and within the context of an alterity already established by the
literally vital difference between those who are hibakusha and those who are not.
By focusing attention not so much on the physical damage wrought by the bomb
but rather on its repercussions for a group or groups in society already denied full
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participation, Nagasaki atomic-bomb literature can foreground one of the more
important contradictions of the nuclear age: that now, just as subordinated
minorities in modern societies are made to understand, all of our survivals are
continually and mortally challenged by majority interests.

568

The last sentence speaks about the power play involved in the formative process from

trauma to narrative as I discussed in the first section. Trauma narratives thus make

manifest the discrimination, oppression, and biases latent in social structure. For this

reason, health-care professionals should be encouraged to read narratives of trauma

because inequality in health care and access to it comes to the forefront in the time of

disaster and gets illuminated in narrative voice and representations. One may be

reminded of the fact that artistic representations of the HIV/AIDS epidemic contributed

to appealing to wider audiences including professionals of health and general members of

society in revealing preoccupations about sexual orientations and behaviors and

demanding changes in their awareness and action.

Another characteristic of Nagasaki narratives is the role of religious conviction.

Whereas Christianity in “The House of Hands” is associated with the community’s

historical deviance and sin, Catholic faith is conceived as an absolute value in The Bells

of Nagasaki (1949), a nonfictional memoir by Nagai Takashi. Atomic-bomb narratives

showcase many outstanding individuals. A devoted, selfless physician who materializes

in the Nagai character is the supreme example. Nagai was a “nuclear physicist, dean of

the radiology department in the medical school of the University of Nagasaki, and . . .

568
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head of the Eleventh Medical Corps.”
569

Due to the long service in the department of

physical therapy (radiation), he had been diagnosed with leukemia and a prognosis of

three years’ remainder of his life, when he got seriously injured by the atomic bomb.
570

Despite that, he gave himself entirely up to rescue activities for the other victims. The

novelist and essayist Inoue Hisashi says that Nagai’s scientific, detached, and precise

observations of the atrocities in Nagasaki makes The Bells of Nagasaki a first-class

documentary in both style and content “under the conditions of the exclusion of a couple

of parts.”
571

Inoue has doubts about Nagai’s view that “it was the providence of God that

carried the bomb to that destination.”
572

Referring to the account that the last atomic

bomb meant to give a coup-de-grace to Japanese military force was originally targeted at

the munitions factory but gone wide toward the north, which resulted in directly hitting

the Urakami Cathedral, Nagai writes:

Is there not a profound relationship between the destruction of Nagasaki and the
end of the war? Nagasaki, the only holy place in all Japan—was it not chosen as a
victim, a pure lamb, to be slaughtered and burned on the altar of sacrifice to expiate
the sins committed by humanity in the Second World War?

The human family has inherited the sin of Adam who ate the fruit of the
forbidden tree; we have inherited the sin of Cain who killed his younger brother; we
have forgotten that we are children of God; we have believed in idols; we have
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disobeyed the law of love. Joyfully we have hated one another; joyfully we have
killed one another. And now at last we have brought this great and evil war to an
end. But in order to restore peace to the world it was not sufficient to repent. We
had to obtain God’s pardon through the offering of a great sacrifice.

Before this moment there were many opportunities to end the war. Not a few
cities were totally destroyed. But these were not suitable sacrifices; nor did God
accept them. Only when Nagasaki was destroyed did God accept the sacrifice.
Hearing the cry of the human family, He inspired the emperor to issue the sacred
decree by which the war was brought to an end.

573

Inoue Hisashi recollects he was in reaction in his boyhood against Nagai’s belief in

Urakami as “the one unblemished lamb that had to be offered on the altar of God.”
574

Nagai’s religious passion forced him to feel that other victims, combatants or civilians,

had died absurd and wasteful deaths. What will students think about Nagai’s view of the

atomic bomb as a grace of God? Will they consider that it might be politically incorrect

and insensitive to both Catholic and non-Catholic victims? Yet when the book was

published, to its audience, who had lost the Imperial and militarist values of wartime and

was at a loss what to believe, Nagai’s theory that would not find a party to blame in

humans but a grace in what he calls “God” seemed convincing it its own way. Nagai’s

mode of thought is explained as eschatological, or educative, and orthodox in the

classical theodicy that finds positive value of suffering.
575

Students may note that some

narrators of illness narratives or trauma narratives are inclined to seek whatever causality

they believe is right in their search for positive meanings of suffering. In addition to the
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favor Nagai’s narrative won with the Allies Occupation General Headquarters’ strict

policy of censorship on publications, his logic and emotion appealed to the audience who

yearned for a rebirth from the ashes and ruins not only in Nagasaki but also in all major

cities in Japan.

Rebirth is a vital motif that continues to arrest many authors of pathography. As

Hawkins observes, the concept of rebirth is universal and timeless; it is neither an

“anthropological anachronism” nor “restricted to Christianity”:

The myth of rebirth is alive today because it works: it “satisfies” us in several ways.
This myth serves as wish-fulfillment, providing assurance that if we find ourselves
and our lives less than satisfactory, they can always be changed. It also accounts
for our sense of incompletion: the rebirth myth is associated with the fantasy that
some day we might awaken to the “real self”—that we might be restored to
ourselves and recover fully from the existential malaise that seems endemic to the
human condition in a fallen world.

576

Intriguingly, Hawkins also links the manifestation of the myth of rebirth to the theme of

conversion. The postwar was a time for transformation and conversion of the Japanese

into members of the Western world. No doubt Christianity, not as a religious belief but

as the core value of Western culture, speaks to the Japanese audience who wished to be

redeemed from their sins committed in the past and to be reborn by joining the civilized,

liberated, and democratic world.
577

Students and providers may have their own relisious
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persuasions. Or some may believe that their personal beliefs will have no place in the

practice of medicine. If the patient’s religious faith means so much to her, will they be

willing to actively incorporate that as part of the theraphy or wil they rather go around

that as nonessential to the treatment?

Trauma narratives about annihilation cannot evade existential, if not religious,

questions.  In “Firefly” by the Hiroshima survivor Ōta Yōko, the narrator as a novelist 

returns to Hiroshima four years after the bombing and visits a nineteen-year-old victim:

It was not a girl but a monstrosity. Her deformed face and hands stood out even
more grotesquely because she had put on her best clothes, a pure white blouse and
a skirt with a flower pattern in crisp white. It seemed as though she was
deliberately thrusting herself at me. Her face was expressionless and she didn’t
even greet me. I broke down weeping, slumped on the wooden board, shuddering
but unable to stop my tears. . . .

I still couldn’t stop weeping, sobbing loudly, my face pressed to the wooden
board. The brazen instincts of the writer deserted me and I was no more than a
plain, defenseless human being. The girl, standing motionless in the middle of the
dirt floor, was observing me. Then she came nearer.

“It’s all right. I’ve learned to accept it,” Mitsuko said, and lifted me up in her
arms. I was going to say, “Don’t accept it!” but the words wouldn’t come out.

578

“I,” constantly offended by sympathy from nonsurvivors, collapses, realizing that she

has not seen yet the real cruelty the atomic bomb has done.  For Ōta writing is an act of 

resistance against a meek acceptance, social oblivion and complacency, above all, her

own sense of futility for the immmesurable scale of devastation of the city and the human

mind. The destroyed face of the young woman brings back to the narrator the sense of

578
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ineffectuality of her resistance. How to deal with an unrecognizably burnt or deformed

person is what challenges people in society as well as health-care practitioners.
579

Appearances out of the norm decidedly mark the clevis between us and the Other.

The “gap” not only finds itself between survivors and external witnesses, and victims

and the mainstream population. More devastating is “the psychic gap” as writes Linda

Brau, who psychoanalytically discusses Ōta’s work of trauma.
580

  Ōta is haunted by the 

“shattering of identity that accompanied her trauma [that] disrupts and negates her

cognitive function.”
581

For all the urge to bear witness as a “duty to be the conscience of

her age,” she despairs of the “impossibility of her attempt to represent what happened in

Hiroshima” and the “utter inadequacy of language and narrative to give an adequate

representation of the terrible effects of the atomic bomb.”
582

“Upon their initial

appearance,” Belau writes, “most of Ōta’s writings were highly criticized for their lack of 

organization,” which may be the “best articulation of the devastating effect of seeing and

feeling” the destruction.
583

One should remember Adami’s observation that “it is when

the referential function of words begins to break down that we can have a true

579
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testimony.”
584

  A novel by Ōta substantiated the ineffectuality of an existing language for 

the purpose of describing an unprecedentedly traumatic event and the author’s incessant

self-consciousness about that:

Seeing this pathetic sight, the bodies of people who had come tottering toward the
hospital only to die before reaching a doctor, I could not help feeling that their
resentful spirits were flaring up, like shimmering heat waves. I don’t like to use
the word ‘hell’ because that would use up my vocabulary of horror; but there was
no way to describe this scene other than as the wrath of hell.

585

The preface by Ōta to the second edition of City of Corpses (1950) is literally an apologia

for a narrative about a traumatic event. City of Corpses is the author’s memoir—a

testimonial account of the Hiroshima she experienced on August 6th and the many

refugees from the city she witnessed looking fine, suddenly developing symptoms of

radiation, and quickly turning into corpses during the few months that followed it.  Ōta 

realizes the “historical significance” of her project of “preserving its factual

underpinnings and not arbitrarily destroying its original form.”
586

Nevertheless, she

succinctly writes that “the very fact that it has to be written makes it difficult to begin.”
587

The following excerpt could be read as a common thread that links authors of

catastrophic experience:
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The city of death that the droppings of the atomic bomb on Hiroshima created
makes very difficult subject matter for literature. The new methods of description
and expression necessary to write cannot be found in the repertoire of an
established writer. I have not seen hell, nor do I acknowledge the existence of the
Buddhist hell. Losing sight of the exaggeration involved, people often spoke of
the experience of the atomic bomb as “hell” or “scenes of hell.” It would probably
have been a simple matter if one were able to express the bitterness of that
experience in terms of that ready-made concept “hell,” whose existence I did not
acknowledge. I was absolutely unable to depict the truth without first creating a
new terminology.

588

Thus, as in Western narratives of the Holocaust, the experiences of the survivors and

victims challenge all the preexisting descriptions, expressions, languages, concepts, and

terminologies, and literature itself as Ōta enumerates them.  In some parts of this preface 

itself, choppy, apologetic, one sentence-paragraphs display the author’s dismay in writing

about a massive trauma in history. Those sentences include: “I hurried with the writing,

one thought in mind: to get it written, using the strength I had and a form that came easily

to me, before I died”;
589

“Using the writer’s pre-existing concept of what constitutes

literature, I found it difficult to communicate in writing the indescribable fright and

terror, the gruesome misery, the numbers of victims and dead, the horrifying conditions

of atomic bomb sickness”;
590

“I WAS UNABLE to publish City of Corpses even after the

war had ended, due to unfortunate conditions that had nothing to do with me

588
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589
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590
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personally”:
591

“From 1948 until now I have let it sit”;
592

“If I try to write about the

Hiroshima of the summer of 1945, I am tormented, of course, by the accumulation of

memories and of fragments of memories I have collected”;
593

“There were also days when

I doubted whether writers should write at a distance from their emotions”;
594

“Wholly

caught up in the city of corpses, I was unable to write about anything else”;
595

and

“Indeed, I do hope some day to write a literary work that makes good the inadequacies of

this memoir.”
596

The reason she cannot publish the novel is that under the Occupation of

the Allies, writings about Hiroshima or Nagasaki, except “scientific accounts of the

atomic bomb,” were forbidden.

      In order to capture the uncapturable and describe the indescribable, Ōta has to consult 

newspaper articles to help organize the chaos she has seen firsthand and observe it in

terms of objective data and matter-of-fact-information. Just as Hara used allusions to

literature and art to represent the veracity of the bombed scenes, Ōta uses the comparison 

of Hiroshima to “Panama City around the turn of the century, when it suffered from

yellow fever”:

591
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Cuba’s Havana had been a beautiful port, and the topography was salubrious. But
the whole filthy city had been filled with a bad smell, and the streets were chock-
full of rotting vegetables, dead animals, filth, and dirt. The charity hospitals were
always jam-packed, but many poor people, unable to get admitted even to them,
lay in the streets.

597

This description is a manifestation of the author’s efforts to represent the impact of the

atomic bomb in scientifically tangible and globally accessible terms.  Ōta,  naming the 

heroic scientists, researchers, and military doctors who came to resuce Havana, such as

Walter Reed, who confirmed the theory of mosquitoes transmitting yellow fever, writes

that “but in Hiroshima today there is no Dr. Gorgas, no Governor General Lee, no self-

sacrificing victims of yellow fever like Carroll, no discoverers of mosquito larvae like

Reed.”
598

This remark might disturb students and practitioners of health when they know

that, in this novel, Ōta describes many doctors and particularly makes detailed portrayals 

of a burn expert, Dr. S., who tirelessly treated patients dying with “red, green, yellow,

black spots appear[ing] like stars all over” their bodies.
599

What do students think of this

inconsistency? Do they suppose that doctoring in crises is a rewardless job? Do they still

wish to serve the victims when they know that they may not be recognized or even

thanked for their sacrifices?  Or is Ōta’s confused state of mind still fresh from the 

trauma responsible for this apparent contradction?

597
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     Survivor as she was, Ōta has to live a death in life in many senses.  Her identity as a 

writer was killed though she “wished to be more than merely an A-bomb writer.”
600

Just

like the flashbacks of the fixated moment of trauma in memory, whenever she attempts to

write about “anything else but the A-bomb, the image of Hiroshima would come back to

[her].”
601

In her personal life, she has a constant premonition of dying in a psychosomatic

process. Above all, she has to watch the world turning no better than the time of atomic

bombing through the Cold War, the Korean War, and nuclear experiments by world

powers. Students may assume that what they are going to fight is a physiological death.

However, by reading narratives of trauma, they should be aware that one could suffer

from private modes of deaths and that sometimes a biological demise could be the only

salvation from those deaths.

“The Colorless Painting” by Sata Ineko is a story about the authenticity and

imagination that are evoked when one tries to access the world of a trauma survivor. “I”

reflects on the mental picture of a painter, K, who was a survivor in Nagasaki. K’s

paintings became totally colorless before his death:

The disease that killed him, after inflicting rapidly increasing pain, was cancer of
the liver. The natural result of physical emaciation was expressed here in the
paintings—is that the right conclusion? The inevitable relation between the artistic
production and the physical power of the artist is verified by the black ribbon.

No, that’s not true, I would still insist. I want to say something, because the
paintings devoid of color and the photograph with the mourning band tell us that
and nothing more. And yet I cannot express it clearly. I myself am afraid to probe
into the matter. The name of the disease is liver cancer. But what is the name of
the thing that deprived this man of all color? What could it be called? It seems that

600
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the ideas suggested by these paintings preclude anything that is commonplace.
They appear to belong to another realm. They rather seem to be produced by the
will to defy, but that defiance had to be painted, even though colors escaped the
artist, and that’s why they display an unnameable grief.

602

This interior monologue could be analogous to a hypothetical dialogue the empathetic

caregiver would hold with her patient. Kuroko suggests that this narrative poses the

significant question of how the nonsurvivor could share with imagination the “hell” the

survivor is going through on a daily basis.
603

While K reformulates his damaged self in his paintings, a trauma survivor can

reconstruct herself by a narrative. When a person faces chaos like the atomic bomb, she

loses her identity and a foundation on which to tell her pain and confusion. By helping

her secure herself again in the boundaries of narrative form, the provider helps her regain

her voice, make it audible to others, and reproduce her unique experience in a

comprehensible language. In this sense, the task of a health-care provider is very much

akin to that of a novelist:

The need to honor chaos stories is both moral and clinical. Until the chaos
narrative can be honored, the world in all its possibilities is being denied. To deny
a chaos story is to deny the person telling this story, and people who are being
denied cannot be cared for. People whose reality is denied can remain recipients
of treatments and services, but they cannot be participants in empathic relations of
care. The chaotic body is disabled with respect to entering relationships of care
. . . , it cannot tell enough of its own story to formulate its needs and ask for help;
often it cannot even accept help when it is offered.

604
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Though in much less magnitude than atomic bombing, serious illness or injury wrecks the

wholeness of the patient. Frank criticizes the clinicians’ inclination to handle the

patient’s chaos in a malleable and controllable fashion:

The worst thing medical staff can do to someone in the chaos story is rush him to
move on. Moving on is desirable; chaos is the pit of narrative wreckage. But
attempting to push the person out of this wreckage only denies what is being
experienced and compounds the chaos. The anxiety that the chaos story provokes
in others leads to the standard clinical dismissal of chaos stories as documenting
“depression.” When chaos is thus redefined as a treatable condition, the restitution
narrative is restored. Clinical staff can once again be comfortably in control: the
chaos can be dismissed as the patient’s personal malfunction. That reality is
classified as either amenable or resistant to treatment; in either case it no longer
represents an existential threat.

605

Commitment to “existential threat” as not only individual but also social responsibility is

described by the heroine in Takenishi’s “The Rite”:

I am questioning anew the meaning of existence. What we call dying, what we
call living, things that are or that are not—what exactly are all these things? No
doubt I’ll go on groping, questioning, bearing the burden of this anger that I cannot
vent, and this hate that still finds no clear object. I want to live without wiping out
the memory of that day! My ancestors were slaves in Egypt . . . like the people of
Israel, who at the Feast of the Passover, yearning to break free from bondage,
woke from sleep and resumed reading their dark records. At that time, their
thoughts probably ran like this—Someone who can just casually wipe out the
memory of his own history will not be fit, as history unfolds, to play the role of a
great hero.

606

605
Ibid., 110.

606
Takenishi, 199. Ellipsis in original.



252

The deletion of memory and the denial of chaos stem from one source: “the other.”

Frank suggests that when society cannot see people in chaos “as part of the social body,”

it “often attributes the problem to these ‘others’ themselves.”
607

As “the most prevalent

North American example of these others,” Frank takes the issue of the homeless.
608

Society has seen chaos coming in the form of AIDS patients, cancer patients, a mental

institution, and even hurricane evacuees’ shelters. The dominant group is intolerant of

their wandering out of a designated area corralled within high walls, as Michel Foucault

argues in Madness and Civilization and The Birth of the Clinic. It is little wonder that the

survivors of the atomic bombs were quickly displaced from normalcy and marginalized.

As Frank suggests, people, “whether medical or lay,” find it appalling to imagine the

survivor’s chaos and “only pile more sickness labels on her, driving her deeper into

chaos.”
609

Frank’s point is that “the clinical problem reflects a larger social issue”: “the

modernist understanding of history, both social and personal, as progress.”
610

Medical

versions of liberation are a denial or a suppression of the chaos narrative under the names

of “treatment plans, rehabilitation, functional normality, lifestyle counseling,

remission.”
611

Students and providers may want to remember that the survivor’s medical

closure does not correspond with personal closure, that his personal closure may last for

607
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life, and that in the case of a tremendous impact like the atomic bombings, the search

could be even transgenerational.

Narratives from Hiroshima and Nagasaki are of not only historical but also

contemporary significance in multiple ways for bioethics and medical humanities.

Reading A-bomb narratives contributes to the comprehension of catastrophe and trauma

experiences. The narratives’ graphic descriptions of massive injury and demise bring

death to the foreground of human life. Audiences are challenged to pay renewed

attention to the obligations of health-care providers. What can doctors, nurses,

volunteers, and society itself do for the untreatably injured and the dying in horrendous

pain in the face of scarce or no resources? The subject of empathy underlies almost every

atomic-bomb narrative. Albert Camus is a survivor of the Resistance but not of plague.

Yet his portrayals of physicians, plague victims, families, volunteers, and their

relationships keep touching the heart’s chord of his readers and continue to remind those

who suffer that they are neither alone nor first to suffer. Empathy is one of the main

subjects in modern medical ethics and professionalism. Still another issue is ancient from

the Biblical time of Job: the suffering of the innocent. How could people conceive the

tragedy that has befallen them and reconstruct the self and the relationship with the world

while having to survive families and friends and live with disfigured appearances,

radiated organs, blind eyes, excruciating pain, and constant fear of cancer and death?

The existential question remains open ended. Clinicians, medical humanists, and

bioethicists will be questioned as to why some tragedies, whether accidents, terrorism,

wars, epidemics, incurable diseases, or rare disabilities, fall upon certain groups or
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individuals. They will probably never find appropriate answers that will satisfy all

parties. In the last decades of the twentieth into the twenty-first century, provisions of

resources, triage, specially trained emergency staff, and treatments in burn units have

made immense progress. In addition to facilities and technologies, radical inquires about

human existence will have to be in the provider’s mind. Atomic-bomb narratives will

give him or her opportunities to meditate if not answers or solutions. Finally, narrative

form as a vehicle of collective memory and heritage can never be overemphasized. One

of the tasks of Trauma Studies is to assist the survivor in forming chaos into a narrative

that could be sharable with the community and helpful in restructuring her damaged

identity. A society that denies or conceals the memory of chaos is not sound. Atomic-

bomb narratives are evidence of the mutuality of the process of narrative formation. As

Frank says, “those who care for lives emerging from chaos have to accept that chaos

always remains the story’s background and will continually fade into the foreground.”
612

In a culture’s narrative, a certain memory of chaos is latent in the background, waiting to

manifest itself at any possible provocation. Even in the beginning of the twenty-first

century, about 300,000 people are suffering from their aftereffects.
613

It is scientifically

proven that radiation does not affect genes, that is, it does not harm transgenerationally.

Nevertheless, professionals should recognize that the memory of trauma has

transgenerational influence in affected populations. Society has an obligation to be

witness to narratives from chaos. Especially, health professionals and students should

612
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realize that by reading only a few texts among volumes of atomic-bomb narratives, the

survivors’ suffering can never be reducible to the monolithic diagnosis of radiation

disease. Reflection on themselves as professionals should also strengthen their moral

reasoning and sense of ethical obligation to serve the community in the future disasters

and crises that might result in massive casualties. The ability, trained by reading trauma

narratives, of searching for more than language can impart, may benefit them when they

follow patients who are to live with the memories of traumatic events.



Would it be useful for non-Japanese audiences to read Atomic-bomb narratives,

particularly for the educational purposes of health care, medicine, and health-care ethics?

First of all, the atomic-bomb narrative is not a genre confined to Japan. The accidents on

Bikini Island, at Three-Mile Island, in Chernobyl, and in other nuclear power plants have

never ceased to pose menace to the world. Kuroko notes a third group developing from

atomic-bomb literature that mainly portrays a possible post Third World War life.
614

Jenny: Diary of a Survivor by Yorick Blumenfeld focuses on the psychophysiological

suffering and the absurdity and inhumanity of life in a shelter. The Nuclear Age by Tim

O’Brien, based on the author’s experience in the Vietnam War, is about a man whose fear

of nuclear war drives him to build a shelter in the yard. This futuristic nuclear fiction

suggests that the preservation of physiological presence and the sense of fulfillment of

614
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humanity are two separate things. The most time-honored duty of a physician, the

preservation of life, will make little sense unless life has a wholesome link with social

and natural environments. Literature thus makes a community across borders among the

writers and readers with concerns for existence as a common thread, even when political

solidarity and agreement is hard to reach.

I argue that reading narratives about trauma experience from another culture is not

only instrumental in refining and building cultural awareness and competency but also in

comprehending different ways traumatizing moments are remembered, reorganized,

reproduced, codified as metaphors for group identity in different contexts for different

individuals and groups. Leydesdorff et al. say:

A crucial part of the contribution which the life-history approach can make to the
study of trauma lies in its interest in—and its ability to analyze—how different
cultural contexts affect the production and reception of trauma narratives. Any
particular culture may make available, or may lack, suitable narrative codes or
other forms of representation, as well as publics prepared to believe and witness—
or not. These variable cultural conditions are themselves part of the experience of
trauma, and may contribute either to the perpetuation of traumatic silence, or to the
variable expression and representation of traumatic experience.

615

Scholars of literature and medicine and Trauma Studies might want to know whether

theories of trauma narratives, which have been elaborated to accommodate for waves of

publications of Holocaust narratives, could or could not be applied to the interpretation of

non-Western trauma narratives such as atomic-bomb narratives.

615
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One of the reasons that some people are dubious about the efficacy of literature and

medicine is their preconception that real stories are worth considering for their

testimonial values while fiction is made-up and therefore is not suitable material for

teaching medical or health-care students and professionals. Postmodern thought has it

that there is no correlation between signifying and signified, that is, there is no such thing

as absolute values. All human experiences need to go through processing to be made into

forms of narratives that will make sense to audiences. Therefore, “true” stories are no

longer “true” when they become socially acceptable forms. Especially with chaotic

experiences, this process from memory into narrative is grueling. Each narrator must

have courage to overcome apathy, shame, fear, or even “self-imposed censorship.”
616

In

the Republic, Plato argues that art should be ethical, enlightening, and guiding and should

be subject to state control by the rulers of the state. Even in a free and democratic

country, each narrator’s life story becomes constructed by the codes of her culture in a

broader sense of the word that includes politics so that it inevitably becomes ethical and

guiding for the particular culture in which the narrative is crafted. Frank suggests

society’s obligation to listen to those who suffer. This obligation is legitimate in any

society or culture. However, approach to that duty is always in need of some caution, for

trauma narrative is often politicized and utilized depending on the political and economic

trend of the time and the regimes of power and authority:

Trauma codes and narratives are very likely to be as culturally specific as other life
story forms. Moreover, experiences considered traumatic in some cultures may

616
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not be interpreted as such in others. One factor which helps to shape such
narratives is the quality of language and the symbolism available to the narrator.
Because of their apparent spontaneity, life histories may seem to operate outside a
theoretical or narrative framework, with every narrator creating an individual
matrix. But no matter how spontaneous and personal this may appear, it is an
illusion: a closer look reveals that this matrix is influenced by narrative styles and
genres. These forms are aids for verbalizing the silences and for overcoming the
block to expression created by the trauma. The patterns which unite the stories
told by different individuals are fascinating.

617

Gaining an awareness of the codes and patterns might be an important task for health-

care professionals. This sensitivity works as a path to trust, which in turn works for

engaging the physician-patient relationship in collective fashion between the medical

profession and its clients. Adami suggests:

Human beings are normally surrounded by layers of trust, and social structures
work to camouflage the dangers of the world. However, in a traumatized society
culture no longer screens out sight of peril, so that the world appears as a place full
of dangers. Traumatized people feel very vulnerable because society has failed to
protect them against trauma, or even contributed to the traumatic event. Collective
trauma can thus bring the individual to realize that society is no longer an effective
source of support and protection for him/her. This, in turn, can lead to a loss of
confidence in family and society, and to a disintegration of the individual’s trust in
social structures and institutions.

618

Atomic-bomb survivors had their sense of trust betrayed a number of times by those who

were engaged in the movement for the abolition of nuclear weapons. The victims

became disappointed in highly politicized activists who had quickly become indifferent

to the suffering of the survivors and solely focused on empowering their organization.

617
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Even within the boundaries of a specific culture like Japan, which is incomparably more

homogenous than the United States, this lack of trust occurs. Trust may be an even more

precarious issue when clinicians and scholars are faced with events of trauma

crossculturally. Clinicians must be politically aware so that they can work for the best

interests, in policies and economics, of their patients. However, again, their primary

obligation lies in their duty to treat. Whatever change may occur to social trends, the

trust between the clinician and the patient should remain coherent and solid and should

not be swayed by the climate of the ideology of the time. Health professionals are

expected to be aware of the influence politics, economics, biases, stigmas, and ideologies

have on the trauma survivors. And, at the same time, they must approach the bodies,

minds, and emotions of the patients without the intervention of those nonbiomedical

factors. Narratives of trauma from a different culture may contribute to cultivating the

providers’ eye for the cultural patterns and perspectives freer from biases and

stereotyping. This merit of narrative may also be true of the subject of the next chapter,

empathy. Empathy, elusive and hard to pin down and yet a essential requirement of

today’s professional, could be better captured in narrative than in theory.



260

Chapter 6: Empathy: Narratives of the Retarded by Ōe Kenzaburō 

And all at once, I know that this man’s love for the child is a passion. It is a rapids
roiling within him. It has nothing to do with pleasure, this kind of love. It is a
deep, black joy.

619

While chapters 4 and 5 of Part II: “Themes of Literature and Medicine from Modern

Japanese Literature” took a look at the representation of illness and disability in the larger

context of history and culture, the last chapter of this part focuses on one particular

author, Ōe Kenzaburō (1935- ).  In 1963, Ōe as a young husband and father wished his 

firstborn to die. The child was born with a head twice as large as that of a normal baby.

Rapid and remarkable progress in newborn care and sophisticated technology in

prenatal care have enabled health professionals to save many little lives that would have

formerly been impossible. This technological feat means that severely disabled infants

can remain alive. Here is a quandary similar in nature to the end-of-life care of

terminally ill patients. It used to be in the hands of a physician whether a severely

disabled or disfigured newborn was euthanized when he had little prospect of survival or

faced the prospect of repeated painful procedures that would overweigh the hope of

living a life with quality.   Ōe’s infant was one of those newborns who did not seem to 

have the prospect of living a meaningful life.

     Ōe Kenzaburō is among the most important living novelists not only in Japan but also 

in the world. He was awarded the Nobel Prize for Literature in 1994. What characterizes

619
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Ōe’s artistic world is his real-life experience as a parent of a mentally disabled child.   

The theologian William F. May says in his essay “The Retarded” that parents of a

retarded child are challenged to cope with the “stranger-intruder” and re-create

themselves as well as their entire philosophy of life.
620

  The work of Ōe is a literary 

embodiment of this challenge.  Ōe’s first-born son, Hikari (meaning “light” in Japanese), 

is developmentally disabled, visually impaired, autistic, epileptic, and has limited

linguistic, cognitive, and motor skills. Since Hikari was born with cranial encephalocele,

Ōe has been exploring what suffering and healing mean not only for him and his family 

but also for the underrepresented and the marginalized.  Ōe as the author has been a 

witness of the transformation of the self and the world through facing pain of his own and

human beings in general.

      Ōe’s narratives could find themselves in a special place in a continuum between 

literature and illness narratives. Rather than parental memoirs or biographical discourses

of his son’s disability, Ōe’s Hikari narratives present a cosmos of personal experience 

percolated through his aesthetics and elaborated into a solid and ornate structure of words

delving into the mystery surrounding human existence. Ever since he was awarded the

prestigious Akutagawa Prize for The Catch (1958) while he was still a Tokyo University

student of French literature, Ōe has been expanding and deepening his world of art in 

linguistic, thematic, and metaphoric complexity as well as in mythological structure.

What he has been developing is not just his work. He has been strengthening his bond

620
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with Hikari.  What functions as a bond of Ōe with the son whom he once wishes to die 

can be called love and empathy.

In this chapter, with May’s “The Retarded” as an inspirational framework, I aim to

discuss Ōe’s Hikari narratives as a model for teaching the cultivation of empathic 

capacities. Empathy is one of the essential topics when physicians’ professionalism is

concerned with the patient-physician relationship. Nevertheless, empathy is one of the

most difficult things to teach. Empathy is a virtue that is based on a principle and

encompasses more. “Physicians’ lack of clinical empathy and communication skills,”

which has often been an object of criticism, suggests that empathy is not simply a

communication skill.
621

The Greek empatheia means affection or passion, but empathy is

not included in the list of passions or emotions in The Passions by Robert C. Solomon, a

professor of philosophy.
622

What is empathy, then?

A recent study from Japan that measured empathy scores of medical students indicates

in its research rationale that “it is crucial for medical school faculty to educate students

on the importance of empathy as an integral part of professional in medicine.”
623

Their

cross-sectional research on the subjects of first- to sixth-year medical students based on

the Jefferson Scale of Physician Empathy shows interesting differences from the empathy
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scores from the United States. Their research findings show that female students score

higher, which was consistent with those of American equivalents. However, in the

Japanese research, the first-year students score lowest while American counterparts score

highest. The investigators analyze reasons for this noticeable difference in terms of

“admission, curriculum, and cultural factors.”
624

The entrance examination to medical

school in Japan, which is “highly competitive” and “heavily science oriented,” prompts

high school students to “focus almost exclusively on science subjects (biology,

chemistry, mathematics, physiology) at the expense of the humanities and arts.”
625

In the

first two years of medical school in Japan, which correspond to undergraduate programs

in the United States, students in Japanese medical schools select several courses from

“humanistic classes such as philosophy, ethics, economy, and literature.”
626

The

investigators interpret that the increase in scores of empathy as the years in Japanese

medical school advance could be attributed to the “inclusion of humanities and arts early

in their medical education.”
627

Third-year students study basic medical science. In the

fourth year students study clinical science consisting of lectures, and it is only at the end

of the fourth year that students have “limited opportunities to interact with standardized

patients.”
628

The first four years expose students in Japan to “rare or limited
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opportunities to participate in patient care and contemplate the physician-patient

relationship.”
629

The research investigators’ interpretation is that the “excitement” that

the students experience when they “finally are given opportunities to behave as

physicians” accounts for the growth in empathy with the passage of medical school

years.
630

The investigators also speculate that the cultural characteristics of Japanese

people, who rely less on “nonverbal communication” and “physical gestures and facial

expression,” might be accountable for the disparity in empathy scores between Japan and

the United States.
631

The findings about the measurement of empathy among Japanese medical students

suggest that exposing students in preclinical programs to narratives that demonstrate the

moral value of empathy could help arouse their awareness of the importance of

empathetic attitude and action. Students in Japanese medical school cannot begin

learning too early from the exemplary contexts. By examining how the “retarded” has

evolved in Ōe’s narratives from a limiting and entrapping burden to a liberating and 

redeeming power that opens the author’s, and the audience’s, mind’s eye to mythical

ways to connect with the world, I explore how Ōe’s character learns to develop empathy 

for his son. Students may be at a loss how to be empathetic when they are required as

professionals to retain distance and objectivity. Empathy is more than sympathy or pity,

which are one-directionally given to the recipient, who is usually in the subservient
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position.  By reading Ōe’s testimonies about the father-son relationship, students may 

learn that empathy is not an instant reaction like love at a first sight but a covenantal

engagement that could not be cultivated and nurtured but with commitment and

reflection.

     Practically every work of Ōe’s has a mentally retarded character.   In what Ōe 

affectionately calls the “idiot son” narratives, the presence of Ōe’s son, called by 

different names, plays an essential part.
632

It is impossible to know exactly to what extent

descriptions were based on facts and at what point fiction started. It is obvious, however,

that any retarded character or subject of retardation is inspired by Hikari’s presence. In

most cases Ōe himself writes in his memoir-style essays that many occurrences and 

events he portrays in his fiction are taken from actual experience.
633

“Aghwee the Sky

Monster” (1964), A Personal Matter (1964), “Teach Us To Outgrow Our Madness”

(1969), The Pinch Runner Memorandum (1976), Rouse Up O Young Man of the New

Age! (1983), and A Quiet Life (1990) are all creative fiction.
634

I selected these narratives

because they display the course of transformation in which the father character attains

empathetic abilities and that may suggest to students and providers a model of a way

empathy, which is a notion essential but ambiguous in patient care, forms and develops

itself.  Ōe’s idiot son narratives are vivid, concrete, and detailed descriptions of how the 

632
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633
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father comes to enter into a meaningful and delightful interpersonal relationship with the

son. One might ask students of health professions how they feel about the change that

has happened to Ōe as well as the son in the course of these past years.    

Incredibly, the real-life Hikari turns out to have an extraordinary gift of music—a

language of discourse of its own: perfect pitch, an appreciation of classical music, and the

ability to create music of his own.   In his Nobel Prize speech, Ōe says that Hikari had not 

uttered a word on his own until he was five years old, when Hikari began to recognize the

sounds of birds and identify their names. It marked the beginning of Hikari’s verbal

communication with his parents. “Awakened by the voices of birds to the music of Bach

and Mozart,” showing amazing memorizing power of any piece of music he hears, Hikari

learned to write sheet music and came to compose his own works.
635

He eventually

became a published composer. As his motor skills are not sufficiently developed, all he

can play on the piano is elementary-level pieces. Studies about savantism show

developmentally disabled individuals who display prodigious abilities in specific fields

such as calendar memory, mathematical capacity, or musical techniques. However, truly

creative savants like Hikari are very rare. It is said that he is the only savant who

composes his music entirely in his head without playing any instrument.
636

Hikari had his

first CD published in 1992, which broke sales records for a living composer in the

635
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classical category in Japan.
637

In 1994 his second CD was released and had similar

success.
638

These two CDs were also released in the United States and in Europe and

went on to earn eight million dollars by 1998.
639

His latest CD was released in Japan in

1998.  Hikari is now studying with a specialist of musical composition and Ōe says he 

dreams that Hikari will one day write a real symphony.
640

However, the course of life both the father and the son have taken is by no means

easy.  Ōe’s entire writing career is a vast odyssey in quest of healing and being healed, in 

other words, in search of empathetic connection. The quest itself could be conceived as a

new meaning of empathy. One article in the medical journal Lancet makes an intriguing

observation: “It took Oe 1 year after Hikari’s birth to nickname the father in a novel, 4

years to name the father and the mother, 10 years to name the son, 13 years to use the real

son’s name, 20 years to describe Hikari’s siblings, and 30 years to describe Hikari as a

composer.”
641

During the thirty years’ period of time, Hikari and his gifts have been

growing to flourish, and so have Ōe’s empathic abilities.   
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     Needless to say, empathy did not occur to Ōe as a paternal instinct the instant Hikari 

was born.
642

On the contrary. The world-shattering shock of having a “monster” baby

born and the subsequent psychological turbulence during the first months are poignantly

portrayed in A Personal Matter. The protagonist, called “Bird” in the novel, may be

married yet is still very much an immature adolescent who dreams of leaving behind all

that restrains him and going to Africa. May discusses parenting as that which “poses the

moral/metaphysical problem” in terms of the ambivalent aspiration for constraint and

freedom by referring to Mark Twain’s “gloomy vision” of Huckleberry Finn: love and

freedom diminish one another.
643

  Ōe’s audience knows that Huck Finn is his favorite 

existential hero.
644

The birth of the deformed baby is not even the conflict between love and freedom.

For Bird it simply signifies the demise of freedom. It devastated every hope and all the

foundations of his own existence. Bird is told by the physicians that the child will not

survive if he does not have a surgery and that even if he is operated on, he will be highly

likely to live with severe mental retardation:

642
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Unlike any of the other infants in the ward, the baby’s complexion was as red as a
boiled shrimp and abnormally lustrous; his face glistened as if it were covered
with scar tissue from a newly healed burn. The ways its eyes were shut, Bird
thought, the baby seemed to be enduring a fierce discomfort. And certainly that
discomfort was due to the lump that jutted, there was no denying it, like another
red head from the back of his skull. It must have felt heavy, bothersome, like an
anchor lashed to the baby’s head. That long, tapered head! It sledge-hammered
the stakes of shock into Bird more brutally than the lump itself and induced a
nausea altogether different from the queasiness of a hangover, a terrific nausea
that affected Bird’s existence fundamentally.

645

At this point, Bird shows no sign of empathy for the infant. All that concerns him is his

own freedom disrupted by its birth. The French philosopher Jean-Paul Sartre had a great

influence on Ōe since his school days.
646

Freedom, consciousness, and responsibility are

the concepts central to Sartre’s philosophy. He believes that a human being should have

no excuse and be responsible for everything, whether her actions or existence.

According to Sartre, our emotions are “magical transformations of the world.”
647

What

Sartre means by trying to change the world is to “live as if the connection between things

and their potentialities were not ruled by deterministic processes, but by magic.”
648

Emotional consciousness is consciousness of the world. We voluntarily alter our

consciousness of events, people, and things to obtain a more bearable view of the world.

These transformations are a form of escape behavior. Sartre suggests that by the
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transformation of our consciousness, that is, of the world, we avoid some crucial

recognition about ourselves and obtain a certain way of apprehending the world.
649

Bird

feels his potential for the “magical freedom,” which will allow him to soar high in the

African sky, has been destroyed by the “deterministic.” Bird has no sense of

responsibility at that time, but his reader knows that responsibility is to bud with the

sense of empathy. What practitioners should realize is that patients come to see them

more or less with a desire to be freed from the “deterministic” and restored “by magic,”

by the name of medicine, to the pre-illness condition. Health-care providers are not

magicians. But they need to be aware of the patients’ and their families’ desperate wish

that the doctor could “do something” for them. Bird knows that even medicine cannot

restore the baby to “normality.” The way he suffers from the conflict between a desire to

justify his escape and a sense of shame for his abandonment of duties is described in

graphic detail:

Bird again dredged the question up to the surface of his conscious mind: how can
we spend the rest of our lives, my wife and I, with a monster baby riding on our
backs? Somehow I must get away from the monster baby. If I don’t, ah, what
will become of my trip to Africa? In a fervor of self-defense, as if he were being
stalked through the glass partition by the monster baby in an incubator, Bird
braced himself for battle. At the same time he blushed and began to sweat,
ashamed of the tapeworm of egoism that had attached itself to him. One ear was
deafened by the roar of blood hurtling through it and his eyes gradually reddened
as though walloped by a massive, invisible fist. The sensation of shame fanned
the red fire in his face and tears seeped into his eyes—ah, Bird longed, if only I
could spare myself the burden of a monstrous vegetable baby.

650
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Bird wishes the baby would perish without having a surgery. He hides from reality,

abandoning all his responsibilities as a husband, father, and citizen, and indulges himself

in sexual orgies with a free-spirited female friend from his college days. After the agony

of being split between the thirst for freedom forever lost and the moral responsibility

imposed upon an adult parent, Bird finally resolves to have his baby operated on. This

decision signals the coming of age for the young protagonist and the emergence of what

is to grow into empathy. However, the memory of wishing for the death of the baby is to

haunt Bird, that is, Ōe, for the rest of his life.  

Near the end of A Personal Matter, it turns out that the “lump” on the baby’s head is a

benign tumor, not a herniated brain. Literary critics are unanimous in expressing their

disapproval of this “happy ending.”
651

They insist that the convenient deus ex machina,

which has been overused in entertainment novels, has degraded Ōe’s whole novel with its 

existential tension, unsentimental psychology, and stylistic brilliance into a mere story of

distraction. Since Greek times, in art tragedy has been regarded as more “highbrow” than

comedy. In reality, the novel’s ending is not a “happy ending” as the critics call it. It

marks only the beginning of the young couple’s life with the “stranger.” All the conflicts

taking place within Bird makes the reader realize that empathy is not a spontaneous

occurrence but a conscious moral decision or choice to be open to being moved.

651
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What would students of health care think of this novel and its ending? Granting they

are not critics of literature but future medical professionals, they might be contented with

the success of the baby’s operation. Or would they be concerned about the child’s quality

of life? They might apprehend that what awaits the baby and his family is not a life

humanly meaningful but only painful and afflicting. One might wonder whether they

could ever imagine what it is like to have a baby with severe disabilities. In “The

Retarded,” May argues that for parents the birth of a retarded child denotes “the death of

the dream child” and the intrusion by the ultimate “stranger.”
652

“Stranger” is a strong

word. The stranger is one who “upsets my universe not because he differs from me in

measurable ways but because, by existing, he shatters my rules and scales.”
653

Just as

Bird says, the newborn son as the stranger “creates a hemorrhage in my universe.”
654

People who have been ostracized or stigmatized because of their deformities, disabilities,

or diseases are all who were marked as “strangers.” What if that stranger happens to be

your own child? May suggests that “in bonding and valuing the retarded, parents must

first accept strangeness and overcome the aversion strangeness entails.”
655

As health-care

practitioners, students may not be appalled by the sights of disfigurements, disabilities, or

diseases. However, it is probable that they try to keep those patients at arm’s length in

the name of professional detachment. Health-care professionals and students should bear

652
May, “The Retarded,” 737.

653
Ibid.

654
Ibid.

655
Ibid.



273

this remark in mind that the provider and the patient are basically strangers and that as

May’s theological perspective suggests, human beings bond not despite, but because of,

strangeness they feel toward all kinds of differences.

May also adds that the special conditions of a retarded child excommunicate the

parents from the prevailing culture, especially in a culture like that of the United States

where values such as power, youth, and independence are celebrated
656

May describes

this plight of isolation as un-American. Yet it is truer to Japanese culture, where

conformity and homogeneity have traditionally been taken for granted, the visibility of

disability culture has lagged behind that in American society, and the public exposure of

a retarded family member was even a taboo.  Almost Ōe’s entire writing career has thus 

been devoted to purposively causing social resistance and creating what G. Thomas

Couser, professor of English and specialist of autobiographical writings, calls a

“counterdiscourse.”
657

  As Ōe’s stories are not those of cozy assimilation but of abrasive 

resistance, empathy is more than a simple “chemistry” between two parties.

In Aghwee the Sky Monster (1964), which forms a mirror image of A Personal Matter,

the baby belongs not to the Ōe character but to a composer called “D.”
658

Unlike Bird in

A Personal Matter, D elected to have his infant with congenital defects die. D’s sense of

guilt haunts him as a phantom monster, “a baby the size of a kangaroo in a white cotton

nightgown,” “usually floating in the sky,” visible only to D and eventually, to the first-
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person narrator hired to work as a companion to the deranged composer.
659

D made the

decision and acted up to what Ōe had wished to do when he first learned of his son’s 

dismal prognosis. D’s wife describes to the narrator the situation in which D decided

against his baby’s living a life:

“Our baby was born with a lump on the back of its head that made it look as if it
had two heads. The doctor diagnosed it as a brain hernia. When D heard the
news he decided to protect himself and me from a catastrophe, so he got together
with the doctor and they killed the baby—I think they only gave it sugar water
instead of milk no matter how loud it screamed. My husband killed the baby
because he didn’t want us to be saddled with a child who could only function as a
vegetable, which is what the doctor had predicted! So he was acting out of
fantastic egotism more than anything else. But then there was an autopsy and the
lump turned out to be a benign tumor. That’s when D began seeing ghosts; you
see he’d lost the courage he needed to sustain his egoism, so he declined to live
his own life, just as he had declined to let the baby go on living.”

660

As the audience learns in his works to come, it is the self-indictment of Ōe, who might 

have become another D. D elected the way he would not need to cultivate his abilities of

empathy for the child he might not be able to communicate with. However, his choice

gave him even a heavier load to carry than the duty to raise a disabled infant. About D’s

choice, health-care students may have more than sentimental views. The wife uses the

word kill to describe the husband’s action more than once but is it active killing or

passive euthanizing? Or do they think wording does not matter in this case? Judging

from the mother’s description that the infant screamed loud, did he die a painful death?

659
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Might it have been more merciful to give him a lethal injection so he could just go to

sleep? Some students may suppose D made the right decision because they suppose

living with little intellectual activity is devastating for both the child and his parents. Not

every retarded child has special gifts like Ōe Hikari.  Whether a child with a high risk of 

retardation should be born or not involves deliberation from all parties, moral and social

dimensions, and multiple disciplines. Medical indication from health professionals forms

one important condition but does not suffice by itself. Even a medically right choice does

not necessarily mean a morally good choice for the parents. Health-care providers need

to be sensitive about the moral conflicts, guilt, and regrets that may be embedded in the

right choice.

In the idiot son narratives, as the son grows older, the father learns to develop

particular feelings which could be defined as characteristic of empathy. What most

afflicts Ōe as the father is his son’s inability to express what goes on in his inner life, 

whether, joy, sadness, anger, or anxiety. “Teach Us to Outgrow Our Madness” has a

Hikari-like character called Eeyore at about four to five years old. This story has many

descriptions of visceral ways the father’s empathy works. The father character, called

“the fat man,” feels his son’s pain and fear the more keenly and acutely because he is

unable to verbalize and communicate it. The special way suffering is shared between the

father and the son is portrayed as follows:

Whatever pain his son was feeling communicated to him through their clasped
hands and never failed to produce in his own body a tremor of pain in unison. If
the fat man was able to attach positive significance to this phenomenon of pain
shared, it was because he managed to believe that his own understanding of the
pain resonating sympathetically in himself, for example as resulting from
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blistered and dead skin being peeled away from a burn with a tweezers, would
flow backward like light through his son’s hand, which he held in his own, and
impart a certain order to the chaos of fear and pain in the child’s dark, dulled
mind. The fat man began to function as a window in his son’s mind, permitting
the light from the outside to penetrate to the dark interior which trembled with
pain not adequately understood. And so long as Eeyore did not step forward to
repudiate his function, there was no reason the fat man should have doubted it.
Since now he was able to proclaim to himself that he was accepting painful
bondage to his son happily, his new role even permitted him the consolation of
feeling like an innocent victim.

661

The “outlandishly fat man” is a character based on Ōe himself yet by no means a literal 

portrayal of the real life novelist.
662

The tone of the narrative is so absurdly comical that

it is obvious that it alludes to the giant father-son pair, Gargantua and Pantagruel, and

their extravagant adventures, created by François Rabelais, a very important author for

Ōe as a personification of the humanistic ideas of the Renaissance.
663

The “fatness” of

Eeyore’s father also suggests the awkward, ostracized positions of himself and his son in

society and the affliction that bears heavy on his heart. In addition, fatness might be the

embodiment of his wish to merge with his son, whose hearty appetite has made weight a

constant problem in his real life. Eeyore, which sounds in Japanese like casual and

friendly affirming phrases like “it’s all right,” “no problem,” or “don’t worry,” is a name
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Ōe calls fictional characters inspired by his son in some of his works.
664

As the phrase

“new role” suggests, the giver of empathy transforms as well as does the recipient of

empathy. This relationship may serve as a model for the physician-patient relationship

in its reciprocity. Clinical transaction is not a space where the provider provides and the

recipient receives. Mutuality and transformation involved in caring relationships is

further discussed in the section 3 of chapter 9.

As found in Teach Us, Ōe as the father has been developing a special bond with his 

son and has kept saying that his writing as the author is his attempt at interpreting a voice

waiting to be expressed deep within Hikari’s psyche. Empathy also works as an attempt

to hear the voice of the voiceless. For practitioners, the patients are oftentimes inaudible.

That does not mean that they have nothing to express.  Ōe’s endeavor to draw out what is 

dormant in Hikari may also be a model for practitioners to follow. The audience finds in

the Hikari narratives the “process of parenting and bonding,” which May points out has

been neglected in “most attempts to identify the value of the retarded child.”
665

Bonding

is not, as budding physicians may suspect, a losing oneself for the other as “a mystical

merger of identity between two partners” but “a tie so powerful that neither can undertake

much without reckoning with the consequences for the being and well-being of the

other.”
666

664
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     One thing the reader recognizes in Ōe’s Hikari narratives is that, despite the usual 

assumption that the retarded person has a total dependence on others for help, there is a

mysterious mutuality between the parent and the child.  Ōe writes in many separate 

works that he has come to “rely” on his son for assurance and assistance with which to

coast through everyday life. The fact that both parties have something to give to the

other is suggestive of reciprocity in health-care encounters.

     It is noteworthy that the “stranger” status of Ōe himself is not the consequence of the

birth of a retarded child.  In fact, Ōe writes that prior to Hikari’s birth, he had been 

obsessed with the idea of committing suicide. He thinks that the baby personifies the

distress he was undergoing at the time. Rather, the disabled child urged the young father

not to escape from suffering in human existence but to face, explore, and direct it to

creative work, as Ōe’s idol Sartre argues as ideal.  In this sense, Ōe, who has been 

healing his child, has been healed.
667

  Ōe writes repeatedly how his son has supported him 

through his crises, professional and personal, and how he has even become reliant on his

son as if Ōe had regressed into childhood.
668

     Along with the apparent absence of emotional expression, another of Ōe’s greatest 

concerns is that Hikari does not seem to have any dreams.
669

  Ōe eagerly keeps telling 

Hikari what it is like to dream. In The Pinch Runner Memorandum, Ōe portrays one 
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father’s tenacious efforts to teach his retarded son, Mori, about things which he thinks it

wonderful if his son understands.
670

Dreaming is one of them:

I took a lot of time explaining the grandeur of the dream to Mori. It’s my daily
habit to talk to Mori—I’m sure you’d do the same if you were a parent of our
children—about things he can understand and things he never will. Isn’t it
possible that the fine dust particles of my words—which Mori can’t grasp now—
like the dust accumulated over the centuries in a sealed cellar, might
spontaneously burst into flame one day? Mori never, ever, rejects what I say to
him. After passing through the fantastic convolutions of the inner ear, might not
my words, like grains of sand in an hourglass, eventually accumulate inside the
twilight cellar of his brain?

671

Ōe as the father and the novelist is to observe, inquire, identify, comprehend, and 

empathize with the “stranger” status of his son in this world. He finds it sheer fortune to

be able to give Hikari music, by which he is able to communicate with other people and

no longer needs to be a total stranger in the world. Students might have different

opinions about Hikari’s special gift of music. They might wonder, since not all retarded

individuals are savants, whether it would be more difficult to have empathy toward his

son if he did not have any means to express himself.

     Empathy is not an attachment but a commitment.  In Ōe’s idiot son narratives, the 

representation of the father’s way of bonding with his son is far from sentimental.

experiences and thoughts according to her needs and values. For more detailed discussion about savants’
memory, see Cameron’s Music of Light, 155-173.

670
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Especially in Pinch Runner, the father and the son are depicted as an undaunted and

hilarious pair, who have switched presences with each other:

If our switchover came about like that, then, clearly the cosmic being’s got some
design on us, and as Mori and I see it, it would mean we’ve been given a mission.
The switchover took possession of us with irresistible, overwhelming force
detonating a time bomb within our flesh. Assuming, of course, our switchover is
for real, isn’t zero hour steadily approaching, hastening the realization of our
mission? The switched-over pair—me in the eighteen-year-old body, Mori in the
twenty-eight-year-old—stands ready for that coming mission. Seeing things thus,
with my newfound optimism, and at the ready to right whatever complications
might arise, I could feel how my spirit, not just my flesh, had been rejuvenated.

672

The thirty-eight-year old father, a former nuclear engineer, becomes an eighteen-year-old

youth by losing twenty years. The eight-year-old idiot son becomes a twenty-eight-year-

old man by gaining twenty years. Mori and the father carry out their mission to save the

earth and the humankind. Wilson argues that the “annihilation of the human race by

nuclear war” is one of the three dominant themes Ōe has pursued for two decades, along 

with the other two: “the embattlement of marginals, idiocy, and averbalization.”
673

It is

known that Ōe has developed empathy for the human suffering from mass violence along 

with empathy for his son living with disabilities. For the author and parent, the peace and

coexistence of all humankind is as important as the wellbeing and flourishing of Hikari.
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What May describes as “bonding” is materialized in this fantastic novel as the cosmic

fusion that transcends the “normal barrier between the self and the world (the other).”
674

     For Ōe, nuclear extinction has been not a conceptual threat but a viscerally imminent 

concern. In A Personal Matter, the news broadcast tells of the Soviet’s nuclear testing.

To his dismay, Bird learns later that the Japan Anti-Nuclear Warfare League “has come

out in support of the test.”
675

Bird resolves to live with the idiot son, “sensing the

connection between the baby’s fate and the fate of mankind.”
676

  In his real life, Ōe’s 

personal matter of coping with a disabled child has consequently led him to be connected

with a broader range of suffering, social and political. In his real life, during the five

weeks after the birth of his defective son, Ōe took, as a means of escaping from the 

stifling reality, the reporting job at the hospital of Hiroshima for the anniversary

ceremony of the atomic bomb. He was impressed with the physicians who would not

stop caring for the hopeless patients suffering from radiation.
677

The impact of the

experience made him decide to have Hikari get surgery. In the 1995 Introduction to

Hiroshima Notes, Ōe writes honestly that the book, originally published in 1965 to 

document the suffering of the Atomic bomb survivors, was written from a victim’s

viewpoint only and lacks reflection on Japan and its wars of aggression against other

Asian countries. He says that he has come to realize that Japan must be held responsible
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for the sufferings of both Asian people and Japanese people. Japan’s rapid modernization

led to its wars in Asia, which in turn led to the atomic bombings of Hiroshima and

Nagasaki.
678

  Thus, in Ōe’s life, empathy is viewed as more than parental love for his 

offspring. Affection for close kin might be too self-enclosed to connect with the rest of

the world.  Ōe has come to take a more disinterested and yet concerned stance toward the 

world as he has grown in his empathetic capabilities for his son. The patient-physician

relationship may be conceived as analogous of this relationship. When students apply for

medical schools, most of them say in the interviews or write in essays that they wish to

rescue suffering people. The provider gives all she has when she sees one of her patient.

But the bond should not stop there but should infiltrate her relationship with other

patients and with health-care and profession itself. As a result, when the level of each

clinical encounter is raised, the level of overall practice should be heightened in

proportion.

Idiot son narratives offer a model of empathetic relationship, and through seeing the

phases of Ōe character’s connectedness with his son and outside reality, one cannot help 

asking oneself: what is the value of a person? The question will give rise to others such

as “does human value depends on abilities, skills, or properties?” Through his creative

writing, Ōe kept pursuing the radical question that May argues that “the arrival of the 

deprived child raises the question of the worth of the world and the worthiness of life”

678
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rather than “the relative worth, or lack of it, of a child with . . . particular disabilities.”
679

The question concerns the ultimate worth of evil and good:

Parents see the problem at this more metaphysical level because they suffer at this
level. And, at least some of them, it would appear, have sought to respond at this
level when they have confessed themselves to feel outcast and doomed and yet
have reckoned with the child as establishing their “covenant with existence.”
Bonding to a child who renders questionable the value of existence reestablishes
one’s covenant with existence. Neither policy-makers nor professionals should
deal with that testimony lightly.

680

Students may flinch from asking themselves metaphysical questions. They may assume

what they should do is testing, diagnosing, treating, and curing but not exploring

existential questions. As May includes “professionals” in the deliberation of this

question about the value of existence, students are confronted in Hikari narratives with

the value of existence and their relationship with existence. May continues that the

“covenant with existence demands devotion beyond the ordinary measure.”
681

A parent

needs to make a total commitment to the covenant, which makes it impossible for him to

remain what he was before—an ordinary person.

But heroism alone does not sustain the covenant; the child also sustains the
parents. That sustenance may be difficult to acknowledge without sounding as
though one justifies the retardation. Yet some parents have acknowledged the
deepening of their lives; they find themselves in retrospect a little kinder, a little
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gentler, a little more sensitive to the difficulties others face than they might
otherwise have been.

682

For the course of transformation to take place, the parents need time to reorient

themselves in “any profound reconstruction of the self” “to enter into their new estate.”
683

May suggests that the values of the child and the parents’ life with the child “strike with a

force that transvalues rather than merely adds to the values which the parents already

profess.”
684

As his use of the word profess suggests, May holds that child rearing is a

serious and total commitment, not contractual but covenantal, whether the child is non-

disabled or disabled. Students may fantasize themselves heroic rescuers. But the real

heroism is humbling oneself before the fact that they are bound in the covenantal

relationship.

What in the first place is a covenant, on which the relationship of the physician with

the patient is founded? Do students think that it is rather contractual? Do they do to the

best of their knowledge and power but presume that the duties that may take them beyond

the contractual boundaries are not their concerns? But when a medical student takes an

oath to the profession and their future patients, the commitment is meant to involve more

than contract. The promise the physician makes to the patient is closer to what May calls

“covenant.” According to May, though “first cousins,” covenant and contract have a
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marked difference.
685

Whereas “contracts are external,” covenants are “internal to the

parties involved” and “cut deeper into personal identity.”
686

When you are under

covenant, you act with regard to the covenant every moment of life, wherever you are

and whatever you are doing. Students may assume this covenantal relationship with the

patient is applicable to professionals serving in the culture of Judeo-Christian persuasion.

When one enters a covenantal relationship with all her existence and personality, one

naturally has in mind a presence larger than oneself. It may be called spiritual but it does

not need to be a conviction of a certain religious tradition.

Moreover, the patient-physician relationship founded on covenant is not one-

directional but bi-directional. Students may assume that clinical practice is a one-way

transaction in which the provider provides and the patient receives. However, in

contemporary health-care ethics and medical humanities, the reciprocity of the clinical

relationship has been increasingly emphasized. In that sense, I believe that there is much

to learn from the way the father character in Ōe’s idiot son narratives becomes committed 

to his son until eventually he finds his son indispensable and essential to his being. The

relationship Ōe portrays serves as a reminder of May’s covenantal relationship of the 

profession founded upon trust and empathy:

The professions must be ready to cope with the contingent and the unexpected.
Calls upon services may exceed those needs anticipated in a contract or the
compensation available in a given case. Services moreover will more probably
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achieve the desired therapeutic result if they come in the context of a relationship
that the patient or client can really trust.

687

May’s observation may sound too binding to students. But literature and medicine could

show them how rewarding the covenantal relationship sometimes proves to be. The birth

of a disabled child was for Ōe the materialization of “the contingent and the unexpected.”  

The bringing up of the retarded son called upon services that did “exceed those needs

anticipated in a contract or the compensation.” But through Hikari narratives students

have witnessed what therapeutic results the father-son relationship has turned out.

     Ōe himself says he is not engaged in any specific religious conviction.
688

However,

the vision of his relationship with his son assumes the more spiritual strain as more

Hikari narratives came out. Rouse Up O Young Men of the New Age! is the culmination

of this sense of communion between the father and the son. Hikari turns twenty years of

age both in this novel and in real life. It is very special in the sense that Hikari first

appears with his real name.   Climactic is the passage where Ōe reviews his relationship 

with Hikari in terms of his crucial concern of “dream” and the Abrahamic relationship

with his son.

So far words had worked well enough, albeit in a whisper, but there was an image
lodged inside me, of dreams and fathers and sons, that made me feel inadequate to
describe it with any fluency or ease. So I fell silent, and caused my mind to go
silent, and strained to hear the image as though I were listening to the wind. This
was not an image I had created; it had been revealed to me in words that were not
my own. “So we gave him the good news of a boy ready to suffer and forbear.
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Then, when (the son) reached (the age of) following him about here and there
[(serious) work with him], he said: ‘O my son! I have beheld a dream in which I
offer thee in sacrifice: Now see what is thy view!’ (The son) said: ‘O my father!
Do as thou art commanded: Thou will find me, if Allah so wills, one practicing
patience and constancy!’ So when they had both submitted their wills (to Allah),
and he had laid him on his forehead (for sacrifice), we called out to him, “O
Abrahim! Thy faithfulness to the dream has been seen! [Thou hast already
fulfilled the vision!]’ Thus indeed do we reward those who do right. For this was
clearly—a trial. And we redeemed him with a gorgeous sacrifice. And we left
(this blessing) for him among generations (to come) in later times.”

689

The Ōe character is touched by Abrahim’s commitment to his covenant with Allah and 

the relationship cemented with absolute trust shown in “this glorious dialogue between

father and son.”
690

He is also overwhelmed by the son’s unconditional trust in Abrahim.

In contrast, the relationship between Ōe and his newborn was neither based on a 

“revelation from Allah appearing in a dream, nor on the agreement of my son” but

“merely my egotistical desire to protect a future for myself and my wife, who still knew

nothing of her baby’s abnormality, a longing of searing urgency like hot coals beneath

my feet!”
691

  Ōe feels that his sin of wishing to deny what May calls the “hemorrhage” 

“the stranger creates . . . in my universe” is so enormous that “no powerful detergent has

allowed me to wash out of my life those disgraceful five weeks, nor do I expect to

succeed at this as long as I live.”
692
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Near the close of Rouse Up, Eeyore refuses to be called by his infant name. For the

first time Ōe calls his older son by his real name, Hikari, in his entire series of narratives 

of the retarded. Hikari has come of age and at the same time liberated his father from his

bondage to his suffering from the sense of guilt and “merging of two beings,” which,  Ōe 

reflects, has protected Hikari and moreover allowed the father to bask in the “cozy

assimilation” but stunned Hikari from asserting his separate, unique presence.  Ōe’s 

prayer invoked by Blake’s verses extends to all humankind in its vision:

With Blake as my guide, I beheld a phantasm of my sons as young men of a new
age, a baleful, atomic age, which would require them the more urgently to set
their foreheads against the ignorant Hirelings, and I could assuredly feel myself at
their side, reborn as another young man. Presently, when old age approached and
the time had come to endure the agony of death, I would hear the words
proclaimed by the voice from The Tree of Life in encouragement to all
Humankind as though they were spoken to me and to me alone: Fear not Albion
unless I die thou canst not live / But If I die I shall arise again & Thou With me.

693

This particular excerpt is of importance in its link with the Atomic-bomb narratives

discussed in the previous chapter. This closing passage serves as a reminder of May’s

words, “Induction into the sacred.” Thus, through his writing career stretching over forty

years, Ōe’s work has been a testimonial embodiment of  going through what May calls 

“three ‘moments’ or elements: (1) a break from the past; (2) a turbulent period of

transition; and (3) entry into a new life and estate.”
694

Students and practitioners would
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like to bear in mind that this pattern of transition may occur to trauma victims, burn

patients, and many others with serious illnesses who had drastic changes assault their life.

Moreover, providers are obligated to support the patient through this process of life,

death, and rebirth. May’s observation about stranger and strangeness helps illuminate

what Ōe has explored in his work concerning his commitment to the world and the role 

his son has played in his view of the world. May argues that bonding is not a “cozy

assimilation or mystical merging of two beings,” not trivializing or underestimating

differences:

Strangeness is the bracer in love. From the perspective of the biblical tradition,
faith warrants openness to the stranger, not by the humane and liberal assertion
that we must tolerate all men not because, underneath, they are all alike, but
because God himself, the primordial stranger, bonds to his creatures despite the
abyss between them. Theologically, we must bond because of, not despite,
strangeness.

695

This passage may resonate with clinical practice. Basically in today’s medical settings,

many providers and patients are strangers. Formerly in the time of “Old Doc Rivers” by

William Carlos Williams, which I discussed in chapter 3, the community had its own

doctor, however odd he might be, whom the townsfolk turned to for help. Today, as the

phrase “bedside “strangers” suggests, patients cannot usually afford to ask for a particular

physician in the belief of his charismatic power. The statement that there must be a bond

because of strangeness speaks to health students when they remember that those who

come to seek medical intervention are often estranged from themselves. As the sentence

695
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by William Blake, who has been Ōe’s inspiration in life as well as in art, signifies, “The 

Imagination is not a State: it is the Human Existence itself.”
696

  The new life Ōe has 

gained is through the art of imagination and commitment to human existence.  What Ōe 

has been engaged in is making and keeping a covenant and keeping it with existence.

Moral imagination in clinical encounters is analogous with this picture created in Ōe’s 

work in that it addresses the particular patient the physician sees at the moment and all

the patients who trust the medical profession.

Students may fear this engagement as professionals is too aggrandized. If that is what

physicians are to engage themselves in, then would the profession be still worth pursing?

Wouldn’t doing what a contract calls for be sufficient? These questions will find some

clarification, if not answers, when we grasp Ōe’s Hikari narratives not in the limited light 

of narratives of illness, but from the magnitudinous picture of human suffering, which

great literature has been pursuing for thousands of years.  What Ōe has been doing in his 

work is of extraordinary significance in multiple ways in health-care ethics. First, he has

been giving a voice to a person who used to be regarded as voiceless, therefore, socially

valueless. Second, he has been drawing attention to the representation of people with

mental disability, who, particularly in Japan, have been considered embarrassing, hidden

and made invisible to society. Third, and most important, is he has attained the

perspective, crucial and ultimate for any human being, that what is apparently the source

and cause of suffering can be the healing power for existential and radical suffering of

humanity. Fourth, he has learned that living with suffering is the way to attain
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connectedness to other suffering human beings.   The elements that construct Ōe’s 

creative world—characters, plots, metaphors, and motifs—all lead the audience to

appreciate what it is to be human, rather than what it is to be a retarded person or what it

is to be a parent of the retarded.
697

Entry into a new state never denotes a fairy-tale denouement. Hikari’s coming of age

does not mean his independence in the same sense as that of a nondisabled child. He

needs all kinds of aid and care to survive day to day. It is worth remembering that Hikari

has not only mother and father but also siblings: younger sister and brother. A Quiet Life

(1990) is narrated by his younger sister, Ma-chan.
698

The viewpoint different from the

father character’s suggests that not only Ōe but also the family has been changing, 

growing, and expanding with Hikari as their central matter of concern and cooperation.

In this novel when Hikari is twenty-four years old, the twenty-year-old university student

Ma-chan is asked to look after him when the father character and their mother go to the

University of California when Ōe has been invited to serve as a writer-in-residence.   A 

medical-ethics professor James Dwyer asks four questions that anyone who reads this

novel may harbor. When is attention to one’s own life self-indulgent?
699

The father is

now “in a serious ‘pinch’—part spiritual crisis, part depression.”
700

One character
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suggests he might have “created his own problem by thinking of himself as special.”
701

Students may be eager to discuss this question. Does one still delve into spiritual

questions even if they are sure to drive one into deep depression? Some think that even

devoted parents may need and deserve to have breathing moments away from the child

who needs their attention all day every day. The second question is: What support

should the siblings provide?
702

Students may wonder what May would reply to the

question: Does the covenantal dedication extend to siblings of the retarded? Should the

parents involve their daughter in taking care of her retarded brother in their absence?

Dwyer is stunned to learn that besides taking Eeyore to the welfare workshop every day

and to his music lessons, doing the shopping, cooking the meals, and running the

household, she is “trying to write her college thesis in French literature!”
703

Would

students, approximately same age as Ma-chan, be happy to ask these tasks of themselves?

Or would they say that being students of medicine demands harder work than being

students of humanities so that they should be exempted from these chores? The third

question: How does the presence of a handicapped child alter the relationships between

other people in the family? has much to do with the second. Ma-chan feels the father is

“always preoccupied with Eeyore” and “[not] really interested in either [her] or O-

chan.”
704

Sometimes, the special presence of a retarded child cements the bond of the
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family under the shared task of taking good care of the child. Other times, as is displayed

by the fact that parents of autistic children have an 80 percent divorce rate, the

handicapped child could disrupt the otherwise harmonious family union.
705

As the fourth

question: Does the handicapped child provide special meaning? posits, the child does

give the family an extraordinary experience that the family of a regular child would never

have.  That is what I have described in Ōe’s idiot son narratives in this chapter.  But the 

special blessings are always accompanied by special burdens—what Ōe calls the 

“exhausting work, deep anxieties, and problems of meaning that Eeyore brings to all their

lives.”
706

The double-sidedness of the special child gives the family a connectedness that

might be incomprehensible to normal families.

     Japanese audiences are familiar with Hikari Ōe and his family.  Some audiences, 

especially those of TV documentaries featuring the Ōe family, are skeptical about the 

ethical validity of exposing a disabled person who has no cognitive or physical control of

his life to public scrutiny.
707

  Ōe writes about a mother who reacted negatively against 

showing Hikari having an epileptic fit on TV.
708

  Ōe’s response to this “apparent concern” 

is that with “an actual epileptic’s mother, . . . years of living with this hardship would

705
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have bred a more tolerant attitude.”
709

  Ōe’s indication of this woman’s unknowing 

prejudice suggests that Ōe has been transformed and become endowed with tolerance by 

the years of living with Hikari.  Students may have much to say for or against Ōe’s 

remark.  Do they think that the Ōe family’s decision to show Hikari to the public has 

helped promote Japanese understanding of disabled people and their families? Television

and life writing are different media and target different audiences. Therefore, it is

impossible to generalize the ethical criteria for the representations of mentally disabled

individuals. Arthur A. Frank, known as the author of The Wounded Storyteller and for

his argument for illness writing as moral practice, discusses parents who write about their

severely disabled children:

They object to what others say about their children. But as parents and as writers,
they necessarily say things about their children that their children could not say
about themselves, in content or tone. They resolve this dilemma, and keep a
dialogue open, by refusing to say any last word about their children. The child’s
future—his or her horizon of possibilities—is kept open, though this requires
nothing less than redrawing the horizons of human possibility itself. Thus these
writings become teachings in the morality of respect: not principles of respect, as
in Kantian respect for persons, but practices of respect, which the writing not only
describes but also reflexively exemplifies.

710

Keeping a dialogue open may involve some unprecedented decisions and actions that

might lead to disputes and, as in some of’s TV audiences, disgust. Exposing a disabled

child to the public eye is one of those decisions and actions. There is no question that
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Ōe’s decision is based on his morality of respect for Hiakri.  The afore-mentioned mother 

may have consulted her principle of respect and contested to the heartless father who

showed the undignified scenes his poor son was making. Interestingly, Frank takes the

Russian critic Mikhail Bakhtin, who, as I mentioned in chapters 2 and 5, has had a great

influence on Ōe as writer and person, as a relevant validation of parental writing: “the 

moral imperative of the author never to ‘finalize’ a character, that is, to speak the last

word about that character, as diagnostic and other medical practices finalize a patient.”
711

The concern of the mother might end up finalizing Hikari as handicapped and tolerating

him unless he is offensive to normal citizens. The opposite of finalization is dialogue.

Couser also suggests that validation of life writing lies “finally in the practice, what life

writers do rather than what they say they do.”
712

  Ōe’s work is substantiated by what he 

does and practices not only for his son but also for the underrepresented and

unrecognized. Therefore, what he has expressed through the media could be judged as

ethically relevant.

On the one hand, because of their structural complexity and thematic depth, literary

critics compete to show off their erudition by discussing Ōe’s texts.  However, they tend 

to disregard the testimonial values of Ōe’s and Hikari’s life experience.  In literary 

criticism, mental retardation remains a metaphor. On the other hand, attention has been

drawn, mainly by more popular media such as TV, to the healing and actual nurturing

efforts invested in Hikari. Hikari awes the general public as a musical genius recognized
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by an international audience. But above all, the listeners of his music love him as a giver

of comfort and healing. Thus, there are two separate displays of interests, and there

seems to be little communication between these two mutually alien audiences. Students

in the health professions might be willing to serve as a bridge between these separate

audiences. It must be the practitioners and students of medicine and health care who will

bridge the discrepancy between aesthetic and testimonial witnessing. The idiot son

narratives are testimonies that human beings have the potential to sublimate suffering and

that the medical profession is a moral practice in the sense that all health-care activities

involve moral participation and reflection.

Anne Hudson Jones writes that works of literature are able to capture the powerful and

yet nuanced narratives of the healer and the healed, which medicalized discourses might

fail to reveal:

The complexities of human relationship have long resisted codification; the
relationship between healer and patient is no exception. Literary models of the
healer-patient relationship are helpful for precisely this reason: they flesh out the
dynamics of the human relationship that underlies a particular healer–patient
encounter. By doing so, they demonstrate the many nuances of emotions that
enter into any human exchange.

713

To realize the workings of empathy that defy codification, students are encouraged to

read Ōe’s narratives that feature the healing relationship between Hikari and his family.  

The students then may feel fortunate to witness the “dynamics of the human

relationship that underlies a particular healer–patient encounter” and relish “the many

713
Anne Hudson Jones, “The Healer-Patient/Family Relationship in Vonda N. McIntyre’s ‘Of Mist, and

Grass, and Sand,’” Perspectives in Biology and Medicine 26, no. 1 (Winter 1983): 274.



297

nuances of emotions that enter into any human exchange.”  Those who encounter Ōe’s 

Hikari narratives will ask themselves the question that May says the retarded will ask:

“What worth has a world that includes me in it?”
714

Particularly, those engaged in health

professions and the medical humanities will need to keep asking this question and

reflecting their own “covenant with existence.” They are blessed enough to belong to the

profession that continually urge its members to ask this radical question.



As one can see from the fact that most of his works have been published in translation

in English and other languages, Ōe is well-known and praised by American critics of 

literature and audiences in general.  Ōe’s world, rich with his personal experience and 

reflection and artistic imagination and precision, is highly respected. His intellectual

style and deep knowledge of Western literature and culture make him recognized beyond

the differences between east and west as a cosmopolitan writer rather than a Japanese

author.  Ōe is one of the few Japanese authors who do not need to be adorned with 

transcultural clichés such as exoticism or politics or cultural differences. His narratives

with Hikari as a main character could be of great benefit as texts for discussions in

various topics in health-care ethics such as the births of babies with physical and/or

mental defects, the representations of disabled individuals, the care of disabled family

members, and the privacy and autonomy of the family members of the author. Moreover,
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as the focus of this chapter, Hikari narratives are a manifestation that empathy is

something that one can build up with effort, reflection, and commitment. If to read

through all the Hiakri narratives is unpractical, to read excerpts of major works as I chose

in this chapter will be rewarding in showing practitioners a model of the process in which

empathetic abilities have been tried, formed, and developed.

     In American schools of medicine and health professions, Ōe’s idiot son narratives may 

well work as a teaching model that demonstrates how a person becomes engaged in moral

relationship by cultivating his empathetic abilities.  Ōe himself writes about his idea of 

compassion, which I presume could be interchangeable with empathy: “something to the

effect of ‘an active yet almost automatic ability to enter into the feelings of another

person’ and which “comes very close to ‘imagination.’”
715

Admitting that there have

been moments when he has been “unable to control [his] anger with Hikari,” who is

being difficult, Ōe extends his imagination to the malfunction of empathy with health 

providers:

It is an anger that I imagine isn’t unlike that felt on occasion by doctors and nurses
toward their patients, or by physio- and psychotherapists toward theirs—a
realization that conjures up for me an image of myself, on a day in the not too
distant future, as a crotchety old patient making trouble for my family and helpers
and being treated accordingly by them.

716

This “professional” anger may be commonly felt among Japanese and American

practitioners.  Ōe’s words challenge the audience concerning whether they could imagine 
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that they will be able to act empathetically when their patients will not behave in

compliance with their instructions, treatment policies, or their authority.

  

In Part II I have discussed some Japanese works of literature that could be of

importance and interest in medical and health-care education. One of the questions I put

to myself before I took up writing this dissertation project is whether theories and

argument about literature and medicine that developed in the West, mainly in the United

States, could be applicable to Japanese texts as well. Would it be too simplistic to declare

that human beings are universal in their experiences of suffering and the artistic

representations of those experiences? Or would it be culturally insensitive to

unconditionally apply American theories to the texts generated in a Japanese climate? To

further investigate this question, I discuss in Part III Japanese and Western texts in

parallel to explore the possibilities of crosscultural reading programs in the courses of

literature and medicine.
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Chapter 7: Four Sufferings: Birth, Aging, Sickness, and Dying

Beginning (and End) of Life:
Abortion in Watcher from the Shore and “Before the Change”

Somebody who should have been born is gone
717

Part III of my dissertation offers models of parallel reading of Western and Japanese

texts in English translation. In Part I and Part II, I discussed Western and Japanese

themes in literature and medicine, respectively. Neither part is an exhaustive study; there

are an infinite number of great works of literature worth investigating in Western and

Japanese literature. In Part III, I read more specific texts from the West and Japan that I

believe would be enriched by being read together and would draw the attention of

students and practitioners of health professions to actual and metaphysical problems

underlying the practice of medicine and health care.

The first chapter of Part III is inspired by the Noble Truth of suffering in Buddhist

belief: “birth is suffering; ageing is suffering; sickness is suffering; death is suffering.”
718

As suffering, the Noble Truth also counts “sorrow and lamentation, pain, grief and

despair,” “association with the unpleasant,” “dissociation from the pleasant,” and “not to

get what one wants.”
719

I intend to encourage students to explore various phases of
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suffering in literary texts about human birth, aging, sickness, and death. Needless to say,

these four phases hardly come singly; they often overlap with each other with the result

of suffering made the more complicated, unbearable, and inscrutable. Therefore, the

three sections of chapter 7, though each has its specific theme, include the other faces of

suffering.

The subject of section 1 is abortion. In the West, the matter of abortion has been

conceived under the influence of the Judeo-Christian-Kantian tradition. The legalization

of abortion by the United States Supreme Court in 1973 in Roe v. Wade was not a sudden

occurrence but only a reflection of the “new reality” in the change of many Americans in

their views.
720

Still in some countries with strong Catholic influence, abortion is

unconditionally illegal even in the case of a pregnancy caused by a rape. In the United

States, even after its legal status was earned, many people remained opposed to the idea

of abortion and were left “angry and feeling disenfranchised in national public policy

about personal reproductive values.”
721

Abortion continues to be an issue that challenges

people concerning its justifiability because the beginning of life posits the greatest

question for human beings: what is personhood?

In Liquid Life: Abortion and Buddhism in Japan, William R. LaFleur, professor of

Japanese and Humanities at the University of Pennsylvania, develops an extensive

discussion about the Japanese practice of abortion. In the second half of the nineteenth

century, the Japanese created a law to ban uncontrolled acts of abortions, modeled after

720
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Western constitutions. In 1948 the Eugenics Protection Law was passed in Japan.
722

The

objective of that law was to promote the wellbeing of the mother, the interpretation of

which is applied to a wide spectrum of situations, from teenage pregnancy, economic

problems, and genetic disorders to the “mental well-being of the prospective mother.
723

The legislation to legalize abortion passed during the period of American occupation, and

abortion became the main means of contraception in the following decades.
724

In this

context, at least technically, abortion became free from any barbaric and crude yanking of

a fetus from a woman’s uterus. LaFleur mentions feminists’ argument that the medical

establishment in Japan has long been opposed to the use of the pill, “one of the world’s

most widely used contraceptives,” “because abortion is so lucrative to doctors.”
725

The two literary works that I will discuss in this section were written by women who

were coincidentally born in the same year: Alice Munroe’s (1931- ) short story “Before

the Change,” from Canada, and Sono Ayako’s (1931- ) long novel Watcher from the

Shore, from Japan. Both works have male physicians who perform abortive surgeries.

While “Before the Change” has abortion as a hidden but central topic the narrator

witnesses in her practitioner-father’s clinic, Watcher from the Shore has abortion as only

one of the many issues that the protagonist, Nobeji Sadaharu, faces as a private specialist
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of obstetrics/gynecology. These two narratives suggest that abortion, as well as other

topics concerning life and death in health-care ethics, draws on both principles,

relationships, and circumstances and that to understand a morally charged matter like

abortion, one needs to be adept in a moral language in addition to the languages of

science and law.

Western perspectives tend to explain away the “abortion heaven” in Japan by means

of the “Buddhist concepts of transmigration” and by the “folk Buddhist beliefs about

newborn infants being able to revert back to the domain of the gods and Buddhas with

considerable ease.”
726

It may be neat as an account, but in Japan today, the idea of

reincarnation in the next world is not likely to be cherished by those who give or get

abortions more than the notion of abortion as murder. Nevertheless, intriguing is the

popularity of memorial rites for aborted fetuses called a “mizuko boom.”
727

This

phenomenon, which began to receive increased media attention and closer scrutiny

around the mid-1970s, is peculiar in that it did not give rise to “voices calling for a

rollback of legalized abortion.”
728

The social background of Watcher from the Shore has

abortion well within the normalcy of daily practice for Sadaharu as an ob/gyn

practitioner.

Sono Ayako started her writing career while she was still in the Catholic Sacred Heart

School in Tokyo and has continued to produce in her career stretching over half a century

726
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novels, short stories, and essays founded on a strong Catholic belief, rich with ethically

provocative subject matter. Catholic believers are a minority in Japan.
729

Nevertheless,

contemporary Japanese literature has remarkable Catholic authors such as Sono and Endo

Shūsaku.  Sono’s works reflect her relentless pursuit of ethical and religious matters of 

human and divine nature but are free from any experimental décor or dogmatic density.

Watcher from the Shore was originally serialized in the daily newspaper in 1979 and

had a wide readership with its entertaining and readable plot evolution, twisted but

believable characterization, and deftly interconnecting episodes. The reader comes

across a diversity of topics concerning the moral implications of reproductive sciences

and gynecologic practice, such as infertility, teen pregnancies, defective pregnancies and

births of deformed infants, adoption, intersex, adolescent anorexia nervosa, organ

deformities, and relationships of married couples, parents, grandparents, and children. In

this section I deal with two episodes directly related to the issue of abortion.

The novel is a third-person narrative told from the viewpoint of Sadaharu. He defines

himself as a cynical atheist who simply performs his duty as a physician within the

boundaries of law and medical ethics. In this novel, part of the author’s religious

persuasion is voiced through the character of Kakei Yoko, a devout Catholic and

Sadaharu’s best female friend. But Yoko should not be conceived as the author’s agent.

Sadaharu also shares much with Sono in the views of moral encounters in life, for

example, the idea that for a human being to live in society, he needs to tolerate many

729
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hypocritical actions and words. Referring to the media bashing of women who kill their

children, he says:

But in writing like that they were only reassuring themselves that they were not
such demons—a childish kind of thought. Behind the “demon mother” was a
social reality that had created her, and every member of society shared some
responsibility for her.

730

As for abortion, Sadaharu has a perception, based on a medical indication, that “there was

a great difference between a creature that could live outside its mother’s body and one

that could not” (120). In the “consciousness of the average Japanese” and with Sadaharu

too, the idea of abortion is “an ordinary, daily sort of ‘medical treatment’” (120).

However, Margaret Lock, cultural anthropologist and professor in social studies in

medicine, makes an interesting observation about the value of the fetus in Japan. Whereas

a fetus is “not fully human” and thus regarded as having “no independent social or moral

standing,” use of fetal tissue for research and transplants is considered a mistreatment and

therefore is not permitted.
731

What would this apparently contradictory view of the status

of a fetus mean? Does the sentiment for the “mistreatment” of fetal tissue suggest that

the fetus is not totally objectified as the memorial rite for it suggests? Sadaharu does not

believe in what Lock calls “lucrative Buddhist-based rituals . . . enacted all over Japan to

730
Ayako Sono, Watcher from the Shore, trans. Edward Putzar (Tokyo, Japan: Kodansha International,

1990), 119. Subsequent quotations from the novel are from this edition and will be given parenthetically in
my text.

731
Margaret Lock, “Displacing Suffering: The Reconstruction of Death in North America and Japan,” in

Social Suffering, ed. Arthur Kleinman, Veena Das, and Margaret Lock (Berkeley, CA: University of
California Press, 1997), 234.



307

appease the souls of aborted fetuses.”
732

He realizes, however, the “dirty nature” and

lawful but ethical illegitimacy of what he has been doing.
733

He thinks what he is doing is

in essence equivalent to the Nazis’ genocide of Jews in eliminating what is not wanted on

this earth:

We condemn what Hitler did, but there are still lots of fellows like that around.
There’s one right here. When a patient tells me to abort a child she doesn’t want
and I take money for doing it, I’m one of those, you see. But if the child is
malformed and someone even unconsciously wants it dead—and I think that’s
really not so unusual—such people are halfway to being Nazis. (207)

Is Sadaharu’s reflection not a self-justification in disguise of self-derogation? Or, if the

practitioner executes the procedure in any event, then is the reflection on the act a mere

waste of time?

What makes Sadaharu realize the agency of a mysterious being that far exceeds his

capacity, skills, expertise, and experience is one incident of his “failure” in abortion. He

performs an abortive surgery on an unwed woman, Shinjo Kumiko, owner of a small

beauty shop. She got pregnant in a relationship with a man who already had a fiancée.

Kumiko liked him but did not believe they could have a lasting relationship or get

married. She chose to get an abortion. However, her pregnancy was not successfully

terminated. Though Sadaharu performs “some two hundred such operations” per year

and “in the decade since he had begun his practice he must have experienced two

thousand of them” or three thousand including those before he began the private practice,

732
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he never remembers any case of such “failure” (134). Technically, it must have been due

to one of a variety of uterus malformations or deformities, in which in the fifth or sixth

week the exact location of the affixed egg is impossible to detect.

Sadaharu wrongfully assumes that Kumiko confronts him with his medical blunder.

Kumiko explains to him the “strange feeling” that overcome her and led her to decide

against the idea of having a second abortion: “a child that could survive all that and still

remain alive must be blessed with a remarkable life force” (138):

Thinking that she would then try to keep the child, she was glad that the operation
had failed. For the child, she thought, it was a major test, winning a battle with
fate. That thought became Shinjo’s pride. If the child was that strongly destined
to survive, Shinjo came to feel, then it would certainly lead a life worth living.
(139)

Moved by the baby’s determination to live no matter what, Kumiko decides to keep the

baby. When she thanks Sadaharu for his “failure,” he becomes stunned by the work of

something that is beyond human knowledge. He refunds Kumiko the fee for the abortion

he performed on her.

As a practitioner, Sadaharu feels an “obscure weight in his chest, a slight unhappiness

that the operation had not accomplished its objective” (135). However, as a person, he

has a strange feeling that he has had partnership, though unknowingly, in helping bring

forth a new human life into the world “as the result of a blunder” (142). Practitioners

may need to be prepared for the contingencies in situations where the results are not

medically intended and for which they might be held responsible. In the case of

Kumiko’s child, all ends well now that she is happy with the final consequence. But
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Kumiko could have felt otherwise. Sadaharu might have been sued for medical error just

as he feared when he first met Kumiko after the operation. As future physicians who

should not make blunders, if they were in the place of Sadaharu, how would students feel

about this episode? Also, from the perspective of a child, how do students imagine the

child may feel if he learns in the future that his mother meant to have him conveniently

aborted? What would students think of the responsibility of the father of the unborn

child? This man may be typical as, according to LaFleur, the wide prevalence of the

practice of abortion is “partially because of a persistent unwillingness on the part of

Japanese males to be co-responsible for birth control.”
734

Students might blame Kumiko

for neglecting to use protection in the first place. But if the child becomes an essential

part of her life, would they celebrate her initial irresponsibility? Is the child’s life an

outcome of some divine intervention, a physiological coincidence, or sheer luck? Thus,

from this episode students might be able to pull out a number of questions that would

require moral inquiry and imagination.

Another inexplicable incident in Sadaharu’s practice is about Yoko’s friends, the

Nakanishis, childless, both husband and wife at forty-six years of age. They come to see

Sadaharu because they want to try one last chance to conceive to have their own child.

The indication from the x-ray imaging is that the entrances to Mrs. Nakanishi’s oviducts

are “closed on both sides” (104). When Sadaharu tells the Nakanishis they have no hope

of getting pregnant, they answer they have ended their hopeless quest. Incredibly,

however, the wife has a positive pregnancy test. According to Sadaharu’s experience and

734
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expertise, it might be possible the “test itself opened up the tubes” (125) and stimulated

the woman’s capacity to conceive. Another possible explication is that her oviducts had

been functional from the beginning but contrast media failed to enter the area because

tubal spasms occurred because of the tension of the recipient as a result of an

antispasmodic, with the consequence that the images make the tubes “appear blocked”

(125-126). In any event, the Nakanishis are thrilled with the pregnancy they had given

up hoping for.

However, in no time the blissful discovery is followed by another twist of fate. When

Mrs. Nakanishi takes the amniotic test, the fetus turns out to have suspicion of

chromosomal or metabolic abnormality, which indicates that the baby will most likely be

born with Downs’ syndrome. Sadaharu refers the couple for more elaborate tests at the

university hospital. The right for a severely disabled individual to live is a controversial

matter.  It concerns a dilemma between the quality of life and the right to live―a product 

of modern medicine where “parents and doctor could participate in the child’s right to

life” unlike the old days when “out of natural selection, people were born

indiscriminately, mysteriously” (308).

The test results reveal that the Nakanishis’ fetus has a trisomy, a chromosome

disorder, which “certainly” leads to having a baby with Down’s syndrome (316). The

child may be born with congenital deformity, organic malformation, and complications

and may have to endure painful operations all through life. The Nakanishi couple is told

by the university hospital doctor that “some parents, who couldn’t bear to see their child

suffer, begged for the treatment to be discontinued” (317).
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As one who has seen change taking place in parents’ psychological reactions for

infants with congenital defects, Sadaharu tells of reality where “it takes physical strength

and economic resources to care for such a child, and no matter who they are, one day the

parents tire of the burden” (319).
735

Admitting that the Nakanishis may be exceptional

parents who never ever wish for the death of their child, Sadaharu goes on to talk about

ordinary people’s ordinary responses:

Eventually, the parents come to hate the abnormal child. They know that the child
is pitiful, yet they lose their love for it. The reason is simply that at a certain point,
the child becomes their attacker. And human beings hate those who assault them,
whether parent or child. (319)

It might be argued that Sadaharu’s speech exceeds the boundaries of the obstetrician’s

duty to his patients. Sadaharu suggests that the real problem is that “if they don’t want

the child to assault them, then the parents themselves must become the assailants, rather

than the child” and that “for the sake of the child’s existence and its soul, the parents

become the attackers and the child the victim” (319). Though he insists he has no

religious faith, Sadaharu is aware that in Japanese culture, aborted fetuses, called liquid

babies, are to flow with water and parents “just disregard the question whether this way

of thinking is good or bad” but that “the fact is that it exists” (319). In contrast, Yoko

tells the Nakanishis that we “have to keep our eyes opened to every possibility” (319).

For her the greater sin is to disregard the question as if it did not exist. Yoko gives the

735
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Nakanishis moral support by saying that they are a couple who had a baby and lost it and

pointing out the special meaning of the unborn baby, Mio:
736

It is surely no waste that Mio had half a year of life. Even a retarded child. And
isn’t Mio’s existence a marvelous thing philosophically? The Nakanishis have
been driven to the limit of human endurance, and they have been shown what
extremes life can hold. They’ve seen the glorious sunset of life and the dark waves
of night, and all because of Mio. What kind of child can this be who not yet even
born can give its parents a vision of such extremes of life and death? (320-321)

Linda Myrsiades, professor of English at West Chester University, who has researched

the cultural and artistic representations of abortion, writes that “the most poignant

relationship is possibly that between responsible procreators who share their desire for a

child but are nevertheless faced with an abortion.”
737

After the mental and emotional

turmoil the Nakanishis decide to have an operation at the university hospital to terminate

the life of the defective fetus.

Yoko is not judgmental at all about the Nakanishis’ decision. She struggles, though,

reflecting on her faith that is not firm or consistent enough to convince the couple that

they should have the baby. Opinions may be divided about the moral responsibilities of

the parents and the physician concerning foreseeable suffering the child may have.

736
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“Before the Change” by Alice Munro is set in Southwestern Ontario, Canada, which is

the setting of most of her stories.
738

Munro’s reputation as a short story writer is both

nationally and internationally acclaimed. The temporal setting of the story is the time

when television was becoming prevalent in Canada and when Canadians watched

Kennedy debating Nixon.
739

Canada is one of only a few nations with no legal restrictions on abortion.
740

Since

1988 there have been no laws in Canada restricting abortion.
741

But Canada has a long

history of the ban on abortion. As early as 1869, Canada prohibited abortion.
742

In 1969

the Liberal government permitted abortion under certain circumstances.
743

Doctors

become exempt from criminal liability if a hospital abortion committee decided that the

continuation of the pregnancy of the female person would be likely to endanger her life

or health.
744

Via the 1982 enactment of the Charter of Rights and Freedoms, in 1988 the

Supreme Court of Canada abandoned Canada’s abortion law as unconstitutional because
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the law infringed upon a woman’s right to “life, liberty and security of person.”
745

With

that historical background, Munro writes “Before the Change,” published in 1998, about

the days when abortion was unconditionally restricted in Canada.

In these socially uncompromising circumstances, the word abortion is a taboo in the

narrator’s household. The twenty-four-year-old daughter comes back to her practitioner

father in Ontario, possibly after giving up a newborn baby for adoption and annulling the

engagement with her fiancé. Since her early childhood, the narrator has witnessed both

extremes of being a woman. In the daytime she saw women in her father’s office

stylishly dressed in light summer dresses with puffs, flounces, and ruffles, and with white

gloves and found in them “unattainable feminine loveliness” (264). In contrast, she

vaguely noticed women called “specials” who “came in a train” in the evening under the

pretext of getting vitamin shots. The young narrator did not know what those special

women came for but recognized that her father had two very different types of patients.

Now an adult woman, she says to her father that she thinks she does “know what’s

going on here,” adding that she is “not accusing [him],” she does not “disapprove,” she

“believe[s] in abortion,” and she believe[s] it should be legal” (270). Her father has a

strong reaction to the word abortion. As “the one who says what words are used in this

house,” he reprimands her for having “too much education and not enough ordinary

brains” (270). Myrsiades says that “the male perspective is critical not only to address

the rights and responsibilities of male partners but, equally, to address the effects of

745
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patriarchy on abortion rights.”
746

In “Before the Change,” the reader never hears the

honest, personal voice of the physician-father and can never tell whether he has any

ethical principles by which to continue doing what he does for “special” patients. Just as

the narrator, the reader has to engage in guesswork throughout the story. Why in the first

place did he get into this risky service? Apparently, he did not perform abortions for

money because there was very little money left in the house when he dies. It is also

presumable that he performed out of some sense of defiance, as the narrator speculates,

and out of charitable, genuine compassion for women deep in trouble.

When Mrs. Barrie, the housekeeper and possible blackmailer, is on leave with a

fractured arm, the narrator has to serve as an assistant in one of her father’s abortive

surgeries on a young woman named Madeleine. It is the first time that she could see

“what [her] father was doing,” using “a series of rods, all of the same length but of a

graduated thickness” “to open and stretch the cervix” (274). Unexpectedly, she finds her

father speaking to Madeleine in the middle of “the arriving waves of pain in her body” in

“a conversational tone, milder I think than any I have ever heard from him” (274). The

reader may speculate that the intimate description the narrator gives of the pain

Madeleine may be undergoing is partly because it was what she herself recently went

through. The narrator tries to distract Madeleine from the pain that forces “her head back

into the flat cushion, stretching out her long neck and stretching her mouth too, lips wide

and tight over her teeth” (275).

746
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For the narrator the pain she remembers was not just from the labor of childbirth.

When the narrator became pregnant, she thought that now that she and her fiancé, a

doctorate student of theology, were officially “engaged,” all they had to do was get

married and there would be nothing in the way of their having the baby. The fiancé

“thought differently” (281). He strongly opposed the idea of having a baby before they

got married and urged her to find a doctor and get an abortion. He insisted that they

“could not get married until [she] was definitely not pregnant anymore” (281) and that

otherwise he might lose his job at the theological college. Religion is used with an

ironical twist. His reasoning is that if people knew they had premarital sex, he would be

judged as “morally unfit for the job of teaching young ministers” and possessed of “a bad

character,” that they would never forget the “stain on [his] record” and “would have

something on [him]” (282). One could easily tell that his moral criteria are external and

that what he fears is not becoming a moral failure but a social failure like one “having to

start at the bottom” “at a pitiful salary” (282). The self-serving nature of the narrator’s

fiancé fits Myrsiades’s observation that “an unmarried young male’s desire to eliminate a

problem, to make it go away, represents one aspect that surfaces with equal frequency

when it is the father of the pregnant woman who is the focus of a story.”
747

The narrator

and her unborn child are thus victimized by hypocrisy in the name of moral fitness.

The narrator is about to tell her father that she wishes for a change, not just with the

law but also with the “person”:

747
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Change the person. We all say we hope it can be done.
Change the law, change the person. Yet we don’t want everything—not the

whole story—to be dictated from outside. We don’t want what we are, all we are,
to be concocted that way.

Who is this “we” I’m talking about? (285-286)

Before she has time to tell her father about her yearning for change in the future, he

collapses and dies. What led to his death is not clear, either. Is it that he felt he was

accused by his daughter’s choice of adoption instead of abortion? The last of his

“specials,” Madeleine, comes to attend his funeral. There must have been a sort of trust

and gratitude in their relationship. The box of chocolate Madeleine secretly leaves in the

narrator’s car suggests that she may have been touched by the genuineness of her caring,

empathy, and support through her ordeal.

Near the end of “Before the Change,” the identity of the person who was probably

blackmailing her father occurs to the narrator. The real reason he continued to stoop to

the threat remains unknown to the reader as well as to the narrator. What crosses her

mind is love: “What I’ve been shying away from is that it could have been done for love”

(292). Love may sound irrelevant as a word to conclude the narrative of illegal abortions

and blackmailing. She could have constructed a narrative of the evil blackmailer and the

doctor-victim who had to continue performing abortions to keep paying her. However,

the narrator has elected to believe that her father’s life was founded on his love for the

women, including the blackmailer, who were in desperate need of his help because of

their physical, social, or moral weaknesses. As the narrator comes to realize, never to

“rule out love” could be a good rule in decision making in health care and life in general.

Students in Japanese medical schools may not be comfortable with the word love in the
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professional contexts of medical ethics and practice. But love could be replaced by

caring, trust, consideration, or empathy and could be the composite of all these qualities.

What links “Before the Change” and Watcher from the Shore are the uncertainty of

human knowledge, ambiguity about the human and unpredictability of conditions, and

folly of conceiving oneself being knowledgeable, morally integrated, and in control. One

ethical implication of these stories is about the difference between rightness and goodness

in moral decision and action. What Sadaharu in Watcher from the Shore is doing as a

professional is right. But he knows that some of the things he does are not ethically

justifiable. Yet as in Kumiko’s case, when he did not do right, it turns out to bring about

a good. Antiabortionists might condemn that the Nakanishis’s decision was not right.

But was it not good that they saved the child from futile suffering she might have in the

future? The father in “Before the Change” may not have been right but good for some

women in desperate need. The narrator had her baby—whose sex she chose not to

know—and gave it up for adoption. She does so because she thinks that is the right thing

to do just as she gives four thousand dollars out of five she inherited from her father to

Mrs. Barrie: “but was that because of the baby? Never. It was because I believed I was

right, in the argument” (283). Was she really right? She broke the engagement, lost the

baby, and even though unwittingly may have caused her father a fatal heart attack. She

acts the way she believes is right as far as her own conscience is concerned. Yet she is

empathetic toward the women who did not act as she did.

In the end of each story, Sadaharu and the woman stand alone, respectively. Both

characters have moral languages but know the irrelevance of passing moral judgments.

They realize that love as a moral action including forgiveness, understanding, and
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empathy will compensate for what principlism about right and wrong may leave

unaddressed. The twenty-four-year-old woman chose not to flush her fetus with water.

Sadaharu perceives his duty as a “dirty instrument.” For one to be right, someone else

might be sacrificed. Did the doctor in “Before the Change” feel likewise? As far as

abortion is concerned, what practitioners actually cause to happen is the same, whether

before or after the change of the laws. If the narrator’s father had survived the “change,”

his clinic could prosper, he would be respected and trusted in the community, free from

any threat or indictment. Moral implications and constructions of the act change with the

passage of time that alters legal dictates, degrees of sociocultural tolerance, and frames of

reference. Or is it the value of life itself that has changed? Practitioners in Japan are

unlikely to be prosecuted for performing abortions. Still, health students and providers

need to realize that medical procedures such as an abortive surgery are literally pregnant

with challenges to those fundamental questions about human existence. Juan Masiá, a

Jesuit professor of theology and philosophy at Sophia University and pioneer scholar and

advocate of bioethics in Japan, shares an interesting experience he had when he gave a

lecture on abortion. He writes that he said: “To remove the causes that might lead to

abortion, we need to make a strong appeal to society about the wrongness of abortion and

at the same time, so that the people who had abortions can recover, we need to comfort

them with compassion.”
748

He had two polar responses from the audience. One was that

he was too lenient and “compassion” to those who had abortions should be the last thing

748
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(Tokyo, Japan: Nanso-sha, 1987), 99. My translation.
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to be expected from a Catholic priest. The other was that “abortion is wrong” is too

simplistic a standpoint that disregards how individuals in trouble are suffering. Some

reacted only to the word compassion while others overreacted to the sloganized “No

Abortion.” Masiá observes that in considering an ethical question, we need to have a

broad perspective to look at multiple facets of the problem before we pass judgment.
749

Authors’ and characters’ moral imaginations and actions in literary narratives can

provoke in the readers opportunities for deliberation about decisions directly related to

the termination of a certain life. The puzzling details in these literary texts suggest that

being reductionist or judgmental hardly gives rise to long-term solutions. Trying to look

from the standpoints of each character in each story will give medical students

opportunities to delve into the meaning of their profession that daily deals with odds and

ends.

Women, Men, and Madness:
Mental Illness in “The Yellow Wallpaper” and “The Sting of Death”

But there is also a madness which is the special gift of heaven, and the source of the
chiefest blessings among men. For prophecy is a madness, and the prophetess at Delphi
and the priestess of Dodona, when out of their senses have conferred great benefits on

Hellas, both in public and private life, but when in their senses few or none.
750
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Following the issue of the suffering related to birth and abortion in section 1, in this

section of chapter 7 I look at another of the four sufferings, sickness. Sickness is what

individuals in more privileged nations like Japan and the United States hope to, even feel

obligated, to avoid. Of all kinds of sicknesses, mental illness is even more stigmatized

than physical illness and, moreover, far more inaccessible and incomprehensible to those

who have been fortunate to be excused from those experiences. It is not always easy to

make a clear separation between pathological psychosis and environmental mental

conditions. Now that brain imaging and neuroscience are able to prove psychotic

conditions, it would be irrelevant to endorse the words of Roy Porter, historian of

medicine: “Mental illness must be understood not as a natural fact but as a cultural

construct, sustained by a grid of administrative and medico-psychiatric practices.”
751

Some drug treatments, such as lithium and Clozapine, are effective in treating bipolar

disorder and schizophrenia. A reductionist approach, however, would not work to

capture mental illness even as “a natural fact.” It might be necessary to consider that

approaches to the mental patient could be subject to preconceptions and constructions and

that the provider or caregiver and patient relationship might entail a “question of freedom

and control, knowledge and power.”
752

Anne Hudson Jones opens her article “Literature and Medicine: Narratives of Mental

Illness” by saying: “Autobiographical accounts of mental illness have for centuries

provided a fascinating window on the world of madness for those fortunate enough never
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to have sojourned there themselves.”
753

With the aid of literary texts, one can get at least

one of the possible gateways to the otherwise enclosed interior of an individual suffering

from mental illness. The purpose of this section is not the discussion of symptoms,

diagnoses, or treatments of mental illnesses. Rather, I want the reader to learn to pay

close attention to the often overlooked details of the narratives in terms of viewpoints,

connotations, images, clues, ellipses, contradictions, and metaphors in order to better

understand what the narrators mean to construct and how they depict the situation in

which they are placed. Jones writes:

Even with all the advanced brain-imaging and other technologies of medicine, the
subjective experience of mental illness can be conveyed only by those who have
lived it. Yet the nature of the experience poses immense challenges for any author,
for the very faculties required to construct a narrative—perception, memory, and
reason—can be profoundly altered by illnesses such as depression, bipolar
disorder, and schizophrenia, as well as by treatments such as electroconvulsive
therapy (ECT) and psychotropic drugs.

754

The very first-hand nature can be put into question in narratives of mental illness, for

example, as to what degree the reader can “trust” the narrator. It requires discerning

observation, interpreting skills, and imaginative capabilities on the part of the reader to

detachedly and empathetically process the narrator’s claims.

The two “mad” women I discuss in this section are both depicted as fictional

characters but known to be based on each author’s own experience. The reader should be
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urged to investigate the viewpoints in “The Yellow Wallpaper” (1892) by Charlotte

Perkins Stetson Gilman (1860-1935) and “The Sting of Death” (1960) by Shimao Toshio

(1917-1986), one narrated by the “mad woman” herself and the other by the husband of a

“mad woman.” “The Yellow Wallpaper” is one of the texts revitalized and reevaluated

by the perspectives of sexual politics in feminist reading. This novella came to enjoy an

established reputation as a “classic portrayal of the mental anguish suffered by oppressed

nineteenth-century women.”
755

In literature and medicine, it is a canonical text, as

demonstrated by the fact that it is one of the text selections discussed in volume 9 of

Literature and Medicine: Fictive Illness (1990). The story is based on Gilman’s own

experience. “The Sting of Death” is autobiographical in that the author tells about the

madness of his wife and that her conditions drive him into insanity and frequent thoughts

of and attempts at suicide. One of Shimao’s major subjects is the “severe mental

distress” of his wife in a series of short stories called “sick wife series,” published over a

long period of time until they were collected as a novel under the title of The Sting of

Death (1972).
756

“The Sting of Death” constitutes one chapter of the novel. In this

section I discuss only this chapter as a short story instead of the entire novel.
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In “The Yellow Wallpaper” the young woman who narrates the story has a diagnosis

of “temporary nervous depression—a slight hysterical tendency,” according to her

physician-husband, John.
757

Just having had a baby, she may suffer from a postpartum

depression or psychosis. John is portrayed as one who “is practical in the extreme,” “has

no patience with faith, an intense horror of superstition,” and “scoffs openly at any talk of

things not to be felt and seen and put down in figures” (32). Drawing only on what his

senses can perceive, John is a practitioner of positivism, scientism, rationality, and

reductionism—a model practitioner of modern medicine.

Under the supervision of this physician-husband, the narrator is treated as if she were

a child who has no capacity for decision making. Actually, John calls her “little girl”

(41). She is cooped in an attic room, used as a nursery, of “a colonial mansion, a

hereditary estate, [she] would say a haunted house” with “something queer about it” (32).

She is ordered to take medication—“phosphates or phospites—whichever it is” (33). The

confusion over the name of her medication may be that the narrator has infantilized

herself, as the male family members expect her to do, to the degree that she has

withdrawn all her attention to details that are in the control of the medical establishment.

She is also “absolutely forbidden to ‘work’ until [she is] well again” (33). Gilman herself

was ordered to take the “rest cure” and “was forbidden to write or engage in any

intellectual activity” under the instructions of her physician and neurology specialist, Dr.

S. Weir Mitchell (33). The rest cure Mitchell advocated was “subsequently taken up by

757
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the medical world, for nervous diseases, particularly hysteria.”
758

Medical history shows

that a number therapies and treatments once believed to be efficacious—bloodletting, for

example—have been abandoned as not just ineffectual but even harmful. Having

moderate work, keeping a diary, and socializing, as the narrator desires to do, are all

encouraged in today’s construction of a healthy mode of life.

Within the narrator there is a dilemma between her compliance with the authority of

the men in the house (her brother is a physician too) and her own instinctive inclination

for more distraction, as well as a conflict between defiance and guilt from doing what she

is not supposed to do (33). She suspects that her husband’s being a physician “of high

standing” is one reason she will “not get well faster”:

Personally, I disagree with their ideas.
Personally, I believe that congenial work, with excitement and change, would do
me good.

But what is one to do?
I did write for a while in spite of them; but it does exhaust me a good deal—having
to be so sly about it, or else meet with heavy opposition.
I sometimes fancy that in my condition, if I had less opposition and more society
and stimulus—but John says the very worst thing I can do is to think about my
condition, and I confess it always makes me feel bad. (33)

The style of her writing—hasty, choppy, scrabbling, unorganized, and interrupted—

suggests how fearful she is of being caught red-handed. As Pamela White Hadas, scholar

of fine arts and women’s studies, mentions as one of the possible interpretations, the

heroine suppresses her autonomy to defer for “the authority of the establishment of the
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medical profession and male dominance, merged in the character of John.”
759

She cannot

but confess that thinking about her condition, which John says is “the very worst thing

[she] can do,” makes her “feel bad” and decides to direct her attention to the house (33).

As a consequence of “focusing on the house instead of her situation,” the narrator

comes to see, especially by moonlight, on the yellow wallpaper in her room a pattern of

“bars” and a “woman stooping down and creeping about behind that pattern” “as plain as

can be” (40). The narrator’s response to this discovery is ambivalent, just as defiance and

compliance are mingled in her attitude toward John’s rest order. She feels jealous

(“nobody knows but me, or ever will”), disturbed (“I don’t like it a bit”), and fascinated

(“life is very much more exciting now than it used to be”) (40). The narrator’s journal

displays the gradual process through which she comes to identify with the entrapped

woman and become possessive of the secret, as shown in her lines: “I am determined that

nobody shall find it out but myself!” (43); “I don’t want anybody to get that woman out

at night but myself” (46); and “no person touches this paper but me,—not alive!” (47).

The “things in the paper” are a projection of herself and those like her—ghostly women,

oppressed and isolated. When she writes, “I think that woman gets out in the daytime! /

And I’ll tell you why—privately—I’ve seen her! / I can see her out of every one of my

windows!,” who is it that she refers to as “you”? (45). Whom does she assume she is

addressing? Is she conscious of her potential audience?
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In the story’s final scene, the narrator has finished ripping off the wallpaper

sufficiently for the woman cooped inside to come out free. The narrator becomes one

with the woman, when John bursts into the room:

I kept on creeping just the same, but I looked at him over my shoulder.
“I’ve got out at last,” said I, “in spite of you and Jane. And I’ve pulled off most of
the paper, so you can’t put me back!”

Now why should that man have fainted? But he did, and right across my path
by the wall, so that I had to creep over him every time! (49)

She calls her husband “that man,” as if she had severed all bonds with him. Has the

narrator, who “creep[s] over him every time,” finally attained her power and

independence? Or is she now a total victim of insanity? The reader might be upset

about the husband’s unprofessional reaction. Does the fact that he “faints like a

nineteenth-century maiden” despite his professional training suggest his “fear of women

and of his own wish to depend on them”?
760

Stephen L. Post, clinical professor of

psychiatry, observes that the husband harbors an “age-old masculine repugnance,” which

matches the “overt idealization of the female body.”
761

Post interprets the “idealizing

inhibitions imposed on well-to-do young women such as Gilman’s heroine” as one of the

expressions of this ambivalence.
762
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From John’s outlook, however, there should have been a good reason that has caused

him to see that his wife be isolated from any socialization or mentally or physically

straining activity. Hadas intimates that “Gilman’s use of an exclusive narrative ‘I’

excuses her heroine from dealing with the possible complexity of John’s character,

presenting only those aspects of his role that exacerbate her own internal predicament.”
763

Taking into account possible perspectives of the other characters is also one of the

obligations of a sensible audience. Is it ever possible to reevaluate John as other than a

gynephobic despondent-scientist? This wife might be volatile and suffer from agitation

or hyperactivity. Reading through the novella, one comes across her abnormal

impulses—setting the house on fire, throwing herself out the window, and actually biting

the bedstead with her teeth, which probably stay contained as long as she is secluded

from stimuli. These morbid impulses may well have resulted from boredom and might

have been prevented if she were occupied in more intellectual and physical activities.

But they could be inherent or attributed to her postpartum mood disorder. It is highly

conceivable that she might be a threat to the newborn baby. Even if these speculations

are right, that would not mean that she deserves confinement against her will. In any

event, if one intended to give an objective diagnosis and efficacious treatment in her case,

the husband-physician’s account would be indispensable.

In “The Sting of Death,” the wife, Miho, is a violent and vicious interrogator of her

husband, Toshio, in her occasional outbursts of fury. This story is based on events that

actually took place in the Shimao family in 1954 to 1955. Miho’s mental equilibrium is
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broken, all of a sudden, one day in 1954 when she happens to read about her husband’s

love for another woman recorded in his diary. However, the story shows fleeting

glimpses of the husband in the past ten years of their married life having been repeatedly

unfaithful to his wife and involved in relationships with many women, above all, one

particular middle-aged woman, always identified as “the woman.” It is suggested that he

paid some amount of money to have this woman get an abortion at a hospital. Anything

that seems even remotely related to this woman, for example, the names of the train

stations where her husband and the woman used to meet with each other, triggers fits of

frenzy in Miho. As the title suggests, the lingering premonition of death permeates the

narrative and haunts the whole family, including their not yet school-age son, Shin’ich,

and Maya, their still younger daughter. To take care of his mentally unstable wife and

young children cost him so much energy that he had little time to write anything else for

those years. However, there is also a view that writing this account of his family had

therapeutic effects on him.
764

In a way, “The Sting of Death” begins where “The Yellow Wallpaper” ends. Each

woman has been tolerating her submissive position with diminished or annihilated self-

esteem in her married life and hurting for different reasons, respectively. Miho has

chosen to concentrate on what she believes is the very cause of her insanity, while

Gilman’s heroine is distracted by the yellow wallpaper. Saying “I could only think that it

was all my fault,” Toshio purposively, even masochistically, takes in Miho’s
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derangement and does not hesitate to involve their young children in the madness of his

wife as if as an act of atonement.
765

The story opens with the description of the alarm clock, “which had stopped long ago”

and “had not responded even to vigorous shaking,” “running again” and “ticking away

diligently” (71). Toshio’s first thought is that his “wife’s will had lodged itself within”

(71). The translator of the story, Kathryn Sparling, refers to this opening scene as the

change in the laws of time and notes the “mysterious transformation” that led to the

“start of a new phase in which the laws of the old no longer hold and the characters must

learn by trial and error the rules that have replaced them.”
766

The clock “shows a different

time from clocks in the outside world” and probably has become “controlled as it is by

his ‘wife’s will.’”
767

As Peter Gabriel, scholar of Japanese literature and author of a book on Shimao,

states, changes that occurred to the family have given rise to the turnover of the victim-

victimizer roles, with Miho, who “holds the upper hand” and Toshio, who “is her

servant.”
768

It also refers to the reversal of gender roles. The domestication of Toshio is

necessary for him to get access to the riddle in Miho’s psyche. Toshio, who has never
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paid attention to household duties, now cleans the house, prepares meals, and goes

grocery shopping with Miho as if he were buried in the domestic sphere. He undergoes

the feminization, redemption or amendment, even prostration of his “masculinity.”

In contrast to the taming of Toshio, Miho has changed from a devoted, supportive

wife, who used to be most willing to “make every sacrifice, to devise ways of

supplementing our income or scrimp to make ends meet” into an incorrigible despondent:

Were I to face absolute ruin, she would probably sit by, arms folded, and gaze at
her husband’s distress as though it were somebody else’s concern. I could only
think that a deep-seated change had occurred the day I had given her such a shock.
If I did not succeed in finding work, she would probably blame me; I could hear
her saying that the whole disgusting mess was my fault. (71)

When the narrator writes “there remained no traces of the old trusting, clinging gaze with

which she had fixed my eye as she followed me around from place to place” (71), the

reader realizes that Miho has now in a weird way earned her autonomy.

In contrast, Toshio’s confidence and self-esteem keep diminishing. His salary from

teaching night classes part-time at a high school is far from sufficient. He feels “as thin-

skinned, vulnerable, as a shrimp that had shed its shell” and “defenseless against the

slightest blow from society” (71). Whereas Gilman’s narrator has at least no economic

predicament, the Shimao family has been cornered financially since the onset of Miho’s

illness.

The husband finds himself in everlasting confinement in the apprehension of darker

moments to come even when his wife has a good day, with her eyes “wetter, softer than
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they had been since that day” (72), allowing him to view what he has coveted: a “sign

that [they] had finally emerged from our ordeal” and “returned to normality” (72):

How long would we be able to remain hidden there, face to face in that cold air? A
voice whispered that in order to return to our normal routine, we would have to
venture out into the mire of society. In moments of weakness, that voice would
assail me. (72)

Toshio lives in the invasion of “the hopelessness of waiting, shut up at home” and feels

“as though the two of [them] were huddled close together under the heatless rays of an

eclipsed sun” (72). The presage of “transfiguration” of normality is captured by Toshio’s

ear even in the water with which Miho launders: it “had always seemed like the sound of

a stable family life, but now it was a precarious sound that might stop at any moment and

signal the onset of another attack in my transfigured wife” (96). He feels as if his

“surroundings were full of eyes peering into [his] eyes, ready to pass judgment, piercing

[him], biting into [him]” (97). Students may not have difficulty recognizing that the

madness in this story is a condition shared by husband and wife.

Toshio is thus facing a painful transfiguration of his history and identity. At one

session of interrogation, he butts his head against the walls until his head starts bleeding.

At other times, he attempts to strangle himself with a belt. The narrator knows that the

wife’s sickness is not organic or physiological but relational and environmental, that her

obsession is not a mere delusion but a justifiable accusation based on his selfish lifestyle,

including affairs with other women. It scares him having to face his misdeeds in the past

reconstructed from her perspectives “so strangely different from what I had taken them to
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be” (112). He becomes so unsure of his view of the world or his interpretation of it that

he feels “emotionally exhausted, empty, body and soul” (112).

Withdrawal into the dark depth characterizes this phase of life in their household as

Sparling points out, “because of threats from the outside world and restrictions imposed

from within, by each other and, ultimately, by themselves.”
769

One objective correlative

for their metaphorical enclosure is the “newly erected white board fence” (112), which

had been rotten and built anew with a large portion of his spare income from a short story

spent on it. Sparling calls this object “the only ostensible progress in the course of the

story.”
770

It builds stronger and looms “conspicuously, rather embarrassingly, apart from

the rest of the neighborhood” (110), containing the family and making them look the

more different.
771

In this dark phase, the fence becomes even more prominent as it soaks

up the rain and swells with the moisture. The house is no longer a place for rest and

peace: “what awaited us was our cramped little house, all locked up and left to the mice,

where, without having to worry about outsiders, my wife could now take her time and

devote all her attention to having her attack in the privacy of her own home” (105).

As the renovated fence suggests, the self-confinement is a condition the narrator

imposed not on Miho but on the family, including himself and the children. As Porter

argues, insanity was basically for centuries since Greek and Roman times in the West a
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“domestic responsibility—it remained so in Japan till well into the twentieth century.”
772

It is suggestive that through the collection, the children call their parents’ violent

exchange of interrogation and refutation “domestic exigencies” (97). The reader may

have a strong reaction against the victimization of the innocent children by the parents’

“domestic exigencies,” which they may condemn as a euphemism for domestic violence.

Madness cannot be easily shared with the outside world.

Recurring, though fleeting, images in the narrator’s mind are those of family suicide.

At the opening of the story is a brief passage that presents this fixation of his mind:

All day long it rained, and as I listened to the pelting on the wet clay soil in the
garden, I envisioned another scene on some other day: All the shutters are closed.
Without stopping to remove his muddy shoes, someone comes into the house and
examines the bodies of a family suicide. (71)

Later in the story the narrator says that “the newspaper headline ‘Family Suicide’ came to

my mind and, like an indelible stain on my retina, assumed the contours of a face I saw

all the time” (98). In the closing paragraph of the story, as Sparling suggests, is a coup-

de-grace image of a potential family suicide:

My wife was saying, “Now that Toshio has finally developed some sense, I can die
in peace,” then, tired from a solid day of talking, she lapsed into sleep. I could not
follow a train of thought; people’s faces and fragmentary scenes from the past kept
flashing before my eyes. My mind was cool and clear, and I couldn’t sleep.
Listening to the even breathing of my wife and children, I lay awake the whole
night. It apparently rained all night long. (112)
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As the title exactly shows, the narrator comes to believe family suicide is the only escape

from this living death.

One thing students should be encouraged to do is look for affirmative motifs in the

overall tone of hopelessness and despair. They may wonder how they could find positive

images in a story permeated by death to such a degree that even “the child fast asleep on

[his] back was as heavy as a corpse” (106). Notwithstanding all the dismal signs, to the

probable surprise of students, the story has some implications of life’s existence peeking

from the darkness of death.

One palpable sign of life, or rebirth, is the appearance out of nowhere of a new cat, a

look-alike of their old one, Tama, for the death of which his wife blames Toshio’s

absence. For the narrator, the cat begins to “seem like the incarnation of something” and

his wife calls it “the reincarnation of Tama” (106). Tama is a most common name for a

cat in Japan, and at the same time, as Sparling notes, it is a homophone for “soul.”
773

The

new cat now takes care of the mice that “run rampant in the house” and gnaw the

beddings Miho has mended in preparation “so that she could die at any moment with a

clear conscience” (101). The family confirms to each other that they take good care of

the new cat. The creature’s arrival denotes a subtle hope for the family’s moral

revitalization:

That night, just as her husband was hesitating once again in the face of such
inducements to anxiety, Tama climbed quietly onto our bedcovers, and I felt the
futon indent with the animal’s weight. At first I tried to kick it away, but in no
time at all it was back. After repeating the process two or three times, I

773
Sparling, “Interpretive Comments,” 168.
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experienced a certain unexpected sensation, so I gave up, and the cat promptly
crawled under the covers. My wife didn’t seem to mind, so I fantasized that the
two of us had become catnip, and presently I noticed the strength penetrating every
inch of my body. (107)

Toshio feels life force exuded from the cat building up in him. It is even more suggestive

that the moment Tama comes back from somewhere and meows to be fed, the wife had to

stop her interrogation temporarily. In this way, by paying more notice to the details the

reader can follow the plot in a more fruitful way. Even this death-gnawed story has faint

signs of revitalization and regeneration. Otherwise, in a story like this that has little

action, the reader might end up getting a crude impression that it is the story of a madly

jealous wife.

Another episode that suggests the juxtaposition of life and death is that of a “birdie.”

Maya is upset by the apparent death of one of the chickens they keep. As Miho “pressed

its neck, it had revived” (109). However, Sparling observes that the story has a

“negative counterpart” to that episode of resuscitation:
774

From my wife’s point of view, gradually unraveling our difficulties must seem an
unbearably drawn-out process, and I could well imagine her suddenly wielding the
butcher knife. I couldn’t shake the image of my wife out back of the kitchen,
crouching all alone in the alley between our house and the factory behind, a
faraway look in her eye as with her left index finger and three fingers of her right
hand she very quietly wrung a chicken’s neck. Startled, at first the chicken had
looked blankly around him, but as my wife twisted harder, he expired without a
squawk. (79-80)

774
Ibid., 167.
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In terms of the image that crosses Toshio’s mind as his fear of Miho going to kill his ex-

mistress, Sparling suggests that Miho, who “takes life and gives it,” is a Jungian

archetype of femininity—“the agent of psychological or spiritual death and rebirth.”
775

The fence, symbolic of the family’s isolation from society, has also another

connotation—the narrator’s preparation for a renewed link with the outside world. The

very ending of the story, following the last image of family suicide, has a visually

peculiar picture of the fence:

Just before dawn, when the milkman had made his delivery, I got up to go to the
lavatory; standing there, I looked vacantly out the window. I could see the newly
erected white board fence, which had soaked up quantities of rainwater and
swelled with the moisture. (112)

Their self-confinement is a ritualistic incubation, in which they die pseudo deaths in order

to be born again into the world. The fence is the signifier of the consecrated, or

contaminated, site where the rite of life-death-rebirth is observed. Within the fence

Toshio strives for redemption from his wife’s insanity, which he realizes resulted from

his selfishness and insensitivity.
776

Toshio senses that the gender role reversal is one of

775
Ibid., 168. It is difficult to speculate from within this story except by occasional terminologies of the

Amami Islands where Miho is from that she is a priestess-princess figure whom Toshio worships and is
obligated to stay loyal to for life. His falling in love with the daughter of the chieftain of the island whose
house had lasted for fifteen generations was a romance in the South that literally retrieved him from the
hand of Death.
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Miho writes in the preface to the recently published diary by Toshio:

In retrospect, the time described in Journal of the Sting of Death, not only for Shimao but also his
family, was the greatest time of trial in life. It was by none other than the deep bond as the proverb
has it that the relationship of parent and child ends with this world while that between husband and
wife persists in the next that both of us managed to overcome the difficulty and were allowed to
become resurrected. I cannot help realizing how deeply and mysteriously the married couple is
connected .
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the ways for them to revitalize from the bondage of vexation. Since this narrative forms

a chapter of the novel, one may be unable to make any concluding remarks about the fate

of the Shimao household. For example, in chapters to come, Miho is hospitalized with

Toshio. Yet even solely from this story, students could sense by close reading that

whereas the story has a strong pull to and trope of death, it shows glimpses of aspirations

for life as well.

One may realize that “The Yellow Wallpaper” and “The Sting of Death” are the

accounts that suggest the “question of freedom and control, knowledge and power,” as I

quoted from Porter in the beginning. The relationships between the patient and the

physician and between family members are prone to complicated victim-victimizer

dynamics. There would be a more comprehensive picture of madness if it were viewed

not only as a physicobiological fact but also approached as a construct with narrativity

and metaphors. When alienated from the restrictions and norms of regular social life, the

two narrators draw so heavily on inner realities that the reader might find commonalities

in their sensitized observation of mundane household objects (the wallpaper and the

fence) and abundance in metaphorical and figurative expressions.

Through the “window” of a narrative, as Jones calls it, the patient’s voice becomes

audible to a third party at least to some extent. In the appreciation of narratives of mental

illnesses, health-care professionals and students would benefit from being alert to what

Miho Shimao, Foreword to Toshio Shimao, Shi no Toge Nikki [The Journal of the Sting of Death] (Tokyo,
Japan: Shincho-sha, 2005), 5. My translation. Italics added. As the word resurrected suggests, Miho
knows that the story does represent the period of withdrawal into death.
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closes the gap between the objective data and the subjective experience of the mental

patients.

“Where Is My Home?”:
Aging as Exile in “Tell Me a Riddle” and A View by the Sea

Women have no home of their own in the threefold world.
777

In the last section of chapter 7, I take a look at aging as one of the four phases of

suffering. As with the suffering discussed in the two preceding sections, the problem of

aging does not stand alone. Aging is accompanied by sickness, dying, and death. Aging

is one of the most engaging topics in today’s medical humanities and health-care ethics.

That reflects the biological fact of longer life expectancy, the raised awareness of the

senior population not as the marginalized but as an essential constituent of society, and of

consequent need of care for the elderly. Long life is conceived as a barometer that

indicates a country’s living conditions, life style, and the quality of and access to health

care. According to the estimation by the Central Intelligence Agency, life expectancy at

birth in Japan in 2010 is 82.17 and in the United States, 78.24.
778

In 1982, Mount Sinai’s

Brookdale Department of Geriatrics and Palliative Medicine was established as the first

777
Buddhist saying. The threefold world refers to the world of desire-driven beings, the world of beings

with form, and the world of beings without form.
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Central Intelligence Agency, The World Fact Book, Country Comparison: Life Expectancy at Birth,

https://www.cia.gov/library/publications/the-world-factbook/rankorder/2102rank.html (accessed March 15,
2011).



340

department of geriatrics at an American medical school.
779

In Japan too, in the twenty-

first century, almost all medical school programs have courses of geriatrics, as I found

when I made a Web site search of the curricula of medical and nursing schools.

However, there is no general agreement as to when old age begins. The definition of old

age itself is arbitrary.
780

When one becomes eligible to start receiving pension may be

prescribed, but when one becomes old is subject to a great many factors, biological,

neuroscientific, social, economical, political, cultural, familial, and personal. People

called by a diversity of adjectives, such as old, older, elderly, senior, aging, and aged,

may be accessed, at least to some extent, in texts of literature.

The texts that I read in the third and last section of chapter 7 are “Tell Me a Riddle”

(1961) by Tillie Olsen (1912-2007) and A View by the Sea (1959) by Yasuoka Shōtarō 

(1920- ). Both narratives portray the alienation of the aged characters and the perplexity

of their family members. Despite the advance in professional care, aging leaves the

individual in loneliness—a state of exile. Even family members become lonely in the

779
Mount Sinai School of Medicine, The Brookdale Department of Geriatrics and Palliative Medicine,

http://www.mssm.edu/departments-and-institutes/geriatrics-and-palliative-medicine/about-us (accessed
March 16, 2011).
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sense that they lose touch with the senior person. It is vital to realize that from the angle

of the aged person, those who take care of her sometimes seem an unfeeling group of

strangers. Sadly, these narratives of aging turn quickly into those of dying. It may sound

contradictory to the section theme, but the women in these narratives are much on the

sunny side of the life expectancy of their respective country and not even old enough to

be treated in today’s geriatric practice. But all the troubles in their lives, including the

eviction from home, have no doubt contributed to the worsening of their health

conditions. The home has both physical and metaphysical meaning. Phenomenologists

use homelessness or unhomelikeness to denote the uncanny feeling one has when she has

lost the perception of normalness in the relationship between the self and the world. The

female protagonists in these narratives experience a reluctant, almost forced, ejection

from their houses, which triggers disorientation, physical, mental, and emotional, and

accelerates the degeneration of the already worsening physiological conditions. “Tell Me

a Riddle” and A View by the Sea urge the reader to rethink the impact of the loss of home

and loss of voice to reclaim it and resultant miscommunication and frustration of elderly

patients. What does it means for them to live and die in the institution where

professionals devotedly serve them but patients often feel not at home?

780
World Health Organization, Health Statistics and Health Information Systems, “Definition of an

Older or Elderly Person,” http://www.who.int/healthinfo/survey/ageingdefnolder/en/index.html (accessed
March 16, 2011).
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“Tell Me a Riddle” is one of the four stories in Tillie Olsen’s first published book Tell

Me a Riddle. Olsen was born to Russian-Jewish immigrant parents who were active in

socialist politics in Nebraska.
781

From the age of fifteen, she worked in various jobs, such

as food server, meat trimmer, and domestic worker.
782

She is known to have been a

member of the communist party, an active union organizer, and a first-generation

feminist.
783

It is surprising to know that the author was not yet fifty years old when she

wrote the story.

The story draws much on Olsen’s experience of looking after her mother but sounds

as if it were emerging from within the first-generation Russian immigrant, Eva, sixty-nine

years of age, weakening and losing control. To the family, especially the husband,

David, Eva seems to have become increasingly withdrawn and impossible to reach.

When Eva, who does not know that she has cancer, goes to one of her children’s homes

just for a visit and finds herself stuck there, she closes up in “stubborn silence” to the

extent that her husband calls her “Mrs. Word Miser.”
784

She is too attached to her home

to accept her husband’s idea of selling their home and moving into the assisted living

781
Jean Pfaelzer, “Tillie Olsen’s ‘Tell Me a Riddle’: The Dialectics of Silence,” Frontiers (1994),

Health Publications, The CBS Interactive Business Network,
http://findarticles.com/p/articles/mi_qa3687/is_199401/ai_n8721629/pg_2/?tag=content;col1 (accessed
March 11, 2011).

782
Ibid.

783
Ibid.

784
Tillie Olsen, “Tell Me a Riddle: These Things Shall Be” (1961), in Literature and Aging: An

Anthology, ed. Martin Kohn, Carol Donley, and Delese Wear (Kent, OH: Kent State University, 1992),
160, 154. Subsequent quotations from the work are from this edition and will be given parenthetically in
my text.
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home for the elderly, the Haven, and living comfortably ever after as he plans to do.

They have been married for forty-six years, only to be a disappointment to each other.

Olsen has much in common with Eva in her passion for political and social justice for

working-class people and rights and equality for women. This third-person narrative

depends so heavily on the protagonist Eva’s stream of consciousness and so rapid an

exchange of bickering between husband and wife that even native-English speakers find

it confusing to follow. It may be much more so for non-native readers. However, the

difficulty of the text could even be understood as reflecting the challenging nature in

acknowledging what the aging patient really wishes yet has difficulty expressing and

conveying.

Joanne Trautmann Banks recognizes an essential correlation between the style of the

novella―such as empty space and sentences fragmented, italicized, and 

parenthetical―and that of the life of Eva, who “has perhaps not been the main character 

in her own drama,” has largely “based her identity on her service to others, rather than on

her own primary needs,” “has had to work out her identity in the parentheses, as it were,

between other people’s utterances” and “has found her self in life’s interstices.”
785

Eva

continues to be overwhelmed by the memories of the sacrifices she made to take care of

the babies, tend to the school-age children, make ends meet in the economy of the

Depression era, do domestic tasks, and fight for the wellbeing of her fellow laborers

(165).

785
Joanne Trautmann Banks, “Death Labors,” Literature and Medicine 9 (1990): 163.
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It is her last job, Banks suggests, to “recollect herself” and “rebuild the identity she

will need in the near and urgent future.”
786

Though Eva was not told that she has cancer,

Banks suggests that the consciousness of her body “immediately begins to communicate

with her mind” and “in concert they prepare to die” meaningfully.
787

The text conveys that what family members and caregivers do out of good intent and

kindness could hurt the aged person. They have little clue to what Eva cherishes most:

Enough. Now they had no children. Let him wrack his head for how they would
live. She would not exchange her solitude for anything. Never again to be forced
to move to the rhythms of others.

For in this solitude she had won to a reconciled peace.
Tranquility from having the empty house no longer an enemy, for it stayed

clean—not as in the days when it was her family, the life in it, that had seemed the
enemy: tracking, smudging, littering, dirtying, engaging her in endless defeating
battle—and on whom her endless defeat had been spewed. (155)

In contrast to the words that represent her desires, such as “solitude,” “tranquility,” and

“peace,” warfare vocabulary, such as “enemy,” “battle,” and “defeat,” suggest the

enormity of her frustration. What the well-meaning family does for her can be what

pains her. The husband’s urging sounds to Eva like battle cries: “constant campaigning:

Sell the house and move to the Haven” (156).

This stage of silence is followed by a phase when she regains her tongue to articulate

her new identity: “she, who in her life had spoken but seldom and then only when

necessary (never having learned the easy, social uses of words), now in dying, spoke

786
Ibid., 164.

787
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incessantly” (175). Words become a means to reconstruct herself ruined by age, illness,

and the misconceptions of her family. With bitterness she recounts the frustration she

harbored when she could not read a Chekhov story as she was raising their seven children

and she had no helping hand even from her husband. Her thirst for intellectual

satisfaction has never been fulfilled. It upsets her now when her husband suggests that

the Haven has a reading circle: “Old scar tissue ruptured and the wounds festered anew”

(155). Eva’s words come “in scraps” but “in torrents” as if “hiding in the body of this

frail, embittered, and normally silent woman is the young girl with noble dreams for

humankind.”
788

Reclaiming her identity does not come to Eva without cost. Banks suggests that

having to detach herself from “life’s inherent ambiguities,” including her grandchildren,

even her husband, is the “terrible price” she needs to pay for the times and spaces

reconnected for her.
789

The grandbaby on her lap overwhelms Eva and makes her shudder

with the immediacy of her past, driving her into “the turning maze; the long drunkenness;

the drowning into needing and being needed” (165). What the past means to the elderly

individual is beyond a younger and fitter caregiver’s imagination. Most healthy people

might assume that holding a newborn grandbaby is one of the sweetest blessings for a

grandmother. It is ironical that when she can afford to enjoy the grandchildren without

788
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789
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the caregiver’s responsibility, she no longer has capability or strength. In an existentially

charged sense, Eva needs to be alone, leave present time, and journey to herself.
790

In terms of passions, desires, and dreams, one may remain what she used to be in her

youth despite all the apparent changes. Nevertheless, the change that occurs to Eva on

the verge of death is so alarming to her family that one of the children says “Where did

we lose each other, first mother, singing mother?” and “I do not know you, Mother.

Mother, I never knew you” (178). Eva’s transformation seems to David unfair, like a

malicious betrayal, as if the microscopic tape recorder that has recorded everything for

seventy years, were “playing back only what said nothing of him, of the children, of their

intimate life together” (179). One misconception a family member is inclined to hold for

another family member is that he constitutes the center of the other person’s entire life.

But as Banks observes, Eva herself has not been the “main character in her own

drama.”
791

David finds it unbelievable that his wife has a secret life outside her relations

with him.

Yet at the very last moment the husband manages to rebuild a strong communion with

this woman. To the husband’s words that there was joy despite her bitterness toward

them, Eva sings like a prima donna, taking center stage for the first time in her own

drama: “As if to rebuke him, as if her voice had no relationship with her flailing body,

she sang clearly, beautifully, a school song the children had taught her when they were

little” (182). The song helps bring back to the husband the images of the young Eva full

790
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of passion with eyes of love for him. He “took her in his arms, dear, personal, fleshed, in

all the heavy passion he had loved to rouse from her” (182). The last day, being witness

to the “perpetual” agony that “lifted her almost off the bed, so they had to fight to hold

her down,” David weeps “as if there never would be tears enough” (182). One may

wonder if Eva would suffer that much if she had stayed home. Would one judge that now

that her cancer has progressed to the final stage, physical pain would be felt to the same

extent wherever she is? Or, should she have been in a medical institution where they

could offer the best pain management?

Puzzling is the role of physicians in this story, who are “portrayed as scarcely

necessary” but “simply do[ing] their jobs at the periphery of the central drama.”
792

In

contrast, the part the nurse plays is worthy of acknowledgement. The granddaughter,

Jeannie, who is a professional nurse, accomplishes very little “in terms of a conventional

plot,” but contributes in terms of a spiritual salvation in that she senses her grandmother’s

“last-minute search for meaning among the shards of humankind’s attempts to

connect.”
793

Banks interprets that caregivers to a dying person do not need to do anything

“overtly dramatic” but could be of immense help “with the simple means available to

most of us” as “midwives who assist in the paradox of the eleventh-hour birthing.”
794

A View by the Sea by Yasuoka Shōtarō is also a family story centering on the mother’s 

aging, illness, and death. Yasuoka is one of the most influential postwar writers in Japan.

792
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793
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Besides A View by the Sea, some of his works such as Bad Company and Glass Slipper

have been translated into English.  He was born in Kōchi Prefecture as the only child of a 

veterinary corpsman in the Imperial Army and a homemaker mother. Many of Yasuoka’s

stories have as their core structure the odd relationship between the undistinguished

father, the meddlesome mother, and the underachiever son. The Yasuoka family moved

from one place of his father’s post to another. This unsettling nature of life and lack of

sense of belonging permeate most of Yasuoka’s works. A View by the Sea is about the

son’s nine-day vigil beside his mother about to die in the mental institution on the seaside

of Kōchi.  It is based on Yasuoka’s own experience with his mother, who became senile 

and demented in the chaotic struggle for survival after World War II. Van C. Gessel, a

scholar of modern Japanese literature, describes Yasuoka as “one of the first postwar

authors to describe the collapse of the traditional Japanese family unit” and “one of the

few to continue a search for something to fill the void.”
795

While Eva in “Tell Me a

Riddle” has many sons and daughters, this mother has only one child, Shintarō—a natural 

reminder of the author Shōtarō.  The nuclear family structure does not simplify the 

problems of the mother’s last stage of life.  The story is interspersed with Shintarō’s 

recollections of the family’s years of hardship and the descriptions of the tension, often

quite comic, hovering in their interactions. The novel also forms a journey of the son

tracing back his life under the control of his mother and its meaning to his present adult

self. Banks’s analyses of “Tell Me a Riddle” can be amazingly applicable to this novel if

795
 Van C. Gessel, “Foreword: ‘Views’ of Home in the Fiction of Yasuoka Shōtarō” in Shōtarō Yasuoka, 

A View by the Sea, trans. Kären Wigen (New York, NY: Columbia University Press, 1984), xi.
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one interprets the son as serving as his mother’s surrogate in reconstructing her life, now

inconsistent and meaningless, and also as a midwife for her labor pain in dying.

One may be astonished to learn that Mother is barely sixty years old. Considering that

today geriatrics covers men and women of seventy-years old or older, one might feel

uncomfortable in discussing this novel as one of aging. It may be more accurate to say

that the mother character has dementia, not aging. The emergences and developments of

demented symptoms vary from individual to individual.  Moreover, as Shintarō 

speculates, the postwar confusion and drastic change in sociocultural values and

econopolitical systems possibly provoked and promoted Mother’s early onset of

disorientation.

Unlike Eva, Mother in A View by the Sea is neither a feminist nor an activist even at

heart but used to be a conventional homemaker until the end of war. As Banks notes that

Eva’s name is only known in the later part of the story, Mother’s name, Chika, is

mentioned only a few times through the novel. It is doubtful that Mother was the main

character in her own drama. However, she was also full of ambition for her only son’s

successful future and hope for a peaceful and stable life. As many of their

contemporaries living in the Tokyo area, they lost their house in an air raid during World

War II. Mother was fortunate to have her brother lease the summerhouse on the

Kugenuma beach for them. Mother and the son, even with the tuberculosis he had

contracted in the army, manage to live in denial of a “dismal reality . . . with abysmal
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poverty, family squabbles, and the lingering illness piled one on the other,” even “to

suspend recognition of Japan’s defeat.”
796

     The sheltered happiness for Shintarō and his mother end when the father, Shinkichi, 

who had been stationed on the continent since the beginning of the China Incident came

back.  Shintarō feels awkward in the presence of Shinkichi―an intruder into the tepid 

stability in the self-complete microcosm of mother and son. As if he were a distant

relative “overstaying his welcome,” “Shintarō and his mother ended up siding together in 

silence against Father.
”797

Mother, ashamed of her husband’s occupation, has taken every

opportunity to rub on Shintarō her contempt of her husband.  The ex-army veterinarian is 

now deprived of any social standing and what little respect the wife and the son had for

him as a steady source of income. He is portrayed launching on numerous ventures and

enterprises, such as raising chicken, all going bad, not only in A View by the Sea but also

in other works by Yasuoka. The Shinkichi character gives this novel a comical flare,

which highlights the family’s dead-end adversity.

The change in economy obliges Mother to do odd jobs, such as ironing for the

neighbors, working as a black market broker, assisting the beautician, none of which met

with success (157). She has to leave home very early and come back after midnight on

the last train carrying bundles of saccharin only to be exhausted and more desperate at the

incompetence of her husband.
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To make the situation worse, her brother’s house has passed into someone else’s

possession. Before they know it, they face eviction. Although Mother makes every

frantic effort to keep the house, the family is sued for illegal occupancy of the premises.

With all means exhausted, Shintarō’s parents have to be relocated to Y— village, 

Shinkichi’s home in Kochi on Shikoku Island, twenty hours’ train trip from Tokyo those

days.

The signs of Mother’s mental confusion reveal themselves during the procedure of

eviction. She begins to make incoherent remarks. One decisive indication of her

abnormal state of mind comes on the day of move-out as one missing suitcase that the

mother claims has the postal saving book and money.  When Shintarō returns next day to 

fetch it from the old house, instead of the valuables he finds a most bizarre object in

there:

The only thing inside was a sickle they had used to cut twine, its long handle lying
diagonally in the suitcase. That was all. The saw-toothed blade still had bits of
yellow twine caught in it, and it glistened blue-black like some frightful reptile.
The sharp tip had cut through the lining.  Shintarō was terrified. . . . It seemed as if 
the disorder of his mother’s mind were flooding from this dilapidated suitcase,
trying fiercely to overwhelm him. (174; ellipsis in original)

Like Eva’s dormant verbal power, the sickle might be symbolic of Mother’s suppressed

impulse for self-assertion. Unlike Eva, however, Mother may have become introverted

into herself and reclaimed her space within her madness.

      Another evidence of her progressive derangement is the letter she sends Shintarō 

from Kochi with “crooked characters of irregular size . . . scattered all over the envelope,
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and the stamp . . . pasted on the back to seal the flap shut” and “either mostly blank

pages or ones where every second or third word was messily crossed out, with rows of

characters that looked like nothing more than random ink smears” (174). Just as Eva’s

style, this incoherent “style” might represent the confusion of Mother who could not

catch up with all the frustrations in her life. As if by revulsion from the forcible moving

out of the house, Mother becomes more and more delusional and paranoid. She insists,

for example, that her sister-in-law bares her naked and beats her with sticks, and that her

husband is secretly seeing a young woman in the precinct of the temple. If Mother were

capacitated and articulate enough, she might have said that she would never live to the

rhythm of others. Mother has been living instead by wishing her son to fulfill her

dreams on her behalf.

     Shintarō remembers that Mother, fond of singing, used to assert herself in songs, 

especially what he calls “her theme song . . . [s]he was apt to sing . . . countless times in a

single day,” which begins with “Have you forgotten the past, / When you were small and

knew no wrong, / When you would cry and Mama would hold you?” and ends with “A

mother’s tears never dry between prayers for you. / But do you ever know it?” (146).

Shintarō assumes that the singing was a “habitual, unconscious thing” but that “its very 

unconsciousness underscored the oppressiveness of the mothering emotion behind it”

(146-147). Her ability to “sing all the words to a long song straight through” persisted

after she became incapacitated in oral communication even “when she had lost all trace

of other memories from her past” (146). Her singing voice may have been Mother’s last

resort to express her humanity.
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     Shintarō is not representing Mother.  In this one-directional narrative, the reader can 

only imagine what has been taking place in his mother’s psyche as he relives and retraces

his life with his mother on her bedside. The son experiences something unexpected, as

David does in Eva’s torrential recollection that has no inclusion of him or their family.

The hospital attendant tries again and again to attract Mother’s attention to her son.

Instead of recognizing Shintarō, Mother says “Father” when he comes in to sit beside 

her.
798

   At this Shintarō feels “as if something had just slipped out of the palm where he 

had been holding onto his mother’s hand” (152).  Shintarō has assumed that the leading 

characters in her life are Mother and himself, with Father as a nondescript supporting

actor, mostly absent or bothersome if present. However, it crosses his mind as a “vague

memory just outside his grasp” (152) that the bond of a married couple might be

powerful in its own way despite all the destructive things she has told Shintarō about his 

father.

It is not only family members who cannot act center stage in the drama of the dying

person. As Banks observes about the physicians in “Tell Me a Riddle,” the providers in

A View by the Sea have technically nothing to do for the dying patient:

The doctor and nurses who had been called in by the attendant left looking
disappointed. The doctor was visibly displeased as he walked out of the room; but
by now Shintarō could sympathize with the man’s position. . . .  Didn’t that 
displeasure, after all, stem partly from an awareness of his utter helplessness
toward his patients? Anyone would find it exasperating to have a job that held him
responsible for countless situations where all he could do was surrender. (187;
ellipsis in original)

798
In Japanese practice it is quite usual for the mother to call her husband father.
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If life is seen as an individual life, and each death is the finality of it, then death may

seem an unconditional “surrender.” In fact, Mother’s perishing body seems to the son as

“not merely weak, but stripped of any human likeness whatsoever” with “nose, cheeks,

chin, all her features sagged and blurred into one another; it made him wonder if she were

melting down in the heat” (190). Life receding, Mother is becoming less and less human.

It might be a defeat from a medical point of view.

However, as the title suggests, the most essential image of the novel is the sea.

Shintarō has a dream of the sea close to his mother’s last day.  Some of his memories and 

dreams are linked with the recurring image of the sea as the ultimate home for the living

and the dead:

Dark, pitching water surrounded him completely. He was on top of something
rocklike. Air rising from beneath the water occasionally rushed hard by him, and
he realized with a start that it was not a rock he was riding, but the back of some
hard-shelled animal, a sea turtle. In the dream he remembered how his mother had
taken him to the ocean when he was little and taught him swim. He opened his
eyes as she had told him to do, and there beside him was her big, black corpse, the
image ripping in the green water. (188-189)

The simultaneity of the vision of the young mother and the dead mother in the sea water

comes as some sort of revelation for the son.  Shintarō’s journey to the sea on behalf of 

his mother has an uncanny resonance with Banks’s observation in Eva’s search for her

identity:
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Eva moves, instinctively Olsen seems to suggest, to the ocean’s edge, there to look
“toward the shore that nurtured life as it first crawled toward consciousness the
millions of years ago.” Eva is herself engaged in seeking her beginning.

799

For Shintarō, his mother’s identity remains a puzzle.  She has seemed to him either 

oppressive or horrible through her lifetime.  Shintarō feels, however, as if he were one 

with the mother whose life force ebbs and recedes alternately through the night:

Shintarō spent the remaining hours of the night in this contradictory cycle of 
disappointment and relief. As nearly all of his attention became concentrated on
his mother’s breathing, after a while he started to feel as though his own breathing
had synchronized with hers. (189)

Breathing in sync may be one of the few things one could share with a family member on

the verge of leaving this world.
800

     The final view Shintarō has by the sea is “hundreds upon hundreds of stakes, looming 

blackly out of the water as far as he could see”:

The wind fell, the salt smell vanished, everything seemed to recede before the eerie
view that had risen from under the sea. As he looked at the rows of stakes
standing like the teeth of an upturned comb, like tombstones, it was a death he held
in his own hands that he saw. (196)

799
Banks, “Death Labors,” 164.
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See a similar passage that describes breathing between the dying mother and the daughter:

I began breathing with her. It began simply as a mirroring of her breath, taking the exertion of her
exhale, “ah . . . ,” and reflecting back a more peaceful expression, “awe . . .” Mother and I became
one. One breathing organism. Everything we had ever shared in our lives manifested itself in this
moment, in each breath. Here and now.
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What are those stakes representing in his psychical landscape? One inmate of the mental

hospital tells Shintarō that those stakes are used for the culture of pearls and also that one 

most likely dies at the ebb of the tide. Death is always there as revealed as the sea water

ebbs, not something that visits you one day out of the blue. As Mother’s companion in

her death labor, Shintarō perceives that Death is inherent in any person, as insanity was 

lurking to sprout from his mother’s interiority. Life embraces death within as the sea—

origin of life—keeps tombstones and corpses underneath.

In spite of all the turmoil in the courses the women and their families have all taken,

both stories have endings strained with a sense of nostalgia. In “Tell Me a Riddle,” the

closing lines by the granddaughter Jeannie serve as a redemptive vision in this wrenching

story:

Granddaddy, Granddaddy don’t cry. She is not there, she promised me. On the
last day, she said she would go back to when she first heard music, a little girl on
the road of the village where she was born. She promised me. It is a wedding and
they dance, while the flutes so joyous and vibrant tremble in the air. Leave her
there, Granddaddy, it is all right. She promised me. Come back, come back and
help her poor body to die. (Olsen, 182)

“Through the intervention of Jeannie, who is a nurse,” Eva is able to spend her final days

in an apartment, if not the home to which she longs to return, but not the hospital she

dreaded either.
801

Anne Hudson Jones intimates about this last scene, in which “as a

801
Anne Hudson Jones, “A Tribute to Tillie Olsen Dedicated to Joanne Trautmann Banks,” Literature

and Medicine 26, no. 2 (Fall 2007): 282.
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result of her difficult death labor, Eva is able to offer a special gift to her granddaughter

Jeannie and to her husband David”:

Jeannie must care for both her grandmother and for her grandfather; she gives
David the courage to endure his wife’s suffering and teaches him how to care for
her. Thus, Jeannie and David become witnesses and beneficiaries of Eva’s final
work. Eva offers Jeannie her vision of what the experience of death will be like
for her. And Jeannie, in turn, offers Eva’s vision to David.

802

David may grieve but could choose to rejoice that Eva’s suffering is over and imagine

that she is back in her native village listening to festive music. In A View by the Sea, in

place of Mother, her witness, Shintarō contemplates the view of the sea, and not only the 

life and death of his mother but also life in a larger sense. The sea as a symbol of the

maternal and of life may be commonplace. But the construction of the Chinese character

海 meaning sea actually has in it a constituting radical 母 representing the mother. For

the son, the vigil for Mother, receding little by little from this world like the ebb of the

tide, has been a journey backward in time to explore what that woman means to him and

to look into the core of his relationship with the maternal, that is, the radical of life.

Thus, he becomes a “beneficiary” of the woman whose life had to close with madness.

As her surrogate, however, Shintarō undergoes the reconstitution of her life, albeit from 

his perspective and their relationship, and then articulates the labor pain of death for her.

Eva and Chika display intense feeling against the idea of moving out of their home to

somewhere else they do not think they belong. Both women lose their homes and that

802
Ibid., 282-283.
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augments their deterioration and resultant suffering. Is it possible that both authors might

have presented the images of the village and the sea as the ultimate “home” that

transcends their earthly residences? As I wrote above, the section of aging turns quickly

into that of dying. It might imply that caregivers must be aware that they need to be good

companions in the aging person’s journey to herself.

Providers should be confident that they have been trained to provide the very best care

in institutional settings. However, then, why do most elderly people express their wish to

continue living in their homes?
803

One can never know until one is in their position. But

some clues to the answer may be found in these two narratives. Excellent writers in the

East and West write about the experience of the aged before they reach that phase of life.

In next chapter, where I will read works of literature that illuminate the conflict between

the individual and the institution, students might realize that literary texts enable them to

be simultaneously detached and engaged in nuanced ways that reality can hardly ever do.
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Christine K. Cassel and Beth Demel, “Remembering Death: Public Policy in the USA,” Journal of

the Royal Society of Medicine 49, no. 9 (September 2001): 434,
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1282180/ (accessed March 14, 2011).
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Chapter 8: The Institution and the Individual

The Mask and Identity:
Burn Victims in “The Monster” and The Face of Another

The patient’s “look” is not an abstract object of aesthetic judgment. It is
always someone’s look and therefore cuts to the core of self-presentation. An
alien has now taken over that presentation. A casement has replaced the
soul’s own clothing.

804

In the preceding chapter I discussed narratives representing the sources of various

sorts of suffering in human life. Most of them could be dealt with as immediately

medical and clinical problems and ethical concerns in health care. In the three sections of

chapter 8, the discussion foci are shifted to the conflicts between being an individual and

being a part of the communities surrounding them, which include the medical profession,

cultural conditioning and constructions, and social practice and convention. Each

character discussed in this chapter has his or her share of suffering as an individual

having to survive in society.

In the first section of this chapter, I read the narratives of the victims of severe burns

that have immensely affected their appearances and explore how they have to face the

changes in their relationships with various institutions—community, work, relationships,

even their family, especially when the individual’s most recognizable signifier of

identity, the face, has been ruined. The way society looks at the individual with a facial

disfigurement changes forever the individual’s relationship with his or her world.

804
May, “Dealing with Catastrophe,” 139-140.
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As a narrative of the survivor of an accidental propane explosion, the case of Dax

Cowart is well known in educational programs for health-care professionals and students.

Cowart has not penned a memoir himself, but several films, including TV specials, have

been made.
805

Articles analyzing the ethical and existential implications of the case drew

attention to the then new concept of the patient’s autonomy against the background of

traditional medical paternalism. Cowart has been a very active and consistent advocate

for the patient’s right to make his own decisions about the continuation or cessation of

treatment. Cowart’s case also addresses the necessity of dialogue among the providers,

the patient, and the family members.

Nevertheless, the disfigured face and body even block the normal mechanism of

dialogue between the survivor and the others. William F. May observes the “deepest

aversion” burn patients including Dax Cowart have to face:

They know that their very existence produces an aversive recoil in others, which
long precedes any and all discrete interactions. Moreover, helplessness in the midst
of these uncontrollable impacts produces a second generation of responses
somewhat less innocent than the first. The foolish inspire contempt; the nervous,
impatience; the transient philanthropists and tourists, anger; and friends and
professionals, the temptation to manipulate. No sensitive patients can fail to note
their own unsavory responses and more. Thus they experience a profound
aversion not only to the event but also to themselves. Neither the technical
successes of medicine nor the company of others can touch the problem. For in
leaving them disfigured, medicine leaves them with a chronic sorrow, a limitless
grief, which the aversive swoons of others salute but cannot heal.

806
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As well as the immediate pain, the dismal prospect for his life in the future was a major

reason for Cowart’s wish to die.

“The Monster” (1898) by Stephen Crane (1871-1900) and The Face of Another (1964)

by Abe Kobo (1924-1993) are about the survivors’ appearances, which horrendously

altered and, as a result, reduced them to subhuman status. In “Monster,” an omniscient

narrator tells a story about an African-American man, Henry Johnson, who gets burned,

maimed, and mentally impaired when he rescues his employer-doctor’s son Jimmie from

a house on fire and whom the community comes to abhor and calls “the monster.” Abe’s

novel is told by the first-person narrator—a survivor of a factory explosion whose face

has been damaged and who, calling himself “the monster,” attempts to build a weird new

relationship with society by wearing an elaborately crafted mask. In contrast with

“Monster,” in which the victim’s feelings and thoughts are never revealed to the reader,

The Face of Another has only the narrator’s view of the world, his philosophy and

fantasy, and his scheme to regain freedom from his bandaged face. These two narratives,

though heterogeneous in viewpoints and style, commonly tell how society’s failure to see

a person’s identity beyond his appearance dooms him to isolation.

Stephen Crane is an American poet, author, and journalist, who travelled extensively

across America and abroad, and is known for his realist portrayal of the Civil War in his

The Red Badge of Courage. “The Monster” is a novella composed of twenty-four

sections, each section being fairly short. The story challenges the scope of ethical

decision making on the part of the physician and the responsibility for the care of the

crippled, disfigured, and incapacitated on the part of the community. Dr. Trescott, Little

Jim’s father, is called “the doctor,” more often than “the father.” This small appellation
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suggests that Trescott is a character who is loaded with obligations to treat and care.

Jimmie was saved intact from the burning house by Henry Johnson, “the negro who cared

for the doctor’s horses.”
807

As soon as word spread that Henry Johnson died, the town

gets to glorify and commemorate his heroic sacrifice.

Nevertheless, Henry lives on. The judge Hagenthorpe, who takes Henry to his home,

suggests that Trescott withdraw treatment for Henry, covered all over in bandages except

“an eye, which unwinkingly stared at the judge”: “that poor fellow ought to die” (363).

Trescott insists on doing whatever he can because Henry is the savior of his son. The

reader might or might not judge that Trescott is motivated “partially out of self-interest”

as John Cooley, professor of American literature, film, and creative writing, intimates:

“in his desire to do the medically ‘right’ thing, to save a life, Trescott does not consider

the possible mental and physical disfigurement that might attend Henry’s survival.”
808

Would it have been medically and ethically “good” to abstain from preserving Henry’s

life in this case? Would it even be a transgression to save a person who will never be

likely to pass as human? Hagenthorpe condemns Trescott for saving Henry’s

physiological life when his social life was terminated and making “a monster, a perfect

monster” (363-364) of the faceless Henry:

807
Stephen Crane, “The Monster (1899),” in Works of Stephen Crane (Sony E-Reader:
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“He will be your creation, you understand. He is purely your creation. Nature has
very evidently given him up. He is dead. You are restoring him to life. You are
making him, and he will be a monster and with no mind.” (364)

Trescott did restore Henry to biological viability. However, Henry has become

incompetent not because of the damage conferred to his brain but, according to Cooley,

because of the author’s choice to have “rendered him incapable of either understanding

his plight or of resisting it.”
809

Cooley suggests that “the Henry Johnson once known is

dead and what emerges from the ashes depends on one’s perspectives”: “to the judge he

is a blunder of indiscriminate healing”; “to the doctor he is a savior; to the town he is a

monster.”
810

If he were mentally capacitated enough, would he ask the doctor to let him

die? Cooley is critical about Crane’s “pathetic” characterization of Henry, who serves

“as a foil in Crane’s testing of the moral fiber and resolve of his white doctor”―“a good 

man struggling against awesome odds to persevere his moral integrity.”
811

Cooley says about the story’s conclusion that Crane “had lost the critical distinction he

started with— the monster mask and the man beneath the mask” and that “by the end of

the novella there is only mask; somewhere along the way the man had ceased to be.”
812

Cooley’s observation is exactly what the narrative of a burn victim is about: only mask

but no face underneath. The community becomes unable to see any reminder of his

heroic deeds in his appearances. Cooley assesses “Monster” as a “very significant

809
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810
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812
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failure” on the ground that Crane’s depiction of Henry Johnson, left insufficiently

developed, reflects “a sadly limited racial consciousness, despite all good intentions, in

one of America’s most astute and compassionate social realists.”
813

Nevertheless,

according to Cooley, the “bifurcated racial consciousness” in an “ironic distinction

between elements of ‘the savage’ the white community . . . projects onto his black

protagonist . . . and the reality of the man’s life” is the point to commend in this

novella.
814

The real irony in this story is that by losing his face, this black man has finally become

“visible” to the community. Henry used to be a good worker for the doctor, a good

buddy for his son, and a dandy for the townspeople, gaudily and impeccably dressed to

walk down the street on summer evenings to court his sweetheart. He used to be visible

only as a quaint black creature but invisible as an individual. Now, wherever he shows

up, his “appearance” causes an upheaval in a way totally different from his pre-burn days.

The little girl enjoying the party at her friend’s has screaming fits when she has a glimpse

of Henry out the window. Fear spreads like wildfire through the town, especially among

the women who want to “protect” their children. Whether it is Crane’s intent or not,

Henry’s receding into the background may well be believable granted that he is

“nonexistent” and ‘invisible” in the first place as a constituent of the community. Cooley

defines all the other black characters as fools or comics.
815

Cooley understands their lack
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of intelligence as it is but it may be viewed as their disguise of socially assigned roles—

another mask—and surviving mechanism in a similar fashion as the monster-Henry

Johnson. Since Henry’s pre-burn, handsome “invisibility” became disrupted by the fact

that he has lost his physical face, he all of a sudden begins asserting his presence by the

absence of his face. I would rather argue that Crane aims at the criticism of the bigotry of

the townsfolk who will not see “the man beneath the mask.” It is not the objective of this

section to evaluate whether Crane’s work is a failure or not. Rather, it may be important

for students to realize that it is wrenchingly true that a burn survivor recedes to the

background as an individual but becomes highlighted as a monster that is conceived to

endanger the institution of the community. The town deems it duty to cage him as a

savage monster.

The important men of the town visit Trescott to suggest that Henry be moved to the

farm up valley or be institutionalized in a public hospital so that Trescott’s practice will

not be harmed. Trescott refuses. The last scene shows fifteen unused tea cups for the

company of Mrs. Trescott. The townswomen disregarded her invitation so as to comply

with their husbands’ decision. The novella’s closing connotes that the doctor will be

ostracized by the community along with his monstrous creation. He is in a dilemma: by

doing what he believes is right, he becomes unable to practice his profession. Would this

ending mean the end of his career? William Morgan, professor of English, makes an

affirmative evaluation of the ending of the story in terms of Trescott’s transformation.

Morgan argues that the doctor has done “what Crane believed ‘should be’ done about the
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problem of Anglo-American masculine sociability.”
816

How Trescott has changed is

evident from the opening of the novella. While Jim was playing train, he accidentaly

broke the plant on the garden Trescott cares to manicure. When the father with a frown

reprimands the son sternly and delivers the “judgment,” he abided by the masculine

principle (346). Close to the end of the story, as Trescott suspects Jimmie of mischief, he

initially looks his son in the eyes sternly. But when he learns what his son exactly did—

sneaking up to touch Henry the Monster to show off his courage to his friends—”Trescott

groaned deeply” and “his countenance was so clouded in sorrow that the lad, bewildered

by the mystery of it, burst suddenly forth in dismal lamentations” (385). Trescott has

been thus feminized in his expression of regretful feelings for his patient whose physical

life he saved as a physician but whose human life he could not save as a person. The

story closes with him looking at the teacups “latent with effeminized ritual.”
817

These

“empty” teacups suggest the women of the community who have neither humane

compassion nor moral insight and only follow their blind fear of the Other and their

husbands’ and male members’ political decisions and institutional principles.

The creator of the other monster, Abe Kobo is one of the Japanese writers most

critically acclaimed not only in his country but also in foreign countries. Several of his

works, such as The Woman in the Dune and The Box Man, have been translated into

foreign languages. Abe graduated from Tokyo University Medical School but never

became a physician. Embellished with a liberal command of knowledge of medicine,
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sciences, and technology and with rational thinking and few personal grudges, unlike

traditional Japanese literature, his works are said to be more accessible to Western

audiences. By reading his works, particularly The Face of Another, few would think that

they are based on the author’s own life experience. Abe is a returnee from the Empire of

Japan. As it is said that for him “the original landscape was that of Manchuria, some

critics attribute his search for the meaning of the Other to his childhood spent in the

“former colony of the Empire of Japan.”
818

This novel, as well as other works by Abe, has been critically highly esteemed as an

“existential allegory”
819

or an “intricately contrived fantasy”
820

that takes an analytic and

satiric look into contemporary man’s alienation from the world and even from himself.

However, this story has rarely been read as a literal narrative of a real burn patient,

probably because of its “absurd” settings such as the narrator’s donning an elaborate

mask and seducing his wife as a stranger. It might be worth trying for health-care

students and practitioners to reread this novel as the narrative of a burn victim. The very

unrealistic conception of reality in the story may be interpreted as a reality that a non-

mainstream individual is forced to live through on a daily basis.
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The narrator, a polymer chemist who lost his face in an explosion of liquid oxygen in

the laboratory, portrays his “face” under the bandages as “a leech-like mass crept out

across my face . . . the keloid scars, swollen and distended, red and black intertwining.”
821

He describes a couple of times how youngsters, less adept in hiding their responses than

adults, react to his bandaged face: “some little girl about primary-school age” who “had

taken one look at me—I must have appeared like something out of a nightmare—and

begun sobbing” (10); “some young boys” who “changed color and pressed away from me

against the fence” with “faces [that] looked as though they were dangling by their ears on

clothespins” (29); and a child about five in the streetcar “staring apprehensively” at him

with “wonder, fear, discovery, suspicion, hesitation, fascination, curiosity” “crammed

into his little eyes,” who “seemed almost to be slipping into some ecstatic transport” (59-

60). In contrast, adults are endowed with social skills to camouflage their perplexity:

Unfortunately, almost everybody I met gave me, ungrudging, only affability. As
long as things did not go any further, everyone put up a fine show. And that was
to be expected. If they did not want to look me square in the face, at least they had
to be affable, I suppose. Anyway thanks to that, I was able to avoid unnecessary
inquisitiveness. Shut off by a wall of affability, I was always completely alone.
(10)

It might make the reader wonder whether, if Henry Johnson were a white man, people in

Whilomville would treat him with “affability.” Unlike Henry, the narrator of Face of

Another is intellectually perfectly capacitated and not of another race. People will not try

821
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text.
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to expel him to a remote place or to a public institution but, instead, quarantine him

behind the bars of sociability. The narrator is no less lonely than Henry Johnson.

True, people do not call him a monster to his face, but it becomes the narrator’s self-

definition:

A monster’s face brings loneliness, and the loneliness informs his heart. If the
temperature of my freezing loneliness were to drop even slightly, I should become
a monster, indifferent to my appearance, and break with a crash all the bonds
which bind me to this world. In heaven’s name what kind of monster would I be,
what would I do? Just trying to imagine it was so frightful I wanted to scream.
(61)

He feels “being shunned” when “not a soul tried to sit down beside [him]” (60). It is

suggested that loneliness makes a monster, not vice versa, and therefore, that the monster

is the creation of the community in both Crane’s and Abe’s stories:

Loneliness—since I was trying to escape it—was hell; and yet for the hermit who
seeks it, it is apparently happiness. All right then, what about putting an end to
acting like some maudlin, tragic hero and give the hermit’s role a try? Since I had
deliberately put the stamp of loneliness on my face, there was no reason why I
should not put it to good use. With advanced nuclear chemistry as my god,
rheology as the words of my prayer, and the laboratory as my monastery, I had
absolutely no fear that my daily work would be disturbed by loneliness. Far from
it, wasn’t each day guaranteed more than ever before to be replete with simplicity,
correctness, and peace as well? (118-119)

Worthy of attention is vocabulary that has religious connotations—hell, hermit, god,

prayer, and monastery— which the narrator uses to confirm the sacrosanctity of his

profession. His social persona is sustained by the professional, and therefore inviolable,

mask as a chemist-rheologist. Since he was injured by the laboratory accident, he might
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even assume the aura of martyrdom. In fact, his colleagues have quickly become

accustomed to his bandaged face. As far as he is positioned in the institution’s memory

of the accident, he is excused from the punishment of loneliness. But the narrator

realizes that there was no pathway viable between him as an individual and the others

when a young female assistant mischievously shows him Paul Klee’s drawing: False

Face. Constantly frustrated as he is with his isolation, when approached as an individual,

he feels himself extremely vulnerable: “overcome by an indescribable feeling of

humiliation” (14) over his “false face, seen but unable to look back,” he rips the book in

two (15).

His sense of loneliness at a deeper level urges him to ponder the meaning of having a

face to pass as a persona—as a respectable member of society:

What was this lack of concern in people who had faces? Could having a face be
such an important requirement? Was being seen the cost of the right to see? No,
the worst of it was that my fate was too personal, too special. Unlike hunger,
unrequited love, unemployment, sickness, bankruptcy, natural calamity, criminal
exposure, my suffering was nothing. I endured in common with other men. My
misfortune was forever mine alone. Anyone at all could disregard me completely
without feeling the slightest twinge of conscience. And I was not even permitted
to protest that disregard. (61)

Students may suggest the option of reconstructive surgeries, which are much more

advanced now than in1963. But even with up-to-date technology, the victim is not likely

to reclaim his pre-burn face. May observes the surgeons’ concession that “while they

can restore some function, they can do much less to restore appearance,” referring to

physician John D. Constable’s words that “the surgeon must accept that what delights
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him as a technical result may still be a horror to the patient.”
822

Face as Another has one

physician, K, who, as a maker of artificial body parts, justifies his profession: “As a

doctor, I have my pride. I should never be satisfied to be only a craftsman making

imitations” (25). His “pride” suggests his consciousness against his colleagues who

“treat [his] work as that of a high-class, money-grubbing beautician” (26). K argues that

the human soul exists in the skin and emphasizes how appearance determines what the

person is. Would his philosophy justify surgical interventions purely for enhancement?

The narrator’s struggle to reconstruct his identity and his bonds with the world is

manifest in the style of language he uses. In structure, Face as Another consists of the

three notebooks—black, white, and grey—that the protagonist-narrator has written to his

wife, addressed as “you.” According to Christopher Bolton, professor of comparative

and Japanese literature, each notebook has a specific style of language and a combination

or alternation of different styles. The black notebook has a technical language, which is

utilized to describe “in painstaking technical detail, from the analysis of facial

physiognomy that goes into the planning, through the casting of the metal molds and the

characteristics of the different plastics that form the mask, to the details of implanting the

facial hair and affixing the mask to the face.”
823

Bolton refers to the below excerpt of his

own translation as “typical” of the “sense of logic and rigor” in the description of

unemotional, purely technical details of the mask-making processes:

822
John D. Constable, “The Limitations of Aesthetic Reconstruction,” in Comprehensive Approaches to

the Burned Person, ed. Norman R. Bernstein and Martin C. Robson (New Hyde Park, NY: Medical
Examination Publishing, 1983), 285. Quoted in May, “Dealing with Catastrophe,” 139.

823
Christopher Bolton, Sublime Voices: The Fictional Science and Scientific Fiction of Abe Kōbō

(Cambridge, MA: Harvard University Asia Center, 2009), 131.
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First I wrapped a spongy resin around the area of the antimony cast with the
leech’s nest of scars and smoothed them over. Over that, instead of clay I layered
strips of a thin plastic tape that would give direction to the mask’s movements,
placing them along the Langer lines. [. . .] Last of all, I used a liquid resin to
attach the transparent layer—a thin membrane containing fluorescent bodies and
having a ratio of refraction close to that of keratin, imprinted with the surface
texture of the skin sample I had purchase earlier.

824

Along with this language of technology, the narrator has a language less rational that

captures “thoughts and actions that escape reason,” as the completion of the mask nears

“antisocial, even violent fantasies” and “daydreams”:

Once in a while when I thought of the system of organs alive beneath your
clothing—each with its own temperature, its own elasticity—I seriously believed
that it wouldn’t be over until I had run a spike through your body, even at the cost
your life, and made you a specimen in my biologist’s sample box.

825

The post-burn life inevitably involves the acquisition of a new language. Bolton suggests

the new style of language “runs alongside and challenges the more rational language of

science”:

As the narrator’s old personality competes with the new personality of the mask,
these languages alternate, intermix, and struggle with one another for control of the
narrative. And in the course of the novel, the problem of constituting one’s own
personality as well as the challenge of reaching beyond oneself to communicate

824
Ibid., 132.

825
Ibid.
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with others both emerge as problems of combining and balancing these different
languages.

826

Identity is in essence an issue of language that frames it. The “formation of the self,”

which was to be reborn from the demise of the old, and the facilitation of its reconnection

with society require a new linguistic medium to articulate itself. The “failure” of Dr.

Trescott is his ignorance of this process of reformation of Henry’s self beyond the

preservation of his biological life toward the protection of his new self against the bigotry

of Whilomville. Trescott did not have a common language with Henry in the first place.

But Henry has earned himself a new language of his own, incomprehensible, though, to

the white folk, even to the black comrades, such as “crooning a weird line of negro

melody that was scarcely more than a thread of sound” (381) and a “religious chant”

“with “the wail of the melody . . . mournful and slow” (383).

As the narrator of Face as Another realizes that the burn victim must be reborn as an

individual different from one prior to the accident, he does not try to reconstruct his pre-

accident looks but makes the mask “in the image of a completely different person, a

stranger.”
827

He compares the pain of the transformation to that of “giving birth to a

child”: “Since a full-grown man was trying to be reborn as a completely different person,

I should realize all the more that a certain amount of setback and friction was natural”

826
Ibid., 132-133.

827
Ibid., 133.
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(117-118). This utterance endorses the argument by May that a burn victim needs to die

as the old person and through transition be reborn as a new person.
828

In terms of the intense sense of alienation that makes him say: “My despair lay in my

fate, rather than in the loss of my face; it lay in the fact that I did not have the slightest

thing in common with other men. I envied even a cancer victim, because he shares

something with other men” (147; italics in original), the narrator has to be sensitive to the

issue of discrimination. If race is an explicit theme in “The Monster,” it is an implicit

undertone in The Face of Another. One of the narrator’s adventures is to enter a Korean

restaurant and see whether his mask enables him to feel more connected with Koreans:

Of course, I had unconsciously reckoned that even if there still were some
crudeness about my mask, Koreans would probably take no notice of it, and
moreover I felt it would be easier to associate with them. Or perhaps, seeking
points of similarity between myself who had lost my face and Koreans who were
frequently the objects of prejudice, I had, without realizing it, come to have a
feeling of closeness with them. Of course, I had no prejudice against Koreans
personally. Being faceless did not qualify one for having prejudices. Indeed, since
racial prejudice generally goes beyond an individual’s private ends, and because it
decidedly casts its shadow on history, it has unmistakable substance. Thus,
subjectively, the very act of seeking refuge among them was theoretically perhaps
a form of prejudice, but . . . (112; ellipsis in original).

One may notice that the style of this passage is not remotely as coherent as in his

scientific language, in which the narrator is often overtly analytic and logic-intended. In

this excerpt, he says “of course” twice and yet he knows he is far from confident in his

argumentation. Apparently, when he talks about Koreans, he is being more emotional or

less logical and simplistic as betrayed in his remark that “a Korean wouldn’t use the term

828
May, “Dealing with Catastrophe,” 143.
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‘Korean’ negatively” (114). He is immediately aware of his “superficial self-deception,

which contained such an impudent feeling of closeness to the Koreans.” His bitter

realization is that his racial complacency has affinity to that of people who handle him in

sociable “affability.”

     Ōe Kenzaburō, a contemporary of Abe, evaluates this novel as the first in Japan that 

initiated a serious approach to the 1960s Black riots in the United States.
829

The reader

might be curious about a hypothetical encounter of the narrator with Henry the Monster.

Is discrimination against Henry attributed to his disfigurement, his race, or both? If

Henry were white, would the townsfolk still be desperate to expel him out of the

community? Is discrimination against the burn victim and the person of a different race

or ethnicity of the same kind?

Aware of the fallacy in his reasoning that led him to feel closer to Koreans, the

narrator analyzes what he presumes is the structure of prejudice as follows:

Even though we were both objects of prejudice there was a difference between
their case and mine. They had the right to sneer at people with prejudice; I did not.
They had companions who joined with them against prejudice; I did not. If I
sincerely wanted to stand on an equal footing with them, I should bravely have to
cast aside my mask and lay bare my scars. And who am I to talk about faceless
spooks? No, that’s a meaningless hypothesis; I wonder how people incapable of
loving themselves are able to find companions. (114)

Stereotyping, if not expressed in discriminatory acts, is a problem facing every health-

careprovider and underlying clinical practice based on relationship. In clinical history

829
 Kenzaburō Ōe, Commentary (1968) on Kobi Abe, Tanin no Kao [The Face of Another] (1964)

(Tokyo, Japan: Shincho-sha, 1989), 289.
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taking, racial or ethnic information is input in the patient’s chart. Stereotyping should be

called in question because it often functions as a shield from further exploration or

reflection. The men of Whilomville in “Monster” did not investigate to find out whether

Henry has committed any violent act. As they subconsciously know that their reasoning

is neither morally justifiable nor persuasive, they make up a pretext that they do it for the

sake of the “women.”

In the United States where its society has historically been organized by involving a

diversity of peoples and keeps open its door to individuals and groups immigrating from

abroad, students and professionals cannot but be sensitive and conscious about

differences in ethnicity, race, and culture and their implications in clinical practice and

ethics. Even in Japan, where there is a persistent myth of homogeneity, students may

assume that “international” issues are what they encounter only when they go abroad to

study or research or when they have non-Japanese- speaking patients in their offices in

the future. They should acknowledge that racial issues exist but are unacknowledged in

Japan. In my Web site search, I found that the deans of medical schools in Japan

mention, if not as frequently as humanity, the international sense and global perspectives

as prerequisites to being a good physician.

Finally, the narratives of burn victims give opportunities for both students and

professionals in medicine to rethink the split between the mask or persona, professionally

commended and socially respected, and the self, personal and private, usually concealed

from public inspection. In the endeavor to be perfect as a professional, the personal self

may have been buried deep under the mask, disembodied, neglected, even forgotten. To

be a good physician is not to suppress the private self. To integrate one’s personal fear,
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anxiety, and desire is important. Integrity is not from elimination or suppression of those

“unprofessional” feelings and emotions. Suppression is easily transferred onto other

individuals or groups to have them carry the fear one evades herself. That is a major part

of what happened to Henry Johnson. Integrity is to listen to and integrate those

unexplored aspects in one’s inner world. To attend to the face under the mask is

necessary to maintain one’s integrity as an individual. The physician-poets I discuss in

the ensuing section are individuals who dare to look under the mask they wear in the

institution.

In and out of the White Coat: Poems by Dannie Abse and Saitō Mokichi 

White coat and purple coat
a sleeve from both he sews.

830

Apollo was a physician-poet. Apollo is a god of rationality but is not free from

personal attachments. Immortal as he is himself, Apollo is not entitled to grant

perpetual life to human beings. To the question of Apollo, who laments over the death of

Hiacynthus whom he loves and asks whether his grief is unreasonable, Hermes answers:

“It is, Apollo. You knew that you had set your heart upon a mortal: grieve not then for his

830
Dannie Abse, “Song for Pythagoras,” in One-Legged on Ice (Athens, GA: University of Georgia

Press, 1983), 57.
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mortality.”
831

This mythical episode makes clear that human death is not under the

control of Apollo, or any other of the Greek gods for that matter.

     In the second section of chapter 8, I discuss two Apollos—Saitō Mokichi from Japan 

(1882-1953) and Dannie Abse (1923- ) from Wales. Some of their poems reflect their

conflicts between the professional and the personal—reason and emotion—represented in

their works. I explore in those poems how the poets as individuals are associated, or

dissociated, with their medical selves when they face their personal grief and affliction

over the sickness, dying, and death of the persons closest to their hearts—their mothers.

Even physicians, with all their professional detachment and experience, become upset

and grievous at the final stages of their close family members. Should it be possible to

treat your mothers detachedly as physicians? Students might suppose their training

831
Lucien, 16 (14) “Hermes and Apollo,” in The Dialogues of the Gods (170 CE) in The Works of

Lucian of Samosata, trans. H. W. Fowler and F. G. Oxford (Oxford, UK: Clarendon Press, 1905),
http://www.theoi.com/Text/LucianDialoguesGods1.html#25 (accessed March 9, 2011).
Ovid portrays the sorrows of Apollo when Hiacynthus is hit by the disc he has thrown:

The god is as white as the boy, and cradles the fallen body. Now he tries to revive you, now to
staunch your dreadful wound, and now applies herbs to hold back your departing spirit. His arts are
useless: the wound is incurable. Just as if, when someone, in a garden, breaks violets, stiff poppies, or
the lilies, with their bristling yellow stamens, and, suddenly, they droop, bowing their weakened
heads, unable to support themselves, and their tops gaze at the soil: so his dying head drops, and, with
failing strength, the neck is overburdened, and sinks onto the shoulder.

You slip away, Spartan, robbed of the flower of youth,” Phoebus [Apollo] sighed, “and I see my
guilt, in your wound. You are my grief and my reproach: your death must be ascribed to my hand. I
am the agent of your destruction. Yet, how was it my fault, unless taking part in a game can be called
a fault, unless it can be called a fault to have loved you? If only I might die with you, and pay with
my life! But since the laws of fate bind us, you shall always be with me, and cling to my
remembering lips. My songs; the lyre my hand touches; will celebrate you. As a new-formed flower,
you shall denote my woe, by your markings. And the time will come, when Ajax, bravest of heroes,
will associate himself with this same flower, and be identified by its petals.”

Ovid, Metamorphoses, bk X:143-219, “Orpheus Sings: Ganymede; Hyacinthus,” trans. A. S. Kline,
http://etext.virginia.edu/latin/ovid/trans/Metamorph10.htm (accessed March 9, 2011).
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should help them cope with the sicknesses of their family members in more appropriate

ways than lay people and make decisions as professionals.

Atul Gawande—surgeon, public health advocate, and journalist—writes about his

experience when his child, born prematurely and weighing barely four pounds, developed

a respiratory viral infection. Gawande has to decide whether she should be intubated or

not:

So who should have made the choice? In many ways, I was the ideal candidate to
decide what was best. I was the father, so I cared more than any hospital staffer
ever could about which risks were taken. And I was a doctor, so I understood the
issues involved. I also knew how often problems like miscommunication,
overwork, and plain hubris could lead physicians to make bad choices.

832

Nevertheless, Gawande leaves the decision to the “doctors I had never met before.”
833

He

knows that some ethicists disparage this type of renunciation of the exercise of autonomy

as “childlike regression,” but he thinks this judgment to be “heartless”: “The uncertainties

were savage, and I could not bear the possibility of making the wrong call. Even if I

made what I was sure was the right choice for her, I could not live with the guilt if

something went wrong.”
834

Thus, sometimes an inner conflict occurs between being a

physician and a patient, or being the doctor and the parent, the child, the sibling, or the

spouse. If one as a person is unable to retain detachment, one can count on the

832
Atul Gawande, “Whose Body Is It Anyway?” in Complications: A Surgeon’s Notes on an Imperfect

Science (New York, NY: Metropolitan, Books / Henry Holt, 2002), 221.

833
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834
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professionalism of the profession: “group rationality.”
835

When the physician faces her

family member’s illness, she might want to rely on this rationality of her colleagues, not

her own. With Gawande’s choice in mind, the reader may be better engaged in

appreciating the works by the two physician-poets about their mothers in this section.

The mothers are elderly and cannot be comparable in the impact on their families with

Gawande’s baby, who is at the very beginning of her life. Still, many questions may

cross students’ minds, such as, “Is it only natural for the physician to be ‘human,’

emotionally involved, even upset, when facing his mother’s terminal illness or death?” or

“How could we handle and juggle the personal troubles and the professional

obligations?”

     Saitō Mokichi is probably the most important Tanka poet of twentieth-century 

Japanese literature.
836

Mokichi is also one of Japan’s first modern physician-authors.

With seventeen collections of tanka, works in other forms appearing in his fifty-six-

volume Complete Works, and more than sixteen thousand poems, he received Japan’s

supreme honor for a man of letters when he received the Order of Culture in 1951.
837

His

tanka poems cover a wide range of subject matter from the beauty of nature, personal

passion, love, and mourning for his dying mother, and to observations and reflections on

his clinical encounters with his patients as the director of a mental institution.

835
Ibid., 222.

836
Donald Keene, Dawn to the West: A History of Japanese Literature 4: Japanese Literature of the

Modern Era: Poetry, Drama, Criticism (New York, NY: Columbia University Press, 1999), 61.

837
 Ibid., 65.  Seishi Shinoda and Sanford Goldstein, Introduction to Mokichi Saitō, Red Lights: Selected

Tanka Sequences from Shakkō, trans. Seishi Shinoda and Sanford Goldstein (West Lafayette, IN: Purdue
Research Foundation, 1989), 11.
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The other poet I want to discuss in tandem with Mokichi is Dannie Abse. He is a

physician-poet of Welsh and Jewish heritage. Abse’s prominence is evidenced by the

fact that volume 3 of Literature and Medicine, which took The Physician as Writer as its

thematic focus, pays special homage to Abse.
838

His bibliography boasts of well over

fifty works published from 1948 through 2009.
839

The traditional Japanese tanka and English verse are different in prosody.
840

Despite

that, there is much in common in these two poets’ works that is suggestive of their

medical profession and beyond. The reader might appreciate the hazy borderline

between practitioner and person in poems that have more enclosed, esoteric, and encoded

space than prose narratives or essays.

Mokichi’s poems are uninhibited and unapologetic in his expression of love for his

mother before, during, and after her demise. He did not follow her last days as a personal

physician. He had been adopted by the Saitos as the one to inherit their hospital. In May

1911, Mokichi learns of his mother’s illness. He hurries to their native village in

Yamagata Prefecture. From this trip came the “magnificent tanka sequence entitled ‘The

Dying Mother,’ perhaps the most famous sequence in Red Lights.”
841

Far away from the

locale of his clinical practice in Tokyo, Mokichi is allowed to slip out of the white coat

838
Literature and Medicine 3: “The Physician as Writer” (1985).

839
British Council, “Dannie Abse,” Biography, in Contemporary Writers,

http://www.contemporarywriters.com/authors/?p=auth151 (accessed March 10, 2011).

840
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and express what he feels and perceives, unrestricted and unchecked. “The Dying

Mother,” composed of four sections, has fifty-nine poems in all—eleven, fourteen,

fourteen, and twenty poems in each respective part. The sequence is so structured that

four sections correspond to “an introduction, main body composed of two themes, and a

finale which brings the entire episode to its haunting close.”
842

Each section in turn has

poems functioning as an introductory part, those forming the main body, and those in

finale.
843

These poems are augmented in the appreciation of their value when the “entire

sequence is read as a narrative.”
844

They represent the feelings and images crossing

Mokichi’s mind: first, on his hurried and impatient trip to Yamagata to see his mother

one last time; second, on his vigil on her bedside; third, in the rite of her cremation; and

last, in his mourning and reminiscence in the mountain spa over her death and days he

spent with her. I discuss only the poems that have a direct mention of his mother in each

part. Since the fifty-nine poems in “The Dying Mother” have consecutive numbers in the

English translation, I refer to those numbers although they are not numbered in the

original text.

Part 1 is about Mockichi’s travel north at the news that his mother, Iku is in a critical

condition. It is charged with his thirst to be home to “glimpse / just once more” his

842
 Seishi Shinoda and Sanford Goldstein, Notes to Tanka Sequences, in Mokichi Saitō, Red Lights

(1913), trans. Seishi Shinoda and Sanford Goldstein (West Lafayette, IN: Purdue Research Foundation,
1989), 284.
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mother, as in poem 3.
845

Iku has been sick in bed for several years after she had a

stroke.
846

“This sweat/ on my brow” in poem 5 shows his impatience to reach his mother

at that very moment (107). Mokichi is known to have autonomic imbalance and suffer

from hyper perspiration.
847

Even in midst of angst, the poet in him never fails to give the

sense of locale. His senses capture the climate of the northern land and register “radiant/

Mt. Azuma’s snow” in poem 8 and “frost on these mulberry leaves” in poem 9 (108).

In Part II Mokichi makes his bedside reconfirmation of his bond with his blood

mother. Poem 12 tells that as a physician, he brings some drugs all the way from Tokyo.

That might be all he could do for his mother in her final stage of life. The phrase, “I was

watched and watched” (109), displays that his presence is of greater efficacy to the

mother who can no longer talk. As poem 13 suggests, all she can do is watch him and

mumble something “for I was her son” (109). With all his senses alert not to miss any

moment-by-moment change in his mother, they never fail to observe and grasp small

details in the surroundings. In poem 14, his eyes, waking on his mother’s bedside, catch

“dust/ on the spear” (109) hanging on the wall. Usually farms do not have samurai

spears, but the “old status family,” like Mokichi’s, was allowed to have one.
848

The spear

845
 Mokichi Saitō, “The Dying Mother,” in Red Lights (1913), trans. Seishi Shimoda and Sanford

Goldstein (West Lafayette, IN: Purdue Research Foundation, 1989), 106. Subsequent quotations from his
poems are from this edition and will be given parenthetically in my text.

846
Shinoda and Goldstein, Notes to Tanka Sequences, 284.

847
Otohiko Kaga, “Mokichi no Seikaku [Mokichi’s Personality],” in Ōgai to Mokichi [Ōgai and 

Mokichi] (Tokyo, Japan: Ushio Shuppan-sha, 1997), 86.

848
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was a “sight he had seen when he was a child.”
849

The commentators interpret that thus

the historical significance of the spear and that of Mokichi in this house “merge in a

sudden poignant moment.”
850

Poem 16 has his ears capture frogs singing in a distant

paddy field as if “sounding from the sky” (110). According to the commentators, it is

usual that in flat areas, like paddy fields, sounds from a distance “seem to come from

above,” and thus, the poet’s perception in this poem, “considered by many as one of the

representative tanka in Red Lights,” is justified.
851

In poem 17, his nose, as well as eyes,

catches the grassy smell of “mulberry leaves” (110) when the day breaks after a long

night’s vigil. When his olfactory sense is thus stimulated, he cannot help calling out to

his mother. Physician as he is, he has little to do for her except telling her that the

columbines, which his mother loves, “are in bloom” (110) as in poem 18 or stroking her

forehead while tears run down his cheeks as in poem 20. Anything that catches his eyes

is no longer a mere object but a reminder of impending separation with his mother. At

the sight of “the silkworms molt” (111) in poem 21, he refreshes his grief. Silkworms

feed on mulberry leaves, which the poet refers to in poem 17. In sericulture, which is the

family’s business, when silkworms do not eat before shedding their skins, the farmers say

they are asleep.
852

The comparison of silkworms in their sleep as “a step in their growth”

849
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and his mother soon to be in “eternal sleep” makes him feel “all the sadder.”
853

Poem 22

may be the most spontaneously emotional in the sequence. The interjection “yo,” which

highlights lamentation, is used three times in the original. The “rich milk” (111) stands

out as an image of his visceral bond with his mother, rather than a rhetorical epithet

traditionally set with mother. This image is carried on to the next poem 23 although

“milk” in the original has not appeared in its English translation. This poem describing

“two swallows / red of neck” (112) is “one of the best known tanka” in Red Lights.
854

This poem connotes a religious picture of nirvana with Buddha surrounded by weeping

living things.
855

For Mokichi, the swallows perched on a beam have come to deplore his

dying mother. In poem 24, “The living kin” (112) gather at the mother’s deathbed but

again, all they can do is watch her die. Helplessness felt before the dying person may be

what students are unwilling to acknowledge. How many times has Mokichi mentioned

“my dying mother”? Being on vigil may not be the physician’s duty. But as a child,

Mokichi has done all he should. The reader might feel relieved for him that he did not

have any duty to treat her as a physician.

In the poems of Part III about the cremation of his mother, Mokichi’s phrasing is

straightforward, strong, and startling. In poem 30, the poet carries fire, with which he

“must burn” his mother, not “cremate,” as in a practical usage. By his refusal of

euphemism, the poet may be asserting the uniqueness of his grief, although death has

853
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been a repeated event to human beings, especially to a physician. In poem 31 as well, he

uses an “exceptionally strong” expression as he describes his mother as going “through

the process of burning” “red / red” (114).
856

Also, the stars are personified by the verb

“used only of living things,” as if they were “living beings to the lonely poet.”
857

At the

same time, the use of a traditional pillow-word for mother suggests that he is in control of

his art. The intensity of his grief is emphasized with the repeated usage of “burning red”

(114) in poem 32. In poem 36, instead of using a regular Japanese phrase that means

“”to retrieve the bones from the ashes,” Mokichi writes that he is picking up his

mother.
858

This “risky expression” was “imitated by many tankaists” until it “becomes

stale by being repeated.”
859

It suggests how immediate his loss of his mother is, how raw

his grief is, and how difficult it is for the survivor to register the annihilation of the body

as the demise of the person. The persistent and undying presence of his mother and the

totality and finality of her death may be alike suggested in these unconventional usages of

the object and the subject. Simultaneously, in Mockichi’s shocking usage, one should

acknowledge daring nature in art. Just as prominent scientists venture into the unknown

of the universe, creative poets dare into the unconventional of language. One might

want to consider that in the discussion below about Abse’s “X-ray.”

856
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In Part 4, during his stay in the hot spring resort in the mountain he once visited with

his mother, he recollects his mother. The poems describing the beauty of nature, which

apparently have nothing to do with the mother’s death, work as an introduction to the

narrative of this part.
860

In poem 46, his grief propels him to wade “through this bamboo/

grass” (118). Having “no definite destination,” he walks onward to “beguile” and

“escape his sorrow.”
861

In poems 49 and 50, the small red fire he sees far in the mountain

reminds him of the funeral fire and envelopes him in a refreshed “sorrow” and “sadness/

for my mother” (119). Except for these brief mentions in poems 46 and 49, the poet

directly mentions his mother, not just once but twice, for the first time in poem 59, the

last of part 4. The dish of “bamboo sprouts” (121) served for dinner brings back the

sweet memory and he cannot help wailing for his mother and the happy occasion they ate

the same dish together. However, again, the pillow-word modifying the mother suggests

the poet’s artistic control in the middle of the outburst of emotions

This series of poems describing the dying mother are all compelling as poems of loss.

At the same time, some students might be at a loss how to connect Mokichi’s intimate

expressions of sorrows with the fact that he is a physician. If students can be as

observant as the poet, however, they may notice that he never lets go of the intelligence

of his sensory organs and of his artistic skills.

     In the works by Saitō Mokichi, the image of the color red can never be disregarded.  

As the title of his best-known collection Red Lights indicates, the visual impact from
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many poems is remembered in association with the poet’s signature color. It would not

be exaggerating to say that every other poem of his has a palpable mention or subtle

suggestion of the color red. When red is used in his poems about his mother’s death, it

represents a gut-wrenching sorrow. For him, red connotes what constitutes all the

commanding elements in one’s life, including love, passion, desire, grief, and sorrow.

Yet the day breaks and the sun shines, regardless of the grief he feels at the death of his

dearest mother. Mokichi abandons professional detachment and allows himself to lament

profusely. In contrast, tension between physician and person seems more intense with

Abse. The hues of red for Abse are associated with his clinical contexts and encounters.

Rose is a lovely color, but Abse knows that it is “not when it ripens in a tumour.”
862

In

his eye, red-blue is “tinged with hirsute mauve in the plum-skin face of a suicide.”
863

In “A Winter Visit,” Abse the physician suppresses Abse the son. He controls his

emotion when his mother, aged and weakened, complains of her symptoms of

deterioration. In an interview in 1985, Abse says of his mother who died at age ninety

earlier the same year: she was “very beautiful when a girl,” the “prettiest girl in the

Swansea valley,” and “became quite a beautiful old lady, as a matter of fact,” “very

Welsh in that she was totally tactless.”
864

In the poem the physician-poet and his ninety-
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year old mother are strolling in the local park on a cold winter day.
865

As a “tactless,”

Welsh woman, she straightforwardly tells her son that she feels very weak that winter and

and is going to die shortly. The physician-son cannot say any perfunctory words of

denial or comfort. He wants to cry but instead, lets the professional in him prevail: “for I

inhabit a white coat not a black even here—and am not qualified to weep” (18).

The poet chooses to speak of other things in the zoo and distract her attention to

creatures, including “flamingoes standing, one legged on ice, heads beneath wings” (18).

The reader can appreciate the tension the poet “dramatizes [. . .] between the personal (a

son grieving for his sad, aging mother) and professional (the doctor who must keep his

composure).”
866

In the bleak wintry scene of this poem, the tension could be viewed as

analogous to that between the abundance of life and the mercilessness of death: the birds

from the south standing the harshness of the season and the unforgiving climate of

England. The commentators on Mokichi’s poems write that “the Japanese believe that

the painful experience described solely for itself lacks something.”
867

This statement,

however, might be universally applicable to the art of poetry. The emotion Abse contains

is highlighted by the descriptions of things that have seemingly nothing to do with his

mother’s deterioration.
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One Legged on Ice is also the title of his collection of poetry. This book has three

poems about his mother. In “X-ray,” the poet is in an even more difficult situation than

in the preceding poem. Abse is holding his mother’s X-ray in hand to the viewing screen.

Before daring to take a look at it, he reflects on the accomplishments of distinguished

scientists, first, who explored the universe, underworld and space with insatiable curiosity

and venturesome spirits: “men who would open anything.”
868

Second, he mentions

Harvey and Freud, as ones who helped reveal the secret mechanism in the physicality and

mentality of a human being. Finally, the poet refers to the physicians who courageously

investigated the causes of mysterious diseases that had claimed many lives and whose

names are well recognized by the names of the diseases they discovered, such as

Addison, Parkinson, and Hodgkin. They are high-driven individuals who will not flinch

at anything to know the medical truth. But unlike these luminaries who dared to do

anything for the advance of science and medicine, the poet describes himself as “their

slowcoach colleague, half afraid, incurious” (20). He remembers that even in his

childhood, he was not a type who enjoyed pulling a clock to pieces or playing a

dissection on a dead mouse. He remains in this temperament the boy he used to be

although now he wears the white coat as a medical doctor to examine his mother’s X-ray

picture. John A. Woodcock, commentator on this poem, refers to the “doctor-poet’s

reluctance to view his own mother’s X-ray.”
869

His professional training makes his “eyes
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look” just as the poet’s heroic predecessors. But the poet’s personal self does not want to

look. What would students think of this poem? They may argue that physicians should

not be serving as a personal physician of his family members to avoid being in the

dilemma this poet-physician is. The poet does not think he wants to know the truth about

his mother’s diagnosis. What would students think of the doctor in this situation? Is his

reluctance natural as a response of the son? Or would they suppose he lacks professional

detachment? How would they feel and what would they do if they were placed in a

similar clinical situation?

The radiologist Richard Gunderman observes that Abse figuratively “has joined the

ranks of a priesthood in which inquiry into the forbidden is permitted” and that it was

“not primarily curiosity that drew him to a career in medicine, perhaps it was a profound

compassion for suffering and a desire to relieve it.”
870

Gunderman’s idea is that a double

transgression is taking place here:

Now he crosses another boundary. Regarding his mother with the invisible light,
holding up her radiograph to the light, he perceives something new. It is something
that his eyes register, yet his mind and soul resist. Perhaps he senses the enormity
of this transgression, peering into the body of his own mother like the sons of
Noah regarding their father’s nakedness. Or perhaps his eyes behold something
they would prefer not to recognize—a harbinger of mortality, such as lung

cancer.
871
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Art is a kind of transgression across the boundary into another sphere in that it gives form

to what is inexpressible or even indiscernible in non-artists’ psyches. It might be said

that Abse and Mokichi, who write poems about their mothers’ illnesses and deaths as

physicians, sons, and artists, have committed a three-fold transgression.

Abse’s third poem about his mother‘s death, “Exit,” is his contemplation in a hospital

room of human death as hard labor. Now dying the hardest way is his beloved mother.

He thinks of the many ways, sometimes mercifully but mostly wildly, death comes to a

person. Having to witness his mother suffering makes him compare the throes of death to

a moth blindly and frantically trying to make an exit from life. As in the preceding two

poems, the personal self of the physician-poet intervenes in professional contexts. Three

of seven stanzas in this poem begin with the mention of his colleague preparing the

syringe to set the locale of matter-of-fact clinical procedure. But the poet is not like the

colleague. Flashback images of various kinds of deaths distract him from the on-going

procedure. After the moth, he is reminded of the corpse of a girl who committed suicide

and whose face was almost indiscernibly destroyed. Next comes the war victim

abandoned for dead while still alive, conscious, and agonizing. Then he refocuses on his

mother, who is still “able to lift . . . at intervals her troubled head.”
872

His colleague

injects her with temgesic which will numb the pain and make suffering more bearable.

The poet asks himself why on earth a human being has to suffer so much to die. He

compares the final agony to a “concentration camp.”
873

This metaphor serves as a
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reminder of his Jewish heritage. Death victoriously holds the mother’s left hand and he

holds the other hand. That is all he can do. This gesture resonates with that of Mokichi,

who caresses the forehead of his mother.

A commentator on this poem, Jack Coulehan, who is a physician-writer himself,

observes in this poem “a powerful reflection on the inexplicability of suffering and death,

and on the bonds of love.”
874

The “temgesic” administered by the colleague in the poem

is morphine. Coulehan raises the questions: “Is the purpose of this dose of morphine

simply to ease the mother’s pain? Or is it sufficient to end her life?”
875

The poet wonders

why human beings have to suffer so much when they exit from this life. Referring to

biblical figures such as Saul and David and Bathsheba, he observes that from their

suffering something positive comes forth. But the regular human being turns a “dummy”

in deathbed and yet cannot go “with swift economy.”
876

What would students think of the

“inexplicability” involved in the practice of their profession? They might suppose that

for scientists of medicine human death should be an “explicable” event. They might

assume that the physician should have been prepared for this since he looked at the X-ray

picture. Would they be surprised if they were told to be prepared for the enigma of

suffering at human exit from this life? They should also acknowledge in the poems that it

may be inexplicability itself that cements and fortifies the “bonds of love.”
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Poetry is a medium in which the inexplicable in the human condition is described and

crafted. What these two poets intimately feel is filtered by the relentless eye of the artist-

scientist through the processes of selecting words and structuring phrasings. Students

should be informed that the art of writing a poem is far from leaving oneself behind in a

surge of passion. It is a more conscious and rational task to give form to amorphous

feelings, examine words, images, metaphors, and syntax and construct them into an

aesthetic structure of representation without losing the initial momentum of sensory

agitation. Poetry is more objective and calculated than one might imagine. Writing a

poem can be a means of therapy because it may help the writer reorganize her inner chaos

rather than giving it an outlet.

There may be differences in the expression of affection for the maternal between

these two Apollos, one from Anglo-Saxon culture (though Abse is Jewish-Welsh), which

is more stoic and rigid about losing oneself in sentiments, the other from Japanese

culture, which is more tolerant of men leaving themselves to the overflow of emotion.

Abse consciously places himself in the professional setting when he expresses his

feelings for his mother. Even in walking in the park, he chooses to define himself as a

physician rather than a son. In the other two poems, granted the institutional location, it

may be appropriate that Abse does not let go of himself. In the case of Mokichi and his

mother, away from his work place, he had the privilege of ridding himself of the white

coat and clothing himself in the purple coat. In addition, he has been separated from his

biological mother since he chose to pursue a medical career at only fourteen. He may

have been given license to be honest and straightforward at the last time they were to

spend together in this world.
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What would students want to learn from reading the two physicians’ works about their

beloved mothers? How would students feel about having to face their loved ones’

sickness, dying, and death? Would they like to do everything they can to save them or

relieve their pain? Would they prefer to leave their care to other physicians? Or would

they assume their professional and personal caring should not conflict with one another?

They might be interested to write poems themselves to explore their inner workings about

themselves, families, and patients. Students are to pursue their career in the institution

named medicine. While serving in the system, they are supposed to be in control of

personal emotions to better serve their patients. That does not mean that they should

stifle human feelings. Abse and Mokichi demonstrate not only that in good physicians

subjectivity and objectivity coexist in constructive coordination but also that passion and

reflection mingle to help enhance the quality of clinical observation and patient care. As

Sir William Osler, physician, writer, and educator who had a great influence on medical

education in the United States and England, says, “the practice of medicine is an art,

based on science.”
877

Analogously, the writing of poetry may be defined as a science,

based on words and emotion. Would students be willing to acknowledge that to belong

to the institution and to flourish as an individual is not a conflict but could be mutually

enhancing and that there is much in common in practicing medicine and creating poetry?

Another prominent physician-poet, William Carlos Williams, writes that medicine and

poetry “amount for [him] to nearly the same thing” in the sense that “any worth-his-salt

877
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physician knows that no one is ‘cured’” because “a cure is absurd.”
878

This recognition

and habit of mind might be of some benefit when students read the texts in the next and

final chapter about death and dying when they are eventually confronted with deaths in

their practice of medicine.

Being Women in Medicine:
Then and Now in Beyond the Blossoming Fields and “The Good Doctor”

Doc’tress:

n. 1. A female doctor.
879

Doctress may be an obsolete word, although dictionaries still carry the word. In the

United States, about half of the students enrolled in medical schools are women.
880

In

Japan, approximately one-third of students in medical schools are female.
881

It is

predicted that, by 2015, the number of female medical students in Japan will reach the

half of the total.
882

Now that women doctors are no longer unusual, it might be thought

878
William Carlos Williams, “Of Medicine and Poetry,” in Joseph Ceccio, Medicine in Literature (New

York, NY: Longman, 1978), 206.

879
Webster’s Revised Unabridged Dictionary (1913), s. v. “doctress.”

http://www.thefreedictionary.com/Doctress (accessed March 15, 2011).

880
The American Medical Association reports that women applicants for medical schools made up just

over half of the 2004-2005 national applicant pool, outnumbering men for the second straight year.
American Medical Association, Statistics History, Table 2-Women Medical School Applicants,
http://www.ama-assn.org/ama/pub/about-ama/our-people/member-groups-sections/women-physicians-
congress/statistics-history/table-2-women-medical-school-applicants.shtml (accessed March 15, 2011).

881
Hiroshi Yasuhara, “Surgeons Today and Tomorrow,” Surgery Today 27, no. 7 (1997),

http://www.springerlink.com/content/b4r52123j4880j56/ (accessed March 10, 2011).

882
Ibid.



397

irrelevant to single out the female physician as a topic to discuss in literature and

medicine.
883

However, gender issues contain more than numbers could represent.

Memoirs and narratives by women physicians frequently refer to conflicts in gender

politics—between women and men, women and medicine, and women and society. In

this third section of chapter 8, I discuss the literary representations of women who

practice medicine in Beyond the Blossoming Fields (1970) by Jun’ichi Watanabe (1933- )

and “The Good Doctor” (1994) by Susan Mates (1950- ). I intend to consider what it

means to be female in the long male-dominant world and discuss that in two different

nations in different times, these women have common challenge and ambition.

Ellen S. More, professor of women’s studies and medical history, writes that “only

since the 1970s, in the wake of complex social, political, and legal changes, have

significant numbers of women doctors been able—and willing—to move toward the

center of professional authority in the United States.”
884

Preceding this noticeable

movement taking place in parallel with social transformation in the 1960s and 1970s,

however, there had been a modest but constant inflow of the powerful presence of

women since the late nineteenth century both in actual practice and in literary

representations. The 1880s saw some of the first women physicians in literary works by

883
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William Dean Howells and Sarah Orne Jewett.
885

There are autobiographies by some of

the first female physicians in the United States, such as Pioneer Work in Opening the

Medical Profession to Women (1895) by Elizabeth Blackwell and Fighting for Life

(1939) by S. Josephine Baker. These physicians are represented as courageous pioneers

who would not succumb to obstacles such as gender discrimination, bias, or stereotyping

in the profession of medicine or society at large.

Beyond the Blossoming Fields, by the physician-writer Jun’ichi Watanabe, is a novel

based on his extensive research on the biographical data about Japan’s first licensed

female physician, Ogino Ginko (changed from Gin). Though she was an actual person,

since there is no telling historical facts from Watanabe’s embellishments, I deal with

Ginko as a character in fiction. I spend so much time on plot summary because Ginko’s

life provides an exemplary narrative about surmounting the insurmountable. Ginko’s

long and rigorous path to a professional career of medicine starts with her own ailment.

In 1851, two years after Elizabeth Blackwell became the first woman to earn a medical

degree in the United States, Gin is born to a wealthy farmer household in Saitama, a

prefecture north of today’s Tokyo, Japan. She is so bright as to master by age ten

Chinese classics, which were then required texts for the youths of the upper class.

Nevertheless, as other daughters of well-to-do families of the time, her life is not of her

own choice. It is arranged for her to marry the eldest son of a large estate owner. She is

supposed to live decently as a housewife and, most likely, become mother of many

healthy children. However, her fate takes an unexpected turn when she contracts
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gonorrhea from her philandering husband. She returns to her parents’ home never to live

with him again. To satisfy her inborn thirst to learn, she studies under the tutelage of the

prominent local scholars, Dr. Mannen and his daughter Ogie.

Her gonorrhea is never cured. In the traditional practice of Chinese-style medicine,

practitioners usually do not look at the infected area of the patient. In the clinic of

Western-style medicine in Tokyo, Gin has an experience so degrading that “she was sure

that death could not be any worse than what she had just been through.”
886

She has the

humiliation of being exposed to the doctor and “being held down by several strong men”

(41). What crosses her mind at that moment decides the direction of life she is to proceed

in:

If there were women doctors, I and countless other women like me would be saved
from such terrible shame. Then another idea occurred to her. Why don’t I become
a doctor and help those women?

The sudden thought reverberated to the centre of Gin’s being. It filled the
emptiness in her nineteen-year-old heart, that of a girl whose marriage had failed
and who was faced with a future devoid of hope. (46; italics in original)

During a year-long hospitalization, Gin gradually becomes used to the Western way

medicine is practiced—examination, diagnosis, treatment, medication, and possible cure.

Her first Western medicine—“odourless” powder—is “utterly unlike the black colour and

burnt smell of the herbal medicine that Gin was accustomed to” (44). With “the strange,

foreign matter . . . flowing throughout her body,” she feels “as though the tide of

886
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Westernization that had been flooding the capital city had now finally begun to seep

through her own being too” (44).

Her pursuit of a medical career becomes the way she constructively fills the

“emptiness” and “void” of her life. For a woman of her time, who has very few paths for

self-accomplishment except as a wife and mother, however, trying to become a physician

is an abominable transgression. Gin is for her family a “disobedient, unfilial and

disowned daughter” and treated like “some sort of insane woman” back in her home

community (274). After persuading her mother for over a year, she leaves her family for

Tokyo at the age of twenty-one. When she is thirty-four years old, she is finally licensed

as a practicing physician. Students of medicine today in Japan may well conceive that

they work hard, cutting sleep time and denying pleasures, to be admitted into extremely

competitive medical schools. However, when they read Gin’s life story, they may realize

how privileged, blessed, and protected they have actually been.

At that time there were only three institutions, two public and one private, accredited

to award degrees in medicine. Competition for admission was fierce and it was well

known that successful applicants had contacts in the new Meiji government. Only

graduates from these institutions, none of which admitted women, were allowed to take

the two-session examination to be licensed as medical practitioners. In short, granted that

for Gin “all the possible routes to becoming a doctor were completely and irrevocably

closed,” her conviction to become a doctor “seemed little more than a declaration of

insanity on her part” (56).

As a first step to her dream, Gin goes to the private school run by a noted scholar of

Japanese classics, Inoue Yorikuni. In the late Edo era, scholars generally read Chinese
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medical books as well as the classics and, therefore, had some knowledge of Chinese

medicine. Thanks to her training at home, Gin quickly becomes the best of Yorikuni’s

students. After graduation, she relocates to serve as an instructor and dormitory

supervisor of a girls’ school. She is a superior teacher but that was not her goal. She is

then enrolled in Tokyo Women’s Normal School—a teacher’s training college—which

just opened in 1875. To signify her self-transformation, Gin changes her name, from the

cute little Gin to the more serious-sounding Ginko.
887

Gin’s choice of a new name

denotes her determination to be taken seriously by the medical institution of the time

closed to women and society that treated women as second citizens. She graduated at the

top of her class from the Women’s Normal School.

With the reference letter from the principle of the Women’s Normal School, Ginko

personally visits the Director of the Army Surgical Hospital to beseech him to refer her to

a medical school that will be willing to accept a female student. Because of the request

from a person influential in the medical world of the day, Ginko is reluctantly allowed to

be enrolled in Kojuin Medical College, a private medical school “run by the Imperial

Court’s designated physician” (104).

From the time she joins the program of Kojuin in 1882 until she graduates three years

later, she encounters all kinds of hardship. Financial difficulty is constant. Disinherited

by her family, she has to work in the evenings as a tutor for daughters of rich families.

As the only woman student in an all-male school, she has unpleasant experiences from

having to use the men’s restroom to narrowly escaping a rape attempted by some of the
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dropouts from the school. Male students’ “reasoning” for their harassment is that they

are giving her “lessons” because “her mere presence besmirched the reputation of the

school” and that their “honorable profession is being degraded to the work of women and

children” (103-104). The men in Ginko’s class are jealous of her brightness and

perseverance. It is not unusual that even today violence and discrimination are executed

in the name of “moral discipline” and “righteous indignation.”

Interestingly, Ginko develops a pragmatic and rational view about the human body,

the cadaver, and its dissection. She thinks that instead of commanding respect as

buddhas after death, people should be treated well, not “miserably, like cats and dogs”

(119), while they are still alive.  Through her pursuit of medical studies, the body―the 

source of her immeasurable shame, which she never outgrows―turns into the object of 

observation, investigation, and exploration. She gravitates toward the scientific rigor of

Western medicine. Her former teacher Yorikuni is one of the scholars and practitioners

who, as a rebound of the increasing dominance of Western medicine, advocates the

exclusive use of Chinese medicine in Japan. Ginko is doubtful of her teacher’s bigotry

and his view of autopsies as barbarous practice.

However brilliant and diligent she may be, she has to continue fighting the system.

Despite all impediments, Ginko graduates from Kojuin “ahead of the rest of her class”

(131). According to the new decree of medical licensing regulations, as of the beginning

of 1884, only those who passed the government’s licensing examination would be

granted permission to practice medicine. For three consecutive years Ginko’s
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applications are “as expected . . . curtly refused with the note: ‘No precedent of a female

receiving a medical licence’” (133-134). She appeals directly to the Home Ministry and

receives the “notification stamped with the single word ‘Denied.’” For her it comes as

“sentence of death.” She decides to go to the Home Ministry to speak in person to the

Head of the Bureau of Public Health but is turned away at the door in a most humiliating

way. “No idea what to do next,” “with no recourse left,” and “completely at a loss,”

Ginko writes years later how she was feeling at that time:

It had been ten years since I left the home where I was born. I had wandered and
suffered as much as I could bear, but society still refused to accept me. My family
and friends had shunned me, and I had tried everything I possibly could. I was
losing weight and growing old, and I was despairing. Couldn’t anyone see me
there? I felt like a rock in the middle of a river engulfed by waves and whirlpools.
(138; italics in original)

To make matters worse, her mother dies. Ginko has no longer any chance to become

reconciled with her mother, who has been grieving over the “loss” of her daughter.

Ginko suffers from a sense of futility, feeling “it’s all been for nothing” and “Why did I

do it, then?” (149) Her ambition seems “too much of a revolt against her family and

society” (149). Yet every time she is overcome with self-doubt, she reconfirms to herself

that “this hasn’t all been a mistake. I’m not wrong” by bringing back the image of

herself pushed down for the male doctors’ examination as though she were “being

restrained by branding irons” (149). Each time the memory replays itself, she feels her

whole body burn and her shame roll “like a red-hot ball round and round her head” (150).

upper classes.
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As a last resort to get an opportunity to take the licensing exams, she visits Tadamori

Ishiguro, the official who assisted her in being admitted to Kojuin.” He advises her that

since there is no written law that a woman cannot become a doctor, all she has to do is to

prove that there is a precedent of a female doctor. Ginko remembers that the oldest

medical law book, Ryo no gige, has the words woman doctor. Prompted by the letter

with supporting evidence of the existence of female doctors in the past, confirmed by her

former teacher, Inoue Yorikuni, and by Ishiguro’s statement that “Japan will be a

laughing stock if we refuse to let go of Edo-era policies” while “all the advanced Western

countries have women doctors,” the Commissioner of Public Health agrees to work for

the qualification of female applicants until finally, “a formal directive was issued to the

effect that women should be allowed to sit the medical licensing examination” (158-159).

The examination consists of two parts: the first session tests physics, chemistry, anatomy

and physiology, and the second covers surgery, internal medicine, obstetrics,

gynaecology, ophthalmology, pharmacology, bacteriology and clinical medicine. Ginko

takes the first part on September 3, 1884, with three other women, two of whom were

graduates from the precursor of the Navy Medical College. Ginko is the only woman

who passes, and she does so “with flying colors” (160). Although she has fever from the

relapse of the old gonorrhea through overwork and stress, she passes the second session,

successfully clearing the test of clinical medicine in which she is required to examine and

diagnose an actual patient. It is “March 1885, the spring of her thirty-fourth year” (165).

How outstanding Ginko’s accomplishment was is demonstrated by the fact that in 1884,

of the 40,880 doctors practicing in Japan, only 3,313 passed the licensing examination

and were officially qualified to practice (167). The story of the first woman to receive a
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license to practice medicine is sensationally carried in newspapers and magazines. She

receives offers from strangers to let their homes or use their land, free of charge. She is

at a loss how to interpret the sudden shift in public opinion about her from an eccentric

with no knowledge of her place to a “celebrity” with “academic talent and effort” (167).

As she does not want to depend on charity, with a loan within her means she leases a

modest house in Yushima, Tokyo, and in May 1885, she opens the Ogino Obstetric and

Gynaecological Clinic. Instead of becoming complacent about what she has achieved,

she sets other challenges as her new goals she feels obligated to overcome, including the

deep-seated prejudice against a female doctor. Not all patients can afford to pay the fees.

She finds that there are many women with sexually transmitted diseases but in no control

of their situations, health problems, or bodies. Ginko realizes that “people’s lives are

saved because of their own physical strength and the environment they live in” and that

“doctors merely provide a bit of assistance” (192). She has concerns extending well over

her day-to-day clinical practices to a wider spectrum of social issues such as public health

and education, sanitary environments, women’s rights, and socioeconomic conditions.

The ensuing dialogue highlights the contrast between Ginko’s aspiring for a higher goal

and her former teacher, Yorikuni’s being stuck in mediocrity:

“No matter how simple and common the disease, it’s still complicated by
everything else in the patient’s life. And it’s that which determines whether the
disease is cured or not, or whether they live or die.” . . .

“But there’s no end to it once you start reasoning like that.”
“Not at all. There are any number of cases where it would be better to improve

the environment surrounding a patient rather that provide medical care. It would
be much quicker and more efficient.” (193)
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Yorikuni shows little interest in her concerns about the limitations of medical practice per

se. Ginko’s sense of caring extends beyond the immediate treatments of her patients to

the wellbeing of the whole community and its socioeconomic problems:

“What I mean is that matters of poverty, social systems and customs are more
urgent than making advances in medical care.”
“But is that the responsibility of the medical profession?”
“Of course not. It’s much more basic, fundamental problem than medicine.”
“So what do you plan to do?” (193)

This exchange between ex-teacher and ex-student serves almost as a role reversal—a

parody of conventional male teacher and female pupil roles. Yorikuni’s fussing over

domestic trivia, such as the newborn baby he had with his young wife, might be viewed

as a picture of the Gin she might have become if she had married and mothered children.

As in More’s book, for a woman physician, the “relationship between personal and

professional responsibilities” has been an issue.
888

But in Ginko’s mind, the two-way

responsibilities are not conflicting but synthesized.

The way Ginko sees her patient as a whole person, not as a patient, much less a case,

is remarkable. First woman doctor as she is, she is innovative, even prophetic in her

voice and vision. More observes the change in the relationship between biomedical

science and public in the United States in terms of female doctors’ fight against the

current of professional medicine “toward specialization, biomedical reductionism, and

the rejection of holistic, environmental, culturally contexualized conceptions of illness”:

888
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The marginalization of public health efforts and medical school programs in
preventive medicine and community health began in the early decades of the
twentieth century. By putting their weight behind social medicine, women
physicians may have remained true to their professional traditions of generalist
medicine and maternalist social reform, but they also were following a path few

others wished to pursue.
889

Ginko’s conviction is ahead of her time and her rationale and ideal of health care as a

social good foresees the long way for medicine to come through the twentieth century in

Japan as well.

Ginko is a pioneer in more than one way. She converts to Christianity. Her

conversion is understandable because she is impressed by the equality of man and woman

in the Christian community and by its spirits of sacrifice and social service. To join her

husband, who is her junior by thirteen years, she immigrates to Hokkaido, the

northernmost of Japan’s four major islands―the virgin land, which the new government 

encourages people to open, cultivate, and settle. She labors as a pioneer literally, helping

out with her husband for ten years. However, her aim of opening a clinic in Sapporo, the

prefectural capital of Hokkaido, is discouraged on the ground that medicine had

progressed into “much more of a science these days” and that “women are not as hesitant

as they used to be about being examined by male doctors, so it’s no longer such a big

advantage being a female doctor” (304). Ginko continues to practice medicine in the far-

flung town of Setana in southwestern Hokkaido to “work and forget about both Sapporo

and Tokyo” (305). It might be what awaits any doctor, not only a female doctor, who has

failed to “keep from falling behind” “young doctors nowadays [who] know so much

889
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more” and “keep up with new medical developments” (304). This vital duty of updating

knowledge and skills has become even more demanding in medical and scientific

environments. The last years of her life as a biographical novel might give the

impression of being dwindling and anticlimactic in comparison with the eventful first

years. That her medical knowledge and practice became eventually outdated does not

diminish the credit she deserves as one who single-handedly challenged the medical

institution and opened paths for female physicians in Japan.

“The Good Doctor” is barely twelve pages long. In contrast to the realistic

detachment of the prose in Blossoming Fields, “The Good Doctor” abounds in surrealistic

images and whimsical metaphors. Yet what the short story implies is as weighty as the

life story of Ginko. Its protagonist, Helen van Horne, is similar and dissimilar to Ginko

in a number of intriguing points. A doctor in the 1980s, van Horne has not needed to

undergo the challenges of a pathfinder as Ginko did. With her reputation established as a

physician, researcher, and teacher, as soon as she returns from Tanzania, Africa, she is

trusted to run the medicine department at the South Bronx City Hospital and in no time

has come to be respected and liked by her patients, colleagues, and students. Van Horne

is the epitome of the “good doctor.” Though professionally acknowledged, van Horne as

a woman remains unsettled in her psyche. She asks in the opening of the story why they

hate her so soon, after making a round of visits to her male patients.
890

Moreover, she

890
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immediately projects the fantasy of her unfulfilled female roles—marriage, wifehood,

and motherhood—onto the chief resident, Diana, and imagines her as her daughter (31).

One of the keys to what remains insufficiently explored in her identity lies in her

experience in Africa, where she learned to live in sync with natural rhythms in

“relationship with the Masai and the earth,” “stopped numbering days entirely,” and

“menstruated on the full moon” (31). Her days in nature later materialized in her Lancet

article about Tanzanian mountain fever and brought her fame. What makes her leave the

“garden of Eden” to settle in the city is her sense of vulnerability of living as a speck on

earth and of being no longer young:

Helen sat on a rock and watched a pair of gazelles leaping across the bleached
grass on the other side of the ridge. In the distance, a giraffe swayed against the
trees. I live in a garden of Eden, she thought, why would I ever want to leave?
She looked down the way she had come, to the tin roof of her clinic. It was such
an insignificant mark on the land, so easily removed. She traced the varicosities
on her leg and felt suddenly afraid. (32)

However, it is almost impossible to recover that oneness with rhythms in nature in an

urban area like the South Bronx. She becomes alienated from nature, an asexual being as

suggested in some of her patients’ and their families’ view of her “as a nun, a medical

missionary to the South Bronx,” “Bride of Christ,” and “Spinster Mother of City

Hospital” (36-37).

Van Horne conjures up the primeval power of nature as a means of rebirthing herself

as a creature of vitality and fecundity with her nails becoming “claws; her arms, wings of

a nun’s habit”: “she felt the spring air rustle her belly as she swooped on a creature,

garbage rat, skittering city mouse, swallowing its body with one snap while its head lay
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severed and bleeding on the ground” (37). This story is full of mythic images of women.

Helen’s name serves as a reminder of Helen of Troy and the ancient commotion that her

presence brings about among men and their status quo. Diana is a skillful and able

goddess and “hunter” of clinical problems but a virginal man hater, who leaves her

husband because she wants to be like van Horne.

Van Horne needs to revitalize her sexuality without relying on Diana as a surrogate.

She is attracted by Michael Smith, a handsome but incompetent and irresponsible

medical student. Her sense of devotion, dedication, and public service is what Michael

will never learn or understand. Giving no heed to her words, “You must do whatever is

necessary for the patients’ good, even if it means you don’t eat, don’t sleep, or don’t

leave the hospital,” Michael glances toward a “flurry of young nurses” (37). Unlike her

mindless student, she realizes her mission:

The meaning of her years in Africa came to her suddenly as if in revelation.
Apprenticeship. Learning to subjugate her will. She would dedicate herself to the
patients and the students of City Hospital. Her face took on a pregnant glow, and
she felt more content than she could remember in her life. (37)

As the “pregnant glow” suggests, van Horne has regained her reproductive and

rejuvenating abilities as a physician without projecting her image on Diana, who she

expected to reproduce on her behalf.

The two women doctors, Ginko and van Horne, and Christianity are on noteworthy

terms. Ginko is drawn to the Christian faith as a way to liberate, enlighten, and elevate

herself, and, she hopes, society of the time. In contrast, van Horne immerses herself in

the pre-Christian, primeval condition of body and soul in order to recover the union of
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mind and body and confirm her immanent strength and wisdom. Van Horne gives

complete license to her African phase and realizes that the African experience will help

her integrate herself, open her eyes, and perform better in her practice. This realization

lets her see visions of wild nature in the middle of the Bronx. Her having sex with

Michael is a ritual of fertility that would help stop death with procreative actions.
891

Interestingly, Ginko married a man twelve years her junior, which marks the start of her

new life. In both women, relationships with younger men function as a rejuvenating rite.

In van Horne’s rejuvenation, there is an intriguing correspondence in the description

of the rhythm of the South Bronx between two important scenes. One is the scene where

she mentions the objective in the education of her students and “fell into the rhythm of

the Bronx.” She remembers the alienating hypocrisy of the moral vocabulary she used to

hear in her upbringing:

“They need to be taught to do good,” said Helen. “You are teaching them by
example.” She surprised herself. She had avoided a moral vocabulary. These had
been the words of distance between herself and her parents: duty, family,
obligation. (36)

Her yearning for a biological child, which she wished “would seed and grow in her

womb,” is replaced by her response to the call of “her children” in a more expansive

sense (36). In the other scene, she writes a letter of resignation because of her unethical

relationship with her student. Yet her definition of herself as a “sexual vampire” is also
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taken over by her sense of nature to which her perception of rhythms responds (41). With

her imagination, she conjures up wild nature in the middle of the Bronx:

She started again, “if A is a middle-aged woman, and B is a young male student,
and insects grow, must grow in the rotten womb of fallen trees,” but she lost
interest and turned to the window. Cars honked and revved their engines, beasts of
the Serengeti growled and spoke to her. She walked to the window and threw it
open, as far as it would go. “It’s the rainy season,” she shouted to them, “order up
the antibiotics, sow the crops.” She saw them crowded on the expressway,
antelope, giraffe, lions, surrounded by fields of ripened corn. “Yes,” she
whispered, because she felt at home. (41)

This scene serves as a reminder of Old Doc Rivers, the impaired physician I discussed in

chapter 3, who goes into the woods whenever he tries to regain himself from the hustle of

the city. Instead of seeking an escape in substance abuse like Rivers, however, Helen

reproduces wilderness and makes it a “home” in which she will reach out her hand of

care to all those in need: “she heard the cry of the ambulances, the voices swelling from

the emergency room, the beat of the hospital as it trembled with its load of humanity, and

for her children, the patients and the students, she obeyed” (41). She obeys not the male

principle of institutional medicine represented in “words of distance” (36) but the call of

Mother Nature with whom she trained herself as an apprentice in Africa.

Van Horne brings a fertile rain to the soil of the Bronx so that will revitalize her

patients and liberate them. She decides not to submit her letter of resignation. Her line

that “the men do it all the time” is extremely connotative when uttered by a woman of her

status. It refers to sexual relationship in professional environments and should invite a

great deal of argument. Does the author make van Horne suggest that women in power

are entitled to sexual harassment and misconduct as men in power have conventionally
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been? One might fear that she is going to jump from the window. Also, as her imaging

of “Daedalus, Icarus” (41) suggests, she may be determined that the adventure of flying

high and free in the sky could be possible while standing firm on the ground. But it is

also implied that she might fall if she dares to fly like Icarus “straight at the hot sun” (41).

Van Horne’s choice implies that women will not need to dare to fly up and risk falling

down every time their morality and professionalism are challenged. Her integrity, in

personal morality and professional codes, is retained. Sex with a young man did not

impair or bias her judgment but rather opened her eyes. After that Helen does not

hesitate to reject the young man as incompetent as a medical student. However, a

possibility remains open that Michael retaliates for her flunking him by making a public

issue of their relationship. The story’s opening says that it all occurred “some years ago”

(30). The reader has to wonder what has become of van Horne in the passage of those

years. Did she get away with the unprofessional act as her male counterparts might do?

Or was she penalized for her “power abuse” or was she removed from her position? Is

the title ironic? If this story entails more than a challenge to the double standard of the

institution, in which male colleagues are entitled to engage in sexual relationships with

younger women such as Diana, what is it?

As More says in the conclusion of her book, the challenges women doctors face today

“rather . . . arise from the medical profession’s own crisis of professional values in an era

of increasingly market-driven health care.”
892

It follows that “today, women in medicine

ask that American health care institutions modify their values to accommodate many
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definitions of success and diverse models of leadership.”
893

Ginko and van Horne do not

just “ask” but act out different examples of success and different models of leadership

and, accordingly, they demonstrate that the institutional frame of mind taken for granted

will have to be subject to reexamination. How would students respond to the narratives

of these two women doctors? Some might argue that today inequality based on gender is

a total nonsense in professional environments. Female students might feel that they are

still confronted with gender biases and discrimination. Would they feel that they need to

overachieve and continue to demonstrate their competence? What would male students

think of these narratives? Would they feel threatened by able counterparts of the opposite

sex?

In any occupation, especially in highly technical professions like medicine, women

have been fighting to earn their entitlement to legitimate membership and social

recognition, as well as equal compensation, equal conditions, and equal treatments.

Today, it is unlikely that women would be turned away from professional careers solely

because of the gender marked on their birth certificates. Now, women need to continue

fighting in rewriting the hegemony of the institution―retrieving care and healing and 

securing the rights of the underprivileged, the invisible, and the underrepresented. Many

women, like Ginko and van Horne or rather, Mates who has created her character, have

taken it as their duty to overturn the discourse that retains the status quo of male-

dominant institutions. The women’s choices in these two stories I read in the last section

of chapter 8 suggest that their strength lies in their dynamic acceptance and sublimation

893
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of female attributes—sexuality, maternity, and femininity—as well as in their relentless

challenge to the institution. Their power stems not from recitation of “a moral

vocabulary” (Mates, 36) but from commitment to a moral life. As denial and

concealment have been major hindrances to dialogue both with the other and with

oneself, denial of professional women’s femininity would be detrimental to the

flourishing of female professionals as well as the realization of patient-centered care.

The narratives in chapter 9 suggest that the ethics of caring is needed in the

deliberation of values in clinical practice and especially, in the care for patients who are

at the end of their lives.
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Chapter 9: The End of the Journey

Between Dignity and Sanctity:
Suicide in “A Summer Tragedy” and “Invitation to Suicide”

The suicide can create a future only by killing himself. That is, he can reawaken
psychic action and imagine vital events beyond the present only in deciding upon,
and carrying through, his suicide. And for that period of time, however brief, he
lives with an imagined future.

894

Chapter 9, “The End of the Journey,” looks at some examples of human closure

represented in works of literature. Physicians today have an obligation to ponder how

and when a person, not just their patients, should end his or her life. Whether it is legally

or ethically acceptable, suicide is one form of human death. The World Health

Organization (WHO) reports that although traditionally suicide rates have been highest

among the elderly men, rates among young people have been increasing to such an extent

that they are now the group at highest risk in a third of countries, both developed and

developing.
895

According to the WHO, suicide is among the three leading causes of death

among those aged fifteen to forty-four years in some countries, and the second leading

cause of death in those aged ten to twenty-four; these figures do not include suicide

attempts which are up to twenty times more frequent than completed suicide.
896

These

statistical facts sound alarming. In 2010, the number of suicides in Japan exceeded
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30,000 for the twelfth straight year.
897

In the United States in 2006, suicide accounted for

33,300 deaths to be the eleventh leading cause of death.
898

Suicide is an act of the

voluntary annihilation of the self. However, for the person who commits the act, suicide

holds significance beyond a self-caused death. Because of the magnitude of its impact

and finality, philosophers and ethicists of every era have discussed the sin, honor,

justifiability, condemnation, or even criminality of this action. For example, in England,

it was only in 1961 that suicide became decriminalized.
899

The theologian Stanley

Hauerwas notes that the English term suicide has an “emotive meaning of disapproval

that we prefer not to apply to certain kinds of ambiguous cases” and “already involves

moral judgments and requires argument.”
900

Suicide is a subject for which social,

political, and historical constructions, in addition to philosophical and ethical

implications, may vary even within one specific culture.

In this section, I will discuss two contrasting stories about suicide: “Invitation to

Suicide” (1967) by Watanabe Jun’ich (1933- ) of Japan and “A Summer Tragedy” (1933)

by Arna Bontemps (1902-1973) of the United States. As an introduction to these stories,
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I briefly review how suicide has been dealt with in philosophical disputations and ethical

deliberations and see how those ideas and implications are reflected or not reflected in

these stories by the Japanese and American authors respectively.

The philosopher Gregory E. Pence, who has written many works on case analyses in

medical ethics, suggests that ideas about suicide differ from time to time in the West and

even within the framework of Christianity. In Greek times, to live well with “nobility,

honor, excellence, and beauty” was essential to aristocrats and to learn philosophy was to

get the “wisdom to approach death in the same way as life.”
901

Socrates fulfilled this

moral code. His choice to follow the death sentence by drinking poison instead of fleeing

made him remembered as “the wisest, and justest, and best of all men whom I have ever

known” as his greatest disciple Plato (428-347 B.C.) notes.
902

In Ancient Rome, suicide

was viewed as “more courageous than an undignified life of pain” and the Stoics’

preference for the dignity of autonomous choice to debilitating old age has taken a place

in the Western frame of mind. Despite the fact that Bible contains no explicit prohibition

of suicide, the sanctity of life in both natural law tradition and religious tradition has

functioned as a strong hold on the purposive destruction of life graciously given by the

Divine.
903

Kant is the philosopher who most adamantly argues against suicide as a direct

sin to oneself, exactly as murder is a direct sin to the other. Kant’s reasoning is that

901
Pence, 58.

902
Plato, “Phaedo,” in The Essential Plato, trans. Benjamin Jowett (New York: NY: Quality Paperback

Book Club, 1999), 677.

903
Pence, 60.



419

human life belongs to God and that life is so sacred that one should respect the

inviolability of one’s life.

The Judeo-Christian-Kantian tradition is the most influential base of Western thought.

That does not mean, however, that it is the sole influence in the cultural fabric of the

West. Kant’s contemporary, David Hume, thinks that dying patients should be allowed

to choose a voluntary death.
904

John Stewart Mill supposes that human beings are entitled

to do anything they want to and that self-regarding acts are not subject to moral

criticism.
905

These ideas might be viewed as a presage to autonomous decisions in modern

health-care ethics. Yet even Mill is opposed to the idea of suicide that will negatively

affect the community as other-regarding.
906

Thus, while repugnance against suicide

persists in Western culture, the undercurrent of Western thought has the idea of suicide as

a rational choice, even as a right, which could be interpreted as a derivative of the

autonomy of the individual.
907

Pence observes that “in the late nineteenth century and the

twentieth century, suicide has come to be seen as a medical, psychological, or social

problem rather than as a moral issue” and that today suicide is associated with “emotional

disorders such as clinical depression.”
908
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Japan is a culture much more sympathetic with suicide than is Western culture. This

background makes the title of Watanabe’s story, “Invitation to Suicide,” socially and

morally, not just rhetorically, acceptable. There is a cultural frame of reference that

supports the valor and nobility of self-sacrifice. Moral significance, such as redemption,

apology, loyalty, protestation, repentance, and remonstration, is attributed to the act of

terminating oneself. To add Japanese characteristics to Hauerwas’s observation, one

might say that the Japanese term suicide has an “emotive meaning of approval that we

prefer to apply to certain kinds of ambiguous cases” and “already involves moral

atonement and requires agreement.”
909

Japan used to have a feudalist tradition that

mandated and glorified some types of self-annihilation by warrior-class men.
910

This

tradition was revived and utilized, in the strategy of suicidal bombers during World War

II in the name of the virtue of self-sacrifice for the realization of Imperial glory. For

post-war Japanese people, however, hara-kiri quickly became an obsolete and bizarre

practice of their distant past.
911

Nevertheless, suicide as a morally responsible act, more

ennobling than is surviving in disgrace, is a consistent construction in Japanese culture.

Suicide as an ultimate form of artistic expression is also a widely shared cultural

component in Japan. Japanese modern literature and suicide have been on extremely
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intimate terms. Many men and women of the literati have committed suicide. Their final

self-expressions in professional and personal careers oftentimes work to boost the

aesthetic value and popular appeal of their work.

However, it is too simplistic to present a picture showing Japan as tolerant of suicide

and the West as intolerant. The African-American writer Arna Bontemps contributed to

the prime of the Harlem Renaissance in the 1930s. “A Summer Tragedy,” one of his

best-known works, is included in Literature and Medicine: An Annotated Bibliography

(1975; rev. 1981) by Joanne Trautmann and Carol Pollard, as well as in the New York

University Literature, Arts, and Medicine Database under the topic of suicide, and

anthologized in On Doctoring (1991; rev. 1995; 3rd ed. 2001) and Imagine What It’s Like:

A Literature and Medicine Anthology (2008). It is a story about the last afternoon of the

elderly Southern couple Jeff and Jennie Patton, dressed in their best clothes, who drive

their rundown car off a cliff. What does this story, which has no doctor or hospital, have

to do with “doctoring”? I want to encourage students to think about what makes this

work highly acclaimed as a narrative to study in literature and medicine.

Jeff has been a sharecropper for forty-five years on acres that he has taken care of

“with the unexplained affection that others have for the countries to which they

belong.”
912

However, toiling for the merciless landowner, who has “no sympathy for”

share farmers and allows only one mule for one farmer, which “killed a good many share

farmers as well as mules,” Jeff could never make ends meet (140). He had a stroke,
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which has left one leg paralyzed, and he faces “the near impossibility . . . of making

another crop with his leg bothering him more and more each week” (145). Jennie is

blind, with a “wasted, dead-leaf appearance” and a “body, as scrawny and gnarled as a

stringbean, [which] seemed less than nothing in the ocean of frayed and faded petticoats

that surrounded her” (136). Jeff knows that another stroke might kill him or leave him

helpless, totally dependent on this “frail blind woman” (147). Neither Jeff nor Jennie is

terminally ill, though both may be increasingly debilitated. It is the situation in which

Jeff decides that “he would be worse off than if he were dead” (147).

After losing five grown children within five years, feeling fearful has become Jeff’s

constant state of emotion: “sometimes he became afraid and trembled without knowing

what had frightened him. The feeling would just come over him like a chill” (141).

Students might be inclined to diagnose him with clinical depression. At the thought of

the “trip he and Jennie were about to take . . . [f]ear came into his eyes; excitement took

his breath” (138). He cannot help addressing Lord Jesus. Though the couple has agreed

to end their lives together that afternoon, Jeff’s last moments were far from calm,

alternating between determination and hesitation.

Jennie is not free from emotional attachment to this world either. Jennie, who has

always been “chiding him about being afraid” (140), now utters her regret “‘’bout leavin’

eve’thing like this—eve’thing we been used to. It’s right sad-like’” (144), recoils from

the idea of their impending act, and questions Jeff as to whether he “reckon[s] we oughta

go ‘head an’ do it really” (144). For Jeff, there was “no need of thinking the question

through again. It would only end in making the same painful decision once more” (145).

With the water close at hand, now Jennie urges him to “remember how we planned it,”
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saying “we gotta do it like we said. Brave-like” (146). It is then Jeff’s turn to lose

confidence in their decision: “Jeff’s brain darkened. Things suddenly seemed unreal, like

figures in a dream. Thoughts swam in his mind foolishly, hysterically, like little blind

fish in a pool within a dense cave” (146).

For both Jennie and Jeff, the ultimate incentive to the action is the prospect for

reencountering the “community,” whose company they could not fully appreciate in this

world but believe they will in the other world: “Now, having suffered and endured the

sadness of tearing herself away from beloved things, she showed no anguish” (146). Jeff

has a vision of the community as a “light in his cavernous brain,” in the “dense cave”

from the preceding quotation (146-147):

That chamber was, for less than a second, peopled by characters he knew and
loved. They were simple, healthy creatures, and they behaved in a manner that he
could understand. They had quality. But since he had already taken leave of them
long ago, the remembrance did not break his heart again. (147)

Here is a vivid picture of their “community,” which their act of suicide might harm and

make feel guilty, as most arguments against suicide involve in their reasoning. However,

these people dearest to the couple’s heart are all long lost, including their five children.

Thus, the last impediment to the act of suicide has been cleared from Jeff’s mind and, at

the same time, the reader understands why “suddenly Jeff’s hands became steady. He

actually felt brave” (147). In the absence of hesitation and intensity of confidence, Jeff

and Jennie act as moral agents in the legitimacy of their decision. They are united as one

on the verge of their voyage to a fulfilling future.
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The act of Jeff and Jennie makes the reader realize the truth of Hauerwas’s

observation:

For to face the reality of a death by suicide is a reminder how often our community
fails to offer the trust necessary to sustain our lives in health and illness. Suicide is
not first a judgment about the agent, but a reminder that we have failed to embody
as a community the commitment not to abandon one another.

913

The actual community did not offer a helping hand to the couple. The medical conditions

of the couple in “A Summer Tragedy” would be treatable if they were in a functional

setting of social security and health care. But Jeff and Jennie believed they had no

alternative but to go join the community of meaning in their soul. One might feel as if

the community has abandoned this couple and should be held responsible for having

failed to respond to their needs. One commentator on this story, Lois LaCivita Nixon, a

professor of medical ethics and humanities and scholar of women’s issues, aging, and the

impact of globalism on health care, observes:
914

The simple story is gripping as readers discover what this couple is about. While
they have been defeated by their tight-fisted landlord and by age, their spirits are
indomitable. With charm and pathos, the couple fulfills the pledge they made to
one another when no other alternative seemed appropriate.

915

913
Hauerwas, 463.

914
Lois LaCivita Nixon, Annotator, New York University Literature, Arts, and Medicine Database,

http://litmed.med.nyu.edu/User?action=viewEditor&id=6 (accessed March 9, 2011).

915
Lois LaCivita Nixon, Commentary on Arna Bontemps, “A Summer Tragedy,” New York University

Literature, Arts, and Medicine Database, http://litmed.med.nyu.edu/Annotation?action=view&annid=170
(accessed March 9, 2011).
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Their action is solemnized, even consecrated, as one that “fulfill[ed] the pledge they

made to each other.” What is it that made this story “gripping” and their spirits

“indomitable”? “No other alternative” must be a phrase key to the legitimacy of the

couple’s suicide. “A Summer Tragedy” may not be a narrative of illness. However, it is

a story of love, as many illness narratives are. Is it presumptuous to imagine that Jeff and

Jennie embrace an “imagined future” the instant they jump, as Lifton suggests in the

epigraph of this section? Students might want to ask themselves whether human beings

are allowed to commit suicide when they have exhausted all the other possible

alternatives that could aid them in living on. They may face the question of justice when

they see patients from different walks of life. They may be urged to consider the

inequality and unfairness that permeate society and devastate people like Jeff and Jenny.

Do they think access to health care is a basic human right? Would they suppose that it is

also practitioners’ task to see that Jeffs and Jennies should be protected in a better social

system of health care?

In contrast with the Pattons’ suicides, the cases described in “Invitation to Suicide”

apparently have little urgency. Watanabe, a surgeon-writer, is one of the most popular of

contemporary Japanese writers. He has enjoyed bestsellers and successful film and

theater adaptations of his works. He graduated from Sapporo Medical College and

practiced as an orthopedic surgeon. Since the beginning of his medical career, the

conflict between medicine and ethics has consistently been his concern.
916

When Japan’s

916
Masaaki Kawanishi, Commentary on Jun’ichi Watanabe, Watanabe Jun’ichi: Jisen Tanpen

Korekushion vol. 2: Igaku- Shosetsu II [Watanabe Jun’ichi Collection of Short Fiction of the Author’s
Selection: Medical Stories II] (Tokyo, Japan: Asahishinbun, 2006), 342.
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first heart-transplantation surgery was performed in 1968 by a faculty of his university

hospital, Watanabe expressed his doubts about the procedures that the operating team

should have followed to confirm the status of the donor’s brain death. As a consequence,

he found himself in an awkward situation.
917

Watanabe chose to give up a medical career

and went to Tokyo to concentrate on writing.

“Invitation to Suicide” is a short story that represents Watanabe’s early career of

writing, as is shown by the fact that it is collected in The Anthology of 20th-Century Short

Fiction. The narrator in “Invitation” is a medical doctor, whose character and

experiences are loosely based on the author’s. He tells of three cases of suicide he

directly or indirectly encounters. As the title suggests, the story is apparently a tribute to

the Japanese tradition of self-annihilation. Another traditional theme of Japanese

literature, impermanence, underlies this story, which shows in whatever way you may

choose to die, there will be no eventual difference: all living creatures, including human

beings, simply die and decompose. The title should be viewed as rhetorical because

Watanabe as a person asserts that he is strongly against suicide. He argues that although

he understands the agent of suicide may have her own reasons, because of its

irreversibility, suicide annuls the blessing of having been born into this world, gives deep

grief to the family and community, and cancels all the possibilities that might have

otherwise opened.
918

Watanabe as an artist is extremely sensitive to the aesthetics of

917
Ibid.

918
Jun’ichi Watanabe, “Shiro to Kuro de Gurei ga Nai [White and Black but No Gray],” in Ato no

Matsuri:Yubi no Nedan [The Doctor after Death: The Price of a Finger] (Tokyo, Japan: Bungeishunju),
132-133.



427

suicide. The story opens with the sentence: “There are various ways to kill oneself, but

the face of the suicide is most beautiful after death by inhaling gas or by freezing to death

in the snow.”
919

To delve into the motives and causes that led to these cases of suicide is

not the objective of the narrator as a surgeon in this story.

The first case is the suicide of a young woman, in which the narrator was involved in the

third year of his medical practice. The woman took sleeping pills and inhaled gas in a

timely manner so that her lover, who switched his interest to another woman, may

discover her face “alluringly flushed, as if she’d made herself up to die” (238). The

narrator is called to the scene, but there was not much to do because she is already dead:

Certainly, as everyone agreed, it was a beautiful face. But somehow I could not
bring myself to calmly accept its beauty. In a little while it would begin to
decompose. The lovely arrogance of the young suicide’s face inspired me with no
good feelings. (239)

This first vignette would be categorized as what John Stuart Mill calls inexcusable—a

case of suicide motivated for “spite and malevolence,” “deliberately other-regarding,”

“intended to hurt other people by making them feel guilty, sorry, or incompetent.”
920

The

narrator witnesses her unfaithful, now remorseful, lover “weeping . . . strok[ing] her

cheeks repeatedly and cradl[ing] them in both hands . . . kiss[ing] her on her gorgeous

red mouth” (238). Even the nurse, who was cleaning the remains, could not help

919
Jun’ichi Watanabe, “Invitation to Suicide” (1969), in Autumn Wind and Other Stories, trans. Lane

Dunlop (Rutland, VT: Charles E. Tuttle, 1994), 237. Subsequent quotations from this story are from this
edition and will be given parenthetically in my text.

920
Pence, 63.
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admiring the radiance of her face. Beside her repenting lover’s lamentation, the narrator

finds “the girl’s slender face . . . demurely composed . . . almost proud of her death”

(239).

The second vignette in “Invitation” is about the suicide of the narrator’s girlfriend in

his high school days, Kuniko. She was a precocious girl, known as a prodigy of oil

painting in the local circle of art. The girl with dyed hair and artistic temperament

habitually mentions her wish to die. The narrator, out of young impudence, dares her to

do it. One day in December she disappears on a snow-covered mountain. Her body was

not discovered until the next spring. Snow preserved her face intact and as beautiful as in

her lifetime until the moment the search party dug her out.

As well as regretful, the narrator feels outwitted, as if there had been some calculation

in the way she could show off her beautiful posthumous face:

There was nothing objectionable about the snow having melted from the legs
down. But if this had been reversed, if Kuniko’s face had festered in the sun, no
doubt it would have been an unbearable sight. But perhaps Kuniko had taken the
factor of the spring thaws into account and died so positioned as to preserve her
face the longest. If that were the case, how impudent of her, I thought. I even felt
a certain anger toward her. (241-242)

In retrospect, the narrator retains his medical detachment and artistic cynicism regarding

the premature death of his sweetheart. The narrator as a physician does not reveal any

emotion, which the narrator as a high-school student must have experienced at the time,

except the “anger” and the “guilt of having incited her to her death” (242). Is the
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“impudence” that he senses in her face a twisted form of the expression of his grief about

being left behind?

Before proceeding to talk about the third case of suicide, the narrator tells in detail

about the eccentricity of the instructor of anatomy, Mr. Y. He is peculiarly inaccessible

to his students because, despite his “splendid qualities of scholarship” and reputation,

“the man knows everything,” he is neither a licensed medical doctor nor a Ph.D. (243).

For some reason nobody knows, after graduation from medical school with highest

honors, Mr. Y did not claim the medical certificate from the Welfare Ministry before the

eligibility expired. With the lectureship at Tokyo Imperial University, extremely original

publications on the bones of the Ainu aborigines, and two years’ study in Germany, Mr.

Y was getting nowhere in medical practice or academia. The narrator recounts the

secular ambition of medical students in general contrasting Mr. Y’s eccentric indifference

to a position or rise in professional hierarchy. For the students, who “wish to live the

easy life of the Ph.D.,” “a degree [that] adds luster to their calling cards,” and who

calculate that “if they do decide to open a practice, they will have no trouble getting

patients” (243), “nothing is more embarrassing and shameful than to work for a Ph.D.

under a teacher who is greatly superior to oneself and yet a mere instructor” (245). Plus,

his teaching method, reputed to be stern and harsh, drew fewer and fewer students to his

course. What echoes the prodigy of the narrator’s girlfriend is the gift of art of Mr. Y.

He has amazing skills of drawing anatomical pictures “startlingly lifelike,” “with swift,

easy strokes,” with “no hesitation, no correction or addition,” which “facilitated one’s

understanding immeasurably better than explanations from a book” (245). The narrator

learns one day that Mr. Y once desired to be a painter and speculates that he chose
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anatomy to study the human body. He decides that “Mr Y the lecturer in anatomy was

the ghost of Mr Y the artist” (247).

The third vignette of suicide is about that of a male medical student the narrator calls

“U,” who once belonged to Mr. Y’s course. The teacher tells his class about U’s suicide

attempt by meaning to cut the carotid artery but cutting, instead, the jugular vein. The

teacher declares that “if one has taken the trouble to go to medical school, one might at

least learn where the carotid artery is” and that “when a medical student makes this kind

of elementary mistake, it is indeed laughable” (249). As if to return Mr. Y’s derision, the

student U made a second attempt and this time successfully made a “neat lateral incision”

just as in “the textbook on dissection” (251). Mr. Y’s response was impassive. The

narrator feels that Mr. Y “really hated him” (251). What kind of “hatred” the instructor

harbors toward U remains ambiguous. Considering that after U’s first failure, Mr. Y

expresses his doubts of “any reason to kill himself,” presumably he denies the legitimacy

of a youngster’s sentimental suicide fantasy (249). The narrator remembers that “the

ghost of a smile hovered on Mr Y’s lips” (249).

As well as the preceding two suicides “by inhaling gas and by freezing to death,” this

suicide by U, whose posthumous face was “beautiful,” also leaves the narrator offended.

He wonders whether they had “at the moment of death, been thinking of how their face

would look afterward” and whether there was “vanity even in death” (252). He says that

he “felt a twinge of envy” and that “at the same time he wanted to be angry with them”

(252).

“Invitation to Suicide” closes with a brief account of the miserable end of Mr. Y,

which was far from aesthetic:



431

Mr Y retired the next year after we graduated, but two years afterwards, when he
was home, he had broken down with a cerebral hemorrhage. After having
survived three years onward, totally incontinent and bed ridden, he had died of the
complication of pneumonia four years ago. He must have been seventy-four years
of age, told me one classmate who had elected the department of Anatomy.

921

It is also presumable, however, that for Mr. Y, who had long given up secular ambitions,

life and death made little difference. Just as the narrator says “ghost” twice to describe

this teacher, it is possible that Mr. Y’s substantial life had long ceased to be since he had

given up his artistic career despite his physiological subsistence. What the narrator may

not have recognized was that Mr. Y did not choose an easy death purposively, just as he

did not choose the “easy life” as most of his students and colleagues do. In contrast with

those who chose to terminate themselves when they were young, able, and comely, his

former professor of anatomy had an unsightly end. There is even the implication of

cynicism that suggests that the narrator condemns him for not having granted himself a

neat and clean ending, that is, a suicide while he was still capable.

In moral reflection on the narrator’s view of his former teacher, who speculatively

died as a “burden” to his caregivers, one can consult Hauerwas’s observation:

921
Jun’ichi Watanabe, “Jisatsu no Susume [Invitation to Suicide],” in Watanabe Jun'ichi Jisen Tanpen

Korekushon I: Igaku Shōsetsu I [Jun’ich Watanabe Collection of Short Fiction of the Author’s Selection I:
Medical Stories I] (Tokyo, Japan: Asahi Shinbun-sha, 2006), 157. My translation.

The last five sentences are for some reason missing from the English translation. Whether this omission
was intentional is not mentioned in the translator’s afterword. However, the translator of the story, Dunlop
writes in her notes: “the narrator shows no interest in the bedridden demise, from cerebral hemorrhage and
proctoparalysis, of the elderly medical lecturer who has egged on one of his students to kill himself.” Lane
Dunlop, Translator’s Notes to Autumn Wind and Other Stories, trans. Lane Dunlop (Rutland, VT: Charles
E. Tuttle, 1994), 261.
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We fear being a burden for others. But even more to ourselves. Yet it is only by
recognizing that in fact we are inescapably a burden that we face the reality and
opportunity of living truthfully.

922

It is probable that Mr. Y lived truthfully without seeking any material success and also

died truthfully in defiance of a fear of being a burden to his caregivers, and to himself.

As he purposely chose not to take a licence of clinical practice, he may have had no

intention to “save” lives. Life as property may not have been a matter of concern for this

instructor. But all these are speculations. Students may have different interpretations.

What would students think of the fact that the story ends with a death which is neither a

suicide nor a beautified death as the story’s title and opening suggest?

The narrator seems to be irritated by the impossibility of striking a neat balance

between dying beautifully in control and dying naturally in a mess. Seemingly,

“Invitation to Suicide” contrasts the controlled deaths by two young women and a man

with the uncontrollable death of the old instructor with the purpose of celebrating suicide.

The narrator’s “anger” for the young suicides may be attributed to the fact that their

action is not due to “no other alternative.” The narrator is detached and impersonal in his

description of Mr. Y’s end. However, if the reader pays attention to the narrator’s

reactions to the suicide cases, it turns out that the story is not about an invitation to

suicide but an invitation to contemplation on the dilemma between artificial death and

natural death.

922
Hauerwas, 463.
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As medical technology becomes more sophisticated, it will be of increasingly greater

importance to reflect upon whose property life is. Between absolute vitalism and

absolute autonomy is a spectrum of moral perspectives. Students as well as professionals

engaged in health care and clinical practice should give serious thought to what or to

whom human life belongs. Is one entitled to make decisions about what she should do

with her life? Would students think one individual’s life affects the community, as Kant

argues, or is it rather a blasphemy to assume that a single person’s life or death will

disturb the workings of the universe as Hume suggests?
923

This reflection should be

founded on students’ metaphysical, even spiritual, if not religious, views over matters

such as life and death, natural and artificial, soul and body, individual and community. In

this sense professionals’ involvement and engagement would be needed in the argument

about suicide as well as in the topic of next section: euthanasia.

923
Pence, 62.
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Letting Go: Physicians and Euthanasia
in “Mercy” and “Touching the Skin of Trees”

At such times—it’s strange but true—eyes have tongues. My brother’s eyes kept
hounding me and saying “Quick, quick!” Everything was spinning around in my head.
His eyes kept up their dreadful plea. Worse, their look of reproach gradually grew
sharper and finally turned into a glare of hostile hatred. Seeing this change, I finally
decided I had to do as he directed.

924

In this second section, I discuss euthanasia in selected literary texts. Euthanasia is one

of the most controversial issues in health-care ethics. The two short stories by Richard

Selzer (1928- ) and Nagi Keishi (1951- ) could arouse controversy if they were presented

as nonfictional works. Selzer is an American surgeon-writer, who has published many

books, such as Rituals of Surgery (1973), Confessions of a Knife (1979), Letters to a

Young Doctor (1982), Imagine a Woman (1990), Raising the Dead: A Doctor’s

Encounter with His Own Mortality (1993), and The Doctor Stories (1998), based on his

reflections on doctors, patients, and their encounters in clinical settings. Nagi is a most

prolific contemporary Japanese physician writer. Many of his novels and stories, such as

Diamond Dust (1989), Medical Students (1998), and Toward the Sea (2004), were born

from his experiences of having his mother die of tuberculosis when he was only three,

being brought up by his grandmother in the country, studying at a remote, newly founded

medical school, and practicing as a doctor with moral conflicts and daily encounters with

death in his grueling life, which severely threatened his personal health and sanity.

924
 Ōgai Mori, “The Boat on the River Takase” (1916), in The Historical Fiction of Mori Ōgai, ed.

David Dilworth and J. Thomas Rimer (Honolulu, HI: University of Hawaii Press, 1991), 231. This story
by Japan’s distinguished physician-author is known as one of the first of modern Japanese literature dealing
with euthanasia.
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In Selzer’s “Mercy” (1982) and Nagi’s “Touching the Skin of Trees” (1996), the

physician-protagonists face patients who wish to die without taking any more measures to

prolong life in their terminally and irreversibly ravaged bodies. In spite of the shared

theme of euthanasia, these two stories have differences in settings, narrative tone, and

immediacy. Students should compare the reactions of the doctors in “Mercy” and

“Touching” toward the requests of their respective patients. They should reflect on the

implications of the narratives about Selzer’s doctor’s “failure” and Nagi’s doctor’s

“change.” Finally, they should explore how these stories have influenced their own ideas

of the physician’s role in the patient’s suffering in the end of life.

Of euthanasia, there are two categories, narrow and broad—killing and allowing to

die—although the distinction between the two is “itself a controversial one.”
925

The one,

a narrow sense of “mercy killing,” takes place when the “physician believes a terminally

ill patient is better off dead and for that reason (mercifully) administers a lethal dose of a

drug to the patient: this act is a paradigm of euthanasia. The other occurs “if a physician

allows a patient to die (e.g., by withholding or withdrawing a respirator),” which “does

not count as euthanasia.”
926

Thus, the broad category of euthanasia is not held as

euthanasia in a strict sense.

One other feature of importance in the debates over euthanasia is the distinction

between voluntary and nonvoluntary. Voluntary euthanasia is performed in response to

the request of a competent and informed patient. Nonvoluntary euthanasia takes place in

925
Thomas A. Mappes and David DeGrazia, Biomedical Ethics, 6th ed. (New York, NY: McGraw-Hill,

2005), 379-380.

926
Ibid.
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the case of a person incapacitated for decision making or consent giving, such as an adult

with Alzheimer’s disease or infants and children. A further category of involuntary

euthanasia is acted against the will of or without the consent from a capacitated

individual.

Taking a look at the historical significance of the physician’s roles in letting the

patient pass on in peace might help reveal the potential conflicts involved in the issue of

euthanasia. The contexts in which the Hippocratic Oath, often considered the origin of

medical ethics, was constructed suggest the complex nature of the relationship between

the physician, the patient, and society. Surprisingly, Hippocratic physicians were not

those who represented ancient Greek physicians.
927

In the original Hippocratic Oath, the

prohibition against assisting a patient who requests death or performing an abortion was

927
Pence, 89. One of many English translations of the original Hippocratic Oath goes as follows:

I swear by Apollo, Asclepius, Hygieia, and Panacea, and I take to witness all the gods, all the
goddesses, to keep according to my ability and my judgment, the following Oath.
To consider dear to me, as my parents, him who taught me this art; to live in common with him
and, if necessary, to share my goods with him; To look upon his children as my own brothers, to
teach them this art.
I will prescribe regimens for the good of my patients according to my ability and my judgment and
never do harm to anyone.
I will not give a lethal drug to anyone if I am asked, nor will I advise such a plan; and similarly I
will not give a woman a pessary to cause an abortion.
But I will preserve the purity of my life and my arts.
I will not cut for stone, even for patients in whom the disease is manifest; I will leave this operation
to be performed by practitioners, specialists in this art.
In every house where I come I will enter only for the good of my patients, keeping myself far from
all intentional ill-doing and all seduction and especially from the pleasures of love with women or
with men, be they free or slaves.
All that may come to my knowledge in the exercise of my profession or in daily commerce with
men, which ought not to be spread abroad, I will keep secret and will never reveal.
If I keep this oath faithfully, may I enjoy my life and practice my art, respected by all men and in
all times; but if I swerve from it or violate it, may the reverse be my lot.

Hippocrates, “The Hippocratic Oath,” trans. Michael North, in “Greek Medicine” (Bathesda, MD: History
of Medicine Division, National Library of Medicine, and National Institutes of Health, 2002,
http://www.nlm.nih.gov/hmd/greek/greek_oath.html (accessed on March, 11, 2011).
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meant for the need of the Hippocratic school to “solidify its membership against

competing healers.”
928

Their oath against euthanasia is thus not the mainstream

standpoint of the physicians of the time but “set its members apart from most other

physicians in ancient Greece.”
929

Most physicians of the time were not only “not opposed

to letting patients die,” but also “excelled in helping patients die painlessly.”
930

Today’s

students might show various responses to the fact that helping patients die painlessly used

to be one of physicians’ major tasks.

“Touching the Skin of Trees” is recounted by a young doctor who is serving as a

resident in a general hospital in a provincial Japanese town in the 1960s. The resident

meets one elderly patient after another, who ask him to refer them to a physician named

Aoyama, practicing in a mountain town, who offers the service of providing “easy

deaths” if patients’ conditions become irreversible and terminal. The resident suspects

that the “kind” practitioner commits “active voluntary euthanasia” and, thus, a breach of

their professional duty to resort to all possible and reasonable means to preserve the

patient’s life. The resident’s opposition comes partly from the perception that his footing

as a physician collapses if patients are unwilling to entrust their lives to him. He feels as

if he were slighted as a doctor incompetent to cater to patients’ needs.

“Touching the Skin of Trees” opens with the sentence: “I had served two years as a

physician in the general hospital in a country town of Shinshū when I had already nearly 

928
Pence, 89. “Competitors” include “gymnastic instructors, drug sellers, herbalists, midwives, and

exorcists.”

929
Ibid.

930
Ibid., 90.
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lost energy to continue this profession.”
931

The narrator goes on to recollect the grueling

work conditions:

As it was twenty years ago when there was a serious shortage of medical doctors, a
resident in the rural hospital was treated like a full-blown physician, and I was
assigned more than ten in-patients, plus had to take care of out-patients every day.
Usually, it took a clinical physician a minimum of five years to practice somehow
independently. Assigned too heavy a load in the first year, I had been forced to
engage day after day in a touch-and-go business of compensating for the lack of
knowledge with physical strength. Patients came, nevertheless. In a hospital with
no divisions by specialties, I was obliged to see patients with all ailments, from
light bronchitis to terminal cancer. (525)

The resident is determined to “compromise with reality somehow” and continue to serve

these clinical duties, when he has an eighty-one-year-old female patient named Tamura

Maki with an advanced stage of cancer (525). She asks him straight if she has a hopeless

disease. Of the doctor who vaguely denies with a clinician’s clichés, she demands in her

unsophisticated words that he let her know if her sickness is terminal because, if so, she

needs to be transferred to another physician. She insists that “it’s natural to want to die a

comfortable death if you have to die anyway” and asks him if she is “wrong to hope to

die easily in the village where [she] was born and raised” (527). The narrator has no

argument sufficiently cogent to refute this old woman’s simple but sound reasoning. He

refers her to the country doctor. He remembers he had two similar requests before. One

931
Keishi Nagi, “Touching the Skin of Trees,” trans. Nobue Urushihara Urvil. See Appendix of this

dissertation, 525. Subsequent quotations from this story are from this translation and are shown
parenthetically in my text. For its Japanese original, see Keishi Nagi, “Kihada ni Furete [Touching the
Skin of Trees]” (1996), in Fuyu Monogatari [A Winter’s Tale] (Tokyo, Japan: Bungeishunju, 2002), 176.



439

day, he makes up his mind to go and see this Dr. Aoyama rumored to “give suspicious

treatments” (528).

Contrary to his expectations, Dr. Aoyama turns out to be a graceful, intelligent, soft-

spoken old man, who the resident thinks would be suitable to be a professor emeritus. To

his question about what kind of special treatment he gives to his patients, Aoyama shows

a film showing part of the surgery he was performing in the initial preparations of

anesthesia. He tells the resident that he simply tells his patient that when the pain

becomes unbearable, she has nothing to worry about and she can simply get the injection

of a drug, which will make her “sleep” as displayed in the film footage. The resident

senses that this physician has never “euthanized” his patients and asked frankly whether

he has:

“You have guessed rightly. I have never used morphine except to alleviate pain. I
didn’t tell my patients a lie, but I don’t need to use it. Strengthened by the
knowledge that, when the time comes, I can give comfort, all my patients die quiet
natural deaths.” (538)

Dr. Aoyama’s account makes the resident reflect on the way he has been conducting

himself toward his dying patents:

In retrospect, for the two years since I had become a physician, nearly ten of my
patients died, but I had never seriously thought about the death of each patient.
Senior physicians had told me that death was a hurdle to jump over when one
served as a medical doctor, so I had trained myself not to think about a patient’s
feelings but to stay detached by regarding death as a misfortune which befell a
stranger. I was convinced that this was the correct relationship between my
terminal cancer patients with no prospect for the future and me, with my whole life
before me. (538)
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Aoyama tells him of his career as a surgeon specializing in pulmonary tuberculosis

before he came to open the backwoods clinical practice. In the time of no drugs, removal

of diseased lungs was the only means to save tubercular patients. Tuberculosis as the

national disease that claimed the lives of young men and women in their twenties and

thirties was in a way far more merciless than the cancer of today that mainly occurs to

older people.

Aoyama shares with the resident his view of life as a physician and as a person in

terms of temporal sequence inspired by the words of a twenty-one-year-old student of

philosophy on the verge of dying from tuberculosis: “The future is merely a picture you

draw in your head and never something that comes to you. The future is the present;

therefore, there is no future. There is no future whatever, bright or dark. In that respect,

he as a patient and I as a physician are equal” (537). Aoyama has come to believe that

the future is an illusory image taking place in the brain at this moment and that the

physician and the patient are on equal terms in the sense that neither has a future.

Aoyama’s view of temporality could be interpreted as a manifestation of his

phenomenological—healing—relationship with his patients. If living, for physician or

patient, is compressed in the consciousness of the now, then why could he assume that

only patients with terminal cancer have “no future”? The young resident is exactly this

type of person. The resident realizes the fallacy of feeling he is “superior” to the patient

because he possesses time in the future.
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The title of the story is from another lesson Aoyama gives the resident: the importance

of the sense of touch in the art of healing. Aoyama takes him out to the trees behind his

clinic, tells him to close his eyes, remember the texture of a specific tree, and try to locate

the same tree this time with his eyes opened. The resident initially has no clue how to do

so, but as he continues to try, he becomes more adept at this game.

After the two years’ residency, the protagonist is assigned to the department of

respiratory diseases. He has become immersed in acquiring the techniques of handling

the bronchial fiber scope or bronchial imaging, convinced that to be more skillful is the

path to becoming a good doctor. He is completely oblivious to Dr. Aoyama. The

narrator considers himself no longer a medical doctor but a test maker, who gives

batteries of tests in order to make right diagnoses. He is meticulously practicing what he

was taught to do: the physician’s obligation to give a patient even of terminal cancer

anticancer drugs and resort to every possible means to prolong life. It was the time when

“disclosure of cancer, even in its early stage, was not at all common” and when “telling

aged patients the truth about terminal cancer—that they had very little time left—was a

strict taboo for a physician” (526). How would students imagine the elderly patients feel

as they continue to receive aggressive treatment and yet they are kept from the truth

about their sickness? The narrator wonders if his patients divine the “insincerity” in the

eyes of one who makes it a practice to tell lies on a daily basis (529). His dilemma about

becoming a “good” doctor is described:

Ironically, the more skilled you became in giving tests, the more accurate the
diagnoses of cancer you gave, with a result that the number of lung cancer patients
rapidly increased. Most of the cases of lung cancer, with the rates of more or less
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ten percent five-year survival, ended in death. Few cases had survival rates which
improved with the administration of anti-cancer drugs. Patients died one after
another. I even had three patients pass away on the same night. (543)

This work place serves as a reminder of that of Roy Basch in The House of God. The

narrator’s discomfort continues more than ten years until one morning, all of a sudden, he

collapses with all kinds of symptoms of nervous breakdown—severe sense of anxiety,

oppression in the chest, panic attacks, dizziness, palpitation, and so on.
932

He takes a

month’s rest at home. He wants to see Dr. Aoyama again. At that time, when

“physicians . . . who would not use anti-cancer drugs with patients, even terminal ones,

were ostracized within the profession,” the majority of clinicians, including himself, look

on a physician like Aoyama as “out-of-date, defeatist, unscientific; in short, unworthy of

a physician” (544). However, now that he himself is a helpless patient, consumed from

the wear and tear of medical practice solely as science, he thirsts to see the doctor as a

healer. He drives up the mountain path to see Dr. Aoyama for the first time in many

years. However, what he finds is the rundown remains of Aoyama’s deserted clinic

covered with tall grass and groves of trees. The protagonist feels it does not matter

whether Aoyama is dead or alive, practicing somewhere else.

In contrast with the fablelike “Touching,” in which a young hero meets a wise old

man in the wilderness, Selzer’s “Mercy”—only four pages long—has mercilessly graphic

representations of a forty-two-year-old pancreatic cancer patient’s pain:

932
Nagi has written in his multiple works, both fiction and essays, about a similar crisis that occurred to

him in his late thirties.
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Pain rollicked out of control, and he entered that elect band whose suffering cannot
be relieved by any means short of death. In his bed at home he seemed an eighty-
pound concentrate of pain from which all other pain must be made by serial
dilution. He twisted under the lash of it.

933

The narrator-physician views him as a living dead body: “All night long he has thrashed,

as though to hollow out a grave in the bed” (72). His “foot with five blue toes” seems

like a “beautiful dead animal” (72):

There is no way to kill the pain without killing the man who owns it. Morphine to
the lethal dose . . . and still he miaows and bays and makes other sounds like a boat
breaking up in a heavy sea. I think his pain will live on long after he lives. (72;
ellipsis in original)

However, unlike the clusters of flies writhing and expiring “ensemble,” in the natural

course of the natural order, a person must die alone, even in the company of

compassionate family members (71). Even the family members have become like

animals in their suffering. The face of the patient’s mother is described as “hoof-beaten

with intersecting curves of loose skin” and “her hair is donkey brown, donkey gray” (72).

The patient’s room, in which a flapping is the only sound, looks like a “room to which a

small animal, a bat perhaps, has retreated to die” (72). The patient is now an object:

“How reduced he is, a folded parcel, something chipped away until only its shape and a

little breath are left” (73).

933
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71. Subsequent quotations from this story are from this edition and will be given parenthetically in my
text.
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Before this dehumanizing tyranny of pain, the physician is all empathy, with a keen

wish to free the patient of pain, as he feels that “his gaze is like a wound that radiates its

pain outward so that all upon whom it fell would know the need of relief” (72). The

physician is “impatient” and “want[s] to get it over with” (73). His empathy is visceral,

rather than conceptual: “My fingers at his pulse. The same rhythm as mine! As though

there was one pulse that beat throughout all of nature, and every creature’s heart throbbed

precisely” (74). When he put his fingers around the patient’s neck, he feels “[his] pulse

beating in his neck, his in mine” (74). Nevertheless, when he has no other alternative to

relieve the pain but to give the patient a lethal injection of morphine, he is acting in a way

that renounces his own personal values of morality and professional codes of ethics.

Why could not he rescue the patient from that grueling punishment? When the man’s

pulse returns, the physician says to himself, “I have not done it. I did not murder him. I

am innocent!” (73). The physician’s “failure” is not technical miscalculation of dosage.

His failure is as a moral agent: “it is not in me to do it. Not that way” (74). How would

students respond to the conclusion of the story? Heart-wrenched as they may be about

the prospect of unending suffering of the patient, they might feel relieved that the doctor

did not end in submitting himself to the request of death against his moral values and

beliefs. Or would students assume that the doctor should have declined the family’s

request in the first place? Might they judge that if the physician is truly empathetic, he

should not have failed to give the “right” dosage? Just as the patient is almost in the

grave, the physician also feels as if he had been brought back from death when he looks

at himself in the mirror and finds “the face of someone who has been resuscitated after a

long period of cardiac arrest” (74). The face was colorless “as though this person were in
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shock at what he had just seen on the yonder side of the grave” (74). Selzer’s physician’s

experience is evidence that letting die might demand the same tremendous amount of

struggle as dying itself, just as he exclaims “What a lot of energy it takes to die!” (70).

These words represent a literary embodiment of the ethical observation by Harold

Vanderpool, a professor in the philosophy and history of medicine, that this kind of

action by the physician should never be done unaccompanied by “struggles with

opposing moral issues, such as whether this action could be generalized or whether

killing constitutes a betrayal of one’s promises to self and peers or what would happen if

the term ‘physician’ is also associated with putting persons to death.”
934

Despite his own

wish, his family’s support, and the normally fatal dosage of morphine, the patient could

not die. The patient’s mother’s remark that the doctor is not ready whereas her son is

ready suggests her awareness of the physician’s unconscious refusal to compromise as a

moral agent.

William Winslade, a professor of law and bioethics, calls it “ironic that physicians

who used to practice unilateral nonvoluntary euthanasia may now balk at patients’

request to perform it voluntarily not only with patients’ consent, but also at their specific

request and at times despite their fervent pleas.”
935

Through reading “Touching the Skin

of Trees” and “Mercy,” one should realize that euthanasia entails far more that a

particular individual’s wish for dying and a physician’s agreement to cooperate.

934
Harold Y. Vanderpool, “It’s Over, Debbie.” Letter. JAMA 259, no. 14 (April 8, 1988): 2094.
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Regulation,” in Sondercuck aus Menschengerechtes Strafrecht, ed. Jörg Arnold, Björn Burkhardt, Walter
Gropp, Günter Heine, Hans-Georg Koch, Otto Lagodny, and Walter Perron, and Suzanne Walther
(München, Germany: Verlag C. H. Beck, 2005), 1265.
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Euthanasia is an issue of ethical deliberation that involves the entire community in

addition to the relationship between patient and physician. It is a fact of general

agreement that the “legitimacy of the physician-patient relationship . . . is shaped by

competent physicians’ recommendations and competent patients’ consent and choices.”
936

The controversial nature of “physician administered euthanasia” stems from “two

divergent types of the deeply entrenched practice of medical paternalism” and “changes

in medical practice” that took place between these two.
937

“In the not very distant past,”

physicians were the unilateral executor of euthanasia who “may have sincerely believed

that they were benefiting their patients by relieving pain and suffering” but did not

consult patients.
938

“More recently, many physicians have taken the vitalistic position to

preserve patients’ life as long as possible regardless of their preferences or choices. “The

past twenty or thirty years” have seen “a revision of the physician-patient relationship to

include respecting patients’ choices about whether or not to accept physicians’

recommendations,” which include “choices about many end of life decisions.”
939

It is obvious that the young doctor of “Touching the Skin of Trees” initially sees his

patients from the position of a vitalist whose “duty is to prolong life as long as possible.”

He has neither reflected on the significance of this physician’s duty nor considered the

patient’s values and choices in the way he lives and dies. His view of the end of life is

936
Ibid.

937
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938
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simply as a consequence of routinized courses of medical education and clinical practice.

Competent as a resident, he did not exercise his moral imagination or encourage himself

to give serious thought to the relationship between himself and his patients. He faces a

dilemma in telling a patient a “one hundred percent falsehood” that she will be cured and

having to stick to the “those falsehoods as if catching at a straw” (Nagi, 530).

One of the ironies is, as the young physician in Nagi’s story says, that sophistication in

the diagnostic technology and the developments of different types of anticancer drugs did

not lead to the cure of cancer patients but, rather, to the increasing number of cancer

patients. Dr. Aoyama in “Touching the Skin of Trees” refers to another irony that

“patients from general hospitals equipped with modern facilities have to seek refuge with

a doctor like [him] retired into the heart of a mountain” (Nagi, 535).

The physician today has greater responsibility in facilitating peaceful deaths to consult

legal restrictions, professionalized and institutionalized sets of codes, and patients’

personal values with empathy and humanity. The “failure” by the physician in “Mercy”

might have stemmed from this dilemma left unsolvable within the framework of his

moral principles and moral imagination. Winslade places stress upon the fact that it is

not a physician’s duty to perform euthanasia:

Even if physicians are permitted to perform euthanasia, they should not be required
to do so. It is reasonable for patients to ask their physicians for assistance in
dying, including euthanasia. Physicians should have a legal right but not a legal
duty to grant the request.

940

940
Ibid., 1266.
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Providers are not obligated to compromise in their moral convictions.

Clinical practice as a profession should not avoid dialogue about the matter of

euthanasia by relying on, or rather exploiting, one physician’s commitment to humane

terminal care. What is it that lies between Aoyama’s reputation as a “doctor who lets his

patient go easily” and the fact that he has never needed to administer morphine except as

a pain reliever? One must stop to ponder similarities or differences between Aoyama’s

practice and Selzer’s narrator’s action in their ethical implications. In ethics, the

principle of double effect is used to assess the morality of a person’s action by making a

“central distinction between what is foreseen by the agent as a likely result of an action

and what is intended.”
941

Aoyama’s giving an injection of morphine to his patient is “an

act intended to” relieve his pain, whereas the death of the patient is “a foreseen,

unintended and unavoidable result of” relieving the pain of the patient.
942

In fact,

Aoyama does not need to intend for the death of his patients, as he says that

“strengthened by the knowledge that, when the time comes, I can give comfort, all my

patients die quiet natural deaths” (Nagi, 541). In contrast, the physician in “Mercy” is

forced to intend to bring about the death of the patient. The physician-narrator has made

his own assessment of a subtle but decisive distinction between the intended death and

the foreseeable death of the patient. To disregard this distinction would mean to him a

941
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breach of his moral integrity. The relationship between Aoyama and his patients is that

of integrity, “based on moral reciprocity,” as Winslade intimates:

It is important to emphasize that the integrity of the physician-patient relationship
is not automatically self-sustaining. Physicians who paternalistically impose their
own personal values, either by inflicting euthanasia on patients who did not request
it or by insisting on prolonging life despite their patients’ rejection of vitalism,
violate the integrity of a relationship that is based on moral reciprocity. Patients,
by the same token, must realize that they must not expect that physicians will
perform euthanasia solely because a patient, however sincerely, demands it.
Patients should respect, even if they do not agree with, physicians’ personal or
professional values that rule out euthanasia. The preservation of the integrity of
the physician-patient relationship requires that both patients display moral
reciprocity and be willing to subject the relationship to public scrutiny through the
frame of the law.

943

If socially endorsed and professionally reinforced, Aoyama’s clinic would have

developed into an institution of hospice care. Aoyama’s practice, far from being

“outmoded,” was a step toward the revival of medicine as healing. What his patients

really needed was the sense of reassurance that the physician would be always with them

and would never abandon them. Students should acknowledge that the theme of this

story might be that of empathic connection rather than mercy killing in a narrow sense.

These stories by physician-authors may show students that the issue of euthanasia is

not merely a question of whether, how, or when drugs should be administered to a

patient. As Winslade suggests, the physician-patient relationship plays the most critical

part in the deliberation of euthanasia. To learn to strike a delicate matter of balance

between two major duties of the physician—preserving life and giving comfort—students

943
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should realize that the physician requires empirical knowledge, technical competency,

philosophical reflection, and humanistic concerns. This challenging balance will be

explored further when I discuss the narratives about patients with terminal cancer and

their families in the next section.

Cancer Narratives:
To Bear, Care, and Share in A Very Easy Death and Cold Summer, Hot Summer

Rage, rage against the dying of the light.
944

In the previous chapters of Part III, I discussed texts from different cultures about

people with different illnesses, disabilities, and conditions; their families; and their

providers. The suffering seen in each work of literature is compelling. No less

compelling are the ways that characters struggle to overcome, cope with, or transcend

that suffering. The first section of this chapter was about suicide, which entails a

decision about terminating oneself; the second was about euthanasia, which entails

decisions on the parts of the patient, the family, and the provider. In this third section of

chapter 9, the final section of my entire dissertation, I examine two narratives by family

members of patients who have terminal cancer but never mean to die: A Very Easy Death

(1964) by Simone de Beauvoir (1908-1986) from France and Cold Summer, Hot Summer

(1984) by Yoshimura Akira (1927-2006) from Japan.

944
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In Japan in the twenty-first century, the momentum of the publication of cancer

narratives seemingly never slows down. Cancer narratives by patients themselves, not a

few of whom are physicians, and by their family members continue to be published.

Although cancer has not been eradicated yet, various efficacious treatments have been

developed in recent years. Thus, a diagnosis of cancer is no longer always a death

sentence. Patients who could not have survived ten years ago have much better survival

chances today. Some students may wonder why they need to read “dated” narratives

when the very newest information is essential for practitioners to serve the best interests

of their patients. If one needs updated information about choices of cancer treatments,

recent publications may be to the point. Yet despite the change in the way cancer

patients are treated, in terms of not only treatment options but also ethical implications, A

Very Easy Death and Cold Summer, Hot Summer have attained significant status as

narratives of cancer and care giving. What audiences receive from these narratives is not

information but reflection on the end of human life. Students should acknowledge dying

as a collaboration of the patients and their caregivers—how the caregivers, the daughter

and the brother of the patients respectively—commit themselves as companions of their

journey to the end.

Today in Japan, one out of three Japanese contract cancer.
945

Students should rethink

the meaning of disclosure or truth telling in the care of patients with terminal cancer and

at the same time, the meaning of denial. There used to be an argument that informed

consent would not fit Japanese clinical settings. In the early 1990s in Japan, disclosure

945
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was made to less than 20 percent of cancer patients.
946

When the diagnosis of cancer was

given to the patient’s family, it was also genderized: under the pretext that a woman was

more prone to emotional agitation, which might be perceived by the patient, disclosure

was usually made to a male family member or relative.
947

According to statistics by the

Ministry of Health and Labor, in 1992, the disclosure rate was 18.2 percent of all cancer

cases; in 1994, 28.6 percent; in 1997, 75.15 percent of stomach cancer cases; and today,

almost 100 percent in major hospitals for cancer treatment.
948

What does this rapid

change in the last two decades connote?

A comparative research of residents’ approach to the end-of-life decision in Japan and

in the United States notes that when asked whom they should tell a cancer diagnosis, 94

percent of the Japanese residents indicated “both—the patient and the family” while 53

percent of U.S. residents indicated the “patient” only.
949

The Japanese residents however

display much less certainty about their approach—only 8 percent were “completely

certain”—than the U. S. counterparts (62 percent).
950

Of those respondents who

supported disclosing the diagnosis to both patients and family members, 44 percent of

Japanese residents reported they would inform the family first, while only a small

946
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minority 2 percent of the U.S. residents said they would follow the same procedure. The

residents’ responses refer to their perceptions only, not actual behavior.
951

Nevertheless,

the researchers’ conclusion indicates “cultural preferences related to the role of patient

and family in disclosure of diagnosis and prognosis” and the need for a “better

understanding of how physicians’ own cultural perspectives influence their practices.”
952

There may be a difference between residents and seasoned practitioners. Yet, it might be

relevant to say that the family is more intimately included in the clinical decision making

in Japan than in the United States. In comparing the then and now of clinical practice and

cultural climate, students may learn from this section’s narratives about differences in

practitioners’ approach to patients and cancer and timeless elements in care narratives,

such as what it is for patients to be mindful of, or mindless of, death and for families to

suffer along with their family members—to search for and exhaust every possible cure

option and finally let them go, often in extreme distress.

About the denial of death, Anne Hunsaker Hawkins, the author of Reconstructing

Illness, intimates that “to die with no comprehension of what is happening diminishes

what is human about us, creates a systematic framework of deceit, and contributes to a

profound loneliness on the part of both the dying and the survivors.”
953

That is exactly

what happens in A Very Easy Death and in Cold Summer, Hot Summer. What would

students today think about this statement, particularly when they read narratives by

951
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authors who do not share this view about disclosure? Would they find any benefits in

keeping the patient in ignorance? Hawkins notes the merit of “expect[ing] a pathography

where death is accepted to offer a more beneficial approach to the death of a patient.”
954

Narratives of illness are thus another reason for students of health professions to study

literature and medicine and familiarize themselves with the topic of death.

The title of A Very Easy Death is ironical: de Beauvoir and her mother had to take a

very difficult course of caring and dying. The mother did not know that she had cancer,

much less that she was soon to die. De Beauvoir is a philosopher-author-critic who is

known for such existential novels as The Blood of Others (1943) and All Men Are Mortal

(1946), ethical essays and treatises such as The Ethics of Ambiguity, and the feminist

essay, The Second Sex (1949). As one of the luminaries who represent the intelligence

not only of France but also of the West, she was, together with her lifetime partner Jean

Paul Sartre, one of the leading thinkers of the post-World War II world. A Very Easy

Death is a narrative of illness, not a fiction, but I chose to include this work among the

creative texts I discuss in Part III because de Beauvoir’s work makes an interesting pair

in many points of similarity with Yoshimura’s story, which, although classified as a

fiction, is heavily based on his real-life experience.

In A Very Easy Death, not only de Beauvoir but also readers should be amazed at

Maman’s tremendous desire to live, her “animal passion for life.”
955

At the age of

954
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seventy-seven, she does not have the slightest inclination to wither naturally like a plant

to pass on. Her body is decaying while her consciousness refuses to recognize the

exterior change that has occurred to her: “Her dying face did not exist for her. She rested

and dreamed, infinitely far removed from her rotting flesh, her ears filled with the sound

of our lies; her whole person was concentrated upon one passionate hope—getting well”

(77). Maman’s fierce attachment to life is depicted in many different ways such as the

“immense effort [with which] she wrenched herself from her dim private world to rise to

the surface of those pools of dark light” (77). De Beauvoir, frequently giving up her

mother for lost, is surprised to see her mother coming back to life every time: “By her

eyes she clung to the world, as by her nails she clung to the sheet, so that she might not

be engulfed. ‘Live! Live!’” (78).

The patient-physician relationship is almost nonexistent. Some physicians,

particularly Dr N, however, are portrayed to be heartless about the pain Maman

complains of. When she asks him to give her more injections of morphine, he responds:

“Ha, ha, you are going to become a real drug-addict!” said N in a bantering tone.
“I can supply you with morphia at very interesting rates.” His expression hardened
and he coldly said in my direction, “There are two points upon which a self-
respecting doctor does not compromise—drugs and abortion.” (79).

N does have his principle of nonmaleficence but this self-respecting doctor has no respect

whatsoever for the patient. Nevertheless, the patient is so vulnerable that she needs to

rely on the provider for some sort of reassurance. To Maman’s question if he is

“pleased” with her, Dr N answers “yes without the least conviction, but she cl[ings] to

this lifebuoy” (65). Students may be disappointed to learn that de Beauvoir must protect
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Maman from some providers. Maman calls the nurses, especially Sunday nurses,

“brutes” and demands she be not be left alone in their power (80).

Just as for the patient, fighting the illness becomes her whole being, for the family

member, caring, for de Beauvoir, “protecting her,” becomes her “real life” and the “only

one aim,” all the rest receding to the background: “The world had shrunk to the size of

her room: when I crossed Paris in a taxi I saw nothing more than a stage with extras

walking about on it” (73). Bearing witness is as demanding as fighting the illness. De

Beauvoir is also lonely in that she cannot share her world with her mother.

De Beauvoir realizes that even the caregivers give all they can; still the patient is

fighting her battle alone. The race is fought not between life and death but “between

death and torture.” The daughter feels guilty: “Maman thought that we were with her,

next to her; but we were already placing ourselves on the far side of her history,” and she

is “struggling, far, far away, in human loneliness” with all the others including her

daughters in “all this odious deception” (58) . Even in the presence of her loved ones,

Maman is alone both in ignorance and in pain. To hear her shrieking out of the pain from

her bedsore, de Beauvoir thinks: “How completely alone she was! I touched her, I talked

to her; but it was impossible to enter into her suffering” (81).

Moreover, de Beauvoir knows that her mother’s death is an “easy” one in a literal, not

ironical, sense, compared with deaths taking place “in the public wards” because her

mother’s is anyway an “upper-class death” (95). Her mother is at least with those who

love her and listen to her beseech, “Don’t leave me in the power of the brutes” (94). De

Beauvoir considers “what agony it must be to feel oneself a defenceless thing, utterly at

the mercy of indifferent doctors and overworked nurses” with “no hand on the forehead
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when terror seizes them; no sedative as soon as pain begins to tear them; no lying prattle

to fill the silence of the void” (94). Her observation endorses Vanderpool’s statement:

“persons who are terminally ill lose a sense of worth if they are left alone, if they are

avoided and not touched, if they receive only bland pleasantness, of [sic] if they are

greeted with silence instead of words.”
956

Students might be amazed to know how

holding hands could help when only sedation—not cure—is available. Yet they may

separate in their views about whether Maman was fortunate not knowing she was dying.

The closing passage is an antidote to a complacent assumption that death is a

threshold to a better place and rest in peace with God. For de Beauvoir, death is a sudden

cessation of the human act of “calling the world into question”:

There is no such thing as a natural death: nothing that happens to a man is ever
natural, since his presence calls the world into question. All men must die: but for
every man his death is an accident and, even if he knows it and consents to it, an
unjustifiable violation. (106)

De Beauvoir writes that she used to believe that one would be neurotic to weep for a

relative of eighty years old but finds out herself that her mother’s age “did not lessen the

horrible surprise” at her death (105-106). According to Hawkins, in spite of de

Beauvoir’s observation that “Maman loved life as I love it and in the face of death she

had the same feeling of rebellion that I have” (91), the real explanation is the “deception

visited on this dying woman by everyone around her.”
957
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Unlike the majority of French people, de Beauvoir does not have a Catholic

persuasion. Does her notion of death as violation have anything to do with her atheism?

Religious faith has helped relieve human beings of fear for the “violent,” “absurd,” and

“annihilating” nature of the concept of death. Can one tolerate this devastation of death

without holding any spiritual faith? Or does spirituality alleviate the fear of the

meaninglessness of death? Hawkins observes that the tension in de Beauvoir’s memoir is

that between “the author’s own intense fear of death” and “her wish that her mother die

painlessly and easily.”
958

De Beauvoir wonders why Maman, a devout Cathlic, refuses to

receive the sacrament. Besides the fact that the mother does not know she is dying, the

daughter’s disbelief in Catholicism, or her intellectual attitude, may be projected in her

response. Thus, dying reflects the values of both patient and caregiver, and students

should know, of the practitioner if it takes place in the institution.

As Hawkins observes, “written before recent important changes in medical ethics,

such as truth-telling and informed consent, had come about” in the frame of French

culture, which “remains to this day more paternalistic in its medical ethics,” one might

contest that the situation of cancer treatment in de Beauvoir’s book is no longer worth

considering as an ethical locale. However, in American narratives of cancer in 1990,

Hawkins finds examples of denial and deception on the part of physicians who tend to

wish to be rid of a “patient who is no longer a candidate for aggressive medical

treatment.”
959

From the perspective of physicians, to see a patient he is unable to cure is
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painful because it challenges him, as if a sign of his incompetence or, in cancer, an

embodiment of futility.
960

In this way, even readers today, in the United States or in

Japan, may not be able to regard the case of de Beauvoir’s mother as a dated and foreign

exception.

Cold Summer, Hot Summer was published twenty years after A Very Easy Death.

During those two decades, the treatment of cancer notably advanced. However, that does

not mean at all that dying of cancer became any easier. This novel was born from

Yoshimura’s personal experience of tending to his younger brother for two summers—

one cold, the other hot—after the onset of his brother’s cancer without telling him of the

truth about his illness. Yoshimura is a prolific writer of novels and stories based on

exhausting research and interviews that he conducts. The subject matter of his works

ranges from historical events and figures to ordinary men and women from different

classes of society confronted with ethical dilemmas and conflicts. Yoshimura is

internationally known for On Parole and Shipwrecks, which have been translated into

several languages.

Yoshimura often gives thought to the relationships between medical science and the

human condition and between medical technology and medical ethics in his novels and

stories about topics such as organ transplantation, renovating gastroscopy, and animal

experimentation. His consistent interest in medicine as practice, science, and humanistic

pursuit can be traced back to his personal brush with death, pain, and suffering. He

960
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contracted pulmonary tuberculosis at the age of nineteen, when the disease was

considered incurable. Rather than waiting for an unavoidable death, Yoshimura opted to

have an experimental surgery, which had only a 60 percent success rate. The surgery

lasted five hours, during which time Yoshimura remained completely conscious: “In the

waves after waves of excruciating pain caused by the operation done under local

anesthesia, I was wailing with the passage of time as a single means of rescue.”
961

Yoshimura writes about this experience in many different forms.

He also lost his mother to uterine cancer. Unbearable pain addicted her to morphine

to the degree that in the periods of withdrawal, she crawled, tongue sticking out,

groaning, and drooling. It was terrifying for the narrator to witness that his mother, “who

had been strict in the ways she brought up her children and clean and tidy in keeping her

house, had transformed into an animal that had no rationality” (105).

Moreover, he was nearly killed in the air raids during wartime, which claimed many

casualties in his immediate neighborhood. He protected his younger brother Hiroshi

bodily from being blown away and shattered to bits of flesh by explosions. He and

Hiroshi are bonded in a special attachment to each other, as they are not with the other

much older brothers, because they survived possibly very premature deaths by helping

each other. In return, Hiroshi took tender care of Yoshimura when he was suffering from

tuberculosis and recuperating from the surgery. Yoshimura, who never thought that he

would live that long, feels that he, not his little brother, should die first.

961
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The narrator of the novel realizes the hopelessness of his brother’s prognosis and

never allows himself false hope. Nevertheless, his consistent belief is that for the sick

person, having hope is essential to live the remainder of life in more humane ways. Since

his other brothers are elderly and frail, one even dead, the narrator takes over duties as the

patriarch. The moment he learns from the physician that they have removed his brother’s

left lung and discovered infiltration of the lymphatic glands, he demands that all the

relatives, including Kaoru, Hiroshi’s wife, “act up till the bitter end” as if Hiroshi’s

illness were nothing life-threatening (49). He also urges Kaoru to keep from crying so

that Hiroshi will not sense the seriousness of his condition. Hiroshi’s is an extremely

rare and most malignant type of cancer. The surgeon confirms that there has been no

one-year post-surgery survival case (86). Nevertheless, Hiroshi is made to believe that

his pain has been caused by the damage to some nerves during the surgery and that it will

be alleviated when the weather turns warmer.

The narrator is never a passive recipient of institutionalized medical practice. He has

an “abominable memory” of his third oldest brother who died of stomach cancer thirteen

years ago at the National Cancer Hospital: when he had already “had maxillary breathing,

sticking his chin out, a young technician came in with a nurse and a portable X-ray

apparatus and took pictures of his abdomen” (12). The narrator felt that it was cruel of

them to perform such unnecessary examinations on his dying brother and inconsiderate to

his family (12). Concerned about the pain Hiroshi might have to experience, the narrator

wishes that “he would be in a hospital where he could receive care that would relieve him
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of as much pain as possible” (9). He arranges that Hiroshi be admitted to a private

hospital.

The narrator’s decision for no disclosure is also supported by the physicians he has

contacted to consult on Hiroshi’s case. They are all convinced that it is “the physician’s

obligation to hide the truth to the bitter end” (9). The physicians and the narrator are

agreed that they should insist that Hiroshi’s is a benign tumor. The narrator refers to “the

general trend in Western countries that the truth was disclosed to cancer patients so that

they could live the remainder of their lives more flourishingly and validly” and “some

physicians in Japan who agreed with that Western practice published their opinions to the

purpose that it was anachronistic to conceal the truth from the patients” (34). But he

argues that following in the footsteps of the Western nations is “a fallacy of identifying

the Westerners and the Japanese” (34). Drawing on his research trips to South Africa,

Europe, and the United States to gather materials for his novel about heart transplantation

and interview “surgeons, heart recipients, and the families of donors to collect materials,”

the narrator presumes that Japanese people and Western people are basically different in

their views of life and death and that disclosure to cancer patients, which may be

customary in Western countries, should not be conceived as adoptable for those in Japan

(37). Some readers might be disapproving of Yoshimura’s standpoint, as if he were

representing the whole nation of Japanese.

The Yoshimura character’s obsessive insistence on control stems from the fact that he

personally knows the vulnerability of the patient who has contracted a doomed disease

and is facing death. He does not hope for the futile prolongation of Hiroshi’s life with

aggressive treatments. What he wishes is for his brother to maintain hope. He knows a



463

sick person’s psychology: “While he had a conviction that he had cancer, he also must

have a hope that he might not. All I could do was take advantage of this uncertainty in

his psychology” (25).

What the narrator is sensitive to is not only the patient’s psychology. He is extremely

concerned about the relational atmosphere in the environment where Hiroshi is receiving

treatment. Out of excruciating pain—“even the sounds of folding wrapping paper hurt

him in the back and chest” (104)—Hiroshi asks for more doses of morphine from the

nurse. She mildly reprimands him for not waiting for the next shot. He cannot help

using harsh words to contend with the nurse for being unaccommodating. Yoshimura

later goes to see the nurse in the nurse’s station to apologize to her for his brother’s

rudeness. He is afraid that Hiroshi may lose her favor because, granted even a provider is

a human being, she may feel annoyed by the patient’s less than courteous manners.

The author-narrator’s determination never to lose control in human vulnerability and

susceptibility in whatever situations is most splendidly displayed in the way he faced the

end of his life. Early in 2005, Yoshimura was diagnosed with tongue cancer and received

radiation therapy. During the pre-op process for the tongue cancer in February 2006,

pancreatic cancer was also detected. After that, Yoshimura refused any treatment. In

August that year, it is said that he suddenly disconnected the joints of the IV tube when

his wife, also a writer, was writing on his bedside. His astonished daughter reconnected

the tube, but this time he pulled out the needle inserted deep in the skin. This incident
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was reported by the media as his form of death with dignity. Yoshimura executed his

autonomy and control to decide how he should close his life.
962

When it comes to the brother’s life, since it is not his, the narrator’s struggle is even

more intense. A wish to let him die occurs to him. The narrator, however, has a strong

ethical conviction against suicide. He says that he feels appalled by the opinion that

“suicide is a privilege given exclusively to human beings” (209). The narrator wants his

little brother not to be made to rest by euthanasia but to die a natural death (210-211).

However, “natural death” has been more and more elusive in hospital settings. Should

death without intervention be called “natural” if it involves horrendous, dehumanizing

suffering?

For Hiroshi, his course of perishing is far from natural. With bronchi intubated, once

in a while between hallucinations, he becomes competent and communicates in writing.

Yet his days are numbered. One can see through his bedsores the hipbone. Only several

days before his death, Hiroshi writes that “he wants a shot to defeat cancer” (249). Even

then, the narrator answers, “If you want to get such a shot, you have nothing to do with

cancer, so what’s the point?” (250) The narrator writes that “judging from his symptoms,

he should have been convicted that he had a terminal cancer” but that “he had no longer

strength to accuse me for my falsehood” (250). What would students think of the

narrator’s denial at this point? Does he still wish his little brother to retain “hope”?

The family members are astonished by Hiroshi’s desperate will to live. But just like

de Beauvoir’s mother, Hiroshi is turning into a corpse while his mind still clings to life.

962
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The narrator makes a stunning discovery: “The surface of the eyes was dried and

wrinkled” (250). He feels that the “body of his little brother had already become

something akin to a corpse” and that some warmth barely remaining on his hands and

arms, could “no longer be called a body temperature” (252). When Hiroshi dies, his

wrinkled eyes remain open as if to demonstrate his attachment to life. Whispering “You

do not need to be alive, now you can die,” the narrator keeps stroking down the eyelids

again and again (256-257). The festive cheers and drum beats from the summer festival

are heard from the street under their hospital window to celebrate the prime of life,

energy, and abundance. The stark contrast of life and death closes this novel.

France and Japan are two of the countries where physicians’ authorities are held more

inviolable compared with the United States. The two narratives from these counties urge

readers to rethink the “mainstream North American valorization of autonomy.”
963

Vanderpool suggests that in the care of the terminally ill, “in accord with their desires,

each patient must be given truthful information about all decisions and procedures

affecting his or her well-being and must consent to these procedures before they are

performed.”
964

Vanderpool also intimates that “the autonomy and self-control that

characterize Western individuality need to be preserved as much as possible.”
965

What

would American audiences think of these two narratives? They might be disgusted by

the doctors’ lack of sensitivity in de Beauvoir’s narrative. They might be annoyed by the
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way the patient has been kept in the dark and treated like a dependent in Yoshimura’s

story. Ignorance may be bliss in some occasions. Yet when it comes to one’s body,

health, life, and death, shouldn’t one be informed and in control? Would American

readers take Yoshimura’s attitude as a breach of respect for autonomy or a manifestation

of filial love?

If there is one thing common and universal in the care of the terminally ill across

cultures and countries, it may be the sense of loneliness. Would it be disheartening for

families to realize that in the face of death both the patient and the family are alone

however meticulously and sincerely families take care of their dying loved one? Both

Yoshimura and de Beauvoir have some detachment in their commitment. Is it the

survivors’ instinct for self-preservation? Yoshimura arranges for a memorial service

when he is sure that Hiroshi will not be long, although he is still alive. De Beauvoir is

keenly aware of the loneliness in the act of collaboration of dying and caring. She

realizes that once in a rare while “love, friendship or comradely feeling overcomes the

loneliness of death.” She knows, however, that she “was lying to her [mother]” and

“making [her]self an accomplice of that fate which was so misusing her [mother]”:

Yet at the same time in every cell of my body I joined in her refusal, in her
rebelling: and it was also because of that that her defeat overwhelmed me. (105)

What would de Beauvoir respond if she heard Vanderpool’s warning that “those who

care for the dying must be careful . . . not to misinterpret patient desires by their own
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inabilities to cope with death and dying”?
966

Students might notice the irony that de

Beauvoir, who was appalled at the “mechanical insistence in medical intervention,”

shares the idea of death as defeat with the vitalist practitioners.
967

Even the narrator of

Cold Summer, Hot Summer, whose health worsens as if to correlate with Hiroshi’s,

cannot die with him. Dying and caring are a lonely collaboration that often entails

contradiction.

What will never change is the compelling nature of the relationship between the

patient and those who surround him, including family members, clinicians, and the

community in general. Is pain sharable in the relationship? The physician-writer

Michael Stein argues that it should be:

I have seen patients in so much pain that they have forgotten their own names. But
they never forget those who help them. Doctors hold the world in place for
patients. We establish the legitimacy of their claims. We offer human contact and
concern apart from the private context of sympathy. The best we can do as doctors
is turn ourselves into a reflection of our patients’ pain. The doctor’s job is to make
pain sharable. The impossibility of sharing or articulating the feeling of pain is a
component of the pain and a contributing factor in its essential horror.

968

Do students think that physicians have an obligation to “share” or “articulate” the

patient’s feeling of pain? Now that truth telling is the norm in practice, physicians must

be prepared not only to “manage” or “control” but also to enter into the pain of their

966
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patients. Students might want to turn to different cancer narratives to acknowledge how

painful experience can or cannot be shared among the three-way community.

A Very Easy Death and Cold Summer, Hot Summer are similar in that both narratives

show the community, invisible but intense, of the dying and the surviving. Unlike the

inseparably tight bond between the narrator and his brother in Yoshimura’s novel, the

relationship between de Beauvoir and her mother was not very close. From the various

anecdotes she tells about her mother, one can tell that the philosopher-author did not

much respect her mother, a conventional and not so intellectual housewife. However,

when de Beauvoir sees her mother’s body ravaged by the illness, her rather distant

relationship with her mother forever changes. As John Wiltshire, a prominent scholar of

Jane Austen and specialist on literature and medicine, points out, “an illness experience

breaks up the hard autonomous shell of the subject.”
969

The relationship in illness hazes a

boundary between the caregiver and the care-receiver. In terms of this relationship in a

“state of impaired, and contingent, subjectivity,” Wiltshire offers a critique of the “ideal

and empty space of bioethics,” in which individuals are held to think, act, and decide as

self-standing agents with free will.
970

To confirm the truth of Wiltshire’s observation, one

has only to remember how the health of the narrator of Cold Summer, Hot Summer

continues to deteriorate. Also, one should note that every chapter of this novel has

countless descriptions of the narrator’s actions, the deletion of which would never affect
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the plot or the narrator’s psychology, such as “I pushed open the door of the hospital” and

“I took the receiver off the telephone.” One could interpret these stage directions as the

narrator’s, thus, the author’s, endeavor to frame and organize the course of his life, which

otherwise might become chaotic in the drama of contingency. The resentment of de

Beauvoir stems from the disembodying force of death. The American philosopher,

Martha Nussbaum, who unlike de Beauvoir did not care for her mother, tells of her

response to her abrupt death—her “feeling of a terrible tumultuousness, of being at the

mercy of currents that swept over [her] without [her] consent or complete

understanding”—“the terrible power or urgency of the emotions, their problematic

relationship with one’s sense of self, the sense of one’s passivity and powerlessness

before them.”
971

Drawing on this viscerally devastating experience, Nussbaum argues

that emotions can be viewed as judgements of one’s conception of eudaimonia, human

flourishing, which includes “all that to which the agent ascribes intrinsic value” and of

one’s acknowledgement of damage done to “what is most urgent in my conception of

what it is for me to live well.”
972

De Beauvoir is upset that even her habit of rational and

analytic thinking could not help integrate death into her being. She has lost her

individuality and resents her mother’s demise as if it were an assault inflicted on herself.

It can be interpreted that in the emotional upheaval, de Beauvoir is exercising her

philosophical judgments in terms of the assessment of damage to what she has conceived

as the insusceptible self.

971
Martha Nussbaum, “Emotions as Judgements of Value and Importance.” In What Is an Emotion?:

Classic and Contemporary Readings, 2nd ed., ed. Robert C. Solomon (New York, NY: Oxford University
Press, 2003), 272.



470

In this way, caregivers’ narratives are given in moral language that addresses values

and in nature, homogenous to victim survivors’ narratives of traumatic experience. In

Yoshimura’s and de Beauvoir’s texts, one may find many contradictory perceptions, such

as pain can be shared but can never be shared; people feel lonely but feel connected;

being rational works and never works; and one should accept death and should never be

overcome by death. Literature and medicine is more than a handmaiden to bioethics

because it reveals the contradictions and inconsistencies in human existence without

summarizing or paraphrasing them. The stories about death discussed in chapter 9, as

well as the other texts discussed in Part III, the subject of which was not death yet turned

into that of death, would never be fully appreciated unless one were out of the boundaries

of binary approaches to such questions as whether we should let them die and whether we

should tell them.

I began this dissertation with the argument that literature and medicine has been a

constant attempt at the resuscitation of Apollo. To close the final chapter of my

dissertation, I ask whether Apollo has really come to life again. As I discussed in the

second section of chapter 8, the image of Apollo could be most intimately associated with

physician-poets. However, it might be misleading if one pictured Apollo as a

transcendent being, excelling in both medicine and art and reigning over mortals. Rather,

it might be more relevant to imagine the modern Apollo as an entity of aspiration, or

struggle, for the integration of forces that tend to work in opposite directions, such as

rationality and emotion, body and soul, illness and health, order and contingency, control

and chaos, mortality and immortality, and life and death. Despite all Apollo tried as a

972
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physician, his beloved Hyacinthus could not be brought back to life. What Apollo did

next was to mourn his death in his lyrics and songs on the lyre. Apollo gave Hyacinthus

immortality in art. The narratives of illness by caregivers work as a ritualistic space for

mourning by contemporary Apollos. By asserting the continuity of life in memory, these

narratives refuse to make an unconditional surrender to the scythe of death. Mourning is

not only for the dead, but also for the survivors, who need to reconstruct their world

devastated by the demise of their beloved. Thus, narrators of pathographic texts can be

viewed as Apollos revived.
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Conclusion

Having written ten chapters including the introduction of my dissertation has left me

with an awareness that there are many more literary works from both the West and Japan

that I could have included in this project. I also realize that many essential issues of

health-care ethics and bioethics have been left unexplored. A sense akin to regret makes

me confirm that the subspecialty of literature and medicine has a promising future with

texts and topics waiting to be examined and appropriated for educational, bioethical,

appreciative, reflective, and therapeutic purposes. For those goals, the subspecialty may

continue evolving by means of acquiring new audiences and scholars, reinforcing

theories and methodologies, and incorporating international and crosscultural

perspectives.

In the three chapters of Part I, I outlined the ontological, epistemological, and

historical emergence and evolution of literature and medicine in the West. In chapter 1,

through retracing the development that took place mainly in the United States, I discussed

how the subspecialty was born from the urge and need both from within the medical

profession and education and from external factors in society. The discussion in this

chapter suggests that literature and medicine as two fields have a historical affinity and

that literature and medicine as a subspecialty is in nature interdisciplinary, intercultural,

reflective, and practical, and, therefore, it is likely to flourish in another culture as well.

I argued about the strengths of literature and medicine so that deans and instructors in

schools of medicine and health care in Japan should realize that, as part of the humanities

programs, literature and medicine not only has enriching material for the purpose of
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teaching professional attributes to students but also has an intrinsic value that helps guide

them toward the goal of becoming physicians endowed with humane compassion.

In chapter 2, I explored the heritage of humanism and the humanities, which has

formed a solid foundation for scholarly pursuits and practical applications, and, thus, has

substantiated the legitimacy of literature and medicine in the making of health

professionals. Compared to other luminaries of humanism in the Western Renaissance,

such as Shakespeare and Montaigne, Rabelais has been in relative obscurity. Yet I drew

attention to Rabelais not simply as one of the earliest physician-authors in the West but as

a character who personifies literature and medicine as a reflective, practical,

interdisciplinary, and moral engagement. The texts and spirit of Rabelais have a

community-building power when his international influence is examined in the light of

the medical humanities.

Literature and medicine has multiple effects. What I discussed in chapter 3 could be

therapeutic for physicians in the sense that they could be free in the textual encounter

with their not so exemplary colleagues from the restrictions and constraints required by

the professionalism of medical practice. To examine oneself, learn to take care of

oneself, and, if necessary, heal oneself are often neglected but required habits providers

must acquire. Through reading the narratives about impaired physicians, I suggested that

the power and control attributed to the medical profession could become constraining,

even destructive, for professionals. It is noteworthy that literature had been addressing

the problem of substance abuse by physicians long before it became a critical problem of

medical institutions and an object of social sanction. Thus, literature oftentimes foresees,

instead of following, interests, concerns, and even crises of society.



474

In Part II, I read a number of texts in modern Japanese literature from the perspective

of teaching literature and medicine. This part could serve as a model for scholars who

would make similar programs for the audiences of their own countries. I realized that

Japanese literature has immense potential as a resource for teaching important issues in

medicine, health-care ethics, and bioethics. Narratives about any disease in the past are

strong subjects in the education of health practitioners. For these narratives show that an

illness is in part a construction in a particular nation’s frame of mind and that the

assumption of the illness affects the relationships between the patient and the illness and

between the patient and death. Narratives of tuberculosis are of significance in that the

illness formed a death-friendly culture. The education of death works for both

professional and lay people to acknowledge the meaning of living a full life.

In chapter 5, I discussed narratives of Atomic-bombs as testimonials to traumatizing

mass disasters as well as timeless witnesses to suffering. Trauma is a large word.

Trauma Studies and PTSD is one subfield that particularly needs crossdisciplinary

approaches. Trauma among combatants from Afghanistan and Iraq are a common topic

in leading medical journals such as the New England Journal of Medicine and the

Journal of American Medical Association. Research has been conducted to investigate a

correlation between higher emergence of criminal acts among soldiers and their PTSD.

Neuroscience has been contributing to the clarification of the etiology of trauma and

possible alleviation of its symptoms. Narratives from Hiroshima and Nagasaki again

demonstrate the timelessness of literary texts. Those are examples that show how old

texts can be illuminated by new perspectives of biomedical and neuroscientific
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development and, moreover, can benefit from the progress of theories of illness narratives

developed alongside literature and medicine.

In chapter 6, I explored the possibility of reading literary works with a specific

objective to teach qualities required for the professionalism of clinicians.  Ōe’s texts I 

discussed in this chapter are based on the facts and are completed as fiction. Again,

literature, unrestricted by time and space, serves as a medium to immerse students in the

epiphanic moments from which empathy emerges. In literature and medicine,

pragmatism and aesthetics can coexist and mingle to enhance one another. What

Trautmann Banks called realism in her prediction of the future of the subspecialty might

be emphasized in this interaction between textual experience and real-life experience.

In Part III, I offered nine pairs of texts from Japan and from the West as reading

programs. Discussions in this part have shown that intercultural viewpoints help give

diversity, depth and dimensionality to the deliberation of ethical issues. Chapter 7

explored the program of reading texts about abortion, mental illness, and aging under the

title of suffering in each phase of life. One finds how all the problems in life overlap one

another and how medicine is comprehensively engaged with each of them. The complex

web of human existence, both physical and metaphysical, makes it impossible to discuss

one phase of life as a separate subject. The crossboundary nature of suffering does not

allow for the compartmentalization or specialization of its treatment and care.

In the literary texts of chapter 8, I investigated various forms of relationship between

the person and the part of the world he or she belongs to. My intention in this chapter

was to demonstrate that instead of observing the situation in the plot from the

perspectives of a detached provider, the reader might identify with the characters in
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antagonism, in dissociation, or in harmony, with the larger entity they belong to.

Professionalism may possibly drive practitioners to overidentify with their social

personae. Physicians are essential constituents of the medical profession, but they are not

always compatible with the medical institution. Empathizing with the characters in this

chapter may prompt readers to realize that the self, which they might believe is coherent

and constant, is actually fluid, amorphous, and susceptible to change in exterior

environments and personal conditions. Literary texts have been committed to the issue of

self in various types of narratives from ancient times. Ideally, there is a dynamic

communication and interaction between one’s social persona and private self so that one

may flourish as a whole being. Being engrossed in a fictional world may serve as an

igniter to open up the passage when it is blocked. Many authors of illness narratives tell

about being ostracized from the community they have to face when they become ill or

disabled. The narratives of burn victims in this chapter display that painful loss of

citizenship. The poems by two physicians may offer to the reader the blessing of being a

doctor as well as the grief of being one. Clinicians are privileged to attend these intimate

moments of a human being leaving this life, whereas it has made it more difficult to

lament the mother’s death simply as a son. The stories about the two female doctors

highlighted a twisted relationship between women and the institution. Feminist

perspectives, which have been reinforcing and rewriting both criticism and practice in art,

culture, and society, are empowering when practitioners rethink the medical profession in

terms of its wrongly tolerated practices. Literary texts challenge the audience with the

exposure of deep-rooted unfairness and inequality stemming from sexism and gender

discrimination. And they do so in ways compliance training is never able to do.
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Chapter 9 dealt with the only thing that is equally granted to all human beings. Death

is an eternal subject in literature. For medicine, death is not at all an unusual event.

Nevertheless, the relationship between medicine and death is not very amicable. Literary

texts about death help soothe the tension in modern medicine that has seen death as a

failure and a defeat. In reality too, few people are on friendly terms with death. Even the

personification of intelligence, de Beauvoir, is not. In literature, however, death is an

extremely popular character. No one can experience death on her own and then narrate

it. This simple fact is where literature and medicine could exercise its reflection-enticing

power to illuminate and explore the mystery, beauty, and misery surrounding the last

stage of a human being. One cannot but be amazed at the particularity of this universal

and equally distributed event. For a practitioner, to learn to stay composed and rational

in facing a patient’s dying and to experience awe at the Einmaligkeit of the person’s

death could be compatible. Those occupied in nursing and palliative care would argue

that being at the bedside of a real patient is the best training ever. There is no question

about the truth in that observation. But even professionals often experience the sense of

depression, futility, burnout, and apathy from successive deaths of patients. Texts of

literature about dying and death may be of secondary immediacy, but they are of

significance in a different way. They provide a forgiving space in which being

overwhelmed by death is not unprofessional but a radically human experience.

Part III could be easily expanded into a multivolume series of comparative reading

programs of texts from different cultures. Cultural awareness has been, and will continue

to be, an important issue in the program of cultivation of health-care ethicists. As

Michele Carter, a philosopher and ethicist, and Craig M. Klugman, a professor of ethics
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education, observe, cultural competency—knowledge or information about the practices

of a particular culture—is insufficient as a qualification of the ethics consultant. To be

adept in ethics consultation that involves clients from a different culture, one needs an in-

depth reflection about the cultural background that lies underneath the ethical matter in

question.
973

Literary texts can help open the eye of the reader through the nuanced and

contextual portrayals of characters and events to a certain cultural climate that has given

rise to particular practices and ways of thinking. To search for possible combinations of

Japanese and Western texts, all one has to do is go over the table of contents in some

representative books about medical ethics. Literature offers such a comprehensive

cosmos that one will have no trouble finding those ethical topics represented in works of

literature.

I started my dissertation with the question about the definition of literature and

medicine. Literature and medicine concerns itself with its identity. I hope that by

discussing the engaging power of the subspecialty, I have substantiated that literature and

medicine is a dynamic entity that pursues what it is to be human—the ultimate goal of

both medicine and literature, respectively. It offers, but does not correspond with, a

teaching tool or a supply list of relevant topics and theories. Literature and medicine

entails far more than do medicine in literature or literature about medicine. I argue that

its strength lies in its apparently coincidental and. The tension and occasional opposition

of the and between the two fields is what makes this subspecialty unique, thought-

provoking, and irreplaceable. What is medicine? The project has made me realize that

973
Michele A. Carter, and Craig M. Klugman, “Cultural Engagement in Clinical Ethics: A Model for

Ethics Consultation,” Cambridge Quarterly of Healthcare Ethics 10, no. 1 (March 2001): 16.
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medicine is a vast overarching entity that encompasses human activities— physical,

mental, and emotional—and constitutes a culture that characterizes the society of the

time. In turn, society prescribes the medicine of the time. In this sense, it would be the

strength of the subspecialty that two entities are connected with a conjunction to multiply

exponentially their respective powers and beauties to reveal hitherto concealed aspects of

humanity.

In this overview of my project, I have to admit that texts by physician-writers were

unduly favored. Physician-authors are the individuals who personify the locale of and

bridging literature and medicine. Their texts are relevant as an essential part of the assets

of the subspecialty. However, that does not mean that texts by nonphysician-authors are

of secondary significance in literature and medicine. Rather, by noting the strong

presence of physician- writers, I drew attention to the fact that, as I discussed in chapter

2, physicians were philosophers and philosophers wished to be physicians. The radical

role of the profession of medicine can never be overemphasized. If medicine is

conceived from the limited point of view that it is an assembly of compartments of

various specialists who research, diagnose, and (try to) cure, then the whole picture of the

art of medicine would be lost. Today, medical professionals can never overestimate the

importance of considering the humanistic roots of their professional evolution. Literature

and medicine thus has ontological significance for those engaged in medicine, health

care, healing, caring, and life in general. Literature and medicine is an engagement that

contributes to the replenishment of humanity.

I want to emphasize the academic and educational relevance of what I have discussed.

As I wrote, I am by no means the first person in Japan who tries to take literary studies
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into medical education. Eminent predecessors have been doing significant achievements

in incorporating literary texts into the cultivation of students of health profession. For

example, Asahikawa Medical College has a most enriched program that offers courses in

the humanities.
974

The professor Fujio Hitoshi, the author of the groundbreaking work,

Iryo-jinbungaku no Toriniti, declares that the goal of his Department of History and

Philosophy is the enrichment of the medical humanities.
975

This department is a role

model for educational programs of humanities in schools of health professions. Dr. Fujio

is the epitome of the humanities. He is a translator of the collection of works by

Hippocrates. He is the instructor of not only history and philosophy of medicine but also

medical Latin, medical culture, medical essays, medical classics, and the history of the

contemporary world.
976

Ikei-Bungaku [medical literature] is also one of the courses

Fujio teaches. From the fact that the syllabus assigns students to read a book-length work

of literature almost every week, it is clear that this course requires students’ earnest

commitment. The department was initially called that of history when the college was

founded in 1973. When Fujio became the second director of the program in 1998, it

came to be called the department of History and Philosophy. Fujio not only gives

uniquely significant courses but also mentors students’ extracurricular activities in

Library Club for bibliophilic students and Literary Circles for creative writing, which he

974
Asahikawa Medical College, “Rekishi • Tetsugaku [History • Philosophy],” General Education,

http://www.asahikawa-med.ac.jp/index.php?f=facilities_guide+ippan_rekishi#greeting (accessed January
28, 2011).

975
Ibid.

976
Asahikawa Medical College, “Electives,” Department of History and Philosophy,

http://www.asahikawa-med.ac.jp/dept/ge/history/lecturepage.htm (accessed January 31, 2011).
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wishes will turn out in the future physician-authors such as Mori Ogai, Saito Mokichi,

Kinoshita Mokutarō, Kita Morio, Watanabe Jun’ichi, and Nagi Keishi.
977

With Professor Fujio’s precedent models in mind, I still think that literature and

medicine deserves more visibility that could pronounce itself in the name of the program

and acknowledgement as an irreplaceable specialty in the educational scenes of the

humanities in health professions. My model of teaching literature and medicine has a

double purpose and benefit for students in Japanese schools. As I mentioned in my

introduction, there is no reason that English, which is taught in practically all schools in

Japan, should be given as a course separate from literature and medicine. The following

is a concrete model of course syllabus of a fifteen-week semester, overall corresponding

to the chapters of my dissertation, that could be immediately put into practice and cold be

taken advantage of as a course of reading comprehension in English:

Week 1: Introduction: Apollo, Rabelais, and Why Literature and Medicine

Week 2: Could a Physician Be Impaired?

Week 3: Tuberculosis: Why Was It So Romantic?

Week 4: Atomic-Bomb Narratives: How Survivors Survive in Narrative

Week 5: Can You Learn to Be Empathetic?: Ōe Kenzaburō’s Hikari Narratives 

Week 6: Abortion: It Is Legal, So What?

Week 7: Mental Illness: She Says, He Says

977
 Asahikawa Medical College, “Kyōju Aisatsu [Professor’s Statement],” General Education, 

http://www.asahikawa-med.ac.jp/index.php?f=facilities_guide+ippan_rekishi#education (accessed January
28, 2011).  I discussed or refered to all these authors in my dissertation except Kinoshita Mokutarō and 
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Week 8: Aging: What Is She Talking about?

Week 9: Burn Victims: When You Have No Face

Week 10: Physician-Poets: When Your Mom Dies

Week 11: Being Women in Medicine: Isn’t It History?

Week 12: Suicide: What Occurred to Those 30,000 People?

Week 13: Euthanasia: What If Your Patient Requests?

Week 14: Cancer and Caring Relationship: More Than to Tell or Not to Tell

Week 15: Conclusion: Exploring Texts, Exploring Yourself: Why Not Literature

and Medicine

As one may see from the difference in titles from those in my dissertation, I break down

the discussion of each week to make the course fit pre-med humanities education for

eighteen- to twenty-year old students. However, it does not mean to dumb down what I

explored in this dissertation. I point out ethically principal points from weekly readings

to navigate classroom discussion that should go right to the point in order to fit the usual

timeframe of ninety minutes. In the introduction in Week 1, the essentiality of literature

and medicine in medical education should be imparted. Not just as one of the electives

students have to register for but as a commitment they should make to become good

doctors and good persons. As I discussed in the introduction and chapter 1 of this

dissertation, examples from the United States—the spontaneous necessity from within

medical education, sociocultural and historical demands from the empowered lay

Kita Morio. Kinoshita is a poet-artist and is mentioned in Watanabe’s “Invitation to Suicide.” Kita, a son
of Saitō Mokichi, is a novelist-essayist-psychiatrist.  
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citizens, and the ethical awareness of the dilemmas and conflicts generated by advance in

medical technology —will be talked about. Students in Japan may want to discuss the

influence on Japanese medicine and medical education from American development of

literature and medicine, or different ways Japanese education and ethics in medicine in

health care have taken. Excerpts from the articles about the emergence and importance

of the subspecialty by founding scholars of literature and medicine, such as Banks,

Hunter, Jones, and Poirier will be read in the original. To display the affinity of literature

and medicine in tradition, I will read a poem about Apollo as in the epigram of chapter 1,

an episode about Apollo and Hyacinthus from Ovid, and an excerpt from Rabelais, for

example, of the anecdote of Pantagruel’s colon cleansing. One of the objectives of this

week is for students to realize that medicine as a science is only a recent concept.

Week 2 starts with discussions by students about their ideas of professionalism, the

good doctor, and responsibilities expected of them in the future. Considering that

Japanese medical students are in general non-native readers of English, even a weekly

assignment of reading a short story might be challenging. A close reading of a smaller

quantity serves better the goal of this course that struggling with a large amount of

English texts. From the three works I discussed in chapter 3, the diary of Dr. Polyakov in

“Morphine” would suffice to give the graphic terror of addiction.

Week 3, 4, and 5 are drawn on my discussion in Part II. The texts are some of the

English translation of those works discussed in chapters 4, 5, and 6. They might consult

original texts in Japanese. But since the course objective is not a theory on translation,

one should not go deeper in “evaluating” the translation but still may find some

omissions or additions significant. In Week 3 about tuberculosis narratives, students read
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one of the short texts such as “Genkaku’s Villa” or “Spring Riding in a Carriage,” with

relevant passages from works by Susan Sontag, Arthur Frank, and Anne Hunsaker

Hawkins to learn how “constructing” an illness is vital for patients and how society helps

promote, and are affected by, those images attached to the disease.

The text to read in Week 4 is one of the Atomic-bomb narratives. The texts discussed

in chapter 5 contain so profound implications not only medical and ethical, but also social

and historical that they may be applicable to a wide variety of topics such as trauma

narrative, suffering, and professionalism in mass disaster. As class time is not as ample

as in graduate courses, focus should be on one specific discussion topic. If the topic is

providers’ duty in emergency, then the portrayals of doctors and nurses from Black Rain,

City of Corpses will work in combinations with today’s articles about pandemics and

professionalism. When discussion topic is suffering, then short stories by survivors such

as Hara or Hayashi, or Ota will be appropriate. If time allows, students might want to

read excerpts from Victor Frankel.

     As for Ōe’s works in chapter 6 to read in Week 5, as I said in the text that his text is 

often dense, especially in his longer novels, excerpts will be sufficient for students to

trace the development of empathic capacities. May’s texts serve as a good companion to

Ōe’s narratives as I proved in my text, yet again, to oblige first-year or second-year 

students of medical or nursing schools to read entire articles may not be appropriate. To

have them read the highlights of his representative papers will work well enough for the

better appreciation of empathy as that which can be acquired and cultivated.

In Week 6 through 14, the nine sets of reading models I structured in Part III can be

utilized as they were discussed in chapters 7 through 9. Week 6 about abortion will use
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the two episodes about abortion from Watcher from the Shore and “Before the Change.”

Munro’s story is short but may need some assistance for students in putting together the

puzzles about each character’s secret. Again, some passages that give clues to each

secret may be selected to read in class.

“The Yellow Wallpaper” to read in Week 7 about mental illness may not be

challenging in length but should be complemented with handouts about the author’s short

biography and experience of rest cure. The English translation of “The Sting of Death”

may not be difficult if read with the help of the Japanese original. Students may notice

the benefit of reading the work of literature translated into a foreign language that a

conscientiously close reading aids them in recognizing textually vital points that they

might have overlooked when reading in their native language.

Week 8 needs more careful planning than the preceding chapters. “Tell Me a Riddle”

would not make sense to Japanese undergraduates of non-English major unless guided by

line-by-line interpretation by an instructor. In my syllabus, however, efforts to make a

thorough translation of the story may not be necessary. To appreciate the aged heroine’s

suffering, it would suffice to have the instructor’s explanation of the plot and the

background of Eva and the other main characters and excerpts of Eva’s recollections of

her frustrated life, David’s response to her difficulty, and Jennie’s concluding remarks. A

View by the Sea is a novel-length work but much easier to read than Olsen’s novella. It

would enhance its significance if students are urged to find corresponding parts that

describe the women’s psychology and their families’ perplexity.

Week 9 has “The Monster” and The Face of Another. Crane’s work, with a length of

a novella and a style not very accommodating to nonnative readers, may be better read in
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appropriate excerpts. Some students may find Abe’s novel more accessible when read in

English. Although translation is not an object of the course, to compare the original and

its translation may help sharpen students’ observation of textual details and semantic

nuances.

Week 10 about the poems by Welsh and Japanese physician-poets would be more

fully appreciated in class. In the second section chapter 8 of my dissertation, I could not

show the poems in their entireties because I did not have copyright permissions. Without

those restrictions, classroom reading will enable students to savor all the words, images,

and allusions in Mokichi’s sequence of “The Dying Mother,” which would be structured

to be read as a narrative. Abse’s three poems could be appreciated as a series of

narrative describing the course his mother takes from the onset of deterioration,

diagnosis, and to death.

The narratives about women in medical profession in Week 11 may need caution

when taught to undergraduates. The biographical novel about Ogino Ginko may be

paired with autobiographies by counterparts from the United States such as Margaret

Blackwell and Josephine Baker. To acknowledge the pioneering spirit of female

predecessors, biographies and autobiographies may serve the purpose well enough.

However, gender politics and sexual dynamics from the perspective of feminist criticism

should not be avoided in literature and medicine. The reading of “The Good Doctor,”

particularly read in English by Japanese students, must be accompanied by a good deal of

discussion so that they will have access to the nuance of the story neither as a didactic

story about a bad example or an invitation to defiance of institutional and professional

codes.
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The stories about suicide in Week 12 have little problem both in language, length, and

content. Only the colloquial style in the characters’ lines in “A Summer Tragedy” may

require some help from the instructor. A double suicide has been an aesthetic convention

and actual practice in Japanese culture. Students may want to compare the suicide in this

story with that in “Troubled Water” I discussed as a tuberculosis narrative in chapter 4

and continue the discussion about the biopsychosocial immediacy of killing oneself to

connect with the theme of following week: euthanasia.

Week 13 has two texts about physicians’ euthanasia, which should lead to active

argument about how medical doctors should be involved in patients’ final wishes. Each

text has ample points students should find in terms of a spectrum of acceptability in

clinical practice and ethical thinking—problematic, unethical, unacceptable, illegal,

justifiable, tolerable, or understandable. To seek both precision and consideration in their

tentative relationship with patients, students may discover that deliberating with

nonnative vocabulary may rather facilitate their logical thinking and cogent argument.

Week 14 has two book-length narratives about cancer. Yoshimura’s novel may be

readable yet passages that represent the author-narrator’s views and the physicians’

approach had better be given as excerpts. De Beauvoir’s narratives in English translation

may also work better in selections of the passages that highlight the philosopher’s ideas

and the hospital’s practice. Students may also be interested in comparing them with more

recent narratives or their personal experiences. Again, as I mentioned in the last section

of chapter 9, as well as the change in medical treatments and ethical stance, students are

urged to find timeless and universal intimacy engendered in the caregiver-patient

relationship.
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In the last week of conclusion, it should be reconfirmed that studying literary works is

related to building oneself as a future provider, researcher, member of the community,

and a person in various relationships. In the environment of the current world where

scholarly papers must be read or written in English, students may want to know that

having to think in a foreign language is not a handicap but a privilege that provides them

with an opportunity to have an objective perspective to rediscover and reconsider

themselves.

I further intend to consider my model curriculum of literature and medicine in the

overarching entity of the humanities. I hope that my mission in inspiring medical

students with their passion for literature and medicine will help establish the subspecialty

as an essential part of the education of medicine and health care will develop into a larger

enterprise in the future in Japan. My wish is that my project will eventually give rise to

the emergence of M.D./ M.A. and M.D./ Ph.D. tracks in graduate programs in Japanese

medical institutes that would enable students to pursue medicine and one of the

humanities disciplines—philosophy, law, history, literature, or religious studies—

simultaneously to cultivate themselves as providers of medicine and health services and

explorers of humanity and humanism. Unlike the United States, where most medical

students already have B.S. or B.A. degrees, Japanese educational system admits high

school graduates into medical programs and, thus, subject to a greater risk of turning

medical school into an occupational school. Deans, faculty, and instructors are urged to

think again about the significance of humanity that they unanimously emphasize in their

educational rationales. If they assumed that they need to save as much time as possible

for the students’ acquirements of knowledge and techniques and, subsequently, there is
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little curriculum leeway to offer humanities courses, that might lead to a dwindling of

medicine as art and culture and an impoverishment of future physicians and providers as

healers.

In concluding my project, as a form of encouragement to incorporate literature and

medicine actively and legitimately in the educational programs of medical and health-

care students, I should like to invoke two extraordinary thinkers from antiquity, who have

built the intellectual tradition and have guided the philosophical thinking of East and

West, respectively. I want to attend to the meaning of humanity, which albeit its regular

appearance in the program rationale of almost every school of medicine in Japan, is

elusive and intangible, and, thus, susceptible to misconceptions. For Confucius (551-479

B.C.), humanity is the supreme virtue as the core concept of his teaching:

“It is beautiful to live amidst humanity. To choose a dwelling place destitute of
humanity is hardly wise.”

978

“A man without humanity cannot long bear adversity and cannot long know joy.
A good man rests in his humanity, a wise man profits from his humanity.”

979

“Seeking to achieve humanity leaves no room for evil.”
980

Few educators of health professionals would oppose these words of wisdom by

Confucius. However, Confucian humanity has been “irremediably” misunderstood as if

it were an attribute of “some sort of benign philanthropist or well-meaning social worker”

978
Confucius, The Analects of Confucius (comp. 400B.C.), trans. Simon Leys (New York, NY: W. W.

Norton, 1997), 15.

979
Ibid.

980
Ibid.
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in the Western mind.
981

A translator of Confucius, Simon Leys, argues about the

significance of the word:

For Confucius, ren, the plenitude of humaneness, is truly an absolute; it is of
inexpressible and blinding splendor; it puts heroic demands upon every individual,
and yet remains close at hand in everyday life, and no one possesses it, and yet it
informs all our endeavors; though it can never be fully grasped, it is constantly
revealed in its diverse manifestations.

982

My hope is that through my project I was able to show that the studies of literature and

medicine could serve as one of those “diverse manifestations.”

Unfortunately, the interpretation of the word humanity has not been any better in the

Japanese frame of reference. One acknowledges that humanity is not a veneer of

sociability or affability if one hears Confucius making a rigorous remark that “the love of

humanity without the love of learning degenerates into silliness.”
983

All engaged in the

education of students of the art of medicine should realize that humanity is a serious

pursuit in the cultivation of men and women who seek a career of professional service.

Literature and medicine should be part of a learning program in Japanese medical schools

if they are seriously determined to bring forth future physicians endowed with opulent

humanity as they declare they should do.

981
Simon Leys, Notes to Confucius, The Analects of Confucius (comp. 400B.C.), trans. Simon Leys

(New York, NY: W. W. Norton, 1997), 130.

982
Ibid.

983
Confucius, 86.
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Following the sagacious teachings of Confucius, I refer to the debate of Aristotle

(384-322 B.C.) about how human beings should commit themselves in moral inquiries

and actions:

Matters concerned with conduct and questions of what is good for us have no
fixity, any more than matters of health. The general account being of this nature,
the account of particular cases is yet more lacking in exactness; for they do not fall
under any art or precept, but the agents themselves must in each case consider
what is appropriate to the occasion, as happens also in the art of medicine or of
navigation.

984

It is amazing to know that there is such a warning against reductionism in ancient

philosophy. Students should be aware that health professionals are required to act as

moral agents and that their obligation includes looking into the particularity of each

patient. If instructors allow their students to pay little attention to this part of their

profession, it should be criticized as moral negligence; they are denying students’ role as

moral agents and, thus, neglecting the humanity of practitioners as well as of patients.

My dissertation project has demonstrated that literary texts and the interpretation and

appreciation of them offer a moral space where one can explore what can never be

captured in fixity, exactness, and precept.

I have a vision. People in the year 2525 on Planet Earth look back at the turn of the

twentieth and the twenty-first centuries and call it the Renaissance, comparing it to what

took place in Europe in the fifteenth and sixteenth centuries. But this Renaissance

occurred on a global level. As the humanities were once revived by returning to the

984
Aristotle, The Nicomachean Ethics, trans. David Ross, rev. J. L. Ackrill and J. O. Urmson (Oxford,

UK: Oxford University Press, 1998), 30.
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classics, this time, the spirit of humanity and humanism in the early Renaissance in

Europe was revived in the form of the medical humanities, of which literature and

medicine was a vital part. In order that medicine will become a philosophically

grounded, morally charged, and ethically informed engagement, I hope that my project

has made a modest contribution toward the realization of that vision.
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Appendix

Nagi Keishi, “Touching the Skin of Trees,” translated by Nobue Urushihara Urvil

I had served two years as a physician in the general hospital in a country town of

Shinshū when I had already nearly lost energy to continue this profession. 

As it was twenty years ago when there was a serious shortage of medical doctors, a

resident in the rural hospital was treated like a full-blown physician, and I was assigned

more than ten in-patients, plus had to take care of out-patients every day. Usually, it took

a clinical physician a minimum of five years to practice somehow independently.

Assigned too heavy a load in the first year, I had been forced to engage day after day in a

touch-and-go business of compensating for the lack of knowledge with physical strength.

Patients came, nevertheless. In a hospital with no divisions by specialties, I was obliged

to see patients with all ailments, from light bronchitis to terminal cancer.

Nevertheless, I retained enough presence of mind to speculate that the situation would

be more or less the same in any other setting of clinical practice, so I did not go looking

for the blue bird of happiness somewhere else. I was determined to compromise with

reality somehow. It was about that time that Mrs. Maki Tamura asked to be released

from our hospital.

Maki-san was an eighty-one-year-old woman, bent with age. She had a terminal-stage

cancer and lived with an unmarried, fifty-five-year-old son in a mountain village two

hours’ drive southwest of town.

“Excuse me, is my sickness fatal?’
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When the routine battery of tests had been done, I went on my round to see her in her

hospital room. I found her sitting on the bed, legs neatly folded under her.

“It’s not fatal. It’s all right.” I tried to make it look all right for the moment with set

phrases, which I knew were too empty to give any comfort.

“You have to be straightforward with me. I’ll need to switch hospitals if

circumstances require,” Maki-san said quietly but firmly.

I had a nasty hunch. So far, twice, I had had similar inquiries from my patients. I had

honestly given them their accurate diagnoses, and both had chosen to leave the hospital.

I was well aware that I could not do anything for terminal cancer patients, but to have

them leave me made me feel as if they had silently disowned me as the physician with

whom they should entrust their lives and thus, undermined my footing in the profession.

When I was through with my round, I called Maki-san to the hospital interview room.

I hesitated to talk with her in the six-patient room, not because I was afraid her conditions

would be known to the other patients, but because I wanted to avoid being seen as a

pathetic doctor whose patient was about to turn her back upon him.

Sitting forward on the frayed couch, the front of her robe neatly adjusted, swinging

her upper body in an effort to stretch her bent back upright, Maki-san said, “I want to

hear the truth because it’s about my life.”

At that time, disclosure of cancer, even in its early stage, was not at all common.

Telling aged patients the truth about terminal cancer—that they had very little time left—

was a strict taboo for a physician.

“I told you, it is all right. There is a swelling in the stomach, but I’ll take care of it, I

assure you.”
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Once again, I told a patient a one-hundred-percent falsehood. I was becoming

accustomed to it.

Some of my patients endeavored to stick by those falsehoods as if catching at a straw.

However, I also remembered the many people whose sad expressions tacitly told me that

a straw was a straw after all, and stoically bore their conditions and worsened day by day,

then died silently. All my ability to think came to a standstill.

“Don’t you see that it’s natural to want to die a comfortable death if you have to die

anyway? There’s a doctor in my village who lets us die easily. If my disease is fatal,

then refer me to that doctor, will you? Am I wrong to hope to die easily in the village

where I was born and raised?”

Maki-san talked in a tone of neither reproach nor insinuation. She was the third

patient, if I remembered rightly, who told me of the doctor who would see that his

patients would die easy deaths. I remembered that, although I had not told the former

two patients of the truth of the progress of their conditions, I had made detailed notes, in

the referrals to the physician, of the test results which had led me to diagnose their

diseases as terminal cancer. I had obstinately wanted to demonstrate how, unlike that

phony doctor, I had rigorously examined these patients. As I expected, I had not received

an immediate reply. After I had forgotten about the cases, postcards came briefly saying

that “the patient expired quite peacefully at 00:00 on the 00 of 00.”

I had been taught at medical school and by senior physicians at the hospital that it was

a physician’s duty to use anti-cancer drugs even on terminal cancer and exhaust all

possible means of survival. One physician, who disregarded that “common sense” and

let patients die easily, was Seiichi Aoyama and, at least, his presence was known to the
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hospital staff. This old physician, presumably over seventy years old, was said to have a

clinic attached to a spa in the deep mountain and give suspicious treatments.

In the previous two cases, I had acceded to the patients’ request to refer them to Dr.

Aoyama. When I reported to that effect to my senior physician, I had been severely

reprimanded for having my patients choose a doctor of that sort before me because I had

not given them sufficient explanations.

“What do you think, Maki-san, about giving a new drug a chance to cure you? Why

don’t we hold out?”

New drugs came out one after another, but since none could cure terminal

cancer, my persuasion was weak.

“I don’t like to hold out to die. All my life, I had been holding out: to develop fields

in the mountain and grow lettuce with my son. I want to go easily at least when I die.

No reason to hold out just to die.”

Her argument struck me as irrefutable and irresistible.

With an enormous stomach cancer stiff and tangible outside her emaciated belly, with

metastasis in her liver, and with her uncontrollable body that took in nothing but juice,

Maki-san was clearly aware of her death. Since she had heard that she was not operable,

she had been making steady preparations for her imminent death. There seemed to be no

persuading Maki-san, who had an unwavering determination.

“I understand. I will write a referral to Dr. Aoyama.”

At that time, I still retained much of my innocence from medical school when I had

had a firm belief in the righteousness of teachings from textbooks and of instructors. I
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was still bound by doubts until the last moment about referring my patients to such a

“non academic” physician.

I had never been a diligent student. I had passed the exams only by being tactful, but I

had a strong trust in being “academically” grounded as the physician’s justice. Was I not

irresponsible to divert my patient from the “academic” track? While I was writing the

referral, such regrets kept occurring to me and interrupting me.

Should I go and see him?

The day I handed Maki-san the referral, she contacted his son, and returned to her

village that evening. Climbing onto the passenger seat of her son’s light truck, Maki-san

said to me, with a carefree smile she had never shown in the hospital room, “Come see

me, will you? The place has a good hot spring.” She told me the way to the village

clinic.

As I was absent-mindedly seeing off the truck, I felt strength receding from my upper

and lower back. I had turned into a doctor who performed tests and gave diagnoses, only

to have my patients leave me. I was no longer a physician, but a mere test giver. I had

been faithfully carrying out what I had been taught. Nevertheless, my patients walked

out on me. Why?

Did they not want to entrust their lives to such a green doc like me? Did they see in

my eyes the insincerity of one who habitually told lies day after day?

Should I go and see him?

Would it be better for me to go and see Dr. Aoyama? If I saw with my own eyes his

phony medical practice, then I could tell my patients what he was actually doing if they

hoped to go to his clinic in the future. Above all, I felt I would lose confidence in myself
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as a physician who had to continue serving at the general hospital unless I negated Dr.

Aoyama as a counterfeit physician.

A week after Maki-san was released, on a very fine autumn Saturday afternoon, I

drove out after the hospital rounds in my car toward the village. I drove on the national

road that ran along the river for an hour and up the village road winding along its

tributary for another hour. The groups of houses thinned out. I asked the way to the hot

spring of an old woman farming on a field that clung to the steep mountain sides that rose

sheer on both sides of the road. She answered flatly, “Go farther another ten minutes.”

I crossed a small wooden bridge over a crystal clear torrent, which seemed full of char

and trout, and found myself surrounded by a forest of white birches. I wondered if

someone had once planted them. There, perfectly in order, the ground was covered with

green striped bamboo grass, which suddenly made the mountain landscape, of which I

had seen enough, look fresh and new.

As I walked a little along the path in the white birch forest, I saw a large mountain

cottage with a red tin roof and wooden walls. Behind that, clouds of vapor arose from the

hot spring, behind which was a glimpse of the high summit of a mountain.

Since there were no fences or enclosures, I could not tell the boundaries of the site,

and I parked my car in a clearing in front of the building. On the pillar of the entrance

door of frosted glass in an antique wooden frame was a wooden sign that said, in faded

India ink, “Aoyama Clinic.”

“I’ll go today or never.”
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I had got this spontaneous idea when I had been through the rounds of the seventh-

floor of the ward and was looking at the distant range of mountains from the window of

the nurses’ station. That impulse had propelled me this far, but I hesitated to open the

door. What should I say if asked why I had come? I wished I could introduce myself as

a resident from the general hospital in town who had heard of the reputation of the clinic

and visited it for study. But I knew I was not a dexterous enough actor to play such a

role. As a physician, I was neither substantial nor experienced enough to contend that Dr.

Aoyama should quit misleading patients with his dubious practices.

Hesitant to touch the glass door, I looked over the exterior of the one-story building,

and noticed that to the left was the inn and to the right, the clinic. On the left were six

windows whose glass had paper screens behind them, while the large window on the

right had a blind hung. The hot spring water coming out behind the building did not flow

into the stream but, instead, was channeled through the waterway into the recesses of the

white birch forest.

It was quiet. I heard nothing but wild birds, the limpid stream, and striped bamboo

leaves rustled by an occasional wind blowing through the forest. Here, Tamura Maki was

quietly waiting to die. As a site so close to nature, this environment was far more

suitable that a hospital room enclosed by inorganic concrete. It was sufficient for me to

confirm that. I did not come into this deep mountain to take issue with Dr. Aoyama.

I had always been in a habit of leaving things in disarray and dyeing every day with a

compound of colors. I gave up my original plan and turned back to the car.

“What can I do for you?”

Abruptly, the entrance door opened and out came a small old man in a white coat.
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“Are you Dr. Aoyama?”

I was stunned, not because I had been called all of a sudden, but by the discovery that

the old man had a far more elegant and intellectual countenance than I had imagined.

He was mildly smiling. His thinning but glossy hair had been well combed and his

while coat was starched and spotless.

“Yes, I am Aoyama.”

The old man’s voice had the tenderness of a veteran physician who listens for the

authentic voice of a patient.

“I am a resident from the general hospital. I have referred some of my patients to you.

Last week, I sent Mrs. Tamura Maki to you.”

I braced myself and made a bow.

“Oh, I appreciate your always courteous referrals.”

As Dr. Aoyama invited me, I went into the entrance hall, put on slippers, and was

ushered into the consultation room on the right side.

There were only a desk and an examining table. No projector for viewing X-rays or

an ECG was to be seen.

He urged me to sit on the chair apparently meant for a patient, which had arms like

that for Dr. Aoyama. This clinic was intended for a leisured talk with the patient as in

psychiatry or psychosomatic internal medicine.

“It is an awkward situation that patients from general hospitals equipped with modern

facilities have to seek refuge with a doctor like me retired into the heart of a mountain,

isn’t it?” Seated deep in the armchair, Dr. Aoyama came to the point with a smile

playing about his lips.
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“Well, that is why—if you are giving a special therapy—I wonder if you will kindly

share it with me—” I was at a loss how to reply, my intent having been laid bare.

“Just take a look at this.”

Dr. Aoyama stood up, took out the 8mm film projector from a cabinet built into the

wall, and placed it on the desk. He closed the window blind, tacking with practiced

hands a white sheet on the wall with pushpins, and returned to his chair to start the film.

The antiquated black and white film showed a young man lying naked on the

operating table and being administered systemic anesthesia. The IV tube had been

inserted into his right arm, and when the physician injected a drug into the tube, the

patient fell asleep. With the next injection, he ceased breathing. The movement of his

well-built chest muscles stopped.

The film lasted only two or three minutes. I was clueless about his intent in showing

me such a thing out of the blue. Yet I helped him remove the thumb tacks and take down

the sheet from the wall.

“That describes the introductory part of systemic anesthesia, as you know. You inject

Isosol in the vein to quickly make the patient unconscious. Subsequently, you give an

injection of a muscle relaxer, Succin, to numb his diaphragm and suspend his breathing.

Needless to say, this process is followed by an intubation into the bronchi to start

artificial breathing and give gas anesthesia. I show my patients with terminal cancer this

film up to the termination of breathing. On the first day they come here. I tell them that

when their cancer progresses and they have difficulty breathing or have intolerable pain,

they will be able to go easily like this under the influence of drugs. Actually, of course,
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even if you don’t take the trouble to do this, giving a massive doze of morphine would

make the patient sleep deeply and stop his breathing.”

Dr. Aoyama began to talk as he opened the blind, then quietly ceased talking, seating

himself on the chair, when there was a knock on the door and in came an elderly woman

carrying a tray of tea cups. She had something elegant about her that made her look out

of place in this depth of the mountain.

“This is my wife. She is the owner of the inn, but also helps me as a nurse.”

At his introduction, I rose up erect and made a bow, to which she responded with a

deeper bow.

She placed the tea cups on the desk and left the room with the same graceful gait with

which she had entered.

“Do you mean that you promise your patients euthanasia?”

Reaching for the tea, I used a voice as low as I could and pretended to be composed.

“Exactly. I promise to make them feel comfortable whenever they have pain.”

Dr. Aoyama put a little milk only in his tea and drank it.

I swallowed an impulse to tell him that would be murder or assisted suicide, together

with the tea with neither milk nor sugar. I withheld an immediate counterargument

because the way Dr. Aoyama spoke was so natural and calm. His presence was not at all

suggestive of a suspicious practice on the dark side of medicine, but was in keeping with

the surrounding forest of white birches outside the window.

“May I talk a little about myself?”

Looking out the window with teacup in hand, Dr. Aoyama succinctly told me about

his career.
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He graduated from the medical school of the Imperial University, became a surgeon

specializing in pulmonary tuberculosis, and served in the national clinic in the Tōkai 

District. Without a specific remedy for tuberculosis, removing diseased lungs was the

only way to save tubercular patients. As a national disease that killed youths in their

twenties and thirties, tuberculosis was in a way far more disastrous than cancer today that

mainly target elderly people. He worked from morning till night, sometimes performing

up to three pneumonectomies a day.

He married the daughter of a family of high social standing by arrangement and

fathered a son. But the wife, irked with a husband who stayed at the hospital day and

night, went back to her home, and they officially divorced two years later. Their son

became a physician and was also specializing in surgery at a private medical school in

Tokyo.

The first half of his life was all about tuberculosis, but around the 1960s chemotherapy

became prevalent and the number of surgeries he performed dramatically decreased. He

felt that his era was obviously about to end. He turned down the hospital’s executive

administrators’ recommendation that he be promoted from vice-director to director and

resigned from the clinic before his official age of retirement.

The actual reason was that his current wife, serving then as the head nurse, invited him

to live a leisurely life at the hot spring inn on the mountain. It was her home, and when

her parents died, there was no one to take it over.

It seemed to him irresistibly enticing to spend the rest of his life in the mountain spa

with a woman who would let him feel completely at ease. When they came to live there,
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they found it was a doctorless village. They opened a small clinic as the villagers asked.

However, as soon as the road to the town was built, patients chose to go to the large

hospital, and his clinic came to have little work. As they had a pension, they had no

problem making a living.

He lived a carefree life doing little more than measuring the blood pressure of the

elderly men and women who came to take the baths at his wife’s inn. Yet he felt he

should not grow old just like that. He thought he still had more to do as a physician. He

had such a feeling until one winter, an old woman, his first patient with terminal-stage

cancer, came for a spa treatment.

The woman, a village native whose breast cancer had metastasized to the whole body,

repeatedly insisted that she would like to die in the nature she had long been used to.

“Let me die here.”

The old woman begged him many times. Dr. Aoyama showed her the 8mm film of

him performing surgery and told her she could die an easy death when her time came.

The old woman passed away without him having to use drugs.

“You’ll make me feel easy when the time comes, won’t you?” She asked it every time

she saw Dr. Aoyama. To see him nod, she felt relieved and fell asleep.

The room for spa treatment had turned into her sick room. His wife prepared the

meals, and on the last days, the family of the old woman came up from the village to stay

with her.

Probably because the death of the old woman was so easy, word spread among the

villagers that that doctor would let you die easily, until he started to receive visits of two
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or three patients with terminal cancer per year whose death sentence had been

pronounced in larger hospitals.

“I don’t think there is such a thing as the future.”

The tone of Dr. Aoyama, so far composed, turned slightly sharper.

“These words were said to me, when I was still young, by a twenty-one-year-old

philosophy student on the verge of his death. The future is merely a picture you draw in

your head and never something that comes to you. The future is the present; therefore,

there is no future. There is no future whatever, bright or dark. In that respect, he as a

patient and I as a physician are equal. That was what he told me. I lost my older sister,

younger sister, and mother all to pulmonary tuberculosis. My younger sister was

physically perfectly fit and strong enough to win a prize in a health contest, yet she died

at seventeen. So, his words went straight to my heart. Probably, what he meant was that

there was no future as a matter of pure theory of time, but his words helped prescribe

what I should be and do as a physician, even now. The old physician who has no future

attends to terminal cancer patients who have no future—isn’t it just natural?”

The expression of Dr. Aoyama, who looked downcast while he was talking, was once

again relaxed.

He looked so intelligent, mature, and composed that I assumed that he would be in his

natural element as a professor emeritus at university. As I had expected to see a dubious

old doctor, I was obliged to revise my preconceptions again and again.

“Doctor, I wonder if you haven’t actually practiced what is called euthanasia by, for

example, administering morphine to terminate breathing?” Since Dr. Aoyama was
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honest enough to explain the background of his medical practice to a strange youngster

like me, I also posed an honest question to him.

“You have guessed rightly. I have never used morphine except to alleviate pain. I

didn’t tell my patients a lie, but I don’t need to use it. Strengthened by the knowledge

that, when the time comes, I can give comfort, all my patients die quiet natural deaths.”

Although he was discussing human death, a smile was hovering about his mouth as if

he were talking about tomorrow’s weather.

In retrospect, for the two years since I had become a physician, nearly ten of my

patients died, but I had never seriously thought about the death of each patient. Senior

physicians had told me that death was a hurdle to jump over when one served as a

medical doctor, so I had trained myself not to think about a patient’s feelings but to stay

detached by regarding death as a misfortune which befell a stranger. I was convinced

that this was the correct relationship between my terminal cancer patients with no

prospect for the future and me, with my whole life before me.

As I listened to Dr. Aoyama talk in a leisurely and convincing way, it struck me that

maybe he was right: perhaps the future was merely an illusion and that neither patient nor

physician had one. I became so embarrassed by my conceit in behaving as if I were a

full-fledged practitioner and benefactor who kindly gave care to patients that I felt myself

blush before I knew.

“Why don’t we go outside?”

Dr. Aoyama took off his white coat and put on the cardigan hung on the wall.
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It was three p.m. There was already a hint of dusk in the forest of white birches on the

deep mountain. The trees, with leaves turning colors, all almost ten meters tall, stood

straight toward the clear autumn sky.

“Please close your eyes,” Dr. Aoyama said suddenly but gently.

When I closed my eyes, Dr. Aoyama held my right hand in his dry, warm hand and

led me through the bamboo leaves to the middle of the forest. Strangely, I did not feel

uneasy.

“Keep your eyes closed and touch the trunk of this tree.”

As I was told by Dr. Aoyama, I rubbed both hands on the trunk of the white birch tree.

The bark was like a rough yet smooth skin. The thick bough conveyed its

massiveness. The skin of the tree was peeled here and there.

“All right. Please remember the feeling. With your eyes closed, we’ll return to where

we started.” Again, Dr. Aoyama led me by the hand through the bamboo leaves.

I had walked only about twenty steps, but I felt as if I had explored into the very depth

of the mountain. Anyhow, I couldn’t understand how I, a born cynic, was allowing

myself to passively follow the direction of the old doctor I had just met. No one had a

future. In that sense, everyone was equal. Those words might be all that motivated me to

live in the now as it was and let go of myself. As if hypnotized, I was in the middle of

the forest, left with the pleasant feeling of being deliciously manipulated.

“OK, please open your eyes.”

I opened my eyes as Dr. Aoyama gave me a light tap on my back, and the white bark

of the white birch trees looked more brilliant.
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“Now go and find the tree you just touched.” Before I had time to ask what he meant,

my legs carried me deep into the forest. Since I had not seen anything, I could not

depend on my sense of sight at all. I took about twenty steps and tried to feel for the

texture of the skin of the tree, its smell, and the size of the trunk. As the senses of seeing

and hearing I had always relied on were not available, it was more difficult than I had

expected.

After touching several trees, I thought I might have a better chance to reproduce the

memory of the touch if I kept my eyes closed, so I closed them. When I touched the skin

of the tree, concentrating on what my sense of touch told me subtly about the way the tree

was separated into branches or the way the bark had peeled off, I felt like an animal

living in the forest or had a strange sense of comfort that I was becoming one with the

forest.

“OK. That’s enough for now.”

At the voice of Dr. Aoyama, I opened my eyes and found myself enveloped in the

twilight.

I had touched more than ten trees. I could not locate the tree I had first touched, but

found I had been walking in the forest for nearly twenty minutes.

“Everyone who learns that his time to die is near grieves, naturally. Some people

were confined to their rooms at the inn, crying for days. But eventually, they go outside.

In the spring, they walk into the forest to pick buds of angelica, and in the fall,

mushrooms. And they also play the game we just played. The patient and I take turns,

but I always lose. I wonder if old people from the village who had been making their

living in nature know how to identify with it. As villagers believe that when they are
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dead, they return to this mountain—the mountain where the souls of their ancestors are,

this game may be for them a practice journey to the other world.” While walking, Dr.

Aoyama talked with his face cast down as if talking to himself.

“Does it mean that one who cannot locate his tree cannot return to the bosom of

nature?” I felt a little concerned.

“Probably, one who still believes in the future cannot expose himself to the nature he

faces at this moment and accept it as it is. Medical doctors are full of conceit in regard to

their ability to see the future. I am one of them, actually.” Dr. Aoyama gave a smile that

suggested embarrassment.

Dusk was gathering quickly.

“Thank you for everything. I must be going.”

I came to the car and made a hasty bow.

“Why don’t you go see Tamura Maki-san? She can drink only a little juice, but she is

doing fine in that room.” Dr. Aoyama pointed to a window on the left side of the

building.

“No, I have entrusted her to you and I am no longer able to intervene.” I meant what I

said.

Drawing on the completely false explanation of her illness, I had intended to cure her

using a cancer drug with potentially harmful side effects. How could I see the patient

who was trying to die a dignified death in nature? Even if I saw her, I would not have

words of truth that resonated in her heart.

The last beam from the too crimson sun about to set behind the mountain was

reflected on the window of the room where I was told Tamura Maki was living. I thought
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I saw the white paper screen move slightly. Did Maki-san know? Was she also

wondering how to act with the physician who had attempted to lock her up in the

concrete-walled hospital room?

“Thank you very much.”

This time slowly, I bowed twice, once to Dr. Aoyama and once toward the room of

Maki-san, and got in the car.

As soon as I started the car, I switched on the headlights. It was already dark.

The building of the inn and the clinic reflected in the rear-view mirror was nearly

engulfed by the dense fog rolling down the mountain. The clusters of white birches, lit

up by the lights, somehow looked to me like human bones long exposed to rain and sent

cold chills down my spine.

I was twenty-seven years old. Despite Dr. Aoyama’s lessons, death was still a matter

of someone else, and whereas I had a rational understanding of the absence of the future,

I retained a personal wish for its presence. Otherwise, I would not have embarrassingly

got scared by the association of white birches with human bones.

After my two-year residency, I was assigned to the department of pneumology.

Around that time, the hospital gradually began to be specialized and compartmentalized.

I was thrilled to be able to use bronchial fiber scope and bronchial imaging with a

contrast medium to examine patients. One night, I went drinking with my colleagues at a

local bar to celebrate a successful diagnosis of a difficult case. I believed that becoming

skillful in tests would pave my path to becoming a good doctor. Completely oblivious of

the presence of Dr. Aoyama, I had degraded into a mere test giver.
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Ironically, the more skilled you became in giving tests, the more accurate the

diagnoses of cancer you gave, with a result that the number of lung cancer patients

rapidly increased. Most of the cases of lung cancer, with the rates of more or less ten

percent five-year survival, ended in death. Few cases had survival rates which improved

with the administration of anti-cancer drugs. Patients died one after another. I even had

three patients pass away on the same night.

I tried to take death with detachment as if it had had nothing to do with me. Yet so

many deaths involved me that I came to have an obsession that the next death might be

mine. Even while having dinner with my family or taking a bath, a premonition that

death might be coming the next day frequently darkened my vision and stiffened the

muscles of my entire body.

I lived just such an unhealthy life for more than ten years, barely pulling through each

day. Finally, one autumn morning, attacked by symptoms of autonomic imbalance—

anxiety attacks, oppressiveness in the chest, and spells of vertigo—I could no longer

continue working. I was like a boxer who got knocked down by a succession of body

blows. I needed to drop everything and just rest. So my colleague, a physician of

psychosomatic internal medicine, told me.

Told to go home for a month’s rest, I idled away every day, watching extra-long

shows on TV. In the small yard on the hospital grounds, eulalias told of the advent of

fall.

What was Dr. Aoyama doing?

I had a sudden urge to see him. After the case of Tamura Maki, I had not referred any

terminal cancer patients to Dr. Aoyama’s clinic. A couple of patents had expressed their
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wish to be referred there, but as their families had strongly opposed, they all died in

hospital.

In retrospect, since that time, hospital facilities had become even more modernized,

with the introduction of up-to-date diagnostic equipment, such as computerized

tomography and ultrasound imaging. Patients increasingly preferred larger institutions,

and most patients with terminal cancer came to die in hospitals. Around that time, a rapid

series of new cancer drugs came on the market, and all cancer patients were given

chemotherapy with those drugs, which had strong side effects. Physicians of the time

who would not use anti-cancer drugs with patients, even terminal ones, were ostracized

within the profession.

Within that climate, a doctor like Aoyama, whose only treatment was to relieve pain

with morphine that promised the patient a humane end surrounded by nature, was

considered out-of-date, defeatist, unscientific; in short, unworthy of a physician. I had

not even telephoned Dr. Aoyama because, within myself, I denied even his presence.

A doctor could give passive care anytime as Dr. Aoyama did. He would not need to

pay close attention to the subtle side effects, such as leucopenia or renal malfunction, that

cancer drugs might cause. In short, he could skimp on his work as a physician. I had a

strong self admonition against taking a course of least resistance while still young and

ending up being useless as a physician. I firmly believed that progress was good and,

therefore, that the future existed.

However, when my spirit had become sick and weakened, I thirsted for the gentle, the

tender and accepting. I wished to hear Dr. Aoyama’s accounts in the white birch forest. I

wanted to apologize to him for my conceit that had made me neglect to write to him for
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years and to listen humbly to the advice of a senior physician who had long experience

with attending to his dying patients.

One very clear afternoon, I sat in the passenger’s seat as my wife drove the car to Dr.

Aoyama’s clinic. Behind the white birch forest, I saw a dilapidated building with its

wooden walls and tin roof fallen into a heap.

Vapor from the hot spring was rising from behind the ruin as on that day. How long

had it been deserted? The remains of the inn and the clinic, which I assumed had

collapsed under the weight of the snow left on the roof when it had snowed heavily

several years ago, seemed to be overtaken by thickets of striped bamboo grass.

The autumn sky was blue and high. I leaned limply and pressed my cheek against the

big trunk of the white birch tree, which had a faint warmth. I didn’t know why, but I felt

my heart lightened. Dr. Aoyama might be living somewhere, but whether he was alive or

dead was of small importance.

“I don’t think there is such a thing as future.”

Now, before the miserably desolate building, I felt those words Dr. Aoyama had

uttered that day vividly reproduced together with the warmth on the skin of the white

birch.

The future was neither bright nor dark because it was a nonchalant nothingness. A

refreshing breath of wind blew through the forest of white birches. Touching the skin of

the tree, I stayed there, not wanting to leave.
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