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Negotiating a strategic performance in the
biopsychosocial interface

Alvin S. Concha

He saw a soft, suffering expression which was intelligent
and touching: she seemed to him altogether graceful...
and simple; and he longed to soothe her, not with drug,
not with advice, but with simple, kindly words.

Anton Chekhov, The Doctor

_ Introduction

._ en I learned that Aris brought Jane to the hospital after
\ -x / an attempted abortion, my personal struggles became clear
to me. As an older cousin of Aris, how would I approach
_him? Would I be empathetic with him as he goes through this
 emotionally-laden experience in his relationship with his girlfriend?
~ Would I reprimand him for his actions? Would I inform his parents?
As a doctor and employee in the hospital they went to, would I facilitate
- Jane’s admission and therapy? Would I blame them for resorting to
an unhealthy abortion technique? Wias it time to be an advocate for
women’s rights or should I intervene for an unborn niece o nephew?
As a consultant to Mitch, Jane’s receiving doctor, should I suggest any
management approach or not? Would I be compassionate or stern,
helpful or sarcastic, participative, tolerant or distant? Is it purely Aris

and Jane’s concern or is it my own, too?
It is not difficult to imagine that when a doctor meets a client, the

activity in the pursuit of rational healing” (Puustinen, Leiman and
~ Vifjanen 2003). It is, in fact, a biopsychosocial intecface (Engel 1997).
- Through this paper, I intend to examine how doctors execute an interface

~N

ableau is more than medicalin nature. The interface s “an interpersonal
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with clients in a setting that highlights constructed communication
structures, powet, éxpefiences, and sense of right and wrong. When the
client is an acquaintance and is not really the patient, when the déctor
is accountable to the client’s older cousin who is also a doctor, when the
setting calls for personal values and significant emotions to come into
play, how do the actors cook up.a scene?

I'will explore the characteristics of the biopsychosocial interfacerand
argue, towards the end of this paper, that a process of negotiation ib the
appropriate model for suchi an interface. In the course of my explomﬁiﬂﬂ’
I'will be informed by Mikhail Bakhtin’s theory of language (1986), Piérre
Boutdieu’s (1991) and Michel Foucault’s concepts of power, and'views on
the doctor-patient relationship as elucidated by Barry Bub (2004), ion2
Heath (2001), Richard Evans (2003) and Raimo Puustinen (2000). The
discussion will be limited in the sense that I only have secondary sources
of Bakhtin’s theoretical stretch. Nevertheless, I find Bakhtin’s lcon:‘ ts
of “dialogue,” the “monologic,” and “heteroglossia” very apprjbpfi;? in
providing a theoretical base for some portions of this paper. |

My discussions will spring from the narratives of Aris and M’-‘tch
(oot their real names). Aris is my cousin, a 22-year old colleg stut:ﬂﬁﬂto
Mitch, in her eatly thirties, is a resident-in-training in the sa clinical
department in the hospital where I work as a consultant. Both of them
consented that I write about their experiences. I interviewed Arisiand
Mitch separately, although each of them knew that the other’{: acosunt
would eventually be considered in constructing this paper. Aris’s
gitlfriend, Jane (not her real name, too), would have been ap eqtily
important petson who could shed light up’ori this paper, but I deeply
regret not to have interviewed her because of her unavailability. She
broke up with Aris before I interviewed him and has been very dif scult
to contact since then. Her experience is, therefore, mentioned here pnly
briefly from the accounts of Aris and Mitch. : "

Iplanned for this paper to be a phenomenology of the biopsyghosicial
experience. | tried to execute this inquiry as closely as possiljle tc the
principles of phenomenological inquiry and writing as describéd by van
Manen (2002). In writing the natratives, I took the liberty of mnm
pieces of each of the accounts in order to string through two meaningful
versions of a sifigle encounter. -

It will be clear later that I was actually a virtual participa;Lt injthis
encounter, so while I inch through this phenomenological inqdiry, Fwill
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 insert my own lived experiences and feelings, as 1 d¢etn it appropriate. At
any rate, I will not deny that my act of (re-)writifig fie narratives of Aris
1 and Mitch already smears the nartatives with ‘my ‘own interpretations
| of their lived experiences and feelings and my own construal of their
i attendant meanings. I am a matried male and a family physician by
| profession. I am aware that my sex and my medical training could well
| influence the ideas that I articulate through this paper. And then again,
[ influencing the meaning of the text is really what phenomenological
t swriting is all about (van Manen 2002).
" The full-length narratives of Aris and Mitch are at the end of this
| paper. I will constantly quote from the narratives as I write this paper,
but in a manner whereby the chronology of the events will probabl-y not
be given much attention. And so for purposes of leveling-off, here is the
synopsis of the case.

Synopsis

Aris brought Jane, his girlfriend, to the hospital be.cause of an
excruciating abdominal pain. By the usual history-taking skills of Mitch,
the admitting doctor, she found out that Aris talked Jane into taking
an abortifacient pill after they learned that she was pregnant. I was
informed by Mitch of the incident through text messages. Atis talked of
dissatisfaction with the way they were received by hospital personnel and
about feelings of not being treated well during the course of.the consult.
He also discussed about how he regarded his values, esp.ecmlly arou:md
the time that he was contemplating an abortion for thelr baby.'..lvﬁtr.:h
talked of how personal upbringing, previous training and condmons. in
the workplace shape the dispositions of doctors and eventually determine
the behavior of doctors in their interface with clients. She also related
how she preached to Aris about what he has done.

Shifting locations of the strategic platform

By the time I knew from Mitch through a text message that Jane was
. in the emergency room with Aris, they had already dealt with each other
 lengthily as doctors and clients are wont to do. As Aris remembers it,
When we arrived at the hospital, Jane was not given something
for the abdominal pain right away. There were lots of questions during
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the initial interview. I knew Mitch, the doctor who interviewed me
" first. You introduced her to me before. But she did not recognize me
that time. She asked a lot of questions.

The person’s situatedness in a physical space imposes a role that is
to be performed. The moment Aris entered the hospital with Jane, he
was forced to temporarily set aside his acquaintanceship with Mitch,
because now, he is a hospital client bringing an ailing patient,: and
Mitch is his doctor. Upon the commencement of an interface, a¢tors
situate themselves in a strategic platform where they can engagejin a
conversation appropriate to the roles that they play. This is equivilent
to Bakhtin’s concept of a “dialogue” (Klages 2001). It is charactettized
by a “language use from a point of view, in a context, to an audience”
(Lye 1998). Given a certain human interaction, “everything anybody
ever says always exists in response to things that have been said before
and in anticipation of things that will be said in response. We nev in
other words, speak in a vacuum. As a result, all language (and the " s
which language contains and communicates) is dynhmié, relational|and
engaged in a process of endless redescriptions of thelworld” (“Dialagic”
2005). The succeeding scenes were carried out in a medicalized fashion,
and the sole concern of the agents is the relief of Jane’s abdominal pain.
According to Mitch, ‘

he asked me first where to 'brin'g patients with abdominal pain-' '
When I learned that the patient was, in fact, not him but his gitlfriend
- who was with him, I inmediately investigated to estdblish pregnancy./ -

When I have made a probable diagnosis of pregnancy, 1 tc}ild Aris t?lat

1 was the triage doctor, not the admitting physician for Obstetrics,

and that they may go to another doctor in the emefgency room for

his patient’s condition. .

The strategic platform is somehow elusive at‘ times. Mitch Iwas
running through the “medical éducation” part of the interview and Aris

perceived the conversation to be off-tangent, as can be gleaned from: his
expression of confusion:

. They kept on telling me that Jane could die because of what

-I gave her. Why-would hospital people say that? I |brought Jane to
the hospitaf precisely because I wanted her to be] relieved of her:
‘complaints.
The strategic platform is also characteristically restless, although
there is ag.element of personal choice that informg the decision as to
whete the actors would situate it. Aris’s “re-introduction” to Mitch

was obvipusly his attempt to relocate the pla,tfogn* from the docrot-
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patient viewpoint to one wherein he would be &1emlis ‘m.th M't::h -1t

is “strategic” in the sense that it aims for the best location w ereby

ersonal ends can be met. According to AxiS,

P I didn’t have enough money atgthat time, so when I had to s?end
for some tests to be run, I re-introduced myself as your cousin to
Mitch... [M]y introduction worked. Jane was fefe“ed_to an obsteltnc:an
right away, and was given intravenous fluids in 0o time- But stil, she
was not given any pain reliever. We had to wait for a long time to be
admitted to a temporary room at the emergency (.jepa:.tment.

Mitch remembers this part of the encounter 10 this way:

The moment I recognized him, I immediately called his girlfriend
who was outside the emergency room at that time.- I ’f‘ﬁde itapoint...
to endorse to the Obstetrics resident that the patient is the girlfriend
of the cousin of my consultant. Such endorsemeats would really
facilitate things, . o
When the interface started, Mitch was a doctor Fo Aris. When Aris

“re-introduced” himself to Mitch, they became friends (once more).

During the later part of Mitch’s narrative, it Was apparent: that she

proposed yet another role shift, as she later explamed, '

In fact, I was not really counseling or advising h‘f“’ I_t was really
more like scolding and reprimanding him. I treated him like my own
brother. After all, I already knew him before through you. Theway 1
saw it, Aris was not ready to face that problem at that ime.

With relentless feeds from the dynamic em-i’?“mem’ from f.he
changing perceptions of actors; from the varying topics ot:c?nvetsat.mn
or even from the manner of execution of the concorfutant mt.erlocunon,
the strategic platform shifts to appropriate .p'ositlotfs. It 1s apparent
that the interface is a not a single straight course of interaction, but a
montage of scenes played by the same actors in :es.tless platfom?. S“Ch
is what Bakhtin calls “heteroglossia,” which is «the idea of a multiplicity
of languages all in operation in a culture” (Klages 2001). The language
in heteroglossia does not only refer to national languages, but also to

... the ideologies inherent in the various languages to ‘thh we all lay

claim as social beings and by which we are constituted as md{wdnals:

the language and the inherent ideologies of our profession, the

language and inherent ideologies of our age group, of th‘e decade,

of our social class, geographical region, family, circle of friends, etc.

(Park-Fuller 1986). )

In a single setting, the doctor and the client may, n fact, employ
various “socio-ideological languages,” as deemed appropriate. The many
positions that the actors shift to and from in the course of the doctor-client
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encounter (Puustinen 2000) makes for this multiplicity of languages, as
well as wotldviews (Zappen 2000). This is, indeed, reminiscent of Engel’s
biopsychosocial model of the medical consuitation (Engel 1997).

Thereis always an initial tendency for doctors to downgrade the medical
interaction into a simple biomedical affair (Puustinen 2000). Bakhtin labels
the resulting conversation as using “monologic” language — “language
‘that seems to come from a single unified source” (Klages 2001). In the
encounter with Jane, Mitch seemed to have succumbed to this tendency:

I made a chart for her and proceeded to take her blood pressure.

When I found out that she was hypotensive, I was alarmed. The

condition was probably more than a simple pregnancy. I immediately

started intravenous fluids before E.referred her to Obstetrics. While
.I was inserting the intravenous line, I was keen on establishing a
. diagnosis so I asked further questions on what they did prior to the
“onset of abdominal pain. It didn’t take me a lot of effort to extract

the information from Aris that he talked his girlfriend into taking an

abortifacient pill. .

Within that monologic framework, mainstream Western (hegemanic)
medicine regards health as solely ~ or almost always — physical. Those
who have ill-health have either malfunctioning organs or deranged bedily
biochemical processes. Even mental illnesses that often manifest as
pathologic thought processes, affect, and behavior, are mainly managed

- with drugs that are supposed to normalize the release of neurotransmitters.
For medicine, there is only one truth out there, and|its existence can be
proven by hard evidence (Hodgkin 1996). Effects are predictable, given a
set of causes; personal choices and motives are not factored in because they
hardly matter (Alderson 1998). Psychosocial concernis must be distanced
from biologic conditions, in order for the latter to be|controllable.

Whatever it is that does not fit in the equation is not a concern
of medicine. In the eyes of hegemonic medicine, therefore, only the
conditions that are manifest in the physical body |can be approached
with preventive, diagnostic, curative, or rehabilitative measures. Only
the physical conditions can be planned for and evalhated.

Yet there is also that constant and irresistible nag of clients,
situations, and personal values at doctors to take an approach that is
more than biomedical. The biopsychosocial approach to medicine is an
attempt “to know the other in order to respond as oneself, to gain as
full an éncounter between whole persons as one can” (Evans 2003).
Attendant to one’s wholeness is the strategic context one is in. ‘This

|
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heteroglossic encounter, therefore, presents as a phenomenon whereby
actors constantly invite each other to engage in a dialogue; this is what
Bakhtin calls a dialogized heteroglossia (Zappen 2000).

“As each one of us appropriates words for our own purposes, we add
out own particular shade of meaning” (Heath 2001). The situatedness of
the biopsychosocial intetface in a shifting platform locates the meaning of
the language that it engenders not in the actors themselves but somewhere
in between the speakers and the listeners (Zappen 2000). The meaning is
itself strategic, and only actors who are deeply engaged in the encounter
can rightfully work out a meaning from the ensuing dialogue.

Power

As with any other form of communication, the linguistic exchangein
the biopsychosocial interface can express relations of; power (Thotnpson
1991). It is loaded with opportunities for emotional catharsis, lament
and freedom, as well as manipulation, modification and constraint (Bub
2004; Heath 2001). In Aris and Mitch’s case, Atis was obviously at the
receiving end of the “domination” that ensued. He says, o

I could see that some other doctors who were with Mitch were
talking about me, and they were laughing. Some of them approached

me, made fun of me, and accused me of poisoning Jane. It was a very .

awkward experience. I felt very much embarrassed and guilty.

And according to Mitch:

I believe that, to some extent, the doctor should impose some
values on the patient, especially if such values would affect the patient’s
health.... All the while that Aris was in my desk, I was constantly
reminding him of the possible consequences of liis actions.... In fn.Ct.

I was not really counseling or advising him. It was really more like

scolding and reprimanding him. .

As Thompson (1991) puts it, “individuals speak with dxffe:{ng
degrees of authority... words are loaded with unequal weights, depending
on who utters them and how they are said.” _

It should also be noted that, while I was not physically present during
the encounter between Aris and Mitch, I was, to all intents and purposes,
influential in the unfolding drama. Mitch sent me a text message to
inform me about what happened to Jane and Aris, but even prior to the
text message, there was already a good amount of personal and “dialogic”
deliberations among them that refets to me. Aris told me that,
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) I hesitatéd to go‘to the hospital at first. I was afraid that you would
. find out and get m¥ad at me. On the 1other hand, I also contempjated
asking for your help, when things wpuld really call for it.
Later Mitch was to explained to me that
«.befote K texted you, I asked pemlxission from Aris. He refused at
first. He didn’t want you to know what happened. I tried to explain
to him what the course of'his girlftiend’s condition would probably
require... I told him I could help hirm, but it would be best to inform
you, as well. He eventually consented that I would inform you. But he
- specifically requested me to.tell you not to inform his mother... So,
I started texting you. He was in front of me all the while that I was
texting you. And everything you said in your messages, I read to him.
~ I.was, in fact, enraged upon recéivaing the news. My immediate
~ response was to instruct Mitch to sqjold Aris. I was going to regret that
reaction later. But Mitch gave Aris 2 lengthy preaching anyway, enough
to make him feel guilty about what he gid. Aris was going to tell me
much later too, that the scolding difl not really do much good to him.
If anything, it made him very dissatisfied of the hospital services and
caused him to stereotype doctors as |ndividuals who are very insensitive
to people’s emotions. | ‘
While I recall those events, it became clear to me that my virtual
. presence counted as a determinant jof the course of events. It shows a
characterof the power thatactors ackhowledge in a strategic performance.
That power fieed not be an overt physical force; inor does it have to
" be as immediately apparent as the power gradient in the doctor-client
relationship of Mitch and Aris. Boquieu (1991) refers to it as “symbolic
power” — “that invisible power which can be exercised only with the
complicity of those who do not want to know that they are subject to it
or even that they themselves exercise it.” It is the power that makes one
achieve, through utterances — or, {n this case, through text messages
— ot mere presence the equivalent|of what is achieved through force.
-The fact that Mitch is older than |Aris and that she underwent more
years of education situates her in a| position of “symbolic domination”
ovet him. That I am Mitch’s conspltant and I am older gives me that
similar privilege over Mitch and Atis. The fact that Aris is a relative of
Mitch’s consultant also bestows uplon him that “symbolic power” over
Mitch. And let us not forget that, i a patriarchal society like ours, men
— a8 Aris and I - speak from positigns of dominance (Flood 1995) while
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women — as Mitch — carries with them a whole history of subjugation
(Peczon-Fernandez 1996; Sobritchea 1996). .
The subtlety of the exercise of powerin the biopsychosocial interface
may also be understood from Foucault’s (1990) theory ?f power.
Perhaps the equivocal nature of the term conduct is one of the
best aids for coming to terms with the specificity of power rifations.
For to “conduct” is at the same time to “lead” others (acoo‘ni?hg to
mechanisms of coercion which are, to varying degrees, stti’c.t) and a
way of behaving within a more or less open field of possibilities. The
exercise of power consists in guiding the possibility of conduct and
putting in order the possible outcome. .
Foucault also stresses that the exercise of powet is determined by
the one who wields it, and modifies certain actions of the one on whom
power is exercised. But the manner of exercise implies that the other’s
actions, which are to be modified, are ongoing or, at least, have Fhe

possibility to be done. . ' . _
In itself the exercise of power is not violence; nor is it a consent
which, implicitly, is renewable. Itis a total structure of acfions btough_t
to bear upon possible actions; it incites, it induces, .1t seduces,. it
makes easier or more difficult; in the extreme it constrains ot forb'tds
absolutely; it is nevertheless always a way of acting upon an-acting
subject or acting subjects by virtue of their acting or being capable of
action. A set of actions upon other actions (Foucault 1990). .
Hence, if we are to locate the instances of exercise of power in what
happened to Aris, Mitch and me, they are to be found efrerywhete.
There was Aris’s exercise of power over Mitch when he wtn@cﬁ
himself to her, knowing that the introduction will facilitate.th.mgs and
work towards his end. Thete was also Mitch’s power over Aris in her act
of conducting the history taking to arrive at a diagnosts, to the. extent
of setting aside the emotional manifestations that Jane anfi Ans‘were
experiencing at that time. And of course, the way that Mitch mxlo:ed
the contents of her preaching to Aris to reflect her own petsonfl beliefs
was, in fact, her power exercised on Aris. My power over Mftch also
affected the way she sent me text messages to update me of thmgf» her
act of “reprimanding” Aris on my behalf and in her act of endorsing to.
Obstetrics the “connection” of Atis to me, her consultant. And ﬁ‘nall?,
my power over Aris was manifested in his choice of hospital and in his
manner of deciding, as perceived by Mitch, on whether or not I should

be informed about his hospital visit.
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‘Power was in full opetation everywhere in the performance. The
whole interface was, in fact, propelled and sustained by the ramified
exercises of power among the actions of actors.

1 mention linguistic power here because our use of words could
produce a force that is either liberating, or restrictive. .

. There is a terrible certainty about much medical rhetoric

and in much of what we say to patients... Through the... abuse‘ of

wards, doctors may often constrain and limit their paticnts’ stone's,

consigning many of them to stories of failure, and reducing their
capacity to celebrate, or even recognize achievement (Heath 2001). )

Because the whole montage of the biopsychosocial interface is
subject to power, it becomes a discursive field. Conflicts of interests
surface and theYe arises 2 tendency for each of the actors to determine
the course of events or the others’ behavior to conform to one’s own
end. The individuals’ ends could, of course, be either Harallcl to or
incongruent with those of the others. .

In the communication [between]..."doctors and patients...
different discourses of power are at stake... T see power in the context

of the medical encounter not as a unitary| entity, nor as something

. ,, that is only repressive, but rather as something that is constitutive and

enabling, producing subjectivity and kno edge (Hansen 1997).

The exposition of locations of pov‘Yer is crucial .in everyday
practice. When propetly recognized, powet can be resisted, defused, or
undermined. The titration of power to prdduce positive ends can be a
conscious effort of all the actors concerned.

\

The biopsychosocial interface is not actually a detachable event
from the life that we live outside of the haspital or the clinic. Doctors
quickly realize that “the professional self is bnly a specialized part of the
personal self” (Salinsky and Sackin, as cited in Evans 2003) and clients
present to doctors with a language that is not very different from that of
the non-medical world.

What, therefore, applies to the persanal selves of actors should
be reflected in the biopsychosocial interface. And in turn, the
biopsychosocial interface should also be performedsoas to give meaning
to and reinforce the actors’ personal selves. It was quite unfortunate
that, while Aris narrated to me a well—eL(amined, emotionally-laden

|
|

|

TAMBARA 22 121

personal struggle, such significant episode in his life did not surface in
his interaction with Mitch. He says,

In fact, I really didn’t know what to do when I learned that she
was pregnant. I was confused. I thought I would go crazy. _I was
always ill-tempered during those times. I was afraid of many thm.gs. I
am still studying and I couldn’t afford to support a family ﬁnancmlly
I did not want my mother back home to know that I got my girlfriend
pregnant. Besides, Jane’s father never approved of me. Many years
back, when I went with Jane to her province, her father warned me
that he would get back at me if I ever hurt her. 4
From the accounts of Aris, it is clear that he would l:mve rea,lly

appreciated a conversation about how he is dealing with his guilt feelings.
He kept on repeating that it was his fault, that he is to blame, that h,e'has
done something which would not please his parents. According to him,

It was a very awkward experience. I felt very much embarrassed
and guilty. They kept on telling me that Jane could die because of
what I gave her. Why would hospital people say that? I brought Jane
to the hospital precisely because I wanted her to be xeheved of her
complaints... We were just left in the room without knowing what
was to be done to her. We felt so helpless. They never really cared -
about us. The people in the hospital were just too casual a.bout our
complaints... Then again, I could surmise that it was their way of
making me feel guiltier about what I have done. . .
Even during their stay in the emergency room, Aris was into a_k.)t of

suffering that was dismissed by Mitch as something unavoidable, given
the corditions in the hospital. She said, : )

Aris was complaining that they were not entertained right away
at the Obstetrics section of the emergency room. I explaine'd to him
that it is not always possible to attend to patients quickly dunng*}l!fse
hours in the emergency room, when there are a lot of other patients
to be managed. Working conditions could really influence a doctor’s
approach to patients. _

Most often in a biopsychosocial interface, the client’s ggf:ndﬁ assumes
a discrete form, as exemplified by Aris’s “complaint” to Mitch abo.ut the
slow service. It is seldom articulated, even if it is something rife in the

doctor-client interaction. Bub (2004) calls this agenda a “lament” “an

expression of suffering... a crying out of pain — physical, emotional and
spiritual — so pervasive that it may well be considered the hidden agenda
in every patient until proven otherwise... ” Mere acknowledgement of the
lament may already be therapeytic (Bub 2004; Evans 2003). The beauty
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of the biopsychosocial approach to a client lies in the doctor’s discovery of
. the' many other routes to healing other than by drugs or surgery.

The opportunity for a therapeutic presence was there in thescene,
but it was missed by Mitch, as she was preoccupied with — what doctors
ate wont to do — “preaching”. Afterall, she had my blessing to reprimand
Aris for what he had done. She saw her acttons in this way:

;I wasn’t really able to keep track of the rest of the events afrer
. I referred the patient to ,Obstétrics. All T knew was that she would

not be admitted to the ward for hospitalization. While she was with

Obstetrics, Azis stayed most of the time at my desk, as I didn’t have that

many patients... All the while that Aris was in my desk, I was constantly

* reminding him of the possible consequences of his actions.

A therapeutic presence in the biopsychosocial interface requires the
three key dspects of person-centered therapy as originally destribed,
developed' ‘and practiced by Catl Rogers: congruence, empathy, and
unconditional positive regard (Michael 2003). Congruence refers to the
genuineness of attitude that the doctor presents during the inferface
(Pescitelli 1996). Empathy refers to the doctor’s appreciation Jof the
client to see the world from the client’s perspe‘ctive (Michael [2003).
Unconditional positive regard means offéringla warm, caring, and
non-selectivé acceptance of the client as a person (Iberg n.d.). These
three sum up-the appropriate attitudes of a good active listener. iActive
listening enables the doctor to be sensitive to the client’s lament, and
thus, to respond therapeutically. (Bub 2004). f

The othet, no less important, side of the st ry is really the often
unarticulated lament of the doctor, as well. It was recognized by Aris
in his narrative: “Yes, there were lots of other| patients that doctors
were entertaining in the room, but wasn’t Jane’s condition wosthy of
immediate attention?” and later insinuated by Mitch when she said:
“It was a busy hour when I passed her on to |Obstetrics... Working
conditions could really influence a doctor’s apprpach to patients.” For
Mitch, there was even an unspoken pressure from my virtual presence
that prodded her to risk being ignored by the bupy Obstetrics resident,
if only to “facilitate” things: “I made it a point, However, to endbrse to
the Obstetrics resident that the patient is the girlfriend of the cousin
of my consultant. Such endorsemeénts would really facilitate things.”
Thie “émergency room condition” was what both Aris and Mitch were
referring, but it was actually an allusion to the physically, mentally, and
emotionally demanding lifestyle that resident physicians on training in

|
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a tertiary hospital lead. “Physicians, de?rived .Qf ef’npathy mmsm,
tend to lack the capacity to empathise with patients (Bub 2904). _
Lament in the biopsychosocial interface is, thus, um.vetsal.a.nd
significant. It is important that actors wotk out a suatcg}c position
whereby they acknowledge and address each other’s lament in order for

the interface to be meaningful and satisfying.
Values

Another important attribute of the bi?psychosoml interface is
its capacity to be fashioned by the permeating PCI.SOMI'VSIUCS of the
actor. “We live, breathe, and excrete values. Value.onentatxons and value
relations saturate our experiences and life practices from th.e smallest
established microstructures of feeling, thought». and behfmo.: o the
largest established macrostructures of organizations and institutions”
(Fekete 2001). . ‘

That Aris’s emotional struggles were :efe:-able to lns P‘.‘-.ISOMI value
system was readily apparent with the way he réasoned in his narrative:

If only I had money, I would have brought herto a more expensive
hospital. We would have received better t:eatnfmt- Money co“lfl

affect how people would treat you. Then, again, I could surmise that

it was their way of making me feel guiltier about what I have c’long.. I

knew I have committed something wrong towards Jane. That's what

they told us in the Christian school I graduated from. That's whgt

my parents told me, too. I have been sleepless lately beeause ?f that

thought. But I did not come to the hospital to'be :e'mmded of it.

At the tail end of my interview with M’td" 1t bec.ame clear thyy
biopsychosocial interface also poses a provocative rhetonca.l Question to
the doctor’s personal values. Mitch justifies her words to'Ans in thig way,

I believe that, to some extent, the doctor Sh°“1ld impose same
values on the patient, especially if such values would affect the Patienty
health. It is, in fact, an error of omission if the fioCtOf does not impregy
on the patient such things that could have mﬂuencet'i ‘the patienpg
decisions over very morally-laden actions, such as abomon.. Ofm\lrse,
the values that doctors instill on patieats have alot o do With how,
doctors were nurtured by society, educated and trained medicalty, ,
While there was a sense ofe_-m'victionrinhe!.WOfds Whm.she des, cribeg

what the doctor “should impose,” sheprecededltwlthﬁquahﬁe:‘«m %e
extent,” and wrapped it up by sa YIn g «“Of course, .the values .that d OCtQIS
instill on patients have a lot to do... ” Mitch was, in fact, g

"8Resting th,

\
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- thevalues that doctors impose on the patient are intrinsically contentious,
and contingent on the manner they are constructed. This situation even
complicates further the nature of the biopsychosocial interface. In the
heat of the interaction of actors, personal values could clash and the
whole intetface could end in failure. It is imperative that, as they begin to
shape the emerging dialogue, personal values be recognized as a social

construction rather than a rigid truth that must determine the directions
of the doctor’s or the client’s actions.

Negotiation

Thus far, I have explored the nature of the biopsychosocial
interface. It is 2 montage of performances in a constantly repositicning
strategic platform. Itis vulnerable to power and possesses several vague
and unarticulated actors’ agenda, Tt is also heavily charged with socially
constructed personal values.

While we are awed with such a volatile, if seemingly unmanageable,
nature of the biO?SYChosocial interface, it is importa1ht to notice that the
actots can consciously discuss terms in order to 2 Work out a mutually i
meaningfulinterfaceanda fulfilling end. Doctors and clients can haggle
with each other for mutually comfortable positions of the strategic
platform- They can also expose, titrate, and even urjdermine their own
symbolic pov.rer ln.otder for them to petform in an ega‘litarian mﬂlieu
and achieve hb'eratmg and empowering outcomes. Each one’s laments
can be proactively recognized and dealt with thrbugh a synergistic

socess that auns to heal each other. And, finaily, doctors and clients
can agrees impl.icntly or explicitly, on which values (emotional, religicus,
moral, economic, etc,) they €an evoke while they contrive a montage of
scenes and strike up a Meaningfy] diglogue within the interface.

In this light, I thus argue that the prevailing progess of interaction
petween Of among aCtors ina biopgychosocial interface should be one:of
negoﬁadon,.lnpracﬂcalll.fe,v.om_- behaviors could really be seen as products
of out continuous Aegotiation, reflection, and then renegotiation With
the People ?Vlth whom we integac, Through negotiation, the socisally

steucted elements that characterize the biopsychdsocial profile can
be r‘,_¢;¢3xxsitifu‘3t"‘i t?wards egalitatian ends. In negodatt:\g for a strategic
; ceformsne tth:t 11: cognizant of the shifting nature pf the interactive '
platf"tm and the lament, power anqd values that satu#ate the scenario,

|
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doctors and clients need to be open for collaboration, transparency and

sincerity about their feelings and reasons within the interface. They

should also be willing to incorporate, borrow, or detive meaning from
each other’s legitimate agenda and be sensitive to their own positions <3f
privilege and the potential excesses that those privileges can engender.
Doctors and clients should be committed to effectively use these
privileges for emancipatory ends. '

Doctors and clients should also be self-reflexive. The dialog}!e
should take off from a humble acknowledgement of mistakes and with
a commitment never to let past mistakes happen again. Alongside t.hes.ve
should be the willingness to take criticisms from the other. Only within
the practice of self-reflexivity can doctors and clients constantly keep an
eye on the unfolding meaning within the dialogue and, when deemed

necessary, reposition their platform as they work towards a liberating,
empowering, and satisfying outcome.

The rest of the story

The interface of Aris and Mitch did not lead to their des‘fed ;noie
Mitch obviously sounded frustrated that she was not able to bnng ne.
a point to Aris: “I noticed that ke was just alternately moving “:n
seat and grinning at me while I said those things.” But Answas Lons
explicit: “We went home without Jane receiving any pain mhev,e:myse\f
never really satisfied about how they treated us in the hospltﬁ ! nally
was, at that moment, wishing I was there in the ht:ssl’ifal to‘Pe:s
reprimand Aris for not being responsible enough for his actions- ¢ Wa!

Aris talked to me, just the same, after the hospital u.quen" _tiof
around that time that I started to realize what anund ble teﬁds fc
I had when Mitch sent me the news. I wanted to make “md; the'
collaborating with Mitch to make him feel guilty, so I 1o7% my
both to a karaoke bar to unwind over beer and singing, It W82 ds 8
of saying sotry — quite a vague way — but I felt less guilty 2

Aris wasn’t exactly mad at me.
y

A reconstructed scene

1 ime®

Now;, while I am developing this section of my paper, bdof

reconstructed scene. As Jane starts feeling an excruciating

el
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pain, and after careful deliberation with Aris, they both go to this
hospital, precisely because it is where I work. Atis realizes that he know,
Mitch and so he briefly re-introduces himself and he gives her a concis:
- medical history. He then sends me a text message informing me of wha:
happened. I probably call him, ask him a few questions, reassure him tha:
Jane will be fine, and then ask for Mitch on the phone. Then I discus:
with Mitch her plan of action. Mitch tells me that she will refer Jane
‘Obstetrics but Mitch will ask the Obstetrics resident to refer Jane back to
her once the medical condition is resolved. Then Mitch plans to carry ou:
a few counseling sessions with Aris and Jane. I approve of her plans and
suggest that she talks to Aris right then and there if she has time.
Meanwhile, Mitch will bring Aris to a less busy corner in thll
emergency room because he looks anxious and he keeps on returning
to her desk and she does not have too many patients, anyway. She they
asks him how she can be of help, and he asks her to just be with him fﬂ‘
a while. Aris talks and talks, and probably cties and leté‘, out his fee..ling!‘-
Mitch actively listens, affirming the feelings of Aris.| She' consciousl?
resists the temptation to preach or advice, trusting that what happcnefl
was a produét of his careful deliberation with h‘imscjf and with Jang.
They return to the emergency room after Aris thanks Mitch: for listeni 3
to him and aftet he tells her that he feels lighter, somehow. |
Mitch and Aris find out that Jane is still in pain but has beef:
reassured by the obstetrician that the pain will probably jnot worses;
Upon Jane’s prodding, Aris insists upon the obstetrician for Jane to
receive some pain relievers and she eventually receives sorne. Whethe:
Jane will be discharged from the emergency room or admitted, Aris will
call me and I will facilitate for the plans of the obstetrician to be done.
Mitch calls me and reassures me that both Aris and Jane are well taken
care of. Everybody is happy. ‘:

|

Myself while writing a phenomenology

Today, while I have been writing the narratives afd outlining this
paper, I am having a taste of the pain that my cousin Afis used to feel. It
is not the kind of feeling I had when the whole story unfolded through
the text message exchanges, or even through the “aftermath” stories of
both Aris and Mitch. I wasn't really there for Aris. If anything, I even

|
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contributed to his emotional restlessness that was more pronounced
right after the hospital visit.

When I set out to write this paper, I imagined it to be 2 good exercise
of self-reflexivity and an inviting opportunity to examine my own practice
as a family physician. Now, I am experiencing the “doctor’s guilt” for my
active complicity in the symbolic power I wielded on Aris and on many
of my clients. A very wide gap yawns between what I am now and what I
want to be as a doctor. I'see myself in Mitch’s predicament. There are lots »
of things in my professional practice that need to be undone if I am to
constantly build a therapeutic presence to my clients.

I have the tendency to look at this paper as an unfinished business,
though. It was really my intention to be silent about abortion in this
paper. I recognize the potentially intense discourse that the abortion
fssue can stimulate if it is propetly pursued, but right now, I do not
feel theoretically equipped to tackle such a complex issue. In the near
future, however, I intend to pursue this method of research writing and
the phenomenology of the biopsychosocial interface when the medical
diagnosis is abortion. Barring complications, this will, most likely, be
my master’s thesis. .

On the whole, putting the narratives down in words and writing this
whole paper have that powerful force that stirs my seemingly composed

self and that propels me to shift the locations of my emotional platform

even within this electronic phenomenon that feeds on handed down
information and memories. It is, in itself, an enriching phenomenon
worth experiencing.

Conclusion

I have just examined how doctors and clients perform in a
biopsychosocial interface. I have also described the characteristics of
the interface. It is a collection of scenes in a constantly repositioning
strategic platform. Power permeates its structute. It is also characterized

by several vague and unarticulated actors’ agenda. Finally, it operates
within the confines of constructed personal values. All the elements

in the biopsychosocial interface — strategic positions of performance, “\_

powet, lament, and personal values — are socially constructed. They are , "~ -

not absolute. They are malleable, contingent upon the conscious will of
actors to carry out a meaningful and satisfying interface and, hence, can be
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reconstructed. And so, towards the end of this phenomenological mm,
I have also proposed that the appropriate model for the biopsy-chosgaal
interface is a process of negotiation. It is a model that engenflerf% liberating,
empowering, and satisfying outcomes for the biopsychosoc1al interface.

References

Alderson, P. 1998. Theories in health care and research. The importance of
theories in health care. British Medical Journal 317: 1007-1010. \

Bakhtin, M.M., Caryl Emerson, Michael Holquist, Vern W. McGee. '1986.‘Jp“ﬂbv
genres and other late essays. Austin: University of Texas Press Slavic Sertzss.

Bourdieu, Pierte. 1991. Language and symbolic power. Massachusetts: Harvard

. University Press. e

Bub. B. 2004. The patient’s lament: Hidden key to effective communication:
How to recognise and transform. Medical Humanities 30: 63—69.

Dialogic. 2005. In Wikipedia. Retrieved Match 24, 2005, from hatp://
en.wikipedia.org/ wiki/Dialogic. e

Engel, George L. 1997. From biomedical to biopsychosocial. Bdng scientific
in the human domain. Psychosomatics 38: 521-8. . ‘

Evans, Richard G. 2003. Patient centred medicine: reason, er.nc»tion\‘ﬁ and
human spirit? Some philosophical reflections on being with patjents.
Medical Humanities 29: 8—15. .

Flood, Michael. 1995. Four lssons, and plenty of homework. Internet. Retmeved
February 2, 2005, from http://www.europrofem.ozg /02.info/
22contri/2.04.en/ 2en.masc/05en_mas.htm

Foucault, Michel. 1990. The subject and power. In Miche/ Foucaplt. Bfgfmd
structuralism and hermeneutics, eds. Hubert L. Dreyfus and Paul| Rabinow.
Chicago: University of Chicago Press.

Fekete, John. 2001. Lsf after postmodernism. Essays on value and culturs. Capada:
Ctheory Books.

Hansen, Helle Ploug. 1997. Patients’ bodies and discourses of power. If’
Antbropology of policy. Critical perspectives on governance and power, ¢ds. Chris
Shore and Susan Wright. London: Routledge.

Heath, lona. 2001. ‘A fragment of the explanation” The use and abuse of
words. Journal of Medical Ethics 27: 64-69.

Hodgkin, P. 1996. Medicine, postmodernism, and the end of certainty. British
Medical Journal 313: 1568-1569.

Iberg, James R. n.d. Unconditional positive regard. Internet. Retrieved March
27, 2005, from www.focusing.org/upr_iberg.pdf. !

Klages, Mary. 2001. Mikhail Bakhtin. Internet. Retrieved February 17, 2005, from
httpr//'www.colotado.edu/English/ENGLZOl2Klages/bakhtinnrhtml.

129
TAMBARA 22

ikhail Mikhailovich Bakhtin on lmgmge. Intemnet.

e }i];}:i‘;re}iggf;;rcfl;z 2005, from http://www.brocku.ca/enghsh/cour'sa/

in.html.

Mic;rzog F;l:)l:)tjs' Carl Rogers’ person-centered approach 1o pgwatbmp]./i;g:rs:zt/,
Ret;:ieved March 27, 2005, from http://usets.netZOOO.com.au
BESC-1196_Rogers%20essay.htm. .

Park-:lll(e:r, Linda Mg. 1986. Voices: Bakhtin's heteroglo.ssla and polygf);mi); and
the performance of narrative literature. Laterature .m P.er_ﬁimmm 2 1- -

Peczon-Fernandez, A. 1996. Why women are invisi!nle in hlst;g. Igmlil'@{n:mle
in Philippine history, 2" edition. Quezon City: Umvetsnfy of the pp:;(s).s

Pescitelli, Dagmar. 1996. Rogerian therapy. Intemnet. Retnevlcd March 27, X
from http://www.wynja.com/persdnality/rogerst.ht? ; o

Puustinen, Raimo. 2000. Voices to be heard — the many positions of a physician in
Anto; Chekhov’s short story: A case history. Medscal Humanities 26: 37-42'..

Puustinen, Raimo., M. Leiman, and A. M. Viljanen. 2003. Medicine and the humanities
— theoretical and methodological issues. Medical Humanitees 29:.77-.-80.

Scbritchea, Carol I. 1996. American colonial educatio.tf ax.xd its impact on t.hg
status of Filipino women. In Women’s role in Philippine bistory, 27 edition.
Quezon City: University of the Philippines. .

Thompson, John B. 1991. Editor’s introduction. In. Bourdieu, P., Languags and
Symbolic power. Massachusetts: Harvard University Prgss.

Van Manen, M. 2002. Internet. Retrieved Ma;ch-26h, 20105, from http://www.
phenomenologyonline.com/max/articles/care.htm!. .

Zappen, James P. 2000. Mikhail Bakhtin (1895-1975) In Tmmxbfm:z
rhetoricians: Critical studies and sources, eds. Michael G. Moran and Mich
Ballif, Westport: Greenwood Press. :

Appendix A

Aris’s narrative . h i

We were in my boarding house when Jane took the pill fort e second i l
My friend told me that the pill has to be taken during the mgl}t After !ym!:at
bleeding, the pregnancy would be expectedly over the following morning. Bu!
it didn’t happen that way.

It didxgtp work the ﬁi:’st time she took the pill. That was :when Jane was only
a few weeks pregnant. So on the fourth month of her missed menstruation,
when I felt that she was still pregnant, we decided for her to @de@o another
pregnancy test. I wanteditdoneina diagnostic laboratory this time, as 1 co'uldn’t
trust a positive result obtained from an over-the-counter pregnancy test kit. She
went to the laboratory alone. I had to go to class at that time. .W'fhen we met later
that day, she was crying, because the test still turned out positive.
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In fact, I really didn’t know what to do when I lcarned that she was
pregnant. I was confused. I thought I would go crazy. | was always ill-tempered
during those times. I was afraid of many things. I am still studying and I
couldn’t afford to support a family financially. I did not want my mother back
home to know that I got my girlftiend pregnant. Besides, Jane’s father never
approved of me. Many years back, when I went with Jane to her province, hes
father warned me that he would get back at me if I ever hurt her.

The first time she knew about it, Jane wanted to keep the baby. But after

~ we thought about our situation for a long time and considered all a:ngles,.l
managed to convince her to have an abortion. We never quarreled about it.
We thought it would be the best way to solve our problems. My housemate
had a similar experience so I asked him how to get rid of the pregnancy. We
had a choice of whether to g0 to an abortionist or to take the abornfacient
pill. Having an abortion done by an abortionist costs a lot, so we aptedifor the
pill. The pills were very difficult to purchase, but we managed to buy a few,
somehow, from an underground distributor.

When the first attempt failed, we really would have wanted|to keep the
baby if not for fear that something might have happened after the ﬁtst ti‘bme she
took the pill. We thought that, if the baby was harmed the first tilne she took
the pill, we would have problems later on. |

So-a few hours after she took the pill for the second time, sb’ne béga“ o
expetience a very excruciating abdominal pain. She was writhing in pain uatil
morning, until she almost lost consciousness. T hesitated to go to the hospital
at first. [ was afraid that you would find out and get mad at me. On the other
hand, I also contemplated asking for your help, when things would really call
for it. So, when I saw that she was so pale and she could not take the pain
anymore, I decided to seek medical attention anyway.

When we arrived at the hospital, Jane was not given something for the
abdominal pain right away. There were lots of questions during the initial
interview. I knew Mitch, the doctor who interviewed me first. You|introduced
her to'me before. But she did not tecognize me at that time. She|asked a lot
of questions. She even blamed me for giving poison to Jane, and asked me if
I realized what I just did to my gitlfriend. Did I know that I coulld kill Jane
with the poison I gave her? Then she was telling all these things about medical

consequences and Jane’s chances of dying. And all the while we were ralking,
Jane was in a corner, alone and twisting in pain. I was so confused. Why was
I hearing all those things when all T would have wanted was for Jane to be
relieved of the pain?, ‘

I didn’t have enough money at that time, so when I had to spend for
some tests to be run, I re-introduced myself as your cousin to Mitch. A frer

!
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that, I could see that some other doctots who were with Mitch were talking
about me, and they were laughing. Some of them approached me, mad.e fun
of me, and accused me of poisoning Jane. It was a very awkward experience.
I felt very much embarrassed and guilty. They kept on telling me that Jane
could die because of what I gave her. Why would hospital people say that? I
brought Jane to the hospital precisely because I wanted her to be relieved of
her complaints. o
But my introduction worked. Jane was referred to an obstetrician nght
away, and was given intravenous fluids in no time. But still, she was not given
any pain reliever. We had to wait for a long time to be admitted to a tt.:mpomty
room at the emergency department. Yes, there were lots of other patients that
doctors were entertaining in the room, but wasn’t Jane’s condition worthy of
immediate attention? o
I used to think that I would be relieved somehow of my anxieties ox?ce
we would be inside the hospital. There would be doctors who would receive
us without delay, decide immediately about what to do and administer .the
necessary medications quickly. And I expected people to be :efassunng
somehow that they will do everything they can to heal an ailing ?auent. B.ut
when we were inside the room, nobody attended to Jane fora long mn?, despite
her complaints of severe abdominal pain. No medications were prescribed. Or,
I couldn’t really remember if something was prescribed or not. But we were
just left in the room without knowing what was to be done to he'r. We felt so
helpless. They never really cared about us. The people in the hospital were just
too casual about our complaints. i
If only T had money, I would have brought her to a mgre expeasive
hospital. We would have received a better treatment. Money could really: ?ffGCt
how people would treat you. Then again, I could surmise that it was thelr‘waY
of making me feel guiltier about what I have done. I knew I have comn'.utfed
something wrong towards Jane. That's what they told us in the Chnistian
school I graduated from. That’s what my parents told me, too. I have‘ been
sleepless lately because of that thought. But I did not come to the hospital to
be reminded of it. '

After several hours, Jane was reassessed by the obstetrician and we were told
that she needed to be admitted in the ward for further observation. We couldn’t
afford to pay for the admission. But more importantly, we did not want anybody
clse, especially our family, to know what happened to Jane. Our parents would
surely get mad at us. The obstetrician.allowed us to go home, byt instrut?tt?d us to
come back if vaginal bleeding starts. We went home without Jane receiving any
pain reliever. I was never really satisfied about how they treated us at the hospital. .

We never got to go back to the hospital. Jane’s father arrived from the
provifice a few days after our hospital visit. It was also _titound that time that the
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abortion was completed and Jane had profuse bleeding, At a certain point, her
father wanted to bring her to the hospital because she became very pale and weak-
But for fear that her father would know what was actually happening with her, she
forced herself to get up and pretended that she could manage her condition.

Jane recuperated, at any rate, despite the lack of medical attention. Buta

few months after, when things were back to normal, I found out that she had.
been dating other boys. I couldn’t take it. I was faithful to her all the years that,

we were together. So when I found out that she was entertaining other boys, 1

called it quits with her. We still see each other these days, but things have been.

different now.
Appendix B

Mitch’s narrative '
Unlike other patients or informants who would readily tell the doctor
their chief complaint, Atis was a bit hesitant to tell me why he came o the{
hospital. He asked me first where to bring patients with abddminal pain. When,
Tlearrted that the patient was, in fact, not him but his girlfri{end«'vho was W“'ht
him, I immediately investigated to establish pregnancy. When I' have made 3
probable diagnosis of pregnancy, I told Aris that I was thj triage doctor, 0oy
the admitting physician for Obstetrics, and that they may go to another docto1
in the emergency room for his patient’s condition. ' '

Aris probably knew me already, but I didn’t recognize him the first tme ]
saw him at thé emergency room because of the shorter hair he was sporting. '|
thought I had seen him before, but I could not recall where. So when I directeq
him to the obstetrician of the day, he temporarily left my désk, only to returr
a few minutes after. Maybe, he xeailly felt that his girlfriend’§ problem was very
urgent, 80 he approached me again. This time, he introducled himself as you.:
cousin, and told me that you had actually introduced us to Jach other before.

The moment I recognized him, I immediately called his girlfriend wha

. was outside the emergénqy\feem at that time. When I started to take thu
medical history, both of them weke just gtinning. I asked for the date of hei;
last menstruation and if there was new-onset bleeding after|the menstruation,
The good thing with Aris was that he answered all my questions lhonestly. The
fact that we knew each other before was probably a great factor.

I made a chart for her and proceeded to take her blood pressure. When |
found out that she was hypotensive, I was alarmed. The comiition was probabl;
mote than a simple pregnancy. I immediately started intravénqus fluids befozs
I referted her to Obstetrics. While I was inserting the intravenous line, I was
keen on establishing a diagnosis so I asked further quest:ions on what they
did prior to the onset of abdominal pain. It didn’t take me a lot of effort t>

|
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extract the information from Aris that he talked his girlfrie'nd into taln.ng an
abortifacient pill. He told me that it was his housemate who instructed him.en
how to carry out the abortion. _ p
The girlfriend was silent most of the time. It was Aris who gave most?
the information. I just asked her a few questions. I asked why she,took the pill
that Aris gave her. She just told me that it was Aris’s idca: Couldnt‘ she refuse?
Why was she too submissive to her boyfriend’s suggestion? She just k:lst. on
Tepeating that she just followed what Adis told her to do. Then she would just
be grinning every time I asked her a question. : ) .
8’:Slze wfs not Zeally in severe pain. I could imagine that the abdominal pain
was equivalent to the pain of dysmenorrhea. I was more co:.lc.etned abm:tn;j
drop in blood pressure, so I hydrated her to stabilize her condition. I petfo: i
a pregnancy test and, when it turned out positive, I referred'het to Obstetrics.

It was a busy hour when I passed her on.to Obstetrics, so she htfd to
wait for her turn to be examined. I told the Obstetrics resident to coordinate
with me if curettage is to be performed. The resident told me later, however,
that the diagnosis is probably threatened abottion, so they would not probably
admit her for hospitalization. o .

Aris was complaining that they were not entertained nghf away at ﬂ‘f
Obstetrics section of the emergency room. I explained to him that !tl:s
not always possible to attend to patients quickly during those hours in t e
emergency room, when there are a lot of other patients to be m.,maged- Workfng .
conditions could really influence a doctor’s approach to Paﬂef‘wz I' mac%e ta
point, however, to endorse to the Obstetrics resident that the patient is the
girlfriend of the cousin of my consultant. Such endorsements would tea“?'
facilitate things. As a matter of fact, the resident was constantly apologetic to
me that it took a while for the patient to be accommodated. ,

It was also around this time that I started sending you text messages.
Before I texted you, I asked permission from Aris. He refused at first. He didn't
want you to know what happened. I tried to explain to him what the coutse of
his girlfriend’s condition would probably require. 1 opened the possibility of
curettage if the baby would be found out to be dead inside the wom.b. IF was my
way of scolding him and making him realize what he had dose to his girlfriend.

I always question decisions of couples if they claim that both of them
contributed to the decision to do the abortion. Why would a girl consent to have
an abortion if she knows that the procedure will put her life at stake? I made
Aris realize that abortion was not the solution. It might even le'ﬂd to another -
problem, like when his girlfriend would experience vaginal bleeding that needs
curettage. Where would he look for the money to pay for the procedure? 1 told
him I could help him, but it would be best to inform you, as well. He eventually
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consented that I would |nform you. But he specifically requested me to tell ypu
not to inform his mother, .

So, I started texting you. He was in front of me all the while that I was
texting you. And everything you said in your messages, I read to him. He was ;ust
grinning most of the time that I told him how enraged you were, so I couldn't
really relay to you what his true emotions were at that time. ) i

1 wasn't really able to keep track of the rest of the events after I teferted
the patient to Obstetrics. All T knew was that she would not be admitted to
the ward for hospitalization. While she was with Obstetrics, Aris stayed mast
of the time at my desk, as I didn’t have that much patients. I think there was a
request for an ultrasonography to determine the status of the pregnancy, and
there were probably prescriptions of medications that would relax the utegus
and prevent abortion. But I was not really sure. It was from you that I‘jleamed
much later about the status of the pregnancy. o

I believe that, to some extent, the doctor should impose some values on
the patient, especially if such values would affect the patient’s health.It is, 'in
fact, an etror of omission if the doctor does not impress on the patient such
things that could have influenced the patient’s decisions over very morally-
laden actions, such as abortion. Of course, the values that doctors instill
on patients have a lot to do with how the doctors were nurtured by society,
educated and trained medically, as well as with the professional experiences
that precede them.

All the while Aris was in my desk, I was constantly reminding him, of
the possible consequences of his actions. I told him that, in a Way, having'an
abortion could only be the solution to their pfoblem if it was successful, But,
as taking abortifacient pills would have lots of adverse effects, it would offen
lead to more practical problems later on. Then there would really be times
such as this when abortion would not ensue. Then I told him that he shoj1d
have thought more responsibly even before he had p:emarital sex with g
gitlfriend. Otherwise, 1 sajd to him, if the pregnancy.would be carried ) hrou;gh
term, would he be willing to have an abnormal child who suffered f(‘om the
effects of the abortifacient drug? Could he personally take, all throughoy, his
life, the consequences of his actions? '

In fact, I was not really counseling or advising him. It was really more 3.
scolding and l"3Pti“"‘mdi‘1g him. I treated him like my own brother. After all, |
already knew him before through you. The way I saw it, Aris was not ready ¢q face
that problem at that time. I noticed that he was just alternately moving irj his seat
and grinning at me while I said those things. But he never reasoned out norfjugy; fied
his actions. Neither did he blame his girlfriend for anything. And then 5 in, his
face never really showed any remorse for what he did or, at least, not that | ‘n°tic‘ed‘ |




