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ABSTRACT

This thesis investigates nineteenth- and twentieth-century
medical discourse in treatises and texts written by doctors,
and women's resistance to it in novels by Charlotte Bronté,
Virginia Woolf, and Margaret Drabble. My analysis involves
what 1s said and not said in medical texts; what other
disceourses influence medicine; the authority of the medical
writer; and the power of the institution of medicine. I
extend Foucault's theory of the formation of medical discourse
by looking beyond madness to physical pathology, and by
including issues of gender.

Women's novels, particularly in the nineteenth century,
must do all the work of the larger canon of writing available
to men. Until recently, women could not write back against
medical discourse in text books or scientific journals:
fiction was their primary genre. Patricia Yaeger suggests
that much American feminist work has encouraged acceptance of
'the 1inevitability of women's disempowerment" rather than
revealing "the woman writér's powers of protest and change."
Building on Yaeger's work, I explore the discursive
possibilities of Bronté, Woolf and Drabble rather than their
limitations.

I investigate the narrative strategies which enable both
an outward silence which sounds Tlike acquiesence, and an
inward voice which actively resists the social constructions
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of medical discourse. The novels all feature doctors as
imposing characters, all portray the power medicine wields,
and all address the social implications of medical discourse
on the construction of women. There is a progression in
narrative methodology moving from apparent silent acquiesance
to medical power in Villette, through couched derision against
medicine in Mrs Dalloway, to open verbal resistance to medical
authority in The Millstone. My analysis concentrates on the
discourse of resistance formed by women writers against the
discourse oY medicine. This response slowly moves from an

emphasis on silence towards the acquisition of voice,.
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INTRCDUCTICN

1 advise maidens who suffer from hysteria to marry as socon as
pessibie, For if they conceive, they will be cured.
(Hippocrates 4607~-3777 BL)

Woman 1i1s a pair of ovaries with a human being attached;
whereas man is a human being furnished with a pair of testes.
{Dr Rudolph Virchow 1821-1902)

The unpaliatable truth must be faced that all postmencopausal
women are castrates. (Dr Robert Wiison 1966)

I adore the heated capaciousness of women--women in whose

penetralia is found the repository of existence. 1 would have
them glory in that. (Or Richard Selzer 1974)

For centuries, physicians have stridently been advising,
analyzing, proscribing and describing women. In this thesis
I interrogate and investigate nineteenth- and twentieth-
century medical discourse in treatises and texts written by
doctors, and women's resistance to it in novels by Charlotte
Bronté, Virginia Woolf, and Margaret Drabble. This study is
about both medical discourse, its specific authority and
influence on women, and the response to it in women's writing.

I have chosen Bronté, Woolf and Drabble 1in this
investigation because 1in their work they respond +to
particularly 1important historical events in both the
professionalization of medicine and the implementation and
authorization of specific medical methods and practices.

Bronté's writing, in the second half of the nineteenth
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century, occurs when medicine was beginning to form a
professional institution, was creating its own regulatory body
in Britain, and was organizing itself as a powerful authority.
Woolf, writing in the early twentieth century, responds to the
firmly established authority that medicine had achieved by
that time, both legally and in the eyes of society. Drabble,
writing in the late twentieth century, presents and reacts to
medicine in a manner which suggests that the authority and
power of medical discourse are about to change, that medicine
is becoming subject to open criticism and is beginning to move
towards accountability.

Any study of medical discourse must look to the important
work done by Michel Foucault, particularly in The Archaeology
of Knowledge; Maadness and Civilization: A History of Insanity
in the Age of Reason; The Birth of the Clinic: An Archaeology
of Medical Perception; and The History of Sexuality. Foucault
asserts that "it is in discourse that power and knowledge are
joined together," that discourse is not static, but constantly
open to change. Discourse involves "a multiplicity of
discursive elements that can come into play in wvarious
strategies," and it 1is these strategies which we must
reconstruct in order to understand power relations. According
to Foucault's theory, we must look at

things said and those conceaied, the enunciations
required and those forbidden...with the variants and
different effects--according to who is speaking, his

pcsition of power, [and] the instituticnal context in
which he happens to be situated-- (History 100)
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An analysis of medical discourse, then, involves looking at
what is said in medical texts, and what is left out; what
other discourses intersect and influence medicine; the
authority of the medical writer; and the power of the
institution of medicine at the time.

In The Archaeuvlogy of Knowledge, Foucault uses medicine as
an example of his theory of discourse formation. He states
that what appeared to happen with the nineteenth-century
creation of the institution of medicine was the presentation
of

a corpus of knowledge that presupposed the same way
of looking at things, the same division of the
perceptual field, the same analysis of the
pathological fact in accordance with the visible space
of the body, the same system of transcribing what one
perceived in what one said (same vocabulary, same play
of metaphor); in short, it seemed...that medicine was
organized as a series of descriptive statements...(33)
Nevertheless, he argues th:t, conversely, like all discourses,
medical discourse is created from not one entity, but from
various and divergent elements: "the descriptive statement was
only one of the formulations present in medical discourse"
{33} which is in play with "observations mediated through
instruments, the procedures used in laboratory experiments,
statistical calculations, epidemiological or demographic
observations, institutional regulations, and therapeutic
practice" (34).
As well as mediating and being influenced by scientific

observations and calculations, nineteenth-century medical

discourse, according to Foucault, is affected by the discourse
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of other important institutions in society, such as the law,
religion, art and literary criticism. These discourses, he
claims, intersect and interact in forming the definitions, the
names, and the criteria for conditions such as madness.

Foucault's model, while excellent, overiooks the special
status of gender.' Also, as presented in The Archaeology of
Knowledge, and Madness and Civilization, the model censiders
mental illnesses almost exclusively--illnesses which come
under the combined jurisdiction of medicine and law--and thus
his model deflects the investigation of medical discourse away
from the unigue position medicine maintains with physical
pathology. The neglect of gender, and the concentration on
mental rather than physical illness, are issues which are
intimately connected in two distinct ways. First, much of
what 1is considered madness 1in both the nineteenth and
twentieth centuries is gendered by medical discourse,? and
second, many of the manifestations of mental illness are
designated as physical by medical discourse.?

I extend Foucault's theory of the formation of medical
discourse by looking beyond madness to physical pathology, and
by including issues of gender. As Foucault makes cliear, the
judiciary, religion, art and literary criticism are some of
the institutions which inform medical discourse:

The relation between the filter formed by judicial
interrogation, police information, investigation, and
the whole machinery of judicial information, and the
filter formed by the medical questionnaire, clinical

examinations, the search for antecedents, and
bicgraphical accounts, The relation between the
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family, sexual and penal norms of the behaviour of
individuals, and the table of pathological symptoms
and diseases of which they are the signs. The
relation between therapeutic confinement in hospital
{with its own thresholds, its criteria of cure, its
way of distinguishing the normal from the
pathological) and pun:tive confinement in prison (with
its system of punishment and pedagogy, its criteria of
good conduct, improvement, and freedom). {(44)

Discursive methods from law, religion, art, medicine, the
family, and other institutions all contribute to what Foucault
calls the formation of objects (44); what is depicted in art,
for irstance, is internalized by medicine and adds to the
picture medicine paints in its own description of madness, but
art also has its own direct influence on the public formation
of what madness is.

In the realm of physical pathology, however, medicine 1is
unopposed. Although I do not dispute the fact that medical
discourse 1is formed and influenced by many institutions
ocutside medicine, and that the discourses of such
organizations as the judiciary and religion reinforce each
other, 1 believe it is important to point out the specific
hegemony medicine holds over illness of the body. When
dealing with physical ailments, no other institution in modern
Western society has the authority of medicine; its struggles
are contained within the profession, and its discursive
pronouncements are difficult to dispute. Thus, by virtue of
its specialized knowledge, which until recently was

unavailable outside the profession, medical discourse occupies

a strong place of power.
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Discourses of other institutions, such as religion, are
appropriated by medicine. Religion and medicine connect, as
Fuucault points out, because of the shared function of clerqgy
and physicians 1in "the consc ition of souls and the
alleviation of pain" (Birth 32). However religion, like
nineteenth-century medicine, is a gendered institution, which
excludes women from positions of authority and determines
women's position in society. In its ability to pontificate.
medicine, like religion, is able to contain women within a
strict framework of what is deemed medically normal and
socially acceptable.® Medicine and religion could also
conspire to control the treatment of women, particularly with
respect to obstetrics.? Although the discourses of religion
and medicine interact, religious doctrine may be invoked or
overruled by medicine because the doctor has the ultimate
authority over the ailing body.

Likewise art 1is appropriated by medicine to portray
physical pathology. Although depictions of madness and
illness operate outside of medicine, art, in medical drawings
and models, is central to the teaching and presentation of
medical conditions within the profession, and thus has
particular power 1in medical discourse quite apart from its
public role. Once again, gender is crucial in this aspect of
medical discourse; historical medical drawings and models
impose specific ideologies on women. From the obstetrical

drawings overseen by the surgeon William Smellie and those
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drawn by the anatomist William Hunter in the eighteenth-
century which depict women as antagonists to the process of
birth,® to the gendered nineteenth-century wax anatomical
models described by Ludmilla Jordanova in Sexwual Visions,
1989, medicine has used art as a vehicle for presenting not
just pathology, but for delineating and describing women both
as objects and as passive sexual beings.’

By intersecting with other discourses. and absorbing
discursive elements from other institutions 4into 1its own
realm, medical discourse has the capacity to create and
sustain power and authority, particularty, as I indicate, over
the formation of the subject of the female patient. Assuming
the judicial model of discipline and incarceration, medicine
can impose punitive treatment and separation, not just for
mental iliness, as Foucault asserts, but also for physical
manifestations of disease.® Using religious doctrine and
pontification, medicine can make 1ife and death decisions and
impose its own ideology. Incorporating art and Tliterary
metaphor into its professional texts, medicine can influence
the social construction of its patients, a fact that is
particularly important for women, as will become evident in
this thesis.

In The Birth of the Clinic: An Archaeology of Medical
Perception, Foucault analyzes the importance of the medical
gaze which in the nineteenth century was "justified by an

institution...with the power of decision and intervention"
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(89). In this text he extends his theory to physical
pathology and delineates nineteenth-century medicine's
emphasis on normality, a state which could be determined by
medicine's intelligent perception of signs and symptoms. By
neglecting gender in his assessment, however, Foucault does
not recognize that normality is perceived differently
depending on sex. Medicine, as I point out in chapter one,
based its concept of normal on a masculine model. This
crucial detail determined that women were defined as abnormal
by nineteenth-century medicail discourse, and thus were more
likely than men to be diagnosed as i11.9

In his analysis of signs and symptoms, Foucault again
leaves out the issue of gender, which I contend is crucial to
the power of medical discourse over women. According to

Foucault:

Signs and symptoms are and say the same thing, the
onty difference being that the sign says the same
thing that 7s precisely the symptom. 1In its material
reality, the sign is identified with the symptom
itself; the symptom is the indispensable morphological
support of the sign. (93)
What Foucault does not address is that in medicine signs and
symptoms are different. According to medical terminology,
symptoms are experienced subjectively by the patient, and
signs are outward manifestations of disease which are to be
interpreted objectively by medical perception.'® Symptoms need
not be evident to the medical gaze, whereas signs ar

available to medical perception and interpretation. Foucault

optimistically suggests in this analysis that symptoms are
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always accepted by physicians as real and that, according to
the calculating gaze of medicine (as ascribed by medical
discourse), can be read through signs. By failing to take
gender into account, Foucault overlooks the negative attitude
of male medicine to female experience.

Foucault gives us the history of dominant discourses but
fails to provide us with a theory.of discourses of oppressed
groups such as women. There is a gap between women's
experience and the discourse they have available to describe
it. If the hegemonic discourses of patriarchal institutions
such as medicine, the judiciary, and religion are the only
discourses women have to define themselves, women's experience
is then mediated through patriarchal structures. If women
have no language of their own to discuss their experience,
then they must fit their discussion of their symptoms into the
discourse of medicine which defines them and interprets them.
If women's symptoms do not fit the doctor's interpretation of
the signs they manifest, there is a gap %“etween what women
experience and the language medicine uses to interpret their
disease. The crucial problem is one of recognizing the
limitations discourses about women impose on the expression
of women's experience, and the recognition of who is reading
the symptoms and the signs of illness in women.

As 1 show in my investigation, doctors often did not accept
the symptoms women presented to them. When symptoms were not

accepted as real, signs were often disregarded or
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misinterpreted. ' For women patients, therefore, signs and
symptoms could be very different from each other. As my
analysis of medical texts makes clear, medical discourse
encouraged the questioning of women's credibility, which in
turn discouraged the accurate interpretation of signs of their
illness.
In my analysis of medical discourse, I explore the
combination of power and knowledage that Foucau't alerts us to,
acknowledging that "where there is power, there is resistance”
(History 95).'2 My focus, however, extends beyond Foucault's
theory to the problem of gender in resistance.'® Medicine is
a patriarchal institution and, as Chris Weedon points out, a
patriarchal relationship "refers to the power relations in
which women's interests are subordinated to the interests of
men' (2). Because medical knowliedge is produced within a
patriarchal institution, it is difficult for women to oppose
it from their subordinate position. Significantly, Foucault
also claims that
discourse can be both an instrument and an effect of
power, but also a hindrance, a stumbiing-block, a
point of resistance and a starting point for an
opposing strategy. Discourse transmits and produces
power; it reinforces it, but alsoc undermines and
exposes it, renders it fragile and makes it possible
to thwart it. (History 101)

In my study 1 explore Foucault's concept of resistance

discourses, but I focus on the specific struggles of women by

examining strategies some women use to write against the power

and authority of medicine.
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Although Foucault does not address gender issues, his
theories work well with feminist criticism'® and share many
of the same concerns.’'s Chris Weedon encourages feminist
critics to use Foucault because his focus on history leads
towards a theory which is "able to address the questions of
how social power is exercised and how social relations of
gender, class and race might be transformed" (20). By putting
"experience into historical context," Weedon claims, that
Foucault lets us determine that women's experience is formed
by outside influences of "ideology and history and context"
(125). Weedon's assertion raises again the question of
whether women can have experience which is outside of the
patriarchal discourses which they must use to describe it.
Not only do we need to understand the formation of the female
subject by discourse and power relations, we also need to find
ways of recognizing resistance to the discourses which have
disempowered women.'®
With respect to medicine, although there is a large body
of feminist criticism, little work has been done on women's
resistance to medical discourse. There are numerous valuable
studies of women and medicine, but they tend to concentrate
on the problems of oppression and detail the structures in
medicine which contain women;'” they offer little analysis of
ways in which women work against medicine's power.'8 Such
works as Complaints and Disorders: The Sexual Politics of

Sickness by Barbara Ehrenreich and Deirdre Engiish, "'The
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Fashionable Diseases'" by Ann Douglas Wood, and The Nature of
Their Bodies by Wendy Mitchinson, are, however, extremely
valuable in setting up the historical production of illness
in women.'? They identify an invalidation of women through the
social construction and economic exploitation of illness. In
these studies, with some variation, medicine is viewed as an
enemy against women, and treatment is recognized as
punishment.?® As Ehrenreich and English point out, although
the "doctors' view of women as innately sick did not, of
course, make them sick, or delicate, or idle....it did provide
a powerful rationale against allowing women to act in any
other way" (22).

Using these historical medical studies as a base for my
investigation, I extend their analysis of medicine and medical
discourse to professional medical texts, and go on to reveal
what Foucault calls “"reverse discourse" (History 101)2' in
novels in which women writers fictionally represent medical
oppression, The feminist histories of medicine are
particularly important to my work as they align with the
Bronté and Woolf novels in the maladies and treatments they
represent and give a historical grounding for the resistance
I detect.??

Feminist criticism of aspects of current medical practice
and language are useful for my study of the extension of
nineteenth-century medical discourse into the twentieth

century, particularly with respect to my work on Margaret
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Drabble. Many recent studies of medicine and women offer a
reverse discourse by detailing problems with oppressive
medical treatments and language and presenting a critique of
medicine. Other texts, such as Qur Bodies, Qurselves, 1971,
and The WNew Qur Bodies, Ourselves, 1992, concentrate on
helping women empower themselves to maintain control in their
dealings with the medical system.

Traditional medical histories typically valorize famous
doctors of the past.?® Nevertheless, when physicians and
health care critics guestion medicine's methods they also
offer a reverse discourse from which resistance can be
established. Most of the criticism from within medicine is
very recent, however, and is still considered to be radical
by most of the medical profession.?* Ann Dally, a contemporary
British physician, in her 1991 book Women Under the Knife,
gives both a biting critique of wmisogynistic surgical
practices and a defense of surgeons whose main intention, she
claims, was to alleviate suffering. As a practising
physician, Dally attempts to denounce doctors' methods while
defending their motivations, and her argument seems coloured
by a conflict of interest. Although she does provide much
damning information about the medical profession's treatment
of women, she also critiques writers like Ehrenreich and
English for writing histories of medicine which are
"inaccurate through lack of medical knowledge" (xxii}, thus

reasserting the authority of medical discourse and protecting
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the profession from external critique. Nevertheless,
struggling discourses within medicine pave the way for
resistance from inside and outside the profession.-®

Medical language and narratives have often been examined
and denounced as sexist,?® elitist and distancing. Mary C.
Howell, a physician, in her article "What Medical Schools
Teach About Women," published in the prestigious New EFngland
Journal of Medicine, notes that medical school lecturers
routinely refer to patients by the male pronoun unless they
are "discussing a hypothetical patient whose disease is of
psychogenic origin [in which case] the lecturer often
automatically wuses 'she'" (305).7% By addressing the
implications of gender inequities in medical language, Howell
produces a contesting discourse within the institution of
medicine.

Other critics have recently admonished doctors for using
language which is so technical and specialized that patients
cannot wunderstand their own conditions. This criticism
examines the antagonistic relationship which can build up
between physicians and patients, and explicitly names
technical language as a site of power in medical discourse.
Diane Johnson, in her article "Doctor Talk," suggests that
when doctors lost Latin as their elite language, they came up
with a new secret code '"to conceal the nature of our
afflictions and the ingredients of cures" (396). By using a

"strange argot of Latin terms, new words, and acronyms, "
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physicians, according to Johnson, speak a confusing language
which is "comprised almost entirely of numbers and letters"
(397).°¢

Patients are even further distanced from medicine by a
professional narrative which reifies the patient in the case
history 1intoc a diagnosis. Kathryn Montgomery Hunter, in
Doctor's Stories: The Narrative Structure of Medical
Knowledge, critiques twentieth-century medicine for its
dismissive manner of reducing the patient's experience of
illness to "an objectified disease" (135) and recognizes the
importance of the "possession of the story of illness [as
being] frequently at the heart of the tension between doctors
and patients, for that tension is in part a struggle over who
is to be 1its author and in what language" (13). By
recognizing strategies of elitism and distancing in medical
language and narrative, these critics also create a contesting
discourse.?® They do not, however, address the possibilities
of how patients resist.

In my examination of nineteenth- and twentieth-century
medical texts, my findings corroborate the existence of
sexist, elitist and distancing medical language. Further, 1
find extensive evidence of the social construction of women.
Some of the critics of modern medicine touch on this element,
particularly Deborah Findlay in her examination of Canadian
gynaecology texts and journal articles of the 1950s, and Diana

Scully in her article, "A Funny Thing Happened On The Way To
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The Orifice," which analyzes gynaecology texts published in
the United States between 1943 and 1872.7% The historical
critics of medicine, however, while often suggesting that
physicians had an important role in establishing health and
behavioral norms for women, and focusing on nineteenth-century
medicine's obsession with women's reproductive function,?®' do
1ittle textual analysis for evidence of medicine's discursive
strategies.

There are critics who convincingly argue that science,
particularly biology, plays a key role in the historical
production of society's expectations of women. Maintaining
that science has proclaimed an "objective, value-free stance”
(Bleier 4), these critics point out that scientific discourse
traditionally disregards the very possibility of bias. Thus,
a woman was described in the nineteenth century on the basis
of what was considered to be irrefutable scientific evidence;
when woman is "defined biologically to be a mother and a wife"
she 1is expected by society to be '"nurturing, passive,
dependent, weak, intuitive, non-intellectual, and asexual"
{73). Women were studied in terms of their difference from
men,?? and nineteenth-century scientists "interpreted these
differences as reasons to disqualify women on scientific
grounds from participating in their world" (Hubbard 40).3°
This model of ‘"pure objective evidence" 1is difficult to
resist, and critics Ruth Bleier, Cynthia Russett and Ruth

Hubbard concur that it 1is the model, rather than the
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pronouncements which must be redefined. They agree that
science is not, de facto, value free, that bias is inherent
in scientists, and that gender bias was pervasive in
nineteenth-century scientists which resulted in tie
pocsitioning of "women and men not only as opposites," but as
elements of a subordinate/dominant relationship (Bleier 197).3¢

The social definition of women is a problematic issue for
feminist theorists and the question is central to women's
ability to resist patriarchal discourse. Most agree that
women have been historically defined by men, but there is some
dissent as to whether women should take over the process of
definition, or move away from it altogether. Cultural
feminists such as Adrienne Rich and Mary Daly believe that
women must create a reverse discourse in which the very
qualities which science and medicine have used to subordinate
women are re-evaluated as a source of women's power (Alcoff
300). Taking the same discourse which has been used to
subordinate women, they reverse its meaning to valorize what
they see as positive natural qualities. They see woman's
nurturing capacity as an innate quality which, rather than
keeping women from a position of power, can lead towards world
peace. Annette Kolodny praises feminist critics who have
alerted us to a feminist literary tradition, Patricia Spacks,
El1len Moers, Elaine Showalter, Sandra Gilbert and Susan Gubar,
specifically because they help us to recognize and comprehend

"the unique literary traditions and sex-related contexts out
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of which women write." When Kolodny suggests that 'the
lying-in room, the parlor, the nursery, the kitchen, the
laundry" ("Dancing" 155) are "sex-related contexts," she
neglects to differentiate between what is imposed by sex and
what is imposed by gender. In all but childbirth, the areas
of the house Kolodny claims to be female relate to what is
expected of women rather than what is determined biologically.
Kolodny risks absorbing the male definition of women by not
addressing the ideological issue of women's physical place.
It is surely women's social and gendered construct, rather
than her biology, which places her in the home. I concur with
Alcoff that any attempt to delimit women to the ability to
nurture, or to specific household tasks, invites an
essentialist concept which threatens to "'tie' the individual
to her identity as a woman" (305), restrict her, and limit her
possibilities of resistance to the patriarchal system.?" 1If,
however, a woman embraces difference and "dodges all attempts
to capture her" (Alcoff 307) in a definition, she will be able
to break out of the hierarchical structure and resist it from
her position outside.

In my analysis of resistance in the novels I present, I
detect women characters struggling against the definition and
subjectivity that medical discourse imposes, Rather than
concentrating just on their marginality, I look for ways in
which these characters transcend their oppression and form a

tradition of working against it. Through the act of writing,
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viomen authors resist their definition as dependent beings,
for, as Myra Jehlen points out, the "proposal to be a writer
in itself reveals that female identity is not naturally what
it has been assumed to be" (79) by the patriarchal construct.
Judith Kegan Gardiner sees a woman writer using a "process of
testing and defining various aspects of identity" involving
the author's "own self-definition and her empathic
identification with her character" (187) which often "does
not conform to the generic prescriptions of the male canon."
Gardiner equates this non-conformity with what she calls "the
fluid and flexible aspects of women's primary identities"
(185), an explanation which reverts to the definition of an
essential woman.

On the contrary, I would suggest that women's novels,
particularly in the nineteenth century, must do all the work
of the larger canon c¢f writing available to men. Until
recently, women could not write back against scientific or
medical discourse in text books or medical or scientific
journals: fiction was their primary genre.® Although Anita
Levy, 1n her study, Other Women: The Writing of Class, Race,
and Gender, 1is undoubtedly correct when she claims that
nineteenth-century fiction naturalizes and popularizes
"cultural categories imagined within the human sciences"
(120), I believe the novel can also set up a strong opposing
discourse to science and is therefore one appropriate place

to search for women's written resistance to medical discourse.
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SILENCE:

My analysis of medical writing indicates that medical
discourse is a powerful agency which silences women by its
definition and construction of gender. To speak out can be
dangerous for women patients. As I discuss in the following
chapters, when a woman speaks out she may find herself
incarcerated or put to bed for hysteria, she might not be
bejieved and therefore misdiagnosed and poorty treated, and
in the nineteenth century, she was at risk of having her
tongue surgically altered to silence her.

Women's silence is recognized by feminist analysis as both
a debilitating impediment and a resisting strategy. Part of
the cultural and historical definition of women is that they
"should be seen and not heard" (Belenky et al 5), and when
silence inevitably results, it is used against them as an
indication of their "powerlessness, subjugation and
inadequacy™ (188). Many studies have been conducted which
prove that women are silenced by men,3 and contrary to
cultural expectations, no studies give "evidence that women
talk more than men" (Spender 41). The very fact that women
write indicates that this 1imposed silence is overcome in
literature, but the impediments they face to both writing and
being published suggest that women are often discouraged from

attaining voice as authors.’® Despite these restraints, women
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have used elements and aspects of silence within their writing
to resist their oppressors.

Silence i1s used 1in disparate ways by women writers to
resist various patriarchal structures including medical
discourse. Subtextual messages can be determined from
silences in the text in the sense of what is left out, what
is not said. Reading between the lines, interrogating gaps
and displacements, and interpreting ellipses and metaphors can
all lead the reader to the veiled voice beneath the outward
silence on particular 1issues or topics in a woman's text
(Greene and Kahn 99-100). Women writers may disguise their
resistance in the silence of the interstices of the text or
through "the breaking of taboos and the exploration of...anti-
patriarchal relationships®" (99). Problematically, this use
of silence is manifested in a strategy of covert writing and
risks not being heard at all. The struggle against medical
discourse in "The Yellow Wallpaper" by Charlotte Perkins
Gilman, for instance, was not heard when it was first
published. The story was received as a lone feminine
"continuation of the genre popularized by Poe" (Kolodny "Map"
50). It was thus discarded, "quickly relegated to the
backwaters of our literary landscape" (54) where for many
years it could not resist anything at ail.

Hidden resistance is superficially silent to the discourses
which have power over women. Sandra Gilbert and Susan Gubar

suggest that the very act of a woman writer confronting "her
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own femaleness and the patriarchal nature of the plots and
poetics available to her as an artist" may cause her to be
"struck dumb by what seem to be irreconcilable contradictions
of genre and gender" (71}, and thus she buries her resistance
in a palimpsest, "simultaneously conforming to and subverting
patriarchal literary standards" (73). Such a palimpsest might
never be uncovered by the reader; if resistance is very faint,
it might never be heard at all.

Nevertheless, silence also has the potential to empower.,
According to Bauer and McKinstry, "speech is not always a sign
of power, or silence a sign of weakness" (3). Rather, it is
"the contexts of silence and speech [which] determine gender
relations" (3). Silence can be used by the powerful as
another form of domination, and as my research indicates,
physicians sometime use silence as power. Whereas doctors are
expected to diagnose (to know and to tell) and women patients
are expected to listen (to learn and to follow advice) this
can be reversed, as in the case of a ranting hysteric who is
opposed by the icy silence of a calm practitioner.? Silence
can also be used by the oppressed as a form of resistance.
For "resistance can begin as private when women negotiate,
manipulate, and often subvert systems of domination they
encounter" (3).

Rather than looking for deeply covert and quietly hidden
resistance in the silent spaces of a text, my method is to

examine strategies which allow characters to react silently
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in dialogue, but speak out in other narrative aspects of the
novel, Patricia Yaeger suggests that much of the American
feminist work has encouraged us to accept "the inevitability
of women's disempowerment™ rather than looking for "the woman
writer's powers of protest and change." Building on Yaeger's
work, I explore the discursive possibilities of Bronté, Woolf
and Drabble rather than concentrate on their "limitations"
(i8). As well, I trace a progression in their works in which
the silence in dialogue turns into voice; the resistance moves
from the narrative engagement with the reader in Bronté& and
Woolf to a position directly between characters in Drabble.
Yaeger's assertion that "women writers have incorporated men's
texts into their own and entered into dialogues with these
texts that these male writers have refused to initiate" (30)
has particular significance for my investigation of medical
discourse. The novel is the perfect place--perhaps until
recently the only place--for women writers to speak back to
medical texts and medical treatments, and if women characters
cannot achieve any power or voice with physician characters
in the dialogue of the text, they can and do resist in the
silent narration of their inner thoughts. Silence, in this
case, is an outward silence to the physician and the patriarch
within the novel, paired with a contradictory response spoken
directly to the reader. Yaeger suggests that the techniques
available in a novel form what she calls a

"multilanguagedness" in which the writer can "interrogate
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and...challenge the very voices that tell her to conform®”
(589). This study investigates the narrative strategies which
allow for the presentation both of an outward silence which
sounds like acquiescence and the inward voice which actively
resists the constraints and social constructions of medical

discourse,

In chapter one I investigate Victorian medical discourse
through the rise of the profession in the latter half of the
nineteenth century. I examine the structure and boundaries
of medicine as an institution and outline the rising authority
of its discourse in the late decades of the century. I locate
medicine's position as a powerful agent of scientific
discovery and as a producer and enforcer of social mores,
particularly for women.

My following three chapters deal with the presentation of
medicine in fiction and the response to it in novels by women
writers. Chapter two is an analysis of Charlotte Brontéd's
Villette, chapter three concerns Virginia Woolf's Mrs
Dalloway, and chapter four 1looks at Margaret Drabble's The
Millstone. A1l three novels feature doctors as imposing
characters, all three portray the power medicine wields at the
specific times they are written, and all three address and
reflect the social implications of medical discourse on the
construction of women. These novels represent a tradition in

their employment of narrative strategies to resist the
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authority of medical discourse,. They form a progression in
narrative methodology which moves from apparent silent
acquiesence to medical power in Villette, through couched
derision against medicine in Mrs Dalloway, to open verbal
resistance to medical authority 1in The Millstone. My
analysis, therefore, concentrates on the discourse of
resistance formed by women writers against the discourse of
medicine. This response slowly moves from an emphasis on
silence towards the acquisition of voice.

My final chapter briefly investigates women in medicine,
both real and in fiction, from the middle of the nineteenth
century to the present. From Breonté's Shirley, who abhors
patriarchal medicine and treats her own illness, through the
physician Peggy in Woolf's The Years, to the psychiatrist Liz
Headleand in Drabble's recent trilogy, I look at the struggle
of women within a patriarchal institution, investigate their
resistance to historic medical discourse, and look towards the
possibility of change which their own evolving discourse

promises to bring.
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NOTES

1 In Foucault and Feminism, Diamond and Quinby address
concerns that Foucault neglects to examine the gendered
aspects of language and its relations to discourse and power
which has a profound and negative affect orn omen, and Alcoff
in "Cultural Feminism Versus Post-Struce wm: The Identity
Crisis in Feminist Theory,'" notes that Fouc..it is "notorious
for not including gender as a category of analysis" (310).

2 For a detailed look at ways in which medicine ascribes
madness specifically to women, see Women and Madness by
Phyllis Chesler 1972, and The Female Malady 1985, by Elaine
Showalter.

3 As an example see Fritz Wengraf, Psychosomatic Approach
to Gyngco?ogy and Obstetrics, 1953,

4 Janice Raymond, in her article "Medicine as Patriarchal
Religion," in the May, 1982 issue of the Journal of Medicine
and Philosophy, points out that medicine is 1like a
"patriarchal church--that is centred on male myths, minister,
and ministrations' {(197). She claims: "Medicine is religious
in the sense that it raises questions of 'ultimate concern'
and meaning for women's lives, i.e., questions of bodily and
spiritual integrity" (198-99), as well as using "apocalyptic
images and warnings" {199} to make patients follow orders
(particularly women, who, she notes "visit doctors almost
twice as often as men" (198)). According to Raymond, medicine
also claims that healing is restricted to those who attend
qualified licensed practitioners, just as salvation in the
Roman Catholic church is restricted to those who stay within
the tenants of the church (209).

5 Decisions, for instance, of whether to save the child or
the mother in a difficult birth were frequently taken by the
physician rather than the clergyman. W.S. Playfair, in A
Handbook of Obstetrical Operations 1865 describes the actions
of a Dr Radford who would abort a woman once for a case of
severe pelvic disproportion, "but if, in spite of due warning,
a second pregnancy occurred, he would spare the life of the
child, and subject the mother to the risk of Caesarian
section" (8), an operation that carried a 70% risk of maternal
mortality in the 1860s (Mitchinson 217). Radford may have
been motivated by the religious doctrine of saving the soul
of the infant. However, his method involves not only making
a god-like decision, but imposing a dire penance on the woman
for what he considers a sexual transgression--despite the
possibility that her pregnancy could 1ikely only have been
avoided (in the days before birth control) by abstinence, a
situation over which she may have had 1little control.
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Playfair is not affected by such religious doctrine, and
disagrees with Radford's actions. He encourages abortion in
such cases to save the 1life of the mother. The i1ssue of
choosing whethar to save the mother or the baby, although
critical well into the twentieth century, is unlikely to arise
with current medical technology. Lynne Tatlock, 1in her
article "Speculum Feminarus: Gendered Perspectives on
Obstetrics and Gynecology in Early Modern Germany" in Signs
1992, compares the management of obstetrics in 18th-century
Germany by female midwives, who work for the birthing woman,
and see their job as the deliverance of the mother, and male
physicians, who focus on delivering the baby. She points out
that male physicians may be upholding religious doctrine to
save the soul of the child and sacrifice the mother (757).

6 Andrea Henderson, in her article "Doll-Machines and
Butcher-Shop Meat: Models of Childbirth in the Early Stages
of Industrial Capitalism" in Genders, 1991, describes the
famous 18th-century creator of obstetrical forceps, William
Smellie, and his cdepiction of birth as a mechanical process.
He hired artists to create engravings which portrayed women

only as bony pelvises: "rigid, mechanical objects that are
discussed primarily in terms of the negative, obstructive role
they tend to rniay in the delivery process." Henderson's

point is that a woman, by this artistic depiction, has no role
in the prouauction of a child, but rather she appears "only as
a machine--and an oddly inactive and poorly constructed one
at that." Smellie's book of engravings, Set of Anatomical
Tables, introduces to his medical readers the forceps he has
invented which are depicted as "extensions of the male hand
that themselives enclose the infant in order to free it from
enclosure in the pelvis" (103). The birthing woman, in his
artistic representation, is constructed only as an object of
resistance to the process of medical delivery of the baby.
In her analysis of the 18th-century anatomist William Hunter,
Henderson points out that the women's torsos he depicts are
cut off at the thigh 1in cross-section, with anatomical
precision: their legs look like cuts of meat. Conversely, the
babies in utero are presented as fully formed and beautiful:
"these unborn infants tend to lack the distorted heads and
limbs that we generally associate with babies even after
birth" (109). What this presentation produces 1is a
dehumanizing aspect to the mother, a "compensatory
animalization [which] lends the maternal body a wild and
grotesque quality that itself threatens the integrity and
status of the child" (110). Both sets of engravings use art
to depict women in opposition to the process of birth. They
disempower women from their role as creators, they demote them
to either a machine or a piece of meat, and they elevate the
physician to the role of saviour of the precious and trapped
baby.
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7 Jordanova describes wax anatomical models vused by
anatomists and medical students which "lie [naked] on silk or
velvet cushions, in passive, yet sexually inviting poses" (44)
which are '"adorned with flowing hair, pearl necklaces,
removable parts and small foetuses" (45). These models,
created specifically for medical training by medical artists,

inscribe gendered qualities of sexual passivity to the female
patient.

8 See Robert Brudenell Carter, 0On the Pathology and
Treatment of Hysteria 1853, and S. Weir Mitchell, Fat and
Blood 1877 for details of medical treatment of the physical
aspects of mental illness in women.

9 Wendy Mitchinson, 1in The Nature of Their Bodies:
Victorian Women and Their Doctors, 1991, claims:
"physicians...used the male body and how it functioned as the

norm by which to judge whether women were healthy or not"
(12).

10 An example of a symptom would be the feeling of
palpitations by a patient, which might be read by the
physician through the sign of an irregularly beating heart.

11 In the July 22, 1993 issue of The New England Journal
2f Medicine Wenger et al address the continuing probiem of the
misinterpretation of women's symptoms. In spite of the fact
that "heart disease is the most frequent cause of death among
U.S. women, for whom it entails a worse prognosis than for men
with both medical and surgical therapies {and that] the rate
of early death after myocardial infarction [heart attack] is
higher among women that among men," doctors continue to
misperceive the importance of women's symptoms of chest pain:

There is increasing evidence that women undergo intensive

or invasive evaluations and treatments for cardiac diseases

substantially less frequently that do men with symptoms of
similar or lesser severity; this is particularly true for
the evaluation of chest pain.
The article stresses the need to change "physicians' attitudes
toward women patients and their symptoms" (247).

12 Jana Sawicki, in her article "Identity Politics and
Sexuatl Freedom: Foucauit and Feminism," encapsulates
Foucault's definition of discourse "as a form of power that
zirculates in the social field and can attach toc strategies
of domination as well as to those of resistance" (Diamond and
Quinby 183).

13 Although Foucault neglects gender, his theories can be
used to explore this issue. As Chris Weedon notes:

If Foucault's theory of discourse and power can produce in

feminist hands an analysis of patriarchal power relations
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which enables the development of active strategies for
change, then it is of Tlittle importance whether his own
historical analyses fall short of this. (3)

14 Not all feminist critics agree. Nancy Hartsock, 1in
"Foucault on Power: A Theory for Women?" feels Foucault's
emphasis on resistance rules out the possibility for
transformation. She sees women, through this theory, as
always operating from a position of resistance rather than
"creating alternatives" (172).

15 Diamond and Quinby, in their introduction to Foucault
and Feminism, point out that both Foucault and feminism

identify the body as the site of power....point to the
local and intimate operations of power rather than focusing
exclusively on the supreme power of the state....bring to

the fore the crucial role of discourse in its zapacity to
produce and sustain hegemonic power and emphasize the
challenges contained within marginalized and/or
unrecognized discourses. And both criticize the ways 1in
which Western humanism has privileged the experience of the
Western masculine elite as it proclaims universals about
truth, freedom, and human nature. (x)

16 This is an area in which Foucault needs to be extended,
for, as Diamond and Quinby note:

Although Foucault points to the ways in which raticenalizing

discourses suppress discourses of marginalized groups, and

claims that such discourses are sites of resistance, his

work only rarely attends to such discourses and virtuaily

ignores those by women. (xvi)

17 John and Robin Haller give an excellent account of
nineteenth-century medicine's inscription of women as

intellectually impaired by their biology. Women's mental
capacity was seen to be continually depleted by "the energy
required for maternity and its attendant duties" (66).

Menstruation, they point out, was believed to divert "blood
as well as vital energy"” and thus "any excessive brain
activity by the woman brought inevitable suffering and
degeneration to the reproductive organs" (59).

18 Mary Poovey, in "Scenes of an indelicate character: The
Medical Treatment of Victorian Women," points out that because
"the right to write about the body belonged to men at
midcentury and to the medical expert in particuiar™ (43),
women were excluded from the debate about the use of
chloroform as anaesthesia in childbirth.

19 For more historical studies on women and medicine see:
J.A. and Olive Banks, Feminism and Family Planning in
Victorian England, which investigates issues of population
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control and contraception and the effect of medicine's
involvement in female fertility on women; Jane B. Donegan,
Women and Men Midwives: Medicine, Morality, and Misogyny in
Early America, in which she gives an account of the takeover
of midwifery from women by medical men and outlines the
oppressive effects on women; Barbara Ehrenreich and Deirdre
English, in For Her Own Good: 150 Years of the Expert's Advice
to Women which gives details of specific controlling
treatments of women diagnosed with gynaecological and nervous
complaints; Mary Poovey, Uneven Developments: The Ideological
Work of Gender in Mid-Victorian England in which she analyzes
the fiercely debated sccial issues around the introduction of
chloroform as anaesthesia for childbirth; Suffer and Be Still,
edited by Martha Vicinus, which has helpful articles on the
Victorian approach to menstruation by Elaine and English
Showalter, and the medical/legal approach to Victorian
prostitution and sexually transmitted disease by E.M.
Sigsworth and T.J. Wyke; and The Female Malady by Elaine
Showalter which deals extensively with the historical
construction and treatment of nervous diseases in women.

20 Ehrenreich and English, and Wood are unequivocal in
presenting an antagonistic relationship between women and
their doctors, whereas Wendy Mitchinson, although she deals
with the punitive aspects of medical care, is much more
willing to recognize the positive advantages of medical
advances over the years to women's health.

21 Chris Weedon notes that institutions like medicine "are
themselves sites of contest, and the dominant discourses
governing the organization and practices of social
institutions are under constant challenge" as they struggle
with "more than one subject position. While a discourse will
offer a preferred form of subjectivity, its very organization
will imply other subject positions and the possibility of
reversal" (109). Reverse discourse is the "first stage in
challenging meaning and power, it enables the production of
new, resistant discourses" {(110).

22 Recent studies which criticize medicine's treatment of
women are useful to the understanding of the continuing power
of medicine on seocial conditions, Hilary Graham, in Women,
Health and the Family 1984, points out that women's illnesses
are much more frequently diagnosed as neurotic than men's and
that women are prescribed twice as many mood-altering drugs
(78). What might be diagnosed as "'job burn-out' for men, may
be identified as depression in women" (81). Helen Roberts,
in The Patient Patients: Women and Their Doctors, notes that
women are "dependent on medicine and doctors for the most
basic control of their .bodies" (5); they '"go to the doctors
more often than men, they take more medicines than men, and
they spend morz time looking after other people's health than
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men do" (2). Elizabeth Fee, in Women and Health: The Politics
of Sex in Medicine 1983, emphasizes that physicians disregard
“"the relationship of medical ideas to their social roots"
(217) and interpret socially produced concepts of women as
natural. She advocates "the re-inversion of this process--
making the 'natural' reappear as 'social'" (217).

23 Patricia Branca, 1in her text, The Medicine Show:
Patients, Physicians and the Perplexities of the Health
Revolution in Modern Society, argues that medical histories
detail medical discoveries without examining their sociologic
impact and assume that "since the discoveries were designed
for society they automatically had positive social effects"
(90).

24 The 1leading medical journals in Britain and North
America continue to use male-inclusive language. There are
new journals dealing specifically with women's issues, such
as The Canadian Journal of Ob/Gyn & Women's Health, but they
are reluctant to print provocative or clearly critical
material. A recent review by Simmons in the Canadian journal,
Family Practice, of Dr John M. Smith's new bock, Women and
Doctors—--A Physician's Explosive Account of Women's Medical
Treatment--and Mistreatment in America and What You Can Do
About It rejects the book out of hand because of the "writer's
slanted point of wview" (72) without ever addressing the
reviewer's (or the journal's) bias.

25 Robert Mendelsohn M.D., in Male Practice: How Doctor’'s
Manipulate Women 1981 is one of the few unequivocal critics
writing from within the profession. His book is scathing in
its exposé of the American medical system and offers no
defense for medical misogyny which he ¢laims subordinates and
overtreats women.

26 See Emily Martin, "The Egg and the Sperm: How Science
Has Constructed a Romance Based on Stereotypical Male-Female
Roles" for an analysis of the sexist narrative of conception
which embodies culturally constructed gender roles with the
egg as alluringly passive and the sperm as lasciviously
active.

27 A more blatant exampie Howell gives of sexist medical
language is of a lecturer saying to medical students: "The
only significant difference between a woman and a cow is that
a cow has more spigots'" (305).

28 Johnson also points out that medical shorthand is
specific even to medical specialties. Not only might the
patient misconstrue the term SOB (shortness of breath), but
the letters ID might be read as identification to someone non-
medical, "Intradermal to the dermatologist, Inside Diameter
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to the physiologist, Infective Dose to the bacteriologist: it
can stand for our inner self, it can mean idem {the same), or
it can signify a kind of rash" (398).

29 Sue Fisher, in In the Patient's Best Interest: Women and
the Politics of Medical Decisions, examines the medical
interview and points out the imbalance of the power
relationship between doctor and patient. Whereas in normal
conversations both parties can contribute to a topic or change
it, in medical interviews "[platients are expected to answer
questions and to provide information asked for...they are not
expected to expand, amend, or disagree with the topic under
discussion" (80). Her research shows that "doctors, the
persons with authority, correct patients' pronunciation of
medical terms, correct their understandings of their medical
problems, and have the last word on the definition of the
problem[s]" (74).

30 Findlay's work examines social influences on medical
knowledge of women, and Scully and Bart outline the sexist
approach of gynaecologists who '"have tenaciously clung to the
idea of the vaginal ortasm as the appropriate response and
labelled 'frigid' and immature those patients who could not
experience it" even twenty years after Kinsey had "debunked
the myth of the vaginal orgasm" (1047).

31 Ann Douglas Wood in "'The Fashionable Diseases': Women's
Complaints and Their Treatment in Nineteenth-Century America,"
notes that medical studies consistently leave out important
health concerns regarding diseases like cancer and
tuberculosis, but "concentrate on every type of menstrual and
uterine disorder conceivable" (3); Jean L'Esperance 1in
"Doctors and Women in Nineteenth-Century Society: Sexuality
and Role" points to medicine's concern with "every activity
[a woman] engaged in which might interfere with her primary
biological purpose" (116); and Ludmilla Jordanova in Sexual
Visions asserts that "gender is a central medical metaphor"
(144), and that women, with their reproductive capability, are
considered closer to nature than men (21). Jordanova also
notes the nineteenth-century concept of 'Woman' which
"conveyed the idea that all women, irrespective of class,
race, creed or age, did indeed share certain essential
characteristics”" (8), specifically reproduction.

32 Thomas Laqueur, in Making Sex: Body and Gender From the
Greeks to Freud 1990, notes that "the standard of the human
body and its representations is the male body" (62), and
Teresa de Lauretis, in "Feminist Studies/Critical Studies:
Issues, Terms and Contexts," asserts that

all accepted definitions of cultural, social, and

subjective processes start from the same assumption: that

sexual difference 1is the difference from man, the
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difference of woman from man--man being the measure,
standard, or term of reference of all Tegitimated
discourse. (12)

33 Women were prevented or discouraged from intellectual
pursuits because science decreed that "exercising the female
brain could drain limited energy from her true roles of
reproduction and motherhood" (Bleier 2).

14 Bleier claims that science is not a "static entity" but
"is socially influenced and defined" (52). Scientific
language, she asserts, has the power to "create a particular
reality 2. view of reality that the writer holds and intends
througn writing to convey' (195). Russett examines the way
in which nineteenth-century "science was able to provide a
newly plausible account of [woman's] inferiority" (206), and
Hubbard states that this era "produced the natural and social
scientists and philosophers who generated most of our present
political and scientific ideologies” (35) which "maintain
sexual inequality" (17).

35 Laurie Finke, in Feminist Theory, Women's Writing,
points out that only by accepting the concept that gender 1is
socially constructed can we move away from the model which
condones women's oppression as "'natural,' the result of
universal and immutable 'differences' between the sexes" (3).

36 Elaine Showalter notes that women were also "excluded
by custom and education from achieving distinction in poetry,
history, or drama" (Literature 4).

37 See Dale Spender, Man Made Language; Cheris HKramer,
"Women's Speech: Separate but Unequal;" Nancy M. Henley, Body
Politics: Power, Sex, and Nonverbal Communication; David
Graddol and Joan Swann, Gender Voices; and Jean Bethke
Elshtain, Public Man, Private Woman: Women i1n Social and
Political Thought.

38 See Virginia Woolf, A Room Of One's Own, and Tillie
Disen, Silences, for discussion on the difficuities for women
to write, and Elaine Showalter, A Literature of Their Own,
with regards to problems with publication.

39 Robert Brudenell Carter, in On the Pathology and
Treatment of Hysteria 1853, advises physicians to leave a
hospitalized hysterical woman patient alone for the first day
or two of her treatment and not to "give utterance to a single
expression" about her affliction during that period (109-10).



CHAPTER 1

"THE PRIESTS OF THE BODY"™!

VICTORIAN MEDICAL DISCOURSE:

THE PROFESSIONALIZATION OF MEDICINE:

The middle of the nineteenth century marked a significant
change in the way medical practice was perceived in Britain.
Doctors became professionals, and their discourse gained a
sense of authority which continues to the present time.
Concomitant with the rapidly expanding body of scientific
knowledge, there were steady improvements in the standards of
gualification, examination, and regulation which contributed
to the power of medicine as an institution, and strengthened
its authority as a social and political body.

Doctors gained the power to pronounce on social situations
at this time, and women were most often the objects of their
advice. Thomas J, Graham, for instance, in On The Diseases
of Females; A Treatise Describing Their Symptoms, Causes,
Varieties, and Treatment published in 1861, takes a didactic
professional opportunity to denounce the social habits of
society women to the practitioners and medical students who

read his text:

Females who 1live in towns, and who have frequent
opportunities of engaging in the public pleasures of
gay and fashionable society, exposed to all the
temptations incident to the possession, or
accessibleness, of whatever means may be calculated

34
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to exalt the imagination, to inflame the passions, and
by excessive or too frequent indulgences, to abuse the
appetites, are in most cases the subject of
precocious, profuse, and morbidly irregular
discharges. (58)

Graham clearly believes that he needs no further justification
or evidence for his pronocuncements than his own valued opinion
as a physician. He uses his position as a doctor and his
experience with female diseases to threaten women against
personal indulgence. If they take too much pleasure, illness
will result, and it will be sure to be foul and have
embarrassing effects. 1 maintain that the professionalization
of medicine in mid-century contributed extensively to the role
physicians play, even up to the present, in dictating social
behaviour, particulariy in women.

Until the 1850s, medicine was deeply divided into three
separate groups, physicians, surgeons, and apothecaries, and
their training methods and responsibilities were diverse.
Physicians traditionally had the most power, as they came from
the upper middle classes, were university educated in the
classics, and attracted wealthy patients. By the 1840s,
howeveﬁ. apothecaries, who had some autonomous authority to
prescribe medicines and dispense drugs, were dissatisfied with
their subordinate position and fought to extend their powers
of practice. To this end they improved their training by
extending apprenticeship requirements to a full five years

(Youngson 13) and added a mandatory "half-year's experience

in an infirmary, hospital, or dispensary" (Haley 5). Surgeons
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sought to increase their professionalization by instituting
gualifying examinations in London in December 1844 {Cartwright
54). After that time surgery, and medicine generally, began
its move from an empiric art to a scientific practice {(134).

The two most 1mportant scientific discoveries which
facilitated the shift towards power in medicine were
inhalation anaesthesia in 1847 and antiseptic surgery in 1871
(Youngson 212), These innovations, along with the medical
regulation of water and food supplies, advances in home and
hospital hygiene and sanitation, plus better nursing care,
brought about vast improvements in patient health and a
corresponding elevation of the social status of doctors.

The 1858 Medical Act changed the organization of medicine.
From a group of disconnected practitioners with various levels
of ability and qualification, doctors were divided into those
who could meet a standardized set of requirements and those
who could not. The former were elevated to membership in a
professional association and were recognized to practice
medicine. The Act placed the Royal College of Physicians, the
Royal College of Surgeons, and the Society of Apothecaries,?
which were the licensing corporations of medicine, under the
aegis of a new ruling body called the General Council of
Medical Education and Registration? (Cartwright 56).
Association under one governing agency united the three
recognized aspects of medicine into an exclusive and

professional group with complete control over patient
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treatment.

The professionalization of medicine wunder the General
Council served to supervise and control the education and
assimilation of members into the profession and to protect
the public from the danger of unqualified practitioners. As
a result of consolidating doctors and controlling their
education, medical teaching 1improved and the public was
treated with greater consistency and skill {(Haley 5). Before
the formation of the General Council, variation in education
and practice was great, and the resulting patient care was
disparate and variable. Care improved as standards of
teaching were imposed by the newly formed Council.

Standardizing education, overseeing examination, and
reforming the organization of medical licensing bodies all
contributed to the rise in the efficacy and effectiveness of
medical treatment. Patients benefited from higher standards
of qualification, from better government control over who
could practice medicine and how, and from the rising spirit
of co-operation which prevailed among the medical specialties.
Although the general public certainly acquired better medical
treatment through the professionalization of medicine and
medical training, improved care was not the only motivating
factor which led to the Medical Act. Apothecaries, surgeons,
and general practitioners (who combined the skills of
apothecaries and surgeons) sought the changes to allow them

the same rights of practice enjoyed by university-trained
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physicians. Professional amalgamation ensured elevated status
and increased authority for members of the medical trades and
brought <them to the 1level of entitlement enjoyed by
physicians, while at the same time the regulations served to
exclude peripheral medical practitioners, midwives, and
quacks.*

The struggle for power within the profession assured the
exciusive nature of medicine. While the Royal Colleges and
the Society of Apothecaries fought bitterly amongst themselves
for place in the hierarchy of medicine, they were unified in
their agreement to keep unqualified practitioners out. The
Hippocratic Oath, as Cartwright points out, has at its core
"a promise to support members of the group, to confine
teaching of the art to a closed circle, and not to reveal the
mysteries to anyone outside that circle." Therefore, '"the
Hippocratic Oath ensured a 'closed shop'” (41). Through its
exclusivity, as protected by the Medical Act of 1858, medicine
gained considerable power to produce a selective and
authoritative scientific and social discourse.

By improving health care education and delivery, the
Medical Act also institutionalized an exclusive body which had
sweeping powers of control over patients. Doctors, like the
judiciary, had the power to lock up the sick, the insane, and
the medically dangerous; with their exclusive powers of
diagnosis entrenched in 1858, they were unopposed by any other

institution in their ability to impose treatment. Ironically,
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the improvements inherent in the formation of the General
Council, as well as protecting patients froem dangerous
unqualified medical care, Taid the groundwork for another kind
of debilitating and punishing institution.

The extent of increased power afforded medical
practitioners can be explained, in part, by a lock at the
state of medical practice previous to amalgamation. The
"system of treatment, taught in all medical schools in the
1830s and 1840s, recommended copious bleeding, violent
purgatives, and poor 1liquid diet for almost every kind of
illness or malfunction® (Youngson 18). Before the recognition
of disease-causing agents, such as bacteria and viruses,
treatment was basically antiphlogistic, based on methods which
were thought to counteract inflammation and fever, either by
the appltication of a counter-irritant or by alteration of
fluids. Such treatments were not only ineffective; they were
often horrific,

Surgery was particularly gruesome before the mid-century.
Perhaps one of the most moving accounts of a surgical
experience before inhalation anaesthesia is by Fanny Burney
in her diary, describing her mastectomy in 1811:

...when the dreadful steel was plunged into the
breast--cutting through veins--arteries--flesh--
nerves--I needed no injunctions not to restrain my
cries. I began a scream that lasted unintermittingly
during the whole time of the incision--& I almost
marvel that it rings not in my Ears still! so
excruciating was the agony. When the wound was made,
& the instrument was withdrawn, the pain seemed

undiminished, for the air that suddenly rushed into
those delicate parts felt like a mass of minute but
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sharp & forked poniards, that were tearing the edges
of the wound--but when again I felt the instrument--
describing a curve--cutting against the grain, if I
may so say, while the flesh resisted in a manner so
forcible as to oppose & tire the hand of the operator,
who was forced to change from the right to the left--
then, indeed, I +thought I must have expired. I
attempted no more to open my Evyes,--they felt as if
hermettically shut, & so firmly closed, that the
Eveiids seemed 1indented 1into the Cheeks. The
instrument this second time withdrawn, I concluded the
operation over--0h no! presently the terrible cutting
was renewed--& worse *han ever, to separate the
bottom, the foundation of this dreadful gland from the
parts to which 1t adhered--Again all description would
be baffled~-yet Oh Heaven!--1 then felt the Knife
<rack>1ling against the breast bone--scraping it!--This
-performed, while I yet remained in utterly speechless
torture, I heard the Voice of Mr. Larry,--{(all others
guarded a dead silence) in a tone nearly tragic,
desire every one present to pronounce if any thing
more remained to be done; The general voice was Yes, -
-but the finger of Mr. Dubois--which I literally felt
elevated over the wound, though I saw nothing, &
though he touched nothing, so indescribably sensitive
was the spot--pointed to some further requisition--&
again began the scraping!--and, after this Dr. Moreau
thought he discerned a peccant attom--and still, &
still, M. Dubois demanded attom after attom (612-3)

For all the horror of her operation, Burney was, at least, in
her own house, and she did agree, resignedly, to the surgery.
Others had 1ittle <choice in their treatment; Youngson
describes the frequent use of violent coercion in bringing
patients to brutal surgical procedures in England (27).
Before the advent of inhalation anaesthesia surgeons were more
to be feared than respected.

By the time of the 1858 Medical Act, medicine had entered
a new age of discovery and experimentation which had many
positive effects on the treatment of patients and the

prognoses of their illnesses. Surgery was routinely painless,
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and with more time to work on an unconscious patient, the
surgeon was more often successful. In 1848 the first Public
Health Bi11 was passed which "empowered a central authority
to set up local boards whose duty was to see that the new
homes had proper drainage and that water supplies were
dependable" {(Haley 9), and physicians, as the defenders and
protectors of public health, oversaw these boards in the
capacity of Medical Officers of Health Medicine's power,
with the shift from +trade to profession, extended from
exclusive rights to treat iilness to the power to safeguard
health, to manage childbirth, and to influence social
behaviour. General improvements in medical care brought new

respect from the public, and new authority for doctors.®

GENDERED SCIENCE:
"Let her trust her doctor, and all will be well" (Arthur
Allbutt 21).

Although scientific discovery led to radical advancement
in medicine, which provided new cures for illness, some of the
changes led to perilous new treatments--particularly for
women. Surgery was increased to such an extent after
chloroform was introduced that some surgeons were criticised
for having "operating mania" and younger surgeons were often
accused of attempting to "'to carve their way into practice'"
(Youngson 90). Women, whose medical complaints were so often

thought to be connected with their internal reproductive
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organs, became the frequent objects of this new surgical zeal,

Ann Dally, in Women Under the Knife: A History of Surgery,
1991, asserts that removal of the ovaries, or

ovariotomy gradually became accepted as the operation

by which a surgeon's skill and worth were assessed.

Almost any description of a surgeon in the second part

of the nineteenth century informs the reader of the

date when he 'did his first ovariotomy.' Clearly it

was regarded as an important milestone in a surgeon's

career. (139)

Ovariotomy formed the basis for all abdominal surgery (135).

Women were surgical guinea pigs; without the informed cansent

we now demand, they "submitted to the experiments that were

necessary for progress" (142) and underwent hysterectomy and

uterine 'repair' for conditions which were absoclutely normal.

The medical reasons given for mutilating surgery on women were

various. Dally claims:

Surgeons, who shared the prejudices of the age, began
o apply their growing skill in excising women's
reproductive organs for symptoms or complaints they
did not understand and which often did not relate
directly to the organ. Increasingly, they operated on
women not only for gynaecological symptoms, but for
conditions we would now regard as psychological. They
justified this not through scientific evidence, of
which none existed, but through prevalent beliefs and

fantasies about women which they liked to think were
scientific. (146)

Surgery was performed to combat masturbation and nymphomania
(146), and healthy ovaries were removed not only to alleviate
perceived gynaecological abnormalities, but also to treat
"women who were 'insane', hysterical, unhappy, [or] difficult
for their husbands to control, for example those who were

unfaithful to their husbands or disliked running a househaold"
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{(148).

Women who were diagnosed as insane were particularly
vulnerable to gynaecologic surgery after anaesthesia became
available, "Many psychiatrists thought that all cases of
female 'insanity' were sexual in origin and would be improved
by '..xtirpation' of the ovaries" (153), and between the late
1850s and "1906 about 150,000 women {in Britain] had had the
operation....the average age was thirty" (156).

Surgery was used to provide direct control over women's
voice and movement. To silence a "lady of voluble speech and

evil tongue" a surgeon could perform

the operation of 'glossodectomy' which...'means a
surgical operation upon the tongue, whereby its
abnormal wvolubility is tempered'. The aim of the

'glossodectomie’ operation for talking too much was
'to modify the development of the lingual muscles'
such as 'promotes rapidity of motion'. It was thought
that 'the mere inability to speak much without languor
often ensures peace when the desire of war is

present.' The idea was to 'reduce a woman's power of
utterance' to a normal state by partially dividing
some of the muscles of the tongue....'The patient

being under the effects of chloroform, a very fine
knife is run quite through the tongue and rapidly
withdrawn. The result is that certain muscular fibres
are cut' the mobility of the organ is in some measure
impaired,--to the extent, namely of making continuous
and violent objurgation impossible, but not of
interfering with temperate conversation. (Dally 158)

If a woman was found guilty of dancing too much, she could be
diagnosed as having 'gyromania,' and treated surgically:

a narrow knife was inserted and, after 'division of a
few fibres of the glutei and gastrocnemii muscles [in
the buttocks and calfl, no more'. the patient was
cured. She left the surgical home 'as complete an
ornament to her sex as any charming woman can well
be'. (159)
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Actions which were deemed to be inappropriate in women could
be modified or eliminated through surgery. Offending anatomy
was cut and the behaviour was cured.

With professionalization, medicine acquired complete
authority over illness and health, treatment and cure. Moving
from a pre-Victorian position in which doctors could offer few
treatment options, medicine gained the knowledge and
confidence with professionalization to improve 1ealth care and
thus practitioners could demand respect for their work. As
respect grew, their power also grew. Doctors acquired the
authority to make pronouncements on social as well as
physiologic issues. They began to define examples of
overindulgence in women, for instance, and to suggest the
medical 111 effects which could be expected from actions they
did not sanction. With anaesthesia, medical pronouncement was
able to move far beyond the area of advice on behaviour and
into the invasive field of surgical modification of the body.
The power of medical discourse extended from the consulting
room to the operating theatre, from the home to the ballroom.

Critics Ruth Bleier, Cynthia Russett and Ruth Hubbard® have
pointed out that nineteenth-century science considered women
to be inferior to men. The gender bias of Victorian
scientists influenced the medical treatment of women. Thomas
J. Graham's 1861 text is a typical example of the gendered
construction of female disease by medical discourse:

There are three things which may be said to render
females very prone to derangement of health, and which
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modi fy their disorders, namely, -1. The greater
sensibility and irritability of their frame. 2. The
changes continually sustained by the uterus at and
after puberty, and the peculiar function of
reproduction which 1t 7s destined to perform. 3. The
greater development of their capillary circulation.
(xT177)

Graham's statement suggests that all women are abnormal, and
that 111 health is an expected and inevitable state. His
pronouncements were wunverifiable by scientific knowledge
available at the time, but the power of medicine allowed Dr
Thomas Graham and other experts freely to entrench gender bias
into medical practice.

The female reproductive system was always regarded as the
obvious focus of difference between men and women, but now it
also emphasized what made women similar to each other (Poovey
Uneven 6). Individual 'women' became collective 'woman,' a
term which attempted to contain all females of childbearing
age. The distinguishing features between individuals and
groups of women--the choice or facility to reproduce
notwithstanding--were glossed over by a scientific and medical
discourse which melted them down into one body, whose dominant
feature was a uterus. Grouped this way, they were easy prey
for scientific pronouncements which affected not only their
oiology, but their employment, their education, their cultural
expectations, their entire lives. In essence, women got
reproduction, men got the rest.

Women's nature was explained by Darwin's theories which

were taken up by medicine., The evolutionary ladder had a rung
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reserved for women, a rung always situated beneath the one at

the top for men. In 1871 Darwin asserts:

It is generally admitted that with woman the powers
of intuition, of rapid perception, and perhaps of
imitation, are more strongly marked than in man; but
some, at least, of these faculties are characteristic
of the lower races, and therefore of a past and lower
state of civilisation. (Descent 326-7)

Using the dictum that "nothing can be understood without its
history" (Levine 16), Darwin entrenched woman's subardinate
position. Because of her past, which he interpreted as
inferior, his theory restricted her to a future of submission
to man. According to Darwin's reasoning,
The chief distinction in the intellectual powers of
the two sexes 1is shewn by man's attaining to a higher
eminence, in whatever he takes up, than woman can
attain--whether requiring deep thought, reason, or
imagination, or merely the use of the senses and
hands. If two lists were made of the most eminent men
and women 1in poetry, painting, sculpture, music
comprising composition and performance, history,
science, and philosophy, with half-a-dozen names under
each subject, the two lists would not bear comparison.
We also may infer, from the law of the deviation of
averages...that if men are capable of decided eminence
over women in many subjects, the average standard of
mental power in man must be above that of woman. (327)
Darwin conveniently omits the contribution of cultural
influences to the production of greatness. He disregards the
fact that women had 1ittle access to formal education--and no
access to higher education--making their prowess at history,
science and philosophy almost impossible. Darwin accepts
history as truth, rather than as a narrative which is as
selective as science both in bias and omission.

Women were told they were restricted by their reproductive
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biology from transcending their nature as child-bearers and
care-givers. Any attempt to stimulate the brain detracted
from the physiologic nourishment of the life-giving
reproductive forces and was therefore disastrous for women,
for the race. Thomas J. Graham in 1861 writes:

I believe that the marked influence of the womb on the
brain may account for the greater number of instances
of madness found in females than in males, it being
computed that the proportion is, in this country, as
five of the former to four of the latter.?(3)
Women's reproductive capacity was also believed to prevent
lucid thought, particularly during menstruation. According
to James McGrigor Allan, a nineteenth-century physician,
during menstruation women "'suffer under a Tlanguor and
depression which disqualify them for thought or action, and
render it extremely doubtful how far they can be considered
responsible beings while the crisis lasts'" (Russett 30).%
Men, however, not encumbered by their reproductive functions,
were able to transcend the body and to harness and control
nature, rather than just be a part of it.

Pregnant women were increasingly instructed by doctors to
maintain a passive reole in birth. In his 1889 birthing
Handbook, Dr Arthur H. Allbutt asserts that "[hlaving got
everything ready, the young woman should do nothing till her
doctor arrives, and then she should place herself entirely in
his hands,® looking upon him as her best friend for the time

being." The woman is deemed to be young and is ordered,

during her "confinement," to be idle and submissive. Her
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actual best frierds are excluded by the physician: "The
woman's husband and neighbours must be kept out of the lying-
in-room. None but the doctor and nurse should be allowed in
it" {19). The patient is told she must comply with the doctor
or she will suffer: "if the woman does all she is told, the
use of forceps in many cases gives great assistance, and
shortens what would be a long tedious, and painful labour”
(22).

Allbutt's paternalistic advice reinforces the image of
woman as childlike and submissive and accentuates the power
of medicine not only to ascribe women's subjectivity, but also
mysteriously and maygnanimously to deliver her from pain and
suffering. By suggesting that not complying with medical
advice will make a woman's labour more difficult, Allbutt
contributes to the expectation of obedience in the female
subject.

When women are told they will suffer physical pain if they
resist medical advice, they are likely to acquiesce. By first
frightening women and then holding the possibility of pain
relief over them, doctors like Allbutt have the power to
control not only women's actions in labour, but also their
general behaviour, for when women are forced to put their
complete faith in the men of powerful institutions like
medicine and to distrust their own inclinations, they must
relinquish any control they have aver their health. When the

doctor must be relied upon absolutely, the woman is compelled
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to see herself as weak and unreliable. Thus medical discourse

has the power to construct the female subject.

THE PENETRATING GAZE:

In the second half of the nineteenth century there was a
revolution in science which produced significant discoveries
in many areas of inquiry including genetics, pathology, and
biochemistry. Where once medicine had little to rely on but
the observance of gross anatomy combined with trial and error
and conjecture, it could now apply the scientific concepts of
detailed physical examination and microscopic visualization,
New tools and new tests revolutionized the methods of
diagnosis and improved the outcome for unwell patients. From
merely t—~eating symptoms, now doctors could isolate and name
various diseases, prescribe more effective treatments, and
provide more realistic prognoses. With physical examinations
doctors could interpret signs (what they could perceive} not
just symptoms {(what patients described). There was a shift
from a subjective presentation by the patient to the objective
determination by the physician. With the doctor as subject
and the patient as object, the power rested securely with the
medical profession.

Scientists who introduced germ theory and cell theory
posited the existence of microscopic organisms and structures
within the body which caused and/or responded to disease.

After the presentation of these theories by such men as Louis
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Pasteur and Rudolph Virchow, physicians had new things to look
for. To see these newly identified objects, they needed new
tools. Suddenly the physician's gaze intensified.

Certainly the medical gaze had always been '"central to the
acquisition of valid knowledge of nature," to the observance
of normal and abnormal, natural and unnatural:

From classical times, science and medicine have been
explicitly concerned with the correct interpretation
of visual signs, and skill in those fields was pre-
eminently seen as a form of wvisual acuteness.
(Jordanova Sexual 91)
But whére once medical professionals could see only slightly
more than an untrained individual looking at an i11 patient,
now, with the aid of technical instruments, they could delve
into the inner recesses of humanity. With the microscope,
cells could be isolated and observed and bacteria seen and
identified.

The new technology involved getting both closer and farther
away from the patient. Dissection of the cadaver had been
central to medical training in the nineteenth century,
particularly for the surgeon, and it "became the symbolic core
of scientific medicine--the place where signs of pathology
were revealed to the medical gaze" (100). But while doctors
inevitably unveiled the lifeless body, they had little access
to living flesh. Physical examination as we know it was rare,
and doctors relied wholly on wverbal or even written

descriptions of their patients' 1illnesses; only after the

scientization of medicine were hands--and eyes--l1aid on. The
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body was prodded, palpated, perused. It was squeezed,
sounded, and surveyed, Skin was bared and the doctors' hands
and eyes gathered new evidence from detailed observation of
exposed flesh.

When microscopic examination was applied to medicine in the
mid-nineteenth century, "previous concepts both of disease
and of the human body [were] radically altered” (Cartwright
137). The concept that individuals were made up of
recognizable microscopic particles--as was all matter--
chailenged the very basis of civilization. When added to
Darwinism, the concept was a blow to religion and the basic
concepts of the creation theory of humanity.

With microscopes doctors could peer into the depths of the
human body with magic eyes. Foucault claims that in
eighteenth-century France medical observation "was a gaze that
was not content to observe what was self