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of the Encycopedia Britan-
nicg has no entry on tech-
nology, while the 1974 edi-
tion devotes thirty pages
to it) This is not an anti

by economic forces and technology essay. In medi-
maldistribution of health Broom dne, one can no more be
services. Technology, a antitechnology than ant
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tem or redirect its fun- The issue is how to solve the
damental goals. Further, - difficulty epitomized by
if there is one thing that byEﬂCI. Cassell Emerson’s observation,

can be singled out as the
engine of the medical
economic inflation now
occurring everywhere in
the world, it is the seem-

Like the broom in “The Sorcerer’s
Apprentice,”

take on a

“Things are in the saddle
and ride mankind.” Tech-
nology is not the problem,;
it is the relationship to it of
those who employ it that is

ingly irresistible spread & S 3 If this is not
of technology into every  life of their own. To bring them under  solvable, our entire project
level of medicine—irresis- doctors must learn isa waste of time.
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and nations alike. Evi-
dence that technology is
a problem is everywhere
in medicine. In intensive
care units the world over,
the technology of moni-
toring, organ support,
and resuscitation is used
where it is appropriate—related to
the aims and of the sick
pemn.ltualsousadwherelt:s
inappropriate, defined by th

of the technologyand
the consequent expertise ofphysl—
cians rather than—or even con-
trary to—the good of the sick

person.

Like the broom in “The Sor-
cerer’s Apprentice,” technologies
come to have a life of their own, not
only because of their own proper-
ties but also because of certain uni-
versal human traits. Technologies
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ambiguity, resist the lure of the imme-
diate, cease fearing uncertainty, and
rechannel their response to wonder.

come into being to serve the pur-
poses of their users, but ulti

mﬁmmmm
in terms of the technology. As a
class, technologies are reductive,
oversimplifying, impatient, intoler-
ant of ambiguity, and democratic.
They spread much more quickly
than the ideas that inform them.
Democracy has only gradually

spread over the world: the transistor

radio did it in a decade.

It is not or useful to
revisit the long history of the debate
about the wonders or dangers of
technology except to acknowledge
its existence and the literature it has
engendered, from Goethe's Faust
to Huxley’s Brave New World. On the
other hand, systematic concern
about technology is largely a child
of the second half of the twentieth
century. (The famous 1911 edition

nology presents problems
for which dictionaries are
no help, because the term
can be used in a manner so
broad as to defeat under-
standing. Thus, any tool
employed in a craft could
be said to be that craft’s
technology. In this discussion, I
want to limit the term to the modali-
ties and instrumentalities that
greatly extend the power of human
action, sensation, or thought in
ways that are independent of the
parlimlar user. In addition to the
instruments and devices usually
considered as technology, we
should include, for the sake of
cations—cardiac, antimicrobial,
psychotropic, or whatever—that
greatly extend our therapeutic
power. It is our power that tech-

Technology is not scence. They
as in “scitech™—but they are dis-
tinct. Science is not my topic. The
topic is to see what there is about
PET scanners, MRI, angioplasty,
endoscopy, automated chemistry
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machines, and so on—the whole
wondrous not the science
that spawned them—that poses
for medicine.

Technologies are reductive and
oversimplifying. Much of their hold
on medicine, however, is a result of
two prior reductive steps in the his-
tory of medicine. The first step was
reducing the problem of human ill-
ness—with all its intricate physical,
social, emotional, and cultural
aspects—to the biological problem
of disease. Diseases were initially
defined as physical entities with
cal) characteristics and unique
causes, These two unique character-
Precise definitions, in addition to
anatomically (or biochemically)
dm:emable characteristics, finally
the productive entrance

of science into medicine. The sec-
ond reductive step follows from the
scientific i of diseases.
Here the findings of science be-
come the accepted picture of the
disease, further oversimplifying the
problem. The scientific discovery of
the disease t completes the
simplification as the agent, for ex-
ample, the tubercle bacillus, be-
comes the virtual equivalent of the
disease, tuberculosis. These defini-
tions, identifiable characteristics,
scientific investigations, and conse-
quent technologies perpetuated
the oversimplification of human ill
ness. There is, however, a certain
circularity whose presence should
be acknowledged. Disease defini-
tions permit the entrance of
science. Science increases knowk
technologies and promoting the
development of further technology.
These technologies come about be-
cause of the scientific understand-
ing of the disease and reinforce the
original picture of disease that
started the cycle. This circle also
contains the values that direct the
technologies toward the facts that
support the values. Breaking out of
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such a circle is one of our tasks—but
notan easy one.

‘What I have just noted may be
the way technology entered medi-
cine, but knowing this will not end
its almost autonomous growth. We
will not solve the problem of tech-
nology without providing other so-
lutions or defenses against the
human characteristics that lead to
our difficulty. I will discuss five such
characteristics: wonder and wonder-
ment, the lure of the immediate,
unambiguous values, the avoidance
of uncertainty, and the human
desire for power.

Wonder

The first hold that technology
has on us! call wonder and wonder-
ment, When I lecture at unfamiliar
instimutions, I'm frequently taken on
a tour of the place. Once, in Pitts-
burgh, I was shown their new car
diac cath labs—four of them! Why?
Did they think I'd never seen a cath
unit? Why didn’t they take me by
somebody’s office (whispering, so
as not to disturb) and say, “There’s
one of our smartest doctors™ Be-
cause everybody loves the new and
the shiny, especially when it does
fantastic or seemingly inexplicable
things that enthrall us. Wonder is a
state that throws animals out of

i t just human ani-
mals, but also quizzical dogs. Make
aﬁmnymmdaithedogandnnlm
its head: what’s this? Children get
wide-eyed. The wonderment must
be reduced to bring the world back
into order. So people (and dogs, I
guess) have to figure out what the
wondrous thing is and how it works.
And, of course, how to control it. I
could demonstrate this in a minute
to any audience of American physi-
cians. If I were to put on a table a
funny-looking device that had a
screen and strange keyboard

plewmﬁdmonm
it, manipulating the keys msee:f

they could bring up the control sys-
tem, find out what it is and how it
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works. Wonder is not easily put
aside and is quickly reawakened—
one taste leads to a desire for more.

Wonder and wonderment cause
physicians to use and overuse their
technology. They like to see it in
action—and they wanta new model
as soon as possible. Wonder may
seem a childish motivation in a very
serious pursuit. It is childish; that is
one of its attractions. It helps solve
the problems of boredom, absence
of meaning, and loss of motivation.
But it needs to be kept in check
The human body is wondrous and
so is the psyche, which is why some
doctors love to take the body apart
and others love to pry into the
psyche. Yet surgeons are socialized,
as are psychiatrists, never to cut
into the or mess in the mind
unless it is for the patient’s good.
We know that curiosity—an aspect
of wonder—is not easily held in
check, but much tme in medical
education is spent successfully so-
ializing doctors to hold their curi-
osity in check. This says it can be
done.

The Lure of the Immediate

The second reason for tech-
nology’s hold on physiciansis that it
roots us in the immediate, the now
of its presence. The numbers of the
readout, images on film, dexteﬁly
required for its deployment, techni-
calmmplmhes,mba,mrm,phxgx,
vahm,needles,gauges,nurmrs,

cusing devices, and on and on exist
inthehemandnmv——-theimmedi—
ate moment. But these things are
immediate in another related, but
perhaps more important sense:
they are unmediated by our own
reasoning. The technological out-
put is a thing in and of itself Com-
puter jargon even has a name for it,
WYSIWYG, What You See Is What
You Get. The user doesn't have to
reason from one output to another;
each is distinct.

How different from the patient.

A bundle of large questions, a life
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that exists only in the most fragmen-
tary sense in the here and now.
Look at a patient, see only the here
and now, and you have missed the
truth of a sick person. Any one mo-

tell—and what it means. Why isn’t
the same thing true of the image on
the film? It can be true, it should be
true. The physician viewing the
image should be reasoning about

It is not that doctors are l::(: it's just that they have

come to accept these

ogies and their output as

the equivalent of the thing being tested.

ment of life—in an intensive care
unit or a nursing home—contains
only one bit of the importance of
something much larger. A human
life is a trajectory through tme, the
historic route of a society of com-

attendance is also a society of com-
plex parts pursuing a historic route
that interacts with the patent.
God bless the immediate—no
need to get caught up in all that
sick person stuff. That is
why, given a complicated human
question in the care of the sick, we
doctors love to start talking about
physiologic parameters, calling up
dmurplmnmgmmml-‘or
example, the attending physician
and medical students stood outside
the room of a dying patient whose
suffering could not be controlled.
Did they speak about her suffering,
orwhat to tell her or do for her? No,
they were reading her test results
and X-ray films—irrelevant to her

present problem but much simpler
and more immediate.

Why isn’t the examining hand
on the abdomen just as immediate
as looking at a readout or com-
Pufe?gmmzedhnage?Bemuseit
isn'tjustahand, or sensationsin the

fingers, it is a doctor feeling re-

what must have come before and
what will follow from the informa-
tion contained in the image. And
then how that information fits in
with what he or she knows of the
patient and the patient’s interests,
desires, purposes, fears, and con-
cerns. But as the technology gets
better it becomes more autono-
mous, it tells you directly what it
means in immediate terms—like
the computergenerated EKG inter-
pretations. Or a specialist, whose
sole job is to interpret the image,
tells you what it means in unmedi-
ated terms. As we all know, physi-
cians less often read their own X
rays (even with the interpretation in
hand), or go to the pathology de-
partment when the biopsy is being
read, or question the precision, ac-
curacy, or validity of the automated
chemistry report. It is not that doc-
tors are lazy; it’s just that they have
come to accept these technologies
and their output as the equivalent
of the thing being tested.

There are specialties in medi-
cine that have always lived more in
the immediate than others—sur-
geons are the best example. The
open wound, flowing blood, and

viscera are more immedi
ate than the evolution of a drawn-
out illness, The spedial attraction of
the immediate is one of the reasons
that surgeons are different from in-
ternists (or the other way around).
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_ the suffering of a patient.

The of answers that we
teach about diseases are
ill suited to frame the longerterm,
ness of the to whom the
monitors are connected. Science
has ruled out of court the informa-
tion from values and aesthetics by
which we live our lives,
only brute facts. One of the advan-
tages of the immediate is that it
provides answers—information—
whenmorcmltvantundewandmg
would require deeper reasoning
and greater involvement from doc-
torsas persons. Understanding can-
not operate scparately
soner, as can the computer. Imme-
diacy and its lesser requirement for
reason fadlitates a detachment from
Thus we
are held in thrall by technology as
much by the seeming advantage of
the immediate as we are by its
wonder.

The Lure of the Unambiguous

The third aspect of technology,
unambiguous values, keeps it em-
ployed sometimes even when it is
inappropriate, Watch the movie of
a coronary arteriogram. It's like a
Western, where you can quickly
tell the good guys from the bad

guys. The values are clear and un-
ambmu.\ﬁmzdoqumdyem
the vessels, a good coronary arteri-
ogram is anatomically clear. You

it to those taken pre-

vlouslyand subsequently. Agood
coronary artery is open and a bad
oneiso‘bstmcred,althmxghﬁlere
are criteria for of good and

won't get through it or that it can-
not be bypassed. Although they may
disagree with one another about
details, i are absolutely
clear and straightforward about
such things. When they are not,
they make new criteria to remove

iy
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Virtually all technology is
marked by similarly unambiguous
values. In fact, lack of ambiguity is
essential to good medical science. If
cardiologists at Cornell cannot
speak the same language and mean
the same thing by technical terms
as those at Stanford, Oxford, and
the Hétel de Dieu, then interna-
tional research is impossible and
progress in medical science will be
impeded. So, on the face of it, the
unambiguous seems reasonable—
except that we do not
generally know how or when to
abandon it. Many, in fact most, of
life’s simple pleasures are also un-
ambiguous. We generally know
what is good and bad behavior,
food, wine, and sex. On the other
hand, the development of sophis-
tication in nontechnological pur-
suits involves appreciation of com-
plexity and ambiguity. Sophistica-
tion in technology, I believe, goes
in the other direction. More sophis-
ticated means less ambiguous; the
better the piece of equipment, the
clearer the values.

But good or bad as measured by
technology is not necessarily the
same thing as good or bad for
patients. Coronary artery disease
and its technologies are a case in
point. Imagine an instance, com-
mon enough, where a middle-aged
man without symptoms wants to
join an exercise program. He is re-
quired to have a treadmill exercise
test. His test results (following the
usual Bruce protocol, which ap-
proximates no exercise you have
everdone) are positive by published
criteria. He is advised that these
unambiguous criteria often indi-
cate coronary artery disease and
should be followed by a thallium
stress test. The test (in this case) is
also positive and he is advised that
he should have a coronary arterio-
gram. (In many instances the thal-
lium scan is considered redun-
dant—the patient goes directly to
the arteriogram.) The arteriogram
shows (in this instance) significant

P . T e e
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obstruction of a coronary artery.
Subsequently, a coronary artery an-
g:oplastyisdone to reduce the ob-
struction. This litile scenario is ex-
tremely common in the United
States—and increasingly so else-
where. There is no quality evidence
that the outcome of this chain of
events makes a positive difference
in the life of such a patient—that
asymptomatic patients with a posi-
tive test who go to angioplasty or
bypass surgery do better than
patients who are notso treated. The
relationship between what is consid-
ered good and bad in the results of
the tests and what is best for the
patient is at the very least obscure
and at the worst, just plain wrong.

What has happened is that be-
cause available technology permits
visualizing the major coronary ar-
teries, atherosclerosis of these ves
sels, which can be demonstrated
unambiguously, has come to be
taken definitionally as the equiw
alent of coronary heart disease.
Coronary heart disease is a more
complex entity than merely ath-
erosclerosis of the major coronar-
ies, although the two are often as-
sociated. For example, at autopsy
one will commonly see old people
whose coronary arteries are so filled
with the calcium deposits charac-
teristic of advanced atherosclerosis
that one wonders how blood ever
gets through them. Why did they
have coronary artery disease but
show no evidence during life of
loss of everyday function due to
heart disease? Because they did not
have heart disease. Unfortunately,
physicians infrequently attend au-
topsies and thus are not
exposed to this common phenom-
enon. Conversely, sometimes one
sees a patient with clear-cut signs of
coronary heart disease, but liule
evidence of obstructed coronary
arteries.

The second demonstration of the
absence of the disease but the pres-
ence of a marker that technology

has elevated disproportionately is
35

the person captured on the tread-
mill whom I described a moment
ago.It'permmlikedﬂshavehmm
mﬂ‘ngoodpmxpmgﬁmcﬂmr—non—

mal ejection fraction—they do very
well with their operations or angio-
plasue&Theyoughtto They don't
have heart disease.'

As 1 suggested previously, human
sophistication is marked by toler-
ance for ambiguity, whereas sophis-
ticated technology removes am-

It does this by narrowing
down the field of difference be-
tween what is good and what s bad,
so that ultimately one test result is
taken to be good and another result
bad. And that is how the state of the
coronary arteries became accepted
as the equivalent of a disease of the
heart iwelf in the circumstances I
have described. This is Whitehead's
fallacy of misplaced concreteness
writ large.

We must not forget that techno-
logical measures of value, even as
they achieve a life of their own, are
derived from human values. When
medicine’s priorities (another word
ﬁ:rvahms)aremomptsuc,ﬁ;eywm
be represented by a
also exemplifies simple values. For
example, giving a part priority over
the whole allows you to sustain an
organ but lose sight of what is best
for the whole person. We value the
preservation of structure over the

jon of function. We value

and length of life over quality of life.
The development of technology
is not an event but a process. Tech-
nology is invented to solve problems
arising out of the pursuit of medical
values. Technological values, how-
ever, foster medical values that are
intwlerant of ambiguity, which sub-
sequently leads to a new stage of
technology. As a result, the sophis-
tication necessary for physicians to
tolerate the ambiguity inevitably
following on attempts to break out
of the circle is stifled. The odd thi
is that if one faulted modern physi-
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cians for lack of sophistication they
would most likely dismiss the crit-
cism by pointing to the sophist-
cated equipment they use.

So, to wonderment and the lure
of the immediate, we add unam-
biguous values as a reason why tech-
nology runs doctors rather than
vice versa.

The Pursuit of Certainty

The central problem that phiysi-
cians confront is uncertainty, which
is the next reason for the domi
nance of technology. It is doubt that
grays hair. Many years ago Renée
Fox wrote an essay called
for Uncertainty” that a in
The Student Physician, a book about
the socialization of medical stu-
dents based on studies of the classof
1954 at Cornell.’ She identified two
reasons for uncertainty: first, de-

fects in the kn of the in-
dividual physician, and second, the
uacies of the profession’s
knowledge. Evennfl,nn[mbilny
granted, knew
knew, I would not know
'Ihe:rewm:ldm]lbeuncertamm
But in an ideal world of Iete
knowledge, in this view, we co

certain. Unfortunately, as Sam
Gorovitz and Alasdair MacIntyre
pointed out years ago at a meeting
at The Hastings Center, there are
nmaﬂuermotsofmloenamtythat
can never be removed.” The first is
that every decision, small or large, is
made about the future, and the fu-
ture is ineluctably uncertain. All
medical decisions are about the fu-
ture, since the future starts an in-
stant from the present. Second, un-
certainty can never go away because
all of science, medical science or
any other, is about generalities. But
every patient is a in-
dividual and necessarily different
in some respect from the general.
Thus, clinical judgments are always
uncertain, and medical knowledge
necessarily involves uncertainties.
In clinical medicine as elsewhere,

the more important the knowledge
required by the decision, the less
tolerable is the uncertainty. Since
physicians commonly make deci-
sions that have profound implica-
tions for the lives of others, uncer-
tainty is a constantly disturbing fac-
tor in medical practice. Patients
have the same uncertaintes as phy-
sicians, or worse. They commonly
solve them, ultimately by trust—
trust in the physican—which in-
creases the burden of the doctors'
uncertainties. Physicians follow the
same path as they trust their consul-
tants and their technology.

There are a number of strategies
to reduce uncertainty, and tech-
nology can play a part in each of
them. The first strategy is to shrink
the clinjcal problem undil it is not
that of a particular sick person, but
of an organ. For example, a patient
complains of pains in the chest that
are of an unusual type. The pain
does not seem to be related to exer-
cise, position, or food, yet it has
been persistent. The question of
heart disease is raised, yet one test
for heart disease after another is
shown to be normal. The patient is
reassured that the pain does not
represent heart disease because the
tests are negative. This may in fact
be correct, but the pain, not the
presence or absence of heart dis-
ease, is the problem. The positive or
negative certainty of each test pro-
vides an answer to the redefned
problem and reduces the physi-
cian's uncertainty. Perhaps the
patient will also be reassured, but
perhaps not. The physician's state-
ment, “Your problem isnot . . ." is
not nearly as good a response as a
positive answer to the question
pain is a result of . . ." Further, the
question of chest pain has been
changed to the question of coronary
heart disease, which is changed to
the question of coronary artery dis-
ease. And, as | have noted, chang-
ing the question is a result of avail-
able technology.
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Redefinition of the problem in
terms of a techn answer is
often in the case of back
pain. Here, the questions of cause
and treatment with regard to the
patient’s pain become a question
about the pathological anatomy of
thespine,whichcanbemmu‘edby
consulting a picture of it. As we
know, the cost of this picture has
risen over the last decade as
the initial simple X rays of the spine
erized tomography and most re-
cenﬂybymagnenc resonance im-
aging. The image on the film—with
its implication of objective cer-
tainty—comes to stand for the
patient’s back pain, to the point
where greater weight is given to the
image on the film than to the
patient’s pain.

thlaems such as chest or back

pain were prew:mly addressed by
takmg the patient’s history and
doing a physical examination. But
these diagnostic methods were
fraught with uncertainty and were
particularly dependent on the skill
of the individual . These
techniques had the fl.lrther dis-
advantage of fordng the physician to
confront an intractable source of un-
certainty: the individuality of the
patient. Technological methods
move the evidence in di-
agnosis away from the patient and
reduce the i of the pati
particularity on the physician. In
using them, physicians mistakenly
believe they can reduce uncertainty
by changing the patient’s problem
to one for which there is a techno-
logical answer. They then reduce
the problem from that of the patient
to that of an organ or body part for
which a exists, and they
distance themselves from the
patient by employing that tech-
nology. On the therapeutic side,
technologies may reduce uncertain-
tlesbyprmdmgmunenlsthat,al-
though of unquestionable value in
some situations, are employed in sit-
uations where they have no utlity.

Reproduced with permission of the copvriaht owner. Further reproduction prohibited without permission.
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Technology would not produce
problems in relation to uncertainty
if it did not, in fact, frequemly re-
duce uncertainty, sometimes dra-
matically, because of the
change produced by effective
technologies, I believe that doc-
tors are no longer trained in the
management of uncertainty in the
fashion first described by Fox. Asa

associated with greater uncer-
tainty. It is the case that hard facts
drive soft facts into hiding, which
in turn drive softer facts into ob-
livion. Technologies produce hard
facts.

All the wonder, dislike of am-
biguity, and fear of uncertinty that
afflict doctors are present among

And the stakes are highest
for them. In the current medical
world of the United States, patients
have a significant voice in the
choice of diagnostic strategies and
treatment. They are generally
knowl to an unprece-
dented degree. Not surprisingly,
their knowledge is greatest about
new ies and treatments,
details of which fill the pages of
newspapers, ines, and health
promotion newsletters. It is fair to
say that many patients believe that it
is the test rather than the physicdian
that makes the diagnosis, and the
drug rather than the physician that
cffects the cure. (If a CAT scan
shows a lung tumor, did it make the
diagnosis? A physician chose a CAT
scan rather than, say, a plain film of
the chest and decided to image the
chestrather than, say, theabdomen.
The CAT scan was employed in the
diagnosis.) Consequently, patients
have been an active force in the
increasing deployment and domi-
nance of technology.

—_—
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Technology Is Self-Perpetuating

Employing one fre-
quently leads to the use of another.
This is most easily demonstrated
by the function of computers in
monly, each “bed” in a necnatal unit
has its own computer to analyze and
display the physiological state of the
infant. The requirement of com-

redefined so that a technology be-
comes when it might
otherwise not be. A saying that
makes the point has become popu-
lar among physicians, “To the man
with a hammer, everything isanail.”

Power

The final reason for the inap-
propriate use of technology is the
power it confers on physicians and
their instimtions. While the mean-
ing of power seems selfevident,
some further explication is re-

machines make redun-  quired. The power to act is basic to
dant the manual skills of techni- human existence and is employed
cians, other automated laboratory  to control or influence events. In
examinations become necessary its absence we feel powerless, which
because technicians no longer do s a self-destructive state. We exist
the testsby hand. The resulisconse-  for ourselves and for others in our
quent on the use of one technology ~ actions; when we act, we simul
apparently only be answered by  world. The scope and effectiveness
other technologies. Computerized ~ of our actions in both selfcreation
tomographic images of the central  and influence on the world are de-
nervous system may introduce termined by the degree of our
doubt that only magnetic reso- power. Since we are social beings,
nance imaging can resolve. General vnmnllyalln{m:racmmtakephoe
expectations have been created in 2 world of others, and our power
among physiciansabout levelsofac-  is relative to the power of others.

In using technological methods, physicians

believe they can reduce

nnslah:nly
by changing the

patient’s problem to one for which there is a technological

answer.

|

accuracy, certainty, and lack of am-
biguity are not important in a par-
ticular instance.
Doctors who have mastered a
tend to use it as often as
possible—not necessarily for rea
sons of profit, but because they love
their skills and technologies. As
noted earlier, problems tend to be
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'Ihus,myalihtytoactanmgothm
is partly dependent upon permis-
sion to exercise my power by those
more powerful or my desire to exer-
cise my power in relation to those
less powerful. Frequently the word
‘hierarchy’ is used to refer to social
does not reside in us only as in-
dividuals but also by virtue of our
our sodal status. Thus, hierarchy
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may be role dependent rather than
the result of selfgenerated power.
Power relationshi; ich also
exist among and between animal
groups—are dynamic. It is difficult
to exaggerate the importance of the
exerdise and experience of power.
Even in societies,
the ability to do things better than
others do them confers power. Pos-
sm'onsoonfuwbecamethcy
bestow status—material wealth is
the most obvious example—but so
does access to objects ofsupenor
efficacy. In fact, changes in one’s
access to things containing supetior
efficacy in themselves may alter
one's status, A wellknown ethno-
graphic example involves a culture
in which the only available axes,
made of stone, were in the posses-
sion of the tribal elders. These axes
were not onlyused to cut wood, but
were also 2 measure of status and a
factor in barter among tribes. West-
ern missionaries came to the tribe
and offered steel axes as incentives
for conversion to their religious
beliefs. Wide distribution of these
powerful objects—both totemic
and T i altered
hierarchical and status relations
within the tribe and its associations
with its neighbors.
Technology, as noted earlier, is
employed in this discussion to refer
to modalities and instrumentali-
ti:sthatgmaﬂyenendﬁ:epawer
of human action, sensation, or
thought and that have this efficacy
independent of the particular user.
There is lile doubt that one of the
auractions of technology is its abil-
ity to confer status and rank on in-
dividuals. Medical power is demon-
strated when a plastic surgeon makes
someone look younger, when infec-
tion is treated, blood pressure is
lowered, or pain relieved. Every
therapeutic and diagnostic act is a
demonstration of efficacy and thus
of power. The th ic effective-
ness of the relationship between
patient and doctor is dependent in
part on a belief in the physician’s

individual and institutional power
over the forces of nature. In pre-
vious epochs, the physician’s power
came not only from his or her
shared knowledge of the body and
disease but also from the personal
development of knowledge about
the sick and sickness and demon-
strated effectiveness in the diagno-
sis and treatment of patients. Per-
sonal power of this sort takes many

power because it narrows the
amount of knowledge necessary to
exercise it
Technology also gathers to itself
and space that exhibit
power and tend to be selfperpets-
perfect eamples, as are transplant
units. In medicine as elsewhere,
technology engenders special train-
mg,wh:chfunhendmworlde
of technology, which further in-

hospitals and other medical institu-
tions. The example I gave earlier
about being shown around shiny
cardiac cath labs when [ visited a

hospital can also be used

st .
to exemplify a hospital showing off
its ‘

power.

Technology would not confer
power on doctors and the
sion of medicine if it were not seen
by the larger society as having
power in itself. It erron ap-
pears to free the patient from the
necessity of depending on the indi-
viduality and individual skills of
the physician. Uniform fee schedules
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form technology rather than a per-
sonal individual service. It is not a
surprise, in view of this widespread
public belief in the independent
power of technology, that physi-
cians, who are influenced by the
ingly on technology regardless of
whether its use is appropriate.

Enowledge at a Distance

In our daily lives we are accus-
tomed to confronting much of our
world in its representation, rather
than in itself—in photographs, re-
cordings, radio, movies, and televi-
sion. This has produced the wid-
ened ive and scope of
knowledge about things distant and
close to us with which we are all fa-
miliar but which, especially for doc-
tors, cause problems. 'I'ecbnohgy

a kind of
&ct,xteputommesthctwcnucdmcn-
tury ideal of kn

situation. A patient has severe pain
in the hip, and the doctors can find
no evidence of disease. With each
negative test, increasing doubt is
raised about whether the patient is
truly in pain. Then a radionuclide
bone scan is done, showing cancer
in the hip bone. The patient will
now be believed. Why is the cel-
luloid le with black
dots more believable than the
patient’s pain? The usual answer,
that the pain is subjective, won't
hold water. The pain may be subjec-
tive, but the report of pain is a thing
that can be evaluated. Further, we
are of a We cannot have
severe pain without its being re-
flected in other aspects of our physi-
cal, social, and psychological selves.

Reproduced with permission of the copvriaht owner. Further reproduction prohibited without permission.



B e——— =
Reproduced with permission of the copvriaht owner. Further reproduction prohibited without permission.

Hastings Center Report, November-December 1993

and relates to others differently
from the same person pain free. All
of these features are apparent to
others or can be evoked—they are

Objectivity alone isn't the issue.
The way we would know that the
man really has pain does not meet
the ideal of medical scientific
knowledge developed over the last
150 years. Scientific knowledge,
surely not the only way to know
things, has come to be accepted as
more actual than patients or their
pain or suffering. Medicine's tech-
nology also produces represen-
tations of patients’ original reality
that are another reality in them-
selves. For example, ERKGs, X-ray
machines, monitors, CAT scanners,
magnetic resonance imaging ma-
chines, and PET scanners are all
imaging devices that distance physi-
cians from the sick person. Their
focus of interest is inevitably drawn
away from the patientand onto the

or the disease—out of the con-
text of the whole patient and the
patient’s lived world.* Realizing this,
physicians and commentators and
critics of medicine have largely de-
pended on moral injunctions to re-
turn medicine’s focus to the sick
person. It is an uphill struggle be-
cause the problem is based, in part,
on the nature of medical knowl
edge itself and is firmly embedded
in the mindset of the late twentieth
century.

The Counterspell for the
Sorcerer’s Broom

Technology holds sway over
medicine and its public because of
its selfperpetuating character and
its enhancement of power, aswell as
its capacity to induce wonder, root
us in the immediate, remove am-
biguity, and increase certainty. Since
this is not well understood, it is
hardly surprising that technology,
by itself inert and useless (although
beckoning for attention through its

el .

inherent purposes), should be
blamed for the troubles it brings.
The real culprits, however, are the
doctors who use it, the public that
loves it, and the narrow knowledge
on which it is based. Medical tech-
nology’s form and character arise
from medicine’s focus on disease
and pathophysiology as the arena
in which the origins and solutions
to human sickness are to be found.
The values on which it is based
come primarily from the spectrum
of pathophysiological and anatomi-
cal criteria for disease and normal-
ity, now largely defined and per-
petuated by the technology. Our
task, it seems to me, is to stop blam-
ing, regulating, and complaining
about technology—without which
modem medicine is unthinkable—
and start working toward a solution
based on understanding, aswe have
done with so many others. The
search for new goals of medicine
now going on at The Hastings Cen-
ter can be one step in such a task. I
believe the new goals will turn out
to be old ones, that we should be
trying to return medicine and doc-
tors toward a focus on persons sick
and well and on their suffering.

Conversely, no change in the ends
and purposes of medicine is pos-
sible without bringing technology
under control. Toward this end we
must learn how to teach doctors,
who are in themselves the primary
instruments of diagnosis and treat-
ment, o tolerate uncertainty, ac-

wonder. Accepting these assign-
ments and redirected and fol-
lowing them as far as they lead will
be a sufficient task for decades.
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PRELIMINARY ANNOUNCEMENT and CALL FOR PAPERS

International Conference on Ethics and
ﬁcAHaMomeo;tbsWy

16-17 September 1994
The Institute for Bioethics at Maastricht and The Hastings Center, with

the co

tion of the Council for International Organizations of Medi-

cal Science (CIOMS) in Geneva, are organizing an international confer-
ence on ethics and resource allocation to the elderly for 16-17 September
1994. The conference will be held in Maastricht, the Netherlands.

For two years the Maastricht Institute and the Center have been carry-
ing out a research project on the topic of the conference. Special empha-
sis has been placed on five arcas of inquiry: (1) the meaning and signifi-
cancc of aging in contemporary society; (2) the goals of medicine and
health care for the elderly; (3) balancing the needs of young and old; (4)
resource allocation and social priorities: setting limits; and (5) families,
society, and long-term care. There is a call for papers on one of the five
designated themes or on other topics pertinent to resource allocation and

the elderly.

To be put on the mailing list for further information about this confer-
ence, please write: International Aging Meeting, The Hastings Center, 255

Elm Road, Briarcliff Manor, NY 10510.
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