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Experiential disease

We must also understand the concept of experiential disease. It is
explained that each illness has two components: one universal,
consisting of the symptoms and signs that are more or less the same
for everybody; the other, more personal, the experiential disease,
the sum of all that is experienced by the patient. This includes not
only the physical changes but also possible feelings of guilt, shame,
grief, a sense of loss, a failure to understand. Sometimes the
experiential disease persists after the physical illness has been cured.
A failure to comprehend the experiential aspect of disease may well
be the greatest fault of our healing profession and the most frequent
cause of dissatisfaction among patients.
The solution, we are told, is by no means easy in a teaching

hospital with its large "team of anonymous health care specialists-
none of whom takes the opportunity to interact for any length of
time in a private, personal setting." The secret is to listen, to listen
creatively, then to rearrange the patient's concepts-in what is the
traditional medical as well as the psychotherapeutic approach:
"Being a healer may often involve sharing deep and painful feelings
with the patient."2
And is this not the common cry of patients, that the doctor does

not listen, does not care, does not spend enough time? Some years
ago the mayor of Chicago, addressing a group of specialists, told a
story that perhaps few understood. Her father had suffered a stroke,
she said, and for several weeks the family had received no
satisfaction from the neurologist. Eventually they took the patient
to a university hospital; and here at last was a young doctor who took
time, spoke to the family, explained what a stroke was, talked about
the prognosis and the prospects of rehabilitation. The intern had
clearly succeeded where the specialist had failed: he had treated the
patient's and the family's "experiential disease." He had allayed
their fears and their uncertainties. He had gained their confidence.

Secret of inspiring confidence

In The Story ofSan Michele Axel Munthe discussed this issue of
inspiring confidence. He viewed it as the secret of success in clinical
medicine, even more so than hard work and competence. He also
thought that it was a magic gift, "not acquired by book reading, nor
by the bedside of our patients. It is a magic gift granted by birth
right to one man and denied to another. The doctor who possesses
this gift can almost raise the dead."'

This may well be so, even though some will disagree. But an
ophthalmologist recently described how he referred a patient to an
internist after finding signs of retinopathy. The patient came back
dissatisfied, with a list of 12 diagnoses, including hypertension,
diabetes, and hypercholesterolaemia. "You know," he said, "you
made the diagnosis in a minute by looking at my eyes, but it took Dr
L two weeks of tests to come up with the answer." Everybody
knows ofmedical students gaining a patient's everlasting confidence
by the thoroughness of what may well have been their first physical
examination. "I have seen many doctors," said one patient, "but I
have never been examined like this before." And a French professor
once wrote an inspirational piece called La Medecine Lente, slow
medicine.

Yet "slow medicine" does not always work. A young consultant
recently saw a patient with a chronic illness, spent an hour
examining her, and then took her into a side room for another hour
to explain what the treatment would entail. It was done in the best
tradition of "slow medicine," but the patient was so frightened that
she signed herselfout of the hospital and went home that very night.
Some ten years ago I failed a patient with rheumatoid arthritis

who had been treated in a hospital with 60 mg of prednisone and
phenylbutazone. The symptoms had subsided promptly, recurring
as soon as the patient was sent home without medicine. On being
consulted I spent a long time examining every joint and noting the
degree of inflammation and deformity. Then I prescribed indo-
methacin, explaining that it works well but should be taken after
meals to avoid gastric upset or bleeding. I did everything by the
book, yet within an hour an angry husband telephoned to ask how I
dared prescribe a drug that would make his wife bleed from the
stomach. Before I could open my mouth he screamed that he would
certainly not pay my bill and slammed down the receiver.
Somehow I failed that patient. Perhaps I asked too many

questions. Perhaps I spent too much time examining her joints
instead of listening. I failed to treat her experiential disease, and I
certainly did not gain her confidence. She probably went back to the
doctor who had given her 60 mg of prednisone a day.
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Why are some people more "attractive" to insect predators, such as mosquitoes and
bed bugs, than others?

A major factor in the differences in the amount that individuals notice and
complain about being bitten by insects is variation in the strength of their
allergic reaction to bites.' When the numbers of approaches, landings, and
bitings by mosquitoes affecting different individuals are directly observed,
however, significant variations are found." Sometimes, but not always,
individuals retain high or low attractiveness from day to day. In laboratory
experiments men tended to be more attractive than women to Aedes aegypti,2
but no such sex differences was found in field observations on biting by
Anopheles gambiae.4 Adults receive more bites than babies or children-an
observation of importance in malaria epidemiology in view of the great
differences between young children and adults in malaria immune state and
gametocytaemia in endemic areas.4 Adults of different age groups show little
difference in average attractiveness,' but Wood claimed that blood group
affected attractiveness, though Thornton et al subsequently refuted this
decisively.' There is abundant evidence that mosquitoes are attracted by
body warmth, human breath and sweat, and some individual components of
breath and sweat such as carbon dioxide, moisture, and lactic acid. When a
sample of 100 subjects was studied there was an important correlation
between the extent of attractiveness to mosquitoes and skin temperature.2
There is evidence that individuals with exceptionally low sweat production
have a low attractiveness to mosquitoes. 2'Little progress seems to have been
made on possible relations between attractiveness and individual variation in

chemical emission rates; and little work has been done with bed bugs.-C F
CURTIS, senior research fellow and honorary senior lecturer in entomology,
London.
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Correction

Medicolegal: First successful court challenge to GMC charges

In this medicolegal article by Clare Dyer (16 November, p 1415( Dr Sidney Gee
was described as a general practitioner "who treats obese patients privately." Dr
Gee has asked us to point out that he sees all his patients privately irrespective of
their clinical condition. He also points out that Dr B K Atlee, described in the
article as "another patient's general practitioner," is in fact an assistant and locum.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J (C

lin R
es E

d): first published as 10.1136/bm
j.291.6508.1562 on 30 N

ovem
ber 1985. D

ow
nloaded from

 

http://www.bmj.com/

