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A PATIENT SO DEAD:
AMERICAN MEDICAL STUDENTS
AND THEIR CADAVERS
DANIEL A. SEGAL
Pitzer College
The Claremont Colleges
Focusing on the dissection of cadavers by first-year medical students, this article examines
the process of professional initiation at a medical school in the United States. The essay
argues that medical training reifies not only 'thepatient,' but also 'the doctor': thefirst as an
object that can be known and handled through disenchanted professional routines, and the
second as an agent who handles human bodies with such routines in all circumstances,
even-the students
the patient is so dead, and whenprofessional routines only
learn--when
further its destruction.
[the professions, United States, anthropology of the body,
medical anthropology]
the body. The ethnographic portion of this article
examines how this transfer of authority is made into
legitimate and routine practice for persons who are
becoming doctors. Focusing on the dissection of
cadavers by first-year medical students, I argue that
medical education resolutely maintains a double
image of the physician's relationship to the bodies of
others: representing this relationship as something
managed routinely by 'professionals' and as something inspiring awe in others.
In a concluding postscript to my ethnographic
analysis I argue that this double image reifies not
only 'the patient,' but at the same time 'the doctor':
the first as an object that can be known and handled
through technical routines and the second as an
agent who performs these routines impersonally and
unemotionally--that is, 'professionally.' Medical
training thus creates a radical division of authority
between 'doctor' and 'patient' Moreover, this coincident reification of doctor' and patient' instantiates
the most extreme possibilities of technical rationalization, for it constitutes human beings as both
rational human agents and disenchanted objects. In
so doing, medicine affirms the value of technical
rationalizationand thereby serves the legitimation of
this hegemonic social principle.
For ethnographic evidence my argument relies,
most explicitly, upon nine months of participantobservation research at University Medical School
(pseudonym), as well as interviews with medical
students and physicians from other medical schools
in the United States.3 Inevitably this essay strays
beyond the boundaries of ethnographic inquiry and
authorityand makes use of my interactions with doctors as a patient, as a relative of patients, and as a
friend. At home, more than abroad, the ethnographer
finds himself in the midst of a multiplicity of

A principle of authority must then always occur,
under all circumstances.... Its place is variable,
but a place it necessarily has. ... Thus the question
is, not to know whether any... authority exists in an
age of democracy, but simply where it resides and
by what standard it is to be measured.
-Alexis de Tocqueville (1945: 10)
... the division of labour disrupts every organically
unified process of work and life and breaks it down
into its components. This enables the rational and
artificially isolated partial functions to be performed in the most rational manner by 'specialists,'
who are specifically adapted mentally and physically for the purpose. This rationalization and
isolation of the partial functions has however the
necessary consequence that each of them becomes
autonomous and has the tendency to develop itself
further independent of other partial functions of
society.... As the division of labour becomes more
pronounced and rationalized this tendency understandably increases in proportion. For the more
highly developed it is, the morepowerful become the
claims ofstatus and the professional interests of the
'specialists . . .
-Georg Lukacs (1971: 103; translation modified1)
Introduction2
Medicine in American society has been described as
a "sovereign profession" that is now in danger of losing its "autonomy" within corporate and bureaucratic organizations (Starr 1982). In this essay I
focus on an aspect of the physician's "sovereignty"
that is not directly altered by such institutional
changes: the physician's authority over the bodies of
others. More is involved here than physical intimacy
and control. In providing 'medical care,' the doctor
displaces'the self,' taking from it its sovereignty over
17
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relations to his ethnographicsubjects. Even as I conducted my research, the doctors and students I
studied were always more than ethnographic informants, since I depended, and continue to depend,
upon physicians for health care for myself and my
family. These 'natives' were, in brief, people to
whom I might turn for cures, comfort, and
explanations--even as I explored the social and
cultural contingencies of their professional practice.
This essay encourages a similar multiplicity of
relations from its audience of ethnographer-natives,
patient-professionals.4

in MedicalInitiation
'Emotions'and 'Uncertainty'
'Laymen,' according to medical students, react
'emotionally' to the human body, finding bodily
fluids 'disgusting,' sexuality 'exciting,' and mortality
'frightening.' By contrast, 'the physician' must react
'professionally,' always fulfilling his or her duties
regardless of any 'personal feelings' or 'emotions.'
Thus to become a physician requires learning 'to
control' one's 'feelings' about human physicality.
Dissecting a cadaver, drawing a patient's blood,
diagnosing a terminal illness-all of these for the
students are 'emotional' experiences that they must
manage 'unemotionally.' The students view this
positively, as replacing 'cultural taboos' with
rational enlightenment, and negatively, as risking a
loss of 'sensitivity' and 'compassion.' Ideally, they
report, a physician should neither be 'emotionally
involved' nor'callous.' In this way a balance is found
in the absence of both positive and negative
emotions.
In addition to being affect-laden, medical training has a second problematic feature for medical
students-' uncertainty.' In their medical training,
students find that to act as a doctor, they must
regularly make decisions on the basis of incomplete
information, and with little certainty about the consequences of their actions. The students also find
that medical practice involves uncertainty about
ends as well as means. Decisions about maintaining
or terminating life-support for comatose patients,
decisions about providing pain-killers for drug dependent patients, decisions about ordering diagnostic tests for patientswithoutmeans of payment--these
are moral rather than technical problems, for they
involve choices about what ought to be done (cf.
Weber 1970). In the students' view, such moral
decisions lie outside of the 'empirical' domain of
'science,' and thus are inherently uncertain.
Finally, it is importantto note the manifold connections between'emotions' and'uncertainty' in the
students' understandingand experience. Moral pro-

blems are uncertainbecause they are mattersof'personal feeling'5; to be 'emotional' is to lack 'objectivity'; and professional responsibility for the
uncertain consequences of medical care is seen as a
common cause of' anxiety' and 'stress.'6 Moreover,
for the students these are all aspects of a single problematic, namely, that medicine is an inexact
science that deals with human problems.

The Trials and Dialectics of Medical Initiation
Examined as an entirety, medical training is
organized and experienced as a series of 'trials' in
which students 'confront,' and then 'overcome,' the
conjoined problems of 'emotions' and 'uncertainty.'
As the students in a given cohort first encounter one
of the 'disturbing'activities of their futureprofession,
their instructors emphasize both the technical difficulties and moral complexities of the particular
task they are about to take on. These prefatory comments reinforcethe notion that the problem confronting the students is beyond the boundary of ordinary
human capacities. Thereafter the instructorspresent
the students with an extensive body of 'facts' and a
well-defined procedure for handling the particular
problem 'professionally.' Precise mastery of this
'knowledge,' the students are told, will insure that
each of them performs properly as a physician. The
facts and algorithm provided by the instructors
redefine the problem in technical terms, that is, as a
question of 'how to do something,' rather than a
question of 'what should be done?' The students
learn both the technical solution, and the redefinition
of the problem. The transformation of the problem
into a technical operation excludes its most indeterminate aspects and allows success to be measured in
terms of the well-defined instructions presented as
'medical science.' Finally, with comments recalling
the initial difficulties of the 'trial,' the students are
congratulatedfor having professionally mastered the
problem at hand. In turn, this congratulation
becomes the preface to the next 'trial.' Thus the
students' passage through medical school involves
an ongoing dialectic of intimidation and congratulation, with intense congratulation predominating at
the end, when the students become doctors.7
Through this dialectical process, handling the
human body 'professionally' becomes something
routine, but not without a heroic struggle, and not
without frequent reminders of what handling the
body means for others--and their former selves.
Medical practice is routinized, but the management
of its routines is imaged as a charismatic sign distinguishing 'doctors' from the uninitiated. Thus as
medical training proceeds, the distinction between
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those 'admitted'to the professionandthose outside physician interview a patient in yet another.
Moreover, each of these long-term initiatory
it--marked from the beginning as a matter of
'achievement'and 'merit'-attains more and more episodesis itselfcomposedof anynumberof briefer
significance. Pragmatically,and through myriad 'trials,'forexample,uncoveringthe wrappedcorpse
to begin the dissection,makingthe first incision,
reiterations,'the physician'becomes a personwho
can manage human physicality, and 'laymen' locating an obscure anatomicalstructure,cutting
become persons who cannot, and hence persons into a particularlydisturbingorgan. Thus, even
who, as 'patients,'musthave theirbodiesmanaged thoughmedicaleducationinvolvesa clearprogression from intimidationto congratulationwhen
for them. Thus whereas'the patient'is reifiedas a
body to be treatedtechnicallylike any otherobject, framedas an entirety,forthe studentin the midstof
this complexprocess, the recurringpatternis fre'the physician'is reifiedas a humanembodimentof
quently experienced as a set of contradictory
objectifyingroutines.
In presentingthis modelof medicaleducation,I
messages. This experienceof medical initiation's
haveframedthe 'trials'of medicaleducationas disdialecticof intimidationand congratulationis well
crete events. This is, of course, a simplification. illustratedby Figure 1, a cartooncomposedby a
Medicaleducationis composednotof a linearseries first-yearmedical student and distributedto his
of discreteevents,but of manyoverlapping'trials.' classmatesas the post-scriptto a transcription
of a
On a given day duringthe first year of medical lecture.8 The cartoon depicts a medical student
school, for instance,a studentmay be dissectinga
standingdwarfedandbewilderednextto a giantdoccadaver in one class, performingsurgeryon an
tor, whose most detailed feature is a glittering
anesthetizeddogin another,andlisteningto a senior stethoscope.The physiciandoes all of the talking,
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Figure 1. Cartoon from medical school note cooperative illustratingthe ongoing dialectic of intimidationand congratulation.
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providing a lecture composed of pairs of contradictory statements. For every element of intimidation
("You're stupid," "The Race Goes To The Swiftest"), there is a complementary assurance that the
student will indeed be able to succeed ("You're the
cream of the crop," "You're all on the right
track")- and vice-versa.
Fox's seminal essay on "Training for uncertainty" ( 1979 [ 1957]) draws fundamentallydifferent
conclusions from very similar ethnographic data
gathered some two decades before my research. She
argues that medical education prefigures, and hence
provides "effective" trainingfor, the "uncertainties"
encountered by practicing physicians (pp. 29, 49).
In support of this interpretation, Fox presents
evidence that as students progress through medical
school, they develop "greater confidence and
equipoise" (p. 45). This increase in professional
"confidence" is indisputable. Fox's analysis does
not, however, consider the organization of knowledge in medical education. By contrast, I argue that
the increased "equipoise" described by Fox results
from a structuringof knowledge which places uncertainty under erasure.9 A second difference in our
arguments concerns our accounts of medical
students' initial experience of "uncertainty." In discussing "kinds of uncertainty"(pp. 20-1), Fox never
mentions the moral ambiguities of medical practice,
and thus her analysis does not have to account for
theirsubsequentdisplacementIn sum, my ethnography
challenges Fox's functionalist analysis on at least
two points of evidence. As an alternative to Fox's
functionalism, I provide an account that regards the
institutional form of medical education as a system
of social relations structured not by 'needs,' but by
contingent principles of social organization.

Dissecting a Cadaver
At almost all medical schools in the United States,
the first human body a student is asked to handle
'professionally' is a cadaver provided for dissection.
With few exceptions, the dissection occurs as part of
the first-year curriculum, two years before students
begin their clinical training.
In the weeks before they began dissecting
cadavers, the students I worked with frequently
spoke of their anxiety about seeing and cutting the
body. They expressed fears that they would be
sickened, that they might faint or vomit, and that
these reactions would raise doubts about their
capacity to become physicians. The students' sense
of the intellectual and emotional challenge of the dissection was heightened by the professor in charge of
the anatomy course. In his introductory lectures he

repeatedly described the dissection as a 'confrontation with mortality' and told the students that in dissecting a human body there would be so much to
learn that "in two weeks, you [will be] in over
your head."
A special schedule marked the first day of the
students' "confrontation" with the cadaver. The
day's lecture was canceled, and the students attended
an extended laboratory session. During this session
they went from the dissecting room, where they
unwrapped and prepared their cadavers, to a
demonstration room, where they viewed predissected cross-sections of humanbodies, and finally
to a seminar room, where they were asked to discuss
how they felt about dissecting a human body.
Frosted windows and doors labeled "UNAUTHORIZED PERSONS MAY NOT ENTER"
enclosed the dissecting rooms. Within this marked
boundary the rooms were brightly lit and occupied
by precise rows of high-set stainless steel tables,
each with a well wrapped corpse. The students
worked in groups of four, and I had arrangedto join
one of these groups as a fifth. The five of us, four men
and a woman, unwrapped the cadaver, finding how
remarkably un-human it looked. When we had
removed the shroud, I thought there must be another
layer of covering, since the exposed layer looked so
ashen and rough. The skin had large wave-like folds
that held their shape as the corpse was moved about
The most immediate interests were in the cadaver's
sex and the cause of its death. The sex was not evident until we had uncovered the pubic region, since
the head was shaved of hair and the chest was so
crushedthat the breastswere flattenedout We quickly
covered her genitals and face. The teaching assistant
informed us that our cadaver was a sixty-one year
old female who had died of cardiac arrest. We were
instructedto replace the single sheet that covered the
body with a numberof smaller rags, so that we would
be able to work on one section of the body without
exposing the others. As we rewrappedthe body, we
moved it about In certain positions-when it was
sitting up, for instance--it took on a more human,
and disturbing, appearance. Though eight groups
worked in close proximity, talk was sparse and
quiet
From the dissecting room we went to a
demonstrationroom containing pre-dissected bodies,
including some steak-like cross-sections that were
not recognizably human. An instructor provided a
fast-paced lecture about each section. Unlike the
students, the instructors did not keep their limbs
fixed at their sides, they spoke no more quietly than
usual, and they did not hesitate to move close to the
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exposedorgans.Quickly,they identifiednumerous
partsof the body, usingwordsthe studentsdid not
recognize,andthentoldthe studentsthattheywould
soon become familiar with these anatomical
facts.
Following these demonstrations,the students
were organizedinto small groups,each with some
twentystudents,to discusstheirfeelingsaboutdissecting a cadaver. Such discussions,the students
knew,were not a regularpartof theirtraining,and
indeedat U. M. S. they occurredat no otherpointin
the curriculum.As the singlemomentin whichthe
medicalschool scheduledtime for the studentsto
talk abouttheir feelings,the discussionsmarkeda
transitionin the students'lives.At thispoint in their
careers, upon first seeing and handling a dead
body, the studentswouldbe treatedas people who
wouldneedto talk aboutdissectinghumanbodies.
Thereafterno such need would be recognized In
effectthen,the scheduleddiscussionsinstitutionally
memorialized
their"confrontation"
withthe cadaver
as a landmarkexperience in their professional
initiation.
In the discussion I attended, some twenty
studentstalked aboutthe cadaversand deathwith
intensityandevidentemotion.Onestudentcommented
thatthoughshe admiredthe generosityof the people
who donatedtheirbodies,she felt thatshe couldnot
herselfdo so because,as she putit, "I don'twantto
be that dead." This comment sparkeda heated
debateoverwhetherdonatingone'sbodywas somethingone oughtto do. A secondstudentarguedthat
it was inconsistentto wantthe benefitsof dissecting
a cadaverif one was unwillingto offerthat opportunity to others. Nonetheless, he added, he too
wouldrefuseto leavehisbodyfordissection.Indeed,
all of those who spoketo the issue agreedthatthey
would find it difficult,if not impossible,to donate
their own bodies for dissection.Yet, many added,
they would be quite willing to donate organs for
transplants.To "give life," they argued,was a very
differentmatterthan havingone's body-complete
with the "imperfections"of disease and ageexposedanddissected.To "givelife"was a verydifferentmatterthan being so dead.
In the days followingthis discussion,I used the
opinionsthe studentshad expressedas the basis of
interviewswith a wider samplingof the first-year
class. AgainI foundthatthe questionswereof considerable interest to the students, and again the
studentsconsistentlypraisedthe generosityof the
peoplewho had donatedtheirbodies.Nonetheless,
all of the studentsI spoketo rejecteddonatingtheir
own body for anatomicalstudy,though,again,they
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did not object to leaving their organs to help
save a life.
As theyworkedtogetherduringthe firstweeksof
the dissections,the studentsrepeatedlylikenedtheir
cadaversto patients, and themselves to doctors.
When one of my dissectingpartnersaccidentally
destroyeda vital blood vessel, for instance,one of
the otherstudentsturnedto him, assumeda grave
expression,andsaid,'Dr. Li, rm afraidyourpatient
is not going to survive.' With 'humor'-a communicativestyle markedin our cultureas detached
from'deep feelings'-the studentsagain and again
comparedthe dissectionto a surgicaloperation.To
cite a more extendedexample,one of the students
leftthefollowingletteron thechestof his cadaverfor
one of his dissectingpartners.The note speakswith
the cadaver'svoice:
Dear Dr. Eisenstein,
I am an unmarrablel0 monster, but I long for your gifted
hands to turn me into a raving beauty. True, in life, I was
called ORCA1 1, but already you have removed much of the
unsightly fat. Continue to improve my looks-I love the feel
of you running your fingers over my viscera. Then when I
look good enough for your high standards, put me back
together and kiss me on the lips and I will magically come to
life and we can live happily ever after on my father's
money.
Love,
ORCA

The wish to producehealthfromthe dead bodyexpressedin the humorousfantasyof beinga doctor
who could give an overweight corpse sexual
vitality--paralleled the students' willingness to
donatetheirorgansfortransplantation,
butnot their
bodiesfordissection.As personsbecomingdoctors,
the studentsperceivedthe cadaversnot simply as
dead, but more specifically,as bodies that were
medicallyinoperable.It was withthis mostextreme
challenge to their professional future that the
studentsfirstencountered'a patient,'and in consequence,theirinstructionin humananatomydefined
theirprofessionalidentityat the very limitsof medical practice-that is, in the treatmentof a patient
so dead.
The instructionthe studentsreceived did not,
moreover,make the dissectionan experiencefrom
which they could learn to help other, still living
'patients.'Their course made no connections,for
instance,to the studyof surfaceanatomy,something
whichphysiciansdo indeeduse in treatingpatients.
Rather,as the studentsexpressedit, the anatomy
courseat U. M. S.-like the very similarcoursesat
mostotherAmericanmedicalschools-taught them
'nothingclinically significant' Instead it required
masteryof two quitechallengingtechnicaltasks:(i)
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studentsweretoldnotonlyto cutmoreaggressively,
butto tearandpull as well. Withina few weeksthe
studentswereforcefullymanipulating
the numerous
parts of the body.
The dissectionof the cadaverwas the firstin a
Notethatinferiorto the femoraltrianglemanyof thesestructuresrunundercoverof the sartoriusmuscle;this andother
series of experiencesthat wouldmakethe students
musclesmustbe clearlyseparatedinorderto tracethefollowfeel comfortablepushing and pulling flesh and
ing structures:the saphenousnerve;nerves to psoas and
organs:laterin theirfirstyear they wouldperform
illiacusmuscles(withinthe falsepelviccavity);thepectineal
surgeryon dogsin theirphysiologyexperiments,and
nerve....
in subsequent years they would aggressively
And so on. Day afterday the studentswerelectured
manipulate
partsof theirpatients.As the firststepin
and quizzed by the instructorson the numerous
thestudents'gradualrealizationthattheycouldhannamesof thepartsof the body,andsoontheystarted
dle bodies in this socially privileged way, the
to quiz each other. Day after day they would
cadaver-or moreprecisely,its silence--imparteda
challengeeach other by pointingto variousstrucas one of the studentsputit, 'the
anunusually significantmessage:
tures,andwhensomeonedemonstrated
cadavernever complainedthat anythinghurt.'
fluentknowledgeof the anatomy,the otherstudents
As the coursewenton, the students'initialcauwouldrespondwithrespect:'Dr. Williamsknowshis
tion in cuttingand damagingthe cadavergave way
shit today. Watch out, he's hot.' It was frequently
not only to more aggressivedissecting,but to a
difficultto findsome nerveor vessel or muscle,and
casualattitudetowardit as well.Thedestructionthat
the accomplishmentof such trials often produced
initiallydisturbedthe studentshad becomeroutine,
minorcollective celebrations.
everyday practice, and some of the students
Thedifficultyof havingso muchmaterialto comexpressedtheir newly acquiredcasualness in the
mit to memoryintimidatedthe students,and this
exaggeratedformof profanejokes. On Valentine's
simultaneouslyincreasedthe value of successfully
Day one of the male studentscut a heartout of the
masteringthematerial.Thestudentsfoundthatthere buttocksof his cadaverand
jokinglygave it to a
were always more details for them to memorize.
female friend of his. Other studentscarved their
Furthermore,the emphasison the quick recall of
initialsin their cadavers.
technical nomenclaturemeant that the students
Thoughthe students'initial hesitancywith the
learned"humananatomy"as a set of systematized,
dissectionquicklydisappeared,even towardthe end
rule-abiding'facts.' Even thoughthey often found of the course the dissectionof certainanatomical
organsoutof place(in frontratherthanbehinda par- structurescould disturbthe routine
approachthey
ticularnerve), even thoughblood vessels showed
haddeveloped.Themostdramaticof thesemoments
that
were
assured
the
students
remarkable
variation,
for the studentswas the dissectionof the genitals.
they wouldnot be testedon anything"anomalous."
Previously they had been careful to cover the
Inbrief,dealingwiththecadaverhadbecomethedifcadavers' genitals if they were inadvertently
ficult and time-consuming,though fundamentally
exposed. To dissect the genitalsthe studentswere
determinate,task of learning the matter-of-fact instructedto uncoverthe
bodyfromabovethe waist
'facts' of the matter.
to the toes, andthenusinga largesaw, to severthe
In thedissectingroomthe studentslearnedthata
at the waist, and cut the lowerportioninto a
successful dissection requiredactive and forceful body
and left half, thereby bisecting the sexual
right
manipulationof the cadavers.At firstthe students
While they performedthis "trisection,"as
organs.
hadbeencautiousas theydealtwiththebody.In one
the operationwas named,the studentsjoked more
of the earlydissections,forinstance,the chestof one
thanusual,commentingin particularon the
of the cadaversfilledwithfluid,makingit impossible loudly
of disconnectedlimbsandtrunks.Anticipating
sight
forthe studentsto see clearly.The studentsworking the
day'sactivities,one dissectingteamhadcometo
on thecadavertried,withlittlesuccess,to spongeup
class wearinghelmetsandface masks.The students
the liquidwith papertowels. Theirteachingassiswho were most visibly disturbedwere the male
tant,a second-yearmedicalstudent,sawtheirefforts studentswithmalecadavers,manyof whomrefused
and told themthat they had to be more aggressive. to cut their cadaver's
penis, leavingthe job to the
Shebrisklytooka probeandpuncheda holethrough female
was particularlystriking
This
the cadaver'sback so that the liquidwould drain sincethestudents.1"
malestudentsgenerallysoughtto performa
away. The studentslaughednervouslyand joked disproportionate
amountof 'the surgery.'
abouthow she hadjust 'rippedinto' the flesh. FreWhen I interviewedthem at the end of the
the
quently in the first few days of dissection
learningthe canonicalnomenclatureof anatomical
structures,and (ii) dissectingthose structuresand
matchingthemto theirnames.12Day afterday their
dissectionmanualgave them such instructionsas:
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course,the studentssingledout the trisectionas one
of thefewtasksthathadbeenemotionallydifficultto
perform,but I could not get themto discusswhy it
hadso perturbedthem.Indeedtheytold me thatmy
questionsaboutthe matterwereridiculous:the matterneededno explanation,forit was'obvious.'Relyingon my observationsof thestudents,as well as my
own experience,I would arguethat thereweretwo
reasons why the trisection was so self-evidently
upsetting for people who for some months had
regularlyand routinelydissectedcadavers.
(i) The trisectionbeganby treatingthe bodyas a
totality,forthe studentswereinstructedto dividethe
cadaverinto two, and then three,portions.By contrast, duringmost of the previousdissectionsthe
studentshadworkedon smallisolatedareas,eachof
which had been demarcatedby the sheets covering
the remainderof the body. The trisection thus
echoedthe wholenessthe studentshad encountered
when they had first unwrappedtheir cadavers.By
firstrecallingthis wholeness,andthenrequiringthat
the corpsebe dismembered,the trisectionreminded
the studentsthat the objectthey cut had a meaning
to the rationallymapped
beyondits correspondence
terrainof theirdissectingmanuals.Concomitantlyit
recalled their sense that their 'surgery' was an
act of destruction.
(i) At the centerof the trisectionlay what the
students consideredthe most private part of the
body. As somethingprivateit was, in the students'
conception, something personal. Furthermore,
becauseof the socialimportof genitaldifference,the
genitalsfragmentedthe students'sharedidentityas
for the genitalscalledattentionto
'student-doctors,'
something'personal'thatdistinguishedthe students
from each other. In pragmaticconsequencethey
became'males' and'females'ratherthan'doctors.'
Similarly, in subsequent courses in which the
students studied human pathologies,the students
reactedverypersonallyto diseasesthatwerelinked
to gender.As peopleprone,say, to prostatecancer,
they were 'males' ratherthan 'futurephysicians.'
Themedicalsignificanceof thenon-professional
feature of their identity implicitly,and temporarily,
placed them outside of the social groupingof professionalinitiates--andthus,fora timeat least,they
weresituatednot as peoplewho could'manage'the
problemsof humanbodies,butas peoplevulnerable
to those problems.14In the trisectionthe students
experienceda similar identificationbetween their
personhoodand the objectof medicalpractice,for
the trisectionendedwiththe cuttingof genitals.The
male studentswith male cadaverswere, I suspect,
most strongly implicated by this conjunction,
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becauseof the students'greaterfamiliaritywithcastrationthan clitoridectomy.In brief, culturalprecedents made the dissection of the penis more
recognizable--andhencemoredisturbing-thanthe
dissectionof the vulva.
OverDeath
Towardthe end of the courseI conducteda second
roundof interviews,and I raisedsome of the more
indeterminate
issuesthathadfiredthe students'discussionon the firstday of dissection.I askedthem
againwhetherthey wouldbe willingto donatetheir
ownbodiesfordissection.Someof the studentsnow
were willing;othersstill rejectedthe idea. But this
question,whichhad once inspireda heateddebate
amongthe students,no longerseemedto be an issue
of greatconcern.Grapplingwith such moralissues
was, it turnedout, beside the point in learningto
examine, handle, and cut dead bodies. Once the
coursebegan,therewas no provocationto consider
such issues, and success in the course depended
upondevotingone'senergyelsewhere.Thustheconstruction of anatomical knowledge as technical
routinesproduceda professionaldisenchantment
of
the cadavers'deadness.
As the anatomycourse at U. M. S. drew to a
close, the studentsmarkedtheircollective success
with both organizedand impromptucelebrations.
The studentsheld a dinnerat a Greek restaurant
whichmostof the studentsandprofessorsattended.
The studentsandtheirprofessorssat as a groupon a
raised portion of a larger dining room, and the
restaurant'sowner increasedtheir already festive
moodby announcingtheirpresenceto the restof the
patrons. Speakingthrougha well amplifiedmicrophone,the owneraskedthe patronsfor a roundof
applausefor"theyoungdoctors,"andthenoffereda
toastin theirhonor.In responsethe studentsdid not
hesitateto join in theirown publiccongratulation.
On the final day of the course one of the professor'sassistantswheeleda covereddissectingtable
into the lectureroom;the sheet was pushedaway
frombelow, and the professorarosefromthe table
wearingnovelty eyeglasses with popping,springloadedeyeballs.He proceededto lectureon boththe
difficultyand success of the course.He readto the
studentsfromGentlevengeance,CharlesLeBaron's
memoirof life as a first-yearstudentat Harvard
MedicalSchool.The passagehe selecteddescribed
LeBaron'sdifficultiesin knowingwhatto studyfrom
the overwhelmingamountof materialthathadbeen
assignedin anatomy(1981: 225-228). The students
applaudedthe performanceenthusiastically.
Laterthat afternoon,duringthe finaldissection,
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the studentsdemonstrated
theirownsenseof accomplishmentwith a spontaneoushigh-jumpcompetition. Betweenthe rows of cadavers,a handfulof
male studentsexhibitedtheir physicalvitality. As
they jumped higher and higher, the remaining
studentslinedthe dissectingroomand cheered.No
longer were their movements inhibited by the
cadavers'deadness.In a roomwheretheyhadatfirst
been frightenedand hesitant,they now displayed
self-confidence.Certainlynot all of the studentshad
acquiredthis self-confidence.Somestillfelttroubled
by their destructionof their cadaver'sbody, and
manyfeltunsureof theirknowledgeof anatomy.Yet
even those who felt insecureknewthatfinishingthe
course allowed them to claim mastery over this
situation,and they enjoyedactingout this mastery
evenif theyhadnottotallyacquiredit. Furthermore,
actingout masterywas itselfanotherstepin the process of changingfrom people who conceived of
themselvesas vulnerableto deathanddisease,people whofearedbeing'thatdead,'to peopleconfident
of theirabilityto managetheseculturallydangerous,
naturallyindeterminateelementsof humanexperience.Withevidentabandonthe highjumpersraised
their feet above the dismemberedcorpses.15
Some ConcludingObservations
In Thebirthofthe clinic,Foucaulthasarguedthatin
modernmedicinethehumanbodybecomesanobject
for scrutinylike any otherobject.However,for the
studentsI workedwith, the cadaverneverbecame
only an object like any other object Ratherthe
studentslearnedto studyandhandlethe cadaveras
they would study and handleany otherobject,but
without forgettingthat in other social contexts,
cadaversrepresenttheenchanteddifferencebetween
life and death. Professionalinitiationdid not, as
Foucaultwould have it, create"the possibilityfor
the individualof beingbothsubjectandobjectof his
own knowledge"(1963: 197); indeed, when the
studentscame to dissect the bodily part that most

forcefully reminded them that they shared an
anatomywiththeircadavers,the routineof theirdissection was most noticeablydisrupted.What this
momentaryrupturein the process of professional
initiationrevealsis thatthe objectificationFoucault
discussesrequiresa social divisionbetweenpersons
who aretreatedroutinely,like any otherobject,and
personswho carryout those routines.It is thusnot
only 'the patient'that is reified,but 'the doctor'as
well: 'being ill' and 'healing'become, as a result,
diacriticaof two specialized'roles.'16
This two-fold reificationinstantiatesthe most
extremepotentialitiesof technologicalrationalization:it createsboth a personwho is an objectto be
acteduponlike any otherobject,and a personwho
followsrationalroutinesno matterwhatthe human
circumstances.
Medicinethusaffirmsthattheprinciple of technicalrationalizationhas legitimatereign
even in the domainof the mosthumanof affairs.To
argue that medicine lives in the service of this
hegemonicprincipleis, of course,to identifya social
(and hence contingent)cause of its authority.
Starr(1982) arguesthatmedicinein Americais
increasinglyorganizedas a corporatebureaucracy,
and that the decline of independentpractitioners
means a correspondingdecline in the profession's
"sovereignty."By contrast, I am arguing that
medicine's authoritylies not in its institutional
butin its instantiation
andvalidationof
organization,
the principleof technical rationalization.If this
analysis is correct, then the rise of corporate,
bureaucratic
medicinewill meanan increase,rather
than a decrease,in the profession's"sovereignty,"
for it will makemedicine's'management'of human
physicalityeven moreimpersonal.In brief,though
the doctormay become less of a culturalhero, the
professionwill becomemoreheroic.Authoritywill
thenrestin a corporateinstitutionautonomousfrom
bothrationalhumanagentsanddisenchantedhuman
objects,that is, fromboth doctors and patients.
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1 The published translation has been modified on the basis of a
translation provided me by Harry Liebersohn.
2 In the following text I use double quotation marks (") for
spoken materialonly when I provide directly transcribedor recorded
quotations. I use single quotations to indicate either spoken material

that was not transcribed as it occurred, or terms routinely used by
informantswhich I wish to employ without subscribingto their premises. The latter is particularly importanthere, since 'we' and 'the
natives' share a great deal in this ethnographic case.
3 U. M. S. is a privatemedical school generally regardedas one
of the most prestigious in the United States. I conducted research at
ZU. M. S. from the fall of 1981 until the summer of 1982. Each
initiatory cohort, or 'class,' at U. M. S. was comprised of approximately 100 students.
4 On the problems and possibilities of reflexive fieldwork in the
ethnography of the professions, see Segal 1982.

A PATIENTSO DEAD
5 Thisunderstanding
wasself-consciously
challenged
of'morality'
bothof whomwerestronglyreligious.
by two of my informants,
6 'Stress'is a veryimportant
forthe
idiomof self-examination
medicalprofession.Its role in physicians'lives is frequentlydiscussedin professional
journals.See, forexample,McCue1982.
7 For a discussionof the dialecticof intimidationand congratulation
duringthefouryearsof medicaltraining,see Segal1983.
On the final, celebratorymomentof those fouryears, see Segal
1984.
8 At U. M. S., as atmostmedicalschools,thestudentsorganize
a notecooperativein whichone.student
is responsible
fora detailed
of every lecture.At U. M. S. the vast majorityof
transcription
studentsjoinedthis cooperative.
9 For an accountof medicaleducationthatexploresthe imporof knowledge,see Young1978.
tanceof the organization
10 "Unmarrable"-aneologismused hereto indicatethat the
cadavercouldnot be furthermarredor damaged.
11 ORCA,thestudentstoldme,wasthenameof a whaleata well
knownaquaticamusementpark.Indeed,the studentsregardedthe
termas a genericnameforwhales,muchas Smokeymightindicatea
bearor Elsie a cow.
12 Inconsidering
thisinterpretation
of thestudents'experienceat
U. M. S., it is important
to recognizethattheemphasisonthetechnical routinesof dissectionand memorizationare not an inherent,
necessarypart of learninganatomy.Thoughuncommon,other
do occur.At one stateuniversity,forexample,medical
approaches
studentsuseanatomical
sectionsprepared
byexperienced
anatomists,
andthey do not themselvesgo throughthe processof cuttingthe
cadaverintoseparatepieces.Similarlythisschooluseslivemodelsto
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teach surfaceanatomy,and emphasizesthe relationshipbetween
a physicalexaminationon a patient.
anatomyandperforming
13 Theratioof maleto femalestudentsat U. M. S. wasroughly
3:1,muchas itwasnationallyduringtheyearsI conductedfieldwork
(TheNewPhysician1981).
14 Diseases correlatedwith 'race' (for example, sickle cell
anemia)hadsimilarconsequences.
15 Clearly this closing celebrationis particularto my field
experience,butthe generalpatternis playedout in differentforms
elsewhere.For instance,undera photograph
of a studentflinginga
labcoatontoa largepileof clothes,the ChicagoTribune(January
"StudentJamesRamiesstripsto his
21, 1982)reportsthefollowing:
shortsand tosses away his lab coat at the Universityof IllinoisChicagoCircleCampus,wheremedicalstudentscelebratedtheend
of ananatomycourseWednesdayby burningclothestheyusedduringthedissections.AnatomyProf.HarryMonsentorchedthestack
of coats,jeans,andevenshoesin a'traditional'ceremony."While
the detailsdiffer,this finalesharesthe displayof physicalityand
vitalityevidentat U. M. S.
16 Likeall systemsof culturalcategories,thisoneconstitutesits
own anomalies.Clearlythe 'diseasedphysician'defiesthe reified
to notethathospital
oppositionI havedescribedhere.Itis interesting
physiciansmakeit a pointof pridenotto be deterredfromworkby
'minorillnesses,'andas a resulttheycontinueto visitandtreattheir
alreadysick patients.Physiciansdo, of course,get illnessesand
injuriestoo seriousforsuchneglect.ThoughI didnotincludea systematicstudyof thisinmyresearch,I havetheimpression
thatinthe
treatmentof these'patients'thereis anemphaticerasureof thesick
person'sprofessionalidentity.
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