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Questioning the Patient, Questioning Hippocrates: Rufus of Ephesus
and the Limits of Medical Authority

Melinda Letts, Christ Church, University of Oxford

Thesis submitted for the degree of Doctor of Philosophy, Michaelmas 2015

ABSTRACT

Rufus of Ephesus’s Quaestiones Medicinales is an under-studied work by one of the most
respected doctors of Greco-Roman antiquity. This thesis presents a new translation — the first in
English of the complete work — and a reassessment of the treatise. | propose that, far from being
a simple handbook teaching doctors how to take a patient history, as has hitherto been assumed,
QM is an ardent plea for doctors to recognise the limits of their own knowledge and the
indispensability of questioning the patient. | argue that QM articulates the idea that the aim of
medicine cannot be achieved through medical knowledge alone, and that, in constructing the
patient as an essential partner in diagnosis and decisions about treatment, Rufus implies a sharing
of authority between doctor and patient that is noticeably different from the emphasis that other
authors, particularly the determinedly hierarchical Galen, place on securing patients’ obedience,
a subject on which Rufus is noticeably silent. | argue that Rufus is unusual in the clarity and
candour with which he perceives and acknowledges the limits of medical knowledge, in his
conceptualisation of questioning as a discursive rather than a formulaic activity, in his explicit
insistence that it must be addressed directly to the patient, in his psychological concept of habits,
and in his recommendation of questioning as a strategy for resolving the tension between
universal theory and individual experience. | look at modern cross-cultural research into the
factors that drive patient compliance, and note that chief among them is patients feeling they are
partners in the treatment process. This raises the question whether and to what extent the features
that drive compliance are diachronically as well as cross-culturally consistent, and whether
Rufus’s shared authority model is more likely to have produced successful treatment outcomes
than the autocratic paradigm promoted by Galen, and subsequently absorbed into Western

medical tradition, that seems to have met with so much resistance.
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Preface

Rufus of Ephesus’s Quaestiones Medicinales originally attracted my attention because,
in the three decades between my undergraduate classics degree and my return to Oxford
in 2009, | had spent twenty years in the leadership of UK advocacy organisations working
on behalf of people with long-term conditions, persuading health care professionals and
policy makers to recognise the unique and transformative effect of the patient’s narrative
on the clinical encounter. On coming back to classics | was naturally drawn to ancient
medicine, and on a January afternoon in 2010, browsing through materials in the Sackler
Library in Oxford, | came across an intriguing entry in volume 12 of Brill’s New Pauly.
Rufus of Ephesus — of whom | had never heard — had, it said, had written a work that
provided ‘a rare glimpse into the bedside manner of ancient doctors’. If it was rare, it
must, | reasoned, already have been much studied. My discovery that this was not the
case was the well-spring of five years of doctoral work that, in uniting my major
intellectual passion, classics, with the central interest of nearly a quarter of a century of
my working life — the politics of healthcare — allowed me to come to my topic with a

fairly wide frame of reference.

That my work has stretched out over five years reflects both the generosity of my nearest
and dearest and the patience of my supervisors. During the long gestation of this thesis,
my daughter Isobel has completed her A-levels, travelled round South East Asia, read
Politics and History at Newcastle University, and returned to Cambodia to work for a
children’s charity; and my son Fergus has read Classics at Oxford, married our much-
loved son-in-law Eli, and become a New Yorker working for The New Yorker. These two
successful passages into adulthood are the truly important legacies of the past five years

and I thank Fergus and Izzie, together with my husband Neil McIntosh, for their (largely)
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ungrudging forbearance on the (I hope few) occasions when | have failed to provide them
with as much care and attention as they deserved. To my supervisors, Chris Pelling and
Helen King, | am indebted for wise advice, stimulating conversations, bottomless funds
of knowledge, and a seemingly unlimited capacity for rapid response to lengthy chapters

landing in their inboxes at unpredictable moments.

The final stages of the thesis were undertaken in exceptionally difficult circumstances.
During this time the support of friends — whether moral or practical — has been invaluable.
I thank especially Sue and Paul Davies, Brian Dunnigan and Hetty Einzig, Fred Woods,
Helen Woods, and my sister Penny Rawlinson. They all know how much they were
needed, and | hope they know how much they were appreciated. Above all I thank Neil,
without whom none of this would have been possible — not least because | would have
had nothing to eat for five years but peanut butter sandwiches. All the other reasons are

known to him: avopi eiktdre.
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Conventions followed

It will be seen from the list of editions given in the Bibliography that the definitive edition
of Rufus’s Quaestiones Medicinales (QM) is Gartner’s, published first in 1962, as CMG
Supplement 4, and again, with some revisions, by Teubner in 1970. This thesis uses the
1970 Teubner edition, which, for ease of reference, is reproduced on pages 11-28 below.
All quotations from QM are given simply by § number; very occasionally a page and line
number have been quoted, to enable precise location of a word or phrase, and these refer

to the 1970 Teubner edition.

Referencing of ancient texts is done by means of the abbreviations used in LSJ (for Greek
works) and the Oxford Classical Dictionary (for Latin works), except for Galen’s corpus,
for which | use the Latin titles and abbreviations given by Hankinson (2008:391-97,

Appendix 1).

Hippocratic quotations are normally accompanied by Littré references in order to provide
a central point of reference, but, because the translations used are mainly Loeb ones, the
Greek quotations themselves match the Loeb texts unless otherwise specified. Quotations
from Galen are accompanied by Kiihn references for the same reason, and where another
edition exists (usually CMG) that has normally been supplied as well. Other quotations
from ancient texts are generally taken either from the Oxford Classical Text or, if a Loeb

translation is supplied, from the relevant Loeb edition.

8 of 300



English titles of Galen’s works are taken from Hankinson 2008:399-403, Appendix 2,
and of Hippocratic works from Craik 2015, singulatim. The English title On Questioning
the Patient for Rufus’s Quaestiones Medicinales is my own choice. Any other English

titles employed for ancient works are those in common use.

References to previous translations of QM by Daremberg (1879; French), Brock (1929;
English, partial), Géartner (1962; German) and Haak (2013; Dutch) are made by the
translator’s name alone. Loeb translations quoted are cited by translator’s name and
(where applicable) Loeb volume of the author concerned. Other translations, and Loeb
translations consisting of only one volume, are cited by translator’s name and date of

publication. Unattributed translations are my own.

The dating of Hippocratic texts is a notoriously uncertain business which defies academic

consensus. My policy in this thesis is to use the dates given by Craik (2015).

The edition of LSJ referred to throughout is the 9th edition with revised supplement

(1996).
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Part I: Text and Translation

Text: Quaestiones Medicinales

Two 15th century manuscripts of Questiones Medicinales survive, M and V; the latter
was judged by Gartner to be clearly derived from the former.! Each comprises an eclectic
collection of ancient, Byzantine and medieval works including medical texts and
excerpts, the (pseudo)-Aristotelian De Mundo, the Hellenistic numerological work
Petosiris to Nechepso, and a Lexicon Botanicum.? Among the medical texts is the
(tentatively) 91 century Meletius the Monk’s De Natura Hominis, which, like Rufus’s
own Onomasticon, consists of a simplistic but detailed description of the parts of the body
a capite ad calcem.® In M, bought in Asia by Minoides Myna in 1842, a disordering of
the manuscript pages has divided the text of QM into two parts, 8827-73 and 881-26, in
that order and separated by several other works.* V was bought in Constantinople in the
16™ century by Augerius Bousbecq; it contains everything that M does, though in a
different order, as well as works by Paul of Aegina, other medical excerpts and fragments,
and other material including excerpts from the 5" century Cyril of Alexandria’s Contra

lulianum.® Girtner’s 1970 text, which follows below, is based on M.8

! Gértner 1970:vii.

2 Gartner 1970:vi.

3 Holman 2008:81, quoting Rufus in comparison. The dating is also Holman’s (ibid.)
4 Gartner 1970:v-vi.

5 Gartner 1970:vi.

® Gértner 1970:viii.
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JTATPIKA EPQTHMATA

Fowtijpata yoi) Tov vocoivra fpwray, & by dy xai da-
yvwodeln T Tiv mepl Ty véooy dxgipéoTepor xai Hepanev-

5 dely xdiliov. modroy 8¢ énetvo dmotidnp s medoels
adtol o voooiyroe mowsiofar. pdfow yap dv évilévde
Soa e xard prdugy vooel §) dpaiver 6 dvlgomoc wxal
scbpmy adtod xal dodévelay, xal viva idéay vdoov xal Tiha
vdmoy memornx| ot | (elny. el pév pap pebijc Te dmoxgi-
10 YOUTE Hal EvnuoviEdGs kel Ta sixdte xal pndaui] opaiii-
wevee wifte Ti yAdTy pijve T yvdpy wal &l xad dpprpy
i oixelay xai, el péy dotey dlAwg xdopwg, mgdog xal
roculwg, 6 & af pios Dgacts §) detdds Ppudéumg 7] dedor-
%{dTowe, Tolroy pév yoip voullew Ta yoly xata PP
15 wadig Eyew. el 8¢ wai dlla ot pev fpwmTiic, d 08 didn
amoxolvorto, xal el perafd Myow dmdavidvorro, al 08
roopddels xal doapsic yldooar xal o pETQOETATELS

3 aegrotos interrogandos esse docent Hipp. Aff. 37 (VI 246 L.);
Epid. 6,2, 24 (V 290 L.) et Gal.in Comm, ad loe. (CMG V 10,2, 2,
p. 115—-117); Marcellin. De puls. p. 459, 135145 Sehoene;  of.
Plut. Mor. 120 d. de Panlo Nie. of. quae disserni Herm. 85, 1987,
366aqq. | 7 xovd yrouny voosl ] of. Hipp, Aph. 2,6 (IV 470,18 L.} |
8 ibéay vioov] of. Hipp. Nat. hom. 2 (VI 38,4 L.) || 11 prre! u
ad pwchuy] of. Hipp. Off. 1 (IT1272, 4 L.) || 12.13 xai &l — dedoe-
267 e | of. Hipp. Prorrh. 1, 44 (V 522 L.) = Coac. 51 (V 556 L.);
Gal. Comm. in Proreh. ad loe. (OMG V8, 2, po 69, 16—22) et in
Epid. 1, 10 (CMG V 10,1, p. 104, 1—6)

1 ifatged M: Fpeaiov Da. || 3 [fpwrijuara] Deichgr. | Epidiv M :
£E v Da. || 8.9 xai eva i v. kol Tive Tomov memevxoTwc M: corr,
Deicher. || 9 trospivorre M: corr, Da. || 13 d & M: &l & Da., fort,
recte | dedouedc M: corr. Da. || 15 sxcddc Da.: moders MO || 16 al
d¢ {ady Da.: af te Diller | 17 sai of cupei; M: corr. Da.

195 D.-R.
11
2
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RVFVE EPHESIVS

amé Toi dpyalov Todmov mpdg Td dvavrioy, madyre Tt
mapaxpovaTid. xal xhpwog 0 Tol wdproyTos ofitmg Tt
3 onpaiverar. yon 8¢ el pr) dwodely] nposayepmTEY TOUS
mapdvrag, dpd ye xai mpdodey dndxrwmpog v 4 ded T
mapetear vigoy - ToiTo pdg mpog Topy dudyraoty péya diva-

4 Tar. gopny 8¢ xai dedévetay ToD xapyovTog zorapdiors
dv, iy 6 uly Tic xavos T4 piéypatt xal épecis Aéyn Ta
ovufepnxdta, 6 68 ololy) dvamatwy e molddxeg xal lemt]
tfj poij. vooijparos 08 idfar(***)dvev pedayyohiog ffody-
g, yAdrrng mapeningias xai Tw o Tir watd Popaxa
waal wept Tvedpova eldopdvor ylyvesda. td péy yag pelay-
yound Sraonpaiver Bgacitic Te i dxatgog Ay - pddoTa
197 8¢ <& dvBpwmos xavapac ot xal Dagody wol avicH-
pevog olg Myer, wavapavis 8¢ xal Eréowe Eoriv - dAda ol
Cel> 7187 1) meipa avTd mpoayévoito, capds fjdn deay-

5 yehaworto 1 véooc. xod Jnddoye 8¢ Tic xalbéfeodar péddor
8fiAds éotw amoxpwdpevos Majdy Te dy Agyel xal doapeln
6 pAdTEne. oftw péy oty &y mugerols dvev dé totroy ama-
apovc xal Emipapplas mooodoxdy. Shme & adpmavra, [T]d
1ol mapaxgoveTixed tpdmov éotly, Evdérd” dv Tig pdor %

(=

]

a

-

s mapaxpovorid] vox Hippocrat.; of, Erot. p. 68,8 Nachm. |
9 voorjuaroc .. . iém] of. ad 1,8 | fodyywaw] vox apud Graecos,
ut videtor, inusitata. invenies sutem vooerm Ppayylamg apud ave-
tores infimae Graecitatis: of. Thes. Gr. Ling. &.v. fpayyein; Matth,
Sylvatious, Pandect. Opus f. 425+ ed. Tatrin. a. 1526 || 11—14 of.
Hipp. Aph. 6,23 (IV 568 L.). de melancholis agit Ruf. ap. Aet.
Amid. 6, 9 — Frg. 70; of. Frg. 127 | 16—18 of. Rof, Frg. 138, 1 |
19 Emedapping] of, Ruf, ap. Aet. Amid. 6§, 28 = TFeg.75,17 || 20 aa-
paxgovotieod] of. ad 1.2

1 &mi tod M: corr. Da. || 2.3 xdgoon .. oruijero M: -
pwai - . . onuniverar Gae.: wogoow . . . opofveaitor Da.; fort.
anuaivorr vt || 3 droten M: dxoder Gae.: dxodor Da. || 8 oia M :
olov Gae. ol. 3, 21. 6, 4. 18,27 | 9 lac, indic. Gae.; desideratur ver-
bum | 910 dvev g fodygooeg Pl . nal twovr M: dvew . fody-
wmn, Y. 7w ol T e Crae, (of . OMG Buppl. 4, 50-53): {idoes )
dv &b p., fpapydoems, vA. x. xol Tvoy Kudl.: [dvev - mogartdi.
Eiac] Da., qui lac, indie. ante vocem xavd || 18 {4} Da, || 1415
xai fidn ¥ weipn adrd M: [xat] (e} 6" § meipa afird Schubr.:
wal 7jde o) meipe & To Da. || 17 troxpwopevo; M: core. Da. ||
19 d% M: 84 el Da. | 7a M: & Gae.: [7d] Da.
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QVAESTIONES MEDICINALES 212

i) didms xarapaviddvor. T 8¢ wava ddoaxe xal dEvTnTe 7
gowiic xal TpayiTyTe: TG pdy yog gdlvoyre xal dedhe-
mvoixd ofeia 1) pavd, 1@ 08 Epmde xal TH fpayydider wal
76 Pmd wavdopov melopdvy Teayvrépa. ol d¢ =i pAdhaoy 8

5 mapamlapTiol mavredig dpwvol elot.

ITodroy pdy dij, dg sipyras, adrdy Twa yon Toy vosotvra 9
dowriy mepl v yof) eldévar, Enerva 8¢ xal Tolg magdrras,
el xwidpara sl mapd Tol vogoivros pavBdyew. Té 08 10
xoppard et §) cpodpds magaxgodwy Tig 7] dndnlyaTog 198

wi] Mpbagywds § xdroyog 7 dpwves i dAdwe fAltwe 7]
Gaderc mavrdmacw i §lc] ovpplgoy b fmora géy-
yeabai, domep T4 éx myeduovos aipoppoixd. xul o )
sadlov xal dAloy éowriréor xai dmép Tob dyay mpeafiiTov,
sai Gmip ol pfp duoyldacov Toy dudylmacor.

5 Fopwryréoy 62 mpdrov pév Tov yodvoy, 4y’ ob vooely fjo- 2
Fato- wal pap meds Tip lacw cuppéper xai med THY TAw
wprarlpon dudyvoaw - Eaprol yap & elg To Tig mepiodovs
adtiy guidocew. xal pév & mpog Ty Sy dudpyoow Tig 12
végov péya Bpelog Tor mpdoy yodvor sidévar. Té yap avTd

o oupmTdpare Eul Toig anded{T)oig FoovoLS Onjpeivovsy

dAia, olov xrepog mpd péy vijc Extne xal Tijg { fmpavels

mupeTd waxds, peTd Todro 88 iy xoleypoc, xai olpe xai

Sraywprjpare xat dpyas pév ddarddy xai dupd foooy

raxdy, mposAniviidar 08 dmomrdrepor i dmwd TdY divdy

grdfers yodemal af Tevapraiot xai dndai, Adfpor 0¢ aipop- 199

paylar Tetagraion daxpitol, xafror fotepoy xplvovdar.

B

&n

6 e elorrar] § 2 || 15 of. Hipp. Acut. 2, 9 (22) (1L 436,58 L.} |
2a I-[ipg. Aph. 4, 82; 64 (IV 524 L.); Coac. 118 (V 608 L.); of.
Tudic. 13 (IX 280 L.); Buf. ap. Orib. Coll. med. 45, 30, 31; ap. Aet.
Amid. 10,17 = Frg. 78, 1-5 || 22.23 Hipp. Epid. 1, 5(11) (11 634,
95 L.); of. Conc. 565 (V 712 L.) || 24—=6 Hipp. Epid. 2,3,9 =
6,28 (V 112 = 282 L.); ef. Gal. Comm. ad loc. (CMG V 10, 1,
p. 283284

1 xavopapidese M: corr, Da. || 11 g M: oot Deichgr. |
12 aipoppdym M: alpopgotd (vel aipoppayind) Gase,: aipogeogdo
D, || 14 ) dpopdwaseiy M: corr. Da. || 18 -:5?},{9«:&1} Da. || 20 cve-
dptorg Mz corr. Da. || 22 xgloyea M: corr. Da. || 24 (xal) o Gae. ||
o5 drdal] vox dubia
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13 Tadra 1) padijon vip mpdTyy Hudpay, & §j vooelr fjpfaro,
pduevos, xai 6E¥TyTa xai péyedoc véaov, &l Ta péy Tayéws
xal ddpdwe palvorto Ty detvdy mpoexpnyyipeva, Ta 02
ayolf] e xai & ypovw.

Kai mepidde 8¢ doatrac padijon xal el e0dis revaypé- o
vorg magofiver 1) véooc [T]ij xara pdy apyac dvdxros,
forepoy (88 elc Tdéw Twva idpderas. xal Torraiov 8¢ Avow
xal Tvoy @Ay vooqudroy perafoliy Te xal dopdleiay

14 padijon évdévie. vip pév oty doynpy i véoov, danyixa 6
dvpwmog yoaely fpfaro, elg Tooadrd gnut yonoTds dv 10
Eowrnipra.

15 8 To 8¢ pera toivo dpwrréor, &l Tdy avwidwy T THY]
avdpdaly] vooqudray édoti 6 »iv cupfiefnxds 7 o,
xai (ely modrepoy yeyeynuévoy. moplol yap Todmimay dmo
@y atréy diloxovtar xal mdoyovar 61 Ta adra xal 1
Pegansboyrar doadras - drnep dv xal deloar 6 larpos {dg)
yulsndrarae [xai] daxwiioa xal o¥{te] mpoopigwe Pe-

200 panevdpera ore yajema tore {ye) 1® dvdgame Hra
oiite dvemrydelmg Tff magodoy viow degamevipeva. pé-
yotoy yap &y dnaow Edwopds mpds T T pdoy TAY W

16 ey dvaoyéodar xal mpog Tiy laoty. did pot doxd xakds
dv Tva xzal pbow Ty Exdotov mpos Exacta fpmtijoat. od
yap mdvres mepbuapey ToémQ TO avtd, GAAd xal mdvy
aAMiAwy duapéoouey els dtioty yoijpa. ToiTo péy ydo, &
éiere axoncioda bnws mods Tas méweis Exyet, DprjoeLs
Erepa frépois xai etnenva Oyvra xal diomenva: toiTto 02

(24
=

1—4% of. Hipp. Epid. 2, 1,6 (V74,1216 L.) || 10 xonmords ]
vox Hi pocrat.; of. Erot. p.94, 5 Nachm. || 19.20 cf. Hipp. Aph.
2,49 (ﬁ 484 L.) || 2224 dootrina Hippocrat.; of. VM passim ||
26 —p.5, 3 ef. Hipp. Loc. hom. 41 (VI 332,3-5 L.); De medicam.
p. 440,110 Schoene. haec fusius tractat Ruf. ap. Orib. Coll. med.
7. 26, 3334

6 wéoos T uéy xar’ 4. M: corr. Da. || 7 (d¢) Da. || 8 pszafo-
Afjz Te xai dopatelag M: corr. Da. || 11 {avyepwrndipar Kudl, ||
12,13 T@v dvipdmwy M: corr. Da. || 14 (el) Schubr. | woAdd M:
corr. Da. || 16 (&3) Da. || 17 xai 6. dc ofite M: 8. xal dc oiite
Da., qui post vocem feganevdusra add. ofire averurndelws aAdd
edplaxovrar: corr. Deichgr. | 18 {ys) Da. || 25 £0éioic Da.
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QVAESTIONES MEDICINALES 13-21

Ta gdppaxa, doa alvovor xaddposws fvexa xal ovpodusrva,
dAda dAdots, Ta 02 xal elg Eustoy dppudyra TEHY xATOTERL-
xaw, Ta 08 xai xdarw Smidvra T avoTeptx®y. Glng 0é
0vdéy Ty Totodrey xaleoryxds, Gare gic fva Eddsiy Adyoy
@ lated. yon oly xal mapd Tol xduyovroc pavddvery,
drwg mpds Exactoy dudxerrar 1) mopa 1) arriov: xak &l O
TWos Qappdrov neipey Eyor oapi], undé radrny mapaii-

—

mety. oo yap dy Tic Ta molda Emtvyydyor, el avdoito 201

1 -~ I \ - 2 3 -~ ’
xal Tod xauvoyrog éni Tois ardmmws aitd cvufaivovor,

To 8¢ odumay épwrdrm, dod ye sffowroc 7} dndortds ate 18

wal dupdddne 7 ddupos xai Tovg @’ éxdorows Ehouods:
uéya yap xai véde ody focor tijs gicews xai Tav &ho-
uiw Eunegor elvar. xal yap owrlow 16 odwples dAvmd-
Tegoy mpoaalpovrar Toi dAAws dv ddEavrog elvas fedtiorov,
xai & @ 01 Tpdne pepsieviracwy adrd Aaufdvew xai
akifboc xal oxevaciay. xai e ovwidy mdyvre dusivo xal

T Yoot xal Td Dytalyorte. xal mooyyoodely 8’ dv ti[c] 20

axpiBéarepoy éx taw éhoudy meol Te wplow [xal xifjaw]
t0f davflpddmov xai dddeley zal datvuiay xal Hprrwaody
aidny dvépyeiay - Ta yap dyalv{ovre) dyra d° Eove oddéy
&y Taic ydooig Emlonuoy dnioi.

Kay vodtoig odx Eoty, § 0 map” {E)avrod dbvare’ dv 21

padety 6 larpde, &l pi) movddyorro 7 Tob yooovyrog

i} érépov Twig TAw mapdvrwv. dote Eywye Davpdle 202

Kaphpdyov 7od latpod, 65 pdves tdw Eumpoadey, dw ye
o7 xal Adyoy dv Tic movjoarro, odx Epaoxe ety pw-
Tdv oldéy odre mept rac dAlac vioovg offte mept Ta
Tpadpara, xai pdloTa Ta Tis xepalijs Goxely pap xal Ta

1017 Hipp. Aph.2, 50 (IV 484 L.); Acut. 1,9 (28) (I 282,4
u.ad 284, 6 L.); 10 (36) (1T 298302, 5 L.); Erasistr. ap. Gal. De
consuet. 1, 16 (CMG Suppl. 3, p. 12, 10-11) || 25 de Callimacho
cf. CMG Suppl. 4, p. 64—66

2 fusta M: corr. Da. || 5 meol vod M: corr. Da. || 8 &rezvyyd-
very M: corr. Da. || 15 [év] Da. || 17 7 M: corr. Da. || 18 [xal
xhirjow] Da. }j 20 vyaivovea M: Sywadviovre) dvra Gae.: vywivorre
Da. || 21 éalogua M: corr. Da. || 22 xal M; =dy (vel xdni) Gae. |
rovrwy Da, | adrod M: corr. Da.

2 BT Rufus Ephesius [2020) b
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RVFVS EPHESIVS

dp’ Endore onuela 16 Te mddos onuiyas xai Ty aitiay
adrod, 8 dy xal mpoywdoxreodu ndvra xai Pepansie-
o dperyoy. Emel undé tac fyovuévas mpopdaes TG
véow(yy [xal] dvayxalos Epwracdar, oloy daitne Te
dyoyiy zal ra dlla Emrndeduara xal sl xomdoarte o ’
ovvéfy vooijoar xai el poybyri: pundéy yap dy Todrwy pa- 1
Deiy (deiv) Tov latpdy, &l Ta onueia dxoifiic ExpsleTrioa

22 7a cwpintovra Tais véoois. yar 68 fyotua uéy xal map’
(E>avtoi ddvacdal Tiva moAka Tdv &y Tails véools Ebevol-
oxewy, xdlsoy 8¢ ye xal capéoregor &y Tois EpwTHpAC. ‘
el yap Taira dpoloyei Tois ovpmTduads, §@oy Td napdyra
elbévae. toimo uév ydo, &l gaiy & yoody iy dlaray, ola

208 i}y Eumgoodey, vmepfefinxévar oltov xai morod meoo-

popd, mdoyer 08 ola elxd éni minouorils, capds &y yi-

yvdvaxowuey, Gre aAnopow| oty 7 vdoog, xal mpog TOVTO 1

i&evploxowuey dy Ty Biny lacw. toiro 06, el movijoar pév

nolAd qain, wdaye 8¢ ola sixdg Tov momjoavra, xdviévde
sdmetéorepoy Ty Te ydaoy, Gte xomog Sotiy, slodpeda xai

i fotxviay T xdéme Vepaneiay mpoodSouey.

Kai ta uév towaira Eyee [Exed] Tiva xai mapa vy ovp- »
aropdray ddafw Toi pwdoreoiar godvor 8¢ Tijs véoov
xal éhouoy Toy mpos Exacta xal géow Ty éxdoTov -
alpetor, Taira off po doxel yydval Tig iy dpwrijoas xai
elvar mavrog didov xapidrepoy i) Téyvy eidévar.

24 4 Kai uév &) évéoa vy yvoonudraw 1j didyywas éni T0is 2
vdodey xal toic Efwdey cvvarauévors: xal mws doxel
yadendrepoy elvar {5y @y doder i) Ty Ewdev. xal
yao &l Tpéuot & dvlpwmos, Té piv dud piyos 7 gofor

204 Tpéuery dewyoy fovoy, T6 8 Imé Tijs elow alrias yalend-

,

[ &)
w0

3—6 of. Ruf. ap. Alex. Trall. 11,7 = Frg. 106, 2. isdem exem-
plis utitur Gal, De caus. procatarct. 1,8 (CMG Suppl. 2, p.3,7— 13)
18 sdmeréorepov] vox Hippoorat.; of. Erot. p. 35, 3 Nachm.

3.4 td véow wal M: corr. Da. || 7 {fsiv) Kudl. | 9 adrot M:
corr. Da. || 10 [év] Da. || 14 @Aeyuorijc M: corr. Da. || 15 @Aey-
wowj M: corr. Da. || 20 [&gec] Da. || 25 érépov M: corr. Da. |
26 cvroTauévoy M: corr. Da, || 27 (1) Da.: {(7d) Kudl.
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QVAESTIONES MEDICINALES 21-29

Tepov. xal &l wapagoovoly), o uéy éxl pédy xal pappdxe
Tvl apaxpovoTixg ediatdrepoy, 16 0f didwe dvoyepé-
arepoy. oltws 0F éml mdvtow soprjoels xal TOv TEOmOY
tijc Pepanslac 0idéy fowxdra. wbnwy yap O ywoudvaw,
T péy dua ol Talanwplay, Tdw 68 dno nAnouorii,
Tois uéy oty ovupéper avdmavols xai favog xal Telyig
padaxty xal Aovroa depud, Tois 08 mdvos xai Eyoryopais
xal 1) dAAy xévoowg ndoa. el Toadvde drapéper TG larpd 26
xal Ta5 altiag dvepwtay, xai ovx Eoty eldévar pr) dpwij-
oavra. dore xal fnl Toy anueion fpwtytéor, £ pdy T
meAdvor sy, pn) Owa mhgyyw 4 O fAwday 7 6 doay
£rovs- Ta yap dAAwgs &y mupetoic meAdva ddvaroy onpal-

veer el 08 yAdooa Enod, uy Sedwpmxdte 7] loyvpds da-
xeywpnxot, xai el péialva, wj e pélay Edmdoxdre- o

yap v gy ta towdde dmonta. Goaltwme 8é xal nepl Taw 27
Exxpoudvan & tais vdoows fpwrdre olpey Te xai dua-
gopudroy xai nrvéion. péya yao xai & rodrots dievij- 205
voyev eig To mhAijtoc adrdy xal adoracw xal ypoidy xai Ta
mpocdppatra attdn eldéyar, méoa Te xal morama xal
iz spoarjpihy.

Fowray 0¢ xai nept Smvaw, el Exowuddy 7 of, xai dwwe b 28
nmpds Te tmvoy xai dypvnviay cvidwc Exer xal &l Tva
phopara atrd 1) vdmma ylyvorro, dg xax tovTwy dvva-
uévov Tov latpod oviloyileotar. mdyvra pdy oly énl naow 29
ovx EoTey ypdgpew, AL’ booy onpipal e @ Adye xai
dmopyijoat oy latooy undéy mapadireiy T TototTwy.

Mibpwse péy yap 1@ Egeoiow malatori dyalvew doxodyre

26

4-8 Hipp. Nat. hom. 9 (VI 52,47 L.); Aph. 2,22 (IV476L.);
of. Viet. 2, 66 (VI 584, 1519 L.) || 11.12 & digay Erovg] of, Ruf,
ap. Aet. Amid. 6,9 «= Frg. 70,15 || 12 ddvaror anualve] of. Hipp.
Progn. 2 (IT 118,35 L.); 9 (11 132, 11-13 L.) || 19 mgoodguara]
vox Hippocrat.; cf, Erot. p. 70, 14 Nachm. | 24—28 of. §71 ||

6 [odv] Deichgr. || 8 ooy 8é M: corr. Da. || 18 undé depmzdte M:
corr. Da. || 14 pédava M: corr. Da. || 18 dvwaur M: ovoracy Gae.
ol. frg. 106, 2: douny Da.
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RVFVS EPHESIVS

dpdyn Towdvde Evbavioy- éddner slyar 8 GAng wwxvds &y
Muyy peralyy movipov $datog. xal todro dvaovas elme
npdc Tov yupvactiy. 6 08 &y oddevi Déuevog 10 Evbmviov
fiyayey adrdy meos Tovs movove: xal ofmw pecotvti attd
dodpd te Emninter xal dmwogla xal maluos Gpov Tob b
onfjflovs, xal adtixa péy dxpatis fv yewdy xal moddy,
30 adrixa 08 dpwvos: ob moAd 6 dorepoy dmodvijoxet. ovx
206 Gy pot doxel dmodavely, el copoi Tov yvuvacrod Ervye
xal Twva wévwaw alpatos adeday adrd npd Tdy movwy
31 dunyavijoato. dAAw 06 T Ey mueTd 6fei oA 10
amjo Aidloy émuporrdy xara Tods tavovs malalew Eddxe
xai biyyew adréy. xai odros elme mods Tov lavgdy 1o évdm-
yiow. 6 02 090 adrog évefouijin oldy Tu iy, mply aipogoayly
32 Adfow éx fwdv éxpliy 7 vioos. T 02 doxotyti &y TG
Kaviotpw motaud viyeodar el $depoy éveledtnoe ypo- 15
viCovoa 1 vooos.
g3 [dyv 02 duavroy meldw xava Tods yupols Tols & T
oduare d6Eag évvaviow Eyylyveodar onuauvoicas xai dya-
da xal xaxa T avdodme, dv zevdipps dAin ovx Eor
p) drobaarte. 20
34 6 Ti 02 ta ovyyerij @y yoonudrwy; dod ye Exépwiey
Zory eidévan 7) zai Tadra dpwrijoavre Sijmov; xal oty dv
rig paly gatioy 16 dodenpa, &l py xai T dayvivar 0
edueTayslpworoy véonua xal 6 dvoperaysigiaToy, g
dodidg dmelinmrar méy vo ovyyevic dvaiardrepoy slvas
35 100 pi) ovyyevods. xal. iy xai meplodoy yeyevnuévny xai .
007 petdoTacy xal ovumTOpata, Grdod Eumpoader cvpme- '
altyduret, xai tavta g1 muddpevoy eldévas- xai éotwy 0d

[
o

1—10 respiciunt doctrinam Hippocrat.; of. Vict. 4,80 (VI 658, 1 !
w. ad 4 L.); cf. Artemid. 1,64 (p.70,13-17 Pack); 2, 27 (p. 148, 17
w.ad 20 Pack) || 10-12 of. Hipp.Vict. 4,93 (VI 660,1-3; 18-20L.);
Artemid. 1, 60 (p. 67, 6—10 Pack) || 15 wjzecdac] of. ad 1. 18qq. ||
24—26 Hipp. Prorrh. 2, 5 (IX 20, 18-19 L.)

4 pecotvre adrod M: corr. Da. || -8 doxd M: corr. Da. | zof M
{def. Hansen): Tov Gae. || 9 adrd M: aitd Gae. | 7100 1oV mévor M:
7pd Tiw movew Kudl.: mpdc zov movoy Da. || 27 ovumemdxer M:
corr. Da.
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QVAESTIONES MEDICINALES 29-40

Juxpoy Gpelog xal els mpdpomow xal el depansiay Emi-
axepdévra.

Epwtyréov 8¢ =al todnmoy dialtys, 1) »éyonrae 6 voady, 7 36
oty 6moTe Cyralver: TovTo ey yap clontar mpdTepoy Vip

5 adrof - Ta viv 08, dnawg &y Tj] véow dyraro, xai pdouaxa,
el Twva mpooevivexto, xal Ty Yepanelay Ty odunacay,
ivrwva tedepdmevtar, zal dnws ép’ Exdotorg datidéuevos
palverar, xal yap mpds 6 pedappdoaciar ta mapdvra
xal mpos 1o undéy xwvijoa T mply Hvrwy xai meos

10 70 £fevpeiy &f Tt mapaiélowme Taw dedvrow yoirjopoy Ta
Totadra sidévac.

Eowryréov 8¢ xal, &l mpoaijoto 16 curioy 4 ofl. xal yap 37
oUd¢ TovTd gt dvvator elvat wap® favrod yuryydaxrer(y)
xafror xarayelacréraroy doxel Téy fpwrnudren maoa

15 Tolg dnpotixots, &l py) e0dvs Tig aypdusyos Tod yogodvrog
eldein Gre Edjdoxer, dAda Etégov muwddvorro. éuot 8¢ xai 38
rofito adtvaroy doxel Sayvivar puy fowmioarta, domep
xal spvixa moomijparo xal moldy Tt xai wdooy. ¢ pap i 208
pupn xal T aodevelg Texpaioduevoc ént moloic modid-

m g Efamarnhjoerar: xal yap TO ixavoy mpocapdpevos
oy Ixavds fppdaln xal 16 pn moocdpacial Twa wiéoy
Epowoey dv, pdiwora el dud wAnopovipy dodevel.

Fowtytéor 8¢ zal, T o fjdioTor adrd t@v airiow. TovTo 39
yap &0’ dnrp npo tot xpariorov dwnoey, émel xal nét-

o5 TETAL fdoy ToD dndode. o) pap &) pacwpdve péy 1o dndéc
xal xevanivovt: dodevi] mapéyer Tyt Exarépov évépyear,
aérrovee 0¢ xal avadiddyr oy dpolav dv mapdayor.

Kai 10 ebdaydonror dé épwryréor xai o odpoduevoy 40
xai 16 6Evwdpevoy xai 16 dAAwe nws pdaduevor - Exd-

0 0TQ pap Taitd fote xai od xadbiov. dove émawéoayu

4 mpdregor] §§ 18.19 || 5 of. Hipp. De medicam. p. 441,42 u. ad
442,67 Schoene || 18—20 cof, Hipp. Aph. 2,38 (IV 480 L.); Ruf.
Frg. 363

9 rdw mapdvrwy M: corr. Da. || 12 [té] Kudl. | 13 yuypvd-
oxes M: corr. Da. || 14 =aito: (1) Gae. | 20 ixavdy (rig) Gae.:
mpooagduevés (ric) W. Richter || 26 éxdorov? Gae.

3 BT Rufus Ephesius [2020) 9

21 of 300



RVIVS EPHESIVS

dy xal latooy Tov viv modroy évrvyydvovra TH YooOVTL,
el iy ag’ Eavrod udvoy moloTTo TG Hepanelag iy ebpeoy,
200 dAAd Tiva xai @y dumeloow Tob xduvovrog els ovufoviy
wajol, pdiwra pév lavody, el 0¢ pij, wal Wueny. ofrw
yap ob diapagTiosTaL ToD GVuEEQOVTOS.

4 8 'Oca v alpijpard dotw éni taic véoowg pyyvéueva, xai
radra dpwrdv. Eote udy pap xal vépwit owvtexrpalpeatal
Twa dlyodvta, xal ovevdypare zal Pofj xai gurrdopart
xai dmopla xal xMoer odparos xai yooud xai AemrdrnTe
wal yevpiv dypet, Ty Te ov E0éins dnveiarl sy - dnlot yag
70 Sdvvduevoy svlis: xal adris O 6 xduvor mélet pd-
Jota v¢ diyoivra, dote xal Tag dpdvoy ddvvas Ex Tav
Towdtew odx v duagrdyors cviloylduevos. dika Eote
péy wax T@v {olxtwy) dwayiyvdoxew Tovs ndvovs TAY
yogotyraw, yon 08 xal dwamvyddvecdai: xal oddé TOUTo
awe Eapnei [nal] moos Ty Gl Sudyvworw, ds moAloi
fion pakaxiy xai Tougf) 0ddéy Ti mov {dyropypiregor 666~
42 vy Smexglvavro Ty &y Tais Tpaydlag oipwldrrov. 1on
8¢ nal Ta dMa dmpiénew, el odpowy xai dvdpsios xai
dyxpams ¢ dvdowmos: od yap v otrde yé 11 pevdoiro
210 43 Taw mepl Ty véoov. Enel 08 xal mepiddovs va mopda Exov-
o of advor, xai Toito dgarnTéor. ob yip dijmov Tods v
dovs mapofvopods dvayxaiov muvddveodal nnyina pi-

yrovrat, Tove 8¢ [dAdovs] Tdw dAynpdren magajeinew.
4 9 Eyoo & dv twa yesiav xal Td xovd xotAlay Epwrdy
Snwe dudxervar T dvdodne, dpd ye eddaydonrds EoTwy
45 1) of - xal Ta mepl Tag dAdas dnnplocy doadrog. xal yap

8.9 durrdopar: xal dmoply) of. Hipp. Epid. 5,43 (V 232,20 L.) ||
9 xAloes e parog) of. Hipp. Progn.3 (I 118,7-120,9 L) || 15—21
de aegrotis dolorem simulantibus agit Gal. in Comm. in Hipp.
Epid. II (CMG V 10,1, p.206-2183,9 = V 10,2,4, p.113-116)

9 orduarog M: corr. Da. || 10 lac. indic. Gae.: [ip — dmrsotha)
Da.: iy ye xtA. C.J. Classen || 12 dpdwovs M: coIT. Schubr. ||
14 xdx Tév M: suppl. Gae.: xd (oix)raw Da.: xdx (rod)raw
Hansen || 16 [»ai] Da. || 17 xouydéregoy M: corr. W. H. Friedrich ||
a1 meplodoe M: corr. Da. || 24 [dAlovg] Da.
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idpirs xal odpov xal Euetog Tolg pév gadims, Toig 6¢ ya-
Aemdyrepoy dlewot.

Eig pév odv Tag xowag ydoovs, xal pdlora Tag woperd- 10
detg, Taird e xail Ta Suota Spwryréov. &g 8¢ Ta Elwn, &l

5 péy Gmo xovds el 16 EAxog, p) Ervye 0n) 6 wboy Jvoady:
7oAt yap diagéper. @ pév yap Evatudy T Efagxel pdp-
paxov 7 endyyoc 8&es fePoeyuévos, 1o Oé xavois Te, wal &l
qudve puxody ely o Exos, wal dpyudow papudxwy moo-
aywyy) xal Tieno Tod Elxovs els moAd xal mépa dpiv-

10 Deoy xal dptoroloyla xai Abxwoy xal Tdv moraploy xagni-
vow 10 aplynpa xai axbpdiov xai metgoctivoy xai 1) 211
yevriayy) zalovpévy Gila. péya 0 dgpelog xai &l perald
14 §2deBopw nadroas. &l O¢ p), xlydvvos onacdipa xal
napagpov{fjoar) xai deivar o Wwp xal anoiéodar.

w  Oda yoiv Tva dnydévra péy Sno Avoodvros xvvds, & 41
oddevi (0> Adyw Dépevoy 16 Elxog, nalrow mopla péy Taw
latpdy magaxsievoudvoy, moli 8¢ Taw olxelwy. éxeivos 48
uév &) dnédaver ob mold Toregov maddw, oldneg &v Tjj
véow Tadty mdogovow 1 82 yovr) adtod Tolupos xvoiicae

20 (dubyn yao adrd ¥ 16 Elxos Eyovr) Bewse xal advi) 10
dwp, dote, &l py St Tagboy érxededoauey Exfaisiv 0
EuPovor, doxei pot v dnojéadar Tpdme TH abtd.

Ta 8¢ Taw dliov Pnolwy Miypara xal alyyas dotora 49
pév &l xal Taira dvaxpivouuey. moly yip Emeldely Ta ovp-

o5 ATOpPATE PRYayoOuEvol T6 éxdate mpdogogoy pdov Pepa-
nedoouey|os)]. Suws & ody fart xal TovTaw dia onusloy

4—14 hydrophobiae exemplo utitur etiam Gal. De sect. 4 (Scr.
min. 11T 7,238, 4); 8 (ibid. 18, 24—19, 18) == Deichgraeber, Em-
pirikerschule Frg.19.29; [Gal.] De Theriac. 16 (XIV 277, I8 u.
ad 280,10 K.) || 9 tonowc toi &xovg] of. quae exposui Herm.
94, 1966, 251s8q. || 18 £AAsfopw] of. Ruf. ap. Orib. Coll. med. 7,
26, 177

1 #uevoy M: corr. Da. || 5 82 6 M: corr. Da. || 8 mgogaydyn M:
corr. Da. || 10 dotoroddyny M: corr. Da. || 14 magdpoow M: suppl.
Da. || 16 {(8é) Da. || 25 unyavdusvoc M: corr. Da. | 7@ M: corr.
Da. | Pepansvoduevos M: corr. Da. || 26 Todrey xai? Gae.
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212 réxpapors xal ury Aéyovros tod dnydévros: éml 62 T@

xovi odx Eome, mply dy 10 mddnua EAdy(v).

11 Ocos 8¢ & norépe tirpdoxovrar rofeduaow 7 Adyyais,
ta péy ¥ daoydvra xai doa dno 16 dépua wovmreTal
iddvre xal apauéve zardadnid ot Ta 68 siow xpvgdévra
éowmaréon, &l Ta fédn Tiygot [adroic) Tic adroic éiedxioas,
dpd ye oy Tf) axide éslinvaey 7 uévov tov duotdv. Adator
yap @v xai tov mdw Eumewpoy dmoloa 1) axis. didmep
xaAds napaxeledovrar Tols orpatudTais ol latpol pépery
ta rofedpara éunenyydra, mg dv sideiey adrol xopldus-
vot, i} Tt Eyraralewpdelln) 1d EAxer, xai dpa dunelpws
52 xoptllowto. dvayxaiov 0¢ mov xai mepl yploparos mpo-

avddveodar T@dy tvofsvudrey. moAlol yap ESevpdvreg
pdppaxa, ol a fély yolovrar, xdy mdve pixgoy Tpwoy,

53 amoxtelvovow. &l 8¢ mpoaidelnpuey, Tdya T xal moploarpuey

54 dy Exdarov gappdrov lapa. toito pév O o fpdrnua
od toi Tpavuatiov Eatiy, GAAd Twog aiypaidrov 7 adro-
UOA ov).

55 Ta 02 & xegalj] tpaduara Gde ypi) dvaxopivew, zai
wahorra, el pndév pavepoy xaxov &in TH GoT@, dpwvog
8¢ 6 mAnyels yévorro xai éuéoa vo pdy adriza owriov 4
pAéypa, yokyw 8¢ Jorepov, xal émmvoéfar mvpetd 6&el
#al apaxpovoTizd + xlvdvvos 8¢ oijypa Exewy T6 GoToty 1)

56 ®ata adre 16 EAxog 4 Erépw{dh). roig ¢ 0ddé Elxog T

o
=

-

aapdmay ylyveras, GAL Smopoijyvvtas 10 datéoy xai md-

oyovaly ola slpnrac.

57  Karva yoidy tor Zduwoy ofitws Eoyey- iy pév Emyampotog
abrois 1) foptyj, & j dwaordyres aAAjAous Ballovon Aidois.
dvraiida 0¢ minyeic ofrog 6 dvdpwmos Tpadpa uéy odddy

2 &ifeiv M: corr. C. J. Classen || 5 xavddniov M: corr. Da. ||
6 avroic Tig adtd M: corr. Da. || 10 sidoier M: eideiey Da.: dowey
Schubr. || 11 éyxaraieupitér M: corr. Gae. || 18,14 éfevodyres . . .
yolovreg M: &Eedgoy .. . yolovreg Da.: éEevodvres . .. yolovrar C.J.
Classen || 17 adtoudA M: corr. Da. || 21 éuéoorre uév M: corr. Da. |
23 &¢ M: ydgo Da., fort. recte || 24 érépw M: corr. Da. || 27 wdv M:
ziwa W. Richter || 28 [7j] Latte
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QVAESTIONES MEDICINALES 49-63

Eayev [odroc| pavepdy, dpwvos 8¢ ypiyverar xal idvyyid:
zai petr” ol modv udy tyujs elvas Ed6xet, eiroatij 08 peta
roiro fudpq mapagpovely dpyerat. dg ody elosxifiny xal
eldoy ovweydic pév dnrdusyov abtoy TiC xepalils Tpoumoy
Te Mvta xal magaxpovatixgy, fHoduny, {un> Exiiyn Ty
xegafiy obrds move, Ty 08 gnodvroy Dapod(y) Egny
auvretoipdar 1o dotéov adrod. Emaita peydiap Touny
TepoyTe xalt 8 pdlora fjmreto Tais yeool pépos elipo-
ey 0paryog Eni pjricto T6 6ototy, xal 10 lowmoy idusta
doneo T xegalixlaora. Tovro usy O otrwe Eoye.

Xon) 8¢ Tov év xegalfj Toavuariay avepoTar o oyijud
e 00 féAove nai pulyelos xal oxlnodryra. and pap Taw
lowy foAdy Ta mepipeoi] xal peydia xal oreped pdailov
dijggovar, T 02 65éa pdlhov Titpdaxer. xal loydy 02 Tod
BdAdoyrog épwray zai mpottvulay sic tip minyiy, xal &
10 féloc dvaley g’ oy malpfipdév Erpmoey. &y mdo
yao elgijosic uéya 1o Spelos 1 Tt xai ddgopoy mEds TE
TG dparvij xal ta fuparvij éfapdypara. xal Ta puéy opey-
ddvy [ra 8¢) tdy éx yewdc loyvodrepa, (ra 02) [xail
afra] dno pnyavoupdrov loyvpdrate, dote odx dv &y
maparyTéoy obdé Tavta. tédos ye uny Epwryréoy xal Td
éni ] wAnyi onueta ra Eumpooder eipnudva. &l ydo T
énelvoy ovpfalye, mdyy yo7) motedewy xaxdy T évelvat
T doTéE.

T péy oy Tod vocotyroc xal TGy napdyrwy fpnTijuata
raira xal § vt vodrwy yyvrdro Eotly. dAda 68 xai xata
&y éotiv. oloy &l Tic dpixotro eig Tapy Eévy, mvvddveciar
yo1) mepl Ty Pddrwy, dnold ot xai &l Twvag Efapérovg

11—16 respiciunt Hipp. VC 11 (II1 214220, inprimis 220, 13
n.ad 17L.) || 18 &apdyuara] vox Hippocrat.; of. Gal. Gloss.
Hipp. s.v. &° otvroiupa (XIX 98 K.) || 22 umpoodev] § 55

1 [oftog] Da. || & &ddxer M: Soxei Gae. || 6 {un) Gae.: {&l) Da. ||
6 Haped M: corr. Da. || 18 fsddw M: corr. Da. || 16 sjyovs M: elre
odw Da. || 17 dwapégor Da., fort. recte || 18—20 opevddry- Ta o
Téw &% y. 1. xal avra dno. . loyvgdrepa M: corr. Da. || 26 xard
#ai M: corr. Da. || 28 7ova Da.
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RVFVS EPHESIVS

yer duvduers, olar edploxovrar mollal, al pév yaorépa
dmdyovoat, ai 08 Ty olgnow, ai O¢ Twes npos TEPW
movnoal, al 8¢ xara fag xal onAipra xaxovgyoioa, ai 6
Tivec xai Aldov & veqoois xal xiore o Tixrovoa, dilat
8¢ dAda mageyduevar, af uév xaxd, ai O¢ Gyaldd. 76 uév yao
& Aesovrivois tijsc Zixedag Udwp dnmoxtelver TOVC TOVTAG
xal 10 & Deved tijg Aonadlag 6 xaloduevoy Towp
Zroyde. 16 88 &) Khslrope Tijs Hpradlag, &l Tis &y adtd
joboaito, ot & 0ddé doudls dvdoyoito olvov. To 02 &
o4 Tij Avyxnotide sic pédny dupdile- v dé &y Xadnide vijc
Hpedodone moddyoay éumotel. o 02 Erspar pioes evoi-
oxoviar mao’ ExdaTows Taw SddTaw xal xagmdy xal dégwy
0808(») fowxviae Taig dg Enlmay xadeornruia, [ds] 707
nurdayduevoy mapi 1oy Emywplwy 7 nepdlovra &y yoovw
216 siddvar. dudyvorais yag axpifis dikn odx Eoty, Emel 000E 15
yoorfjuara émdima Eotw évéows eldévar: molds yap #ay
66 Tovtrolc 6 mapdloyos xall Exdoryy ydpav. & yov T
Hpafllyow plyveras véonpa Spic(xss), 8 onpaivet EAdae-
66 ol vedooy. foTu 08 mdyog Boov yopdij, xal myeitar xal

=3

[

0

5—11 plura exempla affert Ruf. ap. Orib. Coll. med. 5,3,28-35 |
5.6 Antig.Caryst. Hist. mir. 159; Plin. NH 31,27 || 7 Antig. Caryst.
158; Strab. 8, 389; Vitr. 8, 3, 16; Plin. 2, 231; 31,26 || 8 Sotio De
flum. 12; 24 = Anon. Florent. 12; 24 Oehler; Vitr. 8, 3, 12; Ov.
Met. 15, 322sq.; Plin. 31, 16; Athen. 2, 43 F'; Vib. Sequ. 168
Gels. || 9.10 Antig. Caryst. 164; Aristot. Meteor. 359 b 17-18;
Sotio 20 = Anon. Florent, 20; Vitr.8,3,17; Ov. Met.15,329-331;
Sen. Qu. nat. 3,20, 6; Plin. 2,230 || 18 dpeg] de dracunculo cf.
Agatharch. ap. Plut. Mor. 733 BC (= GGM I 195); Gal. Loc. aff.
6,3 (VIIL 392, 17—-393. 5 K.); [Gal.] Introd. 19 (XIV 790, 18 u.
ad 791, 2 K.); Def. med. 437 (XIX 449 K.); Aet. Amid. 14, 85;
Paul. Aeg. 4,58

8 movnody M: corr. Da. || 4 xdoreot M: corr, Da. || 45 GAdag
8¢ M: corr. Da. || 7 gawed M: corr. Da. || 8 éxsjropr M: é Kiei-
rogs Gae.: & Kistvoplp Da. | év adroic M: corr. Da. || 10 Avyyi-
crpii M: corr, Da. || 18 otde M: corr. Da. | [dc] Da.: {(radr)ag
Gae. || 18 dpgdfoy M: corr. Deichgr. | lac. indic. Gae.; excidisse
videtur nomen barbarum dracunculi | 18.19 & — veiipoy ut glos-
sema del. Kudl.; sed of. [Gal.] Def. med. 437: dpaxdyridy oty
Eixog popay &’ avrd Eyov vedgov . .n || 19 & wwveirar M: wal .
Gae,
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QVAESTIONES MEDICINALES 63-72

avaatpéperar &y Tij caoxl Gonep va fomerd, palora 88
xata unoods xai xwijpas, drag xai dAdy Tov CHOPATOS.
gy yoiv &y Alyéare eldoy dvifpwmoy Hpdfuoy Eyovra 67
iy véooy Tipde, xal omdre o moonbmrew péidot, ddv-

s vdto xal Embpeace, xal dvdder donep Ta Eumvijpara,
péyor O1) dehbirw Eubdnaé te xal dwadmy. éxelvy] pév 68
ware xvjpny ofrwe Eoye, {T)fj Deoanaivy 0¢ airod xar’
Gupaldy, dAdy 8¢ Ton wara fovfiva. mvvdavouéve OF 69
pou, &i ovmins Eorly ApaBiolsys 1) vdaog, Epaoxoy pey

10 xai Apafilovs oftws vooely xal Tdv dpuwovpéver Of
Edvay moiiovs Evioyesdar T véo@ muvras Tod voarog -
Toito yap pdiora aitwoy ebat.

Muvpla & dv nal dAda Towvrdrgoma ioTopeiy gEetipotg, 70 217

sl pdvoy mpddupos {elns) els 7o Efevpely xai fophjpara
15 {Ta) Emuydota Exdorols, MoOTED Aiyvariow {eiol) ovopa-
iopol Te xai Euevor xai xivopol, Tois ¢ ye xal aiuarog
dpaipéoes, Toig 02 ai dua T ElAePdpwy #addooets.
“Hoy oty por cagrs 1 yroun éotly, tér dv aguréoa 11
Bodinract. Ta pévror obunavra olite Adyos abTdpxns
o0 ofre ypovos ixavig onuipral Te xal E5evpely. 70 08 xepd-
Jawov Tiig yyduns edpedéy xai dmofinéy T laved Exou
dy mdunay 16 déoy.
El 8¢ tis pijoaé pe dvavtiov yuyvaoxew ‘Inmoxodrst, 18
Bc & Téyymy Eleyey dEevpmuévas, O fig duwijoera 6 la-
95 Tp0g Gquxduevos el woAw, 7S dnepds o, meol Te TaW

15 ouppatouoi] vox Hippoarat.; of. Erot. p. 24,20 Nachm.—de
re of. Herod. 2, 77, 2; Gal. Comm. in Hipp. Artic. 2, 48 (XVIIX
A 484 K.); [Diocl. Caryst.] ap. Paul. Aeg.1,100,3 [ 23—p. 16,12
respiciunt Hipp. Aér., inprimis c. | et 2 (Ir12—14L.)

¢ Exslvey M: corr. Da. || 7 7 post spatium litterae 7' curatius
exarandae, sed omissae destinatum M: suppl. Kudl. || 9 dppd-
Brog M: corr. Da. || 11 woAdoi . . . mdvre; M: corr. Da. | 14 mpo-
Dupely sls M: medBuuog (sing) els Gae.: noofupoio elg Da. ||
15 (ta) Da. | {(slol) Da. || 15.16 ovpuaiouots Te xal Euérovg %al
%Avouovg M: corr. Da. || 18.19 v dv puéothar f. Da.: dmoc dv
dp. p.? Hansen: (ép’) 8aov ¥’ épixdodar (fe)Bovinua vel sim.
subesse videntur || 28 @foec éué M: corr. Da. | inmoxpdrove M:
corr. Da.
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RVFVS EPHESIVS

Sddrew eiddvar xal meol Tdy Gpdy, dmws TE TOIG aY-
Hodmowg al xotdias Eyovar, xal &l pilondrar eiol xai &l
#dwdol, xal mepl T@Y voonudraw drota Emidnueiy elhoTar,
wal af ywvvaizec Omwg 7Pog Tovg Txove dudxeyTal, #al
doa dAda éxeivog vméayero T éyyy, undéva dpwrdy T
émuywplow, GAAa map’ favtod, payddvew - Tadra 02 € Tic
mpo[ olpéoaw Emuéuportd pot ds T dplote T@Y latpdy
aepl 1@y peylotwy {ob) cvyyiyvdaxovts, Ayw mpog Exel-
vov 00déy pely] tdv éxelvov driudlew, GAG Ta péy Tiva xnai
oftwe edpefippar mepl Te dpdy raracrdoews xai gpioews
adpatos xai Saltns Tobmoy xai SddTwy Ty xowny dpe-
mijy Te xal xaxiay xal voonudrwy Ty xowiy [xai] idéay,
td[c] 8¢ [8¢°] foroplas Tijs mapa Tdw Evorxolytwy sig Ty
dudyrwary yorilew, xal pdlora doa droma xal Eéva éxd-
atoic Vmdpyst. ToD uéy ooploparos xal mdvv dyepat
oy dvdpa xal moliayfj xai®s abr@d EfsdomTar, mepa-
nehebopar 02 undé Ty Epotnudrey dgiotacdar Tov
ubirovra dpltds dnéo dmdyraw yroceodar.

2 gAdroror M: pilomdrac Gae. cl. Hipp. Aér.1 || & dpcwrdr M:
corr. Da. || 7 mooopéowy M: corr. Da. || 8 {o0) Gae.: {u7) Da. ||
9 uéy M: corr. Da. || 10 xaracrdoewy M: corr. Da. | giow M:
corr. Da. || 12 =ai idlar M: corr. Da. || 18 tac 8¢ 6 M: va dé
Kudl.: iz 42 Da.
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Translation: On Questioning the Patient

Translation conventions

The translation of ancient medical texts offers particular challenges concerning the
rendition of familiar terms that convey apparently simple ideas that are in fact fraught
with complexity.” For example, every beginning learner of Greek quickly discovers that
vocog means ‘illness’. But is what | mean by ‘illness’ the same as what the person sitting
next to me in the doctor’s waiting room means, or the same as what the doctor means, let
alone the same as what a first century Greek meant? A further dimension of difficulty
attends the translation of Greek words that have been directly assimilated into modern
medical discourse, such as d1Gyvooic, copuntopa and tpdyvooic, cloaked as they are in
the mantle of ‘false friendship’. Every translator must make his or her own decisions
about how best to render these words, and whether and when to vary those translations.
The notes below explain how | have decided to deal with the following words that are
particularly significant in the context of this thesis. It should be noted that the policies
explained in this section apply only to the translation; | have not attempted to maintain

them throughout the thesis, as it would have been artificial to do so.

owayvoolg, dwyyvookelv ‘Recognition’, ‘to recognise’. | have avoided the words
‘diagnose’ and ‘diagnosis’ in the translation because of their modern association with

labelling an actual syndrome or disease.

vocog ‘Sickness’. Rufus’s concept of vocog includes wounds (see §21 and below, p.39

n.35) and is therefore wider than our own generally accepted concept of disease as an

" On this problem with specific reference to mental illness, see van der Eijk 2013:312.
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organically occurring illness or disorder. What he means by it is the state of not being
well. Cf. Gal.Symp.Diff.1, VII.43.17 K: 1 vdoog 8¢ 10 évavtiov tfj Oyeiq,; 47.4-5, defining
vyeia as d1abeoig kata evov Evepyeiag momrikn; and 11-12, where vocog is defined as
duabeo1c mapd ooy, évepyelag éumodiotik]. On the term ‘sickness’, and for insight into
my avoidance of the terms ‘disease’ and ‘illness’ in my translation, see discussion below,

Chapter 2.1 ‘The meaning of health and sickness’, and especially p.76.

voenpo ‘Disorder’. This concept does not, probably, differ significantly from vocog, and
certainly Galen suggests that the two are synonymous (compare, for example,
Symp.Diff.1, V11.49.7-8 K voonpa S1640cic Tic v mapd pvoty v évépysiav PAdnTovsa,
with id.47.11-12, quoted above s.v. vocog). Indeed he explicitly declares in MM 2.3,
X.91.6-7 K that there is no difference between the two (S1o0icel 6’ o0dev 1} vocov, fy
voonpa Aéyew, domep 00dE mhog, §j mémOua), and that ‘the ancients’ used all these terms
interchangeably. My decision to translate véonpa differently from vocog is influenced
by the fact that Anonymus Londinensis distinguished between them (111.32-45), on the
basis that vooog affects the whole body and voonpa only a part; perhaps Rufus had some

such distinction in mind.

vooeiv ‘To be unwell’.

na0og and wadnpa ‘Affection’. Each word occurs only once in QM, the former in §21

and the latter in 849, but because in §21 Rufus may be quoting Callimachus directly rather

than making his own choice of word we cannot infer anything about his own
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conceptualisation of mabog from that passage. | have therefore chosen to translate both

words in the same way. Cf. Gal.MM 2.3, X.91.6-7 K, quoted above (s.v. voenua,).

npéyvoois ‘Prognosis’. Because it is common to do so in ancient medicine scholarship,
and because Rufus barely touches on the concept, | have retained the English homonym
even though it has a significantly narrower significance than that of the Greek word: see

below, pp.224-225.

coprtopa ‘Sumptoma’. This is perhaps the most sensitive term for my purposes, since
the connotations of the English word ‘symptom’, whose defining characteristic is
subjectivity,® have a particular relevance to the issues explored in this thesis. The word
was defined by Galen as a bodily condition consequent upon a disease: €i 6’ &notto Tig
GAAN T@ voonuott Tepl TO odpa 51a0go1g, abtn cdurtopa ovopocdioetat, Symp.Diff.1,
VI1.50.12-14 K; the dAAn distinguishes coprtopo from véonpa and aitiov voonuatog;
cf. 1d.51.17-18 K: ‘the particular characteristic of a copntopa is that it is contrary to
nature’ (to yap tot 10 cCLUTTOUATOS 110V aTO TodT” 0T, TO TApd POov). Rufus uses
ocvpumtopoato in the same sort of way: to mean the undesirable phenomena that appear
with an indisposition (thus §§12, 22, 23 35, 49). Gartner ad QM 26 (1962, 72) suggests
that Rufus used ocoumtopa and onueiov interchangeably, but this does not seem right:
onueio appear in §821 (where Rufus is quoting Callimachus), 10 and 49 (where they are
explicitly contrasted with things the doctor cannot know without asking), and 62 (where

they seem to refer back to the observable phenomena described in §57, the patient

8 See for example MedicineNet: a symptom is ‘Any subjective evidence of disease. In contrast, a sign is
objective. Blood coming out a nostril is a sign; it is apparent to the patient, physician, and others. Anxiety,
low back pain, and fatigue are all symptoms; only the patient can perceive them’.
http://www.medicinenet.com/script/main/art.asp?articlekey=5610 Accessed 4" January 2016.
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touching the sore spot, trembling and raving). To Rufus, then, onueia and courtdpata
are conceptually distinct, and the difference makes sense semantically — with cOuntoua
meaning something that ‘befalls’ a person ‘together with’ the sickness (cuunintw), and
onuelov meaning something that ‘signifies’ (cf. onuaiveo) — even though he does not
explicitly formulate the distinction, nor relate it to the subjective/objective difference that

pertains today.

Galen observes that ‘the Greeks’ (wrongly, in his view) tend to use the words cOountopa,
néOnpa and wéboc interchangeably.® In QM 49 Rufus uses cvpmtdpoata, onueiov and
naOnuo in close proximity. Brock and Daremberg translate both cvurtopata and
onueiov as ‘symptoms’, and néOnpo as ‘disease’ (Brock) and ‘maladie’ (Daremberg).
But actually it seems clear that, for Rufus, it is nd6nuo and cvuntduata that are
interchangeable, while countopo and onueiov are different. Rufus’s point in §49 is that
in rabies cases the doctor has two chances to make a diagnosis: (1) ideally (because it
allows early intervention) through questioning before any cvurntopoto attack and (2)
through onueia if the patient cannot speak. Therefore onpeia are things the doctor can
observe without being told, which is obviously a potentially narrower field than
ocvuntopoto; they also, by implication, appear comparatively late, which is in fact
pathologically accurate.'® I conclude that for Rufus the following apply: onueio. may
overlap with, but are not necessarily co-extensive with, countouara; the doctor has to

diagnose from onueia alone only if the patient is incapable of telling him anything; and

® 1010 pév o0 mévv Tt oVuvNB4G 6Tt Toi¢ “EAANGt Tobvopa, coumtmpe 88 koi madnua koi mddog dvoudlovot
owvibwg dravta T Towdta, where tobto refers to émyévvnua. Gal.Symp.Diff. I, VI1.43K.
10 See http://www.vaccineinformation.org/rabies/ (accessed 4" January 2016).
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the patient (as opposed to a beast) can convey information that is as important as the

things the doctor can observe for himself.

In eschewing the translation ‘symptom’ | find myself in disagreement with Johnston
(2006, passim) but in agreement with Hankinson (1991:152), who chooses to transliterate
sumptoma on the grounds that ‘there is no obvious modern English rendering’ and that
though it often ‘reasonably approximates’ to its ‘general’ (ie non-technical) usage there

are insufficient grounds for translating it ‘symptom’.

*hkkkhkhkkkhkhkkkhkhkkkhkkikkhkikkhkkikkhkikkhkkihkikkiikik

In general, I have tried to maintain a high level of fidelity to the Greek while rendering
Rufus’s thought in intelligible and reasonably natural English. If at times the tension has
remained unresolved, | take heart from Richard Bett’s comment on the task of translating
Sextus Empiricus: ‘I have not always been greatly concerned about naturalness: it seems
to me that an author whose time and place was very different from our own should sound

a little odd to us, even in translation’.1!

11 Bett 2012:xxvi.
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1. Introductory statement

[1] You must ask the patient questions. By doing this you will more accurately

recognise!? anything connected with the sickness,*® as well as providing better treatment.

2. Focus on the patient

[2] That is my first principle: put your enquiries to the patient himself. From this source
you can learn the extent of the person’s mental sickness or health,** as well as his physical
strength or weakness, and at the same time the type and location of the sickness he has
been suffering. If he answers coherently, appropriately and with good recall, without
stumbling either vocally or mentally, and in a way that corresponds to his own natural
inclination — mildly and moderately if he is otherwise moderate, or again boldly if he is
naturally bold or fearfully if he is naturally timid — then you should regard his mind?*® at
any rate as being in good order. But if you ask one question and he answers another, if in

the middle of speaking he forgets what he is saying, if his speech is tremulous'® and

12 Srayvmodzin Rufus concentrates on diéryvmotg and mentions prognosis only twice in QM, (one of those
re Callimachus). We find a similarly worded concern for diagnosis and treatment in Ren.Ves.12.15: abtn
[uev] cageotdrn diGyvwolg kol Oepameion TV €v Kdotel ABwv, Kol of ye moAlol obtw molodvTeg
EMLTLYYAVOLOLY.

13 1@v epi v vooov The accusative emphasises the circumstantial nature of what Rufus wants to learn.
For the same use, see Hp.Epid.1.23 (10) = 11.668-70 L: & 8¢ mepi 1t vooruata, &€ Gv dieyivdokopsy (‘the
circumstances attending the disease, from which | framed my judgments’, tr. Jones, Loeb 1.181); see
discussion below, p.196. Brock and Daremberg both translate as if nepi were followed by the genitive
rather than the accusative (‘certain aspects of the disease’, and ‘des choses qui concernent la maladie”’).
Gértner captures the breadth of the Greek with ‘manches was mit der Krankheit zusammenhéngt’. Cf.
oA TV &V Taic vooolg, QM 22 (see below, p.40 with n.38).

4 Hoo TE KaTO YVOUNV VOGEl 1f Dytaiver Rufus’s interest in mental factors is immediately signalled. See
below, pp.163-166. On the linguistic parallels between this part of QM and Galen’s Commentary on
Hippocrates’ Epidemics 6.2.24, see below, pp.188-189.

15 yvédpnv For yvoun in this sense (cognitio, ratio, mens) — its commonest Hippocratic use, according to
Kihn and Fleischer s.v. — see for example Acut.17 = 11.260.6 L, ot ... v yvounv pAapevreg (‘delirium’, tr.
Jones, Loeb 11.75); Epid.3 = 111.112.11 L, & mepi v yvouny pekayyoikd (‘the mind being affected by
melancholy’, tr. Jones, Loeb 1.263); Epid. 3 = 111.118.13 L, mapakonn ... tfig yvoung (‘derangement of the
intellect’, tr. Jones, Loeb 1.267); Prorrh. 2.12 = 1X.34.12 L, t0g yvdpag Oopvfddeag(‘a disturbed mind’,
tr. Potter, Loeb VI111.249; Prorrh.1.36 = V.518.12-14 L, 11 ... yv®uUNG TAPETOOPOV ... TOVOL ... YVOUNG
napagopot (‘some disturbance of the mind ... . Pains ... disturbing to the mind’, tr. Potter, Loeb VIII.177).
16 tpopnddeig yhdooar Cf. Hp.Prorrh.1.20 = V.516 L: oi tpouddeec yAdooar onueiov ody idpupévng
YVoOUnS.
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unclear and there are shifts from the original mood to the opposite, all these are associated
with derangement.'’ Deafness in the patient is indicated in the same way. [3] If he does
not hear, one must additionally ask the bystanders if he was at all deaf before or is so
because of the present sickness; for this has a great bearing on understanding the situation.
[4] You can comprehend the patient’s physical strength or weakness from how he tells
you what has happened, whether coherently, in adequate voice, or with frequent pauses,
for example, in a thin voice. <You can similarly discover> the type <and location> of
disorder, <if he speaks rapidly, lisps, stammers from inability to control his tongue, and
suffers the usual symptoms of melancholy or,>8 if there is no melancholy, hoarseness?®
or paralysis of the tongue or some of the things that tend to arise in the chest and lungs.
For the melancholy state is clearly indicated by over-boldness? and uncalled-for sadness,
both of which are particularly evident in the things the patient says (they are evident in
other ways too, but the addition of this empirical test?* will allow the sickness to be clearly
recognised); [5] while an imminent case of lethargy is obvious if, when responding to
questions, the patient forgets what he is saying and speaks without clarity. [6] That is
certainly so when there is a fever; where there is none, expect convulsions and seizures.
In sum, all conditions that are to do with mental disturbance can be detected through
questioning more easily than in other ways. [7] Chest complaints are identifiable from
both sharpness and roughness of the voice: if the person has consumption and can breathe

only in an upright posture, the voice is sharp, but in cases of abscess, sore throat?? and

1 napaxpovetikog According to Thumiger (2013:71), this is ‘one of the key terms for mental affection in
the Hippocratic texts’ and is used ‘exclusively with reference to conditions and causes, not to patients’.

18 idav < ... ) @vev For my hypothesis about the contents of this textual lacuna, see Chapter 5, p.189.

19 Bpayymew Gartner comments vox apud Graecos, ut videtur, inusitata (1970, 2, testimonia). The word
does not appear in LSJ, Durling or Kiihn and Fleischer.

20 9paciTng TE KOl drarpog Ao See below, pp.123, 164.

21 zeipa A combination of trial and experience, and a standard component of Empiricist diagnostics. My
translation ‘empirical test’ follows Hankinson (2009:228 cf. 230).

22 Bpayydder subject to hoarseness (LSJ, with two Hippocratic citations and one from Galen). The phrase
® Bpayyddet koi does not appear in Gértner’s CMG text, though his Teubner edition offers no explanation
for its presence.
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severe catarrh it is rougher. [8] As for those with paralysis of the tongue, they have no

voice at all.

[9] First, as | have said, you must question the patient himself about the things you need
to know; but then, if there are obstacles to learning things from the patient, you must
question the bystanders as well. [10] By obstacles | mean when someone is very mentally
disturbed, or has had a stroke, or is suffering from lethargy, catalepsy or aphasia, or is
generally simple-minded or completely physically debilitated, or needs to keep speaking
to a mimimum, for example in a case of bleeding from the lung. Questioning someone
else is also necessary on behalf of a child or a very old person, and in the case of someone

who does not speak the same language one must question someone who does.

3. The three most critical things to know

11-14: Timing

[11] The first thing to ask is the point in time when the patient began to be unwell;?3 this
is useful not just for treatment but also for identifying critical days, since it is all you need
to know to keep an eye on their cycles. [12] Indeed knowing when the sickness began
helps considerably in every aspect of recognising it. For the same sumptomata® mean
different things at varying times; for example, jaundice manifesting before the sixth and
the seventh day is bad in a fever; after that, it indicates a crisis; and urine and faeces that

are watery and crude are less bad at the beginning but more suspicious as time goes by.

2 gponTéov 82 mp@dTov pdv Tov ypovov cf. Hp.Aff.37: dtav 8¢ i voodovia doikn, émovepwtdy yp1 &
naoyel, kai &€ Grov, kol mootaiog; and cf. Gourevitch (1998:114) on the importance of periodicity in
Methodism.

24 supmrdpato In this passage Rufus differentiates sumptomata from the contextual details that may help
to explain the indisposition.
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Similarly, dripping from the nose in a four-day pattern, when limited, is dangerous, while
violent nosebleeds in a four-day pattern mean a difficult crisis, yet later they bring the
crisis.?> [13] These things you will certainly learn by asking about the day the sickness
first began, and you will learn its acuteness and severity if some of its ill effects break
out early, appearing quickly and all at once, and others slowly over time. Similarly,
knowing the pattern of recurrence will tell you if the sickness is intensifying in a
straightforwardly predictable way, or at first chaotically and then in a more settled
fashion; it will tell you too about remission from three-day fever, and changes in and
recovery from certain other disorders. [14] That is how important I say it is to ask about

the beginning of the sickness, the exact point at which the person began to be unwell.
15-22: Habits and constitution

15-17: the individual constitution

[15] The next thing to ask is whether or not the current problem is among the disorders
from which the person commonly suffers, and whether it has happened before. Very often
people succumb again to the same things, suffer the same effects and receive the same
treatment, and the physician might be worried by something on the grounds that it is hard
to resist and not susceptible to treatment when in fact it is not difficult in this patient’s
case, at least, or not unsuitable for treatment in the present episode of sickness. In all
cases familiarity makes it very much easier both to endure unpleasantness and to treat
it.?6 [16] So I think that one will do well to ask about every aspect of each patient’s
constitution as well. For we are not all constituted the same, but are completely different

from each other in every respect whatsoever. So — to take the digestion as an example —

25 gvokprrot ... kpivovoor Cf. Hp.Aph.3.8 (6voxprtor of diseases that ‘have a difficult crisis’, tr. Jones,
Loeb 1V.125) and Aph.5.22 (kpivov, of heat that ‘conduces to a crisis’, tr. Jones, id.163); also
Gal.Nat.Fac.1.13. (Alternatively ‘hard to interpret’ (Daremberg, cf. LSJ) and ‘decisive’; but cf. §31 below.)
2% ¢0wopog See below, p.207 n. 590.
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you will find that some things are easily digested by some people and poorly by others.
Again, medicines that people drink for laxative or diuretic purposes have different effects
on different people: purgatives can encourage vomiting, and emetics can encourage
bowel movements. In short, none of these things is fixed, so that it conforms to a single
theory for?” the physician. [17] This is why it is necessary to learn, actually from the
patient, how he is affected by each item of drink and food, and not to overlook any
obvious experience he may have of a medicine.?® Indeed one will very often hit the nail
on the head by asking the actual patient about events that are unusual for him.

18-20: habits

[18] In general, we must ask if he has a good appetite or is off his food, whether he is
thirsty or doesn’t want to drink, and what his habits are in every area; for it is important
to be as well acquainted with his habits as with his constitution. People consume familiar
foods, served in the familiar quantity and style, less unhappily than those which might
otherwise seem to be best, [19] and familiar things are always better, whether a person is
sick or well. [20] We can also give a more accurate prognosis by knowing the patient’s

habits?® with respect to power of judgement, conversational style, inactivity*® and any

27 (ote gig Eva $MOETY Loyov 1@ iatpd ‘that the physician can place it in a single category’ (Brock); ‘que
le medecin puisse les ranger dans des categories toujours identiques’ (Daremberg); ‘dass es flir den Arzt
auf einen Nenner zu bringen wire’ (Gértner). My translation of Loyoc as ‘theory’ reflects the fact that Rufus
now moves on to explain the value of questioning in terms of neipa (§17).

28 pog Ekactov Srakerton §j mopa | ovriov Cf. §40: the effects of drugs and foods are ‘specific to the
individual and do not apply across the board’. Cf. Gal.SMT, X1.380 K: ‘anything which has the power to
alter our nature we call a drug, just as anything which has the power to increase it we call nutrition; and
both of these terms are relative’.

Prepi | make this depend on €0woudv, as do Gartner and Haak; Brock and Daremberg both interpret it as
following npoyvwacbzin (forecasting about habits), as does Abou-Aly (1992, 201) . Girtner: ‘Und es konnte
aus den Gewohnheiten hinsichtlich der Urteilskraft des Patienten, hinsichtlich seiner Unterhaltung, seiner
Zerstreuung und jeder beliebigen seiner sonstigen Tatigkeiten eine genauere Prognose gestellt werden.
Denn was schon beim Gesunden gewohnheitsméssig vorhanden war, gibt in Krankheitsfaellen keinen
typischen Hinweis’. Haak (2013, 45): ‘Men kan ook nauwkeuriger voorspellen als men weet hoe de patiént
gewoon is besluiten te nemen, zijn spreekvaardigheid, zijn wijze van ontspanning en iedere andere
bezigheid kent. Wat in gezondheid gewoon is, is bij ziekten geen duidelijk voorteken’.

30 pa@opia It is not immediately obvious what Rufus means by this. LSJ offers four classes of meaning:
‘easiness of temper, taking things easily; recreation, relaxation, amusement; indifference, sluggishness,
laziness; heedlessness, rashness’. The other translations between them cover much of this territory:
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other function3' whatsoever. For what is habitual in a healthy person indicates nothing

noteworthy when he is unwell.

21-23: Signs are not enough

[21] In these matters too the physician will be able to understand nothing by himself if
he does not enquire of either the patient or some other person present. | am amazed,®?
therefore, that the physician Callimachus,* alone of earlier doctors — or at least of those
one can take seriously — denied the need®* to ask questions about sicknesses, including
wounds,* especially head-wounds. He claimed that the signs in each individual case were

enough to indicate both the condition and its cause, and should preferably be used as the

‘whether he is careless’ (Brock), ‘état de bien-étre’ (Daremberg), ‘Zerstreuung’ (Gértner) and ‘wijze van
ontspanning’ (‘manner of relaxation’) (Haak). Gértner points out (ad loc. 1962:63) that the sense in which
€0n is used here is ‘orientated towards the mental-emotional perspective of the patient’ (‘Der Gesichtspunkt
der £€6m wird hier auf den geistig-seelischen Bereich des Patienten bezogen’), and that the examples given
must therefore be qualities of the patient; thus kpicig means the patient’s power of judgement, not the
judgement the physician makes of the patient, and SidAe&ig means the patient’s conversational style, not
the dialogue between patient and doctor. He makes no comment on pafupia, but if we are to align the
concept categorically with ‘power of judgement’ and ‘conversational style’ we need a meaning that denotes
a habitual mental characteristic, a personal trait, not an occasional behaviour or event. The noun pafupio
and cognate verb forms occur 17 times in the Hippocratic Corpus, mostly signifying inactivity, whether
rest prescribed as a treatment (9 times in Regimen) or the state of indolence — a state which, according to
the author of On Regimen, is not caused by physical mixture and therefore cannot be changed through
regimen (other such traits include being 6&60vpoc, ... 6\og, driodg, duouevig, ebvoug: ‘irascibility, ...
craftiness, simplicity, quarrelsomeness and benevolence’: Hp.Vict.36 = V1.522 L, tr. Jones, Loeb 1V.293);
see van der Eijk (2013:314-315). In a non-medical context paBvpia can be a positive attribute (as when
Pericles characterises the Athenians as having become ready to meet danger ‘by taking our ease rather than
by laborious training’: pafvpig pdAlov fj tovev pedétn, Thuc.2.39.4, tr. Smith, Loeb 11.327) or a negative
one (Solon made it compulsory to engage in politics because he saw that ‘some of the citizens through
slackness were content to let things slide’: t@v 8¢ moltdv éviovg 61 v pabouiov dyordviog TO
avtopatov, Arist.Ath.Pol.8.5, tr.Rackham, Loeb XX.31; cf. Demosthenes on the Athenians’ ‘excessive and
inopportune apathy’: tfig ToAARc kai dxaipov pabuuiog, de Corona 18.46, tr. Vince & Vince, Loeb 11.47).
Rufus’s familiarity with Hippocratic works (see below, p.156) means that he knew the Hippocratic uses of
the term, but in view of his intellectual independence (below, pp.112, 144-156) we should not assume that
he necessarily applied it in exactly the same way. The ‘mental-emotional perspective’ of the passage makes
it less likely that he means how a person spends his periods of inactivity than whether he has a propensity
to inactivity, or even where on the spectrum from easy-tempered to apathetic the person normally resides,
though he could well mean a fusion of all three.

31 ¢vépyerav Daremberg translates ‘facultés’, Gértner ‘Titigkeit’. See below, p.208.

32 Qovpalo For ‘I am amazed at’ introducing criticism of others, cf. Gal. HNH, CMG V.9.1.8.20-22 =
XV.11 K: 810 xai Oavpatew Eeny ... ; and Gal.MM, X.250 K: éyad pév yap kol Oovpdaim v dvaicOnciov
100 @gocahod, Ypapovtog ddi Tms VIEP TG TAV KakonOdV EAK®V icems.

3 KoAlpdyov Tod iotpod See below, pp.146-153.

3 ovk Zpaoke deiv See below, pp.147, 153.

% otre mepl TG Glhag voooug ovTe mepl Th Tpadparta The syntax tells us that Rufus’s concept of vosog
includes wounds.

39 of 300



basis of all prognosis and treatment. Questioning was unnecessary, he said, even about
the antecedent causes®® of sickness — such as the patient’s way of life,” including the
regimen being followed, and whether the person was tired or cold when he became unwell
— on the grounds that the physician had no need to learn anything from these factors if he
gave careful and accurate consideration to the signs that occur together with sicknesses.
[22] In my opinion, however, although one can indeed discover many of the factors
connected to sicknesses® on one’s own, questioning enables that to be done better and
more clearly, for if it reveals things that correspond with the sumptomata® it is easier to
know what is going on. Thus if a patient suffering what we would expect in a case of
satiety says that he has exceeded his previous regimen in intake of food and drink, we
can recognise the sickness as satiety and work out its entire treatment. Or take someone
who says he is working very hard: if he is suffering what we would expect in a case of
over-work, it will be easier to tell that the sickness is fatigue and apply the appropriate
treatment.*® [23] The sumptomata® in such cases can take us some way towards an
indication®? as well; but as to the timing of the sickness, and the patient’s habits in every

respect, and the singular constitution of each person, these are things that one cannot, in

36 1ag nyovpévag mpogdceig See below, pp.150-152.

37 unng e ayoyny kol Ta dAha émtndedpore Cf. Hp.Epid.1.23 (10) = 11.668-70 L (below, p.196),
where it and émmdevpota are both included in the long list of things && dv Sisywdokousy.

38 worhd TV £v Taig voooig Cf. 1L tédv mepi v vooov (§1). Others translate ‘beaucoup de choses dans les
maladies’ (Daremberg); ‘vieles was mit der Krankheit zusammenhéngt’ (Gértner); ‘a great deal about
disease’ (Brock).

3 supntdpact We infer that what the doctor learns from the patient is supplementary to the sumptomata,
and that sumptomata are therefore not necessarily subjective.

40 These illustrations recall Rufus’s case studies of melancholics who have over-indulged in dinners and/or
work (On Melancholy FF68, 71); cf. also Cels.Pr.7 on how medicine was initially of interest to philosophers
qui corporum suorum robora inquieta cogitatione nocturnaque vigilia minuerant.See below, pp.166-168.
1 16v copntoparev Here again sumptomata are clearly differentiated (pév ... 8¢) from what is learnt
through questioning, reinforcing the impression that for Rufus a sumptoma is not necessarily subjective.
His distinction is between the unfortunate occurrences that characterise the indisposition, and the contextual
details that may help to explain it.

42 gvdaitwy This is the only use of this word in QM. For Galen, it is a key concept and one which depends
heavily on logic (Gal.MM, X.127 K); he accepts, van der Eijk points out (2008b:293), that anyone can
achieve ‘common’ indications but regards his method as superior because of its specificity. Rufus’s idea
of the concept is perhaps of the ‘common’ sort. See below, p.187 n.526.
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my view, know without asking, while knowing them is more critical to medical

judgement*? than anything else.

4. Questions concerning the patient

4.1. Common sicknesses

24-26: identifying the right cause

[24] Moreover the recognition of disorders varies depending on whether they are
attacking from within or from without, and is somehow harder, | think, in the case of
internal than external ones. If the person is shivering, for example, it is less serious if it
is due to cold or fear but more challenging if it has arisen from some internal cause.
Again, if someone is out of his mind,** it is easier to remedy if caused by strong drink or
a hallucinogenic drug, but harder if due to another cause. [25] Thus you will find that the
treatment method differs in all cases. Some cases of fatigue, for example, are due to
exertion® and others to satiety; the former patients need rest, sleep, soft massage and
warm baths, while the latter require work, wakefulness and every other kind of depletion.
[26] This is how much difference it makes to the physician to enquire thoroughly?*® even
into the causes, and without questioning there is no knowledge. This means that one must

ask questions even when there are signs:*’ if there is lividity, whether it is because of a

4 kaprdTepOv My translation ‘critical to medical judgement’ is informed by Jouanna’s explanation of the
concept (1999, 344): ‘the physician had to know how to measure the proper degree of change to be
introduced into the body, and to seize upon the appropriate moment for introducing it, if he wished to
restore health without causing damage. The notions of suitable quantity and apt timing were expressed in
Greek by a single word, kairos; though this has traditionally been rendered as “opportunity”, it denoted
both the right measure and the opportune moment.” Cf. below, pp.126, 199-200 with n.566.

4 napagpovoin See Thumiger (2013:73): nopappovém in post-Hippocratic medical literature denotes
‘general, unqualified impaired cognitive abilities’.

4 rolamopiav ‘Exertion’: thus Jones, translating Hp.Acut.47 (Loeb 11.103).

46 gvepotav: LS) gives only ‘inquire into’ (dvepotdm A2), but dvo in compound verbs suggests
thoroughness of asking (LSJ éva F2, F3).

47 kai £l T@®v onueiov On Rufus’s view that signs are not sufficient for identifying the problem, see
below, pp.166-168.
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blow or the patient’s age or the time of the year (for otherwise lividity in fever signifies
death); if the tongue is dry, whether the patient has been thirsty or has had a major
evacuation, and, if it is black, whether he has eaten something black; things like that
would not be cause for suspicion.

27: food intake and excretion

[27] Similarly one must ask about the urine, faeces and saliva being excreted during the
sickness; for another thing that it makes a great difference to know is, in relation to the
quantity, consistency and colour of these excretions, how much food the patient has

taken, of what kind, and exactly when.

28-33: dreams

[28] One must ask also about sleep: whether he is sleeping or not, and what his normal
habits are regarding sleep and sleeplessness, and if he is having any visions or dreams,
since the physician can draw conclusions from these too. [29] | cannot deal with dreams
comprehensively, but just enough to point out the subject in principle and to remind the
physician not to overlook any of these kinds of things. Myron of Ephesus, a wrestler,
when seemingly well, had a dream of the following kind: all night long he thought he was
in a black marsh of drinkable water. When he got up he mentioned it to his trainer, who
thought nothing of the dream and set Myron to his labours. Before Myron is halfway
through, he is attacked by breathlessness, weakness and palpitation of the entire chest,
immediately after which he loses the use of his hands and feet, and then the power of
speech. Shortly thereafter he dies.*® [30] He would not, I think, have died if he had had a
wise trainer and had managed to get himself a complete evacuation of blood before his

training. [31] Another man who was acutely feverish kept being visited in his sleep by an

48 ¢mmintey, amodvioker Note Rufus’s momentary use of a vivid narrative register to tell the story. On
the use of the present tense to mark something that is ‘of decisive importance for the story’, see Rijksbaron
2006, 22. Cf. §57 (below, p.48, with n.62).
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Ethiopian man who seemed to be wrestling with him and getting him in a tight throat-
hold. This man told his physician the dream, but the physician did not himself give much
thought to what it meant, until the sickness was brought to a crisis by a violent nose-
bleed. [32] There was also the man who thought he was swimming in the River Cayster,
whose sickness became chronic and culminated in dropsy. [33] | am quite convinced that
dream-visions arise in accordance with the body’s humours,*® and that they indicate
things for the patient — whether good or bad — which someone who does not listen has no
other means of apprehending.

34: congenital complaints

[34] And what of congenital disorders? Surely these too cannot be known in any other
way than by questioning? And nobody could say that this was a minor question, unless it
is also a minor matter to distinguish a disorder that is easier to deal with from one that is
more difficult; for it is rightly assumed that all congenital sickness is harder to treat than
that which is acquired.

35: history of symptoms

[35] One must also enquire to find out about patterns of recurrence, any movement of the

sickness,*® and all the sumptomata that have befallen the patient earlier; it is of

49 Tovg yupovg Tovg &v T® odpartt The only reference to humoral theory in QM; for the theory as used in
On Melancholy, see p.114, with note 281. Here Rufus shows himself to be a adherent of Hippocratic dream
theory as described in Hp.Vict.4 (see below, p.118, with n.303). Myron’s experience closely matches the
advice given at the end of Vict.4.90, that dreams of being in water are generally bad because they indicate
excessive moisture. In Myron’s case, what Rufus says should have happened corresponds exactly with
what Vict. 90.64-7 suggests: drying out, and then continuing with exercise.

%0 neraotacig Gartner comments that this term had two medical meanings: relocation of a disorder from
one part of the body to another, and the cessation of sickness (ad loc. 1962:79, citing Gal.Hipp.Aph.V.7,
K. XVIIB.790.10-12). Since the sickness is continuing, the former is, as Gartner points out, obviously what
is intended here.
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considerable help to both prognosis and therapy to take all these things into
consideration.®!

36-40: diet and medication during the illness, and their effects

[36] One must also ask about the regimen the patient has observed while unwell — not the
one he follows when he is well, about which | have already made this point,>? but his
current one: what regimen he has been following during his sickness, whether any
medicines had been prescribed, the whole treatment he has taken, and in what condition
he appears after each of these things. All this is useful to know, whether for adjusting
present arrangements, avoiding disturbance of previous arrangements, or discovering if
anything essential has been overlooked. [37] We must also ask if the patient has taken
food or not. Even this, | say, the physician cannot know by himself; though if one does
not know what a patient has eaten as soon as one touches him, but asks someone else,
ordinary people find it a most absurd question.>® [38] But in my view this is another
example of what you cannot recognise without asking — just like the timing, type and
quantity of food consumed. If you make a conjecture about this on the basis of the
patient’s strength and weakness you will be frequently deceived on many counts; for
often a man who has eaten a sufficient amount is not sufficiently strengthened, while
another man may be strengthened by not eating, especially if his debilitation was due to
surfeit. [39] We must ask too what food tastes best to the patient; somehow this brings
even more benefit than the most excellent food, since he digests it more easily than what

he finds disagreeable. For just as disagreeable food impairs both the function of chewing

51 ¢mokepOsvta | follow Gértner in making the participle qualify tadta; both Daremberg and Brock
translate it as if it qualifies tpoppnow kai .. Ospanciav, which seems unlikely to be right since both nouns
are feminine.

52 totito pev yop sipnror tpotepov vEp avTod Cf. §18. Brock translates ‘enquiry has already been made
about this’, but neither the Greek nor Rufus’s thought process seems to justify his choice. Gartner agrees
that Rufus is here referring to the regimen being pursued by the sick person (ad loc. 1962:79-80).

53 See below, pp.144-145.
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and that of swallowing, so too it has the same effect on digestion and nutritional
distribution. [40] We must ask, as well, what is being easily excreted and what has a
diuretic effect and what is provoking acidity and what is causing other problems; for these
are all things that are specific to the individual and do not apply across the board. So |
would also praise the physician who, in his first encounter with the sick person, does not
work out the treatment by himself alone, but invites someone who knows the patient for
consultation as well — preferably a physician, but if not, even a layman. He will not fail
to find this advantageous.

41-43: pain

[41] How much pain attends the sickness is another thing about which we need to ask.
One can indeed conjecture that someone is in pain from other signs: from groans and
cries and thrashing about,> distress, bending of the body, the complexion, thinness, the
touch of the hands; and if you wish®® to touch ... ; for the painful part is plain
immediately, and the patient himself presses the sore areas in particular; and so you will
not be mistaken — even about the pains of people who don’t speak — if you draw your
conclusions from such things. Cries can certainly be used as a basis for recognising pain
in sick people, but it is essential to ask searching questions as well; and even that is not
quite sufficient for full recognition, since weakness and delicacy make many people act
out pain more elaborately, one might say, than tragic actors groaning on the stage. [42]
One must give careful consideration to the other factors too: whether the person is of
sound mind, and vigorous, and self-controlled; such a person, at least, would not

dissemble about any aspect of his sickness.>® [43] Since pain tends to have recurrences,

54 purtaoport This word does not appear in LSJ. | have translated by association with puttacpée.

% 61 £0Ang Gartner argues that this indicates that the missing text meant something like ‘the patient but
he asks for another to touch him’ (ad loc. 1962:84).

56 ypf) 82 kai To dhha émPréney Rufus emphasises that if the doctor relies too heavily on signs, or is too
ready to take at face value what the patient says, he may be deceived. Instead, he must probe carefully in
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we must ask about this too. For we cannot say that it is essential to enquire about the

timing of other acute attacks and yet overlook that of episodes of pain.

44-45: ease of excretion
[44] There is also some value in asking about the state of the patient’s bowels — whether
or not defecation is easy — and the same applies to the other discharges. [45] For sweat

and urine and vomit come readily in some cases and with more difficulty in others.

[46] So in the case of common sicknesses, and especially feverish ones, we must ask

about these and similar things.

4.2. \Wounds

46-49: animal bites

When it comes to wounds, if the wound is made by a dog, we must ask whether the dog
happened to be rabid; for it makes a great difference. If it was not, a haemostatic drug or
a sponge soaked in vinegar will do, but if it was then we must cauterise, no matter how
small the wound may be, and apply pungent drugs, conserve®’ the wound for a long time,
and administer a drink of wormwood, birthwort, buckthorn, boiled river-crabs, garlic,
parsley and the root called gentian. It is also a great help if from time to time you wash it
with hellebore. Unless you do all this, there is a danger of convulsions, derangement,

hydrophobia and death. [47] | at any rate know a man who was bitten by a mad dog, and

an attempt to understand the patient’s subjective experience, and then — Rufus recognises that the truth of
a person’s experience is ultimately closed to the observer — set that alongside the other things he has
discovered about the patient.

57 mipnowg Girtner (1966:251) interprets this as a ‘stark verkirzte Fassung einer hdufig wiederkehrenden
Formel der medizinischen Fachsprache’: keeping the wound of a rabid dog’s bite open for as long as
possible to prevent scarring and allow the poison to be evacuated, as recommended by, for example,
Damocrates ap. Gal.de Antid.2.1, X1V.200,11-12 K; Gal.Sect.Int.4, SM 111.8,11-18 = I.74 K, and Sect.Int.8,
SM 111.19,3-9 = 1.88 K; further references including Dioscorides and Philumenus are provided (1962:252).
He translates ‘Offenhalten der Wunde auf lange Zeit’.
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did not take the wound seriously, despite strong encouragement from physicians as well
as from his family. [48] He suffered what people suffer in that sickness, and died not
much later. His wife, who had had intercourse with him when he already had the wound,
and was three months pregnant, developed a fear of water herself, and in my view she
would have perished in the same way if we had not told her to get rid of the embryo.%®
[49] Bites and wounds inflicted by other beasts will also do best if we enquire carefully
about them. For if we devise what is suitable for each individual®® before the sumptomata
attack, the treatment will be easier. Even in animal bites, however, judgement from signs
Is possible, even if the person who has been bitten does not speak. In the case of the dog

this is not possible before the affection comes.®°

50-54: arrows and spears
[50] When men are wounded in war by arrows or spears, weapons that stick out or are
lodged in the flesh will be obvious to the sight and touch; as for those that are hidden

inside, if someone happens to have pulled the weapon out for the patient, we must ask if

%8 3okl pou div dmorécOan Gartner (ad loc. 1962:93) comments that this case history, with its economic
attention to key details and its lack of boasting about the successful result, is — like the Samian case reported
at §§57-58 — characteristic of Rufus. See below, p.49 n.63 and below, p.107.

59 10 mpoogopov Cf. Arist.EN 1180b,10.9.15, illustrating the superior quality of individualised medical
treatment: 06&gtev av paAlov 10 ko’ Ekactov 1diag T Empeheiog yvopévng: LoALoV YOp TOD TPOGPOPOL
Toyyavet Exactog (it seems that treatment in particular cases is more exactly right when each person gets
special attention, since he then more often gets the suitable treatment.” Tr. Irwin 1999:169).

80 #mi 82 1@ wvvi The question arises whether Rufus is contrasting a dog (which cannot speak) with a
human (who can), or dog bites (on the basis that they reveal their nature before the affection develops) with
other animal bites. Brock and Gértner suggest the former (‘in the case of the dog it is impossible to judge’,
and ‘In dem Fall des Hundes aber besteht diese Moeglichkeit nicht”); Daremberg the latter (‘quand il s’agit
de la morsure d’un chien’). Pathology supports the former interpretation, since Rufus’s concern here is
with the identification of rabies, which is transmitted by other beasts as well as by dogs; but the Greek is
not conclusive, and the 8¢ in this phrase has no corresponding pév to help (the seven pév ... 8¢ pairs in
sections 46-49 are as follows: (i) pév line 3, 8¢ line 4; (ii) pév line 5, 8¢ line 23; (iii) pév line 6, 6¢ line 7;
(iv) pev line 15, 8¢ linel6; (v) pev line 16, 8¢ line 17; (vi) uév line 18, 8¢ line 19; (vii) uév line 24, 8¢ line
26). It seems more plausible that Rufus is using the dog’s inability to speak as a way of underlining his
message about the importance of the information that patients can supply than that he is offering a
veterinary comment on the difficulty of treating rabid dogs. | have therefore interpreted tovtov (p.11, line
26 Gértner) as referring to the whole discussion about animal bites, and the comment about the dog as
making a contrast simply with the sentence that immediately precedes it. It is worth noting that Saunders
Comprehensive Veterinary Dictionary defines a symptom as ‘any indication of disease perceived by the
patient and a term therefore not applicable to animals’. The definition begs a rather large question about
the nature of perception, but makes an interesting point in the present context.
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he pulled it out complete with its tip or only got the shaft. [51] For a buried tip might
escape the notice of the most experienced person. This is why physicians give good
advice when they tell soldiers to carry arrows lodged in their flesh, so that those tending
them can, at the same time as using their skill to treat them, see for themselves that
nothing is left in the wound. [52] It is necessary, | suggest, before treating it, to ask about
ointment on the arrow. For many people have discovered poisons which they smear on
their arrows, allowing even a small wound to be fatal. [53] If we know of this beforehand,
we have a chance of providing some antidote for the individual poison. [54] This is a
question for some prisoner of war or deserter rather than for the wounded man.

55-62: head wounds

[55] We must similarly enquire carefully about wounds in the head, especially if, with no
obvious damage to the bone, the wounded man becomes unable to speak, vomits first
food or phlegm and then bile, and is acutely feverish and delirious; there is a risk that the
bone is broken, either at the site of the wound itself or elsewhere. [56] In other cases there
is no wound at all, but the bone is broken beneath the skin, and the patient suffers as
described. [57] This is what happened in the case of the Samian, at any rate. They were
holding their local festival in which men stand apart and throw stones at each other.®* The
man was struck during this activity, and had no obvious wound, but becomes®? speechless

and dizzy; a little later he seemed well, but on the 20™ day afterwards he begins to be

81 gmydprog ... 1) £opt Though ritual sham fights including the throwing of stones are known from other
ancient cities, including Troezen and Eleusis (Paus.2.32.2; Athen.9.406d; and Gértner ad loc. 1962:95),
this Samian example is not otherwise recorded, according to Professor Robert Parker (personal
communication, 2012); a short article is currently therefore in preparation. Similar rituals are known today
in parts of India.

62 goyev, yiyveran, etc. As in 829, Rufus goes in and out of the present tense, imparting narrative flavour
to the case history and identifying key moments in the story. Whatever his intentions, his use of the device
is not consistent enough to be regarded as particularly accomplished (though self-evidently it has attracted
the reader’s attention).
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deranged. So I was called in.®3 I saw immediately that he was touching his head, trembling
and delirious, and asked if he had ever been struck on the head; when they said that he
had, | said confidently that his bone had been broken. [58] Then we made a large cut
through the part which he was particularly touching with his hands, and found a very long
fracture of the bone, which we subsequently treated as one does a fractured skull. This
was what happened in that case. [59] In the case of a wound to the head one must ask
carefully about the shape and size of the weapon, and how hard it was. For, from similar
throws, weapons that are round, large and hard are likely to cause fractures, while those
that are sharp are more likely to cause wounds. [60] We must ask, too, about the strength
of the man who threw it, and how vigorously he struck, and whether the weapon caused
the wound from above or when ricocheting.® You will find all this very helpful, or at
least that it will make some difference, with regard to both obvious and hidden fractures.
[61] Slingshot weapons have more force than those thrown by hand, while catapulted
ones are the most forceful; so even these considerations must not be overlooked. [62]
Finally we must also ask about signs consequent on the blow, which | have previously
described; for if any of them occurs, we must believe there to be some damage to the

bone.

63 gicexdOnv Perhaps Rufus was nearby at the time for some personal or professional reason, or perhaps
he was called from Ephesus when expert help was deemed to be required; Ephesus is geographically near
enough to Samos — and certainly regionally significant enough — to be an obvious place to turn to for expert
medical help. Explaining his presence would have added colour to the narrative, and describing a summons
from Ephesus would have added grandeur; his silence on the matter is in line with his general tendency not
to write about himself; cf. Gartner (1962:93) and see above, p.47 n.58, and below, p.107. There must also
be the possibility that he had merely heard of rather than personally handled the case, which, given the
claim ‘I was called in’ (rather than something vaguer like ‘I know a man who ...”), would have to be
counted a deliberate falsehood.

%4 maduPin0&v LSJ cites this instance only.
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5. Questions concerning the locality

63-64: Airs, waters, foodstuffs

[63] These and others very like them, then, are the questions for the patient and those
around him. There are others too that concern populations. For example, if we go to a
foreign place we must find out what the waters are like and if they have any special
powers, such as are frequently found, some acting on the stomach, some on the bladder,
some efficacious to the digestion, some doing harm to the liver and spleen, some causing
kidney- or gall-stones, and others with other effects, some bad, some good. So for
example the water at Leontini in Sicily kills those who drink it, as does the water of
Pheneus, in Arcadia, which is called Stygian. As for the water of Cleitor in Arcadia,
anyone who washes in it is unable to bear the smell of wine. The water of Lyncestis
causes intoxication, [64] while that of Arethusa in Chalcis induces gout. All the different
characteristics that are found in the waters, food crops and climate in individual areas,
that do not resemble the generally established characteristics, must be learned either by
enquiring of local inhabitants or through personal experience over time. There is no other
way to know the local disorders, and thus no other way of achieving accurate recognition;
for the incalculable is a major factor in these very disorders, area by area. [65] So, for
example, in the land of the Arabs we find a disorder called ‘guinea-worm’,% which in
Greek is called ‘nerve’. [66] It is as thick as a lyre-string, and moves and turns in the flesh
in a reptilian manner, particularly in the thighs and legs but also elsewhere in the body.
[67] I myself saw an Arab man in Egypt with this sickness. When it was about to emerge,
he developed pain and fever, and a swelling developed, like an abscess, until it came
through the skin, became clammy, and putrefied. [68] He had it on his leg, but in the case

of his serving girl it was on the belly, while another girl had it in the groin. [69] When |

65 §p1g With this sense, here only; elsewhere ‘guinea-worm’ is dpaxévtiov (LSJ, d¢ig VI).
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asked if the sickness was endemic to the Arabs, they said that it afflicts not only Arabs
but also many foreigners who come to the country and drink the water, which they say is
the principal cause. [70] You could find thousands of things like this to explore,®® just by
being keen to find out also the remedies that are specific to each place; thus the Egyptians
use emetics and vomiting and enemas, while others have blood-letting, and others again

have purging with hellebore.

6. Concluding remarks

[71] So now I think my idea is clear, <so far as | wanted to go>.5" Discourse® is not, of
course, sufficient for explaining or learning everything, nor is there enough time. But
the doctor’® who grasps the essence of my thinking and bases his work on it will find in
it everything he needs. [72] And if anyone says that my thinking is opposed to that of
Hippocrates, who as you know said he had discovered an art enabling a doctor, on
arrival at a new city,”? to know about the waters, the seasons, the condition of the
inhabitants’ bowels, whether they enjoy drinking and eating, what disorders are endemic

there, how the women experience childbirth, and everything else that Hippocrates

% joTopeiv Daremberg translates ‘raconter’, and Swain (2008:136) inteprets it in the same way; cf. Frede

(1985:xxvi). Brock and Gartner both take it in its sense of making an investigation (Gértner: ‘erforschen’).
67 §71 The textual corruption here left Gértner at a loss as to Rufus’s meaning (ad loc. 1962:102). My
translation rests on Gértner’s suggestion <&¢’> dcov y’épucécbon <Pe>BodAnpon (See apparatus criticus),
which is persuasive in light of Rufus’s tendency, in both QM and On Melancholy, to provide illustrative
rather than comprehensive guidance (see below, pp.176-179).

68 Aéyog: Brock and Daremberg translated ‘treatise’ and ‘un gros livre’ respectively. Girtner thought it
referred to rational capacity (‘der menschliche Verstand’). Haak goes for ‘verhaal’ (‘narrative’). The
suggestion ‘discourse’ was made by P.N. Singer (personal correspondence, 2015).

%9 névror Emphatic rather than adversative (LSJ B.11.4.b).

70 1@ iotp®d Brock makes the physician in this sentence the author rather than the reader: ‘when the
physician has discovered and set forth his main idea, this is all that is necessary’. My interpretation
resembles those of Daremberg and Gértner in its syntactic interpretation of the dative 1@ iotp®, but makes
the physician a more active recipient of the ideas. (Daremberg: ‘le principe de la connaissance trouvé et
soumis au médecin renferme tout ce qui’il faut’; Gartner: ‘Die Hauptsache meines Anliegens ist gefunden
und dem Arzt vor Augen gefiihrt: Das dirfte wohl vollauf gentigen’.)

7t 8¢ &1 See Denniston 1954:218 for the use of &1 with relatives to emphasise ‘the importance of the
antecedent or its exact identification with the consequent’.

72 g@iképevog eig mohv fg émeipég doti R. quotes directly from Hp.Aer.1.12-13: éc méhv Emeidév
dopiketai Tic g Bmeipog Eott.
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professed to find out by the art, on his own, without questioning any of the inhabitants;
if anyone, citing this, finds fault with me for disagreeing with the greatest of doctors about
the most important matters, this is my reply: I do not disparage any of Hippocrates’
theories, but while some things certainly do get discovered by his method — things to do
with the state of the seasons and the natural state of the body”® and modes of life, as well
as the general advantages and disadvantages of the waters and a general picture of
disorders — there are other things that cannot be clearly recognised without making
enquiries among the inhabitants, especially anything unusual or strange in them
individually.” [73] | admire the man unreservedly for the cleverness of his method, by
which he made good discoveries in many cases, but | urge’® anyone who aspires to full

and accurate’® knowledge not to refrain from questioning.

3 In other words: topographical features can tell you something about the physical constitution of the
inhabitants, but this is not enough; universal characteristics cannot on their own provide the answer.

74 ¢kaotows LSJ 11. Brock and Daremberg both apply the adjective to the places (“in each place’; ‘a chaque
pays’), but o is a long way back. Smith (1979:241) also translates ‘in each place’, but the validity of
his translation is undermined by the fact that he omits to translate ta[c] 8¢ [81’] iotopiag tiig mapd T@vV
gvokovvtmv &ig tv didyvootv ypniew. If oi évoucodveg is understood collectively, to mean a population,
ékGotolg could mean ‘in individual populations’; otherwise it must mean ‘the inhabitants, all and each of
them severally’. My translation, ‘in them individually’, aims to reproduce the slight ambiguity of the Greek
by not specifying a noun; Gértner does something similar: ‘manches aber von den Einheimischen fur die
Diagnose erforscht werden muf3, besonders die Félle wo etwas Ungewashnliches und Fremdartiges bei den
einzelnen vorliegt’.

75 rapoxerevopon Rufus uses this word on two other occasions: in 8§47, of relatives urging the man bitten
by the rabid dog not to ignore the wound, and §51, of doctors advising soldiers not to pull weapons out of
wounds. He means it to be a strong word, therefore, and one that conveys knowledgeable advice in serious
circumstances.

® arpBédg a favourite word of Galen’s in the context of picking out symptoms carefully, not hastily. See
Ballester 1979:25 and 1979:43 n.102, citing Praen.14, CMG V.8.1.140 = XIV.671 K; Loc.Aff.2.10,
VIIL124 K; MMG 1.2, X1.11 K.

52 of 300



Part |1: Context

Chapter 1 - Introduction

Rufus of Ephesus invites attention for many reasons. Much sought after in his time for
his medical skills, and for many centuries regarded as one of the great names in Greek
medicine, he is today an intriguingly shadowy figure. His known corpus, though far from
complete in its present form, betrays a considerable range of medical interests and
expertise;’” his geographical and historical location impart rich contextual interest; his
interest in listening to the patient speaks to modern sensibilities; and his influence on the
Arab and medieval European medical traditions testifies to the enduring power of his
legacy. He has not, however, tended to be associated with controversy. It is probably fair
to say that his general reputation is that of a competent, essentially practical physician
who, despite attracting praise from Galen, was effaced by his overpowering successor.’®
Yet this unshowy, thoughtful and popular doctor did something that no-one else did, so
far as we know: he wrote a treatise on the importance of questioning patients as an
essential supplement to medical knowledge. The subject matter of this work, Quaestiones
Medicinales (hereinafter QM), is unique in the known corpus of ancient medical
writing,” and, of Rufus’s undoubtedly prolific output, it is one of only four treatises to

have remained extant in Greek.

77 Abou-Aly 1992:16. See below, p.109.

78 See for example van der Eijk 2008:159-60 and Nutton 2008, 140.

79 Gértner 1962:19-20 and 106; Abou-Aly 1992:192-3; cf. Jouanna 1999:135. A hypothesis advanced by
both Wellmann and Gossen that two Herophileans, Callimachus and Callianax, wrote works on the same
topic that have not survived is dismissed by Géartner (1962:19-20) and von Staden (1989:478).

80 Nutton 2008:139-40.
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Though the details of his life remain largely unknown, there is no doubt about Rufus’s
standing in the pantheon of ancient medical authors. The compilers of the Greek medical
encyclopedias of late antiquity considered him one of the pre-eminent ancient physicians:
he was cited often and at length by Oribasius in the 5 century, Aétius in the 61, and, in
the 7™, Paul of Aegina, whose Medical Compendium in Seven Books was for many years
regarded as containing the sum of all medical knowledge. This high esteem persisted
through the early Islamic period and into medieval England, where Chaucer ranked him

alongside the most famous physicians of antiquity:

With us ther was a Doctour of Phisyk, ...
Wel knew he th’ olde Esculapius,
And Deiscorides, and eek Rufus,

Old Ypocras, Haly,?! and Galien ...%

Arab physicians made extensive use of Rufus’s writings, thus furnishing the basis of
much of our knowledge of his work. To the 13" century Arab physician Ibn Ab1 Usaibi‘a
he was ‘the great Rufus, hailing from the city of Ephesus’, and ‘in his time ... second to
none in the art of medicine’.8% Some three centuries earlier, Ishaq ibn ‘Imran, a court
physician who seems to have treated his sultan for melancholy, pronounced Rufus’s On
Melancholy the only ‘pleasing book’ or ‘clear treatise on this disease by any of the old
authors’ and praised his ‘excellent and expert research on [melancholy], its Symptoms
and the method of treating it’.8* Still earlier, indeed not long after Rufus’s own time,

Galen, a man whose references to other doctors are usually characterised more by

81 Chaucer probably refers here to either Haly filius Rodbon (Ali ibn Ridwan, fl. Cairo, C11) or Haly Abbas
(Ali Abbas, C10, in south-western Persia and ‘one of the three greatest physicians of the Eastern
Caliphate’): see Andrew 1993:378-9.

82 Chaucer, Canterbury Tales, Prologue, 411 and 429-31. He continues with Serapion, Razis, and Avicen,/
Averrois, Damascien and Constantyn,/ Bernard, and Gatesden, and Gilbertyn, i.e. famous names right
down to his own day. The list of earlier physicians is considered by Chaucerian commentators to be
canonical (Andrew 1993:373-6).

8 Ruf.On Melancholy F2.1-2. On Ibn Abi Usaibi‘a, see Pormann ad loc.(2008:81).

8 Ruf.On Melancholy F4.1, 3. On Ishaq ibn ‘Imran. see Pormann 2008a:14.
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criticism than by praise, judged Rufus to have written ‘the best work on melancholy of
the recent physicians’;®® though to conclude from this, as some have done, that Galen was
a warm admirer of Rufus’s may be an over-interpretation: as Hankinson points out, the
term vedtepog is ‘nearly always pejorative’ in Galen’s work,®¢ and the praise may have
been intended to be no more than relative. If imitation is the truest form of flattery,
however, Galen’s action speaks louder than his words, since when it came to writing
about melancholy in On the Affected Parts he seems to have made use of large quantities
of Rufus’s work, and he also appears to have claimed at least one of Rufus’s cases as his

own.8”

These bare facts alone would be enough to compel examination of QM’s content and
provoke speculation about its original purpose. But there is more; for it is curious, to say
the least, that the enquiring and ground-breaking discipline of ancient medicine produced
no other such discussion. Two caveats are in order here. First, the idea that an ancient
text is ‘unique’ demands qualification, since it can mean only that no other such work is
extant or known of. That said, if some other work dedicated to the importance of
questioning the patient did ever exist, it is surprising that there should be no mention of
it elsewhere in the historical record. Secondly, it must be possible that the self-contained

form in which we know QM does not accurately reflect its origins and that what we now

8 16v 8¢ vewtépav lotpdv dprota yéypamton mepi peayyoriog @ Epeod Poved. Gal.At.Bil., V.105,3-5
K.

8 Hankinson 1991:xxiii.

87.0On the possibility that Galen’s discussion of melancholy in On the Affected Parts is ‘little more than a
Galenic summary of Rufus’ ideas on the topic without proper acknowledgement’, see van der Eijk and
Pormann 2008:265. The Atlas patient described by Galen (Loc.Aff.10,V111.190 K) was originally Rufus’s
case, according to Agnellus of Ravenna (Lectures on Galen’s De Sectis, section 26). See Pormann
2014:652-53. Galen used the case three times altogether, the other two instances being at Hipp.Epid.3.1,
CMG V.10.1.107 = XVIIA.213-4 K, and Hipp.Epid.6, CMG V.10.2.2.487,3-12. On Galen’s synthesising
tendencies see Hankinson 1998:7 and, for a discussion of his compilatory and excerpting activities in the
context of contemporary literary tradition, see Mattern 2008:37. On the differences between ancient and
modern ideas about what we would today call plagiarism, see Long 2001:10-12 and 28-29.
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regard as a stand-alone treatise once formed part of a longer work. This too seems
unlikely given the structural completeness of the piece,® but, even if it were true, the
amount of attention it gives to the topic would still be unparalleled. There are odd remarks
in other works, such as that of the Hippocratic author of Precepts who urged the doctor
not to ‘hesitate to inquire of laymen, if thereby there seems likely to result any
improvement in the timing of treatment’,®® but only Rufus, it seems, considered

questioning the patient a topic worthy of treatment at any length.

The physician and bio-ethicist Linus Geisler has written:

I have spoken rather than listened. | have been given wrong answers

because | have not asked the right questions. | have misunderstood my

patients because | have not recognized or have confused the various

messages that they have sent to me. ... | have treated patients as if they

were ‘difficult’. ... | have not understood that reality for the patient was

not identical to that which | believed to be true. ... I am now aware that

the right dialogue between doctor and patient can bring about almost

anything, but that incorrect dialogue achieves almost nothing.*
Geisler goes on to describe his realisation that ‘the good question is already part of
therapy’ and the benefits that this brought to his own practice of medicine.®® Kirsti
Malterud, a Norwegian professor of general practice, has similarly described how her
practical experience as a family physician taught her that ‘the clinical problems presented
by my patients were noncompatible with the “authorised” medical knowledge’.%
Eighteen hundred years earlier, Rufus asserted that the physician’s knowledge could not

be fully effective unless supplemented by information gained through questioning adtov

10V vooodvta; intermediaries might have to be involved if for some reason the patient

8 See below, pp.133-135.

89 m dxvelv 88 mopd idiwténv ioTopely, §v 1 Sokfi cuvoicety eig kopov Ospanceing (Hp.Praec.2 = 1X.254.4-
5L; tr. Jones, Loeb 1.315, adapted).

% Geisler 1991:1.

91 Geisler 1991:8.
92 Malterud 1995:184.
B QM 9.
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was unable to communicate, but Rufus makes it clear that this is very much a second-
best option. Despite the gulf of culture, time and space separating Rufus from Geisler and
Malterud, and mindful though we must be of the risk of reading the past through
anachronistic modern perceptions, it is not inconceivable that they are dealing in
essentially the same idea. Vivian Nutton is right to warn that Western patterns of
medicine and healing cannot be projected backwards to serve the needs of modern
hypotheses,® but there is no reason not to use the preoccupations, experiences and
insights of our own generation as a prompt for new questions to put to ancient material,

and these may yield insights with potentially diachronic relevance. %

QM has in fact received very little scholarly attention. This is surely a surprising fate for
one of only a handful of extant works by one of the most highly regarded physicians of
the ancient world. The neglect cannot be blamed on doubts about authenticity: the
attribution to Rufus is considered secure.®® Nor is it due to transmissional problems, or
shortage of editions: two good manuscripts exist, one clearly derived from the other, and
Charles Daremberg’s 19™" century editio princeps was available for the best part of a
century before Géartner produced his authoritative edition in 1970.%7 There is perhaps
another reason. Initiatives to improve the delivery of care routinely attract less attention
and fewer resources than pushing back the frontiers of medical knowledge;*® and
something similar applies to the study of medicine. Richard Zaner sums the point up

neatly:

94 Nutton 2004:16.

% The preoccupations of patients in the ancient world might not, in any case, have been so very different
from those of their modern counterparts. See Mattern 2008:162.

% Gartner 1962:14; Daremberg (1876:xxvi) points out that his name appears on the manuscript.

%" Daremberg’s edition appeared in 1876 as part of his comprehensive collection of Rufus’s treatises and
fragments; Gértner’s was published first in 1962 as CMG Supplement 1V and again, with revisions, by
Teubner in 1970.

% See for example Westfall et al. 2007.
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While it is true that medicine’s centrepiece, so to speak, is the clinical

event, ... very few of those who have written about medicine focus on

the encounter, the meeting of doctor and patient, itself. ... medicine has

only rarely been apprehended in light of the ontological and most

important epistemological themes which, more than anything else,

reveal what medicine is.%
The study of ancient medicine is not immune from this tendency; indeed a noticeable
feature about the field, until fairly recently, has been the comparative shortage of work
focusing on patients’ experience, their perspectives on health and sickness, and the
transactional aspects of the clinical encounter. Ballester puts it thus:

One of the themes least studied by medical historians is that of medical

practice ... during the first two centuries of our era. We know of names,

schools of thought, tendencies and so forth, but we hardly know of the

realities of medical praxis as it was in actual practice: what doctors, as
healers, did faced with patients and to their patients.

The under-studied status of Rufus’s treatise is a case in point.0?

QM is usually described in terms that locate it in the realm of the procedural or the
transactional: ‘a short treatise explaining how a physician should take the patient’s
history’,%%? for example, or ‘a handbook for doctors on the questions to ask their patients’
that offers a ‘rare glimpse into the bedside manner of ancient doctors’.1% Certainly what
there is of Rufus’s work suggests that he was not an overtly philosophical author; he is,
to quote Philip van der Eijk, ‘generally regarded as a thoroughly practical physician and

not known for any explicitly philosophical or theoretical interests’.1% Yet there is, as van

% Zaner 2000:vii.

100 Ballester 1979:13. Cf. van der Eijk 2005:1-8; Borst (2015:61) comments: ‘With only a few exceptions,
we know very little about the actual interaction between doctors and patients in the past’, adding that in her
view it was a relationship that was ‘particularly important in the prebacteriological era’.

101 As Haak observes (2013:265), QM received no attention before Daremberg edited it, together with the
rest of Rufus’s then known works, in 1879. The only detailed scholarship on the treatise to date is Gartner’s
edition (1970, superseding his 1962 edition) and commentary (1962); the latter includes a translation into
German.

102 pormann 2008:108.

103 Nutton, ‘Rufus [5]’, in Brill’s New Pauly Vol.12:756.

104 van der Eijk 2008:159; cf. Haak 2013:264.
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der Eijk goes on to concede, evidence that he was both learned and well acquainted with
contemporary and prior medical literature, interested in and influenced by Aristotelian
thinking, celebrated for his treatise on melancholy — a topic where philosophy and
medicine explicitly overlap — and unafraid to go out on a limb in formulating a
perspective that seems to be uniquely his. None of this should surprise us; on the contrary,
the chronological and cultural circumstances of Rufus’s life%® mean that it would be far
more surprising if a man of his class had not had wide-ranging intellectual interests and

accomplishments.

What, then, was Rufus trying to achieve in QM? Was his objective simply to impart the
necessary techniques, or was he tackling a point of principle such as the place of
questioning in medical practice? Despite the received wisdom that he was a doer rather
than a thinker, Rufus’s writing cannot be free of the influences of contemporary thought,
any more than his clinical work can have been. His ‘tacit knowledge’, that set of
influences which according to Michael Polanyi informs and helps to shape our
understanding of the world and the work we do,% will have reflected the debates du jour,
such as the relationship between philosophy and medicine, the proper preoccupations of
a serious physician, and the respective roles of theory and experience in the creation of
medical knowledge. In the circles in which he moved, there will have been both explicit
and tacit discourse that will, whether consciously or otherwise, have coloured his practice

and his writing.1%” Any line of thought against which he might have wished to argue will

105 See below, pp.109-110.

106 Polanyi’s theory, which combines functional and phenomenal aspects, is that ‘we know more than we
can tell” (1967:4). See especially his Chapter 1, ‘Tacit Knowing’ (1967:3-25),and cf. Raad 2008:155;
Malterud (1995:188) glosses tacit knowledge as ‘the fact that we know more than we can tell’.

107 On Rufus’s cultural milieu, see for example Nutton 2008:141-143; Swain 2008:114-117; and Ruf.On
Melancholy FF68, 70, 71, with Pormann ad locc.
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to some extent be detectable from this general discourse. Here, as in so many matters
concerning ancient medicine, Galen proves instructive. Not only do his writings, which
were to dominate and shape medical thinking and practice for the best part of two
millennia,'% betray a somewhat different attitude from Rufus’s to dialogue with patients,
but he explicitly articulates the view that ‘things that can be known even by laymen’ are
incompatible with the art of medicine and out of place in a medical treatise.'% This sharp
conceptual distinction between what we might today call ‘expert’ and ‘common’
knowledge is of a piece with the competitive intellectualism of the period, suggesting that
circumspection on the part of a doctor about information acquired from patients might
not have seemed incongruous at the time. In this thesis | argue that Rufus articulates a
view that is conceptually alternative, in which supplementing medical observation and
theory with information acquired from patients (or, if necessary, intermediaries) is an

essential characteristic of a fully effective doctor.

This is, then, a thesis about Rufus’s ideas, not his life. The latter is not well documented
and, though I shall, for contextual purposes, provide a brief review of the facts, such as
they are — as well as the rather more numerous hypotheses — | have no aspiration to add
to the sum of that knowledge, nor shall | be arguing the case for any particular
biographical or bibliographical theory. The claim that | make is a philosophical one. My
thesis is that, in QM, Rufus articulates an idea that reflects a profound universal truth

about the medical art: namely, that the aim of medicine!® cannot be achieved through

108 Galen’s long influence on medical knowledge and training is summarised by Siraisi (1990:5-6) and
treated fully by Temkin (1993, especially Chapters Il and 111, pp.51-133).

109 See below, pp.160-161.

110 Nordin defines the aim of medicine as ‘aiding the help-seeking patient with his health problems’
(2000:297), and argues that this holds true for both doctors and patients, and across different cultures and
different periods (1999:106). Other teleological definitions of medicine include Pellegrino’s (1976:15),
‘cure of illness or promotion of health’; Stoeckle’s (1987:1), ‘patient care’; and Schaffner and Engelhardt’s
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medical knowledge alone but requires recognition that the patient is an essential partner
in diagnosis and treatment decisions. First, | argue that this is the idea behind QM, and
that his repeated impassioned assertion that the doctor cannot know enough on his own
may be due to the failure of others to share his view. Next, | address the striking fact that
QM betrays no concern at all about something that Galen and other ancient doctors found
deeply troublesome: disobedience, or failure to follow doctors’ orders. It is risky, of
course, to make an argument from silence, but the issue was, as we shall see in Chapter
6, a significant one, and a number of medical writers including Galen connected it with
the nature of the doctor-patient dialogue; it is, then, barely conceivable that a work
focusing on the importance of that dialogue could have simply overlooked it by chance.
Instead, | suggest, Rufus did not see a need to address it; in other words, the omission is
significant. | then quote research published by the World Health Organization (WHO) in
2003, looking at patient compliance world-wide, which suggests that one factor
universally affecting the likelihood of patients carrying out an agreed course of action
was the quality of their relationship with the doctor. It seems, then, that, though the
concepts and even the experience of ‘health’ and ‘sickness’ are culturally conditioned,
the quality of the relationship between healer and sufferer may be a universally constant
factor in achieving effective therapy. The cross-cultural universalism revealed by the

WHO report may, in other words, be not simply horizontal (global) but vertical

(1998:section 3, “Models of medicine’) , ‘helping the patient with the care of their health’. Cf. QM 1, where
Rufus implies that diagnosis and treatment encompass the doctor’s job. For the author of On the Art,
medicine is defined as 16 87 naunov ATAAAGCGEY THY VOGEOVT®V TOVG KAUATOLS KAl TAV VOST|HAT®V TAG
oQodpOTNTAG AUPADVELY, KOl TO Un) EYXEPETV TOIOL KEKPATNUEVOLS DTO TV VOoLdT@V, £id6Tag 6Tl Tadta
ov dvvartar intpien (Hp.de Arte.3 = V1.4-6 L; ‘to do away with the sufferings of the sick, to lessen the
violence of their diseases, and to refuse to treat those who are overmastered by their diseases’; tr. Jones,
Loeb 11.193). Galen, explaining the purpose of his work On the Therapeutic Method, declares it to be
‘nothing other than what we have frequently said already in the preceding pages, that the first and most
particular concern of doctors, indeed the thing which is pretty well the defining feature of their business, is
the removal of illnesses’ (ovx &ALo Tod ToANdKIG 110N Kol TpOcbey gipnuévov, Tod TPOTOV T Kol paloTo
To0T0 67oVdAlev Tovg 1TPOE, Kol TODTO GYESOV AOTAV Epyov VLApP)EW 1010V, EKKOTTEWV TOG VOGOUC.
Gal.MM 2.3, X.92 K; tr. Hankinson 1991:46); cf. Cur.Rat.Ven.Sect.4, X1.259,3-6 K; Thras.5, SM 111.36 =
V.810 K.
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(diachronic) as well. Exploring whether or not, or to what extent, that is true is beyond

the scope of this thesis but may be a valuable topic for further research.

I have no wish to over-interpret Rufus, to lionise him, or to fall into the trap of
simplistically reconstructing ancient doctors in images conformable with the prejudices
and preferences of our own culture. The risks inherent in trying to understand another
society from outside, which beset all historical and anthropological enquiries, are
paradoxically all the greater when the enquiry focuses on territory with which we feel
some affinity — a universal human attribute like health — as opposed to what is clearly
alien. But the correct response to this kind of risk is alertness rather than paralysis; to
quote G.E.R. Lloyd, it “‘must always be assumed in any discussion of the ancient world
... that some progress towards understanding is possible, even if at a quite modest level
and subject to the reservations implied by ... problems of interpretation’.*** The fact is
that no other ancient doctor (so far as we know) dedicated a treatise to the dialogue
between doctor and patient; and my analysis of QM finds in that work a paradigm of the
doctor-patient relationship that differs in important ways from the one about which we
have most evidence: Galen’s. The significance of the difference lies not so much in what
it tells us about Rufus and Galen as individual physicians as in the faultline it reveals in
the substructure of assumptions about the medical encounter in their culture, and that is

something that, with all due caution observed, merits our thoughtful attention.

11 loyd 1999:2; see also Tecusan 2004:36.
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Chapter 2 — Theoretical and conceptual framework

Among the major questions facing philosophers of medicine are issues about the
meaning, nature and causation of health and disease, the origins, nature and use of
medical knowledge, and the structure and conduct of the patient-doctor relationship.?
These metaphysical, epistemological and ethical inquiries relate to practical and political
challenges such as how to judge whether or not a particular physical or mental state
constitutes a departure from a given norm, how to conceptualise and talk about disease,
the dilemmas arising out of the need to apply universal rules to individual cases, the
balance of individual and community benefit in health care decision making, and the
distribution of power between experts and lay people — questions that range widely across
the field of modern medical discourse and that, when examined historically or cross-
culturally, offer almost unparalleled scope for comparative insight, because of the shared
human experience they reflect. Health affects everyone, wherever and whenever they
live, at the most intimate levels of their existence, and the pursuit of strategies to preserve
it is a preoccupation common to humanity;*'? all societies resort to some form of
medicine,'!* and so medicine offers unique insights into what Edmund Pellegrino calls
‘man’s encounters with his body, his world, and his psyche’.1'®> At the heart of medicine
lies the encounter between healer and sufferer. QM, with its focus on the dialectic of that

encounter, thus offers a direct line of sight into the heart of ancient medicine and enables

112 See Huneman et al. 2015:viii-ix; Marcum [no date]:sections 2, ‘Epistemology’, and 3, ‘Ethics; Schaffner
and Engelhardt 1998:section 1, ‘Definition and scope’. On the unresolved debate as to whether philosophy
of medicine constitutes a distinct discipline, see Schaffner and Englehardt 1998: section 6, ‘Relation of
philosophy of medicine to philosophy of science’, and, for a fuller discussion, Pellegrino 1976:13-18.

113 Sontag 2002:3 grimly observes: ‘Everyone who is born holds dual citizenship, in the kingdom of the
well and in the kingdom of the sick’. See also Radley 1994:1, and cf. Gal.Opt.Med.Cogn.1.1, CMG
Suppl.Or.1V.41.

114 Eisenberg 1977:13-14, citing Leslie 1976.

115 Pellegrino 1976:8; cf. Porter 1985:192: ‘Health is the backbone of social history ... the sick cannot
possibly be regarded as a class apart’.
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a unique perspective on the philosophical, sociological and historical questions that that

entails.

This is a big claim for what has hitherto been regarded as an essentially practical treatise
of only marginal scholarly interest. Before we proceed to examine it, two important
assumptions that underlie the arguments to be presented in this thesis need to be
introduced, and some deceptively simple concepts need to be explained. It is worth stating
at this point that the word ‘health’, unless qualified by an adjective limiting its scope, is
to be understood in its absolute sense of soundness of condition!® (however one chooses
to define that, which we will come to shortly). When qualified by an adjective the word
will signify the general condition of body or mind, which may be good, bad, delicate,

weak, fluctuating, and so forth.

2.1. The meaning of health and sickness

My first underlying assumption is that health and sickness mean different things to
different people. They do not have fixed or predictable meanings; on the contrary, they
are, for any practical purpose, notoriously difficult to define.!'” | propose two principal
reasons for this, the first being that they are to a large extent culturally determined. How
we understand them as concepts, and how we experience them as phenomena, are what
Roy Porter calls ‘constitutive parts of whole cultural sets’.*'# According to Edmund
Pellegrino,

In every culture, medicine rests on a substructure of concepts that
determine its character; that is to say, its method and practice as well

116 See OED s.v.

117 On defining disease, see for example Sontag 2002; Porter 1985; King 2005a; Boyd 2000; Lloyd 2004.
A good short summary of the different positions and arguments is given by Emson (1987).

118 Porter 1985:193. See also Kleinman, Eisenberg and Good 2006:141 and Stacey 1988.
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as its ethos, ethics and ideology. These are the ideas used to justify the
expectations and behaviour of physicians, patients, and society. They
are the source, too, for an idea or image of man which inevitably flows
from medicine to color the whole of culture.

Among the main influences on Pellegrino’s ‘substructure of concepts’ must be how a
society conceptualises health and sickness. This means that to understand the
‘expectations and behaviour of physicians, patients and society’ we need to be alert to the
various connotations that health and sickness may have in the culture under scrutiny. For
example, in Western cultures these concepts are very often imbued with ideas about
morality. A quick idea of the extent to which the use of the English language reflects this
association can be gained from glancing at the ways in which dictionaries tell us they
have been used. In the Oxford English Dictionary, the word ‘sick’, for example, provides
metaphors for spiritual or moral weakness and corruption through sin or wrong-doing,
and can signify repugnance and disgust, corruption and despoilment, and, when applied
to humour, ‘amusement by reference to something thoroughly unpleasant’.'?’ ‘Health’
can signify ‘spiritual, moral or mental soundness or well-being’;*?* while ‘disease’
signifies among other things ‘derangement’ and ‘depravity’ of ‘mind, disposition or the

affairs of a community’, and ‘an evil affection or tendency’.1%?

Some kind of association between health, sickness and morality is common in Western
cultures, but its precise expression is subject to much variation, making the decoding of
allusions a delicate business. Disease as a punishment for wrongdoing, for example, may

result from deliberate transgression, as when Apollo brings down plague on the Greeks

119 pellegrino 1976:7.

120 OED s.v., A3, Ad.a-b, A7.a, AT7.T.
121 OED s.v. 4.

122 OED s.v. 3.
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at Troy as retribution for Agamemnon’s dishonouring of Chryses,'?* or from unwitting
infringement of moral laws, as in the pestilence endured by Thebes thanks to the presence
of ‘a pollution nurtured in this country’.*?* Sickness may be a vehicle of moral decay, as
in Thucydides’ account of the plague in Athens,'?® or a metaphor for guilt, as in the
Church of England’s General Confession: ‘We have left undone those things which we
ought to have done; and we have done those things which we ought not to have done; and
there is no health in us’.1?® As Susan Sontag argues in lliness As Metaphor, the ‘idea of
the morbid’ changes with time and culture,*?” and the gradations may be very precise;
she draws a contrast, for example, between the romantic glamour which the 19t century
imagination conferred on tuberculosis, with its etherealising and individualising qualities,
and the squalid universalism of epidemic diseases such as cholera.'?® Disease may even
represent a sort of state of grace; using the example of tuberculosis again, Sontag notes
its Janus-like ability both to arrest the development of sexuality altogether (in the case of
child fatalities) and to absolve adult patients of its undesirable aspects by deflecting blame
for the associated sins onto the patient’s ‘objective, physiological decadence’.*?° Sickness
may be regarded as something that one has brought on oneself through moral corruption
or failure to take evasive action — which can in itself amount to a blameworthy failure of

will.130 Health, by contrast, may be equated with particular types of virtue; thus the

1231, 1.9-12.

124 niaopa xodpog, og tedpappévov yOovi / &v tHd’. Soph.OT 97-98.

125 Thuc.2.52.3-53. See also Sontag 2002:42 on Boccaccio’s account of how plague undermined Florentine
morals in 1348.

126 Church of England, Book of Common Prayer, General Confession. Cf. St Paul’s advice to the
Corinthians that their unworthiness is the reason why ‘many are weak and sickly among you’ (I Cor.11.29-
30).

127 Sontag 2002:20.

128 Sontage 2002:38.

129 Sontag 2002:26.

130 Sontag cites Mme de Merteuil’s smallpox in Laclos’ Les Liaisons Dangereuses as an example of disease
as punishment (2002;44). On illness as a manifestation of weakness of will, see id.58; and see below,
pp.234-235.
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Victorian concept of muscular Christianity aligned physical health with moral standards:
‘games conduce, not merely to physical, but to moral health’, as Charles Kingsley put
it.13! To the later inheritors of this tradition, too great an interest in one’s state of health
could tip over into distasteful hypochondria, as witness the response of many 19t and

20™ century scholars to Aelius Aristides’ detailed accounts of his chronic illness.!3?

Culture can profoundly influence how we judge sick people and how we experience
sickness ourselves. The same 19t century culture that attributed such blameless angelic
purity to sufferers of tuberculosis also applied intense social stigma to what is after all
just another individualising bacterial disease, leprosy.** Cultural rules dictate whether
the sick are expected to ‘grin and bear it’, to submit to things beyond their control, or to
search every possible avenue for ways of taking control. Indeed the desirability of taking
control permeates much of the rhetoric of the self-management of sickness in modern
Western culture; yet Sontag warns that this can cause those who nevertheless succumb to
become wvulnerable to accusations of moral insufficiency.®* Individual subjective
perceptions of distress can be influenced by cultural factors to a quite remarkable degree:
Eisenberg cited three different studies showing ‘strikingly different’ patterns of
complaint in people of different cultural backgrounds who experienced ‘similar degrees
of organ pathology’.'® That said, individual experience is also coloured by sensations

and emotions that can be taken to be universal, such as pain, fear and uncertainty.3¢ Thus

131 Kingsley 1887:86.

132 The varying reception of Aristides’ Hieroi Logoi provides a neat example of how contemporary morals
influence perceptions of sickness (see below, pp.260-261).

133 The difference in response cannot be attributed simply to the physically repellent nature of leprosy,
since, as Sontag points out, TB had its own well attested disgusting characteristics such as foul breath
(2002:30-31).

134 Sontag 2002:48.

135 Eisenberg 1977:11. See also Lloyd 1999:2, emphasising ‘the crucial importance of the distinction
between “actor” and “observer” categories’ in any such discussion.

136 Cf. Stacey 1988:2-3.
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an ancient inhabitant of Asia Minor suffering from malaria probably thought he had
quartan fever that would be relieved by having the doctor re-balance his mixture;**" his
explanatory and therapeutic models were different from ours, but his human response
was surely one that we would recognise, as witness the Hippocratic patient who,
experiencing an ultimately fatal fever, fell into a depression and despaired of herself.**8
As Keith Hopkins has shown, the fact of living in a world where sudden and catastrophic

illness was common did not provide immunity from the pain of loss.3°

Appreciating the meaning of sickness in another culture, then, requires the ability to
penetrate and differentiate between a variety of mythologies as well as actual
manifestations of disease. Failure to do so can cause lasting misunderstanding, as a
western doctor working among the Zulu in 1940 discovered when he lost all credibility
for a while by explaining the bacterial transmission of TB in a way that created the
impression that he was attributing inappropriate powers to the carrier.24° It is also crucial
to be aware that, as Kenneth Boyd has pointed out, although a society can be taken to
have ‘a common core of ideas about what disease is or health is’, in practice individuals
make different judgements about what belongs in those categories.**! For example, in
July 2014 the English National Health Service decided to offer weight reduction surgery
to obese adults, and in so doing unleashed a storm of controversy; the government

assumed obesity to be a disease worthy of treatment at public expense, while many public

137 On balance in ancient medicine, see below, pp.112-116.

138 SuoBvpin, dvertiotoc fnvtig eiyev Hp.Epid.3, I, case 6 = 111.50.10 L, Loeb 1.230. For the concept of
explanatory models, see below, pp.86-88.

139 Hopkins 1983:224-5.

140 Stacey 1988:20.

141 Boyd 2000:12.
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and individual commentators and patient groups, saw it as the consequence of individual
gluttony and therefore undeserving of public funding. Comments such as

The general public will see [obese people’s] problems as self-inflicted.

They will not have sympathy with overweight people getting expensive

surgery on the NHS when people are being denied cancer drugs and
other treatments'42

reflect both the lack of a commonly agreed concept of disease and the way that morality
bleeds into health policy debates and causes individuals to adapt their own personal
concepts of health and sickness to suit different circumstances: it would be hard, on any
definition of disease, to argue that being grossly overweight was a healthy state, while
the choice of cancer treatment as a comparandum highlights the lack of similar outcry
about cancer treatment for smokers, who apparently merit different judgement for what
is arguably an equally self-inflicted disease. This episode illustrates both the need for

public institutional definitions of health and the difficulty of arriving at such definitions.

The other major reason that health and sickness are hard to define is the multiplicity of
perspectives from which they are perceived and interpreted. The words themselves
represent both the subjective experiences of individuals and objective judgements made
by others. Their meanings are not fixed in the way that, for example, the meanings of
‘height’ or ‘weight’ are fixed; instead, like ‘tallness’ and ‘heaviness’, they are essentially
relative concepts. They are also deeply personal: as Nietzsche observed in the course of
rejecting the concept of physical and psychic normality,
there is no health as such, and all attempts to define a thing that way

have been wretched failures. Even the determination of what is healthy
for your body depends on your goal, your horizon, your energies, your

142 Roger Goss of Patient Concern, quoted in The Times online, 10" July 2014 (‘Obese will get free weight-
loss surgery on the NHS’. Available at http://www.thetimes.co.uk/tto/health/news/article4144537.ece.
Accessed 16" December 2015).
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impulses, your errors, and above all on the ideals and phantasms of
your soul. Thus there are innumerable healths of the body.!4

Different cultures and medical systems attach varying amounts of weight to the subjective
and the objective — the actor and the observer perspectives. For example, Eastern
medicine systems, with their holistic methodologies, emphasise subjective experience as
essential to both understanding and ameliorating sickness, while Western biomedicine,
with its biological basis and high technologies, tends to privilege objective judgement.
The objective orientation of Western medicine, often ascribed to the Cartesian disjunction
of mind and body, has been critiqued — both theoretically, by thinkers as weighty and
diverse as Foucault, Illich, Pellegrino, Eisenberg, Beveridge and others, and empirically,
by modern patient organisations — for its mechanical concept of the body and its
construction of the patient as simply a conglomeration of symptoms, stripped of

humanity, with accompanying diminution in and respect for patients and their experience.

It was in the light of this dichotomy between ‘professional and popular ideas of sickness’,
and arguing that the Cartesian disjunction, originally so liberating, had ‘caused soul or
mind to recede so far into the background of contemporary medical thought as to yield
so narrow a perspective on problems of patient care as to seriously hamper the physician’s
efforts to provide that care’, that Eisenberg formulated an important conceptual
distinction:

patients suffer ‘illnesses’; physicians diagnose and treat ‘diseases’. ...

ilinesses are experiences of disvalued changes in states of being and in

social function; diseases, in the scientific paradigm of modern

medicine, are abnormalities in the structure and function of bodily
organs and systems.144

143 Nietzsche 1974/1887:176: 111.120.

144 Eisenberg 1977:11. Eisenberg uses the example of asymptomatic hypertension to illustrate the point that
‘disease may occur in the absence of illness’, and only the appearance of acute symptoms may cause the
person to ‘become a patient and agree with his doctor that he is sick; even then the agreement may be
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In practice this means, as Helen King puts it, that ‘“disease” conventionally refers to
symptoms that can be objectively measured or seen, while “illness” represents the
patient’s feelings about the significance of the symptoms extending to their moral and
social implications’.**® The two perspectives — both of them ‘culturally specific’, in
King’s view — may deliver radically different opinions of the same situation. For example,
someone with a respiratory condition might be judged by a doctor to be unhealthy (where
health is absence of disease) on the grounds of poor bronchial function and consequent
risk of hospitalisation, but judge herself to be healthy (where health is absence of illness)
on the grounds that she is able to do everything that is important to her without noticeable
impediment.14® Both judgements employ normative thinking, though on different
dimensions: the doctor’s judgement uses population norms, such as hospitalisation data,
alongside objectively measurable individual norms such as peak flow readings,'*” while
the patient’s judgement is based on a subjective personal norm: the ability to participate
in valued activities. In the latter scenario the patient transcends the theoretical norm by
creating her own norm. As Canguilhem argued, a person ‘feels in good health” when he
or she feels ‘more than normal’, that is ‘normative, capable of following new norms of
life’.1*8 It must be added that objective judgement is not the preserve of professionals

alone: friends and family, for example, may observe changes in social or physical

limited to a common perception that a problem exists which each is likely to formulate in quite different
terms’. See Cutter 2003, 1-3 for an informative summary of varying positions as to the role of biology in
definitions of disease.

145 King (ed.) 2005:5; cf. Helman 1985:293, with a rich list of further references.

146 Gradual deterioration in a chronic condition is often imperceptible to the patient, so that objective
measurement of vital functions can be essential to pre-empting a medical emergency; on the other hand,
the patient’s subjective assessment of his or her own ability to participate in valued activities is crucial to
pitching therapy at a safe and appropriate level. On health as the opposite of illness, see King 2005a:6. On
illness in the absence of disease, and vice versa, see Radley 1994:4.3-4.

147 peak flow meters track patterns of airway function over time. They are designed for home use to allow
individual self-monitoring, but this example assumes the common scenario of routine neglect of the meter
and over-reliance on subjective criteria. Willingness to combine the subjective and the objective is a quality
that is often wanting in patients as well as in doctors.

148 Canguilhem 1978:117.
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function of which the subject has been unaware; but however close these other observers

may be, only the patient knows his or her own subjective norm.4°

There are many complex issues surrounding any attempt to define disease, including
whether it exists at all;>® whether disease is by definition physical, so that the idea
‘mental disease’ is a misconception;*>! what aspects of human functioning and behaviour
a society chooses to label as disease;'® whether disease is an entity or consists in
deviations from physical norms, and if so how those norms are set; and so on. Stimulating
discussions of these and related questions can be found in, for example, Cutter (2003)
and Reznek (1987). In a useful summary of the different philosophical approaches, Cutter
distinguishes three main sets of presuppositions about the character of disease:
metaphysical (what disease is), epistemological (how we recognise it) and axiological
(whether or not defining disease requires situating it in any discussion of values).!%3
Metaphysical presuppositions include ontological and physiological concepts of disease
— that is, the idea that disease is a distinct entity in itself, and the idea that it consists in
deviations from given physical norms. Epistemological presuppositions concern whether
it is reason or sensory experience that underpins knowledge of disease, a debate that raged
in antiquity. The axiological debate asks whether disease concepts can be value-neutral

(asking merely whether or not typical species functions are being satisfactorily

149 See for example QM 17, 23, and discussion below, pp.198-212. As Rufus implies when he warns against
relying on onueia (see below, pp.166-168), objectively measurable phenomena may have to be relied on,
if circumstances prevent discussion with the patient, but they are not infallible — see King (ed.) 2005:5 and
7; cf. Kellert 1976:225 on the ‘tremendous differences ... between the universal medical criteria used by
the examining physician and the relativistic sociocultural standards employed by lay people to identify the
presence of illness’.

150 Illich, for example, claims that “all disease is a socially created reality’ (1976:172).

151 See for example Szasz 1962, 1972, and 1974:esp. 87-105; also Reznek 1987:13-14, on the anti-
psychiatry movement sparked by the writings of Szasz.

152 See for example Reznek 1987:2-11.

153 Cutter 2003:4-5. These categories are not of course mutually exclusive, though the oppositions within
them are. We can, and do, think about disease metaphysically, epistemologically and axiologically all at
the same time.
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undertaken) or are understandable only in normative or evaluative terms (as a disvalued
state of affairs), and, if so, whether the values that frame disease are universal (as value
objectivists maintain) or specific to individuals and cultures (as value subjectivists claim).
Cutter also points to the difference of view between contextualists and relativists.
Contextualists, Cutter explains, argue that ‘disease is a function of specific thought-styles
and thought collectives’ and do not believe a single definition of disease to be feasible
because the boundaries between different ‘thought collectives’, e.g. medical scientists,
health professionals and patients, cannot be crossed;** this has raised the counter-
argument that contextual definitions of disease risk being fatally relativist. % This tension

is particularly relevant given the historical nature of this enquiry.

Cutter freely acknowledges that her work tends to proceed from the standpoint of the
clinician, because clinicians have written more about the questions she addresses than
patients have, and that ‘more work is needed from the perspective of patients’.*¢ In this,
her field parallels our evidence from Greco-Roman antiquity, the vast majority of which
was written by doctors.'>” For the purposes of this thesis | make the assumption that
particular manifestations and experiences of sickness are indeed culturally and socially
constructed — and that therefore as we are addressing issues of health and disease in an
alien culture we need to be aware of that — but that bodily and psychic pain are constants
of the human condition, and it is those discomforts that | choose to call (depending on
the perspective from which they are being discussed) ‘disease’ or ‘illness’.1%® My interest

is in how individuals claiming to be able to bring relief in a professional capacity

154 Cutter 2003:5.

155 See Rezneck 1987.

156 Cutter 2003:12.

157 See below, pp.96-97.

158 | make the assumption that a degree of subjective framing of disease is a cross-cultural constant, even
though its precise articulation may vary considerably between societies and individuals.
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(‘doctors’, whether qualified or otherwise accredited or not) to those suffering such
discomforts (‘patients’) constructed themselves and their patients, and what effect that
had on the success of the treatment provided. Questions about the definition of disease

may arise in the course of the discussion but are not its central concern.

It will be seen, then, that interpreting discussions of health and disease as perceived and
understood in other cultures requires allowing for multiple viewpoints: the author’s, the
reader’s, those of any doctors, patients and other lay people involved, and any general
assumptions deriving from the cultures of all those parties. Understanding health and
sickness in a space so remote from us as the Greco-Roman world is particularly
challenging because the nature of our evidence is so one-dimensional. Material evidence
allows us to imagine and shudder at procedures we are glad not to have to endure: rusty
forceps, saws and scalpels that must have given countless microbes easy passage into
wombs, stumps and wound sites; fearsome looking vaginal and rectal specula; levers for
manoeuvring fractured bones into position and decaying teeth out of painful jaws.'®
These things tell us that disease was something to be fought with a battery of weapons —
the doctor’s armour in the martial combat conjured up by various Hippocratic authors.¢°
But the same is true today — the technology has merely got smarter — and while these
items may indicate what techniques doctors employed, as well as suggesting something
of the danger and discomfort involved in consulting a doctor, they do not convey anything
of the meaning of health and disease apart from suggesting that people had good reason

to prize the former and fear the latter.

159 Museum collections worth seeing include those of Ephesus and Pergamum; there are also many fine on-
line collections such as those of the University of Virginia and the University of Indiana
(http://exhibits.hsl.virginia.edu/romansurgical/#intro and http://www.indiana.edu/~ancmed/instrl.html). .
160 Hp.Hebd.46 = VII11.663.14-15 L; cf. Morb.Sacr.21 for the recommendation to apply what is ‘most
hostile’ (moleudtatov) to the disease; and see von Staden 1990:97-99.
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For conceptual understanding we are dependent on written records including tomb-
stones, epistolary papyri, literary works and medical and philosophical treatises. These
yield a series of partial and sometimes highly subjective accounts, all of which contribute
to a picture (the desirability of good health, its often fleeting nature, the discomforts of
iliness, theories and concepts of disease) but often raise more questions than they answer.
Inevitably the main literary evidence comes from medical and medico-philosophical
treatises. In drawing on this material to build our understanding of ancient ideas about
health and sickness it is important to remember that the doctor’s perspective is that of an
observer, not an actor. Furthermore, no matter how detailed and focused an account it is,
it illuminates only part of the observer picture. As a recent correspondent to the British
Medical Journal put it, ‘There is a biomedical component to health, but it also exists in a
setting that includes biological, personal, relational, social, and political factors’.16?
Medical treatises cannot be assumed to encompass all these factors. What they do reflect
is the knowledge and interests of their authors, and the assumed interests and contextual
knowledge of their intended audiences. Ancient medical writing, in other words, reflects
the preoccupations and perspectives of educated, therefore elite, men, and even within
that charmed circle most voices have been muffled by the Galenic boom reverberating
through the centuries. Outside the circle, the silence of women, illiterate people, poor
people and so on is not a problem unique to ancient medicine, but here it is compounded
by the general paucity of patient testimony. Some clues can be detected in literature, but

on the whole the perceptions and experiences of those who endured the illnesses

161 peter G. Davies, ‘Why the definition of health matters’. Letter to BMJ 2009;338:b28. (Published 09
January 2009). Available at: http://www.bmj.com/content/338/bmj.b28. Accessed 6™ January 2016.
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described by ancient doctors and were on the receiving end of their attentions are

unavailable to us.

Explaining Foucault’s antipathy to existentialism, Marianne Oksala says:
We cannot understand homosexuality solely by analysing the first-
person experiences of those labelled homosexual, for example. Rather
we have to study the homophobic power relations operative in the
society, the culturally specific views and scientific theories that
circulated about it, as well as the concrete practices of punishment and
cure. All these different axes construct the subjective experience of a

homosexual, but could not themselves be revealed through it in any
transparent manner.162

Similarly, we cannot understand health and sickness in antiquity simply by analysing
first-person accounts (such as they are) or those of doctors and philosophers. We must
create the picture from diverse angles, studying the relationship between doctors and
patients, the various views and theories of health and sickness, and diagnostic and
therapeutic practices — all of which construct the subjective experience of a patient, but
could not themselves be revealed through it — allowing for varying receptions of all these
things in secondary material that we consult, and always being ready to accept changes
to the picture. By way of working definitions for my purpose, | use the word ‘sickness’
to denote a physical and/or mental state that impedes normal functioning, however that
norm is defined, ‘health’ to mean a state in which no such condition is present, and
‘disease’ and ‘illness’ in the way that Eisenberg does: sickness as conceptualised by the
doctor and as perceived by the patient respectively. All these definitions aim to admit and

accommodate the dual perspective of actor and observer.

162 Oksala 2007:15.

76 of 300



2.2. Constructing the patient

The words ‘doctor’ and ‘patient’ are used throughout this thesis, and they are difficult
labels to work with. First, they are not categorically comparable. In modern medical
discourse ‘doctor’ is a title conferred on a person after many years of study and training,
to advertise their competence to the world, and it is a title that serves to identify,
distinguish and confer status on its holder wherever they are, a title that, once earned,
tends to be used in many circumstances, not just medical ones. ‘Patient’ on the other hand
is a descriptor that has meaning only in the context of a healthcare transaction, a label
that is often gladly shaken off once the transaction is over. A key difference is that, though
there have always been patients, and it is safe to assume that there always will be, there
have not always been doctors in the current western model, and it is not safe to assume
that there always will be or that the particular type of medicine that is favoured at any
given point in history will remain favoured. For the sake of discussion I shall use the
terms to mean people who are ill and those they turn to in a professional rather than

familial capacity.

In this thesis, then, the term ‘patient’ means a person who is sick and either seeking or
receiving some form of health care. It may occur in a specific sense — denoting a particular
individual in a particular case — or in a collective or hypothetical sense, and in any of
these senses it may or may not be accompanied by the definite article. Sometimes the
formula <definite article plus singular noun> (‘the patient’) will be used with deliberate
intent, to signify the abstract idea of ‘the patient’ along with all the generalising
connotations that this entails. This brings me to my second underlying assumption, which
is that this idea of ‘the patient’ is a medical construct, which reflects and perpetuates the

perceptions and expectations doctors have about the sick people they treat as well as those
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that sick people themselves have about their position in society and particularly in relation
to doctors. What doctors say about patients helps to illuminate their conception of ‘the
patient’. For example, it would appear from their writing that, for Galen and for some of
the Hippocratic authors, ‘the patient’ was somebody who tended towards disobedience;
and that Rufus conceived ‘the patient’ as a repository of information without which the
doctor’s knowledge was incomplete. The accuracy of these and other related impressions

will be explored in the course of this thesis.

A very clear exposition of the theory of ‘the patient’ as a medical construct can be found
in David Armstrong’s influential 1984 article ‘The Patient’s View’. Armstrong used
medical training manuals to trace the development of the concept of ‘the patient’ through
several decades of the 20" century. Showing how the questions doctors ask patients, the
answers patients give, and the ways in which doctors receive and understand patients’
utterances all reflect and influence the culture within which the transaction takes place,
Armstrong argues that, during the period he examined, it was not what patients said that
changed, but what doctors heard them to say. He begins with Foucault's medical gaze,
which signifies a situation in which the doctor’s task was to diagnose the illness on the
basis of observed signs. The doctor was encouraged to ‘interrogate’ the patient in order
to elicit the patient’s own story, as part of his — the doctor’s — process of interpreting the
signs generated by the sickness. The patient delivered up his personal history and so ‘the
lesion spoke through the patient, though it only finally yielded its secret in the physical
examination’; thus ‘the patient’s view was, in essence, the unformed words of the

disease’, and the patient’s only function was as vehicle and historian of the disease.'6?

163 Armstrong 1984:738.
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The growing interest in psychiatry and psychology that characterised the first half of the
20™ century, including the recognition that neurosis was widespread, generated a shift in
the process so that doctors began to see sickness as something located in a social space,
something that could be best understood by eliciting not just a personal history of the
patient but a social, emotional and psychological history. Awareness that the lesion might
yield no signs at all, but might be detectable only through the patient’s words, meant that
the doctor had to learn to study the patient as well as the disease, asking questions about
such things as marital history and personal anxieties. ‘Iliness was being transformed from
what was visible to what was heard’, and the patient’s view was increasingly an essential
illuminatory technique. The medical gaze was gradually being extended to embrace other

disciplines working alongside medicine to deliver socio-medical solutions.6*

Armstrong now identifies a change in the concept of illness: no longer a lesion which the
doctor could identify and treat, it had become any experience that prompted the seeking
of formal medical advice — a ‘behaviour pattern’, in other words, rather than an organic
abnormality. Individual perceptions of what constituted discomfort and sickness now
came to the fore, with the recognition that certain symptoms would cause some people to
visit the doctor, while others would be unconcerned by them. Iliness was ‘re-aligned in a
multi-dimensional conceptual space ... which could only be monitored by constant
elicitation of the patient’s view’. Concomitantly, psycho-social models of causation were
developed and the success of treatment began to be judged through the patient’s attitudes
—such as satisfaction levels and ability to cope — rather than simply by the disappearance

of physical signs.16°

164 1d. 739.
165 1d. 741.
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Finally the privileging of subjectivity that occurred in the late 20t century meant that the
experience of illness came to be seen as so intensely personal that it could not be properly
understood at a purely objective level. The patient’s view, in the form of such things as
ability to cope, was transformed from a measure of success to the site of the problem, and
the doctor’s job became that of making sense of the complex web of ‘problems,
symptoms and worries’ that had emerged in the consultation, itself transformed over the
course of the century from an ‘interrogation’ in which patients were discouraged from
talking about anything the doctor considered irrelevant to an ‘interview’ in which ‘lay
theories’ might emerge that could be helpful to the diagnosis.*®® This change in attitudes
to the patient's view is illustrated by the training materials Armstrong studied. In 1928,
the patient's view of anything not directly related to the lesion was to be excluded
(including possible diagnosis)*¢’ — this recalls Galen's stout declaration of the irrelevance
to medical literature of ‘things that can be known even by laymen’;1%® in 1967, the
patient’s view on possible diagnosis was to be tolerated, as stemming from an
understandable desire to identify the cause of the illness!®® — an interesting echo of
Rufus’s insistence that causation cannot be understood unless one questions the patient;
by 1978, the patient’s view was potentially part of the problem, and understanding it
could be central to both diagnosis and therapy.’ Iliness had evolved in tandem with the
construct of the patient, becoming by 1981 ‘a social phenomenon constituted by the

meanings actors employ to make sense of observed or experienced events’.1’

166 1d.741-2.

1671d.738.

168 See below, pp.160-161.

169 1d.742.

170 1d.742.

171 1d.742, quoting Locker; Armstrong notes that patient and doctor no longer had ‘separate realms of
experience’ and their meeting had ceased to be an encounter between 'an enquiring gaze and a passive
object’ and had become instead ‘an interaction between two subjects’.
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Armstrong argued that this succession of changes masked a consistent truth: that
‘investigation can only reveal what is heard, not what is said’, and therefore (by
implication) that ‘the patient’ is always a construct of the socio-medical structures within
which she or he seeks help. What doctors hear, he argues, is shaped by ‘the structure of
perception’, a concept related to Foucault’s idea of ‘codes of knowledge’:
epistemological structures and practices that influence both how the observer sees (the
‘gaze’) and how what is seen (the ‘field”) presents itself. Patients begin to present
themselves in a new way at the same time as doctors begin to perceive and attach
importance to new aspects of ‘the patient’. Thus the ‘patient’s view’, as he puts it, ‘is an
artefact of socio-medical perception’. What doctors ask (or do not ask) is symbiotically
bound up with what patients say (or do not say). The gaze constitutes the field, and ‘the
field confirms and consolidates the gaze’. A meaningful dialogue can take place only
when the doctor’s questions occupy the space in which the patient conceives of the
illness!’? — an idea that mirrors Kleinman’s theory of explanatory models.'”® We learn
from this that the questions a doctor asks are indicative not just of his or her personal
style and preferences but of the field over which his or her gaze roams. Therefore when
we see a change in what is being asked — such as the narrowing of the concept of
questioning that this thesis proposes can be seen in Galen’s work compared to some other
medical authors including Rufus — it is reasonable to hypothesise a discursive change,
positing a ‘field” in which the doctor is expected to know more and ask less, and a

corresponding alteration in the socio-medical construction of the patient.

1721d.743 and note 77.
173 See below, pp.86-88.
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The construction of the patient through the perception of doctors returns us to the
subjective/ objective dichotomy discussed earlier. As Eisenberg points out, the hysterical
patients exhibited by Charcot in 19" century Paris, though undeniably ill, came to
produce uniform patterns of symptoms in line with the expectations of the professor and
his ‘attentive medical audiences’.*’ Perhaps paradoxically, given Charcot’s sensitivity
to psychological events, this is an example of what Allan Beveridge, arguing that ‘the
observer has an influence on what is being observed’, warns may happen ‘if the doctor is
unable to see the patient as anything other than an object; if he or she loses sight of the
patient as a human being’.*"® Beveridge argued that the subjective/ objective dichotomy
was ‘untenable and unhelpful’, because either an integrated model is achievable and the
divide is therefore artificial, or integration is impossible and the dichotomy privileges the
objective at the expense of the subjective.1’® Beveridge was writing about psychiatry, but
his arguments are equally applicable to physical medicine. An overly objective approach
promotes a model of the patient as a collection of symptoms, and the body as a machine
that goes wrong and needs to be repaired by a specialist, while a wholly subjective
approach risks neglect of important medical knowledge. How doctors’ objective

professional knowledge and patients’ subjective experiential knowledge can enrich and

inform one another provides the focus for the next part of this chapter.

174 Eisenberg 1977:12.
175 Beveridge 2002:101-2.
176 1d.103.
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2.3. Knowledge and authority

Knowledge
By ‘medical knowledge’ I mean the combination of empirically and theoretically
acquired personal, procedural and propositional knowledge used by doctors for
professional purposes including diagnosis, prognosis and therapy.’” Thomasina
Borkman calls this ‘knowledge of truth developed, applied and transmitted by an
established specialized occupation’, and contrasts it with experiential knowledge, ‘truth
learned from personal experience with a phenomenon rather than truth acquired by
discursive reasoning, observation or reflection on information provided by others’.1"8
Both, Borkman argues, are ‘sources of truth’, ‘neither inherently conflicting nor
antithetical’, essentially contrasting and yet complementary:
experiential knowledge is (1) pragmatic rather than theoretical or
scientific, (2) oriented to here-and-now action rather than to the long-

term development and systematic accumulation of knowledge, and (3)
holistic and total rather than segmented.7®

The contrast between these two ecologies of knowledge, and their potential for co-
operation, will feature prominently in my interpretation of QM, and indeed provided
some of the original stimulus for my research. What we must ask is whether it was a
meaningful contrast for Rufus. Even if this question cannot be definitively answered, the
enquiry will surely serve a historical purpose; for, as Tamsyn Barton says, ‘understanding
knowledge as rooted in social practice changes the way one writes the history of

science’.'8 Asking whether the distinction between expert and experiential knowledge

177 This thesis contains no aspiration to address the meaning of knowledge itself, but follows Berger and
Luckmann’s definition of knowledge as ‘the certainty that phenomena are real and that they possess
specific characteristics’. As Berger and Luckmann point out, although this definition is ‘admittedly
simplistic’ it has the merit of having ‘relevance both to the man in the street and to the philosopher’
(1967:13).

178 Borkman 1976:446-7.

179 Borkman 1976:448-9.

180 Barton 2002:2.
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made sense in the social context of 1% century Ephesus should thus have at least two
benefits. Studying Rufus’s argument will not just cast a useful light on the ideas with
which he disagreed, thus enriching our understanding of contemporary approaches to
healing, but also help to encourage a fuller appreciation of Galen’s effect, both on medical
knowledge itself and on its dominant place in Western medicine. To quote Barton again:
‘a better historical account will be given by an attempt to recover a fuller picture of what
was accepted as knowledge and, indeed, the nature of the cultural norms that shaped the

epistemic field’.18!

At present, a dominant school of thought in Western medical discourse holds that
achieving the aim of medicine depends on a fusion of doctors’ and patients’
knowledge.'® In this paradigm, the doctor’s professional knowledge, though it may be a
necessary condition for successful treatment, is insufficient on its own and needs to be
augmented with the patient’s experiential knowledge — whether that be hard knowledge
(indubitable facts about his or her body, health history, lifestyle and the like) or soft
knowledge (intangible things such as feelings, beliefs, preferences, and so forth).183
Rufus’s own declarations as to the inherent limits of doctors’ knowledge — for example,

&ym 0¢ mMyoduor pEv kol map’ <E>avtod dvvacHal Tve TOALL TOV €v TOilG VOGOLS

181 Barton 2002:6.

182 | have rejected the perhaps more obvious formulation ‘expert and non-expert knowledge’ to avoid
confusion with the modern idea of the ‘expert patient’, a concept that is often misinterpreted to mean a
patient who has acquired a quantity of technical knowledge about a particular illness. In fact the original
idea behind the concept was to signal that, while doctors are experts in medicine, ‘people with chronic
diseases have considerable knowledge and experience of their own illness ... [and] ... that with proper
training this can be turned into practical skills to enable the patient to play a bigger part in managing their
own condition> (Sir Liam Donaldson, quoted on 14" Sept. 2001, http://www.palgrave-
journals.com/sth/journal/v6/n4/full/sth200811a.html; accessed 8" January 2016). The misconception casts
them inevitably as junior partners.

183 This follows the distinction between ‘hard’ and ‘soft’ knowledge suggested by Hall, Clegg and Sillince
(2008:68), which depends on the existence or not of ‘alternative perspectives and values’. Soft knowledge
is differently defined by, for example, Hildreth, Wright and Kimble, who base the distinction on whether
or not the knowledge can be easily ‘captured, codified and stored” (1999:348-9). On expert knowledge as
a necessary but insufficient condition of treatment, see Nordin 2000:303.
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g€gvpiokery, kKAAAOV O ye Kol copéotepov v Toic Epatmuacty (‘In my opinion, although
one can indeed discover many of the factors connected to sicknesses on one’s own,
questioning enables that to be done better and more clearly’)!®* — do not necessarily,
therefore, strike the modern reader as unusual; but historically the healing professions
have not been known for the tendency to proclaim the limits of their own knowledge.
From shamans and priests to consultants in white coats and stethoscopes, healers have
cultivated a reputation for deep and potent learning and the ability to understand patients’
ailments in ways that transcend the ordinary.8 Writing in the British Medical Journal in
1998, one GP observed: ‘The incalculable number of medical problems and questions to
which the medical profession has no certain answer is balanced by the incalculable
number of times that its members none the less provide one’.*®® Rufus is not alone in
admitting the fallibility of his profession, as witness the Hippocratic author who remarks,
‘that physician who makes only small mistakes would win my hearty praise. Perfectly

exact truth is but rarely to be seen’.*¥’

The use of specialist knowledge as a carapace to reassure patients, fend off doubt and
mistrust and keep competitors at bay is in many ways understandable. For the very great
majority of its existence medicine has been largely impotent in the face of serious illness.
As Roy Porter pithily observes, until the 20™" century ‘the “disease empire” ... called the
shots> and ‘the pharmacopoeia resembled a box of blanks’.'® Physiological

understanding was slow to develop. Human anatomy did not begin to be properly

184 QM 22.

185 | eslie 1976:3.The healer’s claim to power is rooted, Eisenberg argues (1977:14), in the fact that he must
‘expose himself'to, and overcome, the dark forces that produce illness’.

18 pickering 1998:1729.

187 1div &ym todtov TOV INTpoV ioyupdc dmatvéoyut TOV GLIKPA GUopTavOVTa. TO &’ ATpeKEc OMYAKIC 0Tl
kotdeiv. Hp.VM.9 = 1.590 L, tr.Jones, Loeb 1.27. Blaming other doctors for mistakes is more common than
praising them: see von Staden 1990:86-88.

188 porter 2003:37 and 39; cf. Horstmanshoff 2004:328-9; and see below pp.246-248.
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explored until the sixteenth century, and the full potential of pathology remained
unrecognised till the eighteenth. Circulation of the blood was not understood till the
seventeenth and the role of oxygen in respiration went unrecognised till the eighteenth,
while the part played by microbes in disease causation was not proven till the late
nineteenth century. Such bywords of modern biomedical health care as nutrition,
endocrine functions and the immune system had to wait for the twentieth century to come
into their own.'® In the crowded medical marketplaces of pre-modern times, where
healers of innumerable persuasions plied their trade in the absence of any form of
accreditation or regulation, the possession of knowledge was a way of compensating for
lack of proven effectiveness. Such badges of respectability as seven years of university
learning, membership of protectionist guilds and colleges, the trustworthiness implied by
the Hippocratic oath, the ability to use and understand special equipment,*® and so on,
functioned as instruments of exclusivity, enabling doctors to distinguish themselves from
rival healers and gradually consolidating what Pellegrino calls the medical profession’s

‘claims to preciosity and sacerdotal privilege’.**

Eisenberg has described how, as a society’s medical culture becomes more sophisticated

and biomedical techniques start to edge out traditional remedies, a gradually widening

189 See Porter 2003, as follows. Anatomy: Vesalius’s challenge to Galen in 1543 (57); circulation: Harvey’s
announcement in 1628 that Galen had been mistaken (60) and, later in the same century, Lower’s
demonstration of the role of the lungs (64); the role of oxygen in respiration: Black and Lavoisier (70);
pathology: the autopsical work of Morgagni, Baillie and Bichat, ushering in a new ontological as opposed
to physiological theory of disease (71-74); microbiology: Pasteur’s demonstration of the aetiological
relationship between particular microbes and particular diseases (86) and the publication of Koch’s
Postulates in 1879 (89); nutrition: the discovery of ‘essential food factors’, or ‘vitamins’, by Eijkman, Funk,
Hopkins and others (94-95); early endocrinological research by Bayliss and Starling in 1900, the first
insulin injections by Banting and Best in 1922, and the isolation of sex hormones by the 1930s (94-96);
immunology elucidated by Burnet and others in the 1950s and 1960s (93).

1% porter quotes a doctor who urged his colleagues ‘working with the microscope [etc] will not only bring
fees and lead to valuable information ... but will also give you reputation and professional respect’
(2003:42, cf. 39).

191 pellegrino 1976:8.

86 of 300



gap appears ‘in shared belief, in social class and in effective communication between
patient and practitioner’.1% This can be compared to the loss of shared ‘visionary space’
that Foucault identified when patient and doctor ceased to share a common — if fantastical
— language (when what the patient described had as much reality for the doctor as the
things the doctor ‘saw’) and the doctor’s observational power came to be assumed
capable of penetrating the mystery of the body and discovering interior truths.1% It was
this discursive gap, and the recognition that patient and doctor may have very different
ideas about what has caused an episode of illness and how it can best be remedied, that
Arthur Kleinman addressed in the latter part of the 20" century with his theory of
explanatory models. Kleinman, arguing that ‘all attempts to understand illness and
treatment can be thought of as explanatory models’,'** asserted an equivalence between
the patient’s perspective and that of the doctor, a point he illustrated with case studies
such as one in which visits to indigenous healers in Taiwan caused the majority of patients
to report that they felt better even when there was no significant improvement in physical
symptoms.t®® Conversely, when different explanatory models are not recognised or
respected, patients may reject prescribed therapies, or even exhibit hostile behaviour,
frustrating the doctor and denying themselves possible relief from both their ‘illness’ and
their ‘disease’.!®® The solution proposed by Kleinman is for doctors to bring patients’
health beliefs and cultural expectations to the surface by asking them questions such as
‘What do you think has caused your problem?’, ‘Why do you think it started when it

did?’, and ‘What kind of treatment do you think you should receive?’.*%’

192 Eisenberg 1977:14, citing the work of Arthur Kleinman.

193 Foucault 2003:x-xi. (For this analysis see Shawver 1998).

194 Kleinman 1987:274.

195 Kleinman et al. 2006:143.

19 For the distinction between these concepts see above, pp.70-72.

197 Kleinman et al. 2006:147. For one practitioner’s assessment of the transformative power of using such
questions, see Kandula 2013.
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Kleinman shows how eliciting the patient’s explanatory model allows the doctor to
recognise elements of illness as well as disease, and to design therapy that is not just
appropriate but likely to be adhered to. Disobedience (what modern doctors call non-
compliance) is a frequent complaint on the part of some Hippocratics, as well as Galen
and, by implication, Aelius Aristides’ doctors, as we shall see in Chapters 6 and 7. How
much this had to do with dissonant explanatory models we cannot ultimately know. We
do not know what dialogues they or other doctors actually held with their patients, what
sorts of questions they asked, or how they framed them.'% We know that in some cases
specific questions were recommended for specific circumstances or to produce specific
effects,'% but we do not know how many a given consultation involved, or what type, or
whether consultations were typically question-led or instruction-based. What we do know
from QM is that one doctor saw a need to assert the importance of questioning patients,
and to declare that doctors could not know enough unless they did. Concepts such as
visionary space and explanatory models offer a framework for understanding the
significance of this. Acknowledgement of medical fallibility collapses the boundaries
between professional and individual explanatory models, and explicitly enables doctors
and the sick people they treat to find a shared visionary space. This is the light in which
| propose that Rufus’s ability to admit that he needed the patient to help him work out
what was wrong and how to treat it should be read. The fact that he decided to compose
a treatise insisting upon that point implies something in his cultural discourse to which

QM seemed to him to be an necessary response.

198 Doctors’ questions to patients can range from the cursory (what hurts and how long has it been hurting?)
to the probing (what sorts of things might in your view cause this sort of problem?); see below, p.184.
199 See below, pp.169-173 and 180-185.
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Our ability to assess compatibility between the explanatory models of ancient patients
and their doctors is very limited, since we cannot interview them (though we can see
traces of opposing explanatory models in, for example, Aclius Aristides’ repeated
defiance of medical advice and the horrified reactions of his doctors, who are convinced
he will cause himself serious harm by swimming in icy water or refusing removal of a
tumour).?® Discursive change is perhaps easier to detect. Foucault asks if the ‘more
meticulous gaze, ... more measured verbal tread [and] ... more delicate ... choice of
adjective’ are not simply an extension of the ‘style which, since the days of Galenic
medicine, has extended whole regions of description around the greyness of things and
their shapes’.?%! Thanks to the restrictions of his culture, Galen did not conduct
anatomical dissections of the human body — if he had, Foucault might have ended up
placing his discursive shift 1500 years earlier — but he analysed, divided, classified and
systematised in a way that indisputably altered the terms of medical thought, and in his
vision of himself and his calling we can see lay people being excluded from the doctor’s
intellectual space. For example, in To Thrasybulus, opining that it is not worth his while
to reply to those who promote extreme gymnastic training because they lack the necessary
critical faculties to engage with the subject, he demands:

i ndBotev av ovTot Badd kai coEov Kai dkpBEc dodcavTeg Oedpnpa;

Bovpactov Héve’ v v, &l toig pdv &k maidmv dokovpévorlg év Toig

dpiotolc podnpacty ody Emacty dLapyel kprtoic dyadoic sivor ThC

oG Bempiag, 6601 d° dckodvToL pev, Mot €v AOA0IG ViKY, AQLETS

0’ dvieg KAKET oTEAVOV pEV MTuymoay, €Eaipvng & avepavnooyv

yopvasTod, To0Tolg dpa povolg VIdpEet vodg meptttdg.?%?

What would such people learn, even if they heard some proposition of

great profundity, wisdom, and accuracy? It would be remarkable if

even men trained from childhood in the best of disciplines do not

always make good judges in this type of scientific enquiry, and persons
who were trained to win competitions, but who had so little natural

200 See below, pp.264-267.

201 Foucault 2003:xii.

202 Gal.Thras.37, SM 111.84-5 = V.878 K; tr. Singer 1997:88 (adapted). The discussion concerns the ill
effects of over-indulgence in athletic training.

89 of 300



talent that they failed even there — before one day turning up as
gymnastic trainers — were the only individuals endowed with such
prodigious understanding.

Thus he locates himself in a rarefied specialist space from which the majority of laymen
are excluded, and implies a way of understanding the body that is not available to most.
Admittedly this occurs in a polemical context, but it must be noted that this section of the
treatise contains plenty of other derogatory remarks about the trainers who are his
particular target; this more general remark, which is being used to strengthen the
invective rather than in specific relation to the context, reveals a distinct separation
between how Galen the doctor thinks about people’s bodies and how, he claims, everyone

else does.

In QM Rufus identified a number of crucial pieces of information essential to diagnosing
a patient’s illness and treating it correctly, and argued that it was impossible for a doctor
to know any of them ‘by himself’. The identification of causes will suffice as an example
at this stage. Rufus criticised the (probably) second century physician Callimachus for
having ‘denied the need to ask questions about sicknesses’ and ‘claimed that the signs in
each individual case were enough to indicate both the condition and its cause, and should
preferably be used as the basis of all prognosis and treatment’.?%® Rufus objects to this on
the grounds that signs can take the doctor only so far. One can learn a certain amount
from them, he says, but by questioning the patient one acquires a context in which to
understand and treat the individual illness, and knowing those contextual things, which
can only be discovered through questioning the patient, is ‘more critical to medical
judgement than anything else’.2% Galen, as we shall see below, articulates a distinctly

different view: ‘we, as you know, attempt to tell them the antecedent cause without

203 See below, pp.146-153.
204 QM 21-23. For a full discussion see Chapter 5.5, ‘The individual and the universal’, pp.197-212.
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waiting to ask the patient, and the acquisition of such an ability is the best indication that
one is not wrong in any way’.?% Galen’s medical hegemony lasted for hundreds of years,
not encountering sustained challenge until the anatomist Vesalius began openly to
question his theories in the 16 century.?% His clinical paradigm is in some ways still
with us, in the stereotype of the all-seeing doctor who delivers diagnoses and instructions
for the ignorant and vulnerable patient to obey,?%” though since the latter part of the 20™
century a paradigm shift has got underway, the doctor metamorphosing from a figure
who issues ‘orders’ into a kind of facilitator proffering expert technical advice for the

patient to use in making decisions about his or her treatment and lifestyle.28

Lloyd’s observation that discussions of the ancient world must permit some ‘progress
towards understanding’2% is surely right; and the understanding we can thereby acquire
may be as much about ourselves and our own culture as about the ancient culture under
consideration. In a re-evaluation of the contemporary relevance of the social history of
medicine, Roger Cooter issues a call to historians for ‘hard reflection on how the
conceptual and material edifices built around the human body serve critical understanding

of the human condition’ and argues for the need ‘to engage seriously not just with what

205 Nugic 82, mg olcOa, mepdpedo Aéysy avtolg T Tponyncauevoy aitiov, ob mepiueivavieg épécbor Tov
Kauvovta, kol £ott péylotov onpeiov €ig 10 undev oedriectar t0 Towdv Tva TemopicOot Svvauy
Gal.MMG 1.2,13-16, X1.10 K. See below, p.205.

206 See for example Temkin 1973:134-140. On the enduring popularity of some Galenic remedies even into
the 20™ century, see Powell 2003:1. According to Porter (1983:54-55), even after human dissection began
in 1315 (receiving Papal approval in 1482) doctors continued to believe that the body was constructed like
that of an animal rather than believing the evidence of their own eyes. In Park’s view (2006:349 n.39),
Vesalius ‘substantially understated Galen’s engagement with human bodies’ for polemical effect. Sylvius,
a 16" century Galenist and contemporary of Vesalius, explained the anomaly between Galen’s descriptions
and the new anatomical evidence by claiming that the human body had changed since antiquity, becoming
smaller, shorter-lived, and differently constructed, so that ‘the same things that the ancients observed are
not still found in all our bodies’ (King 2013a:189, note 45).

207 The stereotype reached its apogee with the mid-20™ century caricature Sir Lancelot Spratt, the irascible
all-powerful consultant surgeon played by James Robertson Justice in the series of films based on Richard
Gordon’s 1954 novel Doctor in the House.

208 For the idea of the doctor as health care facilitator, see for example Fishwick and Letts 2002:55-56.

209 _loyd 1999:2. See above, p.62.
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it is to be human in a world in which the corporeal is prioritised and in which power in
and around the body seems more dispersed than ever before, but also with the question
of how we as historians within the somatic postmodern world can further the critique of
it’.219 The impetus for my enquiry was the fact that no other ancient doctor dedicated a
treatise to the dialogue between doctor and patient, and the epicentre of my case is my
perception that QM implies a clinical paradigm that differs from Galen’s in important
ways. The false certainties that composed Galen’s theoretical legacy lasted for the best
part of a millennium and a half. The template he cast for the clinical encounter was much
sturdier. Declarations of certainty on the part of a strong paternalistic figure have a
powerful appeal for people made vulnerable by the pain and terrors of sickness, but, as

we shall now see, medical self-belief does not guarantee the best outcome.

Authority

Ludwig Edelstein has remarked that the question of the physician’s authority is
implicated in all medical treatment, while Jay Katz describes Western medicine as having
for most of its existence been characterised by a belief that the physician’s authority iS
paramount and deserves unquestioning obedience.?!? Both these views are
unexceptionable. Yet the complaint that patients fail to follow instructions has been a
common refrain from the earliest Greek medical texts onwards; Galen was particularly
vociferous on the subject, for example, as we shall see in Chapter 6. Medical authority is
a fragile thing, in other words, and perhaps part of the reason for that can be found in the

unilateral approach betrayed by those complaints, for mutuality is, as Hannah Arendt and

210 Cooter 2007:458.
211 Edelstein 1987:386; Katz 2002:7-28.
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Anthony Giddens both emphasise, integral to any meaningful definition of authority.
According to Giddens:

Following Max Weber, many sociologists have argued that authority is

the legitimate power which one person or a group holds over another.

The element of legitimacy is essential to this understanding of authority

and is the main means by which authority is distinguished from the

more general concept of power. Power can be exerted by the use of

force or violence. Authority, by contrast, depends on the acceptance by

subordinates of the right of those above them to give them orders or
directives.??

For Arendt, authority always commands obedience but is distinguished from power (the
use of coercion) and persuasion (a process of argumentation based on a presupposition
of equality) by the fact that ‘the authoritarian relation between the one who commands
and the one who obeys rests neither on common reason nor on the power of the one who
commands’ but on ‘the hierarchy itself, whose rightness and legitimacy both recognize
and where both have their predetermined stable place.”?*3 Arendt was analysing the
disappearance of a social order characterised by unquestioned hierarchy, which she
regarded as the prerequisite for authority to exist; the persistence of doctors’ complaints
of non-compliance must make us question whether the doctor-patient relation has ever
reliably been one of mutually recognised hierarchy in which both parties have ‘their
predetermined stable place’. To test the proposition, let us now apply Arendt’s account
of authority to the different ways in which a doctor (D) may respond to a help-seeking
patient (P). There are three main options: D may impose or withhold treatment regardless
of or directly against P’s will, issue an instruction or recommendation in the expectation
of compliance, or set out the treatment options for discussion with P.?14 The first of these

is self-evidently an expression of power rather than authority. The third involves shared

212 Giddens and Griffiths 2006:1008.

213 Arendt 1961:93.

214 There are potential variations depending on the nature and extent of any dialogue that ensues, but any
professional response to a request for help must fall into one of these three broad categories.
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authority, which will be discussed below. In the second scenario — the issuing of an
instruction or recommendation — it is P who decides whether or not to comply;
theoretically D has no reliable expectation of obedience, and in practice obedience often
does not ensue, but if P does decide to comply — whether in recognition of D's superior
technical knowledge or in deference to his/her status — then a hierarchical relation has de
facto been mutually acknowledged.?!> We can call this a manifestation of medical

authority.?16

In practice, of course, it is rarely as clear-cut as the straightforward issuing of an
instruction followed by compliance or refusal. Patients vacillate, need more information,
feel vulnerable, indicate uncertainty. Doctors on the other hand are very likely to try to
persuade patients of the advisability of this or that course of action, because they want to
treat sickness and have a great deal of technical knowledge that enables them to offer
solutions that patients cannot conceive of, or gain access to, by themselves. But that very
asymmetry undermines any presupposition of equality and allows persuasion easily to
become manipulation. If (as Katz believes is often the case)?!” D does not give P all the
necessary information — e.g. by deliberately withholding information about one or more
treatment options, for no matter how well-meant a reason — or in similar vein gives P all
the necessary information but then exerts undue pressure in favour of one particular
treatment, or shows little or no interest in hearing what P wants or believes or hopes for,
P is being manipulated rather than persuaded by means of argumentation based on

equality. If, on the other hand, D gives P all the available relevant information and then

215 Whether P’s action in this scenario really constitutes ‘obedience’ is a moot point, since it involves
freedom of action and possibly even freedom of will.

216 If D makes a recommendation to P, the same things apply, except that, in issuing a recommendation
rather than an instruction, D cannot be assumed to have expected obedience.

217 Katz 2002:99, arguing that economy with the truth on the part of physicians means that ‘informed
consent in today’s world is largely a charade’.
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invites P to reciprocate, the process becomes one of shared decision-making. This speaks
of a different relationship between P and D, in which each accepts the validity and
relevance of the other’s knowledge: D’s theoretical and empirical knowledge of
medicine; P’s experiential knowledge of his or her lifestyle, values, priorities, personal
history, symptoms, recent aggravating factors and so forth. Each needs the other's
knowledge to form a complete picture of what is wrong and assess the options for dealing
with it. In this relation two hierarchies co-exist, shifting to accommodate each other’s
authority in particular domains. The transaction is rooted in discussion between equals,
in the course of which either party may try to persuade the other of the rightness of a
particular view, but at the end of which P makes an informed decision about treatment.
Because authority has been shared, both parties understand the reasoning behind the
decision, and their mutual trust and commitment to the plan can be assumed to be all the

stronger.2'8

I have argued that ‘medical authority’ is a tightly circumscribed concept that is
meaningful in two possible circumstances: one, when a patient’s compliance with a
doctor’s instruction reflects a mutually recogniSed hierarchy rooted in the doctor’s
superior medical knowledge and/or professional status; and two, when medical and
patient authority co-exist, creating a condition of shared authority rooted in mutual
recognition of the validity of each other’s knowledge. Clarifying the nature of medical
authority in this way sheds a helpful light on the phenomenon of ‘non-compliance’, which
on the face of it is a puzzle. Why would people who are suffering discomfort or pain, and
who have obtained the advice of a qualified professional, then proceed to ignore that

advice? Doctors’ response to the problem has often been simply to assert their authority

218 See Katz Chapter IV, ‘Sharing Authority: the Willingness to Trust’ (2002:85-103).
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more loudly — like the stereotypical tourist shouting at foreigners as if they are unable to
hear, rather than simply people who speak a different language — without giving sufficient
consideration to the possible reasons why non-compliance occurs. Modern research
shows conclusively that the ‘shouting loudly’ response is doomed to failure, based as it
is on at least two erroneous assumptions: that patients are passive followers of doctors’
orders, and that their illness will motivate them to obey instructions.?*® What motivates
people to stick to a treatment plan is, as we will see in Chapter 6, whether or not they
perceive in it value to themselves, and the chief enabling factor in the construction of
such a plan is the quality of the communication between doctor and patient — an idea that
seems to be fairly stable across different cultures today. To adopt the ‘shout loudly’ model

is, it seems, to misconceive medical authority.

2.4. Patients and silence

The history of ancient patients is of necessity mostly an imagined history of the silent,
for we simply do not have their voices. Both patients and ‘the patient’ are largely absent
from the history of ancient medicine. To the researcher seeking to learn more about them,
the minimal, or even absent, indexing of the word ‘patient’ in important scholarly books
comes as something of a surprise, but may simply reflect what the likely interests of
readers and researchers were assumed to be.??° In ancient accounts, patients’ voices are
almost always ventriloquised through the persona of the doctor. Hardly ever do they
speak directly to us, and the one who does so most informatively and at greatest length,

Aelius Aristides, has in modern scholarship often been dismissed as a repellent

219 See WHO 2003 and, for a full discussion, Chapter 6 below.
220 See for example Nutton 2004, Hankinson ed. 2008, and Pormann ed. 2008.

96 of 300



hypochondriac even though there is no evidence that he was seen as such in his own time.
Edelstein puts it thus:
Hardly ever are the feelings of patients recorded in literature or on
stone; honorary decrees erected by cities are eloquent in their
expression of gratitude, but formal and stylized. The same is true of the

literary appraisals of medicine and the physician, be they written in
praise or as caricatures.??!

All this reflects, as history so often does, the prejudices and perspectives of those who
write it. The study of ancient medicine was initially the province of medical men, who,
according to Wesley Smith, ‘led the way, generating medical “history” out of their own
current scientific interests instead of out of historical study’; not till later did ‘philologists
and historians, infected by the progressive attitude and euphoria of the scientists, set out
to find the evidence with which to sustain the medical men’s views’.??? As late as the
middle of the 19™ century, editions of ancient medical works were being produced by
physicians for the benefit of other physicians: thus Carl Gottlob Kihn, whose
monumental (but flawed) early 19t century edition of Galen is still the only complete
one, was a professor of physiology and pathology who designed his work for professional
medical use and provided a parallel Latin translation to increase its usefulness, while the
medically trained Emile Littré’s stated purpose in editing and translating the complete
works of ‘Hippocrates’ was ‘de mettre les oeuvres hippocratiques complétement a la
portée des médecins de notre temps’.??® The pool of scholarly interests to which ancient
medicine appealed gradually widened, so that the current Brill Studies in Ancient

Medicine series is described as being ‘intended for readers with interests in Classics,

221 Edelstein 1987:389.

222 gmith 1979:4. Smith devotes the whole chapter from which this quotation is taken to a useful account
of the history of the study of ancient medicine. Cf. Hankinson 1991:ix, on Kiihn.

223 | jttré, Vol.l.ix. On the perceived contemporary relevance of Hippocrates to 19" century doctors, see
Smith 1979:31-32. See also ‘History of CMG’, http://CMG.bbaw.de/project-office/history (accessed 6™
January 2016). Kiihn’s Galen appeared between 1821 and 1833, and Littré’s Hippocrates between 1839
and 1862.
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Ancient History, Ancient Philosophy, Late Antiquity and the Middle Ages, History of
Medicine and Science, Intellectual History, Byzantium, Islam, as well as for those whose
professional involvement in medical practice gives them an interest in the history and
traditions of their field’;??* but even so it is only in comparatively recent years that the
social history of ancient medicine has started to broaden the scope of the discipline to

encompass the people on whose indispositions the whole edifice of medicine rests.?%

Penetrating the silence that shrouds ancient patients is no straightforward matter, not
simply because of the lack of evidence but also for methodological reasons. Roger
Cooter, for example, argued passionately in 2007 that medical history, in its first attempts
to right the perceived wrong, had become mired in a simplistic, dualist world-view that
put doctors as an integral part of the Establishment in one corner and patients —
disempowered and pathologised — in the other, unconsciously and unreflectingly
reinforcing the power of the former by sentimentalising the latter.??6 Cooter quotes
Palladino’s assertion that ‘a more ethical and politically reflective engagement with the
silenced might begin with the historian’s acknowledgement of the power of the
hegemonic discourse that silenced them in the first place’,??” a remark that encapsulates
Palladino's argument that discourses and structures of power cannot be challenged unless
they are understood and named. The problem with ‘Doing Medical History from Below’,
as Roy Porter titled his 1985 plea for a broader concept of medical history, is that (as
Palladino observes) it does not subvert anything but simply perpetuates the established

order. Patients are characterised as inhabiting the lowest rung of the hierarchy of

224 Brill Studies in Ancient Medicine, http://www.brill.com/publications/studies-ancient-medicine
(accessed 8™ January 2016); see also van der Eijk 2005:1-8 .

225 See for example Graumann and Horstmanshoff 2016:25. The volume in which the latter is published
epitomises the change in perspective that is currently underway.

226 Cooter 2007:443.

227 palladino 2001:549, quoted by Cooter (2004:444 n.15).
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witnesses. Palladino hits an important nail squarely on the head when he says that if we
really want to write about the history of the silenced we need to start by recognising, and

naming, the forces that caused them to be silenced in the first place.

It must be acknowledged that we do not know if patients in Greco-Roman antiquity were
silenced or are simply silent; there is a yawning gap where patient testimony might be,
and that gap might be eloquent or it might merely reflect any number of contributing
factors including limited levels of literacy, a less confessional era than our own, and
transmissional loss. It is the case, though, that the complaint articulated by antiquity's
most communicative patient, Aelius Aristides, that doctors did not listen to him, reflects
a form of silencing that is sadly pervasive in diachronic accounts of doctor-patient
interactions. Silence will be something of a theme in this thesis. Galen, as we shall see,
proudly proclaims his own silence in one of the most important cases of his career, and
valorises the ability to identify causes of illness without having to ask patients questions,
while Rufus, with his repeated claim that ‘he who does not listen cannot know’, opposes
and challenges the validity of silence. Aelius Aristides proclaims the significance of
silence: ‘I decided to submit to the god, truly as if to a doctor, to do in silence whatever
he wishes’ — thus drawing an explicit parallel between god and doctor.??® In earlier
representations the doctor is not such an unequivocally powerful figure;??° nor is he in
Rufus’s construction. A key signifier in these relationships often seems to be the presence

or absence of dialogue.

228 See below, p.263.
229 See below, p.221 n.628.
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It is interesting, too, to note that the medical sects that were a significant feature of post-
Hellenistic medicine derived their arguments (as least as we receive them today) entirely
from the physician’s perspective.?*® However formal or informal the different schools of
thought were, the point is that they indicate no evident consideration of how to make use
of patients’ experiential knowledge in the search for the truth about illness and how to
treat it. We recall the early 20™ century position described in Armstrong’s article, when
the patient’s only function was as vehicle and historian of the disease.?3! The focusing of
epistemological effort from the physician’s perspective reveals a structure of perception
in which what patients said to doctors was heard by them as informational detail rather

than essential messages from the site of the problem.

None of the above is to suggest that ancient doctors did not ask patients questions.
Obviously they did, and it would be absurd to suggest otherwise. What | mean to suggest
is that many of them did not conceive of the things that patients could tell them as
comparable to the products of their own capacity for reason or observation. In this
context, Rufus’s emphatic repetition that ‘the doctor cannot know’ what he needs to ‘by
himself’, and his insistence that questioning patients is essential to the acquisition of
‘complete and accurate knowledge’, command attention. Such ideas resonate with the
theories of Kleinman, Eisenberg and Borkman, as well as with the work of philosophers
such as Kay Toombs, who argues that ‘physician and patient encounter the experience of
illness from within the context of different “worlds”, each “world” providing a horizon
of meaning’.?%? According to Toombs,
The phenomenon of illness-as-lived is quite distinct from the

phenomenon of the disease state and ... the two cannot be identified
with one another. Thus, when physician and patient talk about ‘illness’

230 On the sects, see below, Chapter 3.2, ‘Medical knowledge’, pp.110-112.
231 See ‘Constructing the patient’, above pp.77-82.
232 Toombs 1987:abstract.
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they are not discussing a shared ‘reality’. ... The phenomenological
analysis of the body provides the insight that illness is fundamentally
experienced as the disruption of lived body rather than as the
dysfunction of biological body,

and it is towards the former, rather than exclusively towards the ‘objective
pathophysiology of the disease state’, that attention must be directed ‘if therapeutic goals
are to be optimally effective — and if suffering is to be relieved’.?% In other words, careful
and thorough exploration of the patient’s perspective is a sine qua non of medical
understanding, and questioning the patient is the crucial explicatory element of the
consultation. It is my contention that the scope and nature of the dialogue Rufus wants

doctors to have with patients is consonant with this mode of thought.

2.5. Conclusion

Medicine teaches us that our bodies are complex and that there is much about them that
only specialists can understand. It brings people face to face with the paucity of their
technical knowledge, and thus places a unique strain on the connection between person
and body. There is a kind of inevitability about this: the body is full of invisible spaces,
pain comes and goes, what attacks us cannot be seen, and the vulnerability and
disempowerment that we feel when we are ill make us susceptible to claims of ability to
understand the mystery and offer relief?>* — whether those claims are based on magic,
religion, science or just other patients’ experience. Brooke Holmes, in The Symptom and
the Subject, argues that in Greece the physical body ‘emerges’ as an object of control and
care during the classical period. She charts the journey that the body made from an
unquestioned, uncomplicated presence, its indispositions explained by personal and

daemonic factors or obvious external attack, to a medical entity whose illnesses stem

233 Toombs 1993:xv-Xvi.
234 On the infantilisation of patients by doctors, see Katz 2002:100-101 and 210-11.
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from natural causes explained in terms of invisible physical qualities and powers acting
in the hidden interior of the body, comprehensible only by physicians and
philosophers.?*® Thus began the tension between the clinical body and the lived body —
between the body as object of medical knowledge and the body as subjective locus of

experience — that still infuses the culture and practice of Western medicine today.?3¢

In this chapter we have seen that health and illness and the idea of the patient mean
different things to different people at different times, partly because of cultural
construction and partly because of focal multiplicity, and we have adopted working
definitions of both terms that attempt to encompass both participant and observer
perspectives. We have considered evidence that doctors construct the idea of the patient,
and that patients present themselves according to what doctors suggest is important, so
that the questions that doctors put to patients can be regarded as both reflecting the
doctor’s idea of the patient and helping to consolidate and perpetuate it. Similarly, the
self-construction of the medical profession as a repository of sophisticated knowledge
undermines effective communication between patient and practitioner and broadens the
gap between what may be quite widely differing explanatory models, thus helping to
create the conditions for patients’ non-compliance with medical instructions or advice.
Finally I argued that authority is not a foregone conclusion of expert knowledge, and that
when the latter co-operates with experiential knowledge the scope and effectiveness of
medical authority is greatly extended. In the remainder of this thesis | shall first
demonstrate and then interpret the difference between Rufus’s insistence on thorough and

wide-ranging dialogue with the patient, and Galen’s highly directive style, within the

235 Holmes 2010:Chapters 1-2, and cf. 38-39.
236 Cf. Holmes 2010:118.
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framework of these ideas and in the light of modern evidence about the factors that have

been found to influence patients” willingness to follow the advice of their doctors.
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Part 111 - On Questioning the Patient: an individual

perspective

Preamble

As a treatise composed by a doctor on the subject of questioning patients, QM sits firmly
within the tradition of ancient technical writing — that is, literature that ‘transmits
knowledge and has a didactic goal’.®” But the written text that we have is just words on
a page. To make meaningful sense of those words, and to grasp their historical
significance, we need to ask how and why this short treatise came into being, what
perceived need it was designed to address, what audience its author hoped to reach, and
so forth. Our reception of the text is immediately influenced by knowing that, in the
extensive corpus of known medical writing from antiquity, it is the only work dedicated
to the topic of doctor/patient dialogue.?3® In itself this fact is highly suggestive, and it
makes the treatise especially valuable to the social history of ancient medicine; as
Thorsten Fégen reminds us, technical works were ‘not written in a vacuum ... [but] ...
frequently expose an explicit or implicit social, political or ethical agenda that can be
related to the historical circumstances in which they originate’.?3 Yet, as noted above,
QM has attracted little scholarly attention.?*® Gartner suggests that this trend began in
antiquity and may be at least partly due to its atypicality as a technical work, in that it

provides illustrative examples rather than systematic instruction.?* Gartner’s own

237 Fogen 2015:267.

238 See above, pp.55-56.

239 Fogen 2015:277.

240 See above, p.58, with n.101.
241 Gértner 1962:12-13.
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assessment, ‘ein Vademecum der Anamnesetechnik fur der praktischen Arzt’, like that
of Nutton who calls it ‘a handbook for doctors on the questions to ask their patients’ and
an explanation of ‘how best to gain information from a patient by means of questions’,?*2
all beg a rather important question. To compose a work explaining how to question
patients is to assume that the reader is ready to ask questions and is seeking procedural
guidance on how best to go about it. QM does not make this assumption. It appears to be
motivated as much by ethical concerns (the case for questioning patients) as by pragmatic
ones (how the questioning should be done); and in dealing with the latter it entirely
eschews the prescriptive Hippocratic tradition expounded in Prognostic and various other

ancient discussions of questioning.

QM is identifiably part of a tradition, in other words, and yet it is different: unique in its
subject matter, and distinctive in its treatment of the topic. The same can be said of its
author, for if we set Rufus in his historical and intellectual context we see that his ideas
about health, sickness and medical practice, though in many ways typical of his time and
place, are in other ways unusual and different. The next three chapters bring out these
various differences and suggest some ways of interpreting them. Bearing in mind Fogen’s
dictum that the intention and function of a text consist in both internal and external
factors,?*® | use both kinds of evidence to enhance our understanding of the text and to
allow it to shed light on the circumstances in which it was composed. First, in Chapter 3,
I set Rufus in his cultural context, illustrating the ways in which the things he says
conform to assumptions that were widely held in his culture, and the ways in which he

departs from these norms. Next, in Chapter 4, | analyse the work’s form and register, and

242 Nutton, ‘Rufus [5]’, in Brill’s New Pauly Vol.12:756; Nutton 2004:209; Gartner 1962:12 ; cf. Bynum
and Porter 1993:11, calling it a ‘manual of Hippocratic diagnosis.’
243 Fogen 2015:267.
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offer a hypothesis about its audience and intention. Finally, in Chapter 5, | focus in on
the content of the work, highlighting five aspects of it which all, I argue, derive from and
exemplify Rufus’s construction of the patient as a psychologically as well as physically
complex entity: the structural priority he gives to mental factors, his model of
questioning, the purpose of questioning, his explicit preference that doctors should
question the patient himself rather than an intermediary, and his vision of how
questioning the patient helps in the perennial challenge of distinguishing individual cases

from universal theories.
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Chapter 3 — Intellectual Context

3.1. ‘The great Rufus, hailing from the city of Ephesus’?*

Information about Rufus’s life is on the whole highly speculative. So far as biographical
data is concerned, the most detailed work carried out recently is to be found in the
unpublished doctoral dissertation of Amal Abou-Aly,?*> and even that, despite the effort
that was put into it, yields little that can withstand more than fairly cursory scrutiny. The
main problem is the dearth of contemporary information. Unlike Galen, his gleefully self-
publicising successor, Rufus tells us little about himself in his extant works.?*¢ Most of
what can be pieced together must therefore be drawn from what is said about him by
others, and the unsatisfactoriness of this is increased by the fact that his chronologically
nearest witness is Galen, a man not known for impartiality when it comes to what he
chooses to say about other doctors. Very little of the available material is biographical in
any case; most of it consists of critical assessments at second, third or fourth hand. The
situation is further complicated by the fact that ancient and medieval medical sources
refer to more than one Rufus and there is no firm ground on which to base a supposition
as to whether they are the same or different individuals. Thus Galen refers twice to
pharmacological recipes attributed to ‘Rufus’: in On the Composition of Drugs According
to Kind, quoting Asclepiades Pharmacion (last quarter of the first century),” where the

reference is to Mivioc Podgog,?* and in On Antidotes, quoting Servilius Damocrates, a

24 Tbn Abi Usaibi‘a, Ruf.On Melancholy F2.

245 Abou-Aly, Chapter 1 (1992:15-55).

246 Abou-Aly (1992, 29): Nutton (2008:139).

247 Nutton, ‘Asclepiades [9] A. Pharmakion’, in Brill’s New Pauly Vol.2:99.
248 Gal.Comp.Med.Gen.7.12, XI111.1010 K.
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mid-first century poet,>*® on Podgpoc ... dviip 8piotoc Ektikdc T &v T TéYvn.>P
According to Nutton, identification with either of these Rufi is ‘anything but certain’, and
with reference to the former he, like Abou-Aly, says that the name Menius is not among
known Ephesian personal names;°* a fragment published in Die Inschriften von Ephesos,
however, records the name Mnviog written twice on a piece of marble from the imperial

period.?%2

Fortunately, the interpretation of QM does not depend on precise biographical details
about its author. Of potentially more significance is Rufus’s chronology, since if we do
not know when something was written we lose the opportunity for its interpretation to be
informed by our knowledge of contemporary intellectual and cultural factors.?>® Here
again we are on thin ice, and scholarly opinion is far from unanimous. Rufus himself
offers no clues; Galen simply describes him as one of his more recent predecessors; and
the Arab authors from whom our pre-modern evidence of dating is drawn believed,
variously, that he lived before Aristotle, in the time of Cleopatra, or — most convincingly,
in modern scholarly opinion®* — at the time of Trajan (98-117), which is also the date
given in the 10™ century Byzantine encyclopedia the Souda.?®®> According to Nutton, he

was no longer alive by 140.2%¢ Other information that can be patched together from a

249 Bowie, ‘Damocrates’, in Brill’s New Pauly Vol.4:64.

250 Gal.Ant.2.2, XIV.119 K (‘an excellent man and practised in the art’).

251 Nutton, ‘Rufus [5]°, in Brill’s New Pauly Vol.12:75; Abou-Aly 1992:26-7. See also Nutton 2008:140.
252 5ee LGPN Vol. A.302 (Mnviog nos. 19 and 20) and 1Eph.V1.336, no. 2555.

253 Swain makes a similar observation in relation to On Melancholy, remarking by way of consolation that
‘the cultural practices of elite Greek society during the first and second (and indeed the third) century AD
were fairly stable’ (2008:113).

2% Swain argues for acceptance of the Souda’s dating on the grounds that the Souda author clearly knew
Crito’s history of Trajan’s Dacian Wars and therefore the reference to Rufus’s having been an associate of
Crito’s can be taken seriously (2008:114).

25 Podgoc, Eéctog, atpdg, yeyovag émi Tpotovod ovv Kpitwvi. ®épetar avtod Piprio mieiota, & dv
kol tadta- Iepl dwaitng g, [epi dwitng medvtav a, Tlepi tpavpatikdv a, epl tpavpaticpod dpbpov a,
Iepi oOkwv a, Tepi tiig apyaiog watpikiig Piiiov a, Tlepi ydraxtog Bipriov a, Iepi oivov a, ITepi péiitoc.
2% Nutton 2008a.
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diverse range of sources tells us that he was a ‘teacher, a Hippocratic exegete, anatomist,
pharmacologist, practitioner, gynaecologist and paediatrician’.?®” He was probably
educated partly in Alexandria, spent a fair amount of time in Egypt but almost certainly
never went to Rome (unlike his probable contemporary, Soranus, or, a couple of
generations later, Galen), and wrote prolifically on a wide range of subjects, covering, as
Nutton puts it, ‘almost everything in medicine from the cradle to the grave’.?*® Besides
QM only three other authentic, complete treatises survive in Greek, along with a
considerable quantity of fragmentary material in Greek, Latin and Arabic;%° the latter
includes On Melancholy, published, for the first time, in 2008 by Peter Pormann in an
edition that incorporates six case histories detailing the symptoms, diagnosis and

treatment of melancholy patients.26°

Rufus lived in what was the wealthiest, most cosmopolitan city of Asia Minor, at the
height of its prosperity under the Pax Romana. Already one of the largest cities of the
Mediterranean world in the first century BC, when Strabo described it as ‘growing by the
day’ and ‘the largest market in Asia this side of the Taurus’,?* Ephesus had shot up the
prosperity index after being made the capital of proconsular Asia (western Asia Minor)

by Augustus in 29 BC. The first and 2" centuries AD saw the city at its peak, with a

257 Abou-Aly 1992:6.

258 Nutton 2008:140.

29 For recent discussions of Rufus’s oeuvre, see Abou-Aly 1992:42-49, Nutton 2008:139-40, and Haak
2013:264-8. Precise estimates of its size are impossible because of the fragmentary nature of much of the
evidence; Haak refers to ‘over 90 books’ and Nutton to ‘over 102 separate works’. The other three authentic
treatises in Greek are On the Bladder and Kidneys, On Satyriasis and Gonorrhoea, and On the Naming of
Parts of the Human Body.

260 The case studies come from an Arabic manuscript discovered in 1971 by Manfred Ullmann, containing,
among other works, 21 clinical reports which, after detailed analysis, Ullmann concluded were all by Rufus.
Despite some disagreement, scholarly opinion generally concurs with Ullmann’s attribution, on linguistic,
stylistic, medical and methodological grounds. For a concise summary of the arguments, see Pormann
2008a, 19-20. For the case studies themselves, see Ullmann 1978.

261 1y 8¢ wOMG Th) TPOG T dAA eVKOnpig TV TOTOV abEeTon kad’ EkdoTny Huépay, EUTOpPLov 0DGH LEYIGTOV
@V katd v Aciav tv évtog tod Tavpov. Strabo 14.1.24.
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population now estimated to have been the third largest in Roman Asia,?®? a grand,
populous and commercially vibrant place whose name was invoked by Seneca in the
same breath as that of Alexandria to epitomise somewhere particularly crowded and rich
in dwellings.?®? Its present-day archaeological site — authentically enough still teeming
with visitors — reflects the wealth and importance of the ancient city, with its busy
harbour, its famed Temple of Artemis (one of the Seven Wonders of the Ancient World),
25,000-seat theatre, vast agora, temples of Hadrian and Domitian, gymnasium, sports
field, several bath complexes, advanced system of aqueducts, and other impressive public
and private buildings. As a doctor, Rufus belonged to the social and intellectual elite of
this proud metropolis. Archaeological and inscriptional evidence from the Imperial
period bears witness to the existence of a thriving medical community, whose members
enjoyed a considerable degree of wealth and status and whose collegiate assemblies and
competitions reflect a major aspect of the general culture of the time, the so-called Second
Sophistic, a period characterised by a marked predilection for epideictic oratory and other

displays of intellectual prowess.?%

3.2. Medical knowledge

Rufus worked at a time when there was a strong tendency for doctors to identify

themselves with a sect, or school of thought. The point of difference between these sects,

262 Hanson (2011:252-258) estimates a range of 50,000-90,000, dismissing Beloch’s earlier much larger
estimate of 225,000 on the grounds that it relied on dubious methodology and erroneous reading of
epigraphic evidence. The two cities above Ephesus in Hanson’s list are Sardis and Alexandria Troas
(Antigoneia),with Pergamum in fourth position.

283 Humanus animus ... humilem non accipit patriam, Ephesum aut Alexandriam aut si quod est etiamnunc
frequentius accolis laetiusve tectis solum. Sen.Ep.17.2.21 (102.21).

264 See Nutton 2008:141-3, Samama 2003:69-71 and, for the epigraphic evidence, cf. below, pp.139-140.
On the Second Sophistic, see Mattern 2008:7, with note 15 (a detailed set of references for discussions of
the Second Sophistic from Philostratus to the 21% century) and 9-11 (a vivid account of the performative
culture in Rome); also Hankinson 2009. Swain uses ‘Second Sophistic’ to describe an historical period (for
different uses of the term see Whitmarsh 2005:4).
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whose origin dated back to 3™ century Alexandria, was not therapeutic or methodological
but epistemological: how best to proceed towards ‘the discovery of remedies (tnv t@v
iopatov ebpeov)’.2% Danielle Gourevitch describes the position thus:

The true issue was not the choice of therapy, which was debatable but

never worth fighting over; the question was rather the method by which

medical knowledge was acquired, the nature of this knowledge, its

origin, and its final purpose. How should a physician, in such or another
case, determine the appropriate treatment for a given illness?2%6

The three best known groupings are the Empiricists, Rationalists (or Dogmatists) and
Methodists,?” but there were also minor schools such as the Pneumatists and the
Asclepiadians. Empiricists rejected theoretical knowledge as unattainable and the search
for hidden causes as ultimately speculative, relying instead on a combination of personal
observation and accumulated knowledge of comparable cases to develop appropriate
therapies. Methodists (including Rufus’s probable contemporary and fellow Ephesian,
Soranus) focused on the current, holistic state of the body they were being asked to treat,
and regarded questions of causation as irrelevant. Rationalist medicine is best understood
as a broad doxographical category denoting those who did not adhere to either school but
were committed to theoretical physiology and pathology and the search for hidden
causes.?®® Galen refused to align himself with any sect, preferring to take a syncretic

approach?®® (though he utterly abhorred Methodism), and so powerful thereafter was the

265 Gal.Sect.Int.1, 1.65.9-10 K.

266 Gourevitch 1998:107.

267 For the traditional tripartite classification, see for example Gal.Lib.Prop.1, SM 11.4.4-7 = XI1X.12.7-10
K: 1 8¢ tdVv Tp1dv aipécemv OvOpaTa oS0V dmavieg 1N YIyvdoKovow [TV HéV Tva SOYUOTIKNY TE Kol
Aoy v dvopdlesBar, v 0¢ devtépav Eumelpkny, v Tpitnv 8¢ peboducnv]. For a cynical account, see
Plin.HN.29.iii-iv.4-9.

268 See Hankinson 1998a; Frede 1987:261-62; Gourevitch 1998:104-121; von Staden 1989:58-9; Tecusan
2004:4, 7-9; also Galen, On Sects for Beginners, a far from impartial account.

269 For a succinct account, see Hankinson 1998:28. See also Gal.Lib.Prop.1, X1X.13.15-18, SM 11.955-8;
Loc.Aff.,\VI11.143-44 K.
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impact of ‘Galenism’ that, in Vivian Nutton’s colourful phrase, ‘other medical sects

passed peacefully away’.2"

Strikingly absent from the accounts that we have of these epistemological differences is
discussion of how to make use of the patient’s perspective in the task of building medical
knowledge. It is as if the patient’s role was seen as essentially passive, a source of purely
factual details for the doctor to interpret using whatever mix of theory, observation and
experience his epistemological convictions recommended. Rufus did not align himself
with a sect.?’* Indeed it is possible to read into QM 15-21 a subtle dismissal of each of
them. He does not explain his non-adherence, at least in any of his extant works, though
there is a possibility that he wrote a treatise on sects.?’? But his emphatic repetition in QM
that ‘the doctor cannot know’ what he needs to by himself’, and his insistence that
questioning patients is essential to the acquisition of ‘full and accurate knowledge’,
suggest that his concern may have been less with whether medical knowledge is best
obtained through theory or experience than with its inherent shortcoming: that on its own

it is not adequate for its presumed purpose.

3.3. Ideas about health and sickness

Balance and mixture

It is clear that Rufus entertained some fairly conventional ideas about health and sickness.

His frequent references to patients’ balance and mixture reflect an idea that occurs in

270 Nutton 1984:4. On Galen’s intense distrust of Methodism, see Gourevitch 1998:113, and Tecusan
2004:3, 5, 18-21.

271 Van der Eijk 2008a:159; Gourevitch 1998:121.

272 Abou-Aly 1992:46-7 n.97.
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Greek medicine from the pre-Socratics through to Galen; indeed Peregrine Horden has
recently argued that it is balance, rather than (as often assumed) humoral theory, that most
truly epitomises Greek thinking about the body, health and illness.?’”® According to Galen,
every school of thought regarded health as ‘definitely a balance of some kind’,?# even if
they disagreed as to what exactly the proper components of that balance were:

KaO’ fudg pev vypod kai Enpod Kol Oepuod kol Yyoypod, Kat’ dALoLG

0¢ Oykmv Kol TOp®V, KAt GALOVG 8& ATOU®V T| AVAPL®V T AUEPDV §

OLLOLOUEPDV T} AvopolopepdV 1 GTOL o1 TOV TPMOTOV GTOLYEIWV, AAAL

KOTO TAVTOG Y€ S0 TNV CLUUUETPIOY aDT®V EvePYODUEY TOTG LOPTLOLS.

In my view it is a balance of wet, dry, hot and cold, while others hold

that it is a balance of masses and channels, others a balance of atoms,

or anarmoi, or indivisibles, or homogeneous or non-homogeneous parts

- or any such primary element. But certainly all agree that it is through

the balance of these that we perform our activities with different parts
of the body.?"®

Whether or not Galen was right to claim that the conception of health as ‘a good-mixture
or balance of the elements from which we have come about” was shared by ‘nearly all
my predecessors’?’® — Singer, for example, points to the ‘historiographically dubious’
nature of the assumption that a particular term carries the same meaning in the hands of

different authors and in different contexts, and thinks it unlikely that the Asclepiadeans

273 Horden 2013:7. On the exaggeration of the importance of humours in the Hippocratic Corpus, see Craik
2015:208. On health as balance, and disease as disruption of that balance, see also Edelstein 1967:70. King
(2013:25) remarks that the notion that health is ‘essentially ... a matter of balance’ knits together many
different ideas about the body. According to Allan Young, the idea that sickness results from ‘a disturbed
natural equilibrium which curers must try to restore’ is common to many cultures (1976,:47).

274 suppetpia yap 1 Tig 1) Vyeia kot mdoog doti TG aipéoeig. Gal.San.Tu.1.5, VI.15K.

215 Gal.San.Tu.1.5, CMG V.4.2.9-13 = VI.15 K.10-15 (tr. Singer, unpublished). See also van der Eijk
2008a:298. Cf. Gal.Ars Med.2, 1.310-11 K, and 4, 1.314-5 K; Opt.Corp.Const.1, 1V.737 K. Konig
(2005:275) notes Galen’s ‘determination that no sphere of human activity can be allowed to escape from
subjection to the principles of balance and self-knowledge which are the central features of his own
philosophical medicine’.

216 16 1 yap etvon THY Vyeiay 00y amAdg svkpaciov fj cuppetpiay Tdv ototEiov, €€ dv yevoueda, kabdmep
ol PO MUAV OAiyov deiv Gravteg EvOulov, GAAL HLOVOV TIV TAV OHOLOUEPDYV COUATMOV, ATOSESEYUEVOV
NUiv év £téporg, Hmdbeoig Eotw npog T Tapdvta (San.Tu.l.4, CMG V.4.2.7 = VI.11-12 K). Admittedly he
says this in the course of criticising those who held that view, but Singer argues that his motive is not to
dismiss the significance of balance but to show that his own concept is a more fully developed version of
what his predecessors thought (Singer 2014:977-9).
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and Methodists embraced the concept of balance, while Nutton takes a different view?”’
— it was certainly a dominant idea. The earliest extant definition of health and disease,
attributed to the early sixth century philosopher Alcmaeon of Croton, describes the
former as ‘conserved by egalitarianism among the powers — wet and dry, hot and cold,
bitter and sweet, and the rest’, and the latter as the result of ‘monarchy among them’;?’®
Plato tells us in Timaeus that disease results from unnatural imbalance or disharmony in
the body’s ‘four component elements: earth, fire, water and air’, and in Symposium uses
medicine as an important illustration of eternal truths about harmony and balance;?”
Aristotle refers to the health-giving effects of proportionate quantities of food, drink and
exercise and the deleterious effects of the wrong quantities.?®® As an adherent of humoral
theory, Rufus believed that health depended on a balance of the four humours: phlegm,
blood, yellow bile and black bile.?8! Thus he opines that ‘brain fever’ is caused by ‘a great
quantity of bile in the stomach, because of which brain is damaged’ and in case studies
talks of ‘a melancholic superfluity in one of [the] arteries’.?®? Balance of qualities (dry
and moist; hot and cold) is also important in Rufus’s pathology: ‘The humour sometimes

becomes black because it gets excessively hot, and sometimes because it gets excessively

217 Singer 2014:977; Nutton 2004:168; cf. Nutton 2000:252, on Aretaeus’s concept of good health as a
balance between pneuma and the four elements of matter.

278 1 pév Vysiog lvol GUVEKTIKIV THV icovopioy T@v Suvipemy, Vypod, Enpod, yoyxpod, Bsppod, Tikpod,
YAUKEOG Kal TV Aom@v, TV 8’év adToic povopyiay vosov momtiknv (DK24b4, tr. Barnes 2001:37). The
application of this political metaphor to health is unique in the Greek medical tradition and may have
originated with Alcmaeon, who was perhaps drawing on earlier Crotonian medical tradition; the definition
is said to be the earliest extant, though the extract is a later testimonium rather than a direct quotation from
Alcmaeon himself. See Jouanna 1999:262 and 327-28, and Huffman 2013.

219Ti.82a-b; Smp.186-188, where the doctor’s task is described by Eryximachus in terms of ensuring
‘concord and love’ between opposing elements, like music and ‘all other domains, in matters divine as well
as in human affairs’ (187e, tr. Nehamas and Woodruff, Cooper 1977:471). Cf. Smp.187c (the ‘good
practitioner ... must be able to make friends and happy lovers of the keenest opponents in the body’, tr.
Lamb, Loeb 111.124-7). On the centrality to Plato’s argument of his assumption that health involves balance,
see Kraut 1992:333 n.11.

280 Arist.EN 1104a, 2.2.6; cf. Pr.1.1-3.

281 See for example QM 33, as well as On Melancholy, passim. On humoral theory, for concise discussions
see Powell 2003:10-13, Pormann 2008a:4-5, and Nutton 2008:146-7. For fuller treatment, see for example
Grmek 1998a:247-50 and Jouanna 2012:335-359.

282 Ruf. On Melancholy FF8.3, 67.18.
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cold’;?® in one case study he observes that the patient’s ‘body had become dry. So |
prescribed a moistening diet” and in another he reports having ‘moistened [the patient]

and evened out the sharpness of his humour’.24

In ancient medical writing the idea of balance in the human body is often articulated in
terms of xpaoig, ‘mixture’; as Galen put it in On Mixtures, ‘the well-balanced mixture is
superior to all others in both excellence and power’ (tnv gbkpatov ... ATACAV ... APETT
0> &uo xai Svvaper Tpobyovoav).2® The notion goes back to the earliest Hippocratic
writing. The author of On the Nature of Man, for example, explains that man ‘enjoys the
most perfect health’ when the four elements of which he is composed — that is, ‘blood,
phlegm, yellow bile and black bile’ — are ‘duly proportioned to one another ...and when
they are perfectly mingled’, while “pain is felt when one of these elements is in defect or
excess, or is isolated in the body without being compounded with all the others’.?% For
the author of Ancient Medicine the crucial elements are different — “salt and bitter, sweet
and acid, astringent and insipid, and a vast number of other things, possessing properties
of all sorts’ — but the importance of their being correctly mixed is the same: ‘these, when
mixed and compounded with one another are neither apparent nor do they hurt a man;
but when one of them is separated off, and stands alone, then it is apparent and hurts a

man’.?¢” Here again Rufus’s views are entirely conventional. For example he reproaches

283 Ruf. On Melancholy F11.18.

284 Ruf. On Melancholy FF67.10-22, 71.21.

285 Gal.Temp.1.3, 7,6-7 Helmreich = 1.519,1-2 K.

286 10 8¢ odpa ToD AvOPAOTOL EYEl £V EMLTH oipo Kai EAEYHa Kol oAV EavOry Te kol pélouvay, koi Todt’
goTiv DT 1) PUGIC TOD GHOUATOC, Kol S1d TadTa dAyel kol Dyraiver. Dyloivel pév odv pdiota, Stav uetping
&ym tadTa Tig Tpog EAANAL KpNG10G Kod SuVANIOG Kai ToD TAR0g0G, Kai pdAoTa pepypéva 1 GAyel 88 dtav
100tV TL EAaccov T TAéov 7 | xop1odfi &v 16 codpatt kol pr kekpnuévov 1 toict sopmocty. Hp.Nat.Hom.4,
tr. Jones, Loeb 1V.11-13.

BT Eviyap v avOpdmo kol GALDPOV Kai TiepOV Kol YAVKD kol 0ED, kai oTpuevov kol tAadapdy, kai dAlo
popia, mavtoiog duvapag Exovia TAN00G e Kol ioyOv. Tabto HEV pepypéva Kol Kekprpéva GAAAooy
obte pavepd £otv, obte Amel Tov dvBpomov. dtav 8¢ TL TovTOV Anokpdf] Kol avTo £¢° EmvTod YévnTol,
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a rival for having ‘neglected to balance his [the patient’s] mixture’, and reports that he
himself ‘cured many of the patients suffering from this disease by balancing the

mixture’.288

Regimen

As Galen explained, keeping a patient’s mixture balanced involved ‘continually
substituting what is missing for what is excessive, so as to bring about a state that is well
balanced and median’ (&vteiodyovteg dei ... @ TAEOVALOVTL TO AEImOV, MG EDKPOTOV TIVAL
kol péonv épydoachou kotdotacty).?® Adjustments were made through a variety of
means, including medicines, bloodletting (a delicate and risky therapy which demanded
great skill and which Galen considered particularly useful in almost any serious
situation), purging, and changes to the patient’s regimen. Faith in regimen — the theory
that a person’s health is materially affected by elements of his or her daily life, such as
diet, exercise, physical environment and a range of personal habits including bathing,
sleep and sexual behaviour®® — was a central pillar of Greco-Roman health beliefs.?%! It
first became fashionable, Plato tells us, in the fifth century BC, when a physical trainer

called Herodicus?®? introduced ‘the kind of modern medicine that plays nursemaid to the

ToTE KOl Pavepov £otl Kai Avmel tov vBpwnov. Hp.VM 14, tr. Jones, Loeb 1.39. Cf. Gal.Ars. Med.4, 1.315
K.

28 Ruf.On Melancholy FF 68.7, 69.4, 70.5, cf. 71 passim. Rufus emphasises that it is achieving a balanced
mixture that is important (F70); other doctors who purged without ensuring balance were unsuccessful
(FF68, 69).

289 Gal.Temp.1.3, 7,17-18 Helmreich = 1.519,13-14 K; disease defined as imbalance, ib., 8 Helmreich =
1.521 K.

290 This definition largely echoes that of Jouanna (1999:162).

21 See van der Eijk 2008a:297-8; Holmes 2010:177-182; Edelstein 1987:358-9; Powell 2003:2-6;
Cels.Pr.9-11; and De Alimentis Facultatibus, Galen’s detailed description of the effects of foodstuffs on
the body and vice versa (V1.453-748 K).

292 Generally identified as Herodicus of Selymbria (¢.500-c.430), credited by some scholars with authorship
of the Hippocratic On Regimen — erroneously so, according to Joly (1960:203-205); see also Touwaide,
‘Herodicus [1]°, in Brill’s New Pauly V0l.6:263-64. For Herodicus’s theory of regimen, see Anonymus
Londinensis IX, p.48 Jones. At Epidemics 6.18 one Herodicus —who may or may not be the same, according
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disease ... and wore out first himself and then many others as well’ thanks to the constant
demands of his regimen.?®® Plato’s dating is corroborated by the evidence of
contemporary Hippocratic treatises including Regimen in Acute Diseases, On the Nature
of Man,?®* On Ancient Medicine®® and On Regimen, a lengthy and extraordinarily
prescriptive work setting out an ambitious programme of rules for ‘the great mass of
mankind, who of necessity live a haphazard life without the chance of neglecting
everything to concentrate on taking care of their health’,2% followed by an extra layer of
even more detailed advice for those who are well enough off to spend their time

monitoring themselves for the slightest sign of any alteration in balance.?%’

Rufus’s medical practice fully incorporates the use of regimen. In QM he reminds doctors
of the importance of asking about the patient’s food intake — both the regimen he normally
follows, when well, and what he has been eating and drinking while unwell.?® He repeats

this advice in On Melancholy, recommending that the reader ‘ask about the initial cause

to Galen — is said to have ‘killed fever patients with running, much wrestling, hot baths. A bad procedure.’
See Smith ad loc. (Loeb VI11.231).

293 PL.R.111.406a-b; cf. 407d: Asclepius stuck to drugs and surgery rather than dragging out patients’
suffering with regimen, ‘drawing off a little here and pouring in a little there’ (tr. Grube and Reeve, Cooper
1997:1042 and 1044).

2% qi 8¢ vodoot yivovrar, ai pév émod tév Stutnudtov, ai 88 dmd tod mvevuatog, O doaydpevol {duev
(‘Diseases arise in some cases from regimen and in other cases from the air by the inspiration of which we
live’. Hp.Nat.Hom.9 = VI1.52.11-13 L, tr. Jones, Loeb IV.25).

2% 1cai vV ol TV yopvosiov te kol doknoiov émpeddpevol oiel 1t mpocefgvpickovsty ... (ntéovieg 6 Tt
£o0imv 1€ kal Tivev émkpatiostl te avTtod udioto, Kai ioyvpdrepoc adtdg Emvtod Eotar (‘even at the
present day those who study gymnastics and athletic exercises are constantly making some fresh discovery
by investigating ... what food and what drink are best assimilated and make a man grow stronger.” Hp.VM
4 =1.580 L, tr. Jones, Loeb 1.21).

2% 16 mMANn0eL TdV AvOpdmov, Odcototy 8 dvaykng eixfi Tov Plov dtotelelv éoti, und’ vrdpyel avTOIoL TOY
AoV duelcaot tig vyeing Empeleiobar. Hp.Vict.3.69 = VI1.604 L, tr. Jones, Loeb 1V.381.

297 For the dating of On Regimen, see Joly, its most recent editor (1960:206-9), and Jouanna 1999:162.
Holmes, accepting Joly’s dating and drawing on other evidence from the Hippocratic Corpus, argues that
the theory gained ground quite rapidly in the late 5th century, and that Plato's treatment of the topic in
Republic tends to corroborate that hypothesis (2010:177 with n. 120). Whether or not it was at that stage
considered to be a medical, rather than a self-help, technique is less clear; Plato’s reference to it in Republic
indicates controversy at that time as to whether or not it did actually belong to medicine (R.407d-408b).
2% QM 18 and 36.
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and [the patient’s] regimen, and counteract them through treatment’,?%° and his various
physical and behavioural therapies include dietary prescriptions, travelling and country
air, bathing, drinking cold or tepid water, and plenty of wine and sex.3% In his case studies
we find him adjusting patients’ diet and sometimes the time of day at which they eat: ‘I
ordered that he not eat late .. but rather take at lunchtime bread soaked in warm water,
and that in the evening he eat what he was used t0’.2! He is particularly pleased to have
been able to cure people ‘by balancing the mixture without purging’ — presumably by

concentrating on changes to the patient’s regimen.3?

Somatic bias
The ancient concept of disease was strongly somatic, even when mental symptoms were
involved. Mind and body were so closely linked that not only could the mind, in

Hippocratic dream theory, shed light on the body’s symptoms through dreams,3% but the

29 On Melancholy F40.20.

300 ‘Fine and tasty food such as semolina bread, chicken and kite meat, and small rock fish’ (F40.16); ‘those
who can tolerate to drink wine have no need for any other medication, for it alone is all they need in order
to treat this illness’ (F40.18, cf. FF61, 63-65); ‘long and extended journeys are beneficial ... for they change
their mixture, improve digestion, distract them from thinking, and amuse them’ (F40.19); ‘fresh air and the
cold countryside are quite helpful for [stimulating] appetite’ (F50.2); cold water (F50.1); tepid water (F51);
sex (FF58-60); baths (F62).

301 Dietary adjustments, F67.11-15; eating at a different time of day, F71.23.

302 On Melancholy F70.4.

303 See Hp.Vict.4, in which the author explains how his method of “forecasting an illness before the patient
falls sick, based upon the direction in which there is excess’ (koi po T0D KGpvew 1OV GvOpwmTov Ao TG
OmepPoAfic, ¢ oxotEPOV GV Yévntal, Tpodidyveots. Vict.1.2 = VI.472 L, tr. Jones, Loeb 1V.231, adapted)
applies to dreams. The author distinguishes between divine dreams, which must be interpreted by people
with the appropriate skill, and dreams about the state of the body, which should be interpreted by doctors
on the general principle that those featuring pdym, as opposed to normal quotidian activity, indicate ‘a
disturbance in the body’ (tdpayov év 1@ copatt) (Vict.4.88, tr. Jones, Loeb 1V.425, VI1.642 L). Unlike
Rufus (QM 30), the Hippocratic author is not certain that the illness can thereby be averted, but it can, he
says, be treated (mepi pdv obv tfig mpri&log €1’ dmotpénety Sei eite pn, od kpivw- 1o 88 oMo OepomedecOa
ocupPovievwm (Vict.1V.88, VI1.642-44 L). Remarkably detailed instructions are provided for how to respond
to very specific dreams, the general theme being that the more unusual things appear in the dream, the
sicker the patient is or will become. Galen wrote a lost work on ‘dreams, birds, omens, and the whole of
astrology’ (t®Vv ovelpdtmv Koi TdvV oimvadv Kol Tdv cupuBdrev Kol Tactic dotporoyiag), and was critical of
those who ‘despised’ (katagppovodot) such things (Gal.Nat.Fac.1.12, 11.29 K, tr. Brock 1916:47). He
emphasises that his view follows that of Hippocrates (id.12-13).
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body’s mixture could influence the functioning of the mind. It must be said at this point
that interpreting ancient discussions of mental disorders is beset with linguistic and
conceptual difficulties, for it is impossible to be sure what ancient authors mean by, for
example, melancholy, let alone assume that it meant the same to all of them or that
conceptually it resembled what would today be called a mental illness.3% It is clear,
however, that appreciation of the psychological dimensions of mental illness developed
only gradually. Medical authors of the late fifth and early fourth centuries, like the epic
and tragic poets, make no categorical distinction between physical and mental illness,
instead presenting the soul and its activities as physical phenomena whose malfunctions
were correctable by diet and drugs.3% Thus for example the author of Regimen explains
at length how the body’s mixture affects the soul’s intelligence (¢pdvnoic yuyfic),3% and
how the latter responds to various aspects of regimen, including walks, vomiting, oiling
the body, bathing and sexual intercourse. He concludes:

nepl P&V oDV QPOVipov Kol dppovoc Wuyfc 1) ovykpnolg abt aitin

€oTiv, Gomep pot Kal yéypamtar kol dvvatot €K TH¢ dtaitng kol PeAtiov

Kol yelpov yivesHar.

It is this blending, then, that is ... the cause of the soul’s intelligence or
want of it; regimen can make this blending either better or worse.3

For this author, even the emotional and behavioural characteristics that do not respond to
mixture — C‘irascibility, indolence, craftiness, simplicity, quarrelsomeness and

benevolence’ — are affected by a different physical factor, ‘the nature of the passages

304 For a summary of the difficulties inherent in any attempt to understand how mental illness was
conceived, defined, discussed, diagnosed and treated, see van der Eijk 2013, 308-310. On the comparative
lack of specialised technical terms available to the writers who dealt with the subject, see Harris 2013:22;
cf. Letts 2013:1014-15. On the vocabulary of mental illness, see Thumiger 2013.

305 Hp.Vict.35 = VI.512-522 L. See also van der Eijk 2013:310-13.

306 Jones glosses his translation of ppévnoig, ‘intelligence’, as ‘the power of the soul to perceive things,
whether by the mind or by the senses’ (ad loc. Loeb 1V.281 n.2).

%7 Hp.Vict.1.36 = V1.522.17-19 L.

119 of 300



through which the soul passes’.3%® The same materialist concept can been seen in Plato’s
theory that d1 8¢ movnpav EEv Tva TOD COUOTOG KOl AmAidELTOV TPOPTNV O KAKOG
yiyveron kokog; 3% and, as van der Eijk puts it, Aristotle’s concept of mental health as ‘a
combination of natural and cultural factors, physical and environmental as well as
psychological and moral’ is based on ‘the notion of krasis, the physical mixture or
proportion of elementary qualities that Aristotle adopted from the Greek medical theory’
of regimen.3! Galen had a well developed theory of the interdependence of body and
soul, an idea on which he touches frequently and to which he ultimately dedicated an
entire treatise, The Faculties of the Soul Follow the Mixtures of the Body.3!! Bad physical
habits destroy the character of the soul (10 tfc wvyfig n100og), he explains in On the
Preservation of Health, and, conversely, emotional distress triggers physical illness
(mupeTodg AvamTovot Koi voonudtmv peydiov dpyoi kodictavrar),?? a theory that also
surfaces in certain of his case studies,3'3 along with the idea that disturbance to the soul

can be identified from the pulse.3'

The physical nature of mental illness is, then, a tenacious idea in ancient medicine. That
Rufus shared this somatic concept is clear from both QM and On Melancholy. He was

‘convinced that the humours of the body engender dreams that signify both good things

308 T@v 8¢ ToovTmV 0VK £0TiV 1] GOYKPNOIC oitin: olov d&HAvpoC, pdbupog, Sohoc, dmhodc, Suopevic,
gBVOVC- TAV TOOVTMV GIEVTOV 1) PVUGIC TdY TOpwV SV GV 1) yuyn mopsvetal, oitin éoti. Hp.Vict.1.36 =
VI1.522-524 L, tr. Jones. Loeb 1V.293. For discussion of all these ideas see van der Eijk 2008:161 and 166;
2013:310-11; and Thumiger 2013:62-70.

309 P|.Ti.86e (‘the wicked man becomes wicked by reason of some evil condition of the body and unskilled
nurture’, tr. Bury, Loeb VIL5).

310 van der Eijk 2013:322.

311 Gal.QAM, 1V.767-822 K, a late work (Singer 1997:li). On the mind-body connection in Galen, see
Donini 2008.

312 Gal.San.Tu.1.53, CMG V.4.2.19,24-26 and 31-33 = V1.40 K. Edelstein (1987:356-57) emphasises that
the theory is not crudely deterministic.

313 Gal.Praen.6.15, CMG V.8.1.104,16 =XIV.634,15-16 K; see also below, pp.185-187.

314 Gal.Hipp.Prog.1.8, CMG V.9.2.218 = XVIIIB.40 K.
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and bad for the patient’,3!° and, as we have seen, believed that balancing the patient’s
mixture was crucial to the successful treatment of melancholy. But he also brought
another important perspective. Like other afflictions that subsequently came to be seen
as psychological, melancholy had been conceptualised by Hippocratic authors in physical
terms, with such psychological implications as it did have indicating some general kind
of insanity rather than anything specifically depressive;3!¢ in non-medical literature of the
classical period too, its psychological symptoms are not depressive but manic.3!’ The first
evidence of a more complex psychological concept is the pseudo-Aristotelian discussion
that links mania and depression as different pathological manifestations of the same
disease, both still proceeding from physical causes — that is, extremes of temperature in
black bile: too much heat and the patient manifests manic éxotdoeig; too much cold and
aOvuion and @ofor ensue.®® Rufus not only agreed that melancholy could present
psychologically as well as physically, but he believed that it had causes and potential
remedies in both realms. He provides a much fuller set of psychological symptoms than
is found in earlier discussions, including irrational fears, delusions, food cravings, alcohol
abuse and suicidal thoughts (F11), anxiety, ‘suspicion aimed at one particular thing’ and
obsessive washing (F13), unwarranted withdrawal from social contact (F14), moodiness,

lack of joy and ‘bad character’ (F18), ‘frequent wet dreams’ (F29), and damage to the

315 évo 8¢ duantov melbm katd ToOG YVHOVG TOVG &v TH chpatt S6Eag Evumviny &yyiyvesOal onuovovcac
Kai dyada kai Kok td avOporng QM 33, preceded by three case studies featuring admonitory dreams (QM
29-32); cf. On Melancholy F29, where ‘frequent wet dreams’ are said to indicate melancholy.

316 Thumiger 2013:62-70. The single exception is the Hippocratic aphorism ‘if fear or sadness lasts for a
long time, and continues, this is melancholic’ (fjv @6Bog 1} dvcBopin ToALY ypovov Eyovca SaTeA],
pedayyodkov 1o tolodtov. Hp.Aph.VI.23, 184 Jones = 4.568 L), an observation whose ambiguity
(nerayyolkcdg can mean either ‘a symptom of melancholy’ or ‘a cause of melancholy’) is itself indicative
of the relatively unformalised state of thinking at this time about mental disorder and its causes and
symptoms. Jouanna argues that pelayyolicov here certainly means ‘characteristic of” rather than’ caused
by’ melancholy (2012:234-5).

817 Kazantzidis 2013:245-6.

318 Kazantzidis 2013:246, referencing ps.-Ar. Problemata Physica 30.1; cf. van der Eijk 2008:163-4.
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thoughts and poor self-opinion (F70).31° The mental causes that he proposes are too much
thinking (FF 34, 36, 68) social stress (F68), fear consequent on nearly drowning (F69),
and an ascetic lifestyle (F70).32° As van der Eijk observes, this line of thought reverses
the Aristotelian correlation between excess of black bile and the tendency to overwork:
while (ps.-)Aristotle says that the mixture leads to the behaviour, Rufus — while agreeing
that the mixture responsible for melancholy (FF11, 21) can be either innate (F11 §22) or
acquired®?! — sees the behaviour as causing the imbalance in the mixture.3?2 He thereby

indicates a new level of understanding of the nature of mental illness.

Rufus’s ideas about melancholy, and their influence on the concept as it developed in
later medical and philosophical thought, are discussed in detail in the collection of essays
accompanying Pormann’s 2008 edition. The extent of his originality and the exact
relationship of his thinking to preceding philosophical and medical traditions remain
uncertain, as does the question as to how fully developed his concept of psychological
factors actually was. Further difficulty arises from the fragmentary nature of On
Melancholy and from Galen’s probable appropriation of Rufus’s work,3?3 both of which

make it hard to identify his ideas with complete certainty. Despite these difficulties,

319 Cf. FF12, 17, 67, 68, 69. Physical symptoms include wind (FF9 and 10), indigestion and constipation
(F11), black stools, ulcers, ‘dull-white leprosy’, pimples, mange, bleeding haemorrhoids, varicose veins
(F21), ringing in the ear, heaviness of the head (F29), pain and shivering (F71).

320 Physical causes include ‘extreme heat of the liver and the stomach’ (F7), dry belly (F6), coldness of the
‘orifice of the stomach’ and lightness of the head (F11); correlations with old age, time of year, and male
gender are also mentioned (FF17 and 18). Physical treatments involve balancing the patient’s mixture
through dietary regimen, purging and venesection (FF8, 28, 37-40). His psychotherapeutic measures
include putting something heavy on the head of a patient who imagines himself to be headless (F12),
amusement (F67), cheering the patient up (F69), and an end to late dining (F71), and protecting the patient
from worrying ideas or excessive thinking (F40.37-38). The ‘heavy headgear’ therapy described in F12
may or may not be one of Rufus’s own cases: see Pormann ad loc. (2008:87). Rufus describes the same
pathology in F11, but without mentioning treatment.

321 See Pormann 2008a:6-7; van der Eijk 2008:173; and cf. Rufus’s own emphasis at QM 34 that it is
essential to ask the patient about ‘congenital disorders’ (1d cvyyevij T@V voonpiTov).

322 yvan der Eijk 2008:164, cf. 169.

323 See above, p.55 with n.87.
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Rufus’s work on melancholy is widely regarded as seminal, combining, as Pormann
observes, a physiological and a psychological understanding of the condition ‘like [that
of] no other physician from Antiquity’.3?* And as | shall argue in Chapter 5, his innovative
theoretical approach to melancholy is borne out by the keen interest in mental factors that
he demonstrates in QM, where he says that the melancholy state (Tt pelayyoiika) is
particularly indicated by 6pacvtng ‘over-boldness’ and dxopog Avan ‘uncalled-for
sadness’3?® — mania and depression, in other words — and locates his references to
melancholy firmly within his discussion of the psychological benefits of questioning the

patient.

Individuality

One important theme in ancient medical discourse with which Rufus seems at first glance
to be aligned in an unremarkable way is that of concern with the individuality of the
patient. As he says, o0 ... Tavtec TEQVKAUEY TPOT® TM OOTH, GALY Koi TAVL GAARA®V
Swapépopey gic otodv yprjna (‘we are not all constituted the same, but are completely
different from each other in every respect whatsoever’).%26 The need for constant
negotiation between the universal and the particular — between general theories and rules,
and the individual case at hand — is one of the commonplaces of ancient medical writing,
from the earliest Hippocratic texts through to Galen and his epitomisers and
commentators.3?” Medically speaking, ‘health> meant a state of conformity with nature

(xatd @oowv) and illness a state contrary to nature (mapd @vowv);*?8 so the doctor’s task

324 pormann 2008a:3.

325 QM 4. See below, p.164.

326 QM 16.

321 See Edelstein 1987:108-9 for a series of illustrative references.

328 See Jouanna 1999:345, referencing Hp.Loc.Hom.2 = V1.278 L: gioig 8¢ 10D cmpatog, dpyn tod &v
intpiki] Adyov (‘the nature of the body is the beginning point of medical reasoning’, tr. Potter, Loeb V111.23;
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was to recognise the unnatural state and restore the natural one. But ‘nature’ is a thing of
infinite variety: there is universal human nature, and there is the nature of the individual
person, and the latter — in itself changeable3?® — affects the form and course of the
disease.3*° What is katd oty for one person is not the same for another, and what looks
worrying is, as Rufus says, not necessarily so (and, by implication, vice versa):

Gmep av Kol detoat 0 iaTpdg <MG> yolemmrTaTo [Koi] dtakmAdcot Kol

ov[te] mpooPOPC Oepamevopevo obTE YOAETO TOVT® <ye> T®

avBponw Svta odte Avemtnoeiog Tf) mapovon vocw Bepamevdpeva.

(QM 15)

The physician might be worried by something on the grounds that it is
hard to resist and not susceptible to treatment when in fact it is not
difficult in this patient’s case, at least, or not unsuitable for treatment
in the present episode of sickness.
Even the highly systematising Galen acknowledged that health could not be precisely
specified or measured in universal terms, but was peculiar to the individual, and that the

line between health and illness had to be judged by the doctor on a case by case basis.33!

This presents the physician with a major practical challenge: the need to take into
consideration ‘both universal nature and the nature of each individual’ (na®ovteg ék tijg
Kowfic pvo1oc Amdvtov, kai Thc iding £kdotov).332 As Aristotle famously put it:
oV yap dvBpomov vydlel 0 oTpedmv AAL’ T Katd cupuPepnkoc, (’xM(;x
KoAliov §§ Zokpatmy 1| t@V GAA®V Tvd TV 00T AEYOUEVOV ®

cuuBéPnKev avOpdR® eivar &av ovv dvev Tig éumeipiog &m Tig TOV
Adyov, Kal 10 KaBOAov pev yvopiln 10 8° &v to0Tm Kab’ Ekactov dyvoi,

cf. Gal.San.Tu.1.4, VI1.12 K: taig xatd @vow évepyeiong 1 Oyewr kotookevn kpiveror (‘the healthy
constitution is assessed on the basis of the activities [functioning] according to nature,”); cf. PL.R.1V 444d.
329 Edelstein 1987:304; there is also the natural power possessed by various elements of regimen (Hp.Vict.2,
Loeb 1V.226).

330 Frede 1987:267, cited by Dickson (1998:21 n.2).

331 See van der Eijk 20082:298. For further discussion of Galen’s approach to the tension between universal
and individual nature, see Chapter 5.5.

332 Hp.Epid.1.23 (10) = 11.668 L; cf. Hp.Vict.3.67 = VI1.594 L; Gal. MMG 1, XI.1 K and Stephanus ad loc.:
‘who could discover the quantity or quality of the nature peculiar to each person?’ (tig yap v dvvaito o
nocov | 10 moldv Tijg év ékdoty id10tnTog Pwpdcbor; Steph.in Gal.1, 20 Dickson; tr. Dickson 1998:21).
See discussion below, pp.201-205.
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ToAAGKIS Swopaptioetan THe OBepomneiag Bepoamevtov yop 10 Kb’
£KOOTOV.

For the physician does not cure a man, except in an incidental way, but
Callias or Socrates or some other called by some such individual name,
who happens to be a man. If, then, a man has theory without experience,
and knows the universal but does not know the individual included in
this, he will often fail to cure; for it is the individual that is to be
cured.333

Ancient responses to this challenge often give the impression that the individuality of the
patient is the biggest problem. The same foodstuff strengthens some but makes others
ill;334 the same medicine works on one person in one way and on another in another.33
General criteria are elusive. ‘Medicine cannot be learned quickly because it is impossible
to create any established principle in it, the way that a person who learns writing
according to one system that people teach understands it fully’ says the author of Places
in Man.3% Accuracy in treatment is difficult, if not impossible: ‘We need to aim at some
measure. But there is no measure to be found — whether quantity or weight — by reference
to which we can know exactly what is right, other than bodily feeling’, says the author of
Ancient Medicine.®¥” Galen thought that the challenge of individuality demanded

superhuman abilities:

333 Arist.Metaph.981a. Text: Ross, Oxford 1924; tr. Ross, Barnes 1984(2):1552-3. Cf. Cels.Pr.63: vix ulla
perpetua praecepta medicinalis ars recipit.

334 Tupoc ... 00 mavtag AvOpdrovg Opoing Avpoivetal, GAL giciv oftveg odTod TANpovuEVOL 008 dTIODY
PAGmTovTaL: ... €101 O’ Ol YOAERDG ATAALACCOLGL. SLOPEPOVTLY 0DV € TOOTOV ol PUGIEG. SLUPEPOVCLY 08
Kot TodTO, dmEP &V T® GHOUATL EVECTL TOAEMIOV TVUPE ... €1 88 mhon Tfj AvOpmivy PUGEL T KOKOV, TAVTOG
av évopnvato Hp.VM.20 = 1.624.1-10 L (‘Cheese does not harm all men alike; some can eat their fill of it
without the slightest hurt ... others come off badly. So the constitutions of these men differ, and the
difference lies in the constituent of the body which is hostile to cheese ... If cheese were bad for the human
constitution without exception, it would have hurt all’. Tr. Jones, Loeb 1.55.).

335 9 8¢ intpucn vV Te Koi aTike 00 TO oTO TOLEEL, Kod TPOG TOV ADTOV VIEVAVTIO TOEEL, Kol TodTo
vmevovtia opiow émvtoiot. Hp.Loc.Hom.41 = V1.332.1-3 L (‘medicine ... does not do the same thing at
this moment and the next, and it does opposite things to the same person, and at that things that are self-
contradictory’, tr. Potter, Loeb VIII.81).

336 inTpucnv ob duvatdv dott Tayd podeiv St 16de, Bt AdVVATOY doTt KOOEGTNKAC TL &V aDT] GOPIGHO
yevéaar, otov 6 T Ypagewy Eva tpomov padav dv Siddckovot, mévra émictatol. Hp.Loc.Hom. 41 =V1.330
L, tr. Potter, Loeb VI11.81(adapted).

337 5l yap pétpov Tivog otoydcacol. pétpov 82 obte dpdudv obte oTaduov dAlov, Tpog O dvapépmy eion
10 GxpiPeg, ovk Gv ebpotg GAN fi 10D odpatog v aicOnov. Hp.VM.9 = 1.588-590 L tr. Jones, Loeb 1.27.
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N dvimg latpikn ThHg 10D KAUVOVTOG E6TOYOCTUL PUCEMG OVOUALoVGt
8¢, olpat, todto mMOAOL TdV ioTpdV idtocvykpaciav, kol maVTEG
AKOTAANTTOV OUOAOYODGIV DTAPYEV: Kol S0t TODTO KOi OOTHV TNV
dvtwg lotpikniy AckAnm@ koi ArdAlmvi Tapoywpodoty. 338
The true art of medicine makes conjectures about the nature of the
patient; many of the physicians, I think, call this ‘individual mixture’,
and all of them agree that it is impossible to grasp, which is why they
concede the true art of medicine to Asclepius and Apollo.3%
For Celsus, the only solution was ‘to have a friend rather than a stranger as one’s doctor’:
their medical knowledge might be the same, but knowledge of the individual was a vital

extra ingredient.34°

In these responses we see the patient constructed as the embodiment of the problem — as
a physically complex, not to say bewildering, entity that makes the application of medical
knowledge difficult and obliges doctors to fall back on complicated systems of division
and diversification,®*! to dwell on the importance of conjecture, and to valorise the ability
to judge the kairos, or right moment for intervention — a crucial skill in ancient
medicine.3*2 But another way of looking at the situation is to see the individuality of the
patient as something positive — not an insurmountable hurdle that blocks the satisfactory

application of universal principles, but the key that unlocks another level of

3% Gal.MM 3.7, X.209 K

339 Cf. Gal. MMG1.1, X1.1-2K, discussed below, p.202; MM 3.3, X.181-2 K (the patient’s individuality is
ineffable); Aristides declares that if doctors did not have to rely on conjecture and probability, they would
be on a par with ‘the god whose domain is Epidaurus’ (o0 pévtiv tocobtov éieimovto tod v Enidavpov
£xovtog 00D, paing v, kai pala éuoi yodv katd vodv. Aristid.Or.2.153, 190.9-10 Behr, tr. Behr 1968:100-
101).

340 conicio ... cum par scientia sit, utiliorem tamen medicum esse amicum quam extraneum. Cels.Pr.73. Cf.
Edelstein 1987:371.

31 One way of trying to ‘bridge the gulf that exists between universal insight and particular instances’, as
Edelstein puts it, was to understand each disease entity as having multiple forms, thus diversifying
abstractions and bringing them closer to reality (1987:370). Another way was to diversify on a multiple
basis: the individual, the &pmn of the disease, the patient’s constitution (including age, sex and physique),
time of year, place of treatment, occupation of patient etc. (e.g. Hp.Nat.Hom.9). For Galen’s extremely
complicated system of diaeresis, see below, pp.203-204.

342 See QM 23, with p.41 n.43 above. According to Jouanna, ‘To intervene in the right way and at the right
time was seen as being unquestionably the most difficult aspect of the whole art of medicine’ (1999:344).
Cf. Edelstein 1987:109; and see below, pp.199-200.
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understanding and gives medical knowledge (both theoretical and empirical) its final
value. The patient’s individuality then becomes something to be explored on every
possible dimension. Understood in this light, Rufus’s voice comes through as fresh and
insightful, a note of common sense amid a plethora of elaborate, contrived
methodologies. He articulates familiar examples — foods, drinks and medicines have
varied and unpredictable effects;3** ‘none of these things is fixed, so that it conforms to
a single theory for the physician’®** — but, rather than try and find ways of lessening the
doctor’s dependence on unravelling the mystery of individuality, he embraces and
extends the concept, dwelling on the psychological aspects of the patient’s nature and, as
we shall see in Chapter 5, repeatedly asserting that questioning the patient is essential to
the task of identifying and treating the individual case with which the doctor is
confronted. This is what he means when he insists that medical knowledge is inadequate
on its own. Rufus constructs the patient as psychologically as well as physically complex,
and for that reason a crucial partner in illuminating the puzzle of his indisposition. For,
as Edelstein asks, in a question to which we shall return in Chapter 7, ‘if it is the
individuality of the patient itself that counts most in the treatment, who could know the

patient better than the patient himself?>34°

343 QM 16-17, 40.
34 0088V 1éV Tor00TOV KaBeoTNKOG, HOTE i Eva A0V Adyov 1@ latpd. QM 16.
345 Edelstein 1987:390.
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Chapter 4 - Intention

Technical literature is a notably heterogeneous genre. QM exhibits many of the general
characteristics of such writing: a simple written style, linguistic clarity, absence of
ambiguity, polemical attacks on opponents, a tightly circumscribed scope focusing on the
essential, and an assertive authorial presence.®* Whether or not it is helpful to call it a
‘handbook’ is less clear, for that could mean a number of things. The semantic range of
modern English usage of the term extends from ‘a book small enough to be easily portable
and intended to be kept close to hand’ to any book, not necessarily concise, giving
information, guidance or instruction;3’ while what a modern scholar of 1% century
technical writing calls a “handbook’ might be a practical technical guide, a compilation
or summary of existing knowledge on a specific topic, or perhaps a transcript of a lecture
or classroom discussion made available for personal use.3*® Into which, if any, of these

categories are we to place QM?

4.1. Target audience

The primary target audience for QM is plainly physicians (practising, trainee or perhaps

both). We can infer this not simply from the fact that it is doctors’ behaviour that Rufus

346 Fogen points out that, though united by the possession of a didactic goal, technical literature is
characterised by a marked diversity of form, being found in many different types of text ranging from
tables, notes and jottings through comprehensive handbooks to dialogues, letters and poetry (2015:267-
71).

347 Oxford English Dictionary s.v.

348 For an illuminating discussion of ‘practical manuals and handbooks’ —technical guides on a wide range
of subjects, produced in large numbers between the C5 BC and C1 AD and mostly lost — and ‘praxis
writings’, designed to supply elite men with encyclopaedic, non-technical knowledge of particular
disciplines such as agriculture, military tactics and strategy, history, politics and natural history, see Long
2001:16-45. For a discussion of ‘epitomes and handbooks’ see Snyder 2000:107-11. As he points out, there
was a ‘rich (and very untidy) vocabulary’ for such abbreviated literature (2000:12, and, for many examples,
231 n. 31).
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wants to influence, but from his frequent use of second person verbs to encourage that

behavioural change,3* and from direct references such as those at §829, 40 and 71:

¢

TavTo PEV ovV T TG oVK E6TL Yphgety, GAL’ dcov onufjval te T6
AOY® Kol VTOUVIoaL TOV ITPOV UNOEV TOPUMTETY TV ToloOTOV. (§29)

I cannot deal with dreams comprehensively, but just enough to point
out the subject in principle and to remind the physician not to overlook
any of these kinds of things.

gmovécatpt Gv Kol iaTpov TOV VOV TpATOV EVTLYYOVOVTE T VOGOVTL,
el U ae’ €avtod pévov moloito tig Bepaneiog TV gVpecty, ALY TVa

Kol T®dV Eumeipwv 10D Kauvovtog £ig cvufoviny kolol. (§ 40)

I would also praise the physician who, in his first encounter with the
sick person, does not work out the treatment by himself alone, but
invites someone who knows the patient for consultation as well.

10 8¢ KepdAarov g Yvouns evpebev Kol DoPANOEV 1@ latpd Eyot dv
naumay 1o déov. (871)

The doctor who grasps the essence of my thinking and bases his work
on it will find in it everything he needs.

4.2. Compositional form

Though the medical nature of Rufus’s target audience is clear, it is less easy to decide
whether they encountered QM as readers or as listeners, in other words whether the work
originated as a literary production or was first delivered orally before a live audience. No
definitive answer is possible, though a number of factors encourage the latter view.
Jouanna has identified three key linguistic markers that imply oral delivery in a

Hippocratic work:

349 For example, paOoig yop év (82); &t ... od pév épwtag (82); katauddoig &v (83); padnon (813); &i e0éherg
... ebpnoelg (816); etc. The usage is not exclusive — there are plenty of impersonal constructions as well:
for example, ypn épwtav (81), ypn vouilew (§82), xpn mpocavepwtdv (83), xpn épwtav (84), xpn ...
povOavew (§17). potntéov (884, 15); &vOEVS” dv Tig ... katapavavor (§6), Eapkol yap v (§11), eunt
xpnotdg Gv épwtndijvon (§14), kardg Gv tva ... Epotiioat (§16), épotdtw (§18) — but the second person
verbs make it clear that he envisages practising doctors among his audience.
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1) the use of terms related to Aéyew for internal references to things the author has
already said or intends to say (as opposed to terms related to ypéaeewv, which
indicate a written work);

ii) frequent use of first person verbs, sometimes reinforced by &ym or &ywye, to
‘reinforce the presence of the speaker before his audience’; and

i) frequent use of pru ‘emphasising the affirmations of the author’.3%°

Judging QM against these criteria we find the following.
Internal references

Internal references and the author’s references to his own compositional process are made
in terms related to Aéyewv five times, and once using ypapetv:

[Tpdtov pev 61, g eipnTar, aTOV TIVO YPT) TOV VOoOUVTA EpMTAV TTEPT
@V xpn eidévar. §89.

0070 PEV Yap gipnron potepov HIEP avtod. §36.

101G 0€ 000€ EAKOG TO TOPATAY YiyveTal, GAL” DTOPPTYVVTOL TO OGTEOV
Kai Taoyovsy ola sipnrar. §56.

TENOG YE UMV €pOTNTEOV Kol TG €Ml TR TANYT onueio & EpmpocOev
gipnuéva. 862.

To0To O &l TIG mpo[S|PépwV EMUEPPOITO HOL ... AEY® TPOG EKEIVOV
0V0&V peg[v] t@v éxeivov dtudlev. §72.

névTa P&V oLV &Ml TGy oVK £6TL YPpagewy, AL’ doov onufvai te Td
AOY® Kol bopvijoat TOV iaTpov undev mapaMmely Tdv tolovtmy. §29.

Use of the first person
There is fairly frequent use of the first person, with and without the reinforcement of &yw
or £Ymye:

S0 pot oK@ koA®dG dv Tva Kol QUoLY TNV EKACTOL TTPOG EKOOTO.
gpotiioat. 816.

dote Eyoye Oavpalo Kailipdyov tod iatpod. §21.

350 Jouanna 2012:41-44 (quotations both taken from p.43).
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£Y® 6¢ Nyodpor pEv kol wap’ ovtod dVvacsOal Tva TOAAY TV &V Taig
V00015 £EEVPIGKELY, KAAALOV OE Y€ KOl GAPEGTEPOV £V TOIG EPOTNHIACLY.
§22.

[Tavo 8¢ ¢ponTov meiB® KaTh TOVG YVUOVS TOVG €V TG cONOTL dOENS
gvunviov €yylyvesOot onpotvodoag kol ayada kol Kok T® avOphn,
OV KATAANY1g AN 00K 0Tt un dkovoavtt. §33.

dote émovécsay dv kol lotpov TOV VOV TPATOV EVTLYYAvOVTA TG
VOGOUVTL, €l U G’ €0vTtod POVOV TTooiTo ThG Bepameiog TV eVpecty.
§40.

O1da yodv Tva, dnydévta pv vd Aecdvtog Kuvag. §47.
®OC oVV £icEKMONY Kol €100V GUVEYDC HEV GMTOPEVOV aDTOV THG

KEPUANG TPOLLMON TE GVTO KOl TAPOKPOVGTIKOV, NPOUNV, <et> Eminyn
TV KEQOUAMV 00TOC mote, T®V 08 @nodviav Ooppd<v> Fenv

ovvteTpipbot 10 06TEOV QOTOD. ... . Emelta ... ebpopev Eppwydg €mi
UAKIGTOV TO 06TODV, Kol T0 Aomov idpeda Homep 10 KEPAAOKAUGTAL.
857-58.

£ye yodv év Aiydmto €idov &vOponov Apdplov Exovia THV VOGOV
Tvoe. 867.

tadta O¢ €l TS mpo[c]eépwv EMPEUPOLTO HOoL ... AEY® TPOG EKETVOV
0V0&V pe[v] t@v éxeivov dtpdlev. §71.

Thvo dyopon Tov avopa ... TOPUKEAEDOHAL OE UNOE TV EPOTNUATOV
aopiotachor tov péAlovia 0pOdg vrep ambvtov yvdoesbot. §73.

Use of pnui
The use of enpi in the first person is infrequent but certainly emphatic:
€1¢ TooaDTA PNUL YPNOTDOC v EpoOfval. §14.

Kad yop 00dE ToDTd eI Suvatdy siven Top’ Eavtod Yryvdokety. §37.

Jouanna claims no wider applicability for his criteria than the Hippocratic Corpus, and
they need therefore to be used with circumspection in relation to QM. Nevertheless the
Hippocratic works were well regarded and Rufus was familiar with them,*** so it would

not be surprising if his work had been influenced by their compositional patterns and

%1 See below, p.156.
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conventions. It is also worth noting Snyder’s observation that even works strongly
marked by ‘oral features’ may have been composed thus deliberately in order to convey
the immediacy of a classroom or lecture hall. Jouanna concurs, warning that systematic
use of Aéyewv words cannot absolutely guarantee that a work was composed for oral
delivery, though works that do not use such terms are unlikely to have been orally
delivered.35? All that said, it seems, on the evidence considered, reasonable to posit that
QM originated as an oral piece, and that the text that we have is either the script Rufus

used or a version that was written up subsequently for wider dissemination. 33

4.3. Discursive register

If we assume QM to have been an oral composition addressed to an audience of doctors,
the question then arises whether its purpose was primarily to instruct or to persuade. Here
again Jouanna’s analysis of Hippocratic works is helpful. He distinguishes between a
‘course’, that is an instructional piece such as a lecture, and a ‘discourse’, or epideictic
performance. He suggests two main criteria:

i.  length: the Hippocratic works which Jouanna identified as epideictic discourses,
The Art and Breaths, both take about half an hour to deliver, their authors’ aim
being to win over the audience by their brevity and brilliance, while the ‘lectures’,
whose pedagogical purpose demanded much more detailed content, all take
between 70 and 90 minutes;

ii.  the presence or absence of rhetorical features: the ‘lectures’, including On Airs,
Waters and Places, On the Sacred Disease, On Generation and On the Nature of
the Child, and On Diseases 4, open with a very brief introduction, perhaps as little

as a single phrase, they eschew rhetorical effect in the interests of explanation,

352 Snyder 2000:82; Jouanna 2012:42.

353 This could account for the use of ypapewv in §29, where it is perfectly possible to envisage a note being
added to the effect that dreams are a big subject that cannot be entered into fully in the present work. For
the practice of writing up lectures for distribution, whether to members of the original audience or to people
who had missed the original performance, see Snyder 2000:81-2; 106; 252 n. 81.
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and they end abruptly; each of the ‘discourses’, on the other hand, opens with a
comparatively lengthy scene-setting reflection, uses a variety of rhetorical
composition techniques, and closes with an elegant conclusion, in conformity

with Platonic principle.®*

On these criteria QM appears to be much closer to a ‘discourse’ than a ‘lecture’. It is
short, taking less than half an hour to read out; it avoids prescriptive detail, as we shall
see below;3 and, though it lacks any formal rhetorical structure, its internal arrangement
shows signs of careful attention, proceeding from statement of intent through repeated
affirmation of principle to a recognisably rhetorical conclusion. The opening statement is
brief but strongly programmatic:

gpoTpaTa XPT TOV VOsoDVTa Epmtay £€ AV dv kai Stoyvaocdein T1 tédv
nepl TNV VOGOV akpiéotepov kal Oepanevdein kaiiiov. (§1).

You must ask the patient questions. By doing this you will more

accurately recognise any of the factors to do with the sickness, as well
as providing better treatment.

With its emphatic positioning of épotuata, followed immediately by the verb of
obligation ypr, with the infinite promise implied by 7, and with the totality of the
physician’s art encompassed by accurate diagnosis and fine treatment, this simple
statement encapsulates Rufus’s whole message: questioning the patient is a sine qua non
of medical success. Then comes the main, confirmatory part of the treatise, arranged in
four sections: first, Rufus explains why the doctor must make every effort to address his
questions to the patient him- or herself (§82-10); next, he dwells in some detail on what
are, in his opinion, the three things that are most critical for the doctor to know, namely
the chronology of the illness and the patient’s constitution and habits (§§11-23); thirdly

he provides an illustrative survey of topics about which doctors need to question patients

34 Jouanna 2012:44-50. The reference is to Pl.Phdr.267d: a speech should end with ‘recapitulation’
(émdvodog), in other words 1o év kepoiain Ekaota Aéyelg Dmopvijoat £l TEAELTIG TOVG GkoVOVTOG TEPT
0OV eipnpévav (‘summarising everything and reminding the audience, at the end, of what has been said’).
355 See below, pp.140, 176-179.
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(8824-62), sub-divided into those appropriate to ‘common ailments’ (§§24-45) and those
that apply in cases of wounds (8846-62); fourth, he broadens his focus out from
individuals to localities, emphasising that theoretical knowledge of the effects of
environmental factors is essentially limited, and true understanding of their impact on a
given population, and indeed of localised disorders, can come only from questioning the
locals (8863-70). The work closes with a rousing peroration in which he first rebuts a
hypothetical charge of anti-Hippocratic thinking (8871-72) and finally closes with a
sentence that pithily recalls and reinforces the opening one:

TapoKEAEVOMOL 08 UNdE TOV EpoTnudtov deictachol TOv péAlovta
OpOdC Vigp amdviov yvmoecOon. 36

I urge anyone who aspires to full and accurate knowledge not to refrain
from questioning.

It must be noted here that Gartner (1970) structured his edition differently, dividing the
work into 13 chapters, which, although unexceptionable in themselves, merely reflect
the immediate subject matter of each segment; the result is a simple linear arrangement
that lacks any obvious coherence, occluding the thematic and rhetorical structure of the
piece. The differences between this structure and my own are shown in the following

table (8 numbers are Gartner’s).

36 QM 73.
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Gartner

Letts

Chapter

88§

Chapter 8§

General principles of questioning
(Allgemeine Grundsatze der
Befragung)

1-10

Introduction 1

The importance of  2-10
focusing on the
patient

Time of onset of illness and periodic
developments (Der Zeitpunkt des
Beginns einer Krankheit und
periodische Ablaufe)

11-14

Individuality and habit (Individualitat
und Gewohnheit)

15-23

The three key things 11-23
to
find out

Internal and external causes of
disease (Innere und dussere
Ursachen von Krankheiten)

24-27

Sleep, insomnia and dreams (Schlaf,
Schlaflosigkeit und Traume)

28-33

Congenital diseases (Angeborene
Krankheiten)

34-35

Diet during illness. Food intake and
its effect. Preferred food. (Diat
wahrend der Krankheit.
Nahrungsaufnahme und ihre
Wirkung. Bevorzugte Speisen)

36-40

The importance in diagnosis of pain
and signs of pain (Die Bedeutung von
Schmerzen und SchmerzauRerungen
fur die Diagnose)

41-43

The condition of the bowels and the
digestive system (Die Beschaffenheit
des Leibes und die Verdauung)

44-45

How questioning 24-62
supports diagnosis
and treatment of:
(@) common
ailments (24-45)

10.

Animal bites, particularly rabid dog
bites with subsequent hydrophobia
(Tierbisse, besonders Bisse
tollwiitiger Hunde mit nachfolgender
Hydrophobie)

46-49

11.

War wounds (Kriegsverletzungen)

50-62

(b) wounds (46-62)

12.

Geographic and ethnographic
peculiarities  (Geographische und
ethnographische Besonderheiten)

63-71

5.

Local peculiarities 63-70

13.

Rufus and Hippocrates (Rufus und
Hippokrates)

72-73

6.

Conclusion 71-73
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QM certainly could not be compared to the clever and showy compositions of the orators
of the Second Sophistic, but Rufus indulges in the occasional rhetorical flourish, such as
the following tricolonic figure:

Kol yap mpog 10 pebappodcactar ta tapovTa Koi Tpog TO undev Kivijoon

TOV Tplv dvtov Kol Tpog O E&evpelv &l L maporédoute TV dedVTOV
YpAGIHOV TO TotodTa £i6évar. 37

All this is useful to know, whether for adjusting present arrangements,
avoiding disturbance of previous arrangements, or discovering if
anything essential has been overlooked.3%®

Throughout, he is careful to help the reader (and perhaps the speaker too) keep track of
the argument by means of the simple but effective techniques of recapitulation and
retrospective and prospective transitions. The mutual reinforcement of the opening and
closing sentences, noted above, is an obvious example, and this mirroring of phrases or
sentences is a technique that Rufus uses frequently: for example, the section on the
importance of questioning the patient himself rather than others present begins at 82 with
“That is my first principle: put your enquiries to the patient himself’ and closes in §9 with
‘First, as | have said, you must question the patient himself’; the section on timing begins
in 811 with “The first thing to ask is the point in time when the patient began to be unwell’
and concludes in §814: ‘That is how important | say it is to ask about the beginning of the
sickness, the exact point at which the person began to be unwell’; the section on causes
begins in 824 with ‘the recognition of disorders varies depending on whether they are
attacking from within or without” and closes in §26 with ‘This is how much difference it
makes to the physician to enquire thoroughly, even into the causes’; the discussion of
dreams is similarly topped and tailed, beginning in §28 with ‘One must ask also about

sleep ... and if he is having any visions or dreams’, and finishing in 833: ‘dream-visions

37 QM 36.
38 Gartner calls this ‘den dreidliegigen Bau rhetorischer Prosa’, and comments: ‘Solche glatten Geflige
sind bei Rufus nicht oft zu finden’ (ad loc. 1962:80).
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arise in accordance with the body’s humours, and ... they indicate things for the patient

. which someone who does not listen has no other means of apprehending’.
Retrospective and prospective transition, enhanced by the use of pév and 4¢, is used to
achieve a smooth change of topic; thus for example Eig p&v odv tag kowég voésoug, kol
HAAGTO TOC TUPETOSELS, TaDTA Te Kai T dpota Epmtntéov. eic 8¢ o EAkm ... (§46)3°
signals the conclusion of the long chapter on ‘common ailments’ and the change of topic
to wounds; and Ta puév odv o vocsodvtog koi Tdv Tapdvimv Epotiuate Tadte Kol & Tt
T00TOV &yyuThto dotiv. dAla 8¢ kai kotd #0vn Eotiv (863)%%° takes us from questions for

individuals to questions for populations.

Jouanna offers as examples of ‘lecture’ conclusions the endings of Airs, Waters, Places
(‘From these observations you may judge the rest without error’) and Nature of the Child
(‘This speech, spoken in full, is ended’), contrasting them with the lengthier endings of
the ‘discourses’ Breaths and The Art, both of which adhere to Plato’s principle of
recapitulation.®* QM approaches its conclusion in three phases. First, at the beginning
of §71, Rufus uses a recapitulatory formula to signify transition to the epilogue: #dn odv
pot caeng N yvoun €otiv, T6tL av aewésbor Bodintant (‘So now I think my idea is
clear, [so far as | wanted to go]’). Then he offers a sort of minor refutatio, confessing
that his task has actually been impossible: ta pévtor copmavia obte AdYog adTAPKNG
ovte ypdvog tkavog onufvai te kai EEgvpeiv (‘Discourse is not, of course, sufficient for
explaining or learning everything, nor is there enough time’) and defending the

methodological validity of his approach: t0 6¢ kepdlaiov g Yvoung evpebev kai

39 S0 in the case of common sicknesses, and especially feverish ones, we must ask about these and similar
things. When it comes to wounds ...’

360 ‘These and others very like them, then, are the questions for the patient and those around him. There are
others, too, that concern populations’.

361 See above, p.133 n.354.
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VoPAN0OEY @ iatpd Exot dv maumav T0 déov (‘But the doctor who grasps the essence of
my thinking and bases his work on it will find in it everything he needs’).%%? He then
launches into the peroration, in which, as I argue below, he makes procataleptic use of
the name of Hippocrates for maximum effect and memorability before re-stating his case
one final time.®%2 Just as Jouanna remarks of the endings of The Art and Breaths, this
conclusion to QM not only reminds the audience of the points that have been made by

the author, but also manifests an unmistakeable ‘desire to convince’.3%4

Though one could not call QM a particularly polished piece of oratory, the features
discussed above do seem to lift it above the level of a teaching lecture, and this impression
is strengthened by comparing it with Rufus’s On the Naming of Parts, which is quite
obviously a lecture. This systematic, pragmatic composition resembles QM in neither
tone nor internal arrangement. Its explicitly instructional tone is clear from the outset:36°

BovAet o0V koi o ioTpikd 4md TV Ovopdtov dpEhpevoc pnavidavety,
Kol TPOTOV PEV O TL xp1 KaAelv EkaoTtov ToD cOpaTog pLoplov, Emeita
10 8AA0 Soa v Emmton 6 Aoym, T dokel oot ikavov lvar Setkvivra
dnhodv Gomep kweov & L xpritelg S1daEam; 68

Do you want to learn medicine too by beginning with the naming of
parts, starting first with what we must call each part, and then
everything else that follows the words; or do you think it is enough if |
simply demonstrate to you what you want me to teach, as if | were
dumb?

There follows a wealth of detail in the form of a long list of anatomical terms, arranged

inaplain linear structure, starting at the head and working downwards, each accompanied

32 QM 71. The language used here echoes, perhaps deliberately, the Platonic principle articulated in
Phaedrus (see above, p.33 n.354).

363 See below, p.155.

364 Jouanna 2012:47.

365 Both Abou-Aly (1992:19 n.10) and Haak (2013:265) concur.

366 Ruf.Onom.6, 134.3-6 Daremberg.
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by a very few words of explanation as the speaker points out the relevant anatomical
detail on a living slave or a dissected animal:
aKovmV 01N Kol AmoPAET®V €i¢ TOV mAId0 TODTOV JSLOUVILOVEVLGELS TO

EMPOVT] TPATOV: EITA O YPT| KOAEV T Evoov, {DOV T, 0 udAota
avOpodnm Eowke, diehdvieg, addokey og melpacouedo. 6’

First, if you look carefully at this slave while listening to me, you will
commit to memory the visible parts; next, I shall dissect an animal that
particularly resembles a human, in an attempt to teach you what names
you must use for the internal parts.

The motivational element is confined to the beginning (naming of parts is, Rufus
explains, a prerequisite for practising any techné, such as playing the lyre, literacy,
blacksmithing, leather-working carpentry and geometry), and makes no further intrusion
into the text. Its written length is about twice that of QM, and, once pauses for indication
of parts on the body of the slave and the dissected animal are taken into account, it might

well have reached the 70-90 minutes suggested by Jouanna.

An alternative delivery scenario for QM is suggested by epigraphic evidence from
Ephesus that records the holding of regular medical meetings and contests in the
Asclepieion in the early to mid second century.3% Although these inscriptions date from
slightly later than the period generally proposed for Rufus’s life, they may point to a more
chronologically extensive tradition. One, dated between 138 and 161,3%° records a two-
day event involving four contests at the Great Asclepieia: cvvtayupo (perhaps

‘prescribing’),3’% yepovpyia (surgery), opydvmv (perhaps the organisation and

367 Ruf.Onom. 9, 134.9-11 Daremberg..

368 Meetings of a college of doctors at the Asclepieion to sacrifice to Asclepius: SEG 4.521, IEph. 3.719 =
Samama no. 205 (AD 102-114): medical contests: SEG 31.954, IEph 7.4101B = Samama no. 210 (dated
AD 135 in SEG and IEph, and 153/154 by Samama), and IEph 4.1162 = Samama no. 211 (AD 138-161);
cf. Samama nos. 212-215. For a discussion of the medical competitions, see Samama 2003:70-71; see also
Nutton 1977:205, rejecting an earlier suggestion by Josef Keil that the contests constituted an examination
by means of which doctors qualified for fiscal privileges on a renewable basis.

369 Samama no. 211.

370 LSJ suvtdoom A.llL4.b.
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maintenance of medical instruments),®”* and npopAnua, which according to Samama
‘consisterait en un exposé oral sur un sujet impose, sorte de lecon magistrale incluant
éventuellement des discussions ou des débats, dans la tradition rhétorique’.3"? This latter
category provides a plausible context for the oral delivery of a composition like QM. |
suggest, then, that Rufus’s treatise was originally composed as some sort of contribution,
whether as part of a debate or in a competitive context, to a gathering of doctors. It was
then presumably considered sufficiently useful to be written up, thereby entering

circulation as a piece of (admittedly atypical) technical literature.

4.4. Didactic goal

Even if it is not a teaching lecture, QM has a clear didactic goal: to inculcate in its
audience a commitment to questioning the patient. But rather than instructing by
demonstration, it aims to persuade and illustrate. The reader does not come away armed
with a set of questions to ask in specific circumstances, but will, if the author has achieved
his aim, be convinced that questioning patients is essential in every clinical encounter,
and aware of an illustrative list of topics about which to ask that can be adapted to the
particular circumstances in which the encounter takes place. This concentration on
principle and illustration rather than systematic instruction sets it apart from such
discussions of questioning as appear in other ancient medical works, and also, Gartner
argued, from other technical writing.3"® A similar view was recently expressed by Haak:
My analysis leads to the conclusion that [QM] was written as an
emphatic plea for the physician to ask patients extensive questions

about their way of life before and during their illness. In Rufus’ time
this kind of questions [sic] was not commonly asked; this practice was

STLLS] 3pyovov A.lL4.

372 Samama 2003:70. The test might, she suggests, have involved resolving a problem or providing a
prognosis (n. 24). According to Nutton, cOvtaypoe and npoinua ‘may relate to pharmacology’ (2008:142).
373 Gartner 1962:12-13, arguing that this unconventional aspect of QM helped to impede its dissemination.
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not considered part of the art of medicine by both doctors and patients.
Rufus was well aware of the eccentricity of his view.37*

Rufus’s core belief is that the doctor does not know enough on his own (map’ €avtod)
(QM 21, 22, 37, 72) and that unless he asks questions his knowledge will be inadequate
to his task. The idea is articulated in a variety of ways, but the running theme is clear:
any doctor who fails to incorporate questioning into his clinical practice must necessarily
operate in ignorance of a range of crucial factors, none of which can be discovered by
any other means, and, even when there are indicative signs (onueio) to point the way, he
will greatly improve the quantity and quality of his knowledge by asking questions. He
builds his case through a combination of positive and negative rhetoric: that is, frequent
repetition of his core belief, laced with criticism of other doctors. His core belief is spelt

out eleven times:

821: xdv tovtolg ovk &otv, 6 T map’
<&>avTtod duvant’ av poabelv o totpog, &l
un movhavorto 1 Tod vooodvtog 1 £Tépov
TIVOG TV TOPOVTOV.

822: éymd o6& nMyodpow pev Kol mop’
<&>autod dOvacOai Tvo TOAAA TOV €V
T0ig vOoolG £Egvupiokerly, KAAALOV O€ YE Kol
COPECTEPOV &V TOIG EPOTNLOCLY.

§23: kai ta pev toladta Exet [Exet] Tiva Kol
TPl TOV CLUTTOUATOV EvOElsty  TOD
ywookesBor ypovov 0¢ Ti|g vOcou kol
€0lopov TOV TPOG EKOOTA Kol QUGLY TNV
ékaotov &€aipetov, tadTaL OO pOl SOKET
yvévai TIg U EpOTHoAS Kol Elval TavTOg
dALOL KoPLOTEPOV TH) TEXVN E10EVAL.

374 Haak 2013:265.

In these matters too the physician will be
able to understand nothing by himself if he
does not enquire of either the patient or
some other person present.

In my opinion, although one can indeed
discover many of the factors connected to
sicknesses on one’s own, questioning
enables that to be done better and more
clearly.

The sumptomata in such cases can take us
some way towards an indication as well;
but as to the timing of the sickness, and the
patient’s habits in every respect, and the
singular constitution of each person, these
are things that one cannot, in my view,
know without asking, while knowing
them is more critical to medical
judgement than anything else.
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§26: €ig Toodvde dlapépel T@® iaTpd Kol
TOG aitiog avepTdy, Kol 0UK E0TLV €idéval
TV

Uy épotnoovia. Gote kol Eml

onueiov Epotntéov.

833: mavv 6¢ €uavtov melbm KoTd TOLG
YOLOVG TOVG &V T cduaTt 06EAG EVOTVIDY
€yyityveoBor onpowvodoos kail ayado Kol
Kok T® GvOpOT®, GV KoTAANWIc AN
00K £0TL U1 AKOVGOVTL.

§34: 11 8¢ TO oLYYEVI] TAOV VOOUATWOV;
apé ye EtépwBev Eotv £idévan §j kai Tadta
£€POTNCOVTL ONTOV;

837: épomréov o0& kai, €l mPooh)pTo TO
ortiov §| o0. kal yap ovdE ToOTO EM
Svvatov etvon wap’ £0TOD YIYVAOCKEISY>,

838: £uoi 8¢ kol Todto AdVVATOV dOKEL
dwyvdvor pn épmtioavta, domep Kol
mnvika TpocT|PTo Kol ToloV TL Kol TOGOoV.

840: dote Emovésopt dv Kol itpov oV
VOV TPMTOV EVTVYYXAVOVTO TM VOCOUVTL, &l
U G’ €avtod HOVOV  TOLOITO  THG
Bepanciog v edpeoty, BALG TVOL Kod TV
gumeipov 100 KAUVOVTOG €iG cLupPovAnV
KaAol, poAota pev iotpov, €l 8¢ un, kol
01TV obT® YAp OV SOUAPTHCETOL TOD
GULUPEPOVTOG.

864: doai 6¢ Etepar pOOEL gvpioKOVTAL
7P’ EKAGTOIC TOV VOATOV Kol KOPT®dV
Kol GEPmV 0VOE<V> €owkvion TOAG MG
énimav  KoBeotmrviong,  [ag] PN
movlavouevov mopd TOV Emyopiov q
nepdlovia &v xpove €ldévat. ddyvmaolg

This is how much difference it makes to
the physician to enquire thoroughly, even
into the causes, and without questions
there is no knowledge. This means that
one must ask questions even when there
are signs.

I am quite convinced that dream-visions
arise in accordance with the body’s
humours, and that they indicate things for
the patient — whether good or bad — which
someone who does not listen has no other
means of apprehending.

And what of congenital disorders? Surely
these too cannot be known in any other
way than by questioning?

We must also ask if the patient has taken
food or not. Even this, | say, the physician
cannot know by himself.

In my view this is another example of
what you cannot recognise without asking
— just like the timing, type and quantity of
food consumed.

So | would also praise the physician who,
in his first encounter with the sick person,
does not work out the treatment by himself
alone, but invites someone who knows the
patient for consultation as well —
preferably a physician, but if not, even a
layman. He will not fail to find this
advantageous.

All the different characteristics that are
found in the waters, food crops and
climate in individual areas, that do not
resemble the generally established
characteristics, must be learned either by
enquiring of local inhabitants or through
personal experience over time. There is no

142 of 300



yop axpiPng GAAn ovk €otwv, €mel ovOE  other way to know the local disorders, and
voonuoato mdnuo Eoty £1€pwg eidévar.  thus no other way of achieving accurate
recognition.

873: mapakeievopor o6& unde tdv | urge anyone who aspires to full and
Epomuatov aeictacbor tov pédlovto  accurate knowledge not to refrain from
0pOdG VEP amaviov Yvooeshal. questioning.

Clearly Rufus felt the need to press his point, and with vigour. He does not tell us why,
perhaps because the debate was a familiar one, or maybe because QM was originally
delivered in circumstances that made the context clear. The strong impression, though, is
that it constitutes a counter-argument to ideas with which Rufus disagreed. This could
perhaps have been something as simple and timeless as poor practice: sloppy, lazy
doctors not bothering — or perhaps lacking the time — to do something that Rufus
considered a priority. Alernatively there could perhaps have been some weightier point
of principle at stake, a methodological or epistemological difference involving
disagreement over what sorts and sources of knowledge were relevant to understanding
the workings of the body. Thus the repeated claim about the limits of medical knowledge
could be designed to jar lazy doctors out of their complacency; alternatively, if Rufus’s
concern was doctrinal, it could be a response to the rise of Methodism in Ephesus, 3" for
Rufus’s profound belief that thorough dialogue with the patients is an indispensable part
of the medical encounter is clearly at odds with key tenets of Methodism, such as lack of
interest in aetiology and the belief that both diagnosis and therapy could be determined

simply by observation of symptoms.3’® The fact is, of course, that we cannot know for

375 Rufus’s probable contemporary and fellow Ephesian, Soranus, was a Methodist, albeit one who has
been characterised as ‘flexible and pragmatic’ (Nutton 2000:950-1) and managed to secure Galen’s respect
—no mean feat for a Methodist. Nutton points out that in a city as large and busy as Ephesus there could
have been considerable merit — for both patient and doctor — in keeping consultations short by following
Methodist principles (2004:201).

376 For these and other key features of Methodism see Tecusan 2004:10-12.
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sure what motivated Rufus to compose QM. In the circumstances, his criticisms of other

doctors constitute important evidence, and it is to these that we now turn.

4.5. Criticism and polemic

Though there is no evidence that Rufus indulged in diatribes of the kind that Galen turned
into an art-form — indeed Nutton calls him ‘eirenic’— he was a markedly independent
thinker, and was certainly not averse to censuring his fellow physicians: von Staden notes,
for example, his ‘polemical posture’ towards some of the Alexandrians, citing his attack
on ‘Egyptians who speak Greek poorly’.®’” Polemical attacks on opponents are among
the characteristics of technical literature identified by Fogen.3’® The shortcomings he
disparages in QM — pretending to diagnose through touch, trying to solve new cases
without taking advice, and taking signs or topographical observations at face value — all

serve his argument that doctors cannot know enough on their own.

Rufus’s contemporaries

Rufus’s critique of contemporary practice is implied rather than explicit. His emphatic
and repeated insistence that doctors cannot know enough on their own strongly implies
that at least some of his contemporaries said or practised the opposite. Specifically, he
suggests first that there are those who claim to be able to detect a patient’s food intake by
touch rather than by asking:

EpmTNTEOV O€ K, €1 TPOGTIPTO TO G1Tiov 1) 00. Kol Yap 00dE TOUTO PNt
duvatov givar mop’ £0DTOD YIYVOOKEWV: KOATOL KOTOYEAOGTOHTATOV

377 Nutton 2007:14. On Rufus’s independence of thought, see Wellmann 1912:4: “einer der wenigen
wirklich selbstandigen Arzte der nachchristlichen Zeit’; von Staden 1989:481 with note 3); Flemming
2008:346-7; and Pormann’s view that his practice was to follow Hippocratic teachings but interpret them
‘to suit his own ideas’ (2008a:4). On Galen’s criticisms of others, including Hippocrates, see Lloyd
1991:398-401.

378 Fogen 2015:267.
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JOKET TAV EPOTNUAT®V TTOPA TOIC ONUOTIKOIG, €1 U] €0OVG TIG YAUEVOS
0D vooodvtog €idein &t £0Mdokev, dALL ETEPOV TLVOAVOLTO. §lOl O
Kol TODTO GdvVATOV OOKEL dlayvdval [ £pOTNOOVIN, OOTEP Kol
Tvika TpooHpato kai oidv TL koi tocov.3’?

The complaint that ‘if one does not know what a patient has eaten as soon as one touches
him, but asks someone else, ordinary people find it a most absurd question’ probably
refers to the belief that the pulse was affected by the quantity and quality of food
consumed, which appears in Galen’s work on pulses but not in Synopsis de pulsibus, the
short treatise on pulses attributed to Rufus.& Gartner (who does not refer to pulse theory)
remarks that Rufus’s wording here suggests that ‘Es war offenbar nicht alltdglich, danach
zu fragen’, and that his evident irritation shows that he ‘derartigen Unverstand offenbar
weit verbreitet vorfand’.38! Despite Rufus’s dismissal of the notion in QM, we see Galen
putting it to both diagnostic and awe-inspiring use in his diagnosis of Marcus Aurelius’s
indigestion3®2 and elsewhere. Secondly, it seems that there are some who fail, or perhaps
even refuse, to co-operate with others even when they are new to a case:

dote émowvécout Gv Kol otpov TOV VOV TPAOTOV EVTLYXAVOVTO T®
VOGOUVTL, &l P G’ €0vTod HOVOV TTooiTo ThC Oepameiog v gbpecty,

379 QM 37-38.

380 On the detection of food intake from the pulse, see Gal.Puls.ad Tir., VIII 469 K (quoting Archigenes, a
likely contemporary of Rufus’s) and, on heaviness, 490. Pulse theories, first developed in earnest by
Herophilus and Erasistratus, feature in medical writing from the Hippocratic Corpus onwards: see for
example Epid. 1V.20 =V.158 L (in the navel, indicating critical illness); Epid. VII.3 = V.368 L (in the
temples, during fever); Epid. VII.3 = V.370 L (strong abdominal pulse in fever with emaciation); Epid.
1V.20 = V.158 L (fever increases the pulse rate); Loc.Hom.3 = V1.280 L (constant pulses in the head due
to collision of upward and downward blood flow) (references supplied by Haak, 2013:137). A treatise on
pulses, Synopsis de Pulsibus, is attributed, though not conclusively, to Rufus: see Daremberg & Ruelle
219-232 and, for a recent discussion, Haak 2013:139-153, including a survey of scholarly opinion on its
authorship (2013:139-40). Despite identifying a number of features that are characteristic of Rufus’s work,
including lack of interest in prognosis and expression of views not shared by contemporaries, Haak
concedes that the attribution must remain uncertain (2013:152-53). Perhaps Rufus’s decision to single out
those who misused pulse theory as targets for criticism strengthens the attribution. See also Snyder
2000:194 n.21, on philosophers who are compared to ‘the magician who heaps up the names of gods and
demigods or the doctor who makes superfine distinctions in the kinds of pulse’.

381 Gartner (ad loc. 1962:80), comparing Rufus’s tone here to that of the Hippocratic author who complains
about the credulousness of dnuotat dovvetmratol (Hp.Acut.6).

382 See below, pp.225-227.
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GAAG Tvo kol TOV Eumeipmv 10D KApvovTog €ig cuUBoLVANV KOAoT,
péoto pev iatpov, ei 8¢ pn, ko idiotny.38

Both these passages, with their elliptical references to undesirable conduct, achieve their
effect through assertive first person statements (koi yop o0d& TodTO Pt Suvatdv sivar
in 837 and dote Emavésart av in 840), strong denial of the alternative (kai yap ovde
1006 PNt duvordv eivarn in §37 and £poi 8¢ koi todTo ddVvarov Sokel Storyvévar in §38),
and, in the second passage, language that has been judged ‘particularly ... agonistic’,
suggesting that Rufus is ‘taking on an opposite view that may explicitly have been
formulated’.38 Like the attack on Callimachus (§21), which we shall come to shortly, it
is introduced by a first-person statement of result (dote &ywye Bovpolo, 821; dote
gmawvécot v, 840) following an unequivocal statement of a strongly held opinion: «év
TOVTOLG OVK £0TV, & TL Tap’ <E€>0Tod dvvout’ av pabsiv 6 ioTpog, €l un movodavorto q
100 vooodvtog T £tépov Tvog Tdv (821) and kol 10 e0dydpNTOV S EPOTTEOV KOl TO
ovpovUEVOV Kai TO 0ELVOLEVOV Kol TO AA®G TG POEPOUEVOV: EKAGTE YOP TADTAE £0TL

Kai o0 kaO6Lov (840).38°

Callimachus

Disapproving though he is of aspects of current practice, Rufus reserves his strongest
censure for an earlier doctor, identified only as Callimachus:

dote E&yoye OBavpdlo Koriipdyov tod iatpod, O¢ poévog tdV
gunpocBev, OV ye oM kol Adyov &v TIC TOWcaITo, OVK EQOCKE SElv
EpOTAV 0VLOEV 0UTE EPl TG AALNS VOGOVS 0UTE TEPT TA TPAV LT, Kol
HAAIOTO T TR KEPOATG: APKETY Yap Kol Ta €9’ EKAOTEO onueia 16 T€
néOoc onuivar koi TV aitiay odTod, € v kai TpoytvdckesHot Thva

383 QM 40. It is interesting to note in the context of this latter criticism Jay Katz’s proposition that that the
ability to admit uncertainty is an important precondition for the sharing of authority between doctor and
patient — something which, Katz claims, doctors find particularly hard to do (2002:198-99).

384 professor C. Pelling, personal communication, 2012.

385 ‘\We must ask, as well, what is being easily excreted and what has a diuretic effect and what is provoking
acidity and what is causing other problems; for these are all things that are specific to the individual and
do not apply across the board.’
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Kol OepomevesOon dpevov. émel unde Tag MYOLVUEVAS TPOPACELS TV
véoov [kai] dvaykoing Epoticdar, olov Stoitg e dymyny kol To SAL
gmmdevpuata kol €l Komdcovtt cuvEPN vooTicat Kai €l youyévtl: undev
Yop av 10OtV pobelv <ostv>Tov iatpdv, & Td onueion AKpPdS
gkueleTioon 0 cuuTinTovTa TAig vosolg. 38

I am amazed, therefore, that the physician Callimachus, alone of earlier
doctors — or at least of those whom one can take seriously — denied the
need to ask questions about sicknesses, including wounds, especially
head-wounds. He claimed that the signs in each individual case were
enough to indicate both the condition and its cause, and should
preferably be used as the basis of all prognosis and treatment.
Questioning was unnecessary, he said, even about the antecedent
causes of sicknesses — such as the patient’s way of life, including the
regimen being followed, and whether the person was tired or cold when
he fell ill — on the grounds that the physician had no need to learn
anything from these factors if he gave careful and accurate
consideration to the signs that occur together with sicknesses.

This is the closest Rufus comes to polemic,®” and it therefore constitutes a particularly
valuable piece of evidence as to his own beliefs and those that he wanted to rebut. It
touches on an important issue in contemporary medicine: aetiology was a source of
fundamental doctrinal disagreement, with rationalist physicians considering causes to be
extremely important, Empiricists regarding knowledge of causation as unattainable, and
Methodists rejecting all causal explanation as irrelevant.®® Yet it is a tantalisingly
elliptical reference. Not only are we hearing of Callimachus’s opinion at second hand and
from the mouth of a detractor, but the Greek, odk &packe deiv épwtdav, shorn of
explanatory detail, leaves us uncertain whether Callimachus’s claim was that doctors did
not need to ask questions or that they ought not to do so, or perhaps even failed to say

that they should.3®® (The latter is theoretically possible but examples are extremely

38 QM 21.

387 Cf. Gartner ad loc. (1962:64). For the language, ‘1 am amazed at’ as a mark of polemical criticism, cf.
Gal.HNH, CMG V.9.1.8,20-22 = XV.11 K: 610 kai Oavpalew Epnv. Also Gal.MM, X.250 K: gy pév yop
Kol Bavpalo v avaushnciov 100 Beccarod, ypapovtog M1 Tmg VTEP TG TOV KakonB®Y EAKGV 1cemg.
388 Doctrinal disagreement: Hankinson 1998:24-25. On the various positions see Hankinson 1998a, and cf.
van der Eijk 2008a:291-2.

389 On the ambiguity of Seiv, see Barrett 1964, on Eur.Hipp.41, pointing out that &1, having originally
predominated for ideas of need and necessity, ultimately came to convey morality as well, as it gradually
‘ousted ypn from the spoken language’.
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rare,%° and as Rufus is not prone to linguistic or syntactic innovation I shall assume that

he intended one of the first two meanings.)

To take the question of identity first, Rufus’s failure to identify Callimachus more
precisely must mean that the reference is to someone who was well known at the time.
According to Gartner it was probably the late 3'/early 2™ century BC Alexandrian
Callimachus of Bithynia.3?* Hard facts about this physician and his ideas are thin on the
ground — even his Bithynian provenance rests on what von Staden calls an ‘audacious
emendation’ by Wellmann of an anonymous 11th century Florentine codex3%? — but,
depending on the accuracy and pertinence of the testimonia, it seems safe to say that he
was a close associate of Herophilus, that like Herophilus his name is associated with an
early Rationalist school, and that there may have been some doctrinal difference between
them.3% His name is coupled with that of Herophilus in a passage of Polybius criticising
the clinical skills of the Alexandrian Rationalists:

otov £00émg ThC laTpikiic, £VOG HEV pHépoug anTiig VIépyovVToC AoYIKOD,

o0 & €Efg dwutmTikod, Tod O¢ Tpitov  yepovpylkod Kol

PAPHAKELTIKOD YEVOUE, OLOGYEP®S ***3% 10 §& hoyikdv, O 81 mheioTov

amod thg AleEavopeiog dpyetor mapd TV Hpoopikeiov ai

KoAlpayeiov kel mposoyopevopévey, ToDTo HEPOS LEV TLKATEXEL THG

l0TPIKTC, Kotd O TNV EMPacty Kol TV EXayyeAioy TOWWTNY EQEAKETOL

QovTociov Oote doKETV UNdEva TV SAL®VY KPATETY TOD TPAYLOTOS: 0DG

Otav €mi TNV aAnbslav dmayoayov Gppwotov €yyelpiong, T0GodTOV

anéyovieg vpiokovtan TG ypeiag 6oov [kai] ol undev aveyvokoteg

AmA®C ioTpucov Hropvne. olg HoN TIVEC TV APPOCTOV EMTPEYOVTES
abTOLG O TNV &v AOY®m OSOvouy ovdev Eyxovieg devov Tolg OAOLg

3% Theoretically the negative in obx Zpooke could be either nexal (with contradictory effect) or special
(with contrary effect); in practice the former is highly unlikely and rare: see Moorhouse 1959:6-8,
especially 7 with note 1, and 122-3.

391 Gartner ad loc. (1962:64-65).

392 \/on Staden 1989:482.

3% Erotian (Praef.p. 4 Nach.) describes him as én6 tfic ‘Hpogitov oixiog, a phrase which, it has been argued,
indicates the existence of a direct master-pupil relationship rather than mere adherence to a school: see
Fraser 1972 (1):357, and, for not unqualified support, von Staden 1989:479. It is not clear that Polybius is
definitely referring to two schools, for the xoi in mopa t@dv Hpopireiov kol Kolhpoayeiov éxel
npooayopevopévay may be epexegetical; but see von Staden 1989:480 on Callimachus’s proto-Empiricist
tendencies.

39 The text is badly mutilated at this point.
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Polybius can hardly be considered an impartial witness — in an earlier book he has
expressed a dim view of “all such superfluous acquirements in a profession as serve but
for ostentation and fine talk’,3% and in the passage just quoted he is using medicine to
make a point about historiography — while the charge of excessive devotion to theory and
corresponding practical ineptitude ‘does not’, according to von Staden, ‘hold up in the
case of Herophilus’.3%” Nevertheless it was obviously possible in Hellenistic times to use
‘the Callimacheans’ as exemplars for doctors whose therapeutic capability fell somewhat
short of their theoretical pretensions, and by Rufus’s day it may not have mattered very

much whether one used the idea ‘Callimachus’ or the idea ‘Callimachean’ to create that

TOAAGKIG €kvdhvevcay. €iol yap AAnOdg Oupotot 1oig €k Pupiov
KuPBepvdGLY.

To begin with medicine, for example, one of its parts is theoretical, the
next dietetic, and the third the surgical and pharmacological kind ...
The theoretical part, which has its origins mostly from Alexandria —
from those who there are called Herophileans and Callimacheans — this
theoretical part in some respect has a controlling hold on medical
science, and by its ostentation and its claims it gets itself such a
reputation that no-one else [of those engaged in other branches of
medicine] appears to be master of the subject. But when you lead them
[sc. these theorists] back to reality and put a patient in their hands, you
discover that they fall just as far short in their service as people who
have not read a single medical treatise. In fact, some patients who
entrusted themselves to these physicians, persuaded by their powers of
reasoning, have often thereby endangered their lives, although they had
nothing terribly wrong with them at all. For they [sc. ‘theoretical’
doctors like the Herophileans and Callimacheans] really resemble
pilots who steer by the book.3%

association.

3% Polyh.12.25d3-6 = T56 von Staden, tr. von Staden 1989:128-9.

39

6 70 pev &k meprrTod mapelicdpeva Toig dmndedpact xapv Tiig &v £kAoTolg SmEAcENS Kai GTOULAAG.

Polyb. 9. 20.6, tr. Paton, Loeb I1V.53.

397 VVon Staden 1989:135, accusing Polybius of polemical negativity. See Walbank ad loc. (1967:388-9),
and cf. Gal.MM 3, X.184 K for an account of Herophilus and Erasistratus curing wounds badly because

they try to do so by theory.
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Turning to Callimachus’s beliefs, we note that Rufus is particularly exercised by his
denial of the need to ask questions about tag yovuévac Tpopaceig, which I translate ‘the
antecedent causes’. The phrase calls for some discussion, not least because it is apparently
unique; a Thesaurus Linguae Graecae search yields just this single occurrence, and only
two of mponyovuévn mpod@acic; nor is fyovuevov aitiov commonly found. The usual
phrase is tponyovpevov oitiov.3%® To take the noun first, tpdpaocig, in Hippocratic usage,
was according to Hankinson only loosely distinguished from oitia/aitov, and sometimes
meant ‘something very like “antecedent cause”’; Galen puts it thus:
ovoudlel 6& mpopdoelc 0 Inmokpdng éviote pév, oc €0oc €oti Toig

TOALOTG, €Ml TOV YELOIMDG AEYOUEVOV QUTIAV PEPOV TOUVOLLA, TOAAAKLG
0€ T0G Pavepag aitiog obTmG KaAeT, kol Tote Kol TAGg <OV>TOS ATADS.
399

Sometimes Hippocrates uses the term npoacic of those things that are
falsely called aitiou, as is the general custom, but he often applied it to
evident causes, or sometimes to any sort of cause in general.*®

The epithet nyovpévag undoubtedly reflects ancient philosophical debate about the
temporal relationship between causes and their effects, but it is not clear exactly what it
means. The original distinction, made by the Stoics, was between causes that occur in
advance of their effect (aitio Tpoxatapxtikd, usually translated ‘antecedent’ causes) and
those occurring at the same time as the effect (aitia cvvektikd, variously translated

‘containing’, ‘cohesive’ or °‘sustaining’ causes).** A third kind of cause, oitia

3% TLG proximity searches, each search within 15 words and conducted for all inflections.

399 Gal Hipp.Epid.1.11, , CMG V.10.1.30.28-31 = XVIIA.52 K.

400 Cited and translated by Hankinson 1998:156. Galen also discusses the interchangeability of these words
by ‘ancient doctors’ in CP 1.6 (CMG Suppl. 1.2 = 72 Hankinson). This treatise survives only in a 14"
century Latin translation by Niccolo of Reggio di Calabria, recently edited, with commentary and English
translation, by Hankinson (1998); see also the edition of Bardong, with retro-translation into Greek, in
CMG Suppl. IT (1937). Galen’s original terminology is therefore lost; the Latin translation has procatarticis
causis, quae utique et occasiones multi antiquorum nominant, and Hankinson sees ‘absolutely no doubt
that Tpogaocic is the correct rendering here’ for occasiones (ad loc. 1998:156), but Bardong was less sure
and suggests agpopun as an equally plausible alternative (ad loc. 1998:2). Hankinson himself translates
occasiones as ‘revealing causes’ (1998:73).

401 Hankinson 1998:23-25; cf. 2008b:229 with n. 49.
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nponyovpevo. (‘preceding’ causes), seems to have been first posited in the late 1% century
BC by the physician Athenaeus of Attalia, founder of the Pneumatist doctrine.*%? It is
hard to determine what exactly the role of aitia Tponyodueva was thought to be. Galen
sometimes uses the term mponyobdueva aitio to mean any cause that occurs in advance of
its effect (e.g. MM X.84-5), but he also sometimes distinguishes them from
TPOKOTOPKTIKA in a way that makes it reasonably clear that — to quote Hankinson — “part
at least of what distinguishes an antecedent (mpokotopktikdv) from a preceding
(mpomyovpevov) cause is that the former must be open to inspection, or evident in the
sense of the Empiricists, whereas the latter operates inside the body, but is not yet the
containing (cuvextikov) cause of the final event’.4% Celsus distinguishes simply between
‘hidden and containing’ causes (abditarum et morbos continentium causarum) and those
that are ‘evident’ (evidentium);*®* interestingly, he illustrates the latter with examples that
are recognisably similar to Rufus’s nyyovpuévag npoaceig (‘the regimen being followed,
and whether the person was tired or cold when he fell ill’):
Evidentes vero has appellant, in quibus quaerunt, initium morbi calor

attulerit an frigus, fames an satietas, et quae similia sunt: occursurum
enim vitio dicunt eum, qui originem non ignorarit.

But they call evident those causes, concerning which they enquire, as
to whether heat or cold, hunger or surfeit, or such like, has brought
about the commencement of the disease; for they say that he will be the
one to counter the malady who is not ignorant of its origin.4%

402 Differentie vero, quas dicebat Athineus esse tres, sunt hoc: prima quidem coniunctarum, secunda vero
antecedentium, tercia autem in procatarticarum materia continetur (‘Athenaeus said there were three
different kinds of cause, consisting respectively in the matter of containing causes, preceding causes, and
antecedent causes’): Gal.De caus.cont. 11.1-3, CMG Suppl. Or. 11.134.3-19. See Hankinson 1998:43, 24 n.
104, and (for Athenaeus’s probable date) 44 n. 200. Cf. Steph.In Gal.6, 42 Dickson: 1&v &’ aitimv, T puév
£€0TL TPOKOTOPKTIKG, TO O TPOTNYOVLEV, TO OE GUVEKTIKA.

403 Hankinson 1998:43, cf. 47-48 and 38-39 with note 174. Examples of antecedent causes (vrdyvor 8¢
aition voonudtwv), according to Galen, include éykavoeig, yoéelg, dypumviot, Abmal, epovtidec, dmeyial,
oKkAnpokortial, kapoatot, pébat kai TdAia ta towadta (‘heat, cold, insomnia, griefs, anxieties, indigestion,
hard beds, overwork, strong drink and such like’. Gal. HNH.17, CMG V.9.1.82.23-30 = XV.162.1-10 K).
404 Cels.Pr. 13.

405 Cels.Pr.18, tr. Spencer (Loeb 1.11); the whole passage on causes, hidden and evident, begins at 1.pr.13.
Gourevitch (1998, 108), discussing Celsus’s account, explains ‘evident causes’ as those that ‘immediately
precede or even trigger the disease’. According to Celsus, the ‘adherents of rationalis medicina’ considered
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And Hankinson asserts that evident causes are ‘standardly identified” with antecedent

causes.406

The distinctions between different types of causes are self-evidently very fine, and often
confusing.*®” We should remember that Galen’s detailed contribution to the discussion
postdates Rufus, and cannot be used to colour our understanding of what he meant (or
thought Callimachus meant, if he was quoting him directly rather than paraphrasing) by
nyovuévag mpoedoeis. Perhaps he was simply following Hippocratic tradition in using
npoaots for ‘cause’, and chose Myovpévag rather than tponyovpevag or TpoKaToPKTIKAG
for reasons of euphony, avoiding a repeated mpo- prefix. In any event, we can be fairly
sure that what concerned Rufus was not the precise type of cause that Callimachus was
reluctant to discuss but the fact that there are things the patient needs to tell the doctor,
which no amount of observation of signs can reveal, and that these include causes. To
exemplify the diametric opposite of his opinion he chose Callimachus. In other words,
Rufus — in this respect at least — followed rationalist principles, and Callimachus served
as an exemplar of the sort of views espoused by Empiricists and Methodists. Rufus’s
discussion may therefore lend credence to Galen’s accusation that Herophilus gave

insufficient priority to causes (though Hankinson argues that this was a misrepresentation

causae evidentes to be as important as hidden causes (De Med. | pr. 13). External causal agents formed a
bone of contention: Erasistratus’s alleged rejection of their causal validity on the grounds that their effect
was not invariable forms the impetus for Galen’s On Antecedent Causes (Gal.CP.8.102-4, CMG
Suppl.11.24-5; Hankinson 1998:32-33, 45-48), a work whose main clinical preoccupation, as Hankinson
puts it, is to validate ‘the notion that antecedent, external factors operating upon a patient’s body are
causally relevant to that patient’s subsequent condition’ (1998;45-48).

406 Hankinson 1998:39 n.174, citing Gal.MM.4.3, X.242-9 K (where we learn that pmdsv tév
npokoTopEavtov The dwbéceng aitiov évdeikvucBar v Bgpameiov, dALL TNV pev towtg Evoei&y am’
avTiig Gpyecbon g dabécemg (‘the antecedent causes of the condition provide no indication of the therapy,
but the indication of the therapy begins from the condition itself’).

407 Even Hankinson is challenged by the complexity: ‘these distinctions are at times infuriatingly vague
and confusing, not to say incoherent’ (1998:23).
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of Herophilus’s position);*® it may also suggest that Callimachus was among the
Herophileans who developed Empiricist beliefs (though according to von Staden,
Callimachus did not go so far as to embrace Empiricism).%® But resolving the
complexities of Alexandrian epistemological differences is beyond the scope of this
thesis. It must remain an open question whether ook &packe delv Epwtav is a strong
statement, suggesting that Callimachus’s position was one of injunction against
questioning (‘he said that they ought not to”), or a weaker one conveying lack of necessity
(‘he said they did not need to’). My translation ‘denied the need to’ attempts to capture
the ambiguity. Either way, Callimachus’s beliefs were at odds with Rufus’s view that
doctors cannot identify causes without the patient’s help: eig too6vde dapépel Td 0Tpd
Kol TOG aitiog avepmTay, Kol 00K E0TIV idéval U EpOToOVT. OOTE Kol £l TAV onueinv

gpotnTéoy. 10

Hippocrates

There is a final, important piece of criticism. In the concluding section Rufus defends
himself against a putative charge of un-Hippocratic thinking with the counter-charge that
the method outlined in Airs, Waters, Places (from which he quotes directly)** did not go
far enough:

el 0¢ T1g pnoele pe évavtiov yryvookew ‘Inmokpdrel, 0¢ on téxvny

Eleyev &Egvpnkéval, St fig duvnoetal 6 1TPOC APIKOUEVOS €l TOALY,
Nc &melpdg dott, mePL TE THV VOATOV Eidévan Kai meEPL TAV OPBV, ETEC

408 Gal.CP 16.197-8, CMG Suppl.11.53; Hankinson regards Galen’s counter-argument as ‘unsatisfactory,
even fraudulent’, arguing that the apparent inconsistency in Herophilus’s arguments may well be deliberate,
designed ‘to jar us out of our causal complacency, to make us realise that the offering of causal explanations
is a difficult and inherently unstable enterprise’ (ad loc. 1998:279). For different views, see von Staden
1989:136-7, arguing that the apparent contradiction ‘can be explained by reference to the provisional status
Herophilus ascribes to causal explanation’, and Touwaide (‘Herophilus [1]’, in Brill’'s New Pauly
Vol.6:275), claiming that Herophilus ‘attempted to explain the reasons for ill health primarily by reference
to symptoms’.

409 VVon Staden 1989:480-483.

40QM 26.

411 See above, p.51 n.72.
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1€ TOIG AvBpdmOIS ol Kothiot Eyovot, kai €l priomdtar £ici Kai €l £dmdot,
Kol epl T®V voonudtov omola Emdnuelv €ibiotal, kol oi yuvoikeg
Ommc TPOG TOLG TOKOLG dtaKewvTal, Kol Oca dALN EKEIVOG VTEGYETO TH
TEYVN, UNOEva EpMTOV TV Emtywpiv, ALY Tap’ ovtod, povOdvew:
tadto. 8¢ €1 T1¢ Tpo[c]pépmv EmuENEortd pot MG Td ApioTe TOV iaTpdY
mepl TOV peYioTOV <OL> GLYYIYVOGKOVTL, AEY® TPOC EKEIVOV 0VOEV
ue[v] tdv ékeivov atudley, aAAG T0 péV Tva kol obtmg Vpedijval
mepl 1€ POV KATAGTACEMG KOl PUGEMG GOUATOG Kol dlaitng Tpdnmv
KO DOATOV TIV KONV APETHV TE Kol KOKIOY Kol VOOT|LAT®V THV KONV
[kai] i6éav, tafc] 6& [61°] ioTopiag ThH TOpPd TAV EVOIKOLVTOV E€ig TNV
dyvaow ypnlew, kai pdota 6ca dromo kol EEva EKAoTOLG VITAPYEL.
[73] 100 pév copiocpotog kol mhvy Gyapot TOv Gvopa Kol ToA oyt
KOADG a0T@® £EevpnTal, TopaKEAEVOUOL OE UNOE TOV EPOTUATOV
dpiotacOor oV péAhovta OpOGS Ve dmdvimv yvdoesor. 2

If anyone says that my thinking is opposed to that of Hippocrates, who
as you know said he had discovered an art enabling a doctor, on arrival
at a new city, to know about the waters, the seasons, the condition of
the inhabitants’ bowels, whether they enjoy drinking and eating, what
disorders are endemic there, how the women experience childbirth, and
everything else that Hippocrates professed to find out by the art, on his
own, without questioning any of the inhabitants; if anyone, citing this,
finds fault with me for disagreeing with the greatest of doctors about
the most important matters, this is my reply: I do not disparage any of
Hippocrates® theories, but, while some things certainly do get
discovered by his method — things to do with the state of the seasons
and the natural state of the body and modes of life, as well as the
general advantages and disadvantages of the waters and a general
picture of sicknesses — there are other things that cannot be clearly
recognised without making enquiries among the inhabitants, especially
anything unusual or strange in them individually. | admire the man
unreservedly for the cleverness of his method, by which he made good
discoveries in many cases, but | urge anyone who aspires to full and
accurate knowledge not to refrain from questioning.

Recent authorities have disagreed as to how strong a criticism this is. Nutton sees it as
‘an extension, not a criticism, of Hippocrates’ views’; Gértner, on the other hand, calls it
a ‘slight criticism’, and Jouanna goes further, describing Rufus’s wish to defend himself
against a hypothetical accusation of un-Hippocratic thinking as ‘significant’.*'® The latter

two are surely right; Rufus’s concession that some things can be learnt about local

42 QM 72-73.

413 Nutton 2004:210; Gartner 1962:65; Jouanna 1999:135. It is interesting also to wonder if Rufus is
engaging in a pure thought experiment or sketching a realistic potential scenario. Even if it were the former,
the latter must be feasible in order for it to arise in the first place.
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conditions through observation rather than questioning is characteristically polite,** but
the whole point of QM is that neither diagnosis nor treatment will be optimal unless the
doctor recognises the limits of medical knowledge, whether that knowledge is derived
from theory or from observation, and it is difficult in the light of that to see how he could
not be criticising the Hippocratic method as inadequate. Interestingly, Smith suggests that
his criticism may be aimed at contemporary perpetrators of ‘some sort of current tyranny
in Hippocrates’ name’, men who arrogantly made a virtue out of practising in an allegedly
Hippocratic fashion.*!> Criticism of other doctors, including Hippocrates, was perfectly

normal practice, and, as we have seen, Rufus is not averse to engaging in it elsewhere.

Rufus’s handling of the issue is worthy of remark. In an apparent attempt to deal with the
matter diplomatically he becomes entangled in an uncharacteristically long and
convoluted conditional sentence in which the protasis is followed by so many subordinate
clauses that it has to be restated before the apodosis can be given.*'® The impression
created is of an author who protests a little too much. Perhaps he was genuinely concerned
at the possibility of being judged anti-Hippocratic; but the trenchant manner in which he
has expressed his views on questioning throughout the treatise, and his general
independence of mind,*'” suggest the possibility of a more provocative tactic in the form
of a deliberately procataleptic use of Hippocrates’s name for rhetorical effect. Although
Hippocratism was not the dominant orthodoxy that later historicising traditions

represented it as having been, the name ‘Hippocrates’ was freighted with significance in

414 As Smith puts it, Rufus does not hesitate to disagree with the Hippocratic Corpus, but he always
expresses ‘reverence’(1979:241). Pormann notes that he interpreted the teachings of Hippocrates ‘to suit
his own ideas’ (2008a:4); cf. Smith 1979:241.

415 Smith 1979:241; cf. Abou-Aly 1992:206-207.

416 QM 72: the protasis is stated at Gartner 1970:15,23 and restated at p.16,6-8; the apodosis begins at p.16,
8. On the length and complexity of this sentence, see Gartner ad loc. (1962:104).

417 See above, pp.112, 144, 156.
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Rufus’s time: the figure of Hippocrates had been under reconstruction since the
Hellenistic era, when the Empiricists began to claim his authority to support their
doctrinal ends, and although in the first century Galen’s hagiographical recreation was
still to come,**® Hippocratic works were widely read and the man himself had become,
according to Smith, ‘in popular romance, and even in sophisticated accounts, ... the father
of medicine, who was to be revered, though it was not necessary to know in detail what
his doctrines were’.%¥° It was at around Rufus’s time too that the Hippocratic Corpus was
first assembled in literary form by Dioscorides and Capiton,*?° and Rufus himself had, as
Galen put it, a ‘not insignificant acquaintance with the writings of Hippocrates’.*?* He
wrote Hippocratic commentary,*?? and he referred frequently to Hippocrates in his own
work.#?% Rufus knew his Hippocrates very well, in other words, and was well aware of
the weight the name carried. This is a calculated rhetorical flourish designed to attract
attention, assert the author’s independence and ensure that Rufus’s core belief about the

indispensability of questioning the patient is the final impression left in the reader’s mind.

4.6. Conclusion

In this chapter | have argued that QM probably originated as an oral composition, with
doctors as its target audience; that its lack of systematic instructional content suggests
that it was not conceived as a pragmatic lecture; that its simple but logical structure

enhances the impact of its strong didactic message, which in turn is reinforced by

418 Nutton 2008:148.

419 Smith 1979:178. On the historicising of Hippocrates from Galen to Littré, id.13-31.

420 Smith 1979:179.

421 s apivov kai Povgov 1o "Epeciov, Toig Tnmokpdtovg cuyypappacty @UANKOToY vépdv ob mapépyom:
Gal.Hipp.Epid., CMG V.10.2.2.32 = XVI1IA.849 K.

422 Gal.Ord.Lib.Prop., XIX.57-58 K; Hipp.Prorrh.2.23, CMG V.9.2.73 = XV1.636 and 637 K; Hipp.Epid.,
CMG V.10.2.2.93 = XVIIA.956 K; CMG V.10.2.2.139 = XVIIB.29 and 30 K; CMG V.10.2.2.174 =
XVIIB.93 K; CMG V.10.2.2.186 = XVIIB.113 K. See also Smith 1979:179.

423 E.g. Onom.20, 33, 77, 88, 120, 155, 193, 195; Ren.Ves.2.36.2.
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criticisms of peers and famous predecessors; and that it contains sufficient rhetorical
features to justify the hypothesis that it was originally delivered in some sort of
performative context, perhaps in the popinua section of one of the medical competitions
that took place in Ephesus at the time. It is a work that defies easy categorisation, and this
is probably one reason why it has been assumed to be some kind of ‘handbook’.
Functionally, QM in its written form may well have been useful to ancient physicians as
a handy work of reference, but to call something a ‘handbook’ today is to suggest a
procedural manual serving an essentially operational purpose. QM, I shall argue in the
next part of this chapter, is not a “handbook’ in that sense. Its tone is not instructional but
exhortatory. With its lucid and insistent message that doctors cannot properly understand
and treat illnesses unless they supplement their own knowledge by questioning patients,
Rufus’s work articulates a profound appreciation of the singularity of each patient’s
experience and reveals itself to be a treatise about the place of questioning in the clinical

encounter, rather than a mere operational guide.*?*

424 For a fuller discussion, see Letts 2014.
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Chapter 5 — Interpretation

All medical consultations involve at least some questioning of the patient. At the very
least a doctor needs to know what the presenting problem is — why the consultation is
taking place. In extreme circumstances this may not be possible (if for example a person
has been found unconscious and alone), and today technology allows for diagnosis
without any consultation at all; but most personal consultations will begin with some sort
of basic enquiry about symptoms. But there can be great differences between doctors in
how they conceptualise questioning, in other words how they think about it and its role
in the clinical encounter. Should it be schematic or discursive? Is it a routine exercise or
something that lies at the heart of the clinical encounter? Is a checklist useful or
constraining? Is asking many questions a sign of ignorance or of confidence? Is the
doctor’s primary role to ask or to tell, to learn from the patient or to teach and instruct?
These are matters of great significance to the medical encounter. As J.T. Dillon observes,
‘the way [physicians] ask questions can clearly affect both the information-gathering and
therapeutic value of the interview’, yet they ‘commonly believe that questioning skills
are unnecessary’.*?®® And Elizabeth Loftus has shown that the content and timing of a
question can materially affect the answer.4?6 We saw in Chapter 1 how the information
gathering process changed through the 20t century as the dominant model of the medicall
interview changed from one in which the doctor’s job was to interrogate patients,
ensuring that their contributions at all times conformed to a medical definition of
‘relevance’, to a fairly open-ended dialogue in which understanding the patient’s view

was conceived as central to diagnosis and successful therapy. David Armstrong’s seminal

425 Dillon 1990:54.
426 | oftus 1975.
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work in this field revealed the extent to which ‘the patient’ is a construct of his or her
socio-medical environment. Thus the apparently simple and timeless act of questioning

a patient is loaded with sociological and cultural significance.

As we saw in Chapter 4, it is clear that Rufus saw a real need to defend and promote the
use of questioning in medical consultations. The word he chooses at the end of the treatise
(872), agpiotacHa, is a strong one, which suggests (like the Callimachus polemic in §21)
that there are doctors who positively avoid asking questions, behaviour that would stand
in direct opposition to Rufus’s belief that the doctor’s art is incomplete without the
information that only the patient can supply. And indeed it is possible to detect a
significant vein of doubt and disagreement in ancient medical texts about how much the
patient’s experiential knowledge can and should contribute to medicine. The idea that
patients are unreliable informants is present in some of the earliest Hippocratic works;
the author of Decorum, for example, warns that patients often ‘tell lies about the taking
of things prescribed’,*?” while in On the Art we read that ‘even the attempted reports of
their illnesses made to their attendants by sufferers from invisible diseases are the result
of opinion, rather than of knowledge. If indeed they understood their diseases they would
never have fallen into them, for the same intelligence is required to know the causes of

diseases as to understand how to treat them’.4?® In On the Affected Parts Galen says that

427 rodhdkig S1eyedoavTo &v TOiGL TPochpuact TV Tpospepopévov (Hp.Decent. 14 = 1X.240 L; tr. Jones,
Loeb 11.296-7). See also Hp.Mul.1.62 = V111.126.12ff L: doctors are sometimes deceived because women
are inhibited about discussing their problems; Epid. IV.6 = V.146.11ff L; id.20g = V1.160.6 L; id.22 =
V.162.5 L: doubts cast on the veracity of self-reported miscarriages.

428 xai yop Of kol 6 mEP®VIOL ol T AQAVEN VOGEOVTEC GmayyEAAEV TEPL TGV VOONUATOV TOIGL
Bepamevovoty, do&alovteg naAlov 1 €idotec dmayyéhhovotv: €l yap MmicTavto, oK AV mEPLEMTTOV
avtoloty- Thg Yap avTiic GLVESIOg doTy Nomep TO Eidévar TV vodomv Td oitia, kol O Oepomedey adTag
émictacOon (Hp.de Arte 11 = V1.20.7-12 L, tr. Jones, Loeb 11.211, adapted). Rufus takes a very different
view: for him, internal affections are one of the examples of the difficulties faced in medicine if the doctor
does not question the patient: see QM 24 and discussion below, pp.167-168. Stephanus, commenting on
MMG, explains that Galen provides a list of preceding causes ‘so that we will not be deceived by sick
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diagnosis of affections of the gullet can be helped by questioning the patient, ‘at least

whenever he is not foolish and unable to explain what he is feeling’.4?®

Perhaps the earliest such critic that we have is the Hippocratic author of Regimen in Acute
Diseases, who rebukes the authors of the (now lost) Cnidian Maxims for having focused
too much on patient-reported accounts:

ol ovyypayavieg tag Kvidlag koAeopévag yvopag oOmoio UEV
TAGYOVGLY Ol KAUVOVTEG &V EKAGTOLGL TRV VOST|LAT®V dpOdS Eyponyov
Kol Omoiwg &via améPfarvev: Kal Aypt UEv TovT®V, Kol O pun inTpog
Sovaur’ av 0pOdC cvyypdwyoat, £l €D mopd TOV KOUVOVIOV EKAGTOL
mvborto, omoio TAcYoVotV: OTdoa O& TPOSKATUUADETV Ol TOV INTPOV
U1 Aéyovtog Tod KAUVOVTOG, TOVT®MV TOAAA TapETTOL, GAL &v GALOIGLY
Kai énikoupa Evio £6vta £¢ Tékpapoty. 30

The authors of what we call the Cnidian Maxims correctly recorded the
sorts of things patients experience in individual diseases, and the
outcomes of some of them; even a non-doctor would be able to do that,
if he was well informed by each patient about the kind of things they
experienced. But much of what the doctor ought to know besides,
without a word from the patient, is omitted — different things in
different cases, including some that are vital for the timely
interpretation of symptoms.

Galen wrote a commentary on this latter passage, reinforcing and developing the
Hippocratic author’s view, and making it clear that he regarded laymen’s knowledge as
unlikely to be relevant in a medical context:

o0 HOVov oVdEV AV o1 KapvovTec macyovst mapéimov ol tog Kvidiog
Yphwyavteg yvopoag, OAAYL Kol TEPOITEP® TOD TPOCNKOVIOS Evimv
guvnuovevoay, g OAiyov Votepov deim. Kai odm® todTo THG TEXVNG
gpyov, el undev mapéMmov TOV Kol TOlG iddTONG yveodival
Svvapévav: ov yap 00Tog 6 6Komdg Toig Teyvitang dotiv,*3! dAAY 1O Ta
ypNoa Tpog Vv Bepameiov dmavia ypaesy, Hdote Kol mpocHeivai
TIVOL SENGEL TOAAGKIC, OV UT} YIVOGKOLGLY 01 I31dToL TAVTOS, APELETV

patients and fall into error in our treatment’ (8nwg Gv ... uf VIO TAOV APPOOTOV ATATOUEVOL TEPL TOG
Bepanciog anotvyyavepev. Steph.in Gal.9, 60 Dickson, tr. Dickson 61).

42 Brav ye pn movidmacty MAOog dmhpywv ddvvat copdg Epunvedelv d mhoyel. Gal.Loc.Aff.5.5,
V111.335,9-10 K.

430 Hp.Acut.1 = 11.224 L.

431 The text quoted is Kiihn’s; Helmreich’s is the same, but he punctuates differently: yvooOfjva
Suvapévov, (od yap odtoc 6 okomdg Toig Texvitalg otiv), A To Td ypiowa (CMG V.9.1.117.15).
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T€ TOAQ TAV YIVOGKOUEVMV 0TOTG, £0v UNOEV paiviTal cuvepyodvTa
npOC TO TG TéYVNG TéhOC. 432

Not only did the authors of the Cnidian Maxims include every detail of
what patients experience, but they actually mentioned more than was
appropriate, as | shall show a little later.#3 This is not at all the job of
the medical art, if they omitted none of the things that can be known
even by laymen; the aim*3* for practitioners of the art is not this, but
recording everything that is useful for therapy. This means that one will
often need to include things of which laymen have absolutely no

knowledge, and to exclude much of what they do know, unless it seems
to contribute something to the fulfilment of the art.

As noted above,*® Galen’s claim that ‘things that can be known even by laymen’ have
no place in a medical treatise is in tune with the intellectually competitive atmosphere of
the first and second centuries.*3® But his comments here are part of a debate that stretched
over 17 centuries, from the 5th century BC, when the author of Regimen in Acute
Diseases took issue with the Cnidians, through to the late thirteenth century, when
Taddeo Alderotti, celebrated professor of medicine at the University of Bologna, used
that criticism and Galen’s commentary on it to illustrate a series of quaestiones*’
concerning the epistemological role of patients and lay people in the production of
medical knowledge. Taddeo’s questions included ‘Whether the doctor ought to question
the patient about all his symptoms and write a book about them” (utrum medicus debeat
interrogare infirmum de omnibus accidentibus et de eis facere librum) and ‘Whether any

of the things that are known to laymen ought to be added to the art of medicine’ (utrum

42 Gal.HVA 1, CMG V.9.1.117.11-19 = XV.419 K.

433 See CMG V.9.1.121. 22 = XV.427 K: ginov Oriyov Eunpclev kat’ dpydg, 6t and tiic Kvidov, after
which the text is irrecoverably corrupt.

434 On Galen’s use of &pyov and cxomndg in these senses ‘job’ and ‘aim’ respectively, see van der Eijk 2008a:
283.

435 See p.60.

436 The intellectual competitiveness of the ‘Second Sophistic’ is succinctly described by Mattern (2008:9-
11). See also above, p.110. On competitiveness between doctors specifically, see Hankinson 2009:239-
242.

437 The use of quaestiones to explore important matters of principle was a standard technique of medieval
scholasticism.
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aliqua nota vulgo, arti medicinali addenda sint).*® Taddeo defended the inclusion in
learned medical tracts of information acquired from patients, and considered both
Hippocrates and Galen mistaken on this point,*3 but his contemporaries felt conflicted
about the matter, considering the patient’s narrative valuable but feeling ‘obliged to

mistrust it” because laymen lacked medical training.*4°

It is, then, an enduring debate. Yet the uniqueness of QM among ancient medical treatises
suggests that Rufus understood the validity of the patient’s narrative particularly clearly.
In this chapter | argue that the key to understanding the full scope of what Haak calls ‘this
intriguing work’##! is appreciating another unusual aspect of Rufus’s thinking: his interest
in probing all aspects of the patient’s experience, whether psychological or physical. This,
I suggest, gave him a particular perspective on the doctor-patient dialogue that can be
posited as an explanatory influence on his decision to compose QM. My argument is
structured around five striking, and multiply overlapping, features of the work: the
structural priority given to mental factors in the first part of QM, Rufus’s model of
questioning, the purpose and value he attaches to questioning, his explicit insistence that
the doctor’s interlocutor should be the patient him- or herself, and the use of questioning
to loosen the tension between the universal and the particular. Comparisons will be drawn
with Hippocratic evidence and also with Galen, for, although the latter postdated Rufus
by a generation or two, he is close enough in time to stand witness to broadly

contemporary patterns of medico-philosophical thinking.

438 Thaddei Florentini Expositio in arduum aphorismorum Ipocratis volumen, In divinum pronosticorum
Ipocratis librum, In preclarum regiminis acutorum Ipocratis opus, In subtilissimum Joannitii Isagogorum
libellum (Venice, 1527), fol. 247v, cited and discussed by Siraisi (1981:124-5). On medieval academic
medicine more generally, see Siraisi 2001.

439 Siraisi 1981:125.

440 Siraisi 1990:124.

441 Haak 2013:265.
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5.1. Priority given to mental factors

Rufus’s interest in mental factors is evident from the beginning of QM. The first chapter,
as we saw,** begins with an explanation of why it particularly matters that it is the patient
him- or herself to whom the doctor addresses his questions.

uaboic yap Gv €vhévde Oca te KOTd YVOUNV VOoel 1 Vywaivel 6
GavOpmmog Kol pounv avtod Kol dchévelav, Kai Tiva i0éav vocou Kai
tivo tomov memovnk[ot]ag <gin>|.443

From this source you can learn the extent of the person’s mental
sickness or health, as well as his physical strength or weakness, and at
the same time the type and location of the sickness he has been
suffering.

We notice that it is the patient’s mental health that Rufus mentions first, before the
physical. This sets a standard for the rest of the chapter, in which, I shall now show,
mental factors are consistently put before physical considerations. First, as Rufus moves
on to illustrate his principle, he offers a long explanation of the insights into the patient’s
mental state that can be gained from questioning:

el uev yap €eeENg te Amokpivolto Kol PvnUovik®g Kol o €ikoto Kol
NS GEAAAOUEVOS UNTE TN YADTTN UNTE TH YvOuUN Kol €l ko’ dpunv
TV oikelov Kai, €l pév €oTv dAA®G KOGUL0G, TPAMS Kol Koouiwg, 0 8’
a eOoeL Opaode 7§ SeMdg Opacéng 1 dedok<OT>mG, TOdTOV UEV YPT|
vouilew ta yodv Koatd yvounv KoAdg yewv. €1 8¢ kol GAAa oV pev
EPOTAG, 0 0& GALa dmokpivolto, Kai €l peTtaly Aéymv émiavidvorto, ai
O0f TPOUMOELS Kol ACAPEC YADOCoOL KOl Ol UETACTACES GmO TOD
apyoiov TpoOTOL TPOG TO dvavtiov, ThvTa TADTO TOPAKPOVOTIKE. 44

If he answers coherently, appropriately and with good recall, without
stumbling either verbally or mentally, and in a way that corresponds to
his own natural inclination — mildly and moderately if he is otherwise
moderate, or again boldly if he is naturally bold or fearfully if he is
naturally timid — then you should regard his mind at any rate as being
in good order. But if you ask one question and he answers another, if
in the middle of speaking he forgets what he is saying, if his speech is

442 See above, p.133.
443 QM 2.
444 QM 2.
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tremulous and unclear and there are shifts from the original mood to
the opposite, all these are associated with derangement.44°

Only after this does Rufus proceed to explain, much more briefly, how the patient’s
manner of speech supports the diagnosis of physical conditions:

pouny 6¢ kai doBévelav 1od Kdpvovtog katopudbolg dv, v 0 pév Tig
ikovog T® PO&ypoTt kai éeEhc Aéyn té cvpPepnkoto, O 68 olo<v>
avamodov e TOAAGKIG Kol AemTh T} @mvi.*40

You can comprehend the patient’s physical strength or weakness from
how he tells you what has happened, whether coherently, in adequate
voice, or with frequent pauses, for example, in a thin voice.

Next, Rufus explains how guestioning helps to reveal the type and location of the illness;
the text at this point is corrupted, unfortunately, but emendation along the lines proposed
below**” would make the missing passage conform to the pattern of both the previous
and the ensuing discussions: a longer passage on mental symptoms followed by a short
one on physical problems. The same pattern is seen for a third time as Rufus continues:

O HeV yop pehayyoMkd dtoaonuaivel Bpacvng kol dxolpog AVTN:
naAloTo 8¢ <O>vOpTOg KoTaPavig 0Tt Koi Bapp@dv Kol AvVidUEVOS
01¢ A£yeL, KoTapaviig 8¢ kol ETépmg dotiv. AAAY [koi] <ei> §8° 1| neipa
aOTd TPOGYEVOLTO, GAPMS AV T)OM d1yVADGKOLTO 1) VOGOG. Kol AnBdapyw
8¢ Tic kaDEEec0an pEAAmV STAOC €0TLy dmoKpvOLEVOC ANON Te OV Aéyet
Kol doa@ein YAOTMG. obtem pév odv &v Tupetoic: Gvev 88 TovTOV
OTOGUOVC Koi EmANyiag mpocsdokdv. dlmg o1 cOumavta, [t]d TOD
TOPAKPOVOTIKOD TPOTOL &otiv, &vOEVY’™ dv T pdov i dAl®g
Katapavidvol. ta 8¢ katd Odpaka Kol OEVTNTL EOVIG Kol TPoYLTNTL
@ pev yap eBivovtt kai opbomvoik®d O&eia 1 pmvi, T® O& EUmTH® Kol
1) PBpoyyddet kol 1@ VIO Katdppov TECOUEVED TpayLTEPQ. Ol 08 T
YAMDGON TAPUTANKTIKOL TOVTEL®DG Gpmvol giot.*48

For the melancholy state is clearly indicated by over-boldness and
uncalled-for sadness, both of which are particularly evident in the
things the patient says (they are evident in other ways too, but the
addition of this empirical test will allow the sickness to be clearly
recognised),[5] while an imminent case of lethargy is obvious if, when
responding to questions, the patient forgets what he is saying and

45 On the meaning of nopakpovotikog, see Thumiger 2013:71.
446 QM 4.

47 See p.189.

448 QM 4-8.
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speaks without clarity. That is certainly so when there is a fever; where
there is none, expect convulsions and seizures. In sum, all conditions
that are to do with mental disturbance can be detected through
questioning more easily than in other ways. Chest complaints are
identifiable from both sharpness and roughness of the voice: if the
person has consumption and can breathe only in an upright posture, the
voice is sharp, but in cases of abscess, sore throat, and severe catarrh it
is rougher. As for those with paralysis of the tongue, they have no voice
at all.

The chapter then closes with Rufus’s reiteration of his strong preference for questioning

the patient rather than ot mépovteg at §§9-10.

It would be hard, after this opening chapter, for the reader to be unaware that the author
regards the mental condition of the patient as something that it is crucial to explore if one
Is to arrive at an accurate picture of what is wrong and thus apply the right treatment. We
have learned that the health of the yvoun is a primary reason for addressing guestions to
the patient himself; it has been mentioned before physical health; and that relative priority
has been maintained consistently throughout the chapter. We have also been given a clear
idea of what Rufus means by mental symptoms: uncharacteristic behaviour,
forgetfulness, distractedness, inability to hold a conversation, volatility, and
inappropriate extremes of emotion including dxopoc Avmn — a phrase whose
straightforward translation, ‘untimely sadness’, does not capture its meaning; what Rufus
refers to, surely, is sadness for which there is no obvious reason, a sort of endogenous
depression. Perhaps he had in mind patients like the melancholy intellectual who ‘had
social intercourse with kings’,**° a rich and successful man suffering from sadness that,
to the less privileged, would doubtless seem inexplicable. With his insistence that the best

way to detect melancholy, and indeed any mental illness, is by listening to what the

449 Ruf.On Melancholy F68.This patient, Swain explains, probably frequented the imperial court, perhaps
Hadrian’s travelling court: Swain 2008:124-5, also citing Julia Domna’s ‘circle of geometers and
philosophers’ (toig mepi v TovAiav yewpétpaig te kai priocogotg. Philostr.VS.2.30, O1.622).
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patient says (oic Aéyet),**® Rufus makes it clear that the physical dimension is insufficient
and that the picture must be completed by exploration of the psychological. His view that
‘everything that has to do with mental disturbance can be perceived through questioning
more easily than in other ways’ may well have been unusual; it seems at odds, for
instance, with Galen’s advice that the condition of a person with mental problems is best
understood by watching the patient sleep.* But, as we shall now see, the idea that cfipeio
are insufficient for diagnosis — an important point of principle which, as we have seen,
provides the impetus for his strongest piece of polemic*? — is one of Rufus’s major

themes in QM.

The observation of signs was a particularly important aspect of ancient medicine. As
Jouanna puts it, ‘prognosis, like diagnosis, was only possible given a set of signs’.*>® Yet
Rufus explicitly warns against relying on onueia (§§4, 21, 26, 41 and 49) and expresses
similar views on cvumtdpota (§§12, 22 and 23).%% He illustrates the diagnostic
inadequacy of signs with three examples. First, the limitations of &vdei&ig are exemplified
by reference to satiety (mAnouovn) and fatigue (koémog), showing how both these
diagnoses are safer if confirmed through questioning-

1000 p&v Yap, &l @oin 6 voodv TV dloitav, ol Ry ~éwtpocs@sv,

uepPePAniéval oitov Kol moTod TPOSPOoPd, TAcKEL O ola gik0g &ml

TANGUOVTIC, GOQ®G OV YIYVOOKOLUEV, OTL TANGUOVY 6TV 1] VOGOG, Kol
pOg TodTO £EgVpiokotpey av TV ANV lactv. Todto O¢, €l Tovijoat pev

450 QM 4.

1 Tapa@LAGTTEY 0DV YT} TOVE DIVOLE TdY BITOAMAEKOT®V THY VALY, § THYV COVECLY, AMMAELN YAp THC
GUVECEMG N LOPOGIG £0TL, TOTEPOV VIVASELG TKOVAG Ol KAUVOVTEG €ioty, T} LETPIG DIVAODELS, ) TNV GpyNV
000’ VIvddElg, GAL’ doov €ml TOUT® KOTO QUOY EXovotv: olT® yap dv €5e0polg TNV EmKpaTODGAV
dvokpoaoiov. Gal.Loc.Aff.3.7, VII1.164-5 K. (You must observe the sleep of patients who have lost their
memory or their power of comprehension — that is, those who are sluggish —to see if they sleep enough, or
a moderate amount, or are completely sleepless but to the extent that is natural for them; for in this way
you will discover the dominant mixture.)

452 QM 21, and see pp.146-153 above.

453 Jouanna 1999:291. See also Holmes 2010a:90.

44 On Rufus’s view that endeixis is insufficient for accurate diagnosis, see QM 23 with Gartner ad loc.
(1962:68-9). On endeixis more generally, see below, p.187 n.526.
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mOMO  @ain, mhoysl O& olo &ikdC TOV movioavta, KavOEVSE
EVMETEGTEPOV TNV TE VOGOV, OTL KOTOG £0TiV, €l60uEDa Kal TV £otkviay
1 kOmE Oepancioav mpocdouey.*®

Thus if a patient suffering what we would expect in a case of satiety
says that he has exceeded his previous regimen in intake of food and
drink, we can recognise the sickness as satiety and work out its entire
treatment. Or take someone who says he is working very hard: if he is
suffering what we would expect in a case of over-work, it will be easier
to tell that the sickness is fatigue and apply the appropriate treatment.

Secondly, he explains that the correct interpretation of an indisposition (voonua) depends
on whether its cause is ‘internal’ or ‘external’ (¢tépa t@®v voonudtov 1 didyvwolg £mi
101G évdobev kai toig EEmbev cuvictauévolg, §24). The former are of course much the

harder to identify (kai nwg dokel yodendtepov eivar <N> tédv Evdolev §} 1OV EEmbdev,

824). He gives three examples; the first two are shivering and raving:

Kol yap €l tpépot 6 avOpwmog, T0 HEV S yiryog i) eOPov TpEpELy SOV
nocov, 1o &’ Yo Th¢ low aitiag yakendepov. koi &l mapappovoin, o
pev €mi puébn kol eopUAK® TVi TOPUKPOLSTIK® gviatdtepov, TO O
GAL®G SLGYEPETTEPOV. ... €IC TOGOVOE SLAPEPEL TA) 1UTPG KO TAG aiTiog
dvepmTav, Kai o0k 6Tty idévon pr Epothcavta.t®

If the person is shivering, for example, it is less serious if it is due to
cold or fear but more challenging if it has arisen from some internal
cause. Again, if someone is out of his mind, it is easier to remedy if
caused by strong drink or a hallucinogenic drug, but harder if due to
another cause.*’ ... This is how much difference it makes to the
physician to enquire thoroughly, even into the causes, and without
questions there is no knowledge.

For his third example, Rufus contrasts different causes of fatigue:

KOT@V YOp O1 YIWVOUEV®VY, TOV HEV d1d TTOAATV TaATmpioy, TAV 68 VIO
TANGHOVAC, TOIG MEV 0DV GUUEEPEL AVATaVGLS Kod Drvog kol Tpiyig
poAokt kol Aovtpd Beppd, toig 6& TOVOC Kol EYpNyopoic Kol 1) AN
Kévooig mico. 4%

Some cases of fatigue, for example, are due to exertion and others to
satiety; the former patients need rest, sleep, soft massage and warm

45 QM 22.

456 QM 24-26.

47 It is interesting here to note the fluidity in conception between diagnosis and treatment. In the physical
example, dewvov and yaAendtepov combine the idea of difficulty in recognising the voonpa with difficulty
of treatment, while in the psychological example eviatotepov places the emphasis on treatment.

458 QM 25.
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baths, while the latter require work, wakefulness and every other kind
of depletion.

The same pairing of fatigue (k6mog) due to overwork (&i movijoat uev ToAld @ain) and
satiety due to over indulgence occurs in 822, where, as we have just seen, they illustrate
the claim that &vdei&ig is insufficient for diagnosis.**® Given Rufus’s propensity for
discussing the physical and the psychological in pairs, it seems at least possible that the
idea ‘fatigue due to overwork’ refers to mental rather than physical fatigue in both §22
and 825. If that were so, it would strike another chord with the case history at F68, as
well as with the case described in F71 where the patient’s problem is put down to eating
too late because he attends lengthy meetings; this sounds like a form of overwork, or what
today would be called a poor work-life balance. The use of movéw and komog for mental
rather than physical labour and exhaustion would be unusual; but, given Rufus’s
appreciation that excessive intellectual exertion could cause undesirable changes in a

patient’s mixture,*® it is perhaps not completely impossible.

One final point deserves to be made about QM 24. In Fragment 11 of On Melancholy
Rufus names raving (ropagppocvvn) as one of the symptoms of melancholy,*6! and this
discussion in QM of the difficulty of identifying its cause resonates with his more general
comment in On Melancholy that the causes of melancholy symptoms are very
perplexing.“¢? As we saw above,*6® he believes that the causes of melancholy include

mental factors; perhaps this is partly what he means by the unspecified éAlwg, ‘another

459 QM 22. See above.

460 See Ruf.On Melancholy F36. As discussed in Chapter 3.3, it is not the idea that particular bodily
mixtures cause mental dysfunction that makes Rufus unusual but his suggestion that those mixtures could
be the result of intellectual endeavour rather than, as proposed in the Aristotelian Problem 30.1, the cause.
See van der Eijk 2008:161-164 and 169; cf. Pormann 2008a:6 and 2013:242.

461 On Melancholy F11 §24.

462 On Melancholy F11 §2. See below, p.178.

463 See pp.121-123.
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cause’, that he regards as so hard to identify and treat correctly unless one questions the

patient.

5.2. Models of questioning

Though there is no Hippocratic treatise devoted to the subject,*%* there are many
references in the Corpus to questioning patients — or those around them; it is not always
clear which, as we shall see below.*®> Good Hippocratics question their patients in order
to flesh out their own observations, enrich their interpretation of signs, and enlist the
patient’s co-operation.*® It is clear that for many doctors questioning is a normal part of
the clinical process.*®” We see physicians asking questions to establish the patient’s
history, support diagnosis and gauge the impact of their treatment.*¢® Hippocratic authors
commonly prescribe specific questions to be asked at specific moments or under specific

circumstances. Thus for example in Regimen in Acute Diseases (Appendix):

464 Jouanna 1999:135.

465 See pp.192-193.

466 Jouanna 1999:134-6; cf. Nutton 2008:147. Jouanna remarks that physicians needed to be good speakers,
whether in front of an audience or in persuading their patients to accept their advice; but they also needed
to be able to conduct an effective dialogue with patients, and this involved not just knowing how to ask
questions but how to listen. It is this, Jouanna suggests on p.135, to which Hp.Epid.6.2.24 (quoted and
discussed below, p.193) refers.

467 E.g. xoi fjv portlic ovtov, erioet ol Evwdev amd Thg ke@ahfig katd TV Pty 6dotmopéety olov woppunKkag
(‘If you ask the patient, he will say that starting from his head he feels something crawling down his spine,
like ants’. Hp.Morb.2.51 = VII.78 L, tr. Potter, Loeb V.285); év yniaonost 8¢ pdiiota yiveror dijlov koi
gpotioel mepl TV eipnuévav, and dfiov 8¢ ékatepov ot Tij Epwtiost Kol dmokpicel (‘It becomes
especially clear in palpation and in asking about what has been said,” and ‘each of the two things is clear
in the question and answer session” Hp.Mul.213 = V111.410.13-14, and 414.12 L;); fiv épmtd T1¢ ATV,
opB&C dmoxpiveTal, kol yivookel mavta to Agyoueva (‘If someone questions him, he answers correctly and
understands everything that is said’. Hp.Int.48 = VV11.286.12-13 L, tr. Potter, Loeb V1.235).

48 E.g. xpn 8¢ kai Epwtdv TOV teTpmuévov dnag Enade kol tiva tpomov (“You should also ask the wounded
man how he suffered the injury, and of what kind it was’. Hp.VC.10 = 111.214.3-4 L, tr. Withington, Loeb
111.21); onpeia 6¢ 10D kaAdg inTpevpévon Tabta, kol OpBdg EmdEopEVOL, €l EpOTMONG ADTOV &1 TEMIEKTOL,
Kol el pain pev meméyBor, Nodywg 68, kol uaAoto €l KATd TO KATNYUO @oin-TolodTo Totvov gavor xpm
mempnypéva S tédeog Tov 0pOdg Emdedpevoy (‘These are the indications of good treatment and correct
bandaging: if you ask the patient whether the part is compressed and he says it is, but moderately and that
chiefly at the fracture. A properly bandaged patient should give a similar report of the operation
throughout.” Hp.Fract.5 = 111.432.8-12 L, tr. Withington, Loeb 111.107.); cf. the questions that seem to have
been addressed to the carers of epileptic children in Hp.Prorrh.2.10 (see below, p.191).
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omoTav o0& Epn AOTOV Kol S1ooKEYT TODTO TAVTOL, TPDTOV UEV KEPUATV
Omwc Exet, €l avaiyntog Kol pun Pépog Exet &v Emuti]- Enetta HoyOVIPLA
Kol mAevpd, &l dvéAynto: VmoydvSplov pév yap fiv émimovov 1§
gmnpuévov &yn tva okolMdmta §j Képov, §| mThevpod ahyndov vein,
Kol dpo t@ aiynuott i fnyiov 7 otpd@og f| Tévog Kothing: dtav 6 Tt
TOVTE@V TOPT), €&V VToXovopi® HEV MOMGTO, AVEWV TNV KONV
KAopolow: mvetm 6& pedikpntov Beppov apnymuévov.

When you question the patient and examine everything thoroughly, do
so first with regard to the state of his head, whether it is free from pain
and has no heaviness in it; then the hypochondrium and the sides,
whether they are free of pain; for if the hypochondrium is painful or
swollen with some unevenness or over-fullness, or if pain of the side is
present, and with the pain a mild cough, colic or pain in the cavity — if
any of these things is present, especially in the hypochondrium, open
the cavity with enemas; also have the patient drink hot boiled-down
melicrat.*6°

Sometimes the patient’s answers are also supplied, as if the author is scripting both sides
of the dialogue:

olot 8¢ mepl o FpBpo OdVVOL TE Yyivovtow Kol Emapolec Kad
KATOTAHOVTOL, OVK &V T TOdUYPIKD TPOT®, ELPNCELS TA TE GTAAYY VA
peyoio kol &v @ obp® AELKNV VTOGTAGIV: Kol TOLG KPOTAPOLS, TV
EMEPN, PNOEL TOAAAKIG AAYEEWY: PNGEL O KOl 10pDTOC aVTG YivesHat
VOKTEPVOUG. ... fiv 88 kokdypool ol dvOpwmor odTol Qaivmvral,
gmavepéoBor kol KeQoAnv, € dduvdvVIal: ENCOVCL YAp. ... GAA’
gmavepéobot mepl tod aipatog, €1 vém €6vtl Eppel, kol mepl Tod
apPAvocpod, Kol Tepl ToD 6T TayVVeLog <Kol TH> YA®pOTTOC, Kol
apel TdV yopwv &l €yyivovial 1e Kol d@eréovoy Emytvopevol:
@NooLGL Yap ThvTa TADTA.

In people in whom pains arise about the joints together with swellings,
and then cease — but not in the manner of gout — you will discover that
the inward parts are enlarged, and that there is a white precipitate in the
urine; if you ask the person, he will say that his temples often have
pains, and he will also say that he has night-sweats. ... If these people
appear to have a poor colour, ask whether they have pains in the head,
they will say they do. ... You must ask about the blood — whether the
patient haemorrhaged when he was young — about the dimness of
vision, about the thickening and greenness of the urine, and about the
rumblings — whether they occurred and whether they gave any relief
when they did occur; patients will say that all these things were s0.47°

One wonders what the doctor did if patients did not answer as predicted.

469 Hp.Acut.(Sp.) 22 = 11.438 L, tr. Potter, Loeb V1.285.
470 Hp.Prorrh.2.42 = IX.72-74L, tr. Potter, Loeb V111.289-291.
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Probably the best known example of this systematic concept of questioning is the
sequence of questions recommended in the Hippocratic Prognostic 2. Here we find a
highly directive model, in which the questions to be asked are precisely specified, as are
the stages and circumstances within the information-gathering process at which they are
to be asked. Thus if the patient’s face, on examination, meets certain specified criteria
(abnormal facial appearance, sharp nose, hollow eyes, sunken temples, cold ears with the
lobes turned outwards, hard, tense and parched facial skin coloured yellow or black) the
physician must enquire about sleep pattern, bowel movements and appetite:

Av p&v &v apyfi tiig vovoov 10 TpdcmToV To10DToV § Koi UNmT® 016V Te

~

N toiow dAlolct onueioiot cuviekpaipesOat, gmavepécBor ypr, Ui
NypOmvnKey 6 dvOpmmoc, || Té i Kothing éEvypacuéva v ioyvpdc, 1
MuGSEC TL Eyn adTov. Kat v pév Tt T00TOV OpoloYTi, Tocov vouile
Sewvov elvar- kpivetar 8¢ & Tadta &v fuépn T& Kol vokti, fiv 16 Todag
TOC TPOPASIAC TO TPAGHOTOV TOLODTOV 1. |V 8& pndev TovTmV @ff inde
&V T® YpOVO T® TPOEIPNUEVD KOTACT, €i0€val TodTo TO onueiov
Bovat®oeg €6v. fiv 0¢& Kol ToAootépov €6vIog ToD VOLGNHOTOS T
Tp1Taion 1O TPHGOTOV To1oDTOV 1), TEPL TOVTOV mavepécdat, TepL OV
Kol TpOTEPOV EKEAEVOX, Kol To. AAAa onuela okéntesbat, T¢ € &V T®
COUTOVTL COUOTL KOd TO &V Tolol OpBaApoioty.

If the face is like this at the beginning of the illness, and if it is not yet
possible to make a conjecture on the basis of the other signs, you must
additionally ask whether the patient has suffered from insomnia, very
loose bowels or any hunger. If he agrees about any of these things, you
must consider the danger to be less; if these are the things that have
caused the face to have such an appearance, the crisis comes after a day
and a night. But if none of these things is said to be the case, and if he
does not recover in the aforementioned period of time, you must know
that this is a sign of death. If the disease has been going on for longer
than three days when the face has these characteristics, you must
additionally ask about the things | have already instructed, as well as
examining the other signs in the entire body and the eyes.*"

Similarly, fever accompanied by pain and swelling in the hypochondrium for more than

20 days, and sometimes also by nosebleed (a helpful sign), means that

471 Hp.Prog.2 = 11.114-116 L.
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gmavépecBar xpn, €l ke@aAnv dAyéovotv, ) AuPAvOoGoVoLV: €l Yap €N
TL TOVTOV, &vtadba av pémot.

You must additionally ask if they have headache or dimness of vision,
for if any of these occurs, the illness will incline in that direction.*"2

Two things stand out to a modern eye: the schematic nature of the questioning model,
and the chronological relationship between examination and questioning. The first is

illustrated by showing the sequence of questions in diagrammatic form (below).*"3

472 Hp.Prog.7 = 11.128 L.

473 For similar advice from Galen, see for example his commentary on Hippocrates, Epidemics 6.2.24
(questions to be used if the patient has ‘a sharpened nose, hollow eyes and sunken temples’:
Hipp.Epid.2.45, CMG V.10.2.2.117.5-11 = XVIIA.998.7-13 K), and, in Therapeutics to Glaucon, a
diagnostic model for cases of headache which adopts a similarly algorithmic approach: MMG 1.16, X1.61-
2 K; see below, p.205, with n.582.
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Presentation: appearance of face
abnormal, nose sharp, eyes hollow,
temples sunken, ears cold with lobes
turned outwards, facial skin hard,
tense and parched, with yellow or

black colour
| : 1
. . . If illness has lasted longer
Atbeginning of illness than three days
Examine the othersigns
I |
] |
Examine signs inbody
] ‘ and eves
Make your conjecture If conjecture not possible
|
|
| ASKif patient has had Certain signs arelisted
insomnia, loose bowels, thatindicate imminence
or hunger of death

YES

Little danger:crisis likely
aftera day and a night

NO

Recoverymay occur
aftera day and a night

If no recovery
after a day and a night

Expectdeath

Current medical training discourages the use of this sort of formulaic approach in history-

taking. Thus Hatton and Blackwood, in a widely used handbook for medical students,

emphasise that when taking a patient’s history the doctor should ‘try, if feasible, to

conduct a conversation rather than an interrogation, following the patient’s train of
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thoughts’.#* The UCL Medical School’s Guide to History Taking and Examination
concentrates on general methodology and outline structure rather than specific content,
using vocabulary like ‘explore’, ‘encourage’, ‘listen’, ‘notice’, ‘acknowledge’ and
avoiding instructions to ‘ask’ or ‘say’ specific things.*”® This publication urges its readers
to gather information discursively, in a manner that responds to the patient’s individual
situation, rather than in the order in which it will subsequently need to be recorded: the
eventual report, it says, may need to be ‘a concise summary, presented in a logical, linear
manner’, but the consultation itself should unfold slowly and with issues being covered
in the different order that corresponds to the patient’s concerns and the ideas that occur
to the doctor during the conversation.*’® Schematic models have their place in modern
medicine, for example in the form of clinical practice guidelines and in the sort of triaging
algorithms used in situations ranging from emergency first response to general practice
reception,*’” but none of them, as Sriram and Rosenthal warn, is any substitute for ‘the
physician’s best judgement’:4’® clinical guidelines are difficult to design well and are
criticised for such shortcomings as anti-intellectualism, impracticality, over-
standardisation at the expense of clinical autonomy and discretion, and curtailment of

patients’ choices,*’® while triage algorithms are designed to facilitate rapid sifting of cases

474 Hatton and Blackwood 2003:8. For a summary of the structure of a patient history, see
http://www.gpnotebook.co.uk/simplepage.cfm?1D=-2120613880 (accessed 8™ January 2016).

475 UCL Medical School 2012:5-6.

476 UCL Medical School 2012:4.

477 For discussion and explanation of the concept of a medical algorithm, see Sriram and Rosenthal 2009.
For a classic emergency triage algorithm, see START (Simple Triage and Rapid Treatment), developed in
Newport, California to deal with mass casualty events (http://citmt.org/Start/flowchart.htm: accessed 8%
January 2016); and cf. the Emergency Severity Index (http://www.esitriage.org/index.asp: accessed 8™
January 2016). On triage in general practice, see Dinwoodie 2013; on nurse triaging in hospital accident
and emergency departments, see George et al 1993.

478 Sriram and Rosenthal 2009:135. Cf. Patel, Arocha and Zhang 2005:739-740 on the shortcomings of
schematic approaches to diagnosis.

479 Sriram and Rosenthal 2009:138.
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on the basis of standard criteria and in some settings are operated by people without any

clinical skills at all.8

In the Hippocratic model, the importance attached to the interpretation of signs means
that questioning the patient is secondary to examination. It forms a procedural protocol
for the doctor to use at prescribed junctures when his own visual observations yield
insufficient signs for diagnosis or prognosis (‘if it is not yet possible to make a conjecture
on the basis of the other signs, you must additionally ask ...”).*8t Modern practice
reverses this assumption, encouraging doctors to ask questions first and conduct the
examination second. GP Notebook —’an online encyclopaedia of medicine’ that claims to
be used by ‘many doctors ... during the consultation’ — puts it thus:

Listen to the patient — he’s telling you the diagnosis. ... Diagnostic

conclusions should ... be drawn from the history before embarking on

the examination (and any investigations), which should be used to
confirm or refute the history-based diagnosis.*

The scholarly basis for this advice consists in a series of articles that have investigated
the relative contributions of history-taking and physical examination. In 1947, Platt,
asserting that ‘no sane physician’ would examine a patient without taking a history first,
reported an uncontrolled study in which 74% of history-based diagnoses had been proved

by examination to be wholly or substantially correct; three decades later, Hampton and

480 START emphasises speed of decision making: ‘If you are the initial START rescuer, you DO NOT stop
to do other than the most basic intervention. If you attempt to treat every patient before completing the
triage, you cannot assess the rest of the patients and identify the top priorities’
(http://citmt.org/Start/background.htm: accessed 8" January 2016). Dinwoodie warns that ‘Reception staff
should not make any clinical judgment about patients’ needs or attempt to make a diagnosis. If they are
involved in preliminary triage or prioritisation they should follow a clear protocol with algorithms and be
supported to default to a safer option of speaking to a clinician if unsure or if the patient is unhappy with a
proposed plan’ (2013, 15).

481 Hp.Prog.2. See above, p.171.

482 GP Notebook/ General information/ History taking (general principles)/ History-taking (relative
importance): http://www.gpnotebook.co.uk/simplepage.cfm?ID=-2019950528&linkID=18062&cook=yes
(accessed 8th January 2016). The self-description quoted above is taken from the site’s homepage.
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colleagues subjected Platt’s claim to stringent quantitative analysis and found that in 82%
of patients (66 out of 80) ‘medical history provided enough information to make an initial
diagnosis ... which agreed with the one finally accepted’, while ‘physical examination
was useful in making the diagnosis in only seven patients’, i.e. 9%; and a further repeat
study conducted in 1992 by Peterson and colleagues reported comparative figures of 76%

and 12% respectively.483

Rufus does not adopt the Prognostic approach — which, given his familiarity with
Hippocratic works, must have been well known to him. He does not specify questions,
identify points at which to ask them, or believe that examination alone can deliver a
diagnosis. On the contrary, signs are de facto insufficient, questioning is a primary and
indispensable activity, and the process he implies is fluid and discursive, inviting a variety
of question types. Where the author of Prognostic supplies a script, Rufus takes us on a
tour of the areas the doctor ought to ask about, supporting each of his recommendations
with an explanation of how the information thus acquired will enhance the doctor’s
knowledge. The questioning recommended in Prognostic starts from the disease and
implies a kind of standardised mechanics of the body; Rufus’s starts from the person and
emphasises individuality.*®* His purpose is not to provide a script or a check-list, but to
outline a method that doctors can adapt for themselves:

Discourse is not, of course, sufficient for explaining or learning

everything, nor is there enough time. But the doctor who grasps the

essence of my thinking and bases his work on it will find in it
everything he needs.*

483 Platt 1947:140; Hampton et al. 1975:489; Peterson et al. 1992:163, cf. 164. Peterson refers to two other
studies that corroborate the concept that ‘most diagnoses are made from the medical history’ (1992:163).
484 See below, pp.197-212.

485 QM 71.
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He makes no attempt to supply a comprehensive set of questions; on the contrary, as he
puts it at the end of his chapter on questions for individuals, t& pév obv Tod vosodvrog
Kol TV TopOVIOV EpmTApOTo TodTa Kol 6 Tt TovTtev £yyvtdte otiv (‘These and others
very like them, then, are the questions for the patient and those around him’).4% An
observation in similar vein rounds off his chapter on asking questions about localities:
uopio 8’av kol Gl totovtdtpoma iotopelv €€gvpoig (“You could find thousands of
similar things to ask about’).*®” And introducing his discussion of dreams he explains
that:
I cannot deal with dreams comprehensively, but just enough to point

out the subject in principle and to remind the physician not to overlook
any of these kinds of things.8

This tendency to illustrate rather than prescribe, offering suggestions to serve as a
springboard for enquiries and investigations tailored to each individual set of
circumstances, is a hallmark of Rufus’s authorial, pedagogic and medical style. He uses
the same approach in On Melancholy, to accommodate the methodological challenge
posed by the multiplicity of possible signs and symptoms of that malady. Ishaq ibn ‘Imran
tells us that

[Rufus] said, having cut short his discussion: ‘In this treatise of ours

we have just listed in a reliable fashion the symptoms occurring in

melancholics, so that, if the reader understands our book well, he will

[even] be able to comprehend all those symptoms present in those

suffering from this disease which we have not mentioned in this work],

thus indicating] that the symptoms of this disease can hardly be
ascertained or elucidated to their full extent.*8°

A fragment from Aétius, quoting Rufus, corroborates Ishaq’s report:

485 QM 63.
487 QM 70.
488 QM 29.
489 Ruf.On Melancholy F5.
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[1] Hévtov piv odv TBV TOPETOUEVOY EKAGTE GUUTTOUNTOV TOG
aitiog eineiv advvatov: [2] dmopiav yap morv &xet 6 mAgioTO, OlOV
... [3] @V mheloToV 8¢ cuUTTOUATOV Eimelv TOG aitiag TOV iaTpOV OV
YoAemdv, olov ... [17] edmeteg pev 1@ PBovlopéve kol TV Aoudv
CUUTTOUATOV Amododvor TaC aitiog 8k ToVTOV Oppmpéve.**°

[1] It is impossible to list the causes for all the events that accompany
each one [case of melancholy], [2] for most of them are very
perplexing, such as the following. ... [examples] ... [3] On the other
hand, it is not difficult for the physician to explain the causes of most
symptoms. For instance ... [many examples.] ... [17] On the basis of
this explanation, it is easy for anybody to interpret the reasons for the
other symptoms as well.4%!

The train of thought here is: it is impossible to provide a comprehensive list of causes
that are constants in every case, because the symptoms of melancholy are on the whole
very perplexing; most of them can in fact be explained; and doctors can use the given
examples as a model for interpreting the symptoms they encounter, which Rufus clearly
cannot list because they remain to be seen. It is the method that is gdmetéc,*®? not the

relationship between symptom and cause.

He does something similar on two occasions in On the Naming of Parts. First, explaining
his intention to teach internal human anatomy by reference to a dissected animal, he says:

OVOEV Yap EUTOOMV, E1 U KOL TOVTATAGLY £0IKAGLY, TO YOOV KEQAANLOV
éxdotov S1d36Em. 4%

Even if it is not exactly like a human in every respect, there is nothing
to prevent my teaching you the gist of it.

49 Ruf.On Melancholy F11.

41Ty, Pormann 2008:33-35, adapted. Van der Eijk has queried the sense of these two fragments, F5 because
of apparent ambiguity as to whether Rufus is offering a diagnostic method or a means to understand the
reasons for melancholy symptoms, and F11 on the grounds of inconsistency in that Rufus claims both that
it is impossible to explain the causes of melancholy symptoms and that it is easy to do so (2008:175-77; cf.
169). Itis true that in F11, if both dropiav (81) and yoAendv (§3) are translated as “difficulty’, then Rufus’s
logic appears opaque. But the equally legitimate translation of aropia as ‘perplexity’ resolves the apparent
contradiction.

492 Rufus uses the same word in QM 22 (Gartner 1970:6,18), to characterise how asking questions makes
it ‘easier’ to identify the patient’s illness.

4% Ruf.Onom.9 (134,12-13 Daremberg).
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Secondly, he concludes that work with the following:

T PEV TAEToTA TOD AvOpOTOL OUTM ¥P1| KAAEIV: €l 6€ T &V TOOTOIG KOl
noporérental, o0 PNy dikalov Td TOAAN ATILAcGOL d1d Tva, OAlya
nopopOévTa.*%

Those are the names for most of the parts of the human body. If
anything has been omitted from the list there is no reason to dishonour
the many things you have been told because of some small thing
overlooked.

Perhaps it was with some such formula that Rufus ‘cut short his discussion’ in On
Melancholy, suggesting that the symptoms he had listed were insufficient as a guide to
diagnosis and should be taken as illustrative rather than comprehensive. It was not
unprecedented: the author of Airs, Waters, Places concludes his work with the
implication that there is more that could be told: a6 6& TobT®V TeKpAPOUEVOS TO Aot
&vhupeicOar, kal ovy apaption (‘Take these observations as a standard when drawing
all other conclusions, and you will make no mistake’).4%®> Even Galen was not averse to
acknowledging that he had not fully addressed every point: the second book of On
Mixtures finishes:

10 p&v ovv dAn0ic 08’ Eyel. Sel 8¢ Toig sipnuévolc dmodeiteme, fiv

pakpotépav T givol vouilwv fj dote mpooypleecho Kath TOVSE TOV

AOyov €Tt T'aKpooTOD OEoUEVNV  EMIOTAUEVOL TEPL  POUPUAK®OV

duvhpemg, avapdilopot T6 ye viv S1eAely.

That, then, is the full account. It requires a full demonstration, of

course, but this would be too long to set down within the context of the

present argument; besides, it would presuppose an understanding of the

properties of drugs on the part of the audience. | therefore put it off to
another occasion.4%

We note, though, that Galen does not suggest that comprehensive coverage is unfeasible,

simply that he is putting off the attempt for the time being.

49 Ruf.Onom.233 (167,10-12 Daremberg).

49 Hp.Aer.24 (CMG 1.1.2.82 = 11.92 L, tr. Jones, Loeb 1.137).Cf. Gal. MMG, X1.5.15-6.2 K, promising to
set out a method of healing with reference to patients who are previously known to the doctor, after which
‘the rest will be be understood as well, for it would not be difficult to use something that has been fully
explained as the basis for discovering something that has not’.

4% Gal.Temp.2.6, 85.8-12 Helmreich = 1.644-5 K, tr. Singer 1997:265; cf. Hipp.Prog.3.42, CMG V.9.2.23-
25 = XVIIIB.301K, where Galen refers to a longer discussion of his own elsewhere.
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5.3. The declared purpose and value of questioning

As noted above,*®” Galen too recommends specific questions for specific sets of
circumstances. But rather than continue that discussion, the main point of comparison
that | want to make next concerns the value attached to questioning the patient. Rufus, as
we have seen, argues that it is essential to good diagnosis and treatment, in every case.
Galen reveals other priorities. In his Commentary on Hippocrates’ Epidemics 6.2.24 he
discusses at length the value of questioning patients.*%® He explains first that dialogue is
useful for its ability to reveal the patient’s state of mind, which allows the doctor to
calibrate his bedside manner and maximise his chance of both being obeyed and being
seen to be correct:

TOAAGL YOp €ldBaoty ol kdpvovieg dmyeichal dvvapeva TV yvounv
évoei&aosbat Tod Aéyovtog, g, € ye U mpdtepov eldeinuev avtov, £
ATV OV dv dmymontar cuviéviog, Omoidg Tic éoty, obTmC avTd
npocpépechot. Ppovinov pEv Yap el yvopicaig elvar tOve TvaL TOV
avBpomov €t te  pn  delldv, dAnOedelv  mepabnion  pndev
VTOGTEAAOUEVOG TMV KATO TNV VOGOV EGOUEVOV: APPova O& Kai SEAOV,
8E OV av e0BupdTEPOG YéVOLTo, ThvTo TadTo 8pETV HETd TOD UNSEV péya
yevdeshat. kv AavoykacOfic 06 mote O dediav Eoydtmv TOD
Kauvovtog énayysilacOor compiay avtd PePaiov, AL’ A0V ve
10l kMnoouévolg avtod TaAnOf opdle. mepd O& kol oVTOIG TOIG
KGUVOLGTt, K8V kpmg Gt dethol, un kaddmep ol Tpoyeipmg Yevddpevol
v compiav ErayyéAlechal ympig tod mpoobeivai ce v dpynv
g€oecOot TadTV GmavTo TPATTOVTOS 0TOD KOAMG Kol TeEldopévon Toig
TPOCTAYHOoL TOV 1aTp®dV. obT® Yop 00T’ €keivog abvunoel kol oL
TOAAGKIG AAN0gvoEc. 4%

For patients customarily describe many things that have the power to
reveal the mind of the speaker, so that — at least if we did not know him
before — we can understand what sort of a man he is from the
descriptions he gives, and behave towards him accordingly. If you find
the patient has presence of mind and courage, by all means try telling
the truth, holding back nothing of what is going to happen during the

497 See above, p.172 n.473.

4% Gal.Hipp.Epid.2.45, CMG V.10.2.2.115-117 = XVI11A.995-999 K. The references to these two texts in
this discussion do not restate the volume numbers.

49 CMG 115,25-116,7 = 995-96 K.
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illness; but if you find him witless and cowardly then say whatever will
improve his spirits, without telling any major untruths. And if utter
terror on the part of the patient forces you to promise certain safety to
him, tell the truth to those who are caring for him when you leave his
presence.’® But even when a patient is acutely scared, try not to
promise him deliverance like those who lie casually, other than adding
that that is what you will be, so long as he does all the right things and
obeys the doctors’ orders. In this way he will not lose heart, and as for
you, you will often speak the truth.>*

Next Galen articulates something that lies at the heart of his own approach to medical
practice:>0?

T YOp TAEIOTA TOV EMOEOADY VOST|UATOV AVOTPETEL TOVG KAVOVTOG
anefodvtag Toig 1aTpolc, d¢ OAlyd TAVL TA TAVTOS AVOIPODVTO
<ygv>noetal, £0v unb’ o iatpog apdptn <tr> und’ 6 voodv und’ ot
vInpétat, uNT’ dALo TL TOV EEwBeV €k TOYMG YévnTan BraPepov. doot
YOp &v oQaAEpolG VOoNUaol TALOV <TOD> TPOCNHKOVTOS TOVG
Kauvovtag [tag] evfdpovg motodet, Tolhamhaciov avtoig abpoilovot
dvoBupiav &v taic £ENG NuéEparg, dtav fjtot xeipov eaivntot 10 voonua
ywopevov 1 ypoviln mopa TNy €nayyeiiov T®V lotp®dv. GAAL Kol
BoppNoaVTES, MC AKIVOVVWOG VOGODVTES, 0l TAEIOLG TMV AVOPOTOV OV
Tévv KoTKoot Yivovtol TV iotpdv.>03

For mostly it is the case that dangerous illnesses bring down patients
when they disobey their doctors, since very few completely destructive
things will occur unless some mistake is made by the doctor or the sick
person or his attendants, or some other harmful thing occurs from
outside by chance. People who in dangerous illnesses make the patient
more encouraged than is proper, line up much more discouragement
for them as the days go by, when either the disease is shown to be worse
or it is going on longer than promised by the doctors. Furthermore if
they become confident that they are not dangerously ill, the majority of
people become less than obedient to their physicians. 50

500 Galen abandons Hippocratic principle here; according to the author of Diseases I, it is wrong to
dissemble with patients, for example by downplaying the severity of a disease or ‘not telling a person who
is going to die that he will die’ (uéAhovta dmoreioBor pr edvan drnoieicOot, Hp.Morb. 1.6 = VV1.150 L). On
nervousness induced in patients by the approach of the doctor, see Cels.3.6.6: ob quam causam periti medici
est non protinus ut venit adprehendere manu brachium, sed primum desidere hilari vultu percontarique,
guemadmodum se habeat, et si quis eius metus est, eum probabili sermone lenire, tum deinde eius corpori
manum admovere.

501 On the reputational risk inherent in forecasting, see Hp.Prorrh.2.2 = 1X.10 L: correct predictions arouse
admiration in patients, but incorrect ones make the physician hated and perhaps even thought mad.

502 For Galen’s insistence on obedience, see Chapter 6.1 ‘Disobedient patients’.

508 CMG 116,7-20 = 996-997 K. For similar ideas in the Hippocratics: de Arte 7 = VI.10-12 L, and
Decent.14 = 1X.240 L; and cf. Mattern 2008:145-49.

504 Cicero suggests the opposite: medici, quamguam intellegunt saepe, tamen nunquam aegris dicunt eos
esse morituros (Cic.Div.2.54).
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The second benefit of questioning is the opportunity it affords to draw conclusions about
the patient’s mental stability from his manner, for example if he speaks differently from
normal:

duevov pév obv émictacOar o Tod Kauvoviog f0og Eunpocdey 30’
Vylawve émepopévoy. €l 8¢ vV avtd mpdTov Eviuyydvopsv, & Qv
Sysitat cuvricopev Omoidg Tic E6Twv. & OV 8 mpoyvdGKoEY, EEOUEV
TLTTPOG TNV VOGOV £EEVpIioKELY. €1 Yhp <TIC> KOGOG DV PVGEL OPacEMC
dmokpivolto kol povIHog BV EPpmv Paivorto katd v dimynotv,>*®
gvoelgig Nuiv évtedbev €otar 100 PePrdpbot v didvolov avTd,
KaBdmep €1 kol VPOV Kol @POoVTIoTIG T AypumvnTiKog €in Kol voet
yoipov @ dmyeichat pokpd vobpdg eaivolto mepl Tag duyNoEls §j Tog
dmokpiceig.5%

It is better therefore to know what the nature of the patient was as
experienced before, when he was healthy; but if we are meeting him
now for the first time, we will understand what sort of a person he is
from the description he gives us. And from the things we know
beforehand, we will be able to discover something relevant to the
illness. For if someone who is naturally orderly answers boldly and
someone who is in his right mind appears to be out of his mind in his
description, this will reveal to us that his understanding has been
harmed, and similarly if someone who is self-controlled and
thoughtful, or wakeful and naturally takes pleasure in giving long
explanations, appears sluggish in his descriptions or replies.

Thirdly, the voice itself can contain important diagnostic clues such as hoarseness,
shrillness, lisping and hesitancy:

Ka& avtig 6¢ Thg wvi|g éveoti T Tekunpactot mepl Thg vOGOL. TIVEG
Hev yap Loyls B&yyovtal, Tveg 0& Ppayx®ddec 1 6EL mepi TOV THS VOGOL
Kapdv, Eviot 8¢ welMlovai e kol tpaviiovoty, GV Ekactov Omoidy Tt
onuaivel pepddnkog &v €tépoic. €k pev On TV TolovTOV O 10TPOg
YvoGETal TL TEPL TOD VOGODVTOG, OTT0T0g TNV Yvdunv Koi 10 N00c, adTiig
8¢ tfig vooov Tig dottv 1 188a.%07

And from the voice itself it is possible to deduce things about the
illness. For some men speak with difficulty, and some hoarsely or
shrilly around the crucial times in the illness, and there are some who
falter and lisp, and you have learned what each of these signifies in
other works.>% From such things, on the one hand, the doctor will learn

505 Cf. QM 2; Hp.Prorrh.1.44 = V.522 L: ék xoopiov Opaceia dndkpiolg kaxév. On the echoes between
Galen’s ideas here and some of Rufus’s, see below, pp.188-189.

06 CMG 116,18-26 = 997 K.

07 CMG 116,26-117,3 = 997-98 K.

508 See Gal. Hipp.Epid.2.80, CMG V.10.94 = XV11A.186-87 K: Hipp.Prog.2.21, CMG V.9.2.276,23; Hipp.
Prog.3.42, CMG V.9.2.369,21-2.

182 of 300


http://www.tlg.uci.edu/help/BetaManual/online/SB2.html
http://www.tlg.uci.edu/help/BetaManual/online/SB2.html

something about the sick person, what his mind and character are like,
and about the illness itself what its form is.

Finally, skilful choice of questions based on the patient’s physical appearance will allow
one to show off one’s medical skill, and elicit the admiration and praise of those present,
by asking questions which indicate a preternatural level of prior knowledge about his
complaint and its attendant circumstances, while avoiding those that might suggest the
opposite:

A &’ o0TOg EmdEiEETAL TG TE KAUVOVTL KOi TOIG AU’ OOTOV OTOTOG
Tig €ott TV TEYVNY €§ aOTOV TOV EPOTNOE®V. Kol Piva HEV Yap
®&oppévny kol 0QOUALODS KOIAOLG KOl KPOTAPOVS CUUTETTOKOTOS
00OV T1G év 0LET voonuaTL TELGETAL PN TIS KEVOOLG oVT® YEYOveV 1
aypomvio kol AOmrn, un owtiov &vdelo kol ko6mog ioyvupos. TO 0E
<EPOoOTOV> ACHUTTOTOV BEacAuEVOg EpNoETaL, U TIC <CUVETEGEV
avTd TOV> cvvnBov ékkpicemv €nioyeoic f| mapd 10 £00g dpydg Kol
<éni> mAnopoviig omTnOn. dvvioetar 8¢ kol mepl YHEEWS £yKOVGEDG
T Kol 0ivomdoeme TOAANG, oo e GAAa ToladTa, TUVOdvesHal Katd
TPOTOV, BOTE £V ADTG TOLTO TPATOV EMOVEDTVOL TPOG TAOV TAPOHVTWOV-
€0V yap T TPOYEYOVOTO KOl TA TPOYIVOGKOUEVO T® TE KAUVOVTL Koi
TOIC Que’ avtov O ioTpog muvlavntat, Bovpdalovoy e00Emg adTOHV,
domep kOv € Twvo TOV Evovtiov TOIG Yeyovoowy  EpOTAOMN,
KOTAYWVAOOKOLGY. GALAL Kol T@V cupPefnkdtov 10ig Kapvovoty &via,
TPV akodoat Top’ oOTAV, £V HEGH CYNUATL AEEEMG EPOTNOEMS TE Kol
AmoPaoemg £av eimav Emitoyr, Davudletat. Aéhektot 6’ dmavto TodO’
UiV E1épm01.5%°

Furthermore, the doctor will, from his questions themselves,
demonstrate to the patient and those around him what sort he is in
respect of his art. A doctor who sees a sharpened nose, hollow eyes and
sunken temples in acute illness®° will enquire whether the patient has
had some evacuation, or wakefulness and grief, or want of food and
mighty fatigue. But if he sees the face is not sunken he will ask whether
he has been afflicted by a hold-up of his normal secretions, or whether
he is conducting himself with uncharacteristic laziness and satiety. He
will furthermore be able to enquire in the same way about cooling of
heatstroke and about over-indulgence in wine-drinking, and other such
things, so that in this itself he earns the highest praise from those
present. For if the doctor enquires about things that have already
happened, and things that the patient and the bystanders already know,
they immediately admire him; similarly, they condemn him if he asks
about anything that is the opposite of what has happened. And if in the
middle of the question-and-answer process he happens to mention

509 CMG 117,4-19 = 998-99 K.
510 Cf. Hp.Prog.2, quoted and discussed above, pp.171-173.
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some of the things that have befallen patients before they tell him
themselves, he is marvelled at. All this | have said elsewhere.>!

As a statement of Galen’s attitude to dialogue with patients, this commentary is rich and
revealing. There is heavy emphasis on opportunities to maintain control and excite
admiration. For Galen, questions are tools through which the doctor can assert control,
manipulate the patient’s behaviour, secure obedience, conjure up signs (the patient’s
manner and voice) and, if he deploys them cleverly enough, demonstrate the accuracy of
his initial suppositions. The skill extends to hedging one’s bets when necessary, he
explains in another of his Hippocratic commentaries:

éviote 0¢ TO PEV EV €€ ATV APPIoUEVOC EIMETV dVGKOAOV YiveTal,
7ote 8’ €K T®V dvoilv BATEPOV 7| &K TOV TPLAV Y€ TAVIMOG EV TL SLVATOV
gotan PBePfaing mpoyvdvat. eépel 8¢ Kol ToDTO TP TOIG AKOVCAGLY
Emauvov, &v EmepmTGEL THG TPOYVAGEMS Yvopivng di twg: apd ye S’
aypomvioy cpodpav 1j Evosiav TpoPhic oVT® AEAETTUVTAL; TOAAAKLG YOP
opoloyodov apeotepa koi Bowudlovot dSTTdC TOV iatpdv, éviote 0&
10 £1epOv oAV dmokpivovrot Bavpdloveg &1t kai obTmg.>t2

Sometimes it is difficult to name one prior factor definitively, though
certain foreknowledge of one out of two factors, or just one of three, is
often possible. But we earn praise from our audience when prognosis
is done like this during the consultation: ‘He’s in this state because of
excessive insomnia, or lack of food, isn’t he?’; often they agree with
both, and they are doubly amazed at the doctor, but sometimes they
answer yes to just one thing and are still full of admiration.

A modern taxonomy of question types characteristically includes a range, such as open,
closed, factual, probing, hypothetical, reflective and leading questions.>3 In Galen’s
analysis there is a marked bias towards closed, leading and factual questions, the latter to
be asked in specific symptomatic circumstances, as opposed to using questions

throughout the consultation as a way of probing from different angles in order to penetrate

511 It is indeed one of his favourite themes. For a fuller discussion, see below, Chapter 6.1 ‘Disobedient
patients’. Being an object of amazement was particularly important: i un yap donep 0dv avTov 6 KApvov
Bovpdoetey, ook v <evmelfng yévorto, i 8¢ un> ekav evmedng yévotro ‘if the patient did not marvel at
the doctor like a god, he would not be willing to obey him” (Gal.Hipp.Epid.4.10, CMG V.10.2.2.204,6-8 =
XVIIB.146 K). On Galen’s theatricality, see Hankinson 2008a:12-13 for a succinct summary, and, for a
highly detailed account, Mattern 2008, Chapter 3, ‘The Contest: Rivals, Spectators and Judges’.

512 Hipp.Prog.1.8, CMG V.9.2.219 = XVI1IIB.41 K.

513 See for example Dillon 1990, especially Chapters 5 and 10.
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to the heart of the patient’s complaint. The wariness about questions that might suggest
poor prognostic ability is especially significant, for it precludes the use of process of
elimination as a diagnostic tool. Questioning patients about their symptoms and the
background to the illness was undoubtedly part of Galen’s medical practice. Mattern, for
example, quotes many cases where he has taken at least some of the patient’s history and
used it to inform his decisions. But when we compare what he says about questioning
with what Rufus says in QM, two things stand out. The first is that, so far as the patient’s
answers are concerned, Galen expresses much more interest in delivery — the opportunity
that questioning provides to observe the respondent’s behaviour and voice (making them
into onueia) — than in content. And secondly, when he comes to discuss the value of
questioning patients, what he chooses to emphasise are the ways it serves the doctor’s
need for obedience and enhances his reputation for omniscience, rather than the
opportunity it presents to fill in gaps in his knowledge. In sum, his account of questioning
as a clinical technique seems to a modern eye narrow and tendentious, not to say self-

serving, and curiously silent on the usefulness of the patient’s actual narrative.

Galen is nothing if not a consummate self-presenter, and his choice of factors to
emphasise in writing about questioning patients cannot be insignificant. We can compare
his presentation of the theory of questioning to his presentation of his own practice by
looking at On Prognosis, which is, as Lloyd says, his ‘most concentrated collection of

case-histories’, °4 assembled apparently in order to promote and justify his professional

514 Lloyd 2009:15 n.1. Contrasting the case studies with those of the Hippocratic Epidemics, Lloyd argues
that the collection was designed by Galen to serve the ‘strategic purpose’ of ‘validat[ing] his claim as the
most successful prognosticator and therapist of all time’ (2009:130-131). Nutton, in the introduction to his
authoritative edition (CMG V.8.1), also notes the ‘great differences’ between the Epidemics and On
Prognosis: the extent to which Galen’s personality ‘obtrudes’, the work’s manifest failure as a ‘general
guide to prognosis’, and the case histories’ lack of any ‘medical interest or value’ lead him to conclude that
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achievements. Here we find a similar bias. For example, two cases in which patients
exhibit psychological symptoms concern a woman suffering from insomnia who turns
out to be concealing a shameful passion for a dancer, and a slave assailed by anxiety who
is found to have lost some of his master’s money.>® In both cases Galen boasts that he
quickly realised the indisposition was due to some psychological disturbance, yet the only
mention of questioning the patient is when he says, almost incidentally, that he asked the
insomniac woman ‘about each of the details that had happened to her from which we
know the presence of insomnia’.51¢ He tells us that he had a revealing conversation with
the woman’s maid,®'” but, on the evidence of the account he gives here, interaction with
the patient herself is confined to taking the pulse and ‘careful observation’ over several
days.>'® The slave’s case is described much more briefly and is said to be ‘similar’
(opoimg kauvov).5® ‘What was it’, Galen asks, ‘that escaped the notice of earlier doctors
who examined the aforesaid woman and slave? For such discoveries are made from
common inductions, even if one has only the slightest acquaintance with medical science.
I think that it is because they have no clear conception of how the body tends to be
affected by mental conditions’.529 He highlights the psychosomatic nature of these cases,
in other words, yet has nothing to say about probing the patient’s mental state through

questioning. Either he really did not think it worth questioning these patients to

the purpose of the work is primarily polemical, designed to record the truth of his achievements against the
doubts of opponents, like the ‘justificatory commentarii of politicians and public men’ (1979:59-60).

515 Gal.Praen.6, CMG V.8.1,100-104 = XIV.631-635 K.

516 gruBOpEY DIEP EKAGTOL TAV KT PEPOC oTH] YeyovoTmv €€ OV Topey dypumviag cvpPorvovsac, Praen.
6.2, CMG V.8.1,100.17-18 = XIV.631,8-9 K. Cf. Galen’s recommendation that the doctor should ask
questions to which he already has a shrewd idea of the answer (see above, pp.183-184).

517 Praen.6.6, CMG 102,8-10 = 632 K.

518 Praen.6.8-10, CMG 102 = 633 K.

519 Praen.6.10, CMG 102 = 633 K.

520 1 81 mot’ ovV EAdvOave TOVG Eumpocdey ioTpode THY TE TPOSIPNUEVIY YOVOIKO KOd TOV TPOEPNUEVOV
OIKETNV €MOKOTOVUEVOVG; €K YOp KOW@AV ETAOYIGUAY gVpiokeTal T Towadta, KOV Ppoyeiay Emothuny
&m <ug> tiig lotpuciic Oempiag. dyod pév Nyoduo Siott umdepiov Exovot Sidyvooty v 1o cdua Sid Thg
yoyflg méon Taoyew eimbet. Praen.6.15, CMG 104 = 634 K, tr. Nutton 1979:105.
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understand their evident psychological distress, or he considered it not worth mentioning
— or possibly unsuitable to the image he wished to present. In a third case, Boethus’s son
Cyrillus is suffering from mysterious fevers which Galen discovers are due to secret over-
eating.%?! The boy’s case is solved by a combination of instinct (Galen immediately
suspects surreptitious food consumption),®?? pulse-taking®?® and deduction. Again, there
iIs no showcasing of any questioning skills; what he emphasises are his powers of
observation, medical knowledge, natural intelligence and well trained logical faculty.>?*
Elsewhere in the same work we find the case of Marcus Aurelius’s indigestion, in the
account of which Galen emphasises his ability to solve the case without any conversation
with the patient at all.>?®> The theoretical rationale for his interactions with patients is
explained in Therapeutics to Glaucon: the way to resolve the tension between universal
medical theory and messy individual reality is to employ logic, in the form of diaeresis,
a rebarbatively complex process of which most doctors are incapable but which, if

executed correctly, will lead to faultless endeixis.5?® Questioning the patient can betray

521 Praen.7, CMG V.8.1,104-110 = XIV.635-641 K.

522 Praen.7.2, CMG 104 = 635-6 K.

523 Praen.7.6, CMG 104,6 = 637 K.

524 Praen.7.18, CMG 110, 641 K.

525 See below, pp.225-227. We might also expect him to mention the usefulness of questioning patients
during his discussion of imperceptible indispositions that become ‘sickness’ only when they reach a
perceptible level (San.Tu.1.5, CMG V.4.2.10,29-12,19 = V1.19-23 K); and, though he remarks often on the
connection between mind and body — the mixtures of the body affect the soul; bad physical habits destroy
the soul, and, conversely, emotional distress triggers physical illness; disturbance to the soul can be
identified from the pulse (QAM, 1V.767-822 K; San.Tu.1.53, CMG V.4.2,19-20 = VI1.40 K; Hipp.Prog.8,
CMG V.9.2.218,24-25 = XVI111B.40,13-15 K) — these do not trigger discussion of the need to question the
patient.

526 Gal.MMG 1, K XI1.4-5. This passage is discussed below (see p.203). The method of diaeresis is ascribed
by Galen to Mnesitheus of Athens, a commentator on Hippocrates (X1.3,7-17 K). On endeixis, see also
Hankinson 2009:231-233; and cf. Hankinson 1991. Powell, commenting on Gal.Alim.Fac.1.1, VI1.457 K,
explains that endeixis was ‘used in a technical sense by those of Rationalist persuasion, to identify those
signs that allowed one to make inferences from what can be observed to discover what cannot’, as ‘one of
the two ways of accounting for phenomena, the other being insight’ (2003:156). Powell quotes Galen’s
own assertion that ‘men call “indication” the discovery of the truth about the thing in question arising out
of the nature of the thing and made through following out the clues given by what is clearly observable’
(Gal.Inst.Log.11.1, tr. Kieffer 1964:42). See Mattern 2008:243 with n.20: endeixis is ‘a type of logical
inference specifically banned in Empiricist doctrine’; she refers to MM 2.7, X.126-7 K, with Hankinson’s
commentary (Hankinson 1991:202-205).
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weakness: ‘we, as you know, attempt to tell them the antecedent cause without waiting
to ask the patient, and the acquisition of such an ability is the best indication that one is

not wrong in any way’.5%’

Like Rufus, Galen values the insights that questioning the patient can provide into his or
her yvoun, though in a tellingly different sense: for Rufus, the patient’s state of mind is
a key diagnostic indicator; for Galen it allows the doctor to adjust his behaviour towards
the patient, as we have just seen in the passages from his Commentary on Hippocrates’
Epidemics discussed at the beginning of this section. There are in fact strong parallels in
language and thought between those passages and QM 2 and 4, as illustrated by the paired

extracts set out in the table below, where direct linguistic echoes are highlighted in bold.

pdboig yap av €vhévoe doa te
KOTO YvOUNY vocel 1j Dyaivel O
avOpomog Kol poOUNY avTod Kol
acBévelav, kol tiva idéav vécov
Kol Tivo tomov memovnk[ot]dg
<em>.QM 2

el pev yap €pekiig 1e dmokpivorto
KOl LVNUOVIK®G Kol TO kOt Kol
Unoouty SQUAAOUEVOC UNTE TH
YAOTTY UNTE TH Yvoun kol &l ko’
opunv Vv oikelov Koi, € pév
£0TIV GAMOG KOOH0G, TPAMG Kol
Kooping, 6 8’ ad gpYoel Opacig i
RIAVNoe Opacimg il
0ed0IK<OT>mG, TobTOV UEV PN
vopilewv td yodv Kotd YvOUNV
KOAGG Exetv. €l 6¢ kol GAAQ oV pev
EpmTdc, 0 6¢ GAAa @mokpivorto
Kol el peta&d Aéyov
EmAavOdavolto, ol 8¢ TPoUdOELS
Kol dooQelc yAdoocor kol ol
petaotdoelg amd tod dapyaiov
TPOTOV TPOG TO Evavtiov, TAVTA
TODTO TOPAKPOVSTIKA. QM 2.

521 MMG 1.2, X1.10,13-16 K. See below, p.205.

€K H&v On TAV TOVTOV O
latpoc yvodoetal T mepl Tod
VOGOoDVTOG, omolog TNV
yvouny kai 1o 0o, avTig
0¢ Tijg vooov Tig &oTv 1)
iofa. CMG 117,1-3.

gl yap <tg> kéopog OV
¢vogl Opacimg dmokpivorto
Kol @epoévipog v - depwv
@oivolto Kotd TNV Ouynow,
gvoelllg Nuiv évtedbev €otan
o0 PBePrapbor v dSidvolav
avT®d, Kabdamep €l Kol VeV
Kol (QPOVTIOTNG il
AypumVNTIKOG €l Kol @OoEL
yoipov 1@ OomyeicOor pokpd
vobpdg o@aivolrto mepl TG
dmynoelg 1 tag AmOKPIGELS.
CMG 116,21-26.
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pounv o0& kol doBévelav Tod KA anTiic 0¢ TG Vi EveoTti

Kapvovtog Katapdadolg dv, fv 6 TLTeEkunpacOat Tepi Thg vOsov.
HéV TG ikavoc T® @B€ypatt kol TIVEG [TEAY yop Hoyig
gpetiic Aéyn ta ovuPepnkodta, o6 @B&yyovta, TWVEG 0¢
5& 0lo<v> VooV T& TOAAIKIC Bpayy®oeg i 65V Tepl TOV THS
Kol AETTH TH Q®VI}: VOO |LaTOG 08 vooov  kapov, Evior  Og
0oy <***> Gvev peloyyoiiog yeAilovot 1€ Kol
Bpayyowow, YADTING paviilovoy, @v  Ekactov
napoaninéiog kol Tv<o T>OV Omolov TL onuaivel pepdoniog
Kata Odpoaka Kol Tepl TveEHUOVOL év étépoig. (CMG 116,26-
eifopévov ylyvesbal. QM 4. 117,1.

There could be one further parallel depending on what the lacuna at QM 4 represents.
Various emendations have been proposed by editors.5? My own hypothesis is that there
is a line or two missing due to scribal error, caused perhaps by the repetition of the letters
av at the end of idéav and the beginning of évev, and that what is lost corresponded in
sense with what Aétius quotes Rufus as having said about the speech-related symptoms
of melancholy: taybyAwoocot &’ m¢ €nimav €ici kol TpavAol Kol ioyvOQemvoL T® AKPATED
g YA@ TG (‘They generally speak fast, they lisp, and stammer since they cannot control
their tongue’).5%° | thus assume that the sense of the corrupted passage is something like
‘<You can similarly discover> the type <and location>%% of disorder, <if he speaks
rapidly, lisps, stammers from inability to control his tongue, and suffers the usual
symptoms of melancholy, or,> if there is no melancholy, hoarseness or paralysis of the

tongue or some of the things that tend to arise in the chest and lungs. 53!

528 See Gartner’s apparatus criticus (1970:2).

529 Ruf.On Melancholy F11 §15.

5% This is in accordance with the promise in 82 that questioning the patient enables the doctor to identify
the type of illness and its location (tiva id¢av vooov kai tiva Tomov menovnk[ot]dg <gin>).

531 This hypothesis accords largely with that of Gartner (1962, 50-53). Gartner saw no point in trying to
propose a specific emendation due to the impossibility of knowing how much text had dropped out, but an
example might be: voofuotog 8¢ idéav <pdboig Gv, fiv tayuyldoocog i kol Tpadiog kai ioyvopwvog Koi
mhoym ola eikdg &mi pehoyyoriac, §> évev pueloyxoriog Ppéyymoty ... .
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These intertextual resonances suggest the possibility that Galen made use of Rufus’s
work in developing his own ideas about questioning. If this was indeed the case, the lack
of any acknowledgement would be entirely in accordance with Galen’s standard practice
of absorbing the work of others without comment or reference when he agreed with it —
in Rufus’s case including large parts of On Melancholy®3? and the Atlas patient case
history. It might of course be that the similarities in language and thought between Galen
and Rufus mean simply that they drew on a common source, or were referencing a
commonly held set of views; there can, however, be no doubt that Rufus was in Galen’s
mind when he wrote this, for he refers to him in the previous section of the same
commentary.®® In light of this, and of Galen’s tendency to merciless excoriation of those
with whom he disagreed,>** the fact that he neither absorbs any of the rest of QM nor
criticises it, but is simply silent about it, is at the very least worthy of remark. If he
admired Rufus’s very thorough work on questioning patients, it is surprising that he did
not make more use of it in his own discussion of the same topic, or even mention its
existence, as he mentioned Rufus’s On Melancholy in his own work On Black Bile: td&v
3¢ vewtépov latpdv Eprota yéypomtol mepi pakyxorog 1@ Epesi®d Povepd.>® Perhaps
then he did not admire it — maybe because of its insistence on the limits of medical
knowledge, or because of its disagreement with Hippocrates®3® — in which case it is
surprising that he missed an opportunity to criticise, since this is not something he

normally passes up. Perhaps it is simply as Gartner hypothesised: QM did not fit the

532 See van der Eijk and Pormann 2008:265.

53 Gal.Hipp.Epid.2.44, CMG V.10.2.2.114, 21 = XVIIA.993 K.

53 Hankinson 2008a:24; Strohmaier 2011:2.

5% <Among the recent physicians Rufus of Ephesus has composed the best work on melancholy’.
Gal.At.Bil.1, V.104 K, tr. Pormann 2008:27, F3.

5% On Galen’s recreation of Hippocrates as ‘to a large extent a hagiographical fiction’, see Hankinson
2008:217. See also Lloyd 1991, ch. 17, and Roselli 1999.
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standard model for a piece of technical writing and its anomalous status caused it simply

to fall below Galen’s radar.>3’

5.4. The doctor’s interlocutor

| observed at the beginning of section 5.2 that it is not always clear in the Hippocratic
texts who the doctor’s interlocutor is meant to be. It might be objected that it is obvious;
but to argue that is to take a 21% century Westernised view of healthcare. Friends and
relations — oi mapdvteg, or ‘bystanders’ — are a familiar feature of the ancient bedside
scene,>® as indeed they still are today in many cultures. Sometimes they are explicitly
drawn into Hippocratic texts by having questions addressed to them, as in the case of
those caring for epileptic children:
ol pev mAEIoTOL TV TPEPOHVIOV TA T EPOTMUEVOL OLLOAOYHGOVOTL,

Toug 0 kol AavOdver, kol o0 @aclv €idévor ToodTOV 0VOEV
yevouevov.>?

Most of those looking after these children, if asked, will confirm this
[that the child had epilepsy already], but others do not notice it and
deny all knowledge of any such occurrence.

Often the information used by the doctor has been supplied by unnamed others, as in the
case of the unmarried daughter of Euryanax: &ékeyov 8¢ yevoouévnv Botpvog (‘They said
that she had been eating grapes’).>*° Of course the patient him- or herself is often named
as the interlocutor: thus for example ondtav 8¢ €pn avtov kol dwokéyn mdvta (‘when

you are gquestioning him and examining everything carefully’);>*! £idein 8’ &v tic Tovtéwv

537 See above, p.140 with n.373.

538 See for example QM 3, 9-10, 21 and 63; Hp.Epid.6.2.24, =V.290 L; the case of Eudemus, Gal.Praen.2.5,
CMG V.8.1.76,1-2 = XIV.606 K, and 3.3, CMG V.8.1.82,19 = XIV.614 K; and Galen’s interrogation of
the patient’s maid, Praen.6.6, CMG V.8.1.102,8-10 = X1V.632 K. Those present were often other doctors,
as in Praen.1.8, CMG V.8.1.70.17-18 = X1V.602 K. Cf. Mattern 2008:88-92.

539 Hp.Prorrh.2.10 = 1X.30.7-9 L.

540 Hp.Epid.3, I, case 6 = 111.50.10 L. This information may of course have been volunteered without any
guestion having been put. In any event there was definitely no questioning of the patient, who remained,
according to the report, completely uncommunicative (cry®doa, 00d&v diehéyeto: 111.52.7-8 L).

541 Hp.Acut.(Sp.) 22 = 11.436-8 L.
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gkaota, €l Epoton artpekémg tadto (‘One will recognise these various conditions in
questioning the patient precisely’);>* ipecOar £i yYAvkvtepov 10 cladov (‘ask him if his
sputum is sweetish’);>*3 &pécOar obv yp1 adTHV TO péov pr ddkvel te kol £€ghicol (‘you
must ask her if her flux irritates her and causes sores’);** koi épwtdv adThv, €1 OduR d1d
100 otouatog dokéel 6lev TV apmpatov (‘also ask her whether the odour of the

aromatic herbs seems to be given off in her mouth’).>%

Quite often, however, nobody is clearly specified. Thus the author of Affections advises:
‘Otav 6¢ éni voséovta apikn, énavépestat xpn O maoyel, Koi £§ dtov,

Kol 7OOTOi0C, Kol TNV KOWinv &l dtaympéel, kol diortmv fviva
dtourdTor.

When you come to a patient, you must ask thoroughly®# about what he
is suffering, from what cause, how long he has been ill, whether he has
evacuated anything, and what regimen he is following.>*’

Though both Littré’s and Potter’s translations render the passage as an exhortation to
question the patient,>* that cannot be unequivocally concluded from the Greek; none of
the information required is necessarily subjective. The priority attached in ancient
medicine to perceptible signs means that even an account of what someone is suffering
can be given by an observer (e.g. ‘she’s had terrible stomach pains and vomited six times
last night”). It is at least possible that what the author has in mind is questioning whoever

is capable of providing the necessary information, which might be relatives and friends,

%42 Hp.Mul.1.21 = VI11.60.15-16 L.

543 Hp.Morb.2. 47 = VI11.66.4 L, tr. Potter, Loeb V.268.

5% Hp.Nat.Mul.10 = VII. 326.3-4 L.

545 Hp.Steril.230 = VI11.440.12-14 L, tr. Potter, Loeb X.368. See also Prorrh.11.27, 34, 41, 42; Progn.16 =
11.152 L (advice for assessing the location of pus in an internal cavity of the body); Fract.5 = 111.432 L, cf.
434 (ask the patient if the binding of a broken bone is too tight). It is interesting that, apart from the first
two, all these examples propose specific questions in specific circumstances.

6 ¢ravépecOon (émavepwtdv Littré): either ‘question again and again’, i.e. ask thoroughly, or (as in
Hp.Progn.7 = 11.128.1 L) ‘enquire further’ (LSJ svv). Rufus does not use this compound verb in QM; he
has mpocavepwtdv (8 3), dvepwtav (88 26 and 59), and épwtdv (passim).

547 Hp . Aff.37 = V1.246 L.

548 ‘Quand vous visitez un malade, demandez-lui ce qu’il souffre’ (Littré VI, 247); ‘when you come to the
patient, you must question him thoroughly’ (Potter, Loeb V.59).
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as with the epileptic children mentioned above.>*® Even in Prognostic it is not obvious
that the person to be questioned must be the patient rather than others present, except
possibly in 8§16, where the question ‘has there been dimness of vision’ demands at least
a degree of subjectivity, though the answer could still come at second hand (e.g. ‘yes, she
complained of that yesterday’).>>® And the tantalising skimpiness of the note left by the
author of Epidemics 6 makes it impossible to know whether it was the patient or his
representative (or possibly both) who was to be questioned:

N mepl TOV VOGEOVTO Oikovopin, kai &g v vodoov Epmtnolg O

Suyeito, ola, Gg dmodektéov, ol Adyor: Td TPOG TOV VosEovTa, TPOG

TOVG TOPEOVTAC, TPOG TOVG EEM.>?

Arrangements around the sick person, and enquiry into the illness: what

is narrated,>? what sort of things, how it must be received, the words;

things relating to the patient, to those present, and to those elsewhere.
Galen, in his commentary on this passage, assumes that the questioning is to be addressed
to the patient, though he implicitly recognises, with his epexegetic use of dniovortt, that
the Hippocratic author did not specify as much:

KOl TPAOTOL Y& HEUVNTOL KOTO TODTO TOV EpmTNoe®V, 0¢ O 1oTpog

OMAOVOTL TolETTO TPOG TOV KAUVOVTQ, OELTEPOV OE TMV OUYNOEWMV

avtod.>53

The first of these things that he mentions is the questions, to wit the

ones that the physician puts to the patient, and next he mentions the
patient’s narrative.

That we wonder whether it was the patient or his friends who were intended, while the

Hippocratic author did not see the need to specify, is suggestive of a significant feature

549 Opinions vary as to whether the primary audience for this treatise was physicians or lay people.
Caiiizares (2010) argues that it is addressed to lay people, and her view is widely shared. | disagree, as does
Potter (1988:4-5).

50 See above, p.172.

%51 Hp.Epid.6.2.24 = V.290 L.

%52 Littré makes dimysitar middle, with the patient as its subject: ‘ce qu’explique le malade lui-méme, et
comment’ (V.291 L). Smith opts for the impersonal passive: ‘what is explained’ (Loeb VII.235).

558 Gal.Hipp.Epid.2.45, CMG V.10.2.2.115,23-25 = XVIIA.995 K.
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of the author’s conceptualisation of the information the doctor requires, for if that
information is equally able to be provided by the patient or by someone else then it must
by definition be information that can proceed from observation rather than necessarily
depending on the subjective dimension that is essential to the modern idea ‘symptom’.
Such information is far from lacking in value, but its epistemological function is
essentially the same as that of a clinical sign: while it may broaden the scope of the
enquirer’s understanding, it cannot deepen it. The insertion of a rapporteur or interpreter
into a dialogue — no matter how much integrity the intermediary brings to the task — alters
its dynamic, circumscribing the scope of the doctor’s enquiry and compounding the risk
of misinterpretation by a factor of two. By way of illustration, if the question ‘what has
the patient been suffering?’ is answered by a third party — e.g. ‘yes, she complained of
headache the night before the fever began’ — the doctor can do little more than tick the
question off on a check-list, or move to the next stage in a diagnostic algorithm; but in an
unmediated conversation with the patient, supplementary questions can be posed, such
as ‘Had you done or felt anything unusual beforehand? Can you tell me more about what
the pain felt like?” and so on.>** The mediated response forces a schematic approach to
diagnosis, a model whose shortcomings have been discussed above.5*® The patient’s
subjective response, on the other hand, may spark discussion of symptoms that might not
otherwise have come to light and lead to unforeseen lines of enquiry,® thus providing a

potentially much richer base of factors from which the physician can draw inferences. %’

554 Interestingly, headache (olov &l Ti¢ dAyoin v kepainy) is exactly the example that Galen chooses in
Therapeutics to Glaucon to illustrate the importance of ‘examining each productive cause’ (émioxkéntecton
v épyalouévny Ekactov ... aitiav) of patients’ symptoms (MMG 1.16, X1.61.6-12 K). See below, p.205.
555 See pp.174-175.

%6 See Geisler 1991, especially ‘Introduction’ and ‘Discussion techniques: general principles’, and
Malterud 1995, especially 184 and 187-188.

557 This is one reason why retrospective diagnoses — though diverting both for the doctors who make them
and for the rest of us, to whom they offer vicarious thrills and a frisson of human interest — are of limited
value. Retrospective diagnosis is a one-way conversation, an example par excellence of traditional, top-
down, evidence-driven medical process. It cannot be considered a form of narrative-based medicine,
because the narrative on which it relies is static and incapable of being developed.
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To a greater or lesser extent, then, relaying information via a third party compromises the
subjectivity of that information. This casts an interesting light both on the lack of
noticeable concern in Hippocratic texts as to who exactly supplies the answers to the
doctor’s questions and on Rufus’s insistence that it is the patient himself to whom the
questions must preferably be addressed. In Medical Interpretation, her study of the role
of medical interpreters in situations where healthcare providers and patients do not speak
the same language, Claudia Angelelli argues that the interpreter, far from being a passive
conduit for language, has significant power over the medical encounter and the
relationship between patient and provider. Even if the patient is present but simply unable
to speak the language, there is an almost inevitable degree of contamination, given how
hard it is for an interpreter’s choice of words, or such factors as facial expression and
body language, to have no impact on the tenor and direction of the conversation.
Indifference in a medical text as to whether questions are answered by ot mapovteg or
directly by the patient implies that the author assumes the answers to be materially
equivalent. For Rufus there is no such equivalence. Questioning the patient is
unequivocally preferable to questioning the bystanders. Emphasising the primacy of
questioning the actual patient is the first thing he does. His opening declaration, “You
must ask the patient questions’ (épotiuota ypr Tov vooodvta épmtav, §1), is swiftly
followed at the start of the next sentence by That is my first principle: put your enquiries
to the patient himself’ (rpdtov 8¢ ékeivo Vot TaG TEVOELS OO TOD TOD VOGODVTOC
moteloOan, §2). It is only later, after reiterating the importance of questioning the patient,
that he admits of the alternative, second-best option, a fall-back if there is some particular

reason why dialogue with the patient is unfeasible:
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Tp®TOV pHeEV 0N, ©¢ €lpnTat, adTdV TIVAL YPT| TOV VOGODVTA EPMOTAV TTEPL
OV xpN eidévar, Emerta 8¢ kai Todg TapdVTaC, £l KOO AT €N TOPA TOD
vocobvtog pavOdvery. 8

First, as | have said, you must question the patient himself about the
things you need to know; then, if there are obstacles to learning from
the patient, you must question the bystanders as well.>>°

As we have seen, one reason to address one’s questions to the patient himself, Rufus says,
Is that one can observe his voice and manner at the same time as listening to what he says
(QM 2). Observational opportunism is not, however, the only reason for this preference.
Let us remind ourselves of his overall declared purpose: ‘You must ask the patient
questions. By doing this you will more accurately recognise any of the factors to do with
the illness, as well as providing better treatment’. (QM 1). ‘Any of the factors to do with
the illness’ (t1 t@v mepi v vooov) is a remarkably open-ended, imprecise formulation.
A similar phrase occurs at the beginning of the Hippocratic Epidemics 1.23:

Ta 8& mepi T voonpuata, & OV Steyvmokopey, nodovieg &k T Kowvic
@Vo10¢ andvtov, Kol Thg 1ding ékdotov, €k ToD VOoNLaTog, €K TOD
VOGE0VTOG, €K TOV TPOCPEPOUEVDV, €K TOD TPOGSPEPOVTOC — €Ml TO
POV YOp Kol YOAETDTEPOV €K TOVT®V —, €K TG KATAGTACL0G OANG
Kol KaTo LEPEN TV 0VpavimV Kol ydpng EkAotnc, £k 10D £0g0g, €k TG
dwiitng, €k v Emmmdevpdtov, €k ThHg NMKing €kdotov, Adyolot,
TPOMOLG1, LY}, Slavonuacty, dvolsty, ovy DIvolsty, EVUTTVIiolot ...

The factors connected with diseases, that enable us to distinguish
between them, are as follows: we must consider the nature of man in
general and of each individual; the disease; the patient; what is being
administered to him and by whom — for this may make it easier for him
to take or more difficult — the conditions of climate and locality both in
general and in particular, the patient’s habits, mode of life, pursuits and
age. Then we must consider his speech, his mannerisms, his silences,
his thoughts, his patterns of sleep or wakefulness and his dreams ...
[then a long list of physical signs].5°

558 QM 9.

%9 As Rufus explains, by ‘obstacles’ he means if the patient is deaf, or physically or mentally prevented
from speaking, or is too young, too old, or speaks a different language (QM 3, 10).

560 Hp.Epid.1.23 (10), Loeb 1.180 = 11.668-70 L, tr. Chadwick and Mann 1983:100, adapted.
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The Hippocratic author chooses to spell out in detail what he means by ta mept ta
voonuoto; Rufus does not. It may be that he had the Epidemics passage in mind and
assumed that his audience would also be familiar with it. But perhaps the imprecision
was deliberate. The pursuit of a potentially limitless set of data is the logical corollary of
a therapeutics that, rather than responding to diagnosis as we know it today (attaching a
label to a set of symptoms and treating accordingly), demands that the doctor understand
how any number of external and internal factors have interacted to produce disorder and
imbalance in the patient, and devise corresponding stratagems to restore healthy
equilibrium. Rufus’s presentation of his ‘factors surrounding the illness’ — which prove
to include a range of external circumstances and individual personal characteristics — as
examples rather than as a comprehensive list makes sense in this context. It also matches
his decision not to specify exact questions or the order in which they should be asked but

instead to provide a menu of topics predicated on the individuality of the patient.

5.5. The individual and the universal

The claim that questioning the patient is essential to distinguishing the individual from
the universal is particularly important to Rufus’s case. He links the two ideas repeatedly,
as demonstrated in the following series of quotations.
1. lHiness cannot be straightforwardly understood on the basis of signs because the
meaning of these differs:

T4 YOp O0TA GV HITOLOTO! €M 101G AVIOPL<T>01G YPOVOLS CULAIVOLGLY

aAla ... [14] ™ p&v ovv apymv tiig voosov, omnvika 6 GvOpwmog voceiv

fp&ato, €1g TOGADTA ENUL ¥PNOTAC v EpmTnOfjval. QM 12-14.
2. Agivensymptom (e.g. shivering) may have several possible causes, and the treatment

required will vary depending on what the cause was:
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oVtmg 0¢ éml mhvtewv e0pNoels Kol TOv Tpdmov Thg Bepameiog ovdev
gokota. ... [26] €ig TooOVOE Slopépel T@ 1oTp@d Kol TOC aitiog
avepwTay, Kol 00K E6TLv €idévar un Epotoavia. QM 25-26.

3. Each person’s experience of an illness is individual and distinct:

10 0& petd oo £pmtnTéov, £l TV ovvhbov T Td[V] AvOpdTm[V]
voonudtwv €oti tO vOv ocvpuPefnkog §| o, kol <et> mpdtepov
YEYEVNUEVOV. TOALOL YAp TOVTImOY VIO TOV avTdV GAicKovTol Kol
Thoyovst dn T avTa Kol Oepamevovial doavTOG: dmep dv Kol deicat
0 latpog <wg> yoAendtoto [Koi] Stukowidoor Kai ov[te] TposPdpmg
Oepamevopeva obte yolemd ToOTO <ye> 1@ AvOpOT® Ovio obte
avemdeiog T mopovon VOow Oepamevopevo. UEYIGTOV Yap &V
dmoctv €01610g TPAG TE TO Phlov TOV devdV dvacyéstal Kol Tpdg TV
ianow. QM 15.

4. Each person’s constitution is individual and distinct, with individual responses to
food, drink and medicines:

o0 pot 00K® KoAMG &v Tva Kol QUOLY TNV £KAGTOV TPOG EKOCTO
EPOTNCOL 0V YAp TAVTES TEPVKAUEV TPOT® TA oVTR, GAAX Koi TavY
AAAMA®V SLOPEPOLEY €1 OTIODV YPTLAL. ... OA®OG O& OVOEV TV TOLOVTOV
kabeotnide, Hote eig Eva MOV Aoyov 1@ latp®. (17) xpn ovv xoi
nopda ToD KApUvovTog paviavely, dmwg tpog Ekactov dldkettol §j Topa
7| owiov: kol €l 61 Tvog Qapudkov melpav Eyol caety, unde tavTV
TOAPOMTELY. OVT® YOp AV TIC TA TOALA EMTLYYAVOL, €1 TOOOLTO Kol TOD
KAUvovTog €mi T0i¢ Atonwg avtd cvpPaivovst. QM 16-17.

5. The problem with the Hippocratic method described in Airs, Waters, Places is that it
fails to allow for individuality:
o uév v kKol obteg evpebijvar mept 1€ POV KATAGTACEMG Kol
QUOEMS CONOTOG KO 10{TNG TPOT®V Kol VOAT®V TV KONV APETNV TE
Kol Kokiov kol voonudtov tyv kownv [koai] idéav, ta[g] o6& [61]

ioTopiog TG Topd TAV EVOKouvImV &ic v ddyvooty ypnlew, Kol
udiota 8ca droma kai E&va Exdotolg vmapyet. QM 72.

What is noteworthy is not Rufus’s presentation of health and sickness as states specific
to the individual patient and best understood by knowing the particular constitution of
that individual — a common enough view in ancient medicine, as we saw in Chapter 3 —
but his use of that principle to support his case for questioning the patient. He articulates

a familiar concern, in other words, but from a distinctly unusual angle. Since QM is the
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only ancient work on the subject of questioning the patient, we cannot compare it with
other treatments of that topic; but we can say that other discussions of the tension between
universal theory and individual experience do not propose questioning the patient as part
of the strategy for resolving it.56! To take a Hippocratic example, similarities of thought
and language between QM and Places in Man 41-46 make the contrast between their
authors’ advice particularly noticeable. The Hippocratic author, illustrating how difficult
it is to learn medicine (intpunyv ... poBeiv), declares that ‘it is impossible for any
established method to arise in it’ (adOvatov €ott kabeoTKOC TL &v AT GOPIOUN
vevéaOar) because of the variability and unpredictability of how individuals respond to
foods and medicines. Taking purgatives as an example, he explains that they ‘do not
always provoke evacuation of the cavity, they may provoke evacuation both upwards and
downwards, and it is possible for laxatives not even to act in the opposite way from things
that promote stasis’.>%? To achieve the desired effect, the doctor has to administer the
purgative substance in exactly the right quantity to suit the individual he is treating: ‘this
is the opportunity the doctor must recognise’,%% and indeed the precision with which it
must be done is a defining feature of medicine: f| 8¢ intpwr GAyoxapog Eotiv (‘the
windows of opportunity in medicine are small”).>4 The author is at a loss, however, to
explain how it is done: returning to the theme in 846, he first declares that medicine
depends on knowledge of established principles rather than on the arbitrariness of luck,
but then finds himself unable to deny that luck plays a part, and falls back on the

conclusion that to have knowledge is to enjoy good luck.%% Rufus similarly notes the

%61 Besides the two examples discussed below, see also above, pp.123-127.

562 HrekydpNOV KOIANG TO DIEKYMPTIKY OVK Oiel TOEGVGL, KOl TO VIEKYMPNTIKA AUPOTEP TOEOVGTL,
Tayo 6& 0Vd’ oVTME EYOVOL TG VIEKYWOPNTIKA TOIOL 6TOGIpH0LG (¢ vrevavtia. Hp.Loc.Hom. 41 = V1.332 L,
tr. Potter, Loeb V111.81-83. Cf. Hp.Vict.39 = V1.534-36 L.

563 ohtoc 6 kaupdc oty dv Sei TOV inTpov eidévor. Hp.Loc.Hom. 44 = V1.338,15 L.

%54 Hp.Loc.Hom.44 = V1.33,6 L.

565 Hp.Loc.Hom. 46 = V1.342 L. On the tension between kairos and tyche in medicine, see Cuomo 2007:18-
21.

199 of 300



absence of fixed medical principle, using similar language (ovdév t@v TOlLOVT®V
kabeotnkode, dote gic Eva EMOely Adyov 1d iotpd, 816), and a similar example, the
variability in effect of purgatives from person to person (todto 8¢ T0 @dppaxa, dco
nivovot kaBdpoemg Eveka kail ovpodueva, GAAo GALOLG, Ta 0¢ Kol €ig Euetov OpudVTOL
TOV KOTOTEPIKAV, TA O Kol KAT® DTLOVTA TOV Avetepikdv, §16). Unlike the Hippocratic
author, however, he does have a recommendation as to how to handle all this
unpredictability: ask the patient about every aspect of his constitution: 16 pot dok®
KOAGDG Gv Tva Kol UGV TNV £KAoTov Tpog Ekaota Epthoat (§16). It is knowledge of
the patient’s constitution (as well as of his habits and the duration of the illness) that will
allow the doctor to exploit the kairos, or right moment: tadta ob pot dokel yvdvoi Tig un

gpotoag Kai etvon Tavtdg GAAOL KoupLdTEpOV TH TéYVN Eidévon (§23).566

When Rufus emphasises the need to ask when the illness began, he does so in very precise
terms. After rounding off his introductory section with a reiteration of his insistence on
questioning the patient rather than ‘the bystanders’ (9), he announces that ‘the first thing
to ask is the point in time when the person began to be unwell’ (11). It is of the greatest
importance, he continues, to ask about ‘the beginning of the sickness, the exact point
(6mmvika) at which the person began to be unwell’ (14). His choice of interrogative is
worthy of note, for ommvixa implies a particular concern with precision,¢” and the initial
sensation of illness is something that can be perceived only by the person experiencing
it. It may be something as vague and ill-defined as ‘not feeling right’, or something as

specific and uncomfortable as pain, but it is likely to be hard to measure or categorise

566 Cf. above, p.41 n.43, and p.126. Cuomo explains: ‘the fluidity of fechné, which leads to conflicting
views on its accuracy, also helps constitute expertise ... a doctor must be able to move comfortably between
general and particular, and must be able to recognise the kairos’ (2007:21, cf. 18). See also van der Eijk
2008a:288, referencing Hp.Aph.1 and Gal.MMG 1.1, XI.1-2 K.

567 .SJ sv.
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objectively; in the words of the British Pain Society, ‘Only the person in pain can really
say how painful something is. Because pain is always personal, no two people experience
it in the same way. This makes it very difficult to define and to treat’.5%® Rufus discusses
pain as a subjective phenomenon, and advises doctors, rather than relying on the objective
evidence of their own senses, to probe the patient’s experience:

GALD €0TL PEV KAKT®V <OIK>TOV Sl0ylyVOOKEW TOVG TOVOLG TMV

VOoOoUVIOV, PN 0& Kai dtomvvOdavesOat: kol ovde To0Td Tmg EEapKel

[koi] mpog v dAnv dudyvmoty, dg moAlol 1{on padakig Kol TPLET

o000V TL mov <a>Kopyotepov OOVVNV VTEKPivOVTO TOV &V TG

Tpoy®diong olpwloévtov. QM 41.

Cries can certainly be used as a basis for recognising pain in sick

people, but it is essential to ask searching questions as well; and even

that is not quite sufficient for full recognition, since weakness and

delicacy make many people act out pain more elaborately, one might
say, than tragic actors groaning on the stage.

A story related to me by a patient offers an instructive, if anecdotal, contrast to Rufus’s
philosophy. Experiencing pain in her breast, the patient consulted her GP, was referred
for investigation and was found to have early stage breast cancer. After surgery to remove
the cancer, a hospital physician asked the patient how her cancer had come to light, and,
on hearing her account, dismissed her experience with the response that she ‘must have

been mistaken, because breast cancer never presents with pain’.56°

For insight into how Galen approaches the task of marrying universal theory and
individual reality, we turn to one of his major works on therapeutics, Therapeutics to

Glaucon.®® In this work the tension between general and particular is highlighted from

568 British Pain Society 2015:7.

569 Personal communication from the patient, 2009.

570 Much of the text of Ad Glauconem de Methodo Medendi (MMG) is presented, together with parallel
translation, within Dickson’s 1998 edition of Stephanus of Byzantium’s commentary on the work.
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the start. Glaucon has asked Galen to set out ‘some universal method of healing’,%"* but
this, Galen says, is impossible:

OtL p&v ob THY KOV HOVoV Amdviav avopdmov ooy, @ Madkov,
gniotacOot ypn TOV latpov, ALY Kol TV 16lav £€KAoToV, TALOL TE TPOG
Tnmoxpdrovg 6pOGg sipnrar koi Huiv &’ &n’ adTdv, B¢ oicha, TV
Epywv TG TEYVNG TKOVDG £0TOVOAGTAL. OV UTV YPAPEW Ye duvaTdV,
GHomep TV Kowvny, obtog kol TV diov £kdotov .... dtav odv &g uév
10 KOaA®DG 10cBot péya cuvtedelv aivotto & te Kopdg Kol 1) T0cdTNG
v Pondnuatwv, G 8¢ tadta kab’ Ekactov TAV VOGOHVTOV
evpnoelc, undev &’dov epunveveston Adym dHvatat, TO KooV obTmg
avorykalopedo yphoety, kdv T ypeig devtepov 1.

That it is not only the common nature of all human beings that the
physician must know, Glaucon, but also the nature peculiar to each,
was rightly said by Hippocrates long ago and has also been fully
observed by us, as you know, in the actual practice of the art. Yet it is
not possible — as it is with common nature — to make a written account
of the nature peculiar to each person.>’? ... For since both the right
moment and the quantity of the treatments clearly contribute much to
proper healing — and inasmuch as you will find that these are peculiar
to each patient, and yet nothing that is peculiar can be expressed in
words — we are thus compelled to write about what is common, even
though it is secondary in practice.>”

What Galen says here is that there are some things that defy codification; these, we infer,
are where the real art of medicine lies, in the doctor’s ability to find the right moment and
to calibrate the quantity of treatment, a happy combination of skill and instinct that lifts
the medical art beyond the level of the merely banausic and cannot be conveyed in words.
It is all the more difficult, he continues, to treat a patient with whom one is not already
familiar, given the impossibility of properly judging a state of illness without knowing

the patient’s normal healthy state across a range of dimensions: colour, physical

S {apdrov Tvé ... kafolov pébodov, MMG 1, X1.1.9 K. Other major discussions of his therapeutics
include On the Therapeutic Method (MM) and Art of Medicine (Ars Med.); but MMG s relatively concise
and systematic. See van der Eijk 2008a:286 (calling MMG ‘Galen’s own synopsis of therapeutics’), and,
on MMG and Ars med., Hankinson 2008a:22.

572 Stephanus asks at this point: ‘who could discover the quantity or quality of the nature peculiar to each
person?’ (tig yap Gv dHvarto 10 mOoov §| T0 mOoV Tiig €V £kdotw id10tNTog pwpdcbar; Steph.in Gal.1, 20
Dickson, tr. Dickson 1998:21).

573 Steph.in Gal.1-4, 22-28 Dickson = MMG 1.1, XI.1-2 K; tr. Dickson 1998:21,25-29 (slightly adapted).
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disposition (oyfjoig), temperature and pulse. Ignorance of these, Galen says, leads doctors
to rely on universal rules rather than treating the illness on an individual basis:

10 8’6oov &&iotatal, yv@vor SuvaToV HOVE TA KATh OOV AKPPAS

gmoTopéve. ToDT oDV GyvoodVTEC €m’ adT@V, Tva [T TOVIAmaGLY

amopodpev, €nt TO KooV dgtkvovpeda.

How much each departs [from his natural state] can be known only by

someone who grasps the natural state accurately. So when we are

ignorant of this, and so as not to be utterly at a loss, we take refuge in

what is common.>"
The solution, he continues, is to employ logic, in the form of diaeresis (‘division’), a
Platonic technique recommended by the fourth century BC physician Mnesitheus of
Athens, whom he calls ‘second to none in practising medicine by method, to the extent
required’.>”® Diaeresis is a way of distinguishing between various aspects of the
presenting problem by ‘analysis of the subject into species, genera, and differentiae, until
the indivisible particular is finally reached”,>’® and incompetence in this skill is, Galen
claims, the cause of ‘whatever mistakes the majority of physicians make in the care of
the sick’.>"" This logical method is indeed the only way of resolving the challenges of
diagnosis:

00TIG 08 Kal KOTA VoV dmavTo Kol T0 Topd @O €ig TV TotadTV

avayov pédodov, €5 amavtov TOV Katd TNV Oipeoty AveVOED

Aoppaver v Evdelév, pévoc Gv odtog &ig GvOpomiviyy Svvopry
avapdptntog €in mepi TG I0oELg: Kol TOVG TE YIVOOKOUEVOLG GUELVOV

574 Steph.in Gal.4, 28-30 Dickson = MMG 1.1, X1.3,2-5 K; tr. Dickson 1998:29-31.

575 gic doov ypn peBOd® TNV latpiky TéYVNV Gokelv, ovdevog Emryvévar devtepog (X1.3,11-12 K).
Mnesitheus was an accomplished philosopher and polymath as well as a celebrated physician (Stephanus
ad loc., Dickson 1998:34).

576 Dickson 1998:33 n.6, noting that diaeresis was for Galen a constituent part of the logical structure of
medicine and thus formed a ‘fundamental aspect’ of the philosophical basis of the art. For a clear summary
and discussion of Galen’s treatment of diaeresis in MMG, see van der Eijk 2008:286-297. For Galen’s own
explanation of diaeresis see MMG, X1.3,7-17 K.

577 o youp kai T0 kot Tog GAkag aipéoeig opdipata koi oo viv &l TdV Vosouvimy oi ToAoi TdV iaTpdv
APOPTAVOLGL, TPOTNY Kol peyiomyv aitiov £xel 10 poxnpov tig dtupéoewc (MMG 1.1, X1.4,7-10 K). See
also Galen’s Against Lycus (where Mnesitheus is mentioned alongside Aristotle, Theophrastus and
Chrysippus) for Mnesitheus’s adherence to Plato’s view that ‘it is in the recognition of the differentiae of
each existing thing that the branches of expertise consist’ (&v yap tot 1f] yvdogl 1OV dl0popdv EKAGTOL
@V dvtov ai téyvar ouviotavtotl. Gal.Adv.Lyc. XVIIIA.209,7-8 K, tr. Long and Sedley 1987(1):191).
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&v 8A oV 1PTo kel Todg dyvoovupévoug eic dov oldv T Koi TOVTOVG
EYYUTAT® TAV YIVOGKOUEVDV.

If someone uses this method on everything that is normal and
everything that is abnormal, and derives flawless indications from all
that results from this division, he alone would be free from errors in
healing as far as is humanly possible, he would heal patients whom he
knows better than others [would], and he would, so far as possible, heal
patients he did not now in very much the same way as those he did
know.>7®

In his enthusiasm for logical method, Galen allocates questioning the patient a much
lower priority than Rufus does. He puts examination first, and presents questioning as
something that can be used to confirm the diagnosis thus reached:

gloeldovTag obv ypn mepl TOV Gobevodvio mpdTOV HEV GmO TRV
peyiotov oxkomeicBot td kat’ avtdv: Enerta 6¢ Kol Amd TOV AAA@V
Und&v Mg ooV undE tdv Ehayictov mapolimovtag. ... kKimedav Hdonep
YOpOG ovue®Vog Gmavta @B&yyntar, Ooppelv te Mo ypn Koi, &l
BovAoto, Tpocavepéahat, U TL TPONYNCATO POVEPOV OITIOV.

When we visit a patient, we must first examine the signs that are most
predominant in him, and then also the other ones, so that we do not
miss even the least of them as far as is possible. ... [Galen explains that
the lesser signs (facial appearance, position, breathing, evacuation) can
help to confirm a diagnosis made from the more important ones (pulse
and urine)] ... Then, when all chime together like a harmonious chorus,
you must take heart and, if you like, question the patient in addition as
to whether there was not some clear antecedent cause.>"

Questioning the patient is not the first priority, as it is for Rufus, but the last, as it was for
the Hippocratic author of Prognostic (see above). Signs are not de facto inadequate, as
they are for Rufus, but represent the best chance of finding the right answer. Questioning
is a supplementary activity (rpocavepéc0ar),> and it is optional rather than essential (i

BovAoto). And it is also, by implication, indicative of a want of skill:

578 Steph.in Gal.6, 38 Dickson = MMG 1.1, X1.4,14-5,2; tr. Dickson 39 (adapted). For a very clear account
of Galen’s therapeutic principles, see van der Eijk 2008a, especially 288-297..

579 Steph.in Gal.8, 48-50 Dickson = MMG X1.8,3-6 and 9,7-10 K; tr. Dickson 49-51 (adapted).

580 We may wonder if this word implies asking the same person supplementary questions, or asking
questions as a supplementary activity. Plato uses it in the former way (Men.74c), Rufus (QM 3) and
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MUETS 88, ¢ 0ic0a, Telpdueda Aéyetv adToig TO TPONYNGAUEVOV 0iTIOV,
oV wepueivavteg Epéabat TOV Kapvovta, Kol E0TL HEYIGTOV oNUETOV €iG
10 undev oediiecOat O TorawTV TIVe TEmopicOo dvvapty.58t

But we, as you know, attempt to tell them the antecedent cause without
waiting to ask the patient, and the acquisition of such an ability is the
best indication that one is not wrong in any way.

When later in the work Galen advises questioning the patient about headache, it is in
order to clarify and understand the symptoms — in other words, ensuring a strong grasp

of the onpeia — rather than as part of an exploration of the wider circumstances. 582

Clearly what Galen is struggling with in his clinical practice is a major challenge for any
physician, as it was for the author of Places in Man, and as it remains to this day;% a
given symptom may, as Rufus noted in QM, may be cause for great concern in one patient
and not at all dangerous in another, and doctors have to make fine judgements in uncertain
territory with potentially enormous consequences.® All too often, Galen notes in On the
Affected Parts, diagnosis depends on ‘skill-based conjecture, which lies in the middle
between exact knowledge and complete ignorance’.5® For Rufus, the insights gained

from questioning the patient are essential to this difficult process; indeed the three things

Josephus in the latter way (the senators answer a question of Agrippa’s and then ask him one themselves,
J.AJ 19.4.1, 240 Whiston). Galen uses it here and at X1.188.

581 Steph.in Gal.9, 58 Dickson = MMG 1.2, X1.10,13-16 K. Stephanus comments: S&i tov iotpov <téL udv
TPOYOLUEVO, KOL TO GUVEKTIKO> €100TO TPOOyopevEY, T0 08 TPOKOTOUPKTIKA TOPH TAV KOUVOVTOV
movOdvecBor (‘The physician must recognize and predict <the antecedent and sustaining causes,> but
discover the immediate causes by interrogating his patients’. Tr. Dickson 59). On the different types of
cause, see above, pp.150-152.

582 Steph.in Gal.218, 258 Dickson = MMG 1.16, X1.61,9-62,12 K.

%83 As historian and blogger Nathaniel Comfort puts it, ‘““Personalized medicine” is both one of the hottest
topics in biomedicine today and one of the oldest concepts in the healing arts’.
http://genotopia.scienceblog.com/29/putting-the-person-in-personalized-medicine/ (accessed 8" January
2016).

584 QM 15.

585 Teyvidc 6ToXUoNOC, OC &V T HETalD THOG doTv dipiPodc Te Yvdcemg Kod mavtelode dyvoiag (Loc.Aff.
1.1, VIII.14.10-12, tr. van der Eijk, 2008a:302,n.19); Siegel translates texvikog otoyocuog ‘logical
inference’ (1976:21). Cf. Ars Med.19, 1.353 K. See also Hankinson 2009:236 n.98: for Galen, it is not
medical theory that is stochastic, but its application. Stephanus comments that the ability to determine the
right quantity of treatment sorts out good physcians from their slower witted peers, a remark, says Dickson,
that constitutes a recognition that medicine, with its irreducible element of the inexact, must always be ‘a
scientific art’ (his italics) (Stephanus ad loc., Dickson 1998:31 with n.4).
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that are most opportune for the doctor to know — the patient’s constitution, his habits, and
the chronology of the illness — are unknowable without questioning the patient: yp6vov
0¢ T vOoou Kai €010V TOV TPOG EkacTa Kol UGV TV £kdoTtov £&aipetov, TadTo O
pot Sokel yvdval Tic pn épmtioag Kol eivar movtdg SAAOL KoupOTEPOV TH TEXVN

€16évan.>86

Rufus’s linking of nature and habits as crucial dimensions of individuality deserves
further comment. Habits are a common enough topic in ancient therapeutics,” where we
are used to finding them discussed in physical terms, reflecting the general belief that a
person’s health could be affected by elements of his or her lifestyle such as diet, exercise,
bathing, sleep and sex, and the conviction that a change of habits could upset the body’s
equilibrium.58 Mental habits are rarely mentioned; Galen notes this disapprovingly, yet
even his own reference to mental and intellectual habits in On Habits is simply by way
of analogy, to illustrate the power of habit:

napectt YoV adTdv <dkovewv> oonuépat Aeyovtov €ibicatl [enoi]

T®oe 1@ Ppopatt Koi TPde T mOUATL Koi 610 Todto Ui dvvacHot

KOTOMTELY 0T Kol yop Kol PAGrTesOan katd T0¢ HETABOAAC. Opoimg
0¢ Kol mepl TV EmmdevpdTov AEyovsty, olov dhovciog Aovtpdv,

586 QM 23.

587 Jouanna 1999:329-30 and 2012:148-9.

588 See for example Hp.Epid.1.23(10) = 11.668-70 L (above, p.196); Aer.1, 11.12 =18-21 L (local habits in
food, drink and exercise); VM 10-11 = 1.590-594 L (change of lunching habit harmful for some); Acut.28-
37(10 L) = 11.280-302 L (perils of change of diet, both food and drink); Aph.2.38 = 1V.480 L (palatability
of food and drink preferable to quality); Progn.3 = 11.118-120 L (non-habitual bruxism a dangerous sign).
Galen explains in On Sects for Beginners that rationalist medicine requires the doctor ‘to be knowledgeable
about airs, waters, places, occupations (¢mtndevpdrwv), foods, drinks and habits (¢6@v), so that he may
figure out the causes of all diseases and be able to compare and to calculate the forces of the remedies, i.e.
that something which has such and such a force, if applied to this kind of cause, naturally produces that
kind of effect’ (xai dépwv [evogig] kol VGtV Kol Ywpioy Kol EmMTNOELUATOV Kol E3ECUATOV Kl TOUATOV
Koi 80V émoTthuova, eacty, elvar el TOV iaTpdv, dnwg TV Te voonudtov andviov Tag aitiag écvpiokn
Kol TV lapdtov Tag Suvapels kol TapaBaiie oldg T 7 koi AoyilesOar, dtL Td To1de TG aitiog £idel O
To1avde duvapy Exov Tpocoydev [pappakov] Toidv Tt £pyatecbon mépuke. Gal.Sect.Int.3, 1.69 K, tr. Frede
1985:5-6. Erasistratus on doctors’ need to pay attention to habits: Gal.Cons.1, CMG Suppl.I11.12,6-7 = SM
11.16,5-7 (cf. Brock 1929:185); cf. Pl.Lg.7, 797e-798a, on the dangers of changing habits in medicine as in
politics; see also Jouanna 2012:185 and 187, with further references including Soranus and Stephanus.
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inmociog Kuvnyesiov, OpOUOL TAANG, AYPLTVIOY <VTVOV>, NAMOCE®MG
yoéewg, ppoviidov 8co T dAlo totadTa. >80

One may daily hear these people saying that they have ‘become used
to’ such and such food or drink, and that therefore they cannot give it
up, since changes undoubtedly do them harm. And similarly also they
speak about their activities, such as bathing, or abstention from bathing,
horseback exercise, hunting, racing, wrestling, sleep or deprivation of
sleep, exposure to sun and to cold, intellectual activities, and
everything of the kind.

Rufus’s view of the hermeneutic significance of habit is comparatively broad.>° For him,
habits constitute an indefinite range (fvtivaodv, §20) of individual behavioural
characteristics:

Kol yap otiov 10 ovvnleg dlvmdtepov mpocsaipovtal Tod dAAmG Gv
S6Eavtoc eivar Peltictov, koi &v @ 31 TPOT® HEUEAETAKOGY ADTO
AouPavery kai mAf0oc kai okevaoiav. (19) kol ta cvvhn mavta
apeivo kol @ vosodvtt kai 1@ vylaivovtt. (20) kol mpoyvwaebein 8’ dv
1] dkpiPéotepov €k TV EoudV mepi te Kpiow [kal KAiow] T0D
avBpamov Kai S1dAegv kol pabopiov kol MvIvaodyv GAANY Evépyelov:
Ta yop Lywiv<ovtr> dvia 61’ £€0ovg ovdEv €v Taic vOoolg Emionuov
onot. (21) Kav tovtolg ovk €otv, 6 L map’ <€>owtod dvvort’ Gv
HaBgv 0 ioTpog, €l ur TLVOAVOLTO T TOD VOGODVTOG 1) £TEPOV TIVOG TV
napdviov. dote Eymye Boopdalo Kailudyov tod iatpod ... (QM 18-
22))

People consume familiar foods, served in the familiar quantity and
style, less unhappily than those which might otherwise seem to be best,
[19] and familiar things are always better, whether a person is sick or
well. [20] We can also give a more accurate prognosis by knowing the
patient’s habits with respect to power of judgement, conversational
style, inactivity and any other function whatsoever. For what is habitual
in a healthy person indicates nothing noteworthy when he is unwell.
[21] In these matters too the physician will be able to understand
nothing by himself if he does not enquire of either the patient or some
other person present. | am amazed, therefore, that the physician
Callimachus ... .5

589 Gal.Cons.1, CMG Suppl.111.14,17-22. Galen declares here that ‘the consideration of habits furnishes a
very great contribution towards the discovery of cures’ (811 pé&v odv peyiot poipo mpdg Ty T@V iapdtov
gbpeov 1 4o t@Vv 0V oty dvapyde eaivetal. Cons.1, CMG Suppl. 111.2,11-12, tr. Brock 1929:182).
His observation that his predecessors should have paid more attention to intellectual habits comes at the
end of an excursus on how such factors affect physical health: Hipp.Epid.6, CMG V.10.2.2.484-487.

5% Indeed, his perspective on habits appears to have been generally innovative. Gartner (ad loc. 1962:60)
comments that his transference of é6iopog from dietetics to therapy in QM 15 — which is echoed by Galen
at Cons.30, CMG Suppl. 111.32,22-24 — “scheint in dieser Form auf Rufus zurlickzugehen, mag aber auch
nicht ganz unbeeinflusst von empirischer Lehre sein, deren Anschauungen Rufus sicher gekannt hat.’

591 On Callimachus, see above, pp.146-153.
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He recognises, in other words, that other types of habit than the purely physical are
relevant to understanding illness, and, although he gives only three examples, he indicates
that the field is potentially very wide (‘any other function (évépysiav) whatsoever’). It
would be helpful to know exactly what Rufus meant by évépyeiav, but he does not
explain; he uses the word a little later in QM to mean the ‘function’ of chewing and
swallowing, and there are two similar uses in his On the Anatomy of the Parts of the
Body.5%? What he does make clear is the following: habit’ is very close to ‘constitution’
(8815-16), but the two are distinct, though of equal significance (818); in alimentary
terms, ‘constitution’ means involuntary physical reactions (8816 and 18) while ‘habit’ is
to do with custom and practice (818); ‘habits’ extend beyond the dietary to include an
indefinite field of individual behavioural characteristics, exemplified by but not limited
to the patient’s critical faculties (kpioig), conversational style (51GAe&ig), and customs of
inactivity (pafopic) (820); ‘habits’ constitute one of the three most important things that
the doctor needs to know, and cannot be discovered without questioning the patient (§23);
the purpose of questioning the patient is to enable doctors ‘to distinguish more precisely
any of the factors surrounding the illness, and provide better treatment’ (81), and
‘complete and accurate knowledge’ depends on questioning (§73). Therefore the patient’s
habits of ‘judgement’, ‘conversational style’ and inactivity are among ‘the factors to do
with the illness’ which it is essential that the doctor understand, and which can be

discovered only by questioning the patient.

Galen’s determination to find a way of reconciling universal principles with individual

need was entirely laudable, and his sense that the discipline of logic had a part to play in

592 QM 39 and Anat.19 and 70.
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this process was sound.>®® Unfortunately it assumed a disproportionate importance in his
outlook. Reading his work today, in a world of advanced biomedical knowledge and
consumer-oriented healthcare, one cannot but be struck by how much faith Galen places
in logic and science (identifying, analysing, categorising and classifying relevant
information in the right ways), how cursory his reference to learning from the patient is,
and how counter-intuitive that relative weighting appears, especially when we recall his
opening statement of adherence to the Hippocratic idea that the individual nature is as
important to know as the universal one. Galen was not, as Callimachus apparently was,
opposed to questioning the patient; in On the Affected Parts he advises, when dealing
with a case of urine retention, asking about all the previous symptoms as well as
observing the present ones; he describes himself as having asked about the background
to patients’ complaints and so forth.5% But clearly it is secondary to logical method — and
also, as we saw above, useful only if the patient is not foolish.5% This is symptomatic of
what Ballester calls the ‘pernicious withdrawal from reality’ that Galen initiated through
his ‘tendency to typify’ — itself born of the circumstances in which he found himself, ‘a
doctor obliged by circumstance to be a clinician, but who, if he wished to maintain his
status as scientist, had to construct and elaborate a body of knowledge whose only
guarantee lay in the correct application of certain logical rules which reduced complex

reality to a rigorous scientific tree of genera and species’. Thus the patient’s role was

593 Hankinson comments that Galen ‘believes, passionately,that it is only by correctly applying the
appropriate logical methods that the practical scientist can arrive at the proper explanatory understanding
of'things’ (2009:206-8). As he put it himself: gig trv t@v [uppwveiov drnopiov Everentdre av Kol adToG,
€1 un ko Ta KoTd yeopetpioy apfuntikny te kol Aoytotiknv kateiyov (‘I should have myself fallen ... into
the deadlock of the Pyrrhonists, had I not clung to the methods of geometry, arithmetic, and logic’,
Gal.Lib.Prop.X1X.40K, tr. Brock 1929:179). On Galen’s preference for proceeding deductively from the
universal to the particular, see Lloyd 2009:130, referencing in particular Hipp.Epid.3.17, CMG
V.10.1.126,11-127,17 = XVIIA.251-3 K.

5% Loc.Aff.1.1, VIIL.8 K; cf. id.3.14, VI11.213 K (Pausanias’s damaged hand); MMG 1.16, X1.61,9-62,12
K (see above, p.205).

5% |oc.Aff.5.5, VII11.335,9-10 K. See above, p.160.
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‘reduced to that of “example” of a knowledge unfettered by reality’.5% Syncretic as his
approach to the great epistemological questions was, and insistent though he was that the
logic used by practising physicians must be firmly rooted in empirical clinical knowledge,
Galen’s enthusiasm for rational science altered the terms of the relationship between
patient and doctor.>®” This is what we see happening in Therapeutics to Glaucon, where
it is the patient’s body, not his intellect, that speaks to the doctor: in van der Eijk’s words,
‘the body of the patient ... indicates what is wrong with it and how it should be treated”.5%
We recall David Armstrong’s research into changing constructions of the patient during
the twentieth century.5®® Ancient doctors’ discussions of questioning illuminate the
structures of perception within which they see the patient and, crucially, within which the
patient presents him- or herself. If Armstrong’s argument is accepted, it follows that
Rufus’s patients will have presented themselves to their doctor as people with
information to provide about ‘anything connected with the illness’, information that is
crucial to understanding the illness and getting the treatment right. The Prognostic
doctor’s patients are people whose bodies provide signs and are to be questioned if the
signs are right. Galen’s patients are people whose knowledge operates at a lower level
than that of the doctor, and are likely to be foolish and disobedient. This narrowing of the
concept of questioning that we see in Galen’s work compared to Rufus’s suggests an
epistemic field in which the doctor knows more and asks less than in Rufus’s construct,
where the doctor can never know enough and the patient has got a crucial contribution to

make. Writing with second century practice particularly in mind, Alexia Petsalis-

5% Ballester 1979:23.

597 In different but in some ways comparable circumstances, those of the 19" century, the move towards an
emphasis on science ‘changed the physician’s professional identity, which became linked with scientific
knowledge instead of long experience with patients’ (Borst 2015:61).

5% Van der Eijk 2008a:292.

59 See above, pp.78-81.
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Diomidis has said that the diagnostic gaze ‘resembled ... dissection in its dynamics of
power: fundamentally the doctor visually penetrated the body of the patient who
remained passive through the process, just as he cut into the body of a dead animal. In
diagnostic narratives the patient never returns the penetrative gaze.’%% But this is not true
for Rufus; as conceived in QM, the patient is not merely the inhabitant of the body or the
vehicle of the symptoms but an active partner in uncovering the meaning of his

indispositions.

What we have seen above is that Rufus conceived of an indefinite range of personal
factors which are crucial to understanding a patient’s indisposition and thus to designing
appropriate treatment, but which he did not have the conceptual vocabulary to explain
concisely. He therefore had to convey the concept by illustration, using the overall
category of ‘habits’, already a familiar idea in medicine. The three examples of habits
that he chose to use — kpioig, di1dAe&ic and pabvuia — all belong to the psychological
sphere; as Gaértner puts it, they are ‘orientated to the patient’s mental-emotional
perspective’.®9!  Together they form an illustrative set of highly individuating
characteristics, drawn from three distinct spheres within which individuals function:6%
how a person exercises his critical faculties, how he presents himself in conversation, and
how he rests. These spheres have no obvious direct general relevance to illness as
commonly conceived in antiquity — as a fundamentally somatic phenomenon®® — and this

prompts the question why Rufus should have included them among the three things that

600 petsalis-Diomidis 2010:74.

601 ‘Der Geschichtspunkt der #m wird hier auf den geistig-seelischen Bereich des Patienten bezogen’.
1972:63.

602 The Hippocratic author of Epidemics 1.23 may have something similar in mind when he refers to speech,
mannerisms, silences and thoughts (see above, section 4.3), but he puts no comparable emphasis on
questioning the patient himself in order to understand these characteristics.

603 See for example Ballester 1979:25.
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it is ‘more critical to medical judgement than anything else’ to know.5%* Perhaps the
answer lies in the fact that they do have a profound relevance to what we might call ‘what
it is like to be’ that person. If that is what he is attempting to articulate, it would be very
much of a piece with his person-centred concept of questioning, his preference for
questioning the patient rather than any intermediary, and his linking of these ideas to

individuality.

5.6. Conclusion

In his book The Silent World of Doctor and Patient, Jay Katz tells the story of a medical
intern who, asked by a senior consultant how much he knew about patients as ‘human
beings’, rapidly became exasperated and replied, ‘I cannot answer your questions. You’re
interested in patients, I’m interested in the disease in the body in the bed’.%% Rufus’s
emphasis on individuality, the value he attaches to learning from the patient, and the kind
of things he wants to know about the patient, all suggest that he would answer the
consultant’s question in a very different way. But the contrast between his discussion of
questioning and how it is presented by other ancient medical authors, and the insistence
with which he seems to feel it necessary to press his point, suggest that he might also
have recognised the intern’s mode of thinking among some of his contemporaries — and
would certainly have encountered it had he lived to know Galen, who, as Ballester has
said, ‘was more concerned to talk about disease than patients, or rather, preferred to talk
of diseases in patients’.5% Rufus’s method permits a different, more nuanced order of
investigation from the other questioning styles we find in ancient authors. Galen, despite

emphasising the individuality of each patient’s constitution, the tension between the

604 QM 23.
605 Katz 2002:xlvi.
606 Ballester 1979:23.
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individual and the universal, and the reciprocal impact of body and soul, bypasses
opportunities to link such themes to the questioning of patients, and when he discusses
the value of questioning he presents it as a process that serves the doctor’s image more
than his knowledge. From the Hippocratic texts there emerges often a sense of
uncertainty, not to say perplexity, as authors wrestle to draw valid inferences from a
bewildering plethora of possible signs.%” Neither corpus yields discussion of how doctors
might probe the patient’s subjective perspective through the kind of unstructured
discussion advocated by Rufus. Against that background, Rufus’s decision to compose a
treatise about the power of questioning, the exhortatory tone in which he did so, and the
phenomenological possibilities inherent in what he urges the doctor to explore, indicate
that he thought carefully and insightfully about how the patient’s perspective could help

build medical knowledge.

607 See Lloyd 2009, especially 126-9.
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Conclusion to Part 111

Before QM became what it is for us now, a static one-dimensional object derived from a
medieval manuscript harvested by a 19™ century monastic library raider, it was the living
expression of something its author believed it necessary to say. In the three chapters that
make up Part 111, | have explored the meaning of the work by examining both its content
and the possible circumstances of its composition, allowing text and context to illuminate
one another. We have seen that Quaestiones Medicinales was addressed to doctors in oral
form, that it sets itself up in opposition to physicians — both contemporary and past —who
fail to appreciate the importance or even the true nature of questioning the patient, and
that in the process it displays considerable psychological insight which can profitably be
compared with Rufus’s theoretical and clinical work on melancholy. Discussing the
subjective character of experience, Thomas Nagel has remarked that it is ‘a mystery how
the true character of experiences could be revealed in the physical operation of [the
experiencing] organism ... [which] is a domain of objective facts par excellence’.6%®
IlIness is one of the experiences to which this epistemic limitation must surely apply. For
Rufus, helping a patient requires the doctor to probe various aspects of the patient’s
experience. He does not use the language of subjectivity and objectivity, lived body and
biological body, hermeneutics and phenomenology; perhaps he really was more inclined
to praxis than to philosophy, and in any event such modes of expression were not
available to him; but it is, of course, possible to entertain a perception while lacking the
conceptual vocabulary to articulate it neatly. Certainly Fredrik Svenaeus’s claim that ‘the
essence of medical practice’ is the meeting between doctor and patient, a meeting whose

‘hermeneutics ... first and foremost takes place through ... the dialogue that is spoken’®%®

608 Nagel 1974:442.
609 Syenaeus 2000:146-8.
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seems to accord very closely with Rufus’s core belief. It seems that Rufus’s apparently
practical treatise holds a greater philosophical significance than anyone — from Galen to

modern scholars — has hitherto considered it capable of yielding.
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Part IV: Authority and Silence

Chapter 6 — Doctors’ Orders

In the previous chapter we saw that Rufus makes his points — that it is imperative to
question the patient and that doctors cannot know enough on their own — so insistently as
to indicate the existence of rival views: other doctors, he implies, attach insufficient
importance to learning from the patient, perhaps not bothering to ask enough questions,
perhaps asking the wrong sort of questions, perhaps not appreciating the need to converse
with the patient him- or herself rather than with an intermediary. We also noted Rufus’s
preference for an open-ended, discursive method of the type that is capable of generating
subjective information, as opposed to the prescriptive, check-list type Hippocratic model
that simply extends the range of signs available to the doctor and thus further objectifies
the patient’s body. We looked at these features of QM in light of the enduring debate over
the medical validity of the patient’s knowledge. In this chapter — which necessarily, given
the state of the evidence, relies heavily on Galen for an understanding of the second
century environment — | aim to add texture to the discussion so far by situating QM in the
wider context of what we know or can surmise about the doctor-patient relationship in
antiquity, focusing especially on the tension between medical authority and patient
autonomy as played out in doctors’ attempts to secure their patients’ compliance. Non-
compliance is an enduring issue in medical practice, and superficially it is a puzzling one,
for both parties want the same thing. Doctors want to help patients get better; patients
want to get better and in many cases have actively sought the doctor’s assistance in doing
so. Yet doctors commonly complain that patients do not follow instructions, while

patients grumble that doctors do not give them useful advice. Why should this be? One
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answer, as we shall see, is the fundamental asymmetry that often characterises the

relationship, whereby one party is conceived as the knower and the other as the known.

‘All medical treatment’, Ludwig Edelstein says, ‘involves the issue of the physician’s
authority’.529 The idea of medical authority was discussed in Chapter 2.3, where | used
Hannah Arendt’s idea of authority as a manifestation of mutually accepted hierarchy to
argue that there are two circumstances in which the notion of medical authority is
meaningful: one, when a patient acts in accordance with advice or instructions given by
a doctor, thus acknowledging a hierarchical relation rooted in the doctor’s superior
medical knowledge and/or professional status; and two, in co-existence with the patient’s
authority, when each party recognises the superiority of the other’s knowledge in
particular domains, so that treatment decisions proceed from a condition of shared
authority. Other means by which doctors may secure patients’ compliance are, | argued,
instances of either coercion or, to varying degrees, manipulation. In the first section of
this chapter | look at how this theoretical proposition is borne out by what ancient authors
— medical and non-medical — say about the obligation to obey and by ancient doctors’
often fruitless demands for obedience as they attempt to assert their authority over their
patients. In the second, | identify some aspects of the professional environment that seem
particularly likely to have encouraged doctors to feel defensive and perhaps even insecure
about their authority, and to attempt to assert that authority through demands for
obedience. Finally, I consider the issue of non-compliance diachronically, setting the
ancient evidence alongside key findings from a major World Health Organization report

which identified the demand for obedience as futile and argued that one of the main

610 Edelstein 1987:386. See above, p.92.
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drivers of compliance is shared decision-making that supports treatments in which

patients perceive real value to themselves.

6.1. Disobedient patients

T00G &’ év Tfjol TOV amobvnokoviav ELUEOPTIcL TV TEXVNV
apaviCovtoag Bavpdlm, dte Erapeduevol d&loypém Ady® TV
HEV T®V dmobvnokdvimv dkpnoiny ovk aitinv kadiotdot, Ty 68
TOV TV INTPIKNV peretnodviov Edveoty aitinve ¢ toiol PEV
inTpoictv &veatt T U d€ovta EMTAENL, TOIGL O VOGEOLGLY OVK
gveott t0 mpootaybévia mapofijvar. Koi unv molv ye
€OAOYDTEPOV TOIGL KAUVOLGLY AOVVATEEV TO TPOGTOCCOUEVQ
VIOLPYEELY, 1| TOIGV INTPOIGL TA LT} OEOVTA EMTACCELY.

Those who use the example of patients who die from their
ilinesses as an argument against the efficacy of medicine make
me wonder what trustworthy reason leads them to absolve a
patient’s weakness of character, and impute instead a lack of
intelligence on the part of his physician. As if doctors can
prescribe the wrong remedies but patients can never disobey
their orders! It is far more likely that the sick are unable to carry
out the instructions than that the doctors prescribe the wrong
remedies.®!

Patients’ failure to carry out physicians’ instructions is a common grievance among
ancient doctors. Complaints about disobedience are scattered through the Hippocratic
Corpus and Galen’s work.512 Patients lie about whether or not they have taken their

medicine,®3 fail to stay in bed so that broken bones can mend,%!* disregard instructions

611 De Arte 7, 11.12 L, tr. Chadwick and Mann 1983:142.

612 See Mattern 2013:178: obedience was ‘always a challenge and potential source of frustration’ for Galen
and his colleagues; and cf. id.138.

613 “Keep a watch also on the faults of the patients, which often make them lie about the taking of things
prescribed’. Hp.Decent.14 = 1X.240 L, tr. Jones, Loeb 11.297.

614 Hp.Fract.9 = 111.450,7-9 L; cf. Art.14 = 1V.120,5-10 L, claiming that patients’ carelessness makes
doctors careless too.
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about regimen,®® ally themselves with the disease instead of the doctor.'® Doctors
complain that they get the blame, while themselves blaming non-compliant patients for
incomplete recovery, for deterioration in their condition, even for their own death8'’ —
provoking reactions such as Pliny’s hyperbolic allegation that ‘only a physician can
commit homicide with complete impunity. ... The victim ... gets the blame for want of
self-control, and the dead are brought to account’.6%® Socrates, in Gorgias, introduces a
moral element, comparing medical treatment with formal justice as something to be borne
in the interests of self-improvement, not shirked out of cowardice:

ovToL, M EPIoTE, TO OVTO Sromenpayuévol eicty Homep dv &l TIC T0ig
LEYIGTOLG VOOT)LLAOTY GUVIGYOUEVOS SLOTPA&otto pn 61d0val dikny Tdv
mepl 10 odUO  ApopTNUATEOV  TOlG ilaTpoig unde iotpedecHar,
eoPoduevog momepavel molc 10 kdeocBor kol TO TEUvVESHO, OTL
aAyEWVOV.

Those who do so [i.e. evade justice afer committing serious crimes] do
pretty much the same thing as a person who has contracted very serious
illnesses, but, by avoiding treatment, manages to avoid paying what’s
due to the doctors for his bodily faults, fearing, as would a child,
cauterisation or surgery because they’re painful.5%°

The language of blame and moral dereliction persists, from the late fifth century De arte

and Democritus’s roughly contemporaneous accusation of lack of self-control,®?° through

815 Acts of disobedience include ‘fail[ure] to eat some of their meal, ... eat[ing] something of a different
kind, or [taking] too much to drink, or omitt[ing] part of their walk, or practis[ing] venery’ (fjv Tt fj T0D
oltiov amoAmmwoty, §| £Tepoiov Tl PAY®olY, 1| TOTd TAEOVL XpHo@VTaL, T TOD TEPITATOL ATOAMTOOWY, T
appodisiov Tt tpHéwot. Hp.Prorrh. 11.1 = 1X.6,16-18 L, tr. Potter, Loeb V111.220).

616 < And since there are three, the doctor, the illness and the patient, if the patient allows the doctor to fight
the disease on his own, or even goes over to the disease and fights against the doctor, it will happen that
the doctor is defeated by the illness’: Gal.Hipp.Epid.VI 4.10, CMG V.10.2.2.204,21-24 = XVII B.147 K.
817 Incomplete recovery Hp.Fract.9 = 111.450,9-10 L. Deterioration: Gal.MM 14.16, X.1007-8 K; MM
13.15, X.909-16 K. Death: Hp.Decent.14 = 1X.240.14-15 L, cf. Hp.de Arte 7 = VI.12.9-11 L;
Gal.Hipp.Epid. VI 2.45, CMG V.10.2.2.116,2-11 = XVI1.1.996-97 K .

818 Medico ... tantum hominem occidisse inpunitas summa est. quin immo transit convicium et
intemperantia culpatur ultroque qui periere arguuntur. Plin.HN 29.viii.18, tr. Jones, Loeb VI11.195. See
below, pp.237-238.

619 Grg.479a-b, tr. Zeyl, Cooper 1997:824.

620 yyreinv evyfitol mapd Bedv aitéovran EvOpmmot, TV 88 TavTng Svvopuy dv Eavtoig Exovieg ovk icacty:
axpacint 8¢ Tavavtio mpHocovteg avtol Tpoddtar Tig Vyieing tiow émbvpinow yivovtat. ( ‘Men ask for
health from the gods in their prayers; they do not realize that the power to achieve it lies in themselves;
lacking self-control, they act contrary to it and themselves betray health to their desires’. DK68b234, tr.
Barnes 2001:239).
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Decorum, whose author complains that ‘what [lying patients] have done never results in
a confession but the blame is thrown on the physician’,5?! to Galen’s insistence that
‘mostly when dangerous illnesses bring down patients it is because they disobey the

doctors’.622

Though there were no formal reasons for doctors to fear getting the blame — medical
malpractice was not a criminal offence in the ancient world®23 — the healthcare market
was competitive, as we shall see, and the status of medicine was not high; reputation was
a fragile thing, as the author of Prorrhetic 11 made clear:

EMTUYOV HEV GV TG TOD mpoppnuatog Bavpacdein Vo Tod Euvedvtog
aAyEovTtog, ApapTdv O’ &v Tig TPOS T® poeichot téy’ dv Kai pepnvévol

d0&eley. ... Kaitol ye AKOL® Kol Opd oVTE Kpivoviag OpOMdS ToVg
avOpdmTOLG TA AEYOUEVO TE Kol TOLELHMEVO &V T TEYVN OVT’
Aoy yEALOVTOG.

When you are successful in making a prediction you will be admired
by the patient you are attending, but when you go wrong you will not
only be subject to hatred but perhaps even be thought mad. ...And
indeed | know both by what | hear and by what | see, that people neither
judge correctly what is said and done in medicine, nor report it
accurately.5?

No doubt doctors genuinely did want patients to follow their instructions to the letter, but
equally, given the likelihood of their being, as the De arte author noted, incapable of

doing so, blaming them when things turned out badly was perhaps a convenient let-out

821 1 TGV PEV 00 TPOG OpOAOYINY TpémeTar TO Tom0ey, 16 88 inTpd TV aitinv mpoofjyov. Hp.Decent.14
= 1X.240 L (tr. Jones, Loeb 11.297), dated any time between the fourth century and the Roman period.

622 18 yoip mhsioTa TV EMGQUADY VOST|UATOVY GvaTpémet TodC Kapvovtog dmetdodvrag Toic iatpoic: Hipp.
Epid.VI 2.45, CMG V.10.2.2.116,7-11 = XVI1IA.996 K. See above, p.181.

623 Jouanna 1999:140. According to Nutton, ‘Roman law provided for the punishment of certain
transgressions, such as poisoning or the administration of love potions, but did not otherwise intervene in
the doctor-patient relationship’ (‘Medical ethics’, Section C, in Brill’s New Pauly Vol.8:554). Doctors in
Athens ‘could not normally be held responsible’ for a patient’s death (Gagarin 1997:160) ; see Antiphon
4.3.5 (= Tetralogy 3), with Gagarin ad loc. (1997:169), and cf. PI.Lg.9,865b (iatpdv 8¢ mépt avtav, dv &
Oepamevdpevog VT AVTAV AKOVIOV TEAEVTH, KaBapog E0Tm KaTd vOUOV).

624 Hp.Prorrh.2.2 = 1X.10.10-15 L, tr. Potter, Loeb VII1.223. Jouanna observes: ‘physicians paid for the
faults of their patients before the court of public opinion’ (1999:139).
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for some. One common arena for the battle of wills was the example used by Socrates:
surgery. And indeed Aelius Aristides’ friends, as we shall see,%° were not slow to accuse
him of cowardice when he insisted on following divine instructions rather than letting
doctors take the knife to him; though we might equally well interpret his behaviour as a
way of taking control of his own healthcare, making his choice comparable morally if not
physically to that of Xenophon’s Athenians, who ‘hand themselves over to doctors for
trimming and cauterising, even though it is painful and uncomfortable, and think fit to
thank and remunerate them for it’.%%® Pliny’s reference to Archagathus’s ‘savage use of
the knife and cautery’ (saevitia secandi urendique) comes to mind; this earned him, Pliny
says, the sobriquet Carnifex and plunged the medical profession into general ‘loathing’
(taedium).®2” Unsurprisingly, rhetoric was a key skill for the doctor; as Gorgias puts it:

TOAAGKIG Yap 10N Eymye petd ToD AdeAPOD Kol LETA TAV SAL®V loTpdV

eloeMdV Topd TIva TOV KapvOovTov ovyi E0EAovTa §j pappoKoV TTETV §y

TEUEWV T KadooL TAPAC)EV TM oTp@d, 0V dSuvapévoL Tob iatpod TEical,

gym &melsa, ovk GAAN TévN 7 T PNTOPIKH.

Many a time | have gone with my brother or with other doctors to call

on some sick person who refuses to take his medicine or allow the

doctor to perform surgery or cauterisation on him. And when the doctor

failed to persuade him | succeeded, by means of no other craft than
oratory.5%8

625 See below, pp.264-266.

626 10i¢ ioTpoic mapéyovct petd movov & kol GAYNSOVeVY Kai drotéuvely Kai dmokdey kai TovTov yéptv
ofovtat 0gtv avToig kol pcbov tivewv. X.Mem.1.2.54.

627 Plin.HN 29.vi,12-13, tr. Jones, Loeb VI111.191. Archagathus was ‘the first physician to come to Rome’
(primum e medicis venisse Romam), in 219 BC.

628 P|.Grg.456b, tr. Zeyl, Cooper 1997:801. The need for persuasion crops up again in Laws, although there
— because the image is being used to serve a different purpose — it is the doctor, not a supernumerary orator,
who persuades the patient: Pl.Lg.4,720b-e: 6 8¢ éAe00epoc (g &l 10 TAeloTOV 10 TV EAEVOEPWOV VoG LOTO,
Oepamevel te Kai émokonel, kol Tadta €eTdlmv am’ dpyig Kal Kot OGLY, T@ KAUVOVTL KOWVOOUEVOG AVT®
1€ Kol Toig QiAOLC, Ba pév avTtdg povOaveL TL Tapd TV vosouvtov, dua 8¢ kai kad’ dcov 0ldg € £oTy,
duddokel TOV dobevodvto avTov, Kol ov mpdtepov Emétatev mplv dv mtn cvuneion, 10te 8¢ petd neldode
NUEPOVUEVOV GEL TAPATKEVAL MV TOV KALVOVTA, €iG TNV Vyigwav dywv, droteAelv mewpdrat. (‘The free doctor
mainly visits and treats the illnesses of the free. He examines these ailments from first principles and
according to nature, communicates with both the patient and his friends, and learns from his patients
himself at the same time as — so far as he is able — instructing the sick; he gives no orders without having
first secured a measure of agreement, and then, using persuasion to keep the patient tame, he attempts to
complete the task of leading him to health.”)
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A doctor might go to considerable lengths to try and enforce his will: according to the
author of Prorrhetic 2, for example, some claimed to be able to spot non-compliance at
a glance, maintaining that ‘none of these things escapes their notice, not even if the person
disobeys in but little’.5?° The Prorrhetic author, working probably in the late fifth
century,5% disdains such methods, relying instead on tf yvéun te xai toicty 6¢Ooipoicty
(‘judgement and observation’) to spot transgressions in his patients; but he is in no doubt
that one should expect ta dw v aneinv ywopeva kaxd (‘evils that arise because of
disobedience’), and he provides detailed advice on how to monitor patients for such
failings.53! Galen’s relentless pursuit of obedience has led Susan Mattern to characterise
his relationship with his patients as ‘a power struggle ... for control over the person, and
by extension the household ... of the patient himself”.5*2 Demanding compliance is one
of the things, he explains in On Recognising the Best Physician, that distinguish a proper
doctor from a charlatan:

We alone call to come to us patients whose complete recovery from

benign illnesses we guarantee on condition that they obey all our

orders. Others who practise this art falsely will be found to be greatly

esteemed among the households of wealthy men. In view of their

inability to ensure anything valid (in therapy), they never request their

patients to obey and follow their lead. Instead, they debase themselves

to the status of the slaves of their patients. They obey and assist their

patients in fulfilling their desires ... . In doing so they become wicked
slaves whose services are useless, and indeed harmful.533

Earlier in the same work he warns sternly, glossing Hippocrates: ‘you must not choose

only to do your duty, thinking that what you have done is sufficient, without seeing that

629 TovT@V MAVTOV 008EV AavBdvet, 008’ &l opikpdy TL €l dmedncac dvOpomoc. Hp.Prorrh.2.1 = 1X.6,18-
19 L, tr. Potter, Loeb VI11.221.

630 Craik 2015:244.

831 Hp.Prorrh.2.3 = 1X.12,11 L and 1X.14,4-5 L, tr. Potter, Loeb V111.225 and 227; detailed advice, id.4 =
1X.14-20 L.

632 Mattern 2008:145-6; for many examples, see id.145-8.

633 Gal.Opt.Med.Cogn.5.16-17, CMG Suppl.Or.1V.77-79, tr. Iskandar; cf. MM 1.1, X.4.10-13 K.
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patients, and likewise their servants, do all you tell them to do, and abstain from all you

forbid them to do’.534

Galen recognised that disobedience reflected badly on the doctor’s relationship with the
patient:

odg yap v NOwg OpdGL, TovTOg HaALOV eiBovTal. Kol KaTd ToVTO
uTP Kol motp EmElcov TEKVOV AVOPEKTOV Kol avtd PidcacOon
npoceveéykachal oitiov, o0devog dAlov melcal dvvnBévtog: obTm Kol
Tékvov €melce mATEP Kol UNTEPQ Kol AOEAPOG AdEAPOV Kol (iAog
@idov. oD¢ &’ Gv anddg OpdGV ol AvOpmmol, KAV TO CLHEEPOVTA
cvupoviedmoty, <tovtoig™> amedodolv. mPOG THV TOWDTNY 0DV
evmeifetov avtog O Tnmokpdng Eleye kol TOG TPOPPNOEIS DPEAETV
NUaG kol SAmg t0 Bovpdalechot Tov latpov VIO TOD KAUVOVTOC. 0VT® Y€
tot kol moap’ Nuiv év Iepyduw todg Bepamevopévovg Ko Tod Beod
neldopévoug  OpAdUEV  OOTA  TEVTEKAIOEKOD TOAAAKIG MUEPOILS
poota&avtt und’ OAm¢ miElv, ol TAOV 1aTpdV UNdEVI TPOGTATTOVTL
neiBovtat.

People are more likely to obey those for whom they have warm
feelings. Thus a mother and father can get a fussy child to eat, where
everyone else has failed; likewise a child can persuade a parent, a
sibling a sibling, a friend a friend. Similarly people disobey those to
whom they are ill disposed, even when the latter are giving them the
right advice. It was in relation to that sort of obedience that Hippocrates
himself said that we doctors are helped by prognosis and by winning
the patient’s total admiration. Thus even in our own town, Pergamum,
we see people being treated by the god who obey his frequent
instruction to drink nothing at all for a fortnight, yet don’t obey the
instructions of any doctor.5%

His psychology in this passage is on the right track: non-compliance, as we shall see, is
indeed — at least in the modern world, where research suggests that the finding is cross-
cultural — correlated with the strength of the personal relationship between patient and
doctor.®% It is all the more noticeable, then, that his instinct is not to ask what it is between
friends or siblings that engenders the ‘warm feelings’ to which he refers, in order to try

and bring some of those qualities to his interaction with patients, but to look instead for

634 Gal.Opt.Med.Cogn.5.11, CMG Suppl.Or.1V.75 (tr. Iskandar), glossing Hp.Aph.1.1 = 1V.458.2-4 L.
635 Gal.Hipp.Epid. VI 4.8, CMG V.10.2.2.198,25-199,7 = XVI1IB.137 K.
636 See below, Chapter 6.3 ‘Understanding non-compliance’.
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admiration of the sort engendered by divine healing. He is explicit about this elsewhere:
‘If the patient did not marvel at the doctor like a god, he would not be willing to obey
him’.53” Galen regretted the popular preference for temple healing over the study of

medicine,®8 but its influence was inextricably woven into his own practice.

The manipulative potential of this general appetite for medical marvels is well illustrated
in On Prognosis, the collection of case studies assembled by Galen to showcase his
clinical skills.5% It should be noted that in ancient medicine the idea of prognosis had a
scope that extended far beyond its modern sense of forecasting the outcome of an illness.
It also, importantly, carried the sense of knowing something before one is told. The
Hippocratic treatise Prognostic explains this very clearly, and shows how it helps the
physician to secure patients’ co-operation while at the same time intensifying the
importance of doing so:

tov  intpdv  Sokel pot dpotov  eivar mpdvolay  EmitmSevely-
TPOYIVOOK®OV YOP KOl TPOAEYWOV TP TOIGL VOGEOLGL TA TE TAPEOVTA
Kol T0 TpoyeyovoTa Kol T péALovTa Eoecbal, OKOGA T€ TAPAAEITOVGLY
ol aoBevéovteg EkOIMYELEVOG, TIGTEDOLTO GV LOAAOV YIVOOKEW T TV
VOGEOVTOV TP YLOTO, DOTE TOAUAY EMTPENEY TOVG AVOPOTOVG GPAC
aOTOLG T® INTPA. TV O¢ Bepameinv dpiota dv mOLEOLTO, TPOEWODS T
godueva €k T®V TOPEOVIOV TOOMUATOV. ... oUT® Yap GV TIg
Bovpalorrd Sikaing, kai inTpdg ayaddC dv €in- kai yap odc oldv Te
nepryivesBat ETt paAlov v dUvVaLto d1PLALGSELY, €K TAElOVOS ¥pOVOL
npoPovievdpevog mpog €koota, kKol Tovg amobavevuévovg te Kol
o®ONGOUEVOLG TTPOYIVOCK®V TE KOl TPOAEYWV AvaiTIOC GV &n.

I hold that it is an excellent thing for a physician to practise forecasting.
For if he discover and declare unaided by the side of his patients the
present, the past and the future, and fill in the gaps in the account given
by the sick, he will be the more believed to understand the cases, so
that men will confidently entrust themselves to him for treatment.
Furthermore, he will carry out the treatment best if he know beforehand
from the present symptoms what will take place later ... For in this way
you will justly win respect and be an able physician. For the longer

837 See above, p.184 n.511.
638 See below, p.230, and, on temple medicine generally, 239-240.
639 Lloyd 2009:130-1. See discussion of three of the cases, above pp.185-187.
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time you plan to meet each emergency the greater your power to save
those who have a chance of recovery, while you will be blameless if
you learn and declare beforehand those who will die and those who will
get better.640

Galen was an enthusiastic advocate and exponent of prognosis, and, despite his readiness
to milk its awe-inspiring capacities, was greatly put out when opponents accused him of
using divinatory techniques.®* He exploited what Lloyd calls the ‘psychological
function’ of prognosis very skilfully;%*? a good example is his ‘really marvellous’
treatment of the Emperor Marcus Aurelius. When he was summoned to the patient’s
bedside the case was already underway:

O¢ 0¢ TPV dvTmV TAV EmBEV TE Kol Tepl TV 0YOOMV dpav E0pakdTOV
aOTOV, AYOEVOV TE TV GOUYLAY, EmoNuaciog apyf TIg slvot Tdcty
£€paiveto, CLOTOY <d’> EIOTAKEWY £YO ... Kol OOTOL PE KEAELGAVTOG
dyacBat, eavévtog pot Tod ceLYUOD TEPL TO KOOV UETPOV Amdong
nlkiog 1€ Kol QUoE®MG AgectnKévol TOD OMAodvVTog  dpynv
gmonuoociag, dmepnvauny eicBoAv pév oddepiov eivol mopetod,
OAiBecBor 8¢ avtod TOV oTOUOYOV VIO THC SIANUUEVNG TPOOTG,
eAeypoTmBeiong HEV TPo THS EKKpicemS, Eppatvovong og, ETavov Tva
TG drayvoemg avth AEEeL THoE TPic Pediic elmav < <anTo £6TLY, ADTO
10010 O eineg EoTv: aicOdvopot yap VO YoypoTépug TS TPOPRC
Bapovvopevog>>, ipeto Ti TOlElV Yp1|. &Yyd &’ dmekpvauny anep Eyvov
Kai A&y pot mpog avTov, MG, £l GAAoC TIc v O Srakeipevog obTwmg,
gdoka av avtd, kaddnep elwba, melv oivov menépeng Emndcag. 8¢’
VUGV 08 TV PacAémV, AoalectdTolg fondnuacty elmbotwv xpiicOot
TOV latpdv, apkel vapdivo popm Oepud dedoavta HoAAOV Epiov,
Betvarl kotd 10D otoépHaTOg THG KOiag. O 0¢ kol GAAwg eimav £00g
gkelve Otov mote pépyMTaL TOV GTOUAYOV, AVEIAUUEVOV TOPPLPED
Epi® TO vapdivov popov Emtifévor Beppov, kelevoag te TleBorlawm
npa&at TodTo Kol MUdg anoidoal, £mBévtog o° avTod Kol TOV TodMV
gkbeppavOivtav Vo TV avatpioviov Bepuais Toic yepoiv, fnoev

640 Hp.Prog.1 = 11.110-112 L, tr. Jones, Loeb 11.7-9; cf. Gal.Opt.Med.Cogn.2.1, CMG Suppl.Or.1V.47-49.
For concise discussions of prognosis see Gourevitch 1998:133; Lloyd 2003:56-7; Jouanna 1999:67 and
101. On the role of prognosis in securing the trust and custom of patients, see for example Israelowich
2012:49-50, 68 and 183. For Hippocratic advice to avoid prognosis so as to avoid causing the patient to
deteriorate, see Decent.16 = 1X.242,5-8 L.

641 Gal.Praen.3.7, 5.5, CMG V.8.1.84 and 94 = XIV.615 and 625 K. For perceptions of the overlap and
distinction between divination and prognostication, see Hp.Acut.8 (3L) = 11.242-244 L, and
Gal.Opt.Med.Cogn.1.9, CMG Suppl.Or.1V.45, with Iskandar’s useful comment ad loc. and further
references (1988:145). Gourevitch points out that Galen was at times assisted by luck, for example when a
drug addict with a tongue stained by his habit tried to put Galen off the scent by making pills of the drug
S0 as to continue ingesting it without causing further staining (1998:133-134, on Gal.Praes. Puls., 1X.218-
219 K).

842 loyd 2003:56-7, identifying two functions for prognosis: the ‘psychological’ and the ‘defensive’.
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otvov Xafivov kol memépemc EmPorov Eme: kol eimmv @ [eiBordw
HETA TO TETV MG laTpov ExmV Eva Kol ToDTOV EAeVBepOV TAVL.

Three doctors had already examined him at dawn and at the eighth
hour, and had taken his pulse; and everyone believed the first signs of
illness to be apparent. | stood by in silence ... He ordered me to take
his pulse as well. Compared with the general norm for all ages and
constitutions, it appeared to me to be some way from indicating the first
signs of illness, and | proudly declared that there was no attack of fever,
but that his stomach was overloaded with the food he had taken, which
had turned to phlegm before being secreted but was now providing an
indication.®* He praised my diagnosis in these words, three times:
‘That’s just it! What you said is exactly how it is. My feeling is that of
being weighed down by rather cold food.” Then he asked me what he
ought to do. I told him what I knew and said that, had it been anybody
else in that condition, I should have prescribed my usual dose of wine
with pepper on top; but in the case of kings like him, when doctors
should employ the safest remedies, it was enough to place over the
mouth of the stomach a pad of wool impregnated with warm nard
ointment. He replied that in any case, when he had a stomach
complaint, he used to apply warm nard ointment smeared on scarlet
wool, and he ordered Peitholaus to do that and then dismiss me. After
the ointment had been applied and his feet warmed by the warm hands
of the masseurs, he called for Sabine wine, sprinkled pepper on it, and
drank it. After he had drunk it, he remarked to Peitholaus: ‘We have
one doctor, and he is a very enlightened gentleman’. 644

The thing that stands out here is not the Emperor’s delight — overjoyed patients are a
common feature of Galen’s narratives — but the fact that what inspires his confidence is
Galen’s ability to read his body with a mere touch.*® The story well illustrates Galen’s
deployment of prognosis to impress not just the patient but the reader as well, for, though
he carefully presents himself as a doctor who knows rather than one who has to ask, we
find, if we look more closely, that he has been extremely clever. He begins by lowering

the patient’s expectations — a classic technique if one hopes to make an impression. He

843 Tic ellnupévne tpoeiic, pAeypotmdeiong uiv mpo ékkpiceme, dupatvovong d¢. LSJ offers only transitive
meanings for éueaive, pace Nutton, who translates it ‘this was now quite clear’. Galen explains the effects
of food consumption on the pulse in On Pulses to Beginners (Puls.9 and 12, VI111.469 and 490 K).

644 Gal.Praen.11, CMG V.8.1.126-8 = XIV.657-60 K, tr. Nutton 1979:127-29. ‘Really marvellous’:
Bavpaotn 6’oviwg, CMG V.8.1.126,16.

845 Other examples of diagnosis by simply feeling the pulse: Gal.Opt.Med.Cogn.6.1, CMG Suppl.Or.1V.81
(“a large visceral tumour’ — though this story is confusing because Galen describes the tumour as ‘apparent
to the sight and the touch, (even) to non-medical men’); id.13.7, CMG Suppl.Or.1V.133 (incomplete
miscarriage); Praen.12.1, CMG 8.1.130 = X.661-2 K (the young Commodus’s tonsillitis).
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emphasises his silence, but has in fact gathered various crucial bits of information: the
patient has had bitter aloes, theriac, a bath, a light meal and some thick gruel.54 Based
on his knowledge of the expected norm for pulses, he can be fairly sure that there is
nothing seriously wrong. In the circumstances, indigestion is a safe enough bet. What is
more, he engineers the choice of therapy so that the only one he actually recommends is
the ‘safest one’, which just happens to be a remedy that Marcus has used before, while

the apparently more daring choice of wine and pepper is made by Marcus himself.

As has been noted above, the use of prognosis for both defensive and psychological
purposes has a sound Hippocratic pedigree.®*” So Galen was in one sense not doing
anything new. But he did it with a certainty that the Hippocratics on the whole lacked,
projecting an omniscient authority that is absent from their texts;%4 and he regarded those
who opposed prognosis as dull-witted or unschooled (Gpveic).6* It is interesting in this
context to remember Rufus’s very specific rejection of the idea that a physician can make
judgements about a patient’s food intake without asking questions, his criticism of the
credulity of those who believe in such diagnostic feats, and his use of food intake to
exemplify his opinion that ‘although one can indeed discover many of the factors
connected to sicknesses on one’s own, questioning enables that to be done better and
more clearly, for if it reveals things that correspond with the sumptomata it is easier to

know what is going on’.6%0 We should note too the lack of attention paid to prognosis in

646 CMG V.8.1.126,20-26.

847 See above, pp.224-225.

648 See Lloyd 2004:149 on the “paradox’ that while Plato uses the doctor as his model for the moral and
political expert, real doctors (according to Hippocratic evidence) were very far from the ‘confident
authority’ figure thus conjured up — ‘quite the reverse, in certain cases’.

649 Gal.Praen.12.11, CMG V.8.1.133.32 = X.665 K.

850 Credulity: QM 37-38, and see discussion above, pp.144-145; food as an example of importance of
questioning: QM 22.
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QM: Rufus uses the idea only three times, each time very clearly in its sense of forecasting
the progress of the illness, with no suggestion that it might be used to impress or win the
confidence of the patient.®! Not wishing to make an argument from silence, |
nevertheless note the anomaly that a treatise dedicated to the topic of doctors’
communication with their patients should contain no reference to a technique that, for
some Hippocratic authors and for Galen, lies at the heart of how that relationship
functions. Certainly Gértner considered it a significant omission; he speculated that
distaste for 10 Bavualeoar was, like the absence of personal detail in Rufus’s writing,

indicative of a generally unassuming professional persona.®?

Exploiting sick people’s credulity in order to build authority and secure co-operation may
seem manipulative to us, but it did not necessarily look that way to patients in antiquity.
Indeed they may on one level have enjoyed it and thought it entirely normal. But, as |
shall argue below, it was probably not the best way to bring about the desired result.
Indeed, since the power struggle continued despite his best efforts and strictures, we may
wonder why Galen did not try a change of tack. One answer must lie in the Platonic idea
of the doctor as an authority figure whom patients are morally obliged to obey — an idea
that clearly fell on fertile ground and has ever since then served as a primary assumption
in the demand for compliance, though the strength of the assumption is not borne out by
modern research, as we shall see. Another answer that emerges clearly from Galen’s work

is his apparently unassailable belief in his own knowledge and skills. Again, research has

851 QM 20 (mpoyvarchein), 21 (tpoyvdokesdat) and 35 (mpdppnoty).

852 “Es ist vielleicht nicht unbezeichnend fiir Rufus’ Verhiltnis zu seinem Beruf, dass er die Prognose nicht
mit berucksichtigt. Sie wird ja im Sinne des Hippokrates mindestens zum Teil im Hinblick auf die
Prorrhesis gestellt, die ihrerseits wiederum nicht wenig auf das favpdlecOon abzielt. Mit Sicherheit 1asst
sich sagen, dass Rufus wie kein anderer Arzt seine eigene Person bescheiden und sachlich im Hintergrund
halt und dass ihm das BavpdlecBar im hdchsten Grade unangenehm gewesen sein dirfte, soweit sich das
aus seinen Schriften entnehmen l&sst.” Gértner 1962:48. See Abou-Aly 1992:201-210 for discussion of
what she calls Rufus’s ‘retreat from prognosis’ (1992:227).
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shown that the ability to admit ignorance or uncertainty — itself one of the hallmarks of
modern science — is an important feature of the kind of consultation style that supports
compliance. Many different factors will have helped to shape Galen’s extraordinarily
self-serving personality. He cannot be psychoanalysed from a distance of 2000 years. But
his professional environment was not such as to encourage any such admission; on the
contrary, it was highly conducive to self-justificatory behaviour. We turn now to look

more closely at that environment.

6.2. The limits of ancient medical authority

Rufus models an approach that accepts the validity of patients’ knowledge, but it seems,
from the vehemence with which he repeats his point, that not all his contemporaries
shared his point of view. In the next part of this chapter, | want to explore a number of
factors that seem likely to have helped create a professional environment in which ancient
doctors found it hard to feel secure about their authority. Professional credibility was not
a foregone conclusion. The status of the profession was low, there were no external
guarantors of competence, and there was massive widespread unregulated competition.

We now look at these factors in more detail.

The status of medicine

The first point is that medicine was not a high-status profession. Edelstein, contrasting
the status of the average Hippocratic physician with that of modern doctors in advanced
Western economies, has this to say: ‘For the patient, the physician is not the doctor, the
educated man to whose knowledge he defers and whom he recognises as an authority in

his field; on the contrary, the physician is a craftsman who must prove that he knows his
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business’.%%2 Even famous doctors could aspire to only limited status, Edelstein says, and
he makes the important point that the relationship of physician to patient was therefore
conditioned largely by the physician’s need to establish authority.®>* Galen was irked by
the lack of respect for his profession:

In ancient times, ... virtuous kings ...educated their sons in this (art),

and, at that time, none of them had ever thought that it was shameful to

take up this art of Apollo and Asclepius. At present, its status has

declined; it is suitable (only) for slaves and despicable men. Kings are

now ashamed of being instructed in this art, and nowadays they seek

recovery through divine medicine. We never find any country, or any

city, without places where recovery is sought through divine medicine,

some named after Asclepius, others after Apollo. None of the rich men

of our time thinks it worthwhile to be instructed in this art: they all look

upon it with disdain.®>
Galen’s irritation here is particularly directed at the fashion for divine healing,®® but it is
interesting that he couches his complaint in terms of status. What he says accords with
other evidence of disdain for the medical art, which he himself tells us has become
demeaned by the poor calibre of many of its practitioners.®®’ Pliny characterises medicine
as the province of reckless innovators and profiteers: ‘the thought occurs at once that it

is both a wonder and a shame that none of the arts has been more unstable, or even now

more often changed, although none is more profitable’.6%8

Pliny’s remarks about medicine, and his ensuing promotion of traditional Roman

remedies, articulate an anti-Greek prejudice that is, as Astin puts it, ‘strongly akin’ to that

853 Edelstein 1987:87-88; cf. 90 n.9; 350-51; 385-86.

854 Edelstein 1987:88 with n.3.

85 Gal.Opt.Med.Cogn.1.3-4, CMG Suppl.Or.I1V.41-43, tr. Iskandar.

856 See below, pp.239-240.

857 Gal.Praen.1.1-4, CMG V.8.1.68,3-21=XIV.599 K — a dig at Thessalus, the Methodist whom Galen
particularly excoriated. See Nutton ad loc. (1979:149).

8% Mirumque et indignum protinus subit nullam artium inconstantiorem fuisse aut etiamnunc saepius
mutari, cum sit fructuosior nulla. Plin.HN 29.i.2:, tr. Jones, Loeb VI11.183; cf. 29.vii.14 (Cato’s claim that
Greeks had conspired to murder all foreigners with medicine, for a fee) and viii.16 (Roman ancestors
objected to doctors making a profit). The profit motive goes back, Pliny says, to the very early days of
Hippocratic medicine (29.ii.4).
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of the elder Cato, whose work he claims to be quoting verbatim;®°° they must also reflect
contemporary social phenomena, otherwise they would lack impact, something Pliny is
surely too skilled a writer to risk.56° Roman aristocrats regarded practising medicine for
gain as an activity ‘for tradesmen, not gentlemen’, as Nutton puts it,%* and Mattern argues
that professionalism in general was strongly associated with dependency and, at worst,
slavery.®62 The problem was compounded by a degree of xenophobic resentment, a
reaction to Greeks’ dominance of the medical profession in Rome. Nutton provides useful
data:

All the doctors to the emperor came from the Greek East or from

Marseilles, that little Athens beyond the Alps; ... ninety-three per cent

of doctors recorded over three centuries on inscriptions from Rome and

Italy bear non-Roman, and usually Greek, names; ... only fifteen of the

almost 180 doctors named thereon in the first century A.D. can be
shown beyond any doubt to come from citizen families.®%3

Many of these Greek doctors were either slaves — as Galen himself complained®* — or
freedmen obliged by law to treat their patrons and patrons’ friends free of charge.%°> We
can see Galen’s sensitivity to this concatenation of demeaning factors in the way he
describes episodes such as the casual insult to his intelligence flung at him by Martianus,

whom he pointedly calls ‘an acknowledged philosopher as well as doctor’ (ovx iatpog

659 Astin 1978:171; see also Rawson 1985:170. After quoting Cato’s opinion of physicians (nequissimum
et indocile genus. HN 29.vii.14) and delivering his own tirade against the medical profession (viii.16-28),
Pliny devotes the rest of book 29 to an account of ‘the medical treatment by which Cato prolonged his own
life and that of his wife to an advanced age’ (qua medicina se et coniugem usque ad longam senectam
perduxerit: viii.15).

660 Cf. Nutton 1985:44: Pliny is ‘expecting to find some response’.

861 Nutton 1985:28; cf. Israelowich 2015:18; Rawson 1985:84-86.

862 Mattern 2008:22 and 2013:232.

863 Nutton 1985:44. See Plin.HN 29.viii.17: solam hanc artium Graecarum nondum exercet Romana
gravitas ... immo vero auctoritas aliter quam Graece eam tractantibus etiam apud inperitos expertesque
linguae non est (‘Medicine alone of the Greek arts we serious Romans have not yet practised; ... nay, if
medical treatises are written in a language other than Greek they have no prestige even among unlearned
men ignorant of Greek’. Tr. Jones, Loeb VI111.193-195); cf. Edelstein 1987:363. The tendency to regard
professional medical practice as ‘something foreign’ continued, according to Ido Israclowich, ‘well into
late antiquity” (2015:18). On hostility to Greek doctors at Rome, see Isaac 2004:226-230.

664 See for example Gal.MM 1.4, X.48-9 K and Protr.6, 1.9,13-15 K; cf. Nutton ad Gal.Praen.1.4
(1979:149).

665 Mattern 2008:22; cf. Rawson 1985:85.
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novov AL kol P1A6<copo>c),%%® and perhaps too in his own determined adoption of the

ideal of the philosopher doctor.%67

The personal attributes of those who practised medicine are only part of the picture,
though. A major and enduring problem was the nature of medicine itself. Was it an art (a
téyvn) or just a set of practical skills? And if a téyvn, at what level did it operate? How
much did it depend on intellectual prowess as opposed to hands-on know-how?
Defending the téyvn was one of Galen’s great preoccupations, but the issue goes back to
the fifth century. Hippocratic authors and Plato together provide rich evidence of intense
debate about the nature of medicine, with much hingeing on intellectual as opposed to
practical capability. Socrates argues in Phaedrus that being a doctor is not just a matter
of knowing how to use a few techniques learned from books. The doctor has to know
what technique to apply to whom, when, for how long and so forth. These fine judgements
come from ‘being an expert in the art’ (énoiov tig t€)vne, Phaedr.268c) and cannot be
learned from books or by having sketchy knowledge of a few potions; knowing an art, he
says, involves determining the nature of something, not just applying drugs and dietary
recommendations on the basis of practice and experience.%8 Galen says the same thing:

‘so far as the medical art is concerned, there is a difference between learning something

666 Gal.Praen 4.1, CMG V.8.1.88.16 = XIV.619 K. Mattern suggests that Martianus and his ilk regarded
Galen as an “upstart’ (2013:239).

87 For the dignifying power of associating one’s profession with philosophy, see Nutton ad loc. (1979:174),
citing medical inscriptions (IGR 1V.1359, 111.733), Strabo (I.1.18), Vitruvius (I.1ff.), and Lucian’s parodic
association of philosophy with dancing (De salt.35.81); cf. Mattern 2008:21-27, arguing that Galen dealt
with the social and ethnic ambiguities by ‘blurring the distinction between the sophistic pepaideumenos
and the professional physician’ and constructing an ideal of the physician as identical with the educated
gentleman.

868 §&i S1ehéc0an @GV GOUATOS ... &l péArelg, U TP} povov kai dumetpiq GAAL Téyvr, ...QApUaKa Ko
TPOPNV TPoocpépmV Vyieav kai pduny éumomoev (PL.Phdr.270b). The verb he uses for ‘determining’ the
body’s nature, dieAécba, is cognate with dwaipeotc, the method espoused by Galen for distinguishing the
particular from the universal (see above, pp.203-204).
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and knowing how to put what one has learnt to proper use’.%%° Again, in Gorgias,
Socrates’s argument that medicine is a téyvn rather than an éuneipia (knack) is based on
the fact that it does not simply do things but understands why and how it does them:

N & lotpky ... T0VTOL 0D Bgpomedel Kai THV UGV ECKEMTOL KO1 TRV
aitiov @V TpdrTel, Koi Adyov €xel TOVT®V £KAGTOV d0DVOL.

Medicine ... has investigated both the nature of the person it treats and
the cause of the things it does, and is able to give an account of each.®7°

Medicine is not, however, a techné of the kind that is reputed for wisdom, according to
the pseudo-Platonic Epinomis: rather, it is one of the defensive arts, which ‘lack measure,
proceed by guesswork and are carried along by opinion’.6"* Plato seems ambivalent about
its status: he is happy to give a central role in Symposium to a doctor, Eryximachus, but
in Phaedrus medicine is only a middle-ranking destination for a reincarnated soul,
sharing the fourth of seven tiers with gymnastic trainers, superior to prophets, poets and
painters, manual labourers and farmers, sophists, demagogues and tyrants but inferior to
philosophers, aesthetes, kings, politicians, financiers et al. ¢’ Things had not changed
much by Galen’s time: half a millennium after Plato, Cicero, despite appreciating the
physicians who attended him personally, noted that the art of medicine was suitable only
for ‘those of an appropriate rank’ (eis quorum ordini convenit), noble only by comparison
with tax collection, small trade, carpentry, cooking and dancing, and lower ranked than

oratory, politics and land-owning."2

869 ke TV iTPIKNV 00 TODTOV 0TL TO HadElv THY Tévy T® ypicachon TPoonkovTeme oic ENabé TiC.
Gal.Hipp.Epid.VI 2.45 (CMG V.10.2.2.118.6-8 = XVIIA.1000 K).

670 PI.Grg.501a, tr. Zeyl, Cooper 1997:845. Medicine is contrasted with cooking: both care for the body,
but a cook simply produces food in the interests of pleasure (f,6ovn), while doctor knows how to use that
food for the benefit of the body and is concerned with the good (10 dyaB6v): id.500b. For medicine as a
téyvn cf. also Clitophon 408e-409b.

671 guetpa yap S6E0ic popeiton Tomalopeva: Epinomis 976a, tr. McKirahan, Cooper 1997:1620.

672 Phdr.248d-e. Cf. Grg.517d where Socrates argues that, so far as the care of the body is concerned,
medicine is superior to pastry making and shopkeeping.

673 Cic.de Off.1.150-1. See Rawson 1985:84-88 and cf. Long 2001:36.
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Medicine had to contend with the fact that it encompassed not just high-flown theory but
a range of sometimes fairly basic practical skills; thus Nutton points out that blacksmiths
could reduce dislocations, cobblers might suture wounds, and almost anyone might have
a favourite pharmacological recipe to share.®’* But for Plato, medicine is problematic at
a more profound level. In Republic, Socrates argues that needing a doctor is indicative of
moral insufficiency. A man should be able to pursue a healthy life under the guidance of
his own soul: époi pev yap ... @aivetar ... yoyn dyabn i avTiic ApeTi odUA TapEYEV
o¢ oiov e Pédtiotov.57° So long as sufficient care is devoted to the mind (1 Sivoua), it
can be entrusted with the detailed supervision of the body within certain general
parameters such as temperance, a plain and sensible diet, and simple decent physical
training.5”® Medical care should properly be the resort only of the inferior classes:

i 8¢ kaxfig Te kai aioypdc mardeiog &v mOAet dpo un 1L peilov EEgig
AoPeiv Tekpnpilov 1j 10 deiohat lotp®dV Kol SIKAGTAV AKpmV LT HOVOV
TOVG PAVAOVG TE KO YEPOTEYVAG, GALN Kol TOVC v ELeLOEpE oynuaTt
TPOGTOLOVEVOLG TEDPAPOaL;

Could you find a greater sign of bad and shameful education in a city
than that the need for skilled doctors and lawyers is felt not only by
inferior people and craftsmen but by those who claim to have been
brought up in the manner of free men?57’

It is particularly shameful to need medical help for self-inflicted problems:

10 8¢ latpuctic, v 8 &yd, deicOou 81 R TpavUATOV Eveka T TVOV
EMeTelV VOO UATOV EMITECOVTOV, AAAG 61’ dpyiav T kol dlattay olav
dmABopev, pevpdtov te Kol Tvevpdtev Homep AMUvos EUTUTAAUEVOVS
@Vo0G TE KOl KATAPPOLS Voorjacty dvopata tifecbat dvoykalew Todg
KOUWoUC AGKANTASAG, OVK aicypOV OOKET,

And doesn’t it seem shameful to you to need medical help, not for
wounds or because of some seasonal illness, but because, through
idleness and the life-style we’ve described, one is full of gas and

674 Nutton 1985:33. Nutton points out that Galen took recipes from ‘a Bithynian barber, Euschemus the
eunuch, Flavius the boxer, and Orion the groom’.

675 ‘It seems to me that ... a good soul by its own virtue makes the body as good as possible’. PI.R.3, 403d,
tr. Grube, Cooper 1997:1040.

676 P|.R.3, 403d-404e.

677 P|.R.3, 4054, tr. Grube, Cooper 1997:1042.
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phlegm like a stagnant swamp, so that sophisticated Asclepiad doctors
are forced to come up with names like ‘flatulence’ and ‘catarrh’ to
describe one’s diseases?%78

Where medical attention is unavoidable, it must, however unpleasant, be borne for the
benefit it brings, just as justice must be endured for the sake of the soul;%”® conversely,
avoiding medical care — ‘the penalty for one’s bodily transgressions’ (diknv t@®v mepi tO
oduo auaptmudtov, 479a) — is akin to avoiding moral justice.%8 Doctors are a necessary
evil, not a simple desiderandum: austere servants of public as well as private morality,
their existence is emblematic of what is wrong with the city, which ideally ought not to

require them.8!

Susan Levin has recently suggested that Plato saw medicine as a rival to philosophy and
that in Gorgias, Symposium and Republic we see him pursuing a project of proving
philosophy’s superiority; by the time of Laws, she believes, Plato had resolved the tension
to his own satisfaction.®®? This analysis has been rejected by Long, on the grounds that
proving a critical or hostile attitude to medicine in the earlier dialogues is more of a
challenge than Levin allows.®8 Whether or not Plato was hostile towards medicine, his
work certainly articulates an ambivalence about the profession and its practitioners that
reflects similar indications in Hippocratic texts. In the late fifth century the author of the

Hippocratic Regimen in Acute Diseases lamented that diafoAnv ye &xet 6An 1 Té€xvn TPOG

678 P|.R.3,405d, tr. Grube, Cooper 1997:1042.

679 P1.Grg.478b-e. The kind of treatment Socrates has in mind is ‘cautery and incision’ (10 kéecOat xoi O
téuvecBar). Xenophon talks of submitting to cutting and cauterisation (see above, p.221) and Aelius
Aristides, as we shall see, is accused by some of his friends of fearing painful treatment when he insists on
following the orders of Asclepius rather than the human doctors who want to treat him (see below, pp.264-
265) — though we may wonder why someone should not prefer to seek a more congenial form of treatment,
or even to avoid it altogether by adjusting his lifestyle. See Chapter 7. Cf. Holmes 2010:191 and 205.

680 See above, p.219.

%1 On the tension between patient autonomy and physician authority in Republic, see Holmes 2010:181-2.
682 |_evin 2014. See Pl.Lg.4,720b-e (above, p.221 n.628).

883 A Long, Notre Dame Philosophical Reviews, Jan. 2015. http://ndpr.nd.edu/news/55290-plato-s-rivalry-
with-medicine-a-struggle-and-its-dissolution/. Accessed 71" January 2016.
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6V dnpotéov peydiny, dc pf Soksiv dAmc intpknv eivar (‘the art as a whole has a very
bad name among laymen, so that there is thought to be no art of medicine at all’),%8* while
the author of On the Art felt the need to defend medicine against a variety of accusations
including the claim that tadta pév kai avta Ve’ Eavt®dv av £€vyialotto, d Eyyelpéovoty
ificOat, & & &mucovping deiton peydAng ovy dmtovron, Seiv 88, elmep v 1 téyvn, TV’

opoing ifodo.58

Professional boundaries

in hac artium sola evenit ut cuicumque medicum se professo
statim credatur, cum sit periculum in nullo mendacio maius. non
tamen illud intuemur, adeo blanda est sperandi pro se cuique
dulcedo.

Anyone who calls himself a doctor is immediately believed,
something that happens in no other profession, though in no
other falsehood is there greater danger. Yet we disregard the

danger, so alluring does each of us find the charm of wishful
thinking.688

The world of the ancient doctor was rife with competition and devoid of formal training,
qualifications, or any kind of regulatory system. There were no objective guarantors of
competence, and the medical marketplace was large, noisy and uncontrolled. We have
seen that Socrates distinguishes between proper doctors and ‘those who have read a few
books’. The same concern is reflected in the Hippocratic On the Art:

Ol pév obV HERPOUEVOL TOTGL KEKPATNHEVOLGL [T} &yYEIpEOVTA ... DTO

pev tdv ovvopott intpdv OBavpdaloviar, VmO 6 T@V Kol TEYXVN
KOTayeA®VTOL.

684 Hp.Acut.8 = 11.240.9-10 L, tr. Jones, Loeb 11.69.

685 ‘While physicians undertake cases which would cure themselves, they do not touch those where great
help is necessary; whereas, if the art existed, it ought to cure all alike’ (Hp.de Arte 8 = VI1.12.15-18 L, tr.
Jones, Loeb 11.203). On Hippocratic ideas about incurability, with a variety of reasons including medical
and techonological limitations and patient fault, see von Staden 1990:88-93.

886 Plin.HN 29.viii.17-18.
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Those who blame physicians who do not undertake desperate cases ...
are admired by those who are physicians in name but are a laughing-
stock of physicians who have learnt the art of medicine.®’
But how could a man prove that he had ‘learnt the art’? Galen had nothing to show for
his ten years of medical education apart from his own self-presentation.®® The principal
theatres of his long working life, Asia Minor and Rome, were full of healers of various
persuasions. Anyone could set him- or herself up as a doctor,° and the only arbiters of
their competence were the people they treated, whose judgement was hardly likely to be
objective.5% It was a case of caveat emptor, as Pliny unkindly pointed out:
nulla ... lex quae puniat inscitiam capitalem, nullum exemplum
vindictae. discunt periculis nostris et experimenta per mortes agunt,
medicoque tantum hominem occidisse inpunitas summa est.
There is no law to punish criminal ignorance, no instance of retribution.
Physicians acquire their knowledge from our dangers, making
experiments at the cost of our lives. Only a physician can commit
homicide with complete impunity.5%
Though doctors enjoyed certain privileges, such as tax concessions, military exemptions,
and Julius Caesar’s grant of citizenship,%? these should not be taken as evidence of any

kind of systematic testing of fitness to practice: entitlement seems to have depended on

activity rather than proof of competence.’®® The author of the Hippocratic Law

887 Hp.de Arte 8 = V1.14,13-16 L, tr. Jones, Loeb 11.205 (adapted).

88 On Galen’s lengthy medical education, see for example Iskandar 1988:139-40.

689 Nutton 2004:251-2; also 1985:27: ‘A doctor was a person, male or female, who carried out medical
treatment for a fee, or who, like Galen, devoted much of his time to healing.” Lloyd 2003:41: the ‘pluralism
of Greek medicine’ extends beyond the Hippocratic and temple healing traditions to encompass ‘sellers of
charms and incantations, ... root-cutters, drug-sellers, ... midwives, and ... other women healers’.

69 Cf. Nutton 1985:26-27: ‘In antiquity, the decision as to who was or was not to be called a doctor was,
with very few exceptions, made either by the layman or by the individual doctor himself.’

891 Plin.HN 29.viii.18, tr. Jones, Loeb V111.195. Pliny continues by contrasting the regulation and control
of judges (decuriae), who ‘are tested according to custom by the censorial powers of the Emperor’ (pro
more censuris principum examinantur).

892 Citizenship granted to all those who practised medicine at Rome, and all teachers of the liberal arts, to
encourage them to live at Rome and pour encourager les autres: Suet.lul.42.1 (Isaac 2004:228). Tax
concessions: Nutton 1985:29; Iskandar 1988:144, ad Gal.Opt.Med.Cogn.42.2-3; Nutton 1979:149, ad
Gal.Praen.1.4.

69 Nutton 1985:30, citing the case of a local doctor called Psasnis, heard before the Governor of Egypt in
142 AD; for a fuller account of this case, see Israelowich 2015:35-43.
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complained that medicine was ‘the only science for which states have laid down no
penalties for malpractice’ except for ill repute, which “does little harm to the quacks who
are compounded of nothing else’;%% the Hippocratic Oath, with its promise to observe
specified standards and confine instruction to those ‘who have taken the physician’s
oath’, represents an early attempt at quality control through restrictive practice, but even
in Galen’s time professional guilds and colleges were still a millennium away, and the
reality of the ancient world was that policing healers’ claims was well-nigh impossible.®9
‘Examinations should not be carried on as they are now’, Galen protested,

‘whereby physicians are honoured if they ride out in processions with

the rich and serve them in matters which prevent them from devoting

their time to the practice of medicine. On the contrary, physicians

should be chosen and honoured if they devote all their time to the
practice of medicine and nothing else’.5%

The problem was not a new one: the author of one Hippocratic treatise complains of
‘magicians, purifiers, charlatans and quacks of our own day, men who claim great piety
and superior knowledge’ but lack effective ability,5°” and Socrates, as we saw, conjures
up a similar scenario.®® If, he argues in Phaedrus, someone says

‘I know treatments to raise or lower ... the temperature of people’s

bodies; if | decide to, | can make them vomit or make their bowels

move, and all sorts of things. On the basis of this knowledge, I claim

to be a physician; and | claim to be able to make others physicians as
well by imparting it to them’,6%°

69 Hp.Lex I, Loeb 11.262, tr. Chadwick and Mann 1983:68.
89 Systems to assess the competence of physicians, and to regulate their activities, began to develop in
Italy in the mid 12" century, when King Roger of Sicily introduced a statute requiring medical practitioners
to undergo examination by royal officials, and gravitated into the hands of professionals themselves in
1231. Northern Europe lagged behind: the College of Physicians in London was not founded till 1518. See
Siraisi 1990, 17-18.
6% Gal.Opt.Med.Cogn. 9.8, CMG Suppl.Or.IV.105-107, tr. Iskandar.
897 otot kad VDV giot péyot e kai kaddpton koi dyvpton kod GAaloves, 00Tol 8¢ Kod TPOsTOLEoVTaL GPOdPa,
OcooePésc elvan kai mhdov Tt £idévau. Hp.Morb.Sacr. 2 = V1.354.13-15, tr. Jones, Loeb 11.141.
6% See above, pp.232-233.

9 gym amcmum towadt’ dtTa cwuam TPooPEPEY, MoTE Oeppaively T av Podlmpor Kol yoyew, Kol £0v
pev 86&n pot, susw motelv, &av 87 av, Karm Sy mpelv, Kol GALG TAUTOALN TOODTO: KOl EMOTAUEVOS QDT
a&16 laTpixodg etvar kai dAlov Totelv @ v v TovTev Emethuny Tapadd. Pl.Phdr.268.
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but does not know ‘to whom he should apply such treatments, when, and to what
extent’,’® then his claim to be a doctor would amount to insanity: reading a book or
happening to have come across a few potions is not enough; such a man ‘knows nothing

of the art’.701

Nor was the field limited to human healers. Incubation — sleeping in a temple to receive
direct advice from the resident deity without the need for a priestly intermediary — was
common practice throughout Greco-Roman antiquity and Byzantine Christianity,
particularly (though not exclusively) in the context of healing cults’® located at
sanctuaries such as those at Epidaurus and in Galen’s home town, Pergamum,’® and
during the 2" century it was undergoing a ‘resurgence in popularity’.”®* According to
Alexander of Aphrodisias, writing at the turn of the second and third centuries,

TvTEG YOOV fo,ébv avOpomol katapedyovoly €n’ avtdv, EvOa av

EMPAVESTATOG 1), MEMOTEVKOTES OTL TOIG GTOLOALOVGY AVTOV EYEWV
toTpov HaALOV T®V 0V 6ovdaldvToV EMdIdwoty avTdV

‘Almost all men have recourse to him [Asclepius], where he is most
fully manifested, believing that he bestows his [aid] more on those who
are eager to have him as their doctor than on those who are not.”7%

Aelius Aristides in his oration To Sarapis, which probably dates from 142, declares of

Asclepius:

"0 oBoTivag Set kod ondte Exaota TOVTOVY ToLEly, Kol péypt omdcov. Pl.Phdr.268.

1 gingiv av oipon 811 paivetar vOpomoc, koi &k PipAiov mobev drodoag | TEPITLYGOV PapUAKio iTpdC
ofetat yeyovéval, ovdev énaiov thc tévne. Pl.Phdr.268.

702 Graf (‘Incubation’, in Brill’s New Pauly Vol.6:766), pointing out that the advice received was not
necessarily restricted to healing and might touch on other similarly personal concerns.

703 Epidaurus had a sanctuary associated with Apollo from the late archaic period; by the sixth century the
sanctuary belonged to both Apollo and Asclepius, before the latter gradually ousted his predecessor; and
in the fourth a Christian basilica was incorporated into the precinct (Graf, ‘Asclepius’, in Brill’s New Pauly
Vol.2:102-4; Lafond, ‘Epidaurus’, in Brill’s New Pauly VV0l.4:1086-89). The cult of Asclepius fanned out
from Epidaurus from about the fifth century, often in response to major health disasters such as plague
epidemics (Graf, ibid.), arriving, for example, in Athens in 420 BC (IG ii? 4960), and in Rome in 293 BC
(Ov.Met.15.622-744). See also Rhodes (1988) ad Thuc.2.47.4; cf. Horstmanshoff 2004:328, and Dodds
1951:193, with 203 nn.83-6.

704 petsalis-Diomidis 2012:52; cf. Harris 2009:185.

705 Alex.Aphr.Fat.32, tr. Sharples 1983:84-5; cf. Harris 2009:185.
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TOV PEV Yap ALV BedV dmpnvTot ai SLVAELS TE Kol Tial, Kol GAAOVGS
&M’ dALo AvOpmTotl KaAoDo1, 6 0& GOTEP KOPLPOTOG TAVIMV Apyag Kol
TEPOTO EYEL. LOVOG 0& Kol ETOOC TA TIVOG OEOUEVE TOVT  EMITEAETV:
... TODTOV 8¢ POVOV TAVTES OUOIMG TOTG CPETEPOIS VOUILoVaLY.

‘Like a universal chorus leader, he is in charge of our beginning and

our end. He alone is ready to help when one needs anything ... In him
alone all men believe as in their own gods’.7%

Sowhen Galen complained that in Pergamum patients often followed divine advice rather
than that of a doctor’®’ he was articulating a daily reality: human and divine healing co-
existed in a much more integrated fashion than a positivist history of medicine might
suggest. It was normal for patients to use a variety of different approaches to healing, and
doctors had to accept — whether they liked it or not — that their services were just one

option among many in the medical marketplace.

The challenge of identifying a competent physician in such a crowded market provides
the backdrop to Galen’s treatise On Recognising the Best Doctor, composed probably in
175 when Galen was at the height of his powers and success in Rome.’® In it he sets out
the characteristics of good physicians — which include accurate prognosis, adherence to
the teaching of ‘Hippocrates and the Ancients’, belief in the importance of causation, and
the ability to distinguish between natural and unnatural developments rather than, ‘like
those without any medical knowledge, fear[ing] symptoms which laymen dread’7®° — and

explains how to check that a doctor’s practice conforms to these standards, a complicated

96 Aristid.Or.45.22, 358-59 Keil.

97 See above, p.223.

%8 There is no Greek text of this work, De Optimo Medico Cognoscendo; it is available, in Arabic with
parallel English translation, as CMG Supplementum Orientale IV (cited in the next 7 footnotes simply by
section and CMG page number). On the date of composition, see Iskandar 1988:33-34.

799 Forecasting: §2.2-3, CMG p.49, cf. 85.5, CMG pp.69-71: ‘The complete physician foretells the nature
of the disease at its onset, when it will reach the culmination, and the occurrence of its crisis. As to the one
who is not so (accomplished), the more errors he makes on each of these (points), the more he will fall
below the complete physician’. Hippocratic adherence: §3.4, CMG p.53, cf. §5.1, CMG p.69. Causation:
83.1-2, CMG p.53. Ability to distinguish natural from unnatural developments: 84.6, CMG p.65.
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and demanding task that calls for both theoretical knowledge and the ability to critique
the man’s ‘clinical diagnosis’.”*° The reader is advised, for example, to test the physician
on his knowledge of the doctrines of Hippocrates, Erasistratus, Diocles, Pleistonicus,
Phylotimus, Praxagoras, Dieuches, Herophilus and Asclepiades:

(A student) who has followed the right course of instruction will be

able to describe the doctrines of each of these. If he is really perfect, he

will be able to describe to you the doctrines of the Ancients, together

with those of their successors, outlining their differences and

agreements. Furthermore, he will be able to inform you of his own

judgment on their differences, justifying correct doctrines and exposing
those which are erroneous.”™!

Galen recognises that in order to carry out this sort of exhaustive (and exhausting)
examination one needs ‘training in the demonstrative science ... because nobody can
understand demonstration unless he has had previous instruction’.”?> One must pay
careful attention to the task — ‘A person must diligently test and examine the skill of a
physician so that he can rely on him during any illness’"*3 — using a twofold method:
scrutinising his clinical skills by watching him at work,”** and ‘examin[ing] him in
theory’ beforehand, though the latter, Galen says, is beyond the capabilities of all the

laymen he has met.’*®

Galen’s dig at laymen’s knowledge points to another factor that doctors of this period

had to deal with as they sought to assert their competence. The phenomenon of paideia,

710 89,1, CMG p.101: ‘As I have repeatedly said, there are two types of examination: one is to examine a
physician in clinical diagnosis, in which he must not make a mistake ...; the other is to examine him in
theory before the clinical cases and practice and to find him acquainted with all that has been said on
medicine, from which he should have selected the best doctrines.’

711 85.3, CMG p.69.

12 85.4, CMG p.69; cf. §9.1, CMG p.101 for the same thought; and §8.9, CMG p.99: ‘If anybody wishes
to examine physicians and put them to the test, this matter will be beyond his reach if pursued without any
prior knowledge of medical principles and without the self-discipline to endure lengthy dialectical
arguments’.

713 88,10, CMG p.101.

71488.2, CMG p.93.

15891, CMG p.101; cf. §5.5, CMG p.71; §9.23-24, CMG pp.115-117.
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the ostentatious espousal of Greek culture through a very specific education, meant that
educated men, pepaideumenoi, were expected to be knowledgeable about medicine. 6
Medicine was ‘fashionable’, as Nutton puts it, and ‘no literary symposium was complete
without its physician, no collection of scientific problems without its medical theme’.”*’
Many laymen doubtless thought they knew much more than they did, as witness the
‘wealthy youth’ who made the mistake of teasing Galen about a diagnosis which the
youth, being insufficiently aware of the different presentations of tertian fever, thought
incorrect. Galen puts him down in a patronising tone: ‘I am prepared to excuse you, for |
am aware that you cannot (possibly) know of combinations of two tertian fevers because
you do not devote time to caring about such important things’, and gives a detailed
prognosis of the course of the illness. The youth retreats in alarm, ‘pricking up his ears
just like an ass when it is scared’.”*8 Others, though, seem to have been as well versed in
medical theory as those who attended them, or more so. On one occasion a local physician
attending Aulus Gellius, who had fallen ill on a visit to the country, managed to commit
a major solecism when describing the case to ‘the philosopher Calvisius Taurus and some
others who were disciples of his’ (Calvisius Taurus philosophus et alii quidam sectatores
eius), who had come to visit Gellius.

Tum in eo sermone, cum iam me sinceriore corpusculo factum diceret,

‘Potes,” inquit Tauro, ‘tu quoque id ipsum comprehendere, av Gyn

avtod avtod The eAefog, quod nostris verbis profecto ita dicitur: ‘si
attigeris venam illius’.

Then in the course of the conversation remarking that | was now getting
better, he said to Taurus: “You too may satisfy yourself of this, £av Gym
avtod the eAePoOg’, which in our language certainly means: si attigeris
venam illius; that is, ‘if you will put your finger on his vein’.

16 See for example Mattern 2008:24 with n.83, instancing Plutarch, Aulus Gellius, Apuleius, Aelius
Aristides, Marcus Aurelius and Fronto; Bowersock 1969:66-75; Swain 2008:115-6, explaining that paideia
‘means education in the broadest sense and may be translated as “culture’. Galen’s patients exhibit all the
familiarity with medical thought and discussion that is characteristic of their era and class.

17 Nutton 2000:943.

718 Gal.Opt.Med.Cogn.8.5-7, CMG Suppl.Or.I1V.95-97, tr. Iskandar.
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This was an embarrassing mistake; as Taurus pointed out to the doctor, he had confused
veins with arteries, two very different things: venae quidem suapte vi inmobiles sint et
sanguinis tantum demittendi gratia explorentur, arteriae autem motu atque pulsu suo
habitum et modum febrium demonstrent (‘the veins have no power of motion and are
examined only for the purpose of drawing off blood, but ... the arteries by their motion
and pulsation show the condition and degree of fever’). Taurus spoke ‘very mildly, as
was his way’ (ut mos eius fuit, satis leniter), but the rest of Gellius’s learned friends, all
ranged around the bedside, were less forgiving: hanc loquendi imperitiam, quod venam
pro arteria dixisset, cum in eo docti homines qui cum Tauro erant, tamquam in minime
utili medico offendissent atque id murmure et vultu ostenderent (‘they were shocked by
this careless language in calling an artery a vein, and looking on him as a physician of
little value, showed their opinion by their murmurs and expression’). The incident
prompts Gellius to look to his own medical education:

Hoc ego postea cum in medico reprehensum esse meminissem,
existimavi non medico soli, sed omnibus quogue hominibus liberis
liberaliterque institutis, turpe esse ne ea quidem cognovisse ad notitiam
corporis nostri pertinentia, quae non altius occultiusque remota sunt et
quae natura nobis tuendae valitudinis causa et in promptu esse et in
propatulo voluerit; ac propterea, quantum habui temporis subsicivi,
medicinae quoque disciplinae libros attigi, quos arbitrabar esse idoneos
ad docendum, et ex his cum alia pleraque ab isto humanitatis usu non
aliena, tum de venis quoque et arteriis didicisse videor.

Afterwards when | recalled this criticism of the physician, | thought
that it was shameful, not only for a physician, but for all cultivated and
liberally educated men, not to know even such facts pertaining to the
knowledge of our bodies as are not deep and recondite, but which
nature, for the purpose of maintaining our health, has allowed to be
evident and obvious. Therefore | devoted such spare time as | had to
dipping into those books on the art of medicine which I thought were
suited to instruct me, and from them | seem to have learned, not only
many other things which have to do with human experience, but also
concerning veins and arteries.’*°

19 Gell.18.10, tr. Rolfe, Loeb 111.331-335.
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In another example from the same sort of time, Apuleius of Madauros in North Africa
defends himself against a charge of sorcery by explaining that the woman whom he stands
accused of bewitching is actually epileptic, that her collapse at his house was due to
natural causes, and that the reason she was there was that the local doctor, Themison, had
sought his assistance. Apuleius bolsters his case by showing off to the court his familiarity
with the medical theories of Plato, Aristotle and Theophrastus:

Agnoscis, Maxime, rationem Platonis quantum potui pro tempore
perspicue explicatam; cui ego fidem arbitratus causam diuini morbi
esse, cum illa pestis in caput redundauit, haudquaquam uideor de nihilo
percontatus, an esset mulieri illi caput graue, ceruix torpens, tempora
pulsata, aures sonorae. et ceterum, quod dexterae auris crebriores
tinnitus fatebatur, signum erat morbi penitus adacti; nam dextera
corporis ualidiora sunt eoque minus spei ad sanitatem relinquunt, cum
et ipsa aegritudini succumbunt. Aristoteles adeo in problematis
scriptum reliquit, quibuscumque caducis a dextero morbus occipiat,
eorum esse difficiliorem medelam. longum est, si uelim Theophrasti
guogue sententiam de eodem morbo recensere.

You recognise, Maximus, the theory of Plato, as far as | have been able
to give it a lucid explanation in the time at my disposal. | put my trust
in him when he says that the cause of epilepsy is the overflowing of
this pestilential humour into the head. My inquiry therefore was, I
think, reasonable when I asked the woman whether her head felt heavy,
her neck numb, her temples throbbing, her ears full of noises. The fact
that she acknowledged these noises to be more frequent in her right ear
was proof that the disease had gone home. For the right-hand organs of
the body are the strongest, and therefore their infection with the disease
leaves less hope of recovery. Indeed Aristotle has left it on record in
his Problems that whenever in the case of epileptics the disease begins
on the right side, their cure is more difficult. It would be tedious were
| to repeat the opinion of Theophrastus also on the subject of epilepsy.

He goes on to deliver himself of a learned disquisition on Plato’s theory of disease

causation, and the symptoms, presentation and treatment of epilepsy. %

The attitudes reflected in these two anecdotes were considered perfectly normal among

‘cultivated and liberally educated men’, as Gellius calls them. But although a local

20 Apul.Apol.48-52; on this case see Nutton 2000:943.
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provincial doctor may have been pleased to be able to call on a learned philiatros like
Apuleius for advice, laymen’s beliefs could present a challenge to the doctor. Galen had
no trouble seeing off an impudent youth; Gellius’s hapless country medic, on the other
hand, cannot have enjoyed being corrected by the coterie of shocked intellectuals
clustered round his patient. Plutarch, in Advice on Keeping Well, paints a vivid picture of
the tensions that could arise, in Zeuxippus’s anecdote of the doctor Glaucus complaining
about laymen who ‘have dared to confuse boundaries by discussing a healthy lifestyle’
(cVyyvowv Spwv teToruficbot dtadeydeiot mepi diaitng vyewiic). When Glaucus declares
that the boundaries of philosophy and medicine are as far apart as those of Mysia and
Phrygia (“yopic’ yap £pn ta prlocopmv Kol iatpdv dGomep Tvdv ‘Muod®v kai Ppoydv
opiocpata’), Zeuxippus retorts that, on the contrary,

oV mapdfacty Opmv EMKOAETV O€l TOIC TEPl VYIEWVDY SIOAEYOUEVOLG

QAOGOPOLS, GAN’ €l un movTamacty aveldvies olovtot OV TovG Opovg

domep €V Il yOPY KOWDG EUPIAOKOAETY, Guo 7O OV T AOY® Kol TO
AvayKaiov SUDKOVTEG.

Philosophers who debate matters of health ought to be arraigned not
for transgressing boundaries but rather if they fail to dismantle the
boundaries in every way and to think that we should pursue honourable
studies together, in the same territory as it were, pursuing pleasure and
necessity in conversation at the same time. "%

The dilettante approach espoused by Gellius (quantum habui temporis subsicivi,
medicinae quoque disciplinae libros attigi) encourages one to feel a degree of sympathy
with the curmudgeonly Glaucus. And for Galen, whose entire identity was bound up with
being a doctor, the slipperiness of the boundaries between physician and layman adds
another layer of piquancy to an already complex mix of unregulated practice, human and

divine competition, and status anxiety; if arguing about medicine is the province of all

721 Plu.Moralia 122b-123b (Advice on Keeping Well).
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educated men, and anyone can put you to the test in front of others, the doctor’s expert
identity stands on very uncertain ground.’?? It is, then, perhaps not surprising that his
views on medically knowledgeable laymen reflect an undisguised tension: he disapproves
of men who do not bother to learn about medicine so as to keep themselves well — ‘I am
... extremely amazed that, although (health) is (highly valued), men are so remiss as to
neglect it: they refrain from seeking instruction in an art by which they will regain
(health)>723 —but later in the same treatise, and elsewhere, he is, as we have seen, insistent
on obedience to doctors’ orders.”?* All cultured men should know about medicine, it

seems, but not so much as to challenge the doctor’s authority.

Ineffectiveness of medicine

The mixed economy of healthcare and doubtful status of the medical profession reflect,
among other things, the limited and parlous state of medical knowledge. One of the
striking things about ancient medicine is that, though it was not for want of trying, ancient
doctors’ effective knowledge about the human body and about diseases was actually very
limited."?® Unlike legal professionals, doctors did not have the benefit of an agreed body
of objective knowledge on which to draw — though some medical authors did think of

medicine in precisely those terms.”?® They did not diagnose in the modern sense of

722 See Mattern 2008:18.

23 Gal.Opt.Med.Cogn.2, CMG Suppl.Or.1V.41, tr. Iskandar.

724 See above, pp.222-223.

725 See for example Lloyd 2004:238-9.

726 On jurisprudents, see Crook 1967:25-7; 88), ‘who could tell the praetor, the governor, the judge and the
advocate what the law was? ... the iuris prudentes or iuris consulti’. Some early medical writing betrays
the idea that medicine is completely discoverable: thus Hp.Loc.Hom.46, intpwn 81 pot dokéel 1iom
avevpiioBat 6An, fitig obtmg €xet, fTig d1ddokel Exaota Kol T £0ea Kol TOVG Koupovs. ... PEPnKe yop
intpw) miico (‘Medicine in its present state is, it seems to me, by now completely discovered, insofar as it
teaches in each instance the particular details and the correct measures. ... For the whole of medicine has
been established’. Tr. Potter, Loeb VI111.91-93); Hp.VM 2, intpikij 8¢ mdAon mévto vmdpyet, kai dpyn Kol
080g vpNpéEVN, KB’ fiv Kad T eDpNUEVA TTOAAA TE KOl KOADS EyovTa eDpnTaL £V TOAAGD YPOV®, KO TO AoLTd
gvpebnoetar, fiv Tig ikavdg te £0v Kol T edpnuéva idag, £k TovTOV dppmdpevog (ntf (‘But medicine has
long had all its means to hand, and both a principle and a method that has been discovered, through which
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identifying a recognised biomedical entity for which a proven therapy could be
prescribed. Instead they tried to understand the nature of the patient’s illness by
interpreting a range of signs and symptoms, so as to forecast its evolution and propose a
treatment that would, they hoped, be effective.”?” As we have seen, the arguments that
divided the different schools of medical thinking were not therapeutic but
epistemological.”?® And in practice, therapy was often a hit-and-miss affair. Aporia
among doctors is commonplace in Greek and Roman literature, and, Manfred
Horstmanshoff points out, the laconic tag derelictus a medicis is a commonplace on
funerary inscriptions.”?® This is the reality of the circumstances in which doctors
struggled to establish credibility for their craft and for themselves. The tensions are
evident in the Hippocratic On the Art, whose author complains of people whose

expectations of medicine are so unrealistic as to be akin to madness:

€L Yap TIG §| TEQVNV £ O Ui téxvn, | OOV &C @ un @Uolg TEPUKEY,
afiooete duvacOar, dyvoel dyvowov apuolovoav povin poAiov q
auadin. ... dtav odv Tt TaON GVOPOTOC KakdV O Kkpésoov £6TL TdV &v
iNTpIKT Opyavmv, ovde mpocdokdchal ToDTO Tov Jel VIO INTPIKTC
KpoOfjvar &v ... @ yap mOp ov dnpovpyel, mdG oV TG TOHT® UM
aMokopeva dNAovoTtt AANG TéxvNg d€lTaL, Kol 0O TavTng, £V 1) TO TOp
Opyavov; oOTOg O¢ pot Adyog kol vmep T®V dAl®V doa TR INTPIK
cuvepyel, GV ambviov enui Seiv £xdoTov N KoTaTLYOVTA TOV INTPOV
v dvvapy aitidodot Tod Tabeog, U TV TEXVNV.

For if a man demand from an art a power over what does not belong to
the art, or from nature a power over what does not belong to nature, his
ignorance is more allied to madness than to lack of knowledge. ...
Whenever therefore a man suffers from an ill which is too strong for
the means at the disposal of medicine, he must surely not even expect
that it can be overcome by medicine. ... When fire operates, surely

its many excellent discoveries have been made over a long period of time’. Tr. Jones, Loeb 1.15, adapted);
cf. Edelstein 1987:90; Jouanna 1999:238.

727 gee for example Hp.Epid.1.23(10) = 11.668-70 L (above, p.196); Gal.Opt.Med.Cogn.5.5, CMG
Suppl.Or.1V.71: “The complete physician foretells the nature of the disease at its onset, when it will reach
the culmination, and the occurrence of its crisis’ (tr. Iskandar). On prognosis, see above, pp.224-225.

28 See above, pp.110-112.

2% Horstmanshoff 2004:329, with examples; see also Nutton 1985:47, noting that the tone is often regretful
rather than angry. Pliny refers to illa infelix monumentis inscriptio, turba se medicorum perisse (‘that
gloomy inscription on monuments: “It was the crowd of physicians that killed me”’. Plin.HN.v.11, tr. Jones,
Loeb VI11.189).
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affections not overcome thereby show that they need another art, and

not that wherein fire is the means. | apply the same argument to the

other agents employed in medicine: when any one of them plays the

physician false, the blame should be laid on the power of the affection,

and not on the art.”°
Even Galen, for all his claims to knowledge, was not able to do very much in the face of
serious illness. For example, he treats a patient who coughs up putrefied pieces of lung
with ‘scents and drinks suitable for the purpose of drying the interior’, but ‘although the
patient drank these things for a year he later died like those with consumption (¢8ic1g)’.”3!
He knew perfectly well that certain cases were hopeless and probably should not be taken
on without very careful thought.”? But it was one thing to know this, quite another to
admit it.”*® As Plato had said, someone who made a mistake was not a true doctor. A
fearsome burden of accountability lay on the doctor:

Provided that no external accident has engendered harm during the time

between the physician’s forecast and that which he has fixed (for the

crisis), if the patient has either died or not recovered from his illness on

the seventh day, or (even) if he has recovered without a crisis, then his

physician is accountable for every point in his faulty prognostication

and whatever mistakes he may have made in any other forecast.’34
There is no room here for admissions of uncertainty or incomplete knowledge. There may

have been no legal redress,’® but the court of public opinion was none the less to be

feared. The doctor needed to be able to prove his competence at all times.

730 Hp.de Arte 8 = V1.12-14 L, tr. Jones, Loeb 11.203-205. Cf. above, p.235.

731 Gal.Loc.Aff. 4.1, VIII.291-92 K. Galen presents himself as learning from the disease in this case, but
not from the patient.

732 See Mattern 2008:94, with 236 n.57, citing the following: wasting with hectic fever usually indicates a
hopeless case (MM 10.10, X.720-21 K); one should not treat certain cancers for fear of hastening death
(Hipp.Aph.6.38, XVIIIA.60 K); doctors can avoid blame by predicting death and eschewing heroic
remedies (MM 12.3, X.825 K).

733 On Galen’s reluctance to admit defeat, see Mattern 2008:94.

734 Gal.Opt.Med.Cogn.5.13, CMG Suppl.Or.1V.75, tr. Iskandar.

735 See above, pp.237-238.

248 of 300



Agonistic display

Galen’s advice on choosing the best doctor includes, as we have seen, watching
physicians at work. Though this may strike the modern reader as a trifle strange, it will
not have seemed so to his ancient audience, who were well aware that doctors had to be
prepared to perform in order to convince their prospective clients of their competence
and their superiority to others. The inevitable corollary of a system in which patients are
obliged to satisfy themselves of the abilities and qualities of physicians is that physicians
are obliged continually to advertise and defend those abilities and qualities, and to defend
the honour of their profession. In the Imperial period this slotted readily into the
competitive, display-orientated culture of the Second Sophistic; but performance and
competition had been hallmarks of the professional life of a doctor for centuries: as
Jouanna says of the early Hippocratic environment, ‘in the practice of his art, the
physician was always on stage’,”3 and this applied both in private situations — crowds of
onlookers being a common feature of medical consultations — and in public, for example
in front of the city assembly in contest for the position of public physician. Galen’s own
selection as surgeon to the gladiators when still in his 20s was based, he says, not just on
his dedication to learning through constant study, but on his ‘practical performance’ in a
series of anatomical demonstrations carried out at ‘a public gathering where men had met
to test the knowledge of physicians’. Here Galen challenged ‘the Elders of the physicians
to provide treatment, but they had nothing to offer. We then provided treatment, making
it clear to the intellectuals who were present that (physicians) who possess skills like mine
should be in charge of the wounded’; their trust was subsequently repaid, he says, by his

high success rate and minimal quantity of deaths.”’

73 Jouanna 1999:76; also 75-111, Chapter 5, ‘The Physician and the Public’.
737 Gal.Opt.Med.Cogn.9.6-7, CMG Suppl.Or.IV.105, tr. Iskandar. See Barton 2002:148.
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Rivalry and contest are leitmotifs of Galen’s account of himself; he seems always to need
to “find opponents against whom to define himself’, as Barton puts it.”*® Competition at
the bedside is a common ingredient in his case studies, which often feature the theories
of rival doctors being dramatically discredited in front of the patient and an admiring
crowd of friends and family,”® and Pliny talks of ‘those wretched battles of opinion at
patients’ bedsides, no one agreeing with anyone else, lest he should appear to be someone
else’s appendage’.”# In public, the competitive display of elite knowledge is a well
known feature of this period,’# and Galen’s account of his career has a strongly agonistic
and performative theme, embracing medical contests, demonstrations, lectures and
debates, in front of audiences who heckle and hurl questions from the floor.”? For
example, he gives daily public displays of his ability when he is first in Rome;’* he
complains that his opponents used to go ‘every day ... to the Temple of Peace — which
... was the general meeting-place for all those engaged in learned pursuits — and mock
me continually’;"* and he performs in front of an audience of ‘all the intellectuals living
in Rome’, including three high-ranking senators and ‘all others distinguished in both
medicine and philosophy’.”* Whether in formal contest, at public lectures, in private

gatherings or at the bedside in front of a retinue of friends, relatives and rival doctors, he

738 Barton 2002:147-8.

73 Gal.Praecogn. (passim); Mattern 2008, many cases; Mattern 2013:239-242, pointing out that Galen
‘makes no clear distinction’ between bedside contests and public ones.

40 Plin.HN 29.v.11: illae circa aegros miserae sententiarum concertationes, nullo idem censente, ne
videatur accessio alterius.

41 On elite displays, see Swain 2008:116. The participation of doctors in this competitive culture ‘derives
from the Hellenistic custom of doctors giving public lectures and demonstrations in the gymnasium for the
benefit of the citizens among whom they resided’: Nutton 1979:187.

742 On the influence of the Second Sophistic as reflected in Gal.Opt.Med.Cogn, see Iskandar 1988:141.

743 Gal.Ven.Sect.Er., X1.194,6-7 K, and, for the date, id.187,1 (cf. Nutton 1979:187); cf. Lib.Prop.1, SM
11.95,14 and 96,5 = X1X.14,5 and 15,3 K. See Barton 2002:147-9, and Mattern 2008:9-11.

44 0088 10D croORTEWY dmelyovo kald xdotny Huépav gig To thc Eipfvng téuevog dgikvodpevor, kad’ & Tt
kol mpd Tod kawdivor micwy fv #0og OpoilecOon toig Tdg Aoyucdg TéXvOQ HETOXEIPLLOUEVOLC.
Gal.Lib.Prop.2, SM 11.101,10-14 = X1X.21,13-16 K, tr. Singer 1997:9.

5 Praen.5, CMG V.8.1.98 = X1V.629 K, tr. Nutton 1979:99.

250 of 300



presents himself as constantly defending his territory, debating with laymen as well as
with physicians, on non-medical as well as medical topics.”#® Lacking as they did the
‘magic wand’, as Edelstein has put it,’*" of modern university degrees, membership of
Royal Colleges, the scrutiny of the General Medical Council and so forth, Galen and his

fellow physicians could not afford to let up on the task of continual self-promotion.

These days we are not obliged to carry out for ourselves the exhaustive, and exhausting,
sort of enquiry recommended by Galen in On Recognising the Best Doctor. Though
charlatans and quacks have not disappeared, and though no amount of regulation will
prevent the occasional episode of malpractice, we are well protected. We live in a society
in which medicine is a high status profession that can be entered only after many years
of university education and practical training. In the UK we have the General Medical
Council, an array of Royal Colleges, the Commission on Human Medicines and its
regulator the Medicines and Healthcare Products Regulatory Agency, the Care Quality
Commission and various other professional and government agencies to assure us that
doctors are properly trained, that they are keeping up to date with new developments, and
that they use safe and effective treatments in clean, controlled clinical environments. Yet
still ‘non-compliance’ is a major issue in clinical practice. No matter how hard Galen and
those who pursued similar methods tried to assert the status of their profession and the
depth of their knowledge in pursuit of the chimera of compliance, they were, it seems,

barking up the wrong tree.

746 Mattern 2008:9.
747 Edlelstein 1987:386.
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6.3. Understanding non-compliance

In their struggle to secure compliance Galen and his predecessors are no different from
many other doctors through the ages, including those of our own era: according to a 2003
World Health Organization (WHO) report, 50% of people with chronic conditions in
developed countries do not take medications as prescribed, while in some less developed
countries figures as low as 26% have been reported.’# The reasons why people do not
comply are explored extensively in this report, which argues strongly that simply blaming
the patient is ill-directed and ultimately futile: ‘non-adherence is a behavioural problem
observed in patients but with causes beyond the patient’.”*® Successful interventions, it
argues, are directed not at correcting fault in patients but at a range of social, economic,
political and interpersonal factors; some of these are exclusively modern (e.g. medication
distribution systems, health insurance payment failings), but others have universal
applicability — poverty, for example, poor educational standards, lack of effective social
support networks, age and gender of the patient and so on. These latter are theoretically
capable of generating insights into the problem in antiquity, even though their usefulness
is ultimately limited thanks to the generalised nature of the ancient non-compliance

reports.”?

One set of findings that we can perhaps apply to the issue of ancient non-compliance is
that concerning the interaction between doctor and patient.”>* Caution about the risk of
anachronism is of course in order, but the factors highlighted by WHO — time spent with

the doctor, continuity of care, and the doctor’s interpersonal and communication style —

48 WHO 2003:7.

49 WHO 2003:145.

0 Any of them may have affected the ‘obedience’ of the patients whose behaviour is castigated, but we
lack the detailed knowledge of individual cases that would allow us to make an informed judgement.

1 WHO 2003:28.
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are intrinsically independent of time or culture: we may not know how many of the
disobedient patients of whom ancient doctors complain were old, for example, or female,
or socially isolated, or financially embarrassed, but what they all have in common is the
experience of interacting with a doctor, and, because the ancient evidence includes a good
quantity of case histories as well as a number of different reflections on how to conduct
a consultation, we are able to get some purchase on how that relationship was conceived
by doctors. The WHO report underlines the importance of these factors, emphasising that
‘variables related to how health care providers interact and communicate with their
patients are key determinants of adherence’.”®? Patients who ‘view themselves as partners
in the treatment process’ are more likely than others to adhere to recommended treatment,
and enjoy better outcomes;’®® conversely, a sense of disempowerment in treatment
decisions was correlated with negativity towards and lower aherence to prescribed
therapy.”* Practitioners who share information and build partnerships achieve better
results than those who do not,”™® and those who do not take the time to establish the
patient’s readiness to follow a treatment run the risk of prescribing treatments for which
patients are not ready.”® In a separate study, Goold and Lipkin emphasise the importance

of the latter: ‘actual time spent together is less critical than the perception by patients that

752 \WWHO 2003:137 (a ‘provider’ in the WHO report means a ‘physician, nurse or other health practitioner’:
2000:3). Cf. Goold and Lipkin 1999:526: the relationship between doctor and patient, particularly as
articulated through the ‘medical interview’, ‘is the major determinant of compliance’; Dye and DiMatteo
1995:135; Platt and McMath 1979 on how ‘high control style’, one of five ‘defective interview syndromes’
they identified, prevents patients communicating their concerns and undermines the likelihood of
adherence to treatment.

753 WHO 2003:137.

5 WHO 2003:20: those who feel ‘less empowered in relation to treatment decisions’ were found to be
more negative towards prescribed therapy and less adherent. Cf. Abel and Browner 1998:310 on the
tendency of African American, American Indian and European immigrant women in the United States in
the first part of the 20th century to resist ‘the messages of biomedical advice givers’ and to express
‘contempt for knowledge derived from formal education rather than personal experience’.

55 WHO 2003:137.

756 WHO 2003:34.
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they are the focus of the time and that they are accurately heard’.”>” At the level of the
individual patient, no particular sociodemographic attributes have been definitely
associated with adherence, nor has any stable set of personality traits been identified,;
rather, adherence is associated with severity of symptoms and with the treatment’s ability
to ‘effect a rapid and noticeable reduction in symptoms’.”® Motivation, which is what
drives sustainable adherence,”® is ‘influenced by the value that [the patient] places on
following the regimen ... and the degree of confidence in being able to follow it’.7®°
‘Practitioners often assume’, the report concluded, ‘that the patient is, or should be,
motivated by his or her illness to follow health recommendations. However, recent

research in the behavioural sciences reveals this asumption to be erroneous’.”®!

These findings provide an interesting framework within which to think about ancient
doctors’ complaints about disobedience. There are, of course, factors peculiar to pre-
modern medicine that strongly discouraged compliance, such as the painful and fruitless,
not to say positively harmful, practice of bloodletting,’®? and the absence of anaesthesia
or effective analgesics, which presumably played a part in patients’ reluctance to undergo
certain treatments.”®3 But the desire to avoid discomfort cannot account for every instance
of ancient ‘disobedience’; indeed Aristides’ desire to plunge into icy water in the middle

of winter in defiance of medical opinion suggests quite the opposite.’8* His doctors were

757 Goold and Lipkin 1999:526-27. Cf. also Croker et al. 2013: a survey assessing patients’ trust in general
practitioners in the UK (1.5 million respondents, adjusted response rate 42%) found that ‘the sense of
“being taken seriously” had the strongest association with confidence and trust’.

8 WHO 2003:138-39.

759 WHO 2003:35.

760 WHO 2003:30.

761 WHO 2003:145, cf. 34; cf. Katz 2002:88, quoting Parsons 1951:463: ‘the physician is a technically
competent person whose competence and specific judgments and measures cannot be competently judged
by the layman. The latter must [take doctors’] judgments and measures on “authority”.’
762 On the distressing nature of bloodletting in Galenic medicine, see Mattern 2013:235-6.
763 As Socrates assumes in Gorgias (see p.219 above).

764 See below, p.266-267.
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horrified by the suggestion, but, claiming Asclepius’s authority, he persisted, and he
clearly found the experience enormously valuable. In the next chapter it will be argued
that Aristides, aware of the inefficacy of medicine but surrounded by a growing rhetoric
of medical authority and control, used his dreams of divine instruction as a way of
following his autonomous instincts about his sick body within the safety net of guidance
from a trustworthy authority figure whom it was personally and culturally acceptable to
obey. Modern research such as that contained in the WHO report offers us the insight that
many instances of ‘disobedience’ to doctors’ orders may be manifestations of the same
kind of tension between patient autonomy and an attempted medical authority, and the
cross-cultural nature of the findings quoted in this chapter suggests that it may be a factor

that holds good across different social and cultural systems.

6.4. Conclusion

In this chapter I have linked the fragility of ancient doctors’ authority to the circumstances
in which they worked, arguing that these were such as to inspire defensiveness rather than
candour about the limits of medical knowledge. The presence of such attitudes and
anxieties among his fellow physicians doubtless helps to explain why Rufus felt the need
to emphasise his point so strongly. But telling a profession that its knowledge is limited
is unlikely to be well received, even if the person who delivers the message is himself a
member of that profession. Galen does something much more ordinary — albeit with
extraordinary vigour — in devoting his energies to building the image of his profession as
an expert discipline based on an esoteric and exclusive knowledge set. His insistence on
logical method as the only sure route to diagnosis, which was discussed in Chapter 5,

changed the terms of the relationship between physician and patient. As noted above,
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Luis Garcia Ballester accuses him of having ‘laid the foundations for a pernicious
withdrawal from reality’:
Medical practice came to be an irritating necessity for the doctor
obliged by circumstance to be a clinician, but who, if he wished to
maintain his status as scientist, had to construct and elaborate a body
of knowledge, whose only guarantee lay in the correct application of
certain logical rules which reduced complex reality to a rigorous
scientific tree of genera and species. The patient’s role, reduced to that
of ‘example’ of a knowledge unfettered by reality, came to be
something secondary. 6
The research quoted in this chapter suggests that Galen, like others of his ilk, could have
saved himself many of the power struggles of which he complains so bitterly. Listening
to patients in order to learn what they believe, what they fear and what they value, rather
than attempting to cow them into obedience, may be the best way of establishing the

elusive authority that doctors have striven for since antiquity. In the next chapter we look

at how one ancient patient’s descriptions of his experience bear this out.

765 Ballester 1979:23. See above, p.209.
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Chapter 7 — “To do in silence whatever he wishes’: Aelius

Aristides and the patient’s experience

In Part Ill, | suggested that QM sets itself up in opposition to physicians, both
contemporary and past, who fail to appreciate the importance or even the true nature of
questioning the patient, and that in the process Rufus displays considerable psychological
insight. Chapter 6 discussed ancient doctors’ complaints about disobedient patients in the
light of circumstances that seem likely to have inspired a tendency to professional
defensiveness, and interpreted Galen’s explicitly hierarchical model as in part a
misguided attempt to secure obedience by claiming control over the patient’s body on the
basis of the superior nature of medical knowledge. It must be acknowledged that the
evidence is very one-sided; we have little in the way of direct patient testimony, and most
of what we know about patients is recounted from the observer perspective. Seen through
the Galenic lens, patients are something of a contradictory force: on the one hand
invariably impressed by his medical skills, yet on the other hand all too rarely inclined to
follow his advice. We have seen how modern research helps to explain this apparent
contradiction, on the basis that proven competence is not a key determinant of compliance
and that what actually encourages patients to ‘comply’ is believing that they have been
listened to and that the recommended treatment reflects their concerns. One eloguent and
very informative patient whose voice we do have is Aelius Aristides, and in this final
chapter | want to use that research insight as an aid to interpreting what he tells us about
his experiences of sickness and healing. Aristides offers us a rare opportunity to consider
the tussle between medical authority and patient autonomy from a different angle: he too

is engaged in a power struggle with his doctors, but in his stories the power in the
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relationship rests with him. Reading Aristides’ dream reports as reflections of the doubts
and internal conflict he experiences about the control of his sick body, I argue that, as a
chronically sick person living in a world where doctors claim authority over patients’
bodies but are largely powerless in the face of real illness, he uses divine message dreams
as a medium through which to project his own instincts about his body onto a trustworthy
authority figure whom it is personally and culturally acceptable to obey. In this way he
ensures that his concerns are listened to, and is able to reject dubious medical advice

without causing doctors to lose face.

7.1. Aristides

Aelius Aristides is extraordinarily interesting in the study of ancient medicine. Not only
is he our sole patient narrator of any detail,’%® but because his illnesses were chronic he
is able to provide insight into the experience of living with long-term sickness over a
period of many years, in contrast to the researches and case studies of medical literature,
which tend to focus on acute situations and are written from the doctor’s perspective.
Born just north of Pergamum, into a wealthy influential family, Aristides lived through
much of the second century, from 118-180, meaning that he was a close contemporary of
Galen’s. After a traditional elite education, he embarked on a career as an orator, a life
that involved delivering speeches in performance before large crowds and teaching
oratory to other members of the elite — a life, that is, of high visibility, bringing with it
the promise of elevated status and generous fees; ancient authors such as Lucian and
Philostratus tell of the money, fame and influence that could accrue to sophists like

Aristides, who, according to Mattern, were ‘among the empire’s most famous and

766 See above, Chapter 2.4.
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influential men ..., and ... competed with one another ferociously for prestige and
students’.”8” Aristides fell sick in his mid-20s, on a visit to Egypt in 142, and was plagued
by ill health for the rest of his life. His symptoms included chronic respiratory problems,
intestinal disorders and persistent pain, all of which will have seriously undermined his
ability to follow his chosen career; he points, for example, that the ability to travel
depended on being in good health, and 7% The financial implications may or may not
have been significant to Aristides — he boasts of not having had to accept fees for his
oratory, and Behr believes him, though Philostratus suggests otherwise’®® — but the
emotional impact of being unable to engage in the life for which he had been prepared,
with all the status and self-image that it conferred on men of his class, must have been
considerable. He first turned to a healing cult, that of Sarapis,”” in Egypt in 142. In 144
he went to Pergamum where he had his first revelation from Asclepius. This began a
protracted and intensely personal relationship with the god, which he documented at
length, along with very detailed accounts of his illnesses, in the Hieroi Logoi, six orations

out of an extant corpus of at least 44.7*

767 Mattern 2008:7. See also Bowersock 1969, especially Chapter 111, and Behr 1968:7-8 with n.12. Income:
Philostr.VS.1.23, O1.526-7, on Lollianus of Ephesus, a ‘seller of words’ (AoyordAng) who ‘used to charge
handsome fees’ (pobovg 8¢ yevvaiovg énpdrteto) and, having raised a large sum to pay for a cargo of
bread, was able to repay it by remitting his own fees; cf. 2.23. 01.606, on Damianus’s readiness to remit
his fees if people clearly could not afford to spend too much; cf. Luc. Apol.15, Par.52, Rh.Pr.2, 6, 9.
Reputation and influence: Luc.Rh.Pr.2.

768 gEfjv, €l Tic Eppwro, Emeldeiv Tag molewc. Aristid.Or.51.56. Petsalis-Diomidis, citing this and six other
references from different Orations, argues that restrictions on Aristides” ability to travel will have driven
down his income-generating capacity (2010:116). In Philostratus’ account, however, Aristides travelled
infrequently because he was not a crowd-pleaser and found it difficult to control his temper when people
did not applaud (VS 2.9, O1.582).

89 According to Philostratus, the magnificently wealthy Damianus of Ephesus attended the lectures of
Aristides and another orator called Hadrianus ‘and paid them fees of ten thousand drachmae, declaring that
he found it more agreeable to spend money on favourites of that sort than on handsome boys and girls, as
some prefer to do’ (kpodcato aupoly ént poupioig eindv TOAAD fdlov £¢ TotodTa domavay moudika 1j £g
KoAoOg te Kol kahdg, domep &viot. Philostr.VS 2.23, OL.605, tr. WrightJ 1921:267). Behr, discussing
Aristides’ disregard for fees, calls this ‘improbable contradictory evidence’ (1968:8 n.12, cf. 142).

70 Sarapis was popular in Smyrna, where shortly afterwards Avristides delivered the oration To Sarapis:
Behr 1968:21; Israelowich 2012:107-8.

11 Bowie, ‘Aristides [3]’, in Brill’s New Pauly Vol.1:1097.
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Aristides has tended to be regarded in modern scholarship as an egregious hypochondriac,
but he was not so judged by his contemporaries or in later antiquity. Various 20t century
scholars accused him of having, at the very least, exaggerated his complaints under the
influence of what Bowersock called ‘hypochondria ... of an advanced kind’ stemming
from ‘possibly the most disquieting aspect of Antonine society’, the degeneration of
robust manliness into ‘an inordinate obsession with bodily ailments’ as evidenced by an
unhealthy interest in attending Galen’s lectures.””? But unless Aristides was an uncannily
clever fantasist with unusual insight into what it is like to live with long-term illness, he
clearly had continuing health problems, and much of how he responded to this grim
reality in his life is extraordinarily consonant with how people living with chronic illness
are encouraged to manage their conditions today, through techniques such as telling
stories, keeping diaries, learning to see their illnesses in terms of journeys, listening to
their bodies, visualisation, and making discriminating therapeutic choices.””® The
accusation of hypochondria seems wide of the mark, then, and reflective of the mores of
the times in which it was fashionable. Our own era is of course equally prone to the
influence of its own interests and preoccupations, and today’s increased tolerance of
personal confessional literature, greater familiarity with chronic illness and more
sophisticated understanding of the place of narrative in managing its distressing effects

leave much less room for doubt that Aristides was genuinely ill. Galen, who claimed to

72 Bowersock 1969:71-3, citing also the correspondence of Marcus Aurelius and Fronto as well as an
Oxyrhynchus letter. See also Behr 1968:45 and 115; Harris and Holmes 2008:ix; Bonner 1937:126; Dodds
1951:116. For a sympathetic interpretation, see King 1998:126-31. The downturn in Aristides’ fortunes
may have stemmed from Christian antipathy towards his religious beliefs; Petsalis-Diomidis cites ‘scornful
scholia of Aretha, archbishop of Caesaria’ from the 10" century (2010:2). Downie ascribes it to a romantic
distaste for the embarrassingly egotistical nature of the content of the Hieroi Logoi (2013:23).

7 The unforgiving critics of earlier academia who visited their own post-Victorian attitudes on Aristides’
testament of suffering might very well have found these techniques equally unappealing.
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have met him personally and certainly knew of him,””* never questioned that he was;
while Philostratus mentions his poor health as a matter of fact, with no hint of

disapproval.’”

7.2. Aristides’ dream reports

The subject matter of the Hieroi Logoi is rooted in two major 2™ century cultural
enthusiasms: temple medicine — discussed in Chapter 6 — and a fascination with dreams.
According to Juliette Harrisson:

During the early Imperial period and especially during the second
century AD, we see more dream reports appearing in historical
literature, increasing numbers of dedicatory inscriptions apparently set
up in obedience to commands received in dreams, the continuing
popularity of literary works referring to dreams and dream divination
and, of course, the works of Artemidorus [Oneirocritica] and Aelius
Avristides.”’

Sextus Empiricus, writing in the second half of the second century, put it thus:

el un elol Ogol, 00 pavtikn Vrdpyel, Emotun ovoa dsmpnTich Kai
EENYNTIKY TV VIO Oedv AvOpdTOIC S100UEVOV oNUEIDY, 0VOE PNV
BeolnmTikn kol AGTPOUHOVTIKY, OV Bvtikny, ovy 1 O oOveipov
poppNnols. dtomov O0¢ ye tocobto TANOOG TpayuUdTOV AVOLPETV
TEMOTEVUEVOVY 1101 Tapd TAGY AvOpOTOLC. £l61v Apa Ogoi.

74 Bowersock believed that they did meet, on the evidence of an Arabic translation of a passage of Galen
(1969:60-62). Galen’s claims to autopsy are at least questionable, as the story of the Atlas patient makes
clear (see above, p.55 n.87); and in this instance some corruption in translation between the ideas ‘see’ and
‘know [of]” must be possible. Nevertheless Behr’s dismissal of Galen’s claim as ‘worth little’ on the
grounds that ‘there is no evidence that he knew Aristides personally’ (1968:162) is perhaps too confident.
Circumstantial evidence suggests that they could conceivably have met: Galen was learning medicine while
Aristides was at the Pergamene Asclepieion, and his teacher Satyrus was one of Aristides’ doctors; both
were also acquaintances of Rufinus (cos. 142), the builder of the great Asclepieion. See also Israelowich
2012:63-4.

5 Philostr.VS.2.9, O1.581. Philostratus says nothing about Aristides’ devotion to Asclepius, though he
mentions incubation stays and other forms of supplication for divine healing by other sophists whose
biographies he wrote (Downie 2013:18-19).

% Harrisson 2015:8; cf. Harris 2009:227 (‘a marked change of attitude’ towards dreams from
approximately AD 100). Dodds’s explanation of this surge of enthusiasm in the supernatural as the product
ofan ‘age of anxiety’ (Dodds 1965) is today widely challenged, for example by Harrisson (2015:232-3 and
14) and Harris (2009:227-8), the latter warning that ‘the Roman Empire is always too plural and ‘too
variegated a place to permit explanations of cultural changes as amorphous as the ones we have been
examining’.
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If gods exist not, neither does prophecy exist, it being ‘the science
which observes and interprets the signs given by gods to men’; nor yet
inspiration and astrology, nor divination, nor prediction by means of
dreams. But it is absurd to abolish such a multitude of things which are
already believed in by all men. Therefore, gods exist.””

Against this cultural backdrop, and in light of the general appetite for public performance
and rhetorical display that further characterises the period, Aristides’ dream accounts
should, I suggest, be read as conscious acts of self-presentation rather than channels into
his unconscious: not as accurate reports of unconscious experiences, in other words, but
as a literary representation of an asserted reality that speaks to contemporary cultural
expectations and preoccupations. /"8 Aristides is an orator in an age of display, presenting
his dreams to a society in which dreams are invested with special significance. As
instruments of self-fashioning, the dream accounts work on several levels. They provide
the author with material for fine-tuning his rhetoric.””® They showcase his literary skill,
with their clever, realistic writing that skilfully conveys the illogicality and spatial and
temporal dislocation of dreams.”®® They illustrate his moral worth by advertising his

intimacy with the god,’* and they package that relationship in accessible form for the

17 S.E.M.9 (= Adv.Phys.1).132, tr. Bury, Loeb 111.71. The codices all have Loywm; Bury follows Fabricius
in preferring Butucn. Mutschmann (Teubner, 1914) retained Aoywm, as does Bett (ad loc. 2012:29 n.94)
though he suspects textual error, commenting, ‘one would expect something more specifically concerned
with cultivation of the gods, like all the surrounding topics’.

8 On the impossibility of finding out what was ‘really’ dreamt, and the temptation to fakery when
describing them to an audience that believes they reveal hidden truths, see Harris (2009:5); Perkins makes
a similar point, and observes: ‘Aristides” hermeneutic reveals more of his thought than his dreams can’
(1995:178). See also Harris 2009:8 on 1970s and 80s Freudians’ admission that ‘they were interested in
the manifest content of dreams for its own sake and not simply as a means of gaining access to their
supposed latent content’.

79 As Philostratus comments,: ta 8 Pipiio Tadta Eenuepidmv éméyel TvaL odTd Aoyov, ai & Epnpuepidec
ayofai Sddcrodor Tod mepl mavtdg eb doAdéyscBou (‘These discourses [the Hieroi Logoi] served him in
some sort as a diary, and such diaries are excellent teachers of the art of speaking well on any subject’.
Philostr.VS.1.9, O1.581, tr. Wright 1921:215).

780 See Or.47.17 and 48.18 for two good examples; cf. Harris 2009:121. Downie talks of ‘shifting identities
and locations, and temporal disjuncture’ (2013:68, part of a wider discussion on pp.66-71).

781 See Philostr.VA.1.12 for the observation that tovg ... crovdaiovg oi Ogoi kai &vev T@V Tpolevodvimv
aocmdlovtar (‘the gods welcome virtuous men without any go-betweens’, tr. Jones, Loeb 1.54-5). Harris
(2009:65) reckons that about 10% of the 160-odd dreams that Aristides describes can be considered
‘epiphanic’ (i.e. featuring a message from an authority figure) involving Asclepius; of the rest, 50 contain
orders from Asclepius without featuring the god in person, and others include anonymous orders which
Aristides almost certainly considered divine. (There are also occasional accounts of other people’s
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edification of his public. They also, | suggest, provide a public platform on which to
inhabit his illness and negotiate the private space in which his own instincts and medical

advice collide and compete.

Aristides’ contact with Asclepius is characterised by what Alexia Petsalis-Diomidis has
called ‘a complex relationship of dependence and control’,’®? and this is evident from the
very beginning of the Hieroi Logoi when he announces his decision to place his trust in
the god: éyvaxew mopéyev dc dAn0GS donep iatpd T@ 0ed oryf] moteiv 6 T Bovreton. '8
The formula with which he characterises this crucial relationship, mapéyew @ iatpw, is
used by Plato in Gorgias to evoke dialectic participation, when Socrates urges Polus:
yevvaing 1@ Aoyw, domep lotpd mopéxov amokpivov, kai fj abt fj pn & épotd (‘be a
man, give yourself up to the argument as if to a doctor and reply yes or no to my
question’).”® Avristides’ articulation of his decision to put his medical care in divine
hands, couched in unmistakably similar yet crucially altered terms, thus contains a
striking intertextual echo, so that an image employed by Socrates to convey outspoken
engagement in discussion transmutes into a metaphor for silent obedience.”® Thus

Avristides frames in terms of submission what is actually a decision to assume control:

unguestioning obedience voluntarily undertaken as an act of self-determination.

epiphany dreams, e.g. Or.48.9) On the difference between ‘epiphanic’ and ‘episodic’ dreams, see Harris
2009:23, with n.1; cf. Downie 2013:57. Most ancient epiphany dreams feature Asclepius (Harris 2009:31).
Behr puts the total number of dreams lower, at 130 (1968:171); on the difficulties inherent in trying to
quantify and classify Aristides’ dreams, see Harris 2009:41 and 65, and Harrisson 2015:67-68.

782 petsalis-Diomidis 2010:135.

783 ‘T decided to submit to the god, truly as if to a doctor, to do in silence whatever he wishes.” Or.47. 4,
377.8-9 Keil.

784 P|.Grg.475d.

85 For the sense of mapéyewv, see also Pl.Protag.348a, where Socrates, describing the sort of discussion
that takes place between ‘men of culture, who prefer to converse directly with each other and to use their
own way of speech in putting one another by turns to the test’, concludes kv pev povin £t épwtiv, EToludg
gipl oot Tapéyetv dmokpivopevos (so if you want to ask me further questions, | am ready to put myself at
your service and reply’).
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Interestingly, Xenophon uses the same vocabulary to depict devoted care of the physical
self: toic iatpoic TopEyovot HETh TOVMY TE Kol aAYNSOV®mV Kol OTOTEUVELY KOl OITOKOELY
Koi TovToL Yaptv olovton &IV avtoic kol picBov Tiverv’®® — an image in which the patient
is fully in control of his own healthcare and the doctor the paid provider of an elective

service.

Submission to the god is not, then, an act of self-effacement for Aristides, but a distinctly
ambiguous state; and in this state he is able to use the god’s authority as a way of
exercising control over his doctors, who feature frequently in the narrative. One repeated
motif involves Aristides receiving counter-intuitive instructions which he persists in
obeying against all medical advice. A particularly striking example is given here in full:

O pHev yap Bedc mpovdAeyev €k mTOALOD O€tv Ddgpov puAdtTEGHOL, Kol
dAAo T8 Edwkev dreErpappoxa kol Vrodnpata Alyvmtio, olomep ol
iepeic ypfobar vopilovot. kai 61 kal E60Eev avT® TO pedua amdysty
Kato. (62) kai yiyvetoar eOua am’ apyig OVOEMAS QaveEPHS TO UEV
npdTOV olov v ™ kai GAA® yévorto, Emertal wponAbev  &gig
dykov éaiclov, koi 8 e PovPav pecTdg NV Kol mhvto EEMdel, Kai
0dvvol TopnrkoAovBouvv detval kol TuPETOG 0TV GG NUEPAS. Eviadba
ol p&v iatpoi macoc pwvag Neiesav, ol PHEV Téuvewy, ol 08 Emkdewy
QOPLAKOLS, | TavTmg delv bomVOV yevouevov dtapbapiivarl. (63) 6 d¢
Be0c TV Evavtiay £1i0gT0, AVTEXEY KOl TPEPEY TOV YKoV Kai dSnAadT|
ovy, aipecic NV §| TV iatpdv dxovety, i Tod Ogod. 6 8¢ dyxog &t émi
pdAlov fipeto kai v dmopia TOAMY. TdV 8¢ @ilov ol puév é0adpalov
v kaptepiov, ol 8¢ gvekdrovv ¢ Alav dmavto €mi tolg Oveipaot
TOLOLUEV®, TIVEG 08 Kol O ATOALOV EMNTIDVTO, ENEWT OV TOPET OV
TEUVEY 008’ o PopUAK®V NVELOUNY. 6 8 ad Bedc S TéLoVG dvTeiye,
KeEAEDOV PEPELY TO TSV, TAVTIME Yop aTd DVREP cwTNPiag etvar- ivat
YOp ToD PEOUATOG TOVTOL TAG TNYAG GV®, TOVG O€ KNTOLPOVG TOVTOLG
00K €1dévan TodC OYETOVG 1| XPT TPETELY. GLVEPavEY 81} BovpacTd. ...
(66) téhog 6& O ZmTnp onuaivel THG anTig VOKTOG TAVTOV EUol T& Kol
Q) TPOPET — nsptﬁv yop on 10t O Zo’)muog — ote &y® uév gneumov
ekelve ppaoov a eipnkag i 0 6eog, 6 8” amvta epacwv avTog pot &
NrNKkoel 100 Oeod. Qv 3¢ 11 edppoxov od o v kb’ Ekooto ov
HERVN oL, GADY O OTL LETETYEV: MG OE EmemAcaEV, EpPEL O TaXD TOD
dykov 10 TAEloTOV, Kol Apo €@ Topfjoav ol EmTHOElol YaipovTeEG HeTd
amiotiog. (67) éviedbev 8€ 1o TV pev ykAnudtov Enadoavto iatpol
kol €0adpalov VmepPLAS €9’ £kAoT® TOD Be0d TNV TPOVOLAY, KOl (OG

786 X.Mem.1.2.54. See above, p.221.
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Erepov TL dpa v peilov, 0 Madpaq idito, T 8¢ Tod KOATOL Tiva AV TPOTOV
Kataotoln 61ecKkomodvTo: Kol €60KeL AOTOIC VOV yE O1 TAVIMG OETV
toufic, 00 Yap eivor EALmG gl TO Gpyaiov KoTAGTAVAL KAUE TODTO YE
nélovv ovyympiioat, Tvtog 6& 71oM nerpdydot 1@ ye 100 Oe0d. (68) 0
0’ Gpa 00dE TObTO €Keivolg maptikev, AAA’ odong TG AMOCTAGE®MG
Oovpaotilc 6ong kol dokodvtog Gmavtog AmmAloTpidGOol  TOD
dEPLOTOC, MOV KEAELGOG Emtypiety oVTMG 1GG0TO Kol GLVIyaYEV TdvTaL
glc TodTOV, Hote OAywv NuepV mopeldovs®dy 00l 016¢ T v EVPETY
&v OMOTEP® UNPD TO POUA EKETVO €YEVETO, GAL’ TGNV AUEOTEP®
xadapd Toig bmoaocty.’d

For the god predicted for a long time that | should beware of dropsy,
and he gave me various drugs and Egyptian slippers, which the priests
are accustomed to use. And he decided to divert the flux downwards.
And a tumour grew from no apparent cause, at first as you might see in
anyone else, but then it increased to an extraordinary size, and my groin
was distended, and everything was swollen, and terrible pains ensued,
and a fever for some days. At this point, the doctors cried out all sorts
of things, some said surgery, some said cauterisation by drug, or that
an infection would arise and | must surely die. But the God gave a
contrary opinion, telling me to endure and foster the growth. And there
was obviously no choice between listening to the doctors or to the God.
But the growth increased even more, and there was much dismay.
Some of my friends marvelled at my endurance, others criticised me
for acting too much on account of dreams, and some even accused me
of cowardice for neither permitting surgery nor allowing any
cauterising drugs. But the God held quite firm, and ordered me to bear
the present circumstances, He said that this was wholly for my safety,
for this flux was streaming upwards, and these gardeners did not know
where they ought to turn their channels. Wonderful things kept
happening. ... Finally the Saviour indicated on the same night the same
thing to me and to my foster father — for Zosimus was then alive — so
that | sent to him to tell him what the God had said, and he came to see
me to tell me what he had heard from the God. There was a certain
drug, whose particulars 1 do not remember, save that it contained salt.
When we applied this, most of the growth quickly disappeared, and at
dawn my friends were present, happy and incredulous. From here on,
the doctors stopped their criticism, expressing extraordinary
admiration for every aspect of the God’s providence and saying that it
had been some other greater disease which he had secretly cured, and
began to consider the state of the loose skin (left from the tumour).
Now it seemed to them that there was an absolute need for surgery, on
the grounds that it would not otherwise go back to normal. And they
claimed this concession, the God’s part being now done. But he did not
even allow them this; though the lesion was of remarkable size, and all
my skin seemed to have changed, he told me to smear on an egg and
thus cured me. And he brought everything back together, so that after

87 Aristid.Or.47.61-68, 390-392 Keil.
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a few days had passed, no one was able to find on which thigh the
tumour had been, but both were completely unscarred.’8®

This can be read as an account of holistic versus interventionist medicine as well as
medical versus divine authority. The god’s prediction of dropsy (an oedematous swelling)
is accurate, but no medical prognosis is mentioned. Medicine is divided in its opinions
and advice, while the god is consistent and clear. The condition is severe, but Aristides
rejects treatment and allows the malady to take its course, resisting all temptation to
succumb to human intervention despite the length of time the problem lasts and the
terrible pain he suffers. Noticeable too is the way that the doctors beg to be allowed a role
in dealing with the loose skin that remains once the god has effected his cure, but are
denied even this. There is no doubt about the god’s superior authority, nor about the
control that Aristides portrays himself exercising over the doctors through his choice of
co-operation with the god. In similar vein, he swims in icy mid-winter weather to the
amazement and consternation of various doctors and friends — one of whom, Heracleon,
fears that curvature of the spine will result — and emerges feeling refreshed and euphoric:

WG &’ EEEPMV, O T O YPpOC TTaG TvOeL Kol TO odua ThvTn KOOV nv ..

(22) o0 ) TG Gapung ownst 0VOLV, 00 TPOGEYEVETO, OVD’ A TOLODTOV n

Gspun MV, otov &v T kai dn’ dvOpmmivng unyaviig VapEeiev, GALY TIg

MV dAéa Suveknc, SHvauy eépovaa Tonv S1i TaVTOS TOD GOUATOS TE

Kad Tod XpOTiC. mopamAncimg 88 kai Té TS YVOUNG ElYEV.

When | came out, all my skin was glowing and my body was

comfortable everywhere ... nor did any of the warmth abate, nor was

any added, nor again was the warmth such as one would have from a

human contrivance, but it was a certain continuous body heat, bringing

an even power throughout the whole of my body and my skin. My
mental state was nearly the same.’®°

788 Tr.Behr 1968:219-20, adapted.

78 Aristid.Or.48.21-2, 399 Keil, tr. Behr 1968:227 (adapted). In the last quoted line, Keil (but not Behr)
accepts Haury’s emendation ypwtdg for mss ypovov. For the whole story, see id.19-23. Aristides” account
resonates interestingly with one told to me by a long-term ME patient, now recovered, who during her
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Other incongruous-sounding outdoor treatments cause consternation and amazement
among doctors and friends and, on one occasion, hypothermia in a friend who decides to

offer moral support by joining in.”®

At times Aristides deliberately manipulates the tension between divine and medical
advice so as to ensure a continued relationship with his doctors. In one episode he accepts
the advice of his companions against his own instincts, explicitly in order to dispel any
suspicion that he favours self-reliance:

gykatekeKAMUNY petadd TV T€ BupdV Kol TV KyKAMO®V ToD ved KoTd
on Tva oveipotog dyiv: ... (72) kai pkpod ndcav EEEParov TV vocov,
el un tod Beod onpeio paivovtog kai petafaiiovtog fion v dlattav
adTOC PV oDT™G ElYov (¢ TaT TOMowmV, ‘PovAn 8 kakm viknoev
gtaipov’,”! ol coplag te dvtimolodpevol kai Tva Exewv mepi todTo
d0KODVTEG SEVOTITA ATOTMTEPOV TA EVOTVIO EENYODVTO, PAGKOVTEG 01
VepPoAiig EvoeikvuoBat TOv Bedv Ot xp1 péEVE Eml TOV ADTAOV. KAYD
ouveydpnoa dKmv pev Kol HLEOPOUEVOS Kol vouilwv avtog auevov
YYVOGKEWY, OC & v un Sokoinv &uontd Tig tvar pove melddpeEVoS:
mabov &’ Eyvov KoAdg o¢ 0pbdg gylyvmokov. (73) AL’ doa pev
cOpBovrot StpapToV Y®PIg E6TM - KaiTol Kol TadTa £01KE TV GPOdPaL
npdC TOV OedV glvat. TO Yop v oV dontoy koi Td avTd Tpdypato,
omoTe pev 6 Bedg Myoitd’? 1e kol dwappndnv einol, cotnpiav ioydv
KOLPOTNTO PASTAOVNV 00V TAVTA TO KAAAIOTO KOl TG) GOUOTL Kol
T Yoyl eépetv, GALOL d€ TOL GLUPOLVAEVHGUVTOG KOl LT GTOYOGUUEVO
g yvoung tod Beod mavta tdvavtic TovTog EmMpépey, TDG 0V
péytotov onpeiov Tod Beod Thig dSuvApE®G;

I was lying between the doors and the latticed gates of the Temple, in
accordance with a dream. ... [the God gives him an oracle and he takes
an open-air bath, much to the spectators’ surprise]. And I almost got
rid of all my disease, save that when the God gave me signs and now
changed my regimen, | was ready to do as he said, but ‘the evil counsel
of my comrades prevailed’, who pretending to wisdom and seeming to
have a certain cleverness in these matters, explained my dreams rather
unnaturally, and said that the God expressly indicated that it was

iliness had derived a sense of great mental and physical wellbeing from taking icy showers under a freezing
waterfall in Wales (personal conversation, 2012).

0§ 8¢ omooud te £lyeTo Koi Kopodeic VO omovdfig eig Pataveiov peTd TOAGY TPoyUATOV
8Ee0eppoiveto (Aristid.Or.48.76, 412.5-7 Keil). Other episodes cause ‘a spectacle’ (mapéoyov ovv Béav,
48.74, 411.24-5 Keil) and ‘wonder’ (d totvov 008evog fttov é0ovpdodn tdv sipnuévav, 48.78, 412.11-12
Keil; oi 8 opdviec ody ftTov 10 Aovtpdv i Todg Adyoug E0adualov: o 8 auedtep’ v mopd Tod Oeod,
48.82, 413.10-12 Keil).

71 0d.10.46.

792 Cf. 0d.1.125.
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necessary to keep to the same regimen. And | yielded, though unwilling
and suspicious and believing that I myself knew better, but in order that
I might not seem to be one who trusts only in himself. And experience
taught me clearly that | had been right. But let us pass over the errors
my advisers made; though even these things, | think, are part of what
all comes down to the God. For the fact that the same regimen and the
same actions brought my body and spirit salvation, strength, comfort,
ease, high spirits and every good thing, when the God led the way with
explicit instructions, but all the opposite results when | was advised by
some other person who did not fathom the intention of the God, is
surely the greatest indication of the God’s power.’®3

In another story he unashamedly hedges his bets, vacillating between medical and divine
advice in a way that was doubtless characteristic of the mixed healthcare economy of the
time:

008’ &mi thc KAvng oikot elyov dvtapkeiv. (8) kai v &1 6 iaTpoc
Yartvpog v Tepydpo katd TodTOV TOV YPOVOV, GOPLOTIG, O EAEYETO,
o0 TV Ayevviv. o0TOC &Uol TPOGEADMYV KATOKEWEV® Kol TOD TE
BdpoaKog Kol T®V VToYoVOPImY AYAIEVOCS, ETELT) TPOTOVTOG TOD AOYOL
¢ Kabdpoelc Tod aipotog fikovoev doat YeyOvooi pot, TO HEV oipa
EMOYETY EKELELE KO LT KATAADEWY TO GO ‘€YD O€ 6oL, EQT), dDCM TL
Kotdmhacpo mivy Kodeov Kol aniodv: 6 ov Bgivon €nt rof) oTopG OV
Kol TV mtoxovSpw)v Kol gloel 61 OmOGOV Tl ovncat (9) tavta
GDVSBOU)\.SUS Kéy®d 1O pdv 1od aipatog odk Epnv etvou kOprog odte
oVt¢ 00T’ €kelvog motelv, GAL Emg dv 0 Be0g mpootdtTn Apotpelv,
vIokovceshotl Kol KOV Kol GKoV, HdAlov 0& obdEmoTE GKMV: TNV
S6c1v 8& ovk EQuyov Tod Tatdpov, AL EpvAatTOov AaPdv: TO & NV
dpa ok Aporbeiog képag. ... (10) todrto pev fion v £80kel KEPOOG
givat. 85eopnv 8¢ cuyviig tiig Pondeiog, kai toic Bact poMC te Kai
TEQPEICPEVOC OPilovy. E50Eev OOV pOL TO TOD ZaTOPOL PAPHOKOV
Betvarl katd Tod otopdyov 1€ kol tod otnlovg, domep O ZATLPOC
TapNyYEAKEL TAVTMG 08 00OEV néya ExPaivev thc Oepaneiog ThHe mapa
100 0g0d. (11) £00VC PEv 0DV 0O TPOGEITO e 1} TPOTN TPOGPOAT, GAL’
830Kl YouypoTEPOV Elval Bpmg 8 E50EE ot SlokapTtepelv Kai Tapéyety
@ Qopudrk® &l dpa ALY T@ Ypdve TL Avoceley. Kol obtw O 0 1€
oti00g YyoyeTow Yo&v dewvny kai P& Emyiyvetol Tokvi te Kol ioyupd,
Kad dmopig elydunv, koi 6 0£0¢ onuoiverl eV elvar. kai g émovong
ol KpOTAPOL Kol O KOKAOG TOD TPOoOTOL (mag KoTeTEIvETO, Kol <oi>
cnocy()vsg GUVEKEKAEIVTO, KOl Oépvﬁog NV einep moté. ... (13) éuoi 8¢
TG avTig VUKTOG Tade EYiyveto, Og kepuAaiov dmopvnpovevoal.
£60KoVV £mi ThG TOTPOOG E0TIOG givat, &v 8¢ 1@ 1:01xc0 o0 T 8611 TOV
Oedv Emypappoto stvor Toldde: ‘ol dgiveg cwlévieg 8k TV scxaroav
Beoig maot yaproplo’ - Kol £Qaiveto on TdV Buoidv Tyvn. Kol Epol pév

93 Aristid.Or.48.71-3, 410-11 Keil, tr. Behr 1968:238 (adapted).
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ve 1 dyig abdtn Thig cvveyeiag TV BuoidV fpEev, 00 PEALGV TL TPOG TO
dvap GeopdvTL ... . €k & ovv T AegBédov per’ evbuuiag
aveympnoapev, Nviko £d0kel @ 0e®d, Kol PASTOVNC AréAavso AOYoL
d&iac. (14) 0 & einev mepi TG POONC, Emeonuvaro DoTEPOV TPOG TOV
vemkopov 0 Bg0g, ¢ adTOC £ol dyeito <6> AGKANTIOKOG, 0VOEV
map’ EUOD TPOUKNKOMG: £pN Yap akodoal Tod Beod Aéyovtog m¢ dpa
eOONV pev Kol Kotdppovv mEPMPNKAS €1 Hov, TOV 0 oTOUOY OV
idro.”%

This story begins with Aristides ‘so weak that | could not even endure in bed at home’
(7). A doctor, Satyrus, ‘a sophist of no mean rank’, attends his bedside and, having
examined him, orders him to stop purging himself and to use instead ‘a very light and
simple ointment, which you should put on your stomach and abdomen, and you will see
how much it will help’ (8). Aristides flatly refuses: ‘I said | had no authority to choose
between doing this or doing that, but that while the God commanded the letting of my
blood | would obey whether willing or not, and moreoever never unwillingly’. Even so,
he takes Satyrus’s ointment and keeps it (9). His condition deteriorates and, by now ready
to try anything (10), he applies Satyrus’s ointment, reasoning that ‘I was not departing
much from the cure which came from the God’ (10). This turns out to have been a bad
decision: ‘straightway the first application did not please me, but it seemed to be too cold.
Nevertheless | decided to persevere and to submit to the drug, in case in time it might
accomplish something’; but the ointment proves ineffective: ‘I developed a terrible chest
cold, and a constant and strong cough ensued, and | was in difficulty’ (11). At this point
the god appears and gives him a diagnosis of consumption. Aristides’ symptoms continue
to deteriorate (11); finally, he dreams an instruction to offer sacrifices in return for a cure

—and he recovers (13). His account is subsequently corroborated by a temple warden

94 Aristid.Or.48.7-14, 415-17 Keil.
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who, having heard nothing of this story, dreams of Asclepius announcing that he has

cured Aristides of consumption, catarrh and stomach problems (14).7%°

Equivocation of this kind — declarations of unchangeable loyalty to one treatment regime
interspersed with periodic engagements with other methods— is very characteristic of
chronically ill people today, who, in desperation for relief from their symptoms, are often
prepared to ‘try anything’ even if it involves compromising some previously held
principle. Sometimes this leads to genuine co-operation, such as we see in another of
Aristides’ stories:

... Yevouévng ye kapol mopd tod Beod Ponbeiog moArfig kol cuveyodg
Kol mapadola €govomng. ... (73) kol on kol KAdouatt ypnoacbot
EmetdyOnv, GO’ 6 pév iotpog ovk £0dppel TposPEpey, OpdV TNV
AENTOTNTO. TOD OOUOTOC Kol TNV advvopiov, GAA’ 1yeito domep
avtoyelp €oecbal pov- €ya &’ Eneioo LOMG Kol apoypTja Gviveyka.
TPOENV O EdmKe Adyava dypia, & Kol TEWYWY Kol SOVOULY TAPECYE oL

Tvé. 79

... The God also helped me much, continuously and strangely. ... And
I was enjoined to take enemas, so that the doctor, when he saw the
thinness and weakness of my body, did not have the courage to apply
them but believed that he would, as it were, be my murderer. |
persuaded him with difficulty, and immediately recovered. And he
gave me green vegetables as nourishment, which provided me with
some means of digestion and strength.

Here the doctor offers useful dietary guidance rather than taking offence at having been
proved wrong by Aristides on the god’s advice; the reference to the god makes it safe for
Aristides to follow his own instincts while simultaneously allowing the doctor to avoid

losing face.

95 Tr, Behr 1968:242-44, adapted.
79 Aristid.Or.47.72-3, 393 Keil, tr. Behr 1968:221 (adapted).
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7.3. Interpretation

Aristides may be no hypochondriac, but this does not mean that his accounts of his
illnesses are to be understood as artless or even necessarily accurate narrative.”®” The
Hieroi Logoi are, as already noted, the product of a culture of self-display and competitive
oratory, a culture in which the educated elite are enormously interested in matters of
health, in which temple medicine is flourishing, and dream reports are indisputably
significant. They come, too, from an age in which medicine is claiming greater
knowledge and authority for itself and yet paradoxically remains as ineffectual as it has
ever been.”® Aristides’ complaints of medicine’s inability to help him are manifold. His
experience at the end of a journey from Rome is typical:

"Eme1dn yap EkopicOnv anod thg Tradiog, ToAAN Kol TOVTOI0 GUVEIAOYMG
6 GONATL AT TOV CLVEYDV KAUATOV TE KoL YELAV®V, 01 §xpNoaunv
amav d10 Opdkng ki Makedoviag, &1t kGpvev ¢EeMmv otfkodev, Tv
101G 10Tpoig dmopior TOAAN p 0Tt OEEAEV 00K &yovotv, GAL’ 00dE
yvopicat 6 Tt €in 10 coumav.

When | was brought from Italy, | had contracted by ill luck many varied
ailments from constant sickness and the stormy weather which |
experienced while travelling through Thrace and Macedonia, for | left
home while | was still sick. The doctors were wholly at a loss not only
as to how to help, but even to recognise what the whole thing was.®°

Or again, on another occasion:

xai cuviiAOov of Te latpol kai youvactod, kol obte Pondsiv eiyov odte
gyvopiiov v motkidMay TS vOGov. 10600ToV &’ 00V cuVESOEEY, EiG TAC
Yog Tag Oeppac Kopicot, ETeldn Kal TOV £V Ti| TOAEL AEPA PEPELY OVY
016¢ TE NV.

97 Cf. Petsalis-Diomidis 2010:122, on the distorting effect of attempts to read the Hieroi Logoi over-
realistically. She criticises the interpretations of Behr (unique access to Aristides’ inner life), Brown (illness
as an expression of thwarted political ambition), Festugiere (development of a Christian-style ‘personal
religion’); Dodds (Asclepius the focus of Aristides’ search for a father figure); Gourevitch (Aristides an
hysteric); Michenaud and Dierkens (Aristides an hypochondriac, hysteric and unconscious homosexual);
Andersson and Roos (the Hieroi Logoi a manifestation of narcissism) — all of which she regards as
‘excessively simplistic’ and based on retrospective physical and/or psychological diagnoses ‘with little
reference either to 2nd century medical understanding or to the literary function of descriptions of
Aristides’ symptoms’.

798 Harris comments on the weakness of doctors’ authority compared to modern society (2009:185).

99 Aristid.Or.48.5, 395-96 Keil, tr. Behr 1968:224.
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Doctors and gymnastic trainers assembled. They could neither help nor
grasp the complexity of my disease. The only thing on which they
agreed was that | be brought to the warm springs, since | was not even
able to bear the climate in the city.8%

And in a particularly vivid example:

Kol HET’ oV TOAD T OTAGYYVO MONKEL Kol TO VEDPO KATEYLKTO Ko
epikn 61€0gL d10 TAVTOG TOD COUATOC Kai TO Tvedpa amekékAgto. (63)
Kol ot ioTpol KabApcelg TPOGTIYoV Kol TV EAATHPLOV €15 dVO NUEPUS
gcabaupouny, Eog &ig aiuo dméoknyey. kKai mopetol kotéaPov Koi
vt v dmopo HidN kai cotnpiag 00d’ Nricodv éAmic. kai télog ol
ioTpoi katétepvoy €K Tob othBovg dpdpevol Thvta £ENG Gypt TPOG TNV
KOOTV KAT®: Kol O¢ avOnyavto ol owval, Tovidmoct TO Tvedu
AmeAN e, Kai S1ABeY dOVVT VapKOING Kol Bmopog PEPELY, Kal ThvTo
aipatt €mépupto kol ylyvopor VmEPIVOG, KOl TAOV OTAAYYV®V
NoBovOuUNY olov Yyuxp@dv Te Koi EKKkpepopévey, Kol 10 TG dpumyoviog
i mepl TV dvamvony &netdon. (64) Kai ti ypr motelv ovk Nv- Kod Yap
oltov aipovpéve kol Otadeyopéve petald mpooictato Kol &0el
memviyBor OoKeV. Kol 11 8AAN 10D copoTog AcOévelr Katd Adyov
To0T®V V. Pappaxo 8¢ 0fpetd te kol dAla mavoio TnVEALog £5idoto.

And shortly thereafter my intestines swelled, I trembled with cold,
shivering ran through all my body, and my breath was impeded. And
the doctors produced purges, and | was purged for two days, by
drinking squirting cucumber, until finally there was a bloody discharge.
And fevers attacked me, and now everything was despaired of, and
there was not any hope even for my survival. And finally the doctors
made an incision, beginning from my chest all the way down to the
bladder. And when the cupping instruments were applied, my breathing
was completely stopped, and a pain, numbing and impossible to bear,
passed through me and everything was smeared with blood, and | was
excessively purged. And | felt as if my intestine were cold and hanging
out, and the difficulty in my respiration was intensified. And | did not
know what to do, for in the midst of food and of talking, there was an
attack, and | thought that I must choke. And my other physical
debilities were in proportion to these things. Antidotes and various
other things were given in vain.8

Petsalis-Diomidis regards Aristides as exhibiting a marked distrust of the ‘medical
profession’, and suggests that his appropriation of their language can be read as a

polemical act.8%2 But it appears more complex than that. Despite characterising doctors

800 Aristid.Or.48.69, 410 Keil, tr. Behr 1968:237-8 (adapted).

801 Aristid.Or.48.62-4, 409 Keil.

802 petsalis-Diomidis 2010:105-106. Israelowich takes a different view, arguing that Aristides’ readiness to
‘entrust himself to their hands and knives serves as powerful evidence in support of the reliable reputation
of the title “physician”(iatpdg)’ (2012:88).
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as people who fail to understand his illnesses, he is careful, as we have seen, not to
alienate them completely. It is a conflicted relationship that conveys strong senses of both
frustration and need. This is not, perhaps, surprising. The combination of the growing
awareness of the body’s complexity, as the site of invisible physical qualities and powers
acting in its hidden interior and comprehensible only by physicians and philosophers,
together with the inescapable fact of medicine’s inability to deal with serious illness, must
have been deeply discomfiting for anyone suffering recurring symptoms such as those
described by Aristides. The body had become something that doctors knew about — yet
their knowledge was self-evidently limited. Chronically ill people tend to want the
support of a doctor but they also tend to have strong instincts about what they need to do
to feel better, even if they do not know the biomedical processes involved. Aristides’
declaration of voluntary submission®® is as much a passionate articulation of desire to
put his trust in doctors as much as it is an expression of reluctance to do so and
determination to control what happens to his own body. He embraces the idea of
obedience to the doctor while transferring that obedience to the god he encounters in his
dreams, thus blurring the boundaries between his instinctual response to his illness and
the support of a doctor, defining obedience in his own terms and remaining in ultimate

control.

7.4. Conclusion

As Downie has said, the Hieroi Logoi invite interpretation on many different levels, and
the route to understanding them lies in collaboration.®%* In recent years their richness and

multi-dimensionality have invited several new analyses: Downie focuses on Aristides’

803 See above, pp.263-264.
804 Downie 2013:33.
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use of the rhetoric of religion, illness and healing to ‘shape his self-portrait as an orator’;
Petsalis-Diomidis concentrates on his use of the divine to construct a self-portrait of a
new kind of elite persona, the Ogiog avrp; Israelowich regards the Hieroi Logoi as an
account of salvation and faith;8% Cox-Miller interprets them as an articulation of male
identity crisis verging on asceticism,®%® Perkins as a narrative of pain,®’and King as an
account of living with chronic illness.8%® My argument in this chapter has been that they
can be read as a source of insight into personal experiences of illness, showing a
chronically ill person negotiating his relationship with healers in a way that enabled him
to maintain relations with them without compromising his own autonomy. In particular,
I have allowed Aristides to illustrate the shortcomings of the doctor-patient relationship
in 2" century Asia Minor, shortcomings to which, | have claimed in this thesis, Rufus’s
insistence on questioning was in part a reaction. | have argued that there is no reason to
regard Aristides as having been anything other than genuinely ill, and that there are in
fact elements of his response to his condition that noticeably resemble the ways in which
people cope with living with chronic illness today. Though his interactions with doctors
are characterised by frustration, he does not sever relations with them, but instead creates
an idealised relationship with a doctor substitute whose key characteristic is that he gives
instructions which Aristides is content to obey. The Hieroi Logoi thus reflect both the
failure of ancient doctors to listen to their patients and the strong desire of at least one

ancient patient that this should not be the case.

805 |sraelowich 2012:29-34.
806 Cox Miller 1994:184-204.
807 perkins 1995:173-189.

808 King 1998:126-31.
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Part V: Conclusion

This thesis set out to argue that QM should be understood as part of an enduring
diachronic debate about the weight that should be attached to the patient’s narrative in
medicine. Specifically, | proposed at the outset that it articulates the idea that the aim of
medicine cannot be achieved through medical knowledge alone; that in it Rufus
constructs the patient as an essential partner in diagnosis and decisions about treatment;
and that he thereby implies a sharing of authority between doctor and patient that
contrasts noticeably with other authors’ emphasis on obedience and highlights the extent
of Galen’s subsequent claims to hierarchical medical authority. The theoretical and
conceptual framework within which these propositions have been explored posited that
health and illness and the idea of ‘the patient’ are constructs that mean different things in
different circumstances and eras, that medical authority is not a foregone conclusion of
expert knowledge, and that, when expert and experiential knowledge co-operate, the
scope and effectiveness of medical authority are significantly extended. Central to my
approach has been the claim that QM is not, as has generally been assumed, an instruction
manual on how to ask questions, but rather an ardent plea for doctors to recognise the
limits of their own knowledge and the consequent indispensability of questioning the
patient. | have argued that Rufus is unusual in the clarity with which he perceives the
limits of medical knowledge, in his conceptualisation of questioning as a discursive rather
than a formulaic activity, in his explicit insistence that it must be addressed to the patient
himself rather than any intermediary, in his psychological concept of habits, and in his
recommendation of questioning as a strategy for resolving the tension between universal
theory and individual experience. All these features, | have contended, stem from and

exemplify Rufus’s unusually well developed sense of the patient as a psychologically
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complex entity, which | have further illustrated by reference to his famous work On

Melancholy.

With his authoritative discourse Galen stakes medicine’s claim for control of patients’
bodies. Scepticism about the value of the patient’s narrative was not new, of course;8%°
but the attitude that Galen reveals transcends mere scepticism. We have seen that he
presents questioning patients as a principally semiotic rather than exploratory activity, a
concept that tightly circumscribes the hermeneutic relevance of what the patient says and
that is heavily conditioned by an explicit desire to gain control of the patient and secure
compliance, and that he takes every opportunity to amaze and impress, explicitly
discouraging anything that might betray weakness, such as asking questions to which one
does not already know the answer or questioning them about causation. We have seen his
claims to omniscience®!® and the constant power struggle in which he is engaged with his
patients, which Mattern has characterised as ‘reducing them to servile passivity in their
own homes’ like a pater familias. Though various Hippocratic authors articulate similar
concerns about obedience and control of patients, Galen takes that concern to new
heights. His practice, | suggest, constitutes a change in the terms of the relationship, or
perhaps at the very least some kind of fulcrum in the way doctors thought about patients’
narratives; and QM plays an important part in enabling us to recognise this, for it is Rufus
who provides the clearest, most focused pre-Galenic picture of attitudes to the respective
roles of doctor and patient in understanding and treating illness. His passionate insistence
on questioning patients as a matter of principle makes it obvious that the issue was a live

one in his professional and cultural milieu, and by drawing our attention to this Rufus

809 See above, pp.159-160.
810 Gourevitch 1998:135. Galen, she says, presents himself as being at the peak of medical knowledge and
as having read and understood everything.
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trains an inescapable spotlight on the transactional aspects of Galen’s legacy. Obviously
it is impossible to quantify the scale of Galen’s impact on the doctor-patient relation, but
seen against the backdrop of Rufus’s articulation of a shared authority paradigm, Galen’s
hierarchical approach stands out all the more clearly — particularly given the

chronological and cultural proximity of one to the other.

| do not accuse Galen of not having questioned his patients. Obviously, he did.t** To
suggest otherwise would be absurd, as well as patently untrue, and an unhelpfully crude
response to a subtle and complex issue. Galen, as Susan Mattern makes clear in her two
books on his life and work, gathered many facts from patients. What is at issue here is
not whether doctors question their patients but in what spirit they do so, and what use
they imagine themselves making of the information thus gained; in other words, how they
construct ‘the patient’ as they conduct their discussions. Rufus is not the only ancient
medical author to have admitted the shortcomings of medical knowledge, but the way he
develops the implications of that admission, using it as the basis of an argument for
always questioning the patient, about all aspects of the illness, is unparalleled. For him,
the patient is a key informant, a crucial partner in the project of understanding and
ameliorating illness. For Galen, patients are unreliable witnesses who are likely to lie and
disobey and who must be impressed by prestidigitatory feats of prognosis, given strict
instructions, and watched closely for acts of non-compliance. We can understand the full
implications of these two different constructions in light of the distinction drawn by Mark
Sullivan between ‘the epistemological dualism implicit within clinico-pathological
medicine where physician is knower and patient is known’ and ‘a fully developed

negotiation model [in which] despite their relative differences in knowledge and power,

811 Cf. Katz 2002:3-4.
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two knowers [are] recognised in the physician-patient encounter’. In this latter model,
‘both physician and patient have the capacity for interpretation; each can be cognitively

and therapeutically active toward the malady at hand’.812

When we 21% century readers find Rufus maintaining that doctors’ knowledge is
inherently limited and inadequate unless they question their patients on a wide range of
topics, we do not find this a surprising statement, because it conforms to our own cultural
norm. Similarly, when earlier generations read Galen’s expressions of hierarchical
authority they were perhaps unsurprised, because such attitudes reflected contemporary
expectations of doctors’ conduct in relation to patients. This is not, however, a story of
simple linear (or circular) evolution, from a shared authority paradigm to a hierarchical
model (and eventually back again). Lineaments of both discourses of authority — the
hierarchical and the shared concept — can be discerned in different Hippocratic texts;
Plato, in the Laws, describes elite Athenians enjoying a highly participative style of
consultation; Taddeo Alderotti presents the tension between the two models as a topic for
medieval scholastic debate; evidence there has not been room to discuss in this thesis, by
authors such as Roy and Dorothy Porter and Norman Jewson, suggests that pre-modern
patients were relatively powerful compared to those of the eras of hospital and laboratory
medicine, and Foucault identifies the ‘clinical gaze’ as a key signifier of the ascendancy
of biomedicine.®™® The pendulum has swung in different directions at different times, in
other words. What Galen does with his assertive modelling of the hierarchical paradigm

is to trigger one of those periodic shifts in the prevailing discourse.

812 Syllivan 1986:348.
813 porter and Porter 1989:54-69; Jewson 1976; Foucault 2003.
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I have drawn attention to Rufus’s apparent lack of concern with securing patients’
obedience. In the absence of any positive statement of his opinion on the subject, all we
can do is speculate as to what that omission might signify, and | have cited modern
research that provides us with a context within which to do that. The expert/lay person
tension is inescapable. Special knowledge has marked out the doctor since the Homeric
poems, where Machaon is intpog ... avip moAA®dV avta&log ALV / 100g T° EkTauvely €mi
T fma edppoxo waooew.B4 And of course the development of specialist knowledge
presupposes the development of experts. But the social construction of expert and lay
person varies, and this depends on, among other things, the stories a cultural group
chooses to tell itself about the knowledge set and the expert. A very powerful story in
Western medicine has been that the body is a thing that doctors understand. In this story,
doctors and patients are defined against one another in terms of the possession or lack of
specialist knowledge. Another powerful story in Western medicine has been that this
special medical knowledge is what is required for healing. The same kind of oppositional
definition then tends to occur, so that by extension patients’ knowledge is not required or
is even actively dismissed. Thus the possession of special knowledge becomes both a
symbol of the medical profession’s power and justification for its claim. Both of these
stories were told by Galen. In 1951 Talcott Parsons identified doctors as the gatekeepers
of what he called the ‘sick role’; what he meant by this was that once a doctor confirmed
a person was ill, making the person a patient, doctor and patient then assumed a set of
mutual expectations about each other’s role, governed by certain rights and duties, with
the ideal patient represented as ‘passive and compliant in deferring to the expertise of the

doctor’.8%5 McDonnell et al have paraphrased the Parsonian model as consisting

814 1].11.514-15.
815 Parsons 1951:430.
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particularly in the idea that ‘power imbalance between the doctor and the patient is
inevitable by virtue of the doctor’s technical expertise and the vulnerability of patients’,
and this describes the Galenic paradigm very well.8%6 Yet Rufus was an expert too, one
who had no qualms about asserting that the doctor does not know enough by himself
without asking questions. He is a witness to a type of expertise that does not pretend to
omniscience, the kind of expertise that can co-exist harmoniously and productively with
the knowledgeable sort of self-care practised by the pepaideumenoi we meet in Plutarch’s

Advice About Keeping Well.

Though this thesis has QM at its centre, Galen has featured heavily throughout,
functioning both as foil to Rufus and as a source of information about contemporary
medical ideas and practices. This was inevitable because so much of what we know of
Greco-Roman medicine reaches us through the words of that intriguing, infuriating,
prolix, relentlessly self-referential and overwhelmingly self-satisfied physician.8’
Nutton has talked of Galen’s ‘suffocating embrace’ (more suffocation than embrace, in
truth). The idea that Rufus articulated so passionately — that the aim of medicine cannot
be achieved by medical knowledge alone — was, not much later, crushed by Galen — not
deliberately, | suggest, but heedlessly, as Catullus’s passing ploughman, his eyes trained
on a different goal, left a flower unnoticed at the edge of the meadow.828 | have tried to
show that QM is a work of considerable significance, not just because of the way it
enriches the study of ancient medicine but also because recognising the existence of a
shared authority paradigm in the practice of a doctor who is chronologically,

geographically and culturally so closely related to the hierarchical Galen highlights the

816 McDonnell et al 2009:27-28.

817 As Nutton emphasises, there were a very large number of doctors and other healers at work in the period,
of most of whose practices we are entirely ignorant (2000:943-4, 965).

818 Catullus 11.
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impact that Galen had on the transactional as well as the scientific aspects of medicine.
Thus what began as an enquiry into an under-studied treatise has turned out to have the
ability not just to shed light on a neglected area of the study of ancient medicine but also
to throw into relief the practice and principles of the man who had so profound an
influence on how western medicine developed. We are left wondering whether Rufus’s
model of shared authority is likely to have engendered more co-operation and thereby
fostered more successful outcomes than the autocratic paradigm that Galen promoted so
tirelessly and which was met with so much disobedience. That, perhaps, is the next

question.

281 of 300



Bibliography

Quaestiones Medicinales: Editions

Gartner 1962: Rufus von Ephesos. Die Fragen des Arztes an den Kranken.
Herausgegeben, ubersetzt und erldutert von Hans Gartner, Berlin (Corpus
Medicorum Graecorum Suppl. 4).

Gartner 1970: Rufus Ephesius, Quaestiones Medicinales. Leipzig: Teubner.

Daremberg, C. and Ruelle, C-E. 1879. ‘De I’interrogatoire des malades’. In Oeuvres de
Rufus d’Ephése. Texte collationnée sur les manuscrits, traduit pour la premiére
fois en Francais, avec une introduction, 195-218. Paris: L’Imprimerie Nationale.

Mdiri 1943, 64-75 (88 1-11, 21-23, 28-29, 41-42, 55-58, 72): Der Arzt im Altertum:
griechische und lateinische Quellenstiicke von Hippokrates bis Galen, mit der
Ubertragung ins Deutsche. Herausgegeben von Walter Miiri, Miinchen.

Quaestiones Medicinales: Translations

Daremberg 1879 (French) Oeuvres de Rufus d'Ephése. Texte collationnée sur les
manuscrits, traduit pour la premiére fois en Francais, avec une introduction,195-
218. Publication commencée par le Dr. Ch. Daremberg, continuée par Ch. Emile
Ruelle. Paris: L'Imprimerie Nationale.

Brock 1929 (English; partial: 88 1-12, 15-60a, 61-62, 63b-73) Greek Medicine. Being
Extracts Arthur J. Brock. (Library of Greek Thought edited by Ernest Barker.)
London and Toronto.

Gartner 1962 (German) Rufus von Ephesos. Die Fragen des Arztes an den Kranken.
Herausgegeben, (bersetzt und erlautert von Hans Gartner, Berlin (Corpus
Medicorum Graecorum Suppl. 4).

Haak, H. 2013 (Dutch) Rufus Ephesius: medicus gratiosus. Doctoral dissertation,
University of Leiden.

282 of 300



General bibliography

Abel, E. and Browner, C. (1998). ‘Selective compliance with biomedical authority and
the uses of experiential knowledge’. In Pragmatic Women and Body Politics, ed.
P. Kaufert and M. Lock, 310-326. Cambridge.

Abou-Aly, A. (1992). The Medical Writings of Rufus of Ephesus. Ph.D. thesis, University
of London (unpublished).

Adler, A. (1928-38). Suidae Lexicon. 5 vols. Leipzig.

Alvarez Millan, C. (1999). ‘Graeco-Roman Case Histories and their Influence on
Mediaeval Islamic Clinical Accounts.” Social History of Medicine 12(1), 19-43.

Angelelli, C. (2004). Medical Interpreting and Cross-cultural Communication.
Cambridge.

Anderson, G. (1993). The Second Sophistic: a Cultural Phenomenon in the Roman
Empire. London.

Andrew, M. (1993). A Variorum Edition of the Works of Geoffrey Chaucer. Volume II:
The Canterbury Tales. Part One B: The General Prologue, Explanatory Notes.

London.

Arendt, H. (1961). Between Past and Future: Six Exercises in Political Thought. New
York.

Armstrong, D. (1984). ‘The Patient’s View’. Social Science and Medicine, Vol. 18, No.
9, 737-744.

Astin, A. (1978). Cato the Censor. Oxford.

Athanassakis, A. and Wolkow, B. (1977). The Orphic Hymns: Text, Translation, and
Notes. Baltimore.

Balberg, M. (2011). ‘Rabbinic Authority, Medical Rhetoric, and Body Hermeneutics in
Mishnah Nega’im’. AJS Review 35 issue 02, 323-346.

Ballester, L.Garcia (1979). ‘Galen as a Medical Practitioner: Problems in Diagnosis’, in
V. Nutton, ed., Galen: Problems and Prospects, 13-46. London.

Barnes, J. et al., eds. (1982). Science and Speculation: Studies in Hellenistic Theories
and Practice. Cambridge.

Barnes, J., ed. (1984). The Complete Works of Aristotle. The Revised Oxford Translation.
2 vols. Princeton.

Barnes, J. (2001). Early Greek Philosophy. Revised edition. London.

Barton, T. (2002). Power and Knowledge: Astrology, Physiognomics and Medicine
Under the Roman Empire. Ann Arbor.

Barrett, W. (1964). Euripides’ Hippolytos. Edited with Introduction and Commentary.
Oxford.

Barry, A.-M. and Yuill, C. (2012). Understanding the Sociology of Health. 3" edition,
London.

Behr, C. (1968). Aelius Aristides and the ‘Sacred Tales’. Amsterdam.

283 of 300



Berger, P. and Luckmann, T. (1967). The Social Construction of Reality. A Treatise in
the Sociology of Knowledge. London

Bett, R. (2012). Sextus Empiricus Against the Physicists. Cambridge.

Beveridge, A. (2002). ‘Time to abandon the subjective-objective divide?’ Psychiatric
Bulletin, Vol. 26, 101-103.

Blood, D., Studdert, V. and Gay, C. (2007). Saunders Comprehensive Veterinary
Dictionary. 3 Edition. Edinburgh.

Bonner, C. (1937). ‘Some phases of religious feeling in later paganism’. Harvard
Theological Review, Vol. 30, No. 3, 119-140.

Borg, B., ed. (2004). Paideia: the World of the Second Sophistic. Berlin.

Borkman, T. (1976). ‘Experiential Knowledge: A New Concept for the Analysis of Self-
Help Groups’. Social Service Review, Vol. 50, No. 3, 445-456.

Borst, C. (2015). ‘From Bedside to Bench: the Historical Development of the Doctor-
Patient Relationship’, in J. Clair and R. Allman, eds., Sociomedical Perspectives
on Patient Care, 60-81. Lexington, Kentucky.

Boston Women’s Health Book Collective, Phillips, A. and Rakusen, J. (1978). Our
Bodies, Ourselves: a Book by and for Women. London.

Bowersock, G. (1969). Greek Sophists in the Roman Empire. Oxford.

Bowie, E. (2000). ‘Literature and Sophistic’, in The Cambridge Ancient History, 2nd
edn., Vol. X1, 898-921. Cambridge.

(2008). ‘Literary Milieux’, in T. Whitmarsh, ed., The Cambridge Companion to
the Greek and Roman Novel, 17-38. Cambridge.

Boyd, K. (2000). ‘Disease, llIness, Sickness, Health, Healing and Wholeness: Exploring
Some Elusive Concepts’. Journal of Medical Ethics: Medical Humanities, 26, 9-
17.

Bradshaw, D. (2004). Aristotle East and West: Metaphysics and the Division of
Christendom. Cambridge.

British Pain Society (2015). Understanding and Managing Long-Term Pain. Information
for Patients. London.

Brock. A. 1916. Galen on the Natural Faculties. With an English translation. London &
New York: Loeb.

(1929). Greek Medicine, Being Extracts Illustrative of Medical Writers from
Hippocrates to Galen. London: Dent.

Bynum, W. and Porter, R. (1993). Symposium on Medicine and the Five Senses (1987:
Wellcome Institute for the History of Medicine). Cambridge.

Canguilhem, G. (1978). On the Normal and the Pathological, tr. Carolyn Fawcett. Reidel.

Canizares, P. (2010). ‘The Importance of Having Medical Knowledge as a Layman: the
Hippocratic Treatise ‘Affections’ in the Context of the Hippocratic Corpus’, in H.
Horstmanshoff, ed., Hippocrates and Medical Education: Selected Papers
presented at the X1Ith International Hippocrates Colloquium, Universiteit Leiden,
24-26 August 2005, 87-99. Leiden.

284 of 300



Chadwick, J. and Mann, W. (1987). Hippocratic Writings, ed. G.E.R. Lloyd. London.

Condrau, F. (2007). ‘The Patient’s View Meets the Clinical Gaze’. Social History of
Medicine, Vol. 20, No. 3, 25-540.

Cooper, John M., ed. 1997. Plato, Complete Works. Indianapolis and Cambridge.

Cooter, R. (2007). ‘After Death/After-“Life”: the Social History of Medicine in Post-
Postmodernity’. Social History of Medicine, Vol. 20, No. 3, 441-464.

Cox Miller, P. (1994). Dreams in Late Antiquity: Studies in the Imagination of a Culture.
Princeton.

Craik, E. (2015). The ‘Hippocratic’ Corpus. Abingdon and New York.

Croker, J. et al. (2013). ‘Factors Affecting Patients’ Trust and Confidence in GPs:
Evidence from the English National GP Patient Survey’. Online: BMJ Open
2013;3:5. Awvailable at: http://bmjopen.bmj.com/content/3/5/e002762.full.
Accessed: 14" December 2015.

Crook, J. (1967). Law and Life of Rome. New York.

Cuomo, S. (2007). Technology and Culture in Greek and Roman Antiquity. New York
and Cambridge.

Curd, P. and Graham, D., eds. (2008). The Oxford Handbook of Presocratic Philosophy.
New York and Oxford.

Davis, K. (2007). The Making of “Our Bodies, Ourselve’s: How Feminism Travels
Across Borders. Durham, NC.

Dean-Jones, L. (2010). ““Physician”, a Meta-Paedogogical Text’, in H. Horstmanshoff,
ed., Hippocrates and Medical Education: Selected Papers presented at the XlIth
International Hippocrates Colloquium, Universiteit Leiden, 24-26 August 2005,
53-72. Leiden.

Dean-Jones, L. (2003). ‘Literacy and the Charlatan in Ancient Greek Medicine’, in H.
Yunis, ed., Written Texts and the Rise of Literate Culture in Ancient Greece, 97-
121. Cambridge.

Denniston, J. (1954). The Greek Particles, rev. edn. Oxford.

Dickson, K. (1998). Stephanus the Philosopher and Physician: Commentary on Galen’s
Therapeutics to Glaucon . Leiden.

Dillon, J. (1990). The Practice of Questioning. London.

Dietz, F. (1966). Apollonii Citiensis, Stephani, Palladii, Theophili, Meletii, Damascii,
lonannis, aliorum Scholia in Hippocratem et Galenum. 2 vols. Regimontii
Prussorum.

Dinwoodie, M. (2013). ‘Triage in General Practice’. Practice Matters, Vol. 1, issue 3,
14-15.

Dodds, E.R. (1951). The Greeks and the Irrational. Berkeley and London.

Donini, P. (2008). ‘Psychology’, in R.J. Hankinson, ed., The Cambridge Companion to
Galen, 184-209. Cambridge.

Downie, J. (2013). At the Limits of Art: a Literary Study of Aelius Aristides’ ‘Hieroi
Logoi’. New York.

285 of 300


http://bmjopen.bmj.com/content/3/5/e002762.full

Durling, R. (1993). A Dictionary of Medical Terms in Galen. Leiden.

Dye, N. and DiMatteo, M.R. (1995).‘Enhancing Cooperation With the Medical
Regimen.” In M. Lipkin, S. Putham and A. Lazare, eds., The Medical Interview:
Clinical Care, Education, and Research, 134-144. New York.

Edelstein, L. (1987). Ancient Medicine. Selected Papers of Ludwig Edelstein. Baltimore
and London.

Eijk, P. van der, ed. (1999). Ancient Histories of Medicine: Essays in Medical
Doxography and Historiography in Classical Antiquity. Leiden.

Eijk, P. van der (2000-2001). Diocles of Carystus. A Collection of the Fragments with
Translation and Commentary. 2 vols. Leiden.

——— (2005). Medicine and Philosophy in Classical Antiquity: Doctors and
Philosophers on Nature, Soul, Health and Disease. Cambridge.

(2008). ‘Rufus’ ‘On Melancholy’ and its Philosophical Background’, in P.
Pormann, ed., Rufus of Ephesus on Melancholy, 159-78. Tlbingen.

(2008a). ‘Therapeutics’, in R.J. Hankinson, ed., The Cambridge Companion to
Galen, 283-303. Cambridge.

(2008b). ‘The Role of Medicine in the Formation of Early Greek Thought’, in P.
Curd and D. Graham, eds., The Oxford Handbook of Presocratic Philosophy, 385-
412. Oxford.

(2013). ‘Cure and (In)curability of Mental Disorders in Ancient Medical and
Philosophical Thought’, in W. Harris, ed., Mental Disorders in the Classical
World, 306-338. Columbia Studies in the Classical Tradition No. 38. Leiden.

Eijk, P. van der and Pormann, P. (2008). ‘Appendix 1: Greek Text, and Arabic and
English Translations of Galen’s On the Affected Parts iii.9-10’, in P. Pormann,
ed., Rufus of Ephesus On Melancholy, 265-287. Tibingen.

Eisenberg, L. (1977). ‘Disease and Illness. Distinctions Between Professional and
Popular Ideas of Sickness’. Culture, Medicine and Psychiatry, 1 (1), 9-23.

Emson, H.E. (1987). ‘Health, Disease and llIness: Matters for Definition’. Canadian
Medical Association Journal, Vol. 136, 811-813.

Festugiere, A.-J. (1954). Personal Religion Among the Greeks. Berkeley.

Fishwick, S. and Letts, M. (2002). ‘The Lay Person as Healthcare Practitioner’ in R.
Lissauer and L. Kendall, eds., New Practitioners in the Future Health Service,
51-59. London..

Flemming, R. (2007). ‘Galen’s Imperial Order of Knowledge’, in J. Konig and T.
Whitmarsh, eds., Ordering Knowledge inthe Roman Empire, 241-277.
Cambridge.

(2008). ‘Commentary’, in R. J. Hankinson, ed., The Cambridge Companion to
Galen, 323-354. Cambridge.

Fogen, T. 2015. ‘Technical literature’, in M. Hose and D. Schenker, eds., A Companion
to Greek Literature , 266-279. Chichester.

Foucault, M. (1987). The History of Sexuality, VVol. 2: The Use of Pleasure, tr. R. Hurley.
London. [Histoire de la sexualité, 2: L 'usage des plaisirs. Paris, 1984.]

286 of 300



(1990). The History of Sexuality, Vol. 3: The Care of the Self, tr. R. Hurley.
London. [Histoire de la sexualité, 3: Le souci de soi. Paris, 1984.]

(2003). The Birth of the Clinic, tr. A.M. Sheridan (Routledge Classics edn.).
London and New York.

Fraser, P.M. 1972. Ptolemaic Alexandria. 3 vols. Oxford.

Frede, M. (1982). ‘The Method of the So-called Methodical School of Medicine’, in J,
Barnes et al, eds., Science and Speculation: Studies in Hellenistic Theories and
Practice, 1-23. Cambridge.

(1985). Galen: Three Treatises on the Nature of Science. Indianapolis..

(1987). Essays in Ancient Philosophy. Minneapolis.

French, R. (1985). ‘Gentile da Foligno and the “Via Medicorum™’, in J. North and J.
Roche, eds., The Light of Nature: Essays in the History and Philosophy of
Science, 21-34. Dordrecht and Boston.

Friedenberg, R. (2003). ‘Patient-Doctor Relationships’. Radiology, Vol. 226, issue 2,
306-308.

Gagarin, M. (1997). Antiphon: The Speeches. Cambridge.
Garrison, D., ed. (2010). A Cultural History of the Human Body in Antiquity. Oxford.

Gartner, H. (1962). Rufus von Ephesos, Die Fragen des Arztes an den Kranken. Corpus
Medicorum Graecorum, Supplementum 4. Berlin.

(1966). ‘“Trpnoic tod £lkovg. Ein Nachtrag zu Rufus von Ephesos, CMG Suppl.
IV 41,10f.” Hermes, 94.2, 251-252.

(1970). Rufus Ephesius, Quaestiones Medicinales. Leipzig.

Geisler, L. (1991). Doctor and Patient — a Partnership Through Dialogue, tr. Janet M.
Massey. Frankfurt. http://www.linus-geisler.de/dp/dp00_contents.html. Accessed
8™ January 2016.

Geller, M. (2004). ‘West Meets East: Early Greek And Babylonian Diagnosis’, in H.
Horstmanshoff and M. Stol, eds., Magic and Rationality in Ancient Near Eastern
and Graeco-Roman Medicine, 11-61. Leiden.

George, S. etal. (1993). ‘Nurse Triage in Theory and in Practice’. Archives of Emergency
Medicine, 10(3), 220-228.

Giddens, A. (2006) Sociology. 5™ edition. Cambridge.

Gil Sotres, P. (1998). ‘The Regimens of Health’, in M. Grmek, ed., Western Medical
Thought from Antiquity to the Middle Ages, 291-318, tr. A. Shugaar. Cambridge,
MA and London.

Gill, C. (2006). The Structured Self in Hellenistic and Roman thought. Oxford.

Gill, C., Whitmarsh, T. and Wilkins, J., eds. (2009). Galen and the World of Knowledge.
Cambridge.

Gleason, M. (2009). ‘Shock and Awe: the Performance Dimension of Galen’s Anatomy
Demonstrations’, in C. Gill, T. Whitmarsh and J. Wilkins, eds., Galen and the
World of Knowledge, 85-114..

———(1995). Making Men: Sophists and Self-Presentation in Ancient Rome. Princeton.

287 of 300


http://www.linus-geisler.de/dp/dp00_contents.html

Goldhill, S., ed. (2001). Being Greek Under Rome: Cultural Identity, the Second
Sophistic, and the Development of Empire. Cambridge.

Goold, S. and Lipkin, M. (1999). ‘The Doctor—Patient Relationship: Challenges,
Opportunities, and Strategies.” Journal of General Internal Medicine, Vol. 14,
Supplement 1, S26-S33.

Gourevitch, D. (1998). ‘The Paths of Knowledge: Medicine in the Roman World’, in
M. Grmek, ed., Western Medical Thought from Antiquity to the Middle Ages, 104-
138, tr. A. Shugaar. Cambridge, MA and London.

GP Notebook (n.d.). GP Notebook.
http://www.gpnotebook.co.uk/simplepage.cfm?ID=-
2019950528&linklD=18062&cook=yes. Accessed 8" January 2016.

Graumann, L. and Horstmanshoff, Manfred [= H. Horstmanshoff] (2016). ‘This I
Suffered in the Short Space of my Life: the Epitaph for Lucius Minicius
Anthimianus (CIG 3272; Peek GV 1166)’, in G. Petridou and C. Thumiger, eds.,
Homo Patiens — Approaches to the Patient in the Ancient World, 23-80. Leiden
and Boston.

Grmek, M., ed. (1998). Western Medical Thought from Antiquity to the Middle Ages.
Co-ord. B. Fantini, tr. A. Shugaar. Cambridge, MA and London.

———(1998a). ‘The Concept of Disease’, in M. Grmek, ed., Western Medical Thought
from Antiquity to the Middle Ages, 241-258. Cambridge, MA and London.

Haak, H. (2013). Rufus Ephesius: Medicus Gratiosus. PhD Thesis, Leiden University.

Hall, M., Clegg, S. and Sillince, J. (2008). ‘The Importance of Learning to
Differentiate Between “Hard” and “Soft” Knowledge’. Communications of the
International Business Information Management Association, Vol. 6, 67-74.

Hampton, J. et al. (1975). ‘Relative Contributions of History-taking, Physical
Examination, and Laboratory Investigation to Diagnosis and Management of
Medical Outpatients’. British Medical Journal, 1975 May 31; 2 (5969), 486—-4809.

Hankinson, R.J. (1990). ‘Saying the Phenomena’. Phronesis, 35.(1), 194-215.
———(1991). Galen on the Therapeutic Method, Books | and Il. Oxford.
———(1998). Galen on Antecedent Causes. Cambridge.

——— (1998a). ‘Hellenistic Medical Epistemology’, in Routledge Encyclopedia of
Philosophy. doi:10.4324/9780415249126-A023-1. Online. Available at: https:/
www.rep.routledge.com/articles/hellenistic-medical-epistemology/v-1/.
Accessed: 8" January 2016.

———(1998b). Cause and Explanation in Ancient Greek Thought. Oxford.

———, ed. (2008). The Cambridge Companion to Galen. Cambridge.

——— (2008a). ‘Galen, the man and his work’. In R.J. Hankinson, ed., The Cambridge
Companion to Galen, e 1-33. Cambridge.

——— (2008b). ‘Philosophy of nature’, in R.J. Hankinson, ed., The Cambridge
Companion to Galen, 210-241. Cambridge.

——— (2008c). ‘Epistemology’, in R.J. Hankinson, ed., The Cambridge Companion to
Galen,157-183. Cambridge.

288 of 300


http://www.gpnotebook.co.uk/simplepage.cfm?ID=-2019950528&linkID=18062&cook=yes
http://www.gpnotebook.co.uk/simplepage.cfm?ID=-2019950528&linkID=18062&cook=yes
https://www.rep.routledge.com/articles/hellenistic-medical-epistemology/v-1/
https://www.rep.routledge.com/articles/hellenistic-medical-epistemology/v-1/
https://www.rep.routledge.com/articles/hellenistic-medical-epistemology/v-1/

———(2009). ‘Galen on the Limitations of Knowledge’. In C. Gill, T. Whitmarsh and
J. Wilkins, eds., Galen and the World of Knowledge, 206-242. Cambridge.

Hanson, A. 2010. ‘Doctors’ Literacy and Papyri of Medical Content’, in H.
Horstmanshoff, ed., Hippocrates and Medical Education: Selected Papers
presented at the X1Ith International Hippocrates Colloguium, Universiteit Leiden,
24-26 August 2005, 187-204. Leiden.

Hanson, J. (2011). ‘The Urban System of Roman Asia Minor, in A. Bowman and A.
Wilson, eds., Settlement, Urbanization, and Population, 161-195. Oxford Studies
on the Roman Economy 2. Oxford.

Hardwick, L. (2003). Reception Studies. Oxford.
Harris, W. (2009). Dreams and Experience in Classical Antiquity. Harvard

, ed. (2013). Mental Disorders in the Classical World. Columbia Studies in the
Classical Tradition No. 38. Leiden.

(2013). ‘Thinking about Mental Disorders in Classical Antiquity’, in W. Harris,
ed., Mental Disorders in the Classical World, 1-23. Columbia Studies in the
Classical Tradition No. 38. Leiden.

Harris, W. and Holmes, B., eds., (2008). Aelius Aristides between Greece, Rome and the
Gods. Leiden.

Harris-McCoy, D. (2012). Artemidorus’ ‘Oneirocritica’. Oxford.
Harrisson, J. (2013). Dreams and Dreaming in the Roman Empire. London.

Hatton, C. and Blackwood, R. (2003). Lecture Notes on Clinical Skills. 4™ edition.
Oxford.

Heidel, W. (1941). Hippocratic Medicine: its Spirit and Method. New York.

Helman, C. (1985). ‘Disease and Pseudo-Disease: a Case History of Pseudo-Angina’, in
R. Hahn and A. Gaines, eds., Physicians of Western Medicine: Approaches to
Theory and Practice, 293-331. Dordrecht.

Hildreth, P., Wright, P. and Kimble, C. (1999). ‘Knowledge Management: are we
Missing Something?’, in L. Brooks and C. Kimble, eds., Information Systems -
The Next Generation, 347-356. Proceedings of the 4th UK Academy for
Information Systems Conference, University of York.

Holman, S. (2008). ‘On Phoenix and Eunuchs: Sources for Meletius the Monk’s Anatomy
of Gender’. Journal of Early Christian Studies, Vol. 16, No. 1, 79-101.

Holmes, B. (2010). The Symptom and the Subject. Princeton and Oxford.

(2010a). ‘Medical Knowledge and Technology’, in D. Garrison, ed., A Cultural
History of the Human Body in Antiquity, 83-105. Oxford.

Holyoak, K. and Morrison, R., eds. (2005). The Cambridge Handbook of Thinking and
Reasoning. Cambridge.

Hopkins, K. (1983). Death and Renewal. Cambridge.

Horden, P. 2013. ‘Introduction’, in P. Horden and E. Hsu, eds., The Body in Balance:
Humoral Medicines in Practice, 1-24. New York and Oxford.

289 of 300



Horden, P. and Hsu, E., eds., (2013). The Body in Balance: Humoral Medicines in
Practice. New York and Oxford.

Horne, R. and Weinman, J. (1999). ‘Patients’ Beliefs About Prescribed Medicines and
their Role in Adherence to Treatment in Chronic Illness’. Journal of
Psychosomatic Research, 47, 555-67.

Horstmanshoff, H. and Stol, M., eds. 2(004). Magic and Rationality in Ancient Near
Eastern and Graeco-Roman Medicine. Leiden.

Horstmanshoff, H., ed. (2010). Hippocrates and Medical Education: Selected Papers
Presented at the XlIth International Hippocrates Colloquium, Universiteit
Leiden, 24-26 August 2005. Leiden.

2004. ‘Aelius Aristides: a Suitable Case for Treatment’, in B. Borg, ed., Paideia:
the World of the Second Sophistic, 277-290. Berlin and New York.

Huffman, C. (2013). ‘Alcmaeon’, in E. Zalta, ed., The Stanford Encyclopedia of
Philosophy (Summer 2013 Edition). Online. Available at: http:/plato.
stanford.edu/archives/sum2013/entries/alcmaeon/. Accessed: 8™ January 2016.

Huneman, P., Lambert, G. and Silberstein, M. (2015). ‘Introduction: Surveying the
Revival in Philosophy of Medicine’, in P. Huneman, G. Lambert and M
Silberstein, eds., Disease, Classification and Evidence. New Essays in the
Philosophy of Medicine, vii-xix. Dordrecht.

Ilberg, J. (1930). Rufus von Ephesos: ein griechischer Arzt in Trajanischer Zeit. Leipzig.
Ilich, 1. (1976). Medical Nemesis: the Expropriation of Health. New York.

(1977). ‘Disabling Professions’. In I. Illich et al., eds., Disabling Professions, 11-
39. London.

Irwin, T. (1989). Classical Thought. Oxford.

(1999). Aristotle, Nicomachean Ethics. Translated with Introduction, Notes and
Glossary. Indianapolis.

Isaac, B. (2004). The Invention of Racism in Classical Antiquity. Princeton.

Iskandar, A. 1988. Galen On Examinations by Which the Best Physicians are Recognised.
Edition of the Arabic Version with English Translation and Commentary. Corpus
Medicorum Graecorum Supplementum Orientale, Vol. V. Berlin.

Israelowich, 1. (2012). Society, Medicine and Religion in the ‘Sacred Tales’ of Aelius
Aristides. Leiden.

(2015). Patients and Healers in the High Roman Empire. Baltimore.

Jewson, N. (1976). ‘The Disappearance of the Sick-Man from Medical Cosmologies,
1770-1870’. Sociology, Vol. 10, No. 2, 225-244.

(1974). ‘Medical Knowledge and the Patronage System in 18" Century
England’. Sociology, Vol.8, No.3, 369-385.

Johnston, 1. (2006). Galen on Diseases and Symptoms. Cambridge.

Joly, R. (1960). Recherches sur le traité pseudo-hippocratique Du Régime. Paris.
Jouanna, J. (1999). Hippocrates, tr. M.B. DeBevoise. Baltimore and London.

290 of 300


http://plato.stanford.edu/archives/sum2013/entries/alcmaeon/
http://plato.stanford.edu/archives/sum2013/entries/alcmaeon/

(2012). Greek Medicine from Hippocrates to Galen, tr. Neil Allies. Leiden and
Boston.

Jowett, B. (1900). Thucydides, translated into English. Oxford.

Kandula, N. (2013). ‘The Patient Explanatory Model’. Online. Available at: http://
thehealthcareblog.com/blog/2013/06/11/the-patient-explanatory-model/.
Accessed: 8" January 2016.

Kassell, L. (2007). Medicine and Magic in Elizabethan London: Simon Forman:
Astrologer, Alchemist, and Physician. Oxford.

Katz, J. (2002). The Silent World of Doctor and Patient. Baltimore and London.

Kazantzidis, G. (2013). ‘Quem nos furorem, pehayyoiiov illi vocant: Cicero on
Melancholy’, in W. Harris, ed., Mental Disorders in the Classical World, 245-
264. Columbia Studies in the Classical Tradition No. 38. Leiden.

Kellert, S. (1976). ‘A Sociocultural Concept of Health and Illness’. The Journal of
Medicine and Philosophy, Vol. 1, No. 3, 222-28.

Kennedy, G. (1963). The Art of Persuasion in Greece. London.
(1972). The Art of Rhetoric in the Roman World, 300 B.C.-A.D. 300. Princeton.
(1983). Greek Rhetoric under Christian Emperors. Princeton.

Kieffer, J. (1964). Galen’s ‘Institutio Logica’. English Translation, Introduction, and
Commentary. Baltimore.

King, H. (1998). Hippocrates’ Woman. Reading the Female Body in Ancient Greece.
London and New York.

(1999). ‘Chronic Pain and the Creation of Narrative’, in J. Porter, ed.,
Constructions of the Classical Body, 269-286. Ann Arbor.

, ed. (2005). Health in Antiquity. London and New York.

(2005a). ‘What is Health?’, in H. King, ed., Health in Antiquity, 1-11. London
and New York.

(2006). ‘The Origins of Medicine in the Second Century AD’, in S. Goldhill and
R. Osborne, eds., Rethinking Revolutions through Ancient Greece, 246-63.
Cambridge.

(2013). ‘Female Fluids in the Hippocratic Corpus’, in P. Horden and E. Hsu, eds.,
The Body in Balance: Humoral Medicines in Practice, 25-52. New York and
Oxford.

(2013a). The One-Sex Body on Trial: the Classical and Early Modern Evidence.
Farnham.

King, L. (1982). Medical Thinking: a Historical Preface. Princeton.
Kingsley C. (1887). Health and Education. London.

Kleinman A. (1987). ‘Explanatory Models in Health-Care Relationships: A Conceptual
Frame For Research On Family-Based Health-Care Activities In Relation To Folk
And Professional Forms Of Clinical Care’, in J. Stoeckle, ed., Encounters
between Patients and Doctors, 273-283. Cambridge, MA and London.

291 of 300


http://thehealthcareblog.com/blog/2013/06/11/the-patient-explanatory-model/
http://thehealthcareblog.com/blog/2013/06/11/the-patient-explanatory-model/

Kleinman, A., Eisenberg, L. and Good, B. (2006). ‘Culture, Illness, and Care: Clinical
Lessons From Anthropologic and Cross-Cultural Research’. FOCUS: The
Journal of Lifelong Learning in Psychiatry, 4(1):140-149. (Reprinted from
Annals of Internal Medicine 1978;88:251-258.)

Kdnig, J. (2005). Athletics and Literature in the Roman Empire. Cambridge.

(2008). ‘Body and Text’, in T. Whitmarsh, ed., The Cambridge Companion to
the Greek and Roman Novel, 127-144. Cambridge.

Konig, J. and Whitmarsh, T. (2007). Ordering Knowledge, in J. Konig and T.
Whitmarsh, eds., Ordering Knowledge in the Roman Empire, 3-39. Cambridge.

Kraut, R. (1992) ‘The Defense of Justice in Plato’s Republic’, in R. Kraut, ed., The
Cambridge Companion t o Plato, 311-337. Cambridge.

Kihn, J.-H. and Fleischer, U. (1986-89). Index Hippocraticus. Gottingen.
Kuhn, T. (1962). The Structure of Scientific Revolutions. Chicago.

Langholf, V. (1990). Medical Theories in Hippocrates: Early texts and the ‘Epidemics’.
Berlin.

Leslie, C., ed. (1976). Asian Medical Systems: A Comparative Study. Berkeley, Los
Angeles & London.

Letts, M. (2014). ‘Rufus of Ephesus and the Patient’s Perspective in Medicine’. British
Journal for the History of Philosophy 22.5: 996-1020.

(2016). ‘Questioning the patient, questioning Hippocrates: Rufus of Ephesus and
the pursuit of knowledge’, in G. Petridou and C. Thumiger, eds., Homo Patiens —
Approaches to the Patient in the Ancient World, 81-103. Leiden and Boston.

Levin, S. (2014). Plato's Rivalry with Medicine: a Struggle and its Dissolution. Oxford.

Lloyd, G.E.R. (1983). ‘Introduction’, in J. Chadwick and W.N. Mann, Hippocratic
Writings, 9-60. Harmondsworth.

(1991). Methods and Problems in Greek Science. Cambridge.

(1999). Magic, Reason and Experience. London and Indianapolis (first published
1979, Cambridge.)

(2004). In the Grip of Disease. Oxford.

(2003a). ‘Literacy in Greek and Chinese science: some comparative issues’, in
H. Yunis, ed., Written texts and the rise of literate culture in ancient Greece, 122-
138. Cambridge.

(2008). ‘Galen and his contemporaries’, in R.J. Hankinson , ed., The Cambridge
Companion to Galen, 34-48. Cambridge.

(2009). ‘Galen’s un-Hippocratic case histories’, in C. Gill, T. Whitmarsh and J.
Wilkins, eds., Galen and the World of Knowledge, 122-131. Cambridge.

Loftus, E. (1975). ‘Leading Questions and the Eyewitness Report’. Cognitive
Psychology, 7, 560-572.

Long, A. (1989). ‘Ptolemy on the Criterion: an Epistemology for the Practising Scientist’,
in P. Huby and G. Neal, eds., The Criterion of Truth, 151-78. Liverpool.

Long, A. & Sedley, D. (1987). The Hellenistic Philosophers. Cambridge

292 of 300



Long, Pamela O. (2001). Openness, Secrecy, Authorship : Technical Arts and the Culture
of Knowledge from Antiquity to the Renaissance. Baltimore.

Lopez Férez, J. (2010). ‘Some Remarks by Galen about the Teaching and Studying of
Medicine’, in H. Horstmanshoff, ed., Hippocrates and Medical Education:
Selected Papers presented at the XllIth International Hippocrates Colloquium,
Universiteit Leiden, 24-26 August 2005, 361-399. Leiden.

Lorig, K. (2002). ‘Partnerships Between Expert Patients and Physicians’. The Lancet,
Vol. 359, issue 9309, 814 — 815. Available at: http://www.sciencedirect.
com/science/article/pii/S014067360207959X. Accessed 8™ January 2016.

McVaugh, M. (1974). ‘The “humidum radicale” in thirteenth-century medicine’.
Traditio, Vol. 30, 259-283.

Makoul, G., Arntson, P. and Schofield, T. (1995). ‘Health Promotion in Primary Care:
Physician-Patient Communication and Decision Making About Prescription
Medications’. Social Science and Medicine, 41:1241-54

Malterud, K. (1995). ‘The Legitimacy of Clinical Knowledge: Towards a Medical
Epistemology Embracing the Art of Medicine’. Theoretical Medicine, 16, 183-
198.

Marasco, G. (2010). ‘The Curriculum of Studies in the Roman Empire and the Cultural
Role of Physicians’, in H. Horstmanshoff, ed., Hippocrates and Medical
Education: Selected Papers presented at the XlIth International Hippocrates
Colloquium, Universiteit Leiden, 24-26 August 2005, 205-219. Leiden

Marcum, J. (n.d.). ‘Philosophy of Medicine’, in The Internet Encyclopedia of Philosophy
Online. Available at: http://www.iep.utm.edu/medicine/ Accessed: 8t January
2016.

Massar, N. (2010). “Choose Your Master Well”: medical training, testimonies and
claims to authority’, in H. Horstmanshoff, ed., Hippocrates and Medical
Education: Selected Papers presented at the XlIth International Hippocrates
Colloquium, Universiteit Leiden, 24-26 August 2005, 169-186. Leiden

Mattern, S. (2008). Galen and the Rhetoric of Healing. Baltimore.
———(2013). The Prince of Medicine: Galen in the Roman Empire. Oxford.

McDonnell, O. et al. (2009). Social Theory, Health and Healthcare. Basingstoke and
New York.

Millenson, M.L. (2011). ‘Spock, Feminists, and the Fight for Participatory Medicine: a
History.” Journal of Participatory Medicine 2011 Jun 21; 3:e27.

Miller, G. (1962). ““Airs, Waters and Places” in History’. Journal of the History of
Medicine and Allied Sciences, Vol. 17, issue 1, 129-140.

Moorhouse, A. (1959). Studies in the Greek Negatives. Cardiff.
Morgan, T. (1998). Literate Education in the Hellenistic and Roman Worlds. Cambridge.

Moss, P. (n.d.)Reading Bodies Marked with Contested IlIness: Resisting Medical
Authority and Edging Embodiment. University of Victoria. Online; no hyperlink.
Available by online search for author and title.

293 of 300


http://www.sciencedirect.com/science/article/pii/S014067360207959X
http://www.sciencedirect.com/science/article/pii/S014067360207959X
http://www.iep.utm.edu/medicine/

Muri, Walter (1943). Der Arzt im Altertum: griechische und lateinische Quellenstticke
von Hippokrates bis Galen, mit der Ubertragung ins Deutsche. Munich. (3" edn
1986, Munich).

Nagel, T. (1974). ‘“What Is It Like to Be a Bat?’. The Philosophical Review, Vol. 83, No.
4, 435-450.

Nietzsche, F. (1974). The Gay Science: with a prelude in rhymes and an appendix of
songs, tr. with comm. W. Kaufmann. New York (Original publication: Die
Frohliche Wissenschaft, 1887.)

Nordin, I. (1999). ‘The Limits of Medical Practice’. Theoretical Medicine and Bioethic,
20: 105-123.

(2000). ‘Expert and non-expert knowledge in medical practice’. Medicine, Health
Care and Philosophy, 3: 297-304.

Nutton, V. (1977). ‘Archiatri and the Medical Profession in Antiquity’. Papers of the
British School at Rome, Vol. 45, 191-226.

(1979). Galen On Prognosis: Edition, Translation and Commentary. Corpus
Medicorum Graecorum V.8.1. Berlin.

(1984). ‘From Galen to Alexander: Aspects of Medicine and Medical Practice in
Late Antiquity’. Dumbarton Oaks Papers, Vol. 38, Symposium on Byzantine
Medicine, 1-14.

—— (1985). ‘Murders and miracles, lay attitudes towards medicine in classical
antiquity’, in R. Porter, ed., Patients and Practitioners: Lay Perceptions of
Medicine in Pre-Industrial Society, 23-54. Cambridge.

(1986). ‘The Perils of Patriotism: Pliny and Roman medicine’, in R. French and
F. Greenaway, eds., Science in the Early Roman Empire: Pliny the Elder, his
Sources and Influences, 30-58. London.

(1988) ‘Galen in the Eyes of his Contemporaries’, in From Democedes to
Harvey: Studies in the History of Medicine, 315-324. London.

(1992). “Social History of Graeco-Roman Medicine’, in A. Wear, ed., Medicine
in Society, 15-58. Cambridge.

(2000). ‘Medicine’, in The Cambridge Ancient History, 2nd edition, Vol. XI,
943-965. Cambridge.

(2004). Ancient Medicine. London.

(2008). ‘Rufus of Ephesus in the Medical Context of his Time’, in P. Pormann,
ed., Rufus of Ephesus On Melancholy, 139-158. Tubingen.

(2008a). ‘Rufus of Ephesus’. Complete Dictionary of Scientific Biography.
Online. Encyclopedia.com. Available at: http://www.encyclopedia.com/doc/
1G2-2830906058.html. Accessed 8" January 2016.

(2008b). ‘The fortunes of Galen’, in R.J. Hankinson, ed., The Cambridge
Companion to Galen, 355-382. Cambridge.

(2009). ‘Galen’s Library’, in C. Gill, T. Whitmarsh and J. Wilkins, eds., Galen
and the World of Knowledge, 19-34. Cambridge.

Oksala, J. (2007). How to Read Foucault. London.

294 of 300


http://www.encyclopedia.com/doc/1G2-2830906058.html
http://www.encyclopedia.com/doc/1G2-2830906058.html

Palladino, P. (2001). ‘Medicine Yesterday, Today and Tomorrow’. Social History of
Medicine, Vol. 14, No.3, 539-551.

Park, K. (2006). Secrets of Women: Gender, Generation, and the Origins of Human
Dissection.New York.

Patel, V., Arocha, J. and Zhang, J. (2005). ‘Reasoning in Medicine’, in K. Holyoak and
R. Morrison, eds., The Cambridge Handbook of Thinking and Reasoning, 727-
750. Cambridge.

Pagel , W. (1982). Paracelsus: an Introduction to Philosophical Medicine in the Era of
the Renaissance. Basel and New York.

Parsons, T. (1951). The Sick Role. London.

Pellegrino, E. (1976). ‘Philosophy of Medicine: Problematic and Potential’. The Journal
of Medicine and Philosophy, Vol. 1, No. 1, 5-31.

Perkins, J. (1995). The Suffering Self. Pain and Narrative Representation in the Early
Christian Era. London and New York.

Peterson M.C. et al. (1992)‘Contributions of the History, Physical Examination, and
Laboratory Investigation in Making Medical Diagnoses’. Western Journal of
Medicine, 156, 163-165.

Petit, C. (2010). ‘Hippocrates in the Pseudo-Galenic Introduction: or, How was Medicine
Taught in Roman Times?’, in H. Horstmanshoff, ed., Hippocrates and Medical
Education: Selected Papers presented at the XlIth International Hippocrates
Colloquium, Universiteit Leiden, 24-26 August 2005, 343-59. Leiden.

Petsalis-Diomidis, A. (2010). Truly Beyond Wonders: Aelius Aristides and the Cult of
Asklepios. Oxford.

Phillips, E. (1973).Greek Medicine. London.

Pickering, W.G. (1998). ‘Medical Omniscience’. BMJ: British Medical Journal 317
(7174), 1729-30. Available at: http://www.jstor.org/stable/25181375. Accessed:
8t January 2016.

Platt, F. and McMath, J. (1979). ‘Clinical Hypocompetence: the Interview.” Annals of
Internal Medicine, 9, 898-202.

Platt, R. (1947). ‘Two Essays on the Practice of Medicine’. Manchester University
Medical School Gazette, Vol. XXVI, No. 3,139-145.

Platt, V. (2011). Facing the Gods: Epiphany and Representation in Graeco-Roman Art,
Literature and Religion. Cambridge.

Podgorelec, V. et al. (2002). Decision Trees: an Overview and their Use in Medicine.
Journal of Medical Systems, Vol. 26, No. 5, 445-463.

Polanyi, M. (1967). The Tacit Dimension. London.

Pormann, P. (1999). The Greek and Arabic Fragments of Paul of Aegina’s Therapy of
Children. MPhil Thesis, University of Oxford.

, ed. (2008). Rufus of Ephesus On Melancholy. Tubingen.

(2008a). ‘Introduction’, in P. Pormann, ed., Rufus of Ephesus On Melancholy, 3-
23. Tubingen.

295 of 300


http://www.jstor.org/stable/25181375

(2008b). ‘Melancholy in the Medieval World: The Christian, Jewish and Muslim
Traditions’, in P. Pormann, ed., Rufus of Ephesus On Melancholy, 179-196.
Tubingen.

(2008c). ‘Case Notes and Clinicians: Galen’s “Commentary on the Hippocratic
Epidemics” in the Arabic tradition’. Arabic Sciences and Philosophy, 18. 2, 247-
284.

——— (2013). ‘Medical Epistemology and Melancholy: Rufus of Ephesus and
Miskawayh’, in W. Harris, ed., Mental Disorders in the Classical World, 222-
243. Columbia Studies in the Classical Tradition No. 38. Brill/Leiden.

—— (2014). ‘New Fragments from Rufus of Ephesus’ “On Melancholy”’. The
Classical Quarterly, 64, 649-656.

Porter, R. (1985). ‘The Patient’s View: Doing Medical History From Below’. Theory and
Society 14, 175-198.

(2003). Blood and Guts: a Short History of Medicine. London.

Porter, R. and Porter, D. (1989). Patients’ Progress: Doctors and Doctoring in
Eighteenth-Century England. Oxford.

Powell, O. (2003). Galen On the Properties of Foodstuffs (De alimentorm facultatibus).
Introduction, Translation and Commentary. Cambridge.

Preston, R. (2001). ‘Roman Questions, Greek Answers’ in S. Goldhill, ed., Being Greek
under Rome, , 86-119. Cambridge.

Price, S. (1986). ‘The Future of Dreams: from Freud to Artemidorus’. Past and Present
113.1, 3-37.

Raad, R. (2008). ‘Evaluating Sources of Clinical Knowledge’, in Virtual Mentor, Vol.
10, No. 3, 154-157.

Radley, A. (1994). Making Sense of Illness. The Social Psychology of Health and
Disease. London.

Rawson, E. (1985). Intellectual Life in the Late Roman Republic. London.
Reynolds, L. and Wilson, N. (1991). Scribes and Scholars. Oxford
Reznek, L. (1987). The Nature of Disease. London.

Rhodes, P. (1988). Thucydides, History Il. Edited with Translation and Commentary.
Warminster.

Rijksbaron, A. (2006). The Syntax and Semantics of the Verb in Classical Greek. Chicago
and London.

Roberts, R. S. (1962). ‘The Personnel and Practice of Medicine in Tudor and Stuart
England’. Medical History 8, 217-234.

Roselli, A. (1999). ‘Notes on the doxai of doctors in Galen’s commentaries on
Hippocrates’, in P. van der Eijk, ed., Ancient Histories of Medicine, 359-81.
Leiden.

Rosen, R. (2010). ‘Galen, Satire and the Compulsion to Instruct’, in H. Horstmanshoff,
ed., Hippocrates and Medical Education: Selected Papers presented at the XlIth
International Hippocrates Colloquium, Universiteit Leiden, 24-26 August 2005,
325-342. Leiden.

296 of 300



Roter, D. (2000). ‘The Enduring and Evolving Nature of the Patient-Physician
Relationship’. Patient Education and Counseling, Vol. 39, issue 1, 5-15.

Roth, A. (2008). Reciprocal Influences between Rhetoric and Medicine in Ancient
Greece. Dissertation, University of lowa.

Runia, D. (1999). ‘What is Doxography?’, in P. van der Eijk, ed., Ancient Histories of
Medicine, 34-55. Leiden.

Rutherford, 1. (1998). Canons of Style in the Antonine Age. Oxford.

Ruzek, S. (2007). ‘Transforming Doctor-Patient Relationships’. Journal of Health
Services Research and Policy, Vol. 12, No. 3, 181-2.

Saint, S. (n.d.). The Art & Science of Clinical Problem-Solving. University of Michigan
Medical School. Online. Awvailable at: http://thececonsultants.com/images/
8Saint_ProblemSolving.pdf. Accessed 8" January 2016.

Samama, E. (2003). Les médecins dans le monde grec: source épigraphiques sur la
naissance d 'un corps médical. Hautes études du monde gréco-romain 31.Geneva.

Saller, R. (2000). ‘Status and Patronage’, in The Cambridge Ancient History, 2" edn.,
Vol. XI, 817-854. Cambridge.

Scarborough, J. (1969). Roman Medicine. London.

Schaffner, K. and Engelhardt, H. (1998). ‘Philosophy of Medicine’, in Routledge
Encyclopedia of Philosophy. London. Available at: https://www.rep.routledge.
com/articles/medicine-philosophy-of/v-1/. Accessed 8" January 2016.

Schiefsky, M. (2005). Hippocrates On Ancient Medicine. Leiden.

Sharples, R. (1983). Alexander of Aphrodisias ‘On Fate’. Text, translation and
commentary. London.

(2010). Peripatetic Philosophy 200 BC to AD 200: an Introduction and
Collection of Sources in Translation. Cambridge.

Shaw, J. and Baker, M. (2004) ““Expert patient” — dream or nightmare?’, in British
Medical Journal 328, 723-24. London. Available at:10.1136/bmj.328.7442.723.
Accessed 8™ January 2016.

Shawver, L. (1998). ‘Notes on Reading Foucault’s The Birth of the Clinic’. Available at
http://postmoderntherapies.com/foucbc.htm. Accessed 8th January 2016.

Shilling, C. (1993). The Body and Social Theory. London.

Sideras, A. (1994). ‘Rufus von Ephesos und sein Werk im Rahmen der antiken Medizin’.
ANRW 11.37.2, 1077-1253 and 2036-2062.

Siegel, R. (1975). Galen On the Affected Parts. Translation from the Greek Text, with
Explanatory Notes. Buffalo, NY.

Siegler, M. (1998). ‘The future Of The Doctor Patient Relationship In A World Of
Managed Care’. Medicina nei Secoli, 10 (1): 41-56. Awvailable at:
http://www.unboundmedicine.com/medline/ebm/record/11620162/abstract/ebm/
record/11620162/abstract/The future_of the doctor patient_relationship_in_a
world_of managed_care_. Accessed 8th January 2016.

297 of 300


http://thececonsultants.com/images/8Saint_ProblemSolving.pdf
http://thececonsultants.com/images/8Saint_ProblemSolving.pdf
https://www.rep.routledge.com/articles/medicine-philosophy-of/v-1/
https://www.rep.routledge.com/articles/medicine-philosophy-of/v-1/
http://dx.crossref.org/10.1136%2Fbmj.328.7442.723
http://postmoderntherapies.com/foucbc.htm
http://www.unboundmedicine.com/medline/ebm/record/11620162/abstract/ebm/record/11620162/abstract/The_future_of_the_doctor_patient_relationship_in_a_world_of_managed_care_
http://www.unboundmedicine.com/medline/ebm/record/11620162/abstract/ebm/record/11620162/abstract/The_future_of_the_doctor_patient_relationship_in_a_world_of_managed_care_
http://www.unboundmedicine.com/medline/ebm/record/11620162/abstract/ebm/record/11620162/abstract/The_future_of_the_doctor_patient_relationship_in_a_world_of_managed_care_

Singer, P. (1997). Galen: selected works. A new translation. Oxford.

—— (2014). ‘The Fight For Health: Tradition, Competition, Subdivision And
Philosophy In Galen’s Hygienic Writings’. British Journal for the History of
Philosophy, Vol. 22, No. 5, 974-995.

Siraisi, N. (1981). Taddeo Alderotti and his Pupils: Two Generations of Italian Medical
Learning. Princeton.

——— (1990). Medieval and Early Renaissance Medicine: an Introduction to
Knowledge and Practice. Chicago

(2001). Medicine and the Italian Universities, 1250-1600. Leiden.
Smith, W. (1979). The Hippocratic Tradition. Ithaca and London.
——, ed. and tr. (1994) Hippocrates, Vol. VII. Cambridge, MA.

Snell, B. (1953). The Discovery of the Mind, tr. T. Rosenmeyer. Oxford.
Snyder, H. (2000). Teachers and Texts in the Ancient World. London.

Sontag, S. (2002). 'lliness as Metaphor', in Illness as Metaphor and Aids and its
Metaphors, 1-88. London. [IlIness as Metaphor, New York, 1978.]

Sorabji, R. (2007). ‘Introduction’, in R. Sorabji and R. Sharples, eds., Greek and Roman
Philosophy 100 BC — AD 200 (BICS Supplement 94), 1-32. London.

Sorabji, R. and Sharples, R., eds. (2007). Greek and Roman Philosophy 100 BC — AD
200 (Bulletin of the Institute of Classical Studies, Supplement 94). London.

Sriram, C. and Rosenthal, G. (2009). ‘Clinical Algorithms and Practical Guidelines’, in
M. Kattan and M. Cowan, eds., Encyclopedia of Medical Decision Making, Vol.
1, 135-138. Los Angeles and London.

Stacey, M. (1988). The Sociology of Health and Healing. London and New Y ork.
Staden, H. von (1989). Herophilus: the Art of Medicine in Early Alexandria. Cambridge.

(1990). ‘La maladie et les maladies dans la collection hippocratique’, in P. Potter,
G. Maloney and J. Desautels, eds., Actes du VI® Colloque international
hippocratique, Québec du 28 septembre au 3 octobre 1987, 75-112. Quebec.

(1995). ‘Anatomy as Rhetoric: Galen on Dissection and Persuasion’ Journal of
the History of Medicine and Allied Sciences, 50(1), 47-66.

(2009). ‘Staging the Past, Staging Oneself: Galen on Hellenistic Exegetical
Traditions’, in C. Gill, T. Whitmarsh and J. Wilkins, eds., Galen and the World
of Knowledge, 132-16. Cambridge.

Steinberg, D. L. (1994). ‘Power, Positionality and Epistemology: an Anti-Oppressive
Feminist Standpoint Approach’. Women: A Cultural Review, Vol. 5, issue 3, 295-
307.

Stoeckle, J. (1987). ‘Introduction’, in J. Stoeckle, ed., Encounters Between Patients and
Doctors, 1-129. Cambridge, MA and London.

———, ed. (1987a). Encounters between Patients and Doctors: an Anthology.
Cambridge, MA and London.

298 of 300



Strohmaier, G. (2004). ‘Galen’s Not Uncritical Commentary on Hippocrates’ “Airs,
Waters, Places™’. Bulletin of the Institute of Classical Studies, VVol. 47, issue S83,
part 2, pages 1-9.

(1998). ‘Reception and Tradition: Medicine in the Byzantine and Arab World’,
in M. Grmek, ed., Western Medical Thought from Antiquity to the Middle Ages,
139-168. Cambridge, MA and London.

Sullivan, M. (1986). ‘In What Sense is Contemporary Medicine Dualistic?’ Culture,
Medicine and Psychiatry, 10 (4), 331-350.

Svenaeus, F. (2000). The Hermeneutics of Medicine and the Phenomenology of Health:
Steps Towards a Philosophy of Medical Practice. Dordrecht and London.

Swain, S. (1996). Hellenism and Empire. Oxford.

, €d. (2007). Seeing the Face, Seeing the Soul: Polemon’s Physiognomy from
Classical Antiquity to Medieval Islam. Oxford.

(2008). ‘Social Stress and Political Pressure’, in P.Pormann, ed., Rufus of
Ephesus On Melancholy, 113-138. Tlbingen.

Szasz, T. (1962). The Myth of Mental IlIness. London.
(1972). ‘Bad habits are not diseases’. The Lancet, Vol. 300, issue 7767, 83-84.
(1974). The Second Sin. London.

Tallis, R. (2006). ‘Doctors in Society: Medical Professionalism in a Changing World’.
Clinical Medicine, 6, 7-12.

Tecusan, M. (2004). The Fragments of the Methodists. Vol. 1: Methodism Outside
Soranus. Leiden.

Temkin, O. (1973). Galenism: Rise and Decline of a Medical Philosophy. Ithaca and
London.

Teuleman, T. (2008). ‘Methodology’, in R.J. Hankinson, ed., The Cambridge Companion
to Galen, 49-65. Cambridge.

Teutsch, C. (2003). ‘Patient-Doctor Communication’. The Medical Clinics of North
America 87(5), 1115-45.

Thumiger, C. (2013). ‘The Early Greek Medical Vocabulary of Insanity’, in W. Harris,
ed., Mental Disorders in the Classical World. Columbia Studies in the Classical
Tradition, VVol. 38, 61-95. Leiden.

Toombs, S.K. (1987). ‘The Meaning of Illness: A Phenomenological Approach to the
Patient-Physician Relationship’. Journal of Medicine and Philosophy 12 (3), 219-
240.

(1993). The Meaning of Iliness: A Phenomenological Account of the Different
Perspectives of Physician and Patient. Dordrecht.

Turner, B. (1996). The Body and Society. London.

UCL Medical School (2012). Guide to History Taking and Examination. London.
Ullmann, M. (1978). Rufus von Ephesos: Krankenjournale. Wiesbaden.
Walbank, F. (1967). A Historical Commentary on Polybius, Vol. Il. Oxford.

299 of 300



Walzer, R. (1944). Galen On Medical Experience. First Edition of the Arabic Version
with English Translation and Notes. Oxford.

Webster, C. (1982). From Paracelsus to Newton: Magic and the Making of Modern
Science. Cambridge.

Weisheipl, J. (1964). ‘The Classification of the Sciences in Mediaeval Thought’.
Mediaeval Studies 27, 54-90.

Weiss, C. (1998). Literary Turns: the Representation of Conversion in Aelius Aristides’
“Hieroi Logoi " and Apuleius’ “Metamorphoses . PhD Diss., Yale University.

Wellmann, M. (1900). ‘Zur Geschichte der Medicin im Alterthum’. Hermes, 35, 349-84.
(1912). ‘Zur Geschichte der Medicin in Altertum’. Hermes, 47, 1-17.

Westfall, J., Mold, J. and Fagnan, L. (2007). ‘Practice-Based Research — “Blue
Highways” on the NIH Roadmap’. Journal of the American Medical Association,
297 (4), 403-406.

Whitmarsh, T. (2001). Greek Literature and the Roman Empire: the Politics of Imitation.
Oxford.

(2005). The Second Sophistic. Oxford

, ed. (2008). The Cambridge Companion to the Greek and Roman Novel.
Cambridge.

(2008a). ‘Introduction’, in T. Whitmarsh, ed., The Cambridge Companion to the
Greek and Roman Novel, 1-14. Cambridge.

World Health Organization (2003). Adherence to Long-Term Therapies: Evidence for
Action. Geneva.

Wright, W. (1921). Philostratus: Lives of the Sophists. Eunapius: Lives of Philosophers.
Cambridge, MA.

Young, Allan (1976). ‘Internalizing and Externalizing Medical Belief Systems: an
Ethiopian Example. Social Science and Medicine Vol. 10, Issues 3-4, 147-156.

Yunis, H. (2003). ‘Why Written Texts?’, in H. Yunis, ed., Written Texts and the Rise of
Literate Culture in Ancient Greece, 1-14. Cambridge.

Zaner, R. (2000). ‘Preface’, in F. Svenaeus, The Hermeneutics of Medicine and the
Phenomenology of Health, vii-viii. Dordrecht.

Total words, excluding QM translation but including its footnotes: 95,4609.

300 of 300



	Preface
	Conventions followed
	Part I: Text and Translation
	Text: Quaestiones Medicinales
	Translation: On Questioning the Patient
	Translation conventions
	1. Introductory statement
	2. Focus on the patient
	3. The three most critical things to know
	11-14: Timing
	15-22: Habits and constitution
	15-17: the individual constitution
	18-20: habits
	21-23: Signs are not enough


	4. Questions concerning the patient
	4.1. Common sicknesses
	24-26: identifying the right cause
	27: food intake and excretion
	28-33: dreams
	34: congenital complaints
	35: history of symptoms
	36-40: diet and medication during the illness, and their effects
	41-43: pain
	44-45: ease of excretion

	4.2. Wounds
	46-49: animal bites
	50-54: arrows and spears
	55-62: head wounds


	5. Questions concerning the locality
	63-64: Airs, waters, foodstuffs

	6. Concluding remarks


	Part II: Context
	Chapter 1 - Introduction
	Chapter 2 – Theoretical and conceptual framework
	2.1. The meaning of health and sickness
	2.2. Constructing the patient
	2.3. Knowledge and authority
	Knowledge
	Authority

	2.4. Patients and silence
	2.5. Conclusion


	Part III - On Questioning the Patient: an individual perspective
	Preamble
	Chapter 3 – Intellectual Context
	3.1. ‘The great Rufus, hailing from the city of Ephesus’
	3.2. Medical knowledge
	3.3. Ideas about health and sickness
	Balance and mixture
	Regimen
	Somatic bias
	Individuality


	Chapter 4 - Intention
	4.1. Target audience
	4.2. Compositional form
	Internal references
	Use of the first person
	Use of φημί

	4.3. Discursive register
	4.4. Didactic goal
	4.5. Criticism and polemic
	Rufus’s contemporaries
	Callimachus
	Hippocrates

	4.6. Conclusion

	Chapter 5 – Interpretation
	5.1. Priority given to mental factors
	5.2. Models of questioning
	5.3. The declared purpose and value of questioning
	5.4. The doctor’s interlocutor
	5.5. The individual and the universal
	5.6. Conclusion

	Conclusion to Part III

	Part IV: Authority and Silence
	Chapter 6 – Doctors’ Orders
	6.1. Disobedient patients
	6.2. The limits of ancient medical authority
	The status of medicine
	Professional boundaries
	Ineffectiveness of medicine
	Agonistic display

	6.3. Understanding non-compliance
	6.4. Conclusion

	Chapter 7 – ‘To do in silence whatever he wishes’: Aelius Aristides and the patient’s experience
	7.1. Aristides
	7.2. Aristides’ dream reports
	7.3. Interpretation
	7.4. Conclusion


	Part V: Conclusion
	Bibliography
	Quaestiones Medicinales: Editions
	Quaestiones Medicinales: Translations
	General bibliography


