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The Pathic Nature of Inquiry and Nursing 

 
WHEN WE GET to know someone or something really well we sometimes use a 
special name, a nick name. A nick name is really a name over and above the 
name that something or someone already carries. The original meaning of sur-
name (French surnom) is that it is a re-naming, the placement of a second name 
above or on top (sur) the first name.i  With the nick name we indicate our special 
relation to something or someone. We make our world knowable by giving 
names, assigning labels to them. But nicknames and proper names serve a special 
function. They (re-)name the often more subjectively felt meanings of our 
relations with others  

Giving names is a most peculiar act. What occurs when one gives a name? 
asks Derrida (1995). What does one give? One does not offer a thing. One 
delivers nothing. And yet something comes to be. What is this something? And 
why do we re-name? We seem to rename when the usual name is found to be 
lacking of something, Sometimes, ordinary words have become too ordinary; we 
feel the need to get at what is unique, personal, singular, un-translatable about 
that what we name. 

We could push the problem further, beyond the cognitive toward the 
unnameable, the pathic dimensions of life. In order to explore the living relations 
we maintain with the world we first need to un-name things. In the short story 
“She Unnames Them” the science fiction author Ursula Le Guin hints at what 
happens in un-naming. 

Le Guin tells the tale of woman who asks Adam to take back the name he had 
given her just as he had given names to all the animals that the Creator had 
brought before him. She had already persuaded the animals and the birds and 
the insects and the fishes to accept namelessness. They had agreed and decided 
to give back their names. For most of them the act of unnaming had been very 
easy since the names given to them had left them utterly indifferent. She must 
have suspected that for humans the effect of unnaming might be quite dramatic. 
The effect she had been after, of becoming more attached to the world, was even 
more powerful than she had anticipated. After the unnaming she had discovered 
with surprise how close she felt to the creatures around her.  

 
They seemed far closer than when their names had stood between 

myself and them like a clear barrier: so close that my fear of them and 
their fear of me became one and the same fear. (p. 195)  
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In a strange way, after the unnaming, things became indistinguishable from 
one another. The desire to smell one another’s smells, to feel or rub of one 
another’s scales, fur, feather, or skin now was so immediate and created such 
sense of presence that she decided that she could make no exception and she too 
needed to give back the name that had been given to her. So she went up to him 
and said: 

 
“You and your father lent me this—gave it to me, actually. It’s been 

really useful, but it does not exactly seem to fit very well lately. But thanks 
very much! It’s really been very useful.” (p. 196)  

 
She found that is was not that easy to return a gift without creating the 

impression of being ungrateful. But Adam seemed preoccupied.  
 
He was not paying much attention, as it happened, and said only, “Put 

it down over there, OK?” and went on with what he was doing (p. 196).  
 
After some hesitation she said at last to him, “Well, goodbye, dear. I hope the 

garden key turns up.” 
 
With this simple dialogue Ursula Le Guin produces a scene that is no less 

startling than the philosophical reflections of Derrida on the meaning of name. 
When things get unnamed we can no longer ignore the hidden contours of the 
phenomena that words tend to hide like blankets of snow.  For Adam language 
was only a tool to gain dominion over the earth and its inhabitants. 

 
He was fitting parts together, and said without looking around, “OK, 

fine dear. When’s dinner?” 
“I’m not sure,” I said. “I’m going now. With the —” I hesitated, and 

finally said, “With them, you know,” and went on. In fact I had only just 
then realized how hard it would have been to explain myself. I could not 
chatter away as I used to do, taking it all for granted. My words now must 
be as slow, as new, as single, as tentative as the steps I took going down 
the path away from the house, between the darkbranched, tall dancers 
motionless against the winter shining. (p. 196). 

 
Reflecting on words or names helps us to realize how closely related 

language is to thinking and to our ways of being in the world. But what occurs 
when we unname things is a question that is rarely asked. Can we truly erase the 
words we give to the things that are important to us? How would we unname 
pain, illness, anxiety, nursing, or healing?  

We do not live in that science fiction world of Le Guin. We cannot unname 
everything, perhaps not even one thing. But unnaming does not have to mean 
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that we completely discard the words. By putting them aside or by making them 
transparant we can orient to our world as if we were removing “a clear barrier” 
that stands between us and our lived experiences. Certainly we would not be 
able to take things for granted as we usually do.  

Think how we would have to orient to illness. We could no longer assume, 
for example, that this or that illness is known by its diagnostic label, that the 
clinical path of disease is what matters most, that asthma is asthma, that 
diverticulitis is diverticulitis. We would have to unname the illness and study the 
complexity, the subjectivity, and the variability of different people’s lives. Of 
course, the point of this unnaming exercise would not be to let go of all the 
progress made in medical science. To understand people’s experience we would 
need to get really close to them so that their hopes become our hopes, their pain 
becomes our pain—we would need to listen and speak, read and write in a 
manner that is attentive to the things of the world that are ultimately 
unnameable. Our words would now have to be “as slow, as new, as single, and 
as tentative” as if we were going down a path away from the familiar toward a 
world we had never navigated before.  

Indeed, this is the project of interpretive phenomenological inquiry. By 
unnaming things we gain the opportunity to explore their pathic or lived 
dimensions: our “moods” or ways of being in the world. 

 
Pathic language for pathic living 

 
Some things are so much part of the to and fro of living that we have a hard 

time even to unname them. Breathing is such an example. What is more common 
than breathing? On the one hand breathing and its mechanisms for O2 
consumption and CO2 production are well understood. People are in a continual 
air exchange with their environment and yet most of us rarely think about it. 
Unless we engage in yoga or suffer from some respiratory illness we tend not to 
reflect on breathing.  

On average we inhale and exhale air twenty times a minute, about six or 
seven hundred million breath in a lifetime. We may take slow and deliberate big 
gulps of air at the seaside, we may sniff the delicate bouquet of a fine wine, we 
may huff and puff in exhilaration after strenuous exercise, or we may hold our 
mouth and nose in disgust at the repulsive waftful odor of a passing diesel 
engine.  

Breathing appears to become a particularly subjective matter when the need 
for breathing increases. But what is perceived in the experience? Who (what part 
of our being) has this experience? Is it the physiological automaton self, the 
pathic existence of the ventilating mechanism, which like the self-regulating 
heart beat makes this an experience that is rarely noticed? Is breathing mostly a 
nonexperience? Or is it the person himself or herself who breathes? How do we 
experience this respiratory fact of our existence? Buytendijk speaks of breathing 
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as a sort of “being tuned” (1974, pp. 282, 283). But, while he details the 
physiology of breathing he also notes how little we know how to describe the 
pathic or bodily lived dimension of it.  

We sometimes seem to get out of tune with our world. This occurs, for 
example, in the sigh of exasperation, the heave of relief, or the gasp of terror. 
Breathing becomes the basis for experiences which are representative of moods 
and feelings. Do we sigh deeply because we are out of tune with our world? If so, 
in what sense? Words seem to fall short to describe these ineffable senses of 
attunement.  

Breathing in (inhaling) is not experienced in the same manner as breathing 
out (exhaling). They differ in the tensions we feel. Exhaling seems more passive, 
a relaxing of the muscles towards a moment of rest. Inhaling is the opposite 
movement where the muscles are tensed. The whole process of breathing seems 
to be a condition of restlessness, a restlessness that belongs to living, to being 
alive.  

When we hold our breath or when we cannot breath for a moment we 
immediately become aware of a different mood. We sense a growing desperation. 
A tension mounts in our chest: we must do something to still this hunger, air 
hunger. Soon panic grips. 

Asthma is originally a Greek word that means “hard-drawn breath.” When 
Sasha Clarke thinks back to her childhood experience of asthma she remembers 
it as a struggle with time. 

 
I always felt like I was running out of time for some reason. I think 

maybe it was that I thought I couldn’t last a second longer. It was as 
though my chest was going to cave in on me and I just wasn’t going to be 
able to take enough breaths so that I would last until they could fix me. 

I always told my Mum that this was the worst one ever but she always 
said that it was just the same as last time. I never believed her. I used to 
think she wouldn’t say that if she could crawl inside my body right now, 
but I learned later that she was right. I think it was just because I was so 
scared. Sometimes I used to cry and that only made it worse, so I stopped. 
(Clarke, 1997. p. 2) 

 
For Sasha’s mother, Monica, asthma visited often in the middle of the night. 

Time is measured by breath; breathlessness turns into a strange sense of 
timelessness. 

 
I was asleep when I heard the asthma find a new tempo of assault. 

Closed doors, but I knew and I was up, the dark house sliding past me. 
She sits Buddhawise in the middle of her bed, hands on knees, shoulders 
high and wide, mouthing speechless words. I help her with the inhaler 
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and there is some relief for the words come—“Mummy, Mummy”—a 
small breathless chant. 

I pick her up, her arms around my neck. She grips but holds herself 
away, straining upward and leaning back with the need to have space all 
around her chest. We go into the kitchen, all blue shadows in the night 
light. I put her on a high stool, her arms up on a pillow on the kitchen 
counter. We try the inhaler again. This is wrong, I know. She has already 
had too much and it is not working. 

Dark curls matted stuck to her forehead, all of her sweaty under my 
hands. Little shoulders, ribs. Her lips are dark blackish in the dim kitchen 
light. I have to decide what to do, but I am empty and stupid. My 
thoughts fly high above the moment, not touching us, not present. I am 
outside myself watching the scene that unfolds like a bad movie. 

We wait in the darkened kitchen for nothing. Time is gone. There are 
only the two of us in this other world where moments are measured by 
the flailing labored breathing. 

She starts a barking cough so demanding that there is no space for 
breaths. Her eyes fill to cry and I am there living in my anger and my fear. 
“Stop that, don’t cry, just breathe damn you, breathe?” I have my car keys, 
a coat, a blanket. I throw words to the others in the sleeping house. “We 
are going to the hospital!” (Clarke, 1997, pp. 2, 3 ) 

 
Medically speaking asthma is defined as an obstructive disease of the 

pulmonary airways that is due to spasms of airway smooth muscle, increased 
mucous secretion, and inflammation. But if we want to understand the 
experience of asthma closely we must attend to how it presents itself in life to 
those who live it. Monica Clarke wrote about her experience of asthma in a 
research seminar. There we discover that phenomenological research requires a 
special attentiveness to the pathic side of language. For this mother and daughter 
asthma is experienced, in part, as time. Running out of air is running out of time. 
Time becomes measured by every gasping breath. Time becomes breathing. 
Breathing time. For a small child in the throes of a severe asthma attack, every 
time becomes the one time. Every time becomes the one worst time ever. A crisis 
point. This crisis point of time becomes a turning point in life, a turning point of 
life—will there be breath? Will there be time this time? Will there be life after 
breath? (see M. Clarke, 1997). 

 
The pathic nature of practice 

 
During one of the recent seminars, Jean van der Zalm, a nurse educator, 

mentioned several innocent incidents that occurred during her teaching of 
student nurses. These were minor incidents that would have been quickly 
forgotten if they had not happened that same morning. Jean had introduced her 
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students to palpation, a technique of physical examination.ii Student nurses must 
learn to rely on their sense of sight, touch, hearing, and smell to detect 
abnormalities in the physical condition of patients. These techniques include 
inspection, palpation, percussion, and auscultation. Quite literally the nurse 
scrutinizes very closely and minutely the skin and body of the patient by 
utilizing all sensory organs: watching, feeling, sensing, touching, pressing, 
stroking, vibrating, tapping, blowing, striking, smelling, and listening. As we 
listened to Jean’s explanations, the other graduate students (from education and 
psychology) in our seminar could not help but gain the impression that these 
practices are, potentially at least, highly charged with the intimacy of human 
touch.  

Most medical texts define palpation as “the act of feeling by the sense of 
touch” but this definition is too limited for the complex meanings that a 
practiced hand can extract (DeGowin and DeGowin 1976, p. 35). The human 
hand is marvelously equipped to be receptive to different types of sensations. 
Medical and nursing handbooks provide a great deal of detail about the practice 
of palpation and the sensory discriminations detected through the use of the 
hand. Because of its anatomical structure the hand possesses regional 
sensitivities and degrees of receptivity to different types of sensations. The finger 
pads are most sensitive to tactile discriminations for detecting moisture, contour, 
consistency and mobility. Finger tips are especially suited to explore tiny skin 
lesions. And the dorsal surface and the ulnar edge of the hand and fingers are 
most sensitive to variations of temperature. Vibratory impulses are best detected 
with the palmar surface, or ball, of the hand. 

Light palpation is used for detecting skin surface characteristics and 
structures located immediately below the skin. Deep palpation refers to the 
application of firmer pressure to examine the condition of deeper organs and 
structures. Light palpation with the various parts of the hands and fingers is the 
most common method for examining the patient’s face, neck, axilla, chest, breast, 
abdomen, and extremities. Students must learn to let their fingers glide, roll, and 
gently push across the skin of the patient. The course guide describes in a matter-
of-fact tone how the hand turns into a data collecting instrument that is 
manipulated in a diagnostic manner: 

 
Maneuvering the position of the palpating hand and varying the type 

of motion will affect the type of data collected. Gliding the fingerpads 
over the skin surface in a horizontal and vertical plane will yield data on 
texture and surface contour. Information about the position and 
consistency of a structure can be obtained by using the grasping fingers. 
(Kot, p. 13) 
 
Anyone who, as a patient, has been submitted to a palpation examination of a 

cystic breast or of an abdominal complaint, may recall that this was hardly a 
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pleasant experience. But student nurses who must practice palpation on each 
other find this experience unpleasant for more ambiguous reasons. Jean, the 
nursing instructor described the incident as follows:   

 
In a three hour morning lab I taught the students palpation and I 

noticed that they seemed to be uncomfortable. First, some students 
confided in me during the break that they were quite reluctant to have 
Ken, an only male student nurse in the class, participate in the peer 
practice. During peer practice one student must put on the patient gown 
and the other the nursing uniform. Even though Ken has many years of 
ambulance experience and though he is a very pleasant person, the 
students felt extremely uneasy having to pair up with Ken and practice 
palpation. We solved the problem by having Ken practice on a dummy. 
Some female students even felt uncomfortable doing the palpation on 
each other and some asked if they could keep on their underwear under 
the gown.  
 
Jean explained that, though being undressed in the company of one’s peers 

may be experienced as embarrassing, nurses must learn to do palpation. Keeping 
on underwear is not allowed since it inhibits the process of sensitive 
discriminations of skin on skin, especially if the underwear is long or elastic.  

The second incident happened when the students had to move out of the lab 
onto the ward where they had to apply their palpating techniques to elderly 
patients. The students kept postponing, lingering, and stalling. In Jean’s words, 
they seemed willing to do anything to avoid doing palpations. When Jean finally 
confronted them, the student nurses admitted that they were quite hesitant. 
What if these patients did not want to be bothered? What if they were reading or 
taking a nap? What if they had different things on their minds?   

Indeed, when Jean in her next class asked students to reflect on the nature of 
their reluctance to practice palpation on each other and on patients they were 
happy to talk about it. They admitted that their difficulties had to do with 
ambiguity. They felt acutely aware that there are different ways of touching and 
that some forms of touching are not fitting for palpation. When asked about 
these differences students made a spontaneous distinction between what they 
called professional touching and nonprofessional touching.  

What then is professional touching? Jean asked. Students responded by 
saying that “the professional touch is firm not light, confident and directed with 
purpose, goal and intent.” One student said: “When I was practicing palpation 
on my sister at home I was too gentle. She told me not to touch in this way. She 
said it was too light and might be misinterpreted by the patient.” When Jean 
asked the students to describe non-professional touching they said, “It is hard to 
describe but it is easy to know when it is not right.”  
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One of the students had a bad experience. The patient, an elderly lady, was 
uncooperative and shirked away with a startle when the nurse tried to do her 
palpation examination. The woman seemed so upset that a nurse, who was 
present, put her hand on the woman’s arm in a gesture of support. The patient 
surrendered to the nurse’s hands and started sobbing. “Isn’t it strange,” 
remarked the nurse later, “that the patient rejected the hands of one nurse but 
reached out to the hands of another!” And of course it is somewhat ironical that 
while the young nurse had tried so earnestly to apply the correct touch, this was 
not received well by the patient. The irony is that it was not an issue of the 
professional touch versus a non-professional touch; rather the patient needed not 
the gnostic touch of palpation but the pathic touch of support. 

So it seems that there are at least two kinds of touch that we might 
distinguish in reflecting on the situation of the nursing students. I will call these 
the gnostic and the pathic touch.  

 
The (dia)gnostic touch  

 
First there is the gnostic touch of palpation as described in medical texts. The 

objective of palpation is diagnostic. Literally dia-gnostic means “to know 
thoroughly” in the sense of seeing through the body. The palpating hand can 
bring about this diagnostic view. The medical text states: “The assessment of 
underlying anatomical structures is facilitated if the examiner makes a habit of 
mentally visualizing anatomical features while conducting the examination” (Kot, 
p. 9). Thus we may say that palpation belongs primarily to the gnostic or medical 
side of healthcare. Both doctor and nurse apply the procedure with diagnostic 
intent. This is how a medical doctor describes the uncannily effective (dia)gnostic 
expertise of palpation: 

 
It was my second week as the intern on ICU. The unit was to receive 

an admission from the ward momentarily. The previous evening the 
patient had undergone emergency surgery for a ruptured appendix and 
was now doing poorly. She presented with fever, tachycardia and 
tachypnea; she was definitely septic. I initially focused my exam on the 
patient’s abdomen as this was the site of the surgical incision. 

Carefully, I removed the dressings and provided reassurance to the 
patient. I expected this exam to be difficult. On inspection, there was clear 
fluid oozing out of the incision. It was swollen, red and looked angry. I 
began my exam with light palpation in the opposite corner and worked 
my way across the abdomen. I could feel the tenseness in the abdominal 
muscles, especially the rectus abdominis. Gently, I asked the patient to 
bring her knees up. I wanted to examine the abdomen with the muscles 
relaxed. My plan was to examine the surgical incision last, because I knew 
this would cause her the most pain. Following a normal light palpation, I 
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performed a deeper palpation of the abdomen, attempting to feel for 
masses. As long as I avoided the surgical sight, she tolerated the 
procedure well. 

It was time to move to the hot area. As I rolled my fingers lightly over 
the surgical incision, I had a passing feeling of bubbles, crepitations, in the 
abdominal wall. I knew this was not benign air in the muscles. Until 
proved otherwise I had to treat the case as gas gangrene. I immediately 
called for a swab and requested a stat gram stain to confirm my clinical 
suspicion. I then continued with the rest of the abdominal exam. Upon 
deep palpation and rapid removal of the hands, there was marked 
rebound tenderness signifying inflammation around the surgical site. I 
had my answer. 

Shortly after, the lab confirmed my diagnosis. Now I faced the real 
problem. I immediately marked the skin to demonstrate the extent of the 
crepitations and booked the patient for emergency surgery. In the 
following twenty-four hours she had three debridement surgeries and 
thankfully survived.iii 
 
In this example of the life saving power of the gnostic touch we sense the 

close relation between the expert gnostic eye, the gnostic mind, and the gnostic 
touch. While the doctor remains aware of the vulnerability of the patient as a 
person, his care for her predicament is expressed in a gnostic approach to her 
suffering.   

The term gnostic derives from the Greek gnostikos, meaning “one who 
knows;” the notion is related to “mind, judgment; maxim and opinion.” In the 
second century, gnosticism emerged as the sectarian belief that reason is the 
proper device to teach and practice religion. In its extreme forms gnosticism 
involved the mystical revelation of supernatural knowledge for an elite of 
knowers and saviours.  

In our age, at the more secular level, the gnostic attitude in medicine and the 
health sciences also proceeds on the principle that the process of healing is 
approached and defined in terms of rationalistic factors. It is not surprising, 
therefore, that we find the term “gnostic” in the most commonly used medical 
terminology of “diagnostic” and “prognostic.” Indeed, to the layperson gnostic 
knowledge may still command an element of awe and blind faith. And yet, as the 
general public becomes more rationally informed of medical knowledge, the 
image of the physician as holy healer seems to be eroding.  

 
The probing gnostic touch  

 
The diagnostic touch can be seen as a specialization of the more general 

cognitive and probing aspects of touch. Touch is perhaps the most fundamental 
feature of human experience that lets us explore, discover and know the world 
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and ourselves in a perceptually unique manner. Touching is finding something 
tactile. And the hand is uniquely suited to its probing task. The touch of our 
hand lets us explore the materiality of the world around us. That is why we say 
that we learn to “handle” and “manipulate things.” The phenomenology of 
touch is quite subtle and complex. 

We all know from experience that to touch something and to be touched by 
something are two very different experiences--even though in both cases the 
objective pressure on the skin may be exactly the same. When something 
unexpectedly touches us then we may shrink back at first.  

Moreover, when something or someone touches us then we do not only feel 
the other, we also feel our selves. When I suddenly experience the touch of the 
other person I do not only feel the skin of the other’s hand, I also feel myself, 
through my own skin. This is even true when, for example, the right hand 
touches the left hand. Merleau-Ponty called this phenomenon a kind of physical 
reflection (1964, p. 166). When the right hand touches the left hand then the left 
hand feels not only the right hand in a reciprocal mode but the left hand also 
feels itself. Merleau-Ponty shows how in the handshake I feel the other’s hand as 
if it were my own other. So there is a dual aspect to the touch of things: through 
touch we get to know what is outside of us and through touch we become aware 
of ourselves together with that which is being touched (1962, pp. 90-97). 

So what does this mean for palpation? The patient who is being palpated is in 
the position of feeling the palpating hand of nurse or physician and at the same 
time feeling his or her own body. The probing hand turns anatomical, and it is 
quite possible that the patient begins to participate in the probing attitude. At 
least that is how one person describes the experience: 

 
As I was lying prone on the hard narrow examination table, the 

physician was probing my abdomen. Slightly embarrassed by this 
procedure, my eye caught the anatomical charts on the wall where an 
opened up torso exposed its various organs and muscle groups. While 
turning my face away from the doctor I fleetingly focussed on the 
intestines in the picture. I was imaging what the hand on my abdomen 
might be feeling and I was hoping that there would not be any evidence of 
some villainous lump or malignant growth. I tried not to be tense, but 
then the sudden push-pull movement of the physician’s hands caused 
excruciating pain.  

After I had rearranged my clothes the doctor explained that I probably 
suffered from diverticulitis, an infectious condition of the colon; not 
uncommon for someone my age. He drew me a picture of diverticular 
pockets on the colon wall. An X-ray would have to confirm the diagnosis. 

As I left the doctor’s office and walked onto the busy street, I felt a bit 
unsettled--as if my abdomen had been left exposed somehow. The 
doctor’s hands had given me X-ray eyes. In the street, instead of people, I 
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saw fleshy torsos marching by. Torsos filled with blood, organs, intestines. 
How would I ever be able to just see people rather than stuffed torsos 
wrapped in skin and clothes? I had walked into the doctor’s office with 
the simple complaint of a sore stomach but now my diseased colon was in 
conspiracy with the unappetizing anatomies of the people passing me by 
in the street.    
 
How many people, as patients, undergo this strange sensation of X-ray eyes? 

The phenomenologist van den Berg describes a similar experience as young 
medical student in the 1930s in an anatomy lab in Holland. He recalls a moment 
when he and a female medical student had to practice their anatomical skills on a 
corpse.  

 
I dissected at that moment the musculature of the shoulder and upper 

arm, my practicum companion dissected the lower arm and hand. --When 
I looked up at what she was doing I perceived two hands: the hand 
belonging to the corpse and the hand of my fellow student. 

The live hand was nicely tanned and slightly manicured. Slightly, 
because female medical students are not terribly preoccupied with 
manicure. One only needs to imagine a hand adorned with rings and 
heavily laquered with nailpolish holding the knife and scalpel. The 
difference between the two hands would have been spoiled. But now this 
strange difference presented itself. Two hands. Under the moving, easily 
manipulating hand of the living lay the hand of the dead. A parched, 
white, withered, dried-up hand. A dead hand. A pathetic hand. A split 
open, busted, jammed open, gaping hand. A terrible hand. A hand with 
muscles, tendons, veins, nerves, membranes, bands and bones. A full, 
stuffed filled hand. A belabored hand. A fussed over hand.  

And above it, active, mobile, moving, a simple hand, a closed hand of 
the young woman. Only a slight sign, some blue veins on its back. (1959, p. 
220) 
 
Van den Berg argues that it was a significant event in human history, around 

the year 1300, when the ordinary closed body was first cut open and anatomized 
by Mundinus and soon by others. From this historical moment onward it is 
possible to see the hand with two kinds of vision: with the gnostic eye and with 
the pathic eye. We can even see this gnostic eye portrayed in the paintings of the 
anatomy lessons by Rembrandt.  

But, of course, like the analytical eye, the hand itself has become gnostic as 
well. The two hands that van den Berg saw--one alive and dissecting, the other 
dead and anatomized--both belong to the gnostic domain. And yet, he could not 
help but see a different hand as well. And this difference lies in the distinction 
between the gnostic and the pathic. He also saw the closed and natural looking 
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hand of his fellow student--this is the pathic hand, the pathic body, that remains 
resistant to the X-ray eyes. We can also say, therefore, that van den Berg saw the 
two hands with an ambiguous attitude: the gnostic and the pathic. Van den Berg 
saw a nicely tanned and slightly manicured hand touching an anatomized hand 
that was being dissected in a gnostic manner. This pathic hand belonged to the 
female fellow student beside him. But, at the same time, her hand was 
performing a gnostic task. Thus, van den Berg saw the hands even more 
ambiguously than he himself described. 

 
The private pathic touch 

 
The pathic touch is no less complex than the gnostic touch. The pathic touch 

may be experienced in a variety of modalities. Within the context of the 
discussion on palpation, I would distinguish between a private and a personal 
touch; though these too have several experiential dimensions. Thus the private 
touch may be loving, friendly, erotic, or intimate; and the personal touch may be 
experienced as supportive, caring, comforting, healing, therapeutic, and so forth. 
We all have experienced a hand that caresses us. And in this experience we know 
how the caress brings about a change in the hand. A caress transforms the body, 
even if the physiologist is unable to report on this transformation, suggests 
Buytendijk (1970). Sometimes we all may feel our body as more or less foreign to 
us. Why do I have this particular body? these eyes? this nose? these hands? But 
then, when an other person touches us--in friendship, care, or in love--then the 
contingencies of our own body are eliminated. A justification of the body takes 
place. The touch removes the distance between two bodies and one is invited to 
be one with one's own body, to inhabit one's own body.  

Precisely because the touch can accomplish so much, one can sense also the 
uncomfortable ambiguity of this private, sometimes intimate touch. The intimate 
touch is what the student nurses referred to as unprofessional; it was the touch 
they feared since it might be misinterpreted by the patient. Practicing palpation 
on each other leaves open all kinds of possibilities for ambiguity. As student 
nurse, how can I submit my self-conscious body to the scrutinizing palpation of 
my classmate without feeling touched in an intimate manner? Similarly, in 
palpating the body of my fellow student, how can I pretend that this is just a 
body, a body without a person who feels somewhat embarrassed and exposed 
under that hospital gown? 

The same is true in real nursing situations, a light palpation of the skin might 
be experienced by the patient as caressing, as too intimate. So, it would appear 
that it is the private touch that may render the nurse-patient relation ambiguous 
in a potentially confusing manner. The private touch might mean that the hand 
that touches has a special interest in the other. Again, this may manifest itself in 
significations of embarrassment.  
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The personal pathic touch  
 
Next there is the personal pathic touch which the texts on palpation did not 

mention but which was evident in the patient’s positive response to the 
comforting hand. Of course, the private touch is also pathic, but here the special 
quality of the hand does not touch with private but with professional intent. The 
pathic hand and the pathic knowledge that supports it, could be seen to lie at the 
heart of nursing practice since its effect is that it reunites or reintegrates the 
patient with his or her body again. Thus the gnostic aspect of health science 
works in the opposite direction as the pathic aspect. The gnostically healing 
attitude analyzes, anatomizes, dissects, and makes diagnoses and prognoses that 
tend to separate us from our body, so to speak. The pathically healing attitude of 
the act of nursing aims to console and comfort, to wake in times of suffering, to 
be there in moments of need, to support in the process of convalescence, and so 
to assist the recovering patient in feeling whole and making life liveable again--
even if sometimes under constraints of chronic difficulties.  

The term pathic derives from pathos, meaning “suffering, and also passion 
and disease or the quality that arouses pity or sorrow.” In a larger life context, 
the pathic refers to the general mood, sensibility, and felt sense of being in the 
world. As in the example with breathing, Buytendijk draws a close relation 
between the pathic experience and the mood of the lived body. The pathically 
tuned body perceives the world in a feeling or emotive modality of being.  

Strangely perhaps, the very notion of touch presupposes our lived distance 
from things and others. Without touch it would not be possible to go away, to let 
go, or to lose contact, and to get in touch again.iv This also means that touch is the 
primordial medium to overcome separation and relational distance. Neither the 
ear nor the eye can give us an experience of human contact in the same pathically 
direct manner as the touch. Indeed we may be deeply moved by a human voice 
or a meaningful glance, but the touch stirs us in a particularly intimate manner. It 
may even happen at times that we are touched to tears--as in the case of the 
elderly patient and nurse above. 

Heidegger used the notion of Befindlichkeit to refer to this sense that we have 
of ourselves in situations. Literally Befindlichkeit means “the way one finds 
oneself” in the world (1962, pp. 172-188). We have an implicit felt understanding 
of ourselves in situations even though it is difficult sometimes to put that 
understanding into words. Gendlin suggests that this kind of understanding is 
not cognitive in the usual sense. “It is sensed or felt, rather than thought--and it 
may not even be sensed or felt directly with attention” (1988, p. 45). And yet, our 
sense of the pathic in our own or in other people’s existence can become a topic 
for our phenomenological reflection. The important point for phenomenological 
inquiry is that cognitive insights by themselves cannot address noncognitive 
meaning. Thus we may need to employ noncognitive as well as cognitive 
methods in order to address pathic experience. 
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On the relevance of pathic inquiry for nursing practice 

 
So wherein lie some of the differences between gnostic and pathic thought 

and practice? When we compare the more gnostic medical relation to the more 
pathic nursing relation then we note that medical diagnostic practice first of all 
searches for symptomatic clues and determining factors in the patient’s history. 
For example, the medical specialist may look for causal, symptomatic, or 
developmental patterns, for difficulties surrounding the birth, for psychological, 
physical, and genetic abnormalities in parents, grand-parents and other close 
family members. Psychiatric clinical thought operates in a similar manner: one 
does psychological analyses, administers diagnostic instruments, and applies 
intelligence tests, personality inventories, and other measuring devices. One 
searches for disease patterns by looking back into personal and family histories. 

Thus, the gnostic mode of thinking and practicing leads to a certain idea of 
the meaning of healing: the gnostic approach is to locate the pathology and then 
to “cut out” the intrusion that has been festering there for days, weeks, or even 
years. Just as one frees someone from his or her appendix in the medical room, 
so one searches for and removes the “psychological problem” by “cutting it out” 
of people's lives in the therapeutic room. How is this experienced by the patient? 
Sometimes it may seem that the physician, the psychologist, the psychiatrist 
“gives” the patient a tumor, a neurosis, a paranoia. And, of course, once the 
patient has been given the illness, now the medical treatment consists in cutting 
it out again. 

A feature of the medicalization of increasing aspects of life and body 
functions is that the gnostic act tends to fragment. When a disease has been 
properly treated, when a surgical operation has been successfully completed, 
then this does not necessarily mean that the patient has been re-integrated with 
his or her body or with his or her world. This is exactly where the pathic practice 
enters. It may be appropriate to say that the pathic nursing act complements the 
gnostic medical act, in the sense that the pathic meaning of nursing consists in 
reuniting the patient with his or her body, and thus make life liveable again in 
whatever way this has to be learned by the patient. For example, in the 
everydayness of nursing there is the pathic process of taking the patient to the 
bathroom, prompting him or her to get out of bed, encouraging personal hygiene 
in the awareness that this has to do with relationships and with reestablishing 
relationships. One nurse said: When I see the patient look in the mirror then I 
know that the healing is in progress, that the patient is getting “better.”v  

Of course, it would be wrong to suggest that the gnostic approach of the 
medical doctor would preclude a meaningful caring relation. “The ‘gnostic’ 
contact should not be interpreted as a cold, calculating, dry and therefore 
heartless association with the patient,” says van den Berg (1972, p. 131). But it 
may be true, as van den Berg proposes, that the sense of caring and trust is 
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different for the medical doctor who sees the patient only briefly and the nurse 
who, hopefully, is to be present or available throughout a period of time. The 
patient tends to experience the physician with a different “nearness” that is not 
due to pathic qualities but to the “knowing relationship of the doctor and his 
patient.… The medical contact combines a maximum of trust with a minimum of 
familiarity,” says van den Berg (1972, p. 131). So, does van den Berg suggests that 
the gnostic contact may nevertheless be experienced pathically? And how would 
the pathic quality of this knowing relation be experienced differently from the 
caring attentiveness of the nurse? In the text The Psychology of the Sickbed, the 
nurse is strangely absent from his account. And yet, it is in the different kind of 
trust between the pathic and the gnostic quality of the contact and the “hand” 
that the difference bwteen the medical and the nursing relation may be sought.  

I need to trust with confidence the knowing palpating hand that skillfully 
probes my skin for what is underneath. In our culture and age the specialist 
physician’s hand is primarily the gnostic  hand, a knowing intellectual hand, a 
hand of science, as it dia-gnostically examines the human body for signs of 
trouble, or as it surgically operates on the body to remove a feared tumor. The 
physician's hand makes me aware that I am made up of internal organs and that 
I can take distance from my body as if it were a mere vessel for my soul.  

If I have confidence in the physician then I experience the palpating medical 
hand as an instrument of competence in whose knowledge and skills and healing 
powers I trust. But this confidential trust is quite one-sided, and it differs from 
other kinds of trust that depend on the strength of mutual, two-sided human 
relations. Bollnow has clarified the phenomenological difference between 
confidence and pure trust. Confidence is less dependent on relationality and the 
intrinsic moral character of trust, says Bollnow. Confidence is basically 
concerned with performance, specific competencies, and expert skills. For 
example, from the patient's point of view it is reassuring to have confidence in 
one's surgeon, but from the surgeon's point of view, his or her expertise is not 
really dependent upon the patient's confidence.  

In contrast with the knowing or gnostic hand of palpation, the nurse's hand is 
pathic when it applies the dressing, straightens the bedding, starts an 
intravenous, administers the medication, speaks supportively, cleans the skin, 
provides relieve of pain, supports the aching body in its time of healing, or even 
when the nurse is simply present. True, the nurse's hand is also knowledgeable 
of medical science. But (outside of the highly technologized intensive care, 
emergency or technical tasks) the patient still expects that primarily this is a 
healing hand, a caring hand which does not only touch the physical body, it also 
touches the self, the whole embodied person. This pathic quality may well 
constitute the core meaning of the healing act of nursing care. If, as a patient, I 
trust this hand then it has the power to reunite me pathically with my body, 
reminds me that I am one with my body, and thus makes it possible for me to 
heal, to strengthen, to become whole.  



 

16 

This contrasts with the cognitive confidence that we must have in the medical 
expert or surgeon. The medical hand may rid my body of a malignant intruder, 
provide life-saving assistance, or perform a complicated technical task.  And yet, 
these procedures may leave my life profoundly disturbed.  

How is the nurse's hand expressive, potentially at least, of the caring relation? 
This pathic relation demands a very personal involvement. The nurse's hand, 
especially in bedside practice, always has at least this double function. The hand 
is experienced simultaneously as gnostic and pathic, as instrumental and as 
caring. It seems that it is difficult to capture the ambiguity of the nursing hand 
and nursing relation. In our languages the pathic is ultimately unnameable and 
easily slips away. 

Of course, this gnostic-pathic ambiguity can arise in many health care 
situations. For example, the physiotherapist may manipulate or massage the 
patient’s body with gnostic intent while the patient would say that the treatment 
has the quality of a pathic experience. Many medical procedures that are 
primarily technical may give the patient a pathic trust in the physician, especially 
if the quality of the relation between patient and doctor is personal. 

What then makes pathic practice distinct? The difference is this: pathic 
thought turns itself immediately and directly to the person himself or herself. A 
pathic relation is always specific and unique. Even a relatively brief encounter 
between a patient and a health care provider can have this personal quality. A 
personal relation is something you can have only with a specific other. The 
pathic orientation meets this concrete person in the heart of his or her existence, 
without trying to reduce to a diagnostic picture, a certain kind of case, a 
preconceived category of patient, a psychological type, a set of factors on a scale, 
or a theoretical classification. In other words, there is something deeply personal 
or intersubjective to the pathic relation. That is also the reason that the pathic 
personal relation is easily confused with the private one.  

What is pathically quite compelling is the way in which any particular person 
fails to match preconceived gnostic distinctions, how a particular patient 
constantly refuses to fit diagnostic judgement and prognostic projections. How 
with any particular patient the clinical path of an illness is always different from 
medical assessment. How the experience of disease is never experienced in 
exactly the same manner by different persons. How patients often continue to 
live when they were supposed to die or die when they were expected to recover.  

This constant “defying difference” between diagnosis or prognosis on the one 
hand and contingency and concreteness on the other, is what makes each person, 
each patient, uniquely who he or she is—which is never the same as the 
diagnostic portrait that the expert constructs. The individual human being 
always falls to a certain extent “outside” of the dossier, the diagnosis, the 
description, the prognosis.vi  

If we want to be sensitive to the pathic nature of nursing and medical practice 
then we need to pursue forms of research that uses pathic language. Pathic 
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questions cannot be answered by texts that primarily communicate cognitive 
meaning. And gnostic insights cannot produce pathic experience. To construct 
texts that can address and reflect on the experience of illness we need to get 
beyond the objectifying effects of naming the things of our world with labels that 
distance us from them. We need to write (and read) for tone and pathic 
understanding, and to this effect our words must be slow, new, single, and 
tentative. 
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i The English term “surname” is a bit misleading since it really the first name that 
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