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Presentation Notes
Thank you for being here today.  I’m Kathy Meacham.  
I teach philosophy and religion at Mars Hill University in the mountains of western North Carolina, 
and I teach ethics with the longitudinal clerkship of the University of North Carolina School of Medicine-Asheville (SOM-A for short).  
This program is directed by Dr. Robyn Latessa with curriculum czar, Norma Beaty. 

 I’ll describe the ethics curriculum at SOM-A, the research question we pursued last year, and the preliminary results of our research.  
The best evidence of the value of an ethics curriculum in a longitudinal clerkship, however, is this: 
	Dr. Ben Aiken, a graduate from our program, now a family medicine resident at the Mountain Area Health Education Center Family Practice 	Residency program in Asheville, will give a student’s perspective.  













SOMA Ethics Ed Program 2012-13 

Desired Outcomes:  
1. For the students to be 

able to identify an ethical 
issue when they see one 

 
1. For students to be able to 

imagine more than one 
possible response—at 
least in retrospect 
 

…in a safe, dialogical space 
 

 

Presenter
Presentation Notes
There are two desired learning outcomes for the ethics curriculum at SOM-A:  1) to help students identify ethical issues when they arise, and 2) for students to practice moral imagination in response to those issues, in a safe, dialogical community.  

Now – please see the LIC – yours, ours … as an impressionist canvas – like this Mone ---rich with colors and textures, dripped and spotted, on which the student infers patterns, sees connections where at first there were blobs of color – through the guidance of preceptors, the relationships with patients, and the opportunity for self-awareness in these ongoing relationships. 

 The ethics curriculum provides sets of lenses – for finding access to moral courage and self-knowledge. 




Longitudinal Ethics @ UNC SOM-A  
 
 

o Continuity care w/ patients 
o Inpatient weeks, rural surgery, ED 
o Art of Medicine seminars 

 

o Master Clinician cases 
o Ethics notes in clinical logs 

o Mining the logs 
o Monthly ethics case study  
o Ethics research website & readings 

o Hospital Ethics Committee  
o Ethics Grand Rounds 
o Individual conferences, writing 

 

Presenter
Presentation Notes

Ethics is integrated into the curriculum at SOM-A.  The white elements have ethicist participation, and the yellow are led by an ethicist-physician team.  

Significant elements = students writing-- in the patient logs; those are read by physicians and me.  
At the monthly class with me and my physician colleague (psychiatrist), the students present particularly challenging cases. 
The students and I find ethics research related to the topics shared. 

Student writing is encouraged throughout the year, some required, and much encouraged, shared, and discussed.

Students give presentations at the hospital’s Ethics Ground Rounds and Ethics Committee by the end of the year. 



	



Pre-test & Post-test questions  
 

1.   Name the kinds of ethical issues   
you expect to encounter/ 
encountered in your clinical work 
this year.     SOM-A = SOM-CH 
 

2.  What makes those specific           
issues you listed "ethical”? 

      SOM-A = SOM-CH 
 

3. Select TWO of those identified issues 
and write what you hope  you  
would do to respond in a morally 
reasonable way to that situation.  
Write what you did and one other 
way of responding that would also 
be morally reasonable.  

  
 Contrast = w/ #3… in post-test.   
 

 

•   

+ Moral distress inventory  

Photo: Patricia Hinz, MD. Palo Alto Med 
Fndation.  Santa Cruz, CA 
http://blogs.adobe.com/conversations/20
12/08/adobe-stories-photography-as-
another-type-of-medicine.html 

Presenter
Presentation Notes
The research question we raised last year was whether having the integrated ethics curriculum made a difference for the SOM-A students, compared with their classmates who remained at Chapel Hill for clerkships in a traditional rotation program.  

Each set of students was asked these same three questions at the beginning and at the end of the year.  

The difference came with the quantity of issues listed in question 1 and the quality of the responses to question #3 at the end of the year. [CLICK]
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Results-pre-test #1 2012-13:  
Name the kinds of ethical issues you 

expect to see this year 
UNC SOM-Asheville  = 

• Informed consent 
• Conflicts of interest (pharma, 

etc) 
• Access to good care 
• Different values from patients 
• Medical education & ethics 
• Respect for patients (jokes, 

derogatory comments, etc.) 
• Patient autonomy v. clinical 

beneficence 

UNC SOM-Chapel Hill 

• Informed consent 
• Conflicting values with 

attendings, residents 
• Conflicting values from 

patients 
• Medical education & ethics 
• Access to good care 
• Respect for patients (etc.) 
• Patient autonomy v. clinical 

beneficence 

Presenter
Presentation Notes
The results for all three questions were quite similar at the beginning of the year.  

This is not surprising, given that both sets of students shared the Department of Social Medicine’s first two year curriculum,  so they had a relatively similar pre-clinical knowledge of ethical theory, principles, and bioethics issues. 

Obviously, one of the challenges in analysis of the data is that there are two independent variables:  ethics has a different role and delivery at Chapel Hill (not integrated; optional sessions) as well as a traditional rotation-based clerkship. 

Qualitative analysis of the data is helping us tease out the difference that the ethics curriculum makes, apart from the longitudinal curriculum itself.  





2012-2013 post-test results: SOM-A 

Identification of ethical issues 
• 401 issues identified in logs 

 
• 2/3 of issues = inpatient 
• 1/3 of time = inpatient 

 
• 2/3 of time = outpatient 
• 1/3 of issues = outpatient 

 

Themes (in priority order) 
• MD responsibilities, truth-telling & 

disclosure, informed consent, 
respectful, clear communication 

 
• End-of-Life issues  
 
• Patient rights,  informed consent 
 
• Access/ economic justice / systems 

 
• Medical education & ethics 

 
• Beginning of life issues 

 
 
 
 

Presenter
Presentation Notes
One way is that the SOM-A students logged each of their clinical encounters, and for each log, they had the opportunity to identify ethical issues, questions, and concerns.  The cases that raised ethical issues for the SOM-A students were disproportionately during their inpatient stints.  






2012-13 Post-test Results, SOM-CH 
Themes – in priority order 

Many fewer issues identified in post-test. SOM-CH students did 
not log re ethical issues—only medical issues, procedures, Dx 
 

• MD-patient relationships (poor communication with pts and with team, 
lack of respect for those lower in hierarchy and for patients) 
 

• End-of-Life issues (stopping futile care, hospice, pressures to prolong 
treatment, abortion) 
 

• Systems/ economic justice/ access to care  
 

• Medical education & ethics (sexual harassment, speaking up v. superiors in 
hierarchy; ed for med student v. best care for pt) 

 

Presenter
Presentation Notes
The SOM-CH students identified issues in the same categories as the SOM-A students, but there were many fewer issues, cases, and examples given in the end-of-year survey.  

Most of the CH encounters were the very ones that they had expected at the beginning of the year and were frustrating, confirming the negative experiences they expected to have.  




SOM-A 
 
The end-of-life 
cases are the  
most difficult.  
Mr. O had MOST 
form, but his SNF &  
family sent him to the  
hospital, the ICU… 
NOT what he’d said.  
 
I’m concerned  
about this issue 
and am trying to  
be active in 
addressing it  in my 
career.  

SOM-CH 

My first day on a 
service – MVA. After  
2 successful surgeries,  
Pt crashed.  Pt’s 
partner came.  Code. 
Attending talked after 
pt died. Partner 
returned with more ?. 
Attending refused to 
talk: “I  already did.”  
 
Then partner spoke to 
me., but I didn’t know 
why patient crashed.  
felt terrible.  … Our  
team did not help  
process that tragedy. 

Presenter
Presentation Notes
Here are examples of the kind of moral distress experienced by each group—with qualitative differences in the KIND of response each gave in many cases:

– SOM-A student vows to work on communication with SNFs and families about what to do with loved ones who have DNRs or MOST forms – other than send to hospital, where it is difficult to stop the train.  

SOM-CH student experiences disappointment with attending who refuses to talk again…with partner of MVA victim who suddenly and surprisingly died after two successful surgeries.   





Select TWO (2) cases; describe; 
imagine one other possible response 

UNC SOM-Chapel Hill 

• 19 y/o said “yes” to lumbar puncture 
by med student; her father 
disagreed 

• Pt sexually harassed student; team 
laughed 

• Resident told me to do digital rectal 
xm – unnecessary for pt 

• Two different parents with children 
with CP; one set “too involved”’ one 
too little involved.  Judgment from 
care team on both.  

• “Informed consent as I’ve seen it 
practiced is a legalistic sham…” 

Presenter
Presentation Notes
Chapel Hill students identified issues that were really disturbing – relatively blatant – and stood out to them – see quotes and themes here. 



Q#3, continued (select situations, 
imagine possibilities) 

SOM-A 
• 9 y/o boy with Asberger’s, 

bed-wedding, more. Right 
after Sandy Hook.  
Grandmother – “He’s really 
into guns”  what to say??? 
 

• Many visits with old man—
alcoholism, dementia, 
cardiac disease…. By end of 
year,  SW connection, 
sister with HCPOA, & plan! 

 
 

 

Presenter
Presentation Notes
Asheville students also wrote about what disturbed them, but the complexity of the issue (guns and the grandmother) and the success of a longer term relationship (alcoholic with heart disease) allows them to identify the kinds of issues that are more systemic.  

******

SOM-A:  1. 8 year old boy with Aspergers, bedwetting, and ADHD. Pt put on DdAVP for bedwetting and has only had two episodes. This was right after the Sandy Hook tragedy. Grandmother told me that he was really into guns. She was adamant that it was ok for him to be into fighting games and guns online because she had been in the army. She said that there are no guns in the house. When he grows up, he wants to be a soldier. 

In the light of Sandy Hook, I felt completely torn about how to approach this as a medical student. I felt like my emotions couldeasily get in the way and it would only anger the grandmother. It was the first time I had ever met DS. As a medical student with limited contact, what is my role in preventing a possible incident and am I overreacting to the situation? I left the room saying hardly anything and wish I had. Another approach may have been to just remind the grandmother that safety should be the first priority and to try to help the boy to know the difference between fantasy and reality.

SOM-A:  2. I had multiple visits with an elderly gentleman with alcoholism, dementia, and cardiac disease. My first meeting with him was following a head injury from a fall while he was drunk. He did not seem to be bothered by his head injury and stated he would cut back on alcohol. As the year progressed, he continued to become more and more confused and started losing weight. We had great concerns that he might have an underlying malignancy which was luckily not the case. 

However, after talking with his family, he seemed to progressively be getting worse living alone. He was still driving himself and would use the Coumadin
clinic to organize his medications. He really seemed to be a threat to his own health. The physician held out on calling social work because he didn’t want to
lose the patient as he was really of the only people looking after him. The family didn’t seem to want to be involved. Eventually, I think that I may have helped to convince the physician to involve social work. At my last visit with the gentleman, he had gotten his sister to become the power of attorney and I had a long discussion with him about his future career. I felt decent about how things ended with my relationship with this patient and am confident he will receive the care he deserves in the future. I felt like I could have easily just let it all go and the man would still be a danger to himself.






• 98 y/o in ICU; son 
refused to withdraw 
care: “I felt we were 
flogging the patient” 
 

• Several patients whose 
diseases were labeled 
“psychogenic.” I felt like 
MDs …hide behind 
psychogenic when we 
don’t understand…. 
Many of these pts had 
low SES & no voice…. 
 

   UNC SOM-CH 

Presenter
Presentation Notes
Chapel Hill students identified the common ICU scene – abuse of patient v. keeping on… and 

Students’ distrust/ disgust at MDs’ dismissive assessment that patients who were poor had “psychogenic” illness.  



***************

UNC-CH: 
3 We had a 96yo woman in the ICU whose daughter refused to withdraw care. I felt we were flogging the patient and none of our efforts to convince daughter -team meetings, pastor involvement, etc seemed to help. Our attending felt his hands were tied because the ethics committee wouldnt/couldn't make the hard call. We all felt powerless and that we were doing the patient a disservice. 

I also had several patients whose disease was labeled "psychogenic" when I thought we just didn't know enough to understand their disease process. I felt like those in the medical profession often hide behind "psychogenic" when we don't understand what's going on. Unfortunately several of the patients I saw this in were lower socioeconomic status and didn't have the ability to speak up for themselves. Plus I felt the socioeconomic differences between the care team and the patient were playing into this judgement that something is "just psychological". I think this issue of how medical professionals deal w/ the
unknown/inexplicable by sweeping it under the rug as psychological, especially when there are social differences involved, is interesting. I spoke up for at least one of these patients and said that I thought we were using "psychogenic“ because we didn't have anything better and the team really got ticked off w/ me. The level of defensiveness showed me that I had touched a nerve that they would rather not have had to deal w/.

SOM-CH:  During surgery, I participated in care of a young patient who had a terminal prognosis, though there was disagreement among the team about whether there were any other treatments that could be offered. On my first day on service, the chief announced that it had been decided that we would continue to offer supportive care but no further treatment of his condition. Palliative medicine started to consult. However, he remained in the step-down unit and his condition was relatively stable over the next couple of weeks. During my third week on service, there was a reversal in approach. Palliative medicine stopped seeing the patient, and there was discussion of doing further diagnostic studies and suspending his DNR/DNI status. The following week, another attending came on service who disagreed with abandoning the palliative approach. She reprimanded (in my opinion, overly harshly) the chief resident in front of the entire team on rounds. I felt like there was disagreement among the attendings who had been on service each week about direction of the patients care and approached the attending to ask about this. I actually agreed with her approach and believed it didn't make a lot of sense to change the direction of this patient's care, but also felt like the lack of consensus among different attendings needed to be addressed by an attending. I tried to approach her humbly and by asking a question, but I think she thought I was overstepping my bounds, and in retrospect I may have been. That was my last day on service. Later that very afternoon his status started to decline, and his family decided to suspend his DNR/DNI status. He was transferred to the SICU where he ended up dying three days later. I still think about the patient and how poorly the situation was handled. I think the residents were emotionally invested in the case and hoped for a better outcome. I think the attendings involved, who knew better, did not do all that they could to maintain a consistent approach.

SOM-CH:  In my psychiatry rotation, I had a 19 year old on the psychotic disorders unit that actually pleaded with me to give him my phone number so he could call me if he had issues after discharge. I declined and I still wonder if that was the right decision.

 I also had a case on ob-gyn where we aborted a ˜28 week fetus because the mother, who had disseminated viremia, was critically ill in the ICU and we wondered if the fetus could be contributing to her demise. It was impossible to know for sure, and the fetus did have significant cerebral underdevelopment who would have been very unlikely to survive. Yet it was still very disconcerting having to terminate a fetal life.

SOM-CH -- 10 Keeping the description as brief as possible, my team decided to do a thoracentesis on a patient for diagnosis and therapy of a pleural effusion. The procedure was difficult and there was concern for an iatrogenic pneumo or even hemothorax. The patient (who was blind) could clearly tell that things had not gone smoothly, but when she asked, the resident simply said, "Everything is just fine." When we shot a chest x-ray, it turned out that everything really was fine, but for an hour or so we were seriously concerned. This was never communicated to the patient or her husband. The situation takes me back to the basic ethical question about what patients have a need and a right to know. We certainly cannot afford to overburden patients with information, or worry them when it is not necessary. But there is no clear delineation between what the
patient does and does not need to know, so sometimes for our own sanity more than the patients', we withhold information. I felt then, and still feel now, that the patient needed to know that things had not gone perfectly. It can be hard to swallow your pride as a provider and admit that, but it's important for maintaining patient trust.

SOM-CH -- Several times when I felt sexually harassed by patients, and the entire (male) team just stood by and brushed it off. Nobody discouraged the patient from doing that. This still bothers me.

SOM-CH:  Many of the issues that made me uncomfortable centered around having medical students perform certain procedures without giving patients choices. I know we all have to start somewhere, but I think some patients felt like it was not their place to protest even if they felt uncomfortable having students do procedures. 

Another issue I encountered frequently was sexual harassment of physicians/students by patients. Just because someone is weak and sickly does not give them permission to make comments or touch students! This was very frustrating. 

I also remember certain situations in which patients admitted to physicians that they were suing others on false pretenses, but we as a medical team felt powerless to say anything. I don't think that's ok...

I also got very frustrated in certain cases where patients were kept on life support because the family insisted on this when the patient really did not stand a chance at having a meaningful recovery. This made me feel like resources were wasted. I hate to admit this, but the above case was particularly true when patients did not have insurance or were individuals who were smokers or chronic alcoholics, for example.

SOM-CH:  Speaking poorly of pt's behind their backs.   Ordering unnecessary tests.  Mistreatment of ancillary staff and coworkers.   Poor pt/physician communication.  Poor interteam communication….    

SOM-CH:   I took care of a patient that could not receive a liver transplant for six months because of alcoholism, during which time she was likely to die. It seemed like an uncomfortable role for the medical team, deciding if she "deserved" a liver. Further, I think many people drink as much as this patient did and never have any medical consequences. She was very young.   I worked with the team to establish substance abuse treatment so that she could qualify for a transplant in the future. I'm not certain this was sufficient; however, I felt somewhat powerless in changing the larger policy. An alternative would have been to misrepresent her liver disease as not occurring secondary to alcoholism, but this would be difficult to justify. 

SOM-CH:  Another issue is misbehavior of superiors, which arose infrequently but was nonetheless distressing. My approach was to wait until the clerkship was over before anonymously reporting this behavior. This was the safest choice for me, but may have led to continued misbehavior that was harmful. a more reasonable response would be to question the behavior immediately and report it to the appropriate authority. In retrospect, I wish I had done that.










SOM-A 
•'Barriers to care' is …tricky. 
There is only so much a physician 
can do …inside the exam 
room…My response to this is 
pursuing an MPH to determine 
how I can do more on a 
community level to improve 
health….”. 
 
•Empathy has occasionally been 
my most challenging ethical 
concept to practice….Some pts 
…I just don’t like. Best advice…: 
find something good in that 
patient, because EVERYONE has 
something good in them…. 
 

Presenter
Presentation Notes
Asheville students—affirmation of the MPH decision to respond more systemically to “barriers to care”

 – and a look in the mirror to admit that practicing empathy is difficult if you just don’t LIKE a patient – with an example of great mentoring from a preceptor.  “Find something to like/ to admire…” in each patient… 



********************

Disclosure is tricky. Full disclosure to the patient is, in most cases, the 'right‘  thing to do. I'm not sure how a 3rd year medical student can disclose information to a patient without the attending's permission, however. And if the attending is stalling or trying to pass the buck, a student risks compromising his/her relationship with the attending (who is grading them). 

'Barriers to care' is also tricky. There is only so much a physician can do to address barriers to care, which, more often than not, arise outside the clinic, not inside the exam room. I guess my response to this is pursuing an MPH to determine how I can do more on a community level to improve health while addressing the 'social determinants of health.

Empathy has occasionally been my most challenging ethical concept to practice. What surprised me the most about my ethical journey this year was how cold I can be towards some patients. Most of the patients I’ve seen I’ve truly enjoyed, but there are occasional patients that I flat out don’t like, and this has happened more frequently the farther along I get. I think that may have to do with a decreased level of patience that has come out of feeling rushed and maybe even overwhelmed much of the time. One of the best pieces of advice I received on these patients was from my psychiatry preceptor. There’s a patient I see with him who I just didn’t like at all. She is a “poor me” type who knows what she can do to feel better but still doesn’t do it. Not only that but she often comes late and perseverates on ideas that always makes me run behind. I confided in my preceptor that she was one of my least-favorite patients and I needed to work hard to hide my frustration with her, and he said the same experience happened a lot to him during training as well. What he learned to do to survive was find something good in that patient, because EVERYONE has something good in them, even if it’s miniscule. For her I noticed after reflection that the weeks she was the happiest this year correlated with taking care of her mother, because she loved feeling helpful. That’s quite a positive aspect of her personality that I overlooked in my frustration. Just highlighting that trait made me empathize with her enough to listen without faked compassion. It is something I had forgotten but will hopefully always remember now… 



Preliminary Results from 
qualitative data … 
Q 1: identification of ethical issues 
 
Pre: SOM-A = SOM-CH 
Post: same themes; SOM-A # > CH;  
CH cases more blatant. A: more subtle 

 
Q 2: criteria for “ethical” issues 
 
pre: same; post: same categories;     
post : SOM-CH not much change from pre; 
SOM-A – same categories & themes, with 
richer descriptions.  
 

Q 3:  select two cases; tell 
story; identify alternatives 
Pre: relatively similar  
Post:  SOM-A = more nuanced ;  
empowered re addressing systems 

Why the difference at the end?  
Integrated ethics with LIC?  ID issues  
Throughout year; writing, reflecting,  
    guided, together, in safe space 

Presenter
Presentation Notes
Certainly, it's clear that both groups of students can identify ethical issues.  The kinds of issues flagged by the CH students were more egregious, moral distress-causing, obvious violations of trust, etc.  The A'ville students had some of those, but their issues included two things that the CH students didn't identify:  
 
1) SOM-A students had more subtlety to their writing -- discussing the complexities of barriers to care and the challenge of workign with patients whom they just don't like - and the kind of guidance that comes from a preceptor who's been workign with them for 10 months ("find something good")
 
2) The SOM-A students, in talking about alternative morally reasonable responses to the situations they identified, mentioned ways in which they, personally, could address systemic or organizational issues, and ways in which they would take a negative modeling example and contrast it with a positive example.  The CH students, in their response to alternative morally reasonable ways to respond expressed more moral distress and an inability to buck the system.
 
The difference?  We see the longitudinal difference in the on=going relationships with clients that helps to see some actual development of relationship with patients and progress even (the alchoholic who makes a move toward AA even as he's moving toward the end of his life), We also see the relationship with preceptors who know the students well.  HOWEVER< the difference is that these students are WRITING, and they are REFLECTING on their writing in a GUIDED way with safe guides (who do not grade them) and with each other (who have a great deal of wisdom to share).
 




Were ethics sessions helpful?  

SOM-A 
•  I can't tell you how much the 

ethics curriculum enriched my 
clinical experience and I am very 
appreciative of the opportunities 
it provided to share my thoughts/ 
concerns during the year.  
 

• I highly valued a curriculum that 
explicitly valued my character as 

 a student and future provider. I 
am glad this was not shoved 
aside, and that I was encouraged 
to grow and develop as a person, 
with support, as my medical 

 knowledge also grew. 
 

SOM-CH 
• “ It snowed that day and was 

cancelled.”  
 

• I wish I'd been keeping a log of 
the kinds of ethical issues you 
asked about. I know that lots 
of them happened, but at this 
point I can only really 
remember the ones that 
caused me moderate to severe 
distress or that were more 
recent.” 

Presenter
Presentation Notes
Were the ethics sessions helpful?  -- Quotes from both sides  = here, but more important = hearing a response from Dr. Ben Aiken….  

SOM-A:
1 It's nice to be surrounded by peers who are at the same time in their medical education and who have questions/concerns/feelings similar to your own. That said, people have many different ways of reacting to ethical dilemmas and it is good to talk through the issues with the group to gain more insights. Also, the faculty was great! Their guidance during discussions was crucial in helping us understand the complexities of the ethical dilemmas we face in the clinic and the various strategies/frameworks we can use to navigate those complexities.

2 The ethics sessions were very useful for discussing situations of moral distress and also situations that were distressing simply because of the amount of human suffering encountered. I felt that having a safe place to discuss and process was so important to me. It means a lot to me to know that I am not alone when saddened by something, to have reassurance that this feeling does not mean that I am weak. I highly valued a curriculum that explicitly valued my character as a student and future provider. I am glad this was not shoved aside, and that I was encouraged to grow and develop as a person, with support, as my medical knowledge also grew.

1 Included is what I would say to myself if I could go back to one year ago. I can't tell you how much the ethics curriculum enriched my clinical experience and I am very appreciative of the opportunities it provided to share my thoughts/concerns during the year. Treasure the ignorance—the times where you don’t truly understand the treatments but you do know how to listen. You will learn with time the medicine and the logistics but as you do, you will sometimes forget how to focus on the person that sits before you. You must remember that although you may see ten more faces that day that look the same, to the patient and their family, you are a face that may change their life. It is hard to grasp this impact you may have at first but with time you will learn the humble doctor is what you strive to become. After all, the impact on your own life may equal that of those you are helping. There will be some people you will meet this year that will stand out for various reasons, mostly because you felt inadequate in your abilities. You may feel like you have said the wrong thing to the patient who is demented with no family or the family of the woman in cardiac arrest. They said “At least she got to see Carolina win last night” and all you could do was force a smile. You will get angry at yourself for not being able to do more. Try to accept that you will make mistakes and you will become more comfortable with the things that cannot be taught. Trust in yourself and when you can’t, let a friend trust in you. Overall, just treasure the emotions that you tackle every day, don’t blunt them, let them shape you.

2 At the beginning of the year, I was eager to learn – how to diagnose, how to manage, how to treat. How to write a note, make a presentation, suture and
aspirate. I found myself immersed, and drew great energy from the world of medicine. The hospital, the attendings, reading films and auscultating heart
sounds – it was exciting to be involved in this world I had always seen, always craved, but never had access to. I was also eager to listen – to my attendings, to my patients, to their families. If I could keep only two traits in life, those two – to learn and to listen – would perhaps serve me better than any other. I was worried, at times, as I saw the callousness of some doctors and nurses. I cringed at the stories I heard, of abuse, disrespect or negligence by other providers. I struggled with the patients who could not take care of themselves. They are expensive – not only in cost to the medical system, but also in terms of our energy, our passion and our hope for the future. At times, I saw them drain on others, as drastic efforts to help these sick, sometimes repulsive individuals would continually fail. Yet I also saw the pain that was rooted in these folks who could not help themselves. I sat in a quiet hospital room with an obese depressed woman with chronic lung disease who continued to smoke – as she told me about her late husband. How since he had died, she had found it so hard to find joy or meaning in life. How she would “never forgive him for dying.” I watched people die in front of my eyes, with my hands on their chests. I diligently checked on young people in irreversible comas, kept alive only by the soft gasps of their ventilators. I checked the pupils of a 19 year old girl who died from meningitis – her beauty still evident, but her body limp and lifeless, her eyes dark and hollow. I’m not sure what it all means, or what I’ve learned from it. I’ve seen that medical care does not always help, can’t always help. I’ve seen that often what matters most is being heard, being listened to, being understood. I’ve seen that often the best thing I can do is absolutely nothing, besides be there for someone when they need it. I hope I will never forget this year. Patients come in every day, and trust us with their most intimate secrets, fears, and moments. They share their vulnerability with us, and we have to cherish that. We may be able to cure some diseases, treat some infections, or diagnose certain ailments, but we cannot fix our patients’ lives – and nor should we. All we can do is try to help them, with wherever they are in their journey. And in turn, they will help us
to feel connected to the world, and help us to have some chance at making a difference in someone’s life.



I’ve seen that medical care 
does not always help, can’t 
always help. I’ve seen that 
often what matters most is 
being heard, being listened to, 
being understood. I’ve seen 
that often the best thing I can 
do is absolutely nothing, 
besides be there for someone 
when they need it. I hope I 
will never forget this year. 
Patients come in every day, 
and trust us with their most 
intimate secrets, fears, and 
moments. They share their 
vulnerability with us, and we 
have to cherish that.  

Jacob Stein, SOM-A MS3 2012-13 
Currently in MPH program  
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