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Editors’ Note
At every stage in medical school, there are certain moments that are etched in the psyche of all its
students. The moment we feel our white coats lay upon our shoulders, our first standardized
patient encounter, spending countless hours poring over study materials for our board and shelf
exams, the first patient we are responsible for clinically, seeing a birth, and even making the first
incision on a human body—and these moments merely scratch the surface of significant
experiences.
You see, being a medical student is a transformative process. You must always remain vulnerable
and humble, always ready to take on any task and challenge thrown at you. Sometimes, writing
helps us break down both our trials and tribulations as we make our way through the medical
profession. Sometimes, reading written reflections helps us see that we aren’t alone in these trials
and tribulations—we are all transforming together.
The collection of essays that follow were written by medical students from Rutgers Robert Wood
Johnson Medical School as they take the time to reflect upon poignant experiences throughout
their four years.
In Spring 2020, just as the world was grappling with the COVID-19 pandemic, medical
education was forced to adjust. Students in every stage of their education were impacted
differently, and unique to this edition we hear the stories of how this pandemic has made its
mark. While many experiences were different in many ways, the reflection and continual desire
for self-improvement among medical students has only grown, and by looking at our past
encounters, we can better ourselves for the future. We would also like to acknowledge the people
who tragically lost their lives to the COVID-19 pandemic—both patients and physicians. We
cannot change the outcome, but we hope that reflections in this book show that their beautiful
lives live on in our memories and our stories.
“Arbor Vitae” translates to “tree of life”- in Latin, though its etymology also has connections to
horticulture as an evergreen shrub. We hope that this second edition stands as its own “Tree of
Life,” bringing light to experiences that have strongly impacted our community of medical
students. We hope that these writings bring together our readers and give all of us a chance to
reflect.
We thank our educators and mentors for always reminding us of the humanity in medicine. We
thank our peers for having the courage to share their stories. And above all, we thank our
patients for teaching us the most important lessons we will ever learn.
Michael Enich, Ranjitha Vasa, Patricia Shelton, Jennifer Geller, Angelo Chaia,
Stephanie Smyczek, Zoee D’Costa, Madeleine Granovetter, and Uri Shalmon
M.D. Candidates
Rutgers Robert Wood Johnson Medical School

11

Preface
Sincerest congratulations and appreciation to the students for their exceptionally eloquent,
candid, moving, and powerful pieces. As the Editors’ note, these Reflections are an integral part
of the transformative process of medical school. They also provide a clear lens into the
unparalleled character, integrity, compassion, and empathy of our students. The book also is
very timely as the humanities continue to grow exponentially in their infusion and influence
within the medical school curriculum and experience. May these wonderful submissions and this
book provide enduring strength and inspiration for current and future RWJMS students in their
professional journey and personal lives.
Paul Weber MD, RPh, MBA
Associate Dean for Continuing Medical Education
Patient Centered Medicine Co-Director and Facilitator
Rutgers Robert Wood Johnson Medical School
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Introduction
“Wherever the art of medicine is loved, there is also a love of humanity.”
– Hippocrates
“The practice of medicine is an art, not a trade; a calling, not a business; a calling in which
your heart will be exercised equally with your head. The practice of medicine is an art, based on
science.”
– Sir William Osler, Aequanimitas
Medical schools around the United States and globally are increasingly emphasizing the
importance of the medical/health humanities in preparing medical students to become skilled,
caring, and compassionate future physicians. This has involved students learning not only about
the basic, clinical, and health systems sciences, but also about narrative medicine and other
humanities disciplines (e.g., philosophy, languages, literature, art, music, theater, dance, film),
and the relationship to patient care and one’s professional development (1-4). There are a
growing number of websites, journals, and books devoted to these topics (see Appendix).
Our wonderful medical student muses who contributed to this excellent compilation of
readings have thoughtfully and courageously shared their personal reflections and feelings about
their four years at Rutgers Robert Wood Johnson Medical School (RWJMS). They follow in a
long line of physician writers and poets, both professional and amateur, going back to antiquity
(5-14)
A key question: “How can we understand humanism in medical education through how it
is taught?” Montgomery et al (15) performed a literature review focusing on this topic, and
proposed a conceptual model emphasizing the importance of iterative refection and action for
fostering humanistic education and clinical practice. (see Figure 1)

Source:
Montgomery L, Loue S, Stange KC. Linking the Heart and the Head: Humanism and
Professionalism in Medical Education and Practice. Fam Med. 2017;49(5):378-383.
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Figure copyright 2017 by Society of Teachers of Family Medicine; used by permission.
As described in the article:
“The resulting model centers on the interaction between the heart and the head. The
heart represents the emotive domains of empathy, compassion, and connectedness. The
head represents the cognitive domains of knowledge, attitudes, and beliefs. The cognitive
domains often are associated with professionalism, and the emotive domains with
humanism, but it is the connection between the two that is vital to humanistic education
and practice. The connection between the heart and the head is nurtured by critical
reflection and conscious awareness. Four provinces of experience nurture humanism:
(1)personal reflection, (2) action, (3) system support, and (4) collective reflection. These
domains represent potential levers for developing humanism. Critical reflection and
conscious awareness between the heart and head through personal reflection, individual
and collective behavior, and supportive systems has potential to foster humanistic
development toward healing and health.” (pages 378-379)
As I read through the powerful, meaningful, and evocative reflections of our RWJMS students
about their pre-clinical Years 1 and 2 and clinical clerkship Years 3 and 4, and the impact
COVID-19 had on their medical education and on their lives, I thought at times of Joseph
Campbell’s monomyth about the Hero’s Journey and other archetypal and modern variations on
these themes (16-18).
The following questions came to mind:
•
•
•
•
•
•
•

•
•
•
•

What factors influenced my decision to become a physician and apply to medical school?
What personal challenges did I experience on my journey to medical school and
throughout my training?
How does one cope with personal illness and/or disability both before and during
medical school?
How does one manage the vast amounts of knowledge that you are expected to learn in
medical school (i.e., “drinking from a fire hose”)?
How does one balance empathy/subjectivity and detachment/objectivity during the
anatomy course and dissecting a cadaver?
How does one deal with the “imposter syndrome” (i.e., I’m not a “real physician” yet but
am being asked to wear a white coat, interview, and examine patients)?
How does one deal with “cognitive dissonance” and “moral dilemmas” when there are
contradictions between what one is taught in class and what one sees in actual clinical
practice?
How does one deal with one’s anxieties and fears, as well as ambiguity and uncertainty in
medicine?
How can one see patients/persons in all of their humanity behind the “disease labels”?
How should one deal with acute and chronic illness, as well as medical and surgical
emergencies from a biopsychosocial perspective?
How does one deal with death, dying, and its aftermath?
14

•
•

•
•
•
•
•
•
•

How can one help patients, families and other care-givers (including ourselves) cope with
loss?
How can we communicate more effectively with people who speak different languages,
have limited health literacy, or have medical problems/disabilities that impact upon their
ability to understand, process information, and/or communicate with others?
How can we use both science and art in understanding patients’ inner and outer
experiences and their observed behaviors?
How can one become aware of their own “triggers” (both negative and positive ones) and
grow both personally and professionally?
What are the gifts our patients give us, and how can we reciprocate?
What is the power of “therapeutic touch” in caring for patients?
How can we demonstrate empathy and compassion in our interpersonal relationships?
How does one meet the enormous demands of medical school education while also
engaging in self-care to prevent burnout and maintain health, wellness, and resilience?
How does one cultivate humility and greater self confidence in becoming a life-long
learner?

These are just a few of the many enduring questions our “hearts and heads” wrestle with, not
only during medical school, but throughout residency training and in our professional careers.
I am pleased that these accomplished RWJMS student writers took the opportunity to reflect
upon and write about a wide variety of issues and experiences relating to their on-site and offsite
learning activities, as well as their inpatient and outpatient clinical encounters. Their reflections
were also connected to the following RWJMS School-wide competencies
•
•
•
•
•
•

Patient Care
Medical Knowledge
Practice-Based Learning and Improvement
Interpersonal and Communication Skills
Professionalism
Systems-Based Practice

https://rwjms.rutgers.edu/education/competencies/detailed.html

The faculty, staff, and administration at Rutgers RWJMS truly enjoyed working and learning
together with these students on their professional and personal journeys to becoming physicianhealers. I invite interested readers to visit and access the living and evolving compilation of
student reflections at Arbor Vitae: The Arts and Literary Magazine of RWJMS.
https://rwjmsliterarysociety.wordpress.com/

Since the publication of the 1st edition, the field of narrative medicine has grown exponentially,
and research in this field is growing as well. The following texts below provide a useful overview
of the value of integrating the Arts/Humanities with standard medical education.
https://store.aamc.org/downloadable/download/sample/sample_id/382/
15

https://libguides.rutgers.edu/c.php?g=337394&p=2504692
Moniz T, Golafshani M, Gaspar CM, et al. How Are the Arts and Humanities Used in Medical Education? Results
of a Scoping Review. Academic Medicine: Journal of the Association of American Medical Colleges. 2021 Apr.
DOI: 10.1097/acm.0000000000004118. PMID: 33830951.

As this next generation of thoughtful learners joins the workforce, the future of the medical
profession is in good hands indeed. Our patients, families, and communities will be the fortunate
beneficiaries!
Robert C. Like, MD, MS
Retired Director, Patient Centered Medicine 1 Course
Emeritus Professor and Founding Director, Center for Healthy Families and Cultural Diversity
Department of Family Medicine and Community Health
Rutgers Robert Wood Johnson Medical School
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Butterflies
Samuel Pan
“Hi, can I join you?” I asked.
The man gave me a nod, so I took a seat across the table from him. Then I began to look for
pieces to fit into the intricate puzzle laid out before us. I was volunteering in the hospital and was
stationed in the waiting room of the clinic.
“How many apples grow on a tree?” he suddenly asked me.
Taken aback, I shrugged my shoulders.
“All of them,” he continued.
We both cracked a smile, and I could tell that he had a slew of jokes that he was preparing to tell
me. I listened to all of them, then watched all of his card tricks, and finally listened to his life
story. His name was Rob, and he was a truck driver who eventually started his own
transportation business. He looked like the adventurous type, wearing cowboy boots, a safari hat,
and had a sort of swagger that made him magnetic. He had an unwavering zest for life, and he
wasn’t willing to let cancer take that from him.
Without noticing, I ended up staying an hour past my shift, talking with Rob and working on the
puzzle. It was painstakingly slow, especially towards the end when all of the pieces started to look
the same. I got bored and lost my focus several times, but Rob never did.
“There we go,” he said, as he snapped a piece into place. “We just gotta count each fit as a
victory, then keep going.”
I was amazed at how happy Rob was despite suffering through chemotherapy. He was able to
enjoy the smallest things in life, like solving puzzles and sharing jokes with strangers even through
his own personal hardships. He eventually left the table for his treatment, but I stayed seated for
a couple minutes longer to finish up the puzzle. As I laid down the last piece, I quickly got up to
leave, but then suddenly decided to stop. For the first time since I sat down at the table, I took a
moment to admire the now completed puzzle, a dazzling array of vivid butterflies. No one else in
the room took notice of it, but I knew that Rob would appreciate it too on his way out. I smiled
again, knowing that it was a small victory for the both of us.
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Mors tua, vita mea
Dimpie Shah
Have you ever been surrounded by over a hundred dead bodies?
Have you ever watched medical students—who are filled with an amalgamation of fear, anxiety,
and excitement, simultaneously cut into over forty cadavers year after year?
Have you ever wondered what it means to overcome death and acknowledge the human
anatomical form?
Coming into medical school, I had faced these challenges when working for the only facility in
New Jersey that provided cadavers for medical education. I thought I had overcome the most
difficult psychological concept that could trigger any medical professional--death. I believed that
my unique experience mentally prepared me for tough experiences surrounding the end of life.
Little did I know that my delusion of strength would shatter.
It was a peaceful Saturday morning and my last off-site before Thanksgiving. I was ready to
practice my skills as a medical student. Like my previous visits, I discussed many patient cases,
plan of treatment, and how the Emergency Medicine field works with the physician I was
shadowing. From asking how the physician diagnosed the patient, to evaluating patient history
notes given relevant information, I thought the visit would be similar to my previous off-sites:
calm, enlightening, and encouraging. However, one patient encounter challenged that
expectation.
Around 8 AM, we received a call from the EMTs describing a severely hypothermic patient with
no blood pressure. Quickly, I worked with the nurses and physician to set up a room for the
patient. Ms. P was a 90-year-old female with late-stage Alzheimer’s Disease who was found
unresponsive and cold to touch by her family members. The patient looked so fragile, but she
was physically strong. When placing the EKG leads and inserting the IV line, Ms. P attempted to
resist us. It took four nurses to hold down the patient. In those initial moments of her visit, I felt
proud that we were going to save her life and potentially extend her life, even though it was not
as pretty as how social media depicts saving lives. Unfortunately, these feelings would be betrayed
with guilt, frustration, and sadness as the encounter progressed.
Initially, the case seemed straightforward. However, when the family arrived, complications
began to arise. Ms. P did not have Advanced Directives on file and was unresponsive to any
treatment. Ms. P’s daughter explained that the patient had asked to only be saved if it would
extend her life. Otherwise, there were no written directives and the family was given full
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authority to decide whether to intubate and resuscitate the patient. The daughter chose to
intubate and resuscitate.

Despite all our efforts, Ms. P was in heart failure and many other biological systems began to fail.
With multiple medications at the maximum dosage and Ms. P’s body temperature failing to rise
above 87 degrees Fahrenheit, it seemed like she would not survive. Nevertheless, Ms. P’s
daughter kept asking if there was hope and urged the medical team to continue treatment. I
noticed she had tears welling in her eyes and I began to feel overwhelmed with emotions:
powerless, vulnerable, and even despair. Tears streamed down my face.
I assisted the physician throughout the process, but the impact and perception of my actions
fragmented when consulting Ms. P’s cardiologist. The ED physician, frustrated, exclaimed, “This
lady was trying to peacefully die at home and now we are stopping her and needlessly prolonging
her life. It’s literally torture.” I began to realize that the patient, who was once resisting us with so
much force and attempting to voice herself through indiscernible words, now looked like a lifeless
cadaver with multiple machines attached to her. She looked like one of the bodies I had seen
during work for the past 3.5 years, prepped for dissection.
I could not help but feel a profound sadness and guilt that I was part of a process that was
literally torturing someone. I was used to only seeing the aftermath of a lifeless body, but for the
first time, I was seeing the transition from life to death. I was frustrated with myself for being
delusional and trying to see the case under the positive light of prolonging and attempting to
improve Ms. P’s life. In reality, our futile efforts would not improve her life and despite finally
coming to this realization, I could do nothing but continue torturing Ms. P. My final affliction to
her involved assisting the physician in inserting a central line. While it was amazing to see in real
life the anatomy of the carotid sheath and jugular vein that I had recently learned, my guilt and
sadness grew at the same time. After treating the patient for over two hours, she was admitted to
the hospital and placed in the ICU on life support for further observation. Once the order was
put in, my physician and I continued seeing patients as if nothing had happened.
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Balance
Sonia Bhala
In secularized American medicine
We laugh at the Greeks and their humors
Prana flowing through Indian chakras
And dismiss them as hogwash
With no regard for the point they were trying to make
They were just trying to save us
From the problems of our time
The injured athlete who trained only one aspect of his body
Anxiety, insomnia from always being “plugged in” and “turned on”
Physicians burning out
Deaths of despair…
We laugh and reject those ancient views
But who is really the one living in a false reality?
After ignoring their reverence
For balance.
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Peds 101
Corinne Corbett
I have often heard medical students say that they are intimidated by the idea of specializing in
pediatrics – not because they don’t enjoy working with children, but because excellence in
working with parents of sick children seems insurmountable. This sentiment presented when I
completed my first medical school encounter in pediatrics: shadowing a general pediatrician
during her morning appointments. Over the course of three hours we saw eight patients ranging
from newborn to 17 years old, and everything in between. In just a single session, I was fortunate
to observe my preceptor positioning parents as an asset, not a barrier, to her work.
She assured a new mother that having difficulty breastfeeding was completely normal and
provided a tutorial that only a lactation specialist might have time for in a hospital. She assuaged
the fears of a mother of two, who had brought her 18-month-old daughter for a well visit but was
more concerned about her four-year-old son who was exhibiting signs of anger. She pieced
together as best she could an incomplete history of present illness given by an aunt, stepping in
for a two-year-old's mother who couldn’t get out of work. And she managed to navigate
seamlessly, in the presence of parents, both a conversation with a 10-year-old girl experiencing
breast pain and a 17-year-old boy who admitted to eating no fruits or vegetables – and vaping
daily.
There were many moments when I thought to myself, “How would I have handled this?” I
would have been distracted by the sibling in the room who was reaching for the otoscope on the
wall. I would have engaged the grandmother sitting in the corner, respectfully trying to hold back
her comments while she let her daughter, a first-time mother, describe her own joys and
concerns about parenthood. I would have challenged that teenager to put down the vape pen
before asking him why he picked it up in the first place. None of these reactions is inherently
incorrect, but better responses require finesse that stems from time and experience. With
dexterous focus, the physician was able to make the most of her limited time and leave her
patients feeling both satisfied with the current interaction and confident that they would continue
to have access to her care and expertise.
As I had anticipated, a child was the primary focus during each appointment. It quickly became
apparent, however, that the complex web of relationships surrounding a pediatric patient might
easily overwhelm even the most eager physician. What I saw in my preceptor was a delicate and
deliberate balance of patience, time management, knowledge, humility, openness, and authority
only when necessary. Ultimately my learning on this day applies universally: I see that there are
many ways to define success in the profession of medicine, and that developing a personal style
takes time, experience, and trust. It is not something to be rushed – but rather a practice to
anticipate cultivating over years of listening to, learning from, and reflecting upon our time with
patients.
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The Jell-O that Broke the Camel’s Back
Nicole Fosko
Various members of the healthcare team shuttled to and from the patient’s bedside throughout
the course of my hour-long history and physical exam (H&P). It was my final hospital offsite
before the fall semester of my M2 year concluded, a halfway point among a valuable series of real
clinical experiences within my preclinical years. Thus far, I had learned quite a bit about the
elderly man lying in front of me, who we will call Pete; he delved into the military service of his
youth, the love and the heartbreak he encountered within his family life, and the 3.5-year
progression of his amyotrophic lateral sclerosis (ALS) diagnosis — colloquially known as Lou
Gehrig’s disease. This diagnosis had brought him in and out of the hospital for the past two
weeks due to worsening respiratory failure.
Naturally, in the hustle and bustle of the hospital setting, my lowly H&P was not the priority for
Pete, and I took a sideline as several individuals popped in and out of his room. The nurse asked
what kind of dessert Pete wanted; after choosing Jell-O over pudding, he then had to choose
between orange or strawberry. He requested strawberry, and I continued on with my disjointed
history taking. Several minutes later, the nurse returned with an orange Jell-O, which Pete
laughed off with grace and a shrug. “She has plenty of more important things to worry about
than my Jell-O flavor,” he whispered, in between belabored breaths. With more humor than
annoyance, he mentioned a few other moments of inattentiveness that were scattered throughout
his hospital stay: a physician who promised to return hours ago to reassess Pete’s bed sores, a
hospital aid who never brought him an extra pillow.
These seemingly miniscule misses cloud the patient experience within the hospital. It was not just
about the Jell-O; I could only imagine how many of these small moments had built up over time.
It pained me to witness just one of these slight lapses of attention, which take away from Pete’s
dignity, stripping him of his ability to express his wishes within this aspect of his medical care —
especially in what seemed to be his last days, weeks, or months of life. (After the encounter, my
preceptor and I assessed Pete’s current state, coming to the conclusion that he was going into
neuromuscular failure of the diaphragm from ALS, which would soon kill him if he did not opt
for a tracheostomy).
In that moment, I felt an obligation to Pete; to give him my full attention, as if my actions could
make up for these unfortunate experiences. I really do believe the hour I spent with him – filled
with a botched H&P on my part and excited (and breathless) storytelling on his part – brought
some joy into a dark time; he seemed to relish in the opportunity to talk... really talk. I felt
empathy for this man who had been through so much, not only with his health but also his
personal life. I had deep admiration for the optimism and positivity he carried with him despite
his current state. I was honored to hear his life story, and to think that I could share a meaningful
interaction with him at the end of his life. I felt sadness over the obvious.
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The most memorable part of my time with Pete occurred at the end of our time together. I was
closing my notebook and fumbling to put my stethoscope in my white coat when I heard his faint
and breathless whisper, broken into two- to three-word phrases. “Now that I’ve done something
for you in helping your medical education, could you do something for me?” He smiled at me, a
coordinated effort between the edges of his mouth and his eyes that I imagine was exhausting for
him. He continued, “Could you please feed me this Jell-O?”
It took less than ten minutes to spoon-feed Pete the orange (not strawberry) Jell-O. It was a tiring
process for him, in which lifting his head and taking a few bites seemed like running a marathon.
To break up the silence, I told him a bit about where I was from, where I went to college, the
places I had traveled to. I became the storyteller for just a moment. As I neared the end of
the Jell-O cup, I sensed that neither of us wished it would run out. But soon enough, the deed
was done, and we bid our farewells.
I still wonder what has become of Pete.
In my subsequent write-up for this H&P, it dawned on me that there is no place within the
meticulous document template for the humanism that goes along with medicine; the details that
are so easy to forget when you have 40+ patients to see in one day. The little moments that stick
with you beyond the pertinent positives and negatives of a review-of-systems or a long list of
medications. The story of someone’s life and the Jell-O shared within their last chapter.
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Treading Through Uncertainty
Abha Kulkarni
On my cardiology offsite, the cardiologist handed me an EKG and asked, “what do you see?” I
had been dreading this exact moment almost as much as I’d dreaded him asking me if I could
hear a murmur. I looked at the EKG and, even with my limited expertise, could immediately tell
that it did not look right.
“Do you know what Brugada Syndrome is?” he asked. I had learned about it during my
cardiology course. I knew that it was a channelopathy, that it was rare, and that it was potentially
fatal. “To me, this EKG screams Brugada.” He pulled up a Brugada EKG on Google and put it
side-by-side with the patient’s EKG. They looked so similar.
“It’s really interesting that you have a patient with Brugada,” I remarked, and then cringed that I
had described a potentially fatal condition as interesting. “That’s the thing,” he said, “it’s not that
simple,” and then explained the dilemma that had been facing for months.
When the cardiologist first saw that EKG, he immediately thought Brugada. Even the
demographics matched—Brugada is more common among Asians and this patient was an Asian
male. He asked the patient to come back in and explained his concerns. In light of these
concerns, he asked, could the patient recall any alarming symptoms? The patient couldn’t, but
this wasn’t too surprising as Brugada wasn’t always symptomatic. The cardiologist set the patient
up with a 24-hour Holter monitor to detect any unusual cardiac activity and scheduled a follow
up.
To the cardiologist’s simultaneous puzzlement and relief, the Holter report came back
completely normal. There was now one piece of evidence showing that this patient could suffer
sudden cardiac death at any moment and another piece of evidence showing that his heart was
completely normal. Which should the cardiologist trust?
He conducted some follow-up studies, the results of which were almost completely normal. His
dilemma worsened. “Now I have all this evidence that my patient is totally healthy and one
glaring piece of evidence that he could drop dead at any second. I can’t sleep at night knowing
there’s a chance one of my patients, who is only in his 40s and otherwise totally healthy, could
die when I could have done something. But at this point, am I putting him through all this
unnecessary testing and worry that he could die for my own peace of mind? At what point do I
stop?”
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Part of me wanted to say “you don’t stop. If there’s a chance he could die, you keep going until
you’re 100% positive.” Then I thought, in a case like this, when would I be 100% positive?
When the stakes are as high as they could possibly be and the evidence is so confusing, when
would I really be convinced?
Then I thought about how the patient might be feeling. He had been completely healthy, had
not been experiencing any symptoms, and now he had to live with the knowledge that he could
die at any moment with no warning. He felt as healthy as ever except for the looming feeling that
he may have a ticking time bomb in his chest. Or, he may not. He had undergone so many tests
and still did not have a definitive answer. Would he be able to go back to life as normal? Now
that he’d heard the terms Brugada Syndrome and Sudden Cardiac Death, would that looming feeling
ever go away?
“So what did you do?” I asked, completely bewildered as to what I would do in his position.
“What did you tell him?”
“I told him the truth—that I didn’t know if he was sick or not, but that I would do my best to
find the answer and return his life to normal. He was still worried, he was still scared, but I could
tell that when I said that, his worry and his fear lessened. I couldn’t give him an answer, but at
least I could give him some comfort.”
When the cardiologist first explained his dilemma, the answer was clear to me: you do everything
you can, run every test, order every lab, until you find an answer. But what I hadn’t considered is
how taxing that process must be for doctor and patient alike. With every negative or inconclusive
test, the patient’s worry and the cardiologist’s uncertainty grew. I asked myself again: At what
point would I stop? I was even further from an answer now than I was when he had first asked
me the question. But what I lost in certainty, I gained in perspective of how to tread through
uncertainty and the importance of providing comfort when you cannot provide answers.
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Perspective
Delaney Scollan
I enjoyed the beginnings of our sessions, the time alone I had with him, my first patient. The
quiet, the serene, afforded me the moment to take inventory of my life amidst the chaos of the
day and the tasks I feared unattainable in twenty-four hours. We are so fixated on time, aren’t
we? And how there seemingly isn’t ever enough of it. Enough to complete what, though? We
routinely fret over trivial to-dos but what is it that we really miss when rushing through our
checklists of tasks?
What did he miss, I wondered? What was left incomplete in his all too short life? His youthfulness
struck me—not far off in age from my own father—and I wondered if he had children. I
wondered who these children were and how they were continuing with their lives, undoubtedly
bearing heavy hearts in his absence.
His strength was something my peers and I often discussed. We imagined his strong arms
hugging those he loved, building a life and a family. A juxtaposition it was to think of this man
with such physical fortitude paired against a barely visible adversary.
Cancer, an insidious evil of rapidly dividing cells affects the lives of all who inhabit this world. It
gives me great hope, however, that the battle it demands need not be one our patients face alone,
instead, it will entail a team-orchestrated fight that involves all who enter the art of medicine.
It takes great courage and selflessness to accept absolute vulnerability: offering your body for the
greater good of scientific and medical advancement, and the unique and irreplaceable
perspective it offers is unrivaled. From our experiences in the anatomy lab, we medical students
were moved to work harder and longer to actively participate in multifaceted care. Some
students would go on to be involved in research, others, direct patient care, but, regardless, we
will forever hold our first patients in our hearts and minds.
Our donor taught us patience and enabled us to further cultivate empathy. But what he did for
me, personally, was beyond what any lecture, book, or clinical experience could have provided.
When I was seven years old, an accident severed my brachial artery and both my ulnar and
median nerves in my right arm, my dominant side. I immediately lost use of my right hand and
had to learn to become a lefty. After years of occupational therapy, organized sports and,
thankfully, parents who banished the phrase “I can’t” from my rhetoric, I gained back significant
dexterity and strength in my right hand, although it will never be completely the same. I struggle
with this. I struggle because I fear my limitations. After all, it is easy to fear what we don’t
understand.
My patient gave me the beauty of knowledge, which has helped abate that fear. As I held his
brachial plexus in my hand, touching the exact nerves that were destroyed in my own arm, I
could tangibly grasp what had always been a vexatious, debilitating mystery to me about my own
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body. I finally comprehended why certain tasks are nearly impossible for me, why I fasten
buttons in an unorthodox way, or why my wrist deviates when I wave. I suddenly had closure for
the first time in over twenty years and found a sense of self-acceptance that hadn’t before seemed
achievable.
My patient’s bravery to give all of himself to others for a greater, time-transcendent purpose was
what inspired me to speak about my own vulnerability. Telling this private and personal piece of
my story would not have been possible without him.
He taught me about why I struggle, though more importantly, he taught me to be proud of the
ways in which I find success in the face of significant nerve injury. He enabled me to see literally
and figuratively what comprises humanity and what gives us our individuality, affording me the
invaluable gift of self-knowledge. Through his act of donation, he taught me not only the physical
anatomy of the human body—with its puzzling and wondrous myriad of organized vasculature,
nerves, muscles, and fascia—but also how to begin to overcome perplexity and fear surrounding
my injury. One of his last gracious acts of purpose inspired me to begin cultivating my own
purpose. I am working to emulate his bravery and his selfless devotion to medicine and ultimately
to the patients that make this path so deeply gratifying.
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The First Time it All “Clicks”
Nicole Fosko
Rising over the chaos of the emergency department (ED) were two words: Code Blue. I felt my
sleeve being pulled as I found myself in a patient’s room where the Code cart had already been
set up, CPR in progress. It was just three months into my first year of medical school, and I had
been ecstatic to escape the routine of lectures and studying with a shadowing experience in the
ED. Within the first month of medical school, we had undergone yet another routine CPR
training. I had been an EMT and lifeguard in my pre-medical years, but I suppose I was
“fortunate” enough never to encounter anyone in cardiac arrest.
Then, that day in the ED, I barely remembered putting on gloves before I was delivering
compressions to an elderly woman, told to maintain rhythm and depth, to pause for respirations,
and to continue. What they can’t teach you in CPR training is what it’s like to smell the perfume
the patient put on earlier that day; to feel the warmth of her chest; to have her eyes wide open,
bulging out with each compression. More importantly, they can’t teach you what to say as you
walk out of the room after the experience to find the family standing in tears, all eyes on you.
The pre-clinical years of medical school sometimes feel more like acting school, where most of
your “clinical” encounters are with standardized patients or carefully controlled mannequins. It
is true, you must start with the basics long before you can be trusted with the highest honor of
them all: the life of another. You repeat the words so many times that they become automatic;
you go through the motions over and over until you can do them in your sleep. But it won’t
“click” until you have those eyes looking back at you; the family praying for their sister, mother,
grandmother. It will only make sense when it is no longer just “practice.”
Every student will have a moment when their medical education “clicks;” when we are no longer
going through the motions and instead pursuing our calling. It is the responsibility of both
students and their medical educators to allow for pre-clinical encounters in such real clinical
scenarios - under proper guidance, of course. The earlier these experiences are, the more
purposeful and meaningful the pre-clinical years can be.
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The First Year
Jake Drobner
When I started medical school last July, I anticipated that I would change. I already knew
that medicine was a career that came with professional expectations, and that by embarking on
this journey, I was committing myself to sculpting my identity and adopting new norms. I
understood that pursuing medicine was first and foremost a loyalty to helping others, but also an
earnest investment in myself. I knew that this education would be challenging, exhausting, and at
times, uncomfortable. I anticipated long nights of putting in work, both academically and
emotionally, because nobody had ever said medical school was easy. When I recited the
Hippocratic Oath at my white coat ceremony, I expected to be a different person when I recited
the oath again at my graduation.
This July, as I look back on my first year of medical school, I realize that I have changed
much more than I could have expected. In between memorizing cranial nerve pathways,
analyzing EKGs, calculating ion imbalances, and identifying microbial infections, I learned a lot
about the value of patient-centered medicine. I spent time discussing how to respectfully care for
diverse populations, how to address health disparities, and how to confront implicit bias in
providers. Learning to incorporate these concepts into my future practice felt obvious— of course
I know that it’s essential for physicians to listen non-judgmentally, respect other cultures, and
consider unique perspectives. But isn’t medicine always practiced this way?
From my experiences thus far, the answer seems to be no. There are many excellent
physicians out there, and I am not discrediting any of their important work. However, you don’t
have to go to medical school to discover that there are still implicit biases amongst providers and
that healthcare disparities still very much exist. Consider, for example, the COVID-19 crisis,
which has disproportionally impacted non-white communities. This pandemic demonstrates that
exercising certain values in my own practice will not be enough to close the healthcare gap.
Instead, it will be my generation’s duty to advocate for a new standard of care: one that is not
only patient-centered, but also anti-biased. It falls on us to not only improve the quality of life of
our own patients, but also to work towards a more equitable healthcare system for all.
Medicine is a career that promises to promote health, wellness, and justice; this means
that our responsibility to our patients extends beyond providing solutions to their chief concerns.
Doctors must create and promote a professional culture of inclusivity, compassion, and
accountability. Holding ourselves to a high moral standard is what encourages patients to trust us
and to look to us for answers. Physicians are inherently leaders, and people are always watching
our actions. You’re never “off” from being a doctor, and this is something I had not considered
when I first entered medical school. I can no longer exempt myself from a code of conduct just
because I’m not in the room with a patient. Although I am not a doctor yet, I must start to act
like one.
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It feels hard to pinpoint an exact moment when this professional identity formation
occurred. I think this is because becoming a doctor takes a very, very long time. As medical
students, we are expected to absorb, retain, and synthesize information at an astronomical pace
in order to not just reach, but also surpass a bar that is continuously set higher. I feel like I always
ask myself “Am I doing enough?” even though I often feel exhausted by how much I have to do.
There’s no reward for what my classmates and I have already accomplished— not that there
should be— and there’s little time to reflect on our transformation from layperson to physician.
It’s hard to notice changes in yourself when you’re so focused on what you have to do next. For
this reason, I’m thankful for a few weeks off after my finishing my first year. This summer is a
luxury that I will never have again— a rare opportunity to step off the treadmill on the race to
Match Day. This summer is not only a respite, but also a chance to do the things I may have felt
too busy to do. It’s a time to become more self-aware, to appreciate how far I’ve come (even
though I still have a long way to go), and to examine my priorities moving forward.
The opportunity to become a doctor is a great privilege. I could not have made it here
without years of support from my family, friends, and professors. I am deeply indebted to their
investment in me, and I look forward to becoming a doctor who practices with values that I know
will make them proud.
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Intro to Surgery
Sarfraz Akmal
Friday night. 8PM.
Welcome to transplant surgery. That’s what the attending surgeon said as we entered hour four of
waiting.
That afternoon, I had been shadowing an emergency room physician when by chance I was
offered a chance to shadow a transplant donor organ retrieval procedure at 4PM. It was Friday,
and I had plans. Telling myself, “this shouldn’t take too long,” I agreed.
Now, four hours later, even the attending was tired. I didn’t like how my aching knees felt after
standing and waiting for hours in the brisk, chilly air of an OR. Not on a Friday night.
I thought I liked surgery—I loved anatomy and wearing those oversized blue scrubs. But was this
idling and waiting the reality of it?
Finally the patient arrived—but there was no anesthesia team available. After all, it was Friday
night at 8PM. Welcome to transplant surgery.
After a furious scramble to find an anesthesiologist still in the hospital, finally we were ready for
surgery. The surgeon told me to scrub in—after all, I had waited for so long.
As I meticulously washed my hands with the foamy, orange soap bar and prepared for my first
surgery, the resident assisting the attending arrived. I eagerly introduced myself as a medical
student as I washed my arms, and they asked me to explain the steps of the procedure. Being an
M1, I didn’t know. I didn’t even know which organs were being donated.
“You should really come more prepared.” Pimped. I didn’t have a chance to explain that I was
just an M1 and didn’t know any better. Welcome to transplant surgery.
I felt bad for the scrub tech. It was late on a Friday night after what must’ve been a long week,
and they had to help me put on not only one, but two pairs of clingy surgical gloves. A M1 who
had never done this before. I almost broke the sterile field trying to fix my foggy glasses, before
the scrub tech yelped at me to put my hands down. Welcome to transplant surgery.
Before we started, there was a moment of silence to honor the gift of donation. The patient had
been declared brain dead earlier that day—and this operation would stop their heart. But their
organs would live on, keeping others alive. It sounded like a miracle, I thought. Maybe this is
what surgery was about—miracles. I had learned about the complexities of the liver, the kidney,
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the lungs, the heart. The surgeon was going to cut them out of one patient and put them in
another—taking death and creating life from it.
“Incision.” At long last, the surgery began. I was startled by how similar it seemed to anatomy
lab. The same layers of glistening fat and striations of muscle. The same smooth organs
underneath. But this body, this person, had a beat, a pulse. I could feel the cadence in my hands
as it was conducted through the retractor I was holding, the vital responsibility I had been
bestowed. Each note arriving like a metronome, in perfect time.
The patient’s chest was split open and there it was—the source of the rhythm. The resident told
me to place my hand on that beating heart. I looked at the vitals monitor, confirming it was a
real, living heart before me. I hesitated, reaching out with a finger.
The resident took my hand and placed it on the patient’s heart. I felt the pressure of systole
pushing directly against my palm. This is the right ventricle. My first thought, remembering what I
had learned in anatomy. I held a beating heart in my hands. And then the resident cut the
inferior vena cava.
Blood drained from the patient. Their heart began to beat frantically and erratically, like
freeform jazz. I felt a sense of primal fear, my heart nearly jumping to meet that eccentric rhythm
I felt—an instinct, trying to hold onto life for the patient in front of me. And then the rhythm
ceased.
“Your patient’s life is your responsibility as a doctor,” the resident said. “Take it seriously.”
I felt her words viscerally. Holding this patient’s heart was shocking to me. But that is what a
physician does—with every patient. They hold patient’s lives in their hands. It is a privilege and
responsibility. Every time a patient goes under the knife, walks into the ED, or offers a medical
history, they trust the physician with their very selves. And I knew this before—but now I felt it in
the most literal sense.
The procedure continued and the organs were retrieved. The incisions were closed and sewn
with delicate care—the patient would return to their family tomorrow. The attending thanked
me for coming in, and I discarded my gown and gloves. I gathered my things and walked
through the empty hospital, my steps echoing through the atrium.
I looked at the time. It was Saturday now. 1AM. “I’m going to be a surgeon,” I thought.
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Stoicism for the Medical Student
Eric Heckelmann
In medical school, there is no shortage of materials to read — a daunting collection of
textbooks, practice cases and questions, and videos loom over medical students from the first day
of M1 year. Despite the near-infinite amount of medical curriculum resources, I make sure to
consume at least some non-medical materials regularly. Recently, I have particularly enjoyed the
realms of philosophy, history, and political science, and my currently active non-medical reading
material is Marcus Aurelius’s Meditations.
Meditations is a collection of the deeply reflective journals written by the Roman Emperor
during his second military campaign in Germania and is considered one of the seminal stoic
works. Stoicism, in short, is a philosophy of self-mastery. The stoic mindset is one of forgoing
pleasure and vice in favor of the pursuit of wisdom, virtue, and inner peace. Though I specifically
began reading it because it is not related to medicine, I couldn’t help but find application of
Aurelius’s philosophy to my role as a medical student and future physician.
Medical school can be trying time, serving for many as the first exposure to the long
hours, rigorous study, and emotional challenges inherent to working as a physician. The habits
formed during this period, which are themselves dependent on habits formed earlier in life, set
the course for the future career and personal life of each medical student. The path to becoming
a physician — though typically embarked upon for genuine reasons — can be somewhat of a
Faustian deal. In a person’s quest to become a healer of others, his or her personal health,
personal relationships, and exuberant amounts of money will often be sacrificed. Once the
coveted title of Medical Doctor is attained, there remains a constant pressure to perform to the
highest standard — to continue to innovate, to treat without error, and to bolster the name of
one’s personal practice or institution. Unfortunately, the weight of professional pressures does put
significant strain on physicians at a personal level — physicians experience unusually high rates
of substance abuse and suicide.1,2 Anecdotally, I have observed plenty of unhealthy behaviors
amongst my peers and even my superiors.
Though stoicism will not resonate with everyone, I find that viewing life, and medicine,
through the lens of this philosophy deepens my sense of fulfillment and wards off the nihilism that
could easily infect a jaded individual. Perhaps the most important lesson of stoicism as it applies
to medicine, and medical school in particular, is to find peace in the internal — no amount of
accolades, fame, wealth, or high test scores bring true fulfillment. Medical students often fall into
the trap of constant comparison of themselves to their peers, without accounting for the unique
experiences and journeys of each individual. They become bogged down in the future and fail to
realize that vigorous application to the present will in itself lead to happiness and fulfillment and
create a satisfying future independent of the successes or failures of peers.
When I was studying for Step 1, like many students I wanted to gauge my peers’ study
materials, methods, and schedule. Naturally, I felt the urge to compare myself to them. Some
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were allowing several more weeks than I for their dedicated study period. Some were using
cutting-edge subscription services while I was not. I felt I would do better with fewer materials
and a shorter study period that forced me to stay more focused, and I held to that. I also had the
backwards idea of signing up for a powerlifting meet which would be held a couple of weeks
before my test date. My thought process was that training for the meet would give me scheduled
breaks during the day and keep me more regimented with my studying. This certainly wasn’t a
typical plan, but it was my plan. I maintained trust in myself, followed it precisely, and enjoyed
the process. I was a studying, lifting monk for two months. I ended up accidentally breaking a
state record at that meet, and did pretty well on Step 1 too, without feeling burnt out afterwards.
Yet stoicism is not a philosophy of pure individualism. Aurelius stresses the importance of
interpersonal relationships, and the value of honesty, patience, and the ability to listen. These
traits are vital to good patient care. He mentions how he admired his adoptive father’s pursuit of
physical health, which was not done for vanity or for long life, but because his good health
allowed him to perform his duties to family and country more effectively. This harkens back to
the “Physician as Mensch” talk given by Dr. Bruce Fisher before the white coat ceremony 3 years
ago. Dr. Fisher compared the role of the physician to the story of The Giving Tree. Though the
profession requires some degree of sacrifice, it is also imperative for physicians to not neglect
themselves or allow themselves to be cut down as people. Physicians that invest in themselves
both mentally and physically can more effectively care for their patients and also exemplify good
health.
In medical school, I have made a point to continue pursuing my favorite hobbies, to sleep
and eat well, and to spend as much time with loved ones as reasonably possible — even if this at
times means cutting a night of studying short. While medicine is one of the noblest of careers, it is
important not to lose sight of what makes it noble, and to never become so caught up in the
pursuit of career successes that one’s self-respect, health, and purpose are compromised.
Hopefully more medical students and physicians alike will come to adopt principles of stoicism,
whether consciously or unconsciously, and find greater health and fulfillment through them.

1. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2704134/
2. Doctors' Suicide Rate Highest of Any Profession (webmd.com)
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Barefoot
Abha Kulkarni
I am carried on bare feet. Bare feet I have never seen. Bare feet I have never touched. Bare feet
that walked proud. Because in my great-grandmother’s village, walking barefoot was the
respectable thing to do. But sending your daughters to school was not. So I guess my greatgrandmother would pick and choose what she wanted to be respected for.
She had gone to school just long enough to learn how to read but didn’t spend the rest of her life
tethered to the kitchen. She made it her life’s mission to make sure that none of her daughters,
granddaughters, and great granddaughters would be stigmatized for their unbridled ambition
and relentless pursuit of knowledge. She left the village on these tiny bare feet to educate her girls
in a world where girls didn’t matter unless they were in the house, doing what the men didn’t
have time to do.
My great-grandmother moved herself, her husband, and her children from the village to a city,
where higher education was possible. But the move didn’t solve all their problems. Life was
harder than it was in the village. They had no friends, no support, all while living in dismal
poverty. But they stayed, and the children, including the girls, were educated at a level far higher
than their parents ever were.
A few years later, after her children completed their education, she moved back to the village.
Her son’s wife, my grandmother, was another proponent of women’s education and was
receiving an award for teaching. When my great-grandmother came to the city to attend my
grandmother’s award ceremony, she came as she always did, barefoot. When presented with the
award, my grandma said, “Thank you for his honor. But the true honor goes to my mother-inlaw, who has come all the way from the village barefoot, the same way she did many years ago,
to celebrate knowledge.”
I am haunted and humbled by my great-grandmother’s sacrifices in the name of education. But
most of all, I am overwhelmed by how tangible the thread is that ties me to her most selfless
decision. And while knowing her face brings with it a sense of guilt and obligation, I’ve found
that a shared victory can be even sweeter. And those I carry with me don’t weigh me down. They
pick me up and carry me on bare feet.
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Kenshiro the Fighter
Karan Kalahasti
A few days ago, I drew the short straw at home and reluctantly trudged to my daughter's middle
school parent-teacher meeting. Amidst the usual grumblings about fiscal challenges arose a
surprising concern regarding changes to the district’s demographics, with the inclusion of more
special needs kids, and the consequent effect on school funding. I had recently heard about a
lawsuit against the town of Lakewood, NJ, which had temporarily shuttered its schools because
the state had failed to appropriate the $30 million needed to bus special needs kids. None of this
resonated with me until I visited the Lakeview School for special needs kids in Edison, NJ.
Driving down the long and winding, oak-lined sideroads off the bustling highway you are
immediately struck by how serene the secluded campus appears set adjacent to a tranquil lake.
Standing in the brightly lit atrium festooned with holiday decorations our host gave us the
rundown on the schedule. For the next couple of hours, we were given free rein to walkabout,
enter any open room and participate, as much or as little as we desired, in the ongoing activities.
My first stop was the physical therapy room which sported a veritable armory of exercise
equipment, amid which lay a little mannikin of a boy being stretched akin to an elastic band by
his therapist. As I introduced myself, the ultra-energetic therapist set about interrogating me on
medical school, what classes I was taking, how difficult they were, and so on. Even so, I was more
interested in the child in her care and what she was doing to him.
“This is Kenshiro,” she answered sensing my restless mind while continuing with her doughkneading and pretzel-knotting maneuvers. Kenshiro for his part, without so much as a whimper,
attempted a silent protest with his flailing hands.
“Among other things, he has a muscular disorder. While his body is growing, his muscles aren’t
strong enough, so we have to exercise them every day,” she explained.
Kenshiro appeared like he could have been anywhere between 5 to 10 years old. While his age
was hard to discern you couldn’t miss his microcephalic head and abnormal facies. I wasn’t sure
why but at that moment all I could think of were the myriad things that could have gone wrong
during his development. Which unlucky shuffling of the genetic deck of cards had resulted in
little Kenshiro ending up in a wheelchair unable to do basic things that other kids his age were
doing effortlessly? Was it Duchenne, Becker, or was it Myotonic Dystrophy?
“Kenshiro is a fighter,” the therapist said, jerking me out of my reverie.
I didn’t know what to make of that statement. When we were planning to have kids, my wife (a
physician) and I had talked about what we would do if we were to discover there were
developmental issues with our pregnancies. It is difficult to put to words how one grapples with
the underlying moral dilemma, the gist of which is whether or not it is fair to knowingly bring a
child with devastating disabilities into the world? In some respects, it seemed selfish as we weren’t
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entirely sure if we were asking, whether it was fair to the child or to us. Regardless, we
rationalized that no matter the choice of raising a child with disabilities or not, it would be an act
of love either way. We were fortunate to never have to answer that question. Even so, watching
kid after kid being wheeled around it was impossible to not feel a concurrent sense of immense
guilt and profound gratitude.
Kenshiro was a fighter but would he ever have a say in what his life’s struggles meant to him?
What about his parents? What must they be going through? What happens when Kenshiro turns
21 and has to “graduate” from Lakeview? Question upon question swirled uncomfortably in my
head, but the ticking clock reminded me it was time to move to the next room, where four kids
with G-tubes protruding from their bellies were seated in wheelchairs alongside their caretakers.
Their activity was to color and glue fluffy pom-poms to scraps of paper transforming them into
Santa hats. This was the holiday season after all and the kids were learning their sight words,
Santa, Reindeer, and Presents.
It was nearly impossible to tell if the children were truly learning anything, but the caretakers
insisted that indeed they were. As an example, they pointed to a kid who walked in with an iPad
in hand. This kid was nonverbal and had learned to communicate by punching a button on the
device. A few years ago, he didn’t even know how to do that! He punched at the screen now, and
it squawked in a robotic voice, “Where is Dennis?” He kept punching and it kept demanding.
Alas, Dennis, his friend, had gone for his PT session! The disappointment on his face was
palpable. As I walked out of the room, I was hoping that the other wheelchair-bound kids would
one day be able to experience the same joy and disappointment of having friends and then being
stood up by them.
Next door, an interactive session was in progress, where a circle of teenage kids, again in
wheelchairs, were learning to bake a cake. It wasn’t so much they were baking one as they were
watching their caretakers take them through the steps while learning to communicate with a nod
of the head or a shake of the hands. I was sandwiched between two teenagers, Anthony and
Jason. Anthony could grunt and temperamentally indicate yes/no on his iPad while Jason, who
had a flipbook of sight words, was learning to get to where Anthony was and hopefully, one day,
inherit the iPad.
What we learned was that those devices weren’t cheap nor were they easy to obtain.
Innumerable insurance claims and justifications later, Jason might be able to get one but there
was no guarantee. What we also learned was that caring for these kids took an extraordinary
amount of effort and even more compassion. It certainly didn’t appear easy and I wasn’t sure I
would have the strength of character or patience necessary to handle it as wonderfully as the
caretakers were.
Each kid we saw that day had unimaginable trauma, and there was no denying the fact that
many would never be able to perform even basic activities of daily living let alone function
independently in society. The teachers and caretakers, however, gave us hope as they talked
about a former kid who was now working at a job or another who’d “graduated” but came back
every Friday to read to the teenagers.
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In many ways, the approximately 170 kids at Lakeview served as a mirror and a reminder for the
approximately 170 of us at Robert Wood Johnson. Yes, in contrast to us, we did see the many
things they couldn’t do or the abilities they did not have, but at the same time the kid who
communicated by raising his eyebrows or smiling reminded us that there was so much more to
be done to help these kids achieve their true potential. At over $125,000 per kid each year it
definitely wasn’t cheap but seeing what the kids needed to simply allow them to have a normal
day, assuming such a thing existed, it sure seemed like a small price to pay.
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Mental Blinkers
Michael Otoo
“If you know the history, this never would have happened in my time.”
For as long as I can remember, I’ve always been a runner. My mom said that even when she
would try to leave me at the daycare when I was 4 years old, I would come running and catch up
to her before she set foot out of the door. As I became older, I realized how running had become
an integral part of my life. I would always race my friends during recess at the playground, and I
joined my school’s track and field team when I was in 5th grade. The feeling of my heart
fluttering before every race I’ve ever run was eerily similar to the very first time I saw a patient in
my first year, my heart couldn’t stop racing. The sensation of the air filling my lungs, my inner
thoughts reminding me to remain calm, are all aspects of running that have translated into my
experiences in medical school and my interactions with others. Throughout my life, running has
always been a part of me. It always seemed as though I could continuously use running to escape
any conflict or problem that I ever faced. Whether I was running away from the feelings of
isolation I had in middle school from my peers or running away from the feelings of inadequacy
and imposter syndrome I experienced in college, running had always been the one solace I could
turn to escape. However, as I grew older, I realized that I needed to run towards challenges to
achieve my goals, a lesson I had been reminded of by a movie on Netflix.
As a runner, my eyes lit up when I saw that Netflix had released a film during my first year called
Sprinter, which was about a young, confident Jamaican sprinter who was aiming for a college
track and field athletic scholarship. This story particularly resonated with me as a former
Division I college athlete who once endured sweat inducing workouts, multiple strained
hamstrings, and 14 mile runs that left me gasping for air. One of the things from this movie that
really stuck with me was the idea of “mental blinkers”, which was a phrase that the track coach
and the sprinter shared between each other to illustrate the idea of living life in the moment and
focusing on the task at hand. ‘Living life in the moment’ is something that I’ve had to embrace to
make it as far I’ve come now, and it is something that I will need to embrace to push to finish
accomplishing a lifelong dream of becoming a doctor.
My first year of medical school was full of moments where I had to turn on these “mental
blinkers”. The intense course load was nothing that I had experienced before, and for the first
part of the year I felt as though I had to block out everything, stay focused on studies, and
succeed as a medical student to accomplish my dream. But as the year went on, I became
increasingly eager to become more involved in my community to remind myself why I wanted to
be a doctor in the first place, I decided to apply for and join my school’s free student run clinic,
known as The Promise Clinic. In my time at Promise Clinic so far, I’ve had patients who have
lost their loved ones due to disease and death, parents who have searched for better healthcare to
live for their children being raised in another country, and people who have lost hope because
they were separated from someone they loved. Experiencing anything that my patients have gone
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through would break most normal people, and without the support of my fellow classmates, it
may have broken me too.
As special, albeit heartbreaking, as each of these experiences that I had in Promise Clinic were,
the very first time that I had a Black patient was one of the most special moments that I enjoyed
in my first year of medical school. This patient was one of the kindest people I had met at the
time and had a profound impact on my attending physician and me. Her kind demeanor and
interest in our personal lives was something that seemed uncommon for patients, who are usually
looking to the doctor for reassurance and comfort when facing illness. But the moment that I’ll
never forget from that visit is the immediate radiant glow that brightened her face as I entered
the room. While speaking with her, she seemed so energetic and filled with excitement, as we
talked about her experiences in New Jersey, our families, and how we each were feeling as the
patient had just recently started a new medication regimen.
At the end of the visit, the patient said something that immediately made me realize how
fortunate and blessed I was to have made it this far. I knew that I could never stop running
towards the many challenges I will face with a career in medicine. With running forever
intertwined with who I am, I couldn’t help but smile while thinking about how far I had ‘run’
towards achieving everything I’ve strived for, and how much more these words fueled me: “If
you know the history, this wouldn’t have happened in my time”. Right then and there, I could
see in her face the pain that she had endured from the hatred of the past, but the hope that she
had in the progress of the future, seeing me as a Black person in medicine. Just as we were about
to part ways, she wished me all the best, and told me to keep fighting down the path I was on. At
the end of it all, I realized how much weight that this white coat carries, and how privileged I am
to don this coat and everything it represents. I had made a profound and genuine impact on a
patient, and even if she didn’t know she had made a profound impact on me.
Running has always been, and still is a part of me. I still use running to relieve stress and I still
compete in races for charity. But now, running is no longer only an escape from the daily stresses
of life. It’s now a part of my mentality to run with all my strength towards the goals I’ve laid out
for myself. You never know what type of experiences are going to change you in medical school.
Having the chance to interact with patients may build your confidence. Learning about the
intricacies and nuances of the human body may intellectually fascinate you. For me, it was simply
connecting with someone who shared a similar struggle in America due to the way we looked. It
was like looking into an infinity mirror, with reflection upon reflection slowly morphing into a
distant infinite past and future, which showed how far we have come, and how far we have left to
go. It was a moment I would’ve missed if I hadn’t taken a step back and removed those “mental
blinkers”. It’s moments like these which require us as students, as doctors, as professionals, and
most importantly, as people, to take off those “mental blinkers” so that we don’t miss powerful
and special moments such as these. If you’re not careful, it may all pass by you before you can
even get a chance to blink.
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Confidence and Competence
Jennifer Fang
In the age of two-day shipping, seven-day detox teas, and instant gratification, we expect
healthcare providers to also promptly satisfy our every need. Diagnose me. Prescribe me. Fix me. Heal
me.
Whenever my great-uncle — a doctor well-versed in the traditional Chinese medicine practices
of massage therapy, acupuncture, and cupping — would visit my extended family in China,
everyone would ask for his help with their various aches and pains. He took my dad's pulse and
told him he had a brain tumor. He looked at my aunt's tongue and told her that she had a
humidity qi imbalance. He relieved my cousin's chronic back pain after a few manipulations.
With his staggering height, vast knowledge, and equally massive confidence, you could not help
but feel awestruck and regard his word as truth.
I was the only skeptic. Based on what I had learned in my journey as a pre-medical student up to
that point, I knew that medicine did not always provide clear-cut answers and that expert
opinion ranked lowest on the hierarchy of evidence-based medicine, as it was more prone to bias
than randomized-controlled trials and meta-analyses. In my years of working as a medical scribe
in an emergency department, I saw countless patients who came seeking reassurance or an
immediate answer, often only to leave with no answers (even after requesting a barrage of
unnecessary tests), a referral to see a specialist, and even more confusion. Yes, your headache
could be cancer, but it could also be a migraine, a sinusitis, or a cerebrovascular accident (CVA).
Sometimes a diagnostic test such as a CAT scan will be definitive, but sometimes a diagnosis will
have to be made clinically, and other conditions are idiopathic, yet to be elucidated by modern
medicine. Test results are not always correct nor conclusive and neither are fallible humans,
regardless of their years of expertise. There were multiple times in the ER when all a patient’s
symptoms pointed to appendicitis only for the CAT scan to show no signs of inflammation, or a
pregnancy test came back as a false positive, so I had learned to question anyone who could
make a definitive diagnosis after one 15-minute interaction.
My great-uncle is exactly the kind of "I Know All" expert that Dr. Mikhail Varshavski, a family
medicine physician better known as Dr. Mike on Youtube, warns against. Dr. Mike defines these
"I Know All" experts as those "claiming to have all of the answers when the rest of the scientific
community has questions," and instead encourages his audience to "celebrate [physicians] who
are not afraid to say 'I don't know.'" Yet in my own experience, I have seen that when physicians
are honest with their patients about the gaps in their own medical knowledge, the questionable
efficacy of treatments, and the limitations of current medical research, they tend to lose their
patients' respect.
While volunteering at a Tzu Chi community health event, a free clinic for Chinese-Americans in
the New Jersey area, I encountered the stark contrast between the definitive answers Chinese
medicine provides, the multitude of questions Western medicine leaves unanswered, and the
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amount of respect attributed to each by local Chinese-Americans. Standing on the soft carpet in
my bare feet, as mandated by the Chinese Buddhist culture that Tzu Chi ascribes to, I shadowed
a cardiologist who had trained in China and favored giving his patients concrete dietary advice
instead of prescribing them medications for their chronic illnesses. "Kiwi is a good fruit but
lychee is a bad fruit," he would tell his diabetic patients, and they would reverently thank him for
his time and advice. Although I admired his holistic approach to health, I questioned his
sweeping generalizations, as I had always learned that moderation was key to a healthy diet.
Meanwhile, a family medicine physician who had trained in the U.S. prescribed albuterol to a
girl presenting with asthma exacerbation. When her mother asked the physician the cause of her
asthma and whether there were any side effects to long-term steroid use, she only received a
dissatisfying answer of "I don't know." I could almost see her dismissing the physician due to his
young age, U.S. credentials, and lack of confidence. Both mother and daughter left the
consultation visibly frustrated.
I, too, was frustrated at how our culture seems to value confidence over competence and
frequently confuses the two. Imposing stature and overconfident speech are not indications of
accurate medical knowledge any more than Google and WebMD searches are qualifications for
a medical license. As a future physician, I want to do what is best for my patients' health by
following the latest evidence-based research guidelines. At the same time, I want to earn my
patients' trust so that they will adhere to the medications I prescribe and the lifestyle changes I
recommend. I want to be honest with my patients without losing their respect — is that too much
to ask? In the future, I hope that I can teach my patients to think for themselves and not accept
any information — whether it’s something they read on the internet or even information I gave
them — at face value, but to determine for themselves a source’s credibility. I hope I can teach
them that if a marketed "quick fix" seems too good to be true, it probably is, and that the most
trustworthy physicians are the ones who honestly admit that they don't know everything but are
constantly learning and growing. Perhaps, then we as a society will learn to trust physicians who
are more competent than they are confident.
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¡Échale ganas!
Daisy Reinoso
With the anatomy exam coming up, I was looking forward to my first patient
encounter as a first-year medical student. I was beginning to lose the motivation that had gotten
me through college and into medical school, and I knew interacting with a patient would bring it
back to me. As the things I learned over the past two months swirled in my mind, I made my way
to my offsite and introduced myself to the doctor. The doctor continued to type hurriedly on her
keyboard, only lifting her glance to smile at me occasionally. She asked if I felt
comfortable obtaining the history from the next patient, and, too scared to say no, I smiled back
and said “of course.” I walked down the halls, pretending like I had talked to a patient before.
I met J, a Spanish-speaking male in his 40s who was coming in for a routine visit
for diabetes. As I stretched my hand out to greet J, I could feel the wrinkles on his hand and was
immediately reminded of my father. As I greeted J in Spanish, I was also pleasantly surprised to
see his son sitting right beside him. As the child wrapped his arms around his father’s belly and
let his hands rest there, I could not help but let my mind drift away for two seconds. In that
moment, I vividly remembered how my eight-year old brain would try and filter out the doctor’s
words when I accompanied my father to his diabetes check-ups. My father would look down at
me and ask "Que dijo?" These two words characterized my childhood as the only Englishspeaking member of the family and forced me to listen carefully to the doctor. It seemed
somehow wrong that it was inherently my job to interpret, but the look of despair on my
father’s face would always sharpen my attention as I found the right words to translate. After my
father was diagnosed with diabetes, I became his eyes, ears, and voice during our visits to the
emergency room. At the time, I could not name the health inequalities I was witnessing, yet they
seemed to be a constant presence throughout my life. My mind came back to reality when J let
out a big sigh of relief and his son smiled knowing that this time he would not need to
interpret for his father.
As I elicited his history, I listened to his story of coming to the United States which
resonated with my experience of being the daughter of Ecuadorian immigrants and highlighted
the impact that immigration has on both mental and physical health. Within a short time, I was
able to develop a sense of trust and collaborate with him to improve his well-being. Being
bilingual has been invaluable to me as I can provide a voice for those who are not understood in
their native language. J was concerned that he could not purchase healthy foods or his
medications. I had heard these exact words so many times before in my own home. I gave him
all the resources I could think of, hoping that I did not further overwhelm him. I personally know
the challenges that can arise when someone does not know the language, and I know that I can
alleviate these barriers. This is why I now serve on the Communications Steering Committee at

45

Promise Clinic, the RWJMS free clinic in the New Brunswick Community at the Eric B
Chandler Health Center.
As I left the room, I heard J say to me “¡échale ganas!,” which means “to give it your all and
do it with passion.” He had only spoken to me for about 10 minutes, yet he was incredibly proud
that I, the bilingual daughter of Ecuadorian immigrant parents, was going into medicine. Thanks
to J, I was able to regain the motivation I needed to study hard for my anatomy exam. The
reason I went into medicine and continue to work with Promise Clinic is to ensure that
everyone receives adequate health care despite their language, immigration status,
socioeconomic background, and a host of other barriers. As I continue to learn the language of
medicine, I hope to continue to be a familiar face for my Latinx community, and that they feel
comfortable receiving health care. Now, every time I face a challenge, I remember that
phrase ¡échale ganas! and I am reminded of why I started this journey in the first place.
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Polyglot, Kinda
Zoee D’Costa
I piled into my dad’s minivan after eight hours of shadowing with an infectious disease doctor. I
slumped into the seat, back and feet aching from the flats I wore, brain mushy, throbbing from
the hours of doctor-patient conversation I heard, but couldn’t make sense of. Resigned to a day
wasted, gaining as much as I would have from listening to television static—but enthusiastically
pretending I got more—I promptly fell asleep. I was fifteen, a freshman in high school, and fluent
only in English.
In the nearly ten years since then, I’ve become what you might call a polyglot. I have a
phenomenally underwhelming understanding of French and Spanish, can definitely comprehend
when my mom yells at me in Tamil and Hindi, and am becoming more fluent every day in a new
language—the language of medicine.
During the last year, my first year of medical school, I have learned myriad new words.
Malassezia furfur, pterygopalatine, Diltiazem, Diphyllobothrium latum, syncytiotrophoblast, splanchnic. Each
crammed into my head in relation to another, none standing alone. At 23, with my Critical
Period decisively over, learning a new language has proved challenging. Each day, I devour
volumes of new information, unknown words flooding the pages, and relearn things I already
knew in my youth as new vocabulary, converting ‘itchiness’ to ‘pruritus’. I end each day
exhausted, reciting my new accomplishments: hemophagocytic lymphocytosis, Chikungunya, eosinophilic
granulomatosis with polyangiitis. Committing them and their respective (and often disgusting) context
clues to memory, pledging to practice and probably mispronounce them the next day.
As with all languages, I improve every day through immersion. I speak it in class and with my
friends, I read in it, only sprinkling in the English word ‘front’ when I’m struggling to remember
‘ventral’ or ‘anterior’, and only stumbling on ‘fronterior’ a couple times (okay, maybe more than a
couple times). In many ways, I’m back in high school, conjugating and learning vocabulary one
system at a time. Snickering with my friends at the funny words like ipilimumab and applying my
skills to real life situations.
In medical training, immersion occurs in the clinic or the hospital, through shadowing and with
doctor-patient interactions. Here, I am able to practice my ability to translate the letters, words
and symptoms I learn in the classroom into the sentences and diagnoses needed to care for
patients. And though I’ve been thrown myself into these immersions since I was fifteen, I only
recently have begun to understand the language. Now, whenever I go to shadow a cardiologist, I
can read the EKG, figure out what diagnosis is warranted by certain symptoms, and suggest first
and second line drugs accordingly. I know when propranolol is needed compared to verapamil or
losartan. When I go to the nephrologist, I can recognize hydrochlorothiazide vs. furosemide. And when
I go to dinner with my friend, only loosely knowing of her protein averse metabolic disease in
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years past, now I can recognize her affliction as phenylketonuria. These are all little wins;
revitalizations after many slumped days, and frustrated sobs.
A lot has changed since I was fifteen: my acne cleared up, and my fashion sense has categorically
improved. But also, I am supremely more invested and inspired by the path I’ve set out on. I
have mentors who take the time to spell out each new concept and phrase to me, like subtitles
while I’m watching TV in a different language, and help me piece together the words I
understood into sentences I can make sense of. I’m inspired that after all I’ve learned this year, I
will someday be able to build sentences into paragraphs, and paragraphs into novels, filled with
understanding of the human condition and how I can improve it. And much like I can now use
words like commensurate, equanimity, querulous, hubris seamlessly in English, I am sure I’ll get to the
point when I will know lymphocytic choriomeningitis just as well.
Almost a decade later, after eight hour days of shadowing, I sit in the driver’s seat of my own car,
back and feet stronger, smiling, brain buzzing—excited to eventually graduate medical school, a
polyglot, or at the very least bilingual.
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Breathe
Lekha Reddy
1. Prophylaxis
“Now, just focus on the breath.” It is 7:15AM. The birds are just beginning to chirp outside my
bedroom window as I inhale deeply to the soothing British accent of Andy Puddicombe, the
Tibetan monk-turned-businessman narrator on my guided meditation phone application. The
theme of today’s session is “Letting Go of Stress.” My mind settles on the pattern of air entering
and leaving my chest cavity as I gently brush away an incoming thought about the lectures I
must review today. A few minutes of vacant calm pass.
The number 15 splatters onto the empty canvas of my subconscious, alerting me to the limited
fifteen minutes I have to conduct a full medical history and physical exam on a graded
standardized patient encounter this afternoon. I tense with unease, but catch myself as my
instructor says to me, “breathe,” to clear any tense thoughts. With a deep exhale, I melt the
stressful thought away and enjoy another period of mental peace. “When things don’t go how we
intended for them to go, it’s easy to be hard on ourselves. I want you to try today to forgive and
speak kindly to yourself when that thing doesn’t go according to plan,” Andy advises. I nod
obediently. Armed with Buddhist wisdom, I am ready to face the day.
2. Treatment
The clock in my car strikes 8:20AM. I am supposed to be at clinic interviewing a real patient in
ten minutes, and my GPS shows that I should be there in eight. “Ten minutes early is on time,”
reverberates across the walls of my brain. These words were spoken by our school deans during
our very first week of medical school, emphasizing the professionalism and timeliness expected
from us in every aspect of academics and patient care. My hands clasp the steering wheel and my
eyebrows furrow as I bite down on my lip. What if I’m late? I have no excuse. I should’ve just-- I pause.
I soften my gaze. And I forgive. I will make it a point to show up earlier next time. It’s okay.
Twenty minutes later, I am sent on a mission to obtain a full history and conduct a physical exam
on my first ever live patient. I timidly knock on her door, stumbling over my words as I ask for a
few minutes of her time to play doctor. She tells me she has chest pain, her eyes brimming with
concern. Instantly, my mind scrolls rapidly through lecture slides, trying to recall the pertinent
questions to ask. I can’t remember everything; I panic as I rattle off every question even minutely
related to her symptoms. She shifts uneasily in her chair and her eyes dart away from the
direction of my interrogation. Breathe, I think, it’s okay if you don’t hit everything, she’s nervous. I smile
and rub her shoulder, and she relaxes in appreciation as I proceed to listen to her heart.
It is now 3:45PM – show time. “You may begin now.” I power walk to the door and quickly scan
my standardized patient’s case. Two knocks on the door and I am granted entry into a fifteen49

minute marathon to conduct a history and physical, demonstrate empathy, and tick off the boxes
from the checklist required to pass my OSCE. After what feels like only a minute, there is a
knock on the door – a three-minute warning and I have yet to start the physical exam, which
typically takes me four. I will not have enough time. Smile, take a deep breath, and do what you can, I
think.
Bidding goodbye to the patient, I inhale and exhale as the adrenaline recedes on my return
home. I stand up out of my car and take shallow breaths of the smoky, summer air, ready for an
evening with my yoga mat. I did my best today, I reflect, speaking gently to myself as my toes trace
the edges of the mat and my arms wrap around my knees. There are no uneasy thoughts to
coerce out of my mind tonight. Andy reminds me to allow the muscles on my face to loosen and
settle into a cycle of breath. He reminds me to enjoy this moment of peace. Today, I have
learned to let go of stress, to be kind, and to forgive.
3. Cure?
One year ago, at the start of medical school, I haphazardly stumbled upon an ad for a guided
meditation phone application, Headspace. I was intrigued by a student discount the program was
offering, and I bought in after reading up on the beneficial effects of mindfulness and meditation.
Between school, exams, clinical offsites, extracurriculars, and having a semblance of a social life,
medical school was becoming increasingly hectic by day, and I was hopeful that Headspace
would be the first step to restore a sense of peace. My commitment has been far from perfect, but
meditation has worked wonders for my mental wellbeing, relationships, and ability to find
balance.
Practicing meditation and mindfulness has been both prophylaxis and a treatment to restore a
sense of internal peace, and I am hopeful that it may act more permanently as a cure for anxious
thoughts and negative thinking patterns. Before meditation, I used to have only minutes between
such thoughts. Now, I have hours. As I delve further into the practice, I am optimistic that it will
be much, much longer. That is, if I just focus on my breath.
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Gratitude in Letters
Aditi Gore
The first time I recall cutting my finger was while eagerly pulling out the pages from an
envelope. It was brown, battered from its travel across the ocean, and adorned with two stamps
I’d come to be familiar with – one of a tiger and one of Mahatma Gandhi. It was addressed to
me and I could feel my grandmother’s affection, a sweet breeze on a spring afternoon, just from
reading my handwritten address on the front. I traced her carefully printed slant letters, a
beautiful cursive that embodied her poised elegance. My heart ached to see the woman who had
raised me in India for eight years till that moment. The woman who was always familiar and
made me feel safe. Now, with the oceans dividing us, I felt displaced without her, grasping for
remnants of her presence through her letters. As each one arrived, magically appearing in our
tilted white mailbox, I would yelp with excitement and gratitude.
For me, Mummy’s letters were a window into a world of mopeds, mangoes, monsoons, and
markets, one I experienced so rarely anymore. In her letters, I could sense her love, as she’d take
time out of her busy life to write to me. Even when I sat down to write back to her, practicing my
neat cursive the way she had taught me, I didn’t recognize the significance our letters would
come to hold for me.
As I grew older, the letters turned to emails, turned to phone calls, turned to video calls.
Writing old-fashioned handwritten letters soon became a ghost of times past as technology grew
up with me. It wasn’t until I began volunteering at my local hospice that I brought my reflections
back to the written word.
Every week I went in to spend time with Mabel, eventually celebrating her 90th birthday
over the course of my relationship with her. As a grandmother, former teacher, church leader
and playwright, Mabel had relied on her words her whole life. Yet after she suffered two strokes,
her ability to read, write and use technology diminished, disconnecting her from her loved
ones. So, on a chilly December afternoon in 2019, when I brought Mabel an early Christmas
present of letter stationery, she seemed confused. I explained, I could help you write to your friends and
family. That day, Mabel and I shared a moment of silence as I gazed into her misty eyes and
gently held her hand. With words unspoken she shared gratitude for this simple gesture that
would reconnect her with the world she longed for. That day our relationship blossomed as
Mabel gifted me her trust and I cherished it with gratitude.
Over the next few weeks, Mabel shared a stash of old letters and cards that she had
received from around the country. I would read the words aloud, and she would narrate her
memories of the writer, as I filed her correspondence into neat categories. We sat together and I
helped Mabel compose letters to her community. As I helped her voice travel off the page, I
began seeing the voices on the pages.
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When writing a letter, you need to think, to reflect, to choose the right words. Every word
carries weight and even your handwriting speaks for itself – the slanted drawl of hurriedness
tinging the end of every letter, the bolded strokes of passion, the faint mark of hesitation when
you’re thinking of what to say next. You can feel an uneven braille left by the pressure of your
pen on a thin sheet of paper. Unlike the spoken word, letters don’t vanish into air. Instead, they
preserve themselves in your drawers, for years to come, waiting for the moment you so
desperately need them – need the consolation of that word, that love, that mere fact that
someone out there cared enough to take the time to write to you. The pages of calligraphy made
me think back to Mummy’s letters, remembering a treasure of the past. As I connected another
grandmother with her family, I was so grateful for my own.
Then, 2020 arrived. Mabel passed away, silent and alone, I got accepted into medical
school and the physical world around me screeched to a halt – all within a week’s work in
March. I didn’t even get to say goodbye. As I grappled with the mortality and memories of my
friend, I rejoiced at the start of my future career. With mixed emotions, I clung to my gratitude.
A dystopian reality followed me into medical school through a virtual convocation in late
July 2020. On the first day, I received a white envelope with typed letters of encouragement from
my loved ones. Tucked neatly inside were words of comfort that had traveled from around the
world. I cried tears of joy while my heart ached for my cheerleaders to stand beside me. I wished
Mummy could have seen me walk up on a stage to receive my new White Coat. I wished my
sister could have coated me. I wished my parents could have seen me recite the Hippocratic
Oath with pride. Instead, I sent them pictures. Pre-med me never saw it coming. My gratitude
faltered.
Soon, masked faces and a sea of eyes became my new friends as we embarked on the
journey of a lifetime. The months dragged on in our virtual classrooms and I once again sought
solace in the written word.
Amid a new world of screens, Zoom, and iPad anatomy apps, I warmly exchanged oldfashioned handwritten letters with friends in the Midwest. I put my own pen to real paper and
transcribed the memories, thoughts, and feelings of time spent with Mummy and Mabel. I
noticed all the imperfections in my once near-perfect cursive, and it still brought me comfort,
as my handwriting narrated a preserved past. Several times I fished out that white envelope of
letters from my first day of medical school and sat at my desk, melting over the words within. I
wondered what it would have felt like to see Mummy and the rest of my family stand proud
during my White Coat Ceremony. I would never know.
Each time, I inhaled and closed my eyes, recalling that day I first cut my finger. I exhaled
and opened them to see the pink polka doted frame protecting a family picture on my desk. And
surely, gratitude flowed back in.
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All Heart
Zoee D’Costa
“All heart,” my soccer team concluded solemnly, breaking our pregame hands-in circle. It was our
team motto - signed at the end of emails, and embroidered on our bags. It was just a catch
phrase, not something I thought much of growing up, colloquially imploring me to give all my
heart to the game and to my team. This year though, I finally understood all heart, and all its
meanings.
The phrase unexpectedly reappeared in my consciousness again, while holding the human heart
during anatomy lab in my first year of medical school. As I examined the valves, traced the
arteries with my fingers, I noticed how the muscle’s shape and size overtook my small hand. This
was a lifeless organ, un-beating. And yet, as I held my first patient, my cadaver’s heart in my
hands, I felt the organ’s immense responsibility, as well as my own.
Cardiology came next—the study of the heart. During this period my world became all heart, all
the time. I learned how the heart is intertwined with all the systems - the center of our body’s
universe. I now understood the beating heart, not just the anatomical one. I loved learning about
this, and it came naturally to me. I found myself wondering if this could be my future. Was the
heart what I would give all my heart to as a physician? The sense of urgency to define my future
became more apparent to me in these moments of exhilaration. And this heightened awareness
stayed with me as I continued through the year.
To further my learning, I shadowed a cardiologist following the cardio block. I wore my white
coat and my stethoscope, though I didn’t know how to use it to find anything meaningful. In the
clinic, I listened to histories and read EKGs. I looked through charts, and was astounded when
differential diagnoses popped into my head. Right Bundle Branch Block! Congestive Heart Failure! What
filled me with enthusiasm, though, was being ‘consulted’ by my physician for my thoughts—my
audition. “What do we do, Zoee, given that the patient has lower leg edema?” Diuretic! I left the
clinic bursting at the seams, heart racing, not taking two steps out the door before dialing my
mom to convey how much of an almost-doctor I was. How much closer to being someone that
would help these patients someday. How different of an experience shadowing is when you can
engage with what you’re seeing. This is how our medical education works. We learn in the
classroom and expand to patients. We watch, listen, and learn until we are able to do what a
doctor does with full independence. Each step builds our confidence and reinstills our passion for
this calling. My heart was filled with promise for my future career.
During this year, I gave my heart to more than just school. I found love and joy in my peers and
friends. I found people to hold me when I cried, and to make me tear up with laughter. I found
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people with whom I watched Love Island every night. I found people who challenged me and were
passionate about medicine and so many other things. I found future doctors who were ready to
commit themselves to their future patients, just as I was willing to commit myself to mine. I found
new teammates that I could give all heart with.
I now understand all heart. I learned about the literal heart—the anatomy and physiology of the
cardiovascular system. I learned about the emotional heart—love, understanding and
compassionate support from my teammates and friends. But more than anything, I learned about
the meaning of passion and dedication—giving all my heart to my career and my patients, the
importance of this role that I am studying to achieve, and the doctor I am going to become.
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Behind the Curtain of Medicine
Rajiv Trehan
The first year of medical school is characterized by the unique transition from patient to
practitioner that provides a brief window into both sides of the curtain. Though I am not a firstyear student anymore, I assert that brief window likely provides a framework to draw more
unique conclusions surrounding the pandemic response than the ones that my attendings,
residents and fellow medical students use now. As most of our patient population, I assumed that
what I observed of my family care practitioner was all there was to see. I think as humans, these
assumptions are necessary. The concept of closure: even if I have not seen Africa, the continent
exists. In my M1 year, I participated in an eye-opening clinical offsite that proved I clearly had
no idea the depth of knowledge and experience required to be a (supposedly lowly) family
practitioner.
I tried to morph into the perfect shadow, simultaneously making the attending happy and the
patient comfortable, but barely keeping up with the alphabet soup that are patient histories
someone needs to come up with a mnemonic for the mnemonics. I used the little anatomy I
understood to see the spec of difference in the patient’s x-ray that represents a rotator cuff tear,
and still smiled and nodded as patients told me their life stories. As I came face-to-face with my
own inadequacies, every discussion with the family physician that happened outside a patient’s
room gave me a glimpse of the unstated, complex thought processes involved in each patient
interaction. The physician casually asked about the patient’s daily vitamin intake and suggested
changes. The backstory, though, regarding the bioabsorption abilities of the small intestines for
iron, studies on patient compliance for iron supplements, and iron levels in relation to blood
donations are only discussed in the doctor’s office, away from the patient. Thus, the patient walks
away assuming the little glimpse of knowledge divulged to him is a close approximation of the
total knowledge that physicians draw upon. This overwhelming depth of knowledge physicians of all types - carry also applies to the nurses who I had the opportunity to interact with.
During the car ride back, I thought about how the media and society's views on medicine are
largely informed by the interactions in patient rooms rather than by discussion with medical
professionals. I wonder whether physicians would be more appreciated and trusted if we gave a
greater glimpse of the knowledge we had behind the comforting hand and open-ended questions.
The grey areas of medical research that physicians acknowledge as still under debate seemed to
give way for pseudoscience to challenge our basic assertions regarding public health. If we as a
medical community gave society a better idea of the depth of knowledge each clinician carries, it
may have changed the outcome of the pandemic.
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Reflections from Moria: Language, Life,
and Refugees
Shareif A. Abdelwahab
In 2018, moved by the refugee crisis gripping the world, I embarked on a medical mission to the
Moria refugee camp in Greece to serve as an interpreter for the 12,000 refugees who lived there.
Interpreting on behalf of children, adults, and the elderly alike, I learned the important role of
communication and advocacy to the practice of medicine.
It ultimately led me to leave behind a successful career in law to start afresh in medicine. This is
my story.
***
During my first night in Greece, a group of volunteers rushed to the coast as word spread of three
dinghies approaching from Turkey under heavy rains and storms. “Salam!”, the Arabic greeting
meaning “peace” that we were trained to say as the boats drew near. “You are now in Greece and
the European Union”! As refugees disembarked, they were given food and water before being
transferred to Greece’s most notorious refugee camp.
This is Moria, home to over 12,000 people during the height of the refugee crisis. Described in
such flattering terms as the “Guantanamo Bay of Europe” and “the worst place on Earth”, Moria
was an open-air prison having all the signs of depravity – the stench of sewage, the spread of disease,
and the sense of hopelessness amongst those who had languished there for years. Moria was so bad
that some individuals actually volunteered to return to their home country despite having risked
their lives to arrive here.
Moria was an accident of birth, conceived hastily to stem the growing tide of migrants to Europe.
It was located on the island of Lesvos, the third largest in Greece and one of the oldest from
antiquity overlooking the majestic Aegean Sea and neighbouring Turkey. For more than 400 years,
Lesvos flourished as a port of entry to Europe and summer getaway for those well-to-do. More
recently however, it has served unwittingly as a refuge for thousands of people fleeing war, poverty,
and night patrols by the Turkish coastguard in search for a better life.
In 2020, Moria was burned to the ground. Twice. Its population was displaced and dispossessed,
many of whom still remain without shelter or legal status to this day.
Along the coast of Lesvos lies a graveyard of life jackets and broken boats from those who drowned
at sea.
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Despite Moria’s notoriety, you probably may not have ever heard of it or come to know the
harrowing stories of its inhabitants. Some of you who are fans of the Lord of the Rings series may
have mistaken it for the wealthy metropolis that shares its name. Imagine that, 12,000 voices
collectively voiceless.
I admit I did not know about Moria until I arrived there. In 2018, I embarked on a medical
mission to serve as an interpreter in the camp. Through language, I came to learn of the stories of
many of those who had called Moria home. I will share three of them with you today.
The first story is about language as a means for building trust.
“You are safe here with us!”, I yelled as I competed with the sounds of chatter around us. We had
sat under the baking sun in the “triage room” – a euphemism for an overcrowded outdoor space
sectioned off by makeshift dividers with plastic stools, kicked-up gravel, and nary a hint of privacy
or comfort.
Through the haze of that sweltering day, I had seen him wait nervously in line since dawn whilst
in incredible pain. When his name was finally called however, he sat silently unresponsive to the
nurse’s questions.
“There are Syrian spies here who will take me back”, the young man mumbled to himself in
Arabic, unbeknownst to everyone but me. “This is a jail”, he would insist as he looked around
paranoically at the barbed wire fencing and austere surroundings of the camp. I didn’t blame him
for thinking that actually - it was a rather draconian place. But as his interpreter, I sensed that his
issues extended beyond his physical pain - we needed to understand his plight.
“We are not Syrian spies”, I said to him. “I’m too clumsy and would be a terrible spy. And I don’t
even know how to speak with a Syrian accent”, I joked. He laughed and said “yes, you sound like
those old black-and-white movies I used to watch with my Dad”, in reference to my Egyptian
accent and the classic Egyptian movies that once dominated the entertainment industry
throughout the Arab World. Our conversation continued and he slowly grew disarmed. Over the
course of several days, we came to gain his trust – slowly and in small bits. He still believed that
the camp was a jail but ultimately came to see the clinic as a refuge.
I introduced him to his doctor and together, we looked him in the eyes, listened intently to his
story, and connected with him during his most vulnerable moment.
This 19-year-old man had his right leg amputated hastily below the knee following an air strike on
his home in Syria. He also had lost his pain medication after it fell whilst fleeing across the Aegean
under the cover of night. He had been imprisoned, tortured, and suffered from flashbacks that
were triggered by the appearance of the camp. He would often wake up in a pool of sweat and
urine after having vivid nightmares each night. His incontinence and emotional trauma were
sources of shame that he had not wanted to discuss with anyone.
By learning his story, we were able to advocate for his behalf with camp officials. He was ultimately
transferred out of Moria and resettled in Athens where he received the medical and psychological
care that he needed.
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This was medicine in its purest form – a crossroads of healing, listening, and advocating. And
language was the linchpin, weaving the patients’ experience into our practice and ability to serve
him.
The second story is about language as a means for humanising individuals.
Many have a preconceived view of refugees as downtrodden and destitute despite having never
actually met them.
Mohamed* quickly showed us how wrong of a view that is. Mohamed hailed from a solid middleclass family and was a successful electrician in his native Algeria. He was well-read and spoke three
languages (Arabic, French, and Berber).
Mohamed* suffered from diabetes and would come to the clinic regularly to check his blood sugar
levels. During our conversations, Mohamed would complain about the sweltering conditions
throughout the camp and lack of functioning air conditioning units. As an electrician, he could see
the air conditioning units operating but not blowing in cool air. We encouraged him to speak with
camp officials in the hopes of getting it fixed. “Inshallah”, he would say, the Arabic phrase meaning
“God willing”. “’Inshallah’ is a promise, Mohamed*”, I would say as we bid our goodbyes. He
would smile each time as we walked out.
A few days later, as I am walking into the camp, I hear someone yell, “Masry”! That’s the Arabic
word for “Egyptian” that Mohamed* would say endearingly in the clinic. I looked up and saw him
atop a ladder working on an air conditioning unit.
“I spoke with the camp officials like you had suggested and they said it would take weeks for a
technician to make the repairs. So I told them to give me the parts and I am doing it myself”!
And then there was Sarah, a fellow interpreter and former refugee. She returned to Moria to
volunteer after having resettled in Germany. During the course of my time in Moria, I came to
learn her harrowing story.
“My sister and I are swimmers”, she told me proudly during a rare break in the day. An
understatement to say the least as I would soon find out. She had a good life growing up in Syria
until the Civil War began when she was about 20 years old. She was in university at the time and
could not complete her studies because of the war.
In 2015, Sarah fled to Turkey with her then 17-year old sister, Yusra. They ultimately made it to
the Turkish coast overlooking Greece. A smuggler agreed to board them on a makeshift raft with
dozens of others, including a 4 year old girl.
During their journey, the raft began to take on water as the choppy waves crashed against it. Panic
spread as the fear of the raft capsizing and those onboard drowning grew.
Sarah and Yusra did what any swimmer would do in that situation, I suppose. They jumped into
the Aegean Sea, each of them holding onto a side of the raft. For the next three hours, these
incredible women swam guiding the raft to safety until it reached the shores of Lesvos. Fatigued,
they were brought to Moria wherein they stayed briefly before resettlement.
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Both Sarah and Yusra went on to do great things. Sarah is a human-rights activist and current law
student living in Germany. She volunteered for years in Moria as an interpreter in the medical
clinic and advocate for refugees throughout Greece. She has been featured in countless media
outlets and even participated in a TedTalk or two.
Her sister Yusra came to fame during the 2016 Summer Olympics in Brazil, wherein she swam
competitively for the Refugees Olympics Team. She now serves as a Goodwill Ambassador
UNHCR, the UN relief agency serving refugees, and is competing to qualify for the upcoming
Summer Games.
Medicine presents such a unique opportunity to know people for who they are – to understand
their life story and experiences. Through language, listening, and open dialogue, we have the
opportunity to learn a lot about our patients and, in turn, ourselves.
The third story is about language and maturity.
I had the privilege of working alongside exceptional human beings whilst serving those most in
need. Serving as an interpreter meant that I would need to translate not just the patient’s comments
but those of the nurses and doctors with whom I worked too.
My first day working in the camp was surreal. The line of patients extended as far as the eye could
see. We would see over 200 patients that day and there were just three Arabic interpreters that
day, including me.
This provided an opportunity to rotate amongst the medical staff. There were doctors from the
US, Canada, Denmark, Switzerland, Germany, and Greece amongst others. Each had their own
unique story about their passion for medicine and being a doctor. During my time in Moria, I was
inspired by their decision to leave their families and busy lives to serve a community that had long
been neglected by the world. To lend an ear to those who needed it, to provide a voice for those
who were voiceless.
It is through language that these experiences had a profound impact on my worldview. I began to
reassess fundamental questions about how best to spend my life in the service of others.
This reassessment was an unsettling exercise, as I had built a successful career as an international
lawyer. My childhood was shaped by September 11th and the conflicts arising internationally
thereafter. I believed that the law could resolve these issues effectively and help those most affected
by war and upheaval. At age 22, I attended law school, where I developed the analytical and
research skills needed to pursue this goal. I moved abroad, lived in three countries, worked in two
languages, and, by the age of 30, served as a trusted advisor who solved vexing problems on the
international stage. This is what I had always dreamed for. That was me.
I ultimately realized however that I am driven by a moral imperative to be on the front lines and
care for vulnerable patient populations. Those most affected by war and upheaval need advocates
not just in courtrooms and before magistrates but in examination rooms and before administrators
too. I was moved by a doctor’s unique ability to do so by connecting with patients and uncovering
intimate details of one’s life unlike anyone else.
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There is a sense of urgency in all of this. Millions of people lack access to adequate medical care
and millions more suffer from diseases that have reached epidemic levels. I returned home to work
in the Emergency Department of two hospitals serving local communities where I saw this firsthand.
Through it all, the doctor was there – to listen, support, and make life-saving decisions like no one
else could. This is how I wish to spend my life too.
As I reflect on my first year in medical school, I am reminded of the individuals I met in Moria.
On the importance of connecting with patients and digging deeper into their lives. Language
provides an inroad to doing that – to understanding their unique ordeals and listening to them
communicate in the way that is most comfortable to them.
I know the fast pace of the world and the clinics in which we will one day work dissuade us from
this. I am under no false illusion regarding the emphasis on numbers and efficiency and away from
individuals and taking the time to understand them. But whether it is through language or culture
or simple kindness, when we invest the time in our patients, we unlock sources of information that
are not only useful to our practice of medicine but indeed they also provide valuable lessons to the
way in which we practice our lives.
That was Moria. And this is me.
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Inpatient Orientation
Brennan Cook
Imposter syndrome impacts many medical students. It creates a feeling that their own white coat
belongs to someone else is filled with unmerited privilege, and is a tremendous weight to bear. I
felt all of these emotions, but in more ways than one, the weight of my newly unpackaged coat
really hit me.
In the days leading up to the start of orientation, I had been quite tired, and my muscles were
very sore. I had accredited this to a workout and expected it to resolve in a day or two, but to my
surprise my symptoms continued to worsen. The day I went to take pictures with my future
classmates for our virtual white coat ceremony, I found that I could not button the top of my
dress shirt and needed help from my roommate of just one week. I could not physically bend my
arms past forty-five degrees, as my biceps were too swollen. I was able to shimmy into my new
coat, and position my hands in my pockets so they would sit in a natural looking manner.
Somehow, I ignored the fact that my arms felt as if they had hot irons embedded under the skin,
but after an hour of outdoor, socially distanced, 100-degree, Hippocratic oath reading, I was
ready to pass out. Yet, I didn’t. Instead, I played another hour of ice breakers and name games
and telephone with my future classmates because I knew this would be my only opportunity to
meet any of them. Resilience is an important trait of a budding physician.
The next day, unsurprisingly, my arms were in immobile agony. They were stuck straight out. I
was forced to grasp pencils, cups, and anything else I needed by swinging my arms at the elbow
and adjusting my wrists at unnatural angles. The pain, coupled with my dark brown urine,
prompted me to visit the emergency department. Upon finding out I was a medical student, but
not knowing I had been one for only 24 hours, the emergency department physician decided to
quiz me on my condition. I was told that I was correct in diagnosing myself with rhabdomyolysis,
and that I was profoundly incorrect for not coming in earlier. Rhabdomyolysis can occur due to
crush injuries, electrical shocks, or in my case, difficult workouts coupled with extreme
dehydration. The proteins which allowed my muscles to contract were being released into my
blood, and my biceps were quite literally falling apart. The proteins were clogging my kidneys
and pushing them to the point of failure. A healthy person has a creatinine phosphokinase of
around 250 U/L, the average rhabdomyolysis patient hovers around 40,000 U/L, the serum test
used at this hospital goes up to 98,000 U/L, and mine was approximately twice the testable limit.
I saw many great examples of care during the course of my treatment. I appreciated my
nephrologist who came in each day to check on how I was feeling, tell me what my lab values
were, and then teach me what each was indicative of. I appreciated my girlfriend’s father, who
was a physician in a different department, making time to stop by before he left home and
sneaking me in an entire pepperoni pizza. I appreciated the nurses who helped me with IVs and
the phlebotomist who stole an extra pair of socks for me in exchange for a cookie. These many
compassionate, everyday acts by hospital staff made a difference in how I felt during my stay, and
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I realized that their strength of character was both something I deeply respected, and a goal for
me to aspire to.
I recognize that I had a diagnosis that was relatively minor and easy to treat compared to many
others, as well as my good fortune in leaving the hospital with no long-lasting negative effects. I
do believe that this was an excellent learning experience, and that spending the first week of
medical school as an inpatient has both shaped how I am viewing the material I am learning
now, and how I will approach the care of my patients in the future. I started medical school with
quiet apprehensions for what challenges becoming a doctor would bring, and I was met with
some unexpected ones during my opening week. I confronted them to the best of my ability, and
I learned more about what kind of doctor, and person, I want to be. Now, I am not saying that
my white coat fits yet, but I can at least put it on.
I can now physically wear my white coat and am working on making it fit better metaphorically.
Another comment: in the beginning, you mention in more ways than one that you felt the weight
of your white coat. You can briefly mention those ways again at the end: I was barely able to put
my arms through the sleeves of my white coat the first time I got it and wondered if I would ever
be able to easily put it on. Now, halfway through my first year, I still have some difficulty getting
my arms through those sleeves, but the weight it bears on my shoulders is slowly but surely
becoming easier to handle.
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World’s Apart, Sneakers Unite
Ranjitha Vasa
It was finally the day—the day, I had played in my mind since I felt that freshly ironed
coat lay on my bare shoulders. I never thought I would be seeing my first patient so soon. I
barely had two months of school under my wing, and all I could offer to patients was a smile and
reassuring nod. Well, at least I knew how to take the body temperature and weight with the same
confidence I had making a killer bowl of cereal and milk. Joking aside, as I made my way to the
student-run clinic I couldn’t help but reflect on why I had committed myself to medicine in the
first place—that is, to motivate people to own and understand their bodies better. However, I
kept thinking about running back to my car and driving away, wondering if this was all a
mistake—I wasn’t ready to see a patient just yet! What did I do to deserve this honor, the
opportunity to serve as the welcome party to those left behind from quality healthcare? To calm
myself down, I kept replaying my interactions with my own physicians, trying to remember their
quirks, their mannerisms that made me comfortable. I tried to channel these emotions, focusing
on what I could possibly adopt from them. A warm smile, eye contact, and of course that firm,
yet welcoming handshake.
As I opened the clinic door, I was immediately comforted by other first-year medical students;
their excitement, anxiety, and contagious desire to interact with our first patients was palpable.
After signing in and meeting my team, I was quickly reassured that the role I would be taking
was designed to ease us into medicine, a world that we would soon live, breath, and thrive in. But
as we were called to meet our patient, the confidence I was feeling mere seconds ago quickly
dissipated, I could feel each of my steps sinking into the ground. My self-doubts turned to
nervous sensations that began to creep through every nook of my being.
And then I saw him.
Surrounded by what looked like a rainbow assortment of bags, he carried all his
belongings with him. He was wrapped in a full-body black parka, with a frayed Yankees hat
capping off his lived- in aura. The minute he turned around to face our team, I started to feel
calmer. His accent paralleled those of my parents and grandparents—I felt like I was taking care
of my own.
Family of his own willing to help or a stable occupation. Seeing him in this condition,
made me think about my own family and my own relatives back home. Helping this patient who
resembled my own kin, made me think of the sacrifices he along with millions of other Indian
immigrants made in order to cultivate a better life on the opposite side of the world. For my
patient; however, the promises of this land have failed him, and I had to lift him up. Then, I
looked at his feet. We had the same sneakers: Nike Air Force 1’s. Though his were speckled with
dirt and years of wear, this was yet another thing binding us together, I felt that I was in charge
of taking care of my own. Suddenly, those doubts of my incompetence began to fray. “I got this,”
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I thought to myself. After, taking a deep breath I shook his hand and was more than ready to be
part of a team designed to help him with any and all of this healthcare needs.
Something as mundane as sneakers, connected me to this patient and served as a
springboard to help me break down those barriers I put for myself before starting the encounter.
However, these points of familiarity, such as the sneakers, are what bind us not only in a patientphysician relationship, but also as humans. We should not be afraid of talents and knowledge we
do not possess yet, instead we should embrace what we already have--what we bring to the table.
As novice students of medicine, we must not forget that we were chosen to be here. I am sure we
will doubt our abilities at every stage in our careers; however, finding that common ground with
future patients, whatever that may be, and with each other will make our lives and medical
careers more fruitful.
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An Uncertain Future
Angelo Chaia
Nothing feels as secure as a hug from my grandmother. Finding strength within worn bones
provides a warm security unlike any other. I used to take that strength for granted, but I’ve since
found that frailty in age has no power over perseverance. Much to my surprise, I would find such
strength from two spirited souls in a HemOnc clinic.
“Ah, you look much too young to be a doctor.” Her piercing gaze stripped away my white-coat
armor immediately. It was oddly comforting—I was let off the hook.
“Guess I’m lucky to not have grown any gray hairs after only a couple months of medical
school,” I replied. After introducing myself, I placed my hand out for a handshake. Old bones.
She was the patient’s mother. I turned to the patient. She introduced herself as Emily.
“Would you mind if I accompanied Dr. X during your appointment?” I sheepishly asked Emily.
She obliged with trepidation. I realized my anxiety was affecting her. Relax. I cleared my throat
and thanked her wholeheartedly.
The normal ritual began, as Dr. X had predicted in the hall. With mild difficulty, Emily moved
from her chair, walked to her purse with a shuffled gait, and retrieved an enormous stack of
papers. I looked at Dr. X’s face; though such a patient could prove a nuisance to physicians, he
offered a surprising tone: “And what do you have for me today!?” Emily chuckled and handed
him a portfolio resembling a tome. New blood work. Three echocardiograms. He takes a quick
glance, pulling out salient information. Meanwhile, a flurry of questions and pleads from both
Emily and her mother.
“I feel new nodules around my thyroid.”
“Please doctor, tell her good news.”
“I wasn’t able to get that ultrasound after all of these heart issues. When should I get that done?”
“Everything is normal right, doctor? The cancer is being controlled, yes?”
Dr. X resolved Emily’s fears, explaining each result in simple terminology. He turned to the
patient’s mother, reassuring her optimism that he had no reason to believe that Emily will need
to continue radiation and chemotherapy for much longer. He briefly turned to me and smiled.
The two women showered him in praise. The doctor let out a laugh and looked down, shaking
his head while turning to the computer momentarily.
“Would you mind if Angelo was present for your physical examination?” the doctor asked,
gesticulating over his own chest region.
“No, not at all,” she replied with reserve.
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We exited into the hallway for the patient’s privacy. I was shocked to hear the doctor’s next
choice of words.
“It’s so difficult sometimes. Hearing all of that,” he whispered to me, in confidence.
Confusion furrowed my brow. He had done what seemed impossible: diffusing a ticking timebomb of fear in both the patient and her mother. He explained, “You know, all of that
embellishment. It’s hard. They think it’s nice, endearing. But I already have enough pressure as it
is. Oncology has changed so much.” Before another word could be said, it was time to enter the
patient’s room. My chest became slightly tight—I felt bad for him. I could not imagine the
pressure of being an oncologist when every day is a chance to tell someone that they have that
terrifying word – cancer – while not being able to relish in moments when you’ve defied the odds
and tamed the beast.
The patient’s chest was loosely covered by a gown, falling flat against her skin. Upon
examination of the patient’s chest and axillary region, I was told that this was the typical
presentation following a double mastectomy and axillary lymph node dissection. A smooth,
thickened scar spanned across her chest. A gruesome necessity. I kept my eyes on the patient’s
scar and surrounding skin, avoiding eye contact, watching Dr. X complete his examination. He
continued talking to the patient about this and that — her daily activities, hobbies, and
relationship with her mother. He quickly wrapped up the visit, wishing the patient and her
mother well until their next appointment. I thanked the patient and her mother for allowing me
to be present during their visit. Then, Emily’s mother spoke directly to me.
“What you need to do is look. Listen. See for yourself what the doctor sees. You won’t learn
without seeing everything with your own eyes. Listen to everything he says and do as he does.
Give patients good news. Make their days better.”
The patient spoke, offering similar sentiments. “Good luck with everything in the future,” she
said. A genuine smile. I only focused on one word. “Future” lingered in my mind, and I
pondered it’s meaning.
I recently learned, through a leadership personality test, that I was particularly skilled in
adaptability. In essence, I was told by an algorithm that I am able to live in the moment.
Admittedly, I rarely give much thought to the future, concerning myself primarily with current
objectives and satisfaction. At the time, it felt completely absurd. How can I make a lifelong
commitment of treating patients without thinking objectively about my future? And what about
the patient — how does she think about the future? What does adaptability mean when a person
has stage III breast cancer status-post bilateral mastectomy and lymphadenectomy? How difficult
must it be to wish a stranger luck in the future when her constant fear revolves around that
loaded word? Future. And with it, Mortality. Apprehension. Permanently scarred, losing a part of
yourself only to be left with unremitting cancer. Cancer. Who am I to not think about my future?
Before leaving the room, the patient stepped down from the examination bench, reaching again
for my hand. However, this time, the hand pulled me in further—a hug. I could feel the space
between our chests followed by the tough underlying scar tissue. Strength. Frailty in a body, in
66

the physical, has no power over strength in spirit. Breathe. I stepped back and thanked her again,
leaving the room.
Does the future trouble me? Yes. I do enjoy living in the moment. But perhaps my carefree
persona sometimes acts as a secondary defense mechanism—you can’t worry about the future if
you never think about it. I realized today that, as an aspiring physician, an aspiring “Dr. X”, I
would be entering a profession where the future means just as much as the present. As a
physician, it will be my duty to aid others in the preservation of their present and the
continuation of their future accompanied by comfort and good-health. It will be my duty to listen
to the feedback of my patients—to endure not only the occasional complaint, but the rare
moment of unrelenting praise, as well. Being a physician means stifling insecurities in the present
and reflecting on them in the future so as to not be distracted in a patient’s room when they need
my attention the most—it will mean responsibility to not buckle under such thoughts, but to
grow from them and provide excellence in care that all those in times of crisis and uncertainty
deserve.
I do realize that I will not be able to make every patient’s day better—I will certainly not always
be the bearer of good news. But I can guide each of them on the path towards healing, working
together for a future better than the present. I will rarely have much control over the timeliness
of breaking bad news, but I will have the awesome chance of leading towards an “I’m happy to
say that you seem to be in remission,” or “the mass luckily looks to be benign,” or even
“congratulations, it doesn’t look like you’ll be needing to see me for a while!” Most importantly,
all of these skills will come with time. If there’s anything to remember, it’s this: the path towards
becoming an excellent physician is demanding, but the path you are on now is the right one. And
like Emily and her mother, strength can even be found in times of unimaginable uncertainty for
the future.

67

Medicine as a Language
Elizabeth Ginalis
They say that medicine is its own language. Throughout their four years of medical
school, students learn a completely new vocabulary similar to learning a language. However,
with new language, comes translation. Every encounter with a patient requires this medical
translation – using words like “shortness of breath” in place of “dyspnea” when asking patients
about their symptoms. Once the patient’s symptoms and history are elicited, this language is, yet
again, translated back when writing our patient H&Ps and presenting the information to our
colleagues. Throughout my second year of medical school, I have appreciated how challenging
this translation of the medical language during the patient-physician interaction can be in itself.
However, as I learned in one of my clinical encounters during my second year of medical school,
this is complicated even further when the patient’s primary language isn’t English.
My attending physician and I were getting ready to see the first patient on the schedule
for the day. When we entered the room, she was sitting nervously and cradling her right arm
with her patient gown accidentally worn backwards. With a Hispanic accent, she described the
aching in her right shoulder that began after pushing around heavy furniture and her inability to
use, or even lift, her arm without experiencing excruciating pain. She was then sent for an MRI
down the hall, which confirmed a torn rotator cuff. After examining the images, the physician
and I entered the patient’s room again to describe the findings and counsel her regarding
management. The physician displayed the MRI, naming the muscles and tendons shown on the
image, describing the mechanism of her injury, and detailing the surgery that would fix her
shoulder. While the patient was able to communicate in English well during the initial encounter
prior to the MRI, she now looked at the images puzzlingly and hesitatingly nodding in
“understanding.” In the end, the patient agreed to have the surgery, and the physician exited the
room to collect the appropriate paperwork.
While alone in the room with me, the patient remained apprehensive from the encounter
and uncomfortable from her pain. I took the seat next to her and asked her in Spanish how
painful her arm was in that moment. She was immediately relieved and reached for my hand as
she squeezed it and cried out describing the pain. When I asked her if she understood what the
doctor explained, she replied that, although she understands English well, she lacks the medical
vocabulary necessary to follow what the physician told her. Utilizing my Spanish medical
vocabulary, I explained that the pain was coming from a tear in a part of her muscle in the
shoulder that surgery could fix, but she needed to rest her arm until then. This conversation
translated the physician’s medically technical explanation into a simple one in the patient’s
primary language without complicated medical terminology. After answering the patient’s
remaining questions, she smiled and squeezed my hand one more time stating how grateful she
was for this conversation.
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As medical students and future physicians, we live in these two worlds of language: one
amongst our colleagues filled with medical terminology and a second with our patients composed
of simple, everyday language. Often, we merge these two worlds together with the ones of our
patient’s primary language as well. It is a unique and, at times, challenging task requiring skill
gained from practice. While it is undoubtedly essential to master the medical language as
students, it is the corresponding translation during the intimate patient-physician interaction that
provides comfort and strengthens this relationship. Without it, we fall short of providing our
patients with the level of care they deserve.
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Mastery of Craft
Eric Heckelmann
Until relatively recently, medicine was more art than science. Like a carpenter, painter, or
sculptor, physicians of old often had their own styles and signatures that governed the care
process, and inherent biases to go with them. Since then, medicine has thankfully moved away
from anecdotal evidence and questionable tonics, and towards peer-review and transparent drug
labels. Some say that due to the rise of academic medicine, the art of medicine is now dead. In
the modern era, we have data that proves certain treatment protocols as objectively superior to
others without much room for interpretation. It would be an egregious disservice to patients to
disregard this evidence in the name of art. Yet to claim that medicine no longer needs art is to
overlook the traits of a good physician that cannot be obtained by reading the latest evidencebased articles.
I recently shadowed a pediatric orthopedic surgeon for an off-site visit. In appearance, he
was the quintessential orthopedic surgeon: tall, clean-cut, and solid in frame. It was his masterful
presence, however, that I was most impressed by. After some introductions, we immediately
started seeing patients. En route to the first room, he briefly shared some strategies that helped
him effectively interact with pediatric patients. For example, when seeing very young patients, he
addresses the parents first instead of immediately speaking directly to the child in order to build
trust and prevent the child from shutting down.
Throughout the visit, he consistently made the patients and their families feel at ease,
despite bringing two medical students into the exam room and explaining physical exam
maneuvers to us as he did them. I realized that even though he directed the explanations to us
and used some medical jargon, it was likely comforting to the families to hear the purpose of each
procedure. However, this could have just as easily been an uncomfortable experience for
everyone involved if led by a doctor that wasn’t confident in his own level of mastery. A physician
at ease puts a patient at ease.
In medical school, we are taught about pathophysiology, treatments, and even how to
deliver patient-centered care. Indeed, this surgeon embodied patient-centered care in his
interactions, such as when he seamlessly switched to speaking fluent Spanish for a patient that
spoke English but preferred Spanish, and when he personally helped a patient’s mother schedule
his follow-up visit around her new job. Yet his confident presence is something that cannot be
taught in a classroom. It is an intangible trait that is developed with practice, but is also innate to
a degree. Of the diverse personalities that medicine attracts, this trait seems to be a common
unifier in those that succeed in the field. Mastery of this craft entails more than just knowing
journals and drugs. The value of a comforting, confident presence is unmeasurable.
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Ageusia
Erica Concors
The entire month of November was yellow.
Not soft yellow, like an oil painting of a lemon tree hanging in your Dentist’s office.
Yellow-yellow.
Like looking directly at the sun
The kind of yellow that clings to the little hairs in your nostrils and surprises you four months
later in the middle of a conversation about another friend of yours who got engaged while your
head was trapped inside a textbook.
It’s not easy to face what we really are
under all that skin and pretense.

So, you avoid scrambled eggs.
You avoid your family.
You think this helps.
Sometimes it does.

December was royal blue: Tide detergent and discount body wash.
I tried to scrub the smell of you away,
But my hands knew what I had done.
They carried their history with them.
They practiced life and death and what comes next,
Ten rays of light pouring into the dark abyss
Illuminating the chasm/cavity between us.

January came for me with muted white expanse
Like cotton-balls stuffed in your ears, the snow absorbing all the sound
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Until even the moths feel lonely.
I tried re-entering the land of the living.
But you can’t avoid all the foods that look like dissected flesh (even a peach will turn against you
in the wrong light).
So you become an expert on eating with the lights off,
And eventually another friend gets engaged and you have to call them back and say
“Congratulations,” even though you could still see the indent on the half-intact ring finger you
cut into last Thursday.
And when your friend asks you what’s new, you don’t say, “I’m eating meat again, but only
hidden between two slices of bread.”

And suddenly it’s April fifth,
You’re eating two eggs (over-easy)
And laughing at the joke your mom just texted you
Even though it was bad.
When the rain comes that spring,
warm with redemption
You can’t help but notice the reds, the greens, and all the rest.
Tiny fractals of light pouring through the droplets.
All those colors
But you are nowhere else. You are here.
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Medical Student’s Disease
Gregg Khodorov
Medical Student’s Disease: a condition frequently reported in medical students who
perceive themselves to be experiencing the symptoms of a disease that they are studying.
It’s real. I first heard about it during medical school orientation—it was passed down as
an urban legend—a cheeky story handed off from the second year students as they showed us the
school, explaining that we would spend exorbitant quantities of time learning each and every
nuance of the human body as we made the slow, deliberate transition from students into young
physicians. I am sure their orientation guides told them a similar story about Medical Student’s
Disease, and how someone’s cousin who was a first year medical student at a different school had
a stroke just as he was learning what a stroke was in class…
Then, five months into my first year of medical school, hours after dissecting a cadaver’s
heart, I find myself in an urgent care facility for a tight chest and some trouble breathing. As the
automatic blood pressure cuff inflates, I half-jokingly explain to the nurse that I have a feeling it’s
just a mild case of Medical Student’s Disease, and that I have become, as of late, acutely
cognizant of my heartbeat and my breathing.
This awareness has recently heightened, as I have just learned about the importance of
atrioventricular pressure gradients in correctly directing blood flow through the heart and body. I
tell her that since starting our new cardiovascular unit, what I have found most fascinating is the
role of high and low pressure baroreceptors (literally pressure sensors in your body designed to
read and report any slight changes in blood pressure to your brain) in maintaining proper blood
flow throughout our various daily activities.
The nurse does her best to sound interested in what I’m saying, and then looks at my
blood pressure—144/80. She proceeds to inform me of another condition, called White Coat
Hypertension, in which patients, upon entering a healthcare “white coat” setting, exhibit higher
blood pressure than their normal metabolic rate simply as a result of the added stress of a clinical
environment. Meanwhile, I am trying to process my high blood pressure—I have never been one
to deviate far from the normal 120/80. The doctor comes in and asks me about any family
history of heart conditions. Knowing this question is part of a standard medical history
questionnaire, I am happy I texted my parents earlier in the day, collecting a full list of heart
conditions on both sides of my family.
The doctor asks me if I have recently experienced any increased stress. To this, I simply
reply, “I’m a medical student.” He smiles gently, and nods, asking me to breathe deeply as he
listens to my lungs. I breathe deeply, but only until I feel his stethoscope deviate from my lungs,
as he repositions in order to listen to my heart sounds, an exam maneuver I have learned earlier
in the week. I recognize the pattern of the stethoscope moving on my chest to listen to the four
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valves of the heart: Aortic, Pulmonic, Tricuspid, Mitral (APT M, or “Apartment M” is a great
mnemonic to remember which sound is which).
The doctor leaves, telling me he will be back after a chest X-ray and EKG are done to
further analyze my heart. The irony of my having skipped the 3-hour EKG lecture earlier that
day suddenly fills me with the endless regret of not having worked hard enough this past week (a
feeling which I am confident every one of my classmates has battled on more than one occasion).
I call after the doctor, asking, “I’ve been taking calcium supplements lately, I’m wondering if I
may have messed with my cardiac contractility…” (I recall the lecture in which we discussed the
importance of calcium in allowing the muscle fibers of the heart to contract properly.)
He turns at the door, replying, “That’s no problem, that’s fine.”
Upon walking into the X-Ray room, the technician asks me to stand with my chest facing
the board. I tell her I cannot wait to see these images. She asks if I have ever had chest X-rays
done on me before. I reply, “I think I have, but definitely not P-A images like this”. She doesn’t
respond, and I wonder if “P-A” is even a clinically relevant term, or if this term for the position of
the body between the x-ray and the film--which I learned only a month before-- was already
somehow outdated in real clinical practice. I hold my breath and stay perfectly still as she takes
my picture with her fancy X-ray camera from multiple angles. I really want these to be the best
X-rays I have ever seen.
As I peek over the doctor’s shoulder to see my near-perfect images, he coyly asks, “Well,
what do you see?”
“That’s a heart, alright,” I reply, not noticing any major indicators, and too proud to
reveal my ignorance.
The doctor glances over at my EKG, and tells me plainly, “Your EKG has some PR
depression and mild ST elevation, usually consistent with pericarditis, a fluid accumulation
caused by inflammation of the pericardium—most likely caused by a viral infection. It sounds
like it’s pretty acute for you, since it’s only been a few days. Sometimes, if it’s severe, you can
drain the fluid, but I doubt if we tapped your pericardium, we’d even find any fluid. Some
Motrin for a few days and you should feel better.”
“Is Advil okay?”
“Yes, Advil is fine.”
Pericarditis… The day before, I had cut the fibrous pericardium surrounding the heart
with scissors, as my classmates pulled on the tissue with forceps, for traction.
Before leaving, I ask him to repeat slowly what he noticed on my EKG, so I could write it
down and come back to those words after catching up on my skipped lecture.
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To My First Patient
Julia Zheng
A Dedication to My Anatomy Lab Donor

I don’t know your name.
You are a highway of wrinkled, sun-kissed skin that has to be navigated to reveal the
secret tunnels of nerves that travel down your arm, wind around your capitulum, and burst into a
series of firework like beauty in your palm. What has traveled up and down those roads? Perhaps
you’ve stroked your child’s hair as they fell asleep in your lap, felt the tender touch of your loved
one playing with your fingertips, danced over the well-worn keys of the piano that has been in
your family for generations, your mellifluous voice a staple of every family gathering.
I’ve been struggling with a more memorable and less trite way to say “your face has been
burned into my memory” so instead I will describe the ways in which your ephemeral presence
under our care has left me with more questions than answers, answers I wish I could be there to
listen to. Who was the last person you saw with your beautiful eyes? You must have loved them
fiercely and ardently because your last expression was one of serenity and tranquility; it was the
expression of the sun kissing the mirrored surface of a still pond.
Would you have minded that we saw you with your hair shaved? Perhaps you were one
of those women for whom red-lipstick and high heels were a pantry staple. Or perhaps you were
one of those women whose quietly rebellious attitude manifested itself in closely cropped hair.
Either way, when I stroked your hair, I was surprised to discover I felt an instant bond with you.
I looked into your chest and held your heart in my hands.
It lay nuzzled in my gloved hands, delicate, like a gently spun glass dove. This moment
gave new meaning to the phrase “a heart of gold”. What a frightening and privileged moment it
was to hold this part of your soul. Who did you give your heart to? Who gave you their love?
What passions in your life made this organ beat with the intensity of drums? Who was the last
person to put a stethoscope to your chest? More importantly, who was the last person to lay their
head on your chest and listen to the steady lub-dub, lub-dub, sonorously echoing into their ears?
It is true that doctors have the power to influence all three tenses of a patient’s life: past,
present and future. As for you, my dear, we will never know what colored the landscape
of your past. But, your “was” became “is” again for a brief moment in time; your “is” became
our gift of “was”. I hope that we did your present tense justice. Your past lives in on our future.
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She was my first patient. I don’t know what she saw in her life, the experiences she lived
through, why she donated her body, or how she would have felt that we have seen into her
deepest depths in a way that no other person previously had before. But I do know that power is
not correlated with size. Even the smallest journey shapes this world, and to my first patient, I
owe you the world for allowing me the powerful privilege to teach me on the final leg of your
life’s journey.
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Type 1 for an M1
Keith Diamond
The “90/10 Rule”: Life is 10 percent what happens to you and 90 percent what you
make of it.
After years of hard work, I was thrilled to finally be enrolled in medical school. My
friend’s father, Dr. T, jokingly forewarned me that he was afraid to waste time even to go to the
bathroom during his overwhelmingly busy first month of medical school. Needless to say, I
entered my first semester anticipating a lot of studying and a lot of stress.
Dr. T was right. The first few weeks of medical school were certainly intense. Material
that I was supposed to understand accumulated faster than I could learn it. Still, I made sure to
exercise, do yoga, cook and eat healthy meals – frankly, to take care of myself.
Despite all of my self-care techniques, after a few weeks, something just didn’t seem right.
I stepped on a scale and discovered that I had lost twelve pounds in just one month. I was eating
well, I was exercising, and I was getting adequate sleep – so this, literally, did not add
up. Moreover, despite drinking sometimes copious amounts of coffee, I could neither focus nor
stay awake through a single lecture. I felt like I was falling apart from the inside out.
The weekend before my first final exam of medical school, I decided to see a doctor,
hoping to be reassured that my physical symptoms were simply a manifestation of stress. With
that diagnosis, I was sure that I could make myself relax and combat my ailments.
It was not that simple. When the nurse heard my symptoms, she asked for a urine
analysis.
Shortly after the test, the doctor came in and told me that my urine analysis revealed a
high sugar content. I countered, “I just ate breakfast,” but the doctor didn’t bite. He quickly
replied that my glucose was much higher than it should be, even after a meal. To confirm his
initial analysis, he then tested my blood sugar, which measured 374 mg/dL.
The doctor looked at me very somberly and told me that I had diabetes. He then excused
himself from the room to fetch the grocery list of prescriptions I would soon need. Just like that,
the ball was dropped.
As I sat in the exam room, my mind was racing through shock, denial and admittedly
some panic. I started Googling life expectancy, co-morbidities, and other associated risks with
diabetes. I was thrilled to find that I was now at an increased risk for stroke, heart disease, liver
failure, limb amputations, and many more complications with my newly discovered condition. I
was alone in that room for what felt like an eternity.
The doctor returned with a mountain-sized pile of papers and a list of prescriptions that
seemed endless. I needed insulin, lancets, a glucose monitor, needles, alcohol swabs, and test
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strips. He gave me phone numbers for dietary counselors and an endocrinologist. He gave me a
second set of prescriptions for blood tests that I would need including an HbA1c, lipid panel, and
c-peptide… it went on and on…
While he was explaining the gauntlet of things I needed to do, I felt like I was in a Charlie
Brown episode. The doctor was just saying “blah, blah, blah”, and I was not registering any of it.
Not a single word. I asked him to repeat the instructions two more times, and then practiced
reciting them back to him. The doctor was very patient. I must have been nodding blankly,
because he gently added, “I don’t know how you feel right now. I’m sure this is very
overwhelming and I’m here to help in any way.”
It all hit me when I left the doctor’s office. I walked in circles, dreading the phone call
with my parents. My mom picked up and said, “Hi Keith! Excited to celebrate your birthday
tomorrow! How is everything? Good?”
“Actually Mom? No. Everything’s not good…”
My dad joined the phone call, and I began to regurgitate the sequence of events. During
our conversation, I was swept up by the volume of my tasks and the uncertainty of my future. My
mood snowballed into a fusion of anger, shock, frustration, anxiety, and fear.
Though my parents were definitely surprised, they calmly told me that we would find a
great doctor and that everything would be okay. All I wanted to do was to ignore this
unfathomable discovery and bury myself in studying for my upcoming, ever-so-important, exam,
but I couldn’t – not yet.
Fortunately, Dr. T put us in contact with an endocrinologist he trusted and my mom,
dad, Dr. T, and myself, joined a conference call with this specialist within an hour. The doctor
explained the procedure for administering insulin, elaborated upon what I was allowed to eat,
and quieted our immediate concerns. We were delighted to hear that he would make time to see
me early the next morning.
It wasn’t until after we hung up with the specialist that I could finally take a deep breath
and slow the spinning of my mind. This single telephone conversation served as an anesthetic to
both my parents and me, and after my appointment the following Monday, I actually felt
empowered. My endocrinologist’s words gave me confidence that while diabetes presented a new
obstacle in life, I could choose to view my diagnosis as a challenge rather than a burden.
I am fortunate to have a condition that I can manage and treat, but I know that there will be
difficult moments. Since last September, there has not been a single day, not one hour, when I
have not thought about either my blood sugar or the limitations that my condition may present.
While I will not allow diabetes to define me, I know that I must be mindful that a chronic
condition like diabetes demands 24/7 adherence to medical and dietary planning. Patients like
me need to be responsible for our own health; we need to pay attention to our bodies to optimize
our well-being.
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In the context of such an emotional turn of events, I was truly grateful for the opportunity
to be in medical school and to become a physician who, like my endocrinologist, tends to the
emotional and physical challenges of his patients. My experience as a patient reminded me of my
power as a future physician. Beyond writing prescriptions and performing procedures, I will be
able to support patients facing difficult diagnoses and to give them the tools they need to manage,
if not overcome, their conditions.
With the perspective of a busy medical student who must manage a chronic disease, I will
better relate to my patients who must adhere to new treatment plans while continuing with the
rest of their lives. As a result of my personal experience, I can understand the shock of an
emerging diagnosis, and I will be sensitive to the guidance my patients may need.
I hope to teach my patients that life is determined only 10% by what happens to us and
90% by what we make of it.
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It Doesn’t Just Click
Kristina Kelvy
One of my first visits to our family-oriented community health center was in November. I
was rotating there for my assigned first-year offsite visit to work with a pediatrician. The major
goal of these offsite placements was to introduce first-year medical students to taking histories,
interacting with patients, and working with attending physicians and a health care team.
That is why I was there on a rainy cold November evening, still brain-battered from an
anatomy exam two days prior, facing my pediatric patients’ parents that were looking to me for
answers. No, they were looking to my white coat for answers. What was causing their daughter’s
asthma to act up now? What could I do about a wound that wouldn’t heal on their child’s leg? What was the best
way to get more vegetables into their children’s diets when they work most nights after working all day?
There must be a word out there for the overwhelming terror and excitement that comes
with doing what you’ve wanted to do your entire life and having absolutely no idea how to do it.
When I started medical school, I thought interacting with patients would be the easy part. I love
talking to people and it is a privilege to hear their stories. However, in this moment, while I
wanted to help the patients and their parents to the best of my ability, I had very few skills to
work with. I only knew two-thirds of our anatomy course, I didn’t speak Spanish, the
predominant language of my patients, and I had no sense of the factors that led to the
progression of illness in these patients’ lives.
On that night in November, I had only potential. Some weird summation of all the pieces
of my life led this medical school to take a chance on me. They believed I had the desire to
improve my skills and that I just needed education and guidance to develop into a capable
physician. It seemed like a long shot. Three months into this journey and I walked away from the
clinic that night wondering when would it all click – when I would stop feeling so inadequate in
the face of my patients’ questions and faltering under the expectations of my white coat.
Turns out, it really doesn’t click as I thought it would. I learned this on a sunny Saturday
in April, as I walked out of the clinic after another pediatrics rotation. I followed my attending
that day from room to room when she suddenly paused before knocking on the door of our fifth
patient. “If our patient is okay with this, I’d like you to do the history.” Before I could respond,
she knocked and entered. After a quick conversation, the patient’s mother agreed to speak with
me first and we left the room. Back in the office, my attending handed me a guidelines sheet and
the interpreter number should I need it. She gave me a few tips and sent me in.
I knocked and entered. I sat where my attending normally sat, smiled, and apologized for
my shaky Spanish. The patient’s mother apologized for her shaky English. We began – and I
learned. I learned about his recent emergency room visit for an ear infection. I learned he listens
well to Mom and Dad, and that he has made friends at daycare. I learned that he may be the
only kid I’ve ever met who likes broccoli more than chicken nuggets.
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As I learned each additional facet of his story and their lives, I was checking boxes in the
back of my head. Their community has fluoridated water; no multivitamin with fluoride needed.
Check. He brushes his own teeth and dresses himself. He can identify colors and knows his name
and age; shows good developmental progress. Check. He gets outside to play at daycare and has
a couple hours of screen time a night. He likes riding his bike; make sure he knows how
important it is to wear a helmet. Check.
When I ran out of questions and my guidelines sheet stopped giving me clues, I thanked
them and told them I would return with my attending. Then, for the first time, I presented my
patient. I highlighted everything I had mentally checked off, I raised questions about issues I was
unsure about, and I gave my attending a list of talking points I thought were worth following up.
When I finished, she had one more question: “How confident are you in your history?” I
asked her to clarify. “Can I base the rest of our visit off your work or would you like me to start
fresh? It is okay either way, but if you feel the patient’s care would be better if I started over...”
I thought for a second. “No, we can proceed from here.” We continued the exam.
It took me twice as long to take the history than my attending took to take a history all
day. The attending identified a few questions and follow-ups I missed – clearly, I wasn’t perfect.
Things did not just click sometime in the four months from November to April, but on that day, I
realized I had a few more skills than I did before. I had fewer feelings of inadequacy dressed in
the shoulders of my white coat. I still have moments of overwhelming terror and excitement.
Only now, when patients look to me and my white coat for answers, I realize how hard I am
willing to work and how hard I have already been working to get those answers. I will not wake
up one day and realize everything has clicked. I will wake up every day to realize the little bit of
knowledge I gained each day before will accumulate and help someone new tomorrow.
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Word Surgeon
Michael Enich
While in the anatomy lab, there were a few tools I used to make it through. There were
the physical ones, of course— scalpels, scissors, hemostats and "Grabbies" as I called them—and
the more subtle verbal ones I learned along the way.
I likened anatomy to surgery at the time and surgery was the one specialty I always ruled
out; when we switched lab groups at the beginning of a new set of dissections, I dutifully
informed my new teammates of my intention to become a psychiatrist and warned them that this
“word surgeon” would most likely get in the way more than he would help.
The first time I shadowed in an operating room was for a valve replacement. One early
morning, I essentially broke into a Post Anesthesia Care Unit (with permission) by stalking a
scrub nurse through the locked door. Once infiltrated, I began the familiar pre-med ritual of
sitting in corners until someone noticed me and cared enough to push me off to another corner
(of someone else’s jurisdiction). Eventually this dance got me in scrubs, with the patient, into the
Operating Suite and on top of a stool. Once there I was told 1) to not cross the curtain and 2) sit
on the floor if I felt faint ("There's only room for one sick patient in this room, sweetie!"). I
dutifully stood there for six hours without moving, eating, peeing or passing out because I was
afraid any move I made could kill the man on the table.
I will take this obligatory moment to say yes, it's pretty incredible to watch a heart stop,
get cut up, sewn up, and start up again.
I, personally, do not feel as though it was worth standing for six hours to watch. Smelling
burning flesh, hearing cracking bones and feeling the jittery edge of stillness waiting for a heart to
start again was enough emotional turmoil for me.
Give me, instead, the delicateness of well-crafted sentences, the locked door of words a
patient can craft and the key of phrasing that can unlock them.
With this experience in the back of my head, I acted as my lab group’s charmer. I read
the dissection instructions every night before lab, absorbed nothing, and (graciously) relied on my
partners to guide me through the pile of knowledge that is a human cadaver.
I will take this obligatory moment to say yes, it’s a pretty incredible honor to dissect what
was (or is, or once housed) a human being.
I, personally, do not feel as though anyone could have prepared me for the gross-ness of
it. Smelling preserved flesh, physically cracking ribs and feeling through layers of skin and fascia
purveys information and is awesome (in the traditional sense) but also makes for strange dinner
conversations. Getting to know the intricacies of humanity like this made it hard to interact with
other living humans. Not knowing what else to talk about one evening, I told my non-medical
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school friend Hannah that I sawed a human head in half that afternoon. She responded with
“Why on earth would you tell me that?” I realized some days’ stories were off-limits to outsiders.
These thoughts and experiences left me with an emotional cocktail of awe, discomfort,
freedom, humility, ignorance and confidence. All I knew leading up to a given dissection was that
I knew nothing. At the table I could feel that what I valued in humanity (and also in medicine)
was gone; there were no conversations to dissect or string back together again. In a strange way,
because I could be confident that this person was gone I gave myself the freedom to do what many
other of my classmates were afraid to: I made the very first cut. I pulled the skin off of hands. I
“bifurcated a skull”... in two planes, nonetheless.
At the beginning of the course we were told that we would all have at least one “moment”
where we were smacked with the absurd reality of dissection. I interpreted this as having a
moment where we would be reminded of our own mortality and acutely asked to grapple with it
silently in front of peers, at strange intervals-- when you noticed, for example, that her nails are
painted or saw a patch of hair on what is left of someone’s scalp.
For me, this came when I had a bone chisel in one hand and a hammer in the other. The
jittery edge of the chisel was momentarily still and positioned at a right angle to the cadaver’s
spinal column. My group waited. With one strong, decisive thwack I cracked the lamina. I heard
the sound of bones breaking at my hands for the first time. I felt both how much force it took and
how easy it was with the right tools. I peered into the incredibly thin layers of dura beneath.
As if in a movie, I suddenly understood the surgery my dad had two weeks before we
started lab. The unknown name of the operation that failed me at the time, lost in a sea of new
vocabulary, now settled in my consciousness: laminectomy. In an operating room halfway across
the country, a surgeon had stood like I did and mirrored that performance on my father. He was
trying to return sensation and motor control to my dad’s right arm, the one he used to count pills
as a pharmacist during the day and strum a tambura at nights. I remembered that a few tables
away, there was a donor who had died during a spinal procedure; on the first day we had
reached into the column with our fingers, feeling the vacated space. For a brief moment I was
speechless, seeing, now knowing, what could have happened with the slip of a chisel.
In this silent moment, this word surgeon felt numinous awe, discomfort, and humility met
only by the spectre of a true surgeon and the wordless moment of humanity.
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Reflecting, Fast and Slow
Parth Thakkar
Daniel Kahneman’s Thinking Fast and Slow discusses intuition and the ways in which our
subconscious affects our decision-making. With his background in psychology, Kahneman
changed the way we think about human rationality. By distilling decades of academic research,
he offered insight about our biases and the dichotomies of emotional and logical thought. He
made a distinction between our stream-of-consciousness “experiencing self” and our memorybuilding “remembering self”.
If I had kept a journal of my experiences in college, I think it would have been filled with
entries about rich and formative experiences, both the ups and downs that nourished my
personal evolution. This journal could have served as a way to peer into the thoughts of my
experiencing self, but as I reflected on my college experience, the one word that came to mind
was contradiction. I had followed the advice of mentors who told me what I had to show medical schools
to gain admission – an aptitude for upper level biology courses and a competency in scientific
research – yet I did not feel any closer to an inner passion. As I sat there, on the cusp of
graduating from college, I felt as if I simply used my education as a means to an end. Ironically, I
did not feel that my scientific education was a sufficient foundation for a medical career. Maybe
as I was about to graduate, I realized that all I had ever known was wanting to be a doctor. Now
that I was about to take the leap, I didn’t know what to do with myself. Disturbed by the
emotional weight of the poor decisions I thought I had made, my college “experiencing self” felt
like a stranger to my present “remembering self”. I was unable to think clearly, and the only
thing that I knew to be true was how I felt – broken.
But that’s the beauty of Kanheman’s model. He teaches that, fundamentally, the way we
remember things retroactively is not the way we experienced them. Grappling with this concept
unveils a deeper meaning that the truth isn’t always binary. Sometimes what we choose to see isn’t
always what is or what was. The stories we tell ourselves carry an emotional weight and can feel
like they are set in stone, for better or for worse. But how often do we ask ourselves, “What are
the other shades of these stories?” To find out, all we have to do is keep reflecting, fast and slow.

References: Kahneman, Daniel. Thinking, Fast and Slow. New York: Farrar, Straus and Giroux,
2011.
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The Secrets We Learn
Travis Quinoa
During one of my clinical observations during my first year of medical school, I had the
pleasure of interviewing an exceptionally sweet elderly woman, EM. She looked twenty years
younger than her stated age and her smile was complemented by her tan and rosy cheeks. EM
was so funny and quick-witted that I found myself wondering if her hearing loss was just a facade
she used to tune out of boring conversations. When I asked her to describe her recent bouts of
dizziness, she kindly obliged and finished her description with a sharp and kind-hearted: “… but
how much medicine do you know anyhow?” I tried to keep up with her wit and quickly replied,
“just enough to get me in trouble.”
In hindsight, I am sure that my response was not very comforting; but, it was relatively
honest and she laughed. I thought about that moment on my hour-long drive back home. As I
reflected more about my not-so-witty reply, the veracity of what I said became more and more
apparent. At that time of the year, about six months into medical school, we had already learned
an incredible amount of material. I knew that while what I had learned already certainly felt
immense, it was hardly a fraction of what I will be expected to know when I am finally entrusted
with the responsibility of caring for patients. With all of this learning came an evolution in my
vocabulary: ‘numbness’ became ‘paresthesia’, ‘fainting’ became ‘syncope, ‘chest pain’: ‘angina’
and so on. I was beginning to learn a new language and, with that, I spent the remainder of my
ride home seriously contemplating, really for the first time, all that I had learned. This new
language was like a secret code between medical professionals. The code had two clear
advantages – it allowed us to not only speak precisely, but covertly in front of our patients and
their families. We could exchange all of our secret knowledge about the patient and their
prognosis with them becoming any wiser.
It also dawned on me that while listening to and interviewing patients at my preceptor’s
office, I was now able to formulate a list of not so crazy - maybe even reasonable potential
diagnoses. Reviewing a patient’s labs no longer meant staring at a computer screen and
pretending to thoughtfully analyze a list of gibberish out of an insecure fear that the patient
would somehow perceive my ignorance. I was at a point in my education where I could
recognize a potential problem and, roughly, form a plan on how to go about addressing it. I
knew that a patient with hypertension might benefit from an ACE inhibitor or a calcium-channel
blocker. But at what dose? How frequently? I had no clue. Nevertheless, my confidence was
growing. I was learning. At this point, I liked to think that out of ten attempts at treating a
patient, I might not kill them every time. I was proud of the progress I had made. I supposed my
reply to EM was honest after all. I thought with a smile - hearing EM’s laugh from my fresh
memory of our interaction - “I know just enough medicine to get myself in trouble.”
EM had a serious problem. Even though it was never directly stated, it was clear that she
was being treated for heart failure with a host of medications. Even though the doctor had taken
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her off of some medications two weeks prior with the hope of improving the function of her
failing heart, her blood pressure was still low and so was her heart rate. She was still getting dizzy.
Her vision was spotty and her at-home nurse had to prevent her from falling several times.
Scattered along her pale skin were faint bruises from those occasions where the nurse was not
there to catch her. She was getting worse. We were out of options. She wanted more time.
She let me listen to her slow heartbeat and a murmur that was so crisp and clear it ought
to be recorded and used to teach medical students. I could tell she was nervous… and I knew just
enough medicine to know she was in trouble.
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His Story
Adiba Anam
I had been warned that Henry was a talker. This was further reinforced by the residents'
knowing smiles, and the crack about seeing me again in about a decade or so. Henry's room was
at the end of the corridor, right by a window. The sky was grey and unreadable and dark storm
clouds shielded the hospital from the sun. Though it was early morning, there were very few
people on the street. Everything seemed to move a bit slower that day, like a haze of sleepiness
covered the city. It really was the perfect weather to listen to a story, or in this case, a history.
Within seconds of my meeting Henry, his loquaciousness became readily apparent to me.
I had barely introduced myself to him and his wife before he began telling me his story. Henry
was a 74-year-old male who was diagnosed with multiple myeloma. He had a tumor the size of a
quarter sitting on his spine, which had recently been irradiated. Henry had been discharged from
the hospital a week ago, post-radiation therapy, but had been readmitted due to difficulty eating
and swallowing, with subsequent dehydration, weakness, and fatigue. These were the relevant
facts, the information that I was supposed to obtain and then leave. Promptly. But I didn’t want
to leave just yet.
Henry spoke with his hands and his vibrant blue eyes; he was a captivating storyteller and
I was already predisposed to being a willing audience. He spoke of his decades working in a
shipyard, building colossal engines for even more colossal floating structures. He described his
perpetual battle against multiple myeloma- a disease he seemed to vanquish, only to have it rear
its ugly head amidst times of tranquility. Henry spoke of the immense purpose he felt he hadhow in some way, the disease had given him special powers. I too was skeptical when I heard that
bit and couldn't help but press for more details.
Henry told me that every person has a distinctive aura. The experience of his disease had
given him the ability to see people in a different light. Literally. He told me that his powers were
especially potent when he came across other cancer patients suffering from doubt and anxiety
regarding their health. He said offering them unconditional love and solace brought him so much
joy. Those moments allowed him to view himself outside of his body and see his aura mixing with
theirs. I turned to glance at Henry's wife, a slender silver-haired woman who was as reserved as
Henry was ebullient. She nodded and smiled softly, clearly accustomed to my skepticism. Henry
warned me of the contagious quality of auras. Something as meaningless as spilling coffee on my
shirt in the morning could alter my aura. If I brought that frustration to a place like a hospital
where people's auras are likely to be most vulnerable, I could inadvertently weaken others.
This concept of compartmentalization has been something I have struggled with since
beginning medical school. The first year is broken up into little compartments: Anatomy,
Cardiopulm, GI, Immuno, etc. Yet life hardly ever organizes itself in this way. Sometimes
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relationships end when you think they're just beginning to blossom. Sometimes people you care
for deeply pass away before you can say what you need to say. Likewise, we can come across new
life, love, and opportunity most unexpectedly. Even though our classes begin and end cleanly, the
rest of our experiences blend in together, creating somewhat of a colorful mess. While there is
humanity in the mess of life, I sometimes think our vocation calls for us to be more than human.
Henry's story made me wonder if there is a way to harness our humanity, to contain the things
we know could hurt others and instead, emanate all of our goodwill and positive intentions.
These things are there all along and at the heart of why we chose medicine. Over the course of
day-to-day living, however, I think they often get mired in our own preoccupations, our own little
(or perhaps big) messes.
I'm not sure how much I believe about Henry's powers or his ability to see the color of a
person's aura... or if people even have auras. But I do believe in the contagiousness of
unconditional positivity- something that Henry seemed to radiate freely. Perhaps Henry did see
my aura and sensed what I needed. In sharing his story, he gave me something priceless.
Reassurance.
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Again
Adiba Anam
I have been here before. This place has no name and it cannot be marked on a map.
There are steps carved out of stone, leading down to the shore, by an unnatural sea. All the water
has been pulled up into a rippling wave, foaming at the crest, suspended indefinitely. Though
there is no thunderous crash, the sand beneath my feet trembles as water continues to be drawn
into this living tower, creating a deafening hum. I sit with the others in the shadow of the wave,
shivering as the cold sea spray touches my cheeks, my arms. There are hundreds of us here,
looking up, up, up, wondering when it will crash down. I always wake up before it does.
The dream is a marker of sorts. It has been my steadfast companion for years, rearing its
head when I am most vulnerable. I’m not at all surprised when I find myself before that looming
wave. There are times when I am convinced that I have successfully made a “lifestyle change.” I
have finally perfected the art of being a medical student, of dedicating myself towards learning
the body’s systems and ailments while nurturing my own. I am living the recommendations that I
will one day make to my patients. And then something happens. Something throws this balance
off and I find myself falling behind on schoolwork, failing to eat well and to exercise, looking for
any means of escapism, avoiding the people who might help stop this tumble down the rabbit
hole.
My father realizes something is wrong when I stop answering his emoji-studded text
messages. Though I can pull assignments together and give the semblance of being fine, I have
never been able to uphold the facade with my father, not even across text messages. A mixture of
guilt and fatigue over succumbing to this well-trodden path allows me to pick up my father’s call.
For the entirety of my existence, my father has been the beneficiary of my most
outlandish ideas. When I was 14, I insisted that I would move to Maine to start my own lobsterfishing business. Even though I am a second-year student in medical school (and know nothing
about lobsters), my father fully believes that I will one day engage in this crustacean venture. At
18, I claimed that I would retreat to an undiscovered island off the Scandinavian coast and write
novels. Again, he believed that if I wanted it to be so, I would achieve it. My father’s unrelenting
belief in me used to be something I scoffed at. It seemed illogical to so blindly believe in the
capability of another person. And yet, since beginning medical school, I find that I rely on his
confidence more than ever before.
When the balance is thrown off, when neither the mind nor the body is receptive to living
fully, I think about his belief in me. He doesn’t just think I will make it, make it through school,
through residency, through life- he knows it. It doesn’t stop me from tumbling down the rabbit
hole, but it slows the momentum just enough for me to grab onto something. It’s hard to climb
back up. It’s even harder to see where I had been and to retrace the steps I thought I’d never
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have to take ever again. But I do it. I do it because this is what I want. And I do it because I
believe this means something, that there is some greater lesson to learn, some purpose to serve.
I know all the roads of this unnamed place. The houses are white, the windows are open,
and the lights are on. There are old-fashioned coupes in the driveways, sprinklers on the front
lawns, and bicycles strewn by the front porches. There isn’t another person in sight, no voices, no
music, no wind. I make my way to the tall grasses which conceal the steps to the beach. I can
hear it now, the sound of electricity, the raw power of the water, held so tensely. I will take my
place before the wave. I will sit, I will wait, I will dread, I will wake up. And I will start again.
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Stories
Lacey Magee
In medical school, there is a given amount of information to be learned in a short period
of time, in whatever way possible. Dozens of resources are thrown at you - are you a textbook
person? Flashcards? Do you like learning from clinical vignettes? Maybe you’re someone who
draws diagrams? No matter the method, it is available, in various forms, at various prices.
But I found that none of those resources help one to remember an illness as much as
meeting a patient afflicted with the disease.
Waldenstrom’s macroglobulinemia. I flip the index card - a type of Non-Hodgkin’s
Lymphoma characterized by high levels of IgM antibody. . .no.
No. Waldenstrom’s macroglobulinemia is a 67 year-old male with a past medical history
of hypertension and a smoker of 45 years who is only here because his wife “wanted him to get
this leg checked out.” WM notes that the leg has been painful to walk on, and this all started only
two days ago. WM states that the leg is warm to the touch and appears to be black in certain
regions. WM is diagnosed with dry gangrene - a result of his high risk of clotting due to his
Waldenstrom’s macroglobulinemia. Flip to the next card.
Chronic Obstructive Pulmonary Disease - flip - a type of obstructive lung disease
characterized by shortness of breath and sputum production. Classically divided into two forms,
chronic bronchitis or emphysema. . .no, wait.
COPD is a 55 year-old female with a past medical history of high cholesterol, diabetes,
asthma, and a 40 pack year smoking history. COPD has noticed it’s been harder to breathe when
she climbs up the stairs nowadays.
“I just moved here from North Dakota,” she tells me. “I think it’s this northeast air
getting to me.”
COPD states that her doctor sent her here after watching her blood oxygenation levels
plummet when walking across his waiting room. COPD notes that she has had a cough with
“cupfuls” of sputum. COPD tells me, “I’m only here because I had a coughing fit while out
looking for my cat. Can you fix me up so I can go back to looking for her? It’s too cold outside
for her.”
COPD is put through pulmonary function tests, and it is clear that there is severe airflow
limitation. She cannot breathe because of the mucous build up in her airways. She receives a
diagnosis of COPD. Flip to the next card.
Broca’s aphasia - injury to the left frontal lobe usually as a result of a stroke, causing
specific changes in speech patterns - no. Broca’s aphasia is a 75 year old male who can
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understand what his wife is saying to him, but the frustration is clear in his eyes when his mouth
will not cooperate as he tries to respond.
Alcohol abuse is a 36 year old female crying because she drove her nine year old
daughter to soccer practice while drunk and will never see her again.
Myocardial Infarction is the 58 year old patient who is laughing and pinky swears that he
will finally try that diet his son has been insisting on.
Acute Lymphoblastic Leukemia is the five year-old child who made a bracelet while in
the hospital and gave it to me with a smile. “Want to come home and see my house? You can
have the pony with the pink hair, ‘cause the one with the yellow hair is my favorite!”
Traumatic Brain Injury is the 34 year-old male who is frustrated with his therapist
because he finds his crossword puzzle too challenging, stating that he is waiting for his fiancee to
come pick him up from the hospital.
Alzheimer’s Disease is the 88 year-old female who talks about how wonderful her sons
are, how they did not get along in childhood but as adults they are best friends, how they gave
her the most beautiful grandchildren. How wonderful her sons are, how they used to argue in
childhood, but how they are best friends now. How wonderful her two sons are, they come and
visit every day. How wonderful her sons are.
It always amazes me how much easier it is to remember the patients I have seen,
especially in the early medical student days when each and every patient has a profound impact
on me, the way it should always be.
There are dozens of ways to memorize the material for exams, knowing each little detail
with silly mnemonics and pictures and repetition. Even as those fade away and I am forced to
learn them again for future exams, I still do not think I will stop wondering if the patient with
COPD ever found her cat, if the patient with the heart attack managed to achieve a healthier
diet, if the Alzheimer’s patient’s sons visit her often.
The fact that we remember people with stories more easily than drawings in textbooks
serves only to remind me that people make medicine important. Medicine is about people, not
tests and criteria and medications. Each patient you meet is a learning experience more valuable
than any textbook, any flashcard.
It is the stories that will stick with you, years beyond the memory hooks that worked once.
It is the unforgettable stories of the human beings you encounter that teach you how to help
others, and most importantly, how to learn from your mistakes.
I close my eyes, flip the flash card, and remember my patients’ stories.
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Being Present: Meditating Through Pain
Megan Ruben
S had been in a major car accident a little over a decade ago. The chronic cervical neck
pain that followed had become a routine. Yet in the last year, the pain had gotten worse, slowly
progressing into a burning sensation that seemed to consume her body. Eventually, she lost the
ability to feel even the floor beneath her feet and became bedridden after five long months
without pain medication. It turns out S had a cervical mass that had been slowly impinging on
her spine, conflating its symptomatology with that of her prior accident.
I met S two days after the mass was surgically excised. As the PM&R physician read her
chart to me, I began to draw up my image of S, a victim of several unfortunate turns of fate.
Perhaps she would be annoyed to see students in her room, roll her eyes at our presence. Perhaps
she would just want to be left alone, to ponder the limited mobility she would have for the rest of
her life. When I walked in, I saw a thin, older woman lying on her side unable to turn her head.
She smiled when we walked in. As the physician tested her sensation on her lower extremities,
she grinned. “I can feel that,” she said, her eyes watering with emotion. I had not thought about
what it was like to be unable to perceive human touch for so long. My mind was so fixated on the
neuropathic pain, and my fear of the constant maddening sensation that I’ve only read about in
textbooks. I had never even considered what was to S the far greater tragedy of no longer
knowing the comfort and intimacy of another human being’s touch.
S was far more open to students being in the room than I had so wrongly anticipated. She
in fact was elated to serve as an opportunity for us to learn and was an open book about her
experience with chronic pain. I asked her how she survived without pain medications for so long.
She responded so quickly I barely had time to react. “Meditation,” she said affirmatively. “No
way!” I responded, losing all sense of formality. I had just begun my own journey with
meditation, a practice that had been profoundly transformative for me. “What kind of
meditation?” I asked, trying and failing to contain my excitement. She had been practicing
breathing meditation 5-10 times a day in the months that her pain had escalated.
We went back and forth on the ways in which we had found strength in the practice. If I
could summarize what the practice has meant to me, I would say meditation has allowed me to
operate on a more stable emotional continuum, one that doesn’t fluctuate between the extremes
that I often find myself in. Panic, anxiety, feelings of inadequacy. These are not states of mind
that I’ve somehow managed to eradicate from my life, but they don’t consume me in the same
way that they used to. I feel now that I am more able to acknowledge these negative moments,
accommodate them, confront them, allow them to occupy a single point in time instead of
continuing to color the rest of my day, week or month. I think S used meditation in a similar
way, as a means of allowing chronic pain to exist without consuming her. Of course, medical
intervention was eventually necessary, but at the end of the day, I don’t think meditation is about
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eradicating pain, whether physical or emotional. S radiates positivity. She is tough, confident,
and anything but a victim to circumstance. I can’t help but think that all those qualities, at least
to some extent, will predict the nature of her recovery. As I left the room, she told me how proud
she was that I was taking care of myself. The words escaped me in that moment, but I am proud
of her too.
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The Next Generation
Aviv Alter
About once a month, one of my fellow classmates and I join one of our former professors
and the third year medical students on their internal medicine rotation for a weekly “Clinical
Diagnosis” session. Each session, a different student presents a case from that week from start to
finish. The rest of the group works together to ask questions, evaluate lab results and imaging,
and piece together a differential diagnosis based on the information provided. As a second year
medical student, this has been a fantastic experience that has allowed me to see how the
pathology we are learning in lecture and the physical exam skills we are learning in our Patient
Centered Medicine course come together to treat and diagnose real patients.
A standout experience took place the last time I was shadowing. After the case
presentation, our group went to meet the patient who was discussed. The patient was a 60something year old woman who was discovered to have multiple masses in her abdomen
(awaiting biopsy results) as well as a recent onset of difficulty breathing. The patient had also had
a significant weight loss over the last few weeks due to a significantly decreased appetite. Her
overall energy was also extremely low. With my mere three semesters-worth of medical school
knowledge, I was able to recognize that this woman was very ill.
After asking for permission, the ten of us poured into her hospital room. Our professor
introduced himself and asked if we could each take a listen to her lungs in order to hear the
egophony she was producing. One by one we each greeted the patient and took a listen to her
lungs while asking the patient to say “eee”. Needless to say, this entire process took a while, but
the patient never displayed an ounce of impatience or annoyance. It was incredibly generous of
her, and we each thanked her.
Once we had all taken a listen, our professor turned to the patient and shared one of the
most sincere expressions of gratitude I have ever heard. He told the woman that each one of us
was going to become a physician and treat an average of 5000 patients in our lifetime. “Because
of you,” our professor went on to say, “over 50,000 people will receive better care.”
Our patient and her husband began to tear up, as did I the second we left the room. This
was a truly remarkable moment. Our patient knew that her prognosis was bleak. I believe,
though, that she was able to find meaning—and possibly solace—in the fact that her awful
circumstances had left a lasting impact on so many medical students, enabling her to indirectly
help so many future patients.
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Years Three and Four: The Clinical
Years
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Remember Who You Are
Kimia Ganjaei
During our first third year rotation at a gathering for a friend’s birthday, I was standing in
a circle of fellow medical students when one person challenged us all: “Tell us a story about
something that happened to you in the last month that has nothing to do with medicine.” I
considered every person in that circle capable of producing a good story for everyone. We all had
other interests, and some of us even had other careers before coming to medical school. And yet
in that moment we were all silent. No one could come up with anything to share.
Fast forward to the end of my third year of medical school, and I found the ominous
silence to the story challenge broken by the deafening refrain of “have you decided what specialty
you’re doing yet?” I had always thought by that point I would have proven my original choice
three or four times over, beyond any shadow of a doubt. But that was not me. Having changed
from my original plan, I felt like my goal was not as clear as it used to be. When a goal is
anchored to your sense of identity and it shifts throughout the course of a few rotations, it can
leave you feeling lost. I have also found that the curiosity in asking about specialty choice is
sometimes anchored in judgment. Inevitably, people who knew me for a long time defined me by
the role in medicine that I chose. Sometimes I felt like my specialty choice became the measure
of my character. In the operating room, an attending surgeon once asked me, “In your regular
life, are you savage, or are you civilized? If you are savage, then you are a surgeon.” It’s a fair
question, but is it that simple?
Well, maybe not that simple. But it does actually make sense. Instead of trying to find out
who you are through your choice of specialty, try to find one that aligns with who you already
are. This is actually based on your qualities outside of medicine, because most of us are relative
newcomers to the world of medicine. You can get all the encouragement in the world but if you
do not feel in your gut that a specialty and its people are true to who you are, maybe pursue
something else.
You also need to learn how to separate who you are from what you are doing. I had to
remind myself that it was never my intention to find my identity in medical school. I already
knew that, and I just had to find something that would fit who I already am. In the moments
when I felt consumed by this decision, I had to remind myself: “Kimia, remember who you are.”
The grand, allegedly life-long career choices in medicine will swallow you whole if you let
them. You have to remember who you are through your other passions. Commit to your
relationships, hobbies, and temporary escape plans relentlessly. Take an hour every day to forget
why you are in school. When you return to your patients and your books, you will find yourself
satisfied that you chose medicine as a whole, rather than just the little corner of a field within
which you will practice.
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Expecting the Unexpected in OB/GYN
Megan Hazel
My excitement for my OB/GYN rotation began at a young age, maybe before my
siblings and I were born. I am a triplet. As I grew up and developed an interest in science and
medicine, my mother would share with me bits and pieces of her medical journey as a
reproductive endocrinology patient. I learned about her ectopic pregnancies. Her trials of IVF.
The difficult years my parents spent dreaming of children of their own. She told me about her
maternal-fetal-medicine appointments, and how she was warned before her C-section that my
siblings and I may be whisked away to the neonatal intensive care unit (NICU) before she was
able to hold us. When I saw nervous couples on my OB/GYN rotation holding hands, anxiously
awaiting a heartbeat to break the silence of the ultrasound room, I could not begin to
comprehend every detail of their story. Still, I felt I had some insight into their emotions because
I could see my mother and father’s struggles reflected in the soon-to-be parents sitting across
from me.
Despite my knowledge that all pregnancies do not go as planned, I truly believed the first delivery
I saw as a medical student would go smoothly. And at first, it did. My patient was absolutely
wonderful. She understood that I was a student and needed to learn from experience, so she
allowed me to actively participate and check her cervix, count with her through contractions, and
so on. She joked in between practice pushes and mentioned how she was excited for her
daughter to meet the new baby.
When it was time for her to push, I watched the delivery room transform before my eyes.
The infant warmer was turned on. The heat lamp put a spotlight on a clean hat and blanket,
waiting to envelop a brand-new baby boy. “Break the bed,” my attending’s voice beckoned.
Instantly, a nurse removed the end piece of my patient’s stretcher and another nurse raised the
bed two feet off the floor. My patient’s husband stood by her side, holding her hand and
providing constant encouragement. I followed my attending’s lead and put on a gown, shoecovers, and a face shield. At least now I looked the part.
My patient gave each contraction all she had; she did not even scream. When her baby’s head
was completely visible, though, I sensed a change in my attending’s demeanor. “Nuchal cord
times 2,” she stated. I had a feeling something was seriously wrong, as the attending had
promised that I would have a fair shot at delivering the baby myself. I felt my heart beating fast
as she asked me to step aside and delivered the baby, with skin shade more blue than healthy
pink. The NICU team rushed into the room. A nurse did not see my unfamiliar face underneath
my mask and asked for cord clamps, holding out her hand impatiently. “I’m a student, this is my
first delivery….” was not the reply she wanted to hear, and I felt terrible for delaying her request.
The only thing left for me to do as the NICU handled resuscitation was to be a supportive
presence for my patient. I met her gaze while tears streamed down her face. I focused on looking
reassuring under my face shield, trying to imagine how my parents must have felt during points
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of uncertainty. And finally, after what felt like an eternity, the baby boy let out a strong, beautiful
cry. After I was sent home for the day, I could not relax, thinking of how the excitement of the
delivery had so quickly turned into an emergency.
Given the hectic nature of my first delivery, I wasn’t sure if I would want to take charge
and deliver a baby myself if the opportunity arose, but when it did on my night float, I of course
could not let myself say no. While that delivery had no complications, the patient was too
exhausted to hold her baby after I placed him on her chest–she had a speedy delivery without
time for an epidural. Again, this trend continued—the first C-section I attended one day later
took longer than expected due to scarring from a previous surgery. During my last week on the
labor and delivery unit, I even saw one vaginal delivery where the baby came before anyone
could gown or glove. And so on and so on; no delivery went exactly as I expected. And really,
why was I that naïve? My parents never thought the path to raising a family would take so many
difficult turns. So rarely in life can we predict exactly how things will go, what opportunities will
arise, what challenges we will face–why should the first moment we are brought into this world
be any different?
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Comments on Identity: Finding My Place
in Medicine
Laura Di Taranti
I started M3 year with surgery with the idea that I was going to be awful at it and I would never,
ever want to be a surgeon--so it was okay to take that clerkship to get accustomed to being on the
wards. I was so very wrong. I was actually good at my surgery clerkship. I actually really liked my
surgery clerkship. I was even told by the residents that I should strongly consider being a surgeon.
(It was also the first time someone reacted with abject horror when I told her that I might want to
do emergency medicine. It was also not the last time someone reacted like that; it seems to be the
unifying experience of all of my clerkships so far.)
During my surgery clerkship, I thought that the surgeons were great communicators who
valued hard work, teamwork, and really knowing and understanding your patient. I liked the
broadness of general surgery while still being specialized enough to focus. I even liked being in
the OR (and actually did NOT pass out – I was fully prepared to get vasovagal, so much so that I
ate two breakfasts before showing up to the hospital). The carotid endarterectomy I saw was lifechanging. There was something so innately satisfying about diagnosing that patient in initial
consult, participating in this mind-blowing surgery where the carotid artery is filleted open and
the plaque causing a TIA is literally scooped out, and being able to follow the patient’s postoperative
course. It felt like I had definitively helped to fix a potentially life-threatening problem. I was also
questioned to the point of attempted humiliation in that OR; there was nothing like the
satisfaction I got in staring the surgeon who was trying to stump me in the eye and proving to
him that hey, I might actually be good at this whole medicine thing. And taking care of my first
SICU patient was life-changing in a different way, with detail and systematicity that made me
feel as though I had made a difference in the patient’s care. The only thing I couldn’t handle was
the 4.30a. The 30 minutes that I took to eat my breakfast in the dark and drive to the hospital
were probably the saddest I had felt since dedicated, but it was easy to perk up once I was
actually on the floor.
When I finished surgery, I told myself that the only reason I had liked it so much was because it
was my first clerkship and I was so happy to finally, finally be on the floors. Medicine would be
different. I knew how to function as a clerk, and this was #2 on The List of Things I Might Want
To Do With My Life. I was going to realize how much I hated surgery once I knew how much I
could love medicine.
I hated medicine instead.
I actually really liked rounding, which was the thing I’d heard that people hated about medicine.
The thing that really frustrated me about medicine was that I didn’t feel like we did a good job
talking to the patients – definitely not as well as we did on surgery. There was an awful incident
when one of our patients came in with a S. anginosous pneumonia and wound up being HIV+.
When he was given his diagnosis on discharge, he wasn’t given any information about it. He was
readmitted a few days later and told us that he had cried and cried about his diagnosis because
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he thought it was a death sentence. The attending chewed out the whole team for not explaining
it better, and we deserved it. It was wrong, and we should have done better. Unfortunately, it
actually felt pretty par for the course for all of the patients I had on my medicine clerkship. I had
a feeling that if any of the medicine patients had read the notes I had written about them, they
would have no idea that it was even their note. They certainly had no idea what problems we
were tracking, and if we had explained all of them on rounds, we would have been in each room
for an hour. I never actually had time to go back in the room to talk to my patients after rounds
because I wound up on the phone with social work or writing scripts or tracking down records
from outside hospitals or doing notes or in conference. I felt like I had failed my patients by not
going through all of their problems with them. I felt like I had failed myself because I had prided
myself on being a good communicator, and here I was not communicating at all.
I just really didn’t like the way I felt about myself on medicine. It was at this point that I had the
existential crises that I’m sure every M3 has: 1) how had surgery ended up on The List of Things
I Might Want To Do With My Life, and medicine so far off it? and 2) How had I been so wrong
about myself?
Turns out that I was wrong about #2 but not about #1. When I did my elective in emergency
medicine, everything made sense again. When I got to spend two weeks in the ICU on my neuro
clerkship, everything made even more sense. Those were my two favorite places in the hospital,
bar none. Those are the places where I felt good about the work and excited to come in every
day.
In the ED, I liked getting to see the patient for the first time and deciding how to work
them up – in medicine and surgery, the patient had practically arrived to us already diagnosed. I
loved the speed of the ED; I didn’t get bogged down by a list of eleven problems, uncomplicated
labs came back relatively quickly, and I could help move things along by getting a good history
and figuring out what the patient needed next. I loved getting to see my patients multiple times
during the shift and walking them through a definitive diagnosis and treatment plan. I even loved
telling them that this wasn’t the right place for their problem and sending them to someone who
could help. I loved the acuity, but also the people who came in with uncomplicated UTIs.
Wading through sick versus not sick felt like the most significant skill in medicine that I could
learn, and I got to do that in emergency medicine. The ED felt like home. I felt like I had found
myself again after being in a thick fog of medicine.
Almost immediately after my EM elective, I headed to the neuro ICU. In the ICU, I got
to round like I did on medicine, but this time, there was time allotted to explain the patients’
many problems to them or their family members. This time, managing a lot of problems seemed
important, and we generally either made a difference and the patient was stabilized enough to
get out of the ICU or…we didn’t. It was probably the best team environment that I’ve seen in
M3 so far, with the OR probably coming in second place. It felt natural being there in the ICU –
as natural as it had felt being in the ED. I felt centered, like this place had been created around
the things I wanted to learn and do in medicine.
In retrospect, my existential crisis wasn’t awful since I wound up landing exactly where I
expected to land. In the moment, though, it was so disorienting and upsetting; I felt like I didn’t
know myself, and it was the first time in literally 25 years that I didn’t have a clear path in front
of me. But there are 6 months of M3 to go still, and I have four more clerkships for another
existential crisis to strike.
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This piece was written midway through my M3 year, which is pivotal for choosing a specialty. I ultimately did not
have another existential crisis through my last four clerkships, and I chose emergency medicine. I was even
pleasantly surprised through my last clerkships (and my M4 medicine sub-internship), when I met people who
didn’t react in abject horror when I told them I wanted to do emergency medicine. M4 was all about getting
emergency medicine to choose me. Through a series of rotations outside my home institution and interviews up and
down the east coast, I met the most dynamic, intelligent, funny, caring, earnest people. I knew I had chosen the right
specialty for me because I had found the community in medicine that I most wanted to join. Emergency medicine
chose me too, and I am now an intern at an incredible program that is going to shape me into the EM (/hopefully
critical care) doc that I want to be.
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A Quiet Moment
Ava Hunt
As we entered the room, I was struck by how small Mrs. M seemed, the way her blankets and
pillows swallowed her whole. Her face, partially hidden behind her high flow nasal cannula, was
gaunt with hollowed cheeks and dark shadows beneath her eyes. The eyes themselves, haunted
but unflinching, searched our faces as we walked in. Her husband stood up quickly from his seat
beside her bed, smiling as he always did when her doctors arrived, though his open, positive
expression could not conceal the exhaustion and worry that were etched deeply into his forehead.
It had been two years since her initial operation for gastric cancer and two weeks since she had
been hospitalized for a small bowel obstruction. Even with the facts plain for everyone to see, it
was hard to comprehend that this 31-year-old woman was dying. The attending physician sat
down on the bed and began to talk. He started by asking her about her pain and her nausea,
congratulating her on taking her first few supported steps to the bathroom in weeks. Then
carefully, gently, he turned the conversation towards the future.
“As I’m sure you’ve noticed,” he said, “when you’re in the hospital, something else will always
come up. There will always be a reason to stay another day or another week.” He paused. “So, I
want to know what your goals are, because your goals are our goals. If you would like to stay in the
hospital, we are happy to make you comfortable here and to treat things as they come up as we
have been doing. But if your goal is to get home to your children as soon as you can, then we are
happy to work fully towards that goal, knowing that even when things come up, as they
inevitably will, we will continue to prioritize getting you home as comfortably as possible.” As the
conversation continued, I let my eyes travel around the room and found myself fixating on the
drawings taped to the wall from Mrs. M’s three children. “Get well soon Mommy,” one of them
read in magic marker.
When we left the room a few minutes later, the attending physician turned to me. “There comes
a point when there is no longer anything that I can do surgically to fix someone,” he said. “But
when it reaches that point, I can still be there for them and continue to walk their journey with
them to the end. That’s what keeps me going as a cancer doctor.” I nodded mutely, tired from
the day’s surgeries and unsure of how to reply, but in the coming weeks and months that brief
conversation stuck with me.
Most students come to medical school with visions of saving lives, of heroically swooping in at the
last moment and bringing someone back from the brink. However, as I have progressed through
my third-year clerkships, it has become increasingly clear to me that those moments are few and
far between. Much of the time, physicians manage illnesses rather than curing them. And yet,
that does not make our role any less important. Often, all we have to offer are our time and
presence, but those are still meaningful gifts that we can give our patients. Taking an extra few
minutes to hold someone’s hand as they go under anesthesia or to explain to them that the
medications we prescribe may control, but will not reverse, their congestive heart failure, may
seem like minutes that we cannot spare in the face of so many other pressing demands. And yet,
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to our patients, those minutes might be enough to temporarily quiet their fear or to bring them a
new understanding of their illness. As I continue my medical training, I know that my time will
become increasingly limited. With that in mind, I will continue to remind myself that making
time for small, quiet moments can matter just as much as making large, heroic gestures in
helping my patients along their journeys. No matter how big or small the steps, I will walk
alongside them to the end.
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The first time feeling
Lacey Magee
“I’m just checking the weather,” my skydiving instructor told me as he leaned out of the
plane for the third time, leaving me to dangle ten thousand feet above the ground, as we were
strapped together. What had originally seemed like an exciting way to celebrate my acceptance
into medical school was starting to feel like a devastating mistake. I remember looking out at the
blanket of clouds and simply hoping that if I was meant to be a doctor, I would survive this.
Thirty seconds of freefall and nearly screaming myself hoarse later, our parachute opened and I
was left to enjoy the scenery. Rolling green hills and sparkling rivers below, surrounded by an icy
blue sky... I was speechless. After a moment, my instructor told me, “Remember this experience,
your first time skydiving. I’ve done it hundreds of times and trust me, you’ll never feel this first
time feeling again.”
As I began medical school later that summer, I thought about this moment frequently. The first
time feeling: the one moment that no one will ever experience again. From the white coat
ceremony to my first steps in the anatomy lab, my first year of medical school was reinforcing this
first time feeling.
I entered my third year of medical school with an open mind, prepared to experience
everything each rotation had to offer, excited to try so many things for the first time. I learned
how to present on rounds and answer patient questions, start IVs, read EKGs, and always
remember my H’s and T’s. A few months in, I began my surgery rotation with the expectation
that I would be working long hours and needed to brush up on my anatomy.
Surgery was a specialty I had been considering even before the rotation, and it did not
disappoint. I loved every part of it, from managing patients on the floors to participating in a
wide variety of procedures in the operating room. One surgeon, in particular, always made sure
to quiz me and teach me during every case, and became someone I looked up to as a mentor. A
few weeks in, this surgeon came up to the sinks to scrub in besides me, and asked me if I was
ready.
“I studied hard last night,” I told him proudly.
“Good, because you’re the lead surgeon today, I’ll be your assistant.”
The following two hours were some of the brightest moments of my third year of medical
school. Asking for the scalpel for the first time, making the first incision, being responsible for
knowing each next step to recite out loud to my mentor before proceeding. As I finished sewing
the last stitch and preparing a dressing, I told this surgeon how immensely grateful I was for this
opportunity. In a crashing wave of new perspective, he told me this: “When I saw the look on
your face when you first held the scalpel and made the first incision, I knew for sure you would
become a surgeon one day. I know, because I feel that same way every day. Every day I feel the
joy and gratefulness that I get to be a surgeon, just like I did the first time.”
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Maybe it was because of this surgeon, alongside dozens of other reasons, but I will be
applying for a residency in a surgical subspecialty. From that moment on, I tried to approach
every experience in search of this first time feeling, no matter how many times I had done it. And to
my surprise, it wasn’t difficult. Some things became monotonous, while other things became
easier with practice while maintaining the same gratitude and awe I had noticed the very first
time.
When searching for a specialty, I think understanding one’s own first time feeling can make
all the difference. I’ve found that I disagree with my skydiving instructor from years ago, or
anyone who says you will never experience something like you did the first time. Finding the
thing that reminds you why you went into medicine, why you sacrificed everything you did, and
why you will continue to do so is not something to take lightly. When you have that kind of
passion for something, every time will feel like the first, whether it be comforting a patient, tying
surgical knots, reading a scan correctly, or making a difficult diagnosis.
And two years later, when I went skydiving a second time? I felt that first time feeling all
over again too.
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The Friend Assignment
Lacey Magee
When I first met Ben (name changed for the purposes of patient confidentiality), it was because I
had been ordered to by my attending. My pediatrics rotation up to that point had been
wonderful, full of challenges, long days, tricky presentations, and heartwarming moments. As we
ended rounds that day, with both of my patients scheduled to be discharged that very afternoon,
my attending told me we had a new admission coming in from the emergency room--a one year
old patient who would need extra attention--he would need a friend.
It was the first time I was assigned to be someone’s “friend”. I waited as our new patient was
brought up to the floor and settled into his room. I noticed that, unlike most of our patients on
the pediatrics floor, Ben had no parents or guardians accompanying him. Slowly, the number of
people who were in his room when he arrived quickly dispersed, and I walked in to introduce
myself to my new patient. Ben looked up at me tearily, holding a toy plane that he offered to me
after a moment’s hesitation.
“Thank you,” I smiled. Ben reached out his arms to be held and I picked him up. It was
impossible not to notice the bruises on his face, the marks on his arms and legs, and I began to
understand why he was alone in his hospital room. His appearance even explained why he was
so willing to be carried by me, a stranger, despite the stranger anxiety that is common in his age
group.
And with that he became my patient, and I became his “best friend”, a term which
everyone on the floor used when I walked in his room. “Look, Ben, your best friend is here!”
Over the two weeks I was on the floors, Ben liked to sit quietly in my lap while I typed up my
notes, and would cry unless I held him while I presented his case on rounds. In the afternoons, I
would play games with him and try to convince him to eat when his nurses had no success, and
he would inevitably fall asleep on my shoulder just as I would be getting ready to leave, and I
would stay late so as not to wake him.
Sometimes, though, being Ben’s “best friend” made the medicine part harder. It made it
more painful for me when I had to tell the story of the abuse he had undergone on rounds each
morning. It broke my heart when I helped hold him down so that our child abuse specialist could
take pictures of his bruises and to hear him cry for me each evening as I left for the day . We
often tried to set him down and see if he was able to stand or walk yet on his own, unsure if his
unwillingness to stand was due to anxiety, an injury, or vitamin deficiency. I had never cared for
a victim of non-accidental trauma before, and I remember feeling overwhelmed by the prospect
of it even then. This baby needed constant love and attention, as all babies do; how could
someone find it within themselves to hurt him? It horrified me.
He celebrated his first birthday while he was in the hospital, and everyone on the floor
sang to him. Ben had worked his way into the hearts of everyone there. When it came to my last
time seeing him, I walked into his room to see his grandmother sitting next to him, and Ben was
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standing proudly, at last. It took two very kind nurses to distract him with songs played on their
phones so he would stop crying as I left the floor. It did not stop me from crying.
Since then, I published a research project on non-accidental trauma and hospital stays,
and found that this topic would always hit closer to home for me than it used to. Although a lot
of time has passed, I still think about Ben all the time and wonder how he is doing, if he is being
loved. He would be two now. I think about this experience often, wondering where the
separation between being a person’s friend and a patient’s doctor truly lies. I believe this is
something I will grow to understand as I go practice myself, but I do think my experience with
Ben on pediatrics taught me two important things.
One, as a future doctor, sometimes taking care of someone in the hospital is more than
adjusting medications and monitoring progress. Sometimes it is finding and creating that human
connection, being there to hold a hand or be a shoulder to sleep on. And two, as a friend, being
there for someone during their worst times is just as important as being there during their best.
Ben--I hope you are out there doing well and receiving all the love you deserve, my little
best friend.
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Are We Failing Reproductive
Education for our Youth?
Katarzyna Zembrzuska
While on gynecologic surgery service, I had a 21-year-old female patient who after
coming into the emergency department with right lower abdominal pain, was found to have an
ovarian cyst large enough to cause her ovary to twist on its own blood supply. This put her at risk
of losing her ovary, and thus, she was scheduled for urgent laparoscopic surgery to remove the
cyst. The patient was in great physical shape and had never had abdominal surgery before, so we
anticipated her having pristine anatomy. Intra-operatively, we learned that this was far from the
truth. We noted vast pelvic adhesions, which could best be explained by pelvic inflammatory
disease, caused by sexually transmitted infections (STIs). I was stunned, as I knew for certain that
she denied a history of STIs. Many thoughts raced through my head-- did she know that STIs
could sometimes present without symptoms? What if her distorted anatomy causes her to have a
life-threatening ectopic pregnancy one day? What if she can’t have any children of her own?
Does she know what this means for her future?
Another patient I met in the fertility clinic, a 37-year-old female, was finally ready to start
a family after many years of focusing on her career. In the fertility clinic, it was not uncommon to
hear discussions between reproductive endocrinologists, oncologists, and patients working
together to find a balance between fertility and cancer treatment. It was truly incredible, I
thought, how important fertility must be, if patients consider delaying or modifying their cancer
treatment to preserve it. Unfortunately for our patient, her evaluation showed likely diminished
egg quality due to her age, low ovarian reserve, and low anti-Müllerian hormone, all signs of
decreased fertility potential. Her chances of successful in-vitro fertilization are low. Again, I
began to think, had she known that her age would play an immense factor in her fertility, even
with the assistance of reproductive technologies, would she have made the same choices?
Connecting my two patients is a serious lapse in reproductive education that led to poor
health-related outcomes and a shunting of power away from the patient. For most of us,
reproductive education begins in health class. As many of us can remember, students in the
public school system have historically been taught a sexual education curriculum centered
around abstinence. More recently, the idea of an evidence-based comprehensive sex education
was introduced, yet, as of 2018, this model is mandated in only 24 states and only 13 states
require the information taught to be medically accurate. To add to this, people with no formal
education in reproductive health are tasked with the duty of conveying this vital information.
In medical school, we are taught various models of the physician-patient relationship.
One of these models is the informative model, which involves the physician providing the most
current and accurate information to the patient, allowing the patient to make an informed
decision. Without proper education, how can anyone make informed decisions about their
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reproductive health? By omitting fertility education from sexual education, our youth are being
sent out into the world blind to an aspect of their health that may be very dear to them. By
avoiding uncomfortable conversations about STIs, they are inevitably being led toward
unknowingly harmful situations. Not having evidence-based information to back up personal
decisions takes power away from our youth at a time when they just begin to gain self-agency in
their health. As demonstrated by my patients, the heartbreak resulting from this lack of education
is unimaginable. And far too often, we catch these things at a time when it is too late to have a
meaningful intervention.
As a future physician, I acknowledge that the only way to empower our young patients to
make the right decisions for their bodies is to distill evidence-based information into a palatable
form for them. Although the advocacy of a comprehensive sex education is often muffled by
politics and religion, I do believe that as medical students, we are in a unique position to help. By
having more time with patients than other members of the health care team, we are able to have
open conversations with patients and equip them with medically accurate information as needed.
Although these actions are small, I know that when I do initiate this difficult topic with certain
patients, they sometimes learn something they hadn’t known before. Amid all the noise, I take
solace in knowing that my actions may make my patients less likely to hear a heartbreaking
diagnosis in the future.
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The Transition
Aisha Van Pratt Levin
In the cusp of the transition from 2017 to 2018, I cannot help but reflect on the events that
took place in my life in the last year; both personally, and their effects on my educational path. 2017
proved to be a year riddled with challenges of varying degrees and dimensions. Challenges that
constantly took a toll on my passion for, and love of medicine. In March 2017, the central force in
my life, my grandmother, was ultimately ripped away from us by stage 4 breast cancer that had
metastasized to her liver, bones, and lung – not before she had won battle after battle for 11 years,
despite an original prognosis in 2005 that had her living “2 years max.”
The beginning of the last battle came about in December of 2015, at the end of my first
semester in medical school. Since then, and until the end of her days among us, I was heavily
involved in her care, her appointments, her treatments, her hospital visits, her outings with family, as
well as the days where she only felt like sleeping and not eating. In a nutshell, I held her hand
(figuratively and literally) through her good days and bad ones too. Throughout those painful 16
months, as Grandma’s health improved, so did my focus in school. I regained faith in medicine and
the desire to care for my patients and their families with the same love and compassion as I did for
her. Likewise, as her health deteriorated, as treatments did not work, as providers failed to care for
her in an empathetic or compassionate manner, my frustration and anger immediately took a toll on
my aspirations to become a physician. I became disillusioned with the profession and lost my
greatest passion.
Her struggles, and ultimate passing, left me questioning not only my role as a medical
student and future physician. It made me question my very essence and purpose in life, period. She
was under the care of some of the state’s finest cardiologists, radiologists, oncologists,
gastroenterologists, nurse practitioners, and surgeons. Yet, for 16 (sometimes hopeful, sometimes
painful) months, I watched the most important person in my life slowly slip away from between my
fingers, those of her children, the rest of her family, and those of her physicians. And just like that,
March came, and she was gone before we knew it. Her suffering had been such in the last 2 months,
that when she finally passed away, for a brief couple of days, it felt like relief to most. But the relief
quickly turned into anger, pain, hopelessness, and eventually numbness.
Starting clinical rotations in my third year of medical school, only 3 months after her passing,
was a more difficult transition than I could have ever imagined. I had to walk through the same halls
and ran into some of the physicians who had cared for Grandma just a few months before. I had to
check on my patients in rooms where I had spent hours with Grandma while she recovered from
her latest surgery, heart failure exacerbation, chemo side effects, etc. In a matter of a couple of
months, I quickly went from being a patient’s loved one to being part of the care team. I often felt
overwhelmed and unsure of what my role as a medical student could or should be. The fact that
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different attending physicians (even within the same specialty, let alone different specialties) often
have opposing expectations from students just added to the complexity of these experiences.
Now, a whole semester worth of rotations has passed. And if I am completely honest, I
continue to struggle with figuring out exactly what my role as a medical student should be in caring
for my patients. More importantly, I have not gotten closer to figuring out what expectations I have
for myself as a future physician. I started medical school feeling confident in what I wanted to
specialize in, and what kind of work I saw myself doing for the rest of my career. But, following the
experiences with my grandma, in conjunction with the rotation experiences I have had so far, I am
more uncertain than ever. What kind of work do I want to do? With which patient population would I want to
work? What kind of relationship do I want to have with my patients? What kind of work/life balance would I want
to achieve? What kind of relationship can I have with my patients now as a student? What role can a medical student
realistically play in a care team?
I do not know the answers to these questions now. However, 2017 as a whole did leave me
with one valuable lesson to put into practice while I figure them out. My grandma always told me:
“when you have your own patients, think of me, remember me.” In her last couple of days, she
reminded me of that request, and added: “now that I am leaving, I hope you see me in them each
time.” So, like with my grandma, what I strive to do for my patients in the meantime is listen
carefully, be there for them to hold their hand through difficult and scary times, care deeply and
sincerely, love them and their families, talk to them and get answers for them, and treat them with
the same tenderness and compassion with which I treated my grandma, and expected her providers
to treat her.
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SHILEY
Michael Enich
This story isn’t about a patient dying.
Well, it’s hard for it not to be.
Mr. Smith struck me as downright pathetic when I first met him, and I mean that in the
nicest way (if possible). He had spent the last 6 months in and out of the hospital. He was
overweight, had a below the knee amputation on his right side, and had one of the flatter affects
I’ve ever interacted with, even having had worked on an inpatient psychiatry unit. He was
admitted for a left below the knee amputation. When our team asked him if we could take a look
at a developing wound on his back, one of the medical students suggested covering his genitals
with a blanket. While the team rolled him, he responded with “I’ve been in and out of medical
facilities so much that I’ve lost any sense of shame.” The problem was he said it so slowly and
with such little inflection that we had rolled him and graded the wound before he had finished
the sentence.
I pitied Mr. Smith. His amputation was indicated because his diabetes had evolved so
extensively that … You know, I don’t really know. Between the degree of his uncontrolled
chronic illnesses, his weight, the wheelchair, prosthetic and cane in the corner and the hours he
spent alone in this hospital room, I found myself dreading coming to him on rounds. I couldn’t
paint the clinical picture within the swamp of misery. He had lost one leg already and was about
to go into surgery to take away the second. It felt like a well in which we would just pour our
energy as a team with no return.
It was my first week as a third year medical student and I was a combination of terrified
and in awe of the hospital and all its moving parts. Having not been particularly academically
successful I was (and still am) desperate to prove that I belonged in medicine. “Third year will be
when we shine,” I would tell my study carrell/cell mate as we bore down for Step 1 study time.
So when the PGY3 resident on cross cover asked my senior for a set of hands for “shiley
removal” I offered mine. I both had no idea what that meant and was eager to do literally
anything to please my superiors and feel like a member of the team. “Go get a suture kit,” my
wise elder responded.
My utility started by finding this “suture kit” to remove this “shiley”. I meandered down
to the floor and asked his nurse for assistance in locating this.
“Do you want a suture removal kit?” she asked.
Thinking that “removing” something would result in a hole out of sheer ignorance I
responded, “no, I think I need my senior needs to put in sutures.”
“Oh,” she replied with a puzzled look on her face, “I think you need lidocaine and a
whole bunch of stuff to do that.”
Mildly bewildered, confused, and desperate to please I started getting antsy. “Um well…
would it be ridiculous to ask for both?” I asked.
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“How about let’s start with the removal kit.” She lead me over to the supply room,
entered the mythical code and handed me a kit. I brought it and the supplies over to the room
and confidently told Mr. Smith that “We are going to remove your shiley, I am just waiting for
the senior resident.”
“Oh, alright.” He said unfazed, without revealing where this “Shiley” would be.
With that, we waited one beat…two beats…three beats and the resident was nowhere to
be found. A fourth beat passed and I realized that this was the moment where obligated small
talk began. Unsure of what to ask the driest patient I had ever interacted with, I decided to go
with “So what do you do when you’re not in the hospital?’. It came off a tinge more caustic than
I intended.
“Well, “he responded slowly, “I play one of the top five of man’s greatest games.”
If I hadn’t such a negative view of him I would have been able to notice the twinkle in his
eye when he laid this trap for me. “Oh? What’s your favorite game then?” I asked.
“It’s not my favorite, Michael. It’s the greatest. It’s bridge.”
I let him tell me just enough for a glimpse into his humanity—that there was something
he loved besides sitting in this bed. With just a taste, the residents came in and the settled lull of
our conversation was blown apart with me handing Jack, the resident, the suture kit with bated
breath. Turns out, we were taking a dialysis catheter from Mr. Smith’s jugular vein. We
encountered stickiness as we took off the tegaderm and Jack said “Go grab some alcohol pads.”
My time to shine again! I walked as fast as was appropriate for the hospital back to where
my ally, the nurse, had been. Instead of being there, though, she betrayed me by attending to a
different patient! My heart beat a little faster. I sauntered confidently towards the supply room
door, tried the code I thought I saw, no dice. Panicked, I stood there with my nose on the glass
starring through the window looking over the shelves.
“Need in?” a voice behind me asked.
I jumped, but replied “Yes!” startled.
“It’s 32, 5.” My new nurse ally said before wandering away.
After figuring out that you could hit two numbers at once on the door (and losing
valuable minutes in the process), I made my way into the store room. This, it turns out, was
where the real challenge was. I was never a particularly good finder and this was a true maze of
many, many supplies that I didn’t recognize. I started a row by row search—no alcohol pads. I
scanned again and only found pads that removed glue. Would that suffice? Just in case I did a
frenetic once over and BAM—alcohol pads! With six minutes passed, I truly ran back to Mr.
Smith’s room.
When I got there, I had obviously missed the action. Jack was standing over Mr. Smith
with his fingers on a 4x4 in the crook of Mr. Smith’s neck. “Here, put your hand here.” He
grabbed my hand and had me mimic the amount of pressure. “Now hold this for 10 minutes or
there’s a possibility he could bleed out.” Noticing the fear in my eyes, he added, “It’s a remote
possibility.”
And with that, it was Mr. Smith and I again—except now I felt a lot more pressure to
perform adequately.
Not knowing what else to do, I said “You were telling me about bridge?”
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I settled into what turned out to be one of the most humanizing conversations I had with
a patient. Turns out there was a definitive list of man’s greatest games: Bridge, euchre, chess, and
I never learned the rest. His uncle, at bedside, picked up the newspaper knowingly as the patient
barreled onward explaining the intricacies of the game. I found out he grew up in Chicago, not
10 minutes away from where I did, and that his mom was still there. I settled into this unearned
intimacy, recognizing that his was him revealing something he deeply cared about to me, a
nobody, sent on an errand to impress a supervisor.
After 20 minutes at an obvious lull between games 3 and 4 Mr. Smith said “I think it’s
been long enough.” Embarrassed by my eagerness (and amused by the fact Mr. Smith had had
enough of me), I gingerly pulled off the dressing half expecting blood to start pumping out—it
didn’t. Like clockwork, one of my nurse allies walked in just in time to watch me struggle with a
tegaderm for the first time. Naturally, she helped and I bid adieu to Mr. Smith with a “Thank
you, see you on rounds tomorrow morning!”
I never did start carrying him, but he was one of our rocks that week.
The clinical story evades me now, but I remember there being a good reason for us to
take him off anti-coagulation for a day or so. It could have been his 4T score, or that he needed
some sort of special procedure but it made sense. It might have been placing a central line, but
despite its importance in the moment it feels insignificant given what the outcome would be later.
It was a risk, obviously, to stop anticoagulating him but one that took probably less than 3
minutes to decide. A shrug, “Well, what other option do we have?” and conversation ended with.
When the medical students and I came back one morning, we were surprised to find a
code stroke had been called on Mr. Smith the evening before. When we saw him that morning,
his affect had changed. The whole clinical situation read as “weird” according to our senior. We
didn’t know why he couldn’t follow commands anymore—intermittent strength on his right side,
weakness on his left… was it his mildly defiant side? His strange sense of humor? A right-sided
stroke? The neuro team said there was no obvious infarct. A day later his MRI showed brain
bleeds. It was this casual decision that would ultimately remove whatever independence he had
left, lead him to hospice care and ultimately his death.
“I’ll never get used to calling a mom telling her she has to bury her child,” our attending
said. I imagined the cemetery down Foster he could be buried at. I regretted never bringing a
deck of cards to rounds.
This story isn’t about dying because I’ve framed it to be about me and my desperation to
please or do, me and my self-centeredness and my reflections when it turns out as a futile
tragedy. When faced with my success- the victory of a 4x4 or alcohol wipe or getting to know a
patient—it still took a turn towards the mysterious. From what I know he was the first patient
that I ever touched to die. For him, there is no more bridge. He might have never thought of us
and our strange finger-to-neck interaction, typical of a patient in a hospital; I know that I will not
forget.
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The Divide
Roohi Patel
a fine line exists between life and living,
an intricacy that is so delicate,
a meaning separate to all
but it is justice to your soul and being we must give,
as our last service to you

the fate of your line,
molded by morals and those beloved to you
changed after some time.
the wires fell to the ground,
the machines decreased in sound,
we lightened our grasp
and She took control of the reigns once more

my voice had become a familiar sound to you.
you awoke only to my greeting,
even when it was your daughter who sought to see your eyes.
on that day, you met her tears with a soft glance
before you fell back to your slumber
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a selfish thought came to being.
through my mind did it course.
there was a conflict within,
and i was left with guilt.

do no harm
is the lesson we have learned,
a righteousness,
i once thought would be easy to accept

were you my father, it would have been different.
you would have been away from this place,
far from this unfamiliar relay race,
peaceful at home.
but there you lay,
and i wanted you here, to stay.

where does my line for you lie?
does it err closer to life or death?
is it influenced by naivety and innocence?
or the fear of failing?
are you ready to go beyond?
or are you already there?
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regardless,

depart from attachments we must
i whispered my forever goodbye
as i know we will not meet again
To the next patient we are summoned,
with a new face we must go.
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His Silhouette
Roohi Patel
etched into my mind is the heroic silhouette
of a man unlike any you’ve met
in a foreign country, in a foreign time
racing against the speed of two bullets cutting through the wind
he looked over to his friend and grinned,
a bullet pierced his back
a purple heart placed on his chest

etched into my mind is the heroic silhouette
of a man unlike any you’ve met
storming into the fog of dust,
his team following behind with great trust,
breathing in the dense air
as loved ones far away said their prayers
the towers were down, the heart of the city was dead
but he was not one to be deterred by the red
“its what I do,” he said

etched into my mind is the heroic silhouette
of a man unlike any you’ve met
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yellow in the skin
the fatigue slowly settled in
the itch was everywhere, there wasn’t a spot that was spared
your chances of survival are not high
but we will try our best to give you years to your life
it’s called the Whipple they told him
13 years out, he showed them

etched into my mind is the heroic silhouette
of a man unlike any you’ve met
those that don’t have his trust are left in the dark,
they died in a car accident is his remark
but those who gain his trust, learn of his childhood
and how he speechlessly stood…
a tragedy had met his heart,
but he was not one to fall apart

etched into my mind is the heroic silhouette
of a man unlike any you’ve met
his heart was beating faster
so they inserted a pacemaker
but to him,
it was just another scar
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to the battlefield of his life
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Science and Psychiatry
Periel Shapiro
At the end of my second year of medical school, I was shocked and somewhat amused
when a professor of psychiatry remarked, tongue in cheek, that psychiatry is ‘less scientific’ than
other fields in medicine. I wasn’t sure what he meant and I also wasn’t sure how I felt about the
idea that psychiatry was somehow less a science than the rest of medicine.
Fast forward to my first week on the psychiatry service in my third year. I was asked to
see a young woman, Diana. The surgery team didn’t know what to do with her anymore. Diana
was experiencing severe abdominal pain--but all her tests and imaging were clear. Nothing on
ultrasound, CT, MRI, stool, blood, or urine tests. The only imaging modality still available to us
was human observation. Psychiatry, it seemed to me, required expertise in observation, and in
particular the observation of human behavior.
The first question the psychiatry team had to answer: Was Diana truly having an
experience of pain or just pretending to feel pain for social or material gain? I went to see her,
aware that I couldn’t possibly know her inner world; there is no radiograph capable of detecting
motivation and subjective experience. What I could do was observe her behavior, i.e her
appearance, postures, and motions, the tone, tempo, and content of her speech.
Diana was a determined looking 42-year-old lawyer. She was wearing a summery light
blue button-down shirt and neat pants and she seemed overall well put together. But her brown
hair was matted against the white sheets as she lay on her back with the wide hospital bed
propped up, her torso curled slightly into her bent knees. She was kind and patient with our team
as she tried to describe her pain and its course. Her speech was clear and coherent and her affect
was full and appropriate. But she was in clear distress. She was upset that the surgery team did
not seem to take her pain seriously.
Based on her chart, appearance, and interview she was not socioeconomically at risk. She
had a long history of abdominal pain for several years but no other chronic mental or somatic
illness and no signs or symptoms that were strange or inconsistent with her story. The nurses also
didn’t report any suspicious behavior; they found her to be cooperative and pleasant.
Observing her, I considered her inner experiences and motivations, which I couldn’t see
directly, but I made no hard conclusions without objective observable behavioral evidence. Based
on my physical assessment and a review of her behavioral history, it was most likely that she was
not faking her symptoms or intentionally making herself sick--but she was suffering from an
illness. What else would you call it when a person is writhing in pain on a hospital bed? Would
she be any less ill if she were faking pain in order to feel cared for, if only by strangers in a
hospital?
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Psychiatry is in a very exciting time. The specialty recognizes that we need to step back
from the DSM diagnoses and look at the physiologic building blocks of behavior and experience
embedded in neural circuitry, endocrine cascades, and predicted by cellular and genetic markers,
to create new diagnostic categories. But until we develop objective data points that we can
reliably correlate with diagnostic or prognostic categories, behavior remains the observable
marker that makes psychiatry a modern science. We can look at our patients and agree on
behaviors that we can all recognize--like a patient talking to someone who no one else can see or
attempting to slit their wrists. These behaviors statistically correlate with categories of
dysfunction, or disorders. Psychiatry is most amenable to experimental science when it sees the
individual as a black box, with sensory or genetic input coming in and a behavioral output
emerging, without dealing with the hidden contents of the box. In this way we see an individual
with certain observable features, match those features with a conceptual category, and then apply
therapy shown to generally work for that particular category.
To the extent that we saw Diana as a black box, observing her pain behavior--including
her self report of pain-- and treating her accordingly, our psychiatry was modern science. It was
instrumental, giving us the power to effect an outcome in the material world: a change in the
patient’s behavior. But it didn’t actually tell us about her inner world, the internal experiences
causing or exacerbating her perception of pain. Her subjective experience was invisible to us, as
invisible as it was to the surgery team poring over her CT scan. Still, her suffering and pain were
quite real--real enough to land her in a hospital.
Is psychiatry perceived as less scientific because it has to deal with things like the
experience of pain, which can’t be seen on imaging or found in the blood? But what about
behavior-- isn’t it as observable as a lesion on imaging? Just as an intervention in any field in
medicine effects change in some observable material variable in some statistically predictable
way, so too does psychiatry. Why is it perceived as less scientific?
I turned over the question in my mind, finally formulating it like this: You see high levels
of sugar in your patient’s blood and after some tests you conclude that the patient has a category
of disease called diabetes mellitus. The concept of diabetes as an explanatory framework for the
phenomenon of high blood sugars and the resultant dysfunction in various organs is very
comfortable and adequate. There is no further question as to what it is like to be diabetic. What
it is to be diabetic is to have dysfunction of the endocrine system which ultimately prevents sugar
from getting into your cells.
In psychiatry things are different. You see behavior consistent with delusions and
hallucinations, you provide anti-dopaminergic agents and these behaviors diminish, and you
conclude that the patient has a category of disease called schizophrenia. But what it is to be
schizophrenic is ultimately not certain behaviors and responsivity to anti-dopaminergic agents-even though these are our diagnostic correlates. What it is to be schizophrenic is to have certain
subjective mental experiences-- to hear voices, to have deluded thoughts and perceptions. It
seems that the explanatory power of psychiatry falls short when it draws from behavior and
biomechanics alone--even as this approach often succeeds in producing good therapeutic
outcomes.
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Psychiatry draws richly from the dual lineage of modern science. On one hand,
psychiatry is a descendent of natural philosophy, seeking to understand the true nature of reality
and experience. But on the other hand, psychiatry is instrumentality, technology, a practical set
of concepts that allow us to manipulate the material world in ways that everyone can see-- i.e
experimentation. Experimental science has taken the fore in the modern world but we still always
anchor the concrete observations we make to scaffold of reason, a philosophy that provides a
framework for our experience. You give antiplatelet after a stent because statistically it prevents
strokes but also because it makes sense based on our conception of clotting that a drug that
prevents platelet plug formation should prevent clots and hence strokes. If spinning in a circle
three times had a statistically significant impact on stroke rates, do you think cardiologists and
neurologists would be spinning in the halls of the hospital?
Philosophers of nature across the ages developed profound ideas by applying reasoning to
their own internal and external experiences. But this philosophical approach, this scientia, is not
“science” as we see it in the modern world because it is not designed for the type of objective
experimentation that everyone can share in together. Yet even in the era of modern instrumental
science, the subjective, contemplative approach does not lack value or truth--and we humans still
seek it out. We seek philosophies of life to integrate and manage compulsions, emotions,
thoughts, aspirations, and fears. We seek ideas about the world that sit well in our minds, that are
elegant and intelligible and explain our basic experience.
Ultimately psychiatry as instrumental medical science--experimenting and treating on the
basis of behavior and statistics--is incredibly valuable, dealing with the meta-processes that really
matter. The reason why any medical doctor treats illness is not ultimately to fix a body part, but
to relieve the suffering of the whole person and allow for normal behavior. Psychiatry is unique in
that it targets the ultimate goal of adaptive behavior directly.
But psychiatry is also perfectly positioned to approach science as natural philosophy-- to
embrace its role in explaining consciousness and inner human experience. And experience is
literally the world to us. The most advanced and efficient way we currently have for a psychiatrist
to engage with the inner world of patients is by reflecting this world in their own minds and then
observing their own inner ongoings. This is the process of empathy and contemplation associated
with complex cortical processes, perhaps some of the most complex processes that our brains
carry out.
I look forward to a career in psychiatry, to be engaged in both the proud instrumental
science of the modern era and the careful observation and introspection of wise men throughout
the ages.
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Finding The Happy Birds
Prerana Chatty
“You’re going to fall in love with her,” the nurse warned me, as I stood outside my 11year-old patient’s room, ready to wake her up for surgery prerounds at 5:30 AM.
I offered back a tired smile and knocked on the door timidly. “Naomi?” I whispered.
To my surprise, I was greeted with a chirpy “Good morning!!” and entered the room to
find a bright-eyed eleven-year old sitting up in her bed with all the lights on, carefully crafting a
pizza out of a wide assortment of Play Doh toys.
I glanced around the room briefly and found the extra bed in the room, typically reserved
for parents/guardians, completely untouched. In my prior experiences with pediatric patients
this young, I was accustomed to greeting the child briefly and then deferring medical questions
and assessments to the parents. As this was no longer an option, I hesitantly turned to Naomi.
“Do you have a parent here with you?” I asked.
“No,” she replied, “my mom is too busy working to stay here.”
“Okay,” I improvised, “well how are you feeling?”
To my astonishment, in anticipation of my typical surgery pre-round questions, she
responded, “Well, my bag put out 300, I haven’t thrown up, I farted, and I don’t have any belly
pain. Oh and no fevers.”
I smiled. “So you’re pretty used to being here, huh?”
She nodded. “Now are you going to eat this pizza or what?!” she exclaimed, handing me
her latest creation.
I quickly learned that Naomi was no stranger to the pediatrics surgery service – she was
born with gastroschisis, a congenital defect where her intestines were found outside of her body.
Though her gastroschisis was surgically repaired, she was left with short gut syndrome, a disorder
of malabsorption secondary to the removal of a significant amount of her small intestine, and a
colostomy bag that collected secretions from what was left of her colon. Three years later, Naomi
had returned to the hospital severely malnourished, and had spent months on the floor as she was
quite literally nursed back to health. She was back now because one of her many catheters had
become infected.
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The nurses and attending physicians called Naomi “mayor of the floor” and it was easy to
see why. Beginning at 6 AM, she ran around the floor, IV in tow, checking on the other children.
She helped the nurses change the infants’ diapers and blankets. She stashed graham crackers in a
pouch and distributed them to the nurses and staff members, once handing me a packet and
telling me “I looked like I needed a snack.” When I found her at the nurses’ station at 5 AM one
morning, she grinned widely, exclaiming, “Look, I’m hanging out with my friends!”
When I tell people that I am interested in pediatrics, I am often met with a response of,
“oh sick kids, that’s just too sad, I could never do that.” I have always understood this sentiment.
There is a heightened injustice of pure and innocent children afflicted with intense suffering that
I believe ignites a fervent anger and sorrow in us. After spending a few weeks working with
pediatric surgery patients, many of whom were also cancer patients, I was startled by my ability
not necessarily to suppress those emotions, but to bury them beneath the logical flow of “well,
what is the assessment and plan for this patient? How do we proceed from here?” As the days
went by, I grew afraid that I was losing the emotional depth that had drawn me to pediatrics in
the first place.
Naomi’s ardently bright light, and my profound adoration of her, clarified to me that I
had not lost my personal connection to pediatrics – rather, I no longer viewed these patients as
objects of pity or commiseration – I more deeply believed in their ability to illuminate the
brightest and most sacred aspects of our human conscience.
I once asked Naomi why she was always awake so early in the morning, to which she
remarked “Well the early birds always find me and wake me up in the morning.”
I chuckled, and continued, “well is there an explanation for how you’re always so happy
too? Even when you’re sick?”
“Oh well that’s easy,” she responded, almost immediately. “Every day, I find the happy
birds. It’s easy to find them if you look for them.”
The palpable sorrow and heartbreak of medicine have been plain to me in the first few
months of my clinical rotations, and especially during my weeks on pediatric services. At times,
this sorrow has felt overwhelming and asphyxiating, but Naomi’s reminder to “find the happy
birds” rings true. Many of us enter medicine with the desire and expectation to help people and
save lives – the harsh injustices we encounter often force us to redefine these goals and to
recognize that much of our healing requires us to simply counter helplessness with unrelenting
love, even when the cure for an ailment is beyond our reach.
“Finding the happy birds” is not merely a survival skill – it is a reminder that our work
has value, and that whatever field we choose, we must constantly reaffirm the values that brought
us there in the first place. My pediatric patients’ remarkable optimism and purity inspired me.
They reminded me not to shy away from sadness. They motivated me to serve them with more
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happiness and more love in a confusing world where my role as a medical student is often
unclear.
I did not get to say a proper goodbye to Naomi before she was discharged, and will admit
that I was struck by a sense of loss when I returned from the OR one afternoon to find her room
empty. I turned to the nurse – “So Naomi went home?”
She nodded, “I’m going to miss that one. In typical Naomi fashion, she was laughing
uncontrollably on her way out.”
I smiled. Of course she was. She found the happy birds. Like she said, they’re
everywhere.
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Finding Resilience
Prerana Chatty
On a beautiful spring morning, I found myself in an outpatient OB clinic, ready to begin
the last rotation of my third year of medical school. My attending physician greeted me and
patiently (but quickly) showed me the ropes – I spent the better part of the day using a doppler to
detect fetal heart sounds, measuring fundal heights, reading ultrasounds, and learning how to do
pelvic exams on my incredibly gracious patients.
The sights and sounds of OB were unlikely anything I had seen on my other clinical
rotations – yet, when my attending physician exclaimed, “isn’t OB amazing?!” I had to force
myself to muster a smile and nod in agreement. I really was enjoying myself in clinic and I really
did connect with my female patients, but at this point of the year, I was aware of the challenges
that accompanied a clinical rotation of medical school. I knew that I was being evaluated. I knew
I needed to go home and study for a multiple-choice test. I knew that as soon as I felt like I was
getting the hang of OB, I would have to leave for a different rotation. I really did like OB – but I
was tired.
As we neared the end of the day, my attending physician glanced at his schedule with a
puzzled expression. “Let’s see this next patient together,” he said, “according to this note, she’s
almost completely paralyzed.”
We entered the room to find a young woman, YW, in a stretcher accompanied by her
husband and several caregivers. She had almost no motor function, and as far as we could tell,
communicated only through eye movement and somewhat indiscernible vocalization. It was
unclear to us how much of our conversation she was able to understand.
After greeting YW, my attending physician turned to her husband, HH, and began to elucidate
the history. We learned that YW had been in a seemingly perfect state of health, when just a year
earlier, she had suffered the spontaneous rupture of a previously asymptomatic brain aneurysm.
She was left with an almost complete lack of motor function. Her cognitive function was unclear
due to her inability to communicate. The damage was likely irreversible.
As HH told us about YW’s history, he stood by her side, lightly stroking her hair and holding her
hand gently, whispering to her when she cried. My attending physician and I conveyed our
sympathy and asked him to tell us about her. Both of our eyes brimmed with tears as he
recounted the moment he had fallen in love with her years earlier, as he told us stories of the
brief but blissful years she spent as the young mother of three beautiful children, as he painted an
image of her affectionate and vivacious spirit.
All the while, there was no sentiment of pity in HH’s voice. He told us about the challenges he
had faced in coping with his drastically altered reality and in raising his children without YW’s
support. Yet, while he described missing his wife, he never once complained about having to care
129

for her. When my attending remarked, “it must be so difficult for you to be a caregiver,” he
simply responded, “Of course it is – but my love for her makes it worth it.”
In medical school, we are taught about resilience. We are told that our professional success is
dependent on our ability to move past obstacles, and to adapt to extenuating circumstances. Yet,
all I could think about as I listened to HH was how egocentric the last year of my medical
education had felt. I entered medical school with the desire to care for my patients with love and
understanding, but during my clinical rotations, I was forced to spend much of my time focusing
on my own education in order to hone my clinical skills. As medical students, we are forced to
think about our plans for residency and to plan for the “next step” in our professional
trajectories. As a result, the thrill of entering the wards and finally learning how to take care of
patients is accompanied by the looming pressure to succeed. The more I fed this pressure, the less
connected I felt to my profession.
HH’s resilience moved me, as it was rooted in deep, selfless, and unconditional love. While the
physical and emotional demands of medical training force us to become adaptable and tenacious,
I believe that our resilience is derived from the drive to help others that brought most of us to
medicine in the first place. Self-reflection and self-improvement are critical aspects of clinical
practice but maintaining our desire to care for our patients is vital to building our professional
character.
HH reminded me that the treasured moments I spend at the patient’s bedside are integral
to the foundation of my clinical career and that as much as we are taught to build character, we
have the most to learn from the patients and families we meet every day. As Hippocrates
famously stated, “where the art of Medicine is loved, there is a love of Humanity.” I would add
that where there is a love of Humanity, there is true resilience.
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Death and Dying
Rebecca Shipkin
When I started medical school, I didn’t think about how many dead people I would see. I
didn’t think about how many dying people I would meet, or how many I would talk to who
would be wishing to die.
The first dead person I encountered was in Anatomy, a person whose life-story I know
next-to-nothing about, but whose body I learned more intimately than anyone had before. I
remember feeling somewhat detached from the fact that I was huddling around, cutting through,
and learning the body of a real person. And what an interesting life this person must have led
that he or she decided to donate their body for our learning. At the time, I knew the person’s
age, sex, and cause of death – but I now remember none of these.
The next dead person I encountered came during my first clinical rotation – surgery –
almost two years later. One night, while on call with the trauma team, a page came in, ‘ER by
helicopter, 10 minutes.’ It was around 11:00p.m. and I was sleeping in the student call room. I
tugged on my sneakers and tied as quickly as I could. Outside the trauma bay, I outwardly
readied myself to participate, donning a cap, mask, gloves, gown, and grabbing two packets of
lubricant just like the intern had told us to do. Inside, I was still sleeping.
A few minutes later, our patient arrived. He was wheeled in on a stretcher with a
machine administering rhythmic compressions forcefully on his chest. I stood in the corner by
the blanket warmer, watching and listening as the patient’s story was told. A 53-year-old man
found unconscious in the middle of the street with multiple visible injuries. Collateral
information revealed that he had been drinking at a bar a block or two away and drunkenly rode
off on his motorcycle when he hit a pole and flew off.
I don’t remember how long it took the trauma team to pronounce him dead. Afterwards,
one of the surgery residents waved me toward her. I want you to learn from this, she told me. She
pointed out his open shin fracture and had me feel with my gloved hand along the patient’s
thigh. “That is crepitus,” she said, “Now push down on his pelvis. This is what we mean when
we ask if the pelvis is stable or unstable – this is an unstable pelvis.” Shortly after, the rest of the
trauma team dissipated. The next thing I remember is walking away, a little numb inside.
I’m not sure whether having “favorites” in medicine is as bad as it is in teaching, but I
admit I have had my own. I will call her Aziza, an Egyptian name that means respected, which she
was. She had a long history of diabetes, atrial fibrillation, diastolic heart failure, and severe aortic
stenosis. She had ulcers on her toes, swollen legs up to her knees, and she couldn’t lay back even
15 degrees without feeling short of breath. She was desperate to have cataract surgery so that she
could read again, but since she was unable to lay flat for a procedure, her ophthalmologist
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recommended she be “medically optimized” before offering surgery. In an effort to facilitate this,
Aziza’s son and daughter brought her to us for a solution.
What Aziza and her children found were more problems than they realized existed.
Before eye surgery, she would need heart surgery. Before heart surgery, she would need imaging,
fluid suctioned out of her lungs, and medications to help her heart pump stronger. She had to
keep her blood pressure lower, but then not too low, and her blood was drawn every day. Her
hemoglobin dropped, and her kidneys were damaged. Eye surgery remained nowhere in sight.
Aziza’s daughter was with her at all times, as was her son, whenever he wasn’t at
work. They welcomed me daily into her room. In their thick Egyptian accents, they joked with
me about how demanding they were (which they weren’t), and how repetitive my interviews
became (which they did). Aziza greeted me warmly each morning, and day after day she insisted
that she was doing better and ready to go home. After a week of this pattern, I walked in one
morning and found her sitting hunched over at the edge of her bed. “I don’t want to live like
this”, she told me, “I want to go home to Egypt. I have had a good life. I am at peace.” Her
eyes welled with tears as I sat next to her, and silence took over.
I conveyed Aziza’s sentiments to my team, and within a few days, we organized a family
meeting. The cardiologists came. A palliative care nurse came. My internal medicine attending
came. And of course, Aziza’s two children were present. Tension in the room bubbled up
between speakers. The cardiologist conveyed that he did not recommend the cardiac procedure
they had been considering, “it is a very small chance that it will help improve quality of life
significantly, and it comes with many risks.”
Aziza’s son and daughter seemed not to grasp that he was recommending against the
procedure. Between the technical jargon the cardiologist had used, the language barrier, and
their natural focus on the possible benefits, how could they derive the gist of his message? After
two or three explanations, Aziza’s family started accepting that she could not have that surgery,
but the palliative care nurse’s explanation of her services met the brick wall of denial. They were
desperate for their mother to live, to get better.
Within a few more days, knowing her wishes and the futility of further hospitalization,
Aziza was discharged. From there, I don’t know what happened to her, but I often wish I did. I
think of her sometimes: thanking me for taking care of her, asking me, “do you speak any
Arabic?”, and being at peace with dying.
I haven’t cried at the hospital yet. It is easier to be stoic, I think – to let the hard days, the
angry patients, the sadness, and the death bounce off of us. But we are human, made of flesh
and bone – materials not well known for functioning as a reflective surface.
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High Acuity
Paul Lavadera
The surgical emergency cases continued to roll into the emergency room, bursting the
Emergency General Surgery list to its limits for time efficient care. An infected gallbladder in a
diabetic man brewed from Monday to Thursday as distended bellies with underlying perforated
colons and surgical adhesions pushed their way in front of the emergency line. Thursday
morning arrived and the man was pale, writhing in pain with his family at the beside angry and
threatening to move their concerns to another hospital. Within a few hours the man was wheeled
down to the OR, anesthetized, draped, and deemed ready for a laparoscopic cholecystectomy. A
Third Year Medical Student scrubbed into the surgery, ensuring every scrub step was perfectly
executed to avoid any side glances and chastising remarks by the scrub techs. In his second week
on the surgery clerkship, the Student knew all too well the feeling of humiliation from a scrub
tech leaning into the attending physician and pronouncing loudly for all to hear, “Your medical
student obviously doesn’t know how to dry his hands and has contaminated himself. Do not
allow him to scrub into this surgery.” In that moment, the Student vowed to never make a same
mistake twice on this merciless rotation. The Student stood next to the Chief and Attending and
was determined to optimize the few skills he could contribute to the case and volunteered to hold
the camera whenever needed. The Student did not realize the case was going to be a bit more
convoluted and complicated than his limited scope of experiences.
An angry gallbladder sat adhered to its neighboring liver, aching and burrowing deep in
the abdomen. This gallstone sac was fowl and all but waiting to seed bacteria to other
neighboring structures. The Chief and Attending slit holes into this sick right upper quadrant and
the camera light shown in and revealed gangrenous structures. The Chief attempted to pull the
adhered sac off of the liver and cauterize her way to victory, but this gallbladder was unhappy
and ripping off into unrecognizable manifestations of human tissue. The Attending assisted in the
struggle and eventually took over as the primary surgeon for the case. The Student watched in
awe and desired so badly to jump in and start ripping and burning tissue away, absolutely
unaware of the difficulty of the task.
Suddenly, warm red blood soaked the camera and a “damnit, the cystic has been nicked”
was pronounced. Normally, this shouldn’t be too big of a deal but a chronic problem with the
suction led to a concerning situation where blood began pooling at the posterior of the abdomen
with no suction available to relieve the pressure. The circulating nurse was out of the OR for a
task, “Student! Scrub out and call the front desk now and call for an emergency replacement of
the suction system!” The Student sprang to action with excitement about the acuity of the
situation as the bullpen surgeon ran into the room and the abdomen was opened with the
absence of a functioning suction available. The nurses and began vigorously listening and
assisting as a team with a common goal of stabilizing and ensuring the safety of the patient. The
Student’s excitement suddenly exchanged itself into guilt and visceral concern when he was
reminded that a human’s life was potentially at stake.
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The Student watched unscrubbed from a distance as the abdomen was aggressively
retracted and hands delved deep into the man’s body cavity. The Student stood swaying and
sweating from a distance reflecting on the power of a surgeon and hopeful the team was going to
pull this man out of this acute situation. It was the first time he saw the anesthesiologist spring up
out of the chair and begin supplying a blood transfusion and become an integral component of
the acute care team. The Student was uncertain as to the severity of the situation, but that didn’t
stop his mind from wandering to the fact that he could be living through a worst-case scenario
that every patient consents to when entering the OR. He was suddenly and increasingly
concerned that the team hadn’t triaged the patient’s dire situation properly and that the damn
suction machine was going to be a factor in this man’s death. How were they going to explain to the
family that a “routine gallbladder removal” lead to the death of this man?? They surely would point to the fact that
we waited too long!! Am I prepared to watch this man expire right here on the OR table?? Could this have been
prevented? The Student knew deep down he was probably overexaggerating as an academic
practice in coping with a life or death situation, but the thought experiment took over all
practical thought in the moment.
The surgical team swiftly stabilized the patient, removed the gallbladder, and sutured up
the open abdomen. The Student’s concern abated and he was impressed by the rapid and
professional response to the acute complication. The Student was inspired by the power and the
struggle and the talent and the quick wit of the surgeon and especially affected by the realizations
around the fragility of life in an emergency. The Student didn’t want to admit it, but knew that
intense events like these were the exact ones that he looked forward to and were going to be the
most formative and influential in his training. He felt guilty wishing to be involved with situations
like these because it meant that someone else’s health and life were in danger! The Student rolled
the patient out of the OR and back to the floors of the hospital with thoughts racing in every
direction… at the very least glad that the patient had lived through the “routine” operation…
The Student rounded on the patient the next day and found his family there. He was
worried about what he would say and resigned to keeping his wording simple and plain as to not
reveal the concern he had the previous day. The family looked completely fine and the Student
knew that the family was probably told that a complication occurred but that the operation was
otherwise successful. Standing there, the Student was dealing with understanding the importance
of not revealing unnecessary details about the operation but also coping with the acuity of the
risk just a day before. He did not feel it unjust to keep these details from the family, and reflected
on the reality that many people are simply waiting for there to be an opportunity to take legal
action against physicians for any of a multitude of reasons. The Student continued to round on
the patient each morning until relief washed over him when the patient was safely discharged,
knowing that the images of his bleeding abdomen associated with the Student’s visceral feelings
were now permanently cauterized in his memory.
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For a Lab Mouse
Russell J. Pepe
Sharp little moments
from the last year
prick through the blanket of my memory.
In moments when I’ve felt
these pins emerge,
I’ll reach for a pen and paper—
something to write it down
and capture what I’m feeling
with words—but by then, the feeling is already gone.
So,
right now what I am doing
is standing,
and with my eyes open
(but blind nonetheless)
I am stretching my hand out in front of me,
and leaning forward, I am
(almost relying on the surface to catch my balance)
running my hand over the blanket of memories
from the last year, feeling for those
little pin pricks
and trying to decipher the brail
by reading it aloud
and listening only for the first time once I’ve played it back.
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“Not sad, but something like it.”
That is how I feel.

The hair on my arms
stands erect
and a chill drapes my shoulders.
It’s a feeling that could make me gag
or else that could make my teeth clack together.
Not hard,
just once, and enough for me to notice that the little things exist and are a part of me.
It’s neither elation nor discomfort:
just subtle proprioception—a tap,
enough to tell me,
“We’re still here.”

It’s the same feeling I get
When I look east
crossing the bridge
and I see lights over the water that remind me of a place I’ve never been
—some clean, well-lit place along a river
in a Dreamcity —
where I’ll never get home to.
Because either it does not exist
or I will never find it.
And even if I did,
it would no longer be that place.
Because that place only appeals
in that I cannot get there.
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This is the way I was feeling in those moments,
sitting with you there
in my hands.
You were so small,
but your hands resembled mine.

Maybe you
had felt that I was present, though you could not see me,
when I stood at a distance, observing
from beyond your walls.
Maybe, even,
you had imagined
some figure—
Massive (like the silhouette of Titan storm clouds that only form in the flashes of lightning that
battle behind them)
and vaguely reminiscent
of your form.

Maybe you had thought
that I was present in your life
only to cause you harm.

When you became ill,
maybe you had known that I was
the one who’d willed it so.

“Not sad, but something like it.”
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Maybe in your final moments,
as you drew your last breaths,
you were able to see that the Massive figure holding you in his hands
didn’t look so scary at all.
And maybe you took comfort
and rest
seeing in my face that we are not so different.

I pray that you were guarded
from knowing that you only suffered
so that I could know something
more about myself.

At the end of my life,
I wonder
what the face will look like,
staring into my cage.
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Vanity
Russell J. Pepe
She asked what are you gonna have to do?
I said I don’t know yet but I could find out for you.
She said oh no that’s ok you’re probably busy.
I turned my feet and hips slightly towards the door as if I intended to walk out but my mouth and
hands and stupid grumbling throat in my chest all turned towards her so I could tell her it was
no problem and nearly tripped over myself in doing so.
She said oh alright okay thank you and between her skinny fingers she rolled the folded-overdouble nappy edges of that thick white cotton blanket they put on her when she came up to the
unit.
I looked at the pictures and it was everywhere. A breath speaking so close it patted the hair on
the crown of my head said, She’s gonna box inside of a month.
I went back into her room. When I had been there earlier I was standing flush with the foot of
her bed so she was staring right at me. She seemed tired but when I came in this time I was
standing off to the corner side of the bed to her left and she was still staring out from behind
those big brown eyes straight forward where I had been standing and I decided to step over to
the other side of the bed then back then over and back again. She couldn’t see me because I
guess now it had gotten well into her brain and boarded up the windows.
She asked could you help me roll over onto my side? my back hurts.
I said yeah of course.
I walked over to her right and rested my left hand on the back of her arm. I held my right hand
out in front of her. She reached out in the dark hoping for something to grab a hold of her and
bring her back.
She could barely move without wincing sharp short slices of warm breath escaping her but not
on her own volition. I wondered what she felt in there. Her eyes were devoid of sentiment. No
longing for home. No hope for paradise. Just hopeless lucidity.
When we came up later all of us there this time she was still in bed but now with her mother and
husband by her side. Her mother had been dehydrated by age but her hands had the same
beautiful skinny fingers that she had. She pressed them into her daughter’s back kneading. What
else was she supposed to do.
The doctor said there wasn’t much more she could offer.
What about the procedure, or surgery I mean, someone said.
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Unfortunately that isn’t an option at this point. There are other therapies that will give you some
more time it’s possible. What we’d wanted to do was open you up and get it all out but
unfortunately at this stage—
She stopped. The rest of her thought stood suspended in a noiseless vacuum interrupted only by
the dial tones and heart monitors that continued on outside in the hallway.
In here, they didn’t need to hear it to know.
The thing is, the doctor said, we would do everything but kill you. We would put you to sleep,
give you a drug that would paralyze you until we could see that you’re not breathing. A machine
would breathe for you. We would open your belly, cut out the source and close your belly with
string and staples. Later then we would resume the medicine.
Over the bed hung bags of fluid that coursed through her veins and behind her eyes, under her
stomach and around her heels. At all hours of the night and day, it ran through her body, at
times bringing relief or sleep if not a toxic smog of heartburn.
Somewhere in the empyrean marketplace, someone had decided that this was the price for
another day.
I had been watching her husband the whole time. While she lay in bed motionless just barely
rocking back and forth from the kneading in the small of her back her husband stood rigidly on
his heels not breathing. His left arm crossed in front of his belly his right thumb and forefinger
pinching his bottom lip into a little v. He looked like someone was threatening to punch him in
the throat.
Something deep inside of him was banging on the walls in that deepest chamber of his chest.
Behind his heart where the dark bloody red beet root walls make a clearing. Down between the
dark hollows of his lungs. Pressed up against the density of his spine. Something was beating
relentlessly beating that dense ground to clay.
The doctor said this may kill you but otherwise you may die from it. Do you have any questions
for me?
For the first time since the morning I looked down at her face. She was still laying there with her
eyes fixed in that same direction, now staring straight at me. I don’t know why, but I thought of
the orange I had had for breakfast. It was a perfect orange. Every grain of pulp was so plump,
so pregnant with sun water, bursting with life. The color was so orange it seemed to create its
own light. Had that color always been there just waiting to shine out. All of its life this orange
had had this beauty inside of it but it had never seen the sun. I wondered if an orange could feel
what it would feel in that moment: so beautiful, being ripped to shreds. She was still staring
straight at me. From deep inside of that darkness some part of her was grabbing me by both
sides of my collar and pressing its face against mine. I could feel it breathing. Short slices sharp
warm humid air. I could feel it hitting that bloody red beet root dense warm clay ground
pounding at the base of my chest and I noticed for the first time that it was my own breath and I
hadn’t been counting it until just then.
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That thing that held me to its face from behind her eyes it spoke to me. You can’t stop what’s
coming, it said.
And then the stage suddenly collapsed underneath me.
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Years One and Two: COVID-19
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This is Fine...
Vaishnavi Warrier
USMLE Step 1 ranks as one of the most challenging tasks that medical students must
undertake as part of our pre-clinical education. An average day for a medical student, in a 6-8-week
dedicated studying period, consists of 10-12 hours of active studying. I use the word “active,” because
while there may be clear demarcations between studying and relaxing in a schedule, our minds don’t
always adhere to those boundaries. When we’re not trying to cram the nuances of lipid metabolism (a
personal peeve), we’re berating ourselves for not having learned the topic well the first time
around…or the third. In addition to that, we’re agonizing about how our inability to memorize a few
stubborn facts can negatively affect our score on the actual exam. I wish I was exaggerating when
presenting this outlook on Step 1, but it is an unfortunate reality for many medical students, myself
included. Yet, each year, medical school applicants weigh the cost and benefits and continue to pick
this path, accepting at some point, that they may need to choose the company of books over that of
their family and friends. What no medical student considers, however, is having to make this choice
in the middle of a pandemic.
When classes began transferring to a virtual medium and predictions regarding the duration
of the pandemic began surfacing, my coping mechanism defaulted to assuring myself that although
COVID-19 cases may last through the summer, things would be closer to “normal” by the time I took
my test. I dismissed my attachment to friends and coffee shops and suppressed my fears of spending
2 months in isolation. I comforted myself by thinking about the cycle of history - how medical students
each year, face difficulties, overcome them, graduate, and go on to become incredible physicians.
Remembering a cartoon strip of a dog sitting at a table and sipping coffee, in a burning room, I told
myself, “This is fine…”
May arrived, cases began rising, and test centers began shutting down. Phone lines for testing
centers were cut off, test cancellations were being delivered by email up to 12 hours before an
examinee’s scheduled time, and infrequent, unreliable, and often contradicting information was being
delivered by the various parties involved with the creation and administration of USMLE Step 1. The
miscommunication and negligence might have angered us less and had less of an impact on our stress
levels, if medical students, had not already paid hundreds or thousands of dollars to be able to take
this exam. One day, I received my cancellation and suddenly, the idea of not taking Step 1 until
September became scarier than the idea of having to take it in June. What was once a given,
transformed into an uncertainty.
The lines that I had drawn in my schedule to carve out time for eating, exercising, meditating,
and general self-care became blurred. These past two years, whenever I had felt demotivated and
frustrated with academics, I had looked towards getting involved with the community, working with
my peers, and relaxing with friends to re-invigorate me. Being detached from the world and confined
within the limitations of my own mind, divorced me from my usual sources of joy. I had grown up as
an only child and this loneliness wasn’t foreign, but somewhere along the way, I had gotten used to
drawing energy from others. Being thrust back into that solitude, with no end in sight, was terrifying.
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Social media showed me photos and videos of people I knew finding new hobbies, reconnecting with
loved ones, and using this time for growth and reflection; instead of letting these inspire me, I felt
alienated. I had one task during these few weeks – to study – and here I was, struggling to open a
book. The last time I was this exhausted was when I contracted pneumonia, but even then, I found
the motivation to attend class and complete my assignments. This time around, fighting an infection
didn’t weaken my will, but the expectations I set on myself to perform exceptionally during a
pandemic, did. Taking a 4-hour practice test before attending a virtual funeral, did. Processing the
disappointment of a low score with the grief of watching, through a computer screen, a close friend
grieving by the casket of a loved one who died fighting COVID, did.
Studying for arguably the hardest and most important test of my career was already difficult
to begin with. However, doing that, while simultaneously grappling with the reality of thousands of
people dying due to COVID, was a heavy burden to bear. I agree that healthcare professionals have
chosen this field, so we are asked from the beginning of our careers, to be strong and brave. Resilience
was demanded of me, and maybe that is why, despite everything, I find myself having finally taken
this exam, sitting here and writing this piece. The prompt that I had gotten was – “Write about STEP,
if you can find a way to write about it creatively.” I don’t know if this essay is creative, but it is unique.
I can’t imagine what my dedicated study period would have been like, if there wasn’t a pandemic.
Maybe there were lessons I would have not learned or realizations about my capabilities that I would
not have had. I do know, however, that I would have been happier. The students who studied for
USMLE Step 1 in 2020, had a different experience than all those before them. We faced a different
set of difficulties, overcame them, will graduate, and go on to become incredible physicians. However,
this is one cycle that I do not wish for history to repeat.
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Pieces: A Reflection on Growth and What
Lies Ahead
Christin G. Hong
How do you do?
Please take these pieces
It’s from me to you
Scatter them, sow them, patch them into your heart
So that when the day comes that I must depart
You will have a collection of my pieces
Forever encased in your heart
I just hope and pray that you never forget the art
When I initially wrote this poem, I was a young teen whose aspiration was to positively
inspire others in a meaningful way. How such an aspiration would manifest was an exciting
unknown for me at that time. I hadn’t considered medicine as a potential career then, but I had
hoped that one day these words would come to fruition.
It wasn’t until after a challenging day in the anatomy lab as a first-year medical student that
this long forgotten poem suddenly came to mind. As I pulled it out from my tattered notebook and
read it again, a new meaning emerged from the poem. While I had naively dreamed of imparting
influence on others when penning these words, the person whose body I had the privilege to study
and to intimately understand had willingly imparted physical remnants of themselves to my lab
mates and me. Through studying the veins that had once carried the dynamic life of my donor, I
began to realize that influence manifested in various ways. While I had only dreamed about
impacting others during my lifetime, my donor had dreamed beyond his life. Through the pieces that
he had imparted to us, he taught us about the beautiful humanity that made up the very fibers and
flesh of who we are.
So when I became a second-year medical student, I was excited to gain more clinical
experience by interacting with actual patients at hospitals. At last, I would be able to start making a
tangible difference in someone’s life this year through detailed history-taking and real-life physical
examinations. Or so I had thought.
As my second year of medical school progressed, I found it increasingly challenging to
adhere to my aforementioned aspiration. Most of my time was devoted to preparing for the USMLE
Step 1 exam. And many times throughout the dedicated period, I felt myself questioning how the
monotonous tasks of learning and reviewing for an exam would equip me with the skills necessary
to become a physician who provided meaningful care. I understood that I needed to acquire
knowledge to be able to care for patients during rotations the next year. But the act of studying
seemed so removed from the tangible qualities of providing healthcare. The glamorous idea of
rounding on wards and caring for patients had been replaced with the mundane reality of studying in
a cubicle for most of my time.
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It is during this period of dedicated studying for Step 1 that America was devastatingly hit by
COVID-19. I, like the rest of my fellow medical students across the nation, watched with mixed
emotions as news headlines and stories reported the harrowing challenges and sacrifices that
healthcare workers in particular were facing in order to care for their patients. As PPE shortages and
lack of respirators and proper medical equipment became a stark reality for many hospitals across
the nation, many healthcare workers were undeterred in their mission to care for their patients.
Sacrificing their time, their health, and sometimes even their own lives, these providers continued to
uphold their Hippocratic Oath to care for, protect, and heal others. As numbers of healthcare
workers who had lost their lives to COVID-19 continued to rise, I became acutely aware of the
weighty reality that caring for patients came at a cost. Striving to meaningfully impact someone’s
illness narrative could mean sacrificing myself in a way that I had not considered in my early medical
school training.
Now as I prepare for third year clerkships, I find myself contemplating heavily on the impact
I want to impart onto my future patients. The overwhelming response of healthcare workers to
COVID-19 was one of compassionate self-sacrifice. Such implications have really challenged me to
consider the kind of care I want to provide. Yes, I still aspire to share pieces of myself with everyone
I meet—exactly how I will do so and how this will manifest is a journey that I cannot wait to
undertake.
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Giving Thanks
Patricia Shelton
Standing at my medical school locker that reminded me of high school, I pulled on my face shield
over my surgical mask, struggled into a second pair of royal blue nitrile gloves, and mentally prepared myself
to walk into the anatomy lab—to see and touch a donor for the first time. Every physician you look up to has done
this—you can do this too, I told myself. I caught up with my lab group and tried to believe my own words.
Because of the COVID-19 pandemic, the set-up was different from previous years—we would split
into groups of two and travel to different stations with already dissected donors, learning what we could from
each one. Already sweating from nervousness, I joined my partner and we met our first donor. She was lying
face down and her back muscles were exposed. I was surprised to find that I felt fine physically—my head
was still firmly on my shoulders and my lunch sat comfortably in my stomach. But it was the emotional
weight of it all that slapped me across the face—I was standing in front of a person’s body. Suddenly, the air
felt heavy—both turbulent and eerily still at the same time. My glasses slipped down my nose but I didn’t dare
push them up. “So...the latissimus dorsi,” my partner said, pointing to the wide muscle halfway up the back. I
tried to speak and only a whisper came out, “Right...yes.” In the moment, I forgot everything I had studied
that morning. I became thankful for the slight emotional anonymity that came with my mask covering my
facial expressions and my glasses and face shield covering my watering eyes. I tried to look at my notes, but
my mind wasn’t focused on the anatomy of the back. I was thinking about the person in front of me whose
life on Earth had ended.
For the rest of the hour, I experienced a rollercoaster of emotions. Shock and then relief when my
partner took my double-gloved hand and placed it directly onto a donor’s left latissimus dorsi—the first time
I ever touched a donor. Awe at how helpful it was to see the anatomy in person—how few other people in
the world have had this privilege and how lucky I am to be one of them. But one feeling surprised me: a
feeling of being pulled in all directions. I found that as we moved from station to station, I felt an invisible
pull from each donor we left behind—an obligation to give each one my full attention. In any other year, my
lab group and I would have dissected one donor—“our” donor. But something about the stations format this
year made every donor feel like “mine.”
“Let’s go on a walk—I need to talk about anatomy lab,” I texted my friends as I walked to my car,
tears watering my eyes once again.
As I drove home past the cemetery near my neighborhood, a woman wearing a pink mask placed
flowers on a white tombstone and knelt on the grass. I couldn't help but see the parallels.
During my post-anatomy lab walk with friends, we talked about the strangeness and the sanctity of
the experience and my feeling of being pulled in all directions. One of my friends, wearing a chic floral mask,
somewhat sheepishly confessed that she talks to the donors “telepathically” in her head and I made a mental
note to steal that practice. We resolved to try to spend as much time as we could with each donor and to
thank them personally for their gift to us.
The following week, emotionally, something had changed. I held a donor's hand in mine and I heard
myself naming the structures, much louder than a whisper this time. And telepathically I said, I learned the
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muscles, tendons, and arteries in the hand from you, thank you. On the next donor, the scene repeated itself. I learned
the branches of the brachial artery from you, thank you. The heaviness in the room from the week before lifted.
As the weeks went by, it got easier and easier. Sometimes it still hit me, though. As I read a slip of
paper that said, “Cause of death: lung cancer,” I thought about what the end of this person’s life might have
been like. Perhaps chemo, perhaps hospice. Perhaps surrounded by family, perhaps alone. I thought about
how much it must have hurt. I thought about future years, when a student may walk up to a donor and the
slip of paper might say “Cause of death: COVID-19.”
As my time in the anatomy lab came to a close, I thought more about the woman in the pink mask I
saw after my very first anatomy lab session who was bringing flowers to a loved one’s grave. I decided I
wanted to do some sort of small ritual myself—something to give me closure and something to honor the
donors. The thought of being in the anatomy lab room alone—to face the emotional weight alone—had
always scared me and for that reason, I knew that had to be my ritual. The day of my last anatomy lab session,
I arrived 15 minutes early and walked around the room, touching each hand and having a moment with each
donor. The room was completely silent except for the sound of my own footsteps. Unlike my first visit, the
emotional weight of it all didn’t slap me across the face. Instead, I held it in the palms of my hands, reluctant
to let go. I will forever remember those solemn and beautiful 15 minutes—the time I spent to personally and
individually thank the people who gave us the gift of knowledge. The people who became my teachers—the
people who changed me.
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Helping Hands
Jennifer Geller
I glance at the clock. Five minutes. Five minutes I have peered at the hand of the cadaver I
had been working on for over a half hour. Despite the unhesitating nature with which I explored the
cauda equina, dorsal root ganglia, the trapezius and its accompanying transverse cervical artery, and
the rhomboid major and rhomboid minor, the hand was different. The second hand continues to
tick behind my head audibly as if to say, “Just do it already… just touch it.”
All the while I nervously tug on my scrubs. Amid the COVID-19 pandemic, I was not able
to visit a store to try on different sized scrubs before placing an online order. Now, I found myself
subconsciously tugging at the waistband while trying to tuck my thigh-length shirt in. The scrubs
were plum in color, in my attempt to add a touch of my personality to the outfit, saving my light
blue scrubs for another time. My face shield mists with each breath I take under my lavender filtered
material mask with an additional surgical one over it, making the matching I tried to achieve for the
filtered mask and scrubs of little use. And while these masks could prevent COVID-19 from
penetrating, the barrier is no match for the smell of embalming fluid.
“Why?” I think to myself. “Isn’t the hand just another part of the body? Why can’t I touch
it? Just touch it!” The clock approaches seven minutes I have been still.
Something is sacred about the hands. When we touch each other’s hands, we are creating a
deeper connection. As a first responder on the back of an ambulance, I have held patients’ hands
when they were in pain to let them know that they could cry if they wanted. My sister, my cousins,
and I used to skip down the street when playing outside holding hands. I have kneaded challah
dough with my hands alongside my grandmother as she passed down her sacred long-time family
recipe. We connect with each other with our hands, through the toughest of times to those of pure
joy.
In the following weeks of anatomy lab, we would continue to maneuver through the human
body but through it all, no experience felt as unique as that of the hand. Could it be the fact that we
do not think about our large intestine every day? Do we not communicate through our livers or
express love through our pancreas?
Snapping my conscious back to the patient in front of me, I take a moment to picture this
patient’s family all around him as he passed away. The love they shared as he took his last breath
making sure he knew that he was loved and supported through his passing. I picture his family
giving their last hugs and kisses, holding his hand for the last time. My mind wandered to imagine
the life he had before his passing. Maybe he was a lawyer? Could he have been a teacher? Or maybe
a sports coach for his son? A loving father and husband? I wonder if I was the next person who
would touch his hand after his passing. A stranger, yet one who has put so much thought into who
he is and what his story had been. These thoughts consume me before I have the courage to hold
his hand for myself.
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I took a breath, choked back tears, and then touched his hand without thinking any longer.
My gloved hand feels his creased palm that had yet to be dissected for the following week’s upper
limb lab. Each fingernail was hard and smooth upon extension of each finger. My heart settles back
into my chest from what felt like my throat, and I feel my pulse slow down. While the patient could
not physically respond to me, I feel that I knew the patient more personally now. At the time, with
no understanding of the muscles of the hand, the nerves that innervated it, or any of their blood
supply, the anatomy was second to the human.
Never will I know more about this patient, but I do know that he helped me in many ways.
As my first patient in medical school, it was through his generosity that I now can point to that
artery and say for certainty that it is the gastroduodenal artery. And for that I will be a much better
physician. However more importantly, it grounded me in the knowledge and life of each patient
outside of the walls of my office, or operating room, or emergency room — wherever my path takes
me. When I shake each new patient’s hand, I will be grateful for the opportunity to cross paths with
each patient in their greater life journey. And for that, I owe my first patient the largest of thanks.
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To My Fellow M1
Salma Youssef
To my fellow M1,
I think we can both agree that the summer before starting medical school is always exciting.
You get a nice vacation. Then, you start planning your new living space, and maybe even buy a killer
outfit for your white coat ceremony.
But when that enthusiasm is taken away by a global pandemic, the things that get you excited
about medical school start to dwindle. Should I move into a new apartment or stay at home with my
parents? Do I not have the opportunity to witness a dramatic passing out moment during my first
anatomy lab? Will making friends online be that simple?
As orientation approaches, you convince yourself that you will get excited when the time
comes. The first day of orientation is here, yet you still feel more dread than excitement. The doubts
you had about your ability to succeed come to the forefront. Every interview promised a
collaborative learning environment; however, collaborative is a very distant thought when you are all
alone in your room staring at professors on a screen. Then, they tell you about the rollercoaster of
medical school with all the ups and downs. They foreshadow the lowest point of the year when all
the stresses of first year compound. They call it the looming “pit of despair” and assure you that you
will be able to pick yourself out of it, but will I be able to overcome that indictment?
Every time you visit a doctor or talk to a doctor friend, they recall their M1 year and how
they cried all the time or lived off of coffee and energy drinks. “But you’ll be fine,” they say, “we all
made it through.” Amidst a pandemic, you can’t help questioning their statements, because does
anyone actually have a clue? No current physician has had to learn medicine in a remote setting, so
their assurances seem far-flung. All your fears are magnified, and your mind can’t help but run
astray. Even though you are present in class, you question whether you are the only one feeling like
an imposter. In your vulnerable state, your focus shatters and wanders all over the place. Every time
you try to recollect yourself, you are faced by a myriad of blank faces just as lost. It is not too long
until you seek advice from those who preceded you and are somehow still aloft.
I laughed as upper classmen changed their advice from “learning from cadavers is so
essential” to “Netter’s Atlas is better to see structures anyway.” As the pandemic revealed that inperson anatomy labs would not be feasible, advice turned into futile statements to console us and
revealed the irony of the disconnect between us. More often than not, their experiences seemed
totally alien to mine. They did not experience the wonders of medicine from a vaguely labeled image
of some body part on a laptop in a dimly lit bedroom on a gloomy Friday night.
The upperclassmen all complain about how tired they are of online classes and virtual labs
without seeing their friends. But, have they felt as disconnected as me? I know faces. I know names.
I see them through screens, but they mean nothing to me. I am one of almost two hundred, yet I
feel alone.
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The same screen that shows me the death toll shows me the class roster. I sigh in relief when
a familiar face joins my online group. I slowly discover I am not alone in my struggle. A few lucky
ones have previous friendships with old classmates from college. The rest of us are left to find
common ground in virtual spaces: happy hours, Zoom workouts, and even breakout rooms.
Group chats and zoom rooms are the new student lounges and classrooms. I’m not worried
though, we can still have a laugh. Did they notice my cat, my messy bed, or my pajama pants? I
become familiar with their room backgrounds across different counties and states. Through the
display, I get an idea of their personality with the bonus insight of an in-frame college emblem or
sports team banner. They bring me comfort even if it is just for a quick break.
My first year in medical school sounds tragic, but it is not. Every now and then, I remember
why I had begun. When I signed up for medical school, I knew it would not be an easy ride, but I
did not expect it to be a “rollercoaster” as they had warned me. As the world falls apart amidst a
pandemic, I get to learn and grow. While not ideal, it is a journey I must embrace. I change my mind
from one moment to the next about whether I can make it through the stress of this year waiting for
it all to fall into place.
You would think I was inspired by my professors and all they have done. I would like you to
know that it was you, my fellow M1, who inspires me. We are making it through and despite the
challenges and pitfalls, we are succeeding. I know faces. I know names. I see them through screens,
but they start to mean something to me. I am one of almost two hundred, and I am proud to be.
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Knowledge
Stephanie Smyczek
As a first year medical student, my simple pleasures included passing exams, seeing friends in
the horseshoe shaped study space called the periphery, and chicken tender wraps with chipotle mayo
from the school’s café. Now that I am an M2, my simple pleasures of school have changed – partly
due to COVID and virtual learning, but also because this second year is inherently different from
the first. With our first board exam, Step 1, and clerkship rotations quickly approaching, I am
expected to learn a vast amount of information and apply it to school exams and, soon, to patient
encounters in the hospital. The information that was “for next year” as an M1 has caught up with
me, and I now spend hours answering questions and doing flashcards to commit the facts to
memory.
Currently, the excitements of being a second year still include passing exams but mainly
relate to learning new, interesting, and very relevant information. This year, my courses focus on
pathology and all the ways that normal physiology can go haywire. Along with the excitement and
the fulfillment that comes from learning new information also comes increased fear of the dangers
lurking around the corner and even inside our bodies. Reading about the cancers that develop in the
elderly is anxiety-inducing. Dwelling on the textbook pages and lectures slides detailing the disease
progression, symptoms, and outcome of leukemias and lymphomas causes my mind to spiral into
dark “what ifs” of my aging parents getting sick from an insidious and unpredictable disease.
Now that I am in medical school, I’ve become more cognizant of my parents’ health
problems and ask to see their lab reports to check that there aren’t any abnormalities. I’ve become a
bit more of a worrier, and I’ve even grown wary of the dentist. I didn’t bat an eye when my dad had
4 root canals and I had my wisdom teeth removed prior to my acceptance at RWJMS. But when my
mom needed dental work done in the middle of my second year, my palms started to sweat as I
thought of all the organisms living in the mouth that, under the right circumstances, could cause
pneumonia or heart problems in someone like my mom who isn’t in the best of health. After
worrying about the possibility of complications in the days leading up to my mom’s procedure, I was
finally able to relax when she returned from the dentist teary eyed and in pain but alive and in good
health. I don’t like to fret over outcomes and scenarios that I can’t control, but it seems that the
more I learn, the more there is to fear.
I used to believe that being young generally means that you’re healthy and don’t have to
worry about acquiring medical conditions until older age. Unsurprisingly, that outlook changed this
year when I learned about the autoimmune diseases that first emerge in young women in their midtwenties (I’m currently 25). Spontaneous illnesses can arise at any time. I feel less in control of my
health and find myself becoming increasingly fearful of falling sick or discovering that I’ve been sick
for a while, unbeknownst to any of my physicians. Wikipedia defines Medical Students’ Disease as
when “medical students perceive themselves to be experiencing the symptoms of a disease that they
are studying” and is “associated with the fear of contracting the disease in question.” Over the past
few months, my friends and I have consulted each other to ask if there’s a lump around a breast or if
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cold fingers are actually indicative of Raynaud’s. It’s scary to learn that no one is safe from disease,
and medical professionals are entrusted with the specifics of that reality. Doctors and students use
judgement to discern how much or how little information to give the patient so that they are
adequately informed and leave feeling reassured but not terrified. I know that over time I’ll have to
learn how to reign in my own fears so that I can support my patient and dissipate some of theirs.
From day one of medical school, the deans discussed the importance of acting professionally
because our patients, family, and friends will start to view us as if we are already physicians. As an
M1, if any of my college or high school friends mentioned a topic even vaguely medical, I would
quickly blurt out “I’m just a first year, and I don’t know anything yet”. Thankfully that response
ended the conversation before it even started and saved me the embarrassment of fumbling through
an answer and coming to terms with my lack of knowledge. As a second year, it’s not so easy for me
to shrug off medical questions as I’m now expected to have at least a basic understanding of the
topic, especially with Step 1 and clerkships approaching. I can no longer use “I’m just a first year” as
an excuse to avoid discussing medicine with family and friends.
I was prepared for my friends to ask me questions about the body, but not strangers. On
dating apps, I include that I am a medical student mainly to explain why my responses are sporadic.
I get the usual questions about why I chose this path and what I want to specialize in, but after
talking to one match for a few days, he emphatically texts me in multiple messages, “Wait Stephanie!
I need your medical HELP. The past three days. My EYES. Have been so DRY. They HURT. And
get RED. And the light ends up hurting it. I just started using eye drops today. Smart of me?” At
this point in time, we had just finished learning about hematology oncology and I briefly entertained
the idea that he could have Sjogren’s disease and wondered if he also had dry mouth. After some
brief thought, I decided I really didn't want to practice a full history taking interview on this poor
guy and he didn't fit the typical Sjogren’s presentation anyways – I wasn’t worried about his
symptoms. I reminded him that I am still only a student and in my nonprofessional opinion, eye
drops were a good call. Looking back, I should have included that he see a professional if his
symptoms worsen. Since starting my second year, I’ve also discussed COPD with a friend whose
grandmother has smoked for decades, reassured another friend about the unlikelihood that she has
COVID based on the information she provided me, and informed an old soccer teammate about
the efficacy of the COVID vaccine. I’m training to be an effective bearer and disseminator of
medical knowledge and must confidently and competently answer questions to meet expectations of
what makes “a good doctor”.
In 2 years of medical school, I have learned so much information. The details about the
body that I am expected to memorize and remember is intimidating, but I know that I’ve absorbed
more than I realize. As a result, my perceptions and interactions with the world and with people
have changed, and will continue to change as I advance in this career. I’ll discover new dangers
within the mundane and find new reasons to feel anxious, which might change how I approach
familiar situations. But as I continue with my training, I can at least feel reassured that I’ll also have
an idea of how to avoid or treat the danger. I can never again interact with someone simply as
Stephanie. Rather, Stephanie: medical student or Stephanie: doctor will have conversations with
friends, family, strangers, even when the shift is over. It’ll be as if MD is emblazed on my chest,
giving the OK for medical questions to be casually slipped into conversations of pop culture. The
154

position I am in as a medical student and soon to be doctor is centered around knowledge and its
pursuit and application and passing on. Knowing the literature, knowing the information, knowing
how to apply it, knowing how to interact with patients. It is a weight on my mind and my shoulders,
something to live up to and to fill in the shoes of, something that I will grow into and need to live
up to. Knowledge is motivation, knowledge is anxiety, knowledge is expectations, knowledge is
responsibility, knowledge is medicine.
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A Virtual Patient
Divya Krishna
2020, the year of virtual school, created a unique learning experience regarding patient
care skills. I never truly realized how much I simply did not know about going through a physical
exam with a real person, due to lack of practice with actual patients, until our practice physical
exam. I don’t necessarily mean this in terms of skills, but rather in terms of how to compose myself
while interacting in such a close setting with another human during the COVID pandemic.
Despite being quarantined for several months, I never actually expected such a high level of
awkwardness from being so out of touch with other people. From my six years as a part
of Emergency Medical Services, I was very used to getting close to a patient in order to take their
vital signs and perform a physical exam. I’ve had years of experience to get comfortable with using
medical equipment while explaining what I’m doing, ensuring patients are comfortable as I set up
EKG leads or inspect personal areas for wounds. However, all of this seemed to have been lost
during the practice physical exam. It felt almost wrong to even get close enough to touch
my patient’s wrist in order to assess radial pulses because I had become used to constantly staying
six feet away from others. I managed to jumble my way through my introductions, before hesitantly
asking if I could see their arm. My mind was furiously trying to keep focused on correctly counting
each beat as I held my breath for the thirty seconds of time needed to properly assess a pulse.
Of course, this discomfort is not a luxury afforded to actual frontline workers, who have no
choice but to come into close contact with hundreds of individuals who may or may not be COVID
positive. The shift to Telehealth medicine protects both providers and patients, but does not allow
students to experience all the intricacies of a patient encounter. While our instructors can assess
our history-taking skills and give us feedback, there is no practical way to critique and hone physical
exam skills in a way that helps the student learn proper technique over video. Neither my instructor
nor I know if I’m palpating too lightly or percussing too softly. The lack of instant feedback and
correction while performing maneuvers may even instill a wrong practice in those of us who repeat
certain actions incorrectly while practicing. Through a screen, how can we really be sure of what
specific location to palpate- where exactly is the “Point of Maximal Impulse” on a heart and how
do I know what it's supposed to feel like?
This is not to blame anyone or mindlessly complain about the experience; I understand that
it is difficult for there to be any alternative learning experience. I just wish there were a better way to
once again become comfortable with the physical assessment so that we can help real patients next
year.
On a brighter note, I think my ability to ask more open-ended questions while eliciting
patients’ medical histories has improved. Since all of our attention is focused solely on obtaining
important information from the standardized patients through the barrier of our computer screens, I
have found myself asking more comprehensive questions about patients’ personal and family lives in
order to get a broader look into their history of present illness. Never before have I had the time
to learn so much about a patient’s relationship with their family, friends, and own mental health156

which is all vital information that I can tie back to their social habits and overall health. This was
great practice, especially when caring for patient with mental health issues, as we were able to
practice the type of conversation that fluidly wove its way into medical questions in order to best
serve the patient. Now, I can more comfortably “pry” into patients’ lives and provide some
needed support by asking the simple question of “How is your social life?” From here, the topic of
conversation goes wherever the patient takes it, indicating what is most bothering them. The talk
flows naturally so that I can understand their worries and assist them by trying to promote a better
path of healing. One patient was initially so anxious about COVID and job loss that she refused to
stop smoking, stating it was the one thing holding her together. We were able to talk through this,
by offering support and resources, until she agreed to better look after her health by trying to
quit. While I may not have been able to physically come close to patients in order to ensure their
health, I am better equipped to build a trusting rapport with patients by taking the time to truly
understand their concerns.
Hopefully, I am able to use these newfound skills to not only ensure that the patient is
comfortable with talking to me, but to ensure that I am comfortable with touching them. By first
being able to converse, the proverbial ice will be broken and I should feel more comfortable
existing in a space next to another human being. Hopefully with this practice, I will
regain confidence in my physical exam abilities and be able to perform to my fullest potential during
rounds.
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Lidocaine
Nitish Sadarna
As I sat and waited, finger numb from the pain of just cutting myself with a kitchen knife, I
found myself thinking about all the things I still had to accomplish that night for medical school.
After two abrupt half-attempts at a knock, the urgent care physician breaks into the room. The staff
were covered in gowns from head to toe. I even noticed my physician wearing two masks, a surgical
on the outside and likely a tighter fitting N95 on the inside. As she prepared the suture kit, I found
myself thinking about how I was more familiar with this environment than I had ever been before,
despite never needing to go to an urgent care before. I thought to myself, if I was the doctor, what would
my differential be? What tools would I need for the procedure? What would I tell the patient for follow up instructions?
I was excited to realize my progress, knowing that I had spent so many hours working in the ER,
and primary care office wondering if I’d get into medical school in the first place.
The urgent care doctor and I got to talking, but the conversation took a turn I wasn’t
expecting. I asked the physician if she had gotten COVID-19. They were extremely busy at the
urgent care, so I assumed she has been exposed many times already. She mentioned that she works
in the ER of another hospital and that she got infected back in April. She then casually mentioned
that she has never seen so many dead bodies before quickly moving on to discuss her education in
Ukraine. She was talking so fast; I almost didn’t hear what sha said. As I looked down at the syringe
filled with lidocaine, I thought to myself how transient and curable my injury is compared to the
ailments she might face after this year. I felt that nothing I say could numb the pain she might be
feeling.
It is no secret that this disease is deadly, and that it has taken the lives of hundreds of
thousands in our country alone. Hospitals are swamped, materials are in low supply, and healthcare
workers are overworked. Speaking to her directly gave me a new respect for the mental trauma that
hospital workers are facing, a respect that I shamefully failed to develop simply by reading news
reports flooded with statistics.
I remember the first and only two Code Blues that I responded to as an ER scribe. It was a
memorable experience to say the least, despite my limited role in the tragic event. By the time we
had arrived in the patient’s room, a team of nurses and techs were already at work. The room was so
crowded, I had to peer over 4 sets of shoulders from the hallway to see what was going on. So much
for “doctor’s right-hand-man,” I thought to myself. I did the best as I could, trying to listen and
read the lips of the physician I was working with. He was calmly at the foot of the bed, watching
every screen in sight, watching the patient, watching for a sign of life. Chaos seemingly swarmed
around him, as the nurses took turns doing compressions on the patient. I scribbled down the last
drug the physician ordered to push, a term used when a medicine is injected into the patient’s IV
line. My heart was pounding in my own chest, but when I looked up from my clipboard, I saw the
patient’s daughter approach from behind me. She was maybe 45 years old and had walked in as if
just coming to say hi to her dad, who was now 5 sets of shoulders away. She was a little shorter than
me, so I instinctively stepped aside, not knowing if that was even what she even wanted. Looking
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back, I think I was the only one who knew she was standing there. She wasn’t moving at all, but her
glaring eyes told me that everything inside of her wasn’t so steady.
Eventually the physician came out to talk to her, and they decided to stop compressions on
the patient. The physician, an ER nurse and I walked back to the elevators as the team disbursed.
The conversation between the nurse and doctor shifted quickly back to orders we need to put in and
lab results we need to check on, but my mind stayed in the room we were just in. As the elevator
doors opened the doctor looked at me calmly, noticing my silence, gave me a tap on the shoulder
and walked out.
Medicine is a rewarding and honorable field to work in, but I know one day it might put me
back in that position, watching the monitors as someone’s life comes to an end. The main difference
being that I will be the doctor, and I will be the one in charge. As much as I can prepare for a
standardized patient encounter, the STEP 1 exam, rounding on patients, residency interviews, or
whatever may come, nothing prepared healthcare workers to face the amount of death they faced
this year. As I reflected upon my conversation with the urgent care doctor, I found myself back in
that elevator, imagining iteration after iteration of Code Blue teams walking out of the elevator. A
pat on the shoulder can sometimes be the only lidocaine we can give each other. I am confident that
this disease will soon be a thing of the past, but our memories from it will last a lifetime. And when
this pandemic is over, we will all be able to stand a little bit closer together.
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Pain is Medicine
Navjot Singh
2020 left marks on each of us that we would have never foreseen coming. Several
unexpected twists and turns on top of numerous underlying issues in the world coming to the
surface as well as a wild election where there seemed to be no relent or shame from the losing party.
Is this the expected apocalypse of 2012 manifesting years later? I didn’t ever expect to end M3 year
in such a fashion; however, as always, there is a blessing disguised in every curse.
One notion that has allowed me to cope with such times is the concept of viewing pain as
medicine. There is no doubt that 2020 has been a painful year for almost all of us across the globe,
yet it is interesting how differently we all react to it. For me, my emotions ranged from sadness to
anger and frustration at the world. However, after months of sitting home and having the
opportunity to truly reflect on life and all that is happening, I found some relief in believing that life
is prescribing us something to be learned through this awful pain.
Allow me to elaborate; there is a principle that I try to adhere to that claims, “Pain is the cure
and pleasure is disease, for where there is pleasure, there is no desire for the universal energy” (Guru
Nanak). To me, this means that in difficult times, we as sentient human beings are forced to truly
turn inward and connect with the universal energy that unifies us all. Of course, I do not wish pain
upon anyone. However, the moral of the story is that there is a blessing in every hardship that forces
us to raise our own inner vibration- to fight, overcome, and surmount the very obstacles that try to
destroy us. For some, this may mean going out into nature more; for others, it may mean playing an
instrument and losing yourself within that relentless energy, while to others it may mean reading a
book. Whatever it means for you, the ultimate goal for us in pain is to find a sanctuary to run to
since this reality is too ugly to live in. In other words, quarantine forced me to control my own inner
emotional reaction towards an external disaster. I no longer wanted to be the cause of my own
suffering, so I took it upon me to truly engineer my internal response towards all the havoc around
me. I can truly say that although it was an uphill climb since the start of the pandemic, I do
surprisingly feel closer to myself and more at peace ever since. In this respect, that very pain served
as a catalyst for inner healing of sorts. That very storm allowed the sun to shine even brighter
afterward.
It was sure enough one heck of a process. I initially felt depressed, hopeless and numb, but
after having so much time on my hands, I began meditating, journaling, listening to music and
reading new books. I have been spending more time with family, going into the outdoors almost
every day to get some fresh air and get my blood pumping. I have appreciated the tiniest blessings
like the opportunity to eat nutritious food made by my mother and the blessing to study medicine
during a difficult time. What better way to spend time away from the clinic than further advance my
knowledge by taking virtual rotations and studying for boards? These coping mechanisms in a way
allowed me to feel more connected with the pain of those around me- from the innocent truckloads
of bodies that succumbed to COVID-19 to the cry of my colored brothers and sisters who ask for
nothing more to be treated like a human being! I feel sensitized to that pain- I can feel again. The rat
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race of the day to day had made me numb and overly focused on the next steps in life rather than
slowing things down to catch my breath and appreciate how far I have come. I am so grateful I can
feel this pain, for through it comes a truly beautiful evolution and revolution.
This is the revolution that has been long overdue, where all of us in pain are forced to dive
within to come to grips with our own mortality, our own emotional fragility, our own susceptibility
and vulnerability. This is the revolution where we understand each other’s pain, treat each other with
more respect, understanding, love and empathy. This is the revolution where we vow to be
shoulders to lean on for each other during difficult times. This is the movement that allows us to
become more self-reliant, resilient, and have mental fortitude like no other. This is the revolution
that offers an opportunity to rise against unforeseen challenges and to conquer what seems
insurmountable. This is the initiative that allows us to connect to higher vibrations and to heal
ourselves internally. This is the revolution that was long overdue. I can feel again. I can breathe
again. The monotony and race of every day has slowed down. After looking inward, my vision has
sensitized me to the pain of those around me. My heart feels open and I am more willing to offer a
hand to those around me now.
All in all, this past year has been tragic and emotionally burdensome to say the least.
However, in the midst of such trying times, I found relief in knowing that perhaps going through
this pain has given me fortitude and allowed me to truly pause, reflect, and rejuvenate. I have spent a
lot of time in the past feeding my body and advancing my career, but I felt as if I was neglecting my
mental nutrition. Quarantine has offered me a break like no other. I have a feeling something is
blossoming. There is beauty in the struggle after all.
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Cancer in the Time of COVID-19
Jonathan Yao
Many of the patients whom I met during my oncology rotation felt hopeful for a cure. They
imagined how once their cancer went into remission, they could go back to their normal lives as they
once were.
I was struck then when one patient, a 72 year-old male Mr. G, shared with me a different
attitude towards his cancer. His father, his mother, and his sister had all died from cancer. He
witnessed their battles upfront and up close. In their battles with cancer, he had seen that even if
their cancers were to have achieved remission, the cancers eventually came back, fiercer and stronger
than before, metastasized to newfound more frightening locations.
“Sooner or later, cancer gets you, and it’ll get me too.”
Given this perspective, I asked Mr. G what was even the point of going on, what was the
point of living if he knew he was expecting to die.
“I used to think that only after my cancer went away could I be happy, that happiness was
this faraway idea that came to me once everything else in my life was in order. But I realized even
before I had cancer, I had thought this way…this marriage, this job would come and life would be
the way I thought it would be, and happiness never really came as I thought it would.”
When Mr. G looked less to the future, he started finding contentment in the present.
“I love every single day now like I never have before. Each day with my grandchildren gives
me a joy I never felt before. Every day in nature gives me an appreciation of the beauty of the world
as I never did before. In that sense, every day that treatment gives me is a gift in itself.”
Now that are in the midst of this COVID-19 pandemic, I do see parallels between Mr. G’s
cancer ordeal and the ordeal the rest of the world faces today. We certainly hope for a cure for this
virus and hope for a vaccine that would bring the virus into remission, as chemotherapy and
radiation would for cancer. At the same time, there is no reason to put our lives on complete pause
until that day comes.
Mr. G learned to love life and loved each day in spite of his cancer, and we can learn to do
the same with COVID-19? Outside of our efforts to social distance, our fates in a pandemic are
largely out of our control. Though what we read about in the news can be sobering, we are
nevertheless surrounded by the blue sky, the pure air, the sound of birds chirping, and the blooming
of spring time, as we always have and always will. Seldom do we have such time for loved ones and
introspection and the slower pace of life now afforded to us not on the front lines. Though we have
newfound freedoms, freedoms that we have often yearned for, that freedom can be foreign and
unsettling. It’s a wonderful opportunity to discover that we can still find peace and joy in times like
these. I’ve been running more, reading more. I’ve picked up my long-lost hobby of cooking. Each
day for me, is an occasion to develop myself.
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For even when the virus does go away eventually, we are likely to encounter other challenges
in our lifetime, if not at the global or national level, then surely at the personal level. Rarely, if ever
does a human life go by unscathed by some form of tragedy. Our lives won’t be empyrean once this
pandemic ends, immune from the feelings of anxiety, fear, and doubt that everyday living can still
somehow engender if allowed to. In that sense, it would be ideal to retain the habits that can be
cultivated through the trials of COVID-19. In addition to resilience and strength, an appreciation
and even an active love, for the present moment are all valuable traits to be gained. True growth
rarely happens in a vacuum in times of prosperity. COVID-19 is here to stay, at least in the shortterm. But how we respond to and handle this challenge can serve us well for the rest of our lives.
“I used to pray only for myself,” Mr. G tells me as I’m about to leave his room. “But now I
pray for all the other patients I meet in the cancer hospital.”
I take a look back at him.
“Somehow it gives me more peace.”
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Lockdowns Have Consequences: A Death
on a Friday Night at University Hospital
Suraj R. Nyalakonda
“The N.B.A. has cancelled the rest of the 2020 season due to the pandemic.” We all can recount the
moment when we realized the pandemic was going to completely reshape our lives for the time
being. The moment I read that headline was mine. The NBA’s move was a ringing message: even
those who make immense profit from social interaction believed containing the virus’ spread to be
so important that they were willing to forgo that profit. Governments soon commenced lockdowns.
Early on, with such little information, they were unarguably necessary. They were also unarguably
draconian.
Even surgeries were being halted but, we were assured, only the “elective” ones. But it was
rarely mentioned that “elective” in medicine just means that the procedure could be scheduled in
advance. Sure, patients could get surgery if they came in with a gunshot wound, but maybe not for
that important biopsy or to replace that knee that’s been hurting them for months – or years.
Further, even non-surgical medical services were pared back. Tele-health was offered as a
solution: proponents argued doctors could deliver some care, perhaps even much of their usual care,
via phones and screens. Certainly, the expansion of tele-health was a boon for many patients,
especially for those whom making it to their doctor’s office was a challenge. Thus, the expansion of
tele-health is surely a silver lining.
However, while it’s admirable to seek silver linings while in the midst of tragedy, as a society,
we have an ethical duty to study the harms of measures intended to prevent spread of COVID-19
with as much rigor and attention as we study the benefits. Sadly, to study those harms involves a
risk: what ought to be a matter of conscientious science has become a lightning rod for bad-faith
name-calling. Speak about the harms of lockdowns and you were at risk of being tarred as “prodeath.” Speak about the benefits of lockdowns and you were deemed a socialist. And this happened
in a culture which, aided by social media, magnifies the loud voices, not the calm ones. Yet, to not
study the question has consequences of its own.
Consider a patient I helped take care of in November. He was a 29-year-old man who, while
growing up in Eastern Europe, was abused by his father. In pursuit of safety and liberty, he, his
mother and his sister fled to the United States. The young man struggled with depression and
anxiety throughout childhood. He was hospitalized once with schizophrenia in high school. He
didn’t believe the diagnosis and began to mistrust medicine and self-medicate with alcohol. He
enrolled in college but the bottle slowly dragged him away from the halls of learning and back to his
mother’s house, unemployed. Then, hope: he connected with a primary care doctor who started him
on medications to, finally, treat his depression, anxiety, and alcohol cravings. And this doctor talked
to him, just talked to him. He began living independently and working at an assisted living facility,
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which is when he discovered his talent of connecting with people, of making them feel valued and
cared for. The demons were receding; an adulthood full of promise and healing was beckoning.
Then, suddenly, COVID-19 hit. Lockdowns ensued. He lost his job at the assisted living
facility. His doctor struggled to deliver care via tele-health and the patient was, as the saying goes,
“lost to follow up”. Out went medicines taken under professional guidance. In came man’s oldest
salve for a wounded psyche: the bottle. Alcohol and the attendant consequences of its abuse landed
him in the ICU, with a cirrhotic liver unable to produce proteins that help clot blood and dilated
esophageal veins prone to bleeding. The combination was a double punch: he bled profusely, both
internally and externally. Everything was done for him. His kidneys failed. Being on the nephrology
service at the time, I began to see him.
I had the privilege of speaking to his mother at length. She told me how devastated her son
was once he lost his job. It had given him the dignity of financial independence and facilitated the
healing power of social connections. With tears brimming, she recounted the horrors he faced as a
child and the demons that chased him to the bottle, chased him here to this ICU bed, his skin tinged
bright yellow, his abdomen distended and filled with fluid, his blood vessels straining to perfuse his
organs with enough oxygen, his brain struggling to produce sanity or lucidity as toxins accumulated
inside it. His medical teams discussed his case on their daily rounds. “Just 29…”, followed by
somber nods and darkened faces as they moved on.
The bleeding wouldn’t stop. We tried giving him proteins that help clot blood, but they
didn’t seem to do enough. We put him on hemodialysis but that requires sufficient blood pressure;
his was just too low — the bleeding wouldn’t stop. He was being given medications used to clamp
down on his blood vessels, but we were unsure if they would give his blood pressure enough of a
boost to allow the dialysis to do what his failing kidneys couldn’t.
On Friday, we made our way to his room during our daily rounds. Through the window, I
saw his mother at the bedside, her back to the door. The nephrologist made his way over to the
patient, examined him, and spoke quietly with her about the challenge of dialyzing him and his
apologies for what he and his family were going through. She just nodded along, and never once
turned her face from her son’s.
I returned to the hospital on Monday, preparing myself to see him again, hoping and
praying for some encouraging news. I clicked on his name in the EMR and was met with: “Patient
died on…”. Just a few hours after we had seen him on Friday, the young man, precious, treasured,
and loved, died with his mother and his sister at the bedside.
This was a death due to lockdown. Some patients may have been able to transition to more
or less regular care via Tele-health, but many weren’t. Tele-health can be beneficial for some patients
needing psychiatric care, but not all of them; some patients need face-time, not FaceTime, with their
doctors.
It’s relatively easy to quantify the morbidity and mortality caused by COVID-19 but it’s
extraordinarily difficult to quantify the morbidity and mortality caused by our response to it: mental
illness worsening, substance use rising, unemployment causing financial distress and social isolation,
and so much else besides. Any decision that is taken in the care of a patient weighs both harms and
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benefits. Have we honestly done the same with our responses to COVID-19? We must weigh both
harms and benefits of lockdowns to make decisions truly guided by the science, by the data, and use
the monopoly on legal violence bestowed on government to protect and nurture human life through
its encounter with this nemesis – unseen and constantly felt.
Some suffocated from COVID-19, but others suffocated from the consequences of our
fight against it. The young man who died on a Friday night at University Hospital was one of the
“others”. He, too, suffocated. And as we ask whether or not we did right by all of our fellow citizens
in combating this virus, his death, too, should be counted.
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The Power to Make a Difference
Julia Palecki
As a brand-new third-year medical student, I was just starting to grasp the ropes of clinical
medicine on my first clerkship rotation, Pediatrics. At the time, I was working in an outpatient
Pediatrics clinic, fumbling through the differential diagnosis for jaundiced babies, holding down
crying toddlers during ear examinations, and trying to recall how many words an 18-month-old was
supposed to know. Around me was a bustling practice, a whirlwind of cheerful doctors running in
and out of brightly colored rooms decorated with various Disney characters and sleep-deprived firsttime parents here for infant check-ups.
I prepared myself to go interview my next patient, running through a mental checklist of
questions I shouldn’t forget to ask at an annual well-visit for a high schooler. At this point, I was still
nervous about taking patient histories and was just beginning to build confidence in my clinical
skills. I opened the door and was greeted by a teenage boy—let’s call him Jeremy—with a big smile
that radiated through his mask, and his mother. “Hey, we match!” Jeremy remarked. I looked down
and sure enough, he was also wearing a pink shirt. We instantly clicked and I took his medical
history, getting distracted several times by his jokes and funny stories. His review of systems and
physical exam were completely unremarkable. Jeremy was a lively and healthy teenage boy, or so it
seemed at first glance.
The encounter took an unexpected turn when I asked Jeremy’s mom to step out of the room
so that I could ask the more sensitive questions in private. The mood of our conversation took a
more serious tone when I asked Jeremy how things were going at home and school. Reluctantly at
first, he slowly opened up about how hard the pandemic has been for him. Isolated from his friends,
struggling to adapt to online learning, and disappointed that his soccer league had been cancelled, he
was feeling frustrated and isolated. Being able to relate to many of these concerns, we had an honest
and open conversation about the uncertainty and stress of the pandemic. When I finally asked
outright if he was feeling depressed or suicidal, he quietly admitted that he was feeling depressed for
the past few months. I was completely caught off guard. Underneath the exterior of a cheerful,
bright-eyed jokester, I saw a young man who was struggling with his mental health.
During this conversation, Jeremy opened up to me and trusted me with the intimate details
of his life. As it turned out, he had never talked to anyone about his feelings of depression before. I
presented Jeremy’s case to my attending physician and together we spoke with him in private again.
At Jeremy’s request, we planned to help facilitate a discussion between him and his mother where he
finally voiced his concerns about his mental health.
Unfortunately, his mother did not handle the news well. From her initial reaction—an angry
frown of disapproval—I could see why it had been impossible for him to talk to his family about
mental health on his own. However, my attending physician skillfully facilitated the discussion,
explaining the importance of treating mental health the same way we treat physical health. I believe
that hearing this advice from a trusted healthcare provider helped to remove some of the stigma
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from the conversation about depression. Ultimately, we were able to facilitate a productive initial
discussion between Jeremy and his mother, and she agreed to make a follow-up appointment for
him to see the clinic’s therapist.
I can’t pretend that we fixed all of Jeremy’s problems that day, but I was honored that he
had trusted me enough to open up and share his story. I felt comforted knowing that he had taken
the first steps in addressing his mental health concerns by talking to his mother and establishing care
with a mental health expert. Although I did not realize it at the time, this encounter had a significant
impact on me as well. It marked perhaps the biggest transition from pre-clinical to clinical years as,
for the first time in my medical education, I felt like my actions made a real, tangible difference in
patient care. As medical students, we have the privilege of spending more time with our patients and
connecting with them on a deeper level. This means that sometimes, if we are lucky, we get the
power to truly make a difference.
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How to Cope with a Problem
Jonathan Yao
As a medical student now in the time of COVID-19, many friends and family have turned to
me seeking advice and guidance in an uncertain time. I’ve appreciated how my different experiences
in medical school have prepared me for this responsibility. My immunology and pathophysiology
classes can explain how COVID-19 spreads, how it attacks the respiratory system, and how the
symptoms manifest itself. But I quickly came to realize that an intellectualization of the problem
wasn’t exactly what people deeply craved. Through my conversations, I came to realize that at its
core, people had never coped with such a global challenge before and as much as people sought
tangential facts, they also yearned for moral guidance.
The benefits of the modern era, such as peace and economic stability are that we seldom
ever have to experience existential challenges like the one we face now. And yet, the unintended
consequence is that we don’t necessarily have the direct first-hand experiences to turn to for
guidance once we do have to face such a problem.
And so now as I reflect, I’ve realized that the greatest teacher I’ve had in medical school to
prepare me for this role was Ms. R, a 97-year-old Italian-American lady I met during one of my
second-year offsites. She was born in 1922 in the Bronx, and when I learned of this fact, I knew
there was much I could learn about Ms. R beyond just the lightheadedness she had been admitted
for and was now stabilized.
I asked her about what it was like to live through the Great Depression and World War II.
Ms. R told me she was a simple child when the Great Depression hit. Early on in her
childhood, particularly in times of adversity, she had learned that it did not really matter what she
had expected out of life, but rather what life expected out of her. She did not have the playdates or
the extracurricular activities that many children today enjoy, the gifts and toys. Rather, it was what
her family had needed of her to help them get through an economically difficult time that dictated
how she lived each day. She helped around the house, did chores and felt of use relieving her
parents of the strain they carried.
This attitude persisted for Ms. R when she became a young woman, marrying her high
school sweet-heart at the age of 18. But right after this time, America had entered the second World
War and Ms. R’s husband was drafted onto the Pacific Front, leaving her and their newborn
daughter behind.
Their good-bye before his deployment would be the last time she would ever see her
husband, as he was killed in action. Ms. R would never remarry and would raise her young daughter
on her own.
How did Ms. R get through such setbacks?
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“I never thought of myself as more special than anyone else,” she told me. “I am just as
much a human as any other human being. Why should I have been spared a fate that befell so many?
Almost everyone I knew around me had lost someone in the war. When my brother came back from
the war alive, I just felt so blessed that his wife would never have to experience the pain that I had
felt.”
“I always thought of the duties I had to the people in my life, the responsibilities I had to
others,” Ms. R would say. “I never wanted to feel sorry for myself. My daughter needed me. My
parents who were aging still needed me. So, I did what needed to be done, and now I have beautiful
grandkids and great grandkids!”
Ms. R never had the opportunities that many of us today have. She never went to college
and worked as a seamstress her entire life. She never remarried because she feared a second husband
would treat her first daughter unfairly. She’s even a cancer survivor. Though from talking to her, and
her friendly calm demeanor, you would find it hard to imagine she had gone through so much.
“I learned to make the best Alfredo sauce,” she told me before I left her room. “I wish you
could have tried it. Cooking became such a dear joy of mine because it allowed me to spread joy to
others.”
Ms. R lived a full and rich life, despite the many sorrows and pains she endured. In these
times of uncertainty, we require science, public health, and medicine. As a medical student, I feel
amazed by the advances we have made in our vaccinations, our ventilators, and our anti-viral
medications. These advances fill me with hope.
As much as science has advanced at its core, COVID-19, is a story of human beings, of how
the pandemic affects individuals, families and communities. As such we can benefit from the
wisdom and experiences of those who have lived through human history, extraordinary individuals
like Ms. R, who share with us the true resilience and generosity of the human spirit, a spirit that can
be found in each of us in times like these. It’s found in the recognition that we have the power to
dictate our attitudes, and that in embracing the duties we have to one’s self and to others, we can, in
ourselves, find the hope we seek.
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Conclusion
Several years ago, in the conclusion to the first edition of this collection, I wrote, “Those
of us who instruct students in the skills and knowledge required to become physicians are
privileged to serve as beacons and guides along what remains, in the end, an intensely personal
journey.”

Now we are realizing that, as important as this individual metamorphosis remains, the
evolution of medicine’s role in society at large carries more weight than ever. Since the first
edition of this collection, we have faced an ongoing pandemic, a long overdue racial and societal
reckoning, intensifying political unrest, increasingly severe natural disasters, and epic levels of
burnout in medicine. We know that the medical students of this generation are well aware of the
challenges they face, for they faced them all alongside us, and recognize the need for their
transformative power and responsibility moving forward. I remain in deep appreciation of their
courage, both in sharing their voices and holding us accountable as teachers and role models,
that we may also transform ourselves.
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Appendix
Selected Medical Humanities/Narrative Medicine Websites and Journals
NYU School of Medicine – LITMED Literature, Arts, Medicine Database
http://medhum.med.nyu.edu/
Columbia University – Narrative Medicine
http://www.narrativemedicine.org/
Penn State University School of Medicine – Collection of Graphic Narratives
https://sites.psu.edu/graphicnarratives/
Arbor Vitae: The Arts and Literary Magazine of RWJMS
https://rwjmsliterarysociety.wordpress.com/
Rutgers NJMS - The Healthcare Foundation Center for Humanism and Medicine
http://njms.rutgers.edu/education/humanism/pe_lit_med.cfm
Pulse – Voices from the Heart of Medicine
https://pulsevoices.org/
in-Training: The Agora of the Medical Student Community - Poetry for Medical Students
http://in-training.org/poetry-medical-students-8090
Health Story Collaborative – Medical Student Voices
http://www.healthstorycollaborative.org/medical-student-voices.html
Stories in Medicine
https://storiesinmed.wordpress.com/
Intima – A Journal of Narrative Medicine
http://www.theintima.org/
Narrateur: Reflections on Caring
http://medicine.hofstra.edu/about/narrateur/index.html
Akesis
http://dune.une.edu/akesis/about.html
Bellevue Literary Review
http://blr.med.nyu.edu/
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Journal of Medical Humanities
http://link.springer.com/journal/10912
British Medical Journal – Medical Humanities
http://mh.bmj.com/
KevinMD.com - Medical Journals That Accept Stories and Essays from Physicians
http://www.kevinmd.com/blog/2013/03/medical-journals-accept-stories-essays-physicians.html
Florida State University College of Medicine. Publish Your Work: Medical Humanities Journals
http://med-fsu.libguides.com/c.php?g=652498&p=4679976
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