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I find it most humbling that we all chose our work. We all are in the position to have made what we wanted to make out of our lives. The practice of medicine tends not to be a default position. The freedom of the choice confers additional duties onto it—to be equal to it, to add to it, to love it.

I understand that you are finishing the Basis of Medicine and are soon to turn the corner toward your clinical training. But how does one launch oneself on a life one cannot fathom? What are you aiming for? Even if you grew up around medicine or worked in hospitals before medical school, you have no idea how physicianship will clothe you—how it will alter you, deepen you, transform you. Nor can you fathom how you will change the practice you enter, how you will donate your own brilliance to the care of the sick. What impresses doctors, especially after decades of practice, is how mysterious this life is, how unexpected its lessons, how transfixing its routines.


You have chosen to live your lives around sick and dying people. Even the future pathologists or radiologists or medical administrators among you have made that decision—to walk into a medical center is to see people with no legs, people seizing, others bleeding, strangers weeping in the phone booths. No matter what aspect of health care you are destined to perform, you have chosen to make sickness real to yourself. What grounds your life from now on will be the gutsy, earthy realization that life is fragile, that random and unfair diseases come unpredicted and uncalled for, that everyone will die, and that no death is easy. I told the pilot of a London-bound plane last month to land in Newfoundland because a passenger was having a stroke. My wood-worker neighbor Paul barges in last week brandishing a bloodied hand and saying, “I can’t get the bleeding to stop.” We take care of things like this, we do not flinch, because of what you start this week.


There are predictable stages to this physicianly development, as you already know via anatomy, physiology, pathophysiology, and the relentless knowledge drummed into you about disease. Most of us are not equipped to step straight-away into the on-coming path of illness. We are shocked when we learn what can go wrong with the body, what horrible, humiliating, disfiguring suffering is possible through disease or injury. Students early in training may be enraged by the sickness, some may lose their nerve in front of it, some may be engulfed by it. We all develop, imaginatively, many of the diseases we study—this is just how it works! I hope you have found ways to put into words the losses, the mourning, the coming-to-terms with sad realities about mortality and morbidity. If you have the courage to let others hear you out, you will better be able to undergo it. Even if the only one to hear you out is you yourself, you will be accomplishing something. 


I am just starting to understand one of medicine’s privilege—its interior privilege. Physicians live in themselves in very heightened ways. I know it sounds odd. All persons live in themselves. But the work some people do divorces them from the selves they are—bureaucrats, assembly line work, rote or boring work. This medicine lets you use all of yourself to do the work well, and the better able you are to use all of yourself, the better your medicine will be. I don’t just mean using your imagination or sense of proportion. Everybody knows that. No: I mean to point to how deeply your selves will be excavated by the practice of medicine. This practice does not leave the self unscathed. There are no remainders. The bottom is scraped. It is a primal and primary and primitive thing, to be faced with other people’s suffering chronically, interminably, in situations where you are expected to do something about it. My former medical student writes to me, now a general surgery resident, that “the dead of West Harlem seem to have blown between my feet like so many autumn leaves.” You empty yourself into the tasks—the dying, the bleeding, the weeping, the loss—and those of you who will be good at this or great at this will learn to marvel at what, at bottom, is found there, and then will learn how to replenish that empty self.


There is more. The very best among us enact and embody what we believe and know. Doctors do not convey something to patients by virtue of their will. They convey something to patients by virtue of the self. It is a most mysterious and humbling fact that who I am—my habits, my voice, my attention, my hands, my eyes, my knowledge, my virtues—conveys to my patients what they need to know about my commitment to their health, my fidelity, my clearness of vision for their best interest, my respect for them, my joy at being their doctor, my scientific competence. It is not a matter of showing but of being. It is the way I use my body and my voice and my words, the way I keep myself within reach of them that declare my desire to be of help. We can be models of the unity, the non-fragmentary, the non-dualistic experience of the self. We have a shot at authenticity.


This interests me a great deal and frightens me not a little—for its intimacy, its delicacy, its complicity. So when I sit in my clinic room in upper Manhattan, what do I convey to my patients? How, exactly, do I go about letting them know of my resolve on their behalf, my optimism, my availability? By asking these question now and here, I am suggesting that we—you and I—are faced with a similar set of problems, as you, starting soon, will be in a position to convey your own trustworthiness and competence and commitment to patients. Lately, I have changed my office routines. I used to ask new patients a million questions about their health, their symptoms, their diet and exercise, their previous illnesses or surgeries. I don’t do that anymore. I find it more useful to offer my presence to patients and invite them to tell me what they think I should know about their situation. Because of my background as a literary critic and writer, I respect the ways in which patients talk, the metaphors they choose, the form that they create for telling me what they want me to know. Where will the patient start? Will the symptoms be interwoven with life events? Will he or she restrict the story to illness events or will all of life take part in the recitation? I sit there in front of the patient, sitting on my hands so as not to write during the patient’s account, the better to grant attention to the story, probably with my mouth open in amazement at the unerring privilege of hearing another put into words—seamlessly, freely, in whatever form is chosen—what I need to know about him or her.

It has been an extraordinary experiment. The first time I did this, my 46-year-old patient with chest pain began to weep after a few minutes. I asked him why he cried. He said, “No one has ever let me do this before.” We have since done a lot of work together to treat his heart disease as well as his discouragement, difficult social situation, and family troubles. I decided not to refer him to the social worker for supportive psychotherapy but instead to take it on myself. I did not want to do damage to his integrity by separating out his shortness of breath from his discouragement, his dizziness from his shame. 

Another new patient just last week came in in a wheelchair, evidently having suffered a stroke. The referral note he handed to me simply said, “Severely ill 52 yo man s/p CABG, s/p CVA, insulin-requiring diabetes.” Initially, my heart sank—he looked so very grim and despondent, slouched in the wheelchair, unable to use his left arm or leg. His chart bulged with bad news. And yet, when I asked him to tell me what I should know about his situation, he began a most mournful and powerful account of his prior health, his joy in life, his hard work and hard play, his ruling of his household. Since his heart attack and stroke, his wife is in charge, his daughters don’t know how to act around him, he cannot go out alone, he cannot visit his friends, he lost his job. What he has lost! And he told it all to me within 10 or 15 minutes as I gazed at him, no doubt sadly and attentively. I wrote down what he told me in as accurate a representation as I could. 

I read this to him and gave him a copy so that we both know where we are starting our partnership. It was not just a matter of my having to know which section of his brain infarcted in his stroke but also what his stroke made of him, what it did to him, how he fought back from it, how much he thinks he’ll recover, whether he will be the person he once was. It mattered to him and to our future clinical relationship that I know these things, that I have heard his fears and rage and grieving. In that short visit, we created for ourselves a medical transference that will enable him to follow my recommendations and will deepen my investment in his future, a great and lasting curiosity about his life.
 
I am not suggesting that you start you medical interviews by sitting on your hands and inviting patients to tell you what they want you to know. That will come once you have mastered the drill of eliciting the history step by step. But you will get to the point of unity, of radiance with a patient, of transparency that I have been experiencing with tremendous giddy pleasure. 

I know that McGill is introducing a new curriculum on physicianship. The Physician as Healer and Professional is the theme of this new organization of medical teaching. How fortunate you are that your deans and faculty understand that medicine is enacted by the self, and so teaching medicine has to make room for the self. You belong to a medical school that values observation, attention, representation of what you perceive, and doing these things with doctorly precision. McGill values a  highly sophisticated form of listening to what others say, absorptive, interpretive, empowering listening. Henry James says to aspiring novelists, “Try to be one of those people upon whom nothing is lost.” Yours will be the doctorly equivalent.

 Most of us learn along the way that our task starts with bearing witness to others’ suffering, with honoring that which others tell about their pain. These are hard things to learn, yet without them the instrumental aspects of medicine don’t work.  We have to learn how to enter other peoples’ narrative worlds, to realize where the meaning in them comes from, to simply follow the thread of what people tell us, to appreciate the gravity of being told of another’s life. 


I run  writing seminars for doctors, nurses, social workers, and art therapists in Babies Hospital’s oncology unit. We are testing the hypothesis that if we give permission to health care professionals to write about their work—freely, with no prescribed genres or formats—and then read to one another what they write, they will better understand their own professional interiors and those of one another, making for more cohesive teams and more effective patient care. Last Thursday, a young oncologist who is doing research on a new chemotherapy agent reads aloud. [The writer has given me permission to describe the session and to cite from her text here]:

Four years ago today I lost my father to cancer. How ironic that my research took a turn to the one drug that might have prolonged his life. Last night a patient lay dying despite my wonder drug. A boy I have known since he miraculously recovered from his first presentation with cancer, with the help of this drug. Trached, unable to speak, he had been transformed into a future basketball star with a winning smile. He had beaten the odds in too many ways to count, and now he needed another miracle.

Last night, I lit a candle and said Kaddish. I asked my father to take care of my patient. This morning, I woke early to discover my patient had passed away, likely right about the time of my prayers. My drug was of little use to him either, but maybe, my prayers will serve him and me well.

After the oncologist read this text aloud to a group of her colleagues, amid tears, a nurse said to the oncologist that her pain is no longer useless, that her grief at losing her father is transformed into something useful—for the parents of her young patient today. We all realized how the passage of time—in her account and on the hospital floor—flowed with remorse, flowed forward while looking back, flowed with potential redemption. Giving life, giving voice, and then losing life despite praying, despite trying, despite it all. We understood, although we couldn’t really say how, that the oncologist’s loss four years ago was in her self, deepening her capacity to face the loss of her patient and to accompany his parents through their ordeal. Through her ability to represent her many losses, she was able to attend all the better to her own grief, thereby making room within herself for the grief of her patient’s family, building affiliation throughout with those in her care and those with whom she cares for them.

Medicine values these narrative skills of attending and representing, of listening and telling now, more than it used to. We know things about illness that we did not know even a little while ago—about language, about the body, about listening, about the self. We are beginning to value the clinical method that uses multiple parts of the self simultaneously—to observe signs of disease and elements of life, to diagnose disease, to recognize the person who hosts it. This unified clinical method mobilizes your knowledge of disease—all the lists memorized, all the pathways, all the dazzling pharmacology—to help each patient in turn. The clinical method uses your knowledge of language—how patients talk about their bodies and their lives, how the conversations that occur between you and your patients can create a sturdy medical transference that will let you get work done with the patient. The clinical method places the patient’s body center stage, whether in death in the anatomy lab or life in the clinic. No matter what is wrong with the suffering patient, we doctors are called upon to use our bodies to learn about the patient’s body. During the physical examination and only then, the doctor conveys profound respect, gentle awareness, patient care. Through corporeal contact, we tell our patients what words cannot say—that we unite with them, that we can tolerate their illness, that we can answer their summons to help them in their distress. This clinical method combines simultaneously the two movements of the physician—the vectored thrusting forward-looking movement of diagnosis and treatment and the relaxed, oceanic, accepting filling of attention and regard. The systole and diastole, if you will, of the clinical method are both indispensable, dysfunction of either catastrophic. 

Now: I don’t want to spook you, but there is a levitating quality about this clinical method. It has the power to lift you, to transfigure you, to inhabit you with almost eerie knowledge of self and other. You sit in your office with a sick person, open to her story, able to think quickly through her medical problem while you join her in her pain, putting yourself at her disposal. You find yourself saying things that help her, not because you follow a drill but because you have developed the skill to enter her world. It is hard to find the words to talk about such encounters. We become transparent to one another, doctor and patient, united in considering the patient’s ordeal. Not ghostly or goofy, this state of attentive presence is summoned in the doctor by the patient’s authentic call. The self who is summoned by the call of the patient is the authentic self.

Answering our patients’ calls, we are better than we otherwise would be. I attended the funeral of a long-time patient of mine. In the memorial paper given out at the service, it says, “Nellie Trent is survived by her niece Belle Grant, her friend Jimmy Edwards, and her doctor Rita Scharon.” So that is who I am, I say to myself, I am a survivor, one of the bereaved. When we are authentically with patients, we may be more mournful than we otherwise would be. We may experience more acutely the loneliness and the dread of illness than we otherwise would. Because our clinical method leads to deep engagement with patients, we feel more desperately their losses. Because our clinical method makes us transparent to ourselves, we are all the more aware of our own memories of loss triggered by our work.

And, along with the depth of pain and loss and mourning, we are replete with tremendous joy. It is the black joy of being with the suffering when they need us most. It is the deep joy of giving of ourselves not out of duty but out of love. It is the clinical joy of doing for another what the other needs.
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