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INTRODUCTION


UNDER A MICROSCOPE, STRUCTURES AND organisms too small for the naked eye become magnified, visible, spectacular. Through the ocular lens, you can see the beautiful and complex machinery at work inside a droplet of water, a blade of grass, or a strand of hair. There is something at once intoxicating and inspiring about these views. By amplifying what’s otherwise hidden, we discover deeper, more interesting truths about the world around us.


So it was throughout the year 2020, when a submicroscopic agent reminded us of the immense power contained within the things we cannot see. Sizewise, the novel coronavirus, known to scientists as SARS-CoV-2, is teenier than tiny. Measuring a tad over a hundred-billionth of a meter in diameter, the virus is four thousand times smaller than a poppyseed, even smaller than a wavelength of light.


The infectious agent is biologically unimpressive as well. Its fragile genetic makeup consists of a few shards of RNA, surrounded by a thin lipid shell with skinny florets of protein extending outward. Left on a park bench or a door handle, the coronavirus dies in hours. It’s no match for a bar of soap, household disinfectants, or most forms of alcohol.


Not until you see it under the lens of an electron microscope does the coronavirus begin to look the villainous part. Once illuminated through beams of accelerated electrons, the virus becomes a menacing vision, a brooding orb, a flailing mace capable of penetrating human cells and replicating itself into a pathogen with unspeakable might.
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ON JANUARY 7, 2020, THE New York Times was the first US newspaper to report that a mysterious SARS-like infection had sickened fifty-nine people in China. On January 21, the Centers for Disease Control and Prevention reported the first confirmed case of COVID-19 in the United States, detected in a thirty-five-year-old man from Washington.


Within a matter of weeks, the itsy-bitsy virus had begun taking lives and devastating complex adaptive systems—political, educational, economic, and social—throughout the United States. The disease shook financial markets, dominated news coverage, and disrupted human existence in ways most Americans had never experienced.


Perhaps no system was hit harder than healthcare. Hospitals overflowed, equipment grew scarce, and the very foundation of American medicine crumbled beneath our feet. As we look back at this acutely difficult moment in medicine, it is easy to forget that trouble had been brewing for some time. Independent research had, by the early 2000s, rated the US healthcare system the most expensive and least effective in the developed world, a label that stands to this day.


Well before the coronavirus outbreak, American healthcare had staggered, and doctors had been stumbling for decades. The signs of failure were clear and present. Medical costs had already bankrupted millions of patients and sent millions of others deep into debt. This was already a system that allowed doctors to send surprise (out-of-network) medical bills to the people they treated and then sue the patients who couldn’t afford to pay. This was already a system in which a third of medical procedures performed were scientifically proven to add no clinical value. This was a system in which “pill mill” physicians spawned a deadly prescription drug epidemic, which took more than sixty thousand lives a year and contributed to a three-year decline in US life expectancy. This was an industry of professionals, trained in science, who had failed to follow evidence- and science-based approaches, leading to half a million avoidable deaths each year.


And yet, despite the medical system’s well-documented disappointments, healthcare professionals remain among our society’s most beloved and lionized figures. We labeled them heroes of the coronavirus pandemic. Patients won’t soon forget the sacrifices of doctors, nurses, and clinical staff who charged in to battle against the invisible enemy, month after month, despite spike after spike of new cases.


During the first few weeks of the outbreak, the internet erupted with images of doctors and nurses donning garbage bags for smocks and salad lids for facial shields. These “frontline soldiers” looked more like a ragtag militia than a properly equipped army. Through it all, news outlets documented their struggles and triumphs. Americans watched from home as physicians with darkened and drooping eyelids fought off exhaustion and continued fighting COVID-19. They worked from morning to night in substandard and often dangerous conditions, brimming all the while with looks of determination. They ended their shifts with deep red lashes on their faces, markings left by the snug-fitting N95 masks they were forced to reuse, day after day.


Communities across the country expressed their appreciation in every way imaginable. Signage outside hospital entryways informed new arrivals that “Heroes Work Here.” Local restaurateurs, themselves struggling to stay afloat during lockdown orders, sent sandwiches and pizzas to healthcare workers toiling in ICUs and ERs. Sewing clubs fashioned hand-stitched masks for nurses who couldn’t get their hands on the personal protective equipment they needed. Blue lights beamed onto historic landmarks, from the Space Needle in Seattle to the Empire State Building in New York City, in solidarity and support of essential frontline workers. Yard signs adorned suburban lawns, while heart-shaped cutouts graced city windows, all in shows of gratitude for the paramedics, doctors, and other first responders who risked their lives to save others.


In New Jersey, a team of doctors, nurses, and staff were brought to tears when they looked outside the hospital window and saw a man holding a hand-drawn sign that read, “Thank you for saving my wife’s life. I love you all.”


These are the images of the American doctor we cherish. Like their predecessors who battled the Spanish flu and smallpox, the coronavirus fighters stared death in the face and charged forward, not just during the initial wave of hospitalizations but through multiple resurgences of the disease. Their acts of heroism will remain forever imprinted on our national consciousness.


For hundreds of thousands of doctors, it was all part of the job, as it has been for centuries. Dating back to the medieval plagues, physicians battled diseases with few medical weapons and sparse scientific knowledge. And even when the weapons improved, and their scientific understanding caught up with the deadliest of illnesses, doctors continued to hold dear the qualities of courage, dedication, and selflessness. In the medical profession, these characteristics are foundational, indispensable, and deeply embedded in the culture.
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AS AMERICANS LONG FOR A return to normalcy, they find themselves standing amid the ruins of financial devastation, tasked with the duty to rebuild their systems: political, educational, economic, social, and, perhaps most challenging, healthcare.


But where to begin? American doctors, policy experts, and academic scholars may offer differing visions, but they are united on at least one point: we need to fix healthcare’s systemic issues.


By this they mean freeing doctors from the red tape and bureaucratic burdens that bog them down. A now common refrain in medical circles is “let doctors be doctors.” Proponents of this mantra insist that American healthcare would improve by leaps and bounds if we simply eliminated annoying administrative matters, pesky prior authorization requirements, and cumbersome computers that (literally) sit between physicians and their patients. Doctors point out that these barriers to better care were put in place by a self-serving array of healthcare-system players: health insurers, governmental regulators, computer manufacturers, and hospital executives. Indeed, these groups, along with pharmaceutical companies and medical technology firms, are guilty of holding healthcare back while inflicting harm on patients and doctors alike. Correcting their deficiencies will be central to healthcare reform. But if those are the only changes our nation accomplishes, then everyone—including doctors and patients—will be sorely disappointed with the results. Contrary to what most people believe, fixing the US healthcare system won’t be enough.


We must also address the invisible and highly influential physician culture. Founded on the ideals of compassion and commitment, the culture of physicians has been passed down through generations of professionals who possess a deep desire to help people in need. This culture proves capable of inspiring superhuman achievements and has spurred some of the greatest advancements in human civilization, from organ transplantation to cancer immunotherapy to the marvels of modern surgery. But this same culture carries a dark underbelly, which is responsible in many ways for the rising costs and decaying standards of medical care that permeate our nation’s inpatient and outpatient facilities. Physician culture contains a duality of human motives and actions, leading to outcomes that range from life-saving to life ending.


The coronavirus crisis offers a clear example of this dualism. In the context of providing care to extremely ill patients, a defining principle of physician culture is to “save a life at any cost,” words that still echo in my ears from more than a decade of medical training. On one hand, this is what doctors did magnificently in response to the surging disease. They resuscitated and revived patients (repeatedly, when necessary), no matter how great the costs or how nominal the patient’s chances of survival. That virtuous life-saving creed buoyed doctors during the worst phases of the pandemic, giving them a clear sense of mission as they drove to work each day, knowing full well the personal health risks they faced. It enabled the kind of selfless and heroic actions that would seem reckless or extreme in nearly any other line of work.


With hospitals overwhelmed and ICU beds running low, doctors did everything they could to treat the sick. And they were forced to get creative quickly. Seemingly overnight, physicians figured out how to place two patients with rapidly evolving pneumonia (a consequence of the virus) on a single ventilator, saving both. Patients and the media joined the medical community in rejoicing in the ingenuity. Absent from the kudos, however, was a difficult truth: The doctors who believe in saving a life at any cost had not, in fact, done everything possible to save lives. The very culture that drove them to rescue the sickest of the sick during the pandemic also allowed them to ignore their clinical shortcomings and dismiss the power of preventive medicine.


To explain, let’s revisit New York City in April 2020. The Big Apple was, at the time, the epicenter of the outbreak in the United States. There epidemiologists discovered that 94 percent of hospitalized coronavirus patients had at least one major chronic health condition like diabetes, chronic lung disease, obesity, heart failure, or hypertension. A whopping 88 percent of them had two or more.


Had physicians invested more time and effort over the years in preventing and better managing these types of chronic diseases, many of the patients who died would never have become critically ill in the first place. Most would not have even required hospital admission. And they would be alive now. Through a combination of medications, preventive care, patient willingness, and behavioral change, conditions like heart disease and adult-onset diabetes are often avoidable or entirely manageable. Time and again, studies show that when healthcare organizations place a high value on primary care (including family and internal medicine), evidence-based care, and various preventive approaches, they reduce the prevalence of chronic disease among patients by up to half compared to national averages.


However, physicians and healthcare organizations across the United States do not invest nearly enough time and energy in successfully preventing chronic illness or helping patients avoid its complications. Some of the problem and cause for failure is systemic. For instance, doctors on the whole get reimbursed too little for the time it takes to prevent disease, and they often lack the information technology systems needed to provide well-coordinated care.


But a large (and largely unseen) part of the problem is rooted in the values and priorities of physicians. Today, primary care is undervalued, even looked down on, by much of the medical community and by specialists in particular. Research has shown that hospital executives and academic leaders place a higher premium on training interventional specialists than on training primary care doctors who help patients avoid major health problems. As a result of its lower average salary and overall lack of esteem, primary care sits near the bottom on the list of desired residencies for medical students. Because physician culture elevates intervention over prevention too, many human lives have been lost to COVID-19. And because of the dysfunctions of both the US healthcare system and physician culture, American patients became unwilling yet ideal hosts for the deadly coronavirus. 


This pandemic has brought out the best in physicians and, simultaneously, highlighted their weaknesses. Despite the clear link between avoidable chronic disease and excessive COVID-19 deaths, not a single doctor or physician association has stepped forward to claim responsibility for the problem or vow to do better in the future.


In our time of great need, Americans saw and celebrated an army of physician heroes. And in doing so, they overlooked an uncomfortable reality. Doctors are neither heroes nor villains. They are humans who share a culture that produces both remarkable successes and abysmal failures.


Until now, this culture has remained largely invisible. But like a virus, it affects people even if they can’t see it. Physician culture wields tremendous influence over the lives of patients, doctors, and the nation as a whole, regardless of whether people acknowledge (or are even aware of) its existence.


Uncaring tells the story of a profession that is both triumphant and dangerously flawed, filled with people who aspire to help others, yet who sometimes act coldly, callously, and indifferently toward the pain of others. This book takes you inside the doctor’s world, revealing unique insights about their training, their daily practices, and the culture they share. It is a book about people striving for perfection and about the impossibility of achieving it. It sheds light on the norms, rules, and expectations of doctors, and shows how culture shapes their thoughts and beliefs. It deciphers their evolving language, symbols, and codes. It highlights what brings doctors together and what isolates them from their colleagues and patients. Finally, this book examines the elements of physician culture that need to be corrected, the ones that should be preserved, and how to accomplish both.


The exploration begins by diving into the meaning and relevance of “culture,” an abstract concept with myriad definitions and applications. Part One, “Diagnosing Physician Culture,” takes you behind medicine’s protective curtain. There you’ll be introduced to the rituals, icons, and beliefs physicians share.


Part Two, “The Physician’s Pain,” explores the complex interplay between the healthcare system and physician culture, showing how both have contributed to a burnout crisis that is now wreaking havoc on US doctors.


Part Three, “Helping or Harming Patients?,” focuses on the impact physician culture has on patients and the ways it contributes to the deterioration of our nation’s overall health.


Having detailed the reasons doctors feel overwhelmed, fatigued, and in perpetual conflict with the world around them, Part Four, “The Social Ladder,” looks at how changes in society are ratcheting up the discomfort physicians experience. Like the proverbial straw that breaks the camel’s back, each new societal influence seems, on the surface, relatively insignificant and completely manageable. But together, these changing norms are proving too much for physicians to handle.


Part Five, “The Evolution of Physician Culture,” offers patients, doctors, business leaders, and elected officials a difficult but necessary choice—one they will need to make in a world now socially, economically, and politically ravaged by the coronavirus. As the nation’s “new normal” takes shape, all the options involving the future of American medicine will be painful and risky. This section outlines those choices and the path toward making US healthcare, once again, the best in the world. Through the process, physician culture has an opportunity to change for the better.


By the end of this book, having observed physician culture under the proverbial microscope, you will be able to see in fine detail what has long remained invisible. You’ll better understand the doctors who provide your medical care and how you can protect yourself from their cultural shortcomings. Some of the stories in this book will inspire you and generate a deeper appreciation for the role doctors play in your life. Others will sadden you, opening your eyes to the many ways that physician culture compromises your health, harms our economy, and holds our country back. 


The pages that follow tell the stories of dedicated people who aim to heal and who have, for centuries, earned the respect of their patients. You will come to understand the effects of a system and a culture held over from the last century. These relics served their purpose in simpler times. But their time has passed. With facts, research, and personal stories, this book spotlights the valiance of American doctors and exposes their vices. It was written with the hope that our nation will protect the best parts of physician culture and seize on necessary improvements in medicine while also abandoning those cultural elements that cause harm to patients and doctors alike.

















PART ONE


DIAGNOSING PHYSICIAN CULTURE




















PART ONE | CHAPTER ONE


BLOODLETTING, HANDWASHING, AND GORILLA WATCHING


Invisible things are the only realities; invisible things alone are the things that shall remain.


—William Godwin


HUMANS ARE BOTH FASCINATED BY and fearful of what they cannot see. For centuries, unseen forces have fueled the world’s most important academic endeavors. They led Sir Isaac Newton to theorize of an invisible force pulling matter toward the earth. They inspired Adam Smith’s mystic principle of an “invisible hand” moving the world economy.


In our modern lives, the possibility of a hidden world governed by invisible entities has given way to some of our wildest conspiracy theories and greatest anxieties. We are fascinated by books and movies about secret societies, hidden agendas, and coded messages.


The root of my interest in the ever elusive physician culture was embedded in my professional experience of leading ten thousand doctors for eighteen years as CEO of the nation’s largest medical group. During that time, I came to realize that physician behaviors are driven by something more than meets the eye. Without an invisible force guiding their thoughts and decisions, their day-to-day actions would seem nothing short of illogical. But with an understanding of this unseen influence, the contradictions of medical practice begin to make sense.


To help pull back the curtain on the invisible yet highly influential physician culture, here are two historical-medical examples, along with one plucked from modern psychological literature.






[image: image]








GEORGE WASHINGTON DIED ON DECEMBER 14, 1799, two years after completing his second term in office. He lived to be sixty-eight, a remarkable life span considering the average person born in the Americas at that time died at age thirty-five. His impressive longevity notwithstanding, Washington might have lived several more years were it not for the medical care he received immediately prior to his death.


Washington, a former general, spent most of December 12, 1799, riding his horse in the snow and sleet around his Mount Vernon estate in Virginia. The next day, he came down with a sore throat. His doctors would eventually diagnose it as quinsy, a term that once meant throat inflammation. Medical historians would later call it croup, or acute epiglottitis (although it might have been a peritonsillar abscess instead). Regardless of what we call it, his throat infection was not the only thing that killed him.


In the early morning hours of December 14, the general suddenly awoke in great pain and informed his wife that he felt unwell. He could hardly speak and breathed with great difficulty. By sunrise, when the maid arrived to light the fireplace, she found Washington in severe respiratory distress.


Mrs. Washington sent the maid to fetch Colonel Tobias Lear, Washington’s personal secretary. Observing his boss struggling with each passing breath, Lear sent for Albin Rawlins, the estate overseer, who prepared a medicinal mixture of molasses, vinegar, and butter. When Washington tried to swallow the concoction, he experienced what was described as an episode of “convulsive suffocation,” yet another term that has not survived the centuries but is thought to mean a fit of coughing.


Hours later, and still not feeling better, Washington ordered Rawlins to perform a procedure commonly used at the time to restore health: venesection, better known as bloodletting.


As his condition continued to deteriorate, a third and final message was sent from the estate. This one went to Washington’s personal physician, Dr. James Craik, who upon arrival later that day found the president’s health status alarming. After assessing his patient, the doctor concluded that Washington’s blood must still be tainted. In response, he performed two more venesections, draining about 1.2 liters each time. Still unsatisfied with Washington’s clinical progress, Dr. Craik repeated the procedure several times throughout the evening, removing 3.75 liters of blood in all (from a body that would have contained no more than 5.5 liters total).


As Washington’s life began slipping away, he wheezed and coughed out his dying requests. He asked that his aides finalize any unfinished letters and settle his books. He also insisted on being observed for three days prior to his burial just to be sure he was dead. Then, as night approached, Washington uttered his final words: “’Tis well.”


The former president’s official cause of death, to this day, is throat infection. In a time before antibiotics and ENT (ear-nose-throat) specialists, bacterial epiglottitis was indeed a common cause of death. However, with the aid of modern medical science, we can form a broader, more educated theory about what actually killed him. When medical historians and scientists examine the available evidence, most believe Washington’s demise came not so much from a fatal infection as from a series of misguided medical interventions. To our nation’s first commander-in-chief, and to his doctors, the removal of large volumes of blood was the surest path to healing. Today, we recognize bloodletting as a shortcut to death.


Venesection as a “healing” measure predates the rise of the Roman Empire by at least five centuries and is believed to have taken the life of King Charles II of England in 1685. The ancient practice of puncturing and draining blood from the human body originated at a time when medical knowledge left much to be desired. Blood was thought by some to be one of four bodily humors that had to remain in proper balance to preserve good health. Each humor was thought to be centered in a particular organ—brain, lung, spleen, and gallbladder—and all related to a specific personality type. Doctors believed that bloodletting rebalanced these humors, which is why it remained the most common medical practice performed for at least three thousand years.


During the Middle Ages, requests for bloodletting grew so great that doctors alone could not satisfy the demand. Barbers who were already skilled at using sharp, straight blades on their customers began performing bloodletting procedures in their chairs. At the end of each treatment, they’d hang their bloodied towels on sticks outside, a practice that lent itself to a now-familiar symbol: the traditional red-and-white-striped barber pole.


From the 1500s to the 1700s, hardly any doctors raised doubts about the advantages of bloodletting. Their concerns were intuitive, anecdotal, and largely ignored. But in the 1800s, the evidence against the practice turned scientific. Pierre Charles Alexandre Louis, a French physician with four first names, had been studying the use of venesection on patients with pneumonia. He found that 44 percent of those who were bled within the first four days of diagnosis went on to die. Only 25 percent of those patients who were bled later in their illness succumbed. He deduced that patients relieved of their blood later on had survived because they’d already passed through the worst phases of the disease. They could, therefore, better withstand the blood loss.


Louis was right, of course. Bloodletting was not then or now a useful treatment for pneumonia or for anything else (with the rarest exception to treat a condition called hemochromatosis, which involves excess iron storage in the body). Despite the accuracy of his conclusion, bloodletting’s popularity persisted well into the twentieth century. In fact, Sir William Osler, considered by many to be the father of modern medical practice, was a conspicuous proponent. His textbook, The Principles and Practice of Medicine, had long been regarded as the definitive word on medical diagnosis and treatment. Strange as it might seem, bloodletting was included in this text as an acceptable medical practice up until the 1923 edition, nearly one hundred years after Louis scientifically demonstrated its harmful effects.


Given the carnage this practice inflicted throughout history, one might expect that doctors of the past century would lament their folly and have begged the belated forgiveness of the thousands, perhaps millions, of patients who died unnecessarily. On the contrary, you’ll find little evidence of embarrassment or contrition in the medical literature. One recent account in the British Journal of Haematology celebrates the profession’s wisdom, proclaiming that “the story of bloodletting illustrates how, over two thousand years, dogma was supplanted by scientific medicine.” As recipients of medical care, we can be thankful that science did, eventually, win out. But would anyone consider a ninety-five-year delay in the acknowledgment of proven science to be a historical triumph?


The failure to advance medical practice in the face of controlled scientific evidence is, unfortunately, a trend that continues in modern times. In 2013, an article published in Mayo Clinic Proceedings reported that over one-third of well-established medical practices are ineffective, potentially dangerous, or both. But that’s not all. Researchers from the National Institutes of Health looked at ten years of clinical papers from the New England Journal of Medicine and found that subsequent scientific evidence contradicted established practice in 146 of the 363 studies published. This means that 40 percent of the time, prevailing medical wisdom was (and still is) wrong.


We might assume that physicians would have learned from history’s mistakes. We might hope that doctors, as a matter of cultural correction, would now cloak themselves in humility. We would be disappointed. 
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DOCTORS OF THE TWENTY-FIRST CENTURY point with pride to the incredible innovations and discoveries that have advanced modern medical practice. Magnetic resonance imaging (MRI) machines give physicians an unobstructed view inside the human body, allowing them to diagnose a multitude of conditions, from torn ligaments to malignant tumors. Heart-lung and ECMO (extracorporeal membrane oxygenation) machines enable doctors to stop and restart the human heart, bypassing the patient’s own cardiopulmonary system completely. Scientists can now sequence the human genome, down to its last nucleic acid, paving the way for ever-more effective cancer treatments.


Despite all this scientific progress, physicians today often fail to fulfill basic clinical expectations. The story of an obstetrician named Dr. Ignaz Semmelweis gives twenty-first-century observers a clear insight into the origins of this strange inertia. Let’s join the German-Hungarian physician at his workplace in nineteenth-century Austria.


Fresh out of medical school in 1844, Dr. Semmelweis found himself perturbed by the maternal death rate in the obstetrical ward of the Viennese hospital where he worked. He calculated that as many as one in four mothers did not make it out of childbirth alive. He also observed a strange inconsistency: although his unit, run by doctors, had a high but typical mortality rate for the time, the adjacent labor and delivery unit, run by midwives, had a death rate two-thirds lower. Given that his fellow physicians had far more training and much higher occupational prestige than the midwives, Semmelweis was both perplexed and embarrassed by these mortality statistics.


Semmelweis knew these mothers were dying from a devastating uterine infection called puerperal fever, but he could not be sure what was causing it. (Mind you, it would be another fifty years before Louis Pasteur discovered the existence of bacteria and germs.) The accepted theory among Semmelweis’s contemporaries had to do with the existence of miasmas. According to Europe’s leading scientists at the time, miasmas were nasty little particles in the air that were associated with bad smells. These particles supposedly wafted from the streets and sewers of well-trafficked cities up into hospital rooms, where they were inhaled by mothers, who consequently suffered infection.


Short of burning down hospitals filled with these invisible particles, doctors of the 1800s believed there was nothing physicians could do to avoid or eliminate the problem. But if miasmas were the cause of this fatal fever killing mothers, then why was the mortality rate so much lower in the adjacent obstetrical unit run by midwives?


One day, a doctor who worked alongside Semmelweis accidentally nicked his finger while performing an autopsy on a woman who had just died from puerperal fever following childbirth. The doctor, in turn, developed a nasty hand infection and succumbed from an illness that seemed identical to the puerperal fever that had taken the life of his patient. Semmelweis recognized the significance of this occurrence. He postulated that the cause of postpartum uterine infection had nothing to do with tiny stink particles floating through the air. Rather, it had everything to do with the doctors who were performing the deliveries.


He hypothesized that the physicians who marched around the hospital with blood-stained hands and pus-splattered aprons were responsible for transmitting diseases to laboring moms. Based on this theory, Semmelweis ordered physicians in his unit to change their aprons and disinfect their hands by dipping them in a chlorine antiseptic solution before examining new patients. The results were astounding. The maternal death rate in the hospital plummeted from 18.27 percent to 1.27 percent.


In 1861, Semmelweis published his principal work, The Etiology, Concept, and Prophylaxis of Childbed Fever, outlining his research and the steps required to prevent the spread of disease. Knowing the results were indisputable and his findings capable of saving countless lives, he sent the paper to Europe’s most prominent obstetricians and medical societies. He then personally addressed open letters to professors of medicine in other countries around the world, heralding the discovery.


Then he waited. And he waited some more. And nothing happened. Most doctors ignored Semmelweis’s recommendations. Those who offered comment were openly critical of his theory. For years, his findings were either unheeded or outright rejected by the global community of doctors. Thanks in part to the widespread dismissal of his work, Semmelweis had trouble finding a job, and in 1865 he died alone in a mental institution.


Nearly 160 have passed since Semmelweis’s breakthrough discovery. Medical knowledge, hospital cleanliness, and clinical practice today bear little resemblance to the filthy conditions and unenlightened routines of nineteenth-century Vienna. Doctors now understand the existence of bacteria and the spread of viruses. More than that, they have determined the exact genetic makeup of these submicroscopic organisms and identified their chemical composition down to the cellular membrane. As part of obtaining hospital admitting privileges, physicians must pass tests on hospital-acquired infections, including their origin and prevention. On written exams concerning the importance of handwashing and the dangers of spreading germs, doctors score perfectly.


However, contrary to what most patients assume, there exists a huge gap between what physicians know and what they do. Despite the pinpoint accuracy of the answers they provide on the tests, doctors across the country regularly fail to wash their hands (or use gel-based disinfectants) when going from one patient’s room to the next. How regularly? According to the published findings of numerous research studies, doctors in US hospitals fail to wash their hands one out of every three times they enter a patient’s room.


As in Semmelweis’s time, the consequences remain dire. Healthcare-acquired (or associated) infections are the fourth-leading cause of death in the United States, affecting 1.7 million Americans each year and killing almost 100,000 of them. The spread of these harmful infections, particularly those caused by the deadly organism Clostridium difficile or C. diff, often results from doctors carrying the bacterium on their unwashed hands when going from one patient’s room to the next.


Though these habits are extremely concerning, perhaps equally concerning is the blasé reaction doctors have to these mortality statistics. I have sat through dozens of hospital staff meetings where the issue of hand hygiene has been raised by infectious disease experts. The typical response from doctors is indifference. On occasion, when physicians speak up, it is to defend themselves. “I always wash my hands, except when I don’t plan to touch the patient,” one doctor will say to the agreeable head nodding of others. Or “I make sure to always wear gloves when I enter a patient’s room,” ignoring the fact that bacterium can spread when the gloves are put on and taken off. When the infectious disease experts at these educational sessions explain that handwashing remains vital, the physicians generally say nothing, preferring to disregard them, just like Semmelweis’s colleagues.


How do we reconcile this continuation of poor hand hygiene, now more than a century after miasma theory was discarded and replaced by the germ theory of disease? The answer lies in physician culture—in the shared perceptions that doctors have about themselves and their colleagues. As healers, doctors desire respect and feel they must convey to patients, both verbally and symbolically, that they are consummate professionals and experts who know exactly what they are doing at all times.


In Semmelweis’s time, doctors had a disgusting way of preserving the positive perceptions of patients and showcasing their expertise. Then it was assumed that the more dried blood and pus caked upon the doctor’s leather apron, the more experience he had and the more respect he deserved. Surely any physician covered in guts must be well trained and extremely knowledgeable. Therefore the merest suggestion that the doctor’s apron or the physician himself could be spreading disease was medical heresy. Doctors don’t cause illness or harm patients. They heal them. Period. 


Looking back, we can conclude that it was naïve and foolish of Semmelweis to assume doctors would simply discard their aprons and forfeit assumptions about their own professional excellence. They saw themselves as highly dedicated doctors, not as potentially contaminated sources of infection. It is no wonder they found Semmelweis’s conclusions absurd and dismissed his recommendations.


Today the filthy leather apron has been replaced with the long white coat, a modern symbol of physician exceptionalism. Those who don it are presumed to be esteemed healers, not purveyors of harm. Implicit in the coat’s color is the enduring cultural belief that physicians are pure, uncontaminated, and incapable of transmitting infectious disease. When a patient dies from a hospital-acquired infection, each treating physician assumes it was someone else’s fault, probably the housekeeping staff or one of the nurses. These denials aren’t scientific or logical. They are cultural.


Make no mistake, there is nothing that keeps doctors from observing proper hand hygiene. Soap, water, and paper towel dispensers are available in every patient’s room. For physicians worried about damaging their skin, there are soothing alcohol-based antibacterial liquids adjacent to the sinks. The time required to practice good hygiene, especially with fast-acting disinfectant gels, is less than two seconds. And yet, nearly two hundred years since Semmelweis demonstrated the value of handwashing, US doctors omit this life-saving step one-third of the time. And just as they did then, physicians look the other way when their colleagues do the same.
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PEOPLE WHO ARE IMMERSED IN a culture, any culture, including physician culture, seem sublimely unaware of its existence and its powerful influence. As they go about their lives, making decisions that they assume are independent of external forces, they view themselves as autonomous, rational thinkers. In doing so, they fail to notice or consider an important fact. They’ve been culturally conditioned to behave just like those around them. 


To outsiders looking in, this failure to notice something so evident may seem impossible. Can people really overlook such a dominant force? Research from Harvard University answers this question in the affirmative. Let’s go there now. 


It’s 1999, and in a large classroom located on the Harvard campus in Cambridge, Massachusetts, researchers are showing students a grainy VHS video. In it, six students are split into opposing teams of three: one team is dressed in white, the other in black. Both squads have a basketball and are standing in a vacant elevator bank.


Those watching this video are instructed to count the passes of the team in white as all six participants weave about in a formation that loosely resembles the warm-up routine for the Harlem Globetrotters. After about a minute, the tape ends, the lights in the classroom come back on, and the students are asked to report the number of passes. Most get the answer correct: thirty-four, or maybe thirty-five—it doesn’t really matter for reasons that will soon become clear.


The students are then asked the following question: “Did you happen to notice anything unusual while you were doing the counting task?” As researchers Daniel Simons of the University of Illinois and Christopher Chabris of Harvard explain it, “We weren’t really interested in pass-counting ability. We were actually testing something else.”


That something else appears at about thirty seconds into the video while test takers are diligently following the bouncing balls. From the right side of the screen, someone enters the picture wearing a cheap-looking gorilla costume. This person—a female Harvard student, according to the study’s authors—walks directly into the middle of the passing frenzy, thumps her chest, and then exits to the left of the screen after about nine seconds.


Here’s the incredible and informative part: according to Simons and Chabris, half the students participating in the study failed to see it happen. As they explain in their best-selling book, The Invisible Gorilla, the researchers have repeated this study hundreds of times for different audiences all over the world. Every time, the results are about the same. Half the people never see the gorilla.


“We think we experience and understand the world as it is, but our thoughts are beset by everyday illusions,” the duo explains. Often, what we see and what we don’t is labeled “selective attention.” When our job is to count passes, we don’t notice anything else, even a gorilla. Under the right circumstances, most people won’t see what’s happening right under their noses, even when it’s completely obvious to others. The same is true of culture. Culture is all around us, and yet we are unable to recognize its impact on our lives.


In American medicine, when doctors “follow the bouncing balls,” they focus on what they can count: the growing number of patients they must see each day, the dwindling minutes they get to spend providing care, the declining rate of reimbursements per procedure, and the outrageous number of computer clicks required to document an office visit. In other words, they see the failures of the healthcare system while failing to notice an equally sizable problem staring them in the face. Physician culture is medicine’s gorilla. It accompanies doctors everywhere, altering their perceptions and shaping their decisions. And yet they are unaware of its presence.


But it needn’t remain this way. Even though physician culture is invisible, doctors don’t have to stay oblivious to its existence. After all, once the participants in the Harvard experiment were told about the primate on the screen, they never again failed to notice their fellow student in that absurd gorilla costume. Once doctors begin to recognize the powerful role physician culture plays in their own practices, they’ll never again overlook it.














PART ONE | CHAPTER TWO


A FIRST LOOK AT PHYSICIAN CULTURE


IN 1952, AMERICAN ANTHROPOLOGISTS ALFRED Kroeber and Clyde Kluckhohn published the outcomes of a painstaking research effort: documenting all known classifications and codifications of the word “culture” in English literature between 1871 and 1951. Hoping to better comprehend its usage and meaning, they compiled a list of 164 different definitions—a list that has grown, not shrunk, in the decades that have followed.


Culture remains an abstract and often confusing term. Entire library stacks are dedicated to its many manifestations in and effects on human civilization. Though there is doubtless intellectual and sociological merit in sorting through the various definitions and subtypes, this book takes a less punctilious approach when explaining culture’s role in medicine.


This chapter outlines five of the most important facets of physician culture. Together they provide a foundation for understanding the ways doctors learn, practice, and pass on their shared knowledge, values, beliefs, and behavioral expectations.


1. PHYSICIAN CULTURE IS UNCONSCIOUSLY ABSORBED


From a young age, I’ve been disgusted by cigarette smoke. I can’t stand within ten feet of a lit cigarette without coughing uncontrollably. When it was legal to smoke in bars and airport lounges, I remember watching the patrons gathered together inside, wholly unbothered by, and seemingly unaware of, the dense fog of smoke surrounding them.


Physician culture works much the same way. When you’re in it, among it, and breathing it in, day after day, you don’t notice the things that seem odd or offensive to outsiders. If you are encountering physician culture for the first time, you may find the customs, rituals, and norms described in these pages as inexplicable and disturbing as I find a room filled with smoke.


In the process of learning medicine and becoming part of the culture, doctors stop noticing the peculiarities of the profession. And it happens without notice. During initial clinical rotations, medical students are horrified by the off-color jokes told in the operating room and the deprecating comments made about doctors in other specialties. Yet, by the time these young professionals finish their residencies, it’s all second nature: they observe the same customs themselves.


Physician culture is acquired through a decade or more of intense training. The lessons, stories, and beliefs that doctors hold dear are handed down from one generation of physicians to the next. Thus, how people think and behave, whether in the operating room or near an ashtray, is the result of cultural conditioning as much as it is their intrinsic values, intellect, or rational decision making. 


2. PHYSICIAN CULTURE GIVES DOCTORS MENTAL SHORTCUTS


In the book Thinking, Fast and Slow, Nobel Prize–winning psychologist Daniel Kahneman explains two different systems of thought. One consists of the “slow” (or controlled) operations of the brain, which are deductive and in depth, requiring conscious and methodical analysis. Doctors rely on this pathway to solve the most complex medical and ethical problems they face.


The other is the “fast” (or automatic) system of thought, which is hardwired into the brain’s circuitry. It allows people to know, without much thought, what actions to take. Culture is intimately connected with this “fast” thinking approach. It enables physicians to make snap judgments about what’s wrong with a patient and helps them reach a quick and confident conclusion about the best treatment. Without these automatic associations, physicians could never get through a typical day. They would ruminate at length about every little decision, overwhelming themselves with the intricacy and gravity of each potential choice.


New doctors spend a lot of time figuring out what is expected of them, which rules to follow, and how to earn the respect of their leaders. Once they internalize the ins and outs of the physician culture, doctors don’t have to think so hard about what to do. They just act.


On the plus side, this quick-sorting process reduces anxiety, helping doctors prioritize tasks and solve problems swiftly. On the negative side, these shortcuts leave physicians vulnerable to overlooking unusual medical problems, stereotyping patients, and falling into routines that can be harmful to themselves and those they treat.


3. PHYSICIAN CULTURE EVOLVES SLOWLY, IF AT ALL


When workplace cultures adapt, it’s often in response to extreme external pressures. As a result, the process of managing change is rarely comfortable, quick, or successful. But it can happen. A rare and applicable success story happened in the 1990s at IBM.


For most of the organization’s history, the corporate culture was notoriously insular and stiff. The salesforce dressed the conservative part, with the men clean-shaven and clothed in the classic uniform of a dark suit, white shirt, and “sincere” tie. Think: the opposite of Silicon Valley, where today’s standard work attire includes T-shirts and jeans. IBM at the time sold reliable (even if creatively uninspired) computer hardware, earning itself the industry catchphrase: “Nobody was ever fired for buying IBM.”


But when smaller personal computers began to threaten IBM’s market position and revenue share, the board fired the CEO in 1993 and hired Lou Gerstner. As an outsider, Gerstner knew large mainframe computers would soon be antiquated. So he shifted IBM’s business strategy from hardware to consulting. He also laid off 100,000 employees and ultimately sold the entire PC division. Over the decade that he served as CEO, the company became faster, nimbler, and more diversified. The culture shifted in lockstep, not because its employees wanted to but because they had to. The future of their business depended on it. 


Today’s IBM is a powerful player in the field of artificial intelligence. It’s a fast-moving, progressive organization with a lax work-from-home policy, a wide open-door policy, and a dress code that has IBMers looking more like Silicon Valley entrepreneurs than their pressed-suit predecessors.


Cultural change is rarely a matter of choice. It’s usually a matter of survival, brought on by outside pressures that make it impossible to maintain the status quo. Healthcare, however, has remained an outlier. In fact, of the one hundred or so companies and industries I have examined in my role on the faculty of the Stanford Graduate School of Business, healthcare’s lack of change stands apart, particularly given how inefficient, inconvenient, and technologically outdated the industry is. The reason for its unchanging consistency is simple. Doctors benefit too much, financially, from the way things are and stand to lose too much, culturally (their prestige and privilege), by changing. 


4. PHYSICIAN CULTURE IS FACTIONAL AND HIERARCHICAL


Cultural allegiances can be dangerous. For proof, look no further than “the beautiful game.” Even before the coronavirus outbreak, some soccer matches around the world had to be played without spectators—not for fear of spreading disease but for fear that fans would kill one another, literally. The word “fan,” short for fanatic, is a fitting designation for loyalists of English football clubs.


In one British study, researchers recruited subjects who “strongly identified” as fans of Manchester United (soccer’s version of the New York Yankees, a franchise that’s historically successful, well financed, and hated by many). After a brief intake, fans were sent one at a time to a building all the way on the other side of a university campus. Along the way, the research subjects all witnessed the same thing: a choreographed accident during which an actor toppled over in pain. In two different versions of the experiment, the victim who fell down was wearing either a Manchester jersey or the jersey of its much-hated rival, the Liverpool Football Club. The results speak powerfully to views we harbor about people from other “tribes.” When the victim was thought to be a Manchester fan, the participants lent assistance on twelve of thirteen occasions. In contrast, when the victim wore the Liverpool jersey, he received assistance only three of ten times.


Similar factions and allegiances exist within physician culture. For example, surgeons deride primary care doctors as those who “contemplate their navels” as they search for “zebras” (very unusual diseases). In turn, primary care physicians accuse surgeons of following the sequence “ready, fire, aim,” implying they rush patients to the operating room before they’ve adequately analyzed and diagnosed the problem. Orthopedists have been called “strong as an ox, and twice as smart,” but certainly not by fellow orthopedists. Meanwhile, the everlasting battle between community doctors and those at academic medical centers has all the usual rancor of a “town and gown” rivalry.


The evaluation of other cultures according to the standards of one’s own is called ethnocentrism. Since these judgments of others are invariably negative, one of the more dangerous consequences of tribalism is the tendency to perceive one’s own norms, values, and customs as superior. This sense of hierarchy permeates medicine, creating an “us versus them” attitude among medical specialties. In fact, these negative perceptions extend to anyone physicians see as an “outsider,” including insurers, hospital administrators, nurses, and even patients.


5. PHYSICIAN CULTURE IS COMMUNICATED THROUGH LANGUAGE AND SYMBOLS


Like barbers today who brand their businesses with red and white poles, doctors adorn themselves with specialty-specific symbols.


Pediatricians attach stuffed animals to their jackets. Internal medicine doctors drape stethoscopes around their necks. Otolaryngologists (doctors who focus on the ears, nose, and throat) wear headlights, reminiscent of white-coated miners. These symbols serve practical purposes. The toys help pediatricians win the trust of children. Stethoscopes are needed to evaluate the heart and lungs. Headlights help ENT doctors gaze inside the dark caverns of the human nose, mouth, and throat.


Of equal significance, these emblems are worn as badges of pride, no different from the color combinations that represent every college football team in the country. That’s why neurologists, members of a highly contemplative specialty, frequently wear bow ties, while surgeons prefer OR greens, even when they’re rounding in places outside the operating area.


Cultural symbols communicate powerful messages to future doctors, beginning on day one of medical school with the “white coat ceremony.” Before the first day of classes, families gather to watch their offspring slip into one of the most recognizable symbols in all of medicine. Members of the academic physician faculty place white coats on the newly matriculated students.


The only exception to this ritual occurs when the future doctor’s parents are, themselves, physicians. Those parents are allowed to help their sons and daughters into their new coats. This prohibition might seem strange: Why not allow all parents to participate in the ceremony and demonstrate their pride? And why is this specific exception made? The answer to both questions is cultural. Contrary to what an observer might presume, the ceremony isn’t about the pride of the parents. Rather, it marks the transition of the inductees from their birth family to their new one. As parents sit on the sidelines, they symbolically agree to relinquish control of their offspring. No longer will they instruct their sons and daughters on how to dress, eat, or behave in public. The role of authority figure has been taken on by the medical school faculty. The message on that day is clear: only those who are steeped in the physician culture can be trusted to pass on the right values, beliefs, and norms to the next generation.














PART ONE | CHAPTER THREE


HEROES AND FOOLS


MONDAY MORNINGS ARE CHAOTIC FOR junior surgical residents. First, they have to get up to speed on all the patients admitted over the weekend. Next, they must prep for a full day in the operating room. Their mantra: stay alert, and be ready for anything.


I’d arrived at Stanford University Hospital promptly at five thirty one summery Monday morning to prepare for rounds at six. I grabbed a cup of coffee before heading to the ICU to scan patient charts. I hadn’t even thumbed through the first file when a “code red” cracked over the paging system, summoning me to the emergency room.


A man’s life was ending, and my job was to save him. Bounding down the stairs and racing around the corner, I could see three emergency medical technicians (EMTs) hovering outside the patient’s room.


“Eighteen-year-old-pedestrian-struck-by-a-fast-moving-car-with-multiple-rib-fractures-abdominal-bruising-and-hypotension,” said one paramedic in trademark staccato, covering all the essentials in a single, incomplete sentence.


I raced into the room and glanced at the monitor. The man’s blood pressure was crashing at 60 over 20, his pulse racing at 140. As two ER physicians plunged IVs into each arm with pas de deux synchronization, a technician raced to the blood bank to retrieve four units of “packed cells” (red blood cells that have been separated from the liquid plasma for rapid transfusion). I called for a central-line kit and inserted a large-bore IV catheter into the internal jugular, a vein with a direct portal to the heart. I hoped the massive infusion of fluid would keep the patient alive until the blood arrived. As his color faded, I asked, “Where’s the technician with that blood?”


He entered the room seconds later, holding both bags in one outstretched hand like an Olympic relay racer passing off a baton. The nurse took the exchange, verified that the blood type matched the patient’s, and hung two units immediately. A radiology tech wheeled in a portable X-ray unit, and five minutes later we had the film in front of us.


The diagnosis was as clear as the sunny California day outside: pneumothorax. There was air surrounding and compressing the right lung. Unless we provided an egress, the mounting pressure inside his chest cavity would prevent the heart from pumping well-oxygenated blood to the body. I asked for a chest tube set, painted the man’s thorax with an antiseptic betadine, and inserted the plastic cylinder just above the bruised rib. His blood-oxygen level sprang back to normal. It was good to see, a step forward, but not enough. With a quick glance at the blood pressure monitor, I learned the man was still hypotensive. As fast as we could pour blood in through the neck vein, he was losing it from somewhere in his abdominal cavity. Our window to save this patient’s life was slamming shut.


As I turned toward the nurse who was monitoring the patient’s vital signs, I caught a glimpse of the clock on the wall. Twenty-five minutes had passed since the code red jolted me into action. Silicon Valley was still asleep. Most working folks in the Bay Area hadn’t yet picked the morning paper off the lawn. As I said, Mondays are chaotic for junior surgical residents.


I instructed one of the nurses to page Dr. Paul Patterson, the attending surgeon on call, and to alert the operating room: “Tell them we’re on our way and this patient will die without immediate surgery.”


That was true. The human body is evolved to keep blood flowing to the vital organs even after a massive hemorrhage, but there’s only so much human physiology could do for this eighteen-year-old body in front of me. We had to stop the bleeding. No time to waste.


The on-call senior and junior resident from the night before were still in the hospital, occupying the adjacent operating room, treating an equally unstable drive-by shooting victim. Dr. Patterson arrived just as our patient was being intubated. As we scrubbed our hands for surgery, he turned to me and asked, “What incision do you want to make?”


This was unusual. Junior residents usually aren’t handed the knife for such a complex and risky procedure, but I leapt at the opportunity. “I’ll make a long, vertical, midline incision,” I said.


The poor kid. One-hundred-sixty-odd pounds of flesh and bone versus a two-ton automobile. I asked the nurse for a number 10 blade. With its curved cutting edge, I slit the abdominal tissue, observing extensive bruising along the entire upper half of the abdomen along with profuse internal bleeding in the abdominal cavity itself. Over the next two hours, we removed the ruptured spleen, cauterized the bleeding liver, and put hemostatic sponges over the oozing areas.


Operations like these distort your mental acuity. It’s like trying to complete a jigsaw puzzle inside a sensory-deprivation tank. The next time I looked at the clock, it was eight thirty a.m. Two and a half hours had seemingly evaporated.


With the bleeding stopped, I closed the abdominal incision and bandaged the wound. After writing postoperative orders, I helped wheel our patient to the ICU with strict instructions to notify me should his blood pressure fall.


With that, I scrubbed into my scheduled surgeries. It wasn’t yet halfway to lunchtime—not that I’d have time to eat. Throughout the day, I checked in on the car-accident victim between cases. With all the blood he’d lost, and all the fluid he had been given, it would’ve been easy for his sodium and potassium levels to become alarmingly abnormal. So I kept close tabs on his vital signs, electrolytes, and hematocrit (the volume percentage of red blood cells).


As a junior resident, I was on call every third night in the hospital, meaning one night in three I worked thirty-six hours straight. On good nights, I’d get a couple hours of interrupted sleep. On bad ones, none. I finished my elective surgeries around six that evening, saw a couple of minor consults in the ER, and got paged to the ICU just after midnight. It was the teenager from earlier that day. His blood pressure was crashing again. I palpated his abdomen, which felt like an overfilled water balloon.


This was going to be a long night. Alongside the attending surgeon on call, a different one than the day before, we reopened the abdomen and suctioned two liters of blood. I was worried a suture had come undone in the area of the splenectomy. It would have been a major technical error on my part. Thankfully, the splenic bed (located where the organ had previously been in the left upper abdomen) was dry. The problem was his pesky liver, which had suffered extensive bruising and tearing. Unlike the spleen, you need a liver, so you can’t just take it out to stop the bleeding. Once again we sutured, cauterized, and placed hemostatic sponges on the surface of this essential organ. I stayed by the young man’s bedside until morning.


Twenty-four hours after driving to the hospital and without a wink of sleep, I made rounds and headed to the OR. I had a full slate of surgeries ahead of me but felt fine. At six that night, just before heading home, my pager beeped. It was the ICU. The dike had broken again, and the young man’s blood pressure was plunging for the third time in forty-eight hours. I should have started driving home at that point. Someone should have made me go.


The attending handed me the knife. I could have passed on the responsibility to my co-resident, who had been assigned to work that night, but I told him I’d staff the surgery. I felt personally responsible. He understood. He’d insist on the same if our roles were reversed. It’s just the culture.


By Wednesday morning, the teenager had turned a corner. His bleeding had stopped. I downed a cup of coffee, took three bites of a donut, and began morning rounds. Day three. By six that night, I only had one more task to complete. I needed to make sure all the patients who would be operated on Thursday had signed their consent forms.


The last patient I saw that evening was a sixty-year-old gentleman scheduled to have his colon resected first thing in the morning. He had a large so-called apple-core cancer, named after its appearance on a barium X-ray. I sat in the chair by his bed. As he turned his neck to face me, I felt my eyes closing. I jerked to attention. Had he noticed? Had my eyes actually shut, or had I only imagined it?


“Sir, did you complete your intestinal clean out already?” I asked him, the words spilling out of my mouth like warm soup. The next thing I remember, the patient was squeezing and shaking me, trying his best to wake me up. I opened my eyes to see his legs draped over the edge of the bed, and his bony fingers resting on my shoulder. “Go home, doc,” he said. “You’re in worse shape than I am.”


He was right to be concerned. Sixty-some hours had passed after that first code red. In that time, I’d played the role of hero. I saved one life and improved a dozen more. I didn’t lose a single patient during that sleepless marathon, nor had I harmed anyone to the best of my knowledge. But two and a half days without sleep had also turned me into a fool. I believed I was invincible and irreplaceable. I’d convinced myself I was capable of providing the best medical care despite my lack of sleep. In my self-deception, I had potentially and inappropriately put a man’s life at risk. I own that responsibility. And I know that I was abetted by a physician culture that encouraged both sets of behaviors: the heroic ones and the foolish too.


Doctors are expected to be white knights, battling death for as long and as hard as it takes to save the day. Culture drives doctors to go above and beyond, to help and to heal, to perform what patients believe to be miracles. It forms the glue that bonds patients to their doctors and instills in both parties a mutual faith that everything will turn out all right.


Yet these same cultural expectations also drive doctors to their breaking points and beyond. Not every physician who stays up days at a time does so without incident. Sleep deprivation can lead to mistakes—even catastrophes.


Today’s “duty-hour” limitations cap the resident’s workweek at eighty hours (averaged over four weeks, with residents required to leave the hospital after thirty straight hours). Yet the unspoken expectations and unyielding demands placed on doctors still leave them feeling triumphant one moment and pathetic the next. Even now, physician culture turns heroes into fools.

















PART ONE | CHAPTER FOUR


A TWO-PART HISTORY OF TODAY’S PHYSICIAN CULTURE


MEDICAL PRACTICE DATES BACK MORE than five thousand years, to the agrarian civilizations of India and to the Middle Eastern villages of antiquity. In the Western world, the culture of medicine began taking shape approximately twenty-five hundred years ago with the oath of Hippocrates, a text that made sacred the physician’s vow to honor patient privacy and treat the sick to the best of one’s ability.


For most of medicine’s history, diseases tormented doctors. Plagues killed millions, including the physicians who left the safety of their homes to comfort the sick and attempt to heal the dying. Before the introduction of modern diagnostic and therapeutic technologies, the doctor’s experience, wisdom, and intuition were the best and only defenses against injury and illness. Lacking the scientific tools and understanding they have today, physicians rarely won their battles against disease. Entire civilizations died gruesome deaths with doctors at their bedsides. And yet the willingness of physicians to care for the sick despite constant threats earned them generations of admiration, gratitude, and esteem.


Across centuries, doctors have been respected and revered as healers, heroes, and valued members of their communities. Patients, even in the process of dying, have long expressed appreciation for the kindness, empathy, and compassion physicians provide. In return, doctors have remained willing to risk their lives to care for the sick, and they do so today with a powerful and righteous sense of mission. The result of this long-lasting, mutual bond is a relationship that has sustained the practice of medicine to this day.


Though it might be hard to imagine now, it was just two generations ago that doctors possessed only three diagnostic tools: a stethoscope, a reflex hammer, and a combination otoscope/ophthalmoscope (the handheld instrument doctors stick in your ears and shine in your eyes). Though this armamentarium may sound archaic—even pathetic by today’s standards—patients of a bygone era nevertheless had high regard for the physicians who used them. Rather than looking down on the profession, patients were appreciative of and deeply loyal to their doctors.


Fast-forward to the present day. Physicians now rely on sophisticated diagnostic machinery rather than human touch or the outdated triad of medical instruments. They use handheld ultrasounds to diagnose heart problems with far greater precision and accuracy than the stethoscope. Doctors now peer inside, and understand the inner workings of, the human body with the use of powerful CT, MRI, and PET scanners. These multimillion-dollar pieces of equipment allow doctors to quickly identify abnormalities that once required surgical exploration. Medications, treatments, and operations have advanced so rapidly that life expectancy has increased by more than twenty years in the past century.


Behind this stunning clinical success is an important cultural paradox: despite having more tools and knowledge to effectively treat their patients, American doctors are less respected than even a generation ago. While physicians maintain their respected status in American society, many doctors feel that their values (and their relative value) are under attack.


The courage of the coronavirus fighters no doubt placed a temporary halo over the heads of medical practitioners, but gratitude today is fleeting. Younger patients, especially, have begun gravitating away from the traditional doctor’s office and toward any place that offers faster access, greater convenience, and lower out-of-pocket prices. Healthcare, like many “services” these days, is becoming less personal and more transactional. To understand the doctor’s decline in esteem, it’s best to begin with a look back at medicine’s golden era.


THE ERA OF THE PIONEERS: TWO STEPS FORWARD


The discovery of penicillin, an antibiotic originally derived from a common mold, created modern medicine. This fortuitous finding by Alexander Fleming in 1928 kicked off decades of scientific fervor, helping to push antibiotics into ubiquity shortly after World War II. Around that time, doctors found themselves armed with a host of new and powerful drugs. The profession, once hampered by a lack of scientific research and clinical know-how, was by the 1960s racing toward ever-greater medical discoveries, giving doctors both the confidence and the ability to push the boundaries of medical practice.


Cancer was one of the first and biggest targets of this brave new era. The leaders in this fight, the earliest oncologists and radiation therapists, believed the disease needed to be battled with vengeance. They declared war, embarking on a period of relentless medical innovation, glorious achievements, and regrettable sacrifices.


The experimental weapons in the battle against cancer were primitive and inexact. Agents like nitrogen mustard, a product of chemical warfare, showed promise in killing cancer cells. These chemotherapeutic derivatives were generously infused into the bodies of patients, where they destroyed much more than cancer.


Deep down, America’s oncology pioneers knew these drugs, yet to be refined, would bring their patients closer to death than to a cure. Administering them to children and young adults was a terrible burden for doctors to bear. It was also a necessary evil if there was to be any hope of curing leukemia.


Siddhartha Mukherjee’s Pulitzer–winning book The Emperor of All Maladies brings readers face-to-face with the outsized personalities of these cancer-fighting pioneers. Stationed at the Dana Farber Institute in Boston, they were scorned by their more conservative colleagues for crossing the line that separates compassionate care from patient torture. Mukherjee, a masterful storyteller and researcher, links some of the success these pioneers experienced to their zeal and rebelliousness. In the book, they come across as rash and impetuous, bold and groundbreaking, like the Sex Pistols of oncology.


As a resident at Stanford, I worked alongside many of the West Coast cancer pioneers. A decade before my residency, they, too, had begun the same pursuit as their colleagues out East. Except the physicians at Stanford did not strike me as callous or irresponsible. They were not “ruled by none,” as the Sex Pistols once described themselves. Like their colleagues in Boston, Stanford’s oncologists were ambitious, caring, and driven.


What struck me as different about them was their ability to overlook the consequences of what they did (and had to do) each day in the name of progress. These pioneers coped with the anguish of harming their pediatric subjects by employing a powerful set of psychological defense mechanisms.


Based on my observations, repression and denial, not rebelliousness, kept these doctors going during the days of human experimentation in the war against cancer. In psychoanalytic theory, repression is the exclusion of distressing memories, thoughts, or feelings from the conscious mind. Denial, a close cousin, allows individuals to refrain from confronting uncomfortable truths, freeing them to take actions they otherwise couldn’t.


Denial and repression have been part of the physician culture for centuries. In the Middle Ages, the logical fear of dying from the plague could have kept physicians locked in their houses. Instead, these subconscious coping mechanisms enabled doctors to go out into plague-infested streets to offer succor. These same psychological defenses allowed physicians in the era before anesthesia to amputate gangrenous limbs and go to sleep each night without the screams of patients echoing in their ears.


I will note that my observation of these pioneers was extended beyond the professional to something much more personal. While at Stanford, I also watched these medical giants care for my cousin Alan.


Growing up, Alan and I lived a few blocks from each other in Great Neck, a Long Island suburb about twenty miles east of Manhattan. If you were to enter Alan’s boyhood bedroom, a ten-by-twelve-foot rectangular box at the end of a first-floor hallway, you’d be greeted by a long window on the far end, revealing the property’s verdant backyard. Look at the other three walls, and you’d get a picture-perfect view into Alan’s youth.


To the right is a wall lined with bookshelves, cramped with hardcover classics, dozens of biographies of world leaders, and various prayer books in Hebrew. Look left: games, playing cards, and an impressive stamp collection. Conspicuously absent are any posters of rock bands or scantily clad actresses. You’d find no decorative nunchucks, autographed baseballs, or trophies honoring athletic achievements. Instead, on the wall nearest the door, atop a dresser, sits Alan’s most prized possession: his violin. Next to it, on the table, are hundreds of scores from classical compositions.


In school, Alan dragged his feet to gym class but ran through the halls to his German lessons. He joined the yearbook club and earned first-chair violin in the school orchestra. On weekends, while neighborhood kids played Little League, Alan and his mother listened to orchestral masterpieces on the family record player. My cousin would swirl his index finger in the air as if conducting the performances himself. In high school, when his classmates quoted the leading liberal politicians, Alan shot back with the words of conservative commentators like William F. Buckley.


Not wanting to be shoehorned into an easily categorized persona, Alan surprised everyone after graduation by enrolling at Oberlin, an institution that the American Conservative once called “An Insane Asylum” of radical liberals. Once on campus, he chose Asian Studies for his major and minored in Chinese. From the first day of college, he set his sights on a law degree from Harvard.


By this point, we had lost touch, as young men often do, which is why I was not aware that during his junior year, Alan made a discovery that would change his life forever. One November evening, while showering before bed, Alan felt a painless lump in his groin. Believing it to be a hernia, he flew back to New York over winter break to have it repaired by his father, a general surgeon.


My uncle Herb had three loves in his life: his wife, his children, and medicine. He was a skilled clinician who, after examining his son, suspected there was something not right about the mass. It didn’t feel like the typical inguinal hernia. So rather than scheduling Alan for surgical repair, Herb biopsied the mass under local anesthesia and sent the tissue to the pathology department in the basement of the North Shore hospital where he worked. Two days later, the pathologist called with concern in his voice. My uncle raced out of a patient’s room, took the elevator down, and examined the slides under a microscope himself.


Staring back at him through the ocular lens were the dreaded “owl-eyed” Reed-Sternberg cells, indicative of Hodgkin’s lymphoma, a malignancy of the body’s lymph tissue. Herb ordered a chest X-ray, which showed a mediastinal mass enlargement of the lymph nodes directly under the sternum. With lymph node involvement both above and below the diaphragm, Alan was designated “stage three.”


In 1968, stage three Hodgkin’s lymphoma was a death sentence, carrying a life expectancy of two years at most. My uncle, desperate to save his firstborn son, went to the medical library and scoured the literature for rays of hope. After weeks of investigation, he learned of two physicians at Stanford, one an oncologist and the other a radiation therapist, who were trying out a radical and aggressive experimental treatment for this particular cancer. Their approach threw the kitchen sink at the malignancy, hitting it with a potent cocktail of chemicals while bombarding it with radioactive emissions. The combination was likelier to devastate the body than rid the patient of the disease, but it was Alan’s only hope.


Without hesitation, my cousin and his father flew across the country where Alan became one of the first patients in the United States to undergo aggressive cancer therapy for Hodgkin’s lymphoma.


Every two weeks, doctors on the West Coast administered a series of powerful and extremely poisonous intravenous chemotherapy agents, producing in my cousin intense and prolonged abdominal spasms, along with vomiting that lasted all weekend. This was the reality for all patients enrolled in the protocol. Following chemotherapy, he underwent radiation treatments, which produced total-body weakness with diffuse lung damage.


All the while, despite the suffering they inflicted, Alan’s doctors never blinked. They didn’t hide from patients or families in their research labs or leave the day-to-day care to others. They were on the cancer ward, zipping from room to room, day and night, providing Alan and the other patients with compassion, encouragement, and hope. Throughout their workdays, these doctors managed to repress the apparent pain they caused, denied near certain failure, and celebrated their rare successes.


Neither Alan nor his parents ever thought about giving up. The physicians made sure of it. They knew the treatment was a long shot, but low odds were better than no odds. Over the next year, Alan flew cross-country, month after month, more than five thousand miles round-trip, for ongoing treatment and follow-up monitoring, consenting to whatever approach the doctors recommended to keep death at bay.


About a year after his chemotherapy ended, Alan received miraculous news: all his tests for cancer were negative.


My cousin felt as though he had a new lease on life and vowed to make the most of it. He received a master’s degree from Harvard in Asian studies. He traveled to China for a year and became fluent in Mandarin, later returning to Harvard to complete law school, just as he had dreamed. By the time he graduated, Alan had become a true Renaissance man: a law expert, a global adventurer, an accomplished musician, and a polyglot.


With diplomas in hand, he moved to San Francisco to join the legal staff of a multinational telecommunications and transport company, rising quickly through the ranks. Before long, Alan and two of his friends split from the organization to build what would become a multibillion-dollar container shipping business.


Around the same time that Alan moved to the West Coast, I began my residency at Stanford, a short car ride from San Francisco. With distance no longer a barrier, it took us no time to rekindle our relationship. I loved driving to his condo near the Embarcadero, where we could see the lights of the Bay Bridge from his living room. True to the man Alan had become, his apartment was impeccably decorated with modern furniture, accented with Asian art. We dined in the city whenever we could. Alan enjoyed taking me to Chinatown, and I relished the looks on the waiters’ faces when my cousin placed our orders in perfect Mandarin. Periodically, he’d take me to the symphony, or the opera, with comped tickets from his firm. He was always eager to offer a detailed analysis of the program as well as a biography of the featured violinist.


While in medical school, I’d become knowledgeable about Alan’s disease and its treatment. As a resident, I followed his clinical progress closely, and for the next few years we would meet for lunch in the hospital cafeteria during his follow-up visits.


One day, during my sixth and final year of residency, Alan confided in me that he felt weak. He had just returned from a business trip to Asia and thought he might be coming down with the flu. I was careful not to alarm him, but I took it upon myself to check his laboratory test results that night (something no longer acceptable under current patient privacy laws).


The blood test showed an elevated white-cell count. Alan was told to return the next day for evaluation. The oncologist performed a bone marrow biopsy. Forty-eight hours later, Alan consented to restarting chemotherapy for acute myeloblastic leukemia, this round even more aggressive than the ones before.


In an era before the advent of bone marrow transfer, Alan’s chances of being cured weren’t just low. They were zero. Both his oncologist and hematologist knew the treatment would be futile. In fact, everyone at the hospital knew it—everyone except Alan and his family. No one had the heart to tell them.
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