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Praise for Consented


“In a system where medical authorities routinely override individual agency, Consented exposes how clinical norms and medical culture dictate the experiences of the body and healthcare.”

—DANIELLE OFRi, MD, PhD, author of What Patients Say, What Doctors Hear 




“[A]n unflinching review . . . examining everything from consent forms to pain management under the harshest fluorescent lights, highlighting the many ways we fail ourselves and our patients, despite our best efforts. Not even Dr. Zha herself is safe from her own criticism, as she vulnerably shares the lessons she learned from times she did not live up to her own standards. Where others might stop at describing the problem, Dr. Zha shares a vision of a different future, one in which both patients and physicians are far better served.”

—ARGHAVAN SALLES, MD, PhD, bariatric surgeon, Special Advisor for DEI Programs in Stanford’s Department of Medicine, and national leader in gender equity




“Dr Zha’s unique blend of humour, knowledge and compassion shine through in this book. She has the ability to speak to doctors, patients and their families in a way that helps to break down the barriers that we experience when seeking healthcare. Consented should be required reading for all medical students and aspiring healthcare workers so they can begin to better understand how to best serve their most vulnerable patients.”

—DISABLED GINGER, a leading Substack voice on disability advocacy and chronic illness justice




“Through deep reflection and piercing storytelling, Consented shows readers how physicians can hold on to our humanity while doing the superhuman work of caring for others. Dr. Zha calls out the dehumanizing and violent traditions of modern medicine and calls us into a healthcare revolution that begins with believing patients.”

—ALYSSA BURGART, MD, MA, Stanford pediatric anesthesiologist and bioethicist, author of the Substack Poppies & Propofol, and op-ed voice in The Washington Post, USA Today, Slate, JAMA, and more




“This book is many things—honest, raw, compelling, and courageous. Dr. Zed Zha delivers a heavy message with lighthearted clarity, weaving together historical context, vivid personal stories, and well-documented evidence.”

—JAMES WITHERS, MD, founder of Operation Safety Net and The Street Medicine Institute and internationally recognized pioneer of street medicine




“As physicians we learn to ignore fear, deny flaws, and push forward. This book challenges this, showing how unchecked behaviors harm both us and our patients.”

—ZEEST KHAN, MD, Stanford-trained anesthesiologist turned Long COVID advocate, host of the Long Covid, MD podcast




“This book demonstrates how modern medical care has deteriorated into toxicity and harm, far from its roots in patient advocacy and caring. Dr. Zha shows us how an approach to healthcare can be human-forward, remind[ing] us that empathy has an essential role in healthcare.”

—ROBIN TAYLOR, writer and community-builder, trans and queer activist, and founder of SmallStack and GenderWild Press




“In Consented, Dr. Zha takes a laser focus on consent, autonomy, and medical trauma . . . [and] points us to the possibilities for a future of equitable, collaborative, and safe health care. A validating guide for patients and essential reading for every health professional, this book charts a clear path toward fair and just medicine.”

—CHRISTINE GIBSON, MD, family physician, trauma therapist, speaker, and author of The Modern Trauma Toolkit
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For my mother, whose consent was never sought when her 
infant daughter was taken for adoption,

who scaled the hospital walls to “steal” me back in the 
middle of the night.

You taught me never to surrender love,

not even when there are mountains to climb and there is 
no light in sight.

Because what’s rightfully ours must be reclaimed.






Preface

In medicine, we tell stories.

To be a good doctor is, first, to honor the story of another with compassion, respect, and the willingness to truly listen. Consented is my way of doing that. It’s a book of stories, some painful, some healing, all deeply human. And through telling them, I hope to grow into a better physician and a better person.

The stories in this book are grounded in real experiences, though many of the characters are composites, carefully shaped to protect identities and to highlight deeper truths. Unless someone has given explicit permission or is publicly known, all names have been changed. For those stories that are not composites, I share them only with permission, and always with care.

Many of the book chapters contain descriptions of medical procedures or experiences that violate bodily autonomy. Particularly, Chapter 8 includes references to child and adult sexual abuse and a personal memory of a traumatic medical exam. If you choose to read it, please take care of yourself. And please know that I carry each of these stories with humility, love, and deep respect.

You’ll notice the hashtag #AskThePatient throughout the book. Ask the Patient by Dr. Zed Zha* is the name of my Substack newsletter. And I use a hashtag with the same name online to gather stories, uplift patient voices, and ask questions the medical literature can’t always answer. The idea is simple: When we don’t know, we should ask the patient.

Finally, I hope you’ll see that in Consented, I am not afraid to implicate myself in a medical culture of harm. I hope you hold my story with the same gentleness as I hold my patients’ stories. In the end, or perhaps from the beginning, I hope you see me as a fellow human being.

Thank you for being here.

Let the story begin.

—Zed


* Ask the Patient by Dr. Zed Zha can be found here: https://drzedzha.substack.com.
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Medical Rape Culture—The Unifying Diagnosis



“Hello, Dr. Zhaaa!” Katie had this charming way of saying my last name, stretching out the single syllable like someone might when calling their favorite niece or nephew. And, as always, her wide smile followed.

After nearly two years of being Katie and her husband John’s family doctor, I had become conditioned to this warm greeting, so much so that I found myself smiling in anticipation before even stepping into her exam room.

Katie was a sixty-five-year-old woman and a retired school bus driver. She was by no means a healthy retiree. She was not physically active and had uncontrolled diabetes when I first met her. Over the years, we had been working on lifestyle changes and adjusting medications. It had helped. By early 2021, Katie had become more active, and her diabetes was well controlled.

Things were looking up. Or so we thought.

For the past few weeks, Katie and John had been calling frequently to report that she was experiencing new back pain and left leg weakness. As a family physician, I saw back pain all the time and knew that most cases were caused by muscle pain. But Katie’s pain was unusual.

First, in all the years I had known her, she had never complained about her back, yet this new pain was escalating quickly. Katie had gone from taking daily walks in the neighborhood with John to spending most of her time in bed within a matter of weeks. Second, most muscle pain doesn’t cause leg weakness, and Katie’s weakness was only in her left leg. This made me think there might be a herniated disc pressing on the sciatic nerve, or spinal stenosis, a narrowing of the spinal canal. And lastly, Katie’s previously well-controlled blood sugar level had shot up. Pain is a well-known stressor for the body and can trigger higher glucose levels.

It was possible that these changes were not connected: Katie could simply have new muscle pain in her back, and new leg weakness totally unrelated to that pain. And at the exact same time, her diabetes could have worsened without trigger.

In clinical medicine, we look for a unifying diagnosis, a basic diagnostic principle that says one diagnosis that can explain multiple symptoms is much more likely than multiple diagnoses that explain multiple symptoms.1 In other words, what were the odds that three things had gone wrong for Katie at the exact same time, versus one underlying issue causing a cascade of symptoms?

I believed the unifying diagnosis was there; we just needed to find it.

Over the next two months, Katie and John frequented my clinic as her symptoms worsened. We tried all the usual treatments for back pain, including physical therapy, medications, and trigger point injections, all to no avail. And an X-ray and a CT scan didn’t show anything abnormal in the bones.

Katie needed an MRI, which is the next step in cases of back pain persisting for over six weeks or when neurological involvement is suspected.2 Having had this pain for months and experiencing leg weakness (a neurological symptom), Katie met both criteria. However, we didn’t have an MRI machine in my town. I ordered an urgent MRI to be done in a nearby city, but Katie’s insurance denied it. This forced me to file an appeal. Worried about the neurological symptoms, I also made an urgent referral to neurosurgery, which had a wait time of three months. Clearly, urgent becomes an irrelevant term when confronting a physician shortage and insurance companies dictating medical care.

So, we urgently waited.

On a Friday afternoon, John called my team again: “Dr. Zha, Katie is not doing well. She has been in bed all day, unable to eat. I’ve been trying to convince her to go to the ER, but she said she’d rather see you. And . . . ”

There was an unusual hesitation in his voice, “and I am having a hard time taking care of her at home.”

John was an incredibly dedicated husband. For him to admit that he couldn’t do it anymore meant things were really bad. Luckily, as a full-scope primary care doctor with hospital admission privileges, I could bypass the emergency room (ER) and directly admit patients into our small twelve-bed local hospital.

“John, meet me at the hospital. Let’s have Katie stay for a couple of days and try to figure out what is going on, come up with a pain control strategy, and give you a little rest.”

I glanced at my watch: 6:30 p.m. I hadn’t been home for dinner on time most days this week.

Don’t wait for me for dinner, I texted my husband, feeling a surge of guilt for not making it home, again.

Someone in labor? he texted back.

No. Admission.

Ah. Good luck! God bless this man! Being a country doctor is a hard life. No wonder we’re a dying breed.

When I met Katie in the hospital, she was sitting in a wheelchair, wincing in pain. “Hi . . .  Dr—” Katie tried to give me her signature smile, but her heavy leaning toward her right side in the chair and the big droplets of sweat on her forehead betrayed her misery. I fought the urge to cry when I saw the couple’s sunken eyes. Had they slept at all last night?

I squeezed Katie’s hand and said, “Hi Kaaatie. We’ll take care of you, okay?” I hoped I could keep that promise.

Over the weekend, Katie improved. By Monday, she was able to walk a little, and her signature smile returned. We decided to send her home on a temporary pain medication regimen while we awaited responses from the insurance company and the neurosurgeon’s office.

As it turned out, Katie’s improvement was just the calm before the storm. A few days later, when I saw her for a follow-up, her pain and leg weakness had worsened. Whatever the cause, it was clearly advancing. Surgery might be needed sooner than later to prevent permanent neurological damage. We couldn’t afford to play the waiting game anymore; we needed help now.

“Katie, I think you need to go to the ER in the city. That’s the fastest way to get an MRI and see a surgeon,” I said, watching her sweat through the pain again.

Katie looked like she wanted to say something but couldn’t get the words out. Instead, she turned to John and shook her head.

“Dr. Zha, Katie really doesn’t want to go to the city ER. The last few times we went for something different, they made us wait for hours, and they just sent us home with Tylenol!” John protested, while Katie nodded and pleaded with her eyes. “Can’t you just admit her to your hospital again, like last time?”

“I’m sorry. But we’ve tried that, and it didn’t get us anywhere,” I told them. John might be right about the city ER, but I was at my wit’s end. I turned to Katie and gently cupped her hands: “You know if I could take care of you myself, I would.”

Katie looked deflated as her protest through John seemed to fail. Her eyebrows furrowed as she let out a deep sigh.

“Don’t worry. I will call the ER and explain why I’m sending you over,” I reassured her.

I knew it wasn’t much, but it felt like the only promise I could keep.

Inside My Own Medicine

The city ER was an hour and a half away. I had always hated sending people to the ER. It felt like admitting I couldn’t take care of my own. As a country doctor, I took pride in keeping my patients out of the hospital and managing things myself.

Many doctors send their patients off without a call. Others, like me, always make one. I do it out of professional courtesy because charts get lost, notes go unread, and patients deserve to be backed by a physician’s voice before they’re judged. But every call is a gamble. And I never know how the person on the other end will respond.

After Katie and John left for the ER, I took a moment to see my waiting patients and organize my thoughts. Then I made the dreaded call.

“Eh-lo, Dr. Wilson,” the ER doctor answered. He sounded like he was in a hurry. He probably was.

“Hi, this is Dr. Zha from XXX Clinic. I’m sending you a patient with severe back pain and leg weakness.” I sat up straighter and lifted my chin. It was my version of a power pose.

Dr. Wilson gave a noncommittal “Mmm hmm.” Either he was clearing his throat, or that was my cue to begin. I forged ahead with my patient presentation.

Patient presentations are how doctors talk to each other. And they are high stakes. In just a few clipped, clinical sentences, we’re expected to summarize a human life: their current condition, medical history, physical findings, labs, and imaging results—before offering an assessment and plan. A good presentation helps ensure the patient lands in capable hands. A bad one can confuse the picture, delay care, or lead the team down the wrong path entirely.

But it’s not just about the patient. It’s also about us. A good presentation earns you respect. A bad one brands you incompetent. From the very beginning, we’re trained to follow a rigid formula, a ritual of reduction: “[Name] is a [age]-year-old [race] [sex/gender] with a history of [chronic disease 1] and [chronic disease 2], presenting with [key symptom or complaint].”

In medical school, we practiced this over and over, from the day we arrived until the day we graduated. English isn’t my first language. I’m not even a fast talker in Mandarin. But medicine trained me to speak supersonic English with an almost-vanished Chinese accent, cramming urgency, credibility, and clinical shorthand into ninety seconds flat. It had to be fast, focused, and fact-filled. There was no time for nuance and no space for emotion, especially for an immigrant woman of color like me. Touchy-feely doesn’t land well when you already sound like an outsider. Still, years of perfecting the format had made me confident. I knew how to give a tight, all-encompassing presentation . . . until recently.

A few months ago, I took my mother to meet her new doctor, Ron, who was my colleague and friend. Half-jokingly, I presented her the way I’d been trained:

“Ms. Wang is a sixty-five-year-old Mandarin-speaking Asian woman with a long-standing history of insulin-dependent diabetes, hypertension, and hyperlipidemia, presenting in clinic for establishing care.”

Ron looked confused, as if waiting for a punchline. Then I followed his gaze to my mother—bubbly, vibrant, thin, glowing a decade younger than her age. The woman on the exam table looked nothing like the version I had conjured with my clinical summary: a sickly, medicated person weighed down by disease. I wished I had started with something far more accurate: a former business owner, a national athlete, a fiercely independent woman in a patriarchal society. My amazing mother.

That was when it hit me. This format doesn’t describe a person. It describes a problem. It tells you nothing about who someone is, only what’s wrong with them. It flattens identity, erases vitality, and trains us to focus on pathology over humanity.

But when I called Dr. Wilson about Katie, I hadn’t realized any of that yet. I was still in efficiency mode, determined to get it “right.” So, I gave him my Ivy-League best, totally unaware that in a single sentence, I was about to give him everything he needed to dismiss my patient:

“Katie Garcia is a sixty-five-year-old Hispanic female with a history of diabetes and obesity who—”

“What’s her BMI?” he cut in.

Damn it. “Um . . . 46.”

“Hmm mmm.”

This wasn’t a Hmm mmm, I’m listening, tell me more. This was a Hmm mmm, fat people have back pain; what’s your point?

I had barely begun, and he had already reduced Katie to his own biases: a fat, older woman of color.

I had to reroute him. Fast. Before he could speak again, I launched into the rest of my presentation and unloaded everything I had rehearsed to make the case for Katie. Then I heard his muffled voice, speaking to someone else in the room:

“The outside provider is sending us a big, fat, drug seeker.”

Everything I had said, every bit of clinical insight, every data-driven decision, all my best efforts, dissolved in those few stigmatizing words. My heart slammed in my chest. Outside of medicine, I would have let him have it. But here, I swallowed the insult. Because beggars can’t be choosers.

“Dr. Wilson, I can assure you this patient is not a drug seeker. She needs an MRI and a neurosurgery consult, urgently. And I have neither here.”

He sighed. “Okay, we’ll look into it.”

“Wait—” But he had already hung up.

That’s it? No follow-up questions? No clarification? No explanation or apology after I called you out?

I imagined him rolling his eyes, griping about these “outside providers.”

Technically, outside provider is a neutral term. It refers to a clinician from a different facility. But in practice, it’s loaded. For example, when a smaller facility (the outside facility) transfers a patient to a larger one (the inside facility) for care they can’t provide, it’s not just a logistical exchange. It becomes a power dynamic. Ethically, if there is capacity, the larger facility should accept the transfer. But in reality, the inside provider grills, and the outside provider pleads. The assumption is clear: Outsiders are lesser, incompetent, and not one of us.

I used to be an inside provider. During residency at Mayo Clinic Health System–Franciscan Healthcare, a regional referral center, I was the one fielding calls like this. I grilled. I drilled. I judged.

Now I was tasting my own medicine. And I finally found out how bitter it could be.

A Nameless Monster

Five hours later, I called Katie for an update. I was nervous.

“Hi, Dr. Zha,” John answered, sounding defeated. “They sent Katie home.”

“What?” I asked, my stomach dropping. “What did Dr. Wilson say?”

John hesitated. I could hear Katie shushing him in the background.

“What did he say?” I pressed.

“He, um . . . said you didn’t know what you were doing . . . suggested maybe we should ask you about a psychiatry referral or weight-loss surgery. Katie got really upset when he said that. So, we left.”

No MRI. No consultation. Just an insult toward the patient and her doctor. And more Tylenol. I thought about calling Dr. Wilson back or writing a stern email to his administration. Then I laughed bitterly at myself. If I sent a letter every time someone dismissed me as an outside provider or as a woman in medicine, I’d never get home before dinner.

Here’s another secret: Each time my competence is so casually questioned, my identity as a physician cracks. After the initial cocktail of anger, disbelief, and humiliation, I have to slowly piece myself back together, rebuild my confidence, and remind myself who I am.

After hanging up, I found myself hunched over, breathing shallowly. This isn’t about you, I whispered. I forced myself to sit up straighter and reviewed Katie’s chart again. I consulted a few trusted colleagues, who offered good ideas. But ultimately, we all agreed: We needed more help. I had to send her back to the city ER. I hated the idea. It felt like patient abandonment, like giving up. And I dreaded speaking to Dr. Wilson again. But I had no choice.

It was nearly 10 p.m. the next day. I was standing in front of the bathroom mirror, still in my scrubs, about to wash my face, when my phone rang: unknown number. To my surprise (and dread), it was Dr. Wilson.

“Dr. Zha, um . . .” he began, his tone oddly hesitant.

My heart stopped. Was something wrong? His voice was polite, even soft—a sharp contrast to the brusque tone from our first call. Was it bad news?

He continued. “We got the MRI. There’s a good-sized soft tissue tumor near the nerve roots. We can’t operate here, so our neurosurgeon is arranging a transfer to a higher-level surgical center.” He sounded so . . . reasonable and patient. For a moment, I wondered if it was the same Dr. Wilson from before.

“But . . . is Katie okay?” I asked, almost afraid of the answer.

“Yes. She’s stable. And I just wanted to . . . ” he paused, voice even lower now, “thank you.”

Thank me? I echoed internally, stunned.

“For caring so much about this patient,” he said, his voice soft, as if he were the one speaking a foreign language.

Caring about this patient? It was surreal. This was the same doctor who had dismissed me, fat-shamed my patient, and implied we were both incompetent. Now he was thanking me for . . . caring? About my patient?

How dare you, I wanted to say.

“No, thank . . . YOU,” was what came out.

Yeah. Thank YOU for not caring, for not believing us, and for being a jerk. And thank YOU for making me doubt myself.

After we hung up, I stared at my reflection: eyebrows twisted, lips pursed, eyes wet. I barely recognized myself.

That call was a first. Inside doctors don’t call outside doctors late at night to say thank you, especially not ER docs. It had never happened to me before, and it hasn’t happened since. Did Katie and John demand he call me? If so, did that add to their emotional burden? Was this his version of an apology? Or did he finally realize what it meant to care?

More importantly, why was I crying?

Katie’s surgery went well. After rehab, she returned to walking daily with John. During those weeks in the hospital and inpatient rehab near Seattle, John checked into a hotel nearby to stay close.

“I wonder how Katie is doing,” someone on my team would say every now and then. We’d all nod, sending our silent well-wishes.

One day, my assistant spotted Katie’s name on my schedule: hospital follow-up. She was coming back! We cheered quietly. I could already hear her voice in my head: “Hi, Dr. Zhaaa!” I almost said aloud, I bet Dr. Wilson doesn’t care this much about her. But something stopped me. And I had a feeling that something was the strange tears I’d shed.

Something about the way we practice medicine, how we divide ourselves into sides, how we mistrust each other, and how we forget our shared purpose, felt deeply wrong. At the time, I didn’t have the language for it—only tears.

Katie’s story isn’t unique. If you are a woman, a person of color, in pain, disabled, fat, gender nonconforming, neurodivergent, older, chronically ill, not English-speaking, or any combination of the above, you probably know what it feels like to be powerless in the healthcare system.

And my part in the story isn’t unique, either. Anyone who has struggled with impostor syndrome, who’s been undermined or underestimated, knows that same powerlessness. And judging from Dr. Wilson’s tone that night, maybe no one in medicine is immune.

It’s as if we’re all trapped in a nightmare, fighting the same monster, just not together. Worse, we think we’re on opposite sides. We shout, but only at each other. We can feel something broken in our bones, but we don’t know how to fix it.

We don’t even know the monster’s name.

I, the Monster

I entered the nightmare seven years before I became the monster.

It was 2014. I was a third-year medical student in my early twenties, on my OB-GYN rotation. Like most medical students on their first clinical rotation, I was intimidated, unsure of myself, and invisible.

Perhaps that’s what I had in common with Susie, the nineteen-year-old patient I met that day. It was her first pregnancy. She’d been seeing Dr. Jones, my attending, since the beginning. And for some reason, she always came alone. Unlike the excited couples or extended families that typically crowded the OB waiting room, Susie was quiet. She never asked questions. As her belly grew, her silence deepened. I started to wonder if anyone in her life supported this pregnancy at all.

At her thirty-nine-week checkup, the nursing staff asked her to undress from the waist down and sit on the exam table, covered by a thin paper drape. They anticipated the doctor might want to check her cervix to see if she was close to going into labor.

“She’s okay with a cervical check?” Dr. Jones asked casually as he picked up the chart. I quietly trailed behind him.

“She didn’t say no?” a nurse replied with a shrug, her voice lifting like a question.

“Good enough,” Dr. Jones muttered.

When we entered the room, I searched for Susie’s eyes but couldn’t find them. She sat hunched, lips bitten, gaze fixed downward like a child afraid they were in trouble. I wanted to hug her and tell her it was going to be okay, but I didn’t know what was about to happen. And even if I had, I wasn’t empowered to say anything. My fingers curled tighter around the hem of my short white coat, the uniform of a bottom dweller. Short-coated medical students weren’t meant to be heard or invited to intervene, only to observe.

“Ready for a cervical check?” Dr. Jones asked Susie, already pulling on sterile gloves. Susie nodded obediently.

“Okay. Lay down, feet together, knees bent, open your legs.”

The commands came like rapid-firing bullets. I wanted to yell, Slow down! but no words came out. Snap, snap. The gloves went on. The paper on the table rustled. Dr. Jones spun in his rolling stool toward Susie. He finally looked at her for the first time and found her still sitting upright, frozen. He tilted his head, as if to ask, Well?

Susie obeyed. She lay back, brought her feet together, bent her knees. The paper drape tore open as she parted her legs, making a sharp popping sound. Her cheeks flushed. So did mine. When Dr. Jones touched her, Susie’s knees began to close. Without pause, he wedged his left forearm between them, his hand pushing down her left knee and his elbow pinning the right. The movement seemed second-nature to him.

“RELAX your legs,” he said, fingers pressing in deeper.

“Ouch! Stop!”

At first, I thought the low-volume cry came from me. But it was Susie. I hadn’t been watching her face or observing Dr. Jones’s hand. My eyes were glued to the crinkled paper on the table, as if my tight grip on my coat was somehow responsible for the sound the paper made.

“Almost done,” Dr. Jones announced, his forearm still pushing down her legs.

Susie said nothing. Neither did I.

The short distance between the exam table and where I stood divided two realities. In Dr. Jones’s reality, Susie was a body attached to a task at hand, whose consent had been fully surrendered once the task was started. “Stop!” didn’t mean the withdrawal of consent but rather a cue to finish the task faster. It was a reality where denying a doctor access to one’s body was unthinkable and absurd. And when my short coat grew long, would my own reality—where bodily autonomy was sacred—disappear? Would I disappear?

The exam may have been “almost done,” but for me, the nightmare had just begun.

As we walked out of the patient’s room, Dr. Jones peeled off his gloves and tossed them in the trash. He turned to me and said, “Well, if she had kept her legs closed nine months ago, we wouldn’t have been here today. Right, Zed?”

Sometimes I replay that moment and imagine the perfect comeback: something sharp, feminist, devastating. But all I said was, “Right.”

Right.

Back in 2014, as a disempowered medical student, a new immigrant, and a young woman, I was horrified to witness what happened to Susie. I felt ashamed. All I could do was vow silently: I will NEVER become like Dr. Jones.

Yet less than a decade later, I did.

A few months after Katie’s surgery, a twenty-one-year-old woman came in for her first Pap smear. Just by the way she sat—legs crossed tightly, fingers clutching the paper drape—I could tell she’d been dreading it. But for me, it was just another day: thirty-two patients scheduled over a ten-hour shift. One person in labor at the hospital. Calls, notes, students, nurses, precepting, paging, and an endless stream of next tasks.

I introduced myself, explained the procedure, and showed her the speculum. “I’ll say what I’m about to do before I do anything, okay?” I told her. She nodded.

I put on gloves, applied lubricant, and touched her thigh. “This is my hand,” I said gently. We’re trained to do this to “ease” the body into the moment before the instrument enters. Most people respond well to this “nice touch” technique. But her whole body jolted.

Oh boy, I thought. This is going to be a long visit.

As expected, when I inserted the speculum, she tensed immediately. Her pelvis lifted from the table, everything clenched. It was nearly impossible to advance the instrument.

“Just relax your butt into the bed,” I said automatically.

She softened slightly. I took the opportunity to move the speculum forward. She tensed again. I considered stopping or slowing down. But then I glanced at the corner of my computer screen: forty-seven clinical tasks still undone, and anything over twenty gave me heart palpitations. My Apple Watch buzzed with a possible call from the hospital; I might have to deliver a baby soon. Footsteps passed by the door, and I imagined my assistant knocking: Doctor, your next patient is getting impatient. I shook my head and advanced the speculum.

After the exam, I walked out feeling unsettled. But I was too busy to sit with it. My assistant followed me down the hall toward the next patient’s room. Instinctively, I asked:

“Was she consented before the procedure?”

“Yes,” she confirmed.

I let out a sigh of relief as I reached for the next chart. And then I heard myself say, with a strange chuckle, “Well then . . . why did she act like we just raped her or something? It couldn’t have hurt that bad, right?”

I froze.

Like rape. And not that bad.

As a self-proclaimed feminist, I had been familiar with the concept of rape culture for years. But it always felt far away: something that happened out there, in dark alleys or college dorms; something other people did; something that had nothing to do with medicine. But now, my own behavior had tripped the alarm in my brain. I recognized the very tactics I had read about in books, condemned in debates, and complained to friends about. Tactics such as disbelieving someone’s pain and minimizing their experiences by deeming them “not that bad.”

“It wasn’t that bad” is what perpetrators say. “It can’t be that bad” is what their lawyers argue. “Maybe it wasn’t that bad” is what survivors tell themselves when believing otherwise eventually becomes unbearable.

In her anthology, literally titled Not That Bad: Dispatches from Rape Culture, Roxane Gay writes: “[D]iminishing my experience hurt me far more than it helped. I created an unrealistic measure for what was acceptable. . . .[I]f I even had a bar for how I deserved to be treated, that bar was so low it was buried far belowground.”3

In medicine, we bury that bar, too.

When Katie went to the city ER with severe pain, what did Dr. Wilson suggest? It can’t be that bad. She’s just a fat woman trying to get some pain meds. After Dr. Jones left Susie’s room, what did he imply? The vaginal exam couldn’t have been that bad. If it were, why didn’t she keep her legs closed nine months ago? And when my patient struggled on the table during the painful Pap smear, what did I say? Oh, come on, it’s not that bad. Let’s finish this. I have lots of other things to do.

In that moment, I became what I swore I wouldn’t. I made light of a woman’s pain—pain I had caused—and invited others to laugh with me. My reality had shifted into one I once believed was too far-fetched, too cruel. I was no longer just a short-coated bystander. I had become the nameless monster.

I didn’t have the words for it back then. But I do now: I had become complicit in medical rape culture.

The Unifying Diagnosis

According to the US Department of Justice, rape is “the penetration, no matter how slight, of the vagina or anus with any body part or object, or oral penetration by a sex organ of another person, without the consent of the victim.”4 By that definition, three things constitute rape: (1) the penetration of a victim’s body, (2) a penetrating object, and (3) the absence of consent. When I look closely at Susie’s story, or at my patient who came in for her first Pap smear, I see all three.

There was penetration: a pelvic exam. There was a penetrating object: a speculum, or the examiner’s fingers. And there was a lack of full consent: a rushed explanation, a failure to check for understanding, or even an ignored withdrawal of consent.

But unlike the criminal act of rape, driven by ill intent, what happened in those exam rooms were legitimate medical procedures and standards of care. The goal, after all, was to help. So, it might be unfair to draw a strict legal parallel.

And yet, not all harm done by medicine is through a speculum, or exclusively to people with vaginas. What about the countless patients, regardless of gender, who are dismissed, disbelieved, blamed, or gaslit? Who sign consent forms only to have their bodily autonomy rendered secondary to the authority of the white coat?

What do we call that?

To answer that, we need to zoom out from the individual act to the culture that enables it, and from isolated harms to institutional patterns. Instead of asking only who did it, we must start asking what made it possible in the first place.

In society, that kind of shift takes us from rape to rape culture: the complex belief system that normalizes or trivializes sexual violence.5 It is fueled by misogyny and sexism, and it heavily intersects with racism, homophobia, transphobia, and other forms of systemic oppression. Its hallmark behaviors include:


	Non-consent. “She didn’t say no.”

	Victim blaming. “If she hadn’t been drinking, she wouldn’t have gotten raped.”

	Misogynistic language. “She’s so dramatic.”

	Sexual objectification. Rating women’s appearances or reducing people to body parts.

	Preserving traditional gender roles. “A woman’s place is at home”—and punishing those who don’t conform.

	Racial bias. Viewing certain bodies as inherently “less than” and thus, more violable.

	Trivializing rape. “It wasn’t that bad.”

	Gender-based harassment. Catcalling, silencing, workplace misogyny.



And medicine? Medicine employs all of the same tactics, disguised in tradition, professionalism, and clinical judgment:


	Bad consent practices. (More on this later.)

	Patient blaming and gaslighting. “If she didn’t want pain, she should’ve kept her legs together nine months ago.” “He’s a difficult patient.” “Fat people have back pain.”

	Medical misogyny. Dismissing women’s symptoms while taking men’s concerns seriously; using male bodies as the default in medical research and textbooks.

	Objectifying the body. Regarding women’s health as only secondary to their reproductive potential; dividing the body into organ systems and refusing to discuss issues that fall outside one’s specialty.

	Pathologizing gender and sexual diversity. Enabling sexual-orientation and gender-identity change efforts; performing unconsented genital surgeries on intersex infants.

	Medical racism. Dismissing or underestimating concerns from patients of color while taking white patients’ pain more seriously; treating race as a risk factor for disease while neglecting the impact of racism on health outcomes, including morbidity and mortality.

	Trivializing trauma. Failing to ask about trauma despite clear indicators; not practicing trauma-informed care; causing new trauma through dehumanizing exams.

	Workplace inequity. Tolerating sexual harassment in hospitals; underpaying women clinicians; undermining healthcare workers of color.



No matter how hard I try, I can’t remember the name of the patient whose Pap smear forced me to examine myself. I thought about giving her a pseudonym, but none felt right. In a way, she is no longer a singular existence. She has merged with Susie, with the countless other patients I’ve treated or witnessed, and with those who have confided in me, about their encounters with medical rape culture.

When I asked, “Was she consented?” what I really meant was: Did she sign the form? Do I have legal cover if it comes down to her word against mine? That was the moment I stopped providing care and started acting from fear. Because I knew I had broken trust by disrespecting her bodily autonomy. And instead of walking back into the room and apologizing, I hid behind a signature, inking my authority over a patient’s voice.

Maybe I need her name to haunt me, so I can remember that it’s never too late to go back and make things right. I owe it to my nameless patient—and to all patients whose bodily autonomy has been violated by a system that claims to heal but often harms—to call out the first tactic of medical rape culture: bad medical consent. Whether it’s disregarding a patient’s lack of consent, coercing agreement, failing to disclose full information or alternatives, or treating consent like a one-and-done contract, bad consent is at the root of everything I write about in this book.

If societal rape culture enables the violation of a person’s body, then medical rape culture is the pervasive healthcare environment that normalizes or trivializes the violation of a patient’s bodily autonomy. It enables medical gaslighting and the dismissal of symptoms. It excuses the vast power hierarchy that exists in exam rooms and on operating tables. And it remains unnamed and embedded in the illusion of care.

Medical rape culture doesn’t reside in the conscious choices of bad doctors. It’s the air we breathe when we practice bad medicine. It turns us into the very monsters we swore we’d never become.

As the unifying diagnosis of medical rape culture emerges through my research and reckoning in Consented, my identity as a physician crumbles and rebuilds, again and again. But this time, I am determined to ask the right questions.

No longer do I ask, “Was the patient consented?”

Now I ask: Who am I beneath the white coat? What is my profession if we are taught to stand over our patients?

And what does it mean, truly, to do no harm?

In It Together

A year after Katie had surgery and made a full recovery, I went backpacking through Hatcher Pass in Alaska with my friend Amber, an ER nurse practitioner. I told her about the strange phone call from Dr. Wilson and the tears I couldn’t quite explain.

“I think I cried out of disbelief and anger,” I said.

Amber, ever perceptive and brutally honest—qualities that make her excellent in the ER—paused on the trail and turned to face me. The rain was falling steady as our trekking poles clicked against the rocks. “I think it’s more than that,” she said, her voice cutting clean through the mountain air.

“Think about it: You didn’t have to call him. Plenty of patients get sent to my ER without their doctors ever talking to me. And he didn’t have to call you, either. He could have just faxed his notes to you. But you both went the extra mile. Why?”

I shrugged, grateful for the break in the climb. “I guess . . . I did it out of professional courtesy. And a promise to my patient.”

She nodded. “Exactly. And I think he did, too. You cried because you saw something real. For once, someone reached through the stupid system and offered something . . . human.”

As we climbed, soaked to the bone but strangely invigorated, Amber told me how lonely it often felt to fight for patients in the ER. After we finally reached our destination, shivering and exhausted, she boiled water from the Little Susitna River.

She looked at me across the steam and said, “You’re a good doctor. And I think he is, too.” A sense of warmth filled the little red hut where we would be spending the night.

Everyone who’s ever entered medical school aims to be a good doctor. Each year, over fifty thousand students apply to medical schools in the United States, and less than half get in.6 Applicants have to prove themselves not only as disciplined learners and scrupulous scholars, but also as good humans. This means hundreds of hours of volunteering, leadership in community service projects, and a stellar essay about the kind of humanistic doctor they aspire to be. In other words, every future doctor begins their journey capable and compassionate. Dr. Jones did. Dr. Wilson did. I did.

But we all learned to conform. And somewhere along the way, we transformed—into versions of ourselves our idealistic application essays never predicted. Maybe it began when I watched an attending openly mock clinicians who took women’s pain seriously. Or when a scalpel was hurled across the OR, aimed at a medical student who got an answer wrong. Maybe it was the condescending smirk on a classmate’s face when I said I wanted to go into primary care. Something shifted in me the day I laughed along with a senior resident who scoffed at a patient’s skepticism: “Where did she go to medical school?” Or when I learned to roll my eyes as an inside provider taking a call from an outside one. Maybe it was when I first called a patient “noncompliant” and everyone nodded. Or when I told a patient, “Almost done,” then pushed the speculum in deeper after she asked me to stop.

Maybe it was all of it.

The truth is, the punishing, hierarchical system pits us against each other, and then against our patients. It convinces us we hold authority over their bodies, that we alone decide what happens to them. Then it throws us into assembly-line jobs with impossible demands, forcing us to choose between compassion and survival.

On good days, we’re praised for our advocacy. On bad days, we stop seeing our patients as fellow human beings, just moments before we stop seeing ourselves.

We become calloused. We assume the worst of each other. We forget that no one is the lone monster. And we fall asleep into the same nightmare.

Every once in a while, as Amber reminded me, humanity breaks through—a phone call, a thank-you, a moment of unguarded honesty. And it disorients us, because we’ve gone so long without it. It makes us cry, literally or metaphorically. But I don’t want to be human only once in a while. I want to stay human all the time. And I want to teach the next generation of doctors to nurture that part of themselves, too.

A few years ago, at a free clinic, a first-year student looked at me with wide eyes, holding a speculum like it was a live grenade.

“What’s the trick to make a speculum exam quick and painless?” he asked.

The question hit a nerve, pulling me straight back to the moment when I prioritized my to-do list over my nameless patient’s bodily autonomy. I took a breath and answered, “Well . . . ‘quick and painless’ is an oxymoron when it comes to the vagina.” A few students giggled. I let the pause linger. “Speed means pain,” I finally added, and I watched the lightbulb go on.

What followed was less a lecture and more a cascade of curiosity: Why do speculum exams have to be so uncomfortable? Could we routinely ditch the stirrups, a practice shown to significantly decrease the sense of vulnerability for people with vaginas?7 Could patients insert the speculum themselves—a simple gesture that results in over 90% of people reporting a strongly positive experience and willingness to do it again?8 Could we screen for cervical cancer with self-directed swabs done at home, like they already do in Australia?9 What if we designed a flexible, patient-controlled tool with a camera attached?

Soon a small crowd of students had gathered, and the air buzzed with ideas. I shared the good news: Similar innovations are indeed underway.10 And the bad news: Sometimes, physicians resisting change are the rate-limiting step in changing the world.11 But these students weren’t resisting. They were reimagining, laughing, learning, and leaning in.

Then I asked, “Here is the most important question when it comes to the speculum exam or any procedure: If the patient tells us to stop, what do we do?”

“We stop,” they said in unison, not missing a beat, as if I had asked the most obvious question anyone entering the healing profession should know. I realized then that I wasn’t just standing among future doctors; these were future dismantlers of medical rape culture, armed with curiosity, compassion, and the courage to imagine better.

“Excellent,” I said, pride rising in my chest. “To answer your question, here is the real trick: No matter what happens in your journey through medicine, don’t—ever—change the answer you just gave me.”

The building and rebuilding of my identity as a doctor and person goes on. I cannot change how medicine was taught to me, but I can change how I practice it now. And I can teach the next generation differently. Each time I walk a student through a trauma-informed pelvic exam, each time I respect a patient as the expert on their body and the compass of their care, and each time I refuse to call cruelty “compliance,” I am rewriting the story.

With every chapter of this book, by examining a tactic of medical rape culture and tracing my own transformation, I hope we can finally remove the invisibility cloak from the monster we’ve been trained not to see. And when we face it, we’ll find the words to name it, render it powerless, fight it, and maybe one day, wake up from this nightmare. Together.

And no, it’s not almost done.

We’re just getting started.
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Bad Consent



Sandra, a forty-one-year-old Latina woman, came to me for a rash. It was the end of a long clinic day, and I was juggling multiple patients. When I walked into the exam room, I saw her perched on the edge of the table, rubbing her neck with both hands, visibly trying not to scratch. Though it was summer, she wore a turtleneck. When she saw me, she almost jumped off the table, but not to shake my hand. Instead, she pulled down her collar to show me her raw, red skin.

“Doctor, is this in my blood? No one has checked yet. Could I have cancer?” Her skin flushed deeper as she spoke. Each question grew more pressing than the last, her desperation almost contagious.

Sandra was the kind of patient many would rush to label dramatic, exaggerating, or hypochondriac before bouncing her to another department—unless they had actually read her history. She had been treated multiple times for scabies, fungus, eczema, all to no avail. And she was right: No one had bothered to do bloodwork or a biopsy.

It was clear her rash was causing both physical and emotional distress. But cancer in the blood? That felt unlikely. After all, most rashes aren’t cancer. My instinct was to reassure her and be a calming presence. After a quick exam and a skin scraping, I didn’t see evidence of scabies or fungus, even under the microscope. I suspected eczema too. But it was puzzling that her

















The Anatomy of Bad Consent
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Consent in Forms


















Consent in Trust

























	Patients didn’t realize they had choices.

	Patients didn’t feel fully informed.

	Not everyone (or their family) needed the same type or amount of information.

	Trust was vital. The more patients trusted the surgeons, the better they felt about the consent, and the surgery.







	“The consent form is too long, the font too small, and the information too generic.”

	“I sign the consent form the same way I click Accept when my phone needs an update: just going through the motions to get the treatment I need.”

	“I want the actual person who will be doing the procedure to consent me, not their medical staff, so I have the chance to talk to them face to face and ask questions.”

	“I am not in the right physical or emotional condition to sign a consent form right before a (major) procedure. I need time to read the consent before the day of the intervention so I can think about it rationally.”

	“I want to be able to modify the consent by choosing what I am OK with and what I am not OK with. And I want my voice to be heard on this decision.”

	“The purpose of the consent form shouldn’t be to sign it. Even if I don’t end up giving consent, I still want to be inform[ed] or directed to alternatives.”

	“Once the consent is signed, I should still be allowed to reverse it at any time.”

	“If I trust the doctor who consents me, the form becomes much less important, if at all.”

	“[A bad consent experience] totally destroyed my trust in doctors. That distrust is still living in me. I avoid healthcare whenever I can.”

























A Future of Consent










	“My friend recommended a surgeon, Dr. Lee, who repaired their rotator cuff. Could you refer me to him specifically?”

	“I have some critical business trips coming up. If I have the surgery beforehand, would my recovery time accommodate them?”

	“I once had an antibiotic-induced colon infection. Would I need antibiotics during or after surgery?”









	Did they feel heard?

	Was anything unclear?

	Did they feel they had real choices throughout the experience?
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