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Praise for Grief on the Front Lines


“Rachel Jones’s book, birthed during the pandemic of the century, is filled with painful truths about the American healthcare system that sound the clarion call for change.”

—Jessica Zitter, MD, author of Extreme Measures




“Urgent, powerful, healing. Nurses and doctors should read this book, but hospital administrators most of all. US healthcare has reached a crisis point where those who care for others need care themselves to recover from epidemic levels of burnout. Grief on the Front Lines shows how that caring work can and must be done.” 

—Theresa Brown, PhD, RN, author of the New York Times best seller The Shift




“Grief on the Front Lines is a clarion call for a more compassionate approach to medicine—not only for our patients, but for ourselves as medical professionals. Rachel Jones succeeds in her attempt to “fill the void” in challenging the medical establishment to acknowledge the grief we experience by routinely facing “the reality of death and dying” and to create a more humane working environment, strengthen necessary support systems, and remove barriers to mental health services. She explores innovative approaches to addressing the most common causes of grief and distress, while acknowledging the limits of self-care. Grief on the Front Lines inspires a vigorous response to the needs of an overextended and downtrodden healthcare workforce, particularly as we emerge from a devastating global pandemic.” 

—Anthony Mazzarelli, MD, CEO of Cooper University Health Care and co-author of Compassionomics




“Honoring the experiences and attendant grief of healthcare workers, Rachel Jones provides well-sourced documentation of the events of the pandemic and provides a call to action to bring a more compassionate healthcare system into being.”

—Rana Awdish, MD, author of In Shock




“Grief on the Front Lines could be called The Real Story Behind Healthcare. Rachel Jones makes great effort to weave this story in which healthcare providers often become molded by the suffering they have been inspired to try to palliate or cure. She relies on research and personal narratives to place a human face on those called to serve others. This story is a call to action to ensure that we heal while healing others. May this book serve to inspire healing and reveal that we are never alone in the struggle. It’s not only important to Pause at death, but also to Pause in the pursuit of healing and life.” 

—Jonathan Bartels, RN, innovator of the Medical Pause




“In Grief on the Front Lines Rachel Jones takes us into the lives of the remarkable men and women who stand with us at times of loss and death and brings their own pain to life. A harrowing and unforgettable book.” 

—Michael Shapiro, professor of journalism, Columbia University




“Rachel Jones has made an invaluable contribution to the literature on trauma and loss. Grief on the Front Lines is a devastating account of the heavy emotional burden placed on healthcare workers and a powerful indictment of a system that fails to care for its own. Passionately researched and rendered with eloquence and humanity, Jones’s book reminds us that healers also need to heal—in today’s world more than ever—and that empathy and connectedness are the surest balms for a grieving heart.” 

—Alex Stone, author of Fooling Houdini




“Frontline healthcare workers have always been expected to balance their personal lives with the emotional realities of comforting those facing life-threatening illness. Most providers in hospitals, from emergency rooms to intensive care units and nursing homes, face an onslaught of unrelenting suffering and death that today has become even more tragic in the presence of infectious disease. Very few can bear the massive burden of grief and trauma without life-changing consequences.

—William Spear, end-of-life educator, Fortunate Blessings Foundation, Second Response Initiative, and Care for the Caregiver Program




“Sobering, heartbreaking, and filled with hope, Grief on the Front Lines is a must-read not only for every doctor, administrator, and healthcare worker, but for everyone subject to illness and death. Pulling back the curtain on the avalanche of stress, violence, and grief in the field charged with our well-being, this book brings together revealing personal accounts, latest research, and culture-shifting resources available for those working in the healthcare system. It’s a seed of a new paradigm we cannot afford to miss.” 

—Vera de Chalambert, MTS, religious scholar, writer, and spiritual storyteller




“Healthcare workers often carry deep emotional and spiritual wounds that are not visible and are sometimes left untended. Grief on the Front Lines provides a much-needed exploration of the effects of trauma and grief on the very people we rely on to help us heal. Rachel Jones gently explores these wounds and shares strategies that healthcare workers can employ to support their own healing and give them strength to continue their work. The book highlights a growing movement toward recognizing and addressing the human needs of healthcare workers and ensuring the well-being of these highly committed individuals. With stories from mental health professionals, trauma specialists,  and hospice providers, these accounts of grief and healing offer hope for doctors and other healthcare workers who are struggling with the challenges of the profession.”

—Rev. Don Chatfield, PhD, Lead Pastor, All Souls Interfaith Gathering, Shelburne, Vermont
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Foreword

As a medical resident, I’d learned never to trust a quiet Sunday. The first code on the rehab floor fractured the peace. We raced as a threesome to the sixth floor, but as medical consult, I had to be in charge. Midway through that resuscitation, another code was called on the OB-GYN. I left my two colleagues and sprinted to the ninth floor. The frazzled OB-GYN resident described the situation to me. “The patient is thirty-two years old, healthy, thirty-six weeks pregnant. Came to our clinic three days ago with some nausea, a little vomiting, but she looked fine. Baby was fine too. We sent her home and she came back today with the same symptoms—a little nausea, not much else. But now we can’t get a fetal heartbeat, and her blood pressure’s dropping.” 

The patient was curled on her side, her pregnant belly ensconced between her elbows and her thighs. A thick black braid snaked down her back, tied with a slim blue ribbon. I curled my fingers around her wrist to feel her pulse; it was at least 120 beats per minute. Her pressure was 80/50.  

“How are you feeling?” I asked the patient. She turned her head sluggishly away from me. The OB-GYN resident whispered to me, “We just told her about the baby a few minutes ago.”   

“Can I examine you,” I asked, as gently as I could, “to make sure you are okay?”  

“My body is fine,” she whispered harshly. “It’s my soul that is sick.”

We whisked her upstairs to the medical ICU, treating her with aggressive fluids and antibiotics, but it was clear that we had to get that baby out, stat. The ICU bay became an impromptu Labor and Delivery suite, as we coaxed the patient through an excruciating—and excruciatingly somber—labor. It was sixty of the longest minutes I’ve ever lived through. After a final soul-sapping push, an oblong mass of baby emerged—ash gray. The body slipped into our gloved hands, landing with what felt like the heaviest thud. But it was only a whisper.

A silence layered over us, a sadness so pure and unadulterated that no one could move or breathe for the better part of a minute. We could only stare at this tiny gray ball in the middle of our little circle. It was as if this inanimate being managed to pull away the center pole of a tent, collapsing a canvas of sorrow upon everyone present. 

But I still had to tend to our patient’s urgent medical condition. I attempted to listen to her heart and lungs—what few sounds I could discern between her sobs. The nurse wept openly as she cleaned and wrapped the baby, tucking it into the arms of the mother, while I drew blood and made preparations for an emergent CT scan. The scan would ultimately reveal intestinal ischemia—dead gut—as the cause of her sepsis and hypotension, but we didn’t know that at the time. I continued my medical evaluation of the mother, trying to figure out what was going on, but I couldn’t bear to look into her face; the contortions of grief were so brutal and immediate. 

I averted my eyes as we readied our patient to go to radiology. The nurse gently eased the blue bundle from her arms as her stretcher was wheeled out of the ICU to the CT suite. And then it was just me, the nurse, and the baby. The nurse sat down in the visitors’ chair, holding the baby against her scrubs, and waited. Waited for someone to come take the baby. I didn’t know who it was who came to take away dead babies, or what happens to the dead babies. And I didn’t want to stay to find out. 



Healthcare workers experience trauma and grief at all levels of training, yet these experiences are often only tangentially examined. Even in terrifying and intense situations, we often—as I did—back out of the room rather than confront the pain. We hastily get on with our work, stuffing the difficult emotions into the pockets of our white coats.

The COVID-19 pandemic was a crash course in trauma. Every possible emotion was packed into a concentrated moment. There was more death than many practitioners had ever experienced. Playing out simultaneously on a global and on a local scale, the drumbeat of pain and suffering was relentless. There was no respite, even when you hung up your N95 for the day, as you had to watch your workday experiences play out on the nightly news. Even those observing from the sidelines were not immune.

Grief on the Front Lines could not be better timed. A generation of healthcare workers in training have had their professional identities forged in a crucible of grief. These emotions, though, are not limited to pandemics and other crises. They occur throughout the lives and careers of medical professionals, often with accumulated effect. Emotions untended and unchecked can lead to frustration, burnout, medical errors, and even post-traumatic stress disorder (PTSD). 

Death and loss are woven into the fabric of our daily work; if we didn’t want to face this, we would have chosen careers safely ensconced in offices and spreadsheets. But we’ve chosen work that brings us into some of the most intimate and vulnerable moments of peoples’ lives. While there are definitely moments of joy, healthcare workers experience grief and loss to an exceptional degree. At our more composed moments, we recognize the honor and fulfillment of being able to be at our patients’ sides during these difficult experiences. But in the quiet of our thoughts, we grapple with these painful moments, reliving and re-suffering. 

Years later, I still think about that baby. When I experienced labor and delivery of my own, I thought about that mother, travailing through the same agony but greeted at the other end by such profound sadness. I never spoke to anyone about that night in the ICU—not to my team, not to my supervisors, not to my friends. I didn’t even recognize it as a grief that was worthy of time and acknowledgment. I wish now that I’d stayed with the nurse and the baby. I wish we could have cried it out for however long it took. I wish I could have reconnected with the patient to see how she fared in the weeks and months that followed.

Instead, I backed out of the room. 

Hopefully this book will allow you to stay in the room.

Danielle Ofri, MD, PhD

Bellevue Hospital

New York City




Introduction Facing Our Mortality

For as long as I can remember, I’ve been interested in death and dying and in how we humans treat each other. I’ve long found death intriguing—after all, what is it?—while suffering affects me deeply. When I was growing up, my family didn’t have a television, and I recoiled in horror when exposed to violent local news stories, images of Hiroshima after the bomb, or advertisements seeking to support starving children in far-flung countries. How, I would wonder, did we get here?

Later, in my undergraduate sociology studies, that question prompted my thesis—a comparative analysis of the genocides in Rwanda and in Bosnia. My research only left me with more questions, but I felt strongly that a lack of media attention had contributed and was determined to become a journalist. After obtaining an MS from Columbia University’s Graduate School of Journalism, I made a beeline for Venezuela, where I spent more than four years as a reporter. It was a couple of years in before I began to question my impact. Was I really helping people to understand each other, to explore viewpoints other than their own? Or, by reporting on the most contentious aspects of both sides of the political spectrum, was I only contributing to conflict? Eventually, I stopped, and returned to the US, where I took a job at the Downtown Oakland YMCA—one I felt certain would benefit the well-being of those around me. 

Toward the end of my time in Venezuela, I stumbled across a life-changing article written by journalist Kira Salak called “Places of Darkness: Africa’s Mountain Gorillas and the War in Congo.” Published in National Geographic Adventure in 2004, the story explored the complex, ongoing conflict in eastern Congo. My revelation came in the form of Father Jo, a bespectacled Belgian priest who had managed to retain his humanity in the midst of the terror. He told her: “People here believe they will be killed, and so they do the same thing to others that they’re afraid others will do to them.” That’s it, I thought. That’s how we get here—how we do these things to each other. We’re scared of our own deaths.

Psychiatrist Elisabeth Kübler-Ross, in her revolutionary 1969 book On Death and Dying: What the Dying Have to Teach Doctors, Nurses, Clergy and Their Own Families, reached a similar conclusion. “Groups of people,” she wrote, “from street gangs to nations, may use their group identity to express their fear of being destroyed by attacking and destroying others. Is war perhaps nothing else but a need to face death, to conquer and master it, to come out of it alive—a peculiar form of denial of our own mortality?” Drawing on her famous, and controversial, seminars at the University of Chicago Medical School, Kübler-Ross emphasized the need for clinicians to face terminal illness and death in order to better serve their patients. At the time, it was common for physicians not to tell patients that they were terminally ill or dying, and both doctors and nurses responded with anger and defensiveness when Kübler-Ross broached the subject. “Doctors who need denial themselves will find it in their patients,” she wrote. “Those who can talk about the terminal illness will find their patients better able to face and acknowledge it.”

Kübler-Ross is widely credited with promoting the hospice movement and nurturing a growing understanding of what it means to die well. More recently, access to palliative care has grown exponentially across the US, though some states, populations, and rural areas remain underserved. While much attention has focused on how clinicians’ acceptance of death improves patient care, there has been little recent discussion of the impact on doctors, nurses, EMTs, hospice workers, and other healthcare staff whose patients suffer from chronic and terminal illnesses or traumatic accidents. Without denial, what do they have? Do they experience grief when a patient they’ve connected with is diagnosed with a deadly disease? How do they feel when forced to perform CPR on a ninety-year-old woman with stage-four cancer who, if she survives, will only suffer more? What is it like to witness suffering and dying in hospice every day? When bombarded with the additional stressors of workplace violence, bullying, moral distress, and health disparities, how do people cope?

I was able to explore some of these questions when, as a staff writer for SevenPonds, a small but determined end-of-life website whose editors’ strength of character and tenacity to serve I never cease to admire, I had the opportunity to interview healthcare workers for an article about the traumatic nature of code blues in hospitals. Several I spoke with expressed gratitude. One woman cried throughout the interview: “I’m an emotional person,” she said without apology. It seemed that the more doctors, nurses, and others were able to acknowledge their grief and face the reality of death and dying, the more they were able to connect with their patients, the less stress they experienced, and the more resilience they exhibited. This despite challenging work environments, minimal resources to support them, and limited literature dealing with death and trauma in healthcare—and even less related to grief.

This book attempts to help fill that void, while bringing all of us to a deeper understanding of our shared humanity and mortality. Sigmund Freud believed that humans are unable to conceive of their own deaths; recent evidence supports that. In 2019, a small study by researchers at Bar-Ilan University in Israel found a “self-specific neurophysiological death-denial index” in our brains, which makes it easier for us to associate death with the faces of strangers than our own, suggesting that we may be hardwired to fear and deny the possibility of our own deaths. It’s no wonder, then, that our demise may be hard for us to imagine. “Whenever we attempt to do so, we can perceive that we are in fact still present as spectators,” Freud wrote. 

That may be, but by acknowledging the grief and trauma experienced by healthcare workers, we can implement programs and develop systems to support them. By addressing the difficulties around death and dying as a larger community, we can, perhaps, move closer. After all, we’re all in this together. 






Part I

Death and Trauma in Medicine








1

Fall from Innocence




We rarely go gentle into that good night.

—Sherwin Nuland



Every year, tens of thousands of aspiring doctors, nurses, and other healthcare professionals immerse themselves in US educational and training programs, eagerly preparing for their roles as healers. In Pennsylvania in the 1980s, Rosalind Kaplan was one of them. And, like many others, she was sometimes shocked by the emotional impact of the traumas she encountered—gunshot wounds, stabbings, failed resuscitations. She vividly recalls one night as a resident on the hematology/oncology service when an elderly, extremely weak patient receiving chemotherapy experienced a massive gastrointestinal bleed; she had to perform CPR on him as he was bleeding out in the radiology suite. “He died alone, on a cold metal table, and I started imagining what that would be like,” she said. Kaplan showed up to morning rounds in blood- and stool-coated scrubs, and when she began telling the attending physician what had happened, she started to cry. Later, the attending called Kaplan into her office to discuss the fact that she was having trouble dealing with death—an accusation Kaplan found absurd. “If I hadn’t been upset I would have thought that was a much bigger problem,” she said.

For medical students and residents, traumatic patient encounters begin during long, grueling days of training: four years of medical school—traditionally including two years of clinical work—followed by three to seven years of residency. In addition to facing death and trauma, students often experience massive workloads, long clinical hours, high expectations, and toxic work environments—which can cause depression, anxiety, and other serious symptoms. Meanwhile, they have little opportunity to process traumatic outcomes, to engage in self-care—or sometimes, even to sleep. One commonly cited satirical novel about a medical residency program—The House of God, by Samuel Shem—provides a harrowing account of a cynical resident exhibiting burnout, disconnection, and a callous lack of humanity. Its narrator embraces a sexist and ageist gaze, referring to a female administrator as a “large-breasted adolescent” and to elderly patients as “gomers”—an acronym for “get out of my emergency room.”

A nursing degree, which typically requires two to four years of study, brings its own unique challenges that can also have damaging repercussions. Nursing students have reported excessive workloads and informational overwhelm that result in serious emotional, physical, and behavioral symptoms ranging from nausea to depression (a 2018 analysis of twenty-seven cross-sectional studies found that roughly a third of nursing students experience depression worldwide). In the clinical setting, students commonly experience performance anxiety, as well as feelings of inadequacy and a lack of confidence in decision-making. Negative or unsupportive relationships with faculty has been identified as a major stressor—one with far-reaching impact, as caring faculty plays a significant role in students’ intent to graduate. 

While schedules may ease following training, healthcare workers’ challenges are far from over. Forty-four percent of US physicians feel burned out even when there’s not a pandemic, according to Medscape’s National Physician Burnout, Depression & Suicide Report 2019. Nearly a quarter of ICU nurses develop post-traumatic stress disorder (PTSD), while studies have shown that both nurses and emergency medical technicians have a significantly higher suicide rate than the rest of the population. An estimated three hundred to four hundred physicians in the US commit suicide every year—the highest rate of any profession, according to one analysis.

These statistics are sobering, and the reasons for them are varied and complex. Many factors, for example, contribute to physician burnout—including bureaucracy, long work hours, and a lack of respect from colleagues or staff. Although little research has been done on the impact of grief or trauma, a 2017 study containing a small group of Canadian oncologists found that they experienced difficulty with the deaths of their patients, particularly those they considered young, long-term, or unexpected. The bedrock for this study came from previous research, which found that oncologists demonstrated sadness, crying, and loss of sleep, along with feelings of powerlessness, self-doubt, guilt, and failure.

Leeat Granek, a critical health psychologist and associate professor at York University in Toronto who co-authored both of the studies, said she was inspired to initiate the research after her mother died of metastatic breast cancer. “I knew I was feeling something,” said Granek, whose mother had received treatment from her healthcare team for nearly twenty years. “And I found myself wondering, what’s going on for them?” Granek found that in addition to regular feelings of grief, oncologists reported that they often felt responsible. “There’s kind of this intellectual understanding that yes, you did everything that you could,” Granek said. “But emotionally the feeling is, I’m supposed to cure this patient and they died. And I feel like a terrible failure that they didn’t make it.”

Granek said it’s essential for healthcare systems to begin normalizing and validating feelings of grief and loss among practitioners. As the US healthcare system has developed into an increasingly corporate, insurance-driven model, many clinicians report feeling disconnected from patients and colleagues, a lack of autonomy in decision-making, insufficient support when dealing with workplace violence or bullying and other major challenges. When combined with an inability to process grief and trauma, healthcare workers can become overwhelmed—causing them to resort to negative coping mechanisms, leave the profession, or even commit suicide. “Acknowledgment would remove the stigma from the individual person and recognize that it’s part of the work that people do,” Granek said of grief. “People still feel shamed by it—they feel that they’re alone, they still feel like they’re the only one. It’s not part of the ongoing conversation or training that they’re getting from an early stage. So recognizing it on a structural, institutional, educational level would take all of that [off the shoulders of] the individual and put it back into the work, into the whole structure.”

Sherry Lynn Jones, a former paramedic and ER nurse with a PhD in education, came to a similar conclusion regarding trauma. Jones was inspired to become a first responder by the firefighter-paramedic duo on the NBC television show Emergency! “We have expectations as paramedics that we’re going to go out there and be Roy and Johnny and make a difference,” said Jones, who started at as an EMS volunteer in her small Michigan town in the late 1980s, serving community members she often knew personally. “We’re not trained in how to handle it when things go wrong.”

Jones, who has since authored a series of books titled Confessions of a Trauma Junkie, still remembers the calls that had the biggest impact on her. There was the father who died during her first full code as a medic. There was a little boy who “went to pieces” when a car hit him on the road. And the teen who’d drowned—Jones, unable to bear the sight of his vacant, fish-like eyes, had stared down at her tennis shoes as she held his cold leg, trying to will the life back into him. Then there was a young girl, a friend of her daughter’s, who lived across the street and died in a house fire. The ten-year-old had gone to alert her grandmother, then hid in a closet; by the time Jones, who wasn’t working but hurried over to help, saw her, the girl’s tender giggle and sparkling eyes were gone, replaced by an empty, soot-stained corpse. “I can still feel them,” she said. “I still smell the smoke.”

Early on in her career, Jones began working with the International Critical Incident Stress Foundation, doing stress management interventions with people in emergency services. “Because we also gave them information about preparedness and education, they did not respond so badly after that,” Jones said. “You can inform and educate, and people know that these things are going to happen, and it’s not such a big surprise.” Jones continued to pursue her interest in education as it related to nursing, completing a doctoral dissertation for Walden University in 2016 titled “Nurses’ Occupational Trauma Exposure, Resilience, and Coping Education.” Her research confirmed that there is still a significant lack of formal training related to grief, trauma, and resilience—which psychologists define as the ability to adapt when facing adversity, trauma, and other forms of stress. “Resilience is not inherent with everyone, but it can be taught and it can be enhanced,” she said. “That’s where education is key.”

Kristen Bunge, an ER nurse, said that a class on death and grief at Samuel Merritt University in Oakland helped expose her to the concepts—particularly as her professor, who’d led the class for two decades, lost her husband during the first week of the course. “She would wear sunglasses because she would break down crying,” Bunge said. “Seeing firsthand someone who was going through so much grief—and this is someone who had taught this class for so many years—it’s easier said than done.” After five years as an ER nurse at multiple Los Angeles hospitals, Bunge splits her time between two hospitals in Pasadena and Santa Clarita. “I still learn to this day” about handling grief, said Bunge, who takes comfort from Buddhist principles around death and dying. “Coming to grips with some of those bigger ideas made it easier in my job to understand that it’s just a part of life.” Still, it’s not always easy. “It can be so hard watching families go through this,” she said. “I’ve got families kind of bringing me into their inner circle—this very private inner circle that you become a part of. And unfortunately sometimes you hear through the chain: ‘Oh that person from yesterday passed away,’ or ‘Oh, they extubated that one and they didn’t make it.’ So it is hard. You kind of have to build up a mental wall when it comes to loss and death and grief.”

“A Surreal Experience”

For many physicians-in-training, their first encounter with death in a medical context comes when dissecting a cadaver in anatomy lab. Justin Key, who studied at Mount Sinai’s Icahn School of Medicine in New York, said that his class spent a fair amount of time reflecting on what it meant to handle a human body. “The school had a memorial service, where some people sang songs, and I read a little piece that I wrote that talked about honoring the people that donated their bodies,” Key said. Initially, the cadaver’s hands and face were covered, and dissection began with the back and spinal cord before working around to the front. The face remained covered until the very end—when Key’s group turned their body over, they discovered an elderly white man with a full face that had been smushed to one side, likely due to how he’d been stored. “We quietly exchanged sad looks,” said Key, whose brown eyes usually reflect his genuine smile. “It felt more real in some way.”

While Key found working on a human body to be a “surreal experience,” he said that because they were doing so every day, the experience quickly became normalized. His first encounters with death in internal medicine were, however, much more shocking. 

One case that greatly impacted him as an intern was that of a male patient of around fifty years with an inguinal hernia that had blocked his ureter, causing kidney failure. The patient had delayed seeking medical attention for several months and arrived at the hospital badly in need of dialysis. The next day, Key went downstairs to where the patient had been staying while waiting for a bed, with the senior resident on rounds. They spoke with the patient, who was receiving dialysis, and obtained his permission for a blood transfusion to offset his low hemoglobin before heading back up to the seventh floor. Shortly after they got there, the code pager went off. It was their patient.

Key and the resident rushed back down to find him at the center of a code blue—laid out, with his shirt open, and the staff performing chest compressions. As a first-year resident, Key was expected to perform CPR, which he found especially draining due to the short rotation. “I just remember handling this person that I had just spoken to, and the violence of pushing, doing chest compressions,” Key said. “And when I wasn’t giving chest compressions, just going over to the side and trying to wrap my head around what was going on from an emotional standpoint, from a physical standpoint.” Key said that the team tried to keep the code going until the patient’s family could arrive, but ended up calling the time of death at around fifty minutes. “After that I took a second off to myself,” Key said, who watched the family—a wife or sister, and some teenaged children—crying and consoling each other in the hall after meeting with the attending. “It had that feeling of suddenness to it,” he said.

Very little research has explored the impact of patient deaths on physicians. Between 2000 and 2001, a small study of third-year medical students in the US found that 57 percent rated the experience of a patient’s death as highly emotionally powerful. Two years later, a separate study of physicians, residents, and interns from two US teaching hospitals found that a third of doctors echoed the same description, while 23 percent of their peers disagreed, labeling patient deaths as highly disturbing instead.

Key found talking with colleagues after such situations to be helpful when processing his emotions. Typically, a team will gather after a code blue to debrief—either immediately after the event, or later for a more formal discussion. “I had a really good [senior] resident in terms of decompressing and talking about it,” Key said. “But the nature of the hospital is that you have to move on. Once you go into the next patient’s room, they don’t know any of that, and it’s not right to burden them with any of that.” 

In addition to life-threatening emergencies, many doctors-in-training find the everyday challenges presented by patients with serious illness to be emotionally strenuous. Danielle Verghese, an internal medicine intern at Thomas Jefferson University Hospital in Philadelphia, said that she struggles to find outlets for emotions such as grief—particularly when she finds her professional life intersecting with her personal life. Having recently lost an uncle to head and neck cancer, Verghese found herself deeply affected by a patient in her oncology clinic suffering from the same disease. “I was struck by feelings of grief and taken back to that moment looking at my uncle as his face underwent all those changes from radiation and chemotherapy,” she said. Treatment can turn a patient’s skin pink, red, or very dark, or cause it to blister and peel. “But there’s no form for me to really process that as I’m sitting with a patient who’s going through their own personal tragedy,” she said.

Verghese said she also grapples with other negative emotions, particularly frustration. And while her frustration is caused by multiple factors—such as being unable to help someone who is chronically ill, or facing aggression from a suffering patient, or being overworked—Verghese finds it difficult to locate an appropriate outlet. In the residents’ lounge, Verghese said, people will often congregate to vent their irritation about patients, staff, or other issues. “In some ways it’s good because you’re at least getting it out—you’re not bottling it up, you’re not internalizing it,” she said. “But on the other hand, it also has this almost additive effect, where you start propagating this downward spiral.” Rather than indulging in the negativity, Verghese has found that turning to family members—particularly her sister and cousin, who are also in medicine—can give her the perspective she needs. “For people who are first generation physicians, people who are the only ones in their friend and family circles who are taking this on, I really wonder how they manage to make it through,” Verghese said. “We don’t have too many healthy ways of processing these emotions.”  

“Don’t Let the Titanic Sink”

When it comes to medical training, death and grief are often just the tip of the iceberg. Medical schools and residency programs are notorious for their ability to overwork students, build stress, institutionalize mistreatment, and reduce personal lives to shambles. Students and residents are immersed in what’s commonly known as the hidden curriculum, a term coined by education researcher Philip Jackson in 1968 to describe the observation that schools not only impart explicit skills and content but also implicit lessons about what kind of behavior is accepted and valued. In medical education, examples can include the concept that it’s acceptable to berate nonphysician staff; that surgery is too difficult for women; that doctors don’t need proper food and sleep, or to express their emotions; or that some specialties are better than others. Many students and residents are subjected to a form of teaching known as pimping—rapid-fire questioning, often in front of their peers (such as, “What role do prostaglandins play in homeostasis?” or “What are the three signs of Charcot’s triad?”), that can leave them feeling battered and even cause them to be shunned if they perform poorly. According to the Association of American Medical Colleges (AAMC), 40 percent of medical students experience some form of mistreatment, such as public humiliation or being subjected to negative or offensive behavior. While about a quarter report such behavior, of those, less than 40 percent are satisfied or very satisfied with the outcome. Students who are yelled at, cursed at, or who suffer other demeaning behaviors often go on to become physicians who themselves repeat the cycle of abuse. 

Marginalized groups are more likely to experience such mistreatment. A study of AAMC data on mistreatment of US medical students graduating in 2016 and 2017, published in JAMA Internal Medicine in 2020, found that 35.5 percent reported experiencing at least one type of mistreatment, the majority of these being female (40.9 percent vs. 25.2 percent male); an underrepresented minority, Asian, or biracial (more than 30 percent each vs. 24 percent white); and lesbian, gay, or bisexual (43.5 percent vs. 23.6 percent heterosexual). While women now graduate from medical school at a rate nearly equal to men, they still experience unwanted sexual advances, limited maternity leave, and gender-based discrimination—not so far as one might hope from the accounts detailed in Joan Cassell’s 1998 classic, The Woman in the Surgeon’s Body, in which a male surgeon screams of his incoming resident: “Anybody but the girl! Give me a trained monkey—I’d rather have anybody but the girl!” 

Racial discrimination, meanwhile, can include being denied opportunities for training or rewards; being subjected to racially/ethnically offensive remarks or names; and receiving lower grades or evaluations for race-based reasons. Those who endure such treatment have little recourse. Despite the fact that Abraar Karan was president of his class during medical school, he still felt unable to challenge multiple racist comments from his superiors, such as one professor who told him: “Abraar, Ahmed . . . it’s all the same.” As he wrote in a 2020 article for Boston’s WBUR public radio: “He would be writing my evaluation, and I could choose to either brush it off, or risk hurting my career.”

The effects of such a culture are devastating. Studies have shown that medical students and residents experience greater depression, emotional exhaustion, depersonalization, fatigue, and burnout when compared to US college graduates from other disciplines. The American Medical Student Association (AMSA) has reported that medical students are three times more likely to commit suicide than their peers in other academic commitments, while an analysis of medical residency deaths conducted between 2000 and 2014 (published in Academic Medicine) supported this when discovering suicide as the top cause of death for male residents, and second-highest for female residents. 

Alison Cesarz was in her fourth year at Rush Medical College in Chicago when the long hours, pressure of making major life decisions, and loneliness of being separated from her friends on clinical rotation began to take its toll. Usually an active person who valued community, Cesarz’s blonde locks and sensitive eyes took on a dull hue as she began to lose interest in eating, socializing, her long-term boyfriend, and even running—one of her favorite hobbies. She broke up with her partner. She was losing weight, fantasizing about jumping off her building’s third-floor balcony, and binge drinking “as a way to kind of avoid the pain.” Still, Cesarz wasn’t compelled to take action until she was matched with her dream program—a psychiatry residency at the University of California San Diego (UCSD). 

“I realized that, ‘I want to do a good job, and right now I don’t feel able,’” Cesarz said. “And also, ‘I’m going to move away from all my support.’ Those thoughts were really scary to me, and that’s when I think I told my mom and my roommate.” Cesarz’s family and friends were supportive, and once she began taking an antidepressant and receiving therapy, her outlook improved dramatically. “When you talk about it, you actually experience relief,” said Cesarz, who set up therapy through her residency program prior to moving to California. “And that it doesn’t necessarily define you.” Cesarz said that UCSD provides resources such as the Healer Education Assessment and Referral (HEAR) program, which makes two therapists available via instant message through a confidential computer system and accommodates her therapy hours. She also attends weekly ninety-minute process groups with her class, during which residents’ clinical hours are covered and an outside therapist facilitates the discussion to ensure confidentiality. It’s something Cesarz would like to see made available “to all specialties, and medical students as well”—as she would have benefited from the services during her schooling, and many other programs fail to provide similar options.

More than a quarter of physicians-in-training experience depression or depressive symptoms, according to studies published in the Journal of the American Medical Association (JAMA). Srijan Sen, the Frances and Kenneth Eisenberg Professor of Depression and Neurosciences at the University of Michigan’s Depression Center, has found that roughly half of first-year residents, or interns, are depressed—up from nearly 42 percent in 2007–2009. “It’s been a problem for a long time,” said Sen, who nods his smooth-shaven head to emphasize his point. Sen was depressed during his training, watched his colleagues struggle, and had close friends who committed suicide. “It’s difficult to discuss mental health issues and struggles, and so, oftentimes, the people who are struggling don’t reveal it to anyone else, and everything seems to be okay until the tragedy happens,” he said. Even those who successfully complete their programs can bear scars: many absorb the driven, self-harming work ethic exemplified in medical training, while others adopt callous, maladaptive behaviors modeled by superiors.

Sen, who’s been analyzing first-year residents for more than a decade through his Intern Health Study, has found that they are more likely to experience depression in programs containing poor faculty feedback and inpatient learning opportunities, long work hours, and superior institutional research rankings. In addition, women are more likely to suffer depression than men, partly because they tend to feel more torn over family obligations. “Making sure the workload is manageable is important,” said Sen, who considers fifty to fifty-five hours a week a reasonable range and suggests that institutions reduce the burden on residents by hiring staff to input data, answer phones, transport patients, or complete other nonmedical tasks. “People working eighty hours a week are much, much more depressed than the people working seventy hours a week, while those working one hundred hours a week are almost all depressed.” Sen added that there are ways to structure shifts that can promote better sleep. “People who are sleeping less are definitely more depressed and also more likely to make medical errors, so getting adequate sleep is critical both for the physicians and the patients that they treat,” he said.

Since 2003, the Accreditation Council for Graduate Medical Education (ACGME) has limited work hours for all residents to no more than eighty per week. This policy also restricted consecutive work hours to twenty-four, with the caveat of extending four additional hours for necessary transition purposes. Still, those who work overtime often underreport to keep their programs running smoothly. During her intern year in family medicine at the University of Pittsburgh Medical Center, Frances Southwick, now an osteopathic family medicine doctor practicing in California, regularly failed to report hours above the weekly maximum. “I felt behind, and I wanted to prove that I cared, and it was still never enough, no matter how many hours I stayed up,” said Southwick, who authored a book about her experience called Prognosis: Poor: One Doctor’s Personal Account of the Beauty and the Perils of Modern Medical Training. Southwick was used to being a high performer and struggled with not having grades—a tangible marker of how she was doing—or significant feedback from superiors. She budgeted her time, scheduling just ten to twenty minutes a day to spend with her wife, Jude, and over-thought small decisions such as what to eat, avoiding salad because it took too much energy to chew. On her surgical rotations, she battled with how to respond to questions like “Are you married?” which, if she revealed her sexual orientation, could either result in a relatively positive reaction, or in being ignored for the rest of the week. Her pixie-like frame suffered from the lack of sleep—perhaps more than most, as she was later diagnosed with narcolepsy—and she found herself dozing off during menial tasks, or even experiencing visual, and sometimes auditory, hallucinations. She had started taking an antidepressant, but it had limited effect, and she didn’t know what else to do. The breaking point came after Southwick overheard her supervisor complaining about her performance. The next morning, Southwick wrote a suicide note and drove herself to the 40th Street bridge, where—if her supervisor hadn’t called—she very well could have jumped. “I just couldn’t see a way forward,” she said.

Since making it through and authoring her book, Southwick has become an advocate for reshaping the system. She’s formed an interdisciplinary committee of therapists, physicians, social workers, pre-med students, medical students, and residents from institutions around the country to draft a set of recommendations. These include mandatory monthly meetings with a confidential therapist, or time spent in alternative self-care such as yoga, tai chi, or qi gong; one weekday per month for residents to handle personal healthcare, car repair, and other basic needs; and six weeks of paid time off a year. “The training process has to change,” said Southwick, adding that while many programs are now bringing in consultants to teach self-care, the current structure doesn’t really support that. “To me, that’s like watching people flounder after the Titanic, and saying, ‘Just give them a back rub while they’re drowning, wouldn’t that be nice?’ And it’s like, no—give them a life raft. Don’t let the Titanic sink.”

Sneaking the Peanut M&M

The concept of self-care has been taking hold in medicine. In 2016, the World Medical Association (WMA) created an international workgroup consisting of members from different cultural, religious, and racial backgrounds to analyze the Declaration of Geneva. The document—a modern-day version of the 2,500-year-old Hippocratic Oath, to which most physicians pledge their allegiance upon completion of medical school—was adopted in 1948 and hadn’t been revised in a decade. Drawing on nearly two years of surveys and other feedback from national medical associations, external experts, and public consultations, the committee decided to incorporate a new clause on physician well-being. The revised declaration, adopted by the WMA General Assembly on October 14, 2017, includes the statement: “I will attend to my own health, well-being and abilities in order to provide care of the highest standard.”

Granek said this change represents an important cultural shift in the mindset of the healthcare profession. “In there, there’s a kind of acknowledgment that you must take care of yourself, and that there are these really challenging aspects of practicing medicine that require support,” she said. Still, acknowledging the need for self-care and creating the space and opportunities to benefit from it are two different things. Many doctors-in-training report that despite the availability of some services, such as group meetings, to deal with the more difficult aspects of their jobs, they find themselves unable or unwilling to participate. And finding time for personal self-care practices—or even to maintain a healthy lifestyle—can be nearly impossible for students and residents who are adhering to strict rotation schedules, putting in long hours of study, and spending nights on call, as well as for medical professionals with more challenging schedules.

Key, in his third year of residency for psychiatry at the Semel Institute for Neuroscience at the University of California, Los Angeles, said that due to the program’s mental health focus, there’s a strong emphasis on mental health for practitioners. Residents are encouraged to receive personal therapy, and after Key lost a patient who was in her thirties to a pulmonary embolism, the school expedited services for him. “That was really hard—she was kind of young, and I was thinking about whether there was anything I could have done better or faster,” Key said. Meanwhile, he struggles with the knowledge that some of his outpatient clients could choose to commit suicide. He sees the therapist every Monday “to decompress a lot of the things that happen.” In addition to therapy, Key draws on his spirituality in difficult situations such as resuscitations. “I pray, or try to be mindful, or think about God’s presence there,” he said. “Just think about the things that are out of my control, so I can
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“This book—birthed during the pandemic of the century—is filled with painful truths
about the American healthcare system that sound the clarion call for change.”

—JESSICA ZITTER, MD, author of Extreme Measures
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