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EDWARD J. ILL EXCELLENCE
IN MEDICINE AWARDS®

EVE E. SLATER, MD

RECIPIENT OF THE 
PETER W. RODINO, JR.,
CITIZEN’S AWARD®
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MDAdvantageNow you know…
WE PROVIDE 
VALUE BEYOND INSURANCE.

Want to know more? 
Visit www.MDAdvantageonline.com

VALUE BEYOND INSURANCE

WHY DO WE PUBLISH MDADVISOR?

We publish MDAdvisor to give physicians 
and healthcare professionals in New Jersey 
a voice.

As medical professionals, you provide great
value to the people of New Jersey.

At MDAdvantage™, we believe that it’s our 
obligation to do the same for you.
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Happy Spring! Our latest issue of MD
Adv

isor
is entirely focused

on humanism in medicine. I h
ope the articles provide an opportunity

for you to consider and explore the challenges you face on a daily

basis when it comes to balancing your patients’ needs and expectations

with your many regulatory, te
chnological and business pressures and

requirements.

I would like to thank all of our authors who contributed their insights

on humanism in medicine, especially Sandra Gold for the inspiration and

guidance she provided on this important topic. The personal perspectives

on humanism provided by this year’s accomplished Edward J. Ill

Excellence in Medicine honorees are striking in their diversity, a
s are all of

this month’s articles. 

I am proud to debut this humanism issu
e at the Edw

ard J
. Ill E

xcell
ence

in M
edic

ine 
Awa

rds
® . It is such a perfect fit for this event that brings

together those physicians and healthcare leaders who are being

acknowledged for their achievements in medicine with up-and-coming

students who represent the future of New Jersey healthcare. By

acknowledging the accomplishments of physicians and

scientists in the prime of their careers, we are also

inspiring our students to strive to make their

own unique contributions. 

I hope you will jo
in me in congratu-

lating the 2012 award recipients, and

as you think ahead, consider submitting

a nomination for 2013. For more infor-

mation, see the back cover of this issue

or visit www.MDAdvantageonline.com.

Sincerely,

Chairman & CEO

MDAdvantage

Insurance Company of New Jersey

FROM THE DESK OF PATRICIA A. COSTANTE
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MDAdvantage™ is pleased to
announce the creation of the
Emerging Medical Leaders
Advisory Committee, which
will be comprised of medical
students, residents and
physicians new to practice.
Committee members will
advise the Publishing Staff
and Editorial Board on topics,
themes and invited papers
for upcoming issues of
MDAdvisor that address the
future of medicine and issues
affecting new physicians and
healthcare leaders.

This new committee
reinforces MDAdvantage’s
commitment to investing in
New Jersey medicine and
provides an opportunity for
our future medical leaders
to make their own unique
contributions to healthcare in
our state.

Look for the inaugural
members of the Emerging
Medical Leaders Advisory
Committee to contribute
to our Summer issue and to
be named in the journal’s
masthead.
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1 LETTER FROM MDADVANTAGE™ CHAIRMAN & CEO PATRICIA A. COSTANTE

4 PERSPECTIVES ON HUMANISM IN MEDICINE FROM THE 
2012 EDWARD J. ILL EXCELLENCE IN MEDICINE HONOREES
| Edited by Janet S. Puro, MPH, MBA

10 CHALLENGING THE BARRIERS THAT UNDERMINE PATIENT-CENTERED CARE
| By Sandra O. Gold, EdD, and Barbara Packer

16 PARADIGM SHIFT: TOWARD EFFECTIVE ADVOCACY IN MEDICINE
| By Stephen G. Rice, MD, PhD, MPH

17 PATIENT INTERACTIONS: 
GETTING OFF TO A GOOD START WITH A GREAT FIRST IMPRESSION
| By Guy A. Taylor, MD

18 HELPING PATIENTS PLAN FOR END-OF-LIFE CARE
| By Commissioner Mary E. O’Dowd, MPH

22 THE APPROACH TO HUMANISM AT NEW JERSEY MEDICAL SCHOOL
| By George F. Heinrich, MD

27 THE CHANGING BALANCE IN MEDICAL EDUCATION: DON’T FORGET THE RESIDENTS
| By Jo Ann Middleton, PhD, and John R. Middleton, MD, MACP

32 A LESSON IN HUMANISM: EDUCATING MEDICAL STUDENTS 
ABOUT FAMILY-CENTERED CARE AND DEVELOPMENTAL DISABILITIES
| By Deborah M. Spitalnik, PhD, Caroline N. Coffield, PhD, Katherine Gabry 
and Sheryl White-Scott, MD

35 COMMUNICATION AND HUMANISM
| By Steve Adubato, PhD

37 THE CRISIS OF MEDICAL HUMANISM: 
CHALLENGES TO RESUSCITATING THE WEAKENED HEART OF AMERICAN MEDICINE
| By Kenneth Prager, MD
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Edited by Janet S. Puro, MPH, MBA

2012

on Humanism 
in Medicine 

Edward J. Ill 
Excellence in Medicine Honorees

from the 

PERSPECTIVES
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The introduction of new medical technology can present
significant ethical challenges to the inventor as well as
the audience of physicians the inventor then trains.
Orthopaedics, as in many medical specialties, introduces
new instrumentation and techniques, but these can place
patients at risk for complications. How does the invited
speaker at a medical convention instruct practicing physicians
about a new technique and still ensure patient safety? And
how do the surgeons return to their practices and perform
their first series of surgeries with the new technique without
placing their patients at increased risk of unanticipated
complication during the “learning curve?” Some complications
may become immediately apparent, and others may take
decades to appear, as in the development of degenerative
arthritis in a young adult.

The Food and Drug Administration (FDA) and regulatory
boards do provide some structure for testing a new product,
instrument or implant. Although this may cover the “imme-
diate” risks, the inventor is in the best position to critically
evaluate potentially harmful outcomes over the long run.
Enthusiasm for new techniques has to be modified by looking
at the big picture. An instrument or technique can be used
to simplify a step in surgery and should be able to be used
or performed by the average surgeon, with proper training.
Surgical skills education is an important step in providing
appropriate information on new technology, indications,
contraindications and alternative steps if surgery is not
proceeding as anticipated.

Determining the long-term effects of new technology
requires extended patient follow-up. With a mobile society,
this is challenging, and our medical literature often offers
expert advice based only on midterm results. We need to

Jeffrey S. Abrams, MD

Medical Director, Princeton
Orthopaedic Associates, PA;
Chief, Shoulder Surgery,
SportsMedicine Princeton;
Clinical Associate Professor,
Seton Hall University School of
Graduate Medical Education,
Department of Orthopaedic
Surgery; and Attending 
Surgeon, University Medical
Center at Princeton

OUTSTANDING MEDICAL 
EDUCATOR AWARD

The 2012 Edward J. Ill Excellence in

Medicine honorees were asked to

consider how the concept of humanism

in medicine impacts them in their

respective fields and to discuss the

greatest challenges they face. The

replies give us a peek at the work, the

concerns and the hopes of these

remarkable and diverse leaders in

healthcare. It is inspiring to see the

many ways that these distinguished

medical professionals are challenging

themselves and their fields to work

towards a better understanding of

what it really means to provide the

best available care to patients.
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humanism must be built on core principles gained dur-
ing the undergraduate educational experience. Many
students are advised to appear more competitive by
pursuing a narrowly focused technical curriculum. Albeit
requisite courses like organic chemistry, calculus, etc., are
of great value, so are social science electives like history,
philosophy, literature and art. The application of the
learned healing arts can occur only through individual
engagement, and that is learned through knowledge of
all aspects of the human experiences–those that are
quantitative and memorized, and those that are felt. The
latter reside in the social sciences. We must do better to
help students meet this nuanced balance. As Health
Advisor to the President of the International Association
of University Presidents, I am carrying this message to my
peer presidents.

The greatest challenge I’ve faced in humanism as
a healthcare provider is overcoming my own despair
and anger that I have felt in trying to provide great
healthcare for patients in Camden, New Jersey. Poverty in
Camden is an overwhelming force compounded by the
dysfunction and sometimes corruption in every institution:
police, schools, city government and the healthcare
system. Watching the impact of these failures in the day-
to-day lives of my patients can be heartbreaking. It has
taken me a long time to learn how to be a constructive
voice for change.

New Jersey is the wealthiest state in the nation, and
Camden is one of the poorest cities in the country. It’s fallen
out of vogue to talk about poverty or to believe that

there are solutions to poverty. We’ve become an
angry society that is very quick to abandon the poor

or blame the poor for their own circum-

critically look at our procedures to confirm or question our
effectiveness in improving healthcare for our patients.
Providing appropriate learning environments to our res-
idents, fellows and practicing physicians is an important
responsibility of our educational societies within our
selected fields of medicine.

My tenets of humanism are open communication,
mutual respect and culturally competent connectivity
between physicians and patients. The first challenge in
humanism is transforming the composition of America’s
healthcare workforce. Despite the wonderful diversity that
characterizes, defines and strengthens our country, healthcare
is virtually monochromatic. This makes cultural competency
more elusive. Racial and ethnic minorities comprise 26 percent
of the population, but only seven percent of physicians
are African American, Native American or Latino. Under-
represented minorities (URM) account for only about four
percent of medical school faculty–a smaller number than
when I was a Robert Wood Johnson Foundation, Minority
Medical Faculty Development Fellow (1985–1990). 

Healthy People 2020 describes seven social determinants
of health: cultural competency is the actionable determinant
for educators. My most poignant challenge has been enhanc-
ing diversity in the health professions. Only 6 of 137 medical
schools train 20 percent of URM physicians. As a product and
leader of some of the most prestigious of the other 131, I
have focused on diversity. Under my tenure, UMDNJ rose to
be ranked second in the nation in minorities receiving medical
degrees: second for Asians, third for African Americans and
seventh for Hispanics. Nine percent of faculty are URM, and
an African-American medical school Dean was named. 

The second challenge in humanism is expanding
the exposures of perspective students. Learning

6 MDADVISOR | SPRING 2012

William F. Owen, Jr., MD

Former President of the 
University of Medicine and
Dentistry of New Jersey 

OUTSTANDING MEDICAL 
EXECUTIVE AWARD

Jeffrey C. Brenner, MD

Executive Director, Camden
Coalition of Healthcare
Providers, and Director, 
Institute of Urban Health at
Cooper University Hospital

EDWARD J. ILL 
PHYSICIAN’S AWARD®
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stances. We also spend a lot of money on public services
that aren’t working. It doesn’t mean we should stop
spending the money; instead, we should reinvent how
these antiquated systems function. There are a lot of
things we can do to make places like Camden better. 

My life’s work is focused on finding ways to fix the
healthcare system in Camden. The public spends about
$100 million per year to provide hospital and emergency
room care to Camden residents. That money could buy a
lot of health and wellness, but instead we’re often paying
for things that could have been prevented. Healthcare in
Camden is disorganized, fragmented and difficult to access.

My journey towards being a more effective advocate
started with realizing I couldn’t stand in the gap alone:
I needed a world-class team of friends and colleagues
to help me. I also needed to step out of my solo practice
Medicaid office and build an organization, the Camden
Coalition of Healthcare Providers. Through the Coalition,
we’re learning how to reorganize the systems to ensure
Camden residents receive care that is more coordinated
and less expensive. I want to see Camden become the
first city in the country to reduce costs while improving
care. If the City of Camden can do it, there is no reason
why the rest of the country can’t. 

I began my career as a NICU nurse in the late 1960s
when medical technology was burgeoning, and the issue
of humanism was decidedly secondary. As one driven to
the profession by a passionate desire to take care of
children, I was troubled by the unintended human cost of
these promising tools. Patients were often lost among
the equipment, parents were estranged from their
newborns, and normal family interactions disappeared. It

MDADVISOR 7

may have been this overem-
phasis on technology that prompted

me to select the most mundane of devices for my dis-
sertation topic–the pacifier. I sought to demonstrate the
benefits of this ordinary object in alleviating the stress of
fragile infants.

Today’s challenges reflect the current environment–an
emphasis on economic and legal considerations and the
prominence of medical systems and logistics. Rarely do
discussions about efficiency and return on investment
(ROI) include the impact on or the advancement of humanism.
While the issue has become more mainstream and increas-
ingly seen in medical school curricula, research studies and
medical literature, humanism is often not valued as an
integral component of quality care and is easily jettisoned.
We must do a better job of making the case for humanism
as good medicine and good business. Science and craft
can coexist in a caring relationship. Humanism can improve
the bottom line.

The efforts of individual practitioners must be support-
ed by an organizational commitment. The values of humanism,
mutual respect, open communication and sensitivity to
an individual’s autonomy, cultural and ethnic background,
are as beneficial for the patient-provider relationship as for
the employer-employee relationship. One of my goals as
Executive Director for the Southern New Jersey Perinatal
Cooperative has been to create a workplace that supports
the individual and balances job needs and human needs.
This focus has never compromised our high performance
standards and has consistently proven its worth through
enviable staff loyalty.

Humanism cannot thrive in isolation. It must transcend
all relationships–colleague to colleague, employer to
employee, provider to patient. We must advance the
discussion and work toward institutional adoption. There
have always been and always will be individual stories of
humanism’s triumph in patient care. The task is creating
a healthcare culture that encourages humanness.

Without true empathy and respect for the human
condition, a commitment to professionalism becomes
largely an intellectual exercise. ~Robert Watson

Judy Donlen, RN, DNSc, JD

Executive Director, 
On behalf of Southern 
New Jersey Perinatal 
Cooperative

VERICE M. MASON 
COMMUNITY SERVICE 

LEADER AWARD
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It was 1994 when I met Lindsay, my first patient with
Canavan disease. At the time I was a PhD postdoctoral
researcher in the brand-new field of gene therapy and had
limited exposure to actual patients. My past work had

been in the laboratory rather than the clinic, but Lindsay
and the other Canavan patients would change my
life’s direction. In the subsequent 17 years, my scien-
tific career has been motivated by a desire to

understand and find a cure for this neurogenetic
disease, which results in a catastrophic delay of

brain development. 
As a researcher who is driven by a desire to

move my ideas to the clinic, I find the greatest
challenge on a human level has been to

develop human gene therapy in time to
make a difference for these patients
whom I have come to know. Children with

Canavan disease never attain even basic
motor and cognitive skills and are trapped

in a neonatal state of development. The vast majority of
these children live a highly circumscribed life and are never
able to crawl or walk, much less run or play or communicate
in spoken words, and they will never do any of the things
that we generally take for granted. Most never live to
adulthood, and many die before adolescence. Tragically,
the main limitation to speedy progress in human gene ther-
apy has been due to a lack of adequate funding rather than
a lack of good ideas and scientific leads.

Despite the financial challenge, I have initiated the
development and implementation of experimental treat-
ments, which have shown a significant effect in altering the
natural course of Canavan disease. The greatest reward for
me has been the knowledge that my work in the early days

of gene therapy has improved the quality of life and
extended the life of patients such as Lindsay and will lead
to further cures for other diseases in the future.

About 10 years ago, I was asked to see a patient from
a local university. He was a very well-respected and popular
guy who just wasn’t feeling well. I set aside an hour to see
this patient, and he did not show up. I was annoyed!

The next day I received an email from his boss (also
my patient) apologizing for his no-show employee and
asking me again to see him as soon as possible. No
reason (excuse) was provided for why he did not make his
appointment the first time. I agreed to start extra early
and scheduled an appointment for him a few days later
during one of my very busy outpatient clinics. Again, he
did not show up. I was really…really annoyed. Then about
11:30 a.m., he showed up at the front desk asking to be
seen and was accompanied by his wife who appeared
very upset. The receptionist asked me if I would still see
the patient even though he was three hours late.

I skipped my lunch-hour meeting and walked into the
room angry about him being late again. I asked him why
he did not come for his prior appointment and why he
was late today. His wife then put down her head and started
to cry. She said he was not himself and that there was
something wrong. Although he had a very demanding
job and always excelled in all situations, recently he was
not going to work on time, and she knew something was
different. But she could not pinpoint a reason for this
sudden change in behavior. 

As I started to talk to the patient, it became clear he
was confused. He was oriented to person but to neither
time nor place. He was not sure why he was in my office

Paola Leone, PhD

Associate Professor of 
Cell Biology and Director,
Cell and Gene Therapy 
Center, UMDNJ School 
of Osteopathic Medicine

OUTSTANDING MEDICAL 
RESEARCH SCIENTIST AWARD FOR 

BASIC BIOMEDICAL RESEARCH

Jeffrey L. Carson, MD

Richard C. Reynolds 
Professor of Medicine 
and Chief, Division of 
General Internal Medicine,
UMDNJ-Robert Wood 
Johnson Medical School 

OUTSTANDING MEDICAL 
RESEARCH SCIENTIST AWARD FOR 

CLINICAL RESEARCH
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MDAdvantageDid you know…
MDAdvantage™ provides local 
real-time response 24/7/365.

That’s value beyond insurance.

or what was wrong. It was now clear why he missed his
prior appointment and why he was late.

I sent him to the emergency room where stat blood
work returned normal. A CT scan of the head showed a
large mass and brain edema. He was operated on the
next day, and a large meningioma (benign brain tumor)
was resected. After he awoke from anesthesia, he asked
what had happened and why he was in the hospital. He
recovered quickly and went back to work. All was well.

I was really, really, really annoyed at myself for being
angry with the patient!

To ask us to consider “humanism” in medicine
appears to be the opposite of an oxymoron. Medicine
is one of those special professions that should be the
personification of humanism. Yet sadly, this is an entirely
relevant topic in 2012. First, the progress of technology
brings with it a sense of isolation and depersonalization.
Second, changes in healthcare delivery, e.g., shorter visit
times and large practice groups, have undoubtedly
distanced the patient from the doctor–Dr. Welby has
been replaced by Dr. Oz. Third, as patients are being

given more responsibility to choose their care, they can
easily feel lost and alone in the decision-making process.

Having practiced medicine over the past 40 years, I
can readily identify with the profound changes that have
taken place in my profession and say without hesitation that
medicine is becoming depersonalized. It is not without
some sadness that I must apologize to each of my patients
when I turn my attention away to type a computerized note.
Visits are too short; the usual 40 and 20 minutes are not
enough in first and follow-up visits, respectively. The media
often confounds: we should do X one day, and not the next.

My advice is simple. You, the patient, should create
your own health record and keep it up to date. In it, note
your diagnoses; your diet, smoking and alcohol histories;
allergies; your medications (even those over-the-counter
and dietary supplements); your immunizations and hospi-
talizations; your test and study results; physician, specialist,
pharmacy and insurance information. If need be, obtain
a medical alert bracelet for urgent conditions. Share this
information with the doctors who care for you and most
importantly designate one as the physician-in-charge to
quarterback your care. Our system is made better by the
technologically based treatments and tools now available,
but lest your caregivers be overwhelmed by the information
with which they must deal, there must be prioritization
and accountability. Only then can we truly realize the true
benefits of medicine in 2012. 

Eve E. Slater, MD

Associate Professor of 
Clinical Medicine, Columbia
University College of 
Physicians and Surgeons,
and former Assistant 
Secretary for Health, U.S.
Department of Health and
Human Services 

PETER W. RODINO, JR., 
CITIZEN’S AWARD®
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Challenging
Barriers

“stood a statue of 

Aphrodite, Goddess of Love, 
as a reminder that at the heart 

of medicine was caring for patients 

and the desire to 

alleviate human suffering”
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“Wherever the art of medicine is loved, there is also a love of humanity.”~Hippocrates

Challenging the 
Barriers that Undermine 

Patient-Centered Care

Set in the courtyard of Hippocrates on the island of Kos, within
sight of students and faculty, stood a statue of Aphrodite,
Goddess of Love, as a reminder that at the heart of medicine
were caring for patients and the desire to alleviate human
suffering. For more than 2,500 years, the Hippocratic Oath (or
a more contemporary version) has been recited by physicians
entering the profession as a sacred pledge that outlines the
obligations and behaviors of practicing physicians. This oath
focuses on what patients deserve and should expect. In the
20th century, until 1993, the oath was primarily sworn at
medical school commencement.

Today, most medical students first recite the oath
during orientation to medical school. Named the White
Coat Ceremony and developed by the Arnold P. Gold
Foundation, this rite of passage has become a tradition in
medical education in the U.S. and is expanding to medical
schools abroad. Several years after the first White Coat
Ceremony, an article published in Academic Medicine in
1995 informed us that taking the Hippocratic Oath before,
rather than at, the conclusion of medical studies was not
a new idea.1 The Gold Foundation was surprised and
pleased to learn that Hippocrates initiated his pledge as a
requirement for admission. 

By Sandra O. Gold, EdD, and Barbara Packer

MDADVISOR 11
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“There was a time when doctors routinely met patients’ 

expectations regarding care. Because cures for many diseases 

were unattainable, doctors applied themselves to the 

Hippocratic dictate of curing sometimes, relieving often 

and comforting always.”

curriculum; what medical students heard in the classroom
was reinforced in the hospital wards. However, as doctors
became more empowered by the sophisticated technolo-
gies that did miraculous things for patients, they were also
seduced by those technologies to the detriment of the
miraculous power of humanistic patient care. 

Many interns and residents, not to mention their
physician-mentors, may spend more time searching their
computer screens for telltale laboratory results than
listening to their patients for telltale clues about how
to relieve their suffering. The hidden curriculum in the
clinical setting, with its rules, regulations, routines and
operating values, frequently works against spending
time with patients and in opposition to the expressed
values of humanism and relationship-centered care found
in the formal curriculum and in institutional mission
statements. 

FACTORS WORKING AGAINST HUMANISM TODAY
In today’s medical system, the current modes of

healthcare delivery can and often do hinder the develop-
ment of trusting, enduring and respectful doctor-patient rela-
tionships. More and more, we hear doctors, both young and
veteran, complaining that they feel as if medicine has been
taken away from them and that they cannot practice the
way they want to. They entered medicine with the clear
purpose of caring for sick, injured or dying people–to
improve the human condition for the most vulnerable
among us. Then, they face the economic realities of our con-
temporary healthcare system–a powerful and antagonistic
force against providing compassionate care. Doctors are
often frustrated by having to work against the tide of man-
aged care with its limited time for communication and rela-
tionship building, by having to respond to the onslaught

DEFINING AND APPLYING HUMANISM
Patients have two basic expectations of physicians: clinical

competence and humanism. All physicians know what clinical
competence is, but are we keeping track of what it means to
meet our patients’ expectations for humanism? Humanism in
medicine describes relationships between physicians and their
patients that are respectful and compassionate. It is reflected
in the attitudes and behaviors that are sensitive to the values,
autonomy and cultural and ethnic backgrounds of others.
Humanism represents the principles of respect, compassion,
empathy and integrity. In academic medicine, humanism is
often considered an aspect of professionalism.

However, Jordan Cohen, President Emeritus of the
Association of American Medical Colleges and Chairman
of the Arnold P. Gold Foundation Board of Trustees,
defines humanism as distinct from professionalism. In his
view, professionalism is connected to a set of actions and
behaviors, whereas humanism is connected to a set of
beliefs that influence a physician’s actions and behaviors.
In a commentary in Academic Medicine, Cohen wrote:
“Humanism is a way of being. It comprises a set of deep-
seated personal convictions about one’s obligations to
others, especially others in need. Humanistic physicians
are intuitively and strongly motivated to adhere to the
traditional virtues and expectations of their calling. Pro-
fessionalism and humanism are best considered not as
separate attributes of a good doctor, but rather as being
intimately linked.”2

There was a time when doctors routinely met patients’
expectations regarding care. Because cures for many
diseases were unattainable, doctors applied themselves to
the Hippocratic dictate of curing sometimes, relieving
often and comforting always. It was a time when the formal,
scientific curriculum was reinforced by the informal or hidden

Challenging Barriers
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instructions regarding a drug or procedure.”3 There is no
evidence that we have a significantly more health-literate
population today despite the plethora of health and
disease-related information available via the Internet. While
there’s no denying that the Internet can be a valuable and
important source of health education, appropriate use
requires guidance to sort through information vs. misin-
formation, guidance that physicians can offer.

Although these obstacles to patient-centered care are
often cited, another cultural divide further complicates
effective communication. Physicians live in two cultures–
their personal culture and the culture of medicine. The
culture of medicine has its own set of rules, regulations,
responsibilities and habits, including the designation of
“Dr.” in front of the name. That designation forms an
instantaneous barrier between the physician and the
patient who is ill and uncomfortable and feels powerless.
What is ‘business as usual’ for the doctor may be the most
threatening moments in a patient’s life. Perhaps this is why
too often patients regrettably describe their physicians as
arrogant, aloof and authoritarian during their visit to the
doctor’s office. 

of pharmaceutical advertising, by facing ever-increasing
malpractice insurance rates and threats of litigation. 

Economics and managed care are serious barriers to
humanistic care, but even if we could eliminate all of the
economic disparities, we would still face the barriers that
arise from personal bias, economic class, education, as well
as social and cultural factors. Language and cultural differ-
ences can impede the communication that is so critical to
proper diagnosis, treatment and adherence. A patient can
withhold information because of discomfort due to cultural
beliefs, stereotyping, mistrust or even the perception that
the physician just does not care. Taking time to listen to
patients’ most urgent complaints can lead to discovering
their chief concerns and often to the illusive key to a complex
differential diagnosis. 

Most physicians probably remember the 2004 Institute
of Medicine’s report on healthcare literacy that stated
that more than 90 million American adults had difficulty
understanding the health information their doctors
gave them. The report also stated that even “well-
educated people with strong reading and writing skills may
have trouble comprehending a medical form or doctor’s

“Many interns and residents, not to mention their 

physician-mentors, may spend more time searching their 

computer screens for telltale laboratory results than listening 

to their patients for telltale clues about how 

to relieve their suffering.”
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Challenging Barriers

in their offices. Our strategic imperative is to bolster the
resolve of all physicians (from the beginning to the end
of their professional journey) to adhere to medicine’s
core responsibility–not just to treat their patients as
occurrences of disease but to care for their patients as
human beings in need. The stakes are high. Medicine
must remain faithful to its tradition of humanistic care if
trust in the doctor-patient relationship is to endure. 

In medical education, the waters in which our fledgling
physicians navigate are fraught with riptides–the coun-
tervailing pulls of healthcare economics and teaching
hospital environments that are as often models of
what not to do in patient care as they are centers for
scientific excellence. Setting expectations for clinical
interactions that embody humanistic values is a task that
requires persistent vigilance in building an environment
that reinforces the values that form a doctor’s identity.
It is to this task that we must all commit our efforts. 

Sandra O. Gold, EdD, is the President and Chief
Executive Officer and Co-Founder of the Arnold P. Gold
Foundation. 

Barbara Packer is the Managing Director and Chief
Operating Officer of the Arnold P. Gold Foundation.

1 Reiser, S. J., & Ribble, J. C. (1995). Oath taking at medical
graduation: The right thing at the wrong time. Academic
Medicine, 70(10), 857–858.

2 Cohen, J. J. (2007, November). Linking professionalism 
to humanism: What it means, why it matters. Academic 
Medicine, 82(11), 1029–1032. 

3 Institute of Medicine. (2004). Health literacy: A prescription 
to end confusion [Report]. Washington, DC: Author.
www.iom.edu/Reports/2004/Health-Literacy-A-Prescription-
to-End-Confusion.aspx. 

THE ARNOLD P. GOLD FOUNDATION
In 1988, the Arnold P. Gold Foundation was created to

address the erosion of patient-centered care, to respond to
the need to refocus on the humanistic aspects of physician
competency–both those in training and those in practice.
The Gold Foundation’s mission grew out of an idea–the idea
that the tradition of the “caring” doctor had to be nurtured,
reinforced and valued. The power of this idea has driven
the Foundation’s agenda and ultimate goal–to improve
patient experiences in healthcare and optimize opportunities
for better outcomes. The best doctors are those who
combine the strength of science and technology with the
power of compassionate care.

With programs now established at about 95 percent of
U.S. schools of medicine, plus an increasing number of
schools abroad, the Gold Foundation is at the forefront of
a sea change in medical education and humanistic practice.
In partnership with medical training institutions, the Foun-
dation has launched programs designed to ensure that
future physicians remain steadfast in their commitment to
deliver not only the very best treatments that medical
science can offer but also the very best care, which only
a compassionate doctor can provide. With this in mind, the
Gold Foundation founded the Gold Humanism Honor
Society (GHHS) in 2002.

The GHHS is the first honor society to recognize indi-
viduals across the continuum of medical education and
practice as exemplary role models who demonstrate com-
passionate patient care in addition to clinical expertise. The
GHHS now comprises 95 chapters with 13,000 members
across the nation. The Society inspires its members to be
lifelong advocates and activists for humanistic patient care.

Building on the success of the GHHS and other initiatives,
the Foundation is steadily expanding its efforts to reach
residents in their training programs and practicing doctors

Guidelines for Practicing with Humanism
• Use effective communication and active listening skills;

• Show compassion, empathy and respect for all your
patients;

• Be sensitive to cultural differences of your patients and
their families;

• Be sure that your patients understand their diagnoses 
and treatment plans;

• Explore with your patients what might prevent them 
from adhering to treatment plans;

• Partner with your patients for the best healthcare
outcomes;

• Be sensitive to your patients’ and their families’ 
psychological well-being; and

• Identify and address the emotional concerns of your 
patients and family members around their health issues.

For more information, visit: 
www.humanism-in-medicine.org.
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“to gain better 

access to legislators,

enabling AAP/NJ 

to put in its 

“two cents” before

bills were crafted”

distributed to the new legislators,
the Governor, commissioners and
department heads at the beginning
of 2012. AAP/NJ is now more
focused and better prepared to
advocate for children’s health and
well-being as well as for the profession
of pediatrics.

The AAP/NJ’s Agenda for Chil-
dren can be found at www.aapnj.org.
The advocacy firm gained better
access to legislators, enabling AAP/NJ
to put in its “two cents” before bills
were crafted (rather than reacting to
language already written).

Stephen Rice, MD, PhD, MPH,
FAAP, is the President of AAP/NJ,
Director of the Jersey Shore
Sports Medicine Center and Program
Director of the Pediatric Sports
Medicine Fellowship at Jersey Shore
University Medical Center. 

The American Academy of Pediatrics/New Jersey Chapter (AAP/NJ) has operated
a Government Affairs Committee (GA) for many years. The modus operandi of the
committee involved having quarterly meetings and reviewing, one by one, the
myriad of bills relating to healthcare before the state Legislature. When needed,
members of the committee would testify on behalf of or against bills at legislative
committee hearings in Trenton. The process eventually became tedious, reactive
and nonproductive.

With a change in the organizational operating structure of the AAP/NJ and
new leadership of the GA committee, AAP/NJ took a fresh look at its entire advo-
cacy program. The committee convened and considered what AAP/NJ should be
doing in the advocacy arena. We sought answers to the following questions: Why are
we always reactive instead of proactive? Why do we spend so much time reviewing
dozens and dozens of individual bills on a broad range of topics thus diluting our
potential impact on those key areas of core importance to our organization?

With the GA committee contemplating a complete paradigm shift, the organ-
ization decided to open up the advocacy lobbying position to all interested firms.
The committee reviewed about a half dozen proposals, held interviews with
several firms and eventually chose a company that seemed most likely to help us
accomplish our refocused mission.

The newly invigorated GA committee decided to meet monthly and map out
our strategy. The advocacy firm was able to gain better access to legislators,
enabling AAP/NJ to put in its “two cents” before bills were crafted (rather than
reacting to language already written) and putting the organization in a position to
better inform legislators that it is a resource to be tapped whenever an issue arose
regarding children’s health and well-being. These innovations, however, were not
automatically a road map to having a focus or agenda for children.

At the behest of our new advocates, an evening conclave, consisting of about
25 to 30 leaders, was assembled to identify and prioritize the key advocacy issues
for AAP/NJ and to create a written, formal Agenda for Children–a booklet that
would express our concerns and goals for the top eight areas of importance. Our
advocate facilitated the meeting, beginning with an exhaustive list of every imag-
inable topic of potential interest. Each attendee was given five votes to cast for his
or her five most important topics. The top eight were then selected for more
detailed breakout sessions: medical home, scope of practice, access to care,
immunization, mental health, obesity, oral health and payment. With a facilitator
and scribe in each room, the eight groups framed the issues. After the whole
group reassembled and findings were presented, assignments were given to
write a brief position statement and a longer document.

The eight statements were then edited for uniformity and clarity, art design
was added, and a pocket-sized guide Agenda for Children was printed and

By Stephen G. Rice, MD, PhD, MPH (on behalf of AAP/NJ)

PARADIGMSHIFT:
Toward Effective Advocacy in Medicine
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Perhaps it’s true when they say: You never get a second
chance to make a first impression. As any clinician knows, it’s
not easy to gain the trust and confidence of a patient and his
or her family during a relatively brief introductory interview.

In my opinion, establishing a positive connection with
my patients is half the battle of establishing a trusting
physician-patient relationship, and much of that battle
occurs in the first few minutes of the initial interview. Call it
good bedside manner or the art of medicine, but I’m certain
that establishing a good connection has relatively little
to do with one’s numerous academic and professional
accomplishments. From the patients’ perspective, they
believe you must be a competent doctor because you’re
obviously licensed and clearly have been vetted by your
hospital, facility and/or colleagues. During those first few
minutes of the interview, the question that looms large in
their minds is not whether you’re a skilled doctor, but
whether you’re a compassionate doctor. That is, are you
the kind of human being who will treat them or their loved
ones kindly, even when no one is looking over your shoul-
der? They want to know that you care. If you size up well
to that metric, then your connection is off to a solid start. 

The next step toward establishing a good connection
is conveying confidence in one’s abilities and judgment.
When I was a younger doctor years ago, one of my self-
perceived shortcomings was my apparent confusion about
how to convey the risks of a procedure or course of action
to a patient without appearing insecure about my abilities
or judgment. I used to routinely end my interview with the
risks, figuring that most patients would prefer the “good

news” first and the “bad news” last. I now feel that I make a
better connection with patients and their loved ones by dis-
cussing the risks earlier in the interview and then discussing
what we will do to mitigate those risks during the remainder
of the conversation. This seems to leave them well informed
and more confident that there’s a plan in place to address
their concerns about the inherent risks of complications.

There are potential barriers to establishing a good con-
nection. Many patients are understandably confused by the
constant intrusion of public policy and outside business
interests into the patient-physician relationship. Many physi-
cians are distracted by the economic realities of trying to
keep a practice afloat in such a high-cost state. In fact, some
of us probably undervalue our services. Perhaps this is
because we enjoy our chosen careers so much that we’d
almost do it for free. Unfortunately, many physicians’ offices
are struggling financially, even though the U.S. Census
Bureau has estimated that New Jersey’s physicians employ
about 70,000 workers with a collective payroll in the billions
of dollars.1 Additionally, for many, basic economics has
allowed payors to drive physicians’ reimbursements down
to the point where many practices are flying on fumes. 

Despite these challenges, many physicians are still able to
establish a good connection with their patients. Regardless of
what changes are yet ahead in the field of medicine, everyone
in the healthcare community must continue to make that
connection to keep our patients and practices safe. 

Guy A. Taylor, MD, is a partner at Anesthesia Associates
of Morristown, has active privileges at Morristown
Medical Center and is President of the Morris County
Medical Society. 

1 U.S. Census Bureau. (2010). Number of paid employees. 
2007 Economic Census. http://factfinder2.census.gov/faces/
tableservices/jsf/pages/productview.xhtml?pid=ECN_2007_US_
00A1&prodType=table.

P A T I E N T  I N T E R A C T I O N S:

Getting Off to a Good Start

with aGreat First
Impression

By Guy A. Taylor, MD 
(on behalf of Morris County Medical Society)
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In recent years, I have lost two family members in
very different ways. One family member made his wishes
clear and, therefore, was able to die at home comfortably,
surrounded by family and under the care of hospice. A
second loved one suffered an unexpected stroke. In the
absence of documented guidance regarding his wishes,
he was shuttled between an intensive care hospital unit and
a nursing home with ever more aggressive interventions.
When he was finally admitted to hospice, death followed
within a few hours.

Without documentation of preferences, patients can
undergo aggressive treatment that they may have want-
ed to avoid, thus diminishing the patient’s quality of life.
End-of-life decision making is particularly important in
New Jersey; the Dartmouth Atlas ranked New Jersey
higher in end-of-life spending compared to other states
and noted that the increased spending did not yield
improved health outcomes. Specifically, New Jersey
ranked number one in spending in the last two years of
life and first in the number of Medicare specialist visits in
the last six months and in the last two years of life.1

Helping Patients Plan for

A strong physician-patient relation-
ship that embodies compassion and
empathy can have great impact on a
patient’s health and his or her health-
care decisions. Perhaps there is no
greater need for such a patient-centric
relationship than during end-of-life
care. This is a time when patients are
both emotionally and physically fragile–
requiring great understanding and
guidance from their physicians. Indeed,
through education and discussion,
healthcare providers can influence how
patients view palliative and end-of-life
care. Although it is never an easy or
simple discussion, physicians have a
responsibility to explore all of the
care and treatment options with their
patients to ensure that wishes are
honored and the quality of care is
preserved.

During this emotional time, family
members also struggle alongside their
loved ones in coping with the illness
and decision-making responsibilities.
End of life raises many difficult and
emotional issues that weigh heavily on
the patient and family. This challenging
time is often further complicated by
inadequate planning. Far too often,
individuals who are terminally ill have
not discussed their wishes with their
families and healthcare providers. With-
out clear direction, end-of-life care then
can become a guessing game that
forces families and doctors to make
difficult decisions without input from
the patient. 

“Without 

documentation 

of preferences, 

patients can 

undergo aggressive 

treatment that 

they may have 

wanted to avoid”

By Commissioner Mary E. O’Dowd, MPH
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New Jersey recently took a step forward in helping
residents and healthcare providers better manage end-of-
life care. This past December, Governor Chris Christie
signed a new law that provides for the use of a Physician
Orders for Life-Sustaining Treatment (POLST) form. This
form documents a patient’s wishes for end-of-life care in a
simple format that can be used across healthcare settings.

A standardized POLST form, which is signed by a
patient’s attending physician or advanced practice nurse,
provides instructions for healthcare personnel to follow for
a range of life-sustaining treatments such as feeding tubes,
ventilators and medication. The POLST form is designed to
outline the wishes of those who have a terminal illness or a
compromised medical condition. The POLST will become
part of a patient’s medical records, following the patient
from one healthcare setting to another, including hospital,
home, nursing home or hospice.

The POLST form can complement an advanced direc-
tive. The advanced directive allows patients to designate
a person to make healthcare decisions and/or documents
a patient’s values, beliefs and goals related to certain
medical treatment. Often, people who do fill out advance
directives and proxy forms place them in filing cabinets or

     

safety deposit boxes that are not easily found or available
when a patient is unable to communicate. Additionally, in
many cases, advance directives only name an individual to
make healthcare decisions on behalf of a patient, without
specifying the patient’s actual healthcare wishes. The
POLST converts a patient’s wishes into a medical order
that travels with the patient and is accessible to all that
patient’s healthcare providers, eliminating many common
problems that complicate end-of-life care. 

In December, I had the opportunity to visit Meadow
Lakes, a nursing home in East Windsor, which has been
part of a project piloting a POLST form. This pilot is part
of a larger Princeton HealthCare System (PHCS) initiative
to improve older adults’ transition from the hospital to
the community. The project, known as Partnerships for
PIECE (Patient-Centered, Integrated Elder Care and
Empowerment), is funded by a Robert Wood Johnson
Foundation grant. University Medical Center at Princeton
is working with nine skilled nursing facilities in the
region to pilot the POLST, including Meadow Lakes. During
this visit, I met with PHCS’s primary partner in Partner-
ships for PIECE, David Barile, MD, Executive Director
and Chief Medical Officer of New Jersey Goals of Care.

MDAdvantageNow you know…
WE PROVIDE
VALUE BEYOND INSURANCE.

Want to know more? 
Visit www.MDAdvantageonline.com
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This nonprofit organization is dedi-
cated to helping older adults meet
their healthcare goals. Dr. Barile is
providing guidance on the pilot and
training health workers. The feed-
back from staff and residents
demonstrates the positive progress
this initiative is making to empower
patients through informed decision
making.

The POLST form used at these
facilities assists healthcare professionals
in attaining effective communications
with patients to set up goals for care.
This tool helps the physician and other
healthcare professionals have an
honest exploratory conversation about
the patient’s prognosis and allows
the patient to direct the type of care
desired moving forward. To help
determine the individual’s wishes, the
healthcare provider will ask the patient
an open-ended question, such as,
“What are your hopes for the future?”
Through this conversation, the practi-
tioner can determine whether the
patient’s goal centers on living long
enough to attend a family event, such
as a wedding, or if the goal is focused
on quality-of-life issues, such as living
without pain. This goal then becomes
the foundation on which medical care is
organized, and the physician can help
the patient choose medical therapies
consistent with his or her priorities.

Medical procedures and interven-
tions are also covered in the POLST
discussion. The healthcare provider
speaks with patients about whether
they would like available therapies
such as intubations and artificially
administered food and fluids, or
whether they would like to be trans-
ferred from the nursing facility to the
hospital for medical interventions.
These discussions empower patients

to direct their end-of-life care with the guidance of a
healthcare professional.

As physicians, you play a pivotal role in starting the
conversation–often that is the best service physicians can
provide. Your discussion opens the door for patients to start
thinking about their healthcare preferences for the future
and to consider the options available. Although the POLST
form is targeted to those who have less than two years to
live, there are other tools, such as advance directives, that
physicians can use in discussions with patients who are in
earlier phases of life. It is critical that healthcare providers
improve their ability to have these discussions with patients.
As reported in the Journal of the American Medical
Association in the article “Ensuring Competency in
End-of-Life Care: Communication and Relational Skills,”
the physician’s ability in this area correlates directly with
patients feeling satisfied with their medical care and
adhering to medical advice.2 This article can be a helpful
resource for physicians, as it provides a seven-step
communication tool to help structure a conversation with a
patient regarding end of life.

As Commissioner, I want to bring greater awareness
to this issue so patients can become more empowered
in making these personal health choices. I hope to join
with the physician community in the effort to ensure that
patients get appropriate, quality care and have their indi-
vidual wishes honored.

For more information, the online resources of the
Department of Health and Senior Services are available at
www.nj.gov/health/advancedirective. Here, you will find
more information on the POLST legislation, advance
directive forms, educational materials, toolkits for com-
pleting an advance directive and links to websites with
additional information on hospice and palliative care.

Mary E. O’Dowd, MPH, is the Commissioner of the
New Jersey Department of Health and Senior Services. 

1 Wennberg, J. E., Fisher, E. S., Goodman, D., & Skinner, J.
(2008 ). Tracking the care of patients with severe chronic illness:
The Dartmouth atlas of health care 2008. Lebanon, NH: The
Dartmouth Institute for Health Policy and Clinical Practice.
www.dartmouthatlas.org/downloads/atlases /2008_Chronic
_Care_Atlas.pdf.

2 von Gunten, C. F., Ferris, F. D., & Emanuel, L. L. (2000).
Ensuring competency in end-of-life care. The Journal of the
American Medical Association, 284(23), 3051–3057.
http://jama.ama-assn.org/content/284/23/3051.full.
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or years, in various roles in the 
healthcare field, Lester Lieberman

heard complaint after complaint from
patients who supposedly received the
best in medical care, yet felt as though
they had been treated badly.

Those complaints and Lieberman’s
desire to address them led him to bring
the issue to the board of the Healthcare
Foundation of New Jersey, of which he
is Chair. After in-depth discussion and
review, the board decided to take
action, and the Healthcare Foundation
Center for Humanism and Medicine at
New Jersey Medical School (NJMS) was
created. 

“We realized that doctors needed
to become reacquainted with the
human dimension of care,” explained
Lieberman. “We wanted to make a
difference in that process.”

“Our students are learning to listen,

accept, engage, dialogue and

collaborate with their patients.”

By George F. Heinrich, MD

The Approach to Humanism at New Jersey Medical School

F
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The Center was born with a $3.2 million gift from the
Healthcare Foundation of New Jersey to support the
establishment of a humanism center at NJMS. Of that gift,
$2 million was set aside for an endowment, and the
remaining $1.2 million for scholarships for a select group of
incoming NJMS students who are known as the humanism
scholars. NJMS agreed to match the scholarship amount to
double the number of scholars in the initial phase of the
Center’s development.

“At the Healthcare Foundation Center for Humanism
and Medicine, we embrace the core values of empathy,
enthusiasm, respect for life, advocacy and service, leading
by example, honesty, academic inquiry and awareness
leading to self-development,” explained Dorian J. Wilson,
MD, Director of the Center. “Our students are learning to
listen, accept, engage, dialogue and collaborate with
their patients.”

Students are selected for the program from among
the students in the NJMS entering class each year. Their
welcome letter from the Center’s Director comes with
the invaluable gift of a scholarship to study medicine, while
focusing on core values of humanism. Scholars participate
in monthly bioethics meetings, pursue research projects
with humanistic themes and keep journals about their
experiences. The students are given the opportunity to
explore behaviors, attitudes and approaches to patient care,
colleagues and the practice of medicine. They also participate
in a variety of ongoing enrichment and leadership devel-
opment programs involving seminars, preceptorships,
one-on-one mentoring, original research and community
service projects.

The program aims to create a network of caring physi-
cians by fostering the ideals of respect and dignity for
individuals as these new doctors provide service committed
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to relieving suffering with kindness, justice and humility.
Our students are taught that as doctors, we treat people,
not diseases.

“Because of today’s technological age, with its computers
and tools for instant answers and nonstop communication,
doctors never have to feel uncertain about the ‘practice’ of
medicine since a wealth of information is always at their fin-
gertips,” said Wilson. “Therefore, our patients’ concerns and
fears can be addressed with the confidence of a full disclosure
of possibilities based upon fact, not fiction or perception. This
can allow doctors who want to treat patients with compassion
and humanism to return to a medicine that realizes its moral
and ethical responsibility.” 

Humanism Center students have taken part in, or devel-
oped, a number of unique programs that shine a light on the
humanistic way to practice medicine, including the following:

• All EARS (Encourage Active Reception and Self-
Reflection), is a program in which students have the
opportunity to interact with patients and family mem-
bers at the University Hospital who would otherwise
have no one to talk to. Students in this program provide
social support with the aim of alleviating some of the

hardships experienced by these patients. 
• The memory box project was started by a NJMS

graduate who noticed during her OB/GYN rotation
that residents were giving out decorated boxes to
mothers who had miscarried their babies. These
boxes are small keepsakes containing treasured
memories to help keep their loved ones close to their
hearts. Every few weeks, Humanism Center students
gather to create boxes using their own personal
styles and creativity. The boxes include paper for the
baby’s footprint, encouraging poems and other little
treasures that will serve as a remembrance for moth-
ers and families. 

• The “Who’s the Human in Your Humanism?”
program allows students to interview professors or
faculty members to learn about their lives and expe-
riences. It is an opportunity for the student body to
learn about professors outside the classroom and
to put a “human” face to the person who teaches or
mentors them. 

• Humanism Day is a day-long program during which
faculty and guest speakers share their ideas and
research about teaching humanism in the classroom.
Participants use the day to inspire attendees to reach
for a humanistic approach to medicine as they
embark upon their careers. The most recent Human-
ism Day, held March 14, 2012, featured Mark Nepo,
a poet, philosopher, cancer survivor and New York
Times best-selling author, who devotes his writing
and teaching to the journey of inner transformation. 

ADDRESSING THE NEED
The need for this Center, and others like it, is self-

evident. Too often, young physicians graduate from
medical school having lost the euphoria and optimism
that motivated them to choose a career in medicine.
Students may feel that healthcare is so regulated that
there is no room for kindness and positive responsive-
ness to patients. And with the additional work intensity
experienced during residency, it is even more critical to
maintain the humanism in healthcare delivery.

Through the Healthcare Foundation Center for Human-
ism and Medicine and its scholars, however, students at
NJMS are exposed to a humanistic philosophy that translates
into a more positive approach to treating patients. Those
involved at the Center demonstrate every day, in a real way,

24 MDADVISOR | SPRING 2012
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how to change the traditional medical school experience. 
As a consequence, those of us who realize and incor-

porate the human dimension of care can, and will, change
the practice of medicine so that humanism in medicine
becomes the rule rather than the exception. 

George F. Heinrich, MD, is the Associate Dean of
Admissions at UMDNJ–New Jersey Medical School and
Vice Chair and CEO of New Jersey Health Foundation
and its affiliates. 

Here is what some students from the Healthcare Foundation Center for Humanism and Medicine 
at New Jersey Medical School say about what humanism in medicine means to them. 

MDADVISOR 25

“Medical knowledge is needed to practice medicine, but 
humanism is needed to treat patients.”

Miguel Coba, MD~Class of 2006

“To me, the Humanism Center is about learning how to make connections
with people that will leave lasting impressions on their lives.”

Shante Aris-Williams, MD~Class of 2008

“First and foremost, a physician-patient relationship is a human relationship.
To me, that is what humanism in medicine is. Realizing this, you think and 
act appropriately, and therefore, treat the person you are caring for as a 
fellow human being, and not a patient.”

Roger Rivera, MD~Class of 2008

“Early on, I realized my joy is in working with people, 
caring for them and, most important, learning from them.”  

Gopal Patel, MD~Class of 2009
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The Changing
Balance

inMedical Education:
Don’t Forget the Residents

By Jo Ann Middleton, PhD, and John R. Middleton, MD, MACP

..            “to achieve balance in a profession 

that is not a science, but  

‘a caring profession that uses science’”

n the compelling 2005 essay, “‘The Medical Humanities,’
for Lack of a Better Term,” Rafael Campo suggested that
fully integrating the humanities into medical education
would demand a “sea change” in the approach to teach-
ing medicine and delivering medical care. He proposed
that such a change would necessitate a rethinking and
revisiting of every course during medical school and every
rotation during residency training.1 This position initiated
a provocative exchange about the value of humanities
education for physicians, the proper time and place for its
introduction to students and its importance to the future
of the profession itself. 

I
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Jock Murray has emphasized that the call for the
humanities in medical education is not intended to de-
emphasize medical sciences but to achieve balance in a
profession that is not a science, but “a caring profession
that uses science.”2 And, in Michael A. Bogdasarian’s view,
physicians need to learn to share their human qualities,
not just their intellectual and technological expertise, and
he believes that the route to restoring humanity to the
practice of medicine is diversity of education.3

Campo also raises the question that has plagued edu-
cators since the initial forays into medical humanities in
the 1970s–the question of whether values can ever actually
be taught. He proposes that, in fact, “[our] entire culture,
with its constituents driven more and more by individualistic
self-interest and its most conspicuous institutions by the
profit motive, needs reform.”4

These societal attitudes have already infiltrated the
medical profession, as Diane R. Fingold observes: “I worry
that the primary care physician is a dying breed. Though it
was once considered the noblest profession, U.S. medical
students believe the work is too hard, the hours too
long, the pay too low. So they’re choosing to hit the
‘ROAD’–the high-paying specialties of radiology, ophthal-
mology, anesthesia and dermatology.”5 Kenneth M.
Ludmerer and Michael M. E. Johns highlight the challenges
to graduate medical education from these cultural trends
of insensitivity to public needs and the common good,
particularly the difficulties of practicing in an environment
that emphasizes immediate gratification and is preoccu-
pied with short-term rather than long-term thinking.6

Nonetheless, programs in medical humanities on the
undergraduate level, in medical schools and in residency
programs all seek to reestablish the primacy of the human B
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connection in the practice of medicine and to do so by
addressing the penetrating questions raised by literature,
art and philosophy. 

Perhaps what we are seeing is the result of our entire
educational system’s shift from a broad liberal arts curriculum
to a narrower focus on specialized skills that will be mar-
ketable in the business community after formal education is
complete. Learning to think about unanswerable questions,
the stock in trade of philosophers and artists of all kinds, has
become a luxury. But we question whether our society has
been penny-wise and pound-foolish in the quest to prepare
high school and college graduates solely for jobs in the
workforce or postgraduate training in increasingly business-
oriented “professions.” Medicine is perhaps the first
profession to show the cracks in such an approach, dealing
as it does with the very real and very human issues of life and
death. The efforts of medical educators to reclaim the
humanity inherent in the profession of medicine demon-
strate that an appeal to and an understanding of our better
nature can overcome the flaws in such a cultural bent.

The need for the humanities in medical education is no
longer debated, though the means and methods of integrating
them into the traditional curriculum are still very much a matter
of trial and experimentation within discrete educational pro-
grams. When the question arises of just how humanities educa-
tion fits into medical education and where that training should
occur, discussions focus on how medical schools can provide
“humanistic” training or how to find room in the already crowd-
ed residency years for formal programs in the humanities.

In addition to public perception of the medical profession
as inhumane and uncaring, accreditation requirements of
the Liaison Committee on Medical Education (LCME) and the
Accreditation Council for Graduate Medical Education
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(ACGME) have also fostered the expansion of medical
humanities courses within medical education, fueled the
growth of the field as an academic discipline, and tested the
ingenuity of educators trying to incorporate humanities edu-
cation within the medical curriculum. Although most medical
schools now have humanities programs in place, some
bemoan the lack of humanities courses in college as the root
of the problem; some others look to the selection process
of students for medical school as the culprit. Howard Spiro
considers college the appropriate place for humanities
education and proposes that premedical students should
have a program that incorporates anthropology, history and
literature, providing them with a feeling for the human
condition.7 Proposing the “sea changes” suggested by
Campo in the selection of medical students and in the
medical school curriculum, David Doukas and his colleagues
remind us that Abraham Flexner viewed the humanities as
essential to physician development, but did not include
this position in his 1910 report because he presumed that
medical students would have been trained in the disciplines
of the humanities in their undergraduate years.8

To remedy the lack of such schooling in today’s students,
a radical change in admission requirements is needed–a
mandated requirement for courses that teach critical thinking
not only in the sciences but also in the arts and social
sciences. Addressing the disparity among medical school
programs, Doukas and his colleagues propose a compre-
hensive four-year humanities curriculum for medical schools
with four components covering specific areas of the human-
ities: argument-based reasoning in medical ethics, narrative-
based reasoning in literature, creative reasoning in the
fine arts and historical reasoning to uncover hidden
assumptions and biases based in the past.8 Taking a broader
view of one area of medical humanities, Shaheen Lakhan
and colleagues argue for a consistent and longitudinal ethics
curriculum with an emphasis on continuity in ethics training
through all four years of medical school and residency
and continuing throughout a practicing physician’s career.9

Ideally, all medical education would be balanced,
including the humanities as well as the sciences, and
ideally, such education would be consistent from the time
a student enters college throughout his or her career as a
compassionate and erudite physician. However, we do not
have an ideal system and must address the realities of the
system we do have, even as we work to amend it. 

As noted earlier, the primary issue working against

“Ideally, all medical education 

would be balanced, 

including the humanities 

as well as the sciences”

IntegrityRespectCompassion
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medical humanities education in postgraduate medical
training is that there is not enough room in the curriculum,
not enough time in the day. However, we contend that
residency is the most significant period of training for any
physician. In medical school, students learn the language
of medicine; in residency, students become doctors.
Ludmerer and Johns contend that “it is residency that
prepares physicians for the independent practice of
medicine and plays a crucial role in shaping their habits,
behaviors, attitudes and values,” arguing that residents
must be given time for critical thinking, time for study and
time for reflection.6 If we believe that residency forms the
physician, then it is of paramount importance to provide
for our residents that balanced education that will ensure
a competent and caring physician. 

In 1999, the ACGME issued six core competencies
for resident physicians: medical knowledge, professionalism,
patient care, systems-based practice, practice-based
learning and improvement, and interpersonal and
communication skills.10 These competencies serve as
guidelines for developing and assessing residency
education programs, but how to effectively teach and
assess outcomes remains undefined. Therefore, program
directors, confident in areas such as medical knowledge,
systems-based practice and practice-based learning, are
challenged with teaching professionalism, communication
skills and some aspects of patient care. 

Residencies affiliated with medical schools that have
faculties in medical humanities have drawn on these
resources. For instance, in an effort to give residents time
to think and reflect as Ludmerer and Johns suggest,
Abigail Winkel and colleagues at Columbia Medical
Center in New York City offer a practical curriculum for
teaching narrative skills and reflective practice for
obstetrics and gynecology residents. This is expected to
help residents identify and connect with personal and
meaningful values in their work.11 Johanna Shapiro and
Lloyd Rucker note that the Family Practice and Physical
Medicine and Rehabilitation residencies at the University
of California, Irvine College of Medicine, have required
humanities-based curricular components linked to
behavioral science training in an effort to teach the
clinical competencies.12

Perhaps the core competency that is hardest to
quantify is professionalism, which includes ethics under its
broad umbrella. Delese Wear and Mark G. Kuczewski

ResponsibilitySensitivity
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contend that the discourse of professionalism is too full of
abstractions, with little attention to individual social factors.
They point out that we attach words like integrity, respect,
compassion, responsibility and sensitivity to the patient’s
needs, and respect in attitude and behavior towards col-
leagues, to our understanding of professionalism but that
these words need to be linked to critical analysis of behaviors
if they are to be internalized.13 This, of course, returns us to
the argument that values cannot be taught. However, an
understanding of what those words connote can be taught,
and instances of behavior embodying these concepts can
be examined. 

Michael Rabow and colleagues prefer the term “profes-
sional formation.” They believe this term includes moral
development along with professional development and
identity and feel that it echoes medicine’s current focus on
the skills and commitments of professionalism. An essential
element of professional formation is to give residents an
opportunity to “recognize, explore, articulate, prioritize and
share their authentic values and value conflicts within a
supportive professional community.” This opportunity fosters
the personal reflection and critical reasoning necessary to
discern right actions within potential conflicts in personal and
professional values.14

In 1992 we established a literature-based pilot program
in medical humanities for internal medicine residents, which
was integrated into the existing residency curriculum and
required for all residents.15 The program in its final formulation
expanded the original Humanities Conference (two to three
hours), held quarterly, for a three-year cycle that included
12 novels and three films, structured around four core
areas worth exploring for both professional and personal
development: personal development (Identity), communi-
cation skills (Family), human relationships (Growing Old) and
ethics. The program also included a Narrative Conference
(one hour) held monthly for development of interpretive and
communication skills; an Ethics Conference (one-hour, case-
based conference) held monthly for an understanding of the
major principles and problems in biomedical ethics; and Case
Preparation (writing workshop) in which residents conducted
chart review, literature review and construction of the case
report for Grand Rounds, Morbidity and Mortality Conference
and other presentations as needed. Monthly conferences
were held during the usual educational conference time slot;
quarterly conferences were held in the evening to facilitate
attendance by attending physicians.
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The program has proved to be adaptable and is now
used in three other hospitals in Internal Medicine and Family
Practice residencies. Because we had a good number of inter-
national medical graduates in our program, we were able to
make our literary selections from American literature, thereby
providing a means of introducing American cultural practices
and history, but programs can adapt reading selections to
address specific concerns of their own residents.

The shorter selections for Narrative Conferences hone
residents’ skills at reading for the subtext, since this is closely
related to listening for the undertones in a patient interview.
Ethics Conferences alternated between didactic sessions and
case discussions; oftentimes, the residents discussed difficult
cases of their own. The program can be directed and taught by
one faculty member trained in medical humanities; in New
Jersey, we are fortunate to have available graduates of the
Drew University doctoral program in Medical Humanities. The
usefulness of the program is in its portability and flexibility.
An essential requirement for its success is the support of
the Program Director, Department Chair and institutional
administration. 

In 1984, a Hastings Center Report proposed that “literary
texts . . . can make a distinctive contribution to a study of the
issues that could not be made by philosophical works, just
in virtue of their literary style and structure. They
immerse themselves in the complex stories of human lives
and evoke an activity of emotion and imagination not often
cultivated by conventional philosophical texts.”16

We believe that by engaging residents in those complex
stories, by allowing them time to reflect on them, by challeng-
ing them to confront the contradictions of the human condi-
tion, we will encourage their humanity, ensure the future of the
profession and satisfy those competency requirements.

JoAnn Middleton, PhD, is an Affiliate Associate Professor
of English Literature and Founding Director of the Medical
Humanities Program at Drew University. 

John R. Middleton, MD, MACP, is a Clinical Professor of
Medicine at UMDNJ-Robert Wood Johnson Medical School,
Director of the Division of Infectious Diseases at Raritan Bay
Medical Center and is engaged in the private practice of
infectious disease medicine with ID Care.
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A LESSON IN HUMANISM:
Educating Medical Students About Family-Centered Care and Developmental Disabilities

“It has opened my mind to seeing how people

can learn to adapt and find joy in life, despite

what may seem like a challenge.”In
si
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t

Photo of Rachel Bryant and her mother, Ginny. Photo Credit: John Emerson
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“It has opened my mind to seeing how people can learn
to adapt and find joy in life, despite what may seem like
a challenge.” These words from a medical student capture
the essence of humanism that is at the core of a unique
educational experience at University of Medicine and
Dentistry of New Jersey (UMDNJ) Robert Wood Johnson
Medical School (RWJMS). The Seminar on Family Cen-
tered Care and Developmental Disabilities, coordinated
by The Boggs Center, New Jersey’s federally designated
University Center for Excellence in Developmental Dis-
abilities Education, Research and Service, is embedded
in the required third-year pediatrics rotation. Adapted
from work originally done in Vermont, the seminar began
at RWJMS in 1989. 

In the first two years of medical school, students have
opportunities for experiential learning through the course
Patient Centered Medicine I.1 In the third year, which
includes this pediatrics clerkship, medical students
move from largely classroom-based learning to clinical
practice-based learning. This juncture in the cycle of medical
education has been described by Judah L. Goldberg as
the period when the tension between humanism and
professionalism is heightened.2

The Seminar on Family Centered Care and Develop-
mental Disabilities offers a variety of learning experiences.
The seminar includes didactics and group discussion, a lec-
ture by a family educator, values clarification exercises and,
as the centerpiece educational experience, a visit to the
home of a family with a child with a disability. 

Disability and family-centered care are the focus of
this seminar, but they also function as proxies for broader
considerations inherent in humanism. Humanism empha-
sizes learning through human experience and addressing
universal problems and responsibility to others and to
society.2 Student evaluations of the seminar reflect gains
in sensitivity and understanding through these experiences.
(See “In Their Own Words” box.) 

Seeing families in their homes, rather than in a clinical
setting, is the hallmark of this seminar. Students are wel-
comed into the family’s environment, play with the child,
have dinner and talk with the parents. These visits typically
create a shift in the students’ perspectives. Seeing children
and families in their day-to-day lives stands in stark contrast

to the clinical setting, be it the hospital, physician office or
outpatient clinic, where generally only the needs, problems
and/or crises of these families are presented. 

Spending time in the home within the family’s context,
students gain insight into how families adapt and accommo-
date and also into the nature of resiliency. The power of the
home visit as an educational tool is summed up by Ginny
Bryant, who along with her husband Steve and their seven-
year-old daughter Rachel [pictured], hosts students: “It’s
amazing to see the transformation of the students during the
short time they’re with us. Their expectations are blown away
when Rachel makes eye contact and talks with them.”3

The seminar helps students realize that the effectiveness
of their efforts (including medical interventions, prescriptions,
referrals and instructions) may be mediated by circumstances
in patients’ lives, distinct from the healthcare encounter. The
social and financial challenges of disability also become
apparent to students as they gain an appreciation for the
importance of connecting families to resources and for the
physician’s responsibility to be an active agent in that process.

A basic tenant of family-centered care is the centrality of
the family’s role and the family’s expertise about the child.4

A powerful message absorbed by the medical students is
the fact that families are the most knowledgeable about their
children. Having received this message, students come to
understand the importance of listening, both to the parents
and to the child. Listening, as an element of humanism and as
a clinical tool, may be learned through the disability lens of
the seminar but is a skill that has universal application in the
physician role in all areas of medicine. Students often express
a sense of relief when family members tell them that it is
all right, and in fact preferable, to admit that they don’t
know something. Families encourage the students to adopt
a spirit of openness and a willingness to learn from the
family and to seek out information.

The complexities inherent in disabilities and chronic
health conditions highlight for students the importance of
communication–not only communication with children and
families but also with other providers. When families explain
what they go through in negotiating the complexities of med-
ical care and other services, students begin to appreciate that
communication, coordination and collaboration are more
than philosophical ideals, but rather are skills and practices

        By Deborah M. Spitalnik, PhD, Caroline N. Coffield, PhD, Katherine Gabry and Sheryl White-Scott, MD
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that have direct impact on the lives of patients with complex
conditions. As healthcare systems move to more collabo-
rative, team-based approaches, these experiences with
disabilities and family-centered care prepare students for
these evolving roles.

Additionally, the seminar provides an opportunity for
self-reflection. As a faculty, we continuously grapple with
how to measure the impact of this experience on students.
Students participate in a values clarification exercise that
addresses their perceived level of comfort in parenting a child
with a disability or serious health condition. This requires
them to consider possibilities outside their own experience,
especially as most of them do not yet have children. 

We have begun to assess shifts in values as a result of this
seminar, including the home visits. Preliminary results indicate
a 57 percent shift in the students’ projection of their own com-
fort about parenting children with different disabilities, with
25 percent reporting feeling more comfortable about
Down syndrome after these experiences. 

We sense that through the generosity of our host
families and these experiences in family-centered care and
developmental disabilities, our students are moving closer to
what Goldberg calls “an expansive spirit of humanism that
transcends the specific realm of health and disease.”2

Deborah M. Spitalnik, PhD, is a Professor of Pediatrics
at the University of Medicine and Dentistry–Robert Wood
Johnson Medical School and is the Executive Director of
The Boggs Center on Developmental Disabilities.

Caroline Coffield, PhD, is an Instructor of Pediatrics at

the University of Medicine and Dentistry–Robert Wood
Johnson Medical School and is the Interdisciplinary Train-
ing Coordinator at The Boggs Center on Developmental
Disabilities.

Katherine Gabry is Family Coordinator of the
Seminar on Family Centered Care and Developmental
Disabilities at The Boggs Center on Developmental
Disabilities.

Sheryl White-Scott, MD, FACP, is Assistant Clinical
Professor of Medicine, New York Medical College and
Medical Director, Brooklyn Developmental Disability
Services, New York State Office for People with
Developmental Disabilities (NYSOPWDD). 

   

1 Robert Wood Johnson Medical School. (2010). Patient Cen-
tered Medicine I. www.rwjms.umdnj.edu/education/current
_students/academics/first_year/mdc6011A/index.html

2 Goldberg, J. L. (2008). Humanism or professionalism? 
The white coat ceremony and medical education. 
Academic Medicine, 83(8), 715–722. http://journals.lww.com/
academicmedicine/pages/default.aspx.

3 Rudolph, L. (2010, Spring). Turning disabilities into 
possibilities. Robert Wood Johnson Medicine, 51–55.
www.rwjms.umdnj.edu/about_rwjms/about/documents/
RWJMed_sp10.pdf.

4 American Academy of Pediatrics Committee on Hospital
Care. (2003). Family-centered care and the pediatrician’s 
role. Pediatrics, 112(3), 691–696. http://pediatrics.
aappublications.org/content/112/3/691.full.html.

Self-reflection: “[I am] more aware
about how to act as a physician, not
just with patients with disabilities,
but with all patients.” 

Awareness: “I will always keep in
mind that there are a million other things
that happen before and after I see the
patient and there’s more to know than
can be elicited in 15 minutes.”

Sensitivity: “I still will never understand
what it is like to raise a child with a devel-
opmental disability. But at least now I know
enough to assess all cases on an individual
basis and with increased sensitivity.”

Understanding: “I was very impressed
and humbled to be allowed to view
people’s private, everyday lives and to
see how they handled disabilities.”

Shifting perspectives: “To parents,
the child is still a child and needs to live
a happy normal life as much as possible.”

Humility: “[I now see] the trials/
tribulations families go through to get
equipment and medications that physi-
cians prescribe and that are necessary.”

Empathy: “I will see a child before 
I see the disability; I will listen to
the parents first–they know their child
best; I will ask questions; I will ask how
the family is doing.

Insight: “Before yesterday, I saw kids
in these big wheelchairs and didn’t
know what to think or how to act.
This really opened my eyes.”

HUMANISM:
In Their Own Words
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We’ve all heard a lot lately about “humanism” in medicine.
How do you define that? And what exactly does that
mean for medical professionals who are constantly bal-
ancing patient volume and overseeing a team of nurses
and other staff, while trying to keep on top of evolving
changes to healthcare policy and legislation? These are
questions that are worth taking the time to answer. The
Arnold P. Gold Foundation defines the term in this way:
“Humanism in medicine describes relationships between
physicians and their patients that are respectful and
compassionate. It is reflected in attitudes and behaviors
that are sensitive to the values, autonomy, cultural and
ethnic backgrounds of others.”1

Certainly, these relationships of respect and compas-
sion are important in all professional arenas; however, they
are even more essential for those in medicine when
misunderstood or sloppy communication can literally be
the difference between life and death.

Although not every interaction between a patient and
physician will result in such serious consequences, when
it comes to communication, we can never assume that
the message sent is the one received. There are so
many reasons for such miscommunication, including issues
involving language differences, clinical or technical jargon,
different expectations, listener overload or simply being
on different wavelengths. 

Therefore, as medical professionals strive to follow the
principles of humanism in the practice of medicine, they
must first take a closer look at how they are communicating
with patients, patients’ family members and the members
of their own teams. Following are some specific communi-
cation tips and tools you can begin using immediately as
you continually find new ways to connect with your patients
on a deeper and more “human” level.

Actively listen. Listening seems like a simple concept,
but often we are so preoccupied with our mental to-do list
that we drift in and out of a conversation. When this hap-
pens, we miss not only the actual words that are being said
but also the nuances of the sender’s body language, tone
and other subtle cues that paint a clearer picture of the
message being sent. Active listening involves making a
decision to be present in the moment, paraphrasing to
clarify what you think you heard and then summarizing what
has been agreed to in terms of next steps. 

Communication
AndHumanism

“Humanism in medicine 
describes relationships 

between physicians and 
their patients that are respectful

and compassionate.”

“Misunderstood 
or sloppy communication 

can literally be the 
difference between life 

and death.”By Steve Adubato, PhD
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Care. When striving for humanism in medicine, you
must truly care enough to listen to what is being said. While
you may not always agree with the message being deliv-
ered, that does not mean that you can disregard how
important that message is to the sender. Whether the
sender is talking about a health issue or concern or simply
about the plans he has for the weekend, there is no substi-
tute for showing him that you care enough to take the time
to hear what is being said. Of course, if you find yourself in
a situation where the conversation may cause you to be late
for your next patient or another meeting, be polite and say
something such as: “Jim, while I really am enjoying hearing
about your weekend, I have another patient I need to
see. Before I go, I’d like to know if there is any other health
concern you would like to discuss?” That brings the con-

versation back to the medical nature of your meeting
and ensures Jim has an opportunity to discuss any other
relevant items.

Avoid jargon. I remember meeting with a physician
several years back and realizing, by the time I was done with
my examination, that I needed a medical dictionary to deci-
pher the technical jargon surrounding my diagnosis. The
problem with jargon is that it can create confusion and
mixed messages and leave the patient feeling unsure about
what just transpired. Although it is simple to say “Never use
jargon,” unfortunately, due to the lengthy names of illnesses,
medications and other medical terminology, sometimes it
is unavoidable. Therefore, the key if you must use jargon is
to explain exactly what the words mean to the patient in

everyday terms that are easy to understand and then
follow up by asking specific questions to be sure that
the message sent is, in fact, the message received. 

Set an example. Your team looks to you as a role
model of how to act. Your attitude and actions can pos-
itively or negatively impact the environment around you. If
you are rude and abrupt and don’t take the time to listen
to your team members and staff, they will believe that
this type of behavior is acceptable and act according-
ly. Conversely, if you show humanism by engaging with
them and your patients with respect and compassion,
your staff will do the same. Therefore, always be aware of
how your actions are being perceived by others. 

These are basic communication strategies that will help
you practice “humanism in medicine.” What are some of

the ways that you and your team demonstrate humanism
in medicine when you communicate with your patients
and staff? Write to us at Editor@mdadvisornj.com and
share your thoughts.

Steve Adubato, PhD, is a four-time Emmy Award-
winning anchor for Thirteen/WNET (PBS) and appears
regularly as a medical and communication expert on
the TODAY Show, CNN, FOX News and CNBC. He is
a motivational speaker and Star-Ledger columnist
who has written extensively on doctor-patient com-
munication. 

1 Arnold P. Gold Foundation. (2010). What is humanism in
medicine? www.humanism-in-medicine.org/index.php/
aboutus/what_is_humanism_in_medicine.

“If you must use jargon, 
explain exactly what the words mean 

to the patient in everyday terms that 

are easy to understand”

Medical Jargon Understood

MDA-144 MDAdvisor SPRING 12 FINAL Spreads_Layout 1  4/5/12  5:03 PM  Page 36



It was morning rounds on the general
medicine service. The intern finished
presenting a complex case of an eld-
erly man with diabetes, heart failure,
hypertension and renal failure who was
admitted with confusion and shortness
of breath. The intern did a thorough
job of discussing the patient’s medical

history and went through the patient’s long list of medica-
tions. The intern related the findings of the patient’s multiple
imaging studies, including CT scans, ultrasound and
Doppler flow studies. The intern concluded by discussing the
pathophysiology that had led to this patient’s decompensation
and then outlined the medical interventions that had
been employed to save the patient’s life. All this was done
in the best possible academic medical tradition. 

However, something very basic and important was
missing. Put in the simplest terms: Who was this person aside
from a body whose heart and kidneys were failing? What
distinguished this man from the other seven billion people
on Earth? What about his occupation, his home setting, his
values and beliefs? How did this man react to his illness? 

By Kenneth Prager, MD

The Crisis of Medical Humanism:

Challenges to 
Resuscitating the

of American Medicine

Weakened

HEART
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THE NEED FOR MEDICAL HUMANISM
Not only would having this information be interesting, but

it would also be critically important in helping the doctor
relate to his patient, not as a collection of sick organs but as
a complex human being with values, hopes and fears. This
information could not help but improve the effectiveness of
the doctor as a healer. When doctors obtain this information,
they demonstrate an interest in the person not only for his dis-
ease but also for his humanity. Patients and families appreciate
this and have greater trust in doctors who seek these data.

People have a general perception that most doctors
no longer have the time or the inclination to find out
more than the medical facts about their patients. A recent
article in The New York Times summed up the problem:
“A centuries-old intimacy between doctor and patient is
being lost.”1

What seems to be missing from so many doctor–
patient encounters today is what many would call medical
humanism, which can be defined as: “The concept that

concern for human interests, values, and dignity is of the
utmost importance to the care of the sick.”2

Although patients may react to their illnesses differ-
ently depending on their values, religious beliefs and
interests, all patients want to feel that their doctors care
about them as persons and not merely as diseased
organs. Patients want to be treated with respect, have
their privacy honored and their autonomy maintained. 

THE CHALLENGES OF CHANGING TIMES 
A lot has happened to medicine since my graduation

from medical school in 1968. First, doctors no longer
seem to have the time to spend with patients and families
discussing these issues. Medicine has become more of
a business and less of a profession proud of its tradition of
humanism. Certainly, there are various reasons for this
change, including the following.

Financial constraints. Because cognitive and com-
munication skills are compensated far less than medical
procedures, physicians are under financial constraints
preventing them from spending adequate time learning
about the nonmedical aspects of their patients’ lives.
I’ve seen physicians practicing within the hallowed halls
of academic medicine who didn’t meet financial goals and
were told to shape up or ship out. 

Technological advances. The incredible advances
of medical technology have had some undesirable
effects. These amazing machines surely save and prolong
countless lives of patients who not long ago faced certain
death. But too many doctors who have mastered this
technology have become super-skilled technicians rather
than true physicians. These specialists do not have the
time or the inclination to see beyond the narrow confines
of their patients’ medical issues. Ironically, the tunnel
vision of these physician-technicians has been one of the
prime causes of the need for a new breed of physicians
specializing in medical humanism. We now call them
medical ethicists. 

Advances in medical technology have had another pro-
found effect on the nature of medical practice: They have
increased the need for humanistic qualities in physicians
by creating scenarios in which patients who hover
between life and death on life-support machines look to

“Inpatient care is increasingly

taken over by hospitalists

who usually have never seen

the patient. ICU attendings

often change weekly, 

making doctor-patient 

bonding extremely difficult.” 
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their physicians for guidance in making agonizingly difficult
decisions. The need for doctors to sit and talk with
patients and their families has never been greater than
now–just when such time has become less available.

Changing societal values. There have also been sig-
nificant changes in societal values since I received my MD
degree 43 years ago. There seems to be less emphasis on
social responsibility and more stress on self-fulfillment.
Young doctors are unashamed about wanting better
lifestyles than the iconic medical heroes of yesteryear
(remember Marcus Welby?) who often gave greater priority
to the medical needs of their patients than to the needs
of their own families. 

More female doctors. The entry of women in large
numbers into medicine has generated part-time or limited-
time medical positions to enable young women to spend
more time raising their families. These arrangements,
while wonderful for these doctors, are inimical to the kind
of long-term doctor-patient relationships of past years in

which medical humanism could thrive.
Group practices.Group medical practices featuring

rotating on-call schedules make it very difficult for patients
to develop lasting relationships with a single physician.

Hospitalists. Even if there were better outpatient con-
tinuity of patient care, major changes in the way medicine
is practiced inside hospitals has placed obstacles
between patients and physicians. Inpatient care is
increasingly taken over by hospitalists who usually have
never seen the patient. ICU attendings often change
weekly, making doctor-patient bonding extremely diffi-
cult. And increasingly strict limits on the amount of time
that house officers or residents can be on call in the hospital
result in an inordinate number of patient turnovers.
Patients often cannot even identify which doctor is in
charge of their care at any given moment, much less be
able to enter into a meaningful relationship with their
caregivers. This crisis in continuity of inpatient care is a further
body blow to the corpus of medical humanism.

OUR CUSTOMIZED PRACTICE ASSESSMENTS
PROVIDE A PATHWAY TO A MORE SUCCESSFUL BUSINESS.

• Consultations performed by experts with clinical background
• Specific benchmarks and improvement recommendations
• Personalized guidance for implementation and follow-up
• Assistance with business aspects of medicine so that you

maintain greater control of your practice

Want to know more? Visit www.MDAdvantageonline.com
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Decline in internal and family medicine.General internal
medicine, which years ago attracted some of the best and
brightest medical students and was the flagship specialty
for medical humanism, has lost its luster for today’s young
graduates. It has been replaced by specialties that offer
more money for less time. The scuttlebutt among medical
students is that the “ROAD” to medical happiness is Radiol-
ogy, Ophthalmology, Anesthesiology and Dermatology.
To be fair to those shying away from general internal or
family medicine, they see doctors in these specialties who
are reimbursed poorly and who face mountains of paperwork.
In addition, today’s medical students often graduate with
student loans well above six figures that must be paid off
just as they are starting families and beginning careers. Better-
paying medical specialties are understandably very attractive.

Although medical humanism may be wanting, the need
for it is no different today than it was millennia ago when
shamans and priests ministered to the medical needs of
the sick with little more than compassion, faith and the
placebo effect. The emotional needs of sick people have
not changed over the centuries and never will, but the inter-
est and the ability of the medical profession to satisfy them
seem lately to have eroded. 

SEEKING SOLUTIONS
Given this formidable array of obstacles to today’s

physicians carrying on the tradition of medical humanism, is
there hope for the future? 

Looking back over the past two decades, there is
indeed evidence that the sorry plight of medical humanism
in American medicine has been recognized and steps have
been taken to correct the problem. There are numerous
examples of academic and private institutions attempting
to revive humanistic medicine in the U.S. 

The Arnold P. Gold Foundation pioneered the goal of fur-
thering medical humanism through its White Coat Ceremony
and its many programs and grants that seek to further care
and compassion in medicine. The lack of physician communi-
cation skills has been recognized, and there are calls for
beefing up the medical school curriculum and residency
training programs with instruction in this area.3,4

Harvard Medical School has established a Center for
Primary Care to train leaders in primary care and contribute
to innovation in primary care delivery, which will surely have

a favorable impact on medical humanism. The Schwartz
Center for Compassionate Care is another nonprofit
organization that sponsors programs in many hospitals
across the country that foster medical humanism. 

Most medical students still bring to the profession
a core of idealism. Given the right circumstances, role
models and incentives, I believe they will spend more
time speaking to their patients, perfecting their skills of
communication and acting like true physicians rather than
highly skilled technicians. For this to happen in a truly
meaningful way, however, structural changes in the way
medicine is practiced and compensated in the U.S. will
need to be carried out. The obstacles to such changes
are enormous, and powerful vested interests will seek to
prevent such changes.

We will have to lessen the enormous load of debt
on medical students, start teaching humanism in medical
school and house staff programs, give appropriate aca-
demic recognition to outstanding clinicians just as we do
to top medical researchers and stop penalizing physicians
financially for being humane. 

The good news is that our country does appear to be
increasingly aware of the neglect of this central pillar of
good and ethical medical practice. Hopefully, the med-
ical care pendulum will swing back toward its home in
humanism where it belongs.

Kenneth Prager, MD, FACP, is Professor of Clinical
Medicine at Columbia College of Physicians and Surgeons
and Director of Medical Ethics, New York Presbyterian
Hospital, Columbia University Medical Center in New
York City.

1 Gardiner, H. (2011, April 23). Family physician can’t give
away solo practice. The New York Times, p. A1.

2 Pickett, J. P. (Ed.). (2009). The American heritage 
dictionary of the English language (4th ed.). Boston, MA:
Houghton Mifflin. 

3 Levinson, W., & Pizzo, P. A. (2011). Patient-physician 
communication: It’s about time. Journal of the American
Medical Association, 305, 1802–1803.

4 Lesser, C. S., Lucey, C. R., Egener, B., Braddock, C. H.,
Linas, S. L., & Levinson, W. (2010). A behavioral and 
systems view of professionalism. Journal of the American
Medical Association, 304, 2732–2737.
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