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At six o’clock, I left my office 
questioning why I chose this profes-
sion. I’ve always known that some 
of my best treatments cannot be 
prescribed any more than they can 
be coded; they involve listening, 
patience, and sometimes holding 
a hand. As a student, this was the 
appeal of family medicine, where 
my role models seemed to know 
this too.

But today, I waded through the 
endless stream of prior autho-
rizations, disability forms, and 
certification forms; wrestled with 
the electronic medical record that 
works some of the time (but not 
when I need it most); and counseled 
my patients on colon cancer preven-
tion, exercise, mammograms, safe 
sex, immunizations, and low-fat 
diets. Despite this, my care profiles 
show that, shockingly, some of my 
diabetics are not tightly controlled, 
my hyperlipidemics are not all at 
goal, and some patients have even re-
fused to have a colon cancer screen-

ing. Next year, these numbers will 
be reflected in my compensation, 
judging the value of my work.

 As I walked to my car, the nurs-
ing home paged to update me on 
Ida. Two years ago, she had been 
admitted, along with her husband 
Lenny, when dementia and “the 
dwindles” had caught up with both 
of them. They had been forced into 
selling the house in which they 
lived for 52 years, moving into the 
nursing home room with only a few 
possessions—her china cabinet, 
photographs of loved ones, and his 
recliner. In the past few months, 
she had lost weight and grown 
somnolent. She never admitted any 
complaints and always smiled as we 
held hands when I did my rounds. I 
knew the end of her life was coming 
soon and had recently discussed 
further evaluation with her family. 
We agreed that our goal should be 
comfort care. 

In the past week, she had de-
clined further, taking only minimal 
amounts of fluids by mouth. Two 
days earlier, I had given the order 
to stop any medications not used 
for comfort goals and had started 

some sublingual morphine to treat 
the discomfort that I have learned 
comes with even the most peaceful 
of deaths. 

When I arrived, she was agitated 
and gasping, her palms and chest 
wet with sweat. I realized that the 
nursing staff had stopped all medi-
cations, including the morphine. 
After a dose of morphine, Ida was 
eventually resting comfortably 
again. I held her hand for a minute, 
reflecting on our previous visits 
together, then headed home.

At home in bed, I was paged 
from labor and delivery. Cindy 
was laboring with her first child. 
She had been blessed with an easy 
pregnancy, and her baby was be-
ing welcomed into a stable family 
excited about the transition into 
parenthood. She and her husband, 
Greg, came to every prenatal visit 
together, smiling and holding hands 
as we listened to the heart tones, 
imagining how soon their lives 
would change forever. I left for the 
hospital when Cindy approached 
complete dilation but found her 
exhausted by labor when I arrived. 
We agreed that she should rest for 
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a while, rather than push, and as we 
spoke, the nursing home paged me 
to report on Ida’s status. 

The apologetic night nurse re-
ported that Ida was now gasping 
and sighing. He wanted confirma-
tion that it was okay to repeat the 
morphine, which he had just given 
an hour earlier. “I don’t want to 
overdo it and suppress her respira-
tions.” I reassured him that our goal 
was to relieve symptoms and that 
dyspnea was an appropriate symp-
tom to relieve. And then I reassured 
him that when someone is dying, it 
was the right thing to page me, even 
in the middle of the night.

Looking out the hospital win-
dow, I saw the black hours of night 
turning into the deep blue of morn-
ing as Cindy began pushing. With 
her husband and nurse at her side, 
we coached her pushing for another 
hour. She pushed well, focusing, 
working hard, and giving her best 
efforts, but the baby didn’t cooper-
ate and made no progress. 

It was daylight now, and she 
was exhausted again. She needed 
another rest, as did we all.

I called to check on Ida and dis-
cuss the plan with the day nurse. 
Ida was comfortable, without any 
gasping, but with irregular, shal-
lower breaths. Lenny had been with 
her through the night—sometimes 
holding her hand from his recliner, 
sometimes crying at her bedside. 
He knew this would be their last 
day together. “I’ll check back again 
soon,” I promised.

Cindy had rested and composed 
her energy again and pushed for 

another 30 minutes but still no 
progress. I started to doubt myself. 
Yes, there was room; the bladder 
was empty, the contractions were 
strong, and yes, she was really 
pushing well. No, the baby was 
not too big. I consulted with my 
backup, who agreed it was time for 
a vacuum extraction. With Greg at 
her side, she began pushing again, 
this time with steady hands pulling 
as she pushed. The baby’s head 
moved this time—first just a few 
millimeters but then with rapid 
progression. In seconds, her baby 
emerged and gave the cry we had all 
waited months, and hours, to hear. 
He fixed on me with newborn eyes 
that couldn’t yet comprehend my 
smile and reflexively grasped his 
hand tightly around my finger. Af-
ter hundreds of deliveries, I remain 
overwhelmed by the experience of 
having the hands that first hold a 
new life. Soon he would know the 
warmth of his mother’s hands, the 
sound of laughter and tears, and all 
of the things that come with life.

Soon afterward, I called to check 
on Ida. She was a mother too, and a 
grandmother, who had lived a full 
life of laughing and crying and lov-
ing. She had labored through this 
night as well, with the labor that 
completes the cycle of life but is not 
met with the joy and celebration of 
birth. Lenny had been holding her 
hand through the morning hours 
but didn’t know when it was that she 
slipped out of this world. He hadn’t 
realized that she had died until the 
nurse came in to check on her. 

I left the hospital and returned 
to my office to face the new stack 
of forms, the electronic medical 
record that works sometimes, the 
profiles of my below-goal mam-
mogram rates, and the lab reports 
for my diabetics who still choose 
doughnuts for breakfast. 

Today I am one of those role 
models I saw as a student, but now, 
I teach my residents and students 
about billing and coding and pay-
for-performance; it’s how they will 
be measured and compensated, 
and I want them to be ready. Soon 
they will graduate and answer to 
the demands of the business world 
that increasingly define our value 
as physicians. 

But while they are still here, I 
emphasize the value of listening, 
teaching about the therapy not in 
a pill, and the healing that comes 
in holding a hand. Then I remind 
them, and remind myself, that there 
are no dollars or diagnosis codes 
associated with these interventions, 
though they are the most valuable 
treatments we offer. This is why I 
chose family medicine as a profes-
sion. And it is in these labors of the 
night, holding hands with life and 
death, that I affirm my true value 
as a physician.
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